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To the mothers who have the courage to insist on a natural and mindful birth experience, and to the doctors and midwives who are dedicated to providing care in a safe and respectful way.













A NOTE ON PRONOUNS



FOR CONVENIENCE, I OFTEN USE A SINGLE PRONOUN—HE OR SHE—to refer to a health-care professional, spouse, or partner; or I may refer to a father or husband rather than a wife, co-parent, or co-mother. I have attempted to alternate use of these pronouns and titles throughout the book. I do not in any case mean to imply that professionals or partners are exclusively one gender or another.
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INTRODUCTION



I N MY TWENTY-YEAR CAREER AS AN OB-GYN, I’VE DELIVERED THOU-sands of babies and have seen every type of birth. A mother relaxing in a warm bath, breathing deeply with her contractions. A woman being wheeled down the halls of the hospital for an emergency cesarean as blood pours from her placenta previa. A woman who has an epidural, listening to music and talking excitedly with her family about the future. Each scene is different, but as the top of a baby’s head emerges, I can feel my own heart racing in my chest. I love to steal a glance at the faces of the family as they see their son or daughter for the first time. More important, I can breathe a sigh of relief that the baby is safe.


But what type of birth is best? Some would argue that having your baby at home, surrounded by supportive family and friends, and with minimal medical intervention, is the way it should be done. Others view childbirth as risky and would only want to have a baby in a hospital where a doctor, anesthesiologist, and all of the current technology are available. There are arguments to be made on each side of this debate, and I don’t think there will ever be a clear consensus. I believe that the focus shouldn’t be on what “type” of birth is best but, rather, on how to achieve the safest, most personalized, respectful care in all possible settings.


I was anxious during my own pregnancy and I’m an obstetrician! I believed everything that really mattered was almost sure to go right. But I also knew that things could go wrong. Although my delivery didn’t go exactly as planned, luckily, my own OB and I had agreed about how to make my pregnancy as safe as possible while achieving my vision for the birth, even if that meant making choices that would differ from the way most doctors would handle things. I had the inside track. That’s not the way it works for everyone.


It may seem surprising that obstetricians don’t always make decisions purely on the basis of the most up-to-date medical practice and what is best for the patient. Our patients have a right to that kind of care. They should feel that their doctor is on their side, not just at their side. But the truth is, sometimes we make decisions based on other concerns, such as the threat of malpractice lawsuits, our own preferences and training, hospital policies, and personal convenience. The good news is that you, as a mother-to-be, can enable your obstetrician to provide the best care by working together in a way that your doctor will welcome.


This book is my opportunity to reflect candidly on what I have learned as a busy obstetrician and to explore the unspoken facets of this field. What I have written may be considered controversial. I’m here to tell you that much of the advice you hear from friends, pregnancy websites, and even doctors isn’t based on scientific evidence. Numerous conventional medical practices need to change—and we know it. Why then, do we stick to an outdated way of doing things, disseminating unfounded advice? To put it simply: because that’s the way things have always been done.


I will explain the basis of medical decision-making and how to empower yourself to work side by side with your doctor or midwife on this journey. This book will help you understand the birth process so you may have realistic expectations for what may happen, and what is and is not in your control. The more clearly you understand what you want, and the better you are able to adapt to whatever comes your way, the better your birth experience will be.


New mothers and their babies are best off if the mother is happy and confident. The pregnancy goes more smoothly and any problems that come up seem less worrisome. Even the mother’s relationship with her baby gets off to a better start when she has a positive birth experience. But the definition of a positive experience varies greatly from woman to woman. I have seen some mothers who know exactly what they want from the beginning and are able to achieve all of their goals. Others were able to adjust their expectations and have a satisfying experience despite their birth plan’s being altered at every step along the way. Unfortunately, still others are needlessly disappointed in themselves and their birth because things didn’t go as planned and they had an epidural or required a cesarean.


I don’t want to give the impression that you can pick exactly how you want your birth to be, and that it will follow that script. Medical issues may arise for you or your baby that make it impossible, or once you are in labor you may simply not want to do it. But as you plan for a natural pregnancy and birth, this book will help you navigate through any unforeseen complications that come your way, so that you may stay as close as possible to your original vision. Your birth can be on your terms, feeling that you are part of the team and that your goals are respected. I hope that what you read here will empower you to be successful, however you bring your baby into the world.


Instead of focusing on the small details of how their baby came into the world, my patients who have enjoyed their births the most have shifted their focus to the final, positive outcome, learned to see the big picture, avoided rigid judgment from others, and eased up on the perfectionism. The ability to remain flexible and let go of what “should” happen will serve as a great asset during the many years of motherhood and childrearing to come. Natural pregnancy and childbirth is a wonderful choice but might not be right for you. Whether or not you stick to your original plan, have multiple interventions or none at all, doesn’t determine whether you are a good mother. At your child’s birth, your journey as a mother is just beginning.
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WHAT DOES A “NATURAL” BIRTH MEAN, ANYWAY?


WOMEN HAVE BEEN GIVING BIRTH FOR CENTURIES; WHAT CAN BE more natural than that? Well, it is not quite so simple. For each and every woman, natural means something different. The definition depends on where you live, the customs in your family, and, most important, whether you view pregnancy as inherently safe or inherently risky.


In recent times, the word natural is often used to characterize things we assume to be healthier, safer, and better for us. For some women, having a natural birth simply means that they want to deliver vaginally instead of by cesarean section. To others, it means not using pain medication, although an IV and fetal monitoring are welcome. Some believe that all births are natural as long as what is done is best for the mom and the baby. Others think natural implies avoiding the hospital altogether and trusting their body to give birth the way women have done for generations, delivering in the familiar setting of their own home or in a peaceful birthing center without beeping machines and rushed medical personnel.




HOW MY PATIENTS DEFINE NATURAL CHILDBIRTH


• ”Not using pain medication.”


• “Delivering vaginally.”


• “Minimizing medical intervention.”


• “Choosing pain.”


• “Having an un-medicated birth.”


• “Bringing a baby into the world alive.”


• “Having control over my delivery.”


• “Trusting my body to give birth the way it was meant to.”


• “Having a baby the way I want.”




Calling a birth “natural” brings up the question of what would constitute an “unnatural” birth. For those of us in the medical field, the opposite of a natural birth is one with interventions. Yet, in lay terms, to say that a birth is not “natural” implies that the event is not as good, or even harmful. Is a birth experience artificial or abnormal when medical interventions are chosen, or become necessary?


Influences on Our View of Childbirth


Thanks to Hollywood, when most of us picture labor, we think of a woman on her back in a hospital bed, surrounded by machines, screaming and sweating, perhaps yelling a string of curse words as she bears down with each contraction. The father-to-be grips her hand, white-faced and helpless, feeling faint. A tense nurse shouts instructions as a doctor catches the baby’s emerging head. Labor is fast, furious, and intense.


We almost never see labor depicted as a relaxed, peaceful experience. Watching the process play out in its slow, methodical way, sometimes lasting for days, wouldn’t make for a dramatic moment in a movie. It is no surprise that many women approach labor fearfully, focusing on the pain, rather than anticipating it as the extraordinary event it can be.


Our view of pregnancy and childbirth is also influenced by the experiences of women who have gone before us—the well-meaning family and friends who, with good intentions, want to prepare us for the worst, and explain the labor process in frightening detail. Women freely discuss their emergency cesareans and the unforeseen twists and turns, and all of it seems commonplace. As “survivors,” they feel obligated to share their words of wisdom. Even if their stories are reassuring, the birth you want, or that will be best for you and your baby, may not be the same as your friend’s, sister’s, or mother’s. Unfortunately, you may hear more negatives than positives. A woman with an unfavorable birth experience will frequently share her horror story with anyone who will listen, whereas a woman with a positive experience will hold the memory privately with just a few friends and family.




the doctor’s diary


When I meet a woman for the first time and tell her I’m an obstetrician, I almost always hear her birth story. Nearly every description includes details of something that went wrong or was unexpected. I’m pleasantly surprised if she tells me how beautiful her birth was. Even the story of our own birth as relayed by our mother unknowingly shapes our views of labor. Inevitably, you will share your story someday—with friends, colleagues, and your own daughter. Consider how your description will influence her perspective about childbirth in the future.
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The shared experience of pregnancy should bond women together and encourage them to be supportive of one another at this important time. Finding a group of women who share your views and beliefs can be invaluable. Childbirth is not a competition in which prizes are awarded to the mother who was able to give birth without an epidural or who pushed out the biggest baby. Sometimes, you may feel that any decision you make about your pregnancy can lead to a conversation loaded with judgment. Are you going to have a natural birth? Will you use an epidural? How long are you planning to breastfeed? No matter how you answer, or how well thought-out your decision, someone, somewhere, will tell you that you’re doing it wrong. Remember, your choices are ultimately between you, your partner, and your provider. Identify a few close friends to confide in, who want the best for you and will support you in your decisions.



Childbirth from the Home to the Hospital


Until the 1900s, childbirth took place in the home. Women commonly labored in an area that was closed off from the rest of the house, surrounded by female family members and friends. They used herbs and drank caudle, a spiced wine, for pain relief and relaxation. As active labor got under way, they were kept warm with the windows closed and candles burning in the room. Once the baby was born, they would remain in this room for a month, being attended by their families. Despite the comfortable environment, childbirth was regarded as dangerous because, in those days, many women did not survive. In the United States, prior to 1900, 1 in 1,000 women and 40 in 1,000 babies died during birth.


In 1531, an innovative military surgeon, Dr. Ambroise Paré, started a school for midwives in Paris. One of his pupil’s wives, Louise Bourgeois, became a well-known midwife to the royal court of France, and in 1609, published an influential book on how to practice the craft. She promoted the idea of letting nature take its course: “The time of the birth having arrived, they [midwives] did what their art demanded, which was, the child coming nicely, to reassure friends and family, keep her in a good position, have her eat as appropriate, keep her moderately warm, then help her to use her labor pains to bring everything to a happy conclusion.”1


In the late-1800s, there was a shift in philosophy about childbirth as more men became trained in obstetrics. It wasn’t just a field for midwives who had learned their skills as apprentices; it was a science that attracted surgeons. “Lying-in” hospitals were founded in urban areas, and women would travel there to have their babies delivered by male midwives, or accoucheurs. Birth became separate from family life. The use of lifesaving antibiotics and antiseptic solutions became more common. Pain medication was available, and cesareans were a viable option.


Dr. Joseph DeLee, who founded the Chicago Lying-In Hospital in 1899, is considered the father of modern obstetrics. Because of the high complication rates in childbirth, he wondered “if nature did not intend for women to be used up in the process of reproduction, in a manner analogous to salmon, which die after spawning.” He believed that labor should be actively managed so as to protect the life of the mother and baby. He suggested that a laboring woman should be heavily sedated to the point of being unconscious, to allow the cervix to dilate. A generous episiotomy should be made and the baby pulled out with forceps. Birth became a completely passive process and family members were not involved.


Dr. DeLee’s philosophy influenced generations of obstetricians. By the 1950s, 90 percent of babies in the United States were born in hospitals, and 70 percent of those were delivered with forceps. Hospital staff performed the duties previously delegated to family members. Most women were sedated with ether, giving birth in beds that had rails like a crib and wearing helmets so they wouldn’t injure themselves while they were medicated. As technology advanced, medical interventions, such as electronic fetal monitoring, ultrasounds, and epidurals, became the norm.


Today, doctors have replaced midwives, now attending 92 percent of births in the United States. Cesarean sections account for 33 percent of births. Instead of expecting something to go wrong, many women assume that the advantages of modern medicine will guarantee a perfect outcome. They want the latest technology to be available and to have the option to deliver their baby pain-free.


Natural Versus Medicated: The Debate


Women want their birth to be safe. But what safety means is open to discussion. Should you receive medication to speed up the labor or to reduce its pain? Is it better to let nature take its course or undergo an intervention that has its own risks? In the debate over natural or medicated, is there a right answer? The controversy can turn as heated as a political argument! People on both sides of this issue firmly believe that they are doing what is best for themselves and their babies.


Medications to prevent infections, drugs to reduce bleeding, cesareans—these advances in medicine have saved the life of numerous mothers and babies. However, interventions have become the norm, even in low-risk pregnancies. Some of these have undoubtedly benefited families. Others have little evidence to support their use, and a few may actually be harmful. These days, finding the balance between the natural experience and medical interventions is particularly challenging.


Natural childbirth advocates believe that using interventions during labor diminishes the birthing experience, puts women at increased risk, and may have long-term consequences for both mother and baby. They see the pain of labor as “good” and even necessary. Medical interventions are viewed as dangerous and overused, and employed for the convenience of the doctor. They believe that the more we know about pregnancy and birth, the more we lose sight of how perfectly designed it is. They feel safer away from a hospital than in one. They contend that women who have a natural childbirth recover faster and breastfeed more easily. They want to connect intimately to the birth experience, which they believe will allow them to bond with their baby in an enhanced way. They believe a baby born without medical intervention will be calmer and more relaxed. The rediscovered enthusiasm for home births has accelerated in recent years as some women worry that they won’t be able to achieve a peaceful birth experience on a maternity ward. With strangers running in and out of the rooms, nurses asking one another about other patients, and a multitude of intrusive machines, the ability to create an intimate, personalized environment in a hospital setting is difficult.


Other moms believe that pregnancy and labor need to be monitored carefully. They recognize that things can go wrong despite the best-laid plans and don’t want to take any chances. They admit that labor is too painful to go through it without an epidural and appreciate being able to rest and save their strength for taking care of their newborn. They feel reassured that an operating room is right around the corner. They find comfort in knowing that a pediatrician is readily available if their baby needs any assistance. They know they will have the energy to focus on their baby after the less stressful experience of a medicated birth. They recognize that what feels good may not always be what is safest.


The conflict between natural and interventional birth extends to doctors and midwives as well, who philosophically look at childbirth differently. A doctor is trained to view pregnancy as a medical event and to look for the smallest deviations from the norm that could signal something is wrong. Doctors try to eliminate or at least minimize risks by performing tests, monitoring the mother regularly, and utilizing all of the latest technology.


A midwife views birth as a normal process that women’s bodies are designed to undertake without difficulty. She believes that patience will allow nature to take its course. Although these philosophies are different, the goal is the same: to manage the unpredictability of birth.


Deciding What Is Right for You




the doctor’s diary


If I could give you only one piece of advice, it would be to do what makes you happy. In a world where there is so much pressure to be a specific type of mother, it would be nice to go through pregnancy and childbirth the way you want. Not the way your friend did it, or the way the judgmental woman in line with you at Starbucks would.


As with most decisions in medicine, each of your choices in childbirth will have its own risks and benefits. I believe that natural childbirth can be an amazing, beautiful experience. However, it is not for everyone. Some women have no interest in it whatsoever, get every intervention possible, and still have a wonderful experience.


I believe that many women don’t pursue a natural birth because we—the obstetrical community—have set them up to fail at it. Many things we do—some of which have no proven benefit—make it nearly impossible to achieve a natural delivery. We don’t give women the tools they need to be successful, which only leads to disappointment—the last thing you need as a new mom. Follow your instincts, ask lots of questions, and stand up for what is important to you.
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How do you decide which type of birth is right for you? Some women have a clear vision even before they get pregnant. Others aren’t so sure. Natural sounds great but they fear that the pain will be more than they can handle. Some women know they want an epidural as soon as they get to the hospital. Still others plan to do whatever their doctor suggests in the moment.


When considering your options, you must think realistically about your health, your personal risk factors, and your fitness. Do you have a low-risk pregnancy, or do you have a medical condition that cannot be ignored? Has your blood pressure been slowly climbing upward from week to week? Has your baby suddenly done a somersault and is now breech with only a month left in the pregnancy? Are you significantly overweight? When you’ve spent months preparing for a certain type of birth and you have your heart set on a particular outcome, it’s tempting to continue in that direction although it may not be safe.




the doctor’s diary


I know from personal experience that not all births go as planned. When I was pregnant with my first baby at age thirty-four, I planned to continue my obstetrical practice until the moment I had to run upstairs to the hospital, deliver my son, and get right into the swing of motherhood without losing a beat. I was sure I’d be the model of natural birth; I was healthy, fit, and prepared. So, I was completely caught off guard when I developed severe preeclampsia (high blood pressure) at twenty-nine weeks. Because I had no symptoms and felt completely normal, I insisted that the blood pressure cuff must be broken as I saw the numbers climb over 200/110 (normal blood pressure is 120/80). Even with my pressure sky-high, I tried to negotiate a plan with my doctor so I could go home and wait for labor to ensue at the normal time. Instead, I found myself on bed rest in the hospital for two weeks, followed by an induction, an epidural, and a magnesium-induced haze from the medication I was given to prevent seizures. My son was born at thirty-one weeks, weighing 3 pounds 12 ounces, and was whisked off to the neonatal intensive care unit (NICU) without my even being able to touch him. It was exactly the opposite of the experience I had planned.


The truth is, some things just happen in the course of pregnancy that change your level of risk, and there’s nothing you can do to prevent it. In my own case, I finally accepted my high-risk status. Thankfully, despite a small bleed in his brain, my son overcame the challenges of prematurity and is a healthy, thriving teenager.


When I look back on the delivery of my son, I feel both disappointed and grateful. I had hoped to hold him right after he was born, to breastfeed, to get to know him in the delivery room. But instead, I could only touch him through the holes in the Plexiglas incubator for weeks. We tell women that they should hope for a healthy mom and a healthy baby at the end—that should be enough. Isn’t that the definition of a successful childbirth experience? I had that, yet it wasn’t enough to eliminate the disappointment that I had a high-risk pregnancy and couldn’t have the birth I wanted. At the same time, I feel grateful that I had access to prenatal care that allowed me to find out about my condition before I was too sick. I was also thankful that my son could live in a state-of-the-art NICU where the incubator and high-tech medical care allowed him to grow.
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Whereas some risk factors develop during pregnancy, others appear only once you are in the delivery room in labor. Everything has been going along smoothly, until you find out that your baby is stuck in one position and can’t rotate through the birth canal. Or that every time you have a contraction, the baby’s heart rate dips because it has inadvertently tied a knot in the umbilical cord. There is no way to predict how a pregnancy will conclude. For this reason, doctors categorize pregnancies as low risk or high risk—there’s no such thing as a “no-risk” pregnancy.


Women with low-risk pregnancies have many options for childbirth. If you and your doctor or midwife have determined that you are truly low risk, you can choose a noninterventional birth. You should fully commit to preparing for this during pregnancy. It means intensive education, reading, classes, and reflection. You can’t just arrive in the delivery room and say, “I don’t want this, I don’t want that,” without preparing yourself for how you will deal with the realities of labor. Most women who plan for an unmedicated birth attend childbirth classes for at least a few months. They may hire a doula to provide them with continuous emotional support during labor. They eat well and they stay fit. They consider what helps them to relax and prepare accordingly.


Planning for the birthing style you want is where your relationship with your doctor or midwife really counts. Your provider can help you determine what is safest for your individual situation. Hopefully, you will work with someone whom you trust, someone who will listen to your concerns and not dismiss what is important to you. When a mother feels supported, rather than managed, she will have an easier birth. Your labor may take an unexpected turn but your doctor can help you stay on the track you have chosen.


Ultimately, childbirth can be anything: overwhelming, guilt-ridden, beautiful, agonizing, calm, enlightening. I can think of no other life experience that brings out such diametrically opposite emotions—sometimes at the same time. As you think about what you want your birth to be like, you may find yourself overcome with fear or doubt. Remember that every woman has felt the same way at some point in her pregnancy. Odds are you’re a lot more capable than you give yourself credit for. Frame your own narrative by listening to the positive stories. Focus on bringing your baby into the world with your loving family cheering you on. And support other women in their choices, whether or not they mirror yours. Stay clear-eyed, with an open mind and an open heart: you’re on your way to becoming a mother.
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SCIENCE, EMOTION, AND TRADITION


—and How They Influence Your Ob-Gyn


HEALTHY MOM, HEALTHY BABY. IT SEEMS LIKE A STRAIGHT-forward goal. While your provider has your best interests and those of your baby at heart, she must contend with a number of external factors that influence your care during pregnancy and delivery. Basic scientific knowledge about how the body works and how to diagnose and treat complications is a starting point. But there are also intangibles that affect her medical recommendations, ranging from where she completed her residency to whether she has ever been named in a malpractice lawsuit. Even the structure of her private practice—whether she has a partner who can lend a hand when she is attending a delivery—can influence her advice.


Medical decisions are not simply a matter of what is safest or wisest, or what has been proven in a medical study. We doctors also take into account how our patient and her family are going to feel about our approach, how other health-care workers on the team will see things, what our colleagues would do, what is convenient, and unfortunately, what could happen in a lawsuit if something goes wrong. Medical decision-making is a complicated intertwining of science, emotions, and traditions. These considerations often prevent optimal care. However, if you are aware of these “nonmedical” factors, you can collaborate with your doctor to resolve problems in a way that is a win-win for everyone.



The Powers That Be


The American College of Obstetricians and Gynecologists (ACOG) sets the standards for ob-gyns in practice and has fifty-eight thousand members. The organization keeps physicians up to date on the latest medical research and provides evidence-based recommendations on how to treat patients. It sponsors clinical and scientific meetings where physicians and researchers can present their latest data to colleagues. It publishes Committee Opinions on a wide range of topics, such as “Cell-free DNA Screening” to “Marijuana Use in Pregnancy,” so doctors can be kept apprised of the latest research in the field. Beyond disseminating research data, the organization releases Practice Bulletins, which explain the basis and evidence for medical recommendations. These publications cover such topics as “Management of Gestational Diabetes,” “Prevention of Preterm Birth,” and “The Use of Psychiatric Drugs During Pregnancy.”


Because the guidelines set forth by ACOG rely on research, clinical trials, and reporting from members, most doctors believe they represent the best practices for treating their patients. If a doctor ignores ACOG’s recommendations, he may not only be providing you with substandard care, but he is also opening himself up to criticism from his peers and malpractice lawsuits.




the doctor’s diary


On numerous occasions, patients have asked me to deviate from the standard of care set forth by ACOG. I want my patients to have the birth they desire, to have a healthy baby, and to look back on the experience in a positive way. If I “take a risk” with them, I find myself in a dilemma between what would make my patient happy and what the medical community says is acceptable.


For example, the current standard is to perform a cesarean if a woman has been pushing for more than three hours and has been unable to deliver the baby. She may insist that she wants to avoid a cesarean, and asks me whether she can continue to push longer. If I say no, she will never know whether she could have done it, will feel disappointed, and probably have a negative view of me, believing that I did not support her. If I say yes and she continues to push to delivery, but her baby has a complication, such as a shoulder dystocia, I am responsible for that decision.


Other situations in which a patient has asked me to do something outside of standard practices include:




• Declining a diabetes screening test


• Wanting a vaginal birth after cesarean (VBAC) following two previous cesareans


• Going more than two weeks past the due date without induction of labor


• Not wanting IV antibiotics for Group B strep infection


• Wanting to deliver a breech baby vaginally


• Wanting to continue to labor when the baby’s heart rate shows signs of distress




As much as I may want to be the “good guy,” I feel pressured to stay within the ACOG guidelines even if I personally believe that a certain path may be perfectly safe.
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See One, Do One, Teach One


How an ob-gyn is trained during residency greatly influences how he practices throughout his career. Most training takes place in teaching hospitals that are affiliated with universities, but some are in smaller community hospitals. Teaching hospitals expose future ob-gyns to high-risk pregnancies, rare diseases, and numerous complications of labor, which lead many new doctors to view pregnancy as a disease to be assessed, tested, and resolved. Instruction is done by professors who are physicians with administrative duties, patient responsibilities, and research projects. In addition, much of the training is done by the older residents. The motto is: “See one, do one, teach one.” That means that on the first day of residency, a new doctor will “catch” her first baby. By the end of the same day, she may be showing another new doctor how to do the same. In this way, skills and habits—both good and bad—are passed from one group of residents to the next.


A resident seeks to develop a diverse wealth of knowledge as well as advanced surgical skills. As a result, the focus moves away from the patient’s experience of her birth. Under these circumstances, it is rare to observe a birth that doesn’t have some sort of intervention. In fact, because residents need to fulfill training requirements, they are eager to practice their skills such as using forceps and vacuum, or performing cesareans.


Residents usually work in shifts, often lasting twenty-four to thirty hours at a time. Since 2003, residents are restricted to working eighty hours per week. They work on labor and delivery for a month or two, and then move on to other aspects of their training, such as gynecology or infertility, returning to deliver babies again a few months later. A resident obstetrician, on average, will attend 273 vaginal deliveries and 232 C-sections during the four-year training program.


Maintaining a continuity of care is an ongoing struggle for these doctors-in-training. They rarely know a patient from the beginning of her pregnancy to her delivery. A resident often meets his patient for the first time on the labor and delivery unit without having established a relationship with her or her family. He manages her labor during his 24-hour shift. Then a new physician will come on. As a result, continuity of care—for the doctor and the patient—is lacking. The first doctor is not around to see what happened during the delivery and the second doctor didn’t participate in the decision-making early on.


During residency, practice patterns are established. New doctors are molded by their professors and classmates on everything from which type of suture to use to sew up a uterus to how long to wait to induce labor. If a resident observes others using episiotomies on a regular basis, he is more likely to do so as well. If he is taught to perform a cesarean when there is a certain pattern of fetal distress, he will continue that practice for years to come. The subtleties and nuances of the art of obstetrics are established during this significant time.


On Call


Sixty-five percent of ob-gyns enter private practice after residency. In private practice, the doctor you see during the pregnancy is the same person who attends your delivery. The benefit of this model is the strength of the doctor-patient relationship. Seeing only one provider throughout the nine months and having that doctor manage your labor assures that he understands your medical condition as well as your wishes and desires for the birth. For the doctor, it is also the ultimate payoff, and one of the best parts of practicing obstetrics. Getting to know a family for many months and then being present at the most exciting day of their journey is incredibly rewarding.


Doctors have the option of working in a solo practice or joining a group. Most groups work out a schedule of being “on call” so that doctors cover for one another at night and on the weekends. During office hours, if one doctor needs to leave for a delivery, another may step in to see the patients waiting.


In reality, the private practice model is a difficult lifestyle to sustain. If a doctor is going to be available to deliver each of his patients, he also needs to find a way to manage the unpredictable, exhausting, and unique schedule that is inherent to this field. Your doctor is “on call” every night or every few nights for years or decades on end. Typically, he receives multiple phone calls in the middle of the night and may need to go to the hospital for a birth. Sleepless nights are followed by a full schedule of patients in the office the next day.


Ob-gyns struggle to balance the needs of a woman in labor with those of the patients in the office who have appointments. As a result, an ob-gyn cannot be at the bedside during all of labor. Instead he is updated regularly on the patient’s condition by the nurse on the phone, who may even push with her patient nearly to the point that the baby is ready to deliver. Then the nurse will instruct the mother to stop pushing, wait, and breathe until the doctor arrives.


Even more challenging for obstetricians is making personal commitments, such as taking their own children to school, having dinner with family and friends, or attending a soccer game. Without a doubt, an ob-gyn will miss many important events due to the demands of this specialty. This sacrifice is generally balanced by the joy and satisfaction the doctor receives from it. However, OBs in busy practices “burn out” at a younger age than other medical specialties. The average age for an ob-gyn to stop delivering babies (and practice only gynecology) is forty-nine.


The demanding schedule of private practice leads doctors to recommend interventions that can speed up the delivery, such as breaking the water bag or coaching a patient on how to push instead of allowing her to do it instinctively. Although doctors may not want to admit it, many cesareans have been performed because the doctor had another patient in labor, he needed to get back to the office, or he simply wanted to go to sleep.


Protocols, Policies, and Rules


Hospitals set protocols for labor and delivery that doctors and staff must follow. These rules are meant to ensure the safety and best outcomes for the patients. Each labor and delivery unit has hundreds of policies—how often vital signs are recorded, how to dispose of unused medication, how a fetus should be monitored during labor, and how many visitors can be in the operating room for a cesarean. A committee of doctors, nurses, and hospital employees revise the protocols every few years as medical standards change.


Some common protocols make achieving natural childbirth more difficult. For example, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) has developed formal standards for the care, assessment, and management of pain for hospitalized patients. While pain is a known and necessary component of labor, it is not acceptable for patients in other areas of the hospital. Yet, the protocols apply to all patients equally. These guidelines say that:




• All individuals have the right to pain management.


• Nurses must assess the existence, nature, and intensity of pain in all patients.


• Hospitals must establish policies for ordering effective medication.


• Nurses and doctors must educate patients about pain medicine options.




A woman wanting an unmedicated birth may prefer not to be asked about her pain or offered pain medications because frequently turning her attention to the concept of “pain” may cause her to lose focus and abandon her natural relaxation techniques. In the hospital setting, ignoring this protocol is not an option.


Additional protocols and rules on labor and delivery may include the following:




• You can’t eat or drink during labor.


• You must have an IV.


• Your partner can’t be in the room while you get an epidural.


• You must stay in bed after your water has broken.


• Your other children aren’t allowed in the delivery room.


• If a certain number of hours have passed after water has broken, labor must be induced.


• Your family can’t take pictures or video.


• Your baby’s heart rate must be monitored continuously.


• Your baby will be taken for an assessment and a bath immediately after birth.




While hospital protocols define some of the details of your experience, they do not dictate whether your doctor should or shouldn’t perform a cesarean. This decision is ultimately made by the doctor alone, not the hospital nor its administration, and is based on his assessment of you. In rare cases, hospital staff, such as a nurse or another physician, may intervene on behalf of a patient if they think that a colleague is doing something unsafe.


Staying on the Right Side of the Law


Threats of a malpractice lawsuit impact how your doctor manages your pregnancy, labor, and delivery. By practicing conservatively, she hopes not only to provide excellent care but to avoid an outcome that could result in a malpractice case. However, the fear of litigation does not necessarily help doctors deliver healthier babies. Instead, it leads to defensive medicine that disrupts the bond between patient and physician.


Lawsuits in medicine are common, with sixteen thousand new malpractice cases filed every year. Sixty-one percent of all doctors, and 78 percent of ob-gyns, will be sued at least once. In fact, ob-gyns are sued, on average, 2.64 times during their career. Each malpractice claim takes about five years to reach a conclusion. While 40 percent of the cases are eventually dropped, 40 percent are settled before trial and 20 percent go to court. The average financial award to the plaintiff is $500,000.


All physicians who work in a hospital must carry malpractice insurance. Malpractice insurance premiums vary tremendously from state to state and are based on each state’s laws regarding malpractice award limits. An ob-gyn in Minnesota will pay $17,000 per year, whereas one in Florida will pay over $200,000. In the United States, $7 billion per year is spent on malpractice insurance premiums. In addition, the cost of the practice of defensive medicine and the changes in physician behavior in response to the threat of lawsuits is estimated at $100 billion per year.




MOST COMMON REASONS FOR MALPRACTICE LAWSUITS IN OBSTETRICS


A doctor’s goal for your pregnancy and childbirth is for you to have a healthy baby. Unfortunately, sometimes things go wrong and a child is injured, born with an undiagnosed illness, or does not survive. The most common malpractice claims are due to:




• Cerebral palsy: This permanent neuro-muscular disorder causes difficulties in walking, speaking, and swallowing due to an abnormality in the part of the brain controlling movement. It usually develops during pregnancy but can also be due to an injury during childbirth.


• Failure to diagnose a condition such as a birth defect


• Shoulder dystocia and brachial plexus injury: After the baby’s head delivers, the shoulders become stuck. While dislodging the shoulder, the baby’s neck stretches, which can permanently damage the nerves to the arm and hand.


• Stillbirth: A baby who dies during pregnancy or childbirth


• Complication of a VBAC or operative delivery







One reason for the high cesarean rate in the United States is the fear of malpractice. Over 70 percent of all claims—such as those for cerebral palsy, shoulder dystocia, stillbirth, and complications of a VBAC—are related to a doctor’s failure to perform a cesarean. In this legal environment, many doctors believe that if there is the slightest concern about a baby’s health, there is no justification for not doing a C-section. Until patients stop suing doctors for failing to perform cesareans, doctors will continue to do them. Cesarean rates vary from state to state, but they are highest in states with the most malpractice lawsuits and highest insurance premiums, such as Florida and New York. For every increase in a doctor’s malpractice insurance premium by $10,000, the C-section rate increases by 1.6 percent.


An ACOG survey on professional liability from 2012 surveyed nine thousand ob-gyns and found that 51 percent admitted they changed the way they practice to avoid lawsuits by only taking care of low-risk patients. Some acknowledged that they performed more C-sections. Others stopped offering VBACs.


The Business of Birth


About 4 million babies are born each year in the United States, making pregnancy and childbirth an industry in itself. In 2012, the cost of prenatal care with a vaginal birth averaged $18,329; with a cesarean section, $27,866. Well over $50 billion per year is spent on maternity and newborn care, the highest in the world. The United States has more tests, older mothers, more cesareans and inductions, more uninsured patients, and higher malpractice premiums. Many US patients, thinking that they will get better care, insist on seeing an obstetrician at every prenatal visit and want a doctor to deliver their baby as well. In other countries, midwives handle low-risk pregnancies, which keeps costs down.




BIRTH BY THE NUMBERS


As of this writing, this is the average hospital cost for a vaginal birth—not including prenatal care—in a sampling of developed countries:








	United States


	$9,775







	Australia


	$6,800







	Switzerland


	$4,039







	France


	$3,541







	Netherlands


	$2,669







	United Kingdom


	$2,641







	Spain


	$2,200







	Argentina


	$1,200




















Your doctor is paid a “global fee” for obstetrical care. This payment covers all of your prenatal care, delivery, and postpartum visits, and is the same amount whether you see the doctor five times or fifteen times during the pregnancy. With most HMO insurance and Medicaid, the global fee for a vaginal birth is the same as for a cesarean. If you have preferred provider option (PPO) insurance, your doctor may receive slightly higher compensation (an extra $200) for a cesarean. Global fees vary by location. They may be as low as $900 for Medicaid and up to $3,500 for some PPO plans.




the doctor’s diary


Patients have told me that they assume doctors and hospitals want to perform cesareans to make more money. I can assure you it’s not about the money. While a cesarean may provide a little more compensation with some insurance plans, it’s not enough to be an incentive. However, delivering the baby quickly does allow the doctor to move on to the next delivery or patient in the office, which may indirectly influence him financially. Similarly, while a hospital receives a higher payment for a cesarean, the extra supplies, monitors, and nursing staff needed to care for the patient after surgery erase any significant profit.
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Medical decision-making reflects sound principles of science, safety, and ethical practice. An ob-gyn strives to give his patients the best possible care within the boundaries of his profession. However, many factors shape your doctor’s perspective and his ability to follow a plan that meets your expectations. Some of the influences on your doctor’s practice are subconscious, such as the way he was trained. Others are concrete rules established by hospitals. All of these color your experience of birth in different ways, some of which are contrary to what you may have envisioned. Talk with your doctor about your goals and whether there may be any policies or circumstances that inhibit their being realized. By understanding how your doctor makes decisions, and the protocols and practices he must follow, you can work together to reach agreements on how to make your pregnancy and birth as safe as it can be.
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NATURAL CHOICES


—about Eating, Exercise, Environment, and More


FINDING OUT YOU ARE EXPECTING BRINGS JOY AND EXCITEMENT about a new chapter in your life. But the journey from that positive pregnancy test to a baby in your arms can be complicated. It’s normal to have concerns and fears about the pregnancy, the health of the baby, and giving birth. You may be afraid of having a miscarriage, of delivering early, or that something you’ve done will hurt your baby.


Information about pregnancy and childbirth can be found everywhere—in books, on mommy blogs and websites, and in social media. For every website saying that something is safe, there’s another one saying the same thing is dangerous. One pregnancy book says you should eat lots of fish for the omega-3 fatty acids; another says fish contains mercury that will poison your baby and lead to birth defects. Don’t have children too young; don’t have children too old. The contradictions are endless, and for a woman who wants to do everything she can to ensure the health of her baby, overwhelming.


Scientific discoveries that help us understand pregnancy also cause distress in new moms by revealing numerous things that can go wrong. You can now be screened for hundreds of genetic mutations. Ultrasounds identify small irregularities in the fetus that may be associated with serious problems, but also may be completely normal. Electronic fetal monitoring shows fluctuations in a baby’s heartbeat that may or may not have any significance. These days, it seems that there is something to be concerned about in nearly every pregnancy.




the doctor’s diary


How did we become so afraid in pregnancy? I know each mom is merely trying her best to navigate the world of conflicting advice. She is making decisions for two, and takes her role seriously. No electric blankets or microwaves. No sushi or hot dogs. No high heels or nail polish. While I find some of these recommendations amusing at best, I know that my patients want to do what is right and feel immensely confused when confronted with contradictory information about what is safe—and what is not. For those who want the short version of the scientifically proven things you can do to benefit your baby, here’s my top 10 list:




• Manage your stress.


• Maintain a normal weight before conceiving.


• Buy organic or wash your produce meticulously.


• Cook meats thoroughly.


• Eat lots of fish.


• Exercise vigorously and regularly.


• Minimize your alcohol intake.


• Don’t smoke.


• Wash your hands frequently if you have children or are exposed to illnesses.


• Discuss any medications with your doctor.
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Should You Stress About Stress?


Many moms-to-be are concerned about the effect that stress may have on their developing baby. Being pregnant doesn’t shield you from the pressures and challenges of everyday life, such as a death in the family, marital problems, difficulties on the job, or financial strains. In fact, pregnancy itself can be the cause of tension. You worry whether the baby is healthy. You consider how you will manage a work schedule while taking care of a newborn. As it turns out, taking steps to reduce stress is just as important as stopping smoking and eating well.


For generations, pregnant women were treated as fragile. In some cultures, being pregnant meant you were not allowed to lift heavy things, exercise, or work. People believed that stress could cause a miscarriage, hurt the baby, or cause a woman to go into labor early. However, in the 1960s, experts acknowledged that the scientific evidence didn’t support this theory, and dismissed as folklore the proviso that pregnant women should “take it easy.” Pregnant women found themselves working full-time, being on their feet all day, and staying active until the moment that labor started. More recently, however, the philosophy on stress during pregnancy has changed yet again in light of the revelations provided by a new field of science called epigenetics.




EPIGENETICS


Since the discovery of DNA in the 1950s, scientists have known that traits such as eye color, height, and propensity for developing certain diseases are determined by the specific genes we inherit from our parents. However, in the last two decades, further research has shown that our genes are not set in stone but can be altered by external and environmental factors during pregnancy. These factors modify the DNA without changing its sequence, such that cells “read” the DNA differently. Scientists termed the way diet, toxins, and other forces—including stress—alter our DNA epigenetics. Epigenetics is one way our body adapts to ensure survival. For example, if a woman is pregnant during a stressful time, it may benefit her child to be extra-sensitive to stress hormones so that he can also flourish in that environment, and the baby develops accordingly.


Epigenetics is particularly significant for a developing fetus, suggesting that disease prevention actually begins in the womb. Many of the studies on epigenetics are conducted in animal models so, at this time, it is unclear whether these findings also apply to humans. While there is not a definitive cause and effect, there does appear to be an association between what a woman does during pregnancy and who her child grows up to be.





Stress and Your Body


When you are stressed, your body secretes hormones, such as cortisol and catecholamines (adrenaline) that trigger the “fight or flight” response. Your heart rate increases, blood flows to your muscles, and you have a boost of energy. This reaction is meant to be temporary. When these hormones remain elevated because the stress is still present, they can have negative consequences, such as raising blood sugar levels, decreasing the amount of oxygen being delivered to tissues, and suppressing the immune system. Besides its direct effects on the body, stress also leads to other unhealthy habits, such as smoking, drinking alcohol, or not eating and sleeping well.


During pregnancy, these hormones decrease the blood supply to the uterus and fetus. This effect is seen when a pregnant woman is physically as well as emotionally stressed. In addition, the placenta makes its own unique hormone in response to stress, called corticotropin-releasing hormone (CRH). High levels of CRH are linked to premature deliveries.


How Much Stress Is Too Much?


Normal everyday stressors do not impact a pregnancy, but long-term burdens may. These include starvation, having another child with a chronic illness, living in crowded conditions, unemployment, and having poor coping skills. A specific life-changing event, such as the death of a partner or child, or a diagnosis of cancer or other serious illness, can also have a significant effect. A pregnancy is less vulnerable to stress during its later stages, whereas those during the first trimester have the greatest impact. For example, after the 6.7 magnitude Northridge earthquake in 1994, more babies were born prematurely to mothers who were in the first trimester when the event occurred.1


In addition to life events, a woman’s overall anxiety levels, ability to relax, and personality traits, such as neuroticism, may affect who her child grows up to be. A woman who is generally nervous, has poor coping skills, or is depressed may be at the highest risk for having an anxious child.2


Effect of Stress on Pregnancy




• Low birth weight: Chronic stress is associated with low birth weight babies.


• Preterm labor: The risk of preterm birth is doubled in cases of severe stress.


• Birth defects: Stressful life events increase the risk of cleft lip and congenital heart disease.


• Future health of child: Maternal stress may affect a child’s overall health and susceptibility to disease later in life. It has also been linked to depression, irritability, problems with attention, and lower IQ.




Learning to Relax


Just because you have a stressful life doesn’t mean you will have a complication in your pregnancy or a child with behavioral problems. If you find ways to cope with your stress and diffuse it effectively, you can have a perfectly healthy pregnancy and baby.




RESEARCH SPOTLIGHT


Fascinating research on stress and health conducted by Sonja Entringer was published in an article in Current Opinion in Endocrinology, Diabetes and Obesity in December 2010.3 Inside all our cells, DNA is arranged in bundles called chromosomes. At the ends of the chromosomes are areas called telomeres, which are like the plastic tips on the end of a shoelace. Telomeres protect our genes and help cells divide properly. As a cell divides, the telomeres shorten to a critical point, and the cell dies. Short telomeres are associated with premature aging, heart disease, diabetes, and cancer. People with extended telomeres live for an average of five years longer than do those with short telomeres.


Telomere length is influenced by the cumulative stress during a lifetime. In addition, maternal stress may “program” the telomere system of the developing fetus. Women who are stressed during pregnancy give birth to babies with shorter telomeres, affecting their future health.





Stress reduction should be an integral part of prenatal care. Doctors are reluctant to emphasize the link between stress and poor pregnancy outcomes because it is hard to determine exactly how much stress is too much. They worry that the discussion itself may lead women to experience anxiety about hurting their babies. But asking about stress may have as much significance as measuring blood pressure or listening to the baby’s heart rate in assuring a good outcome for both the woman and her fetus. Stress-reduction programs offering education, more frequent prenatal visits, and psychological support are shown to reduce the rate of preterm births by 19 percent.4


For pregnant women, some simple strategies to cope with or reduce stress, such as yoga, exercise, support groups, and prenatal education, may help. The sources of stress must be carefully identified and actions taken to cope with or reduce it. If the workplace is a source of unmanageable stress, if economically feasible, it may be necessary to take a leave of absence until the baby is born.



Stress Relief During Pregnancy




• Talk about it with your partner, doctor, friends.


• Modify your work schedule.


• Exercise and sleep more.


• Educate yourself about what to expect during pregnancy and childbirth. Take birthing classes.


• Be prepared for the reality that some aspects of pregnancy are out of your control. If you have nausea, bleeding, or preterm labor, you may need to modify your work schedule.


• Learn relaxation techniques, such as meditation, and give yourself permission to take the time to use them.


• See a therapist.




Depression During Pregnancy


It is normal to feel emotional during pregnancy. Your body is flooded with hormones and your life is about to change dramatically. Your emotions can range from thrilled to overwhelmed and anxious. However, when the symptoms of sadness and feeling withdrawn persist and dominate your life, you may be clinically depressed. One in five women are depressed during their pregnancy. More than half of these will also develop postpartum depression.


If you have any of these symptoms for more than two weeks, you should contact a mental health professional:




• Difficulty sleeping


• Loss of energy


• Inability to concentrate


• Loss of appetite


• Decreased interest in activities


• Feeling guilty


• Thoughts of suicide





Five Things You Need to Know About Depression


1. Depression in pregnancy should always be treated with medication, therapy, or both.


2. Depression has been linked to preterm births and poor fetal growth, similar to the effects of stress. Untreated depression can also affect the psychological development of your baby, resulting in irritability as an infant and depression and behavioral issues during childhood and the teen years.


3. If you are being treated for depression prior to pregnancy, you should talk with your doctor about your medications. Most antidepressants are safe, but a few—Prozac and Paxil—have been linked to certain birth defects. You should consider tapering off those medications altogether and switching to a different antidepressant, such as Zoloft, Lexapro, or Celexa.5


4. You should not abruptly stop any antidepressants, because you may relapse. If your symptoms are mild, your doctor can taper your medication over one to three months and treat you with therapy alone. But if your depression is significant, you should stay on medication throughout the pregnancy.


5. Treatment for depression in pregnancy is successful in 90 percent of women. The earlier that treatment is started, the quicker the recovery.


Optimize Your Health


Along with attending to your emotional well-being, maintaining a nutritious diet, along with exercise, is a great way to be sure that you and your growing baby get what you need. Ideally, you should improve your eating habits prior to becoming pregnant, but if you are already pregnant, there is a lot you can do to stay healthy.



Weighing In: Your Starting Point


Of course, every mom strives to be her best when she’s planning to become pregnant. She wants to eat well, be fit and healthy, and be at an ideal weight. Believe it or not, even more important than how much weight you gain during pregnancy is whether you are overweight or obese when you start. Obesity automatically makes your pregnancy “high risk” because of the propensity for developing complications. The chance you will need a cesarean is nearly 50 percent.




• Risks for mothers:


Miscarriage


Gestational diabetes


Preeclampsia,


Having a large baby


• Risk to babies:


Prematurity


Stillbirth


Birth defects such as neural tube defects


Childhood obesity


• Risks during labor:


Difficult monitoring the baby’s heart rate


Difficult epidural placement


Shoulder dystocia


Need for cesarean


• The cesarean rate increases with BMI:








	BMI


	
Cesarean rate









	Less than 30


	21%







	30–35


	34%







	Greater than 35


	47%











• Risks with cesarean:


Increased blood loss


Infection


Blood clots


Injury to surrounding organs





Nauseous One Minute, Ravenous the Next


There is no aspect of pregnancy advice more riddled with myths than that relating to what you should and shouldn’t eat. The mommy police are hard at work, chastising other women in sushi bars and coffee shops. Googling “pregnancy diet” leads to hundreds of websites with recommendations that contradict one another: Avoid sushi at all costs. Don’t drink coffee or carbonated drinks. Don’t eat anything spicy. The warnings are everywhere and are rarely based on any sort of science. The truth is that the best diet for a pregnant woman reflects the basic principles of healthy eating that we all know. It involves eating lots of fruits and vegetables, lean proteins, and whole grains, and avoiding processed foods, fried foods, and excessive sugar.


Advice about how many calories you should be consuming is also fraught with misconceptions. Thankfully, the idea of “eating for two” has finally gone by the wayside. Much to the chagrin of moms who would like to use pregnancy as an excuse to overindulge, that suggestion never made sense because you obviously aren’t eating for another adult. However, since almost half of all pregnant women gain more weight than is recommended, the messages they are receiving about calorie intake are either inaccurate or ineffective. Total calorie intake should increase by 200 to 300 calories per day, but only during the last twelve weeks of pregnancy. Your basal metabolic rate (BMR)—how many calories your body burns at rest—stays the same during the first half of pregnancy. The BMR doesn’t significantly increase until thirty-two weeks. In addition, during the first and second trimesters, your body’s metabolism changes so that you absorb more calories and nutrients from the same amount of food. It is only when the baby is growing larger in the third trimester that you need any extra calories.


While you may alternate between feeling nauseous and ravenous, especially at the beginning of pregnancy, this is not a signal that you need to eat more. Instead, a complex interaction of hormones, including progesterone, insulin, leptin, and ghrelin, cause you to feel constantly hungry. Answering your cravings with proteins and low-fat foods will make you feel satisfied and stave off excessive weight gain.


At each prenatal visit, your provider will measure your weight. He does this, in most cases, not because he’s concerned that you aren’t gaining enough but that you are gaining too much. You can ignore the pregnancy books and websites that outline specific “pounds per week” goals. You don’t need to gain a certain amount of weight per trimester. You should eat to satiety when you are hungry without feeling stuffed. The changes in your body’s metabolism will do the rest.


Your maximum weight gain depends on your starting point. If you are:




Normal weight: Your maximum weight gain should be 30 pounds.


Underweight: Your maximum weight gain should be 35 pounds.


Overweight: Your maximum weight gain should be 20 pounds.


Obese: Your maximum weight gain should be 15 pounds.





Exceeding these limits puts you at risk for having a large baby, needing a cesarean, developing gestational diabetes, and struggling to lose the weight after delivery.


Eating “Clean” and Natural


Women who are pregnant should focus on eating unprocessed whole foods, including grains, fruits, vegetables, meat, and dairy. Families should try to do their own cooking during pregnancy to control what they are eating and to know the source of their food. Organic foods are an excellent choice because they do not contain pesticides, growth hormones, antibiotics, or fertilizers. Of course, eating organic can be expensive. Organic foods cost 50 to 100 percent more than the nonorganic version. If you can’t afford to buy organic, you should peel your fruits and vegetables or wash them for at least thirty seconds before eating. Farmers’ markets may have less costly options for organically grown foods than a natural foods or grocery store. Be sure to ask vendors whether the produce was grown organically, as their presence at a farmers’ market only suggests freshness, not necessarily growing practices. In grocery stores, look on the label for an SKU starting with 9, to be sure the produce is organically grown. You can also check out https://www.ewg.org/foodnews/: every year, the Environmental Working Group posts the “dirty dozen”—the twelve types of produce you should avoid if grown conventionally—as well as the “clean fifteen”—the conventionally grown produce that’s safe to eat.


GMOs (genetically modified organisms) were first introduced into our food supply in the 1990s, and now are found in 90 percent of the food we eat. A GMO is formed by taking the genes of one organism and forcing them into the genes of an unrelated organism. The most common GMOs insert genes into crops to make them resistant to herbicides, so farmers can kill weeds without harming the crops themselves. They also use GMOs to make crops produce their own pesticides. Nearly all the soy, canola, and corn grown in the United States contain GMOs.


The USDA considers GMOs as “generally recognized as safe” during pregnancy. A recent study in Reproductive Toxicology6 showed that pesticides made by GMOs are found in the blood of 93 percent of pregnant women as well as 80 percent of umbilical cord blood.


The controversy about GMOs is divisive. The USDA and food producers attest to its safety while other scientists claim that the increases in cancers and autism may be linked to these changes in our food supply. Currently, no laws mandate that genetically modified foods are tested for safety, especially in pregnancy. While many of these products have been around for decades with no obvious negative repercussions, it may be prudent to avoid them when possible. Increasingly, manufacturers are willingly labeling those products that are GMO-free; in addition, a new federal law mandates that labeling using statements or QR codes must be done in the near future. Natural foods stores may be your best source for such products.



Foods to Avoid


Some foods can be dangerous to a developing fetus because they can carry infections or toxins. The most notable foods to avoid during pregnancy are those that could be contaminated with the bacteria Listeria or Toxoplasma, such as uncooked or undercooked meats. Avoid consuming:




• Raw meat


• Smoked seafood, unless it is cooked in a casserole or canned


• Pâté


• Deli meats (can be consumed if heated)


• Fish containing high levels of mercury (swordfish, tilefish, shark, and mackerel). Tuna should be limited to 6 ounces per week or 2 small cans of tuna per week.


A note about mercury: The mercury in a woman’s body is related to the amount of fish she has eaten over the last few years, not the last few months. While the FDA recommends avoiding some fish in pregnancy, it admits that stopping the consumption for nine months won’t lower mercury levels significantly. Researchers from the National Institutes of Health suggest that the benefits of eating fish on child development outweigh the risk of mercury and, therefore, limiting fish consumption during pregnancy is detrimental. Just be sure to avoid fish with the highest mercury levels, such as shark, king mackerel, tilefish, and swordfish. A good resource for the latest data is https://www.nrdc.org/stories/smart-seafood-buying-guide.


• Unpasteurized cheeses (queso blanco, Brie, feta, blue-veined). Cheese produced in the United States is pasteurized and therefore safe. Imported cheese and cheese from a farmers’ market may not be, so check the label for confirmation.




Classic “food poisoning” can be distinguished from listeriosis or toxoplasmosis by its symptoms. Food poisoning, caused by such viruses as norovirus or such bacteria as E. coli and Salmonella, causes diarrhea, vomiting, and abdominal pain that typically last for 24 hours. While it may cause dehydration, it is not harmful to the developing fetus. Listeriosis and toxoplasmosis cause fevers, swollen lymph nodes, headaches, and muscle aches and usually don’t have the gastrointestinal symptoms seen with food poisoning.


Foods on the “Safe” List


Despite the advice you read in other pregnancy books and websites, these foods are perfectly safe during pregnancy if stored and prepared properly.




• Sushi (unless it is prepared from seafood that is high in mercury). Sushi-grade fish is flash frozen, which kills parasites, making sushi one of the least common sources of food-borne illness. However, you should not consume raw fish from the supermarket that is not designated as “sushi-grade.” This fish is intended to be cooked and has not been flash frozen. Freezing supermarket fish in your own freezer is not adequate to kill the parasites.


• Hot dogs (unless they are uncooked)


• Eggs (unless raw). See here regarding egg allergy.


• Prepared salads from the deli


• Shellfish, such as shrimp, lobster, and crab


• Raw oysters, mussels, clams


• Drinks containing caffeine. A moderate amount of caffeine—200 to 300 mg per day (1 or 2 cups of coffee per day)—is perfectly safe; see here.


• Herbal tea


• Foods that are related to allergies, such as nuts, milk, wheat, and eggs. Patients (and doctors) have been concerned that eating these foods during pregnancy leads to allergies in children. However, evidence does not support this theory. In fact, a 2013 study shows just the opposite—eating nuts during pregnancy (provided you are not allergic to them yourself)—reduces the risk of nut allergies in your child.7
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