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  So, it’s time for another delivery. And if delivering a book is anything like delivering a baby—and it is, in many ways (you nurture,

  nurture, nurture, stress, stress, stress, try to breathe, breathe, breathe, and then you push, push, push)—I have a whole lot of birth attendants to thank:




  First, always and forever, the father of What to Expect, Erik—the man who made me a mom to Emma and Wyatt, a mom to What to Expect, and the happiest woman on the planet. My 24/7 partner in

  life, love, work, parenting, and (best of all) grandparenting.




  Suzanne Rafer, editor and friend, who has helped me birth more baby books than I can count, and has been there since What to Expect was first conceived (and who actually named our first baby):

  tirelessly coaching, cheering, and policing my puns (with limited success—that’s what erasers were made for).




  Peter Workman, who created the house I’ve delivered all my babies in, and whose legacy lives on in them.




  Everyone else at Workman who contributed to this baby: Jenny Mandel, Emily Krasner, Suzie Bolotin, Dan Reynolds, Page Edmunds, Selina Meere, Jessica Wiener, and Sarah Brady.




  Matt Beard, who had us covered, cover-to-cover, bringing beautiful images of Lennox before and after. Karen Kuchar for bringing moms and babies to life with her lovely illustrations. Lisa

  Hollander and Vaughn Andrews for putting it altogether artfully in such a pretty package, Beth Levy, Claire McKean, Barbara Peragine, and Julie Primavera for masterfully producing and managing the

  seamless sausage-making.




  Sharon Mazel, who has nurtured, stressed, breathed (and reminded me to breathe), and pushed alongside me for the last 15 years of birthing What to Expect babies—without ever asking for an

  epidural—while somehow managing to raise 4 amazing daughters and staying happily married to the second most patient man on earth, Jay.




  Dr. Charles Lockwood (who appropriately played the role of ob in What to Expect When You’re Expecting, 4th and 5th editions!), our intrepid medical advisor—always ready to

  tackle any topic on the minds of moms (even those perhaps best left on the fringe), to bring his enormous reserves of knowledge, experience, wisdom, caring, and compassion to help deliver our

  latest baby safe and sound (as in sound advice). Dr. Stephanie Romero for her incredibly insightful contributions. Dr. Howie Mandel, for delivering compassionate care—and Lennox.




  ACOG, for being tireless advocates for moms and babies everywhere, and to all the doctors, midwives, nurses, childbirth educators, doulas, and lactation consultants around the world who

  literally nurture the nurturers among us, helping deliver the healthiest start in life for every baby and the healthiest future for all of us. The experts and advocates at the CDC—an

  organization passionately devoted to the health and wellbeing of our global family, especially when it comes to our most vulnerable—for your shared mission and commitment, for being an

  invaluable partner in spreading important health messages (and preventing the spread of disease!).




  Our other partners in mom and baby health and #BumpDay: International Medical Corps (internationalmedicalcorps.org), humanitarians, first responders, and trainers of healthcare heroes (like my

  personal midwife hero from South Sudan, Tindilo Grace Losio, aka Amazing Grace). 1,000 Days™, for believing that a healthy future depends on a healthy (and well-fed) beginning. The UN

  Foundation’s Universal Access Program, for their passionate support of women and girls and their reproductive rights, health, and wellbeing.




  Our partners in Special Delivery, the USO, and the amazing military mamas around the world I’ve had the honor to hug and have yet to hug (more hugs coming!).




  Our incredible WhatToExpect.com team, fearlessly led by Michael Rose, Diane Otter, and Kyle Humphries, for their endless energy, enthusiasm, innovation, integrity, creativity, conviction,

  passion, and shared purpose (and for believing in the power of purple).




  For inspiration and love, our beautiful “children”: Wyatt, Emma, and Russell, and of course, Lennox. Howard Eisenberg, Abby and Norm Murkoff, Victor Shargai, and Craig Pascal.
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  By Charles J. Lockwood, MD




  Professor of Obstetrics and Gynecology and Public Health Dean, Morsani College Medicine, University of South Florida




  This fifth edition of What to Expect When You’re Expecting continues an amazing legacy of bringing expectant moms (and their

  partners) the most accurate, up-to-date information available, as well as sound, practical medical advice. And it does it with a wonderful mix of compassion and practicality. I have recommended the

  book for years and for good reason—it’s comprehensive and packed with the kind of information you would expect to hear from your favorite doctor or healthcare provider. That is, one

  who’s wise but with a good sense of humor, thorough but practical, experienced but enthusiastic, organized but empathetic. All the key issues most expectant parents will likely face are

  covered in just the right amount of detail. The diet and nutrition, exercise, and mental health recommendations are incredibly helpful, and the discussions of labor and birth live up to the high

  standards I’ve come to expect from Heidi. Exciting and new for this edition is that the advice specifically for dads-to-be is carefully woven into each chapter, underscoring the fact that

  dads are an integral, important part of pregnancy.




  In short, the book is literally packed with the latest in medical, genetic and obstetrical advances all presented in a clear, interesting and comprehensible fashion. As a high-risk obstetrician

  who has delivered thousands of babies, often to mothers with very complicated medical and obstetrical conditions, I know that a well-informed patient is the cornerstone to a successful outcome.

  This book could not be better at providing that much-needed information. It is no accident that What to Expect has become the standard by which other pregnancy books are judged. Put your

  feet up and enjoy the read. Best wishes for a wonder-filled pregnancy.




  





  Introduction to the Fifth Edition
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  Maybe you know the story (I tell it a lot) of how What to Expect When You’re Expecting was born. Or, really, how it was conceived,

  because that’s exactly how it happened. I conceived a baby, and then I conceived a book. And let’s just say, I didn’t expect either.




  So, first, the baby. It was an “oops” pregnancy–as in, Erik and I got married and just 3 months later, oops . . . I was pregnant. Pregnant and completely clueless. Clueless

  about how I’d gotten pregnant (beyond the basic biology—I had that down, but I was pretty sure I wouldn’t be able to conceive) and clueless about what to do now that I was. I

  searched in books (the only way we could back in the days before search engines) for answers to my questions, reassurance from my worries, a hand to hold, a shoulder to cry on, a voice to talk me

  down and cheer me on through the exciting but bewildering pregnancy journey Erik and I were headed on. I read and I read, but I couldn’t find what both of us desperately needed to know: what

  to expect when you’re expecting. So, I wrote a book—delivering the proposal for What to Expect When You’re Expecting just two hours before I went into labor with the baby

  who inspired it all, Emma.




  And the rest would be history, except that history doesn’t get rewritten (or at least, it shouldn’t), and pregnancy books do (or should, and often). After all, while some things

  about pregnancy never change (it’s still 9 months long, give or take, and you still get bloated, queasy, and constipated), many others do change. A lot.




  With those changes in mind—and with the incredible insight and suggestions I receive online and in person from moms and dads around the world, hands down my most valuable

  resource—I’ve delivered again . . . for the fifth time.




  What’s new in this fifth edition? Plenty, from cover to cover (including the covers—more about that later). You’ll find new “For Fathers” boxes integrated

  throughout the book that speak to dads’ unique concerns as partners in pregnancy, childbirth, and parenting (and also speak to partners who are other mothers, not fathers). All the medical

  bases are completely covered and completely updated, of course: The latest on prenatal screening and diagnosis, the safety of medications during pregnancy (including antidepressants), cord blood

  banking options, complementary and alternative therapies, and a brand new section on postpartum birth control are here. Lifestyle trends get their due, too: from gender reveals to push presents,

  from overcaffeinating at the coffee bar or sipping an occasional glass of wine or puffing on an e-cigarette or nibbling on a weed edible, to the wisdom of oversharing on social media, and much

  more. Pregnancy eating is on the expanded menu, including raw and Paleo diets, juicing, grass-fed, organic, and health foods (and supposed super foods), GMOs—even why eating peanuts and other

  nuts can actually help baby-to-be avoid allergies. The greening of pregnancy is covered, as well, including how to avoid BPA and phthalates. There’s skin care, hair care, cosmetics and

  cosmetic procedures, and spa treatment guidelines for the expectant set. There’s simply a boatload of information for everyone who’s expecting: expanded advice on multiple pregnancy,

  back-to-back pregnancy (including breastfeeding while you’re expecting). IVF pregnancy, pregnancy after weight loss surgery. More birthing options, too: water and home births, delayed cord

  blood clamping, VBAC, and gentle cesareans, laboring down, and pushing positions.




  And remember the covers I was telling you about? Well, there you’ll find a couple of special surprises: On the front, Emma, the baby who started it all, pregnant with her first baby (and

  our first grandchild), Lennox. And on the back, who else? Lennox.




  Just another couple of things I didn’t expect when I was expecting—and way more than I ever could have expected . . . or dreamed possible.




  May all your greatest expectations come true!




  Big hugs,
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      About the What to Expect Foundation




      

        Every mom should be able to expect a healthy pregnancy, a safe delivery, and a healthy, happy baby. That’s why we created The What to

        Expect Foundation, a nonprofit organization dedicated to making that mission a reality for moms and babies in need around the world. Our programs include Baby Basics, Special Delivery baby

        showers for military moms-to-be (in partnership with the USO), and a global midwife training initiative (in partnership with International Medical Corps). For more information and to find

        ways you can help, please visit our website at whattoexpect.org.


      


    


  




  





  PART 1




  First Things First
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  Are You Pregnant?
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  Maybe your period’s only a day overdue. Or maybe it’s going on 3 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 baby bun in your oven! Maybe you’ve been giving baby making everything

  you’ve got for 6 months or longer. Or maybe that hot night 2 weeks ago was your very first contraceptive-free love connection. Or maybe you haven’t been actively trying at all, and

  still managed to succeed. At least, you think you did. No matter what the circumstances 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




  “My period isn’t even due yet, but I already feel pregnant. Is that possible?”




  The only way to be positively positive that you’re pregnant—at least this early on—is to produce a positive pregnancy test. But

  that doesn’t mean your body is staying mum on whether you’re about to become a mom. 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 store 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 with the breast tenderness you might be feeling postconception. 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 soon 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. How can you tell PMS breasts from pregnant ones? Often, you can’t right away—adding

  to the guesswork.




  Darkening areolas. Not only might your breasts be tender, but your areolas (the circles around your nipples) may be getting

  darker—something that doesn’t typically happen before a period. They may even begin to increase in diameter. You can thank the pregnancy hormones already surging through your body for

  these and other skin color changes (much more about those in the coming months).




  Bumpy areolas. You may have never noticed the tiny bumps on your areolas, but once they start growing in size and number (as they

  typically do early in pregnancy), they’ll be hard to miss. These bumps (called Montgomery’s tubercles) are actually glands that produce oils to lubricate your nipples and

  areolas—lubrication that’ll certainly be welcome protection when baby starts suckling. Another sign your body is planning ahead—way ahead, in fact.




  Spotting. Up to 30 percent of brand new mamas-to-be 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 6 to 12 days after conception) and will probably appear light to medium pink in color (rarely red,

  like a period).




  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 here for reasons why.




  Urinary frequency. Has the toilet become your seat of choice lately? Appearing on the pregnancy scene fairly early (usually about

  2 to 3 weeks after conception) may be the need to pee with surprising frequency. Curious why? See here for all the reasons.




  Nausea. Here’s another reason why you might want to consider setting up shop in the bathroom, at least until the first

  trimester is finished. The nausea and vomiting of pregnancy—aka morning sickness, though it’s often a 24/7 kind of thing—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 here.




  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 definitely too soon to attribute any swelling to your baby’s growth,

  but you can chalk it up to those hormones again.




  Rising temperature. If you’ve been using a special basal body thermometer to track your first morning temperature,

  you might notice that it rises around 1 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

  days—even moments—of conception), modern medical science is still your best bet when it comes to diagnosing a pregnancy accurately. Luckily, there are many ways to find out for sure if

  you’ve got a baby on board:




  The home pregnancy test. It’s as easy as 1-2-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 most 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 7 days before your expected period, you’re likely to get a false negative even if you’re pregnant.




  

    Testing Smart




    

      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 instructions carefully before you take the test (yes, even if you’ve taken HPT tests before, since different brands come with different instructions). A few other things to keep

      in mind:




      ■   You don’t need to use first-of-the-morning urine. Any-time-of-the-day pee will do.




      ■   Most tests prefer you use midstream urine. And since your practitioner will prefer that you use this in your monthly urine

      samples, too, you might as well master the technique now if you haven’t before: Start peeing for a second or two, stop, hold the flow, and then put the stick you’re supposed to pee

      onto or the cup you’re supposed to pee into in position to catch the rest of the stream (or as much as needed).




      ■   Any positive read, no matter how faint, is a positive. 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.


    


  




  Just can’t wait to pee on that stick? Some tests promise 60 to 75 percent accuracy 4 to 5 days before your expected period. Not a betting woman? Wait until the day your period is expected,

  and you’ll have up to a 99 percent chance (depending on the brand’s claim) of scoring the correct result. 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 exception: if you’ve recently had fertility treatments; see box,

  here.)




  Some HPTs can tell you not only that you’re pregnant but also approximately how far along you are in your pregnancy, displaying along with the word “pregnant” the estimated

  weeks since ovulation—either 1 to 2 weeks, 2 to 3 weeks, or 3 or more weeks since your tiny egg was fertilized by your partner’s sperm. Operative word

  “approximately”—so don’t use this reading to calculate your official estimated due date. Also on the market: an HPT that’s app-compatible.




  No matter what type of HPT you use (from budget brand basic to super high-tech) you’ll get a very accurate diagnosis very early in pregnancy—and that early heads-up can give you an

  early head start on taking the best possible care of yourself. Still, medical follow-up to the test is essential. So if the result is positive, it’s time to call your practitioner and book

  that first prenatal appointment.




  

    Testing for the Irregular




    

      So your cycles don’t exactly run on schedule? That’ll make scheduling your HPT testing date a lot trickier. After all, how can you

      test on the day that your period is 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 6 months (hopefully you’ve been keeping track on an app)—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).


    


  




  The blood test. The more sophisticated blood pregnancy test can detect pregnancy with virtually 100 percent accuracy as early as

  1 week after conception, using just a few drops of blood. It can also help approximately date the pregnancy by measuring the exact amount of hCG in the blood, since hCG values change as pregnancy

  progresses (see here for more on hCG levels). Many practitioners order both a urine test and a blood test to be doubly certain of the diagnosis.




  The medical exam. Though a medical exam can be performed to confirm the diagnosis of a pregnancy, today’s accurate HPTs and

  blood tests make the exam—which looks for physical signs of pregnancy such as enlargement of the uterus, color changes in the vagina and cervix, and a change in the texture of the

  cervix—almost beside the point. Still, getting that first exam and beginning regular prenatal care isn’t (see here).




  

    Pregnancy Testing and Fertility Treatments




    

      Every hopeful mama-to-be is on pins and needles (and the edge of her toilet seat) waiting for the moment when she’ll finally be able to

      pee on a stick to confirm that she’s pregnant. But if you’ve been undergoing certain fertility treatments, the wait for a positive pregnancy test can be even more nerve-racking,

      especially if you’ve been told to skip the HPT and hold off until a blood test can be done (which, depending on your fertility clinic, may be a week to 2 weeks after conception or embryo

      transfer). But there’s a very good reason why most fertility specialists prescribe this approach: HPTs can provide unreliable results for fertility patients. That’s because hCG, the

      hormone tested for in an HPT, is often used in fertility treatments to trigger ovulation and may remain in your system (and show up in your urine) even if you’re not pregnant.




      Usually, if the first blood test given by your fertility specialist is positive, it will be repeated in 2 to 3 days. Why the repeat blood test? Your doctor will not only be looking to see

      that there’s hCG in your system, but also making sure the level of hCG increases by at least two-thirds (indicating that all is going well so far). If it has increased, another blood test

      will be ordered 2 to 3 days later, when the hCG level should have increased by two-thirds or more again. These blood tests will also measure hormones (like estrogen and progesterone) to make

      sure they are at the level they should be to sustain a pregnancy. If all 3 blood tests point to a pregnancy, then an ultrasound is scheduled around 5 to 8 weeks of pregnancy to look for the

      heartbeat and a gestational sac (see here).


    


  




  A Faint Line




  “I used a cheaper HPT instead of the more expensive digital kind, but when I took it, it showed a faint line. Am I pregnant?”




  The only way a home pregnancy test can give you a positive result is if you have a detectable level of hCG in your urine. And the only way

  you’ll have a detectable level of hCG in your urine (unless you’ve been receiving fertility treatments) is if you’re pregnant. Which means that if your test is showing a line, no

  matter how faint it is—you can be positive that you’re pregnant.




  Just why you’re getting a faint line instead of that loud-and-clear line you were hoping for may have to do with the sensitivity of the test you’ve used. To figure out how sensitive

  your pregnancy test is, look for the milli-international units per liter (mIU/L) measurement on the packaging. 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.




  Keep in mind, too, that the farther along in your pregnancy you are, the higher your levels of hCG. If you’re testing very early on in your pregnancy (before 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 likely see a line that’ll erase your doubts once and

  for all.




  No Longer Positive




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




  Unfortunately, it sounds like you may have experienced what’s known as a chemical pregnancy—when an egg is fertilized, but for some

  reason never completes implantation. Instead of turning into a viable pregnancy, it ends in a period. Though experts estimate that up to 70 percent 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 HPTs, 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 testing, you’ve

  definitely experienced it.




  

    Turning a Negative Into a Positive




    

      If it turns out you’re not pregnant this time, but you’d like to become pregnant soon, start making the most of the preconception

      period by taking the steps outlined in What to Expect Before You’re Expecting. Good preconception prep before you start trying to conceive will help ensure the best possible

      pregnancy outcome when sperm and egg do meet up. Plus, you’ll find tons of tips on how to boost your chances of conceiving—and conceiving faster.


    


  




  Medically, a chemical pregnancy is more like a cycle in which a pregnancy never really 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 understandably upsetting for both you and your

  partner. Reading the information on coping with a pregnancy loss in Chapter 20 can help you with those emotions. And keep in mind that the fact that conception did occur once for you means that

  it’ll more than likely occur again soon, and with the happier result of a healthy pregnancy.




  A Negative Result




  “My period’s late and I feel like I’m pregnant, but I’ve done 3 HPTs and they were all negative. What should I do?”




  If you’re experiencing the symptoms of early pregnancy and feel, test or no test—or even 3 tests—that you’re pregnant, act

  as though you are (by taking prenatal vitamins, eating well, cutting back on caffeine, not drinking or smoking, and so on) until you find out definitely otherwise. Even the best HPTs can slip up,

  producing a false negative result, 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 practitioner for a blood test, which is more sensitive in detecting hCG than a urine

  test is.




  It is possible, of course, to experience all 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 gotten your period, be sure to check with your practitioner to rule out other

  physiological causes of your symptoms (say, a hormonal imbalance). 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).




  Making the First Appointment




  “The home pregnancy test I took was positive. When should I schedule the first visit with my doctor?”




  Good prenatal care is one of the most important ingredients in making a healthy baby. So don’t delay. As soon as you have a positive HPT

  result, call your practitioner to schedule an appointment. Just how soon you’ll be able to come in for that appointment may depend on office traffic and policy. Some practitioners will be

  able to fit you in right away, while some very busy offices may not be able to accommodate you for several weeks or even longer. At certain offices, it’s routine to wait until a woman is 6 to

  8 weeks pregnant for that first official prenatal visit, though some offer a “pre-ob” visit to confirm a pregnancy as soon as you suspect you’re expecting (or have the positive

  HPT results to prove it).




  But even if your official prenatal 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 practitioner, start acting pregnant as soon as you see that positive readout on the HPT. You’re probably familiar with many of the basics, but don’t

  hesitate to call your practitioner’s office if you have specific questions about how best to get with the pregnancy program. You may even be able to pick up a pregnancy packet ahead of time

  (many offices 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. Of course, you’ll also find plenty of pregnancy advice in this book.




  In a low-risk pregnancy, having the first prenatal visit early on isn’t considered medically necessary, though the wait can be hard to handle. If the waiting’s stressing you out, or

  if you feel you may be a high-risk case (because of a chronic condition or a history of miscarriages, for instance), check with the office to see if you can come in earlier. (For more on what to

  expect at your first prenatal visit, see here.)




  Your Due Date




  “I just got a positive result on my pregnancy test. How do I calculate my due date?”




  Once the big news starts to sink in, it’s time to reach for the calendar and mark down the big day: your due date. But wait—when are

  you due? Should you count 9 months from today? Or from when you might have conceived? Or is it 40 weeks? And 40 weeks from when? You just found out you’re pregnant, and already you’re

  confused. When is this baby coming, anyway?




  Take a deep breath and get ready for pregnancy math 101. As a matter of convenience (because you need some idea of when your baby will arrive) and convention (because it’s important to

  have benchmarks to measure your baby’s growth and development against), a pregnancy is calculated as 40 weeks long—even though only about 30 percent of pregnancies

  actually last precisely 40 weeks. In fact, a full-term pregnancy is considered to be anywhere from 39 weeks to 41 weeks long (a baby born at 39 weeks isn’t “early” any more than

  one born at 41 weeks is “late”).




  But here’s where things get even more confusing. The 40 weeks of pregnancy are not counted from the day (or passionate night) your baby was conceived—they’re counted from the

  first day of your last menstrual period (or LMP). Why start the clock on pregnancy before sperm even meets egg (and before your ovary even releases the egg)? The LMP is simply a reliable day to

  date from. After all, even if you’re pretty positive about ovulation day (because you’re a master of cervical mucus or an ovulation predictor pro), and definitely sure about the day or

  days you had sex, you probably can’t pinpoint the moment egg and sperm got together (aka conception). That’s because sperm can hang out and wait for an egg to fertilize up to 3 to 5

  days after they’ve arrived through the vagina, and an egg can be fertilized up to 24 hours after it’s been released—leaving a wider window than you might think.




  So instead of using an uncertain conception date as a start date for pregnancy, you’ll use a sure thing: your LMP, which (in a typical cycle) would have occurred about 2 weeks before your

  baby was conceived. Which means you’ll have clocked in 2 of those 40 weeks of pregnancy by the time sperm and egg actually meet, and 4 weeks by the time you miss your period. And when you

  finally reach that 40-week mark, your baby bun will have been baking for just 38 weeks.




  Still confused by the system? That’s not surprising—it’s a confusing system. Happily, you don’t have to understand the system to work it. To arrive at a due date (called

  an EDD, or estimated due date, because it’s always an estimate), you can just do this simple calculation: Subtract 3 months from the first day of your last menstrual period (LMP), then add 7

  days. For example, say your last period began on April 12. Count backward 3 months, which gets you to January 12, and then add 7 days. Your due date would be January 19. Don’t feel like doing

  any math at all? No need to. Just plug your LMP date into the What To Expect app and—baby bingo!—your EDD will be calculated for you, you’ll find out the week of pregnancy

  you’re in, and your week-by-week countdown will begin.




  Keep in mind that if you have irregular cycles, you may have difficulty calculating your due date with the LMP method. And even if your cycles are regular, your practitioner might give you a

  different date than you arrived at by using the LMP method or an app. That’s because the most accurate way of estimating a due date is through an early ultrasound, usually done at about 6 to

  9 weeks, which reliably measures the size of the embryo or fetus (measurements done by ultrasound after the first trimester aren’t as accurate).




  Though most practitioners will rely on the ultrasound-plus-LMP method to officially date your pregnancy, there are also other physical signs that may be used to back it up, including the size of

  your uterus and the height of the fundus (the top of the uterus, which will be measured at each prenatal visit after the first trimester and will reach your navel at about week 20).




  All signs point to the same date? Remember, even the most reliable EDD is still just an estimate. Only your baby knows for sure when his or her birth date will be . . . and baby’s not

  telling.




  

    ALL ABOUT:




    Choosing and Working with Your Practitioner


  




  Everybody knows it takes two to conceive a baby. But it takes a minimum of three—mom, dad, and at least one health care professional—to

  make that transition from fertilized egg to delivered infant a safe and successful one. Assuming you and your partner have already taken care of conception, the next challenge you both face is

  selecting that third member of your pregnancy team and making sure it’s a selection you can live with—and labor with.




  Obstetrician? Family 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.




  The obstetrician. Are you looking for a practitioner who is trained to handle every conceivable medical aspect of pregnancy,

  labor, delivery, and the postpartum period—from the most obvious question to the most obscure complication? Then you’ll want to consider an obstetrician, or ob. An ob can not only

  provide complete obstetrical care, but can also take care of all your non-pregnancy female health needs (Pap smears, contraception, breast exams, and so on). Some also offer general medical care,

  acting as your primary care physician as well.




  If yours is a high-risk pregnancy, you will very likely need and want to seek out an ob. You may even want to find a specialist’s specialist, an ob who specializes in high-risk pregnancies

  and is certified in maternal-fetal medicine. These physicians spend an extra 3 years training to care for women with high-risk pregnancies beyond the typical 4 years of ob-gyn residency training.

  If you’ve become pregnant with the help of an infertility specialist, you’ll probably start your prenatal care with him or her, then “graduate” to a general ob or midwife

  (typically toward the end of the first trimester, though possibly sooner)—or, if your pregnancy turns out to be high-risk, a maternal-fetal medicine specialist.




  More than 90 percent of women select an ob for their care. If you’ve been seeing an ob-gyn you like, respect, and feel comfortable with for your gynecological care, there may be no reason

  to switch now that you’re pregnant. If your regular gyn care provider doesn’t do ob, or if you’re not convinced this is the doctor you’d like to have caring for you during

  pregnancy or while delivering your baby, it’s time to start shopping around.




  The family physician. Family physicians (FP) provide one-stop medical service. Unlike an ob, who has had post–medical

  school training in women’s reproductive and general health as well as surgery, the FP has had training in primary care, maternal care, and pediatric care after receiving an MD. If you decide

  on an FP, he or she can serve as your internist, obgyn, and, when the time comes, pediatrician. Ideally, an FP will become familiar with the dynamics of your family and will be interested in all

  aspects of your health, not just your obstetric ones. If your pregnancy takes a turn for the complicated, an FP may send you to an ob for consultation or for more specialized care, but will remain

  involved in your care for comforting continuity.




  

    Paging Dr. Google?




    

      Visit those pregnancy websites and apps, by all means, but search (and research) with care. Realize that you can’t believe everything

      you read, especially online—and, emphatically—on social media. Before you consider following any of Dr. Google’s prescriptions and guidelines, always get a second opinion from

      your real practitioner—usually your best source of pregnancy information, particularly as it applies to your individual pregnancy.


    


  




  The certified nurse-midwife. If you’re looking for a practitioner who will put more caring into your ob care, take extra

  time with you at prenatal visits, be as attentive to your emotional wellbeing as your physical condition, offer more detailed nutritional advice and comprehensive breastfeeding support, be open to

  more complementary and alternative therapies and more birth options, and be a strong advocate of unmedicated childbirth, then a certified nurse-midwife (CNM) may be right for you (though, of

  course, many doctors fit that profile, too). A CNM is a medical professional—an RN (registered nurse) or a BSN (bachelor of nursing science) who has completed graduate-level programs in

  midwifery and is certified by the American College of Nurse-Midwives. A CNM is thoroughly trained to care for women with low-risk pregnancies and to deliver uncomplicated births. In some cases, a

  CNM may provide continuing routine gyn care and, sometimes, newborn care. Most midwives work in hospital settings, and others deliver at birthing centers and/or do home births. Ninety-five percent

  of births with CNMs are in hospitals or birthing centers. Though CNMs have the right in most states to offer pain relief, as well as to prescribe labor-inducing medications, a birth attended by a

  CNM is less likely to include such interventions. On average, midwives have much lower cesarean delivery rates (performed by their affiliated obs) than physicians, as well as higher rates of

  vaginal birth after cesarean (VBAC) success—in part because they’re less likely to turn to unnecessary medical interventions, and in part because they care only for women with low-risk

  pregnancies, who are less likely to end up needing a surgical delivery. Studies show that for low-risk pregnancies, deliveries by CNMs are as safe as those by physicians. Something else to keep in

  mind, if you’ll be paying some or all of your costs out-of-pocket: The cost of prenatal care with a CNM is usually less than that with an ob.




  If you choose a certified nurse-midwife (about 9 percent of expectant moms do), be sure to select one who is both certified and licensed (all 50 states license nurse-midwives). Most CNMs use a

  physician as a backup in case of complications, and many practice with one or with a group that includes several. For more information about CNMs, look online at midwife.org.




  

    Division of Labor




    

      What happens if your ob is away on the day you deliver? Some obstetricians and hospitals turn to laborists—obs who work exclusively in

      the hospital (which is why they may also be called hospitalists), only attending labors and delivering babies. These laborists don’t have an office and don’t follow patients through

      pregnancy, but are there to help your baby come into the world if your ob (perhaps because he’s on vacation or because she’s attending a conference) isn’t available.




      If you’re told that a laborist may be delivering your baby, ask your practitioner if he or she and the hospital laborists have worked closely together in the past. Also ask whether

      their philosophies and protocols are similar. You might also want to call the hospital to ask if you can meet the staff docs before labor, so that you’re not being attended by a complete

      stranger during childbirth. Make sure, too, that you arrive at the hospital with your birth plan (if you have one; see here) in hand, so whoever is attending you is

      familiar with your wishes even if he or she isn’t familiar with you.




      If you’re uncomfortable with the whole arrangement, think about switching practices sooner rather than later. Remember, though, that if you’re with a multiple-doc practice

      already, there’s a good chance your “regular” ob won’t be on call the day you go into labor anyway. Keep in mind, too, that because hospitalists focus solely on

      deliveries, they’re extra-prepared to give the best possible care during labor. And extra-rested, also, because they work on shifts instead of around the clock.


    


  




  Direct-entry midwives. These midwives are trained without first becoming nurses, though they may hold degrees in other health

  care areas. Direct-entry midwives are more likely than CNMs to do home births, though some also deliver babies in birthing centers. Those who are evaluated and certified through the North American

  Registry of Midwives are called certified professional midwives (CPMs)—other direct-entry midwives are not certified. Licensing for direct-entry midwives is also offered in certain states,

  and in some of those states, the services of a CPM are reimbursable through Medicaid and private health plans. In other states, direct-entry midwives can’t practice legally. Less than half of

  1 percent of births in the U.S. are attended by a direct-entry midwife. For more information, contact the Midwives Alliance of North America at mana.org.




  Types of Practice




  You’ve settled on an obstetrician, a family practitioner, or a midwife. 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:




  Solo medical practice. Searching for a doctor who’s one of a kind, literally? Then you might want to look for a solo

  practice—in which the doctor of your choosing works alone, relying on another doctor to cover when he or she is unavailable. An ob or a family physician might be in solo practice, while a

  midwife must work in a collaborative practice with a physician in most states. The major advantage of a solo practice is that you’ll see the same doctor at each visit—familiarity that

  can definitely breed comfort, especially when it comes time for delivery. You’ll also receive consistent advice, instead of being consistently confused by seeing different practitioners

  sharing different (and sometimes conflicting) points of view. The major disadvantage is that if your one-of-a-kind doctor is out of town, sick, or otherwise unavailable on

  the day (or night) your baby decides to arrive, a backup practitioner you don’t know (in some cases, a laborist; see box, facing page) may deliver your baby. Arranging to meet the covering

  practitioner ahead of time can help you feel more comfortable about that possibility. A solo practice may also be a problem if, midway through the pregnancy, you find that your one-of-a-kind doctor

  really isn’t the one you were hoping for after all. If that happens and you decide to switch practitioners, you’ll have to start from scratch, searching for one who fits your patient

  profile.




  Partnership or group practice. In this type of practice, two or more doctors in the same specialty care jointly for patients,

  often seeing them on a rotating basis (though you usually get to stick with your favorite through most of your pregnancy and start rotating only toward the end of your pregnancy, when you’re

  having more frequent office visits). Again, you can find both obs and family physicians in this type of practice. The advantage of a group practice is that by seeing a different doctor each time,

  you’ll get to know them all—which means that when those contractions 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 doctors in the practice equally, and you usually won’t be able to choose the one who attends your baby’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 head-spinning.




  Combination practice. A group practice that includes one or more obs and one or more midwives is considered a combination

  practice. 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 at some of your visits

  and the extra medical knowhow of a physician’s extensive training and expertise at others. You may have the option of a midwife-attended delivery, plus assurance that if a problem develops, a

  doctor you know is in the wings.




  Maternity center or birthing center practice. In these practices, certified midwives provide the bulk of the care, and obs are on

  call as needed. Some maternity centers are based in hospitals with special birthing rooms, and others are stand-alone facilities. All maternity centers provide care for low-risk patients only.




  The benefits of this type of practice are obviously great for moms-to-be who prefer a CNM as their primary practitioner. Another possibly sizable advantage may be the bottom line: CNMs and

  birthing centers usually charge less than obs and hospitals. That can be a key consideration, since while your health insurance is required to cover maternity and delivery care, you may need to

  foot part of the bill, depending on the type of insurance you have, your deductible, and whether you go in or out of network. A potential disadvantage of this kind of care: If a complication arises

  during pregnancy, you may have to switch your care to an ob and start developing a relationship all over again. Or, if a complication comes up during labor or delivery, you may need to be delivered

  by the doctor on call—someone you may never have met before. And finally, if you are delivering at a freestanding maternity center and complications arise, you may have to be transported to the nearest hospital for emergency care.




  

    Centering Pregnancy




    

      Looking for an alternative to the traditional model of prenatal care? Maybe Centering Pregnancy is for you. Instead of booking appointments for

      monthly checkups, you’ll join a group of 8 to 12 other moms-to-be (and their partners) with due dates close to yours, usually for about 10 sessions over your pregnancy and early

      postpartum (babies attend, too!). You’ll get your monthly assessments by your practitioner, as you would with individual care, but you’ll also spend about 2 hours at each session

      getting your questions answered, sharing experiences with the other parents-to-be, and discussing topics ranging from pregnancy nutrition to birthing options.




      Think Centering Pregnancy might be just the care you’re looking for? Go to centeringhealthcare.org to learn more, and to see if there’s a site near you.


    


  




  Independent CNM practice. In the states in which they are permitted to practice independently, CNMs 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 centers or hospitals). An independent CNM should have a

  physician available for consultation as needed and on call in case of emergency—during pregnancy, childbirth, and postpartum. Care by an independent CNM is covered by most health plans,

  though only some insurers cover midwife-attended home births or births in a facility other than a hospital.




  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:




  ■   Your gyn or family physician (if he or she doesn’t do deliveries) or your internist, assuming you’re happy with his

  or her style of practice. Doctors tend to recommend others with philosophies similar to their own.




  ■   Friends, coworkers, or pals from your local group on WhatToExpect.com who’ve recently given birth and whose personalities

  and childbirth philosophies are similar to yours.




  ■   Your insurance company, which can give you a list of names of in-network physicians who deliver babies, along with information on

  their medical training, specialties, special interests, type of practice, and board certification.




  ■   The American Medical Association (ama-assn.org; click on “Doctor Finder”) can help you search for a doctor in your

  area.




  ■   The American College of Obstetricians and Gynecologists (ACOG) Physician Directory has the names of obstetricians and

  maternal-fetal specialists. Go to acog.org and click on “Find an ob-gyn.”




  ■   The American College of Nurse-Midwives, if you’re looking for a CNM. Go to midwife.org (click on “Find a

  Midwife”).




  ■   The local La Leche League, especially if breastfeeding support is a priority for you.




  ■   A nearby hospital with facilities that are important to you—for example, birthing rooms with whirlpool tubs, rooming-in for

  both baby and dad, or a NICU (neonatal intensive care unit)—or a local maternity or birthing center you’d like to deliver in. Ask for the names of attending physicians and midwives.




  Making Your Selection




  Once you’ve secured a prospective practitioner’s name, call to make an appointment for a consult. Go prepared with questions

  that’ll help you figure out if your philosophies are in sync and your personalities mesh comfortably. (Don’t expect that you’ll agree on everything.) Be observant, too, and try to

  read between the lines at the interview: Is the doctor or midwife a good listener? A patient explainer? Equally responsive to both you and your partner? Does he or she have a sense of humor, if

  that’s a must for you? 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 or wanted, breastfeeding, induction of labor, use of continuous fetal monitoring or routine IVs, VBAC, water birth, or

  anything else that’s important to you. Knowledge is power—and knowing how your practitioner practices will help ensure there won’t be unhappy 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 reaction whether he or she will be comfortable with—and responsive to—you, the patient.




  You will also want to consider the hospital or birthing center the practitioner is affiliated with, and whether it provides features that are important to you. Though your delivery preferences

  clearly shouldn’t be your only criteria in picking a practitioner, they should certainly be on the table. Ask about any of the following features and options that are important 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): Does the hospital or birthing center

  offer a tub to labor in, a squat bar for pushing, a comfortable place for dad to room-in, plenty of space for family and friends to hang out in, a NICU? Is there flexibility about rules or

  procedures that concern you (say, eating or drinking during labor or routine IVs)? Is there an on-call anesthesiologist so you won’t have to wait for an epidural if you want one? Is VBAC

  encouraged (see here) if that applies to you? Are “gentle” cesareans offered (see here)? Are siblings allowed at delivery? Does the

  hospital have a Baby-Friendly designation or has it implemented breastfeeding- and baby-friendly policies (such as making skin-to-skin contact right after birth a priority)? Is there

  round-the-clock breastfeeding support from lactation consultants (or support if you choose not to breastfeed)? See here for more on birth choices and options.




  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, so you’ll want to

  secure a copilot you have faith in.




  

    Where Will You Give Birth?




    

      Absolutely set on giving birth in a hospital? Wondering if a delivering in a birthing center is more your speed? Hoping for a home birth?

      Pregnancy and childbirth are full of personal choices—often including where you’ll be welcoming your brand new baby into the world:




      In a hospital. Don’t think cold and clinical. The birthing rooms at nearly all hospitals are cozy and family-friendly,

      with soft lighting, comfy chairs, soothing pictures on the walls, and beds that almost look like they came out of a furniture showroom instead of a hospital supply catalog. Medical equipment is

      usually stowed out of sight inside homelike cabinetry. The back of the birthing bed can be raised to support a laboring mom in a comfortable position, and the foot of the bed snaps off to make

      way for the birthing attendants. After delivery, there’s a change of sheets, a few flipped switches, and presto, you’re back in bed. Many hospitals also offer showers and/or

      whirlpool tubs in or adjacent to the birthing rooms, both of which can offer hydrotherapy relief during labor. Tubs for water birth are also available in some hospitals (see box, here for more on water birth). Most birthing rooms have sleeper sofas for your coach and other guests.




      Most birthing rooms are used just for labor, delivery, and recovery (LDRs), which means you and your baby will most likely be moved from the birthing room to a postpartum room after an hour

      or so of largely uninterrupted family togetherness.




      If you end up needing a c-section, you’ll be moved from the birthing room to the operating room, and afterward to a recovery room—but you’ll be back in a nice postpartum

      room as soon as the business of birthing your baby is done.




      At a birthing center. Birthing centers, usually freestanding facilities (often just minutes from a

      hospital, although they may also be attached to—or even located in—a hospital), offer a cozy, low-tech, and personalized place for childbirth, with softly lit private rooms,

      showers, and whirlpool tubs for labor and water birth. A kitchen may also be available for family members to use. Birthing centers are usually staffed by midwives, but many have on-call obs.

      And though birthing centers generally do not use interventions such as fetal monitoring, they do have medical equipment on hand so emergency care can be started as needed while waiting for

      transfer to a nearby hospital. Still, only women with low-risk pregnancies are good candidates for delivery in birthing centers. Something else to consider: Unmedicated childbirth is the focus

      in a birthing center, and though mild narcotic medications are available, epidurals aren’t. If you end up wanting an epidural, you’ll have to be transferred to the hospital.




      At home. Only about 1 percent of the deliveries in the U.S. are home births. The upside of delivering at home is obvious:

      Your newborn arrives amid family and friends in a warm and loving atmosphere and you’re able to labor and deliver in the familiar 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 cesarean delivery or resuscitation of the newborn will not

      be close at hand.




      Statistics show that there is a slightly higher risk to the baby in a home birth attended by a midwife compared to a hospital birth attended by a midwife. According to the American College

      of Nurse-Midwives, if you are considering a home birth, you should be in a low-risk category, be attended by a CNM with a consulting physician available, and have transportation readily

      available and live within 30 miles of a hospital.
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  Your Pregnancy Profile
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  The HPT is positive and the news has (sort of) sunk in: You’re having a baby! Excitement is growing, and so are your questions. Many, no

  doubt, have to do with those wild and crazy symptoms you might already be experiencing. But others may have to do with your personal pregnancy profile. What’s a pregnancy profile? No,

  it’s not something you’d post on social media (or that bump selfie you were planning on taking every week). It’s actually a compilation of your medical, gynecological, and

  obstetrical (if you’re not a first-timer) histories. In other words, your pregnancy backstory—which may actually impact the pregnancy story that’s about to unfold.




  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 contraception, you’d have at least one normally occurring menstrual cycle (that is, one that’s

  triggered by your own hormones) before you tried to become pregnant. But conception doesn’t always wait for ideal conditions, and while it’s pretty uncommon (less than a 1 in 100 chance

  when used with perfect consistency), it is possible to become pregnant on 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 mom has conceived while on oral contraception. Need more reassurance? Talk the situation over with your

  practitioner—you’re sure to find it.




  

    A Book for All Families




    

      A family is a family—no matter what its makeup, it’s the love that matters most. But as you read What to Expect When

      You’re Expecting, you’ll notice references to traditional family relationships. These references definitely aren’t meant to exclude expectant moms (and their families)

      who don’t mold neatly into that traditional family form—for example, those who are single by choice or by circumstances, who have same-sex partners, or who have chosen not to marry

      their live-in partners. Rather, the use of a term like “spouse” or “partner” is a way of avoiding phrases (for instance, “your husband or significant other”)

      that are more inclusive but also a mouthful to read. Ditto the use of “dad” instead of “dad or other mom” in referring to the not-pregnant parent. Please mentally edit

      out any phrase that doesn’t fit and replace it with one that’s right for you and your loving family.




      Are you a couple expecting with a surrogate? This is your pregnancy, too—and your book. Use it to keep track of your surrogate’s progress, and your baby’s.


    


  




  You’ll likely get the same reassurance from your practitioner if you conceived while using the ring, patch, injections, or implants. These forms of birth control use the same hormones that

  are in the Pill, which means that just like there’s no evidence of an increased risk to a baby when mom has conceived using the Pill, there’s also no evidence of increased risk while

  using other forms of hormonal birth control.




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




  No need to worry if you got pregnant while using a condom (or diaphragm, cap, or sponge) with spermicides, a spermicide-coated condom, or just

  plain spermicides. The reassuring news is that there is absolutely no known connection between the use of spermicides and birth defects. 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 does occasionally happen. The odds of its happening with an IUD are pretty low—about 1 in 1,000.




  Having beaten the odds and managed conception with an IUD in place leaves you with two options, which you should talk over with your practitioner 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 practitioner can 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—even if the IUD is the hormone-releasing kind. 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 an infection developing is increased. In that case, the 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 risk of miscarriage, but the risk drops to only 20 percent when the IUD is removed. If that doesn’t sound all that reassuring,

  keep in mind that the rate of miscarriage in all known pregnancies is estimated to be about 15 to 20 percent.




  If the IUD is left in, be especially alert for bleeding, cramping, or fever during the first trimester, 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 nonmalignant growths on the

  inner walls of the uterus don’t affect a pregnancy at all.




  Sometimes, a mom-to-be with fibroids notices abdominal pressure or pain, though it’s usually nothing to worry about. Still, report it to your practitioner. Reduced activity or modified bed

  rest for 4 or 5 days along with a safe pain reliever 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. Since every case of

  fibroids—like every expectant mom—is different, talk yours over with your practitioner 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 c-section. 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 tumors (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 labor. If your practitioner decides this

  might be true of your uterus, a c-section will be planned. Become familiar with the signs of early labor in case contractions begin before the planned surgery, and have a plan in place for getting

  to the hospital quickly if you do go into labor.




  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: problems becoming pregnant, 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.




  Endometriosis causes pain in the pelvic area because tissue from the uterine lining (called the endometrium) grows outside the uterus and reacts to the hormonal changes of the menstrual cycle by

  thickening, breaking down, and bleeding (as the uterine lining normally does). During pregnancy, when ovulation and menstruation take a hiatus and progesterone increases, these so-called

  endometrial implants become smaller and less tender, often inducing a bit of remission from the pain endometriosis causes. In fact, many moms-to-be are symptom-free or nearly so during the entire

  pregnancy—though some may start to feel discomfort as baby grows and begins packing a stronger punch, particularly if those punches and kicks reach tender areas.




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

  return. The other less happy news is that women with endometriosis do face an increased risk of ectopic pregnancy (so be sure to be alert for associated signs; see here), as

  well as preterm birth. Because of these increased risks, your practitioner will likely monitor your pregnancy more frequently (with more frequent ultrasounds, for instance). Finally, in the very

  unlikely case that you’ve had uterine surgery for your condition, your practitioner will probably opt to deliver via c-section.




  Colposcopy




  “A year before I got pregnant, I had a cervical biopsy and a LEEP to remove some abnormal cells. Does this put my pregnancy at any risk?”




  Happily, probably not. The cervical biopsy itself definitely isn’t a concern, since the sampling of cells taken is tiny. The LEEP (loop

  electrocautery excision procedure, which cuts away abnormal cervical tissue using an electrical current) is also very unlikely to have any impact on a future pregnancy—in fact, the vast

  majority of women who have a LEEP are able to have completely normal pregnancies. Ditto for women who had their abnormal cells treated with cryosurgery (when the abnormal cells are frozen). Some

  women, however, depending on how much tissue was removed during either type of treatment, may be at a somewhat increased risk for certain complications, such as cervical insufficiency (sometimes

  called incompetent cervix) and preterm delivery. Make sure your prenatal practitioner knows about your cervical history so that your pregnancy can be more closely monitored.




  If abnormal cells are found during a routine Pap smear during your first prenatal visit, your practitioner may opt to perform a colposcopy for a closer look, but biopsies or further procedures

  are usually delayed until after the baby is born.




  Previous Abortions




  “I’ve had two abortions. Will that have any impact on this pregnancy?”




  Multiple first-trimester abortions aren’t likely to have an effect on future pregnancies. So if the 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 reproductive history, the better care you and your baby will get.




  

    Other STDs and Pregnancy




    

      Not surprisingly, most STDs can affect pregnancy. Fortunately, most can be easily and safely treated, even during pregnancy. But because women

      are often unaware of being infected, the CDC recommends that all expectant mothers be tested early in pregnancy for the STDs most likely to pose a serious risk to mom and baby. These

      include:




      Gonorrhea. Gonorrhea has long been known to cause conjunctivitis, blindness, and serious generalized infection in a baby

      delivered through an infected birth canal. An expectant mom who tests positive for gonorrhea will be treated immediately with antibiotics. Treatment is followed by another culture to be sure

      the mom is infection-free. As an added precaution, an antibiotic ointment is squeezed into the eyes of every newborn at birth.




      Syphilis. Because this STD can cause a variety of birth defects as well as stillbirth, testing is routine at the first

      prenatal visit. Antibiotic treatment of infected pregnant women before the 4th 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 rare.




      Chlamydia. More common than syphilis or gonorrhea and occurring most often in sexually active women under age 26 (especially

      those who have had multiple partners), chlamydia is the most common infection passed from mother to baby, and is considered a potential risk to both. Because half of women infected with

      chlamydia don’t have symptoms (which means it’s possible to have picked it up at some point and not know it), routine screening is important.




      The best time to treat chlamydia is before pregnancy. But prompt treatment with antibiotics (usually azithromycin) during pregnancy can prevent transmission of the infection to baby (in the

      form of pneumonia, which fortunately is usually mild, and eye infection, which is occasionally severe) at delivery. The antibiotic ointment routinely used at birth

      protects the newborn from chlamydial, as well as gonorrheal, 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 mom is infected), the symptoms can be irritating. Generally, expectant moms with symptoms of trichomoniasis are tested, and if

      found positive for the infection, are treated safely with antibiotics.




      HIV infection. ACOG recommends (and most states require) that all pregnant women be counseled about and screened for HIV as

      early as possible during each pregnancy unless they decline the test (so-called “opt out testing”). That’s because infection in pregnancy by the HIV virus, which causes AIDS,

      is a threat not just to the expectant mom but to her baby as well. About 25 percent of babies born to untreated mothers will develop the infection (testing will confirm it in the first 6 months

      of life). Fortunately, the treatments that are now available offer plenty of hope for infected moms and their babies-to-be. Treating an HIV-positive pregnant woman with AZT (also known as ZDV

      or Retrovir) or other antiretroviral drugs can dramatically reduce the risk of her passing the infection on to her baby, without any harmful side effects. For women with a high amount of HIV in

      their body, delivering by elective c-section (before contractions begin and before membranes rupture) can reduce the risk of transmission even more.




      If you’re not sure whether you’ve been tested for STDs, check with your practitioner. Testing is a vital precaution to take in pregnancy, even if you’re

      pretty certain you couldn’t be infected with an STD. If a test does turn out to be positive, treatment (for both you and your partner, if necessary) will protect not only your health, but

      that of your baby-to-be.


    


  




  HPV (Human Papillomavirus)




  “Can having genital HPV affect my pregnancy?”




  Genital HPV is the most common sexually transmitted virus in the U.S., though thanks to the HPV vaccine, the numbers of those affected are

  declining. Most people who become infected with it never know, because most of the time, HPV causes no obvious symptoms and usually resolves on its own within 6 to 10 months.




  There are some times, however, when HPV does cause symptoms. Some strains cause cervical cell irregularities (detected on a Pap smear), and 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; colors 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 without treatment within a couple of months.




  How does having an active case of genital HPV affect a pregnancy? Luckily, it’s unlikely to affect it at all. Occasionally, however, the hormonal changes of pregnancy can cause the warts

  to multiply or get larger. 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—especially if the warts get so big that they obstruct your birth canal. The warts can be safely removed by freezing, electrical heat, or laser therapy. If they’re not

  impacting your pregnancy, this treatment may be delayed until after delivery.




  If you do have HPV, your practitioner will also check your cervix to make sure there are no cervical cell irregularities. But even if abnormalities are found, any necessary cervical biopsies to

  remove the abnormal cells will likely be postponed until after your baby arrives.




  Worried about whether your baby can catch your HPV infection? Don’t be. HPV transmission to babies is very low—and even in the unlikely case that a baby does get the HPV virus, it

  typically clears without treatment.




  HPV can be prevented with the HPV vaccine, which is recommended for all girls and boys beginning at age 11 or 12 but can also be given through age 26 if it wasn’t

  previously. The vaccine is given in a series of 3 doses, and if you started the series and then became pregnant before completing it, 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?”




  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 rare. A baby has a less than 1 percent chance of contracting the condition if a mom has a recurrent infection (that is, she’s had herpes before)

  during pregnancy. Second, though a primary infection (one that appears for the first time) in pregnancy increases the risk of miscarriage and premature delivery, that kind of infection is uncommon,

  since pregnant women and their partners are far less likely to participate in at-risk behaviors (such as having unprotected sex with a new partner). Even for babies at greatest risk—those

  whose moms have their first herpes outbreak as delivery nears (again, a very unlikely scenario)—there is an up to 50 percent chance that they will arrive infection-free. If you haven’t

  had genital herpes before, and show any signs of a primary infection (fever, headache, fatigue, and achiness for 2 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), call your practitioner.




  If you picked up your herpes infection before pregnancy, the risk to your baby is very low. To lower it even more, your practitioner will probably give you antiviral meds beginning at week 36 of

  your pregnancy—even if you don’t have active lesions. If you end up having active lesions when labor starts, you’ll probably have a c-section to protect your little one from

  infection in the birth canal. 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 passing along the virus, even during an active infection.




  

    Your Obstetrical History


  




  In Vitro Fertilization (IVF)




  “I conceived my baby through IVF. How different will my pregnancy be?”




  Some well-deserved congratulations on your IVF success! With all you’ve been through to get to pregnancy, you’ve earned some smooth

  sailing—and happily, you’re likely to get it. The fact that conception took place in a lab instead of in your fallopian tube shouldn’t impact your pregnancy all that much, at

  least once the first trimester is over. The same is true for a baby conceived via other fertility treatments (such as ICSI or GIFT). 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 stick (particularly since IVF pregnancies are usually confirmed by blood tests super–early on), because trying

  again can be so emotionally and financially draining, and because it’s not known right off how many of the transferred embryos are going to develop into fetuses, the first 6 weeks or so of an

  IVF pregnancy are usually more nerve-racking than most. Expect to spend more time in your fertility specialist’s office—for repeat blood work and ultrasounds. Sex and other physical

  activities may be restricted, and you might even be put on modified bed rest (though studies show that bed rest doesn’t seem to help boost odds of IVF success). And as an added precaution,

  the hormone progesterone (and possibly baby aspirin) will likely be prescribed to help support your developing pregnancy during the first 2 to 3 months.




  But once this extra-cautious period is past (and once you’ve graduated to your regular prenatal practitioner, usually at about 8 to 12 weeks), you can expect that your pregnancy will be

  pretty much like everyone else’s—unless it turns out that you have multiple baby passengers on board, as more than 40 percent of IVF moms do. If you do, see Chapter 15.




  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 9 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):




  

    Do Tell




    

      Whatever’s in your past, now’s not the time to try to put it behind you. In fact, your sexual, reproductive, and medical history

      are more important (and relevant) than you might think. Previous pregnancies (and any complications), miscarriages, abortions, surgeries, STDs, or other infections may or may not have an impact

      on what happens in this pregnancy, but be sure to share any information you have about them—or any aspect of your history—with your practitioner (all will be kept confidential).

      Share, too, any history of depression or other mental illness, as well as any history of eating disorders. The more your practitioner knows about you, the better he or she will be able to care

      for you and your baby-to-be.


    


  




  ■   You’ll probably “feel” pregnant sooner. Like most second-timers, you’ll probably be more attuned to the

  early symptoms of pregnancy and more apt to know them when you feel them.




  ■   You’ll likely have a repeat when it comes to pregnancy symptoms. In general, your first pregnancy is a pretty good

  predictor of future pregnancies, all things being equal. That said, all pregnancies, like all babies, are different—and that could mean that your symptoms in this pregnancy may be different,

  too. Some symptoms may seem less noticeable because you’re too busy to pay attention to them (or in the case of fatigue, you’re already so tired, who can tell?). Some may appear sooner

  (like urinary frequency) and some may appear later or not at all. And some symptoms—like food cravings and aversions, breast enlargement and sensitivity—are typically (but not

  universally) less pronounced in second and subsequent pregnancies due to a body that’s been there and done that. You may worry less, too, especially if you did a lot of worrying in your first

  pregnancy.




  

    Room for Improvement?




    

      Have every symptom in the book the first time around? Or even a complication or two? That doesn’t necessarily mean you won’t have

      better luck (and smoother sailing) this time. In fact, if there was room for improvement in your first pregnancy, now’s your chance to make some of the tweaks that might reduce your

      chances of bumps along the way to baby 2, including: gaining weight at a steady rate and keeping the gain within the recommended guidelines (see here), eating well (see

      Chapter 4 to find out how), getting enough and the right kind of exercise (see here for guidelines), and finding ways to relax if you’re a stress mama. Having older

      children can often exacerbate pregnancy symptoms; see the box on the facing page for tips on minimizing pregnancy symptoms when you’re combining the work of being a mom and a

      mom-to-be.


    


  




  ■   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 your baby-number-2 bump looks different from your bump with

  baby number 1. Baby number 2 (or 3 or 4) is liable to be larger than your firstborn, too, so you may have a heavier load to carry around. Another potential result of those loosened-up abs:

  Pregnancy back and hip aches may be more of a pain—and may appear earlier.




  ■   You’ll probably feel movement sooner. Something happy 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 even sooner, maybe later). You’re also more likely to know it when you feel it, having felt it

  before. Of course, placenta placement can make a difference in when those first kicks are noticed, even in second or subsequent pregnancies.




  ■   You may not feel as excited. That’s not to say you aren’t happy to be expecting again. But you may notice that the

  excitement level isn’t quite as over-the-top. This is a completely normal reaction (again, you’ve been here before) and in no way reflects on your love for your baby-to-be. Keep in

  mind, too, that you’re preoccupied (physically and emotionally) with the little one who’s already here.




  ■   You will probably have an easier and faster labor and delivery. Here’s the really good part about those laxer muscles. All

  that loosening up (particularly in the areas involved in childbirth), combined with your body’s prior experience, may help ensure a speedier exit for baby number 2. Though there are no sure

  bets in the birthing room, just about every phase of labor is likely to be shorter, and pushing time will probably be significantly reduced—second babies often pop out in a matter of

  minutes.




  

    Keeping Up with the Kids




    

      For some second-time mamas-to-be, keeping up with a little one (or little ones) 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 and heartburn

      can increase during times of stress (the getting-to-school or the getting-dinner-on-the-table rush, for instance). Fatigue can (big duh) be even more draining because there doesn’t seem

      to be any time to rest. Backaches can be an extra pain if you’re doing a lot of tot toting. Even constipation becomes more likely if you never have a chance to use the bathroom when the

      urge strikes. You are also more likely to come down with colds and other illnesses, courtesy of older germ-spreading kids.




      It’s not realistic to always put your pregnant body first when you’ve got another little body clamoring for care (the days of pampered pregnancy almost certainly ended with your

      first delivery). But taking more time to take care of yourself—putting up your feet 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, most don’t repeat

  routinely—and some are extremely unlikely to strike twice (for instance, a complication that was triggered by a onetime event, like an infection). You’re also less likely to have a

  repeat of complications that were caused by lifestyle habits you’ve since improved (say, not eating well or not getting any exercise). If the cause was a chronic health problem, such as

  diabetes, controlling the condition before you become pregnant 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 repeating no matter what prevention steps you take, 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 repeating. No matter what the problems or their causes (even if no cause was ever

  pinpointed), the tips in the box on the facing page can help make your pregnancy more comfortable and safer for both you and your baby.




  Back-to-Back Pregnancies




  “I got pregnant again just 10 weeks after delivering my first baby—and while we’re happy about it, let’s just say we didn’t plan it that way.

  Does becoming pregnant again so soon put any added risk on me or the baby?”




  

    Repeat Miscarriages




    

      When you’ve had recurring miscarriages (defined as 2 or 3 in a row), it’s understandably hard for you to believe that a healthy

      pregnancy and a healthy baby can be in your future, as much as you hope for it. But it can be—especially with the right care and the right management.




      The causes of repeated early miscarriages are sometimes unknown, but there are tests that may shed light on why the miscarriages took place—even if they each had a different cause.

      Trying to determine the cause of a single loss usually isn’t worthwhile, but a medical evaluation and testing will probably be recommended if you’ve had 2 or more consecutive

      miscarriages.




      Recurrent miscarriage was once a mystery far more often than not, but much progress has been made in uncovering its causes. Many tests can now pick up risk factors for pregnancy loss, and

      there are more effective strategies for preventing a future one. So talk to your practitioner to discuss the options in your case, which might include referral to a maternal-fetal

      specialist.




      Some of the tests you may be offered after your repeat miscarriages include:




      

        ■   A karyotyping blood test for both you and the baby’s father to see if either of you carries a balanced

        translocation—an altered chromosome arrangement, which may be the cause of the miscarriages




        ■   A blood test for antiphospholipid antibodies (antibodies that attack a woman’s own tissues, causing blood clots that

        can clog the maternal blood vessels that feed the placenta




        ■   An ultrasound before pregnancy where saline is infused into the uterus to check for anatomical problems




        ■   An analysis of the chromosomal makeup of the miscarried embryo or fetus, which can help determine a cause for the

        miscarriages




        ■   Tests for vitamin deficiencies




        ■   Tests of hormone levels


      




      Once you know the cause, or causes, you can talk to your practitioner about what kind of treatment or treatments might best protect your next pregnancy. In some instances, patients with a

      history of early or late miscarriages can benefit from hormone therapy: progesterone for women who appear to be producing too little of this important pregnancy hormone, or a medication to

      reduce levels of the hormone prolactin in the mother’s blood if tests show that excess prolactin is the cause. If a thyroid problem is detected, it can be treated easily.




      Even if a cause can’t be identified and treated, you still have a good chance of sustaining a successful pregnancy. But that may be hard for you to believe or even to hope for. It will

      be important to find ways of managing any understandable fear that being pregnant again will mean you’ll miscarry again. Yoga, meditation, visualization techniques, and deep-breathing

      exercises can help with the anxiety, and support can come from other women who’ve suffered similar losses (you’ll find plenty of sharing going on in the WhatToExpect.com Grief and

      Loss forum). Communicating your feelings openly with your partner may also help. Remember, you’re in this together.




      For more on miscarriage, see Chapter 20, starting on here. For more on detailed information on preventing a repeat pregnancy loss, see What to Expect Before

      You’re Expecting.


    


  




  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 closely spaced pregnancies can take their physical toll on a mom-to-be who just

  became a mom, there are lots of things you can do to help your body better handle the challenge of back-to-back (or bump-to-bump) baby making, including:




  ■   Getting the best prenatal care, starting as soon as you think you’re pregnant. Very closely spaced pregnancies (when

  there’s less than 12 months between pregnancies) increases the risk for preterm birth, though getting good prenatal care from the get-go can help reduce that risk.




  ■   Eating as well as you can (see Chapter 4). Your body probably hasn’t had a chance to rebuild the stores of vitamins and

  nutrients that were tapped to make your last baby, and that can put you at a nutritional disadvantage, particularly if you’re still breastfeeding. You may need to overcompensate nutritionally

  to be sure both you and the baby you’re currently carrying don’t get shortchanged. Continue taking your prenatal vitamins, of course (or start them up again if you already quit), but

  don’t stop there. Try not to let lack of time or energy (you’ll have little of both, that’s for sure) keep you from eating enough or well enough. Healthy grazing may help you fit

  those much-needed nutrients into your busy schedule, so stock up on wholesome, ready-to-grab munchables like cheese sticks, almonds, freeze-dried fruit, and mini bags of baby carrots to dip in

  ready-to-serve hummus.




  ■   Gaining the right amount of weight. Your brand new baby boarder doesn’t care whether or not you’ve had time to shed

  the extra pounds his or her sibling just finished putting on you—which means you’ll probably have to shelve any plans to drop that baby weight until you deliver this baby. Talk over a

  sensible weight gain goal with your practitioner (which might be the same, lower, or higher than last time). Focus on the quality of the food you eat (always important during pregnancy, but

  especially important when you’re going back-to-back), but also keep an eye on the scale.




  ■   Fair-share feeding. If you’re breastfeeding your newborn, you can continue as long as you want to and feel up to it (see

  box, here).




  ■   Resting up. You need more rest than may be humanly (and new-motherly) possible. Getting close to that rest quota will require not

  only your own determination but help from your spouse and others as well. Set priorities, too: Let less important chores or work go undone, and force yourself to nap (or at least put your feet up)

  when your baby is napping. If you’re not breastfeeding, daddy can take over night feedings. If you are, he can do the baby-fetching at 2 a.m.




  ■   Exercising. Getting through a day (and a night) with a newborn might seem workout enough—especially now that you’ve

  added the around-the-clock demands of baby growing to your exhausted body’s to-do list. Still, the right amount and the right kind of exercise can boost your energy level when you need that

  boost most—plus, boost your odds of a healthier and more comfortable pregnancy. If you can’t seem to find the time for a regular pregnancy workout routine, build physical activity into

  your day with your baby—a couple of 15-minute walks will do the trick. Or enroll in a pregnancy exercise class or swim at a club or community center that offers

  babysitting services. Or let baby watch from the infant seat or swing while you bop to the What to Expect When You’re Expecting Pregnancy Workout DVD.




  

    Breastfeeding While Pregnant




    

      Still breastfeeding your precious bundle, but just discovered there’s another baby bun baking away? Breastfeeding and pregnancy are

      usually perfectly compatible—which means there’s probably no need to retire your breasts for the next 9 months if you don’t want to.




      Have concerns that the oxytocin that’s released during breastfeeding might cause contractions that could lead to miscarriage or early labor? Not to worry. In a low-risk pregnancy, the

      mild contractions triggered by nursing aren’t a problem. In fact, until your uterus is ready to switch from baby-boarding to baby-birthing mode (usually around 38 weeks), oxytocin

      doesn’t seem to have much effect on the uterus at all.




      Having a hard time keeping anything down, never mind eating well enough to fuel both baby growing and milk production (a combo that can require upward of 800 extra calories per day)? Morning

      sickness can be a drain, literally—and that can deplete you of the nutrients and fluids necessary to nourish the baby that’s already here and the one that’s on the way. If

      nausea and vomiting are especially severe, and if you’re losing weight early on, discuss this challenge with your practitioner. You both might come to the conclusion that the best choice

      for all three of you (mom, baby, and baby-to-be) is to wean your firstborn. But if your morning sickness is manageable and you’re not losing weight—and if your practitioner supports

      you—you can ride out the first few months and use the remaining 2 trimesters to further bump up your pregnancy weight gain and reestablish those depleted nutrient stores. That way you can

      be sure you, your baby, and your baby-to-be are getting all the calories and nutrients necessary.




      Concerned that the pregnancy hormones circulating in your system might find their way into your milk? Happily, your breast milk is just as safe now that you’re pregnant, and experts

      say pregnancy hormones don’t pass easily to breast milk.




      Wondering whether your breast milk supply might start slowing down once the demands of pregnancy start picking up? It probably will, but usually not until midpregnancy. Your breastfeeding

      baby may or may not notice any slowdown in milk production. Another thing your breastfeeding baby may or may not notice: changes in the consistency or taste of your milk supply once colostrum

      starts being produced (again, usually midway through pregnancy).




      Some little ones decide to self-wean at some point in mom’s pregnancy (either because of the decreased milk supply or the changes in taste), while others never miss a breastfeeding

      beat, even after the arrival of a new nurser. In fact, assuming you and your milk supply are still going strong after you’ve delivered your latest bundle, you can breastfeed both your

      newborn and your older baby (tandem nursing).




      If your baby does opt to wean, or if you just don’t feel up to breastfeeding while you’re expecting (or you’re too sick or tired to continue), don’t feel guilty about

      calling it quits. You’ve already provided your little (if soon-to-be-older) one with many of the benefits of breastfeeding, and those continued cuddles and kisses will keep the bond

      between you as tight as ever. Another option if you aren’t up to full-time breastfeeding but you’re also not ready to fully wean: do the combo (supplement with formula as needed or

      wanted).


    


  




  Having a Big Family




  “I’m pregnant with my sixth child. Does this put me or the baby at any extra risk?”




  The more, the merrier in your home? Then here’s another reason to celebrate: Adding to your family for a sixth (or more) time doesn’t

  come with added risks. 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), a mom of many is as likely to have an uncomplicated pregnancy as a mom of 1 or 2. Just make sure that caring for this pregnancy (and your pregnant self) doesn’t take a backseat to

  caring for all the little ones you already have in the backseat (of your probably extra large minivan). See box, here for tips.




  Preterm Birth




  “I had a preterm delivery in my first pregnancy. I’ve done everything I can to lower my risk, but I’m still worried about a repeat.”




  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 labor.




  If you had a previous spontaneous preterm birth, ask your practitioner if you’re a good candidate for progesterone shots. Research shows that giving the hormone progesterone as weekly

  shots starting at 16 weeks of pregnancy and continuing through week 36 reduces the risk for preterm birth in women who’ve delivered early before and who are carrying only one baby.




  Your practitioner might also offer you a fetal fibronectin (fFN) screening test, which looks for signs of preterm labor in women who have risk factors for having a premature baby (such as a

  previous preterm delivery). Fetal fibronectin is the glue your body makes to hold your baby in your uterus. If the test—which is done in your practitioner’s office—comes back

  negative (meaning the fFN hasn’t started to break down yet and therefore isn’t detectable), it means the odds of delivering within the next 2 weeks are less than 1 percent (so you can

  breathe easy). If it’s positive, your risk of going into preterm labor is significantly higher, and your practitioner may take steps to prolong your pregnancy and prepare your baby’s

  lungs for an early delivery.




  Another screening test for preterm labor in women who have had a prior one is cervical length. The length of your cervix is measured via ultrasound, and if there are any signs that the cervix is

  short, your practitioner may prescribe a daily progesterone gel—it comes in a tampon-like applicator that you place in your vagina—starting at week 20 of pregnancy and continuing until

  37 weeks. If you’re already on progesterone shots due to a prior premature birth and ultrasound shows that your cervix has shortened midway through pregnancy, your practitioner may recommend

  cerclage (stitching the cervix to prevent it from dilating prematurely). See the next question to learn more.




  

    Your Pregnancy Profile and Preterm Birth




    

      Just about 12 percent of births are considered premature, or preterm—that is, occurring before completion of 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 moms-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 until term. Here are some known risk factors for premature labor 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. Conceiving at your ideal body weight and gaining just the right number of pounds for your pregnancy profile can provide your baby with a healthier, more

      nurturing uterine environment and, ideally, a better chance of staying safely ensconced until term. So set an ideal weight-gain goal with your practitioner—and then try your best to meet

      it.




      Not enough nutrients. 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, the dietary version of folic acid) increases your risk for

      premature delivery, while a diet that’s nutrition packed decreases that risk.




      Too much standing or heavy physical labor. Definitely no need to sit out pregnancy—in fact, staying active is just

      what the doctor (or midwife) orders for most moms-to-be. And everyday kind of standing—like when you’re shopping at the mall or in line at the movies—isn’t a problem in

      a normal pregnancy. But if your job involves long hours on your feet every day—especially if it involves heavy physical labor or lifting—check with your practitioner to see if you

      should cut back or request a change in work duties, especially late in pregnancy.




      Extreme emotional stress. Some studies have shown a link between extreme emotional stress (not your everyday,

      life-in-the-fast-lane, my-work-is-never-done stress) and premature labor. What’s the difference between a normal stress level and extreme stress? Normal stress may keep you on your

      toes—let’s face it, even on the run—but it’s manageable, and you can thrive on it. Extreme stress, on the other hand, is unhealthy—it drains and debilitates you,

      keeps you from sleeping well, keeps you from eating well, keeps you from enjoying life. 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), and sometimes it’s unavoidable (as when a lost job leaves you with a pile of unpaid bills, or there’s been an illness or a death

      in the family). Still, many kinds of stress can be reduced with relaxation techniques, a healthy diet, a balance of exercise and rest, and by talking over the problems that are getting you down

      with your spouse or friends, your practitioner, or a therapist.




      Alcohol and drug use. Moms-to-be who use alcohol and illegal drugs increase 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. Researchers suspect that the bacteria

      that cause inflammation in the gums can get into the bloodstream, reach the fetus, and initiate early delivery. Another proposed 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 labor. Regularly brushing and flossing and staying up to date on dental cleanings and other

      dental care can prevent infections. Treating existing infections before pregnancy may also help lower the risk for a variety of complications, including preterm labor.




      Cervical insufficiency. The risk of premature delivery as a result of an incompetent cervix—in which a weak cervix

      opens early—can possibly be reduced by stitching the cervix closed (cerclage) and/or by closely monitoring the length of the cervix via ultrasound (see here for

      more).




      History of preterm birth. Your chances of a preterm birth are higher if you’ve had one in the past. Your practitioner

      may prescribe progesterone shots or gels during 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. The optimal time for the delivery of twins is at 38 weeks. But many moms of twins (and more) deliver earlier.

      Good prenatal care, optimal nutrition, and the elimination of other risk factors, along with restriction of activity and more time spent resting in the last trimester, may help prevent a

      too-early birth. See Chapter 15.




      Premature cervical shortening. In some moms-to-be, for reasons unknown and apparently unrelated to cervical insufficiency,

      the cervix begins to shorten mid-pregnancy, putting them at increased risk for preterm birth. A routine ultrasound of the cervix mid-pregnancy may uncover that increased risk. Treatment with

      progesterone gels or suppositories may be prescribed in some cases to try to prolong pregnancy.




      Pregnancy complications. Gestational diabetes, preeclampsia, and excessive amniotic fluid, as well as problems with the

      placenta, such as placenta previa or placental abruption, can make an early delivery more likely. Managing these conditions as best as possible may help pregnancy reach term.




      Chronic maternal illness. Chronic conditions, and heart, liver, or kidney disease, may raise the risk for preterm delivery,

      but good care may help prevent complications.




      General infections. Certain infections (some STDs, urinary, cervical, vaginal, and kidney infections) can increase the risk

      for preterm labor. When the infection is one that could prove harmful to the fetus, early labor may be the body’s way of attempting to rescue the baby from an unhealthy environment.

      Preventing the infection or promptly treating it may prevent a too-soon birth.




      Age. Teen moms-to-be are often at a higher risk for preterm delivery. Older moms (over age 35) are also more likely to give

      birth early. Good nutrition and prenatal care can help reduce the risk.


    


  




  Cervical Insufficiency




  “I had a miscarriage in the 5th month of my first pregnancy, due to cervical insufficiency. I just had a positive 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 cervical insufficiency (also known as

  incompetent cervix) has been diagnosed as the cause of your past pregnancy loss, your doctor 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 very much in your favor.




  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, and it is believed responsible for

  10 to 20 percent of all second-trimester miscarriages. It’s 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. While it’s unclear precisely what causes cervical insufficiency, it may 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. A multiple pregnancy can also lead to cervical insufficiency (due to the extra weight of an extra baby pressing on the cervix), but if it does,

  the problem will not usually recur in a later single-baby pregnancy.




  To help protect this pregnancy, your ob may perform cerclage—a simple procedure to stitch up the opening of the cervix—when you’re in your second trimester (anywhere from 12 to

  22 weeks). Cerclage is done through the vagina under local or epidural anesthesia. Twelve hours after surgery, you’ll be able to resume normal activities, though sex may not be allowed for

  the rest of your pregnancy, and you may need more frequent prenatal exams. Usually the sutures are removed a few weeks before the estimated due date. In some cases, they may not be removed until

  labor begins, unless there is infection, bleeding, or premature rupture of the membranes.




  However, there’s a lot of controversy about how effective cerclage is and whether it should be performed routinely on women who have cervical insufficiency. Some doctors will perform it

  only on a woman with a prior history of preterm birth (one that occurred before 34 weeks) when ultrasound done before 24 weeks shows that the cervix is shortening or opening. Others will perform

  cerclage as a preventive measure between weeks 13 and 16 in women who have had one or more second-trimester losses, even if there’s no evidence of cervical weakness or shortening. Cerclage is

  not currently recommended for a woman who has a short cervix in the second trimester but hasn’t had a prior pregnancy loss—in this case vaginal progesterone gel is recommended. Cerclage

  is not performed in a multiple pregnancy, either.




  Whether or not you have a cerclage placed this time, your history means 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 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 antenna-like

  structures, called antigens, on its surface. One such antigen often present on the surface of red blood cells is the Rh factor. Most people inherit the Rh factor (making them Rh positive), while

  other people lack it (making them Rh negative)—and whether you’re Rh positive or Rh negative doesn’t much matter, except when it comes to pregnancy. When an Rh-negative mom is

  carrying a baby who’s Rh positive (having inherited the Rh factor from an Rh-positive dad), mom’s red blood cells don’t match up with baby’s. If the Rh-positive fetal blood

  cells enter the Rh-negative mom’s circulation, her immune system may view them as “foreign”—and may mobilize armies of antibodies to attack the foreigner who’s

  generating those cells (her baby) in a normal immune response. This is known as Rh incompatibility.




  All pregnant women are tested for the Rh factor early in pregnancy, usually at the first prenatal visit. If a mom-to-be turns out to be Rh positive, as 85 percent of the population is, the issue

  of incompatibility isn’t an issue at all. That’s because whether the baby is Rh positive or Rh negative, there are no foreign antigens on fetal red blood cells to cause mom’s

  immune system to mobilize against them.




  When the mother is Rh negative, the baby’s father is tested to determine whether he is Rh positive or negative. If you are Rh negative and your spouse also turns out to be Rh negative,

  your baby will be Rh negative, too (since two “negative” parents can’t make a “positive” baby), which means that your red blood cells and baby’s are compatible,

  and there’s no potential for a problem. But if your spouse is Rh positive, there’s a significant possibility that the baby will inherit the Rh factor from him, creating an

  incompatibility between you and your little one.




  This incompatibility is usually not a problem in a first pregnancy because there aren’t yet antibodies to the baby’s Rh factor. But once a mom’s natural protective immune

  response kicks in and produces antibodies during her first pregnancy or delivery (or abortion or miscarriage), they stay in her system—which isn’t a concern until she becomes pregnant

  again with another Rh-positive baby. During the subsequent pregnancy, these 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) anemia in the fetus.




  Prevention of the development of Rh antibodies is the key to protecting the baby when there is Rh incompatibility. Most practitioners use a two-pronged strategy. At 28 weeks, an Rh-negative

  expectant mom is given a vaccine-like injection of Rh-immune globulin, known as RhoGAM, to prevent the development of antibodies. Another dose is administered within 72 hours after delivery if

  blood tests show her baby is Rh positive. If the baby is Rh negative, no treatment is required. RhoGAM should also be administered after a miscarriage, an ectopic pregnancy, an abortion, CVS

  (chorionic villus sampling), amniocentesis, vaginal bleeding, or physical trauma during pregnancy. Giving RhoGAM as needed at these times can head off problems in future pregnancies.




  

    Expecting Deployment




    

      If you’re married to the military—with a spouse who’s often deployed—being separated from your partner for major life

      events (like anniversaries, holidays, and graduations) is just a part of everyday life. And you’ve probably come to accept that, if not exactly embrace it (especially at those times when

      you could really use an embrace).




      But what about when you’re expecting—and he’s expecting to be deployed? How do you stay connected when you’re separated during the ultimate life event,

      pregnancy—and even separated at your baby’s birth? With a little creativity—and a lot of technology. Here are some ideas to get you started:




      ■   Document your bump. Start every morning with a bump selfie. It may not seem to change much from day to day, but getting a

      daily bump update in his inbox will make his day, every day. Plus you’ll both get a kick out of looking back on your tummy transformation from flat to fabulously round later on. As you

      close in on delivery, consider splurging on a maternity photo shoot meant just for him.




      ■   Decorate your bump. Ready to unleash your inner artist—while keeping close during holidays? Send holiday greetings on

      your bump: Mark July 4th with a flag, Halloween with a pumpkin, Thanksgiving with a turkey, Christmas with a tree.




      ■   Follow along together. Start a long-distance baby book club—get him a matching copy of this book, and later, What

      to Expect the First Year, so you can read along together. Download the What To Expect app together, so you can watch the videos and share the updates on your baby’s progress—as

      well as help him understand all those crazy symptoms you’ve been venting about. Play the name game, too—share a baby name app and toss around contenders.




      ■   Take him to checkups. If time zones and schedules permit, try to book some of your prenatal checkups when he can attend via

      videochat (and make sure he gets a chance to ask any questions he has). Same for any ultrasound appointments. If he can’t videochat in for the appointments, try to get a selection of

      ultrasound stills or video clips to send him. And for his listening pleasure, try recording baby’s heartbeat.




      ■   Connect over cravings. Can’t get enough black olive and peanut butter sandwiches? Bananas for bananas? Create a

      cravings care package so he can get a taste of home—and a taste for what you’re craving. Find substitutes for items that won’t travel well (like the bananas—you can send

      him a bag of the freeze-dried kind). Or send him a photo of the extreme sundae baby had you building at 2 a.m. last night.




      ■   Do a long-distance gender reveal. If you’re planning to find out your baby’s sex when he

      (or she) reveals it at your 20-week ultrasound or via an elaborate gender-reveal party, make sure daddy’s able to join in. Videochat during the reveal, or have the friend or relative

      who’s gotten the gender 411 pack up matching boxes of pink or blue confetti or candy to send to him and give to you, to be opened via videochat at the same time.




      ■   Get him bonding with baby. From about the 6th month on, a baby’s sense of hearing is well developed. So put it to good

      use—and let the bonding begin. Whenever you’re videochatting or on the phone, put the audio close enough to your bump so baby can hear the sound of daddy’s voice—which

      will already be music to your little one’s ears. That way, baby will recognize daddy’s voice right from the start. Another way to bond: Put together a highlights reel to send to him

      of baby’s hiccups, pokes, and squirms once they’re visible from the outside.




      ■   Go shopping together. So maybe he doesn’t have the time to scroll through pages of cribs, strollers, and monitors (and

      maybe he’s just as happy that way), but he’d probably like to vote on the finalists once you’ve narrowed the nursery and gear field a bit. Same for paint colors and theme

      choices for baby’s room. Take step-by-step pictures as you remodel baby’s room or nook (make sure you’re not doing the painting and heavy lifting). And sign up for your online

      baby registry together online.




      ■   Find the support you need. Every mom-to-be needs a strong support system—a shoulder to cry on, someone to vent to,

      someone to cheer her on or share special moments with. You need it—and deserve it—even more. Connect with other military moms-to-be, online or on base, supporting each other and

      sharing resources. The local U.S.O. can provide support and programs that bring moms together, too, as well as help with resources. Enlist a friend or relative to be your stand-in coach if your

      partner won’t be home for delivery (hopefully, you’ll be able to videochat every step of the way), and take childbirth classes (and breastfeeding classes, and infant CPR classes)

      together. Also consider adding a doula to your birthing team (see here). Many doulas offer services free or at a discounted rate to military moms, especially those who

      have a partner deployed. And if you feel you need more than a friend to talk to—if you’re feeling depressed or anxious, having trouble eating or sleeping or taking care of yourself,

      ask your practitioner for help. Professional counseling, possibly combined with a support group, can help immeasurably.




      ■   Get Centered. If there’s a Centering Pregnancy program at your base, consider signing up for the extra support and

      camaraderie it offers. See here for more.


    


  




  What if an Rh-negative mom-to-be has already developed levels of Rh antibodies capable of causing anemia in an Rh-positive fetus? First, the baby’s father will be tested for the Rh factor,

  if he hasn’t already been. If he is Rh positive, then baby’s blood type will be checked. This can be done through amniocentesis or a noninvasive blood test (though not all insurance

  companies will cover the blood test, since it’s pricey). If the fetus is Rh negative, mother and baby have compatible blood types and there’s no cause for concern or treatment. If the

  fetus is found to be Rh positive, and the mother’s antibody levels have reached a critical level, a special ultrasound test will be performed every week or two to assess the baby’s

  condition and rule out anemia. If at any point anemia has developed, a transfusion of Rh-negative blood to the fetus may be necessary. This is done through a small needle placed in the fetal

  umbilical cord under ultrasound guidance. Such fetal transfusions are very effective and associated with excellent outcomes.




  Fortunately, the use of RhoGAM has greatly reduced the need for transfusions in Rh-incompatible pregnancies to less than 1 percent.




  A similar incompatibility can arise with other factors in the blood, such as the Kell antigen, though these are less common than Rh incompatibility. If the mother doesn’t have the antigen

  and the father does, there is again potential for problems. A standard screening, part of the first routine blood test, looks for the presence of circulating antibodies in the mother’s blood.

  If these antibodies are found, the baby’s father is tested to see if he is positive, in which case the management is the same as with Rh incompatibility.




  

    Your Medical History


  




  Obesity




  “I’m about 60 pounds overweight. Does this put my baby and me at higher risk during pregnancy?”




  Most overweight moms (and even those who are obese, defined as someone whose weight is 20 percent or more over ideal weight), have completely safe

  pregnancies and completely healthy babies. Still, carrying a lot of extra weight while you’re carrying a baby does increase the possibility of certain pregnancy complications, including

  miscarriage, birth defects, stillbirth, preterm birth, high blood pressure, and gestational diabetes (GD). Being overweight poses some practical pregnancy problems, too. The extra layers of fat may

  make it trickier for a practitioner to determine a fetus’s size and position (as well as make it harder for you to feel those first kicks). And a prolonged labor and difficult delivery can

  result if a baby is much larger than average, which is often the case when mom is obese (particularly if she’s diabetic, and even if she hasn’t gained too much weight during pregnancy).

  And if a cesarean delivery is necessary, obesity can complicate both the surgery and recovery from it.




  Then there’s the issue of pregnancy comfort, or rather discomfort—and unfortunately, as the pounds multiply, so do those uncomfortable pregnancy symptoms. Extra pounds (whether

  they’re pounds you already had or pounds you added during pregnancy) can spell extra backache, varicose veins, swelling, heartburn, and more.




  Discouraged? Don’t be. There’s plenty you and your practitioner can do to minimize the extra risks of those extra pounds (as well as the extra discomforts)—it’ll just

  take some extra effort. On the medical side, you may be monitored more closely than the typical average-weight woman (for instance, you may be screened for GD earlier and more often, and have extra

  ultrasounds to check your baby’s size).




  As for your part, good self-care can make a big difference. Eliminating all pregnancy risks that are within your control—such as drinking and smoking—will be particularly important

  for you. Keeping your weight gain on target will be, too—and it’s likely that your target will be smaller than the average expectant mom’s and monitored by your doctor more

  closely. ACOG recommends that overweight women gain 15 to 20 pounds and obese women gain no more than 15 pounds, though your practitioner’s recommendations may differ.

  In fact, some practitioners recommend that obese women pack on no extra pounds at all during pregnancy—but again, stick to the plan your doctor or midwife has mapped out for you.




  Even with a scaled-down bottom line to stick to, your daily diet should be packed with foods that are concentrated sources of vitamins, minerals, and protein (see the Pregnancy Diet, starting on

  here). Focusing on the quality of the calories you choose will make them count—and will help your baby get the most nutritional bang from every bite you take. Taking

  your prenatal vitamin faithfully will provide extra insurance. Getting regular exercise, within the guidelines recommended by your practitioner, will allow you to eat more of the healthy foods you

  and your baby need without packing on too many pounds. Combine regular exercise, the right amount of weight gain, and a healthy diet, and you’ll also lower your risk of developing GD.




  Wondering whether you can keep your pregnancy weight gain down by popping supplements and sipping beverages that claim to suppress appetite? These can be dangerous during pregnancy, so stay away

  from them—even if they’re marketed as “natural.”




  For your next pregnancy, if you are planning on one, try to get as close as possible to your ideal weight before you conceive. It will make everything about pregnancy a lot easier—and less

  potentially complicated.




  Underweight




  “I’ve always been skinny—I have a hard time gaining weight. Will being underweight have any impact on my pregnancy?”




  Pregnancy’s definitely a time for eating well and gaining weight—for both the skinny and the not-so-skinny. But if you’ve come

  into pregnancy on the super-skinny side (with a BMI of 18.5 or less; see here for how to calculate yours), you’ll have to be filling up your plate even more.

  That’s because there are some potential risks (such as having a small-for-date baby and preterm birth) associated with being pregnant and extremely underweight, particularly if you’re

  also undernourished (this is far less likely if you’re a healthy eater who just happens to be naturally thin). But any added risk can be eliminated by eating well (getting plenty of calories

  and nutrients), taking a prenatal vitamin, and gaining enough weight. Depending on where you started out on the scale, your practitioner may advise you to gain a little extra—possibly 28 to

  40 pounds, instead of the 25 to 35 pounds recommended for the average-weight woman. If you’ve been blessed with a speedy metabolism that makes putting on pounds tricky, see here for some tips. As long as your weight gain stays on track, though, your pregnancy shouldn’t encounter any other bumps (besides that belly bump).




  An Eating Disorder




  “I’ve been bulimic for almost 10 years. I thought I’d be able to stop now that I’m pregnant, but I can’t seem to. Will it hurt my

  baby?”




  Not if you get the right kind of help right away. The fact that you’ve been bulimic (or anorexic) for a number of years means your

  nutritional reserves are probably low, putting your baby and your body at a disadvantage right off the bat. Fortunately, early in pregnancy the need for nourishment is less than it will be later

  on, so you have the chance to make up for your body’s nutritional shortfall before it can hurt your baby.




  

    Pregnancy After Weight Loss Surgery




    

      Have you lost weight thanks to bariatric surgery? Chances are you were told to hold off on becoming pregnant until 12 to 18 months after your

      surgery—the time of the most drastic weight loss and potential for malnutrition. But now that you’ve passed that benchmark and are growing a baby, it’s time for a double

      congratulations—you’ve lost a whole lot of weight, and you’re about to gain a baby! Pat yourself on the back (and rub yourself on the belly), because having lost all that

      weight (no matter how it happened—gastric sleeve, lap band, or gastric bypass) gives you an even better chance of having a healthy pregnancy and healthy baby. You’ve lowered your

      risk for gestational diabetes, preeclampsia, and having a too-big baby. How’s that for a win-win?




      Still, there are some extra precautions you will need to take as a mom-to-be who’s had weight loss surgery:




      ■   Keep your weight loss surgeon on your team (now, Team Baby). He or she will be best able to advise your ob or midwife on some

      of the specific needs of a weight loss surgery patient.




      ■   Keep those vitamins coming. You’ll need to keep up with your recommended vitamin supplementation while you’re

      expecting—after all, you’re nourishing for two now. A prenatal vitamin is a good start, but you may need more iron, calcium, folic acid, vitamin B12, and vitamin A

      because of certain malabsorption issues. So discuss your supplement needs with both your prenatal practitioner and your surgeon.




      ■   Keep your eye on the scale. You’re used to watching your weight, of course—but lately, you’re used to

      watching it go down. Now that there’s a baby on board, you’ll probably watch it go up. Your job will be to keep to that weight-gain goal—gaining too few pounds or too many can

      put your pregnancy and your baby at unnecessary risk. Keep in mind that there’s an increased chance of having a too-small baby after bariatric surgery, but that gaining the right number

      of pounds can help ensure a healthy bottom line for your baby at birth.




      ■   Keep an eye on your eating. Eating for two is more challenging when your stomach space has been downsized by weight-loss

      surgery. You may find the challenges multiply, too, as your uterus and your baby start to grow, crowding out your stomach even more. Since the quantity of food you can comfortably eat is

      limited, you’ll need to focus on quality. Try not to waste space (or calories) on foods that don’t satisfy nutritional requirements, and instead try to choose foods that efficiently

      pack the most nutrients into the smallest volume.




      ■   Keep an eye on your symptoms. If you’re experiencing excessive vomiting or nausea, or if you notice any unusual

      abdominal pain, call your pregnancy practitioner and your bariatric surgeon right away. The symptoms could be pregnancy-related—or they could be something more serious related to your

      surgery, in which case they would require immediate medical attention.


    


  




  Very little research has been done in the area of eating disorders and pregnancy, partly because these disorders often disrupt the menstrual cycle, which means few women suffering from these

  problems become pregnant in the first place. But the studies that have been done suggest that bingeing and purging during pregnancy (in other words, active bulimia) seems to

  increase the risk of miscarriage and premature birth, as well as postpartum depression. Active anorexia during pregnancy increases the risk of miscarriage, preeclampsia, preterm delivery, and

  cesarean delivery. Taking laxatives, diuretics, appetite suppressants, and other drugs sometimes used by bulimics and anorexics can also be harmful during pregnancy. They draw off nutrients and

  fluids from your body before they can be used to nourish your baby (and later to produce milk), and may lead to multiple serious problems, including possible birth defects, if used regularly. And

  not gaining enough weight during pregnancy can lead to a number of problems, including preterm delivery and a baby who is born small for his or her gestational age.




  Happily, the studies also suggest that if you put those unhealthy habits behind you now, you’re just as likely to have a healthy baby as anyone else, all other things being equal. If

  you’re having trouble eating normally and well, having a hard time distinguishing between morning sickness and bulimia, or if you’re hiding your bulimia under the cover of morning

  sickness, make sure you get the help you need. Start by telling your prenatal practitioner about your eating disorder—not only so he or she can help make sure it doesn’t affect your

  baby or your pregnancy, but also so you’ll get the supportive care you need to get healthy and stay healthy. Your practitioner may be able to refer you to a therapist who is experienced in

  treating eating disorders. Professional counseling is always smart when you’ve been battling anorexia or bulimia, but it’s really essential when you’re trying to eat well for two.

  You may also find support groups helpful (check online, or ask your practitioner or therapist for a recommendation).




  Just being committed to conquering your eating disorder, so that you can start nurturing that beautiful baby of yours, is the first and most important step. It will also help to put the dynamics

  of pregnancy weight gain in perspective.




  Keep in mind:




  ■   The pregnant shape is universally viewed as healthy and beautiful. Its roundness is normal, a sign that you’re growing a

  baby. Celebrate those curves! Embrace your pregnant self!




  ■   You’re supposed to gain weight during pregnancy. The right amount of weight (as recommended by your practitioner), gained

  at the right time, on the right foods is vital to your baby’s growth and wellbeing in utero and beyond (some of the extra fat you lay down during pregnancy will be used after delivery to help

  you breastfeed your baby). And this sensible strategy isn’t just baby-friendly, it’s mom-friendly, too. It will help ensure a healthier, more comfortable pregnancy and a speedier return

  to your prepregnancy shape postpartum. If you’re uneasy watching the numbers on the scale climb as you gain that vital weight, let your practitioner do the watching. Hide your bathroom scale

  so you won’t be tempted to check your weight yourself, and close your eyes during your checkup weigh-ins (ask the nurse to note the number in your chart without announcing it first).




  

    If You Have a Chronic Condition




    

      Anyone who’s lived with a chronic condition knows that life can get pretty complicated—between medications to take and extra

      doctor’s appointments to make (not to mention, new therapies and treatments to keep up with). Add pregnancy into the mix, and you’ve got your plate even fuller. Happily, with some

      extra precautions, extra effort, and extra care, most chronic conditions are completely compatible with pregnancy. Here are some general recommendations for moms-to-be with a few common chronic

      conditions (but be sure to follow your doctor’s orders, since they’ve probably been tailored to your specific needs):




      Diabetes. The key to managing a diabetic pregnancy successfully—whether the diabetes is Type 1 (in which the body

      doesn’t produce insulin) or Type 2 (in which the body doesn’t respond as it should to insulin)—is achieving normal blood glucose levels before conception and maintaining them

      throughout the 9 months after it. You’ll be able to do that with a carefully designed diet (it will probably be similar to the Pregnancy Diet, containing few sugary sweets and refined

      grains and plenty of fiber-rich food and healthy snacks), regular exercise, careful monitoring of your blood sugar, and the right medication (insulin, if necessary). You also will be given a

      pregnancy weight-gain goal, which will be especially important to stick to since gaining too much weight can put you at risk of pregnancy complications.




      To make sure all is going well, you’ll be watched carefully during pregnancy. Along with regular tests for blood sugar levels you’ll also have urine tests (to check kidney

      function) and eye exams (to check your retinas), and your baby will be checked with a fetal echocardiogram (to make sure his or her heart is developing without problems). Your doctor will also

      watch you closely for early signs of preeclampsia (here) and gestational diabetes (here), since diabetics are at somewhat higher risk for both

      those conditions.




      Because babies of diabetics sometimes grow very large, even if mom’s weight is on target, your baby’s growth will be monitored more closely using ultrasound. Heavier babies make

      delivery more difficult (there’s a higher chance of childbirth complications and/or cesarean delivery when baby is very large). Early delivery may be necessary if problems develop late in

      pregnancy, but your medical team will ensure that baby’s lungs are sufficiently mature before inducing labor or performing a c-section.




      Finally, if you’re planning to breastfeed, try to get started as soon as possible after birth (ideally within 30 minutes) and feed every 2 to 3 hours to prevent hypoglycemia (low blood

      sugar). To play it safe, babies of diabetic moms are usually not discharged from the hospital until they are maintaining blood glucose levels and feeding well.




      Hypertension. If you have chronic hypertension your pregnancy will be considered high risk. But with the right medical care

      and self-care, you’re likely to have the best payoff of all—a safe pregnancy and a healthy baby. You’ll have to keep track of your blood pressure at home, exercise regularly

      (which lowers blood pressure), reduce stress (through relaxation exercises, mediation, and other CAM therapies, such as biofeedback), eat well, stay hydrated, and keep your weight gain on

      track. Pregnancy-safe medication, as needed, will also help ensure that your blood pressure stays under control. Medical monitoring will be stepped up, too, to make sure you don’t develop

      preeclampsia (see here).




      Irritable bowel syndrome. It’s hard to pinpoint the effect of pregnancy on IBS—and vice

      versa—because bowels are often impacted (sometimes literally) by pregnancy. Expectant women are more prone to constipation (a symptom of IBS) and/or looser stools (also a symptom of IBS).

      Same for gas and bloating, which typically worsen when you’re expecting, whether or not you have IBS.




      To keep your symptoms manageable, stick to the techniques you’re used to using to combat IBS during other times in your life: Eat smaller, more frequent meals, stay well hydrated,

      avoid excess stress, and steer clear of foods or drinks that make your symptoms worse. If you’re on the FODMAP diet, check with your practitioner to make sure you’re getting the

      right balance of nutrients for pregnancy. And if you’re on medication for help with IBS symptoms, check with your prenatal practitioner to make sure it’s pregnancy safe—not

      all are. You might also want to consider adding some probiotics. They’re surprisingly effective in regulating bowel function.




      Sickle cell anemia. This condition puts pregnancy at high risk, but with the right care moms with sickle cell

      disease—even those with complications like heart or kidney disease—have a good chance of having a safe pregnancy and delivery and a healthy baby. Preeclampsia and hypertension are

      more common in women with sickle cell anemia, and many women with sickle cell anemia find themselves hospitalized at least once during their 9 months. Complications such as miscarriage, preterm

      delivery, and fetal growth restriction are also more common.




      Though it’s not certain whether it’s beneficial or not, it’s possible that you’ll be given a blood transfusion at least once or even periodically throughout pregnancy

      as well as in early labor or just before delivery.




      Thyroid disease. If you’re hypothyroid (your thyroid doesn’t produce enough thyroxine), it’s important to

      keep taking your thyroid pills (they’re not only pregnancy safe but can be pregnancy essential). You’ll also need to have your thyroid levels monitored more closely to be sure the

      dose you’re taking is meeting your needs and your baby’s (and if you’ve had a thyroid condition in the past but since stopped taking meds, let your practitioner know so your

      levels can be tested again now). Untreated hypothyroidism increases the chances of miscarriage. What’s more, babies who don’t get enough maternal thyroid hormones in the first

      trimester can develop neurological problems and, possibly, deafness. (After the first trimester, the fetus makes its own thyroid hormones and is protected even if mom’s levels are low.)

      Low thyroid levels are also linked to maternal depression during pregnancy and postpartum—another compelling reason to continue treatment.




      Iodine deficiency, which is becoming more common among women of childbearing age in the U.S. because of reduced iodized salt consumption, can interfere with the production of the thyroid

      hormone, so be sure you are getting adequate amounts of this trace mineral.




      Untreated moderate to severe Graves disease (aka hyperthyroidism—when the thyroid gland produces excessive amounts of thyroid hormones) can lead to serious complications for both you

      and your baby, including miscarriage and preterm birth, so appropriate treatment is necessary. Happily, when the disease is treated properly (in pregnancy the treatment of choice is the

      antithyroid medication propylthiouracil, or PTU, in the lowest effective dose), the outcome is likely to be good for both mom and baby.




      Don’t see the chronic condition you’re dealing with listed here? You’ll find asthma on here, scoliosis on here,

      and information on other chronic conditions, including cystic fibrosis, epilepsy, fibromyalgia, chronic fatigue syndrome, lupus, multiple sclerosis, PKU, physical disability, and rheumatoid

      arthritis at WhatToExpect.com.


    


  




  ■   You can (and should!) stay in shape when you’re expecting. Exercise can help guide to the right places the extra pounds you

  need to gain (primarily, your baby and baby by-products). But make sure any exercise you do is pregnancy-appropriate and practitioner-approved. If you’ve always used

  strenuous workouts as a way to burn off extra calories you’ve eaten, it’s time to trade in that strategy for a healthier approach. Also avoid any exercise that raises your temperature

  excessively, which isn’t safe during pregnancy (saunas and hot yoga are out).




  ■   You will lose a lot of the pregnancy pounds at delivery, but far from all of them. It can take several months to lose the rest,

  and realistically longer to get back into shape. For this reason, women with eating disorders sometimes find that negative feelings about their body image cause them to slip back into bingeing and

  purging or starving during the postpartum period. Because these unhealthy habits could interfere with your ability to recover from childbirth, to parent effectively, and to produce enough milk if

  you choose to breastfeed, it’s important that you continue professional counseling postpartum with someone experienced in the treatment of eating disorders. Support groups (in your community

  or online) can also help.




  The most important thing to keep in mind: Your baby’s wellbeing depends on your wellbeing during pregnancy. If you’re not well nourished, your baby won’t be,

  either. Positive reinforcement can definitely help, so try putting pictures of cute babies on the fridge, in your office and car, anywhere you might need a reminder of the healthy eating you should

  be doing. Visualize the food you eat making its way to your baby (and your baby happily gobbling up those healthy meals).




  If you can’t seem to stop bingeing, vomiting, using diuretics or laxatives, or practicing semistarvation during pregnancy, discuss with your physician the possibility of hospitalization

  until you get your disorder under control. There’s never been a better reason to get—and stay—healthy.




  Depression




  “I was diagnosed with depression a few years ago, and I’ve been on an antidepressant ever since. Now that I’m pregnant, should I stop taking the

  meds?”




  Around 15 percent of women of childbearing age battle bouts of depression, so you’re far from alone. Luckily for you and all the other

  expectant moms who share your condition, there’s a sunny forecast: With the right treatment, women with depression can have perfectly normal pregnancies—and happy ones, too. Deciding

  what that treatment should consist of during pregnancy is a delicate balancing act, however, when it comes to the use of medications. Together with your mental health care provider and your

  prenatal practitioner, you’ll need to weigh the risks and benefits of taking such meds—and not taking them—while you’re growing a baby.




  Maybe it seems like a simple decision to make, at least at first glance. After all, could there ever be a good reason to put your emotional wellbeing over your baby’s physical wellbeing?

  But the decision is actually a lot more complicated than that. For starters, pregnancy hormones can do a number on your emotional state. Even women who’ve never had an encounter with mood

  disorders, depression, or any other psychological condition may experience wild emotional swings when they’re expecting—but women with a history of depression are at greater risk of

  having depressive bouts during pregnancy and are more likely to suffer from postpartum depression. And this is especially true for moms-to-be who stop taking their

  antidepressants during pregnancy.




  What’s more, untreated depression isn’t likely to affect only you (and those you’re close to)—it’s also likely to affect your baby’s health. Depressed

  moms-to-be may not eat or sleep well or pay as much attention to their prenatal care, and they may be more likely to turn to unhealthy lifestyle habits, like drinking or smoking. Any or all of

  those factors, combined with the debilitating effects of excessive anxiety and stress, have been linked in some studies to an increased risk of preterm birth, low birthweight, and a lower Apgar

  score for babies. Treating depression effectively, however—and keeping it under control during pregnancy—allows a mother-to-be to nurture her body and her developing baby.




  So what does all this mean for you? It means you should think twice before you consider tossing your antidepressants. But it also means that you should consult both with your prenatal

  practitioner and the doctor and/or therapist who has been treating you for depression before you decide what your next medication move should be, if any. Certain meds are safer than others during

  pregnancy, and some aren’t recommended for pregnancy use at all—which means that the med (or meds) you used preconception might not be the right choice now. Or that your dose may need

  to be changed.




  Your prenatal practitioner (in conjunction with your mental health care provider) can give you the most up-to-date and accurate information on the safety of antidepressant drugs during

  pregnancy, because it’s ever changing—as well as often misinterpreted or misreported on the internet. Another reason to look to professional guidance (instead of search engines):

  Research so far has been conflicting, with some studies showing increased risk for autism, cardiac defect, and low birthweight in babies whose moms took certain antidepressants during pregnancy,

  and other studies showing no correlation at all. What is known right now is that the SSRIs (selective serotonin re-uptake inhibitors) Celexa, Prozac, and Zoloft are generally considered good

  options during pregnancy (Paxil, another SSRI, is not, because it’s associated with a small increase in fetal heart defects). SNRIs (serotonin and norepinephrine re-uptake inhibitors) such as

  Cymbalta and Effexor XR, are also among the treatment options for expectant moms. Wellbutrin isn’t considered a first choice medication during pregnancy but can be used if a woman isn’t

  responding to the other options.




  Here’s the important thing to keep in mind as you and your practitioner weigh your options: Though taking any kind of medicine during pregnancy—including

  antidepressants—isn’t without risks, experts believe these risks shouldn’t keep pregnant women from taking antidepressants if their depression can’t be treated effectively

  in other ways. That’s because untreated depression carries its own risks, many with long-term effects. Choosing the safest medication possible, prescribing it at the safest dose possible, and

  taking it at the safest time during pregnancy as possible will help mitigate the risks of both the depression and the medications.




  Also remember that there are nondrug treatments for depression that can be quite effective, either on their own (in some cases, allowing a mom with mild depression to avoid medication

  altogether) or when used in conjunction with medication (allowing a mom to take a lower dose of a medication or switch to a safer med). These treatments include psychotherapy (talk therapy),

  bright light therapy, and complementary and alternative medicine (CAM) approaches, such as acupuncture and possibly neurotherapy. Exercise (for its release of feel-good

  endorphins), meditation (which can help you manage stress), and diet (keeping blood sugar up with regular healthy meals and snacks) can also be beneficial additions to a treatment program. Talk to

  your practitioner and mental health care provider to see if these options have a place in yours.




  ADHD




  “I was diagnosed with ADHD as a teenager and have been taking daily medication for it ever since. Do I have to stop taking my meds during

  pregnancy?”




  Plenty of adults take amphetamines like Adderall or methylphenidates like Concerta or Ritalin to help stay focused and functioning socially and at

  work—and that includes plenty of women who ultimately become pregnant. The problem is, there isn’t much known about the safety of these drugs during pregnancy since they haven’t

  been well studied in humans, only in animals. At this point, they’ve been categorized as medications that haven’t been shown to be harmful to a fetus but haven’t been proven

  harmless, either.




  So what’s a human mom-to-be to do? First, talk to your pregnancy practitioner as well as to the doctor who prescribed the medication. Ask about the latest on the safety of stimulant

  medications during pregnancy, and discuss whether you should continue using them or not (or whether you should stop using them during the first trimester and resume use during the second). Any

  potential risk of taking the medications during pregnancy will, of course, have to be balanced against the potential risks of letting your ADHD go untreated. Ask, too, about nondrug treatments for

  ADHD (such as cognitive behavioral therapy or clinical coaching) that could act as alternatives to the use of stimulants during pregnancy, or as supplements to a lower dose of those medications.

  Finally, remember that no matter what treatment you end up with, pregnancy can do a number on your focus, concentration, and functioning—and that a hormone-induced fog settles on just about

  every expectant mom.




  Having a Baby After 35




  “I’m 38 and thrilled to be pregnant for the first time—but I wonder what my age means for my pregnancy and my baby.”




  Being over 35 and pregnant with your first baby means you’re in good—and steadily growing—company. Also growing: the number of

  moms over 40 having baby number 1.




  And your good company shares good news. The risks of pregnancy are very small to begin with, and rise only slightly and gradually as you get older. Most of the risks that do rise can be reduced,

  or even eliminated.




  So first, the risks. The major reproductive risk faced by a woman over 35 (an age group perhaps unfairly referred to as “advanced maternal age,” or AMA) is that she might not become

  pregnant at all due to the slight and very gradual decline in fertility that begins once a woman has exited the optimum fertility window of her early 20s (so it’s not downhill overnight at

  age 35). Now that you’ve got conception covered (congrats!), you face a somewhat increased chance of having a baby with Down syndrome. Here, again, it’s a relatively low risk that

  increases gradually as mom gets older: 1 in 1,250 for 25-year-old moms, about 3 in 1,000 for 30-year-old moms, 1 in about 300 for 35-year-old moms, and 1 in 35 for 45-year-old moms. It’s

  speculated that the gradual rise in this and other chromosomal abnormalities is most often linked to an older woman’s older eggs (women are born with a lifetime supply of eggs that gradually

  age along with her). That said, because an estimated minimum 25 percent of Down syndrome cases and other chromosomal abnormalities are the result of a defect in an older dad’s sperm—and

  because older moms are often married to older dads—it’s not always clear whether it’s mom’s age or dad’s age that’s implicated.




  

    

      FOR FATHERS


    




    

      Older Dads




      

        Throughout most of history, it was believed that a father’s responsibility in the reproductive process was limited to fertilization.

        Only during the 20th century (too late to help those queens who lost their heads for failing to produce a male heir) was it discovered that a father’s sperm holds the deciding genetic

        vote in determining his child’s gender. And only in the last few decades have researchers started realizing that an older father’s sperm might also contribute increased risks for

        his baby, too. Like the older mother’s eggs, the older father’s spermatocytes (undeveloped sperm) have had longer exposure to environmental hazards and might be more likely to

        contain altered or damaged genes or chromosomes. What does that mean for an older dad’s baby-to-be? Researchers have found that, regardless of the mom’s age, a couple’s risk

        of miscarriage increases as the dad’s age increases, as does the incidence of Down syndrome once he’s over 50 or 55 (again, no matter what mom’s age). There also seems to be

        a somewhat increased risk of autism or mental health issues when a dad is over age 40.




        Wondering whether your older age will mean more diagnostic tests for your partner and your baby? Genetic counselors don’t recommend invasive tests like amnio or CVS based only on a

        dad’s age—and happily, the screening tests that are offered routinely to every mom-to-be (no matter how old she or her partner is) can rule out most chromosomal problems.




        The bottom line if you’re an older dad, as it is for older moms: The risks are very small—and the benefits of having a baby at the time in your life that’s right for you

        are clearly great. Really, really great. So relax and enjoy this pregnancy adventure together—it’ll be worth the wait.


      


    


  




  A handful of other pregnancy risks increase slightly with age. One may not sound like a risk at all, but a benefit: Older moms are more likely to conceive twins (even if they’ve conceived

  naturally), thanks to an age-related predisposition to releasing more than one egg at a time. In general, increasing age also increases the risk of miscarriage (because of an older mom’s

  older eggs), preeclampsia, gestational diabetes, and preterm labor. Labor and delivery, on average, are longer and slightly more likely to be complicated (often because the pregnancy is higher-risk

  to begin with), with c-section rates higher in older moms, too.




  

    Not for Fathers Only




    

      Happy expectant families come in all packages. Maybe you’re two mommies expecting a baby that one of you is carrying. Or two daddies

      expecting through a surrogate or planning an open adoption—and you’d both like to stay emotionally and physically connected to the woman who’s expecting your precious bundle.

      Or maybe you’re a single mom without an involved (or traditional) partner, but with friends and family standing by to provide the support he otherwise might. No matter what family package

      you’re coming to parenthood with, this entire book is for you but so are the For Fathers boxes sprinkled throughout are for your family, too. Edit them any way you like, take from them

      what applies, and use them to help your family make that momentous transition to life with baby.


    


  




  But even though the risks of pregnancy at your age are slightly elevated, they are still low—and of course, they’re nothing when compared to the reward you’re eagerly

  anticipating. Best of all, pregnancy complications that are more common in older moms can sometimes be prevented, and if not, they can usually be well controlled. The right combination of medical

  management and medications can help forestall preterm labor, and breakthroughs continue to decrease risks in the birthing room. And though Down syndrome isn’t preventable, it can be

  identified in utero through a variety of screening and diagnostic tests. Better still, today’s essentially noninvasive first-trimester screenings (see here), which are

  recommended for all pregnant women regardless of age (so don’t worry, mama—you’re not being picked on!), are much more accurate than in the past. Moms who pass these screens

  don’t necessarily have to proceed to more invasive diagnostic tests (amnio or CVS) as was once routine, even if they’ve passed their 35th birthday. This saves time, money,

  and—most important—stress.




  But as much as obstetrical science can do to help you have a safe pregnancy and delivery and a healthy baby, it’s nothing compared to what you can do yourself through exercise, eating

  well, sensible weight gain, and regular prenatal care. Just being older doesn’t necessarily put you in a high-risk category, but an accumulation of many individual risks can. Eliminate or

  minimize as many risk factors as you can, and you’ll be able to take years off your pregnancy profile—making your chances of delivering a healthy baby virtually as good as those of a

  younger mother. Yes, maybe even better.




  So relax, enjoy your pregnancy, and be reassured. There’s never been a better time to be over 35 and expecting a baby.




  Genetic Screening




  “I keep wondering if I might have a genetic problem that I don’t know about. Should I get genetic screening?”




  Just about everyone carries a gene for at least one genetic disorder—even if it has never shown up in family history. But fortunately,

  because most disorders require a matched pair of genes, one from mom and one from dad, they’re not likely to show up in their children. One or both parents can be tested for some of these

  disorders before (which is preferable) or during pregnancy, thanks to genetic testing. In most cases, testing is recommended for one parent—testing the second parent becomes necessary only if

  the first tests positive.




  

    Immunizations in Pregnancy




    

      Since just about all vaccine-preventable diseases can cause pregnancy problems, being up to date on your immunizations is especially important

      when you’re expecting. Most immunizations using live viruses are not recommended during pregnancy, including the MMR (measles, mumps, and rubella) and varicella (chicken pox) vaccines,

      which is why it’s smart to catch up on these, as necessary, before conceiving. Other vaccines, according to the CDC, shouldn’t be given routinely but can be given if they’re

      needed. These include the hepatitis A and pneumococcal vaccines. You also can be immunized safely against hepatitis B when you’re expecting.




      In the must-have department during pregnancy: The CDC recommends that every woman who is pregnant during flu season (generally October through April) receive a flu vaccine and that every

      pregnant woman get the Tdap vaccine (which protects the baby from diphtheria, tetanus, and pertussis) between 27 and 36 weeks of pregnancy (see here for more on the

      Tdap).




      For more information on vaccines, check with your practitioner and see here.


    


  




  Official recommendations on who should be tested and for what have been, until recently, based on ethnic or geographical background and limited to just a few disorders. For example, Jewish

  couples whose ancestors came from Eastern Europe (Ashkenazi) should be tested for Tay-Sachs, Canavan disease, and possibly for other disorders (contact victorcenters.org or jscreen.org to learn

  more). Tay-Sachs has also been noted in other ethnic groups, including Southern Louisiana Cajuns, French Canadians, and the Pennsylvania Dutch, so getting tested is something to consider if your

  family has these roots. Similarly, African American couples should be tested for the sickle cell anemia trait, and those of Mediterranean and Asian descent for thalassemia (a hereditary form of

  anemia).




  But because it’s harder and harder to assign a single ethnic or geographical profile to anyone in today’s multiethnic and far-flung society, the basis for these recommendations has

  become far less reliable. Case in point: While Caucasians of European descent have long been told of the importance of testing for cystic fibrosis (CF) since they have about a 1 in 25 chance of

  being a carrier of the condition, blended backgrounds have expanded the pool of carriers. As a result, the guidelines for CF screening have expanded, too. It’s now recommended that all

  couples, regardless of their ethnicity, be screened for CF.




  Should the guidelines for screening genetic disorders be expanded even further? Many believe so. And now, new advances in genetic testing are enabling all couples—regardless of their

  ethnic or geographical profile—to test for a broad array of genetic conditions before conceiving. Such so-called expanded carrier screening can screen for the carrier gene of more than 300

  diseases, and it gives you the power of knowing whether you and your partner are at risk of passing along any of these genetic conditions to a baby you conceive together. If you both test positive

  as carriers for a condition (again, no need to test dad if mom tests negative), further genetic counseling and testing can be used to screen your baby or future babies for the condition.

  What’s more, knowing in advance that they carry a significant risk of having a baby with a genetic disorder gives couples the choice of using new reproductive techniques (like IVF with

  preimplantation genetic diagnosis to screen embryos for the diseases before implantation), or to consider sperm donation and other nontraditional routes to starting a family.




  

    Uninsured, Mama?




    

      Having a baby these days can definitely be an expensive proposition—and that’s before you even purchase onesie number one. Still,

      no expectant mother needs to go through pregnancy and childbirth without the prenatal care she and her baby need. And luckily, there are ways to get that care.




      Affordable Care Act (ACA). The ACA requires private insurance companies to cover preexisting conditions, including

      pregnancy. If your employer or your spouse’s doesn’t offer insurance or you’re unemployed, you may be able to apply for a plan through the Health Insurance Marketplace.

      However, you must enroll during the open-enrollment period (which happens on an annual basis) unless you’re eligible for special enrollment for a qualifying life event. Pregnancy itself

      is not considered a qualifying life event, but marriage, divorce, and moving count—and you can usually add the baby to your coverage, or change to coverage that also covers your baby

      within 60 days of the birth, even outside the open-enrollment period. Find out more, including how to get in touch with a local marketplace representative, at healthcare.gov.




      Medicaid and CHIP. Even if you haven’t qualified in the past, many states increase their income eligibility levels

      during pregnancy to help more pregnant women get coverage through Medicaid. The Kaiser Family Foundation (kff.org) has a list of each state’s income limits, and the U.S. Department of

      Health and Human Services also has a useful fact sheet (medicaid.gov). Or call your local Health Insurance Marketplace representative at 800-318-2596 to ask whether you’re eligible.




      In all states, the Children’s Health Insurance Program (CHIP) provides low-cost health coverage to children in families that earn too much money to qualify for Medicaid. In some

      states, CHIP also covers pregnant women. To find out if you’re eligible for CHIP’s prenatal coverage, fill out your state’s marketplace application or visit

      insurekidsnow.gov.




      COBRA. If you or your spouse are recently unemployed and previously had health insurance, you may be able to get coverage

      for up to 36 months through a program called COBRA. Unfortunately, COBRA premiums are usually very high since they don’t include employer contributions, but it may

      be a good compromise until you or your spouse gets a new job with insurance benefits (contact your former employer’s human resources department for more information). Before you commit to

      COBRA, it may be worth comparing the costs and benefits of it against a plan through the health insurance marketplace if you’re within an open-enrollment period or you qualify for special

      enrollment. Marketplace coverage can be less expensive than the COBRA option, especially if you’re eligible for subsidies under the ACA.




      Your parents. Under the ACA, if you’re under 26 years old and one of your parents has a health plan, they should be

      able to add you as a dependent—even if you don’t live with them, whether you’re married or not, and regardless of whether they’ve declared you as a dependent on their

      taxes. The catch? You may have to wait for an open-enrollment period to be added, and many health care plans do not cover maternity services for dependents.




      Clinics. If you can’t afford any health plan and don’t qualify for coverage through Medicaid and CHIP, you may

      be able to get low-cost health care at a nearby community health center or clinic. Find one at findahealthcenter.hrsa.gov or call 800-311-BABY.




      Discounts. If you’ve investigated the other insurance options and it turns out you still have to pay out of pocket for

      your care, call your health care providers—they may be able to help. Many doctors and hospitals will give you a discount, sometimes as much as 20 or 30 percent, if you’re paying

      cash. They also usually offer payment plans that give you the option of paying the bill over time, but check to see if they charge interest for this arrangement. Check, too, before signing up

      for a health care financing credit card offered by a medical practice to cover the cost—you could pay interest rates of 20 percent or higher. Another possibility: health care discount

      services or discount cards, which negotiate price cuts on health care services for a monthly fee. Do read the fine print to make sure your health care providers and services are covered and

      that there are no hidden fees.




      Other ways to save if you’re paying out of pocket: If you’re healthy, at low risk for complications, and want an unmedicated childbirth for your bundle of joy, you can save a

      bundle by delivering at a birthing center instead of a hospital. At a birthing center, the average unmedicated vaginal birth with no complications usually costs less than what a hospital

      charges. Choosing a midwife will save you more, too, even if you opt for a hospital delivery.


    


  




  While many experts are calling for guidelines that would make expanded carrier screening routine for all couples, ACOG isn’t yet on board with that position. For now they recommend that

  expanded carrier screening be done mainly on the basis of family history and ethnicity (as unreliable as self-reporting of ethnicity might be), with routine screening limited to the cystic fibrosis

  gene.




  Even so, ACOG and the American College of Medical Genetics and Genomics (ACMG) agree that all couples should be offered the option of having carrier screening, if they choose, before they start

  trying to conceive. But to reduce the potential emotional downside of screening, experts recommend that it be accompanied by counseling with an ob or geneticist who can explain exactly which

  disorders the expanded carrier screening panels test for, so couples can opt out of receiving test results they don’t want to know about. ACMG adds that the carrier screen should test only

  for disorders that would be relevant for reproductive decision making, and not include disorders that are adult onset (some of the conditions in the 300-disease carrier screen are only adult

  onset)—unless the couple provides specific consent to screen for them all.




  The best way to decide how to approach genetic screening—regardless of the current recommendations—is to talk it over with your practitioner. That way you and your partner can decide

  what’s best for you and your soon-to-be-growing family.




  

    Pregnancy and the Single Mom




    

      Are you a single mom-to-be? Just because you don’t have a partner doesn’t mean you have to go it alone during pregnancy. The kind

      of support you’ll need (and every mom needs) can come from sources other than a partner. A friend or a relative you feel close to and comfortable with can step in to hold your hand,

      emotionally and physically, throughout pregnancy. That person can, in many ways, play the partner role during the 9 months and beyond—accompanying you to prenatal visits and childbirth

      education classes, lending an ear (and a shoulder), helping you get both your home and life ready for the new arrival, and acting as coach, cheerleader, supporter, and overall advocate during

      labor and delivery. And since no one will know better what you’re going through than another single mom, you might also consider joining (or starting) a support group for single mothers

      or finding an online support group (check out the single moms’ message board at WhatToExpect.com). Also consider adding a doula to your birth team, as well as to your postpartum team (see

      here). Or, if the option is open locally, choose a Centering Pregnancy program for your prenatal care, since the group approach means you’re never alone at checkups

      (see here). If you’re going solo during pregnancy because your partner is deployed or working far from home for weeks or months at a time, see here.
 

	  

	  Just as happy to go it alone, and maybe even happier? That’s an option some single moms take, happily.


    


  




  “My partner and I didn’t have genetic testing done before pregnancy. Should we see a genetic counselor now?”




  Since most couples are, happily, at such low risk for passing along a genetic disorder, most don’t need to see a genetic counselor—and

  chances are, you’re in that majority. To ease your mind, talk over your specific situation with your prenatal practitioner and see whether you’ll need to take genetic counseling to the

  next level. Usually, referral to a genetic counselor or a maternal-fetal-medicine specialist is limited to those who need extra expertise:




  ■   Couples whose blood tests and/or expanded carrier screen show they are carriers of a genetic disorder that they might pass on to

  their children




  ■   Couples who have already had 1 or more children with genetic birth defects




  ■   Couples who have experienced 2 or more consecutive miscarriages




  ■   Couples in which the woman is over age 35 and/or the man is over age 40




  ■   Couples who know of a hereditary disorder on any branch of either of their family trees. In some cases (as with cystic fibrosis

  or certain thalassemias), DNA testing of the parents before pregnancy makes interpreting later testing of the fetus much easier.




  ■   Couples in which 1 partner (or their parent or sibling or older child) has a congenital defect (such as congenital heart

  disease)




  ■   Pregnant women who have had a positive screening test for a chromosomal defect




  ■   Closely related couples, since the risk of a genetic disease in offspring is greatest when parents are close relatives (for example, 1 in 8 for first cousins)




  The best time to see a genetic counselor (and to consider expanded screening) is before getting pregnant. A genetic counselor is trained to give couples the odds of their having a

  healthy child based on their genetic profiles and can guide them in deciding whether or not to have children. But it’s not too late even after pregnancy is confirmed. The counselor can

  suggest appropriate prenatal testing based on the couple’s genetic profile, and if testing uncovers a serious defect in the fetus, a genetic counselor can outline for the expectant parents

  all the options available and help them decide how to proceed. Genetic counseling has helped countless high-risk couples avoid the heartbreak of giving birth to children with serious problems while

  helping them realize their dreams of having completely healthy babies.




  

    ALL ABOUT:




    Prenatal Diagnosis


  




  Is it a boy or a girl? Will baby have blond hair or brown? Green eyes or blue? Mom’s mouth and dad’s dimples? Dad’s musical

  talent and mom’s knack for numbers . . . or the other way around?




  Babies definitely keep their parents guessing (and placing friendly bets) long before they actually arrive—sometimes before they’re conceived. But the one question that expectant

  parents wonder about the most is also the one they hesitate most to talk about, or even think about: “Will my baby be healthy?”




  Time was, that question could be answered only after birth. Today, it can be answered as early as the first trimester, through a very wide variety of prenatal screening and diagnostic tests.

  What screens can you expect to have during your 40 weeks? Will diagnostic tests be part of your pregnancy plan? With the field ever-growing and recommendations ever-changing, you’ll need to

  rely on your practitioner to help guide you to the choices that are right for you and your pregnancy. But it will also help to read ahead, so you’re in the know about the most common

  screening and diagnostic tests.




  Screening Tests




  Most expectant moms (even those considered at low risk of having a baby with a defect) undergo several screening tests during their 40 weeks.

  That’s because screening tests are noninvasive and increasingly accurate. They pose no risk to mom (except maybe to your nerves) or baby—but can provide a lot of beneficial reassurance.

  An easy way to breathe easy.




  Prenatal screening tests use a blood draw and/or ultrasound to identify whether you’re at an increased risk of having a baby with a genetic disorder like Down syndrome or a neural tube

  defect like spina bifida. They can’t diagnose such conditions—only a diagnostic test can do that—but they can determine the likelihood that your baby is affected, with anywhere

  from 80 to 99 percent accuracy. Here’s what you need to know about each of them.




  Noninvasive prenatal screening (after 9 weeks). Did you know that pieces of your baby’s DNA

  circulate in your bloodstream? The noninvasive prenatal screening test (NIPT, or NIPS) involves a simple blood screening any time after 9 weeks that analyzes DNA (it’s called cell-free fetal

  DNA, or cfDNA) to pinpoint baby’s risk for a number of genetic disorders, including Down syndrome. NIPT is a screening test, which means it can only tell you the likelihood of your baby

  having a disorder (with the added bonus of letting you know your baby’s sex—if you want to find out, that is)—not if your baby definitely has (or doesn’t have) a disorder.

  The companies that perform these new screening tests say that NIPT creates far fewer false positives than standard blood screenings (like the quad screening; see here). The

  results can help you and your practitioner decide next steps, including whether invasive diagnostic tests—which are even more precise but carry some risk—are worth that risk.




  Because NIPT involves only a quick blood draw with a needle and syringe, all you’ll need to do is offer up your arm at the practitioner’s office or a lab—so it’s

  perfectly safe for you and baby. Your sample is then sent off to a lab, which will check the DNA in your blood for signs of an elevated risk of abnormalities.




  Once the results of your NIPT are back, your practitioner will likely pair them with the results of your first-trimester ultrasound or nuchal translucency screening (see below) to determine

  whether more testing is needed. If it’s positive, your practitioner will recommend following up with amniocentesis (see here) or CVS (see here) to

  confirm the result and check for other problems NIPT can’t detect, such as neural tube defects.




  Because NIPT is relatively new, it’s not FDA approved. Currently, ACOG recommends that NIPT be offered only to women at higher risk of carrying a baby with a chromosomal abnormality (such

  as moms-to-be who are 35 or older or those who previously had a child with a genetic disorder, or who have a family history of a genetic disorder), not to low-risk women. NIPT is not recommended at

  all for women carrying multiples or those who are using a donor egg.




  Before you go through with NIPT, check with your insurance plan to find out if it’s fully covered—and if not, what it will cost you.




  Nuchal translucency screening (10 to 13 weeks). The nuchal translucency (NT) screening test—basically a specialized

  ultrasound—lets you know if you’re at an increased risk for having a baby with a chromosomal problem such as Down syndrome. Unlike diagnostic tests, however, the NT screening

  can’t give you a definitive answer about whether your baby has a genetic abnormality—instead, it gives the statistical likelihood of one. With that information in hand, you and your

  practitioner can then decide if further (more invasive, but conclusive) diagnostic testing, such as amniocentesis or CVS, is necessary.




  What exactly does NT measure? It focuses on a small, clear space in the tissue at the back of a growing baby’s neck called the nuchal fold. Experts have found that this spot tends to

  accumulate fluid and, as a result, expands in size in babies who have genetic abnormalities like Down syndrome (caused by an extra copy of chromosome 21, one of the 23 pairs of chromosomes that

  contain a human’s genetic code), trisomy 18 (an extra copy of chromosome 18), and trisomy 13 (an extra number 13 chromosome).




  NT screening, which must be performed between 10 and 13 weeks of pregnancy (after that, the tissue gets so thick that it is no longer translucent, making test results

  inconclusive), is done with a highly sensitive ultrasound machine (but like a standard ultrasound, is considered safe). A sonographer will first measure your baby to confirm his or her gestational

  age before zooming in on the nuchal fold and measuring its thickness on the screen. Those measurements, plus your age and baby’s gestational age, will be entered into an equation that

  calculates the probability of a chromosomal abnormality.




  An NT screen is often part of routine prenatal testing during the first trimester and recommended for all women. While it’s widely available, some areas—especially rural

  ones—may not have the machine and technicians with the expertise to perform the procedure.




  Because increased NT measurements are also associated with fetal heart defects, your practitioner might suggest a fetal echocardiogram at around 20 weeks to screen for heart defects if your

  levels are high. Increased NT measurements may also be linked to a very slightly higher risk of preterm birth, so you may be monitored for that as well if your NT results are high.




  Combined screening (11 to 14 weeks). Because NT results by themselves have an accuracy rate of just 70 to 75 percent (meaning

  that the test misses 25 to 30 percent of babies with Down syndrome), your practitioner might offer what’s referred to as a combined screening, in which the NT ultrasound results are combined

  with 1 or 2 blood tests that measure and compare your levels of 2 hormones, hCG and PAPP-A (pregnancy-associated plasma protein A), which are produced by the fetus and passed into the

  mother’s bloodstream. By combining these blood tests with the NT screening, the accuracy of detection rates for Down syndrome rises dramatically to between 83 and 92 percent.




  

    Knowing the Negatives of False Positives




    

      You undergo screening tests for the reassurance you hope they’ll provide—and ultimately the results are usually reassuring. But

      it’s important to start off the screening process with an open discussion with your practitioner so you can learn about the negatives of false positives (test results that come back

      positive for an increased risk of a disorder when in fact baby’s just fine): what it really means if you get a positive result, which tests have a high rate of false positives (like the

      quad screen or the NT alone), and which tests have a lower rate of false positives (like NIPT). What you’ll hear is that more than 90 percent of moms who get a positive screen will end up

      having perfectly normal and healthy babies. Talk about positive!


    


  




  If your combined screening test shows that your baby may be at an increased risk of having a chromosomal defect, a test such as CVS or amniocentesis will be offered. If the screening test

  doesn’t show an increased risk, your practitioner might recommend that you take the integrated screening test in the second trimester (see here) to rule out neural tube

  defects as well.




  Remember, this screen doesn’t directly test for chromosomal problems, and it can’t diagnose a specific condition. Rather, the results provide your baby’s statistical likelihood

  of having a problem. An abnormal result on the combined screening test definitely doesn’t mean that your baby has a chromosomal problem, just that he or she has an

  increased risk of having one—making follow-up diagnostic testing advisable. In fact, most women who have an abnormal result on their screening test go on to have a perfectly normal baby. At

  the same time, a normal result isn’t an absolute guarantee that your baby is normal, but it does mean that it is extremely unlikely that your baby has a chromosomal defect.




  Integrated screening (first and second trimesters). Another screening test option that you may be offered combines measurements

  of the hormone PAPP-A and (possibly) NT from the first trimester with the measurements of the 4 hormones tested for in the second trimester quad screening (see below). Combining the first and

  second trimester measurements gives a bit more sensitivity to the screening.




  Quad screening (14 to 22 weeks). Quad screening is a blood test that measures the levels of 4 substances produced by the fetus

  and passed into the mother’s bloodstream: alpha-fetoprotein (AFP), hCG, estriol, and inhibin-A. High levels of AFP may suggest the possibility (but by no means the probability) that a baby is

  at higher risk for a neural tube defect. Low levels of AFP and abnormal levels of the other markers may indicate that the developing baby may be at higher risk for a chromosomal abnormality, such

  as Down syndrome. The quad screening, like all screening tests, can’t diagnose a birth defect—it can only indicate a higher risk. Any abnormal result simply means that follow-up testing

  is needed.




  Your doctor may recommend a quad screen instead of NIPT screening because NIPT may not be available in your area or may not be covered by your insurance. This screening is also less accurate

  than the NT screen combined with first-trimester blood work, so it’s usually recommended only for moms-to-be who are already in their second trimester.




  When an abnormality actually exists, the quad screen is pretty good at detecting an increased risk of it—picking it up in approximately 85 percent of neural tube defect cases, nearly 80

  percent of Down syndrome cases, and 80 percent of trisomy 18 cases. But the false-positive rate for the independent quad screen is very high. Only 1 or 2 out of 50 women with abnormal readings

  eventually prove to have an affected fetus—in all the rest, further testing shows that no abnormality exists after all. Sometimes, it turns out that hormone levels tested outside of the

  normal range because there’s more than one baby, other times it’s because the EDD is off (the fetus is either a few weeks older or younger than expected), and still other times

  it’s because the test results were inaccurate or misinterpreted. If you get a positive result, you’re carrying a single baby, and your ultrasound shows your dates are correct,

  you’ll be offered amniocentesis as followup. But before you consider taking this or any action on the basis of a quad screening, be sure a genetic counselor or a doctor experienced in

  interpreting these types of screening tests has evaluated and verified the results.




  One other thing to consider when getting your quad screening results: Studies indicate that women who receive abnormal results on their quad screen but receive normal results on follow-up

  testing such as amniocentesis may still be at very slightly increased risk of certain pregnancy complications, such as a small-for-gestational-age fetus, preterm delivery, or preeclampsia. Talk to

  your practitioner about whether this might apply to you.




  Level 2 ultrasound (18 to 22 weeks). Even if you had an ultrasound in your first trimester to date your pregnancy (see here), you’ll probably also get a screening ultrasound in your second trimester. This level 2 scan (also called an anatomy scan; see box, here) is much

  more detailed and focuses closely on fetal anatomy to make sure everything is growing and developing as it should. It also can be a lot more fun to look at, because it gives a far clearer picture

  of your baby-to-be than that first fuzzy one you got way back in trimester 1.




  A level 2 scan also checks for hard and soft markers, characteristics that may indicate an increased risk of a chromosomal abnormality. Important to know before you head in for your scan: Very

  few babies showing soft markers (choroid plexus cyst, echogenic foci, or pyelectasia, to name an unpronounceable few) end up having an abnormality. In fact, these markers are spotted on as many as

  11 to 17 percent of all healthy babies—good reason not to worry if one is spotted on your baby’s scan. Your practitioner will let you know whether any follow-up testing is necessary (it

  often isn’t).




  As with any ultrasound, a wand (transducer) is placed on your belly that sends sound waves through your body. The waves bounce off internal organs and fluids, and a computer converts those

  echoes into a 2-dimensional image (or a cross-sectional view) of the fetus on a screen. Sometimes 3D or even 4D technology is used instead of 2D.




  During your level 2 ultrasound, you may be able to spot your baby’s beating heart, the curve of the spine, and the face, arms, and legs. You may even catch sight of your baby sucking a

  thumb. Usually, the genitals can be seen and the sex determined, although with less than 100 percent reliability and depending on baby’s cooperation (if you’d like to keep the sex a

  surprise until delivery, make sure you let your practitioner or technician know this in advance).




  Diagnostic Tests




  While just about every expectant mom will sign up for screening tests, going a step further to definitive diagnostic tests isn’t for

  everyone. Many parents—particularly those whose screening tests come back negative—can continue to play the waiting game, with the happy assurance that the chances are overwhelming that

  their babies will arrive completely healthy.




  But if you receive a positive result on a screening test, your practitioner may recommend following up with a diagnostic test to see if an abnormality actually exists, which it most often

  doesn’t. Other reasons why a mom-to-be might consider having prenatal diagnostic testing: having a family history of and/or being a carrier of a genetic condition, having had a baby with a

  birth defect, or having been exposed to an infection or substance that could possibly cause harm to a developing baby.




  Unlike screenings, diagnostic tests, like chorionic villus sampling (CVS) and amniocentesis (amnio), analyze the genetic material in cells collected from baby’s placenta or amniotic fluid.

  These tests are more accurate in detecting chromosomal abnormalities like Down syndrome and, in the case of amnio, neural tube defects, because they directly test for problems—not just signs

  that possibly point to problems. You might want to consider speaking to a genetic counselor before taking diagnostic tests, just so you are armed with accurate information going in.




  

    Mistakes Happen




    

      As far as prenatal diagnosis has come, it’s still important to remember that it’s far from infallible. Mistakes happen, even in

      the best labs and facilities, even with the most skilled professionals wielding the most high-tech equipment—with false positives being much more common than false negatives. That’s

      why further testing and/or consultation with additional professionals should always be used to confirm a result that indicates there is something wrong with the fetus—and if that’s

      confirmed, what the prognosis for your baby will be.


    


  




  Why go through diagnostic testing if there’s some risk involved? The best reason is the reassurance it usually brings. Most of the time, diagnostic tests diagnose a perfectly healthy

  baby—which means that mom and dad can stop worrying and start enjoying their pregnancy.




  Chorionic villus sampling (10 to 13 weeks). CVS is a first-trimester prenatal diagnostic test that involves taking a small tissue

  sample from the finger-like projections of the placenta called the chorionic villi and testing the sample to detect chromosomal abnormalities. Because CVS is performed in the first trimester, it

  can give results (and most often, reassurance) earlier in pregnancy than amniocentesis, which is usually performed after the 16th week. CVS can detect (with 98 percent accuracy) a number of

  disorders, including Down syndrome, Tay-Sachs disease, sickle cell anemia, and most types of cystic fibrosis. CVS can’t test for neural tube and other anatomical defects. Testing for specific

  genetic diseases (other than Down syndrome) is usually done only when there is a family history of the disease or the parents are known to be carriers.




  CVS is most often performed by a maternal-fetal medicine specialist in an ultrasound suite. Depending on the location of the placenta, the sample of cells is taken via the vagina and cervix

  (transcervical CVS) or via a needle inserted in the abdominal wall (trans-abdominal CVS). Neither method is entirely pain-free, and the discomfort can range from very mild to moderate. Some women

  experience cramping (similar to menstrual cramps) when the sample is taken. Both methods take about 30 minutes, start to finish, though the actual withdrawal of cells takes no more than a minute or

  two.




  

    [image: ]




    Transcervical CVS testing


  




  In the transcervical procedure, you’ll lie on your back with your feet in stirrups while a long, thin tube is inserted through your vagina into your uterus. Guided by ultrasound imaging,

  the doctor positions the tube between the uterine lining and the chorion, the fetal membrane that will eventually form the fetal side of the placenta. A sample of the

  chorionic villi is then snipped or suctioned off for diagnostic study.




  In the transabdominal procedure, you’ll also lie flat, tummy-up. Ultrasound is used to determine the location of the placenta and to view the uterine walls. Then, with continued ultrasound

  guidance, a needle is inserted through your abdomen and the uterine wall to the edge of the placenta, and the cells to be studied are drawn up through the needle.




  Because the chorionic villi are of fetal origin, examining them can give a clear picture of the genetic makeup of the fetus. Test results are available in 1 to 2 weeks.




  CVS is safe and reliable. The procedure carries a miscarriage rate equal to that of amnio—less than half a percent. Choosing a testing center with a good safety record and waiting until

  right after your 10th week can further reduce the risks associated with the procedure.




  Some vaginal bleeding can occur after CVS and shouldn’t be cause for concern, though it should be reported. You should also let your doctor know if the bleeding lasts for 3 days or longer.

  Since there is a very slight risk of infection with CVS, report any fever that occurs in the first few days after the procedure. If you’re Rh negative, you’ll be given an injection of

  Rh-immune globulin (RhoGAM) after the CVS to be sure the procedure doesn’t result in Rh problems later on (see here).




  

    It’s a . . . Surprise!




    

      Diagnostic testing (and some screening tests like NIPT or second-trimester ultrasound) can determine whether your bundle of joy is a boy or a

      girl. But unless it’s a necessary part of the diagnosis, you’ll have the option of either learning baby’s sex when you receive the testing results (or when you cut into a pink

      or blue cake at the gender-reveal party) or waiting to find out the old-fashioned way, in the birthing room. Just make sure your practitioner knows about your decision ahead of time so your

      surprise won’t be inadvertently spoiled.
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