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Why Millions of Mums, Dads,
and Doctors Love What to Expect®
When You’re Expecting
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“What every mother can’t do without!”


—NIRA COLYN, MD
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“What to Expect is an incredible pregnancy resource . . .
The book is very user-friendly and has an excellent index . . .
Any topic you can think of can be looked up right away.”


—BRENDA SMALLEGAN, RN, BSN
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“This book quite literally has it all. I have never found a more
complete yet completely enjoyable guide to a healthy,
happy pregnancy.”


—SUSAN KANE, EDITOR-IN-CHIEF, BABYTALK MAGAZINE
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“What to Expect When You’re Expecting is a lifesaver.
¡Muchisimas Gracias!”


—MIGUEL A. CANO, MD, FACOG
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“As a mother this book was my survival guide to getting
through the day.”


—BALA MUNIPALLI, MD
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“A fabulous bible for new mums! I would have been 20 lbs. heavier
and a little less sane without What to Expect When You’re Expecting!”


—CATHERINE SKOBE, MOTHER


“I love these books! They’re full of useful information.”


—SUZY A. THOMPSON, MD
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“I started reading What to Expect When You’re Expecting the
moment I found out I was pregnant. [It] provided me with a road
map to a stress-free pregnancy.”


—CAROLINE GOLDSTEIN, MOTHER
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“Excellent to allay patients’ fears and provide information . . .
I recommend it highly.”


—DONNICA L. MOORE, MD
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“This book revolutionized prenatal care in America.”


—JAMES FAHERTY, MD
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“I read them faithfully for my two pregnancies and as a pediatrician
find them to be right on.”


—SUSAN WALTER MANGIAMELI, MD
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“This is the only book I recommend to my patients!”


—ELIZABETH DOYLE, MD
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“This is the ‘must have’ book for any expectant mother,
whether it’s your first baby or your fifth!”


—SOFIA GARCIA, MOTHER
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“As a maternity designer and as a mother myself, I know
that there is no other book that means so much to so many
pregnant women everywhere.”


—LIZ LANGE
MOTHER, FOUNDER AND CEO, LIZ LANGE MATERNITY
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To Emma and Wyatt, my greatest expectations
To Erik, my everything
To Arlene, with so much love, always and forever
To all the moms, dads, and babies everywhere
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MORE THAN I CAN SAY, TO ARLENE EISENBERG, MY FIRST PARTNER
IN WHAT TO EXPECT AND MY MOST IMPORTANT ONE.
YOUR LEGACY OF CARING, COMPASSION, AND INTEGRITY LIVES ON FOREVER;
YOU’LL ALWAYS BE LOVED AND ALWAYS BE REMEMBERED.
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Thanks A Lot (More)


IF I’VE LEARNED TWO THINGS OVER the last 23 years, it’s that kids don’t raise themselves – and books don’t write themselves (no matter how long you look at a blank screen).


Fortunately, I haven’t had to take either job on by myself. For the kid raising (officially finished, though, let’s face it – does it really ever end?), I’ve had the best partner-in-parenting out there, my husband, Erik – who also happens to be my partner in What to Expect. For the book writing, I’ve had dozens of colleagues and friends pitch in – contributing support, insight, and ideas in the creation (and re-creation . . . and re-creation . . . and re-creation) of four editions of What to Expect® When You’re Expecting.


Some of those helpers have come and gone – but others have stood by since day one, and edition one. Thanks a lot to:


Sandee Hathaway, for all your valuable contributions to What to Expect. You’re a great sister and an even greater friend.


Suzanne Rafer, editor and friend, who has faithfully guided What to Expect from conception through delivery four times over – dotting every “i”, crossing every “t”, deleting every misguided pun (and pair of parens). What’s in a name? When it comes to What to Expect, a lot – and we have Suzanne to thank for the memorable moniker that helped launch not only 29 million copies, but hundreds of headlines, cartoons, and parodies.


Peter Workman, a publisher of uncommon integrity and uncompromising commitment – who believed in our book when bookstores didn’t, who let What to Expect’s grass roots take their slow and steady time sprouting, who never gave up on the little series that could, and did.


Everyone else at Workman who’s helped with our latest delivery: David Matt, for believing in evolution (of Cover Mum), taking artistic chances, and overseeing our very challenging – and very successful – Extreme Makeover. John Gilman, for your extreme patience in this extreme makeover – and for making illustration magic happen. Lisa Hollander, for always being my favourite designing woman, as well as to Weiheng Tang. Tim O’Brien for bringing to life Cover Mum, The Next Generation – and for finally getting her off her rocker. Lynette Parmentier for re-creating as an actual quilt our iconic illustrated quilt. Karen Kuchar for inking our hot mamas (almost makes me want to run out and get pregnant again!) and Tom Newsom for our fabulous fetuses. Irene Demchyshyn for going with the flow and keeping the flow going. And my other phenomenal friends at Workman, including Suz2 (Suzie Bolotin), Helen Rosner, Beth Doty, Walter Weintz, Jenny Mandel, Kim Small, and Amy Corley.


My other partner, Sharon Mazel. You’re my mini-me, my other (better) half, my BFF – and I love you. To the beautiful Daniella, Arianne, Kira, and Sophia, for sharing your amazing mum with me (and for getting sick and breaking bones only when absolutely necessary). And to the doctor in the house, Jay, for his great biology lessons and his good nature – but mostly, for letting me be the other woman in Sharon’s life.


Dr. Charles Lockwood, our remarkable medical adviser, for your concise and precise advice, your meticulous attention to detail (medical and otherwise), and your obvious compassion for mums and babies. It’s truly incredible how much you know, how much you do (I get exhausted just reading your CV), and how much you care.


Steven Petrow (MG), Mike Keriakos, Ben Wolin, Jim Curtis (CSOB), Sarah Hutter, and all my wonderful friends and partners at Waterfront Media, for making our vision of whattoexpect.com and My What to Expect a reality. Thanks, also, to the amazing community of mums – not only for making our site the special place that it is, but for sharing your bellies, babies, and toddlers with me every day.


The two other guys in my life (a girl could get spoiled): Marc Chamlin, for your keen legal eagle eye, your business smarts, your unflagging friendship and support; and Alan Nevins, for your masterful management, phenomenal finessing, endless patience, persistence, and hand-holding.


Jennifer Geddes and Fran Kritz, for helping us get our facts straight (check . . . check . . . check!). Dr. Jessica Wu, for your impeccable pregnancy skin care counsel, and Dr. Howie Mandel, for being such a good sport about the What to Expect questions I’m always sneaking in at my annuals. And always, to always-inspiring Lisa Bernstein, Executive Director of the What to Expect Foundation, for making miracles happen (plump, full-term miracles), and to Zoe, Oh-That-Teddy, and Dan Dubno.


To Erik, my partner in everything I do, always and forever, for all the reasons listed above, and more than I can list. There’s no one I’d rather mix business and pleasure with, and I love you forever. And speaking of love, to my pride and joy (I’m not saying who’s who), Emma (the baby who started it all) and Wyatt (the baby who followed). I love you guys – you’ve made me one lucky mama.


The adorable Howard Eisenberg, father and friend (not necessarily in that order); Victor Shargai (and John Aniello) for your love and support; and to the world’s best (and newly trimmest) in-laws, Abby and Norman Murkoff. And to Rachel, Ethan, and Liz, Sandee’s fantastic three, and to Tim, her Numero Uno.


To ACOG, for being advocates for women and babies, and to all of the doctors, midwives, nurses, and nurse practitioners who work every day to make pregnancy safer and happier for expectant families. Most of all, to all the expectant, new, and old mums (and dads) who’ve helped make each edition of What to Expect better than the last. I’ve said it before, and I’ll say it again, parents are my most invaluable resource – so keep those cards, letters, and e-mails coming!


Thanks again, and again, everybody . . . and may all your greatest expectations come true!




Foreword to
the Fourth Edition


By Charles J. Lockwood, MD
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The Anita O’Keefe Young Professor of Women’s Health
and Chair, Department of Obstetrics, Gynecology and
Reproductive Sciences, Yale University School of Medicine


THE OTHER DAY I RECEIVED A wonderful, heartfelt thank-you letter from a patient. Enclosed was a picture of a strapping college hockey player – whom I had delivered 19 years before! I have the best job on earth. I get to share in the most joyful, exciting, and wondrous moment that human beings will ever experience – the birth of their child – only I get to experience it over and over and over. Sure, being an obstetrician has its share of tough moments – some very tiring ones at 3 A.M., and some very frustrating ones, when the pace of a patient’s labour appears to be glacial. There is the occasional adrenaline rush, the patient with the challenging symptom, and the inevitable flood of complex emotions, but mostly it’s just plain fun.


In a way, my job is a lot like your pregnancy will probably be – every day will bring a little adventure, but most of them will be fun. What to Expect When You’re Expecting is like having a personal obstetrician to guide you through that adventure. I have been recommending this book for years and thoroughly enjoyed reading the fourth edition – because the best just got better. All new, it’s packed with information and useful advice, the kind you would hear from your favourite doctor or midwife – one who is wise but funny, thorough but practical, experienced but enthusiastic, organized but empathetic.


The book starts you off before conception with solid recommendations on what to – and what not to – do before you are expecting. It then gently guides you through conception to your first visit to a provider. It explains what changes you’ll need to make in your lifestyle, job, and diet. One of the book’s best features is a month-by-month – in fact a week-by-week – guide to how your baby is developing and what she or he is doing in your uterus. This is accompanied by a description of how you are developing – and not just your belly but everywhere, from your hair to your toes – and what you should be feeling. It tells you what your provider will do at each visit, and reviews what tests will be ordered and why. Towards the end, it prepares you for the big day, however you might be delivering – vaginally or by caesarean. You’ll learn about birthing plans, how to recognize real labour from false labour, and which labouring positions work. Your questions about back labour, fetal monitoring, episiotomy, pain relief, and anaesthesia will be answered, even if you didn’t know to ask. Then What to Expect guides you through all aspects of the incredible process of birth.


The book also covers the postpartum period, providing tips for differentiating the “blues” from depression. In an important chapter, it covers complications that you can read about if they occur, or skip over if they don’t. It covers pregnancy in women with common medical conditions, such as asthma, high blood pressure, and diabetes – and how to maximize your chances of a normal pregnancy. It also covers what to do if you experience a pregnancy loss, and does it with a wonderful mix of compassion and practicality. Partners are not forgotten: The book provides a very practical guide to being a great birthing partner. And parents-to-be of multiples are included, too. An entire chapter is devoted to their undoubtedly doubled questions and concerns.


As a maternal-fetal medicine specialist, I am impressed by just how much is covered in this book. As an editor, I am impressed by the clear, cogent, and concise writing. As a husband and father, I am impressed that the authors know just what mums-to-be and their partners need to know. The best judges of this book, however, have been the hundreds of patients who have raved about it to me, my staff, and other patients in the waiting room.


If you are reading these words, it’s likely you are either newly pregnant or about to become so. Congratulations! My advice to you is lie back, get comfortable, and read on – you are about to embark on the adventure of a lifetime.




Why This Book
Was Born Again, Again


TWENTY-FOUR YEARS AGO, I DELIVered a daughter and conceived a book within a few hours of each other (it was a busy day). Nurturing both those babies, Emma Bing and What to Expect When You’re Expecting (as well as the next baby, my son, Wyatt – and the other What to Expect offspring) as they’ve grown and evolved over the years has been at once exhilarating and exhausting, fulfilling and frustrating, heartwarming and nerve-racking. And like any parent, I wouldn’t trade a day of it. (Though there was that week when Emma was thirteen . . . okay, make that a year. Maybe two.)


And now I’m thrilled to announce yet another delivery. A brand-new book that I couldn’t be prouder to start showing off and sharing: The fourth edition of What to Expect When You’re Expecting. A cover-to-cover, front-to-back revision that’s been completely rewritten from start to finish – a new book for a new generation of expectant parents (you!), featuring a fresh look, a fresh perspective, and a friendlier-than-ever voice.


What’s new in the new What to Expect? So much that I’m excited about. Week-by-week updates on your little one’s transformation from microscopic bundle of cells to cuddly newborn – the incredible development of your baby-to-be that will make all that heartburn, all those trips to the loo, all that gas, all those pains, and all the sleep deprivation more than worth it. And (speaking of heartburn and gas), more symptoms and more solutions than ever before – and more of your questions answered (even the ones you didn’t know you had yet). There’s an expanded section on working during pregnancy (as if being pregnant weren’t hard enough work!). And going from the practical to the pampered, a brand-new section on expectant beauty: how to love – or at least cope with – the expectant skin you’re in, even when it’s blotchy, pimply, rashy, itchy, too oily, and too dry; which skin, hair, nail, and cosmetic regimens you can stick with and which you’ll have to ditch until delivery. Lots on your pregnant lifestyle (from sex to travel to exercise to fashion), your pregnancy profile (how your obstetrical, medical, and gynecological history may – or may not – affect your pregnancy), your relationships, your emotions. A more realistic than ever chapter on expectant eating that responds to every eating style – from at-the-desk to on-the-run, from vegan to low-carb, caffeine-addicted to junk-food dependent. An expanded section on preconception, a new chapter for all you many mums of multiples. Lots more for that very important (but too often neglected) partner in parenting, the dad-to-be. And, of course, the very latest on all things pregnancy (news you can use, on everything from antenatal diagnosis to labour and delivery and beyond).


And because a cover-to-cover revision wouldn’t be complete without a new cover, there’s one of those, too. Introducing our new cover mum – off her rocker (okay . . . out of that rocking chair, finally), she’s embracing her belly and celebrating one of life’s most magical experiences (and the fact that pregnant women now get to wear cute clothes). She’s thoroughly enjoying her expectant self – and I, for one, couldn’t be happier for her. Almost makes me want to run out and get pregnant again (I said almost).


As always, just as important as what’s different in this fourth edition is what’s the same. When What to Expect When You’re Expecting was first conceived, it was with a single mission in mind: to help parents-to-be worry less and enjoy their pregnancies more. That mission has grown, but it hasn’t changed. Like the first three editions, this fourth one was written to answer your questions, reassure you, relate to you, empathize with you, and help you get a better night’s sleep (at least as good a night’s sleep as you can get when you’re busy running to the loo or fighting off leg cramps and backaches).


I hope you enjoy my new baby as much as I enjoyed creating it – and that it helps you as you go about creating that new baby of yours. Wishing you the healthiest of pregnancies and a lifetime of happy parenting. May all your greatest expectations come true!
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About The What to Expect Foundation


Every parent should know what to expect. That’s why we created The What to Expect Foundation, a nonprofit organization that provides vital antenatal health and literacy support to mums in need – so they, too, can expect healthier pregnancies, safer deliveries, and healthy, happy babies. For more information and to find out ways you can help, please visit our website at whattoexpect.co.uk.









PART 1

First Things
First
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Before You
Conceive


SO YOU’VE MADE THE DECISION TO start a family (or to grow that family you’ve already started). That’s a great – and exciting – first step. But before sperm meets egg to create the baby of your dreams, take this preconception opportunity to prepare for the healthiest pregnancy – and baby – possible. The next steps outlined in this chapter will help you (and dad-to-be) get into tip-top baby-making shape, give you a leg up on conception, and get you to the pregnancy starting gate with all systems go.


If you don’t get pregnant right away, relax and keep trying (and don’t forget to keep having fun while you’re trying!). If you’re already pregnant – and didn’t have a chance to follow these steps before you conceived – not to worry. Conception often sneaks up on a couple, cutting out that preconception period altogether and making those preconception pointers pointless. If your pregnancy test has already given you the good news, simply start this book at Chapter 2, and make the very best of every day of pregnancy you have ahead of you.


Preconception Prep for Mums


Ready to board that cute little passenger on the mother ship? Here are some preconception steps you can take to make sure that ship is in shape.


Get a preconception checkup. You don’t have to consider the type of antenatal care you’d prefer yet (though this is a great time to do so; see facing page), but it would be a good idea to see your doctor for a thorough physical. An examination will pick up any medical problems that need to be corrected beforehand or that will need to be monitored during pregnancy. Plus, your doctor will be able to steer you away from medications that are pregnancy (or preconception) no-no’s, make sure your immunizations are up to date, and talk to you about your weight, your diet, your drinking and other lifestyle habits, and similar preconception issues.


Start thinking about antenatal care. Your health-care choices will depend on where you live, but you might want to start considering which hospital in your area would best suit you. Perhaps chat to local friends who’ve had babies to find out their experiences.


Smile for the dentist. A visit to the dentist before you get pregnant is almost as important as a visit to the doctor. That’s because your future pregnancy can affect your mouth – and your mouth can possibly affect your future pregnancy. Pregnancy hormones can actually aggravate gum and tooth problems, making a mess of a mouth that’s not well taken care of to begin with. What’s more, research shows that gum disease may be associated with some pregnancy complications. So before you get busy making a baby, get busy getting your mouth into shape. Be sure, too, to have any necessary work, including X-rays, fillings, and dental surgery, completed now so that it won’t have to be done during pregnancy.


Check your family tree. Get the scoop on the health history on both sides of the family tree (yours and your spouse’s). It’s especially important to find out if there’s a history of any medical issues and genetic or chromosomal disorders such as Down’s syndrome, Tay-Sachs disease, sickle cell anaemia, thalassaemia, haemophilia, cystic fibrosis, muscular dystrophy, or fragile X syndrome.


Take a look at your pregnancy history. If you’ve had a previous pregnancy with any complications or one that ended with a premature delivery or late pregnancy loss, or if you’ve had multiple miscarriages, talk to your practitioner about any measures that can be taken to head off a repeat.




Putting It All Together


Does looking at this list of to-do’s make you realize there’s a lot to do even before sperm meets egg? Having a hard time knowing where to start? For a list of questions to ask your midwife or doctor, a complete personal medical and obstetrical health history, a family health history chart, and plenty of other helpful information to help you get organized for your baby-making journey, see The What to Expect Pregnancy Journal and Organizer and whattoexpect.co.uk.





Seek genetic screening, if necessary. Also ask your practitioner about being tested for any genetic disease common to your ethnic background: cystic fibrosis if either of you is Caucasian; Tay-Sachs disease if either of you is of Jewish-European (Ashkenazi), French Canadian, or Louisiana Cajun descent; sickle cell trait if you are of African descent; one of the thalassaemias if you are of Greek, Italian, Southeast Asian, or Filipino origin.


Previous obstetrical difficulties (such as two or more miscarriages, a stillbirth, a long period of infertility, or a child with a birth defect) or being married to a cousin or other blood relative are also reasons to seek genetic counselling.


Get tested. While you’re seeing all your doctors and checking out all your histories, ask if you can get a head start on some of the tests and health workups every pregnant woman receives. Most are as easy as getting a blood test to look for:


[image: square] Haemoglobin or haematocrit, to test for anaemia.


[image: square] Rh factor, to see if you are positive or negative. If you are negative, your partner should be tested to see if he is positive. (If you’re both negative, there is no need to give Rh another thought.)


[image: square] Rubella titre, to check for immunity to rubella.


[image: square] Varicella titre, to check for immunity to varicella (chicken pox).


[image: square] Tuberculosis (if you live in a high-incidence area).


[image: square] Hepatitis B (if you’re in a high-risk category, such as health-care worker, and have not been immunized).


[image: square] Cytomegalovirus (CMV) antibodies, to determine whether or not you are immune to CMV (see page 501). If you have been diagnosed with CMV, it’s generally recommended you wait six months before trying to conceive.


[image: square] Toxoplasmosis titre, if you have an outdoor cat, regularly eat raw or rare meat, or garden without gloves. If you turn out to be immune, you don’t have to worry about toxoplasmosis now or ever. If you’re not, start taking the precautions on page 77 now.


[image: square] Thyroid function. Thyroid function can affect pregnancy. So if you have or ever had thyroid problems, or if you have a family history of thyroid disease, or if you have symptoms of a thyroid condition (see pages 172 and 529), this is an important test to have.


[image: square] Sexually transmitted diseases (STDs). All pregnant women are routinely tested for all STDs, including syphilis, gonorrhoea, chlamydia, herpes, human papilloma virus (HPV), and HIV. Having these tests before conception is even better (or in the case of HPV, getting the vaccine; see next page). Even if you’re sure you couldn’t have an STD, ask to be tested, just to be on the safe side.


Get treated. If any test turns up a condition that requires treatment, make sure you take care of it before trying to conceive. Also consider attending to minor elective surgery and anything else medical – major or minor – that you’ve been putting off. Now is the time, too, to be treated for any gynecological conditions that might interfere with fertility or pregnancy, including:


[image: square] Uterine polyps, fibroids, cysts, or benign tumours.


[image: square] Endometriosis (when the cells that ordinarily line the uterus spread elsewhere in the body).


[image: square] Pelvic inflammatory disease.


[image: square] Recurrent urinary tract infections or other infections, such as bacterial vaginosis.


[image: square] An STD.


Update your immunizations. If you haven’t had a tetanus-diphtheria booster in the past 10 years, have one now. If you know you’ve never had rubella or been immunized against it, or if testing showed you are not immune to the disease, get vaccinated now with the measles, mumps, and rubella (MMR) vaccine, and then wait one month before attempting to conceive (but don’t worry if you accidentally conceive earlier). If testing shows you’ve never had chicken pox or are at high risk for hepatitis B, immunization for these diseases is also recommended now, before conception. If you’re under 26, also consider getting vaccinated against HPV, but you’d need to get the full series of three before trying to conceive, so plan accordingly.


Get chronic illnesses under control. If you have diabetes, asthma, a heart condition, epilepsy, or any other chronic illness, be sure you have your doctor’s okay to become pregnant, your condition is under control before you conceive, and you start taking optimum care of yourself now (if you aren’t already). If you were born with phenylketonuria (PKU), begin a strict phenylalanine-free diet before conceiving and continue it through pregnancy. As unappealing as it is, it’s essential to your baby-to-be’s well-being.


If you need allergy injections, take care of them now. (If you start allergy desensitization now, you will probably be able to continue once you conceive.) Because depression can interfere with conception – and with a happy, healthy pregnancy – it should also be treated before you begin your big adventure.


Get ready to throw away your birth control. Ditch that last package of condoms and throw out your diaphragm (you’ll have to be refitted after pregnancy anyway). If you’re using birth control pills, the vaginal ring, or the patch, talk your game plan over with your doctor. Some recommend holding off on baby-making efforts for several months after quitting hormonal birth control, if possible, to allow your reproductive system to go through at least two normal cycles (use condoms while you’re waiting). Others say it’s okay to start trying as soon as you want. Be aware, though, that it may take a few months or even longer for your cycles to become normal and for you to begin ovulating again.


If you use an IUD, have it removed before you begin trying. Wait three to six months after stopping Depo-Provera injections to try to conceive (many women aren’t fertile for an average of 10 months after stopping Depo, so time accordingly).


Improve your diet. You may not be eating for two yet, but it’s never too early to start eating well for the baby you’re planning to make. Most important is to make sure you’re getting your folic acid. Not only does getting enough folic acid appear to boost fertility, but studies show that adequate intake of this vitamin in a woman’s diet before she conceives and early in her pregnancy can dramatically reduce the risk of neural tube defects (such as spina bifida) and preterm birth. Folic acid is found naturally in whole grains and green leafy vegetables, and by law it is also added to most refined grains. But taking a prenatal supplement containing at least 400 mcg of folic acid is also recommended (see page 101).


It’s also a good idea to start cutting back on junk food and high-fat foods and begin increasing whole grains, fruits, vegetables, and low-fat dairy products (important for bone strength). You can use the Pregnancy Diet (Chapter 5) as a good basic, balanced food plan, but you’ll need only two protein servings, three calcium servings, and no more than six whole-grain servings daily until you conceive – plus you won’t have to start adding those extra calories (and if you need to lose some weight preconception, you might need to cut some calories out).


Start modifying your fish consumption according to the guidelines for expectant mums (see page 112). But don’t cut out fish, because it’s a great source of baby-growing nutrients.


If you have any dietary habits that wouldn’t be healthy during pregnancy (such as periodic fasting), suffer or have suffered from an eating disorder (such as anorexia nervosa or bulimia), or are on a special diet (vegan, macrobiotic, diabetic, or any other), tell your doctor.




It Takes Two, Baby


Sure, you’re closer than ever physically now that you’re trying to make a baby (that’s something baby-making efforts just about guarantee) – but what about your love connection? As you strive to form that perfect union (of sperm and egg), are you neglecting the other significant union in your lives (the two of you)?


When expanding your twosome becomes your number one priority, when sex becomes functional instead of recreational, when it’s less about getting it on than getting it done (and when foreplay consists of running to the loo to check your cervical mucus), relationships can sometimes show the strain. But yours definitely doesn’t have to – in fact, you can keep it healthier than ever. To stay emotionally connected while you’re trying to conceive:


[image: square] Get out. Been-there, done-that mums will tell you that now’s the time for you and your spouse to get out of town – or at least out of the house. Once baby’s on board, your days (and nights) of picking up and taking off will be numbered. (Maternity leave? More like maternity stay!) So take that mini holiday you’ve been saving up for – or that second honeymoon (you can call it a baby-to-be-moon). No time for a holiday? Try something new on the weekends – preferably something that you won’t be able to do once conception cramps your lifestyle (horseback riding or white-water rafting, anyone?). Need something more tame as a twosome? Slip off to a museum on a weekend afternoon, catch a late-night movie (or two), or just linger over dinner at your favourite restaurant (no babysitters necessary).


[image: square] Rev up the romance. Pee-on-a-stick ovulation tests and the pressure to perform (now!) can make sex seem too much like hard work. So bring fun back into the bedroom. Turn up the heat – and not just your basal temperature – with a sexy little nightie, a steamy movie, a sex toy or two, a round of strip poker or nude twister, a new position (kama sutra will be considerably trickier once that belly gets in the way), a new location (serve yourself up on the dining table), or a new tactic (hot fudge on each other instead of on ice cream). Adventurous isn’t in your comfort zone? Ratchet up the romance with a moonlight stroll, dinner by candlelight, cuddling in front of the fireplace.


[image: square] Stay on the same page. Worried that your spouse is more interested in charting the stock market than helping you chart your basal body temperature? Get the feeling that he’s blasé about baby making? Go easy on him. Just because he might not be obsessing over ovulation or going ga-ga every time he passes a baby boutique doesn’t mean he’s not as eager as you are to get the baby show on the road. Maybe he’s just being a guy (laid-back, instead of worked up). Maybe he’s just keeping his tension about conception to himself (so he doesn’t stress you out, too). Maybe he’s focusing on the business end of baby making (he’s working longer hours because he’s concerned about providing a nest egg for the nestling you’ll be creating). Either way, remember that taking the plunge into parenthood is a huge step for both of you – but that you’re taking it as a team. To stay on the same page (even if you’re using different words), communicate as you try to procreate. You’ll both feel better knowing you’re in this together – even if you’re approaching it a little differently.





Take a prenatal vitamin. Even if you’re eating plenty of foods high in folic acid, it’s still recommended that you take a pregnancy supplement containing 400 mcg of the vitamin, preferably beginning two months before you try to conceive. Another good reason to start taking a prenatal supplement preconception: Research indicates that women who take a daily multi-vitamin containing at least 10 mg of vitamin B6 before becoming pregnant or during the first weeks of pregnancy experience fewer episodes of vomiting and nausea during pregnancy. The supplement should also contain 15 mg of zinc, which may improve fertility. Stop taking other nutritional supplements before conceiving, however, since excesses of certain nutrients can be hazardous.


Get your weight in check. Being overweight or very underweight not only reduces the chances of conception, but, if you do conceive, weight problems can increase the risk of pregnancy complications. So add or cut calories in the preconception period as needed. If you’re trying to lose weight, be sure to do so slowly and sensibly, even if it means putting off conception for another couple of months. Strenuous or nutritionally unbalanced dieting (including low-carbohydrate, high-protein diets) can make conception elusive and can result in a nutritional deficit, which probably isn’t the best way to start your pregnancy. If you’ve been extreme dieting recently, start eating normally and give your body a few months to get back into balance before you try to conceive.


Shape up, but keep cool. A good exercise programme can put you on the right track for conception, plus it will tone and strengthen your muscles in preparation for the challenging tasks of carrying and delivering your baby-to-be. It will also help you take off excess weight. Don’t overdo that good thing, though, because excessive exercise (especially if it leads to an extremely lean body) can interfere with ovulation – and if you don’t ovulate, you can’t conceive. And keep your cool during workouts: Prolonged increases in body temperature can interfere with conception. (Avoid hot tubs, saunas, and direct exposure to heating pads and electric blankets for the same reason.)


Check your medicine cabinet. Some – though far from all – medications are considered unsafe for use during pregnancy. If you’re taking any medications now (regularly or once in a while, prescription or over-the-counter), ask your doctor about their safety during preconception and pregnancy. If you need to switch a regular medication that isn’t safe to a substitute that is, now’s the time to do it.


Herbal or other alternative medications shouldn’t necessarily move front and centre in your medicine cabinet, either. Herbs are natural, but natural doesn’t automatically signal safe. What’s more, some popular herbs – such as echinacea, ginkgo biloba, or St. John’s wort – can interfere with conception. Do not take any such products or supplements without the approval of a doctor familiar with herbals and alternative medicines and their potential effect on conception and pregnancy.


Cut back on caffeine. There’s no need to drop that latte (or switch to decaf) if you’re planning on becoming pregnant or even once you become pregnant. Most experts believe that up to two cups of caffeinated coffee (or the equivalent in other caffeinated beverages) a day is fine. If your habit involves more than that, though, it would be smart to start moderating. Some studies have linked downing too much of the stuff to lowered fertility.




Pinpointing Ovulation


Knowing when the Big O (ovulation) occurs is key when doing the Baby Dance (aka trying to conceive). Here are a few ways to help you pin down the big day – and pin each other down for baby-making activities.


Watch the calendar. Ovulation most often occurs halfway through your menstrual cycle. The average cycle lasts 28 days, counting from the first day of one period (day 1) to the first day of the next period. But as with everything pregnancy related, there’s a wide range of normal when it comes to menstrual cycles (they can run anywhere from 23 days to 35 days), and your own cycle may vary slightly from month to month. By keeping a menstrual calendar for a few months, you can get an idea of what’s normal for you. (And when you become pregnant, this calendar will help give you a better estimate of your baby’s due date.) If your periods are irregular, you’ll need to be more alert for other signs of ovulation (see below).


Take your temperature. Keeping track of your basal body temperature, or BBT (you’ll need a special basal body thermometer to do this), can help you pinpoint ovulation. Your BBT is the baseline reading you get first thing in the morning, after at least three to five hours of sleep and before you get out of bed, talk, or even sit up. Your BBT changes throughout your cycle, reaching its lowest point at ovulation and then rising dramatically (about half a degree) within a day or so after ovulation occurs. Keep in mind that charting your BBT will not enable you to predict the day you ovulate, but rather it gives you evidence of ovulation two to three days after it has occurred. Over a few months, it will help you to see a pattern to your cycles, enabling you to predict when ovulation will occur in future cycles.


Check your underwear. Another sign you can be alert for is the appearance, increase in quantity, and change in consistency of cervical mucus (the stuff that gets your underwear all sticky). After your period ends, don’t expect much, if any, cervical mucus. As the cycle proceeds, you’ll notice an increase in the amount of mucus with an often white or cloudy appearance – and if you try to stretch it between your fingers, it’ll break apart. As you get closer to ovulation, this mucus becomes even more copious, but now it’s thinner, clearer, and has a slippery consistency similar to an egg white. If you try to stretch it between your fingers, you’ll be able to pull it into a string a few inches long before it breaks (how’s that for fun in the bathroom?). This is yet another sign of impending ovulation, as well as a sign that it’s time to get out of the bathroom and get busy in the bedroom. Once ovulation occurs, you may either become dry again or develop a thicker discharge. Combined with cervical position (see below) and BBT on a single chart, cervical mucus can be an extremely useful (if slightly messy) tool in pinpointing the day on which you are most likely to ovulate – and it does so in plenty of time for you to do something about it.


Get to know your cervix. As your body senses the hormone shifts that indicate an egg is about to be released from the ovary, it begins to ready itself for incoming hordes of sperm to give the egg its best chance of getting fertilized. One detectable sign of oncoming ovulation is the position of the cervix itself. During the beginning of a cycle, your cervix – that necklike passage between your vagina and uterus that has to stretch during birth to accommodate your baby’s head – is low, hard, and closed. But as ovulation approaches, it pulls back up, softens a bit, and opens just a little to let the sperm through on their way to their target. Some women can easily feel these changes, others have a tougher time. If you’re game to try, check your cervix daily, using one or two fingers, and keep a chart of your observations.


Stay tuned in. If you’re like 20 per cent of women, your body will let you know when ovulation is taking place by sending a bulletin in the form of a twinge of pain or a series of cramps in your lower abdominal area (usually localized to one side, the side where you’re ovulating). Called mittelschmerz – German for “middle pain” – this monthly reminder of fertility is thought to be the result of the maturation or release of an egg from an ovary.


Pee on a stick. Ovulation predictor kits (OPKs) are able to pinpoint your date of ovulation 12 to 24 hours in advance by measuring levels of luteinizing hormone, or LH, which is the last of the hormones to hit its peak before ovulation actually occurs. All you have to do is pee on a stick and wait for the indicator to tell you whether you’re about to ovulate (talk about easy).





Cut down on alcohol. Start thinking before drinking. Although a daily drink will not be harmful in your pregnancy-preparation phase, heavy alcohol consumption can interfere with fertility by disrupting your menstrual cycle. Plus, once you’re actively trying to conceive, there’s always the possibility that you’ll have succeeded – and drinking during pregnancy isn’t recommended.


Quit smoking. Did you know that smoking can not only interfere with fertility but also cause your eggs to age? That’s right – a 30-year-old smoker’s eggs act more like 40-year-old eggs, making conception more difficult and miscarriage more likely. Kicking the habit now is not only the best gift you can give your baby-to-be (before and after birth), but it can make it more likely that you’ll conceive that baby-to-be. For some practical tips to help you quit, check out pages 72–73.




Conception Misconceptions


You’ve heard plenty of old wives’ – and new Internet – tales about how best to make a baby. Here are a few that are ready to be taken off the circuit:


Myth: Having sex every day will decrease sperm count, making conception more elusive.


Fact: Though this was once believed to be true, more recent research has shown that having sex every day around the time of ovulation is slightly more likely to end in pregnancy than having sex every other day. More, apparently, is more.


Myth: Wearing boxer shorts will increase fertility.


Fact: Scientists have yet to rule definitively on the boxers versus briefs debate, but most experts seem to think that the underwear a man favours has little effect on the baby race. Though there is something to be said for keeping the testicles cool and giving them a little breathing room (see page 13).


Myth: Missionary position intercourse is the best way for sperm to reach their target.


Fact: The cervical mucus that turns thin and stretchy around the time of ovulation is the perfect medium for sperm, helping those boys swim up the vaginal tract, through the cervix, past the uterus, and up the fallopian tubes to the awaiting egg. Unless sperm have a motility problem, they’ll reach their target no matter what position you’re in while you’re doing it. It doesn’t hurt, however, to lie down for a while after intercourse so the sperm don’t run out of the vagina before they even get a running start.


Myth: Lubricant will help the sperm hitch a ride to Egg Central.


Fact: Actually, the opposite is true. Lubricants can change the pH balance in the vagina, creating an inhospitable environment for the sperm. So lay off the Astroglide until after your conception mission is accomplished.


Myth: Daytime sex helps you conceive faster.


Fact: Sperm levels do seem to be higher in the morning, but no clinical evidence supports that making hay while the sun shines will increase your chances of conception. (But don’t let that stop you if you’d like to grab a quickie before you grab your lunch-break sandwich!)





Just say no to illegal drugs. Marijuana, cocaine, crack, heroin, and other illicit drugs can be dangerous to your pregnancy. To varying degrees they can prevent you conceiving, and then, if you do succeed, they may be potentially harmful to the fetus and also may increase the risks of miscarriage, prematurity, and stillbirths. If you use drugs, casually or regularly, stop all use immediately. If you can’t stop, seek help before trying to conceive.


Avoid unnecessary exposure to radiation. If X-rays are necessary for medical reasons, be sure your reproductive organs are protected (unless they are being targeted) and the lowest radiation doses possible are used. Once you start trying to conceive, inform any technicians taking X-rays that you could be pregnant, and ask them to take all necessary precautions.


Avoid environmental hazards. Some chemicals – though far from all and usually only in very large doses – are potentially harmful to your eggs before conception and, later, to a developing embryo or fetus. Though the risk in most cases is slight or even just hypothetical, play it safe by avoiding potentially hazardous exposure on the job. Take special care in certain fields (medicine and dentistry, art, photography, transportation, farming and landscaping, construction, hairdressing and cosmetology, dry cleaning, and some factory work). Contact the Health and Safety Executive (HSE) for the latest information on job safety and pregnancy; also see page 192. In some cases, it may be wise to ask for a transfer to another position, change jobs, or take special precautions, if possible, before trying to conceive.


Because elevated lead levels when you conceive could pose problems for your baby, get tested if you have been exposed to lead in the workplace or elsewhere, such as in your water supply or your home (see page 79). Avoid, too, excessive exposure to other household toxins.


Get fiscally fit. Having a baby can be pricey. So, together with your partner, re-evaluate your budget and begin creating a sound financial plan.


Work out those work issues. Find out everything you can about your work rights when pregnant (see page 185). If you’re planning a job switch, you might want to consider finding that perfect family-friendly job now so you won’t have to interview with a belly.


Start keeping track. Become familiar with your monthly cycle and learn the signs of ovulation so you can time intercourse right (see box, page 8). Keeping track of when you have sex will also help you pinpoint conception later on, which will make calculating an estimated date of delivery easier.


Give it time. Keep in mind that it takes an average of six months for a normal, healthy 25-year-old woman to conceive, and longer for women who are older. It may also take longer if your partner is older. So don’t stress if baby magic doesn’t happen right away. Just keep on having fun trying, and give yourselves at least six months before consulting your doctor and, if needed, a fertility specialist. If you’re over 35, you may want to check in with your doctor after three months of trying.


Relax. This is perhaps the most important step of all. Of course, you’re excited about getting pregnant – and, more than likely, at least a little stressed about it, too. But getting tense and uptight about conception could prevent you from conceiving. Learn to do relaxation exercises, to meditate, and to cut down as much as possible on stress in your daily life.


Preconception Prep for Dads


As a dad-to-be, you won’t be providing immediate room and board for your future offspring – but you will be making a vital contribution to the baby-making process (mum can’t do it without you). These preconception steps can help you make conception as healthy as possible.


See your doctor. Though you won’t be the one carrying the baby – at least not until after delivery – you’ll still need a checkup of your own before you begin baby making. After all, making a healthy baby takes the participation of two healthy bodies. A thorough physical can detect any medical conditions (such as undescended testicles or testicular cysts or tumours) that might interfere with conception or a healthy pregnancy for your partner, as well as ensure that any chronic conditions, such as depression, that might interfere with fertility are under control. While you’re at the doctor’s surgery, ask about the sexual side effects of any prescription, over-the-counter, or herbal drugs you are taking. Some can cause erectile dysfunction and lower sperm counts – two things you definitely don’t want going on when you’re in baby-making mode.


Get a genetic screening, if needed. If your partner is going in for genetic testing, consider tagging along, especially if you have a family history of a genetic problem or other indication.


Improve your diet. The better your nutrition, the healthier your sperm and the more likely you’ll conceive. Your diet should be a balanced, healthy one that includes plenty of fresh fruits and vegetables, whole grains, and lean protein. To be sure you get adequate amounts of the most important nutrients (especially vitamin C, vitamin E, vitamin D, zinc, and calcium, all of which appear to affect fertility or the health of sperm), take a vitamin-mineral supplement while you are attempting to conceive. The supplement should contain folic acid; a low intake of this nutrient in fathers-to-be has been linked to decreased fertility as well as to birth defects.


Look at your lifestyle. All the answers are not yet in, but research is beginning to show that the use of drugs – including excessive amounts of alcohol – by the male partner prior to conception could prevent pregnancy or lead to a poor pregnancy outcome. The mechanisms aren’t clear, but drug use and daily heavy drinking can apparently damage sperm as well as reduce their number and can alter testicular function and reduce testosterone levels (not a good scenario when you’re trying to conceive). Heavy drinking (equivalent to two drinks a day or five on any one day) during the month before conception could also affect your baby’s birthweight. Keep in mind, too, that if you cut down on or cut out alcohol, it will be much easier for your partner to do likewise. If you are unable to quit drugs or reduce your alcohol intake, seek help now.


Get your weight on track. Men with a very high BMI (or body mass index, a measure of body fat based on height and weight) are more likely to be infertile than normal-weight men. Even a 9 kg increase in your weight may increase the chance of infertility by 10 per cent, according to researchers. So get your weight in check before trying to conceive.


Stop smoking. No ifs, ands, or butts: Smoking reduces the number of sperm and makes conceiving more difficult. In addition, quitting now will improve the health of everyone in your family, since secondhand smoke is nearly as dangerous to them as firsthand smoke is to you. In fact, it can increase your baby-to-be’s risk of dying of SIDS (sudden infant death syndrome).


Don’t get zapped. High lead levels, as well as some organic solvents (such as those found in paints, glues, varnishes, and metal degreasers), pesticides, or other chemicals can interfere with a male’s fertility, so avoid these or limit your exposure as much as possible in preparation for conception.


Keep ’em cool. Sperm production is impaired when the testicles become overheated. In fact, they prefer to be a couple of degrees cooler than the rest of you, which is why they hang away from your body. So avoid hot tubs and hot baths, saunas, electric blankets, and snug clothing, such as tight jeans. Also avoid synthetic trousers and underwear, which can overheat you in hot weather. And keep your laptop off your lap, since the heat from the device can raise your scrotal temperature and reduce your sperm count. Until you conceive, treat it like a desktop.


Keep ’em safe. If you play any rough sports (including football, basketball, hockey, or horse riding), wear protective gear to prevent injury to the genitals, which can damage fertility. Even too much cycling has the potential to cause problems. According to some experts, the constant pressure on the genitals by a bicycle seat may interfere with conception by damaging arteries and nerves. If you experience genital numbness and/or tingling, and changing seats or lifting yourself off the seat periodically as you ride doesn’t help, it would be a good idea to cut down on cycling during the conception-attempting period. Numb genitals don’t perform as well as they should. If the numbness (and/or tingling) doesn’t go away, see your doctor.


Relax. Sure, you’ve got a lot on your mind as you contemplate bringing a baby into your lives – and yes, now you have a preconception to-do list to get busy on before you actually get busy on making baby. But don’t forget to take the time to relax, too. Stress doesn’t just affect your libido and performance, it also affects your testosterone levels and your sperm production. The less you worry, the more easily you’ll conceive. So relax and enjoy trying!




[image: line2] CHAPTER 2 [image: line2]


Are You
Pregnant?


MAYBE YOUR PERIOD’S JUST A day overdue. Or maybe it’s going on three weeks late. Or maybe your period isn’t even slated to arrive yet, but you’ve got a gut feeling (literally, in your gut) that something’s cooking – like a brand-new bun in your oven! Maybe the only heads-up your body’s given you so far is that missed period. Or maybe you’ve already developed every conceivable symptom of conception. Maybe you’ve been giving baby making everything you’ve got for six months or longer. Or maybe that hot night two weeks ago was your very first contraceptive-free encounter. Or maybe you haven’t been actively trying at all. No matter what the circumstances are that have brought you to this book, you’re bound to be wondering: Am I pregnant? Well, read on to find out.


What You May Be Wondering About


Early Pregnancy Signs


“A friend of mine said she knew she was pregnant even before she took a pregnancy test. Is there any way to figure out whether or not I’m pregnant that early on?”


The only way to be positively positive that you’re pregnant – at least this early on – is to produce that positive pregnancy test. But that doesn’t mean your body is staying mum on whether you’re about to become a mum. In fact, it may be offering up plenty of conception clues. Though many women never feel any early pregnancy symptoms at all (or don’t feel them until weeks into pregnancy), others get lots of hints that there’s a baby in the making. Experiencing any of these symptoms or noticing any of these signs may be just the excuse you need to run to the chemist for a home pregnancy test:


Tender breasts and nipples. You know that tender, achy feeling you get in your breasts before your period arrives? That’s nothing compared to the breast tenderness you might be feeling post-conception. Tender, full, swollen, tingly, sensitive, and even painful-to-the-touch breasts are some of the first signs many (but not all) women notice after sperm meets egg. Such tenderness can begin as early as a few days after conception (though it often doesn’t kick in until weeks later), and as your pregnancy progresses, it could get even more pronounced. Make that a lot more pronounced.


Darkening areolas. Not only might your breasts be tender, but your areolas (the circles around your nipples) may be changing colours. It’s perfectly normal for the areola to darken in hue during pregnancy and even to increase in diameter somewhat in the weeks after conception. You can thank the pregnancy hormones already surging through your body for these and other skin colour changes (much more about those hormones in the coming months).


Goose bumps? Well, not really, but early in pregnancy you may notice an increase and enlargement in the tiny bumps on the areola (called Montgomery’s tubercles) – bumps you may have never noticed before. They’ll resemble goose bumps but are actually glands that produce oils to lubricate your nipples and areolas – lubrication that’ll certainly be welcome when your baby starts sucking on your nipples if you’re breastfeeding. Another sign your body is planning ahead.


Spotting. Some (but certainly not all) women experience spotting when the embryo implants in the uterus. Such so-called implantation bleeding will likely arrive earlier than your expected monthly flow (usually around five to ten days after conception) and will probably appear light to medium pink in colour (rarely red, like a period).


Urinary frequency. Has the toilet become your seat of choice lately? Appearing on the pregnancy scene fairly early (usually about two to three weeks after conception) may be the need to pee with frightening frequency. Curious why? See page 133 for all the reasons.


Fatigue. Extreme fatigue. Make that exhaustion. Complete lack of energy. Super sluggishness. Whatever you call it, it’s a drag – literally. And as your body starts cranking up that baby-making machine, it’ll only get more draining. See page 125 for reasons why.


Nausea. Here’s another reason why you might want to consider moving into the bathroom, at least until the first trimester is finished. Nausea and vomiting – aka morning sickness (if only it were limited to the morning) – can strike a newly pregnant woman fairly soon after conception, though it’s more likely to begin around week 6. For a host of reasons why, see page 127.


Smell sensitivity. Since a heightened sense of smell is one of the first changes some newly pregnant women report, pregnancy might be in the air if your sniffer’s suddenly more sensitive – and easily offended.


Bloating. Feeling like a walking flotation device? That bloated feeling can creep up (and out) on you very early in a pregnancy – though it may be difficult to differentiate between a preperiod bloat and a pregnancy bloat. It’s too soon to attribute any swelling to your baby’s growth, but you can chalk it up to those hormones again.


Rising temperature. Basal body temperature, that is. If you’ve been tracking your first morning temperature with a special basal body thermometer, you might notice that your basal body temperature rises around one degree when you conceive and continues to stay elevated throughout your pregnancy. Though not a foolproof sign (there are other reasons why you may notice a rise in temperature), it could give you advance notice of big – though still very little – news.


Missed period. It might be stating the obvious, but if you’ve missed a period (especially if your periods generally run like clockwork), you may already be suspecting pregnancy – even before a pregnancy test confirms it.


Diagnosing Pregnancy


“How can I find out for sure whether I’m pregnant or not?”


Aside from that most remarkable of diagnostic tools, a woman’s intuition (some women “feel” they’re pregnant within moments of conception), modern medical science is still your best bet when it comes to diagnosing a pregnancy accurately. Luckily, these days there are many ways to find out for sure that you’ve got a baby on board:


The home pregnancy test. It’s as easy as one-two-pee, and you can do it all in the privacy and comfort of your own bathroom. Home pregnancy tests (HPTs) are not only quick and accurate, but you can even start using some brands before you’ve missed your period (though accuracy will get better as you get closer to P-day).


All HPTs measure urinary levels of human chorionic gonadotropin (hCG), a (developing) placenta-produced hormone of pregnancy. HCG finds its way into your bloodstream and urine almost immediately after an embryo begins implanting in the uterus, between 6 and 12 days after fertilization. As soon as hCG can be detected in your urine, you can (theoretically) get a positive reading. But there is a limit to how soon these HPTs can work – they’re sensitive, but not always that sensitive. One week after conception there’s hCG in your urine, but it’s not enough for the HPT to pick up – which means that if you test seven days before your expected period, you’re likely to get a false negative even if you’re pregnant.


Just can’t wait to pee on that stick? Some tests promise 60 per cent accuracy four days before your expected period. Not a betting woman? Wait until the day your period is expected, and you’ll have about a 90 per cent chance of netting the correct result. Test a week later, and the accuracy rate jumps to 97 per cent. Whenever you decide to take the testing plunge, the good news is that false positives are much less common than false negatives – which means that if your test is positive, you can be, too. The other good news: Because HPTs provide a very accurate diagnosis very early in pregnancy – earlier than you would probably consider consulting a doctor or midwife – they can give you the opportunity to start taking optimum care of yourself within days of conception. Still, medical follow-up to the test is essential. If the result is positive, have it confirmed by a blood test and a complete antenatal checkup.


The blood test. The more sophisticated blood pregnancy test can detect pregnancy with virtually 100 per cent accuracy as early as one week after conception (barring lab error), using just a few drops of blood. It can also help date the pregnancy by measuring the exact amount of hCG in the blood, since hCG values change as pregnancy progresses (see page 138 for more on hCG levels). Many doctors order both a urine and a blood test to be doubly certain of the diagnosis.


The medical examination. Though a medical examination can be performed to confirm the diagnosis of a pregnancy, with today’s accurate HPTs and blood tests, the medical examination – which looks for physical signs of pregnancy such as enlargement of the uterus, colour changes in the vagina and cervix, and a change in the texture of the cervix – is considered unnecessary.


A Faint Line


“When I took a home pregnancy test, it showed a really faint line. Am I pregnant?”


The only way a pregnancy test can give you a positive result is if your body has a detectable level of hCG running through it (or in this case, through your urine). And the only way that your body can have hCG running through it is if you’re pregnant. Which means that if your test is showing a line, no matter how faint it is – you’re pregnant.


Just why you’re getting a faint line instead of that loud-and-clear line you were hoping for has a lot to do with the type of test you’ve used (some are much more sensitive than others) and how far along you are in your pregnancy (levels of hCG rise each day, so if you test early, there’s only a little hCG to tap into).


To figure out just how sensitive your pregnancy test is, check out the packaging. Look for the milli-international units per litre (mIU/L) measurement, which will tell you the sensitivity of the test. The lower the number, the better (20 mIU/L will tell you you’re pregnant sooner than a test with a 50 mIU/L sensitivity). Not surprisingly, the more expensive tests usually have greater sensitivity.




Testing for the Irregular


So your cycles don’t exactly run on schedule? That’ll make scheduling your testing date a lot trickier. After all, how can you test on the day that your period’s expected if you’re never sure when that day will come? Your best testing strategy if your periods are irregular is to wait the number of days equal to the longest cycle you’ve had in the last six months – and then test. If the result is negative and you still haven’t gotten your period, repeat the test after a week (or after a few days if you just can’t wait).





Keep in mind, too, that the further along in your pregnancy you are, the higher your levels of hCG. If you’re testing very early on in your pregnancy (as in a few days before your expected period or even a few days after your expected period), there might not be enough hCG in your system yet to generate a no-doubt-about-it line. Give it a couple of days, test again, and you’ll be sure to see a line that’ll erase your doubts once and for all.


No Longer Positive


“My first pregnancy test came back positive, but a few days later I took another one and it came back negative. And then I got my period. What’s going on?”


It sounds like you may have experienced a chemical pregnancy, a pregnancy that ends practically before it even begins. In a chemical pregnancy, the egg is fertilized and begins to implant in the uterus, but for some reason it never completes implantation. Instead of turning into a viable pregnancy, it ends in a period. Though experts estimate that up to 70 per cent of all conceptions are chemical, the vast majority of women who experience one don’t even realize they’ve conceived (certainly in the days before home pregnancy tests, women didn’t have a clue they were pregnant until much later). Often, a very early positive pregnancy test and then a late period (a few days to a week late) are the only signs of a chemical pregnancy, so if there’s a downside to early home pregnancy testing, you’ve definitely experienced it.


Medically, a chemical pregnancy is more like a cycle in which a pregnancy never occurred than a true miscarriage. Emotionally, for women like you who tested early and got a positive result, it can be a very different story. Though it’s not technically a pregnancy loss, the loss of the promise of a pregnancy can also be upsetting for both you and your spouse. Reading the information on coping with a pregnancy loss on page 574 can help you with your emotions. And keep in mind the fact that conception did occur once for you means that it’ll more than likely occur again soon, and with the happier end result of a healthy pregnancy.




If You’re Not Pregnant . . .


If your pregnancy test is negative this time, but you’d very much like to become pregnant soon, start making the most of the preconception period by taking the steps outlined in Chapter 1. Good preconception preparation will help ensure the best possible pregnancy outcome when you do conceive.





A Negative Result


“I feel as if I’m pregnant, but the three tests I took came back negative. What should I do?”


If you’re experiencing the symptoms of early pregnancy and feel, test or no test – or even three tests – that you’re pregnant, act as though you are (by taking prenatal vitamins, avoiding alcoholic beverages, quitting smoking, eating well, and so on) until you find out definitely otherwise. Pregnancy tests aren’t infallible, especially when they’re taken very early. You may well know your own body better than a pee-on-a-stick test does. To find out if your hunch is more accurate than the tests, wait a week and then try again – your pregnancy might just be too early to call. Or ask your doctor for a blood test, which is more sensitive to hCG than a urine test is.


It is possible, of course, to experience all of the signs and symptoms of early pregnancy and not be pregnant. After all, none of them alone – or even in combination – is absolute proof positive of pregnancy. If the tests continue to be negative but you still haven’t had your period, be sure to check with your doctor to rule out other biological causes of your symptoms. If those are ruled out as well, it’s possible that your symptoms may have emotional roots. Sometimes, the mind can have a surprisingly powerful influence on the body, even generating pregnancy symptoms when there’s no pregnancy, just a strong yearning for one (or fear of one).




Testing Correctly


The home pregnancy test is probably the simplest test you’ll ever take (you won’t have to study for it – but you should read the package directions and follow them to get the most accurate results). The following tips may seem obvious, but in the excitement of the moment (Will I be? Won’t I be?), you might forget a couple of things:


[image: square] Depending on the brand, you’ll either hold the test stick in your stream of urine for a few seconds or collect your urine in a cup and then dip the stick into it. Most tests prefer you use midstream urine because there’s less chance of contamination that way: Urinate for a second or two, stop, hold it, and then put either the stick or the cup in position to catch the rest of the stream.


[image: square] If you’ll need to wait for the results, place the sample on a flat surface away from heat and in a place where it won’t be disturbed. Read the test after the recommended waiting period; not waiting long enough – or waiting too long – can affect the result.


[image: square] It isn’t necessary to use your first-morning urine, but if you’re testing early (i.e., before your period is due), you’re more likely to get an accurate result if you haven’t peed in the past four hours (because your urine will contain more concentrated levels of hCG).


[image: square] Watch for the control indicator (ranging from a horizontal or vertical line to a filled-in circle, or a flashing control symbol in the digital tests) to let you know that the test is working.


[image: square] Look carefully – and before you leap to any conclusions. Any line you see (pink or blue, positive sign, or digital readout), no matter how faint it is (or no matter how faint you feel), means there’s hCG in your system – and a baby likely in your future. Congratulations – you’re pregnant! If the result isn’t positive, and your period still hasn’t arrived, consider waiting a few days and testing again. It may have just been too soon to call.





Making the First Appointment


“The home pregnancy test I just took came back positive. When should I book an appointment to see my doctor?”


Good antenatal care is one of the most important ingredients in making a healthy baby. So don’t delay. As soon as you suspect you might be pregnant or have a positive home pregnancy test result, call your doctor to book an appointment. Just how soon you’ll be able to come in for that appointment may depend on surgery traffic and policy. Some doctors will be able to fit you in within a day or two, while some very busy surgeries may not be able to accommodate you for several days. When pregnancy has been confirmed, it’s actually routine procedure to wait until a woman is six to eight weeks pregnant for that first official antenatal booking with the midwife.


But even if your official antenatal care has to be postponed until midway through the first trimester, that doesn’t mean you should put off taking care of yourself and your baby. Regardless of when you get in to see your midwife, start acting pregnant as soon as you see that positive readout on the HPT. You’re probably familiar with many of the basics (take your prenatal vitamins, cut out alcohol and smoking, eat well, and so on), but don’t hesitate to call your doctor’s surgery if you have specific questions about how best to get with the pregnancy programme. You may even be able to pick up a pregnancy packet ahead of time (many surgeries provide one, with advice on everything from diet do’s and don’ts to prenatal vitamin recommendations to a list of medications you can safely take) to help fill in some of the blanks.


Though having that first antenatal appointment early on isn’t considered medically necessary in a low-risk pregnancy, the wait can be hard to take. If the waiting’s making you unreasonably anxious, or if you feel you may be a high-risk case (because of a history of miscarriages or ectopic pregnancies, for instance), check with the surgery to see if you can see a midwife earlier. (For more on what to expect from your first antenatal appointment, see page 122.)


Your Due Date


“My doctor has told me my due date, but how accurate is it?”


Life would be a lot simpler if you could be certain that your due date is actually the day you will deliver, but life isn’t that simple very often. According to most studies, only 1 in 20 babies is actually born on his or her due date. Because a normal full-term pregnancy can last anywhere from 38 to 42 weeks, most are born within two weeks either way of that date – which keeps most parents guessing right up to delivery day.


That’s why the medical term for “due date” is EDD, or estimated date of delivery. The date your doctor gives you is only an educated estimate. It is usually calculated this way: Subtract three months from the first day of your last menstrual period (LMP), then add seven days – that’s your due date. For example, say your last period began on 11 April. Count backwards three months, which gets you to January, and then add seven days. Your due date would be 18 January.


This dating system works well for women who have a fairly regular menstrual cycle. But if your cycle is irregular, the system may not work for you at all. Say you typically get your period every six to seven weeks and you haven’t had one in three months. On testing, you find out you’re pregnant. When did you conceive? Because a reliable EDD is important, you and your doctor will have to try to come up with one. Even if you can’t pinpoint conception or aren’t sure when you last ovulated, there are clues that can help.


An early ultrasound can accurately date your pregnancy. (Note that not all women get an early ultrasound. Some practitioners perform them routinely, but others will only recommend one if your periods are irregular, if you have a history of miscarriages or pregnancy complications, or if the estimated due date can’t be determined based on your LMP). Later on, there are other milestones that will confirm your date: the first time the fetal heartbeat is heard (at about 9 to 12 weeks with a Doppler), when the first flutter of life is felt (at about 16 to 22 weeks), and the height of the fundus (the top of the uterus) at each visit (for example, it will reach the navel at about week 20). These clues will be helpful but still not definitive. Only your baby knows for sure when his or her birth date will be . . . and baby’s not telling.


[image: allabout]
Your Health-care Team


We all know it takes two to conceive a baby, but it takes a minimum of three – mother, father, and at least one health-care professional – to make that transition from fertilized egg to delivered infant a safe and successful one. Who will that third important member of Team Baby be? Your antenatal care options will vary, according to how and where you want to give birth, your health and the nature of your pregnancy as it progresses, and the facilities available where you live.


Obstetrician? General Practitioner? Midwife?


Where to begin your search for the perfect practitioner to help guide you through your pregnancy and beyond? First, you’ll have to give some thought to what kind of medical credentials would best meet your needs.


Obstetrician. An obstetrician is trained to handle every conceivable medical aspect of pregnancy, labour, delivery, and the postpartum period – from the most obvious question to the most obscure complication.


Obstetric consultants are usually based in hospitals, but in some areas they run antenatal clinics in the community. An obstetrician will typically join your antenatal team only if you need special care – for instance, if you’re diabetic or have another chronic condition, if you are experiencing complications, or if you have a history of problems in pregnancy.


General practitioner (GP). Based in the community rather than in a hospital, most GPs can offer antenatal care, so you can attend the majority of antenatal appointments at your local surgery. If your GP has no special interest or training in obstetrics, or you are not confident that he or she is the best person to care for you during your pregnancy, you can register with a GP on the ‘obstetric list’ (available from your post office, library, Community Health Council or Family Practitioner Committee), returning to your regular GP after your baby is born.


Many GPs ‘share’ antenatal care with a community midwife and consultant obstetrician. You see the GP or midwife for routine appointments, but attend the hospital antenatal clinic for a ‘booking’ appointment, ultrasound scans, and (especially in first or high-risk pregnancies) an appointment with the hospital obstetrician. Hospital doctors and midwives care for you and your baby during your stay in hospital, notifying your GP and community midwives when you return home.


Midwife. Working either in the hospital or in the community, attached to a GP’s surgery or health centre, midwives are the experts in normal pregnancy and birth, and now deliver most babies. A community midwife will call on you at home for the first ten days after delivery to check on the health of both you and your baby.


Health visitor. A registered nurse with additional qualifications and experience, a health visitor is trained to work in the community with people of all ages. When your postpartum care by the community midwives is complete, around day 10, she will make appointments to visit you and your baby at home, may carry out developmental checks, and will continue to be available for preventative care.




Birthing Choices


From start (when to conceive) to finish (how to deliver), pregnancy these days is full of personal choices. Standard NHS hospital care involves delivery either in a room on the hospital labour ward, after which mum and baby move together to postnatal ward, or at a birthing centre led by midwives where you won’t need to move at all.


The following are among the birthing options that you can consider these days. Ask your practitioner about any of these – or any others – that appeal to you (keeping in mind that no firm birthing decisions can be made until further into your pregnancy, and many can’t be finalized until the delivery itself):


Birthing rooms. The availability of birthing rooms in birthing centres and private hospitals makes it possible for you to stay in the same bed from labour through to recovery (instead of labouring in one room and then being wheeled into a delivery room when you’re ready to push), sometimes even for your entire hospital stay, and for your baby to remain at your side from birth on. Best of all, birthing rooms are cosy and comfy.


Some birthing rooms are used just for labour, delivery, and recovery (LDRs). If you’re in an LDR, you (and your baby, if he or she is rooming in) will be moved from the birthing room to a postpartum room after an hour or so of largely uninterrupted family togetherness. If you’re lucky enough to be in a hospital that offers LDRP (labour, delivery, recovery, postpartum) rooms, you won’t have to do any moving at all. You and baby – and in some cases, dad and even siblings – will be able to stay put from check-in to check-out.


Most private birthing rooms boast an “at-home-in-the-hospital” look, with soft lighting, rocking chairs, pretty wallpaper, soothing pictures on the wall, curtains on the windows, and beds that look more as if they came out of a showroom than a hospital supply catalogue. Though the rooms are thoroughly equipped for low-risk births and even unexpected emergencies, medical equipment is usually stowed out of sight behind the doors of armoires and other bedroom-type cabinetry. The back of the birthing bed can be raised to support the mum in a squatting or semi-squatting position (a squatting bar can often be attached if desired), and the foot of the bed snaps off to make way for the birthing attendants. After delivery, a change of linens, a few flipped switches, and presto, you’re back in bed. Many private hospitals and birthing centres also offer showers and/or whirlpool tubs in or adjacent to the birthing rooms, both of which can offer hydrotherapy relief during labour. Tubs for water birth are also sometimes available. (See page 24 for more on water birth.) Some birthing rooms have sofas for your support team and/or other guests to hang out on – and sometimes even a pullout for your partner to spend the night on.


Birthing rooms at some hospitals are available only for women who are at low risk for childbirth complications; if you don’t fit that profile, you may have no choice but to go to a traditional labour and delivery room, where more technology is readily at hand. And a caesarean is always performed in an all-business operating room (no homey look there). Fortunately, though, with the increasing availability of birthing rooms for most women, odds are great that you’ll be able to experience unrushed, family-friendly, non-interventionist labour and delivery.


Birthing centres. Birthing centres, usually freestanding facilities (although they may be attached to – or even located in – a hospital), offer a homey, low-tech, and personalized place for childbirth. You’ll be able to get all your antenatal care at a freestanding centre – from antenatal appointments to childbirth education and breastfeeding classes (in-hospital centres are usually only for childbirth itself). In general, most birthing centres offer the most comfortable childbirth amenities – from nicely decorated private rooms with soft lighting to showers and whirlpool tubs. A kitchen may also be available for family members to use. Birthing centres are usually staffed by midwives, but many have on-call obstetricians; others are located just minutes from a hospital in case any emergencies arise. And though birthing centres generally do not use interventions such as continuous fetal monitoring, they do have medical equipment on hand, including IVs, oxygen for the mother and the infant, and infant resuscitators so emergency care can be initiated (if required) while you’re waiting for a transfer to the nearby hospital. Still, only women with low-risk pregnancies are good candidates for delivery in birthing centres. Something else to consider: Unmedicated childbirth is the focus in a birthing centre, and though mild narcotic medications are available, epidurals aren’t. If you end up wanting an epidural, you’ll have to be taken to the hospital.


Leboyer (or gentle) births. When the French obstetrician Frederick Leboyer first offered up his theory of childbirth without violence, the medical community was skeptical. Today, many of the procedures he proposed, aimed at making a newborn’s arrival in the world more tranquil, are routine. Babies are often delivered in birthing rooms without the bright lights once deemed necessary, on the theory that gentle lighting can make the transition from the dark uterus to the bright outside world more gradual and less jolting. Upending and slapping the newborn is no longer routine anywhere; less aggressive procedures are preferred for establishing breathing when it doesn’t start on its own. In some hospitals, the umbilical cord isn’t cut immediately; instead, this last physical bond between mother and baby remains intact while they get to know each other for the first time (and until it stops pulsing). And though the warm bath Leboyer recommended for soothing the new arrival and smoothing the transition from a watery home to a dry one isn’t common, being put immediately into mummy’s arms is.


In spite of the growing acceptance of many Leboyer theories, a full-on Leboyer birth – with soft music, soft lights, and a warm bath for baby – isn’t widely available. If you’re interested in one, though, ask about it when you’re considering your birth options.


Home birth. For some women, the idea of being hospitalized when they aren’t sick just isn’t the ticket. If that sounds like you – or if you just believe that life should begin at home – you might want to consider a home birth. The upside is obvious: Your newborn arrives amid family and friends in a warm and loving atmosphere, and you’re able to labour and deliver in the comfort and privacy of your own home, without hospital protocols and personnel getting in the way. The downside is that if something unexpectedly goes wrong, the facilities for an emergency caesarean or resuscitation of the newborn will not be close at hand.


If you are considering a home birth, you should meet these guidelines:


[image: square] Be in a low-risk category – no hypertension, diabetes, or other chronic medical problems, and no history of a previous difficult labour and/or delivery.


[image: square] Be attended by a doctor or a midwife. If you’re using an independent midwife, a consulting doctor should be available, preferably one who has seen you during pregnancy and who has worked with the midwife before.


[image: square] Have transportation available and live within 30 miles of a hospital, if the roads are good and traffic’s not an issue, or 10 miles if these standards aren’t met.


Water birth. The concept of delivering underwater to simulate the environment of the womb is not widely used in the medical community, but it is more accepted among midwives. In a water birth, the baby is eased from the warm, wet womb into another warm, wet environment, offering familiar comfort after the stresses of delivery. The baby is pulled out of the water and placed in the mother’s arms immediately after birth. And since breathing doesn’t begin until the baby is exposed to the air, there is virtually no risk of drowning. Water births can be done at home, in birthing centres, and in some hospitals. Many spouses join the mother in the tub or portable pool, often holding her from behind to provide support.


Most women with low-risk pregnancies can choose a water birth, as long as they can find a willing practitioner and hospital (birthing centres may be more likely to offer the option). If you’re in a high-risk category, however, it’s probably not a wise option, and it’s unlikely you’ll find even a midwife who will allow you to try a water birth.


Even if you don’t find the idea of a water birth inviting – or don’t have the option of one open to you – you might welcome the opportunity to labour in a whirlpool tub or normal bath. Most women find that the water not only provides relaxation, pain relief, and freedom from gravity’s pull, but it even facilitates the progression of labour. Some hospitals and most birthing centres offer tubs in the birthing rooms. For more information on water births, go to gentlebirthchoices.org or waterbirth.org.





Types of Practice


Next you’ve got to decide which kind of medical practice you would be most comfortable with. Here are the most common kinds of practices and their possible advantages and disadvantages:


Midwife-led unit. In this type of practice, two or more midwives care jointly for women, often seeing them on a rotating basis (though you usually get a designated midwife through most of your pregnancy and only start rotating towards the end of your pregnancy, when you’re going for more regular checkups). The advantage of a group practice is that by seeing each of the midwives, you’ll get to know them all – which means that when those labour pains are coming strong and fast, there’s sure to be a familiar face in the room with you. The disadvantage is that you may not like all of the midwives in the practice equally, and you usually won’t be able to choose the one who attends your child’s birth. Also, hearing different points of view from the various partners may be an advantage or a disadvantage, depending on whether you find it reassuring or unsettling. You will also see your GP at least twice during your pregnancy in this type of practice.


Obstetric-led unit. In a hospital there will be one or more obstetricians and one or more midwives. The advantages and disadvantages are similar to those of any group practice. There is the added advantage of having the extra time and attention a midwife may offer but the reassurance that the extra medical know-how of an obstetrician’s extensive training and expertise is available. You will have a midwife-coached delivery, plus assurance that if a problem develops, an obstetrician you know is in the wings.


Maternity centre– or birthing centre– based practice. In these practices, midwives provide the bulk of the care, and doctors are on call as needed. Some maternity centres are based in hospitals with special birthing rooms, and others are separate facilities. All maternity centres provide care for low-risk patients only.


The advantage of this type of practice is obviously great for those women who prefer certified midwives as their primary practitioners. A potential disadvantage is that if a complication arises during pregnancy, you may have to switch to an obstetrician and start developing a relationship all over again. Or, if a complication arises during labour or delivery, you may need to be delivered by the doctor on call, who may be a complete stranger. And finally, if you are delivering at a freestanding maternity centre and complications arise, you may have to be transported to the nearest hospital for emergency care.


Independent midwives. Independent midwives offer women with low-risk pregnancies the advantage of personalized pregnancy care and a low-tech natural delivery (sometimes at home, but more often in birthing centres or hospitals). An independent midwife should have an obstetrician available for consultation as needed and on call in case of emergency – during pregnancy, childbirth, and postpartum.




So You Won’t Forget


Because there’ll be times when you’ll want to do a little writing with your reading, jot down a symptom so you can share it with your doctor, make a note of this week’s weight so you can compare it to next week’s, record what needs recording so you’ll remember what needs remembering.





Finding a Candidate


When you have a good idea of the kind of practitioner you want and the type of practice you prefer, where can you find some likely candidates? The following are all good sources:


[image: square] Your doctor. Doctors tend to recommend others with philosophies similar to their own.


[image: square] Friends or colleagues who have had babies recently and whose personalities and childbearing philosophies are similar to yours.


[image: square] A medical society, which can give you a list of names of doctors who deliver babies, along with information on their medical training, specialties, special interests, type of practice, and board certification.


[image: square] The British Medical Association (bma.org.uk) can help you search for a doctor in your area.


[image: square] The Royal College of Obstetricians and Gynaecologists. Go to rcog.org.uk, or call (020) 7772 6200.


[image: square] The Independent Midwives Association, 0845 4600 105, independentmidwives.org.uk.


[image: square] The local La Leche League, especially if you’re strongly interested in breastfeeding, laleche.org.uk.


[image: square] A nearby hospital with facilities that are important to you – for example, birthing rooms with whirlpool baths, rooming-in for both baby and dad, or a Special Baby Care Unit (SCBU) – or a local maternity or birthing centre. Ask them for the names of attending doctors.


[image: square] If all else fails, check Yellow Pages online or the phone book, under “Obstetricians”. Look for the headings “Obstetrics and Gynecology”, “Maternal-Fetal Medicine”, or “Family Practice”.


Making Your Selection


Once you’ve secured a prospective practitioner’s name, call to make an appointment for a consultation. Go prepared with questions that will enable you to sense if your philosophies are in sync and if your personalities mesh comfortably. Don’t expect that you’ll agree on everything – that doesn’t happen even in the most productive of partnerships. Be observant, too, and try to read between the lines at the interview. (Is the doctor or midwife a good listener? A patient explainer? Does he or she seem to take your emotional concerns as seriously as your physical ones?) Now’s the time to find out this candidate’s positions on issues that you feel strongly about: unmedicated childbirth versus pain relief as needed in childbirth, breastfeeding, induction of labour, use of fetal monitoring or routine IVs, caesarean deliveries, or anything else that’s important to you. Knowledge is power – and knowing how your practitioner practises will help ensure there won’t be unpleasant surprises later.


Almost as important as what the interview reveals about your potential practitioner is what you reveal about yourself. Speak up and let your true patient persona shine through. You’ll be able to judge from the practitioner’s response whether he or she will be comfortable with – and responsive to – you, the patient.


You will also want to know something about the hospital or birthing centre the practitioner is affiliated with. Does it provide features that are important to you – for example, plenty of LDR or LDRP rooms, breastfeeding support, a bath to labour in, the latest fetal monitoring equipment, a SCBU? Is there flexibility about procedures that concern you (say, routine IVs)? Are siblings allowed in the birthing rooms? Is extended family allowed during a surgical delivery?


Before you make a final decision, think about whether your potential practitioner inspires trust. Pregnancy is one of the most important journeys you’ll ever make; you’ll want a co-pilot in whom you have complete faith.


Making the Most of the Patient-Practitioner Partnership


Choosing the right practitioner is only the first step. The next step is nurturing a good working partnership. Here’s how:


[image: square] Tell the whole truth, and nothing but the truth. Give your practitioner an accurate and complete general, gynecological, and obstetrical medical history. Fess up about an eating disorder you’ve battled or eating habits that are otherwise unhealthy. Speak up about any drugs – prescription or over-the-counter (including herbal), legal or illegal, medicinal or recreational, including alcohol and tobacco – that you are currently taking or have taken recently, as well as about any past or present illnesses or surgeries. Remember, what you tell your doctor is confidential; no one else will know.


[image: square] When a question or concern that doesn’t require an immediate call comes up between appointments, write it down and take it to your next appointment. (It may help to keep your PDA handy or to keep notepads in convenient places – the refrigerator door, your handbag, your desk at work, your bedside table – so that you’ll always be within jotting distance of one.) That way you can be sure that you won’t forget to ask all your questions and report all your symptoms (you will if you don’t write them down; as you’ll soon discover, pregnant women are notoriously forgetful). Along with your list of questions, bring a pen and pad (or your PDA or the What to Expect Pregnancy Journal and Organizer) to each appointment so you can record your practitioner’s recommendations. If your practitioner doesn’t offer up all the information you’ll need (side effects of treatments, when to stop taking a medication if one’s prescribed, when to check back about a problem situation), ask for it before you leave so there’s no confusion once you get home. If possible, quickly review your notes with the practitioner to be sure you’ve written down just what the doctor (or midwife) ordered.


[image: square] When in doubt, call. A symptom has you freaked? A medication or treatment seems to have triggered an adverse reaction? Don’t just sit there worrying. Pick up the phone and call your practitioner (or e-mail, if your practitioner prefers to answer nonemergency questions online). Though you won’t want to call or e-mail at every pelvic twinge, never hesitate to check in about questions that can’t be answered in a book such as this one, and that you feel can’t wait until the next appointment. Don’t be afraid that your concerns will sound silly – if it has you worried, it’s not silly. Besides, doctors and midwives expect expectant mums to ask lots of questions, especially if they’re first timers. When you do pick up the phone or compose that e-mail, be prepared to be very specific about your symptoms. If you’re experiencing pain, be precise about its location, duration, quality (is it sharp, dull, crampy?), and severity. If possible, explain what makes it worse or better – changing positions, for example. If you have a vaginal discharge, describe its colour (bright red, dark red, brownish, pinkish, yellowish), when it started, and how heavy it is. Also report accompanying symptoms, such as fever, nausea, vomiting, chills, or diarrhoea. (See When to Call Your Doctor, page 136.)


[image: square] Keep up to date. Read those parenting magazines and visit those pregnancy websites, by all means. But also realize that you can’t believe everything you read, especially since the media often report medical advances before they are proven safe and effective through controlled studies – or report worrisome pregnancy warnings based on preliminary data that’s yet to be backed up. When you read (or hear) about something new in obstetrics, ask your practitioner – usually your best information resource – for his or her take on it.


[image: square] When you hear or read something that doesn’t correspond to what your practitioner has told you, don’t keep it to yourself. Ask for an opinion on what you’ve heard – not in a challenging way, just so you can get your facts straight.


[image: square] If you suspect that your practitioner may be mistaken about something (for example, okaying intercourse when you have a history of incompetent cervix), speak up. You can’t assume that he or she, even with your chart in hand, will always remember every aspect of your medical and personal history. As a partner in your own health care, and one who knows your body like the back of your hand (and then some), you share the responsibility of making sure mistakes aren’t made.


[image: square] Ask for explanations. Find out what the potential side effects of a prescribed medication are, and whether there’s a non-drug alternative. Be sure you know why a test is ordered, what it will involve, what its risks are, and how and when you’ll learn the results.


[image: square] Put it in writing. If you find your practitioner doesn’t seem to have time to respond to all your questions or concerns, try providing a written list. If it isn’t possible for you to get a complete response at the appointment, ask if you can get the answers you need through a follow-up phone call or e-mail or a longer appointment next time.


[image: square] Follow your practitioner’s recommendations on appointment schedules, weight gain, bed rest, exercise, medication, vitamins, and so on, unless you have a good reason why you feel you shouldn’t or can’t (in which case, talk it over with your practitioner before you follow your instincts instead).


[image: square] Remember that good self-care is a vital component in good antenatal care. So take the best care of yourself that you can, getting enough rest and exercise, eating well, and steering clear of alcohol, tobacco, and other non-prescribed drugs and medications once you find out you’re pregnant, or better still, once you start trying to conceive.


[image: square] If you have a gripe about anything – from regularly being kept waiting too long to not getting answers to your questions – speak up, in as nice a way as possible. Letting a problem fester can get in the way of a productive practitioner-patient relationship.


If you feel you can’t follow your practitioner’s instructions or go along with a recommended course of treatment, it might be because you’re just not on board with the person you’ve chosen to care for you and your baby during your pregnancy, labour, and delivery. In such a case – or if, for some other reason, your relationship with your practitioner just isn’t working – consider looking for a replacement (assuming that’s an option where you live).



[image: line2] CHAPTER 3 [image: line2]


Your
Pregnancy
Profile


THE TEST RESULTS ARE BACK; the news has (sort of) sunk in: You’re having a baby! Excitement is growing (along with that uterus of yours), and so is your list of questions. Many, no doubt, have to do with those wild and crazy symptoms you might already be experiencing (more on those later). But many others may have to do with your personal pregnancy profile. What’s a pregnancy profile? It’s a compilation of your gynecological, general medical, and obstetrical (if you’re not a first timer) histories – in other words, your pregnancy backstory. You’ll be discussing this backstory (which can actually have a lot of impact on the pregnancy story that’s about to unfold) with your midwife at your first antenatal appointment. In the meantime, this chapter can help you take stock of your pregnancy profile and figure out how it may affect – or may not affect – your nine months of baby making.




This Book’s for You


As you read What to Expect When You’re Expecting, you’ll notice a few references to traditional family relationships – to “wives”, “husbands”, “spouses”. These references are not meant to exclude expectant mothers (and their families) who may be somewhat “untraditional” – for example, those who are single, who have same-sex partners, or who have chosen not to marry their live-in partners. Rather, these terms are a way of avoiding phrases (for instance, “your husband or significant other”) that are more inclusive but also a mouthful to read. Please mentally edit out any phrase that doesn’t fit and replace it with one that’s right for you and your situation.





Keep in mind that much of this chapter may not apply to you – that’s because your pregnancy profile (like the baby you’re expecting) is unique. Read what fits your profile and skip what doesn’t.


Your Gynecological History


Birth Control During Pregnancy


“I got pregnant while using birth control pills. I kept taking them for over a month because I had no idea I was pregnant. Will this affect my baby?”


Ideally, once you stop using oral contraceptives, you’d have at least one normally occurring menstrual cycle before you tried to become pregnant. But conception doesn’t always wait for ideal conditions, and occasionally a woman becomes pregnant while taking the Pill. In spite of warnings you’ve probably read on the package insert, there’s no reason for concern. There’s just no good evidence of an increased risk to a baby when mum has conceived while on oral contraceptives. Need more reassurance? Talk the situation over with your doctor – you’re sure to find it.


“I conceived while using a condom with spermicides and kept using spermicides before I knew I was pregnant. Should I be worried about birth defects?”


No need to worry if you got pregnant while using a condom or diaphragm with spermicides, a spermicide-coated condom, or just plain spermicides. The reassuring news is that no known link exists between spermicides and birth defects. In fact, the most recent and most convincing studies have found no increase in the incidence of problems even with the repeated use of spermicides in early pregnancy. So relax and enjoy your pregnancy, even if it did come a little unexpectedly.


“I’ve been using an IUD as birth control and just discovered that I’m pregnant. Will I be able to have a healthy pregnancy?”


Getting pregnant while using birth control is always a little unsettling (wasn’t that why you were using birth control in the first place?), but it definitely happens. The odds of its happening with an IUD are pretty low – about 1 in 1,000, depending on the type of device used, how long it’s been in place, and whether or not it has been properly inserted.


Having beaten the odds and managed conception with an IUD in place leaves you with two options, which you should talk over with your doctor as soon as possible: leaving the IUD in place or having it taken out. Which of these options is best in your situation will depend on whether or not your doctor can – on examination – see the removal cord protruding from your cervix. If the cord isn’t visible, the pregnancy has a very good chance of proceeding uneventfully with the IUD in place. It will simply be pushed up against the wall of the uterus by the expanding amniotic sac surrounding the baby and, during childbirth, it will usually deliver with the placenta. If, however, the IUD string is visible early in pregnancy, the risk of infection developing is increased. In that case, chances of a safe and successful pregnancy are greater if the IUD is removed as soon as feasible, once conception is confirmed. If it isn’t removed, there is a significant chance that the fetus will spontaneously miscarry; the risk drops to only 20 per cent when it is removed. If that doesn’t sound reassuring, keep in mind that the rate of miscarriage in all known pregnancies is estimated to be about 15 to 20 per cent.


If the IUD is left in during the first trimester, be especially alert for bleeding, cramping, or fever because having an IUD in place puts you at higher risk for early pregnancy complications. Notify your practitioner of such symptoms right away.


Fibroids


“I’ve had fibroids for several years, and they’ve never caused me any problems. Will they, now that I’m pregnant?”


Chances are your fibroids won’t stand between you and an uncomplicated pregnancy. In fact, most often these small non-malignant growths on the inner walls of the uterus don’t affect a pregnancy at all.


Sometimes, a woman with fibroids notices abdominal pressure or pain. If you do, report it to your practitioner, though it usually isn’t anything to worry about. Bed rest for four or five days along with the use of safe pain relievers (ask your practitioner to recommend one) usually brings relief.


Very occasionally, fibroids can slightly increase the risk of such complications as abruption (separation) of the placenta, preterm birth, and breech birth, but these minimal risks can be reduced even further with the right precautions. Discuss the fibroids with your doctor so you can find out more about the condition in general and the risks, if any, in your particular case. If your practitioner suspects that the fibroids could interfere with a safe vaginal delivery, he or she may opt to deliver by caesarean. In most cases, however, even a large fibroid will move out of the baby’s way as the uterus expands during pregnancy.


“I had a couple of fibroids removed a few years ago. Will that affect my pregnancy?”


In most cases, surgery for the removal of small uterine fibroid tumours (particularly if the surgery was performed laparoscopically) doesn’t affect a subsequent pregnancy. Extensive surgery for large fibroids could, however, weaken the uterus enough so that it wouldn’t be able to handle labour. If, after reviewing your surgical records, your practitioner decides this might be true of your uterus, a caesarean will be planned. Become familiar with the signs of early labour in case contractions begin before the planned surgery (see page 356), and have a plan in place for getting to the hospital quickly if you do go into labour.


Endometriosis


“After years of suffering with endometriosis, I’m finally pregnant. Will I have problems with my pregnancy?”


Endometriosis is typically associated with two challenges: difficulty in conceiving and pain. Becoming pregnant means that you’ve overcome the first of those challenges (congratulations!). And the good news gets even better. Being pregnant may actually help with the second challenge.


The symptoms of endometriosis, including pain, do improve during pregnancy. This seems to be due to hormonal changes. When ovulation takes a hiatus, the endometrial implants generally become smaller and less tender. Improvement is greater in some women than in others. Many women are symptom free during the entire pregnancy; others may feel increasing discomfort as the fetus grows and begins packing a stronger punch, particularly if those punches and kicks reach tender areas. Fortunately, however, having endometriosis doesn’t seem to raise any risks during pregnancy or childbirth (though if you’ve had uterine surgery, your practitioner will probably opt to deliver via caesarean).


The less happy news is that pregnancy only provides a respite from the symptoms of endometriosis, not a cure. After pregnancy and breastfeeding (and sometimes earlier), the symptoms usually return.


Colposcopy


“A year before I got pregnant, I had a colposcopy and cervical biopsy performed. Is my pregnancy at risk?”


Acolposcopy is usually performed only after a routine Pap smear shows some irregular cervical cells. The simple procedure involves the use of a special microscope to better visualize the vagina and cervix. If abnormal cells are noticed on a Pap smear, as they probably were in your case, your doctor performs a cervical, or cone, biopsy (in which tissue samples are taken from the suspicious area of the cervix and sent to the lab for further evaluation), cryosurgery (during which the abnormal cells are frozen), or a loop electrocautery excision procedure (LEEP, during which the affected cervical tissue is cut away using a painless electrical current). The good news is that the vast majority of women who have had such procedures are able to go on to have normal pregnancies. Some women, however, depending on how much tissue was removed during the procedure, may be at increased risk for some pregnancy complications, such as incompetent cervix and preterm delivery. Be sure your midwife and doctor are aware of your cervical history so that your pregnancy can be more closely monitored.


HPV (Human Papillomavirus)


“Can having genital HPV affect my pregnancy?”


Genital HPV is one of the most common sexually transmitted viruses in the UK, yet most of those who become infected with it never know. That’s because most of the time, HPV causes no obvious symptoms and usually resolves on its own within six to ten months.


There are some times, however, when HPV does cause symptoms. Some strains cause cervical cell irregularities (detected on a Pap smear); other strains can cause genital warts (in appearance they can vary from a barely visible lesion to a soft, velvety “flat” bump or a cauliflower-like growth; colours range from pale to dark pink) that will show up in and on the vagina, vulva, and rectum. Though usually painless, genital warts may occasionally burn, itch, or even bleed. In most cases, the warts clear on their own within a couple of months.


How does genital HPV affect a pregnancy? Luckily, it’s unlikely to affect it at all. Some women, however, will find that pregnancy will affect their HPV, causing the warts to become more active. If that’s the case with you, and if the warts don’t seem to be clearing on their own, your practitioner may recommend treatment during pregnancy. The warts can be safely removed by freezing, electrical heat, or laser therapy, although in some cases, this treatment may be delayed until after delivery.




Other STDs and Pregnancy


Not surprisingly, most STDs can affect pregnancy. Fortunately, most are easily diagnosed and treated safely, even during pregnancy. But because women are often unaware of being infected, it is recommended that all pregnant women be tested early in pregnancy for at least the following STDs: chlamydia, gonorrhoea, trichomoniasis, hepatitis B, HIV, and syphilis.


Keep in mind that STDs don’t happen just to one group of people or only at a certain economic level. They can occur in women (and men) in every age group, of every race and ethnic background, at every income level, and among those living in small towns as well as in big cities. The major STDs include:


Gonorrhoea. Gonorrhoea has long been known to cause conjunctivitis, blindness, and serious generalized infection in a fetus delivered through an infected birth canal. For this reason, pregnant women are routinely tested for the disease, usually at their first antenatal appointment. Sometimes, particularly in women at high risk for STDs, the test is repeated late in pregnancy. If infection with gonorrhoea is found, it is treated immediately with antibiotics. Treatment is followed by another culture, to be sure the woman is infection free. As an added precaution, an antibiotic ointment is squeezed into the eyes of every newborn at birth. (This treatment can be delayed for as long as an hour – but no longer – if you want to have some unblurry eye-to-eye contact with your baby first.)


Syphilis. Because this disease can cause a variety of birth defects as well as stillbirth, testing is also routine at the first antenatal appointment. Antibiotic treatment of infected pregnant women before the fourth month, when the infection usually begins to cross the placental barrier, almost always prevents harm to the fetus. The very good news is that mother-to-baby transmission of syphilis is down in recent years.


Chlamydia. There are more cases of chlamydia than gonorrhoea or syphilis, with the disease affecting sexually active women under 26 years old most often. Chlamydia is the most common infection passed from mother to fetus, and it is considered a potential risk to the fetus and a possible risk to mothers. Which is why chlamydia screening in pregnancy is a good idea, particularly if you have had multiple sexual partners in the past, increasing your chance of infection. Because about half the women with chlamydial infection experience no symptoms, it often goes undiagnosed if it’s not tested for.


Prompt treatment of chlamydia prior to or during pregnancy can prevent chlamydial infections (pneumonia, which fortunately is most often mild, and eye infection, which is occasionally severe) from being transmitted by the mother to the baby during delivery. Though the best time for treatment is prior to conception, administering antibiotics (usually azithromycin) to the pregnant infected mother can also be effective in preventing infant infection. The antibiotic ointment routinely used at birth protects the newborn from chlamydial, as well as gonorrhoeal, eye infection.


Trichomoniasis. The symptoms of this parasite-caused STD (also referred to as trichomonas infection, or “trich”) are a greenish, frothy vaginal discharge with an unpleasant fishy smell and, often, itching. About half of those affected have no symptoms at all. Though the disease does not usually cause serious illness or pregnancy problems (or affect a baby whose mum is infected), the symptoms can be irritating. Generally, women are treated during pregnancy only if they’re having symptoms.


HIV infection. It is becoming increasingly routine for pregnant women to be tested for HIV (human immunodeficiency virus), whether or not they have a prior history of high-risk behaviour. Many states in the USA actually require doctors to offer HIV counselling and testing to pregnant women, and ACOG recommends that all pregnant women, regardless of risk, be tested. Infection in pregnancy by the HIV virus, which causes AIDS, is a threat not just to the expectant mother but to her baby as well. About 25 per cent of babies born to untreated mothers will develop the infection (testing will confirm it in the first six months of life). Luckily, there is plenty of hope with the treatments that are now available. But before taking any action, anyone who tests HIV positive may want to consider a second test (tests are highly accurate but can sometimes be positive in someone who does not have the virus). If a second test is positive, then formal counselling about AIDS and the treatment options is absolutely imperative. Treating an HIV-positive mother with AZT or other antiretroviral drugs can dramatically reduce the risk of her passing the infection on to her child, apparently without any damaging side effects. Delivering by elective caesarean (before contractions begin and before membranes rupture) can reduce the risk of transmission further.


If you suspect that you may have been infected with any STD, check with your practitioner to see if you’ve been tested; if you haven’t, ask to be. If a test turns out to be positive, be sure that you – and your partner, if necessary – are treated. Treatment will protect not only your health but that of your baby.





If you do have HPV, your practitioner will also want to check your cervix to make sure there are no cervical cell irregularities. If abnormalities are found, any necessary cervical biopsies to remove the abnormal cells will likely be postponed until after your baby is delivered.


Because HPV is highly contagious, practising safe sex and sticking with one partner is the best way to prevent reoccurrence. Though there is a vaccine available now to prevent HPV in women under 26, it’s not recommended for use during pregnancy. If you started the vaccine course (it’s given in a three-dose series) and then became pregnant before completing the series, you’ll need to hold off on the remaining doses until after your baby is born.


Herpes


“I have genital herpes. Can my baby catch it from me?”


Having genital herpes during pregnancy is cause for caution but definitely not for alarm. In fact, the chances are excellent that your baby will arrive safe, sound, and completely unaffected by herpes, particularly if you and your practitioner take protective steps during pregnancy and delivery. Here’s what you need to know.


First of all, infection in a newborn is quite rare. A baby has only a less than 1 per cent chance of contracting the condition if the mother has a recurrent infection during pregnancy (that is, she’s had herpes before). Second, though a primary infection (one that appears for the first time) early in pregnancy increases the risk of miscarriage and premature delivery, such infection is uncommon. Even for babies at greatest risk – those whose mothers have their first herpes outbreak as delivery nears (which in itself is rare because it’s tested for routinely) – there is an up to 50 per cent chance that they will escape infection. Finally, the disease, though still serious, seems to be somewhat milder in newborns these days than it was in the past.


So if you picked up your herpes infection before pregnancy, which is most likely, the risk to your baby is very low. And with good medical care it can be lowered still further.


To protect their babies, women who have a history of herpes and have recurrent herpes during pregnancy are usually given antiviral medications. Those who have active lesions at the onset of labour are usually delivered by caesarean. In the unlikely event a baby is infected, he or she will be treated with an antiviral drug.


After delivery, the right precautions can allow you to care for – and breastfeed – your baby without transmitting the virus, even during an active infection.




Signs and Symptoms of Genital Herpes


It is during a primary, or first, episode that genital herpes is most likely to be passed on to the fetus, so call your practitioner if you experience the following symptoms of infection: fever, headache, malaise, and achiness for two or more days, accompanied by genital pain, itching, pain when urinating, vaginal and urethral discharge, and tenderness in the groin, as well as lesions that blister and then crust over. Healing of the lesions generally takes place within two to three weeks, during which time the disease can still be transmitted.





Your Obstetrical History


In Vitro Fertilization (IVF)


“I conceived my baby through in vitro fertilization. How different will my pregnancy be?”


Some well-deserved congratulations on your IVF success! With all you’ve been through to get to this point, you’ve earned some smooth sailing – and happily, you’re likely to get it. The fact that you conceived in a laboratory rather than in bed shouldn’t affect your pregnancy all that much, at least once the first trimester is over. Early on, however, there will be some differences in your pregnancy and your care. Because a positive test doesn’t necessarily mean that a pregnancy will be sustained, because trying again can be so emotionally and financially draining, and because it’s not known right off how many of the test-tube embryos are going to develop into fetuses, the first six weeks of an IVF pregnancy are usually more nerve-racking than most. In addition, if you’ve miscarried in previous tries, intercourse and other physical activities may be restricted. As an added precaution, the hormone progesterone will likely be prescribed to help support your developing pregnancy during the first two months.


But once this period is past, you can expect that your pregnancy will be pretty much like everyone else’s – unless it turns out that you’re carrying more than one fetus, as over 30 per cent of IVF mothers do. If you are, see Chapter 16.


The Second Time Around


“This is my second pregnancy. How will it be different from the first?”


Since no two pregnancies are exactly alike, there’s no predicting how different (or how similar) these nine months will be from the last. There are some generalities, however, about second and subsequent pregnancies that hold true at least some of the time (like all generalities, none will hold true all of the time):


[image: square] You’ll probably “feel” pregnant sooner. Most second timers are more attuned to the early symptoms of pregnancy and more apt to recognize them. The symptoms themselves may vary from last time – you may have more or less morning sickness, indigestion, and other tummy troubles; you may be more tired (especially likely if you were able to nap in your first pregnancy but now barely have the chance to sit down) or less tired (perhaps because you’re too busy to notice how tired you really are or because you’re so used to being tired); you may have more urinary frequency or less (though it’s likely to appear sooner).


Some symptoms that are typically less pronounced in second and subsequent pregnancies include food cravings and aversions, breast enlargement and sensitivity, and worry (since you’ve already been there, done that, and lived to tell about it, pregnancy is less likely to induce panic).


[image: square] You’ll “look” pregnant sooner. Thanks to abdominal and uterine muscles that are more lax (there’s no gentler way to put that), you’re likely to “pop” much sooner than you did the first time. You may notice, too, that you’ll carry differently than you did with baby number one. Baby number two (or three or four) is liable to be larger than your firstborn, so you may have more to carry around. Another potential result of those “loosened-up” abdominals: Backache and other pregnancy pains may be exacerbated.


[image: square] You’ll probably feel movement sooner. Something else to thank those looser muscles for – chances are you’ll be able to feel baby kicking much sooner this time around, possibly as early as 16 weeks (maybe sooner, maybe later). You’re also more likely to know it when you feel it, having felt it before. Of course, if the last pregnancy left you with lots of extra abdominal padding that you haven’t been able to shed, those first kicks might not be so easy to feel.


[image: square] You may not feel as excited. That’s not to say you aren’t thrilled to be expecting again. But you may notice that the excitement level (and that compulsion to tell everyone you pass in the street the good news) isn’t quite as high. This is a completely normal reaction (again, you’ve been here before) and in no way reflects on your love for this baby. Keep in mind, too, that you’re preoccupied (physically and emotionally) with the child who’s already here.


[image: square] You will probably have an easier labour and a faster delivery. Here’s the really good part about those laxer muscles. All that loosening up (particularly in the areas involved in childbirth), combined with the prior experience of your body, may help ensure a speedier exit for baby number two. Every phase of labour and delivery is likely to be shorter, with pushing time significantly reduced.


You may wonder how to tell baby number one about the new baby who’s on the way. Realistic, empathetic, and age-appropriate preparation for your firstborn to make the life-changing transition from only child to older child should begin during pregnancy. For tips, see What to Expect the First Year and What to Expect the Toddler Years. Reading picture books such as What to Expect When Mommy’s Having a Baby and What to Expect When the New Baby Comes Home to your child will also help with older sib preparations.


“I had a perfect first baby. Now that I’m pregnant again, I can’t shake the fear that I won’t be so lucky this time.”


Your chances of hitting the baby jackpot once again are excellent – in fact, better still for already having a successful pregnancy under your re-expanding belt. Also, with each pregnancy you get the chance to up the odds even more, by accentuating all those pregnancy positives (good medical care, diet, exercise, and lifestyle choices).


Your Obstetrical History Repeating Itself


“My first pregnancy was very uncomfortable – I must have had every symptom in the book. Will I be that unlucky again?”


In general, your first pregnancy is a pretty good predictor of future pregnancies, all things being equal. So you are a little less likely to breeze comfortably through pregnancy than someone who already has. Still, there’s always the hope that your luck will change for the better. All pregnancies, like all babies, are different. If, for example, morning sickness or food cravings had you down in your first pregnancy, they may be barely noticeable in the second (or vice versa). Though luck, genetic predisposition, and the fact that you’ve experienced certain symptoms before have a lot to do with how comfortable or uncomfortable this pregnancy will be, other factors – including some that are within your control – can alter the prognosis to some extent. The factors include:


General health. Being in good all-around physical condition gives you a better shot at having a comfortable pregnancy.


Weight gain. Gaining weight at a steady rate and keeping the gain within the recommended guidelines (see page 164) can improve your chances of escaping or minimizing such pregnancy miseries as haemorrhoids, varicose veins, stretch marks, backache, fatigue, indigestion, and shortness of breath.


Diet. It can’t offer any guarantees, but eating well (see Chapter 5 to find out how) improves every pregnant woman’s chances of having a healthier and more comfortable pregnancy. Not only can it up your odds of avoiding or minimizing the miseries of morning sickness and indigestion, it can help you fight excessive fatigue, combat constipation and haemorrhoids, and prevent urinary tract infections and iron-deficiency anaemia – even head off headaches. And if your pregnancy turns out to be uncomfortable anyway, by eating well you’ll have bestowed on your baby the best chances of being born healthy.


Fitness. Getting enough and the right kind of exercise (see page 213 for guidelines) can help improve your general well-being. Exercise is especially important in second and subsequent pregnancies because abdominal muscles tend to be more lax, making you more susceptible to a variety of aches and pains, most notably backache.


Lifestyle pace. Leading a harried and frenetic life (and who doesn’t these days?) can aggravate or sometimes even trigger one of the most uncomfortable of pregnancy symptoms – morning sickness – and exacerbate others, such as fatigue, headache, backache, and indigestion. Getting some help around the house, taking more breaks away from whatever fries your nerves, cutting back at work, letting low-priority tasks go undone for the time being, or practising relaxation techniques or yoga can help you chill out – and feel better.


Other children. Some pregnant women with other children at home find that keeping up with their offspring keeps them so busy that they barely have time to notice pregnancy discomforts, major or minor. For others, all the running around that comes with running after kids tends to aggravate pregnancy symptoms. For example, morning sickness can increase during times of stress (the getting-to-school or the getting-dinner-on-the-table rush, for instance); fatigue can be heightened because there doesn’t seem to be any time to rest; backaches can be an extra pain if you’re doing a lot of child toting; even constipation becomes more likely if you never have a chance to go to the loo when the urge strikes. You are also more likely to come down with colds and other illnesses, courtesy of older germ-spreading kids. (See Chapter 20 for preventing and dealing with such illnesses.)


It’s not realistic to always put your pregnant body first when you’ve got other kids clamouring for care (the days of pampered pregnancy ended with your first delivery). But taking more time to take care of yourself – putting your feet up while you read that story, napping (instead of vacuuming) while your toddler naps, getting into the healthy snack habit even when there’s no time for sit-down meals, and taking advantage of help whenever it’s available – can help lighten the load your body’s carrying, minimizing those pregnancy miseries.


“I had some complications with my first pregnancy. Will this one be just as rough?”


One complicated pregnancy definitely doesn’t predict another one. While some pregnancy complications can repeat, many don’t repeat routinely. Others may have been triggered by a one-time event, such as an infection or accident, which means they’re extremely unlikely to strike twice. Your complications won’t recur, either, if they were caused by lifestyle habits that you’ve now changed (like smoking, drinking, or using drugs), an exposure to an environmental hazard (such as lead) to which you are no longer exposed, or by not getting medical care early in pregnancy (assuming you’ve sought care early on this time). If the cause was a chronic health problem, such as diabetes or high blood pressure, correcting or controlling the condition prior to conception or very early in pregnancy can greatly reduce the risk of repeat complications. Also keep this in mind: Even if the complications you faced last time have a chance of reoccurrence, earlier detection and treatment (because you and your practitioner will be on the lookout for a repeat) can make a big difference.


Discuss with your practitioner the complications you had last time and what can be done to prevent them from being repeated. No matter what the problems or their causes (even if no cause was ever pinpointed), the tips in the response to the previous question can help make your pregnancy more comfortable, and safer for both you and your baby.


Back-to-Back Pregnancies


“I became pregnant unexpectedly just 10 weeks after I delivered my first child. What effect will this have on my health and on the baby I’m now carrying?”


Expanding your family (and your belly) again a little sooner than expected? Starting another pregnancy before you’ve fully recovered from the last one can be hard enough without adding stress to the mix. So first of all, relax. Though two closely spaced pregnancies can take their physical toll on a mum-to-be who just became a mum, there are lots of things you can do to help your body better handle the challenge of back-to-back baby making, including:


[image: square] Getting the best antenatal care, starting as soon as you think you’re pregnant.


[image: square] Eating as well as you can (see Chapter 5). It’s possible your body has not had a chance to rebuild its stores of vitamins and nutrients, and that can put you at a nutritional disadvantage, particularly if you’re still breastfeeding. You may need to over-compensate nutritionally to be sure both you and the baby you are carrying don’t get short-changed. Pay particular attention to protein and iron (ask your practitioner whether you should take a supplement) and be sure to continue taking your prenatal vitamins. Try not to let lack of time or energy (you’ll have little of both, that’s for sure) keep you from eating enough. Healthy grazing may help you fit those nutrients into your busy schedule.


[image: square] Gaining enough weight. Your new fetus doesn’t care whether or not you’ve had time to shed the extra pounds his or her sibling put on you. The two of you need the same weight gain this pregnancy, too, unless your practitioner prescribes otherwise. So shelve any weight loss plans for now. A carefully monitored gradual weight gain will be relatively easy to take off afterwards, particularly if it was gained on a high-quality diet, and especially once you have a young toddler and an infant to keep up with. Watch your weight gain carefully, and if the numbers don’t start climbing as they should, monitor your calorie intake more closely and follow the tips for increasing weight gain on page 178.


[image: square] Fair-share feeding. If you’re breastfeeding your older baby, you can continue as long as you feel up to it. If you are completely exhausted, you may want to supplement with formula or consider weaning altogether. Discuss the options with your practitioner. If you decide to continue breastfeeding, be sure to get enough extra calories to feed both your baby and your fetus (ask your practitioner what to aim for). You will also need plenty of rest.


[image: square] Resting up. You need more than may be humanly (and new-motherly) possible. Getting it will require not only your own determination but help from your spouse and others as well – who should take over as much of the cooking, housework, and baby care as possible. Set priorities: Let less important chores or work go undone, and force yourself to lie down when your baby is napping. If you’re not breastfeeding, let dad take over night-time feedings; if you are, he should at least do the baby fetching at 2 A.M.


[image: square] Exercising. But just enough to energize you, not enough to exhaust you. If you can’t seem to find the time for a regular pregnancy exercise routine, build physical activity into your day with your baby. Take him or her for a brisk walk in the pram. Or enroll in a pregnancy exercise class or swim at a club or community centre that offers baby-sitting services.


[image: square] Eliminating or minimizing all other pregnancy risk factors that apply to you, such as smoking and drinking. Your body and your baby-to-be don’t need any extra stress.


Having a Big Family


“I’m pregnant for the sixth time. Does this pose any additional risk for my baby or for me?”


On your way to testing out that cheaper-by-the-dozen theory? Happily – for you and for your large brood – women receiving good antenatal care have an excellent chance of having healthy, normal babies in sixth (and later) pregnancies. In fact, beyond a small jump in the incidence of multiple births (twins, triplets, and so on – which could mean that your large brood could potentially grow even larger still), these more-the-merrier pregnancies are almost as likely to be uncomplicated as any first or second.


So enjoy your pregnancy and your large family. But while you’re at it:


[image: square] Get rest – all the rest you can get. Sure, you could probably do pregnancy in your sleep by now, but that doesn’t mean you should try. Every pregnant woman needs her rest, but pregnant women who are also caring for a houseful of other children (plus the house they’re filling) need even more.


[image: square] Get help – all the help you can get. This will make getting that rest you need possible (or, at least, somewhat possible). Start with your spouse, who should be shouldering what he can in terms of child and house care, but don’t stop there. If you haven’t already, teach your older children to be more self-sufficient and assign them age-appropriate chores. Any non-essential chores you can’t pass off to someone else, skip for now.


[image: square] Feed yourself. Mums with many mouths to feed often neglect to feed their own. Not only does meal skipping or junk-food-grabbing shortchange you these days (leaving you with even less energy than you already have), but it shortchanges the baby you have on board. So take the time to eat well. Making healthy snacking a habit can help a lot (and finishing off leftover pizza and half-eaten chicken fingers doesn’t necessarily count).


[image: square] Watch your weight. It’s not uncommon for women who’ve had several pregnancies to put on a few extra pounds with each baby. If that’s been the case with you, be particularly careful to eat efficiently and keep your gain on target (a target that should be determined by your practitioner). On the flip side, make sure you’re not so busy you don’t eat enough to gain adequate weight.


Previous Abortions


“I’ve had two abortions. Will they affect this pregnancy?”


Multiple first-trimester abortions aren’t likely to have an effect on future pregnancies. So if your abortions were performed before the 14th week, chances are there’s no cause for concern. Multiple second-trimester abortions (performed between 14 and 27 weeks), however, may slightly increase the risk of premature delivery. In either case, be sure your practitioner knows about the abortions. The more familiar he or she is with your complete obstetrical and gynecological history, the better care you will receive.




Do Tell


Whatever gynecological or obstetrical history is in your past, now’s not the time to try to put it behind you. Telling your practitioner everything about your history is more important (and relevant) than you might think. Previous pregnancies, miscarriages, abortions, surgeries, or infections may or may not have an impact on what happens in this pregnancy, but any information you have about them – or any aspect of your obstetrical and gynecological history – should be passed on to your practitioner (all will be handled with confidentiality). The more he or she knows about you, the better care you’ll get.





Preterm Birth


“I had a preterm delivery in my first pregnancy. I’ve eliminated all my risk factors, but I’m still worried about having a repeat preterm labour.”


Congratulations on doing everything you can to make sure your pregnancy is as healthy as possible this time around – and to give your baby the very best chances of staying on board until term. That’s a great first step. Together with your practitioner, there are probably even more steps you can take to minimize the chances for a repeat preterm labour.


First, ask your practitioner about the latest research into preventing preterm labour. Researchers have found that the hormone progesterone – given as shots or a gel during weeks 16 through 36 – reduces the risk for preterm birth in women with a prior history of one. If you’ve had a previous preterm birth, ask your practitioner if you’re a good candidate for progesterone.


Second, ask your practitioner if one of the two screening tests available for predicting whether you’re at risk for preterm birth would be right for you. Usually, these tests are only recommended for high-risk women since positive test results aren’t an accurate predictor of early delivery, but negative results can help avoid unnecessary interventions – and needless anxiety. The fetal fibronectin (fFN) screening test detects a protein in the vagina only present if there has been a separation of the amniotic sac from the uterine wall (an early indicator of labour). If you have a negative fFN test, it’s unlikely you’ll go into preterm labour within the next few weeks after the test (so you can breathe easy). If it’s positive, your risk of going into preterm labour is significantly higher, and your practitioner may take steps to prolong your pregnancy and prepare your baby’s lungs for an early delivery.


The second screening test is for cervical length. The length of your cervix is measured via ultrasound, and if there are any signs that the cervix is shortening or opening, your practitioner may take some steps to reduce your risk of early delivery, such as putting you on bed rest or perhaps stitching your cervix closed (if you’re before 22 weeks).


Knowledge is always power – but in this case, knowledge can also help prevent your second baby from being born too soon. And that’s a very good thing.


Incompetent Cervix


“I had a miscarriage in the fifth month of my first pregnancy. The doctor said it was caused by an incompetent cervix. I just had a positive home pregnancy test, and I’m worried that I’ll have the same problem again.”


The good news (and there is good news here) is that it doesn’t have to happen again. Now that your incompetent cervix has been diagnosed as the cause of your first pregnancy loss, your obstetrician should be able to take steps to prevent it from causing another loss. With proper treatment and careful watching, the odds of your having a healthy pregnancy and a safe delivery this time around are greatly in your favour. (If you have a different practitioner now, make sure you share your history of incompetent cervix so you can receive the best care possible.)


An incompetent cervix, one that opens prematurely under the pressure of the growing uterus and fetus, is estimated to occur in 1 or 2 of every 100 pregnancies; it is believed to be responsible for 10 to 20 per cent of all second-trimester miscarriages. It can be the result of genetic weakness of the cervix, extreme stretching of or severe lacerations to the cervix during one or more previous deliveries, an extensive “cone” biopsy done for precancerous cervical cells, or cervical surgery or laser therapy. Carrying more than one fetus can also lead to incompetent cervix, but if it does, the problem will not usually recur in subsequent single-fetus pregnancies.


Incompetent cervix is usually diagnosed when a woman miscarries in the second trimester after experiencing progressive painless effacement (shortening and thinning) and dilation of the cervix without apparent uterine contractions or vaginal bleeding.


To help protect this pregnancy, your obstetrician may perform cerclage (a procedure during which the opening of the cervix is stitched closed) when you’re in your second trimester (anywhere from 12 to 22 weeks). Although recent research has seriously questioned the effectiveness of cerclage (more study needs to be done), many practitioners still perform it routinely. More often, however, doctors will only do cerclage when an ultrasound or a vaginal examination shows that the cervix is shortening or opening. The simple procedure is performed through the vagina under local anaesthesia. Twelve hours after surgery, you’ll be able to resume normal activities, though sexual intercourse may be prohibited for the rest of your pregnancy, and you may need frequent medical examinations. When the sutures will be removed depends partly on the doctor’s preference and partly on the situation. Usually they’re removed a few weeks before your estimated due date. In some cases, they may not be removed until labour begins, unless there is infection, bleeding, or premature rupture of the membranes.




Your Pregnancy Profile and Preterm Birth


Here’s the good news: It’s far more likely your baby will be arriving late (as in overdue) than early. Just about 12 per cent of labours and births are considered premature, or preterm – that is, occurring before the 37th week of pregnancy. And around half of these occur in women who are known to be at high risk for premature delivery, including the ever-multiplying percentage of mums-to-be of multiples.


Is there anything you can do to help prevent preterm birth if your pregnancy profile puts you at higher risk for it? In some cases, there isn’t – even when a risk factor is identified (and it won’t always be), it can’t necessarily be controlled. But in other cases, the risk factor or factors that might lead to an early birth can be controlled or at least minimized. Eliminate any that apply to you, and you may up the chances that your baby will stay put contentedly until term. Here are some known risk factors for premature labour that can be controlled:


Too little or too much weight gain. Gaining too little weight can increase the chances your baby will be born early, but so can packing on too many pounds. Gaining just the right number of pounds for your pregnancy profile can give your baby a healthier uterine environment and, ideally, a better chance of staying there until term.


Inadequate nutrition. Giving your baby the healthiest start in life isn’t just about gaining the right number of pounds – it’s about gaining them on the right types of foods. A diet that lacks necessary nutrients (especially folate) increases your risk for premature delivery; a diet that’s nutrition packed decreases that risk. In fact, some evidence indicates that eating well regularly can lower the risk of early delivery.


Lots of standing or heavy physical labour. Check with your practitioner to see if you should cut back on the time you spend on your feet, especially later on in pregnancy. Long periods of being on your feet – especially when it involves heavy physical labour and lifting – has been linked to preterm labour in some studies.


Extreme emotional stress. Some studies have shown a link between extreme emotional stress (not your everyday “I’ve got too much to do and not enough time to do it” stress) and premature labour. Sometimes the cause of such excessive stress can be eliminated or minimized (by quitting or cutting back at an unhealthily high-pressure job, for example); sometimes it’s unavoidable (as when you lose your job or there’s been illness or death in the family). Still, many kinds of stress can be reduced with relaxation techniques, good nutrition, a balance of exercise and rest, and by talking the problem over with your spouse or friends, your practitioner, or a therapist.


Alcohol and drug use. Expectant mums who use alcohol and illegal drugs boost their risk of having a premature delivery.


Smoking. Smoking during pregnancy may be linked to an increased risk of premature delivery. Quitting before conception or as early as possible in pregnancy is best, but quitting at any time in pregnancy is definitely better than not quitting at all.


Gum infection. Some studies show that gum disease is associated with preterm delivery. Some researchers suspect that the bacteria that cause inflammation in the gums can actually get into the bloodstream, reach the fetus, and initiate early delivery. Other researchers propose another possibility: The bacteria that cause inflammation in the gums can also trigger the immune system to produce inflammation in the cervix and uterus, triggering early labour. Practising good oral hygiene and getting regular dental care can prevent the bacterial infection and possibly lower your risk for an early labour. Treatment for existing infections prior to pregnancy – though not necessarily during pregnancy – may also help lower the risk for a variety of complications, including preterm labour.


Incompetent cervix. The risk of premature delivery as a result of an incompetent cervix – in which a weak cervix opens early (and, unfortunately, can be suspected only after a woman has experienced a late miscarriage or premature labour once before) – can possibly be reduced by suturing the cervix closed and/or by closely monitoring the length of the cervix via ultrasound (see page 43 for more information).


History of premature deliveries. Your chances of premature delivery are higher if you’ve had one in the past. If you’ve had a prior preterm labour and delivery, your practitioner may prescribe progesterone during the second and third trimesters of this pregnancy to avoid a repeat preterm birth.


The following risk factors aren’t controllable, but in some cases they can be somewhat modified. In others, knowing they exist can help you and your practitioner best manage the risks, as well as greatly improve the outcome if an early birth becomes inevitable.


Multiples. Women carrying more than one fetus deliver an average of three weeks early (though it has been suggested that full term for twins is actually 37 weeks, which might mean that three weeks early isn’t early at all). Good antenatal care, optimal nutrition, and the elimination of other risk factors, along with more time spent resting and restriction of activity as needed in the last trimester, may help prevent a too-early birth. See Chapter 16 for more information.


Premature cervical effacement and dilation. In some women, for reasons unknown and apparently unrelated to an incompetent cervix, the cervix begins to thin out and open up early. Recent research suggests that at least some of this early effacement and dilation may be related to a shorter-than-normal cervix. A routine ultrasound of the cervix midpregnancy uncovers which women are at high risk.


Pregnancy complications. Such complications as gestational diabetes, preeclampsia, and excessive amniotic fluid, as well as problems with the placenta, such as placenta praevia or placental abruption, can make an early delivery more likely. Managing these conditions as best as possible may prolong pregnancy until term.


Chronic maternal illness. Chronic conditions, such as high blood pressure; heart, liver, or kidney disease; or diabetes may raise the risk for preterm delivery, but good medical management and self-care may reduce it.


General infections. Certain infections (some sexually transmitted diseases; urinary, cervical, vaginal, kidney, and amniotic fluid infections) can put a mother-to-be at high risk for preterm labour. When the infection is one that could prove harmful to the fetus, early labour may be the body’s way of attempting to rescue the baby from a dangerous environment. Preventing the infection or promptly treating it may effectively prevent a too-soon birth.


Under age 17. Teen mums-to-be are often at a higher risk for preterm delivery. Good nutrition and antenatal care can reduce risk by helping to compensate for the fact that both mother and baby are still growing.





You’ll have to be alert for signs of an impending problem in the second or early third trimester: pressure in the lower abdomen, bloody discharge, unusual urinary frequency, or the sensation of a lump in the vagina. If you experience any of these, call your doctor right away.


Rh Incompatibility


“My doctor said my blood tests show I am Rh negative. What does that mean for my baby?”


Fortunately, it doesn’t mean much, at least now that both you and your doctor know about it. With this knowledge, simple steps can be taken that will effectively – and completely – protect your baby from Rh incompatibility.


What exactly is Rh incompatibility, and why does your baby need protection from it? A little biology lesson can help clear that up quickly. Each cell in the body has numerous antigens, or antenna-like structures, on its surface. One such antigen is the Rh factor. Everyone inherits blood cells that either have the Rh factor (which makes the person Rh positive) or lack the factor (which makes them Rh negative). In a pregnancy, if the mother’s blood cells do not have the Rh factor (she’s Rh negative) while the fetus’s blood cells – inherited from dad – do have it (making the fetus Rh positive), the mother’s immune system may view the fetus (and its Rh-positive blood cells) as a “foreigner”. In a normal immune response, her system will generate armies of antibodies to attack this foreigner. This is known as Rh incompatibility.


All pregnant women are tested for the Rh factor early in pregnancy, usually at the first antenatal appointment. If a woman turns out to be Rh positive, as 85 per cent are, the issue of compatibility is moot because whether the fetus is Rh positive or Rh negative, there are no foreign antigens on the fetus’s blood cells to cause the mother’s immune system to mobilize.


When the mother is Rh negative, as you are, the baby’s father is tested to determine whether he is Rh positive or negative. If the father turns out to be Rh negative, your fetus will be Rh negative, too (since two “negative” parents can’t make a “positive” baby), which means that your body will not consider it “foreign”. But if your spouse is Rh positive, there’s a significant possibility that your fetus will inherit the Rh factor from him, creating an incompatibility between you and the baby.


This incompatibility is usually not a problem in a first pregnancy. Trouble starts to brew if some of the baby’s blood enters the mother’s circulation during her first pregnancy or delivery (or abortion or miscarriage). The mother’s body, in that natural protective immune response, produces antibodies against the Rh factor. The antibodies themselves are harmless – until she becomes pregnant again with another Rh-positive baby. During the subsequent pregnancy, these new antibodies could potentially cross the placenta into the baby’s circulation and attack the fetal red blood cells, causing very mild (if maternal antibody levels are low) to very serious (if they are high) anaemia in the fetus. Only very rarely do these antibodies form in first pregnancies, in reaction to fetal blood leaking back through the placenta into the mother’s circulatory system.
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