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Introduction



The details of obstetric care practices and recommendations on caring for babies are continually changing. But the bigger picture of how pregnancy functions and what babies need hasn’t changed much since the beginning of humankind. When preparing to welcome a baby, you need both the “wisdom of the ages” and the latest research in a single comprehensive and balanced resource. That’s what this book offers.


In this sixth edition, we’ve thoroughly updated the content to provide you with the latest medical information and evidence-based best practices. We also bring more than 150 cumulative years of real-world experience working with thousands of expectant and new parents as educators, doulas, nurses, physical therapists, and support group facilitators. We’re constantly asking our clients to share their experiences with us and tell us what advice is—and isn’t—helpful. Based on their answers, we’re continuously adapting the way we teach and advise expectant parents and new families. That awareness is reflected in these pages.


A key to having positive pregnancy, birth, and baby-care experiences is receiving care that meets your family’s needs and desires. To receive such care, you must figure out just what your needs and desires are—and the first step is to learn about all your options. This is where we can help inform and guide you.


Your baby is getting ready to join your family, so let’s turn the pages and start preparing for their arrival!


Why Read This Book?


With abundant information on pregnancy care and newborn care available from books, blogs, podcasts, websites, apps, and streaming videos, you may wonder whether there’s a need for a book like Pregnancy, Childbirth, and the Newborn. Our resounding response is “Yes, more than ever!”


In that vast sea of information, it’s easy to get lost in details without context—how do you know what is relevant to you versus relevant to only a few people with specific health conditions? How do you know what is current and accurate based on recent research versus the unfounded opinion of one uninformed person? How do you know whether you’re getting the full story versus a biased perspective, hidden agendas, or intentional misinformation?


Our intent is to offer essential, relevant, accurate, and unbiased information—contextualized so you can decide how best to use it. Our goal is to discuss all options and help you make informed decisions that match your values and priorities. We understand that “one size fits all” doesn’t apply to pregnancy care or to parenting.


How to Use This Book


Pregnancy, childbirth, and newborn care are broad topics, and we discuss each thoroughly. However, we know that expectant parents might not have the time or desire to read this book from cover to cover. To help you find the information you need when you need it, we’ve organized the content in the order that events typically occur. In each section:


We first talk about choices you can make that increase your chances of having a safe, satisfactory experience.


We then describe normal, healthy processes and the usual care practices for monitoring them.


We talk about comfort measures and self-help techniques to manage challenges.


We then cover possible complications and the care practices and procedures for resolving them. We include information on complications for those experiencing them, as well as for those who want to know about every possibility “just in case.”


We’ve employed several tools to help you get the information you need quickly: a detailed index (starting page 525) notes where you can find information on a specific topic, and page references (where it says “see page 000”) within the book help you jump to further discussion on a subject.


To help you recall the meanings of key words used, we’ve included a glossary (see here). We offer a Road Map of Labor (here), a visual guide that helps illustrate labor as a journey to a destination.


We also recommend other reliable resources for more information (throughout the book and on our website). The endnotes (here) include citations to key research and professional guidelines on specific topics.


As comprehensive as this book is, it can’t fully cover every topic. We refer to our companion website, https://PCNGuide.com, which provides additional information and resources. You can also download a number of worksheets and forms to help you record important information and reflect on your experiences.


To present all options completely and fairly, some topics require more discussion than others. For example, we discuss breastfeeding/chestfeeding at greater length than formula feeding simply because it is a more complex process. We describe nonmedical pain management options, such as massage and relaxation techniques, at greater length than pain medications because these comfort techniques are things you need to know how to do by yourself versus pain medications where you can count on a trained anesthesiologist to know all the details. The balance of our discussion may make you wonder whether we’re biased against medical care or formula feeding. Absolutely not! On the contrary; we believe pain medications, interventions, and supplemental feeding options can benefit both parents and babies when used appropriately. We offer information about all the available options so you can decide which ones best meet your needs and desires.


Let’s explore the three sections of the book and what you will find there. If your baby will join your family after the birth (e.g., through adoption or surrogacy rather than your pregnancy), you may just skip to our third section—“The Newborn.”


PREGNANCY



Chapter 1 will cover choices that you might make in early pregnancy, why those choices matter for your short-term well-being and satisfaction, and how they increase the chance that your lifelong memories will be positive.


Chapter 2 describes common physical and emotional changes of pregnancy and also how those may be experienced by people in diverse circumstances, and Chapter 20 discusses what you can expect if this pregnancy isn’t your first. Chapter 3 covers prenatal care, treating illness during pregnancy, and hazards to avoid.


Preconception and pregnancy are good times to assess your diet, fitness level, and lifestyle, and make any necessary changes for optimal lifelong health. Chapters 4 and 5 discuss ways to have the healthiest pregnancy possible. Chapter 6 addresses possible complications in pregnancy—you may choose to skip this chapter if none of them apply.



CHILDBIRTH



Looking ahead to the birth, you may wonder how you’ll manage labor. Will you want to use medications to reduce or eliminate pain? Will you want a nonmedicated, drug-free birth? What kind of support will you want your partner or support team to provide? Chapter 7 will guide you through birth planning. The second trimester of pregnancy is a good time to explore those choices.


Chapter 8 describes when and how labor begins and what childbirth is really like; Chapters 9 and 10 provide information on the various self-help options and medications for managing labor pain.


Just as most pregnancies are normal, so are most labors and births. However, complications can develop during childbirth, and medical interventions may become necessary. Chapters 11 and 12 discuss potential issues and options for treatment, including cesarean birth. Although you may not experience any of these complications, we do recommend that you read these chapters (unless they make you anxious) so you’re prepared for making informed choices if needed.


Chapter 13 covers what to expect during postpartum recovery from birth, whether yours is smooth sailing or more challenging than most.
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THE NEWBORN



When you first see or hold your baby, you may be hit by the sudden realization that your life has forever changed. Preparing for that moment, and learning as much as possible about what to expect, can help you get parenting off to a great start. Chapter 14 will get you started on making a plan for those early weeks.


Chapter 15 covers adapting to your new life as parents, including ideas for how to juggle everything other than baby care, such as self-care, sleep, your relationship, your household, and your work.


Chapters 16 and 17 discuss newborn care, including health and safety, crying and calming, and supporting their growth and development. Chapter 18 covers feeding for the first six months.


Chapter 19 addresses challenges that may arise for some new families, including perinatal mood disorders, babies who require special medical care, and lactation challenges. This chapter is there as a resource, if needed.


Who Is This Book For?


The short answer is that this book is for everyone who will have (or hopes to have, or has recently had) a new baby join their lives.


Since the first edition of this book, we’ve always attempted to use inclusive language to reflect various family configurations, to be supportive of a wide range of pregnancy and parenting preferences, and to be aware of barriers to accessing care. As our understanding has grown, we have continued to work toward this goal.


We know that we’re not perfect at being inclusive. Our life experiences may be quite different from yours, and we each experience privileges that might create blind spots for us about what other people’s life experiences might be. But here are some notes on the steps we have taken to better serve broad and diverse audiences through the content and organization of the book, through details included, and through language used.


Babies may arrive in a family in many ways: through uncomplicated conception, in vitro fertilization (IVF) and other forms of reproductive support, surrogacy, and adoption. Although the first two sections of the book (“Pregnancy” and “Childbirth”) are written assuming that the reader is either pregnant or is a primary support partner for a pregnant person, the third section (“The Newborn”) is inclusive of all parents and does not assume that you experienced pregnancy or birth.


We tried to remain aware throughout the book of all the types of families, such as mother-father-children families, single-parent families, blended families formed by second marriages, families with LGBTQ+ parents, families formed by adoption or surrogacy, and more. We don’t want to make assumptions about your family structure.


In the “Childbirth” section, we do often refer to the “partner” of the person in labor. That is meant to speak to the idea of a primary support partner for labor, who may be the husband or boyfriend of the person in labor but could also be a wife or girlfriend, friend, family member, or doula. That partner is often, but not always, also the baby’s other parent.


While the majority of people experiencing pregnancy, birth, and breastfeeding are cisgender women (who were assigned female at birth and identify as female), we acknowledge and respect transgender people and genderqueer people who will carry and birth or chestfeed their baby. Although the pregnant or laboring parent is at times referred to as woman or mother (especially when we’re citing research), and in a few sections, we use she/her pronouns for ease of reading, most references to all people in the book are now gender neutral. For example, whether referring to the baby or to a doctor, rather than swapping between “he” or “she” as in past editions, we will use the singular “they.”


None of this is meant to diminish that pregnancy, birth, and breastfeeding have long been considered the domain of women and are valued by many as part of the core essence of female power.


We know that there are huge racial disparities in reproductive care, as discussed here. We will address this issue under a few specific topics but acknowledge that it is a systemic issue that impacts all health care.


We know that you may not have chosen to have this pregnancy at this time, but as abortion becomes more restricted in the United States, you may be trying to do the best you can with a situation you can’t control.


We know that people who live in rural areas have far less access to medical care than those in urban areas.1 Rural families may also lack local access to such professionals as doulas, lactation consultants, and mental health therapists. So, we also offer self-help options and online resources you can access, such as telehealth. Financial issues also limit access to care and support for many people. We have included information about available resources for lower-income families.


This book is quite long, we know, and may have more technical detail than you really want. If you’re looking for a lighter, easier read, you may prefer our other book, Simple Guide to Having a Baby.


We want all parents to feel supported, included, and empowered, and we hope we have achieved that in this edition.


Our Hope for This Book


It’s our privilege to be some of your guides for this life-changing journey. The time spanning pregnancy, childbirth, and a newborn’s first months will be an unforgettable experience, one that will have a lasting impact on your life. We hope that the following chapters will help you sift through the often overwhelming information so you can make the best decisions for you and your family. It’s our wish that with the knowledge you gain from our collective wisdom, you’ll have a safe, satisfying, and joyful introduction to parenting.
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CHAPTER 1



Choices: Caregiver and Birthplace
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Before you’re pregnant, or shortly after discovering you’re pregnant, you begin to make choices that will affect your entire childbearing experience. Before the end of your first trimester, you’ll learn about your options for maternity care, choose a care provider, and decide where you’ll want to give birth. Throughout the process, you’ll make informed decisions about your medical care by asking key questions about the benefits and risks of your various alternatives.


It’s important that you play a key role in the decision-making process. When you’re well informed of your choices and can communicate your questions, needs, and preferences, you help ensure maximum safety for you and your baby, and enhance your satisfaction with the birth experience.




In This Chapter, You’ll Learn About:




• insurance and the costs of pregnancy and birth


• choosing the place where you’ll give birth


• finding a caregiver


• making informed decisions about your health care








Your Choices Matter


In this book, we have three full chapters on choices to make as related to pregnancy, childbirth, and your newborn. Why so much emphasis on choice? Because we believe your choices matter. Pregnancy, birth, and welcoming a new baby are momentous events you may experience only a few times in your life. These events can be amazing, empowering, and miraculous. Or they can be exhausting and challenging, with periods of sheer drudgery. Usually they’re a mixture of both!


There’s a lot we can’t control in pregnancy, birth, and parenting, but there are many opportunities to make decisions that significantly increase our chances of the experience being a positive one, no matter how it plays out.


SATISFACTION WITH THE BIRTH EXPERIENCE



Research shows that certain factors are more likely to lead to a satisfying birth:1




• Supportive care providers (doctor or midwife, nurses)


• Having realistic expectations about what pregnancy and birth will be like and what support will be available, and having those expectations met


• Feeling in control and that your priorities and preferences are respected


• Continuous labor support (from a partner, friend, family member, or doula)2


• Birth with minimal interventions, being able to use comfort measures during labor, and satisfaction with pain relief




Factors that are more likely to lead to a negative experience include not feeling protected, not feeling supported, and unexpected medical problems or interventions.3


Clearly, some of those things are not in our control. However, what the research shows is that, even if the pregnancy and birth had complications and did not go as planned, having support from loved ones, respectful and compassionate treatment by care providers, and the ability to make informed choices went a long way in transforming a potentially negative experience into something positive.


BIRTH AS A LONG-TERM MEMORY



Research shows that people who have given birth have powerful memories of their baby’s arrival. One study showed that eight months after the birth, their fondest memories were the joy and satisfaction of meeting the baby, especially with skin-to-skin contact, and memories of the partner and others who supported them and boosted their confidence and peace of mind. The worst memories were of fear or uncertainty related to complications, hopelessness, or feeling out of control.4


Interestingly, by five years after the birth, some people’s memories had changed—almost always for the better—they remembered birth as being a more positive experience than they may have felt at the time.5


Penny Simkin, one of our authors, interviewed women fifteen to twenty years after their first births. These mothers still remembered the key facts, such as the time of the birth, and the baby’s birth weight. But they also remembered other details, such as how labor began, how long it lasted, how they felt during contractions, and how others comforted them.6 Those with the highest satisfaction ratings had positive memories of their doctors’ and nurses’ words and actions, felt in control, and felt that they had accomplished something meaningful that boosted their confidence and self-esteem.7 One of Penny’s key takeaways is that every care provider, when interacting with someone who is giving birth, should ask themselves, “How will the birthing parent remember this?” and provide care that creates positive memories.
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As you make your own decisions about care provider, birthplace, and other key issues we address, it’s worth thinking about how you want to remember these experiences and make choices that increase your chance of being well supported, with your wishes respected, so that you will feel a sense of accomplishment and satisfaction, however your pregnancy and birth unfold.


YOUR PARENTS’ MEMORIES OF YOUR ARRIVAL



Ask your parents to tell you their stories of your arrival, and have your partner do the same with their parents. What do they remember about pregnancy? What do they remember about labor beginning? What did they do? What did the caregivers do and say? What did they feel when they first saw you and held you? How did they feel about the early months of parenting? They’ll probably have clear and detailed memories of specific events, and the intensity of their emotions may surprise you.


You could also ask grandparents, other family members, or friends for their stories.


Please note: sadly, not every birth is a positive experience, and, during pregnancy, it may be hard for you to hear about negative experiences. When asking for stories, try questions like “What was the best part of your pregnancy?” or “Based on your experience, what do you think are important things I could do to increase the chance of having the best possible birth?”




Different Views on Childbirth


When asked to describe their childbirth experiences to their children, parents gave a variety of responses. Here are a few examples:




• It was the best day of my life!


• I have always felt I shortchanged you. I didn’t welcome you the way you deserved.


• After giving birth, I knew I could do anything.


• Labor with you seemed to go on forever. But it didn’t matter how tired I was or how hard it was: you were worth every minute!










A Note on Language


In the pregnancy and birth sections, we use the word “you” to refer to the person who is pregnant and will give birth. If you are not pregnant but will be highly involved in the pregnancy and birth, please know this was for ease of writing and reading the content, and was not meant to exclude your experience.





The Cost of Giving Birth


Although the main focus of this chapter is choosing the right caregiver and birthplace to help you have the best possible birth memories, we have to first address some essential questions about money and health insurance.


If you live in Canada, tax revenues pay for citizens’ medical care. If you give birth in a hospital, prenatal and birth care might be completely free or there may be a few fees. Home birth and birth centers are available in some provinces but not all, and in some provinces those costs are covered while others require you to pay out of pocket.8 Check your province’s regulations.


In the United States, having a baby can be quite expensive. The Kaiser Foundation9 compared the annual health-care costs of people who gave birth to women of childbearing age who did not give birth that year. For people with insurance who had a vaginal birth, the average total costs were close to $15,000, with about $2,700 paid out of pocket (to cover deductibles and co-pays.) With a cesarean, the average costs were $26,000, with $3,200 out of pocket. This likely included prenatal appointments, lab tests, and ultrasounds, as well as the delivery.


If you do not have insurance (about 10% of women of reproductive age do not) and you need to pay out of pocket, costs can get very high, $14,000 on average for a hospital birth. Some hospitals may bill as much as $35,000 for a cesarean.10


A standard home birth package includes prenatal appointments, the birth, and postpartum care. The average fee in the United States is $4,650. The average cost of a birth center birth was $8,309.11 (These fees do not include labs and such tests as ultrasounds.) Check with your insurance company to see whether it covers out-of-hospital birth. If it does, or if you do not have health insurance, these options may be much cheaper for you than hospital birth. Be aware, though, that if you are transferred from a birth center or home to a hospital, those costs may change from what you planned.


Costs for services range a lot from state to state. What insurance benefits companies are required to cover also range from state to state, so be sure to carefully research your situation. In the Kaiser study, the average out-of-pocket cost just for a vaginal delivery was $974 in the cheapest state and $2,685 in the most expensive.


Fertility treatment costs have the potential to significantly increase costs. An intrauterine insemination (IUI) can be $10,000 to $20,000, and an in vitro fertilization (IVF), over $60,000.12 Some insurance covers fertility treatments (usually with lifetime caps) but many do not, and Medicaid does not. Some people choose what state to live in and what job to take, so as to get coverage for these costs.


HEALTH-CARE COVERAGE



Whether you already have insurance or are researching your options, make sure that you look at the detailed information about what care is covered and be sure you understand your deductibles and co-pays, and the difference between in-network and out-of-network providers. Visit our website, https://PCNGuide.com, to download a worksheet that lists questions to research. If you don’t understand your coverage, contact an insurance company representative for clarification.
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If you’re not currently insured, you may have options for obtaining insurance:




• Through your employer: If you’re eligible for employer-provided insurance, you won’t pay more than approximately 10 percent of your annual income.


• Through your spouse’s employer: Check costs carefully. It may be cheaper to choose another option.


• Through your parents’ insurance if you’re younger than age twenty-six: Check to see whether their plan covers pregnancy for a dependent.


• Individual coverage from a state exchange: Go to the ACA Marketplace at https://healthcare.gov or call 1-800-318-2596, to check your eligibility and compare your options. (Lower- to middle-income families may qualify for tax credits, lower deductibles, or subsidies.)


• Medicaid or the Children’s Health Insurance Program (CHIP): These programs provide free or low-cost coverage for low-income individuals and families. Income requirements range between states. You can apply at any time by visiting https://healthcare.gov. Nationwide, 42 percent of births are covered by Medicaid. Note: Because Medicaid doesn’t reimburse providers as fully as private insurance companies do, many providers accept only a limited number of Medicaid clients, so you may not have as many options for caregivers.






In Their Own Words


My first birth was at a teaching and research hospital that sees many high-risk patients and needs to train doctors. My partner liked that the providers performed every test and asked every question for the health and safety of my baby and me.


I gave birth to my second baby at a different hospital. My caregivers were experienced women, most of them mothers. I felt empowered by the calm, efficient way they took care of business. The time after the birth was more peaceful than after my first birth, with many fewer interruptions.


—Anita





Most insurance companies (e.g., your employers’ or state exchanges) have “open enrollment periods” when you can join (typically November 15–January 15). Certain qualifying events, such as losing insurance or moving to a new state, will let you enroll at other times, but pregnancy is not a qualifying event. If you find out you’re pregnant outside the open enrollment time, you can’t obtain insurance for that year. If you qualify for Medicaid, however, you can enroll at any time.


Some insurance plans cover—but don’t directly pay for—such services as childbirth classes, birth or postpartum doulas, and lactation assistance. You would first pay for these services, and then your insurance company would reimburse you. Ask the service providers how to submit your request for reimbursement.


You may also use a flexible spending account (FSA) or health savings account (HSA). Both accounts allow you to set aside money before you pay taxes on it to use for qualified medical expenses, which may include doulas.


When your baby is born, that is a qualifying event, meaning you can choose to add the baby to your existing health insurance (see here), or you can apply for new insurance, even if it’s outside the open enrollment period.


If after the birth you can’t pay your medical bills, talk with your hospital’s billing department: request a discounted rate, set up a payment plan, ask whether there are any state grants or funds available, and find out whether you could retroactively qualify for CHIP or Medicaid.


FINANCIAL PLANNING



Lots of costs are involved with having a baby, so pregnancy is an important time to evaluate your finances and work to get everything in the best possible state before your baby’s birth. Create a budget and spending plan that you can follow, reduce costs where you can (e.g., many people move to a bigger apartment or home when their baby comes, which can create huge financial stress; other people find it’s actually better to downsize to something that is more affordable for them), and access whatever financial resources are available to you. For all your baby supplies, consider purchasing goods secondhand at thrift shops, consignment shops, or through online swap groups, such as Buy Nothing. For food resources, see here.


If you have a lot of debt, the National Foundation for Credit Counseling (https://nfcc.org/)13 is a helpful resource. In a free initial session, a counselor will ask about your current circumstances and help create an actionable plan. If you choose, they can then help you with such tasks as requesting reduced interest rates and creating more manageable monthly payments. Following your initial evaluation, there is a low cost for this service, but the financial benefits will likely outweigh the costs.


Choosing a Birthplace


If you can, choose your birthplace before selecting your caregiver. That way, you can select a caregiver who attends births at the place you’ve chosen. Since you’ll begin prenatal care in early pregnancy, consider researching and choosing your birthplace and caregiver before conception or early in the first trimester.


Ideally, the best place to give birth is somewhere you feel safe and comfortable (see here to learn how feeling safe will help your labor progress faster and hurt less). It should be somewhere you can get the help you want and the expertise and facilities you need. That may be a hospital, a birth center, or your home.


BIRTHING IN A HOSPITAL



Most babies in the United States and Canada are born in hospitals, and these institutions vary widely in the services they offer, their staff’s attitudes toward patients, and their intervention rates. Knowing the philosophy, policies, and services of each hospital you’re considering helps you choose wisely. Depending on your health-care coverage and where you live, you might or might not have a choice of hospitals. If you don’t have a choice, learn what to expect at the available hospital, including what options and what rights you’ll have there. If you have multiple hospitals in your community, don’t just default to the one closest to your home. Labor usually lasts for hours, so you’ll generally have plenty of time to get to your hospital of choice. Try to learn about several facilities, take their tours, and then choose the one that best suits your needs.


When choosing between options, it’s helpful to think about your priorities so you can figure out which hospital best matches them. For example, if you or the baby has challenging medical needs, or perhaps even if you just have anxiety about all the things that might go wrong, you might focus on a facility that can handle the most complex medical needs and has a high-level special-care nursery. If you are hoping for a low-intervention birth without pain medications, you might look for a facility that has midwives on staff, encourages eating and moving around during labor, has tools to support comfort measures (large bathtubs, birth balls, squat bars), and has lower cesarean rates.




Levels of Care


Hospitals vary in the services and treatment they provide. A birth facility’s level of care reflects the degree of risk that it’s equipped to handle.


Levels of care for labor and delivery services range from birth centers and Level 1 hospitals (or “basic care”) for uncomplicated pregnancies to Level 4 for the most complex pregnancies and critically ill pregnant people. The higher-level hospitals have some or all of the following:14




• maternal-fetal medicine specialists


• intensive care units (ICUs) for both parents and babies


• twenty-four-hour complete obstetrical and anesthesia services


• a blood bank


• twenty-four-hour laboratory services





If you have a difficult pregnancy or you or your baby is at risk for complications in labor, birth, or immediate postpartum, you may need to give birth in a Level 3 or 4 hospital. If your pregnancy is low–risk, you can receive excellent care at a lower-level facility or an out-of-hospital birth center.
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Some hospitals have received the World Health Organization’s Baby-Friendly award, designating that the institution adheres to practices that best support and promote breastfeeding. Visit https://babyfriendlyusa.org for the locations of baby-friendly hospitals. Check to see whether your local options appear in U.S. News & World Reports’ Best Hospitals for Maternity Care: https://health.usnews.com/best-hospitals/hospital-ratings/maternity. Try looking up your hospital options at https://ratings.leapfroggroup.org/. They may have information about their cesarean rates and other measures of the care provided.


Questions to Ask When Choosing a Hospital


To learn about a hospital’s routines and policies, you can phone its labor and delivery ward or visit its website, take a hospital tour, or ask your caregiver during prenatal visits. Visit our website, https://PCNGuide.com, for a list of questions to ask.


The Hospital Tour


Most hospitals offer tours of their childbirth and postpartum facilities, either in person or online. (In person is better for boosting confidence and increasing comfort with the hospital environment.) To learn more, visit the hospital’s website or call its prenatal education department.


Many hospitals provide LDRP (labor, delivery, recovery, and postpartum) rooms, where people labor, give birth, and stay with their families until they’re discharged. Other hospitals transfer families to postpartum rooms, where they stay after the birth until they go home. Rooms usually have a TV, a place for the support partner to rest, and bathtubs to use during labor and afterward. Some hospitals’ birth rooms are designed to look like hotel rooms, with emergency equipment hidden in cupboards or a closet.


Tours typically also involve a visit to the triage area (see here) and the family waiting area. Tours usually don’t include the operating room where cesarean deliveries are performed. The tour guide discusses some usual routines and policies, gives practical advice (e.g., which entrance to use in the middle of the night), and answers questions you may have.




In Their Own Words


I have experienced three different births: doctor in a hospital, midwife in a hospital, and a midwife-attended home birth. Though I loved my doctor and midwife at my hospital births, there is no comparison to how I felt in laboring at home.… There were no bright lights, nurses coming in every few minutes, no continuous fetal monitoring, and I could labor in any position I wished.… I’ve never coped better. Lastly, after the baby was born… I moved from the tub to my own bed! No constant interruptions! Just my family and my wonderful midwives taking care of us.


—Xu





BIRTHING OUTSIDE A HOSPITAL



Many people assume that babies should be born in a hospital. But it’s not the only safe option. In many parts of the United States and Canada, people with low-risk pregnancies have the option of giving birth with highly qualified midwives in a freestanding birth center (unaffiliated with a hospital) or at home. These are also referred to as community births. In 2023 in the United States, 1.5 percent of births were in homes, and 0.6 percent in birth centers.15 So, the choice is not yet common, but there are many valid reasons to consider this option if it is available in your area and your insurance situation makes it affordable.


Reasons people cite for preferring a community birth are a comfortable, peaceful environment, fewer medical interventions, an undisturbed labor where their preferences are respected and fewer policies limit their choices, and avoiding separation from their baby after the birth. Reasons for choosing midwifery care were shared values, active participation in decision-making, and the continuous personal care of their chosen caregiver during pregnancy, birth, and the postpartum period.16 Interest in out-of-hospital care increased during the COVID-19 pandemic due to concerns about infection risk and changes in hospital policies.17


Of those who chose community birth, 82 percent said that at some point they felt judged or criticized for their choice,18 often by uninformed people who would state that it was not as safe as hospital birth. However, research shows that for people who have low-risk pregnancies, good prenatal care, skilled caregivers, and hospital backup, planned out-of-hospital births are as safe for the birthing parents and babies as planned hospital births. People who have planned out-of-hospital births typically have fewer routine interventions than similarly low-risk people who planned to birth in the hospital.19 For example, they were less likely to experience labor induction and augmentation, continuous monitoring, episiotomy, forceps or vacuum delivery, cesarean delivery, and postpartum hemorrhage. There is not an increase in infant mortality or maternal morbidity and breastfeeding/chestfeeding rates are improved.
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You’re a good candidate for out-of-hospital birth if you’re healthy and having an uncomplicated pregnancy. You also should have a well-trained, highly qualified midwife assess you and your baby’s condition throughout pregnancy, screening for complications. If a problem arises during pregnancy or labor (e.g., high blood pressure or gestational diabetes), you and your midwife may decide to transfer your prenatal care to an obstetrician and make a plan to give birth in a hospital.


Around 23 percent of first-time birthers and 7.5 percent of people who have given birth before are transferred to the hospital during labor for medical intervention. Almost all transfers during labor are for nonemergencies, such as prolonged labor (41% of transfers), desire for pain medication (15% of transfers), meconium in the amniotic fluid, prolonged ruptured membranes, or maternal exhaustion.20
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For less than 5 percent of planned home births,21 urgent transfers to the hospital are necessary during labor. In these cases, a condition arises that requires immediate medical action, such as concern about the baby’s heart rate, retained placenta, or repair of an episiotomy or laceration.


Qualified midwives are trained for such emergencies as these. Their immediate response is similar to the first response of medical personnel in hospitals. To handle emergencies, midwives carry oxygen tanks, IV fluids, and suctioning devices, as well as medications to stop contractions temporarily, to stop bleeding, and to lower blood pressure. When further medical care is needed, they arrange for quick transfer to the hospital.


Although emergency transfers to the hospital are rare, they can be very stressful. If you’re considering an out-of-hospital birth, take this possibility into account. Also, consider making a birth plan (see here) to share with the nurses in case a hospital transfer is needed, to help you have a birth as close as possible to what you had hoped for.


Visit our website, https://PCNGuide.com, to download a list of questions to ask a midwife about out-of-hospital birth.



Choosing Your Caregiver


Since caregivers attend births only at specific birthplaces, choosing a caregiver goes hand in hand with choosing a birthplace. The best time to make these choices is before conceiving or in early pregnancy, so you have lots of time to find the right options for you.


When you begin your search for a caregiver, first ask yourself the following questions:




• What options do I have? Learn what kinds of caregivers are available in your area, which ones your insurance covers, and which ones attend births at your chosen birthplace. Then consult a trusted professional or knowledgeable friends to further narrow your list. You can look at online reviews, but always remember that the people most likely to fill out any online review are those who had a very bad experience they want to rant about, and a few people who had an amazing experience. Reviews don’t tend to include all the clients who were perfectly content with the services received.


• How does group care work? Who’s in the group? Most often when you choose a caregiver, you select a group of caregivers, not just one person. Your prenatal appointments may rotate among the group members, or you may see one or two caregivers throughout your pregnancy. The caregiver who attends your labor is the one who happens to be on call at the time—and may be a stranger to you.


• What type of caregiver do I want? Does the gender, age, or race of the caregiver matter to me? What approach to care do I prefer? The following sections provide further information to help you answer these questions.






Common Q & A


Q: How do I know if I’m high-risk or low-risk?


A: A health-care provider can assess your situation with a complete medical history and exam. An example of a low-risk pregnancy may be someone who is in general good health, with no significant disease arising during pregnancy and no previous cesarean births, who is having an uncomplicated pregnancy with a single baby. At the time labor begins, the baby should be head down and between thirty-seven and forty-two weeks of pregnancy.22


Being categorized as higher risk often doesn’t mean you will experience complications. Several times in this book, we list risk factors for certain complications, and we know that can be anxiety provoking if you have several risk factors. Instead of feeling defeated by that, try to think of that as a call to action, and learn about how you can balance them with protective factors—positive steps you can take to improve the situation and reduce your risks, such as choosing the right caregiver for your needs.





TYPES OF CAREGIVERS FOR PREGNANCY AND BIRTH



When choosing a caregiver, it’s important to consider the state of your health. Someone in good health with an uncomplicated pregnancy can safely choose among any of the following types of caregivers. If your pregnancy is higher risk or if your caregiver anticipates problems in labor, your safest option is most likely an obstetrician or perinatologist (maternal fetal medicine specialist).


For any caregiver, find out the person’s educational background, credentials, training, and experience. Also learn about the caregiver’s backup and referral arrangements, in case you need to transfer to a specialist during pregnancy or labor.
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Physicians


Obstetricians/gynecologists (OB-GYNs) have graduated from medical school or a school of osteopathic medicine. They’ve had three or more years of additional training in obstetrics (a surgical subspecialty focused on pregnancy, birth, and the postpartum period) and gynecology (medical and surgical treatment of diseases of the reproductive system of women). Much of their education focuses on detection and treatment of problems. In the United States, obstetricians attend most births (85 percent), and they are commonly used in Canada as well.


Perinatologists are OB-GYNs who have received further training and certification in managing very high-risk pregnancies and births. They often consult with other physicians and midwives or accept referrals from them. These specialists practice only in major full-service medical centers (Levels 3 and 4) in urban areas.


Family physicians have graduated from medical school or a school of osteopathic medicine and have completed two or more years of additional training in family medicine. Their education focuses on the health-care needs of the entire family, so families may have a relationship with them before and after pregnancy. They refer to specialists if their patients develop complications. Only 16 percent of family physicians deliver babies, and they are typically in rural areas.23


Midwives24



Midwives are the typical caregivers for pregnancy and birth in most countries and are becoming increasingly popular in the United States and Canada. Their education and practice are based on the Midwifery Model of Care (see here), which focuses on the needs of healthy women during the childbearing year. Midwives refer clients to obstetricians if serious medical problems arise or a cesarean is needed.




• Certified nurse-midwives (CNMs) have graduated from nursing school, passed an exam to become registered nurses, and completed one or more years of additional training in midwifery. They typically deliver babies in hospitals. Some attend births in homes and birth centers.


• Certified midwives (CMs) have graduated from a health-related program other than nursing and must complete the same midwifery training and certification exams that CNMs do, and practice in the same settings.


• Certified professional midwives (CPMs) have received training from a variety of sources, including apprenticeship, midwifery school, and self-study. The clinical component of their training has to have been at least two years and included at least fifty-five births. They practice outside hospitals, in homes and birth centers. CPMs must pass an exam administered by the North American Registry of Midwives. Two-thirds of US states recognize CPMs.






In Their Own Words


When she told me about her positive pregnancy test, we were both so excited! But we knew nothing about what came next. I went on social media and asked people to recommend an OB-GYN, and someone suggested we consider a midwife. I hadn’t even known that was an option! We looked into it, and it ended up being the right fit for us. At her prenatals, we talked a lot about what to expect, and that helped us prepare for a good birth.


—Ali





Other Caregivers


Advanced practice nurse practitioners provide prenatal and postpartum care, although they don’t attend women during labor. They often work with a group of physicians or midwives.


Naturopathic doctors (NDs) have completed three or four years of postgraduate training in natural medicine; some take an additional year of midwifery training to be able to provide prenatal care and attend births.


Lay or empirical or traditional midwives have varied qualifications and standards of care—some are well trained and highly skilled; others aren’t. Some are legally registered in their state or province, while others practice in places where no laws regulate their practice. Some have chosen not to become certified or licensed, for religious or philosophical reasons. These traditional care providers can offer valuable support in regions where quality care is not accessible to all. Ask them about their training, experience, and standards of care and think carefully about whether they can provide safe care for you.


Doulas. Some people mistakenly think a birth doula offers the same care as a midwife. A midwife is a medical professional and attends to the health needs of the parent and baby. A doula’s focus is on nonmedical labor support, such as helping with comfort techniques and emotional reassurance. (See here.)


A CAREGIVER’S APPROACH TO MATERNITY CARE



A caregiver’s approach to pregnancy and birth is influenced by their education, training, colleagues’ attitudes, scientific reports, and personal experiences. A caregiver’s philosophy of care typically falls between the midwifery model and the medical model. Some physicians’ practices closely resemble the midwifery model, and some midwives’ practices lean more toward the medical model.



Midwifery Model of Care


This model is based on these premises:




• Birth is a significant event in a family’s life. Expectant parents need support with medical aspects of pregnancy but also with emotional, spiritual, and physical well-being. Childbirth education is desirable because informed parents contribute to a healthy pregnancy, labor, and birth.


• The laboring person’s state of mind influences the labor process, so individualized care is necessary.


• The natural childbirth process is unpredictable but normally safe. Low intervention and cesarean rates are desirable.


• Caregivers monitor the birthing person and the baby’s well-being and provide education and support. If problems arise, caregivers first use simple, less risky interventions to restore a healthy physiological process. If unsuccessful, they try more complex interventions to solve the problem.
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Medical Model of Care


This model is based on these premises:




• Pregnancy and birth are significant medical events. The caregiver’s role is to offer wellness guidelines to help prevent health challenges, and to provide medical care to monitor for and treat any complications that arise.


• The natural childbirth process is unpredictable and potentially unsafe.


• Routine care protocols are provided for all clients and help caregivers offer reliable care.


• Caregivers use routine interventions before problems arise. If problems arise, they intervene quickly with the tool most likely to have the quickest effect.


• Medical interventions can improve labor and birth. Cesareans are no less safe than natural labor and vaginal birth; in fact, they may be safer because they are more predictable.




You can reflect on which of these approaches better aligns with your values and goals for your birth and choose a caregiver whose general philosophy matches yours.



Differences in Care and Outcomes


When compared to obstetricians, midwives tend to spend more time in prenatal visits with their clients. One study found that the majority of midwifery appointments are thirty minutes or more versus the majority of doctor visits are fifteen minutes or less. Perhaps related to this, 81 percent of midwifery clients agreed that their midwife helped them understand the advantages and disadvantages of care options versus 44 percent of OB patients.25


Typically an OB consults with your nurse by phone during labor and will arrive shortly before delivery, and stay through the third stage and early recovery. Nurse midwives might check in throughout early to active labor (once the client is at the hospital) and remain with them through birth and the initial recovery stage. An out-of-hospital midwife stays with a client throughout active labor, through birth, and up to four hours after the birth. In one study, 56 percent of women who had a physician as their primary prenatal care provider had the same person who provided prenatal care attend their birth, compared to 79 percent of midwifery clients.26


When comparing the outcomes for low-risk clients having hospital births, research shows midwifery care is associated with fewer preterm births, and with fewer interventions—less use of pain medication, amniotomy and episiotomy, fewer cesareans and instrumental vaginal births—with no increase in neonatal intensive care unit (NICU) admissions or neonatal mortality. This indicates that midwifery care is a safe and satisfying alternative for most people with an uncomplicated pregnancy. People with significant health complications or who are in need of a cesarean will benefit from the specialized training of an OB.




Online Resources to Help You Find a Caregiver


An online search for any birth-related topic will produce numerous results. The following reliable sources may help narrow your search:




• Find a birth center at https://birthcenters.org/find-a-birth-center.


• Find an obstetrician at https://acog.org/womens-health/find-an-ob-gyn.


• Find a maternal fetal medicine specialist (high-risk pregnancies) at https://www.smfm.org/members/search.


• Find a nurse-midwife at https://midwife.org/find-a-midwife.


• Find a Centering Pregnancy program (midwives providing group care): https://centeringhealthcare.org/.








LEARNING MORE ABOUT A POTENTIAL CAREGIVER



Many people just accept whichever provider is available at a nearby clinic. We encourage you to learn more about your options, as your caregiver has such a huge impact on what options you have and how you are treated. You may be able to find out about a caregiver by reviewing their website and talking with friends who have used that provider. You can call the office receptionist to learn basics, including qualifications and experience, fees, backup care when off duty, which birthplaces they deliver at, and whether prenatal appointments would all be in person or a mixture of telehealth and in person. Some midwife or physician groups have open meet and greet sessions in which you can talk with the caregivers in person. A few are glad to schedule a private consultation, but you’ll need to schedule that early because they may have a long waiting period. When scheduling an appointment, make it clear that it’s only to learn more about the caregiver’s practice. Interviews might be telehealth appointments and are typically very brief, so do as much research in advance as you can and plan ahead for three or four essential questions to focus on. If you’re taking medications or have a medical or mental health problem, disclose that information to the caregiver during the interview. It may affect their answers about whether they are the best caregiver for you.


An initial interview can help you decide whether a potential caregiver seems open and comfortable, responds thoughtfully to your questions, and inspires your confidence and trust. If a caregiver seems impatient and defensive during the interview, it’s likely you’ll see that behavior in your care.


Visit our website, https://PCNGuide.com, to download a list of questions to research ahead of time or to ask in an interview.




In Their Own Words


My family physician referred me to an obstetrician. After two appointments where she “did not have time” to answer my questions, I realized I didn’t want her delivering my child. I contacted a birth center. The difference in care was amazing. I had a full thirty to sixty minutes with my midwife at each appointment. I brought scores of questions to each checkup, and they were all fully answered.


—Heather





WHAT TO DO IF YOU’RE DISSATISFIED WITH YOUR CAREGIVER



To have a satisfying birth experience, it’s essential that you can trust your caregiver’s recommendations and believe that your caregiver listens to you and cares about your well-being.


But what if you don’t feel comfortable with your caregiver? Here are three ways to handle the situation:




• Express your discomfort and explain what will make you feel more at ease. Do so calmly, using I statements, such as “I get the impression that my questions are an inconvenience for you,” rather than a statement that could be seen as criticizing, such as “You’re always in a rush and don’t listen to my questions.” Express yourself with direct but respectful language that evokes a desire to work together as equals, such as “I really appreciate your expertise, so I want to talk with you about my goals so that I can get your help in achieving them.”


• If the previously described approach doesn’t work, consider changing caregivers. Although it’s always uncomfortable to change caregivers, doing so may be better than staying with someone who makes you feel uneasy. Don’t drop your caregiver until you’ve found someone who better suits you and who has agreed to become your caregiver. Your new caregiver can request that the old office transfer your records so you don’t have to handle that conversation. However, you could consider making the call yourself, because sharing your reasons for leaving may help them to make improvements to their practice for future clients.


• If you can’t change caregivers (perhaps because of insurance or lack of other options) and you can’t discuss your feelings with your caregiver, consider talking with the office nurse, a childbirth educator, a doula, or others to help you cope and find ways to achieve your goals.




Informed Decision-Making


In the United States and Canada, it’s your legal right to play a central role when making decisions that affect you and your baby. This includes the right to complete and clear information about benefits, risks and costs of procedures, and the right to choose, or refuse, treatments. (See “The Rights of Childbearing Women” at https://nationalpartnership.org/childbirthconnection/resources/.)


To help you make an informed decision about a health-care procedure, test, or medication, you can consult with your caregiver and other knowledgeable medical professionals, as well as with supportive friends and family.


If you agree to an option after becoming informed about it, you’ve given your informed consent. By law, your caregivers can’t give you medical treatment in either of the following cases:




• If you’re insufficiently informed about the treatment (and therefore can’t give your informed consent).


• If after becoming sufficiently informed about the treatment, you refuse it (informed refusal).




Shared decision-making27 is a collaborative approach whereby you and your caregiver have a discussion as equals regarding the medical risks and benefits of treatment and any possible alternatives. You also discuss any questions or concerns you may have, and your priorities and preferences are respected. Shared decision-making enhances trust and understanding between you and your caregiver.




Key Questions for Making an Informed Decision


When you’re offered a test or treatment, first ask how urgent the situation is and whether you have time to ask questions, discuss options, and consider the information you’ve learned. Then, ask these key questions:




• Benefits—Why do it? What’s the problem we’re trying to identify, prevent, or fix? Am I having that problem, or am I likely to develop it? How is the test or procedure done? How likely is it to succeed?


• Risks—Why not? What are the possible risks or side effects for my baby or me, and how are they handled? Are there other trade-offs or disadvantages, such as additional procedures or precautions that will be necessary to maintain safety? What’s the cost (if paying out of pocket)?


• Alternatives—What Else? Are there other procedures that might work? Can I delay the treatment or choose not to do it? What are the risks and benefits of the alternatives? What are the next steps if this doesn’t work?








ROLES IN DECISION-MAKING



Some procedures or treatments are routine, which means they’re offered to all pregnant people or newborns. Others are individualized to the current situation. Before recommending any treatment, your caregiver considers many factors, including your health, the care standards set by professional organizations or government agencies, the caregiver’s preferences, the usual care practices among peers, cost, and staffing issues.


They do a benefit-risk analysis to determine whether a treatment will likely be effective—achieve the desired outcomes—and what the possibility is that it will create problems. Sometimes, the best treatment to get the desired results is also a relatively risk-free option. Other times, the analysis reveals that the most effective treatment has a greater risk of side effects.


Your caregiver’s role is to present you their best recommendations based on this analysis.


You can ask the key questions to be sure you understand the benefits and risks. For example, you could ask, “Could we try this milder intervention first and then step up to the next level if that doesn’t solve the problem?” You might also say something like “I understand the risks and benefits. I just have a clarification—one of my top priorities for this birth is [image: image]. Is there a different alternative that might make that more likely?”


Always remember that your caregiver can provide expert, informed guidance about treatment, but only you can decide what’s best for you and your baby.




In Their Own Words


I had one vision of what my birth would look like—a peaceful home birth. But then medical issues came up again and again that meant we had to choose a different path. But each time our care providers came to us, they were so caring and supportive. They would say, “I know this wasn’t what you wanted. Is there some way we can help you be at peace with this decision?” They gave me time to ask all the questions needed. When I asked them if they could just give me a few minutes alone with my partner to cry, they gave me that space, and then we moved forward together as a team with a common goal.


—Cassia





Often a person in labor is “in the zone” of oxytocin and endorphins (see here) and that can make it challenging to shift into their head space to ask questions and think through decisions. Support partners can play a huge role here if they know the desires of the person in labor and can step up to advocate for them. Talking together about options during pregnancy helps prepare them for this role. Note: If the primary support person is not married to or biologically related to the person in labor, they may not have the legal right to make medical decisions for them. Preparing advance directives or medical power of attorney before the birth can help empower them to step in if needed.


What to Do If You and Your Caregiver Disagree About Treatment


If a disagreement arises, you and your caregiver can usually settle it with respectful discussion and good communication. Try asserting your position reasonably and calmly. For example, say something such as: “I realize you don’t agree with some of my choices, but I’ve learned that many caregivers allow them. Please work with me.”


If your caregiver continues to push for options that go against your wishes, remember that you have the right to refuse care practices or to change to a different caregiver. It’s unlikely you’ll need to take these steps, but in case you do, having the support of family, friends, and other advocates will be essential.


Unfortunately, people of color, Medicaid recipients, and other people with a marginalized identity are often treated with less respect in medical settings, so they may need extra support with self-advocacy (see here).


FINDING RELIABLE INFORMATION



Although your caregiver is the best source of advice for detailed recommendations specific to your medical situation, there are also many other options for finding information. Early in pregnancy is a great time to explore what resources are available to you.


Throughout this book and in its index, and the resource section on our website, https://PCNGuide.com, we will refer you to many of the most reliable sources of information we know. You may choose to take childbirth classes (see here) or hire a doula (see here), or there may be other professionals that you work with who can also provide accurate information. You’ll have lots of conversations with friends, coworkers, and strangers who stop you to give you advice. On social media and the internet, there is far more information (and misinformation) than you could ever take in.
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Here are ways to evaluate whether information you find is current, accurate, and nonbiased:




• What is the professional training of the speaker/author? Are they a medical provider or other professional?


• What is that person’s experience and is it related to the question at hand? For example, while medical providers are the best source of medical information, a mom of five may be a better resource for practical tips on daily life with kids than a child-free doctor is.


• Do they tell you where they get their information? Is it all just their opinion or do they cite peer-reviewed research and professional recommendations from leading organizations?


• Is their information relevant to your culture and identity? If the speaker/author comes from a very different demographic and life experience from yours, they may not have a good understanding of your unique needs.


• Do they have any biases that you can detect? Are they trying to sell you something? (Is what they offer literally a product or service they’re trying to sell, or are they hoping to increase their “likes and subscribes” or just convince you that “their way” is the one right way?)







Key Points to Remember




• Birth is a significant life event, and we all hope for beautiful memories of this time.


• The choices you make can help you have a safer and more satisfying pregnancy and birth. The following choices are key to a positive experience:




• where you want to give birth


• who will provide your medical care through pregnancy and birth


• developing a birth plan, including pain coping preferences, choosing classes and whether you want a doula (see Chapter 7)


• making a plan for after the birth, including your baby’s caregiver and postpartum support (see Chapter 15)


• To help you make informed decisions, research your options and ask your caregiver the key questions. After considering that information and weighing it against your values, you can make the best decisions for you and your baby.























CHAPTER 2



What Pregnancy Is Like
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Having a baby brings some of life’s greatest challenges and rewards. You’ll experience everything from wonder and joy to bewilderment and stress—often at the same time. You can be glad that pregnancy lasts around nine months so you have time to learn, plan, adjust, and prepare.


Day by day, your developing baby is becoming capable of thriving outside the protective environment of your body (or their gestational parent’s body). It’s an amazing and exciting time, yet you may find yourself wondering and worrying about the pregnancy or your baby. You may try to imagine what your baby looks like. You may be unsure how you’ll react to the many changes ahead. Learning what to expect during a normal and healthy pregnancy may help put your feelings and concerns into perspective and let you enjoy the pregnancy.


Although many aspects of the pregnancy experience are common to everyone, each pregnancy is also unique and influenced by your identity, background, and relationships, so we will also explore some key considerations for these diverse experiences.




In This Chapter, You’ll Learn About:




• common physical and emotional changes experienced during pregnancy


• the dramatic growth and development of a baby before birth


• how your pregnancy might be affected by your unique identity or circumstances








Your Body’s Preparation for Pregnancy


Since roughly the time you reached puberty, your body has naturally been preparing for pregnancy. The design of your body’s reproductive system makes pregnancy possible. Let’s begin by reviewing some vocabulary we’ll use throughout the book.


Your reproductive anatomy includes both internal and external structures. The labia, urethra, clitoris, and vaginal opening are your external genitals, as illustrated. These body parts plus your anus are your perineum. Many pairs of muscles attached to your pelvis support the perineum and form a strong sling with openings for your urethra, vagina, and anus. These are your pelvic floor muscles.


The drawing on the bottom right shows your internal reproductive organs. Your uterus (womb) is a hollow, muscular organ the size and shape of a pear, and your vagina is a stretchy tube-shaped canal. The lower part of your uterus, which protrudes into your vagina, is your cervix. Your fallopian tubes provide the paths for an egg (ovum) to travel from your ovaries (sex glands) to your uterus.


Your ovaries produce the hormones estrogen and progesterone (see here). After puberty, your ovaries undergo a cycle of changes every month (give or take a few days), unless you’re pregnant. During a cycle, an egg matures in one ovary and causes increased secretion of estrogen, which along with progesterone stimulates growth of the uterine lining (endometrium). Usually only one egg ripens each cycle and is released into one of your fallopian tubes. This process is called ovulation, and it typically occurs about halfway through your cycle, but it can occur earlier or later. As the fine hairs in your fallopian tube propel the egg slowly toward your uterus, your ovaries produce more progesterone, which stimulates the uterine lining to become a rich, nourishing home for a fertilized egg. If fertilization doesn’t occur (which means you’re not pregnant), your estrogen and progesterone levels diminish, and your uterus sheds its unneeded lining. This shedding process is called menstruation—your period.
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Conceiving Your Baby


Conception occurs (and someone becomes pregnant) when a sperm fertilizes (penetrates) an egg.


During a male orgasm, he ejaculates about 1 teaspoon of semen, which contains 150 million to 400 million sperm. If ejaculation occurs during penis-in-vagina sexual intercourse, these sperm travel from the vagina into the uterus and out to the fallopian tubes. Sperm can live inside someone for up to three days, whereas an egg is viable for only twelve to twenty-four hours after ovulation. Conception usually happens in the part of the fallopian tube farthest from the uterus when a single sperm fertilizes the awaiting egg.


Occasionally, ovaries release more than one egg, and a separate sperm fertilizes each one, resulting in fraternal (nonidentical) twins, triplets, quadruplets, or higher-order multiples. Sometimes, a single fertilized egg divides into two and produces identical twins. For information on pregnancy with multiples, see here.
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IF YOU’RE NOT YET PREGNANT



If you are reading this before conceiving, we encourage you to visit our website, https://PCNGuide.com, for more information about preconception, ways for both you and your partner to improve your health before conceiving, and ways to enhance fertility.


If you have been trying to get pregnant for more than a year, you may consider consulting an infertility expert who can look for possible complications with ovulation or sperm count. If a problem is discovered, you may choose to use assisted reproductive technology (ART). To learn more, visit https://www.cdc.gov/art or https://www.marchofdimes.org/find-support/topics/planning-baby/thinking-about-fertility-treatment.


Learning That You’re Pregnant


You may experience some or all of the early signs of pregnancy, which are caused by hormonal changes that begin almost immediately after conception. Here are symptoms that you may notice:




• missed menstrual period


• breast changes: fullness, tenderness, tingling in the nipple area, and a darkened areola (the area around each nipple)


• fullness, bloating, or ache in your lower abdomen


• fatigue and drowsiness


• feeling lightheaded or faint


• nausea or vomiting at any time of the day (“morning sickness”)


• frequent urination


• increased vaginal secretions




Some people may not have any symptoms before they’ve missed a menstrual period.
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CONFIRMING YOUR PREGNANCY



Home pregnancy tests involve checking your urine for human chorionic gonadotropin (hCG), a hormone produced only during pregnancy. If you’re very early in pregnancy, there may not yet be enough of the hormone for the test to detect. If you have a negative result, test again a few days later. Urine tests are most accurate when it’s been several hours since you went to the bathroom, and you haven’t had a lot of liquid to drink, such as when you pee for the first time in the morning. Follow the instructions in the test kit carefully.


To confirm your pregnancy, you can make an appointment for a blood test with a medical professional, but home tests have a very low false positive rate (unless you’re on fertility drugs), so if they show positive, you are likely pregnant.


Start taking folic acid supplements, and begin adopting a healthy lifestyle and eating a well-balanced diet (see Chapters 3, 4, and 5) while you seek out a care provider (see Chapter 1) and get your first prenatal appointment scheduled.


While a positive pregnancy test brings great joy to some people, for others it might be quite upsetting. And for many people, their relationship to a new pregnancy can best be described as “it’s complicated.”


CALCULATING YOUR DUE DATE



Since conception often can’t be traced back to a particular day, especially if sexual intercourse is frequent, and most people are not tracking their ovulation, due dates are calculated based on when your last menstrual period was. Pregnancy (or gestation) is defined as lasting an average of forty weeks (280 days) from the first day of your last menstrual period. The actual conception of the baby was likely about two weeks after that (since, on average, ovulation happens around two weeks after a period starts), so fetal development is approximately thirty-eight weeks, but we tend to describe things by gestational age—how many weeks since the start of the last period.


Caregivers calculate the due date by using this simple formula: Subtract three months from the date of the first day of your last period, then add seven days. For example, let’s say your period started February 1. Subtracting three months from that day leads to November 1, and then adding seven days gives you a due date of November 8. Many caregivers also suggest an optional ultrasound scan in early pregnancy, which can assess baby’s precise developmental stage and might lead to an adjustment in that due date (see here).


Keep in mind that a due date is just an estimate of when your baby will be born. Generally, babies are born healthy and normal any time from three weeks before to two weeks after their due date. While most babies are born within ten days of their due date, only about 5 percent are born on their exact due dates.


If a due date is just a guess, why is it important? A due date helps your caregiver do the following:




• determine when best to do genetic testing


• recognize whether results of specific lab tests are within the normal range


• diagnose a preterm or postdate pregnancy


• identify a baby who’s growing more slowly or rapidly than normal




Because normal pregnancies vary in length, your caregiver will look at a range of test results when making these assessments.


Now That You’re Pregnant


HORMONAL CHANGES DURING PREGNANCY



Changes in hormone production cause many of the physical and emotional changes in pregnancy, helping ensure a healthy pregnancy and the optimal development of your baby.




• Human chorionic gonadotropin (hCG) is the hormone that pregnancy tests check for in your blood or urine. hCG ensures that your ovaries produce estrogen and progesterone for the first two to three months of your pregnancy until your placenta matures and produces the appropriate amount.


• Estrogen promotes the growth of your uterine muscles and their blood supply, encourages production of vaginal mucus, and stimulates the development of the ductal system and blood supply in your milk-producing tissue. Changes in water retention, body fat buildup, and skin pigmentation are related to estrogen levels. In late pregnancy, rising estrogen levels increase the uterus’s sensitivity to oxytocin.


• Progesterone relaxes your uterus during pregnancy, keeping it from contracting too much. It also relaxes the walls of blood vessels (helping you maintain a healthy blood pressure) and of your stomach and bowels (allowing for greater absorption of nutrients and sometimes causing constipation). In late pregnancy, progesterone has less effect, letting contractions increase and start labor.


• Relaxin from your ovaries relaxes and softens your ligaments, cartilage, and cervix, making these tissues more stretchable during pregnancy and letting your pelvic joints spread during birth.


• Prostaglandins, produced in your amniotic membrane, increase in level during late pregnancy. Prostaglandins soften and ripen your cervix in preparation for labor and stimulate muscles in your uterus and bowels.


• Corticotropin-releasing hormone (CRH) comes from your baby, placenta, and tissues within your uterus. Increased levels of CRH in late pregnancy change the ratio of estrogen to progesterone.


• Oxytocin, produced in your pituitary gland, stimulates uterine contractions to help trigger the onset of labor and promote labor progress. Often referred to as the “love hormone,” oxytocin is present during an orgasm. It’s also responsible for the urge to push at the end of labor and for the let-down reflex during lactation. Oxytocin improves mood and produces feelings of calmness and well-being.
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Pregnancy also produces greater quantities of many hormones that are present when you’re not pregnant. These increased hormone levels cause other physical changes and influence your metabolism, mineral balance, tissue and organ growth, levels of still other hormones, and the onset of labor.


YOUR PREGNANCY WEEK BY WEEK



In the next sections, we provide a comprehensive narrative overview of pregnancy as it progresses from month to month. If you prefer to see similar information in a table form, we offer a “calendar of pregnancy” on our website, https://PCNGuide.com.


If you’d like weekly updates with details on your baby’s development that week (e.g., “Your baby is now the size of a kumquat”), subscribe to an e-mail newsletter. We recommend Lamaze International’s newsletter, https://lamaze.org/week-by-week-pregnancy-calendar, or Baby Center, https://babycenter.com/pregnancy.


First Trimester Changes for You and Your Baby


Pregnancy is divided into three trimesters, each lasting about three months. The first trimester is the “formation” period because, by the end of it, all your baby’s organ systems are formed and functioning. For you, the first trimester is a time of physical and emotional adjustment to being pregnant.


THE FIRST FOUR WEEKS OF PREGNANCY



This time marks conception through the first two weeks of your baby’s life (four weeks gestational age).


Changes in Your Baby


At conception, your baby gets inherited characteristics from both biological parents. Most human cells contain forty-six chromosomes of genetic material; an egg and sperm each contain half that number. When a sperm fertilizes an egg, the resulting twenty-three pairs of chromosomes combine to form a unique genetic blueprint for development. This blueprint decides at conception your baby’s sex, blood type, eye and hair color, nose and ear shape, and some personality traits and mental capabilities. To a great extent, this blueprint also guides your baby’s growth and development throughout their life.


Throughout pregnancy, the terms used to describe a baby change to reflect age and development. After conception, the fertilized egg quickly divides from one cell into two, then four, eight, sixteen, and so on until it becomes a multicellular structure called a blastocyst. Within five to nine days, the blastocyst has made its way along its fallopian tube and implants in the uterine lining, usually in the upper part of the uterus. By two weeks, the baby is called an embryo, and another part of the fertilized egg is developing into the placenta. This primitive placenta has tiny rootlike projections that penetrate the uterine lining and acquire nutrients for the developing embryo.
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Changes in You


While these changes are taking place in your baby, you may have noticed only some breast tenderness or a slight ache in your belly. But you’re about to miss your menstrual period, and the remarkable changes that you’ll experience have just begun!


THE 5TH THROUGH 14TH WEEKS OF PREGNANCY



This time marks the third through twelfth weeks of your baby’s life (five to fourteen weeks gestational age).


Changes in Your Baby


During the first few weeks of this trimester, your baby is an embryo that’s developing rapidly. Their nervous system and circulatory system is forming, and their heart tubes have formed and begun beating by the twenty-fifth day after conception. Your baby has simple kidneys, a liver, a digestive tract, and a developing umbilical cord. When they’re only half the size of a pea, arm and leg buds appear, and their face begins to form.


Although your baby’s sex is determined at conception, all babies appear the same until nine weeks. Then, if the embryo is male, he begins producing androgens, male hormones that signal the development of the scrotum and penis. If female, her external genitals and internal reproductive organs form. (About 0.1% [1 in 1,000 babies] are intersex, which means their chromosomes, hormones, or genitals do not develop into typical binary ideas of a male or female body.)


By eight weeks after conception (ten weeks gestational age), your baby is structurally complete. They have ears, a nose, mouth and lips, a tongue, and teeth buds in the gums. Their arms have hands with fingers and fingerprints. Their legs have knees, ankles, and toes. The arms and legs move, but coordinated movements don’t begin until about fourteen weeks. The developing brain begins to send out impulses. Their heart is formed, beating strongly and can be seen during an ultrasound scan. Your baby grows 1 millimeter a day. When a baby is nine weeks old (eleven weeks gestational age), they are called a fetus.


During the first three months, your baby becomes quite active, although you’re probably unaware of any movements. Legs kick and arms move. Your baby makes breathing movements (that is, their chest rises and falls); “breathing” amniotic fluid into the lungs appears to help with lung development. By ten to twelve weeks (twelve to fourteen weeks gestational age), your baby can smile, frown, suck their thumb, swallow amniotic fluid, and urinate drops of sterile urine into the amniotic fluid, which is completely exchanged about every three hours. Your baby’s eyelids cover their eyes, but the eyes remain closed until the sixth month.
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Development of the Placenta and Changes in the Uterus


During the early weeks of pregnancy, your uterine lining becomes thicker and provides a rich source of nourishment for your growing baby. At the end of the first month of development, projections (chorionic villi) extend into your uterine lining, becoming a primitive placenta. Your baby’s blood circulates through the chorionic villi while your blood circulates into the spaces surrounding them (intervillous spaces). A thin membrane separates the two bloodstreams, which normally don’t mix.


The membranes (amnion and chorion) create the amniotic sac that surrounds your baby. The amniotic fluid protects your baby by absorbing bumps from the outside, maintaining an even temperature, and providing a medium for easy movement.


By twelve weeks of pregnancy, the placenta is completely formed and serves as an organ for producing hormones and exchanging nutrients and waste products. Most identical twins share the same placenta. Fraternal twins have separate placentas, though the placentas sometimes fuse into one.


The umbilical cord links the placenta to your baby’s navel, and together the umbilical cord and placenta pass oxygen and nutrients from you to your baby. While the placenta provides a barrier against most (but not all) bacteria in your bloodstream, most viruses and drugs cross to your baby. The placenta also exchanges waste products from your baby, which your blood then carries to your kidneys and lungs for excretion.


By fourteen weeks of pregnancy, your uterus has grown to the size of a grapefruit and reaches just above your pubic bone. The cervix is about 4 centimeters long and, though softer than before pregnancy, still fairly firm. The mucous plug that fills the cervical opening provides a barrier to help protect your baby.
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Changes in You


By five weeks (possibly earlier) from the first day of your last menstrual period, a pregnancy test should show a positive result. During the first trimester, you may feel unusually tired and need more sleep because of your changing metabolic rate and your increased energy needs while growing a baby. You may occasionally feel lightheaded. You may urinate more often as your enlarging uterus presses on your bladder. Many expectant parents experience nausea and vomiting (see here). Although usually called morning sickness, it may occur at any time of the day. While the cause of morning sickness is unknown, it’s thought that hormones produced by the developing placenta play a role. You might have aversions to some foods and odors. You may experience constipation, or feel fullness, bloating, or an ache in your lower abdomen.


Although breasts develop in puberty, milk glands don’t fully develop until pregnancy. As hormone levels increase, your breasts change in preparation for providing milk for your baby. Your breasts enlarge, their veins appear bigger, and your nipples may be tender or have a tingling sensation. Your nipples and areolae also enlarge and become darker. Little bumps on your areolae (called Montgomery glands) enlarge to produce more lubricant in preparation for nursing.


Although these early pregnancy changes feel dramatic to you, you might not look much different to others or to yourself.


The Emotional Experience of First Trimester


Finding out that a baby is on the way may bring about many emotions for all expectant parents, whether they are pregnant themselves or a parenting partner. You may be excited, proud that you conceived a child, and happy about becoming parents. You may be worried about miscarriage, hesitant to focus on the baby if awaiting genetic testing results, afraid of losing your independence, fretful about changes in your relationships and work and finances, or doubtful of your ability to parent. You may cry easily or react strongly to minor inconveniences. Your mood swings seem more pronounced, which may be difficult to understand. Talking with your partner, close friends, or family and sharing your thoughts and feelings can help you work through this transition together.


This may also be a time when you begin to look ahead toward what it will be like to be parents, thinking about parenting techniques and also reflecting back on how you were parented and whether you want to parent your child the same way your parents raised you.


In the first trimester, it can sometimes be difficult for partners (expectant parents who are not pregnant) to fully empathize with the person who is pregnant. It may seem that they are having a hard time acknowledging the pregnancy, but that is typically because it’s hard to really see the baby as real when they aren’t experiencing the physical changes. Seeing the baby on an ultrasound scan or hearing the heartbeat can make it feel more real.


Things to Do




• Choose your birthplace and care provider (see Chapter 1). Schedule your first appointment—it may not be till your eighth to tenth week of pregnancy. Set up a system for writing down questions as they arise, so you have them handy at appointments.


• If you haven’t had a dentist appointment in a while, schedule one. Dental health is important during pregnancy.


• Take prenatal vitamins that include folic acid, and choose a healthy diet (see Chapter 5). Adapt your current exercise routine or start a new one (see Chapter 4).


• Stop smoking, drinking alcohol, and using recreational/illegal drugs, and avoid other possible hazards, such as changing a cat’s litter box (learn more in Chapter 3). If you’re taking medication or over-the-counter/herbal supplements, ask your doctor whether it’s safe for pregnancy (also see Chapter 3), or look online at https://infantrisk.com/ or https://mothertobaby.org/.


• Learn about insurance coverage (see Chapter 1) and start to make a budget plan for pregnancy and parenting.






Different Views on the First Trimester


Expectant parents were asked, “What emotional changes did you notice in the first trimester?” Although there were many different views, the responses shared the following sentiments:




• I found myself crying at silly things. Sometimes tears of sadness but also tears of joy.


• Physically, I didn’t feel great. But emotionally? It feels really good to be pregnant.


• I was so focused on pregnancy all the time. I obsessively searched online for details about my baby’s health.


• I was just so tired—I was falling asleep at my desk. My coworkers didn’t yet know I was pregnant, and I worried they would judge me.








Second Trimester Changes for You and Your Baby


The second trimester is the “development” period, because your baby’s organs and structures begin to enlarge and mature. For you, second trimester is typically a time of feeling well, energetic, creative, and emotionally sensitive.


THE 15TH THROUGH 27TH WEEKS OF PREGNANCY



This time marks the thirteenth through the twenty-fifth weeks of your baby’s life (fifteen through twenty-seven weeks gestational age).


Changes in Your Baby


In this trimester, your baby starts to grow hair, eyelashes, and eyebrows. Fine, downy hair (called lanugo) develops on their arms, legs, and back. Fingernails and toenails appear, and the skin is thin and transparent. At eighteen weeks of pregnancy, your baby can do all the movements you’ll see them do as a newborn, and has a strong grip. At nineteen weeks of pregnancy, your baby is 5 to 6 inches long, and weighs about 4 ounces. By twenty-seven weeks, they have grown to 11 to 14 inches long and 1 to 2 pounds.


Forming in your baby’s intestines is meconium, a collection of digestive enzymes and residue from swallowed amniotic fluid. After birth, your baby will expel the meconium, which will appear as thick, sticky, greenish-black poop. Their skin is wrinkled and covered with a creamy protective coating called vernix caseosa. During this trimester, you’ll probably feel your baby move for the first time (an experience called quickening). You may feel a light tapping or fluttering sensation that reminds you of gas bubbles. Or you might not notice your baby’s gentle movements or hiccups. Although still very immature, some babies born near the end of this trimester (twenty-five weeks gestational age) survive.
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Changes in the Placenta and Uterus


Your uterus expands into your abdominal cavity to accommodate your growing baby, placenta, and level of amniotic fluid. (You may have 2 to 3 pints of amniotic fluid in midpregnancy.) During prenatal appointments, your caregiver measures the height of your uterus to check that your baby is growing adequately. Although a baby’s size and the amount of amniotic fluid differ among pregnancies, a rule of thumb is that the length of your pregnancy in weeks approximates the distance in centimeters between your pubic bone and the top of your uterus (called the fundus). For example, at twenty-five weeks, fundal height is about 25 centimeters, at or above the level of the navel.


During this trimester, your uterus normally contracts periodically, although you might not notice it. Called Braxton-Hicks contractions, they make your uterus feel hard or tight for about a minute but aren’t painful. Different from labor contractions, Braxton-Hicks contractions don’t cause changes in your cervix. If contractions do cause your cervix to change and it begins to open, you’re in preterm (or premature) labor and require medical attention (see here).


Changes in You


During these middle months of pregnancy, you probably feel physically well, and your nausea and fatigue likely have disappeared or diminished, but you may experience constipation or leg cramps. Your appetite may increase and food cravings may kick in. You may be gaining up to a pound per week. Your milk glands in your chest begin making small amounts of colostrum (a highly nutritious yellowish fluid produced before mature human milk) by midpregnancy.


Just as hormonal changes make your nipples and areolae darker, they also make other skin areas more pigmented. A dark line (called “linea nigra”) may appear between your pubic bone and navel. The skin around your eyes may darken, especially after sun exposure. This “mask of pregnancy” (called “chloasma”) usually disappears within a few weeks after your baby’s birth.




Different Views on the Second Trimester


When asked, “What emotional changes did you notice in the second trimester?” people expressed many different views:




• I love feeling the baby move, but it’s weird having a separate person inside me.


• Pregnancy is hard because I have no control over my emotions.


• I’m looking forward to having the baby, but I like being pregnant. I’ll miss it.


• I haven’t exactly “glowed” like my friends, but pregnancy has been a lot easier since I stopped having morning sickness.








The Emotional Experience


Along with these physical changes, you may experience a wide range of emotions. You may enjoy how your pregnant body looks and feels, or your growing body may make you feel unattractive, inconvenienced, and restricted. Heightened emotions may bolster your creativity and make you respond strongly and with more sensitivity to a kind word, a beautiful sunset, or a touching photo. Pregnancy may affect your sleep, and you may recall more of your dreams than you did before becoming pregnant. You also may become introspective and find yourself easily distracted by a need to examine your thoughts and feelings.


During this trimester, your swelling belly usually becomes more obvious, and your pregnancy becomes real and exciting for your partner, family, and friends. Now, they can feel the baby wiggle or kick. Being able to see evidence of the growing baby helps them feel more involved in your pregnancy and more attached to the baby. You may start noticing babies more and observing parents in the grocery store and the park and thinking about how you will parent.


If you have a partner, then like you they may have a range of thoughts and feelings about your changing appearance and about becoming a parent. Share your hopes and concerns with each other. You need each other’s support, now and in the months and years to come, as you adapt to parenthood. This trimester is a good time to start preparing for parenthood by reading books on parenting and newborn care, visiting websites about babies, or buying baby clothes and equipment (see here). You may also start preparing your house for the baby, and that often makes things feel more real.


Things to Do




• Sign up for childbirth classes. Begin to think about labor support and a birth plan (see Chapter 7).


• Learn about parental leave options (see Chapter 14) and start the conversation with your employer.


• Purchase maternity clothes—check thrift stores or consignment shops.


• Start researching what equipment and supplies you’ll need (see here).


• Find a way to connect to other pregnant folks for social support—try online birth clubs or a prenatal exercise class.





Third Trimester Changes for You and Your Baby


The third trimester is the “growth” period because your baby is growing into the size and shape of a newborn. A baby born during this time usually survives, although the chances for an easy transition to life outside the womb improve the closer a baby’s birth date is to their due date. (For more information on prematurity, see here.)


As your body continues to expand to accommodate your growing baby, you may start looking forward to the end of pregnancy and its physical discomforts, and to the long-awaited joy of holding your newborn in your arms.


THE 28TH THROUGH 38TH WEEKS OF PREGNANCY



This time marks the twenty-sixth through thirty-sixth weeks of your baby’s life (twenty-eight through thirty-eight weeks gestational age).


Changes in Your Baby


In late pregnancy, your antibodies pass through the placenta to your baby, and their lungs are maturing. They are rapidly storing iron, enough to meet their needs for the next six months (along with the iron in your milk). Your baby’s fingernails reach to their fingertips and may even need to be cut at birth. The hair on their head grows, the lanugo on their body almost disappears, and they become chubby and able to regulate their own temperature. Buds for permanent teeth appear behind the primary (baby) teeth buds.


Your baby has periods of sleep and wakefulness. They may move in response to bright light and loud noises. They can hear and become familiar with your voice and your partner’s voice and with other sounds, such as the placental circulation, your gurgling stomach, your heartbeat, and external sounds (e.g., music or barking dogs). At birth, your baby will show a clear preference for a familiar voice by turning their head toward the speaker. In addition, you can often soothe a fussy newborn with sounds that mimic the placental sounds heard in the womb (e.g., the rhythmic sloshing of water in a dishwasher, the droning of a vacuum cleaner or fan, or shushing sounds).


As your baby continues to grow and gain weight, there is less room to move around, and you may feel just their arms and legs move rather than their whole body. When your baby has hiccups, you feel a series of rhythmic jolts. At some point during the last trimester, your baby assumes a favorite position—usually head down. This is called a vertex presentation. During prenatal visits, your caregiver determines the baby’s position by feeling your abdomen using a technique called Leopold’s maneuvers. Vertex is the most favorable and the most common presentation (approximately 95% of births). Other positions, such as breech (buttocks or feet down) are discussed here.
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Changes in the Placenta and Uterus


At this point in your pregnancy, changes to the system connecting you to your baby help prepare you to give birth and produce milk for your baby. The changes also help prepare your baby for birth (see here). Your cervix softens, your uterus becomes more sensitive to oxytocin, and you notice more contractions. The volume of amniotic fluid decreases, from about 1½ quarts at seven months to about 1 quart around your due date.
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Changes in You


In this trimester, your uterus expands, possibly causing shortness of breath or sore lower ribs. High levels of progesterone and pressure from your uterus may cause indigestion, heartburn, varicose veins in your legs, hemorrhoids, or swollen ankles. You may have more backaches as your pelvic ligaments relax for birth, and your heavy uterus and growing baby change your center of gravity. (Chapters 3, 4, and 5 have self-care tips that will help with these common discomforts.)


Small red bumps (called “vascular spiders”) may appear on the skin of your upper body, along with stretch marks (striae gravidarum) on your abdomen, thighs, or chest. These marks are reddish during pregnancy and become glistening white lines after birth. Some people attempt to prevent stretch marks by using various lotions or oils, but no evidence shows that these products are effective. Some expectant parents notice that colostrum leaks from their nipples, but some don’t. Either case is normal.


About two weeks before the birth, your baby “drops” into your pelvic cavity. This descent is called engagement or lightening. You may feel less pressure on your diaphragm and find breathing and eating easier. The trade-off is, however, as the baby’s head presses on your bladder, you need to urinate more frequently.


The Emotional Experience


In the final trimester, you may think and worry more about labor and birth, and worry about pain or possible complications. Talk to your caregiver about your thoughts and fears and take childbirth classes. Talking to other parents about their birth experiences can be informative and reassuring. However, some of their stories may increase your fears. The same reasoning applies to surfing the internet for information. Be aware of which sources are trustworthy and try to avoid scare stories. Aim to balance the points of view so you’re accurately informed and not unduly upset. Try to hold on to the things you find helpful and let the other things slide off you.


At this point, you may feel tired most of the time. You may get more sleep if you lean on a big body pillow or use many pillows. You also may welcome a relaxing warm bath or a soothing massage. As your belly grows and you become less agile, you may depend more on your partner and others. Your sexual relationship also may require some adjustments, due to your physical limitations (see here).




Different Views on the Third Trimester


When asked, “What emotional changes did you notice in the third trimester?” these were just some of the feelings shared:




• I’m falling in love with this little person. When she kicks, she reminds me she’s there. She calms down when I play music for her.


• I’m more sensitive now, a little paranoid and worried—and these feelings are new and strange to me.


• I have trouble getting to sleep, even though I’m exhausted. I just can’t get comfortable in bed; sometimes, I need to sleep in the recliner.


• I feel special carrying a new life that’s a combination of my partner and me.








You may be relieved that pregnancy is almost over, or anxious as you realize how soon the baby will be here and you wonder whether you are ready. You may feel more dependent on others and crave protection, and your loved ones may become more protective of you.


You may worry about your health or your baby’s well-being, especially if you develop a condition that makes your pregnancy high-risk. Know that a healthy lifestyle and early, consistent prenatal care can greatly diminish many of these conditions. If you find yourself worrying excessively or dreaming about death or harm to you or your baby, share these fears with your partner, your caregiver, a childbirth educator, a relative, or an empathetic friend. Talking about your fears doesn’t make them more likely to happen. Instead, sharing your concerns with a supportive person can comfort you and help you put your fears into perspective. If you’re still struggling, learn about perinatal mood disorders here.


Things to Do




• Hire a doula, if you choose.


• After completing your classes, complete your birth plan (see Chapter 7).


• Make a plan for how you’ll feed your baby, and take a lactation class (see Chapter 18).


• Learn signs of preterm labor (see here) and learn about kick counts (see here).


• Choose your baby’s care provider, and start planning for child care needs (see Chapter 14).


• Gather supplies you need for the baby, install the car seat, and assemble any new furniture. Ask for help after birth.


• Focus on your relationship—go on dates, enjoy time together, seek counseling if the relationship is strained.




THE 39TH AND 40TH WEEKS OF PREGNANCY


This time marks the thirty-seventh and thirty-eighth weeks of your baby’s life (thirty-nine and forty weeks gestational age).


In the United States, about 10 percent of babies are born before week 37 of gestational age (8% in Canada), 28 percent in week 37 or 38, 57 percent between weeks 39 and 41, and 5 percent after 41 weeks. If all labors were left to start on their own, many more babies would be born after 40 weeks, but 32 percent of labors in the United States are induced.1 (Learn about induction here.)


Changes in Your Baby


In this last phase of pregnancy, your baby’s organs continue to mature in preparation for life outside your uterus. They also add fat and gain a half pound per week. A newborn averages 20 inches in length, but a range of 18 to 22 inches is normal. At birth, an average baby weighs 7½ pounds, although a normal weight for a full-term baby can vary from 5½ to 10 pounds. From the time your baby was just a fertilized egg, their weight has increased six billion times!


Changes in the Placenta and Uterus


Depending on the size of the baby, the size of the placenta varies. Once you expel the placenta after the birth, it appears round, flat, 6 to 8 inches in diameter and about 1 inch thick. The side that was implanted in your uterine wall is divided into lobes and appears rough and bloody. The side that was near your baby is smooth, pale, and shiny and is covered by the amniotic membrane. The membranes (amniotic and chorionic) extending from the edge of the placenta formed the sac (bag of waters) that contained the amniotic fluid and your baby.


The moist, white umbilical cord contains two arteries and one vein. Often twisted like a corkscrew, the umbilical cord measures 12 to 39 inches when pulled straight. At birth, when your baby breathes, their circulation pattern begins to change. Blood flow through the umbilical cord shuts down and more blood flows to their lungs.
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Toward the end of pregnancy, prelabor uterine contractions become more obvious and frequent. These contractions enhance circulation in your uterus, press your baby against your cervix, and work with prostaglandins to soften and thin your cervix.
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Changes in You


At this point, you may be looking forward to the end of pregnancy. You may be fed up with the light sleep, fatigue, and other typical discomforts of late pregnancy. At times, you may feel as though you’ll be pregnant forever! You may have completed childbirth classes, had your baby shower, and the nursery is prepared. You truly realize that your baby is coming soon, and a new stage in your life will begin. While this is exciting for some people, this may also feel terrifying.


Things to Do




• Pack your bag for the hospital or birth center, or prepare your home.


• Precook and freeze some healthy meals.


• Relax, and enjoy activities that will be harder for you to do after the baby is born. (Tip: making love, orgasm, and nipple stimulation can help prepare your body for labor as well as provide pleasure and connection.)






Having Fun with Your Baby Before Birth


After about thirty-two weeks of pregnancy, try these activities. If they aren’t responding yet, wait a week or two and try again.




• Talk to your baby (or have your partner speak to your belly). Your baby may respond.


• Press on your belly when you feel your baby’s hand or foot push against your uterus. See whether they respond to your touch. Try pressing twice (like double-clicking a mouse) and see whether your baby mimics your action.


• Shine a flashlight on your belly. See whether your baby responds to the light.








BEYOND YOUR DUE DATE



This time marks the thirty-ninth week (and beyond) of your baby’s life in the womb (or forty-one to forty-two weeks gestational age).


Although the average length of pregnancy is forty weeks, many pregnancies last longer and are considered postdate. Some postdate pregnancies are cases of mistaken due dates; however, routine ultrasound dating is making such cases less common.


The majority of postdate babies are doing well. They may just need extra time to grow and prepare for life outside the womb. (Occasionally, the baby is ready to be born but, for unexplained reasons, labor doesn’t begin.) In most postdate pregnancies, the placenta continues to function well, supporting the growth and well-being of the baby.


After the due date, some caregivers recommend that pregnancy should continue until labor begins on its own, assuming that the parent and baby are doing well. Many caregivers, however, follow recommendations from the American College of Obstetricians and Gynecologists (ACOG) and advise induction for all pregnant people at the forty-first week.2 See here to learn more about induction to help you make an informed decision. One alternative to explore: your caregiver can assess whether your baby and the placenta are healthy by performing diagnostic tests (see Chapter 6). If all is well, pregnancy can likely continue.


In rare cases, however, tests may reveal that the postdate placenta is not functioning well, amniotic fluid volume is dropping, or the baby is showing signs of distress. Under these circumstances, the caregiver would advise induction or a cesarean delivery.


For babies who go past forty-two weeks gestation, 20 percent have postmaturity syndrome. They’ll show such symptoms as no lanugo, scant vernix caseosa, long fingernails, and peeling or cracked skin.


Changes in You and Your Emotions


Physically, you may continue feeling much as you did during late pregnancy. Emotionally, however, you may find waiting for labor to begin frustrating, worrisome, or depressing. Consider trying self-induction methods that may encourage labor to begin, such as sexual intercourse, nipple stimulation, or acupressure (see here).


HORMONAL CHANGES IN LATE PREGNANCY THAT TRIGGER LABOR



During approximately the last six weeks of pregnancy, your body prepares to give birth and your baby prepares to thrive outside the womb. Once the baby’s lungs reach maturity, they secrete a substance called surfactant into the amniotic fluid, which begins a hormonal chain of events. The baby’s brain and adrenal glands secrete hormones into the parent’s bloodstream. Those are converted to estrogen, which causes the uterus, membranes, and placenta to produce prostaglandins, which leads to cervical ripening and opening. The number of oxytocin receptors in the uterus increase, making the uterus more sensitive to oxytocin, which increases the frequency of contractions.


You may have contractions when you exercise, sneeze, bump your belly, or for no apparent reason. These contractions are helping your body prepare for labor. Your pelvic joints relax, allowing room for your baby to descend into your birth canal. You produce more cervical mucus, and your vaginal wall becomes more elastic. Even though you aren’t yet in labor, your body is readying itself to give birth.


As your placenta ages, the membrane between your baby’s bloodstream and yours becomes more permeable, allowing large molecules, such as antibodies, to reach your baby. Antibodies help protect your baby against diseases to which you are immune, and the protection lasts for months. Your mammary tissue starts producing more colostrum (first milk).


This hormonal process helps to ensure that when labor begins, your baby is ready, and you are ready to birth and to nourish the baby. When you understand how important a baby’s maturity is to starting labor, it may help you to be more patient in the final weeks of pregnancy. (To learn about signs that labor is about to begin, see Chapter 8.) You also may wonder why anyone would want to interfere in this elegant process by inducing labor without a clear medical reason.
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Diverse Experiences of Pregnancy


So far, we have discussed a “typical average pregnancy.” But every pregnancy is unique. Let’s look at some factors that influence how people experience pregnancy, depending on the physical characteristics of the pregnant person, the social and emotional context of this pregnancy, and how pregnancy might be experienced differently for expectant parents who are not the gestational parent. Read whichever sections feel relevant to you.


PHYSICAL FACTORS THAT AFFECT PREGNANCY EXPERIENCE



Certain physical differences can affect pregnancy and birth. These sections will guide you on what other topics in the book to pay particular attention to, to increase the well-being of you and your baby.


Teenage Pregnancy


If you’re a pregnant teenager, you have several strengths and some special needs. A teenaged body is usually healthier, with fewer health challenges than an older person, and your chances of a healthy pregnancy are good. Because you’re young, your uterus is probably strong and your tissues are stretchy. Your labor will likely progress normally and won’t need medical interventions.


Because your body is still developing, you must eat well during pregnancy to properly nourish your growth and your growing baby (see here). Just like every pregnant person, you need to stay away from drugs, alcohol, and tobacco. Make sure you keep your scheduled prenatal appointments with your caregiver. Taking these steps helps prevent giving birth too early and delivering a baby with low birth weight—the main problems for teen pregnancies.


Some challenges of being a pregnant teenager can include the following:




• dealing with your parents’ reactions to your pregnancy


• working with the baby’s biological father to address their role and responsibilities


• attending school with peers who can’t relate to your situation


• deciding whether to parent your baby or consider adoption


• making decisions about your health care




You can work through these challenges by talking with a school counselor, a city or county health nurse, someone at a pregnancy organization, or understanding friends and family members. (Do be aware that some “pregnancy counseling organizations” are focused on talking people out of having an abortion and into carrying the pregnancy to term. If this is your intention, they may provide helpful support, but if you are uncertain of your wishes, it is better to seek unbiased advice.)
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Pregnancy After Age Thirty-Five


In 1980, when the first edition of this book was available, only 4 percent of all births were to people age thirty-five and older. Now, 20 percent are, and almost one-quarter of those people are giving birth for the first time.3 Despite common perceptions that pregnancy after thirty-five is risky, your “advanced” age does not mean it’s guaranteed to be high-risk. If you’re in good health, you may well have a smooth pregnancy and an easy birth.


However, when compared to a younger person, your risk of these problems is higher: high blood pressure, diabetes, growth problems, or inherited disorders in the baby, preterm labor, problems with the placenta, fibroids, labor complications, induction, and cesarean birth.4 (The chance of these complications is higher for those age 40 and above than for those ages 35 to 40.) It’s wise to be aware of these possible risks and take efforts to prevent them and monitor for them. (See Chapters 6 and 11.)


Why are you at greater risk? The answer is simple: the longer someone lives, the more likely that illnesses, accidents, environmental hazards, or poor health practices have affected their body. Also, such risk factors as high blood pressure, diabetes, and obesity increase with one’s age, and these all impact pregnancy and birth.


As you age, infertility problems can increase. If you used fertility drugs or treatments to get pregnant, you may be pregnant with more than one baby. If this is the case, you also may face the same pregnancy risks as anyone having multiples.


Older adults are more likely than younger people to be pregnant with a baby with a genetic disorder, such as Down syndrome. The risk of some genetic disorders also increases for babies whose egg was fertilized by sperm from someone who is older than thirty-five.


Those are the risk factors. What protective factors can you put into place to improve your chances for a healthy pregnancy and baby? Take particularly good care of yourself, reduce stress, and have regular prenatal visits with a caring and competent caregiver. More screening and diagnostic tests will be recommended for you to ensure all is going well (see Chapter 3). If you are over age forty, your caregiver may recommend induction at thirty-nine weeks (see Chapter 11).


Although some problems may arise during your pregnancy, they’re almost always treatable or manageable. In fact, most expectant parents over age thirty-five give birth to healthy, full-term babies.
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Expecting Multiples: Twins, Triplets, or More


Your caregiver may suspect a multiple pregnancy if two or more heartbeats are heard or if your uterus seems to be growing faster than normal. Often, expectant parents discover they’re pregnant with multiples when an ultrasound reveals two or more babies. Twins account for 3 percent of all births. If you’re expecting multiples, you may be both excited and stressed out.


When compared to a singleton pregnancy, a multiple pregnancy is at higher risk for complications, such as gestational diabetes, preeclampsia, preterm rupture of the membranes, preterm labor, prolapsed cord, postpartum hemorrhage, and babies who are premature or small for their gestational age.


Because birthing multiples is often more complicated than birthing one baby, the chance of cesarean birth rises with the number of babies you’re expecting. You may need the care of an obstetrician or a perinatologist. You’ll likely have more testing, including frequent ultrasounds to monitor the babies’ growth.




Understanding Risk


When we talk about increased risks, we know that can be worrisome. Seeing a long list of things that are potentially higher risks for you due to something beyond your control (e.g., your age, your race, or a twin pregnancy) may cause a lot of anxiety. Some ways to put risk in perspective:




• When you read about how many times some scary thing happens, figure out what percentage of the time it is an issue versus how often it does not happen. For example, it might seem frightening to hear that in a recent one-year period around 750 people in the United States died giving birth. But while this is tragic for those families, realize that there were about 3.6 million Americans who gave birth that year who did not die.


• A little hack for easing worries is to flip a number around. The absolute risk of maternal mortality is about 2 in 10,000, so that means it doesn’t happen to 9,998 in 10,000 people. Try to let that worry float away, since the absolute risk is so small, and any step that you take to improve your health and health care can reduce that risk—the majority of those deaths were preventable.


• It also helps to understand relative risk and absolute risk. If you read that something is twice as likely for you versus someone else, that’s your relative risk. But how much of an absolute risk that is depends on how common that thing is. For example, if someone heard their chance of maternal mortality was twice as high as someone else’s, that’s worrisome. But it still means it is a 4 in 1,000 chance. It doesn’t happen to 9,996 in 10,000 people like them.


• On the other hand, sometimes the relative risk is high enough that you’ll want to make plans related to it. For example, the average cesarean rate for first time parents is 22 percent, so if you learned you were twice as likely to have one, that’s 44 percent, so it would be well worth learning about cesarean, doing what you can to reduce the chances you will need one, and planning how to have the best possible cesarean if that becomes the right answer for your situation. (See Chapter 12.)


• If your caregiver ever tells you that you have an increased risk of something, ask what the absolute risk is—what is the percentage chance that it will be an issue. And ask what is within your control that you can do to reduce the risk or to plan for managing it.








Timing of the Birth. Almost two-thirds of twin pregnancies result in spontaneous labor before thirty-seven weeks. Familiarize yourself with the signs of preterm labor and with information about induction. Obstetrical guidelines recommend that in an uncomplicated twin pregnancy, labor induction is offered at thirty-seven weeks5 or thirty-eight weeks6 if the babies have separate placentas, or earlier if they share a placenta. On the other hand, some caregivers believe there are health benefits to waiting for labor to begin spontaneously while monitoring the babies’ well-being closely.


Planned Mode of Birth. An ultrasound can identify your babies’ presentations (the parts of their body that will emerge first from the birth canal). If both babies are vertex (head down), that is the most favorable presentation for a vaginal birth. If the first baby is vertex and the second baby is breech, you can plan a vaginal birth. Your caregiver may attempt to turn the second baby after the vaginal birth of the first, or the second baby may be born in the breech presentation. The birth of the second baby usually occurs within five to thirty minutes after the first, and the delivery of the placenta (or placentas) occurs after both babies are born. About 50 percent of twins are born vaginally. If the first baby or both babies are breech (buttocks, legs, or feet over the cervix), a cesarean is usually performed.


Labor and Birth. If you are planning a vaginal birth, caregivers may recommend routinely placing an epidural catheter early in labor, in case anesthesia is later needed. Vaginal births of multiples usually occur in an operating room, in case a cesarean becomes necessary.


Planning for Postpartum. In addition to the increased medical attention, you can also expect more attention from your friends and relatives during your pregnancy. Friends and family usually offer new parents more help in the weeks after the birth of multiples. Be sure to take advantage of any such offer! Parents of multiples may ask for postpartum doula services for shower gifts. You may also seek out twin parent groups online or in person for advice and support.


Pregnancy After a Previous Miscarriage or Stillbirth


If you’ve lost a baby during a previous pregnancy or at birth, becoming pregnant again can cause a wide range of emotions. You may be relieved that you’re pregnant again, and hopeful. Or you may have trouble getting excited about your pregnancy because you fear that you may lose another baby and find that it’s easier to remain emotionally detached until you have passed the point in pregnancy when your last baby died, or until you can see and hear your healthy newborn.


Knowing why a previous pregnancy ended in miscarriage or stillbirth may help you and your caregiver plan for this pregnancy. Prior to pregnancy, you could consider genetic testing and treating any illness or condition that might be related to pregnancy loss. During pregnancy, your caregiver may offer more prenatal testing (see here), or you may request extra testing to help manage your fears. Another way to help relieve your anxiety is to closely watch your baby’s health. For example, you may monitor the baby’s activity by counting their movements during a set time (see here).


Each person experiences grief and loss differently, and each expectant parent has unique feelings about a pregnancy after a loss. Most people find it helpful to talk with family members, friends, grief counselors, and medical professionals about their feelings and fears. You may also consider talking with other parents who have lost babies. By sharing your concerns with others, you and your partner may learn how to put your grief into perspective and reduce your worries.




Resources for Pregnancy After Loss




• Rebirth: The Journey of Pregnancy After a Loss, by Joey Miller (New York: Hachette Go, 2020)


• Joy at the End of the Rainbow: A Guide for Pregnancy After a Loss, by Amanda Ross-White (self-pub., 2017)


• Pregnancy After Loss Support, https://pregnancyafterlosssupport.com








Plus-Size Pregnancy7



Body mass index (BMI) is a way to classify different weight types (see here). We know that BMI alone is not an accurate representation of the health of a given individual. (It doesn’t differentiate between fat and lean mass, or account for where body fat is located, or overall fitness, and doesn’t account for differences between ethnic groups, sexes, and age groups.8) However, because it is used as a proxy in research which examines whether health risks increase with increased weight, we will use it here.


Among people giving birth today, 27 percent are categorized as overweight (BMI 25 to 29.9) and 30 percent were categorized as having obesity (BMI >30). People with higher BMI are, on average, at higher risk than someone whose BMI is in the range from 18.5 to 24.9 when pregnancy begins. But the relative risks for any individual depend on many other factors.


There is a lot of societal bias against people of size, and bias among medical professionals. When choosing a care provider, ask around for referrals to someone who provides respectful care for plus-size clients, and who will evaluate your health as an individual rather than relying on a BMI number as a determinant of care. You can find supportive providers at https://plussizebirth.com. That website is an excellent resource for support and practical advice.


People whose BMI is 25 or greater have a higher chance of reduced fertility and assisted reproductive technology options may not be as effective. During pregnancy, they have a higher chance of miscarriage, diabetes, and hypertension. Labor may be longer, or arrested, and the chance of cesarean, postpartum hemorrhage, and blood clots are higher. The baby has a higher chance of neural tube defects, and of macrosomia (being a large baby). So, yes, there are higher relative risks (see sidebar, here). But that doesn’t mean any of these things is guaranteed. One research summary states that “the absolute risk of severe adverse… outcomes is low among women with obesity” and it can be reduced further with careful attention to diet and exercise and other preventative measures.


If you are overweight, be sure to learn about the possible risks and what protective factors you can use to reduce your risks—for example, folic acid in early pregnancy is an especially high priority for you. If you don’t currently exercise, begin with as little as five minutes of exercise a day, and add five minutes each week. You’ll be monitored closely for diabetes and hypertension, and your baby’s growth and development will be monitored. You may request a prebirth consultation with an anesthesiologist to discuss whether your weight will have an impact on your pain medication options. You’ll find helpful additional information at https://nichd.nih.gov/ncmhep/initiatives/pregnancy-for-every-body.



Pregnancy, Disability, and Neurodiversity


If you have any physical challenges, you may need extra support with adapting to the changes of pregnancy. What you will need depends on the nature of your disability. You may benefit from a consultation with a physical therapist or occupational therapist, or from connecting with other parents with your disability who have managed pregnancy and parenting. (Search for online discussion forums to make connections.) Take childbirth classes—although the instructor might not have worked with your disability before, they can demonstrate ideas that work for many people, and then work with you to figure out how to adapt them to your needs.


For disability or for neurodiversity (e.g., autism or sensory processing disorder), include information in your birth plan (see here) about what accommodations are helpful to you. As you read this book or take classes, if you learn about standard practices that might cause you discomfort, consider suggested adjustments and include those in your birth plan. You know best what you need and have the right to ask for it.
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If You’re Transgender or Nonbinary


The culture of pregnancy and birth is extremely gendered, and this can lead to moments of dysphoria, discrimination, or awkward othering by people who don’t have the language, knowledge, and/or willingness to do better.9 If you have experienced discrimination or trauma in a health-care setting, it might be tempting to delay or avoid seeking prenatal care, but it is important for your well-being and the baby’s.


You deserve a caregiver skilled in providing inclusive care. Depending on your locale, you may not be able to find someone with experience with transgender pregnancy. Hopefully, you can find someone who is at least supportive and willing to learn. Some LGBTQ+ people choose an out-of-hospital birth with a midwife to reduce the number of unfamiliar health-care professionals they might encounter during birth.


Visit https://www.outcarehealth.org/ or https://wpath.org/ to search for queer-friendly caregivers or ask for referrals from a local LGBTQ+ organization. The website https://www.familyequality.org/ has helpful information and support, as does https://transmasculinereproduction.sites.ucsc.edu/ and the study “From Erasure to Opportunity.”10


Research indicates that transgender men have similar birth outcomes to cisgender women, with no increase in morbidity. An important note: if you became pregnant while on testosterone (T), it’s essential to stop taking T during pregnancy, as it can be harmful to the developing baby.11


Work with your care provider, doula, or allies to make decisions about planning for vaginal birth or elective cesarean, and whether chestfeeding is something you want to consider. (If you have had top surgery, chestfeeding is typically still an option, depending on the type of surgery. Note that some people are not able to produce a full milk supply, especially if they resume testosterone while nursing.12)


Write a detailed birth plan that includes your name (if different than the name on your medical records), your pronouns, preferred language regarding your body and terms to describe your role, such as pregnant father. Ask for your caregiver’s support with sharing the birth plan with hospital staff in advance and informing staff about ways to provide respectful, appropriate care for you.13


Social/Environmental Factors That Affect Pregnancy Experience


IF YOU’RE IN A “NONTRADITIONAL” FAMILY



Much of our society continues to be built around a dated (and never really true) idea of the nuclear family of a husband, wife, and children. This mythical structure is especially common around pregnancy and childbirth, where pregnant people are routinely asked such questions as “Who is the father?” or “Which one is the father?” or “Will your husband be joining you?” Having a supportive, respectful caregiver; identity-specific resources; and peer support help with navigating this.
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Lesbian Couples


Having a care provider who understands and supports your family is essential.14 Ask friends in your community for referrals; also, some of the resources listed in the earlier transgender discussion (here) may also be useful to you.


Among birthing mothers with mother partners, there is a higher rate of several complications than among cis-het couples. These include higher rates of twin pregnancy, more labor inductions, more morbidities (e.g., gestational diabetes and hypertension), preterm birth, and cesarean. In part, this is due to the high rate of reproductive technology usage, but some of it also appears due to the stress created by the discrimination and stigma experienced by women in same-sex partnerships.15


Seek out others who share your identity, online or where you live. They may offer support and advice that will be helpful on your journey. For stories of other people’s experiences, read If These Ovaries Could Talk, by Jaimie Kelton and Robin Hopkins.16 To learn about options for conception, we recommend Queer Conception, by Kristin L. Kali and Baby Making for Everybody, by Marea Goodman and Ray Rachlin.17


Polyamorous Families18



It may often seem that your family, quite literally, doesn’t fit into a birth setting: forms only have space for two parents, clinic rooms only have enough room for one partner to go in, birth classes charge extra, and hospitals may allow only one support person. Some poly families choose to be stealth and not explain the relationships. Others advocate for clear recognition of each person and their role. Again, this is a place where a written birth plan that introduces your family structure may serve you well. A new nurse coming onto shift can read this before meeting you and get off to a better start. Also, talk with your partners in advance about what role each of you will play in labor support and in parenting.


In any nonmonogamous relationship: if there are any new sexual partners during the pregnancy, it’s important to discuss this with your care provider. Exposure to a new sexually transmitted infection during pregnancy can have a significant impact on a developing fetus, so you will want to take precautions against this, and your care provider may recommend additional testing.


If You Are Not Married to Your Co-Parent


Any time you’re facing a major medical event, it is worth considering who would make decisions for you in case you were temporarily unable to do so. If you and your partner are not married, get some legal paperwork in place. A health-care directive spells out what your wishes would be, and a durable power of attorney for health care allows you to name your partner as a proxy for making health-care decisions. If you do not have this in place, decision-making may fall to another family member, such as your parent. You can find the forms for your state at https://caringinfo.org.


Learn what your state’s laws are regarding whose names can be put on the birth certificate. In many states, if both partners are present and agree, your partner’s name can be on the birth certificate regardless of your legal relationship. If your partner is not at the birth when paperwork is being filled out, you might need an Acknowledgment of Paternity form. In some states, if you are still married to someone other than your current partner, your legal spouse’s name might need to be listed. For unmarried couples, or for married same-sex couples in some states, consult with an expert to determine whether, to protect their respective legal rights, your partner should also adopt the baby.


Being listed on the birth certificate helps co-parents access parental rights but also includes obligation for child support. Since the legal issues can be complex for unmarried partners, it is worth researching your state’s law or consulting with an attorney if possible. You may also want to write a will early in your child’s life to ensure guardianship plans are in place should anything happen to you.


If Your Partner Isn’t the Baby’s Biological Parent


Your partner may feel that the pregnancy is “yours,” not “ours.” Your partner may question their role in making decisions and providing financial support for your growing family. If the baby’s biological father (person whose sperm fertilized the egg) is involved in the pregnancy, your partner may feel even less sure about their role.


If you’re in a relationship with someone new since becoming pregnant, the roles and relationships between you, your partner, and the biological father may be tense or unclear. For example, who will accompany you to prenatal appointments and who will be with you during the labor and birth?


If you conceived your baby with a donor egg or sperm, you or your partner may have difficulty coming to terms with the fact that the baby isn’t the biological offspring of one or both of you.


Strangers, acquaintances, friends, and relatives may have misplaced or unrealistic assumptions about your family that further challenge your relationship with your partner and with the baby. Having open and honest discussions about these issues will help you reach an agreement.


If You’re Pregnant and Single


The CDC reports that approximately 40 percent of birthing parents are unmarried19 but does not break down what percentage of those might be in committed relationships, just not married (as previously addressed), versus single parent by choice versus single parent not by choice.


If you’re pregnant and will be parenting without a partner, you face a different set of challenges. Although single parenthood is common today, society often offers single parents little support. For example, you may notice that not everyone reacts positively to your pregnancy.


As a single parent, you take on a role usually shared by two people. At times, you may be relieved that you don’t have to deal with the added burden of an incompatible partner. But parenting is hard work, and there may be times when you doubt whether you can—or want to—parent alone. You may feel vulnerable or lonely and wish for the companionship and support of a reliable partner. At these times, it’s best to reach out to others for help. Many single parents recommend finding friends, family members, or other single parents to connect to, who can come to classes with you, support you at birth, and support you after the baby is born. It can take work to find your “village” to help raise your child, but having additional support will benefit both of you.


If you have contact with the baby’s biological father, but they choose not to be involved in your baby’s life, you have options. You can agree to parent alone, with or without their financial help. Or you can take legal action to confirm paternity and compel them to provide child support. Create a plan that specifies their involvement in your baby’s life.


HISTORY OF TRAUMA OR SEXUAL ABUSE



It’s estimated that 25 to 40 percent of women have been sexually, physically, or emotionally abused in childhood or adulthood. It is also common for men and, especially, transgender individuals to have a history of trauma. Early childhood trauma sometimes causes unexpected reactions during pregnancy, birth, or afterward. People who were physically, sexually, or emotionally abused as adults can also experience these reactions. Some are surprised by their feelings; others know the effects can continue long after the abuse stops.


Many survivors, though not all, experience some of the following aftereffects during pregnancy, birth, or afterward:




• They may have difficulty trusting others, especially those in authority (e.g., physicians or midwives), especially if they have been mistreated by medical care providers in the past.


• They may find unexpected touch, nakedness, vaginal exams, or the prospect of a baby coming through their vagina extremely disturbing or even intolerable.


• They may respond to the inevitable loss of control over their body that occurs in labor in the same way that they did when they were helpless to stop the abuse.


• A survivor may equate the thought of giving another person access to their breasts/chest, even for feeding a baby, to their inability to prevent their abuser’s violation of their body.




The extent of these challenges varies and many factors influence them, including the nature of the abuse, the age at which it occurred, how long it lasted, and the presence or absence of loving and trustworthy people in their life. Psychotherapy and emotional support promote healing and help survivors find positive ways to deal with past abuse.


Some caregivers and childbirth educators are more aware than others about the impact of abuse and trauma. With empathy and understanding, these professionals can help pregnant survivors have safe, satisfying childbirth experiences and a less stressful postpartum period. If you’re an abuse survivor and you trust your caregiver, you may choose to disclose your history of abuse and explain how you think it’s affecting your feelings about your body, your baby, the upcoming labor, and your important relationships. Your caregiver may be able to help you address your concerns, develop a plan for how to manage them, and communicate your needs in a written birth plan. For more information, we recommend that you read When Survivors Give Birth, by Penny Simkin and Phyllis Klaus.20


THE IMPACT OF RACE



In the United States, there are significant racial disparities in maternal health. For example, statistics show that Black women are three times more likely to die from a pregnancy-related cause than are white women. Mortality for Native American women is about twice that of white women. Although the rates of each specific complication varies among people of different ethnic and cultural backgrounds, overall, Black and Native American women have higher rates of such complications as diabetes, hypertension, anemia, asthma, obesity, preterm birth, and low-birth-weight babies. (For Asian American and Latina women, their rates of some complications are higher, some are lower, and it can depend on what region of the country they live in.) Some of the racial disparity is likely due to reduced health-care access. People of color are less likely to have health insurance or rely on Medicaid and are more likely to cite that transportation or work schedule issues make it challenging to attend prenatal care appointments. Some of the disparity is due to issues that more often impact people of color, such as poverty, less access to quality foods, and less safe neighborhoods. However, in research, when they control for almost any factor, such as income, education level, smoking status, and so on, racial disparities persist, revealing that these are symptoms of underlying systemic racism.21


Within health care, people of color are less likely to receive quality care and more likely to be treated badly. When asked whether they had experienced mistreatment during their maternity care (things such as being scolded or shouted at by a care provider, being ignored, having requests for help refused, being threatened, or having their privacy violated), 14 percent of white women, 23 percent of Black women, 25 percent of Latinas, and 33 percent of Indigenous women replied that they had. Women of color were also more likely to be pressured to have childbirth interventions.22




Advice from the Authors


Expectant parents who are not themselves pregnant can connect to the baby through music. (After thirty-two weeks of pregnancy, your baby’s hearing is developed, and they can hear the voices of people who are near the pregnant parent.) Pick a song that’s special to you. Every day, sing that song aloud, near to the belly of the pregnant parent. Sing it when you’re calm and relaxed, so you all associate the song with that peaceful feeling. Then, sing the song at birth to greet your baby. We’ve witnessed babies who took their first breath, started to cry, and then quieted down when they heard their parents singing the special song, and turned toward the familiar voice. After birth, continue to sing the song to soothe, reassure, and calm your baby.





Choice of care provider and birthplace can significantly improve your chances of receiving respectful quality care. While many people of color express the desire to find care providers who share their race or cultural background, that is often not possible, but you can seek out those who at least have cultural competence. When choosing your care provider and birthplace, get referrals from people in your community, research your options well, and if you are not getting the care you deserve, consider switching providers if possible.


Continuity of care is important, so it’s helpful to choose a smaller clinic with a few providers rather than a large clinic where you see whichever provider happens to be on call. It helps to have a provider that supports a high degree of patient autonomy—they ask your preferences for care, they explain the reasoning behind their recommendations and respect your choices rather than pressuring you or threatening you to do what they say, and their appointments are long enough that you can get your questions answered. People who received care from midwives and birthed in community settings (home or birth center) were more likely to receive this type of care than those who saw OBs and birthed in a hospital setting.


You could also consider hiring a doula or having a friend or family member who is familiar with the health-care system be at your birth to help advocate for you.


Also, check out our recommendations on prenatal care, diet, and exercise (Chapters 3, 4, and 5) to reduce your risk of pregnancy complications that are more common for people who share your racial identity (see Chapter 6).


The Pregnancy Experience when You’re Not the One Who Is Pregnant


This section is primarily for expectant fathers and nongestational mothers-to-be who are partnered with the pregnant person. Parts of it may apply to others who are reading this book in anticipation of a baby: grandparents-to-be, intended parents for a surrogacy, or people planning an open adoption.


If you’re sharing the journey toward the birth of a baby but are not pregnant yourself, you may experience pregnancy very differently, often feeling that you have a ringside seat but never quite taking center stage. You may have never felt so important yet so ignored, so committed yet so abandoned, and so deeply in love and yet so afraid of sex. Sharing these feelings with your pregnant partner or close friends may help you through this exciting but challenging time. Consider talking with other expectant parents (casually or in a class or discussion group) to help you understand and develop your unique role during the pregnancy and birth, and as a parent.


THE REALITY OF YOUR BABY



During the first trimester, it’s difficult to see much physical change in the pregnant person (unless they’re experiencing a lot of morning sickness or other symptoms), and you might not yet really grasp that your baby is real. When the pregnancy is around sixteen to twenty weeks along, bodily changes become obvious, and you may begin to feel your baby move when you place a hand on your partner’s abdomen. Hearing your baby’s heartbeat or seeing the baby on an ultrasound can help you fully comprehend your baby’s existence. Plan to be at the appointments when these exams are done.


Although some expectant parents emotionally connect with their baby during pregnancy, many parents don’t begin to attach to their baby until after the birth. Some fall in love upon first seeing their newborn, while others grow to love their baby more gradually.




Different Views of Expectant Parents


Expectant but nonpregnant parents were asked, “How did you feel when the pregnancy test was positive?” Some responses included excited, relieved, happy, anxious, surprised, and proud.


Many had mixed feelings:




• When we found out we’re going to have a baby, I felt terror and excitement.


• Though I’m excited, I worry about money.


• I’m happy, but I worry about losing my freedom.












[image: image]








EXCITEMENT, STRESS, AND WORRIES OF BECOMING A PARENT



Expecting a child may bring you pride and fulfillment because you’re creating another generation of your family. On the other hand, you may worry about the health of your partner and baby. Many nonpregnant partners find life during pregnancy more stressful than life with a newborn. Seeing a healthy baby can reduce anxiety and relieve uncertainty as parenthood becomes a reality.


If you have worries during the pregnancy, use them as motivation to improve the health of your growing family. You and your partner together can eat nutritious foods, avoid potentially risky activities or exposure to illness, and improve your lifestyle.


With a new life soon to come, you may begin to reflect on your own mortality. You may decide to buy more life insurance and update your will. One expectant father began wearing a helmet when commuting on his bike; another quit his job in high-rise construction to take one in a safer trade. These actions show an interest in being present for the baby and providing for them as much as possible.


During pregnancy, some nonpregnant partners experience empathy symptoms, which mimic the physical symptoms of pregnancy. These include weight gain, food cravings, abdominal cramps or bloating, nausea, vomiting, backaches, and insomnia. If any physical changes concern you, make an appointment for a checkup.


INCREASED RESPONSIBILITY



When contemplating parenthood, many people fear losing their freedom and independence; some feel they’ve already lost it. Becoming a parent means becoming a responsible, mature adult. For example, earning a steady income may become a priority, especially if financial concerns arise. If the duties of impending parenthood overwhelm you, talk about your feelings. Working on your own or with your partner, you may be able to create a plan for reducing expenses or increasing your income. You can also begin developing realistic expectations of your role as a parent and provider.


CHANGES IN YOUR RELATIONSHIP



As your partner focuses on the pregnancy and becomes more preoccupied with your baby’s arrival, you may feel left out at times. You may feel displaced if others focus on the pregnancy and baby, and if your partner turns to friends and relatives instead of you for emotional support. You may feel that you’re expected to care more for your partner and your relationship, but that they’re less available to you emotionally, physically, and sexually. To further complicate matters, you may feel guilty for any resentment or lack of enthusiasm you have about the pregnancy. One way to deal with these emotions is to talk with a friend or relative who has felt the same way. It’s also important to share these feelings with your partner, who may be unaware of them and can put your mind at ease.


If you’d like to strengthen your relationship before the baby’s birth, check out pregnancy-related workshops for couples (see here). Or read books, such as And Baby Makes Three, by John Gottman and Julie Schwartz Gottman.23


YOUR ROLE DURING LABOR AND BIRTH



Everyone who will be supporting someone in labor for the first time wonders how they’ll react. They may think, “Will I faint at the sight of blood? Can I handle watching my partner experience pain?” To boost your confidence and prepare for your role during this exciting event, take a childbirth class, watch videos or read books on childbirth, and discuss any worries you may have with other fathers and your partner. Also consider having a friend, relative, or doula at the birth to offer additional guidance and help you support your partner (see here).


YOUR ROLE AS A PARENT



As the birth approaches, you may wonder what kind of parent you’ll be, such as whether you’ll act as your own parents did when you were a child. You may have already decided that you want to be more emotionally and physically involved with your baby than your parents were with you.


The following suggestions may help you adjust to your new role:




• Learn about the normal development of newborns by reading and by attending your baby’s well-baby checkups.


• Talk with other new parents about what to realistically expect during the first weeks after the birth.


• Be prepared for changes in your daily activities. Consider your priorities and those of your family and create strategies to care for your baby, maintain your relationship with your partner, and find time for yourself.


• Determine how you can get the help that you and your partner will need after birth.


• Think about how you can care for your baby (e.g., holding, rocking, diapering, comforting, or playing with them) and learn more about those skills.






Resources for Dads-to-Be


Books




• The Birth Partner: A Complete Guide to Childbirth for Dads, Doulas, and All Other Labor Companions, by Penny Simkin with Katie Rohs (Boston: Harvard Common Press: 2018).


• The Expectant Father: The Ultimate Guide for Dads-to-Be, by Armin A. Brott and Jennifer Rudick (New York: Abbeville Press, 2001).


• The Ultimate Baby Book for New Dads: 100 Ways to Care for Your Baby in Their First Year, by Roy Benaroch (Emeryville, CA: Rockbridge Press, 2021).


Classes




• Classes for dads-to-be focus on learning the basic skills of baby care and fatherhood. Look for Conscious Fathering classes, Boot Camp for New Dads, or another program, available online or in your area.




Websites




• Check out https://fatherly.com, https://fathers.com, and https://fatherhood.gov.












Key Points to Remember




• Pregnancy lasts approximately forty weeks from the first day of your last menstrual period. Expect your baby to be born any time from two weeks before to two weeks after your due date.


• The first trimester is your baby’s “formation” period, the second is the “development” period, and the third is the “growth” period. Each trimester brings physical changes and emotional adaptations.


• Your experience of pregnancy is affected by who you are, your life situation, and your personal history. Finding a supportive care provider, getting support and advice from peers, and talking with someone about your circumstances can help you have a satisfying pregnancy and childbirth experience.
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