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What they’re saying about Pea in a Pod


“Everything you need to know”



Nurse, childbirth educator, and lactation consultant, Linda Goldberg has written a reliable, readable, comprehensive, and compassionate guide to everything you need to know about pregnancy, birth, and baby care. If you’re going to buy just one book to take with you on the journey to parenthood, this is an excellent choice.


Today’s Parent Magazine




“Well-organized … useful”



[This] no-nonsense, information-packed guide … presents a wealth of well-organized information, along with more than 300 photos, illustrations and graphics, a useful glossary, trimester checklists, and resource guide.


Publishers Weekly




“Humorous … balanced … comprehensive”



Goldberg aims to provide expectant moms with the information they need to make all the decisions they face on prenatal care, labor and delivery, and newborn care. Humorous cartoons give levity to the otherwise straightforward text in this balanced, comprehensive book.


Library Journal




“[A] wealth of information”



The author’s experience in birth centers and hospitals contributes to the uniqueness and wealth of information contained within the pages of this book. The easy-to-read text, helpful tips for moms and dads, and eloquent photos and illustrations make this a must-have book for expectant and new parents.


Laura J. Hart, BSN, RN, IBCLC 
Parent educator, lecturer, founding member of Breastfeeding Education Network




“Well-balanced, comprehensive”



Pea in a Pod is a well-balanced, comprehensive guide that every mother-to-be will want to keep close at hand throughout pregnancy, during breastfeeding, and into early parenthood.


Rae Davies, BSH, CHE, CD (DONA), LCCE, IBCLC 
Board member, International MotherBaby Childbirth Organization Coordinator, World Alliance for Breastfeeding Action Health Care Practices Task Force




“Up-to-date information and ideas”



“With health care in turmoil in the US and many of our pregnancy outcome markers headed in the wrong direction, people are searching for a GPS map to help them arrive at a normal birth. This book offers a great guide to that wonderful journey with up-to-date information and ideas in an easy-to-read and use format.”


Charles Mahan, MD, FACOG 
Dean and Professor Emeritus, University of South Florida—College of Public Health and College of Medicine




“A must for your pregnancy library”



Pea in a Pod offers couples sound, up-to-date information that focuses not only on physician/hospital care and deliveries, but also on the midwifery model of care throughout the pregnancy cycle with options of hospital, birth center, and home births. This book is a must for your pregnancy library.


Sandy Williamson, CNM, MSN 
Founder, Special Beginnings Birth & Gynecology Center Former President, Florida Alliance of Birth Centers
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Introduction

“Honey, I’m pregnant!” For most couples, this phrase elicits a wide range of feelings—from joy and anticipation to anxiety and concern. Most of all, it results in lots of questions. Being pregnant for the first time throws most women into an exciting world of unknowns and new experiences. It is often the first time they start thinking about the food they are eating or what they should or should not do to help ensure a healthy baby. Being well-informed during this time is key.


Today, many women learn about childbirth from television shows or movies, which often paint unrealistic or inaccurate pictures of the experience. The Internet, another popular source of information for expectant mothers, may (or may not) be accurate, depending on the reliability of the specific site. While it is, of course, possible to obtain good information from any of these venues, prenatal classes with certified instructors, which provide personal interaction, are usually the best sources. This book—whether used alone or in conjunction with classes—can be considered another.


Up-to-date and complete, Pea in a Pod is a comprehensive “one-stop-shopping” guide that provides solid, accurate information for expectant parents. With topics that begin with preconception and continue through pregnancy, childbirth, and baby’s first year, this book could easily be called Absolutely Everything You Could Possibly Want or Need to Know About Pregnancy, Birth, Breastfeeding, and the Newborn. In addition to a wealth of practical information, it includes the latest developments in the field of obstetrics, pediatrics, and breastfeeding, as well as the most current policies issued by organizations such as the American Academy of Pediatrics, the American College of Obstetricians and Gynecologists, the American Heart Association, the Academy of Breastfeeding Medicine, the World Health Organization, and the United States Department of Agriculture.


The book opens with a general discussion of the many birthing options and care-giver choices that are currently available for expectant mothers. Today’s woman can opt for an unmedicated birth in a home, hospital, or birth center; she can decide to have a high-tech delivery that employs gadgets, machines, and plenty of medication. She can even have a prescheduled induced labor or a planned cesarean for the sake of convenience. To assist her in giving birth, she can be aided by a doctor or midwife, have the support of one or more labor partners, and employ the services of a doula, who is specially trained to help women in labor. Because so many options are now available, it is even more important for expectant couples to educate themselves before making decisions. Only by becoming familiar with the benefits and risks of all the available options can a couple make wise choices.


To help guide you through pregnancy, Pea in a Pod provides a wealth of pertinent information, starting with a detailed description of conception and fetal development, and continuing with informative discussions on the physical and emotional changes that occur during each trimester. It offers important nutritional guidelines, explanations of required and optional prenatal tests and procedures, and answers to the most commonly asked questions (the do’s and the don’ts) of expectant couples. It also provides a variety of easy-to-follow prenatal exercises—both for relieving the minor discomforts of pregnancy and for preparing your body to give birth.


Subsequent chapters are designed to prepare you (and your partner) for the upcoming labor and the birth of your baby. They offer a wide variety of relaxation techniques and breathing methods that you can practice at home in preparation for the event. Detailed discussions offer a clear understanding of what to expect during this time and how to best cope. And since every labor is different and may not necessarily go “by the book,” labor variations are also discussed. You will become aware of common labor interventions and medications, along with their benefits and risks. An entire chapter is devoted to cesarean birth.


Once your precious baby has made an entrance into the world, you can expect to have a fresh supply of questions—especially if this is your firstborn. The final chapters of this book are devoted entirely to this time, during which most new parents find themselves concerned over their newborn’s actions or appearance—“Is her head supposed to have that shape?” “How do I care for the umbilical cord?” “Why is he crying so often?” “If I hold her a lot, will I spoil her?” These and other common concerns are addressed. Also presented are helpful tips for best managing your time (to avoid exhaustion), for baby proofing your home, and for knowing when to call the pediatrician. Clear, step-by-step instructions for handling emergencies, such as choking, are included, as well as directions for performing infant CPR. And as breast-feeding is the gold standard for infant feeding, helpful suggestions are offered to make this choice a successful one. A section on pumping and bottle-feeding (especially helpful for working moms) is also included, as is information regarding the use and preparation of breastmilk substitutes. Completing the book is a chapter on parenting, which incorporates helpful tips on preparing your other children (and even pets) for the new arrival. It also discusses the importance of remaining close to your partner, and offers suggestions for maintaining a strong, loving relationship.


The purpose of this book is twofold. First, it provides the tools to be utilized by you, the expectant couple, throughout the pregnancy and birth. It can be used in conjunction with early pregnancy, childbirth preparation, and breastfeeding classes, as well as classes for new mothers. The chapter on cesarean birth also makes it an appropriate manual for cesarean preparation. Second, the book conveys an attitude, one of awareness and responsibility. It is through this attitude that couples come to understand the impact and importance of their decisions.


The birth of a baby is one of the most significant events in a person’s life—one that will be remembered in great detail even decades later. Making well-thought-out decisions can help ensure an optimum birth experience and positive memories. Whether this is your first birth or your first “prepared” birth, the information in this book will enable you to make the journey from pregnancy to parenthood a truly rewarding and memorable experience.









1 Birth, Your Way
or Decisions, Decisions


Pregnancy is a time of heightened awareness. You become aware of changes in your body, in your way of thinking, and in your priorities. You must also become aware of the available choices that can help determine how you feel about your birth experience, your baby, and yourself as a parent. You have the right as a consumer to know the different options from which you can choose. You have the responsibility to learn as much as possible—through classes, your doctor or midwife, and independent research—to make informed, considered choices from among those options.

After presenting a brief history of childbirth in the United States, this chapter offers an overview of current trends and options that all expectant parents should consider. Topics range from choosing a caregiver to determining where to have your baby to deciding on the childbirth method that best suits your needs. Subsequent chapters offer more detailed information on these and other topics to help you make the most of this important, life-changing experience.


HISTORY OF CHILDBIRTH IN THE UNITED STATES

Over the last century, the experience of childbirth has undergone numerous changes. In the early 1900s, most births took place in the home, attended by women who were skilled in delivering babies, by midwives, and/or by family physicians. By the middle of the century, the act of giving birth had largely moved from the home to the hospital, and it was male physicians who began delivering the majority of babies. Giving birth changed from a normal, healthy, at-home occurrence to a medical event within the hospital environment. Normal, healthy childbirth was determined only after a woman had given birth without complications.

Pregnancy and birth during the 1940s and the 1950s were managed largely by physicians. Women in general were not informed about their bodies and they knew very little about the process of giving birth. They simply followed the advice of their doctors without question. In the hospital, the use of narcotics and an amnesiac drug called scopolamine was common during labor. During birth, women were given a general or spinal anesthesia, and babies were often delivered with forceps. Women no longer trusted their bodies alone to give birth, nor did they feed babies from their breasts. Formula feeding became the norm, as women placed their trust in medical experts and the scientific approach to infant feeding.

In the late 1960s, as a result of the woman’s movement and several natural childbirth pioneers, women became more informed about their bodies and the process of birth. Suddenly, they began investigating the benefits and risks of the common procedures that had turned the normal event of giving birth into a technological experience. This heightened awareness resulted in the natural childbirth movement, which gave women more control over their labor and birth. For the first time, husbands were allowed in the labor and delivery rooms. Expectant mothers began questioning childbirth methods and procedures that their own mothers—just a few decades earlier—had blindly followed upon the advice of their doctors. Needless to say, many physicians saw this consumer movement as a loss of control.

Some women began choosing to have their babies at home to avoid common medical interventions. And out-of-hospital birth centers started to spring up, giving women the option to control their childbirth experience with expert midwifery care. During the 1980s, hospitals began responding to these actions with birthing suites—rooms that were designed to give the hospital a home-like appearance. Much of this was just interior decorating, as the use of technology continued to increase. Fathers were routine in birthing rooms, and the choice of midwives as caregivers for labor and birth became more popular. Consumer-based childbirth classes were slowly replaced by hospital-based programs. These programs typically provided information that was specific to a particular hospital or group of physicians.

During the 1990s, a number of standard hospital procedures became less common. Routine episiotomies, for example, were on the decline, as were repeat cesarean sections. More and more women attempted vaginal births after having cesareans. Women became aware of the beneficial services provided by doulas—trained labor support persons—who assisted them in achieving the birth experience that they desired. On the other hand, epidurals became the norm. Fewer couples attended childbirth classes, or they preferred shortened classes that fit into their busy schedules. Television and the Internet became primary sources for information on pregnancy and childbirth, and couples, once again, began relying on their physicians to make decisions for them without question.

At the start of the twenty-first century, the approach to childbirth became one of convenience. With everyone’s busy schedules, preparation for this event took a back seat. Many first-time pregnant women gave birth to their babies without attending either childbirth or breastfeeding classes. The number of labors that were being induced without medical indications skyrocketed. Women chose to deliver their babies when it was most convenient, or when their favorite obstetrician was on call. Maternal exhaustion (a term that simply means “tired of being pregnant”) was another growing reason for inducing labor at thirty-eight or thirty-nine weeks.

Cesarean deliveries began increasing in number, as scheduled cesarean births became more frequent. Women who had already had a cesarean delivery but desired to give birth vaginally with subsequent pregnancies were discouraged from doing so. Once a cesarean, always a cesarean became the norm. Another alarming trend involved the number of planned cesarean births for first-time mothers who were supposedly carrying “large” babies—a determination based on a sonogram report, which may be off by over a pound. Even more disturbing, just because they were preferred, cesareans were being performed upon request with no medical indications.

Today, as part of the American College of Obstetricians and Gynecologists’ (ACOG’s) Choosing Wisely campaign, elective non-medically indicated inductions or cesareans should not be scheduled before thirty-nine weeks. Also, elective inductions of labor should not be scheduled before forty-one weeks unless the cervix is favorable. The Choosing Wisely campaign encourages dialogue between physicians and patients to reduce unnecessary tests and procedures. As more hospitals hire laborists—physicians that remain in the labor and delivery unit and can handle emergencies—women can seek facilities that promote vaginal birth after cesarean, or VBAC.

On the positive side, in-hospital lactation services, which assist women in the early days of breastfeeding, are becoming more common. But even so, it is not unusual for women to stop nursing within the first weeks if breastfeeding doesn’t come easily. Many hospitals continue to offer formula supplementation without a medical reason. With the increase of hospitals with the “Baby-Friendly” designation—hospitals that have implemented the ten steps to promote successful breastfeeding—exclusive breast-feeding rates during the hospital stay are rising.

The journey of pregnancy and childbirth is one of the most significant events in a woman’s life—one in which taking an active role is vital. Healthy, normal birth should be considered the standard for care. If there is interference in the normal birth process, the flow of labor may be interrupted and result in an altered outcome. It is imperative for expectant mothers (and partners) to become aware of all aspects of pregnancy and childbirth, and to take an active role in the many decisions involving this experience.




MAKING DECISIONS

When you announce your pregnancy, you may be surprised by the number of people who will begin to share their birth stories with you. Even after many years have passed since giving birth, most women are able to recount their personal experiences in vivid detail. Some of the stories will be positive and heartwarming; others may instill you with fear. Just keep in mind that the events surrounding your child’s birth are unique memories that will last a lifetime. That is why it is so important to be aware of and involved with all of the decisions that need to be made during this special time.

Early in your pregnancy, take the time to examine your feelings about labor and birth. Talk to family and friends about their pregnancies and birth experiences. Discover what choices they’ve made that were positive and negative, and find out what they would change if they had to do it over again. Understand that there are certain factors over which you have no control, but the choices that you do make, including your choice of doctor or midwife and your place of delivery, will have an impact on the birth experience. Your health insurance may cover specific facilities, and it may provide a list of caregivers from which to choose. If you want to use a caregiver or facility that is not on the list, be prepared to pay the difference to ensure the type of birth that you desire.

In addition to becoming knowledgeable about pregnancy, labor, and childbirth, you can enhance the experience by eating well, exercising, and practicing relaxation and breathing techniques. All of these factors, which are discussed in later chapters, can influence this very important event in your life.




CHOOSING YOUR CAREGIVER

Your caregiver is the person you select to provide your prenatal care and to attend your birth. It is the doctor or midwife that you hire to be your healthcare provider. This very important person can have a significant influence on the course of your labor and birth and the type of experience you have. It is important to decide which “model of care” best suits your particular needs. Taking the time to interview different caregivers will help you decide on the one that is best for you. Remember, these models of care, which are discussed beginning on page 7, are general guidelines that describe how a particular healthcare service is usually delivered. Some midwives may practice more like physicians and some physicians may have incorporated midwifery practices into their care.

Early in your pregnancy, there is sufficient time for interviewing and exploring the options. However, even in late pregnancy, women have successfully changed caregivers. If possible, include your support person (spouse, father of the baby, significant other, family member, friend, or whoever plans to be with you during labor and birth) in the interviews with potential caregivers. He or she may want to be an integral part of the entire experience, including the prenatal visits. Interestingly, many women have reported that caregivers seem to spend more time with them during the initial interview and subsequent visits when their partner attends. The amount of information you receive during office visits, especially the first one, can be overwhelming. Having a second set of ears will help you remember all the instructions and details that are discussed. A partner can also assist you in remembering any questions that you need answered by your caregiver.

Communication is key. It is up to you to express your desires to potential doctors or midwives, and discover if they are willing to accommodate you. If any of their policies are unclear, be sure to have them explained. An open exchange of views establishes a good rapport and a feeling of mutual trust and security.

A conscientious, caring doctor or midwife will take the time to discuss your feelings. He or she will also promote good nutrition, and encourage you to educate yourself on pregnancy and childbirth through reading and by attending classes. During interviews, you may want to ask caregivers what percentage of their deliveries are cesarean sections, as well as the percentage of cesareans performed in the hospitals where they deliver. And find out the reasons they consider non-negotiable for performing this procedure. For example, some caregivers automatically perform cesareans for twins, a breech baby, or if a woman has had a previous cesarean. You may also want to verify the credentials of the doctors and midwives you are considering.

Many women in the United States prefer to have obstetricians (OBs) as their caregivers because of an OB’s training in handling any problems that may arise, especially during labor and delivery. Midwives care for the majority of normal healthy women in most other countries; and even in the United States, the number of births attended by midwives has steadily increased over the years. In 1975—the year that certified nurse-midwives (CNMs) were noted on birth certificates for the first time—they attended the births of 19,686 infants, or 0.6 percent of all births that year. In 2014, births attended by CNMs and CMs (certified midwives) had risen to 332,107, which accounted for 8.3 percent of all births that year, or over 12.1 percent of all spontaneous vaginal births that year.1

According to Charles Mahan, MD, OBG, dean of the University of South Florida College of Public Health and former State Health Officer for the State of Florida, “Midwives are willing to start in early labor and sit with a woman fourteen hours. I’m not willing to do that. Most of my colleagues aren’t either. For low-risk women, they are better off with a midwife.”2



Physician Model of Care


Physicians—obstetricians, perinatologists, and family practice physicians—deliver the majority of the babies born in the United States, and most deliveries take place in a hospital setting. Obstetricians care for the majority of pregnant women. Their training focuses on diagnosing and treating high-risk pregnancies. A perinatologist is an obstetrician who has additional training and certification in the treatment of high-risk pregnancies. Most perinatologists only take care of women with high-risk pregnancies; they may care for these women during part of the pregnancy in consult with their obstetricians or family practice physicians. Both obstetricians and perinatologists diagnose and treat complications and manage diseases that affect pregnant women and their fetuses. Family practice physicians also deliver babies, although this is not a common practice. These physicians, who practice mainly in rural areas, may need to consult an obstetrician or perinatologist if the woman develops complications.
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Choose a caregiver with whom you feel comfortable and can agree with on a birth plan.



In the United States, most pregnant women choose obstetricians as their health-care providers, even though midwifery care is an excellent alternative for healthy women, and at a lower cost. The care of most obstetricians is two-fold: focusing on the woman’s physical changes and testing to rule out possible complications. They focus on the “pathologic potential of pregnancy and birth.”3 Obstetricians perform many interventions “just in case.” Women with chronic medical problems such as diabetes or high blood pressure, or who become high-risk during pregnancy greatly benefit from the expertise of an obstetrician or perinatologist. But women with normal, healthy pregnancies who choose these physicians as their providers are often managed in the same manner as women who are high-risk. This means they are likely to undergo frequent and unnecessary testing during pregnancy. Furthermore, during labor, they will probably to likely to have their labor induced, and they will probably request an epidural.

In hospitals, it is the nursing staff that tends to women during labor. Doctors rely on nurses to provide information on the laboring women’s progress. Patients may receive occasional visits from the OB, but just for a quick check of the cervix. In many cases, the first time a woman in labor sees the doctor is during the pushing stage. And most nurses—who have multiple duties and who are assigned to more than one patient—rarely stay with a woman during her labor for any length of time. Most women who deliver in a hospital have continuous electronic fetal monitoring that can be viewed at a central nurse’s station. Intravenous fluids, the use of oxytocin to induce or augment labors, and epidurals are commonplace. As a result, women are less inclined to get out of bed and move around during labor. They are limited to sucking on ice chips or ice pops and sipping clear liquids.

In most hospitals, when the doctor arrives to deliver the baby, the labor bed is transformed into a delivery table. The bottom third of the bed is dropped down or removed and the woman’s feet are placed into foot rests. Her bottom half is then draped with a sterile sheet during the delivery. The newborn is placed on her abdomen. After a short time—ideally, the baby is skin-to-skin with the mother for the first hour—the baby is removed, so the nursery staff can perform the admission procedures.

Some obstetricians and hospital nursing staffs discourage women from attempting an unmedicated birth. They view the pain of labor as unnecessary and may offer medication or epidurals throughout labor instead of other pain-relief methods, such as breathing techniques, relaxation exercises, and laboring in water. If you desire an unmedicated, non-intervention type of birth experience, it is very important to seek out a doctor who agrees with your philosophy and who will support your desires when you enter the hospital. Upon arrival at the hospital, request a nurse who has experience in supporting women who choose to deliver naturally. A doula or trained labor companion can be another important addition to your support system.


[image: fig_8_1.jpg]
Choose your options wisely.






Midwifery Model of Care

Midwives are experts in assisting women who are experiencing a normal pregnancy and childbirth. In addition to being a registered nurse, a certified nurse-midwife (CNM) has completed training and passed an exam in midwifery. She may even have a master’s degree. A certified midwife (CM) has completed the same training, but may not be an RN. Certified nurse-midwives and certified midwives can have hospital privileges, as well as attend births in out-of-hospital birthing centers or homes.

A few states recognize licensed midwives (LMs), who have completed training according to the requirements of their states. LMs may or may not be nurses. Certified professional midwives (CPM) must pass a test, but their training is informal and can include self-study and an apprenticeship. Lay midwives may or may not be registered in their states, and their training and qualifications vary. Births by midwives other than CNMs usually take place in a birthing center or home.

Midwives view pregnancy as a transition into motherhood that has physical implications, as well as cultural, spiritual, and emotional ones. They consider the entire woman—whom they refer to as a client, not a patient. During prenatal visits, along with monitoring physical changes, a midwife will spend time exploring her client’s emotional needs. Time is typically spent discussing such topics as nutrition, exercise, and the avoidance of harmful substances. In an effort to get a complete picture of her client, a midwife may ask about her home environment and perhaps question her sexual history. Because pregnancy changes the family dynamics, whether it is a first baby or a later pregnancy, family participation during these meetings is welcomed.


Looking for a Midwife?

To find a certified nurse-midwife (CNM) in your area, call The American College of Nurse-Midwives at 240-485-1800, or log on to its website at www.midwife.org.



Midwives, who view birth as an important passage into motherhood, are experts at enhancing the process of labor, delivery, and breastfeeding. They have an innate trust in the ability of a woman’s body to give birth. During labor, the midwife stays with the woman to support and monitor her progress. She is less likely to intervene in a normal labor, but allows the woman to decide which coping techniques work best for her. Unless the woman is post-term (forty-two weeks) or develops a medical condition that warrants induction, labor is allowed to begin on its own. During labor, women are encouraged to eat, drink, walk, and assume any position that is comfortable. They can even sit in a warm bath. And intravenous (IV) fluids are not used routinely. Babies are monitored at regular intervals by a fetoscope or a hand-held fetal monitor, not by continuous fetal monitors. Family members are welcome to share in the entire labor and birth experience.

During birth, the woman may assume whatever position feels most comfortable—lying on her side, semi-reclining, kneeling, squatting, or even standing. She can push while sitting on a birthing chair or stool, or while lying in a warm bath or on a regular bed. If the birth takes place on a bed, sterile drapes are not placed over the woman’s legs and abdomen. (If the birth occurs in a hospital, the labor bed will remain intact; it is not transformed into the standard delivery position with the bottom third removed.) The woman and her partner are encouraged to touch the newborn immediately. They are able to reach down and bring the baby up and onto the mother’s bare abdomen. The baby is dried off, but stays skin-to-skin on the mother’s chest for the next hour to facilitate bonding and breastfeeding.

Interventions are not routine; they are used only when the pregnancy or labor changes from normal to high-risk. When a normal pregnancy develops complications, the midwife either consults with her physician backup or transfers the care of the woman to the physician’s practice.


Hints for the Mother-to-Be


	
[image: chpt_fig_385.jpg] Make a list of the things that you wish to discuss with your caregiver.

	
[image: chpt_fig_385.jpg] Start asking questions early in your pregnancy.

	
[image: chpt_fig_385.jpg] Ask a few questions at each obstetric visit, rather than a long list of questions at one visit.

	
[image: chpt_fig_385.jpg] Take your partner with you to the visits during which you want to discuss important issues. Your caregiver may be more willing to discuss these issues with both of you present.

	
[image: chpt_fig_385.jpg] Ask labor and delivery nurses for recommendations of supportive doctors and midwives.










PLACE OF BIRTH

When deciding where to have your baby, ask yourself a few important questions. Do I feel safest in a hospital environment? Do I want to give birth in a hospital where the latest technology is available for high-risk women and babies? Do I prefer a smaller community hospital, even though it may require transferring to another hospital if my baby or I need special care? Do I feel more comfortable in an out-of-hospital birthing center that is close to a hospital if a transfer is necessary? Do I want to deliver my baby in a hospital setting that has a home environment? Or do I prefer to give birth at home in my own familiar, comfortable surroundings?

Along with interviewing caregivers, try to visit the various facilities and ask questions. A hospital may appear very home-like, but may, in fact, treat all women as if they are high-risk, discouraging them from walking the halls or laboring in water. Speak to labor nurses. Share your desires with them, and ask if the hospital will support your choices. Does the doctor or midwife you have chosen deliver at the hospital you prefer?

Despite claims that the hospital is the safest place to have a baby, studies show that women having a normal healthy pregnancy can safely deliver in alternative settings.4 A midwife can attend your baby’s birth unless a cesarean or instrument delivery is necessary. So if you choose a midwife, be sure to find out if she has hospital privileges in case a transfer is necessary. If she does not, determine who will care for you in case of complications. Some women want a midwife to attend the birth of their baby, but prefer the hospital environment. In certain instances, the midwife must deliver the baby in the hospital if the mother has had a previous cesarean section or has certain medical conditions, such as gestational diabetes or anemia. Certain potential problems with the newborn that were discovered during pregnancy may also prevent the woman from giving birth out of the hospital.


Hospitals

Hospital facilities range from small community-based sites to large, high-risk units with level-3 intensive care nurseries that can provide care for critically ill newborns. A woman who is at risk for delivering a very preterm baby or who is having serious pregnancy complications will benefit from the advanced technological equipment found at a high-risk facility. Keep in mind, however, that a woman who is experiencing a normal, healthy pregnancy may also be treated as if she is high-risk, which means she may be subjected to many of the same interventions. Also, be aware that small community hospitals may not have twenty-four-hour anesthesia coverage or an obstetrician in house. These criteria may be important if your pregnancy is high-risk.


Looking for a Birth Center?

To find a birth center in your area, log on to the American Association of Birth Centers at www.birthcenters.org. Centers that have met national standards will be recognized as accredited by the Commission for the Accreditation of Birth Centers.






Free-Standing Birth Centers

Most out-of-hospital birth centers are independently owned and managed by midwives or physicians; others are financed by hospitals, but located outside the main building. Birth centers offer normal, healthy women the opportunity to birth their babies using few medical interventions. They usually cost less than hospitals, while still providing a high quality of care. Many insurance companies cover the cost of these centers for maternity care. Several states actually require insurance companies to offer the option of birth centers to their clients.

Many midwives who manage birth centers also have physicians in the practice. These centers deliver comprehensive prenatal, labor, birth, and postpartum care. Discharge from a birth center usually occurs within four to six hours after birth. Cesarean rates for women in labor who require transfer to a hospital are low—6 percent according to the National Birth Center Study II.5 Nurse-midwives have protocols in place in case there is need for such a transfer.

The New England Journal of Medicine published the original National Birth Center Study, which showed that normal, healthy women could be safely cared for in a birth center environment. Even more important, the satisfaction rate for women delivering there is very high. In a study of women who were transferred from a birth center to a hospital, 97 percent said they would recommend the birth center; 83 percent said they would have their next baby in the birth center.6




Home Birth

Women who choose to have their babies at home usually do so to avoid unnecessary intervention or to be in a comfortable, familiar environment. A woman who is experiencing a normal, healthy pregnancy and who has had excellent prenatal preparation is a good candidate for a home birth. Lay or licensed midwives assist in delivering babies in homes. It is important, however, to be within thirty minutes of a hospital in case of an emergency. It is also imperative for the midwife to recognize when a transfer is needed and to have a plan in place if an emergency occurs.

The majority of those in the medical community do not support home births. However, a study of over 5,000 home births of low-risk women who used certified professional midwives, showed outcomes that were similar to women who had given birth in a hospital. Giving birth at home did not result in a greater number of infant deaths.7






BIRTH PLANS

Over the years, birth plans—the desires and wishes of expectant parents during labor and delivery—have evolved from long detailed requirements to a few simple requests. Keep in mind that a long list of demands is likely to be met with resistance and negativity by physicians and hospital staffs. Instead of fostering an environment of cooperation and trust, it may create an adversarial response. Doctors and nurses may feel that lengthy requests show a lack of trust by the expectant parents.

During your pregnancy, discuss your desires with your physician or midwife and then write out a simple plan expressing your wishes. This “wish list” will then be placed on your chart so that the hospital staff will be aware of your choices. If an option is important to you, but your caregiver does not seem willing to accommodate it, encourage him to explain his reasoning. Following the discussion, if you are still not comfortable with his response, consider seeking care elsewhere. If you make this decision, be sure to let your original caregiver know why you are leaving his practice.


Assessing Your Options for Labor and Birth

Only you can determine your particular needs for ensuring a positive birth experience. The following lists are intended to help you design your desired birth plan. Some subjects may not be of any interest you, while others may be very important. Once you’ve researched the topics (detailed information is found within the chapters of this book) and have decided on their importance, discuss them with your doctor or midwife. If you aren’t prepared and don’t express your desires prior to giving birth, then your choices will be limited once labor has begun.


Possible Labor and Birth Options

During the time of labor and birth, I would like to:


	
■ Have one or more support persons present, including children, if desired.

	
■ Have a doula or other professional support person present.

	
■ Move about and assume a variety of comfortable positions.

	
■ Labor and/or give birth in water.

	
■ Have liquid nourishment and high-carbohydrate, low-fat snacks as desired.

	
■ Have personal items (nightgown, music, photographs, flowers, etc.).

	
■ Have intravenous fluids or a saline lock only if medically necessary.

	
■ Have the baby’s fetal heart rate monitored with a fetoscope or a hand-held ultrasound device. Use of an electronic fetal monitor (either intermittently or continuously) is to occur only if it is medically necessary.

	
■ Allow the membranes of the amniotic sac to rupture spontaneously.

	
■ Have an episiotomy only if needed.

	
■ Have a gentle birth.

	
■ Have medication administered only when I have requested it, and only after I have been given full information regarding the possible effects it will have on me, my baby, and my labor.

	
■ Avoid any inducing or augmentation of labor unless there is a medical indication for it.

	
■ Maintain a comfortable and efficient pushing and delivery position. I do not want to be in a supine position or use stirrups.

	
■ Have regional anesthesia only if medical or surgical intervention becomes necessary.

	
■ Have the newborn placed immediately on my bare abdomen or in my arms and remain for at least one hour.

	
■ Delay the cutting of the umbilical cord until the pulsating stops.

	
■ Have the father/partner cut the umbilical cord.

	
■ Have the blood from the umbilical cord collected for banking.

	
■ Have the baby breastfeed within the first hour after birth (or as soon as possible).

	
■ Delay giving the baby antibiotic ointment or a vitamin K injection until after bonding, or administer while baby is skin-to-skin.

	
■ Avoid separating me and my baby during the recovery period unless it is medically necessary. The baby is to remain with me and go with me to my post-partum room instead of spending time in the nursery.

	
■ Allow the placenta to spontaneously detach from the uterine wall.

	
■ Allow the taking of photos or videos.






Possible Postpartum Options

After giving birth, I would like the following:


	
■ The baby to be breastfed on demand.

	
■ No supplements (water or formula) or pacifiers given to the baby.

	
■ To be discharged from the hospital or birth facility as early as possible.

	
■ Full twenty-four hour rooming in.

	
■ The father/spouse to stay in the room.

	
■ Delaying of the circumcision (if male and if planning to circumcise) until the baby is feeding well and has recovered from birth.





After carefully considering the various options you desire during labor and delivery, as well as those that are important to you after you’ve given birth, it’s time to discuss them with your caregiver and then write out your birth plan. Have your caregiver sign a copy, which you will have placed on your chart for the hospital staff to see. The Sample Birth Plan for Uncomplicated Labor and Birth on page 14 serves as a guide.




Assessing Your Options for a Planned Cesarean Birth

In addition to considering the various options for a normal labor and birth, if you are having a planned cesarean, it is important to think about the following preferences as well. Once you have determined your desires, write out your birth plan. See the Sample Birth Plan for Planned Cesarean Birth on page 15 to serve as a guide. (See Chapter 12 for a detailed discussion of cesarean birth options.)


Cesarean Birth Options

Before, during, and after the cesarean procedure, I would like to:


■ Allow labor to begin naturally to ensure that my baby is ready to be born.

■ Avoid any preoperative sedation.

■ Have my support person present for the surgery.

■ Have a spinal or epidural anesthesia for the surgery.

■ Have the drape lowered (or use a clear drape) or mirrors provided during the delivery so I can see the birth.

■ Initiate skin-to-skin contact in the operating room if baby is stable.

■ Begin breastfeeding the baby as soon as possible after birth.

■ Allow the taking of photos/video of the birth.

■ Have my support person remain with the baby after the surgery, and bring the baby to me in the recovery room.

■ Be able to hold the baby in the operating room if possible, or have her remain in the operating room with me rather than being admitted to the nursery.

■ Allow rooming in for my support person, so he/she can assist with the baby.










CHILDBIRTH CLASSES


Childbirth preparation is more than breathing techniques. It prepares you mentally for the emotional demands and the work involved with labor. Today’s trend in childbirth involves the administration of epidural anesthesia—which causes a loss of sensation from the abdomen to the toes—as early as possible during labor. Women who plan to have epidurals often do not feel the need to take childbirth classes or to prepare for dealing with labor pain. But keep in mind that the administration of an epidural may be delayed due to a woman’s stage in labor, her medical condition, or the unavailability of the anesthesiologist. Furthermore, epidurals do not always work, which means that if you have not learned other pain-coping techniques, you are likely to have a very difficult time dealing with labor.

As mentioned earlier, preparing for childbirth helps prepare you for the work involved with labor, and labor helps prepare you for the job of parenthood. Women are often surprised at the overwhelming feeling of satisfaction and empowerment that a natural birth provides. To plan for the work involved with this event, it is important to be aware of the process, as well as the coping mechanisms that can help assist addition to providing information on labor and birth, childbirth classes also share helpful guidelines on such subjects as breastfeeding, normal appearance and characteristics of newborns, baby care, and coping with the job of parenthood.

While the Internet can provide a wealth of information, a class environment allows you to ask questions and interact with other couples. Furthermore, it can be a social experience. Many long-lasting friendships have developed in childbirth class.


[image: fig_13_1.jpg]
A childbirth instructor assists an expectant couple with relaxation techniques during class.



There are many types of childbirth prepara tion options. Most hospitals offer Lamaze classes with emphasis on what is standard practice at that particular facility. Consumer-based classes may offer a more nonbiased approach to labor and birth, and teach a variety of techniques, such as the Lamaze and Bradley methods, as well as HypnoBirthing. You can also find classes that focus on early pregnancy, as well as specific aspects of parenting, such as breastfeeding, infant care, babysitting, grandparenting, and managing siblings. Happiest Baby classes, which are offered in some areas, teach parents coping techniques for crying babies. Dancing for Birth combines education and dance movements to prepare for labor and postpartum. Classes that train parents in administering cardiopulmonary resuscitation (CPR) and other emergency procedures are also available. There are even classes to prepare your pet for the new baby. After your baby is born, you may want to take advantage of a mother’s support group, breastfeeding support group, and infant massage classes. There are a number of community resources that you may find helpful during this exciting time in your life.


Sample Birth Plan for Uncomplicated Labor and Birth




To Dr. Smith and the labor and delivery staff of Memorial Hospital:

I am a normal, healthy pregnant woman who is expecting an uncomplicated labor and birth. My desire is to have a natural, unmedicated childbirth experience. My partner and I have prepared for this by taking childbirth classes, and by practicing relaxation and breathing techniques. I would like to have the freedom to change positions, drink fluids, and relax in water during labor.

Please assign a nurse to me who is experienced in assisting natural deliveries and who will help me accomplish these goals. I request that the anesthesiologist/nurse anesthetist or any other staff member refrain from asking me if I want medication or an epidural. If I feel that I need medication, I will ask for it. To facilitate walking during labor, my physician has agreed that I do not need intravenous fluids. I can also be monitored intermittently with an electronic fetal monitor.

After the birth, as long as my baby is healthy, please place her on my abdomen and let her stay with me for the first hour after she is born. I would appreciate any admission procedures and examinations to be performed while the baby is in my arms or within my sight. I also want to initiate breastfeeding as soon as my baby is interested, so please do not offer her any bottles or pacifiers, as they may interfere with the breastfeeding process.

During labor or birth, if a situation arises regarding my baby’s care that requires intervention, I wish to be part of the decision-making process. If I need to have a cesarean delivery, I would like to be given a spinal or epidural and have my partner remain with me during the operation. I also wish to be reunited with my baby in the recovery room if her condition is stable. That way, I can start breastfeeding as soon as possible.

I am looking forward to delivering my baby in your facility. Thank you for your assistance in making this experience special.

Sincerely,

Leah Jacobs






INFORMED CONSENT

During the course of pregnancy, labor, birth, and/or breastfeeding, you may need to take certain medications or undergo specific tests or procedures. Giving your in-formed consent for such medical interventions means that you have discussed them with your healthcare provider and are fully aware of what is involved, including benefits and risks. Informed consent is your authorization to undergo the test or procedure based upon that information. Along with explaining the potential value and risks of the medications and/or procedures, your healthcare provider should discuss possible alternative treatments and their benefits and possible side effects. Finally, the ramifications of avoiding the medical interventions altogether should be presented as well.


Sample Birth Plan for Planned Cesarean Birth




To Dr. Jones and the labor and delivery staff of University Hospital:

I have been scheduled for a cesarean section in your facility on May 10th of this year. My spouse, who will be my support person during the surgery, and I are looking forward to experiencing a family-centered birth. After the surgery, if the baby is stable, I would like her to remain in the operating room with us. If, however, she needs to go to the nursery for observation, please let my spouse go with her. Please allow me to touch and hold my baby prior to her admission to the newborn nursery.

As long as the baby is in stable condition, I would like her brought to me in the recovery room so I can begin breastfeeding. Please do not offer her a bottle or pacifier in my absence, as this may interfere with the breastfeeding process. Please inform my spouse and me of any interventions that you feel are necessary for my baby.

My spouse is planning to stay with me in the hospital to assist in caring for our newborn. We would like her to room in with us.

Once again, I am looking forward to delivering my baby in your facility. Thank you for your assistance in making this experience special.

Sincerely,

Jessica James



If you face an emergency situation, there may not be time to discuss alternatives and you will have to trust your caregiver’s decisions. But if it is not an emergency, be sure to ask questions that will help determine if the intervention is most acceptable to you. Here are some sample questions to discuss with the caregiver:

■ What is the benefit or benefits of this medical intervention?

■ What information will the test or procedure give you?

■ What are the possible risks for both me and my baby?

■ If I undergo this test or procedure, will additional tests be necessary?

■ Can this medical intervention be delayed? If so, for how long?

■ What will happen if I refuse this medical intervention?

■ Are there any alternative treatments I can try instead?

As always, knowledge is empowering. No one should blindly follow a doctor’s advice without discovering all there is to know about the subject. Remember, educated choices can be made only when you have all of the facts.




DECISIONS, DECISIONS, DECISIONS

If you were going to buy a new car, you wouldn’t plunk your money down without first learning about the car. You would do Internet searches, read auto magazines, and visit auto showrooms. You would learn about the car’s various safety features, the kind of gas mileage it gets, and the colors it comes in. There is a lot to consider; after all, buying a car is important.

When it comes to having your baby, nothing is more important. The decisions you make during pregnancy and childbirth can impact your life and the health of your baby. Your perception of the birth experience will last a lifetime, so make it positive—one that will enhance your parenting abilities and give your baby the best possible start.

While no physician or midwife intentionally prescribes treatments that are harmful, every medical procedure, surgery, and medication has risks and side effects. That’s why it is so important to have trust in your doctor or midwife, and allow her to make decisions for you in the event of an emergency.

There are many choices open to today’s expectant parents. Some want to allow nature to take its course; they do not want to interfere with the body’s ability to give birth naturally without medications or other interventions. Others plan to use breathing and relaxation techniques to deal with labor pain, but only until they can get an epidural. Still others want to schedule their baby’s birth, induce labor, and avoid any pain by receiving an epidural during early labor. Women who have already had a cesarean delivery can elect to have a vaginal birth after cesarean (VBAC). Of greater concern are the increasing number of women who are requesting and having planned cesarean deliveries for their first child, even when there are no medical indications for doing so. A cesarean section is major surgery. The risks of a surgical delivery are greater than a vaginal birth and should not be taken lightly.

It is imperative to be knowledgeable before making any decisions regarding your baby’s birth. The choices you make can have a profound impact on the birth experience, your baby, and on any future births. For a listing of organizations that can help you make informed decisions on such subjects as childbirth methods, birthing centers, and breastfeeding, see the Resources, which begin on page 443.


Hints for the Partner


	
[image: chpt_fig_385.jpg] Join your mate for interviews of prospective caregivers.

	
[image: chpt_fig_385.jpg] Tour local hospitals and birth centers with her.

	
[image: chpt_fig_385.jpg] Help her write her birth plan. Discuss the plan with her caregiver and have it signed. Make sure that it is placed on her chart when she enters the hospital or birth center.

	
[image: chpt_fig_385.jpg] Bring an extra copy of the signed birth plan with you to the hospital or birth center.








CONCLUSION

This chapter presented general guidelines to help you make some basic, yet very important decisions on the childbirth experience—choosing a caregiver, a delivery method, and where to give birth. The chapters that follow offer more detailed discussions on these and other topics regarding pregnancy, childbirth, and life with your newborn.











2 Pregnancy
or Conception and Myth-Conceptions


Pregnancy begins with conception and continues until the moment of birth. It is that special time in life when your body envelops the growth of a new being. Everything you do, everything you eat, and even your emotions can have an effect on the development of that new life. It is, therefore, very important to be aware of both the actions you can take and those you should avoid to best benefit the development of your baby. Understanding the normal course of pregnancy, which is one of the topics presented in this chapter, will aid you in gaining this awareness.

Every pregnancy is unique. Each woman’s experience differs in some ways from every other woman’s. In fact, different pregnancies in the same woman usually vary. However, some aspects of pregnancy—certain physical and emotional changes that result in similar physical and emotional needs—are common to all women. This chapter takes a look at some of those common factors.


FERTILIZATION

A baby is created from the union of an ovum (egg cell) from a woman’s body and a sperm cell from a man’s. This union is called fertilization or conception and marks the beginning of pregnancy. Each egg and sperm cell contains half of the genetic material, or chromosomes, necessary to begin human life. These chromosomes contain thousands of genes, which determine various characteristics of the child. The male and female each contribute twenty-three chromosomes for a total of forty-six. Because of the billions of possible combinations that can be produced by these chromosomes and their thousands of genes, every child is unique.

The woman’s biological contribution begins in one of her two ovaries. Every month, a pituitary hormone causes an egg follicle in one of the ovaries to ripen and swell. The walls of the follicle that surround the ripening ovum produce estrogen, which causes the lining of the uterus, or womb, to thicken. (The top of the uterus is called the fundus; the bottom section is the cervix.) Estrogen also causes an increase in cervical mucus, making it more receptive to sperm. When the egg is mature, it bursts from the follicle and is released near the fimbria—the fringed end of the fallopian tube. This release, called ovulation, usually occurs fourteen days before the next menstrual period, or about midway through the cycle.

The fallopian tubes are muscular canals lined with fine hairs called cilia. As seen in Figure 2.1 on page 18, the cilia, which move with a wavelike action, draw the egg into the tube and then move it toward the uterus. At the same time the egg is traveling through the fallopian tube, the follicle, stimulated by a pituitary hormone, begins producing another hormone called progesterone, which causes the uterine lining to thicken further. The progesterone also slows down contractions in the uterus, which facilitates implantation of the fertilized egg. If fertilization does not occur, the lining of the uterus is shed during the woman’s monthly period.



[image: fig_18_1.jpg]
Figure 2.1. Fertilization taking place in the female reproductive organs.



The man’s biological contribution to the baby begins with the production of sperm cells in his testes, the two organs that hang outside his body in a sac of skin called the scrotum. (See Figure 2.2.) Sperm cells, or spermatozoa, are produced in the seminif erous tubules within the testes and are propelled into the epididymis for storage until ejaculation. As the sperm pass from the epididymis through the vas deferens to the urethra, secretions are added from the seminal vesicles, the prostate gland, and the Cowper’s gland. The purpose of these secretions is to provide a nourishing fluid that helps the sperm move through the vagina, where they are deposited during intercourse.

During sexual excitement, the penis becomes erect as blood rushes to its spongy layers, and the veins leaving the penis begin to constrict. Upon further stimulation, the muscles around the seminal vesicles, the vas deferens, and the prostate gland contract, driving the semen into the urethra. During ejaculation, the muscles in the penis contract and push the semen through the urethral opening. Although 300 to 500 million sperm are ejaculated, only about 20,000 are still viable in the uterus; by the time they reach the egg, there are usually fewer than 1,000.


[image: fig_18_2.jpg]
Figure 2.2. Male reproductive organs.



For fertilization to occur, sperm—which can remain viable within the woman for up to five days—must reach the egg within twenty-four hours of ovulation. It takes sperm from thirty minutes to two hours to swim from the upper vagina, where they are usually deposited, to the outer third of the fallopian tube, where fertilization takes place. Only one sperm out of the hundreds that may complete the journey actually fertilizes the egg. As soon as this sperm penetrates the egg wall, an enzyme is released that toughens the egg’s outer membrane and prevents penetration by any other sperm.

Many people mistakenly believe that if penetration has not taken place, or if the penis is removed from the vagina prior to ejaculation, pregnancy cannot occur. The truth is that sperm can reach an egg even if they are deposited externally on the vulva. The vaginal area is moist, so sperm that have been ejaculated close to the vaginal opening are capable of making their way into the vagina. And remember, it takes only one sperm to produce a pregnancy.


[image: fig_19_1.jpg]
“May the best sperm win!”




Assisted Reproduction

Women who are unable to become pregnant due to infertility or lack of a male partner can utilize other methods to conceive. Artificial insemination, which involves a low level of technology, is the most common. In vitro fertilization and intracytoplasmic sperm injections are other effective methods. Unlike artificial insemination, they involve significantly more cost, time, and personal commitment.

Artificial insemination is a procedure in which previ ously collected semen—from a partner or another donor—is deposited deep into the vagina or uterus (intrauterine insemination, or IUI) with a catheter. Usually performed in a doctor’s office, this procedure can also be attempted at home by the woman herself. Over a million babies have been conceived through artificial insemination, which has been performed since the 1970s.

During in vitro fertilization (IVF), which takes place outside the uterus, the woman first takes hormones to stimulate her ovaries to produce multiple eggs (rather than just one) during the monthly cycle. Through a special procedure, as many eggs as possible are removed and then fertilized with the sperm of her partner or a donor. After three to six days of in vitro development, typically two to four of these fertilized eggs are placed in the woman’s uterus, where implantation will hopefully occur. Adding multiple eggs increases the chance that at least one will implant and result in a successful pregnancy. This also increases the chance of a multiple pregnancy. Waiting five to six days until the fertilized egg becomes a blastocyst (the stage just prior to im-plantation) results in higher implantation rates than for eggs that are transferred after only three days of in vitro development.

For cases in which very low sperm counts or other sperm abnormalities are the cause of fertilization difficulties, intracytoplasmic sperm injections (ICSIs) can significantly improve chances. In an ICSI procedure, a single sperm is injected into a mature egg.

Using any of these alternative fertilization methods may take more than one attempt to achieve a pregnancy, just as it does when trying to conceive through sexual intercourse. If you are having trouble getting pregnant, speak to your doctor, who should be able to refer you to a fertility specialist. Fertility specialists counsel women on the best methods of conception for their particular situation. Alternative methods can also be expensive and involve risks—additional reasons it is important to be informed.







IMPLANTATION


Upon fertilization, the egg cell, now called a zygote, divides into two cells, then into four, and so on. By the fourth day, it is a cluster of sixteen cells called a morula. By the time it travels through the fallopian tube and reaches the uterus, a journey that takes three to four days, it has become a blastocyst—a hollow ball resembling a tiny blackberry. About eight days after fertilization, the blastocyst implants itself in the uterus, usually on the upper back wall. Tiny hairlike projections on the outside of the blastocyst, called chorionic villi, help it attach to the thick inner lining of the uterine muscle. The blastocyst can then tap into the woman’s blood supply for nourishment. The villi eventually develop into the placenta.




FETAL DEVELOPMENT

The terms used to date a pregnancy can be confusing. Once the pregnancy is confirmed, your caregiver will estimate your due date (also referred to as the estimated date of confinement or EDC) by counting from the first day of your last menstrual period. In a normal twenty-eight day menstrual cycle, fertilization usually takes place approximately two weeks after your period, so you are considered two weeks pregnant at the time of fertilization. Throughout your pregnancy, your progress will be measured in weeks of gestation (pregnancy) and the baby will be given a gestational age as measured from the first day of your last menstrual period. For example, when you are twelve weeks pregnant, the fetus is actually only ten weeks old; but it is referred to as a twelve-week-old fetus, or as being twelve weeks gestational age.

Pregnancy is also divided into three trimesters, each consisting of three calendar months. In addition, lunar months are used to describe events that occur during the pregnancy. A lunar month equals twenty-eight days, and a pregnancy lasts ten lunar months.

Most of the fetal organ development takes place during the first trimester. At the beginning of this phase, the ovum is a single cell, but by the end of the twelfth week, or third lunar month, the fetus is recognizable as a human. The placenta is fully functioning, exchanging nutrients and waste products. The second trimester is a time of continued development. Most of the fetal growth and organ maturation takes place during the third trimester.


First and Second Weeks

During the two weeks prior to fertilization, the woman’s body is actually preparing for pregnancy. Her eggs are ripening, her uterine wall is becoming thick, and there is an increase in cervical mucus. Fertilization typically occurs at the end of the second week when the woman ovulates and a single sperm penetrates the egg.




Third Week

During the third week of gestation or the first week following fertilization, the single cell (zygote) divides again and again, forming a hollow ball of three cell layers (blastocyst). Hairlike chorionic villi appear on the outside and help the blastocyst burrow into the uterus, usually on the upper back wall.




Fourth Week

By the end of the fourth week of gestation or two weeks following fertilization, the hollow space in the blastocyst has developed an amniotic sac, which is filled with fluid, and a yolk sac, which will produce small blood vessels and cells. As the developing being begins producing its own blood cells, the yolk sac will degenerate. The amniotic sac serves three functions—to protect the developing baby from shocks, to keep the temperature constant, and to serve as a barrier against infection from the outside. It is composed of two membranes that will eventually fuse together. The amnion, or inner layer, produces the amniotic fluid, and the chorion forms the outer layer.

At this point, the woman will have missed her period and may suspect that she is pregnant. Most pregnancy tests show positive results at this time; some tests show results even earlier.




Fifth Week

During the fifth week of gestation or three weeks after fertilization, the developing being becomes an embryo. During the embryonic stage, which lasts five weeks, the cells differentiate and develop into specific organs. The embryo is made up of three layers, which contain the foundations of specific organ systems. The top layer develops into the brain, nerves, skin, nails, and hair. The middle layer becomes the heart, kidneys, muscles, blood vessels, and reproductive organs. The bottom layer forms the stomach, liver, intestines, lungs, and urinary tract. (At the end of the embryonic phase, all of the organs are functioning and the embryo becomes a fetus.)

The chorionic villi, which are imbedded into the wall of the uterus, provide nutrients and remove waste from the embryo. These villi multiply and will eventually become the placenta.


[image: fig_21_1.jpg]
Figure 2.3. The embryo at six weeks. It is about 3/16 inch.






Sixth Week

At six weeks, the embryo is about 3/16 inch long (the size of a lentil). As seen in Figure 2.3, the nervous system and brain are beginning to grow, and the face is forming a mouth, a lower jaw, and dark circles where the eyes will be. The heart is beating and pumping blood through the developing blood vessels and can be detected with ultrasound. Little buds that will become the arms and legs are also beginning to appear.


[image: fig_21_2.jpg]
Figure 2.4. The embryo at seven weeks. It is about ½ inch.






Seventh Week

By the end of the seventh week, the embryo is about ½ inch long (the size of a blue berry). The brain, spinal cord, and nervous system are more developed. As shown in Figure 2.4, the head has increased in size, and the nostrils, lips, and tongue are visible. The limb buds have grown into arms and legs.




Eighth Week

By the end of the eighth week, the embryo is about ⅝ inch long (the size of a kidney bean). Figure 2.5 shows that the head is quite large compared to the trunk. External ears form elevations on either side of the head. A skeleton made of cartilage, not real bone, has appeared; and a tail is apparent at the end of the spinal cord. Fingers and toes have also formed.




Ninth Week

The embryo is almost an inch in length (the size of a grape) by the end of the ninth week. The brain is visible through the fine skin that covers the head. The eyes can be seen through the closed lids. As small muscle fibers begin to grow, the body may start to move. Bone has begun to replace the cartilage, and the tail has almost disappeared. The embryo is now uniquely human, with most of its internal organs present.


[image: fig_21_3.jpg]
Figure 2.5. The embryo at eight weeks. It is about ⅝ inch.







Tenth Week


From the tenth week until birth, the developing baby is called a fetus. By the end of the tenth week, the fetus is approximately 1¼ inches long (the size of a blackberry) and weighs about 2 grams (1/15 ounce). The jaws and other facial features are more clearly developed, and teeth are forming. The arms begin to bend at the elbow and are long enough to touch the face. If the fetus is male, its penis is apparent. If it is female, a clitoris has developed.




Eleventh Week

By the end of the eleventh week, the fetus is starting to look more human, as seen in Figure 2.6. It measures about 1½ inches in length (the size of a peanut shell) and weighs about 4 grams (⅙ ounce). Most of the major structures and organs are formed—development now consists of the growth and maturing of the existing structures. At this stage, the fetus has fingernails, toenails, and hair follicles; in males, a scrotum is apparent.


[image: fig_22_1.jpg]
Figure 2.6. The fetus at eleven weeks. It is about 1½ inches.






Third Lunar Month

By the end of the third lunar month, or twelve weeks, the fetus is over 2 inches in length (the size of a kiwi) and weighs about 7 grams (⅓ ounce). As seen in Figure 2.7, its face is well developed with eyelids that are present although fused. The fetus can move its facial muscles; it can also squint, purse its lips, and open its mouth. Its arms, hands, fingers, legs, feet, and toes are fully developed and, although the woman cannot feel it, the developing baby can make a fist and kick with its feet. The external genitalia show definite signs of a male or female sex, and a hand-held ultrasound monitor called a Doppler can easily detect the fetal heartbeat. The woman’s uterus can be felt just above her pubic bone.


[image: fig_22_2.jpg]
Figure 2.7. The fetus at three lunar months. It is over 2 inches.






Fourth Lunar Month

Figure 2.8 shows the fetus at the end of the fourth lunar month, or sixteen weeks. It is almost 5 inches long (the size of a baking potato) and weighs about 100 grams (3 ounces). All of its essential body systems are now present, and most of the remaining changes will be in size. To facilitate growth, the placenta is growing rapidly. The fetus has eyebrows and eyelashes, and it is also developing several layers of thicker, less transparent skin. It may suck its thumb, as well as swallow amniotic fluid, which is passed out as urine. (Fetal urine now makes up 99 percent of the amniotic fluid for the remainder of the pregnancy.) Waste products, called meconium, are beginning to collect in the intestinal tract. Between the sixteenth and eighteenth weeks, some women feel the first faint fluttering movements of the fetus called quickening. Initially, this is commonly felt between the pubic bone and navel, and is often confused with gas.




Fifth Lunar Month

By the end of the fifth lunar month, or twenty weeks, the fetus is about 8 inches long (the length of a carrot) and weighs around 240 grams (8 ounces). This is the midpoint of a pregnancy. Although some fat has been deposited under its skin, the fetus is still quite thin. Its skin is becoming less transparent and hair is appearing on its head. The body is covered with downy hair called lanugo.


[image: fig_22_3.jpg]
Figure 2.8. The fetus at four lunar months is almost 5 inches.







Sixth Lunar Month


By the end of the sixth lunar month, or twenty-four weeks, the fetus is almost 11 inches long and weighs about 500 grams (1 pound 2 ounces). Vernix caseosa, a creamy coating that protects the skin from its watery environment, has developed. The fetus can hear; its eyes are open; and it has fingerprints and footprints. Between 40 and 60 percent of the babies born at this time survive.




Seventh Lunar Month

By the end of the seventh lunar month, or twenty-eight weeks, the fetus is close to 13 inches long and weighs about 900 grams (2 pounds). Its eyes can perceive light; it can hear, smell, taste, and respond to touch; and it has definite awake and sleep periods. If the fetus is male, testicles have descended into the scrotum. Over 90 percent of the babies born at this point survive.




Eighth Lunar Month

By the end of the eighth lunar month, or thirty-two weeks, the average fetus is about 15 inches long and weighs 1,500 grams (3 pounds 5 ounces) or more. Its skin is red but becoming less wrinkled, and its fingernails are long. If born at this point, the baby’s chance of survival is better than 95 percent.




Ninth Lunar Month

By the end of the ninth lunar month, or thirty-six weeks, the baby is almost 17 inches long and weighs between 2,160 grams (4 pounds 12 ounces) and 2,500 grams (5 pounds 9 ounces). During the last two months of gestation, the fetus gains about an ounce a day. This weight gain is important because it provides the fetus with a layer of fat under the skin that will help keep the body temperature constant when outside the uterus. The once-red skin has faded to pink and has become smoother. Most of the lanugo has been shed and remains only on the arms and shoulders. The lungs are maturing and producing lecithin, a nutrient that is necessary for respiration.




Tenth Lunar Month

Figure 2.9 shows the fetus at the end of the tenth lunar month, or forty weeks. During this last lunar month, a typical fetus gains about 8 ounces per week. By the fortieth week, it averages 20 inches in length and 7 to 7½ pounds in weight. The number of brain cells has greatly increased—a growth that will continue for the first five to six months after birth. During these last few weeks of gestation, 96 percent of all fetuses are positioned head down. During the final two to four weeks, the head or other presenting part settles into the top of the woman’s pelvis. The baby is ready to be born!


[image: fig_23_1.jpg]
Figure 2.9. The fetus at ten lunar months.








LIFE WITHIN THE WOMB

We now know that even while all of this physical development is taking place, the unborn child is becoming an aware, reacting human being. At as early as eight weeks, he can express his likes and dislikes with well-placed kicks and jerks. At twenty-eight to thirty-two weeks, his emerging sense of awareness transforms his physical responses into feelings. His mother’s emotional state can and does have an effect on the way he perceives his world—warm and friendly or cold and hostile. When a woman is under chronic stress, her fetus has a fast heart rate and is very active. This is not to say that fleeting anxiety will negatively affect your unborn child. It does, however, mean that chronic anxiety or stress, especially of a personal nature, or deep ambivalence about motherhood can affect your baby.

Ultrasound images have observed fetuses rooting, sucking, swallowing, breathing, grasping, stretching, yawning, and smiling. Unborn babies alternate between being awake and active to quiet and sleeping. Many mothers describe their babies as mellow, active, or quite energetic. Fetuses that are active during the night usually continue to follow the same pattern after they are born. As you become aware of your baby’s pattern, use the alert and active times to communicate with him. Touch or pat your abdomen and notice his response.

Studies have shown that the unborn child hears well from the twenty-fourth week on. By weeks twenty-five and twenty-six, he will become startled at the sound of a loud noise. According to a recent discovery, the noise level inside the uterus is much higher than previously thought. The mother’s constant heartbeat and intestinal rumblings are magnified by the amniotic fluid, providing a continuous rhythmical background for the fetus. The kinds of sounds he hears will have an emotional effect. Soft, soothing sounds and gentle music are calming, while loud noise and blaring music can cause the fetus to punch and kick aggressively. Some women who played soft music while resting during the last months of pregnancy found that their babies associated music with rest time after they were born.


[image: fig_24_1.jpg]
Under the guidance of a certified nurse-midwife, expectant parents listen to the fetal heartbeat with a handheld ultrasound device.



Both parents and siblings are encouraged to read stories and sing to the baby. Studies have shown that the newborn remembers patterns or rhythms of speech when heard repeatedly during the last six weeks of pregnancy.1 The fetus memorizes its mother’s voice while in utero and can differentiate it from other women’s voices after birth. Within the first week of life, the newborn can also recognize your spouse’s voice.

While in utero, the fetus swallows amniotic fluid and tastes different flavors from the foods eaten by the mother. Its taste receptors are developed between twenty-eight and thirty-six weeks.2 Consuming large amounts of sugar or caffeine can have an effect on the activity level of the fetus.

Most fetuses blink their eyes at twenty-eight weeks, but blinking has been observed as early as twenty-six weeks. External clicking sounds have produced an immediate blinking response of the eyes.3 (Some researchers, however, have questioned if this reaction is a response to the sounds or to the vibrations felt in the fluid.) Fetuses can also respond to visual stimulation—they have been found to follow the beam of a flashlight that is being moved over their mothers’ abdomens.

The exciting aspect of this knowledge about fetal emotions is that you can begin shaping a positive relationship with your child before he is born. While you are pregnant, talk soothingly to your baby and send him loving thoughts. Encourage your partner and other children you might have to do the same. It’s a good way to get your family involved in the pregnancy. Try to spend a portion of each day in a relaxed, anxiety-free state of mind. Both you and your unborn child will benefit.


A Myth Disproved

At one time, the placenta was considered a “barrier” that blocked harmful substances from reaching the fetus. It is now known, however, that almost everything that enters the woman’s body passes to the fetus.






THE PLACENTA

The function of the placenta, or afterbirth, is to supply the growing fetus with the oxygen and nutrients it needs from its mother’s blood system, and take away the waste products, such as carbon dioxide, that it does not need. Two weeks after fertilization, the placenta has already started to develop. This formation begins with the villi that are embedded in the lining of the uterus. They start forming primitive blood vessels that tap into the woman’s blood supply.

Fetal blood is always separate from maternal blood. Substances are passed back and forth through a semi-permeable membrane. At one time, the placenta was believed to act as a barrier to materials that might hurt the fetus. However, it is now known that almost everything that enters the woman’s body—including viruses, drugs, nicotine, and alcohol—is passed to the fetus.

The placenta continues to grow until about two months before delivery, when it reaches its maximum size. At that time, it weighs from one to two pounds and is usually the size and shape of an eight- to nine-inch dinner plate. As seen in Figure 2.10, the side that is attached to the uterine wall is dark red and has lobular sections called cotyledons, which resemble circular puzzle pieces. This tissue may also have small white areas. These are areas that have degenerated and calcified. Women who smoke during pregnancy have more of these calcified areas than women who do not smoke. Figure 2.11 shows the side of the placenta that is next to the fetus. White and smooth, it is covered by the amniotic sac.

Nutrients from the mother pass into the blood vessels of the placenta. From the placenta, they move through the umbilical cord into the blood that is circulating within the fetus. There are three blood vessels inside the umbilical cord—one large vein and two smaller arteries—as illustrated in Figure 2.12. Nutrients travel from the placenta to the fetus through the vein. Waste products return to the placenta through the arteries and are then passed back to the mother. A gelatinous substance called Wharton’s jelly surrounds the blood vessels and helps protect them.


[image: fig_25_1.jpg]
Figure 2.10. The maternal side of the placenta. This side is attached to the wall of the uterus.




[image: fig_25_2.jpg]
Figure 2.11. The fetal side of the placenta. The amniotic sac originates on this side.




[image: fig_25_3.jpg]
Figure 2.12. A cross-section of the placenta showing the blood supply and circulation.




Hints for the Partner


	
[image: chpt_fig_385.jpg] If your mate is experiencing morning sickness, bring her a snack such as crackers or dry toast before she gets out of bed.

	
[image: chpt_fig_385.jpg] Accompany your partner on her prenatal visits.

	
[image: chpt_fig_385.jpg] Take photos of your partner during each month of her pregnancy and put them in a “pregnancy scrapbook.” Also record any important national, international, local, or personal events that occur during this time.

	
[image: chpt_fig_385.jpg] Remind your partner how beautiful her changing body has become.

	
[image: chpt_fig_385.jpg] If you feel uncertain or ambivalent about the pregnancy, give yourself time to adjust. It’s not uncommon to initially feel this way.





The umbilical cord begins to develop during the second week after conception and usually grows to about eighteen inches in length, although it is possible to grow to anywhere from twelve to forty inches. After the baby is born, the cord is clamped and cut. A stump remains, but within seven to fourteen days, it dries up and falls off.




LENGTH OF PREGNANCY

The average length of pregnancy is 280 days. This is about nine calendar months or ten lunar months. A lunar month, which was discussed earlier in this chapter in the section on fetal development, is twenty-eight days—the time it takes to go from one full moon to the next.

Your doctor calculated your estimated due date by adding seven days to the first day of your last normal menstrual period and then counting back three months. For example, if the first day of your last menstrual period was February 15, your doctor would add seven days, bringing the date to February 22. Then he would subtract three months for an expected due date of November 22. This date is about 280 days after February 15. The baby would be only about 266 days old on November 22, but the date of the last menstrual period is used because the actual date of conception is usually unknown and could be as early as day five or six of the menstrual cycle. Only about 4 percent of women carry their babies for exactly 280 days, but 66 percent deliver within the ten days before or after their due dates. The due date is only an estimate, based on an average of all pregnancies. Your baby may take more or less time to develop, the same way that some babies take more or less time to get their first tooth.




PHYSICAL AND EMOTIONAL CHANGES

Pregnancy is divided into three trimesters—three periods of three months each. Most women experience the same general changes during each trimester. Throughout the pregnancy, physical changes occur in both the expectant mother and the fetus at the same time. Along with physical changes, the mother will also experience emotional changes. You and your partner can use these changes as opportunities to grow, to expand your awareness of yourselves and of each other, to deepen your sense of responsibility, and to become aware of what millions of other parents-to-be have experienced.


First Trimester

The first trimester includes the first three calendar months of the pregnancy, or the period from the first through the fourteenth week of gestation. You will experience many physical and emotional changes during this time, although most of the physical changes will be more noticeable to you than to anyone else. For an illustration of the woman’s body at the end of the first trimester, see Figure 2.13 on page 28.


Physical Changes

A number of major physical changes occur during the first trimester of a pregnancy. These changes include the following:

■ Uterus. A missed menstrual period is the first sign of pregnancy for many women. Some women may continue to have very light periods for the first two or three months. Lack of a regular period is due to the high levels of estrogen and progesterone that the body produces to maintain the uterine lining, which nourishes the developing embryo. Many women spot slightly on the day the ovum attaches itself to the uterine wall. This is called implantation bleeding, not menstrual bleeding. By the time the fetus is twelve weeks old, the placenta has formed. The uterus will grow to the size of a grapefruit (with its top reaching just above the pubic bone) and the cervix will begin to soften.

■ Vagina. Due to the increase in pregnancy hormones, the vagina will begin to thicken and soften. An increased blood supply to the area may cause it to become bluish or violet in color. Vaginal secretions will become more noticeable and increase as the pregnancy progresses.

■ Breasts. A tingling or prickling sensation is often felt in the breasts during the early weeks of pregnancy. This is because the blood supply is increasing and the milk-secreting glands are beginning to grow. After a few weeks or months, this sensation will disappear, but typically, the breasts will continue to grow until the third trimester. Around the eighth week, veins may start to become visible under the skin, and small round elevated areas may appear on the areola—the dark area surrounding the nipples. These elevated areas are the Montgomery glands, which secrete a substance that lubricates and protects the nipples during pregnancy and breastfeeding.

■ Urination. Many women experience an increased need to urinate during the first trimester because the uterus is growing and pressing on the bladder. This need usually eases during the second trimester as the uterus rises out of the pelvic area. Even though it means more trips to the bathroom, you should drink plenty of fluids to maintain good kidney function and to provide the water that’s necessary to metabolize the protein you eat.


Dad Has Cravings Too!

“Soon after she announced the pregnancy, I started to crave tacos from Taco Bell. For two weeks straight, I made late-night runs there between 11 PM and 12:30 AM. Once the craving stopped, I couldn’t look at another taco.”

Brian

Expectant father



■ Digestion. Up to 85 percent of pregnant women experience regular bouts of nausea (often to the point of vomiting) during early pregnancy. Some feel nauseous during the entire pregnancy. Although this condition is called morning sickness, it can occur at any time of the day. Morning sickness is caused by an increase in hormone levels, low blood sugar, and/or a lack of vitamin B6. According to the American College of Obstetricians and Gynecologists (ACOG), the best way to fight morning sickness is by taking supplements of B6 or ginger.4 Eating foods that are high in B vitamins and consuming small high-protein meals throughout the day may also help. (For a further discussion on morning sickness, see “First Trimester” on page 91.)

In addition to nausea, some women experience indigestion and heartburn. The hormones relaxin and progesterone relax the smooth muscles in the body, including the sphincter located at the top of the stomach. This muscle helps keep food from rising out of the stomach and backing into the esophagus. Progesterone is also responsible for relaxing the intestines somewhat. This slows digestion, making constipation more likely. Eating a diet that is high in fiber (fresh fruits and vegetables, and whole grains), drinking plenty of fluids, and exercising regularly help to minimize constipation. (For heartburn remedies and preventives, see “Heartburn Fighters” on page 31.)

■ Skin. The hormones that are released during pregnancy can have an effect on your skin. Many women find that their skin radiates with the “glow” of pregnancy. Others are not as fortunate and may develop acne. Continue to eat a good diet and drink plenty of water. Wash your face two or three times a day with a gentle cleanser and apply moisturizer to dry areas. Avoid the temptation to pick at or squeeze the blemishes—it will only increase the likelihood of infection and scarring. Choose makeup that does not clog the pores, or at least try to limit the amount of time you wear it. Keep applicators clean or purchase new cosmetic brushes or powder “puffs.” If the acne is severe, you may need to see a dermatologist. Just make sure that he knows you are pregnant. Two common acne medications, Accutane and Retin A, should not be used during pregnancy.

■ Stamina. Expect to feel more tired than usual during the first trimester. Pregnancy brings change to every system in the body, and these changes require a great deal of physical and emotional energy. Proper rest is extremely important for an expectant mother, so don’t feel guilty about napping during the day or going to bed early. Your body needs the rest.




Emotional Changes

Many expectant mothers spend the first trimester accepting the fact that they are pregnant and coming to terms with the implications. (This is true for other family members as well.) You may find yourself drawing inward and focusing on the changes in your body, as well as your fears and dreams. You may worry about miscarriage or feel increasingly vulnerable to danger.

Even when the pregnancy is wanted, most expectant parents will worry: Can we afford a child? How will our lifestyle change? Will we have jealousy problems with our other children? The woman may wonder: Will I have to quit work? Both parents-to-be may feel a sense of panic at the additional responsibilities. Such ambivalent feelings toward the pregnancy are very common in the early months. They are neither bad nor wrong. Acknowledging any concerns and discussing them with your partner may help you cope with them—and accept the pregnancy. Facing your doubts and fears will aid in emotional growth.

Many couples find themselves enjoying increased sexual activity during this time of adjustment, while other couples desire less. It is important for you and your partner to talk to each other openly about any feelings or fears you may have regarding this change. Keeping such concerns pent-up can damage your relationship. (For a further discussion of sexual intimacy during the first trimester, see “Sexual Relations During Pregnancy” on page 36.)

By the end of this first trimester, you may find that you have begun to examine your feelings toward your own parents. You may think about how, as a parent, you expect to be different from or similar to them. During this time, you may also experience feelings of excitement, increased creativity, and increased sensuality. You may simply feel “special.” You can also expect possible mood swings, which may become extreme during pregnancy—increased hormone levels can have you laughing or crying over the most insignificant matters. While the hormones do not actually cause moodiness, they tend to intensity your feelings.


[image: fig_28_1.jpg]
Figure 2.13. The woman’s body at the end of the first trimester.



Women experiencing a second or subsequent pregnancy often find that they are less preoccupied with all of these changes than they were with their first. The major adjustment to parenthood seems to come with a first pregnancy. With later pregnancies, most women have less time available and feel less of a need to ponder the meaning of each physical change they experience.







Second Trimester


The second trimester of pregnancy includes the middle three months, or the period from the fifteenth through the twenty-eighth week of gestation. For many women, this trimester is the most enjoyable of the three. The initial adjustment period has passed, and fatigue and nausea are usually less of a problem. It is also during this time that your pregnancy becomes obvious to other people, and you may frequently be the center of attention. Your body, though larger, is not cumbersome, and it is still fairly easy to move around. The woman’s body at the end of the second trimester appears in Figure 2.14 below.


Unwanted Advice

When someone starts to tell me a story about pregnancy or birth, I stop them and ask, “Is this a good story or a bad story?” I do not let them continue telling me anything negative.

Keva
First-time expectant mother




Physical Changes

Women experience a growing number of significant physical changes during the second trimester, most of which are visibly apparent. These changes typically include the following:

■ Uterus. By the fourteenth week, the uterus begins to expand out of the pelvic area and into the abdominal cavity. By week twenty, which is midway through the second trimester, the uterus is usually at the level of the navel. Women who are pregnant for the first time usually begin to feel the movements of the fetus at about sixteen to eighteen weeks. Those who have already given birth often feel these movements earlier. When the movements are first perceived, the fetus is usually about 7 inches long and weighs around eight ounces. During this time, some women experience mild uterine contractions known as Braxton-Hicks contractions.

■ Vagina. Throughout this trimester, the tissues of the vagina continue to soften and become more elastic in preparation for the baby’s passage at birth.

■ Pelvis. Hormones cause the cartilage in the pelvic joints to soften and widen, providing additional mobility and relaxation. This will allow the baby to pass through the pelvis more easily.

■ Breasts. Colostrum, a clear yellow fluid that precedes mature breastmilk, is often present in the breasts by the sixteenth week.

■ Circulation. By the end of the second trimester, the blood volume has increased by 40 to 60 percent and the heart has begun pumping more blood with each beat. Because of this increased blood volume, as well as pressure from the enlarging uterus and an increase in estrogen, edema (swelling) may occur, usually in the feet or ankles, and sometimes in the hands. Standing for long periods may result in edema. Putting your feet up or lying on your side will improve circulation and help decrease the swelling. Increasing your protein intake will also help. Be aware that some amount of swelling is normal during pregnancy, but it should decrease with rest. If, however, the swelling occurs in the face, comes on suddenly, and/or is significant, notify your doctor immediately. This could be a sign of preeclampsia, a serious condition that must be addressed immediately. (For more information on preeclampsia, see “Hypertension” on page 71.)


[image: fig_29_1.jpg]
Figure 2.14. The woman’s body at the end of the second trimester.



■ Linea nigra. Another physical change that is attributed to the hormonal activity of pregnancy is the appearance of the linea nigra, a dark line that extends from the navel to the pubic bone. This line, which occurs in women of all skin colors, fades after delivery, although it may continue to be visible for a number of months.

■ Stretch marks. Many women develop at least some stretch marks, or striae gravidarum, during pregnancy. These red or pink lines appear when the skin’s connective tissue is stretched to the point of rupturing. Stretch marks may appear on the abdomen, thighs, and/or breasts. After delivery, they fade to white. Many women find that massaging oil or lotion into the vulnerable areas prevents stretch marks, although heredity seems to be more of a factor.

■ Mask of pregnancy. Some women develop dark facial blotches known as the mask of pregnancy during this time. This pigmentation is believed to result from increased levels of melanocyte stimulating hormone (MSH). The mask usually disappears after pregnancy when the production of MSH drops. Deficiency of folic acid, a B vitamin, is another possible cause of this skin discoloration. Your prenatal vitamins should include folic acid to meet your increased requirement.


Hints for the Partner


	
[image: chpt_fig_385.jpg] Be understanding of your mate’s mood swings.

	
[image: chpt_fig_385.jpg] Massage oil or lotion into her abdomen to help reduce the number and severity of stretch marks.

	
[image: chpt_fig_385.jpg] Attend her ultrasound examinations. Ask the doctor or technician for a copy of the procedure.

	
[image: chpt_fig_385.jpg] Encourage her to rest and take naps.








Emotional Changes

Most women find the second trimester to be a more positive experience than the first, as they are now beginning to feel the movements of the life within them. Most husbands (or partners), who initially may have experienced ambivalent feelings toward the pregnancy, have accepted it and are often just as excited about the baby’s movements. During this trimester, as the pregnancy progresses, many women begin to feel more vulnerable and need more attention from their partners. They may also expect their partners to become more involved with the pregnancy and the baby. Some women find themselves becoming overly concerned for their partners’ safety.

Spouse’s react differently to their expectant partners’ growing needs and dependence. Some are very interested and involved, offering unwavering support throughout the pregnancy, while others may suddenly seem to be more interested in work or a hobby. A number of expectant spouses experience a phenomenon called Couvade syndrome in which they go through symptoms of pregnancy—weight gain, cravings, nausea—right along with their partners!

Expectant mothers and their partners deal differently with the changes and stresses brought on by pregnancy. It is important for both partners to be aware of and to talk about their feelings, concerns, and fears, especially those that may be a source of friction between them. During this trimester, a woman’s dreams may suddenly become very real and sometimes disturbing, often involving misfortune to her or her baby. Dreams are a way of bringing fears to consciousness, where they can be dealt with more easily. Refusing to acknowledge them can result in increasing anxiety.


[image: fig_30_1.jpg]
Figure 2.15. The woman’s body at the end of the third trimester.








Third Trimester

The third trimester of pregnancy includes the last three months, or the period from the twenty-ninth through the fortieth week of gestation. It is a time of preparing for the birth—physically, mentally, and emotionally. The woman’s body at the end of the third trimester appears in Figure 2.15 at left.



Physical Changes


As the fetus continues to grow during the third and final trimester of life inside the womb, the woman experiences continued physical changes as well. These changes include the following:

■ Uterus. Toward the end of pregnancy, the uterus measures about 11 by 14 inches and reaches the breastbone. Lightening—the settling of the baby’s head downward into the pelvis, and possibly engaging in the pelvic inlet—occurs from one to six weeks before delivery. Braxton-Hicks contractions become stronger and more apparent as the time for delivery approaches. (For a further discussion of Braxton-Hicks contractions and false labor, see “Warm-Up Signs of Labor” on page 177.) Moving suddenly can cause sharp pains in the groin. This pain is caused by a spasm in or the stretching of the round ligaments, which are the main support of the uterus and extend into both sides of the groin area. During the last few weeks, the cervix becomes softer and may begin to thin out and open up a little in preparation for labor.

■ Vagina. As the pregnancy nears its end, the vagina produces increased amounts of mucus in preparation for the baby’s passage. Vaginal swelling also increases at this time and may result in discomfort during sexual intercourse. (For a discussion of sexual intimacy during the third trimester, see “Sexual Relations During Pregnancy” on page 36.)

■ Digestion. After eating, many women experience bouts of indigestion during this trimester. This usually happens because of the growing uterus, which puts increased pressure on the stomach and intestines. Heartburn may also occur because pregnancy hormones cause certain muscles, including the sphincter located at the top of the stomach, to relax. When this muscle is relaxed, the gastric contents of the stomach can escape into the esophagus and cause heartburn. Problems with constipation are likely to continue at this time as well. (For heartburn remedies and preventives, see the “Heartburn Fighters” at right.)

■ Breathing. Shortness of breath is common during this trimester because the uterus is pushing up on the diaphragm. Breathing will improve, however, after lightening—when the baby moves downward into the pelvis. Many women also experience nasal congestion and even nosebleeds during this time.

■ Vision. Some women experience a change in their vision—even to the point where they may require new glasses or find themselves unable to wear their contact lenses. Changes in vision can also be the result of gestational diabetes, preeclampsia, or another serious problem. Be sure to report any vision changes to your caregiver.

■ Circulation. Increased pelvic pressure caused by the growing fetus, as well as the decrease in blood return from the lower body can cause varicose veins, which may develop in the legs, vulva, and/or rectum (hemorrhoids). Varicose veins usually diminish after giving birth.

■ Urination. The need to urinate usually increases, especially after lightening occurs. This is caused by the pressure of the baby on the bladder.

■ Stamina. Carrying around the extra weight usually causes fatigue to return during the last trimester.


Heartburn Fighters

Many women have found the following suggestions helpful in preventing or alleviating heartburn. Your caregiver may offer other recommendations as well.


	
[image: chpt_fig_385.jpg] Eat frequent small meals.

	
[image: chpt_fig_385.jpg] Avoid fried and spicy foods. 3

	
[image: chpt_fig_385.jpg] Do not drink a lot of liquid with meals.

	
[image: chpt_fig_385.jpg] Eat a small amount of yogurt before meals.

	
[image: chpt_fig_385.jpg] Drink milk or eat ice cream when heartburn occurs.

	
[image: chpt_fig_385.jpg] Chew gum.

	
[image: chpt_fig_385.jpg] Never overfill your stomach with food or liquid.

	
[image: chpt_fig_385.jpg] Take an antacid as recommended by your caregiver.

	
[image: chpt_fig_385.jpg] Take a papaya enzyme supplement with meals.

	
[image: chpt_fig_385.jpg] Do not lie down after eating.

	
[image: chpt_fig_385.jpg] Sleep with your head elevated.

	
[image: chpt_fig_385.jpg] Avoid bending at the waist after eating.

	
[image: chpt_fig_385.jpg] Avoid clothing that is tight around your abdomen or waist.









Emotional Changes


During the third trimester, most women focus more and more on the baby, labor, and birth. For many parents-to-be, the search for the perfect name has become an important pastime, along with preparing the house for the baby. At this point, most women view their babies as real people, separate from themselves.

Time during the third trimester may seem endless. Many women count on their due date to bring an end to their growing physical discomfort, and they may become very discouraged if they go a week or more beyond it. (If you find yourself in this situation, don’t be tempted to ask your doctor to induce labor, unless there is a medical reason for it.) Because of their large size, some women experience a drop in self-esteem during this trimester. They need the people around them, especially their husbands or partners, to reassure them that they are still attractive.

You can use your preoccupation with labor and birth to your advantage at this time. Gather as much information about the birth experience as possible. Read books, take classes, and talk to new mothers. However, avoid people who attempt to discourage you from taking prepared childbirth classes or who dwell on negative birth experiences. You need to keep a confident, relaxed attitude toward the upcoming event. Do not avoid your fears, but at the same time, do not allow negative thinking to dominate your thoughts. To a great extent, your chances for a positive birth experience are determined by your attitude. Fear and anxiety can create a negative one.


Expectant Partners Can Feel Pregnant Too!

A number of partners experience symptoms of pregnancy right along with the expectant mother—a phenomenon known as Couvade syndrome or sympathetic pregnancy. It is not unusual for expectant partners to experience weight gain, food cravings, abdominal cramping, and an increase in heartburn, backaches, and toothaches. Some spouses have reported suffering from symptoms of morning sickness even though their pregnant partners did not.










CONCLUSION

This chapter has presented many of the common physical and emotional aspects of a normal pregnancy—from the moment of conception to the end of the third trimester. It was designed to offer a good idea of what you, your partner, and the baby you are carrying will experience during this very special time. Keep in mind that pregnancy is a natural condition—one of wellness, not illness. With few exceptions, you should be able to continue the same daily activities and experience the same good health and lifestyle that you enjoyed prior to becoming pregnant.


[image: fig_32_1.jpg]
An expectant couple sends loving thoughts to their unborn child.













3 Common Questions and Concerns
or the Do’s and Don’ts


When a woman becomes pregnant, she has many questions regarding her health and the health of her unborn child. Which activities can I continue to participate in and which do I need to modify? Can I perform the same job at work or do I need to make some adjustments? Is it safe to travel? Do I need to stop or refrain from taking any medication? How do alcohol, cigarettes, and recreational drugs affect my unborn baby? What about caffeine and artificial sweeteners? Can my partner and I continue to have sexual relations? This chapter addresses these and other common concerns of pregnant women.


PREGNANCY AND ACTIVITIES OF DAILY LIVING

Many normal everyday activities can continue without interruption when a woman discovers she is pregnant. As long as she maintains a healthy lifestyle and remains low risk, she does not have to greatly alter her normal activities. The following topics cover some of these areas.


Working

Millions of working women become pregnant each year. For most, continuing to work until right before their due dates is not a problem. As long as you and your fetus are healthy and your job presents no greater risks than those encountered in everyday life, working should not cause any added concerns.

Certain conditions, however, do require that you take precautions. If, for example, your job includes a lot of lifting, standing, or walking, your caregiver may suggest that you cut back on your hours. If your job exposes you to potentially toxic materials, including x-rays, lead, and chemotherapy medications, you should be reassigned to another area. If reassignment is not possible, your caregiver may advise you to quit your job. If you work with any substances that you feel may be harmful, be sure to discuss this with your caregiver.

Everyone encounters some stress in life, but if your job is unusually demanding, it could lead to possible problems in your pregnancy. You will need to modify your work environment to provide less stress, or learn some stress-relieving techniques to help you deal with the situation. Additionally, certain medical conditions—diabetes, kidney disease, heart disease, back pain, and high blood pressure—may prevent you from working or require you to restrict your activities. If you have had a previous miscarriage or preterm birth, or if you are experiencing a multiple pregnancy, your caregiver may advise you to stop or cut back on your work.

In rare cases, a condition related to your pregnancy may qualify you as disabled and prevent you from working. Even such symptoms as nausea, dizziness, and swollen ankles may cause a temporary disability. More serious complications such as infection, bleeding, premature labor, premature rupture of the membranes, heart disease, uncontrolled diabetes, or high blood pressure are other possible causes. If your caregiver determines that your pregnancy is disabling, she can sign a statement verifying this. Your employer will be required to give you the same preferences and benefits that are provided to any other disabled employee. If your employer does not routinely provide disability benefits, you may be eligible for benefits from the state.

There may be times during your pregnancy when you find it difficult to cope with your job. If you have morning sickness or are extremely tired or sleepy, making it through another day at work can be a challenge. Make maximum use of your breaks to rest and elevate your feet. Keep nutritious snacks handy to provide energy and relieve nausea. If you sit all day, remember to maintain good posture. Get up and walk around often to improve your circulation and prevent or reduce swelling. Above all, listen to your body’s signals. You may find it best to cut back on your hours or just take a day or two of vacation. With common sense on your part and cooperation from your employer, you should be able to make it over the rough spots.




Car Safety

Most pregnant women wonder if it is advisable to wear a seat belt while riding in a car. The answer is a resounding yes. By protecting yourself from injury, you are also protecting your baby. Pregnant drivers who do not wear seat belts and are involved in a car crash are twice as likely to experience excessive maternal bleeding and three times more likely to have a fetal death than drivers who use seat belts.1

Some women are concerned that the seat belt will squeeze the baby and cause a miscarriage. There is no evidence that wearing a seat belt results in fetal injury, no matter how serious the collision. Your baby is well cushioned inside your body, surrounded by amniotic fluid and your organs. A properly worn seat belt is your unborn child’s best protection. As shown in the photo at left, place the lap portion of the belt underneath your abdominal bulge, as low on your hips as possible. Never put it above your abdomen. Position the shoulder portion of the belt between your breasts. Do not slip the belt off your shoulder. Adjust both parts as snugly as possible.


[image: fig_34_1.jpg]
Place the belt under your abdomen and the shoulder strap between your breasts.






Traveling

If you are like most women, traveling during pregnancy is not a problem. You should, however, adhere to the following guidelines:

■ Check with your caregiver to make sure there are no specific healthcare concerns that prevent you from traveling.

■ Try to plan trips during your second trimester, when comfort is the greatest.

■ While traveling, walk often to improve circulation and prevent or reduce swelling.

■ Wear comfortable shoes and clothing.

■ Take along light snacks and juice to prevent hunger and avoid nausea.

■ Do not take motion sickness pills or any other medications before first checking with your caregiver.

■ Take time to eat regular, nutritious meals.

■ Eat plenty of high-fiber foods to prevent constipation.

■ Get your usual amount of sleep and rest often, elevating your feet when possible.

■ When traveling far from home, take a copy of your medical record and get the name of an area doctor or facility where you could go for treatment if necessary.

■ If traveling overseas, drink only bottled beverages and do not use ice in your drinks. Avoid eating raw, unpeeled fruits or vegetables, as well as raw or undercooked meat. Make sure that any milk you drink has been pasteurized.

■ If traveling by car, avoid riding for more than six hours a day. Stop every one to two hours to walk around—and always wear a seat belt.

■ If traveling by air, sit in an aisle seat for the greatest comfort. Wear layers of clothing so that you can make adjustments as the cabin temperature changes. Drink plenty of fluids to prevent dehydration.

■ Avoid flying in small aircrafts that do not have pressurized cabins. When flying over 7,000 feet, oxygen levels for the baby may be affected.

Many airlines have policies for pregnant travelers. Although they do not have any restrictions during the first and second trimesters, some airlines require both a letter from the doctor (signed within seventy-two hours of travel) and clearance from the airline for passengers who are traveling close to their due date. Check for specific details with your airline before making travel plans.

The best guideline you can follow when traveling is to keep your plans flexible and change them according to your body’s signals. If you use common sense, traveling during pregnancy can be a pleasure, not an inconvenience.




Dental Care

Many pregnant women experience gum tenderness or bleeding due to an increase in hormone levels. It is important to continue daily brushing using a soft-bristled toothbrush and fluoride toothpaste. Brushing after every meal or at least twice a day and flossing can reduce the chance of developing the gum infection gingivitis during pregnancy. The bacteria that cause gingivitis and cavities have been associated with preterm labor. If left untreated, gingivitis can lead to periodontitis in which the infection erodes the bones and surrounding tissues. Maternal periodontal disease is associated with an increased risk for preeclampsia according to a meta-analysis in 2013.2

Continue to keep your regular dental checkups. The American Dental Association recommends that pregnant women avoid x-rays until after delivery, but if they are necessary, a special apron must be applied to prevent fetal exposure. In addition, a protective thyroid collar should be used. One study concluded that even low doses of radiation around the head and neck increase the woman’s risk of delivering a low birth weight baby.3


Hints for the Partner


	
[image: chpt_fig_385.jpg] Place your head close to your mate’s abdomen and talk or sing to your baby.

	
[image: chpt_fig_385.jpg] Continue the romance.

	
[image: chpt_fig_385.jpg] Be aware that your desire for sexual relations with your partner may increase or decrease after you learn of the pregnancy. This is normal.

	
[image: chpt_fig_385.jpg] Sexual relations will not harm the fetus in a normal pregnancy.

	
[image: chpt_fig_385.jpg] If you are having trouble with your regular love-making positions, try alternate ones.





If you need dental work, a local anesthetic can be administered and most antibiotics can be taken. Always inform your dentist that you are pregnant and check with your obstetrician or midwife if you have a question about the prescribed medications.




Sexual Relations During Pregnancy

The way in which you and your partner react to your changing body, coupled with how comfortable you are discussing these feelings, will play a role in your attitude toward lovemaking. Your partner may find you even more desirable now because your body is carrying his child. Or he may worry that sexual intercourse might cause the growing baby harm or cause you to have a miscarriage. Unless you have a history of miscarriage or other medical problems, this concern is unnecessary. Check with your caregiver for reassurance.

At the beginning of your pregnancy, together, you and your partner should decide to remain physically close, even if you go through times of lessened sexual activity. Touching, snuggling, caressing, or massaging—not necessarily leading to sex—can keep both of you feeling open, warm, and loving toward one another. Accepting both positive and negative feelings is a necessary part of dealing with and coming to terms with the pregnancy. Openly communicating with one another and, of course, with your caregiver will help ensure that your pregnancy gets off to good start.

Early pregnancy classes are good places to talk about sexuality and your changing body in relation to lovemaking. Prepared childbirth classes are also good for discussing this subject; however, by the time you take them, much of your pregnancy will be behind you.

The first trimester can be an exciting time for both you and your partner. It is common to feel very good about yourself and your pregnant body. You may feel unusually close to your mate and very beautiful, exhilarated at the thought of a new life growing within you. You might also find yourself easily fatigued, nauseated, anxious, and very emotional. Your partner may be proud and excited about the new life he has helped to create. At the same time, your spouse may feel anxious or rejected because you are now concentrating your love and attention on your developing child.

The first three months are certainly a time of adjustment for both you and your mate. Wide mood swings will be normal for both of you. You will also experience changes in your body and in your relationship. While you continue to love each other as much as or even more than before the pregnancy, your physical expression of that love is likely to be altered—sometimes to a surprising degree! Please be assured that this is not unique to you. Whatever your feelings, desires, needs, or concerns, they have been experienced by countless other couples. Be aware that pregnancy encompasses a wide range of emotions, needs, and concerns. Some women experience increased sexual desires during the first trimester; others, especially if they are feeling nauseated or fatigued, have less of a desire. Even if you are nauseated, you will still appreciate soothing touches and caresses (as well as good back rubs) from your partner. Both of you will enjoy warm hugs and kisses.

During the second trimester, your growing uterus will begin to bulge, although not to the extent that it is in the way or makes sex uncomfortable. Some women experience a decline in sexual enjoyment as the pregnancy advances, while others feel increased pleasure. Again, if you are open with each other and responsive to each other’s sexual needs, you can eliminate most problems before they begin.


[image: fig_36_1.jpg]


Some of your initial physical complaints will probably disappear by the third or fourth month. Usually, the nausea and fatigue have passed, and you will feel more relaxed now that the chance of miscarriage has diminished.

As you move into the third trimester, however, you may find that simple movements, such as getting in and out of bed, bending forward, and even standing, walking, or sitting, can be very awkward and difficult. This physical clumsiness may keep you from enjoying sexual intercourse. On the other hand, increased pelvic congestion may arouse sexual desires that are relieved by orgasm. Your partner may also feel some restraints in enjoyment. He may be uncomfortable feeling the baby move during lovemaking sessions. He may also initiate sex less frequently as he assumes a more protective role. Do not misinterpret this as rejection.

As your waistline expands and your body enlarges, you may start to view yourself differently and find it difficult to feel sexy. This feeling may be reinforced by other people’s attempts at humor when they comment on your changing shape. Just remember, you are pregnant, not fat, and this growth is essential for a healthy baby. You can be assured that your former figure will return after you have given birth.


[image: fig_37_1.jpg]


You may have already tried a variety of positions to increase your comfort during intercourse. If your pregnancy has advanced to the point where it is almost “in the way,” you may find that having your partner on top but slightly to the side will avoid the discomfort that was caused by his weight pressing on your abdomen. This position also gives you more mobility and lessens penetration of the penis. You may discover that being on top is more comfortable, as you can better control the degree of penetration. Some couples, however, find that this position results in deeper penetration and causes more discomfort.

Side-lying positions can be comfortable and satisfying, as can entry from behind while you are lying on your side or as you kneel or stand while using the bed for support. In these positions, you can control the degree of penetration and relieve abdominal pressure. You can also lie close to the edge of the bed and have your partner support your legs with his arms or shoulders. Needless to say, experimenting to find the position that affords the most comfort and satisfaction is important, as is a sense of humor!

Many couples find alternatives to intercourse at this point in the pregnancy. Remember that massaging, touching, and caressing provide close physical contact, which is just as important as intercourse for both of you. Some couples find that genital manipulation and mutual masturbation provide sexual gratification. Even self-masturbation can be relieving. Some couples enjoy oral sex. However, a word of caution here is necessary. Air should not be forced into the vagina at any time during pregnancy. Because of increased vascularity during pregnancy, air that passes into the uterus can enter the woman’s bloodstream and cause an air embolism—a rare phenomenon that can result in death. If you enjoy oral sex, it is fine to continue the practice as long as you are aware of this one restriction.

Unless you are spotting or have a history of miscarriage, consider your pregnancy a sign of physical health. This means you should continue your life as normally as possible, keeping in mind that intercourse will not harm your baby and can be continued throughout pregnancy. If you experience pain in your pelvic region or observe blood or fluid, contact your caregiver immediately.
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When to Avoid Sex During Pregnancy


	
[image: chpt_fig_385.jpg] If you are at risk for preterm labor.

	
[image: chpt_fig_385.jpg] If you have a placenta previa (low-lying placenta).

	
[image: chpt_fig_385.jpg] If you have an incompetent cervix.

	
[image: chpt_fig_385.jpg] If you experience vaginal bleeding.

	
[image: chpt_fig_385.jpg] If your membranes have ruptured or you are leaking fluid.

	
[image: chpt_fig_385.jpg] If you have an active herpes lesion.

	
[image: chpt_fig_385.jpg] If you experience pain with intercourse.

	
[image: chpt_fig_385.jpg] If you have a vaginal infection or an undiagnosed vaginal discharge.





Be aware that orgasms will cause the uterus to contract. However, the uterus contracts the same way with Braxton-Hicks contractions, which are perfectly natural during pregnancy. But, if are at risk for preterm labor and your caregiver advises against orgasms, you must understand that this means via masturbation as well. You may also need to adjust two other practices. First, avoid touching your nipples as this releases oxytocin, a hormone that causes uterine contractions. Second, if you are permitted to continue having intercourse, your partner may need to wear a condom. This is because semen contains prostaglandins, which can also stimulate contractions. In addition, your caregiver should let you know if you have a medical problem that requires you to alter your position or frequency of intercourse, or to stop altogether. Otherwise, most professionals believe that couples can continue to enjoy intercourse until labor begins. Therefore, experiment and enjoy!






FOOD PRODUCTS

A number of food items contain certain substances—caffeine, artificial sweeteners, food additives, and particular herbs—that may have an effect on the developing baby. Over the years, new research and information has caused the Food and Drug Administration (FDA) to review and alter its recommendations regarding the use of these items by pregnant women. The most current guidelines for these products are presented in the following discussion.


Caffeine

Caffeine is a stimulant that is present in coffee, tea, cola drinks, chocolate, and some over-the-counter medications. Researchers have looked at the effects of heavy caffeine consumption (over 300 milligrams per day) on pregnancy and the developing fetus.

While some studies have linked caffeine with miscarriage, other studies have disagreed. One report reviewed fifteen epidemiologic studies and decided that due to limitations in the methods used to collect the data, the link between caffeine and miscarriage was inconclusive.4 Some studies have linked high caffeine intake to low birth weight and preterm delivery.5 But other factors such as maternal smoking may have also contributed to these problems. These effects, however, were not observed with moderate caffeine consumption.6

Upon ingestion, caffeine quickly crosses the placenta to the fetus. The amount of caffeine in the fetal blood remains higher for a longer period of time due to the developing baby’s immature metabolism.7 In the last months of pregnancy, the woman metabolizes caffeine at a slower rate, so the effects on the fetus may be increased. Moderate caffeine can affect fetal heart rate, causing an irregular heartbeat; it can also affect the baby’s movement.8 Once the woman removes caffeine from her diet, these effects are reversed. According to the authors of Drugs in Pregnancy and Lactation, moderate caffeine consumption does not pose a “measurable risk to the fetus.” When used in moderation (under 200 milligrams a day), there is no proven association with congenital malformations, spontaneous abortions, preterm birth, and low birth weight.

Caffeine is found in many common food and nonfood items. It is also present in a number of products that may surprise you. Table 5.1 on page 102 lists a number of these foods, along with their caffeine content. Fortunately, many delicious decaffeinated coffees and teas are now available. Do keep in mind, however, that coffee, tea, and soft drinks have no nutritional value. Milk and water should make up the bulk of your fluid intake for maximum nutrition.





Artificial Sweeteners


Artificial sweeteners are added to many foods, drinks, and medications. They can also be purchased in individual serving sizes and/or in bulk for use in cooking. Although the question of their safety has been a matter of controversy, the FDA has deemed the following artificial sweeteners safe—even for pregnant women:

■ Aspartame (NutraSweet, Equal, NatraTaste)

■ Neotame

■ Sucralose (Splenda)

■ Acesulfame potassium (Sunett)

■ D-Tagatose (Naturlose)

■ Saccharin (Sweet’n Low)

■ Steviol glycosides (stevia)

Aspartame, which has been on the market since the 1980s, is added to many food products and beverages. Sold as NutraSweet, Equal, and NatraTaste, this artificial sweetener is available in blue individual serving packets. Some researchers caution that aspartame has addictive properties and may also lead to neurological disease and cancer. The FDA, after recently reviewing multiple studies, states that it “finds no reason to alter its previous conclusion that aspartame is safe.”9 However, women with the genetic condition known as phenylketonuria (PKU) must avoid aspartame because it contains phenylalanine. Neotame, a derivative of aspartame, was approved by the FDA in 2002. Unlike aspartame, neotame does not break down during cooking.

Sucralose, known by the trade name Splenda, is derived from table sugar (sucrose). When ingested, sucralose is not metabolized, so it is almost calorie free. Sold in individual yellow packets as well as bulk form for cooking, Splenda is used in a variety of products including baked goods, baking mixes, beverages, puddings, salad dressings, coffee and tea products, jellies, syrups, and chewing gum.

Acesulfame potassium, sold under the brand name Sunett, has been approved since 1988 as a tabletop sweetener, and more than ninety studies verify its safety.10 It is often combined with other sweeteners and has a long shelf life. D-Tagatose is another artificial sweetener that is generally considered safe by the FDA. It is found in many food products, including candy, light ice cream, cereals, chewing gum, and diet sodas.

Stevia is a newer plant-based sweetener that is 200 to 300 times sweeter than table sugar. It is considered safe by the FDA.11

Saccharin is the original artificial sweetener and is widely available in the form of Sweet’n Low (in the pink packets). Early studies identified saccharine as a carcinogen, and packets of Sweet’n Low contained a warning label stating that its use caused can- cer in laboratory animals. But in 2000, the US National Toxicology Program removed it from the list of established human carcinogens.12

Artificial sweeteners used in moderation should not pose a health risk to you or your baby. Since many products that contain artificial sweeteners have no nutritional value or are considered junk food, it is wise during the pregnancy to limit your intake of these products. Avoid soft drinks altogether and opt for water, milk, or juice instead.




Herbs

A variety of herbal remedies are readily available in the form of pills or tinctures. Although a number of herbs can be useful during pregnancy, over-the-counter products are unregulated, making it difficult to determine the amount of active ingredients in the different brands. Because of this, the FDA does not recommend the use of medicinal herbal products during pregnancy. Some practitioners, however, are specialists in their use; they can provide advice if you choose to use herbs while pregnant.

If you enjoy herbal teas, choose those with familiar ingredients such as mint, orange extract, strawberry leaf, fennel seed, lemon verbena, rosehips, alfalfa, or lemon grass leaf. Many women have found ginger root and peppermint leaf teas to be helpful when coping with morning sickness. Be aware that while some herbs may be fine in small doses, larger quantities may be a concern. For example, the use of rosemary in cooking should not pose a problem, but large quantities taken medicinally might stimulate contractions. Women with a history of miscarriage or preterm labor should also avoid large quantities of red raspberry leaf tea as it may cause uterine contractions. It’s best to refrain from drinking this tea or to at least wait until the second trimester.

Many herbs stimulate the uterus or hormonal activity and are unsafe for all pregnant women. Do not use blue or black cohosh, pennyroyal, mugwort, ephedra (ma huang), dong quai, St. John’s wort, feverfew, saw palmetto, goldenseal, or yohimbe.




Food Additives

Many of the processed foods we eat contain food additives. Preservatives increase shelf life and reduce spoilage; flavor enhancers make food taste better; and color additives make them look better. Although most additives are considered safe to consume during pregnancy, there are a few that you should avoid:

■ Nitrates. Nitrates prevent rancidity and bacterial growth in meats and meat products. They are commonly found in cured meats, such as bacon, hot dogs, and luncheon meats. Nitrates have been linked to cancer-causing substances in animals, so they should be avoided not only by pregnant women, but by everyone. It’s best to eat only fresh meats, poultry, and fish; but when choosing cured meats, look for brands that do not contain nitrates.

If your water comes from an underground source, have it tested for nitrates and nitrites. Nitrates, which convert to nitrites when consumed, are often used in fertilizer and can enter the water system through the soil. Excessive levels in drinking water can cause serious health risks. In children, it can interfere with blood’s ability to carry oxygen, which can be fatal. Excessive long-term exposure can also affect the spleen.

■ Olestra. An artificial fat substitute, olestra is used in a growing number of snack foods, such as potato chips, crackers, corn chips, and tortilla chips. Olestra is not absorbed by the body, but it has been linked to abdominal cramping and diarrhea in some individuals. Because olestra hasn’t been tested thoroughly enough, it is wise to avoid it during pregnancy. In addition to snacks containing olestra, you should limit your intake of all processed snack foods, which are typically high in fat, sugar, and/or salt. Choose fresh fruit, raw vegetables, or other healthy snack choices instead.

■ Monosodium glutamate (MSG). A flavor enhancer commonly added to soups, bouillon, canned vegetables, processed meats, and Asian food, MSG has been classified by the FDA as a food ingredient that is “generally recognized as safe.” It has, however, been linked to a number of adverse short-term reactions, such as headaches, facial tingling or tightness, sweating, mouth numbness, and heart palpitations. The symptoms are mild in most people, although some experience more severe reactions.

Minimize or avoid consumption of foods and beverages that contain these additives. Be sure to always read food labels carefully.







MEDICATIONS


As Americans we are a drug-oriented society. We routinely take—and encourage our children to take—medicine, often without considering that even those sold over-the-counter are drugs. Virtually all drugs and medications that are taken during pregnancy cross the placenta and reach the baby, who often gets an equal amount of the drug dosage. Fetal growth and development are so rapid that a drug can have a profound effect on the baby, even though it is considered mild. Many drugs are harmful when taken at particular stages of the pregnancy or if they are used in conjunction with other drugs or agents. The exact connections between some drugs and birth defects are difficult to trace, since humans are not used as experimental subjects. Therefore, be careful about taking or using any drug during pregnancy. No drug is known to be safe, even though it may not be considered harmful. Always weigh the potential risks against the possible benefits before taking any medication.

Often, a drug-free treatment can provide relief. For example, a headache may be caused from tension or by going for a long period without eating. Lie down, put on some relaxing music, and apply an ice bag to your head. Try eating, if you haven’t done so in awhile. Some people have found headache relief by applying firm fingertip pressure to acupressure points—the temples, the area midway between the eyebrows, and the back of the neck along the hairline. You may find circular massage to be more effective than direct pressure for this. The pressure points will be tender to the touch, which will help you locate the correct spots. (For more information on acupressure and pain relief, see page 154.)

Backaches are often caused by poor posture. Using good body mechanics and the Pelvic Rock (see page 117) can be more beneficial for relieving backache than taking a pill. Constipation can be avoided by consuming a high-fiber diet, drinking plenty of fluids, and getting enough exercise.

If you do develop a medical problem, such as a urinary tract infection, or you have a pre-existing condition, such as diabetes, asthma, or heart disease, you may have to take medication. Not treating these conditions properly can be more dangerous to the fetus than the medication. If you have a chronic health problem, be sure to discuss it with your doctor so she can review the medications and determine which can be used safely during pregnancy. Most caregivers try to avoid prescribing any medications during the first trimester unless it is absolutely necessary.

If you have pain or fever, your doctor may recommend acetaminophen (Tylenol). Take only the recommended dose as taking more can affect the liver. Do not use aspirin or ibuprofen (Advil, Motrin), as these products can cause bleeding. Occasionally, your caregiver will prescribe aspirin for women who are at risk for complications from preeclampsia. Do not take aspirin without specific orders from your doctor.

If you get a cold or flu during pregnancy, remember that most medications for these illnesses will only relieve symptoms. Taking them will not cure you any faster and may actually harm your baby. Try treating your symptoms with nondrug methods instead. Drink plenty of fluids and rest. Saline nasal spray or a vaporizer may relieve a stuffy nose. If, however, your symptoms are severe, your caregiver may recommend a decongestant such as Sudafed. If you have sinus pressure, placing warm compresses over the sinus area may provide relief. If you have a cough, sucking on a cough drop or using a product such as Robitussin DM, which contains guaifenesin (an expecto-rant) and dextromethorphan (a cough suppressant), may be of help. Do not take zinc lozenges without the approval of your doctor.

Since asthma attacks can be life threatening, asthma symptoms should always be treated. Treating mild to moderate asthma symptoms can inhibit intrauterine growth restriction (IUGR), low birth weight, and preterm birth.13 These conditions are possibly the result of a decrease in oxygen to the fetus. Asthma medications that are inhaled are preferred.

Heartburn is a common complaint during pregnancy. For relief, it is safe to take an antacid such as TUMS, Maalox, Mylanta, Gas-X, and Di-Gel. (See page 31 for a list of heartburn remedies.)

Retinoid drugs, which are used to treat acne, are extremely hazardous to the developing fetus. Taking them can result in miscarriage, preterm delivery, or infant death. Even small doses can cause birth defects, such as hydrocephaly (excess fluid in the brain), microcephaly (small head), mental retardation, eye and ear abnormalities, cleft lip and palate and other facial abnormalities, and heart defects.14 Women who take isotretinoin as Amnesteem or Claravis should stop taking the drug and wait over a month before trying to conceive. Also avoid topical treatment for acne and sun damaged skin that contains Retin-A, Renova (tretinoin), or Differen (adapalene), as their safety is still being studied.

Soriatane (acetretin), another retinoid drug used to treat severe psoriasis, has been implicated in a number of serious birth defects, including craniofacial and heart deformities, spina bifida, and limb defects. Do not get pregnant for at least three years after using this drug.15 If you have consumed alcohol either while taking Soriatane or during the two months after taking the medication, the alcohol will convert the medication to Tegison (etretinate), another psoriasis medication that should never be used by women who plan to have children. This drug stays in the system indefinitely.16 Vesanoid (tretinoin) is a drug used to treat a certain form of leukemia. It should not be taken during pregnancy as it can cause birth defects. Women should not get pregnant for one month following treatment with this medication.17

Unless it is absolutely necessary and taken under the approval of your caregiver, avoid using any medication during pregnancy, particularly during the first trimester. Even over-the-counter drugs can affect the developing baby.




CIGARETTE SMOKING

Smoking during pregnancy is considered one of the leading preventable causes of low birth weight, one of the leading causes of infant illness, disability, and death. Cigarette smoke contains nicotine, carbon monoxide, and many other chemicals that constrict blood flow to the fetus. This reduces the amount of oxygen and nutrients that the infant receives. Consuming high amounts of caffeine in addition to smoking increases the risk of delivering a baby with lower birth weight than smoking alone.18 A recent study showed that smoking during pregnancy also increases the risk of having a baby born with defects such as fused, extra, or missing fingers or toes.19 If a woman stops smoking by the end of her first trimester of pregnancy, she is no more likely to have a low birth weight baby than a woman who has never smoked.


[image: fig_42_1.jpg]
“Those cigarettes are killing me!”



Pregnant smokers typically give birth to babies who weigh about eight ounces less than those of nonsmokers. They also have a greater chance of miscarriage, ectopic pregnancies, placental malformations, preterm births, placental abruptions, and stillbirths. Their babies also have a higher incidence of sudden infant death syndrome (SIDS) and are more likely to have developmental difficulties, such as short attention spans and hyperactivity. Expectant mothers who smoked more than twenty cigarettes a day were more likely to have infants with cleft lip and palate.20 After delivery, babies of smokers may also experience withdrawal symptoms—they may be jittery and difficult to soothe.

If you smoke, try to stop or cut down as much as possible. A direct relationship exists between the number of cigarettes a woman smokes per day and the degree to which her baby is affected. And if you are a nonsmoker, try to avoid being around heavy smokers. Nonsmoking pregnant women who are regularly exposed to secondhand smoke are more likely to have babies with a lower birth weight.

Even if their mothers did not smoke during pregnancy, infants who are living in households where people smoke are more than twice as likely to die of SIDS than those living in smoke-free environments.21 They suffer from more lower-respiratory illnesses like bronchitis and pneumonia, as well as ear infections. They are also at greater risk of developing asthma. Research indicates that women who smoke are less likely to breastfeed, thus depriving their infants of this important immunity booster.

Electronic cigarettes, or e-cigarettes, contain nicotine or other chemicals and are not considered safe during pregnancy.22 If you are a smoker, pregnancy is the best time to stop. The immediate and future benefits for you and your unborn baby are immeasurable.


Hints for the Partner

Encourage your mate to:


	
[image: chpt_fig_385.jpg] Use nondrug therapies for her headaches, backaches, and colds.

	
[image: chpt_fig_385.jpg] Avoid alcohol and recreational drugs.

	
[image: chpt_fig_385.jpg] Stop smoking (if she does). And if you smoke, stop as well.








ALCOHOL

Beer, wine, wine coolers, and liquor all contain alcohol, which depresses bodily func-tions such as breathing and heart rate. If you drink alcohol during your pregnancy, it will quickly cross the placenta and saturate the fetal blood supply in the same concentions such as breathing and heart rate. If you drink alcohol during your pregnancy, it will quickly cross the placenta and saturate the fetal blood supply in the same concen tration that is present in your blood. This can have a toxic effect on the developing fetus. Drinking during pregnancy increases the risk of miscarriage, low birth weight, and stillbirth. A meta-analysis in 2010 links consumption of alcohol during the last six months of pregnancy with infant leukemia, a rare disease.23

Babies born to women who are heavy drinkers have a 50-percent chance of having fetal alcohol syndrome (FAS). Common characteristics of this serious condition include mental retardation, slowed body growth before and after birth, learning disabilities, behavioral problems, vision and hearing problems, and damage to the central nervous system. Abnormal facial features, unusually small heads and brains, and heart defects are other FAS characteristics. In the United States, fetal alcohol syndrome is the leading preventable birth defect associated with impairment of mental and behavioral abilities.

There is no known safe level of alcohol consumption for a pregnant woman. Even two drinks a day may cause a lowered birth weight in babies. Be sure to avoid any type of heavy drinking during pregnancy or even if you suspect that you are pregnant. Binging even once is not worth the risk to your baby. Obviously, the wisest course is to give up alcoholic beverages completely during this time.
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“I wish I could tell her what those drinks do to me.”






RECREATIONAL DRUGS

Recreational drugs, including marijuana, cocaine, heroin, amphetamines, and LSD, can all have a negative effect on the developing fetus. Furthermore, any addictive drug that is used throughout pregnancy can cause the newborn to suffer withdrawal symptoms. Women who use recreational drugs are also more likely to smoke cigarettes or consume alcohol. What follows is an overview of these drugs and their possible effects.

■ Marijuana. Studies have indicated that women who smoke marijuana (grass, pot) during pregnancy are at risk for giving birth to a baby with low birth weight. In addition to possibly affecting fetal growth, smoking pot can cause newborns to experience tremors and other withdrawal symptoms. Scientific research also indicates that children who are exposed to marijuana in the womb are at greater risk for developing problems with concentration, memory, and behavior.

As marijuana is becoming legalized throughout the United States, more women are admitting to using it during pregnancy. It is available in many edible products as well as in cigarettes, pipes, and vape pens. Medical marijuana does not contain THC, the substance that causes a “high.” ACOG does not recommend using marijuana during pregnancy, stating that there is no evidence that it is helpful in easing morning sickness.24

■ Cocaine. Cocaine (coke, crack) is another commonly abused drug. It can be injected into a vein, snorted through the nose, or smoked (freebasing). The effects of cocaine on a fetus are alarming. This drug has been implicated in miscarriage, low birth weight, physical malformations, and stillbirth. Babies who are exposed to cocaine in the womb experience severe withdrawal symptoms. Cocaine constricts the blood vessels and can cause a sharp rise in the mother’s blood pressure. A stroke or heart attack, preterm labor, or an abruption of the placenta can result. Follow-up studies on children whose mothers used cocaine during pregnancy concluded that this exposure can lead to behavior problems, cognitive problems, and difficulty with language and memory.25

■ Heroin. During pregnancy, using heroin, which is either smoked or injected into a vein, can cause preterm birth, stillbirth, and low birth weight. Heroin and methadone, which is given to replace heroin at drug treatment centers, are believed to affect the baby’s developing brain and may cause behavioral problems later in childhood. The newborn will be addicted to these drugs and suffer severe withdrawal symptoms. She may have to be gradually weaned off them.

■ Hallucinogens. Popular hallucinogenic drugs such as PCP (angel dust), ketamine (Special K), and LSD (acid) alter the user’s mental state, often to the point where reality is distorted. Because these drugs cause uterine contractions, miscarriage is a risk among pregnant users.

■ Stimulants. Ecstasy, amphetamines (speed, uppers), and methamphetamine are stimulants that can cause insomnia, agitation, and loss of appetite. Pregnant women who take these drugs often do not eat well and may become malnourished. Their babies may have low birth weight, and experience rapid heart rate.

Inhaling the fumes of certain solvents such as airplane glue and paint thinners is another method for a temporary high. During pregnancy, this has been known to cause miscarriage, preterm birth, and birth defects. Another method of getting high—injecting a mixture of the prescription painkiller pentazocine and the antihistamine tripelennamine (T’s and Blues)—may cause the fetus to experience slowed growth and suffer withdrawal at birth. Abusing oral prescription painkillers can also cause the newborn to experience withdrawal symptoms.

By taking recreational drugs, you run the risk of compromising your child’s health and development. The dangers to your unborn child are not worth the temporary high you may experience.




ENVIRONMENTAL CONCERNS

Using hair dye, lying in the sun, sitting in a hot tub, and a number of other activities may be of special concern to you during pregnancy. What follows are some of the most common ones.


Tanning

During pregnancy, be cautious about tanning either in a tanning bed or in the sun. The elevated hormones in pregnancy can cause patches of darker pigmentation, also known as the mask of pregnancy. Tanning will exacerbate this condition. Instead, use self-tanning lotions containing dihydroxy-acetone, which is not absorbed by the skin.




Hot Tubs and Saunas

Prolonged exposure to high heat can increase a pregnant woman’s body temperature, which can have a negative effect on the baby. When the body is immersed in hot water or subjected to an enclosed heated area for a prolonged period, it cannot release the heat that has built up and, in some cases, can cause fever. During the first trimester, the use of hot tubs and saunas has been associated with neural tube defects (spina bifida). And fetal death may result if there are multiple prolonged exposures to this type of high heat.

If you enjoy using a hot tub, make sure that the water temperature does not go above 99°F, as this will elevate your body temperature. (You can monitor the temperature with a thermometer.) Also minimize your exposure to the heat by limiting your time in a hot tub to less than ten minutes. And don’t submerge yourself up to your neck. Keep your upper body out of the water so that it can release some of the heat. Unlike sitting in a hot tub, taking a warm bath is completely safe.




Hair Dyes

There is no evidence that hair dyes are harmful during pregnancy. However, to be on the safe side, it is always best to delay their use until after the first trimester. Also be aware that the hormonal changes that occur during pregnancy may cause hair colorants to be less effective or produce a different result than you are accustomed to.




Plastic Containers and the Microwave

Many of the plastic wraps and containers used for food are labelled “microwave safe.” These products have been specially designed to withstand the heat of a microwave without warping or melting—and they have been tested by the manufacturer. If the item is safe for microwave use, it will be labeled as such.

A “microwave safe” label does not, however, mean that the food microwaved in the container is safe. Plastic containers contain either bisphenol-A (BPA) to make a hard plastic, or phthalates to make the container soft and flexible. Both of these substances can leach into food when microwaved. Plastic wrap should not touch the food, as it may melt, and you should avoid using plastic items such as butter or margarine tubs, whipped topping bowls, and takeout containers in the microwave. It is probably safer to microwave food in glass containers.26




Paint, Solvents, and Other Hazardous Material

Exposure to lead, carbon monoxide, mercury, solvents, cleaning solutions, paint, paint thinners, benzene, and formaldehyde during pregnancy can result in higher incidence of miscarriage and birth defects. Try to avoid or greatly minimize your exposure to all of these products, especially during the first trimester.

After the first trimester, if you plan to paint a room in your home, make sure the area is well ventilated. Minimize exposure even further by wearing protective gear such as gloves and a face mask. If you are planning to remove old paint, first have it checked for lead content. Homes built before 1960 (and even some built after) have a good chance of containing lead-based paint. The Consumer Product Safety Commission warns that there is “no completely safe method for ‘do-it-yourself’ removal of lead-based paint.”27 Hire a professional for this job.

Art paints can also contain various toxic elements such as lead, chromium, cadmium, cobalt, mercury, nickel, and manganese. Flake white (white lead) and Naples yellow (antimony yellow) are the two lead-containing pigments used in oil paints that should be avoided. If you are using these colors, don’t use techniques like spraying or airbrushing, which can cause you to inhale the mist. Using a brush is recommended.
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