

[image: Images]






Thank you for downloading this Scribner eBook.





Join our mailing list and get updates on new releases, deals, bonus content and other great books from Scribner and Simon & Schuster.







CLICK HERE TO SIGN UP








or visit us online to sign up at
eBookNews.SimonandSchuster.com






		
			Praise for

			YOUR BABY,YOUR WAY

			“Jennifer Margulis’s searing and well-researched exposé is a must-read for expectant mothers. Whether she is discussing common obstetric practices, circumcision, vaccination, breastfeeding, bottle-feeding, diapering, or choosing a pediatrician, she points the way to rational, health-based decision-making.”

			—Ina May Gaskin, author of Spiritual Midwifery

			“A new mother’s first instinct is to protect her newborn. But how can she best do that in a consumer culture so focused on its bottom line? [Margulis] exposes some hard and shocking facts about how even the most well-meaning American parents unwittingly buy into systems that do documented harm. Thought-provoking and exhaustively researched, this book is destined to inspire much-needed dialogue about the current American way of birthing and caring for our young.”

			—Hope Edelman, best-selling author of Motherless Daughters 

			“Heart-stopping . . . riveting . . . what every pregnant woman and new parent needs to know.”

			—Aviva  Romm, M.D., author of Vaccines: A Thoughtful Parent’s Guide

			“Impassioned . . . eloquent.”

			—RadioMD

			“Engrossing . . . packed with facts.”

			—San Francisco Book Review

			“Margulis’s book strikes a nerve. It’s a nerve that needs to be struck. . . . [It] challenges us to take a hard look at our medical decision-making process, and mainstream pediatrician that I am, I think it’s a worthwhile place to go. If it makes us uncomfortable, the next question is, why?”

			—Margaret Kozel, M.D., author of  The Color of Atmosphere

			“[A] masterpiece of investigative journalism . . . If  I could give one book to every woman of reproductive age, it would be this.”

			—Kelly Brogan, M.D.

			“A book I will recommend to all my OB patients.”

			—Patricia Harman, C.N.M., author of The Midwife of Hope River

			“Worthy of close consideration by parents.”

			—Kirkus Reviews

			“A compelling and thought-provoking work for every parent and parent-to-be.”

			—Publishers Weekly

			“Motivates women to ask ‘why?’ before blindly agreeing to everything their doctor orders.”

			—Booklist

			“A vital resource to make informed, conscious choices in preparation for the safest, easiest birth. An eye-opening must-have for all parents who are expecting.”

			—Dr. Jeanne Ohm, D.C., executive editor, Pathways to Family Wellness

			“We want to trust our doctor and the hospital that we have carefully chosen to bring our beautiful baby into the world. Knowledge really is power. When we understand what is happening, we can make more informed and intelligent choices. Processing the information, confronting our health care professionals, and standing up for ourselves and our babies may be tough at the time, but our gratitude for having our eyes wide open will be lifelong.”

			—Jennifer Andersen, founder, Our Muddy Boots

			“Margulis is on the money.”

			—The Thinking Moms’ Revolution

			“[Margulis] really encourages readers to ask questions. Why? Why is this happening? Why are so many ultrasounds being done, why are so many women being induced, why despite the fact that we spend so much money on maternity are we seeing such negative outcomes? If authors like Jennifer don’t ask these questions and bring their findings to the public, who will? Thank you, Jennifer, for writing this book; as a doula and a mother, I am grateful.”

			—Simone Snyder, doula, International Childbirth Education Association

			“Unlike What to Expect When You’re Expecting, Margulis leaves you empowered, a little fired up, and ready for reality.”

			—Dr. Kurt Perkins, D.C. 
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For my mother, Lynn Margulis




    

    
Introduction


  

    “You’re going to have so much fun,” I said with a smile to a friend when she was thirty-nine weeks pregnant. Whitney’s jaw dropped to her knees.


    “Fun?” she cried. “No one has ever told me that before!”


    In this age of oversharing and infinite access to free advice on the Internet, the sheer joy of pregnancy and childbirth often gets left out of the equation. But it is joyful. And fun. When expectant couples ask me how best to prepare for childbirth, I share with them my twist on midwife Ina Gaskin’s sage advice and suggest they compile a list of jokes, the bawdier the better; to smooch like crazy during labor (you probably won’t want to, but do it anyway); and to remember that a woman’s body is powerful, that we are connected to the generations of women who all came before us, and that our bodies and our babies usually know just what to do.

    

Which does not mean it’s easy. During my last pregnancy, I trotted behind my six-year-old son as he bicycled to the park, did calisthenics, and took a prenatal swim class. I ate as healthily as I could, and tried to teach myself to meditate. With three children clambering for my attention, I did not successfully master the meditation part. Still, I made time several days a week to float in a warm bath and repeat positive phrases in my head: I am a healthy mama. I will have a healthy baby. I am powerful. I will have a gentle birth. My baby and I know just what to do. Then I would heave my mountainous belly out of the tub feeling centered and relaxed, excited about the imminent birth, patting myself on the proverbial back for being so proactive about preparing for labor.



I would be a beautiful, glowing, laboring woman, an expert at birth. We planned to have the baby at home and I was sure this would be my most peaceful labor. I had been reading about pain perception and had been telling myself the labor would not be painful, that I would ride the contractions instead of fighting against them.



You know where this story is going, right?



The timer on the bun in the oven did not go off until seven days after my estimated due date, and by then I was as big as a house, my belly button had popped out like a fleshy nose, and I was sure the baby would be a full-grown adult before deciding to make an entrance into the world.



Then one Wednesday morning I woke up feeling crampy. I had had lots of contractions before (Braxton Hicks, or practice contractions), and what I was feeling was intense but I wouldn’t describe it as painful. I honestly wasn’t sure if I was in labor. My eight-year-old daughter wasn’t as uncertain. She brought the joke list she had prepared for my labor into the kitchen. Another contraction. This one took my breath away.



“Where did the seaweed find a job?” My daughter asked. I leaned against the kitchen counter, gritted my teeth, raised my eyebrows quizzically in her direction, and tried to remember to breathe.



“Where?”



“The kelp wanted ads!”



I threw back my head and laughed.



To date, this is the funniest joke I have ever heard.



My husband, James, took our kids to school. I had an article due, but I was too restless to sit at the computer and write. I rather reluctantly emailed my editor to tell her I thought I might be in labor and ask for an extension.



“Do you think I’m in labor or am I just being a wimp?” I asked when James finally came back.



“You’re just being a wimp,” he joked.



Three hours later I was making the most primitive animal noises you have ever heard. My plan to be calm and centered had gone out the window and I was howling and screaming. Somewhere in my rational brain I remembered to tell myself that my mother and my grandmother and her mother before her had all survived labor, which I found deeply comforting. But there I was in full-blown, toe-curling transition, sounding like a charging elephant when I had planned to be in perfect control. Labor is humbling.





When you get pregnant for the first time (or have started trying to get pregnant), you see pregnant women and new moms everywhere. They’re in the supermarket rubbing their bellies absentmindedly, in the parking lot wrestling with car seats and strollers, in the park wiping spit-up off their shirts. It’s amazing how there are so many more pregnant mamas and infants in the world when you are expecting.



And everyone seems to notice you. Whether it’s the kindhearted, white-haired lady who eyes your belly wistfully and confides that she “just loved being a mom,” the taxi dispatcher who ushers you to the front of the line, or your older child’s soccer coach who nods appreciatively at your full figure and says “you’ve really got your glow on” (prompting you to go home and take a shower), people are looking at you.



Once your pregnancy starts to show, you gain entrance into a club you never knew existed. Suddenly women—and their partners—are eagerly sharing their birth stories, requesting to rub your belly, and calling open season on giving you advice, whether you want it or not. People think nothing of asking you what are actually quite intimate questions about your horizontal relations (“Was it a surprise?”) and what were once your private parts (“Are you planning to breastfeed?”). It’s as if the body that was once only yours now belongs to the community.



Though the belly-rubbing liberties and unsolicited advice might drive you crazy, try to appreciate the attention. After all, you do have your “glow on” (nonstop burping, aches in muscles you never knew existed, and varicose veins aside). Pregnancy is a fascinating, bizarre, and life-altering time of life: you are growing an entire human being in your body. Your body knows how to make eyebrows for a whole other person. What could be cooler than that?



But all too often, pregnant women in the United States are not treated with the awe and excitement that should be their due. Instead of celebrating pregnancy as a state of health, and childbirth as an empowering rite of passage into motherhood, we have come to think of pregnancy as an illness, a terrifying journey that might result in a healthy baby and a healthy mom (if you follow the doctor’s orders and are very lucky), but is otherwise fraught with danger at every turn.



The sad truth is that pregnancy and childbirth have become so overmedicalized in the United States that it is actually more dangerous to have a baby today than it was twenty years ago. If you’re pregnant, I know you may already be feeling a little nervous and I don’t want to scare you, but the United States has one of the highest—if not the highest—maternal mortality rate of any industrialized country. And most people don’t realize that our infant mortality rates, while improving, remain ignominiously high.



The mainstream media like to blame American women for our current maternity health crisis: We are too fat, too old, or too diabetic when we conceive. But the science—as you will see in this book—tells a very different story. While poor outcomes are certainly caused in part by unhealthy eating, lack of exercise, and chronic health conditions, the biggest factor contributing to our difficulties during pregnancy, childbirth, and our baby’s first year of life is a system of for-profit medical care that prioritizes doctor convenience and hospital profits over healthy moms and healthy babies. American women’s bodies are not broken, incompetent, or incapable. But our health care system has stacked the deck against us.



If you have already had a baby and you are reading this because you feel unhappy about the way you were treated in the hospital, or are trying to make sense of what happened to you and why, you may find some of what you read in this book painful. It will be hard to learn that continuous fetal monitoring has been discontinued in countries with better birth outcomes after scientific research definitively showed that continuous monitoring does not improve pregnancy outcomes but does lead to unnecessary Cesarean births. If you chose to circumcise your first son because a doctor, who was himself circumcised at birth, recommended it, chuckling at your concerns and reassuring you in a patronizing tone that infants don’t feel pain, you may wince to discover that an increasing number of doctors are refusing to do infant circumcisions because it is a cosmetic, not a medical, procedure for newborns. Human babies not only feel pain (just like every other mammal), but we know now that pain can cause lasting trauma.



It took me years to come to terms with how I was treated during my first pregnancy and delivery. When my husband and I came home from the hospital with a healthy, olive-skinned baby girl who had elfin ears and frog-like legs, we were proud, terrified, and ecstatic, but we had no idea what we were doing. We were both in graduate school at Emory University, we had very few friends with children, and no family nearby. Holding my tiny new baby in my arms, it was easier and more reassuring to tell myself that the doctors in the hospital had saved my life, that birth was dangerous, that all the interventions I had were necessary. I had painful bleeding hemorrhoids and it took weeks for my leg to stop being numb from an epidural (I had asked the nurse to turn down the medicine; she ignored me). I convinced myself that my body was broken. It didn’t matter that I was twenty-nine years old, eating well, and in the best physical shape of my life. It didn’t matter that I had gained only twenty pounds during my pregnancy. It didn’t matter that the women in my family have wide hips and relatively easy births. The doctors implied by their actions that my body was broken. And I believed them.



Coming home from the hospital, I quickly learned that taking care of a newborn is a tremendous adjustment. In those heady hormonal days just after our baby was born, taking a shower and getting dressed felt like  accomplishments. Someone told me back then that the days can be long—even interminable—but the years go by quickly. She was right. I have four children now and they are growing up so fast it makes my head spin. That seven-pound, one-ounce baby girl born at Crawford-Long Hospital in Atlanta, Georgia, is now fifteen years old and just passed her learner’s permit test.



It took many years; many thoughtful words of wisdom from knowledgeable, experienced, and gentle birth practitioners; three subsequent births; and an enormous amount of research into the physiology of pregnancy and childbirth for me to realize that there was nothing wrong with my body when I gave birth for the first time. A woman in labor is in a heightened state of awareness and vulnerability. How she is treated and what is said to her will have profound effects on her confidence. I slowly came to understand that the way things went during my daughter’s birth were caused by a broken system that included a burned-out labor and delivery nurse; impatient, incompetent doctors whose prejudices about birth (that it must be aggressively managed, that women don’t know their own bodies) affected my experience; and faulty hospital policy based on profitability, not best practices.



Women who experience profound grief—or even any bad or mixed feelings—after the birth of a child are often met with confused reactions. “You have a healthy baby,” friends and family will exclaim. “Why are you complaining?” No one disagrees that it is a wonderful gift to have a child (albeit a sometimes difficult, often overwhelming, and certainly poop-happy gift). But I disagree that having a healthy baby is the only goal of pregnancy and childbirth. Every woman has the right not only to have a healthy baby, but also to have a happy, empowering, inspiring birth experience, as well as to enjoy her baby’s first years of life.



My intention in writing this book is to empower you to make the happiest, healthiest decisions you can for yourself and your family. You won’t find conventional parenting “advice” in this book, “advice” that is often disseminated by corporate America and a for-profit medical system to target women at the most vulnerable time of their lives in order to sell them products. Instead, you will find the information you need to help you make your important choices. A nice side effect of becoming knowledgeable about birth and alternative practices is that almost 100 percent of the time the “alternative” methods are cheaper, easier, and more convenient in the long run. When you learn that the baby soap used in hospitals actually contains a host of unpronounceable, possibly toxic ingredients and that studies show there is no need to wash a baby, you may choose not to use any soap on your baby (since it’s completely unnecessary and may actually be harmful), inadvertently saving your family hundreds of dollars a year. When you discover that Americans spend upward of $27 million a day on “disposable” diapers, and that diaper manufactures have a perverse and very real financial incentive to discourage American parents from potty training, you may decide to use cloth diapers, forgo diapers altogether, teach your child to use the potty early, or all three, saving $2,400 (the average cost of diapering a child in “disposables”) and keeping plastic waste and human fecal matter out of the landfills to boot. Or then again, you may decide to stick to conventional methods.



I do not believe there is “one right way” to do things when it comes to parenting. Perhaps the best example is the controversial topic of vaccines (Chapter 9). Parents who choose to vaccinate differently are often unfairly vilified in the media, and their children—no matter how healthy—sometimes even kicked out of pediatric practices. Yet I believe that how, when, and even if you vaccinate your children is your choice. I have a healthy respect for vaccines, am myself übervaccinated (I lived and worked in one of the poorest countries in the world, so I’ve had vaccines for diseases that most Americans have never heard of), and have chosen to vaccinate my children. But I have been accused of being an “antivaccine fanatic.” Why? Because I do not have an irrational fear of unvaccinated children or the childhood illnesses that vaccines help prevent. I support every parent’s right to vaccinate their babies their way, and I have continued to publicly push for more evidence-based and safer national vaccine schedules.



You know your body, your baby, and your family better than anyone else does. You don’t need experts to tell you what to do, though their advice certainly comes in handy sometimes. But you do need to have the whole story. That’s what this book gives you. With that knowledge, you get to have your baby your way.



Your Baby, Your Way is the culmination of more than a decade of research and fifteen years of parenting. Though you will find information in this book that you have not read elsewhere, when you check the endnotes (which I encourage you to do), you will see that the majority of the science presented here comes from peer-reviewed medical journals, government documents, and other mainstream sources.



In our for-profit medical system and culture at large, pregnant women are consumers. Yet most of us spend more time researching car seats than we do researching hospitals. Both deserve our scrutiny. Knowledge is power. As I’ve learned from my own experience and that of others, the more you inform yourself about your birth options and parenting choices, the healthier and happier you and your family will be.


    Jennifer Margulis


        Ashland, Oregon


        August 2014

    









Author’s Note


This book begins in pregnancy and ends at baby’s first birthday, following in rough chronological order many of the situations and decisions parents face as they gestate, give birth to, and care for their new babies. An entire book could be written in the place of each chapter (and many excellent books already have), so I’ve included recommendations for further reading on each topic in a resource section in the appendix.


When describing medical procedures, I use medical terminology that may be unfamiliar. Because I did not want to interrupt the flow of the story, I left many of these medical terms undefined. For this reason, a glossary of terms and abbreviations is included at the end of the book.


While I use the real first and last name of the people whose stories I share the vast majority of the time, some names and identifying details have been changed. In the interest of readability, once I introduce a person, I refer to that person by first name. However, I have decided to follow contemporary American social convention and use last names when referring to doctors and scientific researchers. I’m not altogether comfortable with this hierarchy but I couldn’t find a way around it that felt respectful to my sources (some of whom will be offended that I do not always refer to them as “Dr.” every time their name appears) and to parents. If a doctor is sharing a story primarily as a parent and not a professional, or if I’m describing a setting where everyone is on a first-name basis, I use first names.


I have similarly deferred to Icelandic social convention. Doctors in Iceland are called by their first names because last names are actually patronymics (so siblings of different genders do not share the same last name: Jónsdóttir means “John’s daughter,” Jónsson means “John’s son”).







CHAPTER 1



GESTATION MATTERS:


The Problem with Prenatal Care
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Like many middle-class American women, Elizabeth Goodman-Logelin, at thirty, had put childbearing on hold to establish a career. In her twenties she used her smarts, drive, and organizational skills to become a high-powered management consultant. When she and her husband, Matt, decided it was time to get pregnant, the couple from Minnesota felt as if they had it all: a spacious new home in L.A., a happy marriage, and a baby on the way.


But pregnancy was harder than Liz expected. A petite woman, Liz struggled to gain weight. As Matt details in his memoir, Two Kisses for Maddy, Liz had debilitating morning sickness and vomited frequently. Just to be safe, when she was about twenty-eight weeks along, her obstetrician referred her to a high-risk specialist in Pasadena, Greggory DeVore, M.D. DeVore performed an ultrasound and announced that Liz’s amniotic fluid levels were low, the baby was small for gestational age, and the cord was wrapped around her neck.


Then he prescribed three weeks of bed rest.


When a subsequent ultrasound indicated no improvement, DeVore insisted—though the baby’s due date was still nine weeks away—that Liz spend the rest of her pregnancy in the hospital. Terrified first-time parents, Liz and her husband did not question this advice.


After two weeks in the hospital, the doctors told her and Matt that it was time for the baby to come out, believing she would be safer outside the womb. Madeline Logelin was born seven weeks premature via C-section on March 24, 2008. She was rushed to the neonatal intensive care unit (NICU), placed in a plastic incubator, and given supplemental oxygen “as a precaution” although her father was told she was breathing just fine on her own. It turned out that Maddy was a perfectly healthy baby. At 3 pounds 13.5 ounces and 17.25 inches long, she was in the normal weight and height range for her gestational age. Her only issue was that she was too young to swallow—an iatrogenic problem caused by early delivery.


Twenty-seven hours later, getting ready to finally hold her daughter for the first time, Liz mumbled that she felt light-headed, fell backward into the wheelchair waiting to take her to the NICU, and then slumped forward onto the floor.


She was dead.


The doctors told Matt that Liz most likely died of a pulmonary embolism—a blood clot or other blockage that impedes blood flow to the lungs. Matt believed “shitty luck” killed the woman who had been the love of his life.


Expectant parents such as Matt and Liz are rarely told that putting a patient on bed rest dramatically increases the risk of pulmonary embolism (one study showed that embolism is almost twenty times more likely for pregnant women on bed rest). “I was put on strict bed rest at three different hospitals and never told there was a risk,” says one mother of four from Pennsylvania. Most expectant parents are also unaware that several studies have shown that it is difficult to access the amount of amniotic fluid in utero accurately. When researchers at the University of Mississippi Medical Center analyzed three techniques used for testing amniotic fluid level, all three were found to be “moderately accurate,” giving correct estimates only between 59 and 67 percent of the time.


In other words, at least one third of a doctor’s diagnoses from ultrasound that a woman’s body is generating too much or too little amniotic fluid are wrong. These misdiagnoses lead to more pregnancy interventions, including C-sections. As Sarah Buckley, an Australian family physician and obstetrician, birth advocate, mother of four, and author of Gentle Birth, Gentle Mothering: A Doctor’s Guide to Natural Childbirth and Gentle Early Parenting Choices, explains, using ultrasound to detect low amniotic fluid levels “has been shown to lead to overdiagnosis of problems resulting in high rates of induction for healthy babies.” The science on this subject is abundant: One double-blind randomized study of more than fifteen hundred pregnant women concluded that measuring amniotic fluid levels for women who were at forty weeks gestation was not significantly correlated with better fetal outcomes. It was, however, a predictor for more unnecessary intervention. The study concludes: “Routine use [of amniotic fluid index, that is, an approximate estimate of amniotic fluid levels from ultrasound] is likely to lead to increased obstetric intervention without improvement in perinatal outcomes.”


According to her husband’s account, the doctor spent only a few minutes looking at an ultrasound before prescribing Liz bed rest. Yet more than half a dozen studies have determined that bed rest is either of no proven benefit or that there is simply not enough available evidence to support or refute that it works. While there is not sufficient evidence showing bed rest is of benefit, there is evidence that it causes harm. Researchers have found that it not only dramatically increases the likelihood of getting blood clots, but it can also lead to significant bone loss in pregnant women.


“I don’t put pregnant women on bed rest anymore,” asserts Reynir Tómas Geirsson, M.D., the chair of the Department of Obstetrics and Gynecology at the Landspítali University Hospital in Reykjavik, Iceland. Reynir has been practicing obstetrics for thirty-six years and has attended more than three thousand deliveries. “I sometimes ask women at risk for preterm labor—and occasionally those with high blood pressure—to stop work, to rest at home, or occasionally in the hospital, and I direct them on what exertion to avoid, and when and how during the day to take rest periods. But enforced strict bed rest has never been proven of use.”


Since Baby Maddy turned out to be of normal height and weight for her gestational age, it’s possible that nothing was wrong with Liz’s pregnancy in the first place. Liz’s tragic story begs the question: Would this young mom be alive today if the doctors had done less testing, paid attention to the existing scientific literature instead of prescribing a course of action that is of no proven benefit, and taken into consideration that she was a petite woman likely to have a smaller-than-average baby?


TESTING 1, 2, 3


“The twenty-first century has skewed every aspect of modern life,” argues Michael Klaper, who has forty years of experience practicing medicine, and has done postgraduate training in obstetrics at the University of California–San Francisco. Dr. Klaper and I talk for more than an hour via Skype teleconference. “We’ve made pregnancy—which is normally this joyous, wonderful process—become a perilous and often tragedy-filled event.” Take, for example, the astonishing number of routine prenatal tests that almost every pregnant woman is subjected to in the United States today.


This dizzying array of testing can make prenatal care an unpleasant, uncomfortable, time-consuming, and expensive experience for women and their partners. “You go in and it’s like, ‘Let’s see what horrible new problem you have today that you’ve never heard of before,’ ” says one dad from Buffalo, New York, who accompanied his wife to every appointment. “Between the false negatives and the false positives, and the endless stream of tests, when are you ever going to feel reassured?”


As a mother of four, I know firsthand how stressful it can be to have prenatal testing (or to refuse it and incur the wrath of a provider), but I wanted to hear an obstetrician’s point of view. Which is how I find myself on a bitterly cold December evening walking past a bicycle wrapped in Christmas lights on the front lawn of a home in Arlington, Massachusetts. Stephanie Koontz, an obstetrician at Mount Auburn Hospital in Cambridge, grew up with me about eight miles from here, in Newton Centre. Though we haven’t been in touch in years, she has graciously agreed to gather colleagues to talk about prenatal care.


There’s apple cider warming on the stove as Mary Baker, a certified nurse midwife with a ready laugh and a thick Boston accent, tells me she feels her practice overwhelms patients by having to offer so much testing when they come in for a first prenatal visit: serial sequential testing, AFP4, CVS, nuchal translucency screening, glucose tolerance test, eighteen-week ultrasound, amniocentesis, cystic fibrosis testing regardless of genetic risk. Stephanie says she feels like she needs to give her patients a crash course in statistics and risk assessment to help them understand that most of this early prenatal testing gives you only a percentage of risk, and that a higher risk estimate on a test helps guide patients in considering the option for further (and usually more invasive) testing, not proof that anything is wrong.


The two obstetricians and two hospital midwives I’m interviewing don’t hesitate to admit that we are overtesting moms. They’re as frustrated by it as some of their patients, but they also feel their hands are tied. Hospital doctors and midwives are required to follow state guidelines, answer to their colleagues, and be hypervigilant that they have offered and performed every test required in order to satisfy both health and malpractice insurance providers in the event of a bad outcome.


Mary and the other certified nurse midwife, Phyllis Gorman, both agree they would rather spend their time talking, really talking, to expectant moms: asking them what they’ve been eating, how they are feeling about having a baby, how they are preparing to welcome that baby into the world, how they can work together to be a provider-parent team and make shared decisions.


Stephanie’s colleague Brian Price, M.D., associate clinical director of Harvard Vanguard Medical Associates, interrupts to interject that in the current model of obstetric care in the United States, when you’ve got dozens of items to cover and very little time per appointment, those kinds of conversations are impossible.


Brian practiced for four years in Brooklyn, New York, in the late 1980s and early 1990s at the Brooklyn Hospital Center, where there was virtually no prenatal testing available. They did not do alpha-feto-protein testing, routine fetal surveys, or ultrasound scans to check fetal growth. And yet now that we are doing more prenatal testing, he points out, the outcomes have not improved.


Brian is articulate, opinionated, and incisive. Bald and broad-featured, he sits up straighter to emphasize his point: “We have not decreased morbidity or mortality,” he says, talking loudly to be heard over his colleagues, who are clamoring to agree. “All we’ve done is increase the cost of care, and increase the anxiety.”


GLUCOSE TOLERANCE TESTING


As any pregnant woman who has had it can attest: One of the most unpleasant prenatal tests is the screening for diabetes. According to the American Diabetes Association, about 7 percent of pregnancies become complicated by gestational diabetes. Gestational diabetes arises when too much sugar builds up in the bloodstream, either because the body is not producing enough insulin (the hormone that clears sugar from the blood and takes it into the cells to use as energy) or pregnancy hormones block the effects of insulin. Many women have gestational diabetes that is not a cause for concern. It is usually a mild condition that develops in the third trimester, causes no symptoms, and clears up after the pregnancy is over. But pregnant women with elevated blood sugars can have larger-than-normal babies and be at more risk for high blood pressure. For this reason, care providers order a diagnostic gestational diabetes screening test. A woman is told to drink an unnaturally sweet and horrible-tasting syrupy beverage that has a high glucose content. One brand, GLUTOLE, has 75 grams of glucose. Its ingredients: glucose syrup, maltodextrin (a creamy-white slightly sweet starch derived from processing corn or wheat), purified water, acidity control compound E330 (a pH control agent), preservative E211 (also called sodium benzoate, used as an antifungal and antibacterial; one study found that when paired with artificial food additives it causes hyperactivity), cola aroma, foodstuff color E150 (a caramel coloring made from sucrose), and carbonic acid (a weak acid with a tart taste found in many sodas and also in champagne).


The beverage made Angela Decker of San Mateo, California, when she was thirty-four years old and pregnant for the first time, so sick that she vomited it up in the waiting room. But the real problem with this test—in addition to having an already queasy pregnant woman drink an unappealing nonfood beverage laden with artificial colors, preservatives, and additives—is that there are no international standards for the amount of glucose in the test for pregnant women (50 grams, 75 grams, or 100 grams) and there is no clear consensus on what glucose response is elevated enough to be cause for concern. A positive result leads to further screening and, often, aggressive intervention, including the use of insulin during pregnancy, a scheduled early induction, or even C-section because of a fear the baby will grow too big.


If you are having a healthy pregnancy, your baby is measuring normally, and you have no risk factors for diabetes, should you even have this test? Although the American College of Obstetricians and Gynecologists (ACOG) recommends that every woman be screened for gestational diabetes regardless of risk factors, the U.S. Preventive Services Task Force, which does systematic reviews of all the available scientific evidence, has concluded that “the evidence is insufficient to recommend for or against routine screening for gestational diabetes,” and the American Diabetes Association concludes that “low-risk status requires no glucose testing.”


AVOIDING GESTATIONAL DIABETES THROUGH LIFESTYLE CHANGES


Kristen Boyle of Denver, Colorado, was surprised to be diagnosed with gestational diabetes during her first pregnancy seven years ago. Thirty years old, slender, and fit, Kristen had no diabetes in her personal or family history and she thought she ate well. But her diabetes got so bad that she had to take insulin during the last trimester. At every visit she had fetal monitoring and an ultrasound. At thirty-eight weeks her blood pressure was high.


“Your amniotic fluid is low,” she was told after an ultrasound. “We need to induce you today.” She was given a Pitocin drip and then an epidural. Hoping for a natural childbirth, Kristen ended up birthing her seven-pound daughter Sofia via C-section after thirty hours of unproductive labor.


“My body wasn’t ready to have her,” Kristen remembers sadly when we talk. “Baby wasn’t ready to come out.”


For her second pregnancy, Kristen decided to do things differently. She went to a midwife instead of a doctor and she and her midwife devised a proactive diet to keep her from developing diabetes in the first place. It was then that she realized that what she had been eating during her first pregnancy had not been healthy. Instead of being advised to avoid processed foods and eat whole fresh vegetables and fruits, high-quality protein and fats, and whole grains, Kristen had been told to eat granola bars and take glucose tablets when her blood sugar was too low. This time Kristen added high-quality protein to her diet, eating hemp seeds, eggs, chicken, and the occasional steak. She cut out all refined sugar (though she still ate foods sweetened with agave or maple syrup). She made sure to eat a lot of fiber. Like in her first pregnancy, she practiced yoga, took prenatal swimming classes, and walked two and a half miles around Sloan’s Lake almost every day. Kristen monitored her own blood sugar levels by pricking her finger. She had no problems and gave birth at home, vaginally, to a healthy nine-pound baby boy.


In one survey from August 2012, 62 percent of women who were expectant or had given birth reported that their providers did not talk to them about how to care for their health during pregnancy. Doctors often don’t tell women that eating foods that are low in nutritional content but high in sugar and starch—like white bread and bagels, white pasta, ice cream, cake, candy, and soft drinks—can induce or worsen gestational diabetes. These foods also add to excessive weight gain during pregnancy, which can lead to high blood pressure. The best way for a pregnant woman to avoid developing gestational diabetes is to eat a healthy diet that contains high-quality protein and no added sugars and no refined grains. If elevated blood sugar becomes a problem, pregnant women can start removing naturally occurring sugars from their diet, like ripe bananas and other fruits.


But even women who continue to eat a high-sugar diet can help their bodies process the sugar by exercising. This is why most homebirth midwives have women keep a food log over three or four days to record what they eat and spend a good deal of time during prenatal visits strategizing about how to improve their diets and how to find time to walk, swim, run, bike, take yoga classes, or do other daily exercise.


“When you’re under the hospital model they’re just looking at numbers, not the whole picture,” Kristen says. She now suspects the anomalous high blood pressure reading that led to an induction and then a C-section in her first pregnancy was because she was excited about having her first baby. “If my blood pressure had been high at thirty-eight weeks, my homebirth midwife would have said, ‘drink some water, relax, meditate, go for an easy walk, and we’ll check you again.’ First-time moms are very suggestible. We look at doctors as being the experts. When they say something, we say okay. I never questioned it. In hindsight, when they said induction, I should have asked, ‘Can I come back and you can monitor me? Do I really need this? Is it really a medical emergency?’ ”



NUTRITIONALLY DEFICIENT DOCTORING


“ ‘What do you eat? What do you have for breakfast, lunch, and dinner?’ When doctors start asking those questions of pregnant women, then we’ll see a change in prenatal care,” says Dr. Klaper, who looks younger than his sixty-four years and directs the nonprofit Institute of Nutrition Education and Research in Manhattan Beach, California. “In the early days and weeks of pregnancy, just after conception, when a woman doesn’t even know she’s pregnant, the embryo is the most vulnerable—just a cluster of a few cells. This is the time the mother’s diet is key.” Klaper, talking rapidly and convincingly, continues, “So she goes to a fast-food restaurant for ‘lunch,’ and she’s ingesting a witches’ brew of chemicals, flavorings, colorants, and stabilizers. All these molecules are infusing the baby in this very vulnerable time. Who knows what this does to the fetus?”


When I ask Klaper why obstetricians don’t emphasize the importance of nutrition during pregnancy, he chuckles. “No one tells us it’s important!” he exclaims, shaking his head. “We go to medical school to learn how to work in the body repair shop—which is what hospitals are. If you break your body, go to the hospital. They’ll fix it. But then get out of there. No one is going to mention nutrition to you before, during, or after, because no one mentions it to us.”


Doctors actually denigrate nutrition, believing it is irrelevant and unimportant, Klaper says. “There is an inherent contempt for nutrition built into Western medicine. Nutrition is a sissy sport among physicians.” One look in a doctor’s own refrigerator will show you that he is eating the same junk food that most Americans eat, Klaper points out. I think of a friend’s husband, a doctor who eats vanilla cupcakes for breakfast, and a pediatrician I know who has been trying to eat more healthy food but who still feeds the family sugar-laden processed cereals, bread full of additives like calcium peroxide (a bleaching agent), white pasta, granola bars, and conventional milk (because organic is too expensive). “Real doctors work in the operating room. Real doctors deliver babies,” Klaper says. “The sad irony is then they go back to their offices and see a waiting room full of fat, unhealthy women who are sick because of what they’re eating.”



DO PRENATAL VITAMINS MAKE PREGNANT WOMEN SICK?


At first Jenna Nichols thought she was so sick because she was pregnant during a heat wave in Philadelphia. A petite woman with fair skin and hazel eyes, Jenna, twenty-four, looked and felt green. But reaching the first trimester milestone, when morning sickness is supposed to abate, didn’t help. Every day, shortly after Jenna took a one-a-day prenatal vitamin, her hands would sweat, she would feel clammy all over, and get so nauseous she could barely breathe. She lay as still as she could on the couch, air-conditioning at full blast, feeling more motion sick than she had on the dragon ride at the carnival when she was six years old.


One night about halfway through her pregnancy, Jenna unscrewed the cap on her vitamins to check if she needed more. The smell triggered a fresh wave of nausea and Jenna realized it might be the vitamins themselves that were making her sick. Because she was vegan before she got pregnant, Jenna was worried her baby might be malnourished. She kept a detailed food log of everything she ate and started trying different vitamin brands: Target, Trader Joe’s, Whole Foods. Nothing changed. Her symptoms only went away when she stopped taking vitamins.


Sarah Jane Nelson Millan, a mother of two in Los Angeles, broke out into mouth sores every time she took her conventional prenatal vitamin. Every time Katherine Womack, a Las Vegas–based mom of a two-year-old, took her vitamins she threw up twenty minutes later. Another young woman experienced unpleasant nausea in five pregnancies. Because she had undergone cancer treatment and been told by the doctors she would stop menstruating, she did not know she was pregnant for the sixth time until the second trimester. She took no prenatal vitamin and for the first time in six pregnancies had no morning sickness.


Though some pregnant women are not aware of experiencing any adverse reactions to prenatal vitamins, others report painful constipation, horrible stomach pains, and dizziness. Since bad reactions to prenatal vitamins are not unlike pregnancy symptoms, most women don’t realize when their body is reacting badly to the vitamins.


During pregnancy a woman’s body undergoes enormous changes: first the fertilized egg implants into the lining of the uterus and then, before a woman even knows she is pregnant, the egg (called a blastocyst) starts separating into cells that will become the placenta and cells that will become the baby. Just two weeks after fertilization, the layers of the embryo itself actually start to differentiate into specialized parts. The outer layer will become the hair, skin, eyes, and nervous system; the middle layer will become the heart, reproductive organs, bones, muscles, and kidneys; and the inner layer the baby’s liver, lungs, and digestive system. As a pregnant woman’s body grows an entirely new organ (the placenta) to sustain the baby, her blood increases in volume and her heart enlarges. Because of the demands of pregnancy, it is thought that women need more of certain nutrients, especially iron, calcium, and folic acid. Women are told that prenatal vitamins—be they over-the-counter or prescription—will help ensure they are getting what they need nutritionally to grow a healthy baby. They are also told that folic acid around conception and in the first trimester is especially important. This has been the recommendation since 1999 after a large study of pregnant women and infants in China found that taking 400 μg of folic acid a day reduced the likelihood of neural tube defects, which occur in early gestation when openings in the spinal cord or the brain do not properly close. Prenatal vitamins are considered a “nutritional insurance policy” to protect a growing fetus.


But what most pregnant women and their partners (and even doctors) don’t realize is that many prenatal vitamins contain extra nonvitamin ingredients that are known to be harmful. There are no standard guidelines or any clear consensus on what amount of which vitamins should be included in prenatal vitamins. For example, some doctors now believe that to have a positive effect pregnant women need more than twice as much folic acid—as much as 1,000 μg—an amount available only by prescription.


Women also don’t realize that just because they are taking vitamins it does not mean the body is able to absorb and use them. In their promotion of prenatal vitamins, the medical community overlooks this problem, as well as that the studies of the importance of folic acid supplementation have never included a group of pregnant women who receive folic acid from whole-food sources (lentils, kidney beans, broccoli, spinach, kale, and citrus fruits are high in folic acid).


Despite its name, there is nothing natural about Sundown Naturals, an inexpensive over-the-counter prenatal vitamin. In addition to synthetic vitamins, Sundown “Naturals” contain vegetable cellulose, vegetable stearic acid, calcium silicate (anticaking agent), vegetable magnesium stearate, titanium dioxide color, FD&C Yellow No. 6 Aluminum Lake, FD&C Red No. 40 Lake (CI 16035), FD&C Blue No. 1 Lake (CI 42090). Other brands, some of which are much higher in price, have identical ingredients.


This “natural” vitamin contains four artificial colorants. There is no good reason for any artificial colors to be added to prenatal vitamins, but there are ample reasons to avoid them. Titanium dioxide, also found in paint and sunscreen, has been shown to cause neurological damage, cell injury, mutation, and ultimately respiratory tract cancer in rodent experiments, and is now believed to be carcinogenic in some forms to humans. It has also been shown to harm marine animals and has been linked to autoimmune disorders. Yellow 6, Red 40, and Blue 1 are petroleum-based dyes that in industry-sponsored animal studies have all been found to provoke allergic reactions as well as nerve-cell damage (Blue 1) and possibly tumors (Red 40 and Yellow 6). Red 40 and Yellow 6 have also been found to be contaminated with carcinogens.


Stuart Prenatal Multivitamin/Multimineral supplement tablets cost $29.99, more than four times as much as Sundown Naturals. Yet the list of unpronounceable ingredients you would never feed directly to an infant—and probably wouldn’t want in contact with a developing embryo—is twice as long. It includes sodium aluminosilicate, mixed glycerides, sodium benzoate, polysorbate 80, polyethylene glycol, as well as cornstarch and sugar, to name just a few. How can we assume that it is safe or beneficial for a pregnant women to swallow a pill loaded with nonfood substances our bodies have not evolved to ingest?


When Jenna finally realized her prenatal vitamins were making her sick, she was told to switch to Flintstones children’s chewables. This is common advice: Doctors and midwives tell women who cannot stomach the prenatal vitamins to take a children’s multi. But it left Jenna perplexed. She did not want to eat a sugary product (the children she used to nanny thought their vitamins were candy), and she knew the amounts in vitamins designed for children were not comparable with those for pregnant adults.


Indeed, it is impossible to know if the amounts listed on the label of any vitamins are actually what’s inside the vitamin. In 2004, testing by ConsumerLab.com, a White Plains, New York–based company that independently evaluates health and nutrition products, revealed that one prenatal brand tested could not fully disintegrate, suggesting it would not deliver its nutrients to the body. It also contained twice the amount of folic acid listed on the label. That same report found that a children’s gummy vitamin was contaminated with high amounts of lead. More recent testing of multivitamins showed thirteen out of thirty-eight brands did not contain the amount of nutrients as listed in the ingredients.


Since 1994, when the Dietary Supplement Health and Education Act was signed into law by President Bill Clinton, dietary supplements, including prenatal vitamins, fall under a new regulatory framework. While the government plays a strong role in ensuring food safety, it is the company that makes the vitamins that is responsible for determining if they are safe. Manufacturers take full responsibility that the representations or claims made about vitamins are substantiated by adequate evidence that is not false or misleading. Prenatal vitamins do not need approval from the FDA before they are marketed, their contents do not have to be tested by the FDA, and the claims made about their health benefits are not independently verified. The manufacturer does not even have to provide the FDA with the evidence it relies on to substantiate safety or effectiveness before or after it markets its products.


“We find problems all the time,” says Tod Cooperman, M.D., president of ConsumerLab.com. “We have found problems with prenatal vitamins in the past. It wouldn’t surprise me to find a prenatal that was contaminated, didn’t disintegrate, or didn’t have all its ingredients. I have three kids. When my wife was pregnant, we only used products we had tested. Just to cover our bases, I had her switch each day between two different products.”


According to Consumer Reports, American consumers spent $26.7 billion on supplements in 2009. The average prenatal vitamin costs about 30 cents a pill. If the more than four million pregnant women each year in the United States take a prenatal vitamin every day for at least nine months, they collectively spend at least $336 million a year. With so much money at stake it is no wonder that pharmaceutical salesmen peddle their brands directly to American obstetricians and family practitioners, bringing treats to their offices (like doughnuts or catered lunches) and giving free samples to the staff. When doctors distribute these samples to their pregnant patients, they are openly endorsing the brand. Endorsement by a trusted physician is an extremely effective marketing strategy. “We get salespeople in here all the time trying to promote their vitamins and saying why they are better,” says Dr. Lester Voutsos, section chief of obstetrics at Providence Hospital in Novi, Michigan. “I hear their presentation and they give us free samples, which I give out. But I don’t prescribe them.”


Voutsos doesn’t think pregnant women should waste their money on expensive prenatal vitamins when they can buy less expensive over-the-counter or generic brands. “Pregnancy is a profound experience,” Voutsos says. “When they are pregnant, women are so focused on the pregnancy they are willing to spend $30 or $40 a month on vitamins. Frankly, I don’t think it’s worth it.”



FOOD RULES


When she was six months pregnant, a young woman walked into a bagel shop and asked if they had bagels made with whole wheat flour. The young clerk behind the counter looked perplexed.


“No,” she said in a low, almost conspiratorial tone, “none of our products are made with wheat.”


The clerk was mistaken. Though there were no whole-grain bagels on hand, all of the products in that bakery, even the pumpernickel (which also contained rye flour), were made with wheat flour. Like the bagel clerk, most Americans don’t know the difference between processed wheat and whole wheat.


A wheat kernel is made up of three components: the bran, the germ, and the endosperm. The bran, which contains most of the plant’s fiber, and the germ, which contains most of the nutrients, are both removed in the process of converting whole flour into white flour. What is left is the starchy endosperm. If your eyes are already glazing over, here’s what you need to know: Because so many vital nutrients are taken out during processing, most food companies add chemical nutrients back into white flour, which is why the flour is called “enriched.” However, so many nutrients are lost in the refining process that “enriched flour,” though it sounds healthy, can never be as nutritious as whole-grain flour.


“Most of the nutrients that were there to begin with are never reinstated,” Larry Lindner, former executive editor of the Tufts University Health & Nutrition Letter and an expert on nutrition, explained to me. “These include vitamin E, vitamin B6, pantothenic acid, magnesium, manganese, zinc, potassium, and copper.”


Phytochemicals are another vital component of the grain lost during processing. Phytochemicals are substances found in plants that are not vitamins or minerals but that play a part in promoting good health. “Unlike vitamins and minerals, phytochemicals are not put into prenatal supplements,” Linder explains, “but they are in whole grains.” In fact, researchers are just beginning to isolate and identify these compounds—there are literally thousands of them.


Whole grains (like brown rice, unpearled barley, whole millet, and oats) are high in fiber, which can help alleviate constipation. Since whole grains take longer to digest, pregnant women suffering from low blood sugar report fewer symptoms when they eat whole grains. “Whole grains metabolize more slowly in your body,” explains a former obstetric nurse from Brattleboro Memorial Hospital in Vermont and an expert on nutrition. “They reduce problems of high glucose that can come from eating refined grains. They have more fiber, which helps your intestines stay cleaner, and more vitamins and minerals.”


White bread, white pasta, and white rice not only fill you up with empty calories, they also spike your blood sugar levels, exacerbate constipation for pregnant women who may find their bowels have become more sluggish, and predispose you to diabetes. A 2012 meta-analysis of available research on white rice found that eating it in large quantities, like white bread, other refined carbohydrates, and sugary food, is associated with a higher risk of developing insulin resistance and diabetes.


A whole foods–based diet that includes plenty of vegetables, high-quality proteins, whole grains, healthy fats, and fresh fruits—and that has little or no processed foods, soft drinks, sweets, or added sugar—is a pregnant woman’s best nutritional insurance policy. Yet while there is a billion-dollar industry of vitamins and supplement manufacturers with deep pockets to study how synthetic chemicals they manufacture are good for humans and promote those findings to pregnant women, there is very little, if any, financial incentive to study and promote whole, fresh, healthy foods. You won’t see a farmer going to a doctor’s office with free kale in the hopes of getting pregnant patients hooked.


DOCTORS HAVE NO FINANCIAL INCENTIVE TO TAKE THEIR TIME


It’s quick and easy to scribble a prescription for prenatal vitamins, hand it to a pregnant woman, and move on to the next patient. Educating a woman about nutrition, asking for an inventory of what she’s had to eat, and counseling her on preventive medicine take time. Even if they were knowledgeable about nutrition during gestation, most obstetricians would not make the time to talk to their pregnant clients about it.


In today’s model of prenatal care, pregnant women find themselves waiting for long stretches in the doctor’s office only to be hurried through appointments. Paul Qualtere-Burcher, an obstetrician with twenty-three years of experience who has participated in more than four thousand births, is as frustrated by this as his patients. Qualtere-Burcher says many of his colleagues are frustrated too, which is why they retire early. “They do a high-volume practice and then are tired and cranky and burned out by the time they are in their late forties or early fifties.” In his soft-spoken but emphatic way, Qualtere-Burcher explains that there is an enormous financial imperative for obstetricians to see as many women as possible, which is leading to an inadequate level of care. In order to pay for fixed overhead costs (including office staff and medical liability insurance), obstetricians in private practice squeeze as many prenatal appointments into a day as possible, keeping women waiting and then racing through the visits.


Qualtere-Burcher recently chose to take a $150,000-a-year pay cut to move from a practice in Eugene, Oregon, to a medical school in Albany, New York. In his new position he is doing more teaching and supervising. He tells me he can talk more honestly now because he doesn’t have to worry about jeopardizing his job or offending his colleagues. He patiently runs through the numbers and the different work models, using words like median productivity (the national standard across the country of how many patients an obstetrician sees on average) and Relative Value Units (RVUs—the more patients you see, the more income you generate). Then Qualtere-Burcher cuts to the chase: Whether in private practice or employed with a steady salary by a health group or HMO, the more women an obstetrician sees in a day, the more money he makes.


“Human behavior responds to incentives, and the incentive for OBs is to spend less time with people,” Qualtere-Burcher explains. “Whether you spend five minutes or fifteen, the fee is essentially the same. The financial incentive is to run them through quickly. There is no financial incentive to take your time.”


At Qualtere-Burcher’s last job for a nonprofit medical group, more incentives came quarterly. If you delivered enough women over median productivity, you could make as much as $48,000 more a year beyond your base salary.


For OBs in private practice the financial incentives are even more pronounced: Once you’ve paid fixed expenses, everything else you make is yours. Even doctors who don’t go into obstetrics for the money find that earning more becomes an irresistible motivator. “Once you’ve covered your expenses, it’s all gravy,” Qualtere-Burcher says. “Why take home $200,000 when you can increase your patient volume and make $500,000 instead?”


To boost his bottom line even more, one of Qualtere-Burcher’s colleagues refused to provide care for medically complicated pregnancies. If a pregnant woman had any kind of problem, he sent her to another doctor. The doctor bragged to his colleagues that only seeing straightforward pregnancies meant he could see more than forty women a day. “That was his moneymaking conveyer belt,” Qualtere-Burcher says, though he is quick to add that this colleague was not typical. “Most OBs like doing all aspects of their specialty, and do enjoy taking care of complicated patients. It reminds us that we have some skills.”


But Dr. Edward Linn, chair of obstetrics and gynecology for the Cook County Health and Hospitals System in Chicago, Illinois, who has made time to talk to me in between seeing gynecology patients, says that he has spent many years watching doctors “punt” complicated pregnancies and “cherry-pick” their clients because they do not get higher reimbursement for high-risk women who take up more time. We sit in his spacious fifth-floor office, which has a wide banker’s desk piled with academic journals, papers, and files. While many doctors refuse to give any care to women on public assistance, other doctors prey on them, Linn says, maximizing their profits by following a woman during pregnancy and collecting per-visit reimbursement from the state with no concern about the outcome. These doctors “see pregnant patients and carry them along with no intention of ever delivering them,” Linn tells me. “They tell them that once they go into labor, they should show up in the emergency room of the hospital of their choice.” These doctors increase their income margin by cramming in as many office visits as possible, collecting a per-visit fee for each visit, but refusing to be present during labor and at the birth (which takes time away from the office). “We see these patients coming into our emergency room,” Linn continues. “People accept that. They don’t understand why, but they trust their doctor. Doctors who are practicing like that lack professional integrity. They’re looking for the billable opportunity.”


This kind of unethical behavior leads to fragmented care and poor outcomes, Linn says, especially for socioeconomically disadvantaged women who have among the worst outcomes and who most need follow-up and continuity of care. Sharon Rising, a certified nurse midwife with more than thirty years of experience, former faculty member at Yale University’s School of Nursing, and founder and CEO of a woman’s health care advocacy nonprofit, agrees that the kind of prenatal care we are delivering in America is not working, especially for America’s poor.


“We have terrible premature birth rates, which if anything are getting worse. We still have a high percentage of pregnant women who are coming late to prenatal care, lots of women who aren’t breastfeeding, and the overuse of triage and emergency rooms. These outcomes are really less than desirable,” Rising says. “What’s really happening? What kind of a system do we have? We have a care system designed to support the hospital and the clinicians, and is tailored to their convenience. When the outcomes aren’t great you need to change the system.”


“This is only fixable at a systems level,” agrees Qualtere-Burcher. “You want to say this is physician bad behavior, but it really isn’t. . . . Nothing is going to change until you take the profit out of medicine. The economics of medicine keep distorting medical decision-making and the doctor-patient relationship, even the relationships between physicians and midwives, because you view a colleague as a potential competitor. It just distorts everything. Until you remove that it is going to be impossible to make substantive changes.”


MIDWIFERY: PROACTIVE VERSUS REACTIVE CARE


When Alice Domurat Dreger, Ph.D., a professor of clinical medical humanities and bioethics at Northwestern University Feinberg School of Medicine, asks her medical school students to describe the kind of woman who would give birth with a midwife rather than an obstetrician, they imagine someone who wears long hippie skirts, eats vegetarian food, and drives a VW minibus. Her students are always shocked to learn that when Dreger, a pants-wearing omnivore and self-described “science geek” and her partner—also an academic—became pregnant in 2000 they chose to have their prenatal care and delivery overseen by midwives.


Why? Dreger scoured the scientific literature to learn everything she could about the safest way to have a baby. Her reading revealed she should walk a lot during pregnancy, Dreger explains in an article in the Atlantic; get regular checkups of her weight, urine, blood pressure, and belly growth; and avoid vaginal exams. She also found out that she should not agree to any prenatal sonograms in her low-risk pregnancy because doing so would be extremely unlikely to improve the baby’s health, but could result in further testing and intervention that increased risk to her and her baby with no benefit.


But her obstetrician and his team were uncomfortable with such an “old-fashioned” approach. So Dreger and her partner quit the practice, instead engaging a midwife who, she says, “was committed to being much more modern.”


The modern midwife’s approach is to be proactive during pregnancy and childbirth. Instead of aggressively treating gestational problems with the latest medications and the most advanced technology after they arise, good midwives (like the one who helped Kristen avoid gestational diabetes by changing her diet) work closely with their pregnant clients to ward off problems before they start.


“The medical model of obstetrics is reactive,” explains Stuart Fischbein, an obstetrician who has spent much of his thirty-year career working closely with midwives, when I interview him via Skype teleconferencing at his home in southern California after he’s spent a long day seeing patients. “When a woman develops diabetes, they’ll fix it. When a woman develops preeclampsia they’ll treat it. When a woman develops anemia, they’ll deal with it. The midwifery model is preventive. They help build a woman’s hemoglobin so she won’t become anemic. They educate her about not eating sugar and doing exercise so she doesn’t get gestational diabetes. Ten minutes of every hour visit are spent talking about nutrition so a woman won’t develop preeclampsia.”


Though many hospital midwifery practices run their groups much like obstetricians, racing through appointments and reacting only after problems arise, midwives usually offer a higher level of individualized prenatal care than obstetricians. Qualtere-Burcher thinks one reason for this is that midwives don’t face as many financial pressures as doctors. They make less money, pay a much lower rate of malpractice insurance, and usually don’t graduate from school with the kind of education debt that physicians do. When Qualtere-Burcher worked at Olean General Hospital in an academic position for SUNY–Buffalo from 1995 to 2002, his medical malpractice insurance cost about $65,000 a year. The midwives, who supervised just as many pregnancies and delivered just as many babies, paid only $3,500 a year. If the midwives run into a problem they are not usually sued. “If they have a patient who gets into trouble, they are going to consult an ob-gyn, so an ob-gyn will be involved and available to be sued,” Qualtere-Burcher explains. “So they will always drop the lower-level professional. I’m told that’s pretty typical.”


It is partly this constant fear of being sued that leads most obstetricians to see themselves as “managing” the pregnancy, dictating to pregnant women what they should eat, how much weight they should gain, and how many weeks they will “allow” gestation to continue before medically inducing labor. They react strongly and swiftly at the first sign that something might be wrong, whether the issue is a high blood pressure reading or the suspicion of a larger-than-average baby.


Of course obstetricians have a laudable reason for wanting to monitor their clients’ behavior: They want their patients to have healthy pregnancies and healthy babies. But they also have financial incentives and professional concerns that have little to do with a pregnant woman’s health. No pregnant woman should have to sit for an hour in the waiting room because a doctor has overbooked clients in order to maximize profits. It is wrong for care providers to hand out samples of expensive prenatal vitamins, or to undermine a woman’s confidence about breastfeeding before she’s even had a baby by giving her formula samples and coupons. This is why pharmaceutical salesmen are not allowed into the doctors’ offices, and women who receive prenatal care from Harvard Vanguard Medical Associates, where Brian and Stephanie practice, are not given free samples of branded products.


“We have never allowed ‘free’ pharmaceutical samples to be given to patients because nothing is ever ‘free,’” Brian explains in a follow-up email. “We also do not give out new baby bags with formula samples or allow any product placement in our patient handouts. Several studies have clearly shown that clinicians are very clearly swayed by all of these subtle forms of advertisement and promotion. I have gone so far as to forbid ‘drug lunches’ and pen distribution.”


It is also wrong for doctors to prescribe radical medical intervention before trying less invasive ways to fix a potential problem. Treating gestation as an illness or an accident waiting to happen not only takes the joy out of pregnancy, it also creates the opportunity to intervene unnecessarily and potentially do harm. Expectant moms and dads who question their providers, seek a second opinion, or ask for gentler or less invasive care are often met with scolding, bullying, or genuine surprise (“Why wouldn’t you want that test? No other patient has ever refused it!”). During my four pregnancies, I discovered I didn’t need stressful prenatal testing and intervention; I needed wholesome food, time to exercise, sunlight, quality sleep, effective ways to destress, and friends and family to listen patiently to my hopes and fears and give me hugs when I cried (pregnancy is an emotional time). The best prenatal care happens when health care providers take the time to really listen to their clients, examine them gently, offer evidence-based advice, and support gestation as a natural, healthy, awe-inspiring, life-changing event.


Dr. Qualtere-Burcher believes that healthy women having normal pregnancies should go to midwives, be they certified nurse midwives who work in a hospital or professional midwives who deliver babies at home. He points out that in European countries such as Ireland and Norway, where the maternal and fetal mortality rates are much lower than in the United States, midwives, not doctors, provide prenatal care. Like Dreger and her partner, Qualtere-Burcher and his wife chose not to see obstetricians. The births of his own three children were supervised by midwives.


“Midwives do a much better job caring for pregnant women than I’m able to,” Qualtere-Burcher confesses. “I wish all OBs would work in tandem with midwives. We can always be there for backup if something goes wrong.”
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American College of Obstetricians and Gynecologists gross receipts for the 2009–2010 fiscal year: $80 million


Average salary of a high-risk obstetrician: $446,886/year


Average salary of a hospital midwife: $100,000


Total cost of prenatal visits with a doctor: $3,940


Total cost of prenatal visits with a homebirth midwife: $1,300


Cost per minute to have pregnancy supervised by a doctor: $15.00


Cost per minute to have pregnancy supervised by a homebirth midwife: $1.67


Ingredients in GLUTOLE (gestational diabetes test): glucose syrup, maltodextrin, purified water, acidity control compound E330, preservative E211, cola aroma, foodstuff color E150, and carbonic acid


Money spent on prenatal vitamins per year: more than $336 million


Nine-month supply of brand-name prenatals: $1,169.55


Nine-month supply of generic prenatals: $134.91


Cost to eat organic kale: $1.99 a bunch
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Jennifer Penick: My Midwife Knew Me Better After One Hour Than My OB After Four Babies


Jennifer Penick, thirty-two, a mom of five from La Vista, Nebraska, liked her obstetrician. He was always personable during prenatal appointments. It was true that she often had to wait as long as an hour, and that once she had to reschedule an appointment because he was running behind, but she just assumed that was how things worked. Then she found another option.


I grew up military so when I got out of that life and had to pick my own doctors, I did it pretty randomly. My husband and I didn’t know better. I was twenty-two when I got pregnant for the first time. When our OB finally came into the room, he would get through everything as fast as possible, listen to the baby’s heartbeat, reassure us that everything was okay, and rush to the next appointment. I honestly didn’t think there were any alternatives. I didn’t think midwives still existed in the United States.


My first birth didn’t go very well. The OB told us that he wanted to induce me because he was concerned about the size of the baby. I was thirty-seven weeks. He told us it would be better if we induced because the smaller the baby the easier it comes out, and there’s less chance of needing a C-section. We didn’t want to be induced. I had heard from enough people “Don’t get induced, because it hurts way worse.” But when he told us, “You’ll have a better chance of a vaginal birth!” we agreed to the induction. At thirty-eight weeks, one day I was induced with Pitocin, and then the obstetrician broke my water. I had an epidural, but it only worked on one side and I was in excruciating pain. After an hour and a half of pushing, the doctor tried to get the baby out with forceps. When that didn’t work he wheeled me in for a C-section.


My son, A.J., weighed 7 pounds 3 ounces. I was completely doped up on pain medication and exhausted. I only have one picture of my son and me after he was born and it always makes me cry. The worst part is I don’t have any memory about the birth. The only thing I remember is saying to the doctor, “He was supposed to be bigger, that’s why we went through all this.” The doctor didn’t say anything. He didn’t apologize.


I got pregnant again when A.J. was just nine months old and we went back to the same OB because we weren’t sure where else to go. He was supportive of us having a VBAC [vaginal birth after Cesarean]. I’m only five-three. I have no torso, and I only gain like twenty pounds in my pregnancies. There’s nowhere for the baby to go but out, which is why I look so big. The doctor figured it out this time and wrote “LARGE FOR GESTATIONAL AGE” on the outside of my chart. I forgave him. I take some responsibility for not doing my own research and making my own decision. He was very nice to us no matter how much in a hurry he was. I never remember him being gruff or upset or like I was a bother. But he definitely didn’t take his time or get to know us. If I saw him at the grocery store he wouldn’t have a clue who I was, even though he’s delivered four of my kids.


My fourth birth in the hospital was pretty awful. The doctor barely made it and the nurses kept saying, “Don’t push! Don’t push! Wait for him to get here!” The resident who ended up delivering the baby didn’t know what he was doing. So when a midwife opened a birthing center, The Midwife’s Place, in our area last December, I decided to deliver there. She took time to talk about my past medical history and births. My midwife knew me better after one hour than my OB did after four babies. It felt like she cared. She hadn’t booked five people for that hour. She made time to sit and talk to me. She explained there are tests but that I could opt out of them if I wanted to and she would sign the paperwork. I always hated bringing my kids to the obstetrician’s office because I felt like I had to tell them to keep still and be quiet. At the birthing center there are toys for my kids to play with. My three-year-old was so excited because she could go on the rocking horse.


It was so much less clinical. I didn’t feel like I was walking into this scary place where everyone was dressed in scrubs and white coats waiting for something to go wrong. Every time a baby is born at the birth center the midwives add the baby’s footprint to the wall outside the birth rooms. Instead of flimsy paper gowns and pink paper draped over your thighs, you wear a fluffy plush white robe any time you have a procedure. I checked my own weight and blood pressure. When I needed a Pap smear, the midwife warmed up the speculum so it would be more comfortable. It’s odd to talk about a nice Pap smear! But they just care about your comfort. I wish we hadn’t waited so long to make the switch.


But when I was thirty weeks pregnant, I found out that the birth center would not let me have my baby there, because of my one prior C-section. I was heartbroken. My husband and I toured the hospital that backs up the birth center; I’ve had friends deliver there who had good experiences and I thought I could make peace with it. But I couldn’t. At thirty-two weeks I told my husband I wanted a homebirth. That’s not easy in Nebraska. Certified nurse midwives are not legally allowed to attend homebirths in our state. But I had a friend who is a homebirth midwife who agreed to assist us, even though it was last minute and she was due two weeks after me.


Three of my four babies had been induced with Pitocin and I had epidurals for all four births. This time we let the baby decide when she was ready to come. I was pretty miserable the last month. I thought I would be pregnant forever. I got a pedicure, had acupuncture twice, and tried herbs but I was still pregnant. At forty weeks five days, on August 29, 2012, I woke up feeling like my back was a wall of pain. I padded around the house unable to get comfortable. This was it! We filled up a birthing tub in our living room and when the pain got really intense, Adam came in the water with me. He kissed my head and told me I could do it, that I’d done it four other times before, even though I said I couldn’t and I wanted to leave.


Our daughter, Unity Dale Penick, shot across the pool at 6:36 a.m. She weighed 8 pounds 11 ounces and was 20.5 inches long. Our biggest baby yet! I only had one tiny tear that didn’t need stitching. My midwife stayed for a few hours to be sure everything was okay. After she and my doula and the photographer all left, there was no parade of nurses, doctors, and other staff interrupting us every few minutes to check me and the baby or to take the baby away to the nursery. It was just us, learning how to be a family of seven.










CHAPTER 2



SONIC BOOM:


The Downside of Ultrasound
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When she was thirty years old, Karen Bridges went to the doctor for an injured knee and burst into tears when he told her he couldn’t prescribe pain medication because she was pregnant. She was crying tears of joy. She and her husband, Josh, had been trying so long to get pregnant they had just about given up. As quickly as she could, Karen made an appointment with an obstetrician who did a vaginal ultrasound to confirm the pregnancy. She remembers having an ultrasound at every monthly visit after that. Starting at seven months, at risk for preterm labor, the doctor ordered an ultrasound every week. It was thrilling to see her baby in black-and-white on the monitor, and the ultrasound techs were always happy to print photos for her to take home. Josh’s health insurance, through General Electric, paid for every scan. The excited dad-to-be couldn’t wait for their little baseball player to be born.


An obstetric ultrasound, also called a sonogram, works by sending frequencies of sound waves through a pregnant woman’s body. Like the echolocation a bat uses to find its way in a dark cave, the sound waves bounce off the fetus’s organs, fluids, and tissues, creating an image that is projected on a screen.


Obstetric ultrasound is used to detect conditions that might be harmful to the fetus or the mother. It can also be used to confirm pregnancy, estimate the date of conception, assess the size of the fetus, determine the location of the placenta, and identify fetal abnormalities (like club feet) or confirm fetal demise. First used for obstetrics by a Scottish doctor named Ian Donald around 1957, by the late 1970s—about a decade after I was born—ultrasounds had become a routine part of prenatal care in the United States. In 2001, the most recent year for which we have reliable statistics, 67 percent of pregnant women had at least one ultrasound.


Less than ten years later, in 2009, there is evidence from Canada to suggest that the number of pregnant women in North America who had at least one ultrasound jumped to 99.8 percent, with an average of three ultrasounds per woman. Women who have high-risk pregnancies are subject to ultrasound scans as often as once or even twice every month. Some report having as many as twenty-five ultrasounds per pregnancy.


Ultrasounds are now the standard of care, given as early as twelve weeks gestation to date the pregnancy if a woman is unsure of when she started her last menstrual cycle. They are also used in first-trimester genetic testing to assess a baby’s risk for Down syndrome and other chromosomal abnormalities by measuring the translucent space at the back of the baby’s neck (babies with heart problems and Down syndrome tend to have more fluid at the back of their necks in the first trimester, making that space appear larger). This nuchal translucency test, or nuchal screening, is done between eleven and thirteen weeks six days gestation. A second trimester ultrasound, usually between sixteen and twenty weeks, is done to assess fetal development as well as to learn the gender of the baby.


Most doctors argue that the benefits of early detection outweigh the possible harm of having an ultrasound. “We recommend an eighteen-week ultrasound with a fetal survey,” says Stephanie Koontz, my childhood friend who is an obstetrician at Mount Auburn Hospital in Cambridge, Massachusetts. “I tell my patients that it is something that’s often helpful for identifying things in pregnancy. I’ve never had anyone not want that ultrasound.”


Most first-time parents are excited about getting ultrasounds. They can’t wait to see the baby in grainy black-and-white, get pictures of their little alien, and share those pictures with family and friends. More than a diagnostic test, a second trimester ultrasound has become a rite of passage—a time to find out the baby’s gender, upload images to Facebook, email them to friends, and be reassured that everything is okay.


AN IMPERFECT TEST


But in their enthusiasm for ultrasound scans, most pregnant women and their partners don’t realize that the test is not always accurate. Though doctors are increasingly relying on scans for information about everything from the baby’s weight to the level of amniotic fluid in a woman’s uterus, they readily admit that the scans are problematic.


“Ultrasound is no better than my personal assessment, what I can do with my hands,” contends obstetrician Felicia Cohen as she drinks a cup of coffee in the cafeteria of Three Rivers Community Hospital in Grants Pass, Oregon, where she has just delivered a 9-pound 6-ounce baby via C-section. “We all know the estimated fetal weight at term is not accurate. It can be off by as much as a pound either way. So if someone tells you the baby weighs eight pounds, you could have a nine-pound baby or a seven-pound baby. There’s a range of reasons for this—the amniotic fluid level, the mom’s weight, the position of the baby, the skill of the technician reading the scan.”


Sometimes these inaccuracies have droll consequences. Though parents are often eager to discover the gender of their baby, early gender identification can be difficult depending on the fetus’s positioning and the technician’s experience. One study found that gender identification before fourteen weeks was inaccurate nearly 20 percent of the time. Ask Melanie Plisskin, a thirty-one-year-old first-time mom who was told she was having a girl. Melanie displayed her baby’s first gift, an oversized bunny wearing a pink tutu, proudly in the nursery, chose a name, and printed pink baby shower invitations only to find out from the same ultrasound technician when she was seven months along that Eva Grace was actually a boy.


Sometimes inaccurate ultrasound information can lead to unforeseen benefits. In May 2010, when one of her clients was measuring big at the end of her first trimester, Margaret Jones, a homebirth midwife based in Salt Lake City, Utah, recommended an ultrasound. The results came back that everything was normal. But at thirty-four weeks Margaret was puzzled.


“If I didn’t know better,” Margaret told her assistant, “I would say there are two babies in there.”


Margaret sent her client back for a second scan.


This time the images clearly showed that Margaret’s client was having twins: a boy and a girl in separate amniotic sacs. Margaret has a policy of not delivering twins that share one amniotic sac—she feels they are at greater risk for becoming entangled during delivery—but based on the ultrasound information Margaret agreed that homebirth was a safe option. At thirty-eight and a half weeks Margaret’s client gave birth kneeling by the side of the bed, moaning through contractions, her mom, sister, niece, and husband all there to support her.


Surprise! The babies were identical boys, sharing one amniotic sac. “It was a blessing for that mom. She had a beautiful homebirth,” Margaret laughs. “I might not have done it had the ultrasound actually been accurate.”


But inaccurate ultrasound readings often have much more serious consequences: causing weeks of stress to a pregnant woman when there is actually no reason to worry, or falsely reassuring parents when something is actually terribly wrong.



STRESS-INDUCING TESTING


Most American women have been led to believe that prenatal testing is necessary for a healthy pregnancy. Yet when a test has a positive outcome—either because something real is wrong with the fetus or because the test has high false positive rates—the stress can be overwhelming. “Ultrasound can’t promise us a healthy baby,” Margaret reminds her clients, “and it sometimes gives us things to worry about that aren’t really a problem.”


When she was pregnant with her oldest son in 1998, Rachelle Eisenstat was told during the ultrasound that her baby had cysts on his brain and an echogenic bowel. At the amniocentesis that same week, the technician told her the accompanying ultrasound showed the baby had a hernia in his stomach that was developing into his chest cavity. But the three Long Island, New York, doctors examining the screen could not agree on what they saw and left Rachelle and her husband in the examination room so they could argue out of earshot. They finally ordered a fetal echocardiogram. The tests came back normal and an ultrasound at seven months revealed the “cysts” were gone.


“My husband and I liked the tests, we’re not antitesting,” Rachelle tells me during a phone interview. “Still, it was an incredible amount of stress.”


We know that when a pregnant woman’s body is flooded with stress hormones, the stress has a negative impact on the fetus. Several scientific studies have shown that exposure to prenatal stress negatively affects the physical development of the infant—it is even correlated with smaller birth weight, smaller head size, and structural malformations. There’s a growing body of scientific evidence that this stress can have a lasting effect on an infant’s development, evidenced by poor psychomotor performance and more difficult behavior during the first ten years after birth. Not only does stress take the joy out of a pregnancy, it also disrupts a woman’s sleep, shakes her confidence, and churns her already emotional state with ongoing worry. “I’ve had the ultrasound technicians say things like, ‘The brain doesn’t look quite right.’ My client goes back six weeks later and everything looks fine,” Margaret says. “But that mom just spent six weeks worrying about the baby. She’s not sleeping and the anxiety is flooding her system with stress hormones. How is that good for the baby? How is that good for the mom?”



FALSE ASSURANCES


Louana George, a childbirth educator and nurse midwife in Los Angeles who delivered babies at home for twenty years, believes pregnant women need to be asked about their opinion about abortion before being offered ultrasounds and other testing. “I think it’s a psychological lie for women,” says Louana. “They say, ‘I want my ultrasound to make sure everything’s okay. So I’ll have one at every visit.’ No one says, ‘Are you prepared to see a baby that’s not perfect?’ So they think that ultrasound equals a baby that’s all right.”


Though Stephanie La Croix Hinkaty, a mother of three from Hastings-on-Hudson, New York, would not have had an abortion, she did have a nuchal screen when she was twelve weeks pregnant because she felt more comfortable knowing in advance if something was wrong. Stephanie, who was thirty-seven, and her husband, Chris, were told the test showed they had a lower-than-average probability of having a baby with Down or another trisomy: a 1 in 667 chance.


To do more invasive testing would have put their baby at risk. An amniocentesis—where a needle is inserted through the abdomen into the uterus to extract about two tablespoons of amniotic fluid—is 99 percent effective in diagnosing chromosomal abnormalities but carries a risk of miscarriage that can be as high as 1 in 100. The other test Stephanie could have had is called a CVS, short for chorionic villus sampling, which is also invasive and carries a miscarriage rate of between 1 and 3 in 100, as well as a small risk of uterine infection or of having a baby with a limb missing. Because the risk of problems generated from more invasive tests exceeded Stephanie’s risk of having a baby with a chromosomal abnormality, Stephanie’s OB did not recommend them.


Stephanie and Chris concurred. Still, Stephanie had six more ultrasounds as part of her routine care and even consulted with a fetal cardiologist, who thought he saw something amiss with the baby’s heart. The couple was then assured that everything looked fine. But when Iris was born, her muscles were loose and floppy, and her eyes were slanted more than would be expected for the child of two Caucasian parents. She needed oxygen and was whisked to the neonatal nursery. Four days later a blood test confirmed what the nurses and neonatologists in the hospital suspected: Iris has Down syndrome.


“I feel like all the testing is not worth anything because it’s inconclusive,” Stephanie says. Down syndrome detection using the nuchal translucency screening is thought to be accurate approximately 79 to 87 percent of the time (slightly less in younger women and if the test is performed at thirteen instead of eleven weeks) with a false positive rate of 5 percent. As often as 20 percent of the time—like what happened to Stephanie—the test will give false assurances. If a woman chooses to terminate a pregnancy based on an assessment of Down syndrome, she may be aborting a healthy fetus.


A MONEYMAKING SCAN


Dr. Edward Linn talks with his hands. He’s a big man—tall and solid. The blinds are open and I can just see the West Polk Street traffic buzzing outside. Linn explains that Cook County was once a neighborhood hospital within walking distance for Chicago’s poor, but that public housing projects were razed to build more medical facilities and high-end condominiums.


Linn is a bit rushed—he has gynecology rounds with a group of medical students in half an hour. But he takes time to explain that he believes obstetricians are overusing ultrasounds. He admits that doctors are often eager to sell patients additional ultrasounds partly because the patients enjoy seeing their unborn babies. But, says Linn, there is also often a clear financial motivation on the part of the doctor.


“It depends on how you’re reimbursed,” he explains. “If your OB fee is capped and you’re not getting paid extra for anything you do within that fee, you’ll see fewer tests being ordered. But often doctors get paid more based on the extra testing they do. So they’ll say, ‘Hm, something was a little unclear on the ultrasound, let’s repeat it just to be sure,’ or, ‘Let’s double-check if the baby’s growth is okay.’ It may just be the doctor’s own anxiety, but these behaviors really get reinforced when there’s also extra revenue attached. So being really cautious by ordering unnecessary ultrasounds actually helps you financially.”


ROUTINE ULTRASOUND DOES NOT HELP YOU HAVE A HEALTHY BABY


Most women look forward to multiple ultrasounds because they are lulled into the assumption that this technology will catch potentially fatal abnormalities—such as a heart defect—early, so they can be fixed. When doctors tell pregnant women they will only get one or two scans, some are terribly disappointed, feeling that they won’t be able to bond as effectively with the baby or worrying that the doctor won’t know that the baby is growing normally. But one study of 15,151 pregnant women published in the New England Journal of Medicine showed that an ultrasound scan does not improve fetal outcome. The study, which was conducted by a team of six researchers over almost four years, compared pregnant women who received two scans to pregnant women who received scans only when some other medical indication suggested an ultrasound was necessary. The results showed no difference in fetal outcomes.


“[T]his practice-based trial demonstrates that among low-risk pregnant women ultrasound screening does not improve perinatal outcome,” the authors conclude. Even when the ultrasound technology uncovered fetal abnormalities, the fetal survival or death rate was the same in both groups.


What the authors did find, however, was that routine ultrasounds led to more expensive prenatal care, adding more than $1 billion to the cost of caring for pregnant women in America each year.


Another study, of 2,834 pregnant women, published in the Lancet, showed that the babies of the randomly chosen group of 1,415 women who received five ultrasounds (as opposed to the group of 1,419 women who had only one scan at eighteen weeks) were much more likely to experience intrauterine growth restriction, a scary combination of words that means the fetus is not developing normally. Ironically, intrauterine growth restriction is one of the conditions that having multiple ultrasounds is supposed to detect.


A DISTURBING HYPOTHESIS: ULTRASOUND EXPOSURE TRIGGERS AUTISM


Though one follow-up study tracking newborns who showed intrauterine growth restriction at birth did not reveal lasting neurological damage, other studies have shown that growth-restricted children experience long-term developmental delays, and there is a growing body of evidence that extended exposure to ultrasound can damage fetal brain tissue.


In 2006, Pasko Rakic, M.D., a neuroscientist at Yale University School of Medicine, found that prenatal exposure to ultrasound waves changed the way the neurons in mice distributed themselves in the brain. Rakic and his team do not fully understand what effect the brain cell migratory alteration might have on brain development and intelligence, but they noticed, rather alarmingly, that a smaller percentage of cells migrated to the upper cortical layers of the mouse brain and a larger percentage to the lower layers and white matter.
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