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Rave reviews for


PREEMIES:


THE ESSENTIAL GUIDE FOR PARENTS OF PREMATURE BABIES


“For families experiencing the emotional and complex journey of the NICU, Preemies is a practical and reassuring source of information on their premature baby’s hospitalization, as well as the early years. A helpful resource for every NICU lending library!”


—Liza Cooper, LMSW, Director, NICU Family Support, March of Dimes Foundation


“Preemies is a wonderful book. It covers all the bases. During the panic and confusion of having and nurturing a premature baby, Preemies will become a parent’s constant companion. As a clinical psychologist and father of a preemie, I deeply appreciate many aspects of Preemies and its new edition. Here are two. One is that Preemies is unique in that it provides additional information about what the doctors are thinking. Secondly, it conveys an understanding of what preemie parents are feeling, so we can realize that our fears and concerns are universal and normal.”


—Michael T. Hynan, Ph.D., Chair, National Perinatal Association


“This second edition of Preemies is essential reading for parents of premature infants and equally for their caregivers. . . . This book is important.”


—Peter A.M. Auld, M.D., Emeritus Professor of Pediatrics, Weill Cornell Medical College, New York


“Preemies is quite simply an extraordinary book. Its authors (they are parents who ‘have been there,’ and an empathetic neonatologist who ‘has seen it all’) have written a comprehensive manual which gives voice to the feelings and fears of parents in an easy-to-read question-and-answer format. . . . The book adopts a reassuring and comforting tone when dealing with the disappointment, the grief, the joy, and the roller-coaster ride that is the experience of many parents. . . . I cannot think of a topic that has not been addressed. This updated book is a comprehensive reference suitable for parents and health professionals alike. I learnt a lot from it and recommend it highly.”


—Saroj Saigal, M.D., Professor Emerita, Department of Pediatrics; Director, Neonatal Follow-Up Clinic, McMaster University, Ontario, Canada


“The problem with most books about premature babies is that they tend to emphasize everything that can go wrong, no matter how rare. Preemies: The Essential Guide for Parents of Premature Babies is a reassuring yet realistic manual on caring for a preemie.”


—Parenting magazine


“A must-have for parents and caregivers of premature infants. The authors have done a fantastic job of writing a guide that is both comprehensive and easily understandable. I recommend this book to all parents, caregivers and educators who work with infants born prematurely.”


—Joelle Mast, Ph.D, M.D., Chief Medical Officer, Blythedale Children’s Hospital, Valhalla, NY


“Parents will treasure this sensitively written guide that supplies the reader with valuable information, resources, and emotional support.”


—Laura Kennedy, M.A., Director, Staten Island Early Childhood Direction Center, Staten Island University Hospital


“Complex medical and psychological information is imparted in a reassuring tone to parents coping with the rigors of premature birth and premature baby care. An extensive collaboration of a neonatologist and two experienced preemie parents . . . Preemies will make you a more informed parent—in the NICU and after.”


—Allison Martin, Founder, Prematurity.org, Preemie Child, and ChildrensDisabilities.info


“The authors fulfill the need for information with remarkable clarity, offering answers to a multitude of questions [in] a personal, reassuring tone. . . . Since parents can’t always plan ahead for the possibility of a preemie, this book provides a valuable crash course and serves as a useful tool for communicating with medical staff.”


—Publishers Weekly


“This informative book reassures parents who have been thrust suddenly into the scary and unfamiliar world of the NICU. . . . I highly recommend purchasing a copy of this book if your little one has decided to be born too soon.”


—Julie M. Snyder, Editor-in-Chief, Pregnancy.org, LLC


“An invaluable resource . . . a comprehensive, authoritative yet sensitive reference which explains a spectrum of issues in easy to understand language. . . . Whether read from cover to cover or used as reference text, parents of premature infants will be enlightened from the clinical wisdom provided by this book.”


—Frank A. Chervenak, M.D., Given Foundation Professor and Chairman, Obstetrics and Gynecology, Weill Cornell Medical Center, New York


“Although one out of ten children born in this country is born prematurely, until now there has never been an authoritative, practical, and encouraging reference tool for their parents. This book . . . will prove to be a bible for parents of ‘preemies’ . . . and in fact is certain to be a blessing to them. Enthusiastically recommended.”


—Library Journal
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INTRODUCTION TO THE FIRST EDITION


Preemies was conceived a few years ago, when our lives took turns that we never could have predicted.


Dana and Mia were two sisters with professional lives that had never overlapped: Dana was a journalist writing for a business magazine in New York, and Mia a doctor who specialized in the care of premature and sick babies at the University of North Carolina at Chapel Hill. They hadn’t met Emma, who lived a few miles from Dana and was also a journalist, writing about medical issues for the leading publications in Italy, where she grew up.


Dana and Emma were pregnant. Dana had a two-year-old daughter already, but this time she was expecting twins, so she had much to discover about the extraordinary experience of a multiple gestation. Emma was in her first pregnancy, the result of six years of infertility treatments. She was finally allowing herself to believe that, after all, she would become a mother.


It was for both expectant mothers a wonderful time in our lives. We expected our pregnancies to last nine months, of course, and felt safe as our favorite pregnancy books led us by the hand. But we never got to read the last chapters as we had pictured: lying on the sofa with swollen feet and giant bellies vibrating from vigorous baby kicks. Instead, Dana’s water broke suddenly one night, and Emma developed an infection. We leaped over the last trimester of our pregnancies in a matter of days, delivering our babies almost three months before term.


Before we had even started to think about cribs and baby clothes, we were hurled under the glaring lights of the neonatal intensive care unit, where our children would spend the first months of their immature lives. We met in the nursery—in that high-tech world of frail, tiny babies, attached to machines that set off loud alarms whenever breathing or heart rate faltered for a few seconds, where our children were fighting for their lives.


And we were hardly alone. Our children had become part of a growing crowd—the one out of ten births in this country that are premature.


In the beginning, we didn’t know anything about prematurity. We had to learn a great deal just to understand what was happening to our babies, and what it might mean for their futures. We asked questions of the medical staff. We called our friends’ doctors for further explanations. Dana’s sister Mia—how fortunate that she was a neonatologist!—left her family and job to be with Dana and Dana’s husband during the most difficult days of their twin daughters’ hospitalization.


But every day we needed more information, and the conversations with doctors and nurses were never enough. Sometimes the professionals taking care of our babies gave us conflicting answers to crucial questions. Sometimes they delivered news in callous or terrifying ways, adding unnecessary worries. There were many times when we were told things that we were simply too distressed to remember a few hours later.


Emma’s son, Luigi, was diagnosed with a brain bleed and soon developed hydrocephalus, a buildup of fluid in the brain, which required surgery—how could he withstand it, at his tiny size, and what would this mean for his development? Dana’s daughter Elena was breathing vigorously in the delivery room—did that mean she was out of danger? Why did Maya’s ears fold over in a funny way? Were our babies as aware as they seemed? Were they in pain? We had hundreds of questions; some profound, others so seemingly trivial that we didn’t dare ask.


As a neonatologist, Mia had counseled many parents about their premature babies over the years. She knew that even the most empathetic doctor, when charged with caring for dozens of tiny or critically ill babies in an intensive care nursery, doesn’t have enough time in the day to give each parent all of the information he or she so desperately wants. She bought Dana and her husband, as a “birth-day” gift, a book about premature babies, the only guide she knew of for parents. But even though the time she spent with them, explaining and advising and comforting, was invaluable, the book terrified them, emphasizing all of the things that can go wrong in premature babies (but that most parents really don’t have to worry about). At the hospital where Dana and Emma met, the doctors said regretfully that there was no book they could wholeheartedly recommend.


A few months later, memories from the NICU brought us together, and so, from our experiences, Preemies was born, as the book Dana and Emma wished they could have had, and Mia wished she could have given—a companion and resource, guide and teacher, realistic but reassuring. It is a book that parents can keep on their nightstand, or keep handy as they travel back and forth to the hospital, to consult briefly and frequently, as new questions and doubts arise almost every day. It is a book for all future parents, and those close to them, who will both suffer and rejoice in their children’s premature births.


What happened to our preemies in the NICU and after is the personal legacy we carry into this book. Luigi had his surgery, came out of it stronger than ever, and went home a few days later. Maya had some serious ups and downs—including a sudden illness and rehospitalization just a few days after she got home—but grew gradually healthier, and came home for good before her due date. Elena, although she was slightly bigger than her twin sister at birth, suffered much more. She developed a tear in her lung, and a spiral of complications followed. She died in the hospital. Her parents miss her badly.


Our inspirations in writing Preemies have been Mia’s little patients and their parents, whose bravery and openness she admires and finds constantly amazing, and Dana’s and Emma’s preemies: the memory of Elena Linden, and Maya Linden and Luigi Trenti Paroli, who are now normal, beautiful, thriving preschoolers, so happy to be alive.





POSTSCRIPT TO THE SECOND EDITION


Already ten years have passed—bringing knowledge, medical advances, and changes in the care of premature babies—and it is time to revise this book. We look back at the years when we were first writing Preemies with wonder.


Dana and Emma were taking care of Maya and Luigi, their own high-risk children, and at the same time writing about all premature babies, trying to put themselves in other parents’ shoes: What do they need to know at this time? What is the best way to convey the information to them? For Mia, the struggle was between being the doctor for each of her little patients in the hospital and then writing for a general audience of parents with the same degree of authority and compassion. The task was so demanding that our memories of that time are still fresh, as if it were yesterday. Now that Maya and Luigi are grown beyond belief and—we’re happy to say—still beautiful and thriving, we realize that our book has come a long way, too.


Preemies has been very successful. It has received outstanding reviews from medical experts and has become the companion book for a huge number of parents of premature babies. All of the grateful letters and comments that have come to us over the years are a constant reward and reminder that we met our goal: to write the informative yet hopeful book Dana and Emma wished they could have had and Mia wished she could have given when their babies were born.


Today, there are more premature births than ever: over half a million babies a year, or more than 12.5 percent of births in the United States alone. Not long after the publication of Preemies, we gained some extraordinary allies in our quest to help families of premature babies. Since 2003 the March of Dimes has devoted its tremendous resources to fighting prematurity and the toll it takes on families. Thanks to them and to the efforts of the Association of Maternal and Child Health Programs and the sponsorship of bipartisan representatives, a law known as the “PREEMIE” act was passed by Congress on December 22, 2006. This law supports medical research, surveys, education, and programs aimed to help lessen and limit the dangers and harms of premature birth.


Empowered by this positive energy, we and our publisher decided to update Preemies. While incorporating new findings in medical research and practice and other changes of recent years, we’ve tried to keep the book what we originally wanted it to be: a realistic but reassuring guide for all adults who love and care for a preemie, and a comprehensive but not overwhelming source of information, to be taken in a step at a time. We hope we have succeeded and that this second edition will be as appreciated as the first.


In these past ten years, while our book took on a life of its own as a guide for other parents, we watched—at first with trepidation—our own preemies grow. At this moment, Luigi and Maya are in middle school, poring over their homework and very serious about their studies. They are average height for their age, but while Maya is reedy, Luigi is big-boned like his maternal grandfather. They both adore dogs. Maya is training a puppy she’s raising to become a guide dog for the blind, and with daily practice she has her doing amazing things. Luigi just likes to play and have fun with his dog. When it comes to playing the piano, though, he practices. He’s a gifted young musician with eclectic tastes, from classical to rock to electronic music. We sometimes wonder whether this psychological trait or that physical attribute comes from their difficult start in life, but the truth is we’ve been so lucky with them that you’d never know they were preemies. When someone new learns that Maya was born at two pounds or Luigi at three pounds, six ounces (a big 29-weeker), there’s usually a gasp of disbelief. The pain of missing Elly is less sharp now for Dana and her family, but her memory is just as important—beyond measure—to all of them, including Maya.


To all of our present and future readers: Our fervent wish is for you to enjoy all the good moments with your premature baby despite the hurdles. Your baby’s first months and years are a precious gift you can experience only once. We wish we could go back and rejoice more often during our own experiences. We send you our loving thoughts, wishing you all the luck we have had with our own preemies and more.





A NOTE TO THE READER: HOW TO USE THIS BOOK


There are a few things you need to know, as a reader of Preemies. This book cannot and is not intended to replace conversations with your baby’s doctors. Every baby is different, and each case has its own subtleties. In fact, we hope Preemies will encourage more meaningful conversations with your baby’s doctors, by giving you background knowledge and helping you to know what questions to ask.


Very important: Don’t read all of this book! We purposely wrote it in bite-sized pieces, with each question-and-answer or box addressing a separate topic, so that you can read about the specific issues that are relevant for you and your baby—and skip all of the rest. Every preemie’s story is different, and if you read about the wide range of problems that occur in different children—most of which you’ll never have to deal with—you’ll develop a scary, highly distorted image of what to expect for your baby. Most babies who are born premature today grow into healthy, happy, normal children and encounter only a fraction of the hurdles you can read about here. So browse through each chapter or use the index to follow your baby’s own unique experience.


Use the table of contents to find the questions or topics you may encounter during that period of your baby’s life. Read Parents’ Stories at the beginning of most chapters if you are interested in reflecting on your emotional reactions, and on how some other parents of premature babies respond to this experience. The Doctor’s Perspective section gives you an insight into something we found mysterious and very much wanted to know: what your baby’s doctor might be looking for and concerned about at each stage. This section also provides a good overview of the whole chapter’s issues, if you want one. If you would like statistics on the outcomes and paths of premature babies in general, you can find them in Youngest Preemies to Oldest Preemies: Survival and Long-Term Health on page 55. Look under your baby’s gestational age for the information that applies to him.


Keep in mind that different nurseries do things differently. Our descriptions cover some of the most common ways of doing things but not all, so if the medical staff at your hospital does things in ways that diverge from our descriptions, that doesn’t mean they’re wrong. That’s also true for services that are available to preemies after they leave the hospital. State-run organizations in particular vary widely across the country.


Thankfully, neonatal care is changing and progressing all the time. We’ll update this book periodically, but for information on the most recent research and developments, you should rely on your baby’s doctors. For all of the general parenting issues that aren’t unique to preemies and relate just as much to full-term babies (there are lots of things that are not different for a premature baby, and we’ll be pointing many of these out to you), you should turn to the many excellent pregnancy and child-care guides in print.


We suggest you keep Preemies on hand throughout your baby’s early childhood, since many parents continue to have occasional questions. Our hope is that it will be a reliable, reassuring companion for you, always there when you need it—and a good luck charm, too!





Part I



BEFORE THE BIRTH






CHAPTER 1


IN THE WOMB


Why Premature Birth Happens and What Can Be Done to Prevent It


[image: dot]


For parents trying to grasp the extent of their risk and what they can do to minimize it. Also for parents looking back, trying to make sense of what happened.
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INTRODUCTION: IN THE WOMB



A normal pregnancy that leads nine months later to the birth of a healthy baby is a natural life experience in which doctors are mostly watchful bystanders until the time of delivery. But if you’re at risk for a premature birth, your experience is going to be different. Some women will be aware of their risk before they conceive. For many others, suddenly becoming a patient comes as a shocking surprise.


If you’re likely to have a preterm birth, you’ll probably get assistance from an obstetrician who specializes in high-risk pregnancies (called a perinatologist). Your doctor’s efforts will be directed at preventing a premature birth or postponing it as much as is possible and advisable.


Why prematurity happens is still a puzzle. In fact, experts believe that most preterm births result not from a single cause but from several risk factors that interact throughout the pregnancy. Doctors know many reasons for preterm birth (as you’ll see from the list in Appendix 1 on page 575) and can identify many pregnancies at risk, but almost half of the expectant mothers who go into preterm labor have no known risks for it. If you’ve already given birth to a preemie and never suspected that it might happen to you, you’re certainly not alone.


Perhaps even more frustrating is that many premature births cannot be prevented even when mothers are known to be at risk. Still, even if a premature delivery cannot be avoided, a lot can be done to delay it for at least a few days (and sometimes much longer), enough time to take some precautions that can greatly reduce the health risks for both you and your baby. For example, you may be admitted to a hospital where you and your baby can be monitored 24 hours a day, or transferred to a facility with more expertise in perinatology and newborn intensive care. If you have an infection, you’ll be started on antibiotics to help prevent your baby from getting it, too. And you may be given steroids to help your baby’s organs mature faster before birth.


Sometimes, your doctor may decide to purposely deliver your baby before term because he is not growing or doing well in the womb or because it has become too dangerous for your own health to continue the pregnancy. About 20 percent of all preterm births are such so-called elective, or medically indicated, preterm births. The rest occur spontaneously, about 30 percent after a woman’s water breaks too early and about half after preterm labor.


As you read through the information in this chapter, remember that only an experienced obstetrician can evaluate your individual case. It’s important for you to develop a good, trusting relationship with your obstetrician so that you can count on her for support as well as for state-of-the-art medical care as you travel the demanding road of a high-risk pregnancy.



QUESTIONS AND ANSWERS


Bed Rest


My doctor told me to go on bed rest, but I have so many things in my life I need to do. Will bed rest really help prevent an early birth?


Nobody knows for sure. Bed rest is probably the oldest prescription for a high-risk pregnancy. Yet despite its widespread use—one in every five pregnant women in the United States is put on bed rest—it has not been studied extensively. Although more research is needed before anyone can answer your question for sure, so far the few studies that have been done have produced no convincing evidence that bed rest helps reduce preterm births.


So why do almost all obstetricians prescribe it to women with preterm labor, premature rupture of membranes, preeclampsia, bleeding, or other pregnancy problems, and sometimes even as a preventive measure to women who are expecting multiples? Because even without proof, there are situations in which bed rest makes sense to doctors for some solid, scientific reasons.


For example, say your baby isn’t growing as well as she should in the womb. Fetuses depend entirely on blood flowing through the placenta for their supply of nutrients and oxygen, and a mother’s blood flow to the placenta is greatest when she is lying down. So it makes sense that your baby will have the best chance of growing better if you spend a few extra hours in bed each day.


Or say your water has broken early. It makes sense that you could maximize the amount of fluid remaining around your baby by spending more time off your feet, since increased blood flow to the baby leads to greater production of amniotic fluid. Also, the fluid is less likely to drip out when you’re lying down.


Bed rest also makes sense when gravity may be dangerous for a pregnancy. For example, once a woman’s membranes have ruptured, there is a risk that the umbilical cord could slip down through her cervix—an absolute emergency, because the cord could get caught there and squeezed, cutting off blood flow to the baby. Gravity also can be risky when a woman has a weak, or “insufficient,” cervix, which could open if the fetus presses down on it too hard.


There is also good evidence that blood pressure is higher in women who are walking around. So it is assumed that bed rest is helpful to pregnant women with preeclampsia, a condition involving high blood pressure that when it’s severe can necessitate a premature delivery. Although research hasn’t demonstrated so far whether bed rest itself makes the difference, there has been a dramatic improvement in the outcomes of pregnancies with preeclampsia. It may partly have to do with the increasing use of hospitalization, which allows for both intensive monitoring and more bed rest than most women can get at home.


But if sometimes there is sound reasoning behind the prescription of bed rest, other times there is simply a mixture of observation and wishful thinking. Take preterm labor. Many doctors believe that women who remain active in the third trimester of pregnancy have more Braxton-Hicks contractions, the normal “false labor” contractions that don’t lead to cervical change and delivery, and are of no concern. It’s natural to assume that bed rest might reduce the risk of real labor, too. Nobody knows whether the initial observation about Braxton-Hicks contractions or its extension to real labor is valid.
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Bed Rest Survival Tips


OK. You’ve been put on bed rest, and you’re understandably feeling miserable. How are you going to make it through the long weeks ahead? These survival tips may help:


• Recognize that you are performing a job, one of the hardest you’ll ever do. If you are an active person with a tendency to ask, “What have I gotten done today?” it’s easy to feel frustrated and inadequate while on bed rest—unless you give yourself credit for a daily achievement: an investment in your child’s and family’s future. Whenever you feel that you can’t take it anymore or are about to give in to the many temptations to get up, remind yourself of the job you have to do and focus on your goal!


• Make your physical comfort a priority. Lying down for long stretches at a time can be very uncomfortable, and aches and pains are going to make your job far more difficult. You may have heard that you should lie on your left side because blood flow to the placenta will be greatest, but your right side is good for your baby, too. What’s most important is simply to avoid lying flat on your back, because blood flow is reduced that way. Rest a pillow under one side of your tummy or back, so you’re on a slight tilt. That’s fine!


• Do light exercises in bed. To avoid muscle and bone loss, some obstetricians now arrange for a physical therapist to visit their patients on complete bed rest. If your doctor doesn’t mention this, don’t hesitate to ask. The therapist can teach you light isometric exercises you can do while lying down. Or you can try to make up your own very light exercise regime: no abdominal crunches (since they could stimulate your uterus), but point and flex your toes, rotate your ankles and hands, do head rolls, tense and relax the muscles of your arms and legs, and lift some light hand weights.


• Stay clean and attractive. It’s amazing how this can affect your mood. Many hospitals have arrangements with hairdressers who will come to your room and expertly wash your hair without ever asking you to sit up. If you’re at home, ask friends or the staff of your hair salon if they know of a hairdresser who makes house calls. Put on makeup every morning. Some women find that when they’re feeling down, it lifts their mood to pamper themselves with manicures, pedicures, or facials.


• Make your environment attractive, too. It will just take a couple of minutes for a friend or your partner to tape up some family photos or artwork by your children. When you’re feeling imprisoned, warm touches go a long way!


• Don’t expect the household to run as smoothly or cleanly as usual. It’s a fact of life: Women on bed rest don’t have clean houses! If your family eats pizza for the seventh time in a week, you’re not alone, either. The best thing is to lower your expectations, recognize that these things aren’t a priority right now, and plan to fix them later when you’re up and about.


• Organize your space. It’s terrible to have to ask for every little thing you need. Instead, ask your partner to put a table next to your bed with the following items within easy reach: a telephone, books and magazines, grooming items, tissues and disposable cleansing wipes or liquid (to wash your hands), the remote control, an iPod or laptop, paper and pencil, things you need for your hobby, and a cooler with water and lunch that your partner sets out for you each morning. No matter how much your partner wants to help, it will minimize tension between you if he doesn’t have to act as your constant gofer.


• Be understanding that bed rest is hard on your partner and children, too. Your partner’s life is also disrupted. He may be as worried and distressed as you are, and he’s probably picking up lots of extra tasks while holding down his usual responsibilities. Try not to be resentful of him for still being able to move around or for not being able to meet your every need. And give him as much time off as you can. It’s important to keep supporting each other.


It’s normal for your children to show some reaction, either behaving badly toward others or toward you. It’s also normal for you to worry about them and to think how long this period feels to them. But believe us, they will forget about it soon afterward. In the meantime, encourage them to spend time with you by making your bedside into a play area with their toys and putting up a little table where they can eat some meals. Try to arrange special time for them with grandparents. Some mothers say it helped a lot for their child to be present when the doctor explained the need for bed rest; hearing it from an outside authority made the child understand better and even eager to cooperate.


• If you were working, make sure to discuss financial arrangements with your employer. Find out if you are eligible for disability payments and whether this time is being counted as part of your maternity leave or sick leave. Remember that the Family and Medical Leave Act requires employers with 50 or more employees to give up to 12 weeks of unpaid leave related to pregnancy problems or childbirth. You are eligible if you have been working for your employer for 12 months, have worked at least 1,250 hours during the last year, and work in a location where your company has at least 50 employees. (Companies are allowed to make exceptions for their highest-paid “key” employees.)


• Get some easy things done from bed. You haven’t bought furniture or linens for the nursery yet? There are child care books you’ve wanted to read and don’t have? Shop by catalog or computer. Or give your mother-in-law a list of all the layette items you need—she’ll probably be thrilled to help, and it’s like having a personal shopper! Now is also a good time to do those quiet things that haven’t quite made it to the top of your to-do list because they aren’t urgent and take hours, like organizing your files, photo albums, or recipe box, writing letters to the editor or to old friends, constructing a family tree, or trying out the craft ideas you’ve saved from magazines. Not only will the time pass more quickly, but you’ll have the satisfied feeling that you made this period of inactivity into something even more productive than it would have been.


• Don’t be surprised if you get depressed or have ups and downs. Many women say that some days their spirits are up and then suddenly they find themselves in tears. Irritability, lots of anxiety, anger, and inability to concentrate are all normal reactions. You can expect a few naïve comments from friends, like “I’d love to be on bed rest and catch up on my reading.” But most people who have been on bed rest themselves will tell you that it’s hard. When you think what you’re doing it for, though, it’s worth it.





Even though studies on pregnant women haven’t found that bed rest decreases preterm labor, well-meaning obstetricians want to do something for women with preterm labor, so as long as there is a possibility that bed rest might help, many suggest it.


Some obstetricians also have observed that a prescription of bed rest can bring a helpful focus to a pregnancy. The thinking is that your pregnancy may have the best chance of succeeding if you, your family, and even your doctor focus more attention on your needs, concerns, and symptoms. Some women say this worked for them: that after trying to juggle a lot of things during the early part of their pregnancies, bed rest actually reduced their stress by allowing them to shift their emphasis away from their many other daily obligations.


Undoubtedly, obstetricians also prescribe bed rest partly as a holdover from past medical practice. As recently as two decades ago, nearly every woman with a pregnancy risk or problem was put immediately to bed and told to stay there 24 hours a day.


Today, however, on top of a lack of proof of bed rest’s effectiveness, there’s a growing awareness of its potential costs. Total bed rest quickly causes bone and muscle loss (much of which is regained after a woman becomes active again) and increases the chance of developing a blood clot in the legs. And for plenty of women, bed rest causes more stress not less. In fact, it can be really hard on an entire family, especially when there are older children or job and financial concerns. So more and more doctors are recommending reduced activity—lying down for a few hours each morning and a few hours each afternoon—rather than complete bed rest, except in a few situations, such as an already open cervix, ruptured membranes, or severe preeclampsia.


Thankfully, you’ll rarely see the once-common Trendelenburg position, in which a woman lies with her feet raised higher than her head. There’s no evidence that it makes a difference and a general consensus that no one can tolerate that position for long!


While you nestle in bed, try to stay as optimistic as possible (remember that medical treatments often work best when patients believe they will) and take a look at the practical tips in Appendix 1 on page 575 to make that experience more tolerable.


Predicting the Birth Date


My doctor says I’m at risk for having a premature baby. Is there any way of telling how long my pregnancy will last?


If pregnancy researchers had a Holy Grail, it would be the ability to predict whether an expectant mother would deliver her baby early and, if so, when. That crucial information would allow doctors to intervene early, when therapies are most likely to be effective, and treat only women who really need them.


The good news is that if you or your baby has a known medical complication, there are excellent tests of fetal well-being (see page 42) that can help your doctor determine how long your pregnancy can safely go on. But most methods adopted so far to help predict whether preterm labor or premature rupture of the membranes might cut short a pregnancy that is otherwise proceeding well—such as adding up and scoring a mother’s risk factors or closely monitoring her uterine contractions—have had disappointing results. In recent years, researchers have been looking at a new set of tests, some more promising than others.


Many obstetricians have started using ultrasound to examine the cervix in addition to the cervical exam they’ve always done by hand. At each pregnancy visit, doctors traditionally feel a woman’s cervix with their fingertips to see if it is starting to open (or dilate), but they can feel only the outermost part of the cervix. With ultrasound, they can do a more precise assessment, including observing its inner opening at the connection with the uterus, where dilation sometimes begins, and measuring its length (since the cervix shortens before it dilates).


If you have an ultrasound exam of your cervix, it may be performed by your obstetrician in his office or by a specialist (a doctor or ultrasound technician) at a hospital. You’ll lie in the usual position you’re so accustomed to for obstetrics exams, with your legs apart and your feet on footrests, while an ultrasound probe with a sterile cover is inserted in your vagina. An image of the lower part of your uterus and cervix will appear on the monitor. You may feel some gentle pressure, but it doesn’t hurt, and the exam is not dangerous to you or your baby.


Don’t be concerned if your obstetrician doesn’t recommend this test because doctors agree it shouldn’t be used to screen all pregnant women. If your risk of delivering early is low, it’s still imperfect and can lead to useless medical treatment and unnecessary scares. If you’re at higher risk, though, it’s more reliable: There is a strong relationship between a shortened or dilating cervix in the second trimester of pregnancy (when the cervix should still be long and closed) and delivery of a premature baby.


Deciding how to use this information once you have it is still a tough call. A great many high-risk women with a short cervix—about 25 percent—will nevertheless still go to term. And in any case, the ultrasound exam doesn’t tell the doctor why a cervix is shortening or opening. If it is a sign of cervical weakness or “insufficiency,” a cerclage (a surgical procedure to help the cervix stay shut) might be called for. If it’s because of an infection, medication might be the answer. Or there could be inflammation from unknown causes, which doctors don’t yet know how to treat effectively. So unfortunately, moving from finding a short or dilated cervix on an ultrasound to preventing a premature delivery is neither straightforward nor always possible.


What if a cervical ultrasound finds nothing wrong? Then it is helpful, telling you that a premature birth is not imminent. For instance, even though you’re having some contractions, if your cervix isn’t shortened and there are no signs of inner dilation, your contractions almost certainly won’t progress to true preterm labor. What a relief to find that out! You might avoid an unnecessary hospitalization, surgery, or treatment with anti-labor drugs and proceed with your pregnancy feeling reassured.


Two other new tools for predicting prematurity are now available, thanks to research on the biomarkers of preterm labor, as scientists call the substances in a woman’s body whose levels change when she’s about to deliver her baby. The Food and Drug Administration has approved tests that measure the biomarkers fibronectin and salivary estriol.


Fibronectin is a protein that helps keep the placenta and the membranes well attached to the uterine lining. If high levels of it leak through the cervix into the vagina during the second trimester of pregnancy (your doctor can do a simple swab of your vagina to find out), it may indicate that the placenta and amniotic sac’s membranes are loosening. Just like cervical ultrasound, this test isn’t accurate in women whose risk of delivering prematurely is low. But if you have reasons to be concerned—say you have symptoms of pre-term labor or are pregnant with twins and are getting ready to take a trip—then a normal test can be extremely reassuring, almost guaranteeing that you won’t deliver within the next week or two. High levels of fibronectin aren’t nearly as reliable a predictor as low levels, so don’t let them worry you too much. Only about 15 percent to 25 percent of women with high levels end up delivering prematurely.


The other test measures a pregnant woman’s saliva to see how much of the hormone estriol it contains. Estriol is a type of estrogen that helps prepare the uterus for labor and delivery. It gradually increases as pregnancy advances, but a steep surge can indicate that labor is likely to occur within two to three weeks. Unfortunately, salivary estriol is much more reliable in predicting a late premature birth (after 35 weeks of gestation) than an earlier one. Since babies born after 35 weeks are at low risk for medical complications, the clinical usefulness of this test is not great.


Your obstetrician will decide which tests to use in monitoring your pregnancy. None of them is the panacea we’d all like to have, and predicting a premature birth—hard as it is—is still easier than preventing one. But they can help your doctor decide what needs to be done, and if your test results are reassuring, you and your family can relax and sleep tighter at night.


Exercise and Preterm Labor


My mother thinks I went into preterm labor because I kept playing tennis while I was pregnant. Could that be true?


Actually, contrary to conventional wisdom, studies have found women who exercise regularly during pregnancy are less likely to give birth prematurely than women who don’t.


True, part of the reason may be just that women who feel good throughout their pregnancy are more inclined to be physically active. But another reasonable explanation is that exercise reduces stress. Stress is being investigated as a possible trigger of preterm labor, because we now know that it can wear and tear our bodies’ adaptive and immune systems over time, opening the door to illnesses and inflammation. It’s possible that exercising helps lower the risk of prematurity by reducing stress—as long as exercising is not so excessive that it becomes a source of stress itself.


Interestingly, one study done in India found that practicing yoga and meditation during pregnancy went along with a lower risk of preterm birth. The study compared the effect of one hour of daily yoga postures, breathing, and meditation techniques to the effect of twice-daily 30-minute walks. Only 14 percent of the women who practiced yoga delivered prematurely compared with 29 percent of those who didn’t. Now if you’re a yoga fan, take this news with a grain of salt, since it’s intriguing but by no means definitive. At this point, practice yoga only with your obstetrician’s permission and avoid hot yoga (which aims to raise your core temperature and could potentially damage a developing baby) and extreme stretching postures, which could possibly reduce blood flow to your uterus or injure ligaments that are laxer as a result of pregnancy’s hormonal changes.


If you haven’t already asked your doctor why you went into labor early, it would be a good idea: Finding out what he suspects will be helpful if you are thinking about getting pregnant again. But for now, you can stop feeling guilty. If you felt comfortable running on a court and hitting a good forehand while you were pregnant, it’s almost certain that this didn’t cause your preterm labor.


Family History and Ethnicity


I’m African-American and have a sister who gave birth prematurely. Does prematurity run in families or ethnic groups?


The short answer is yes, but there are still lots of uncertainties about why. And of course, as with any trait, some members of a family or group may have it and others not.


After observing that women who have one preemie tend to deliver early again and that women who were born prematurely themselves often have their own preemies, particularly if they were born at 30 weeks of gestation or less, physicians long suspected that some women have an inherited predisposition to deliver prematurely. Many studies of twins and siblings, and close examination of family histories, support the existence of a genetic susceptibility to give birth early.


One reason genes may matter is that they make a difference in how, and how strongly, a woman’s body reacts to trauma, toxins, and certain microorganisms, including the peaceful bacteria that live on the skin, mouth, or vagina without anyone knowing it. A pregnant woman who mounts a particularly vigorous inflammatory response (as doctors call the physical reaction to bodily insult or invasion) can find herself in premature labor, while one whose body is more tolerant may sail through her pregnancy. You and your sister are more likely to be similar to each other in these sorts of reactions than to a stranger who isn’t related to you.


But prematurity can run in families for non-genetic reasons, too. Family members tend to be similar in their diet, living conditions, activities, and habits, and each of these can make a pre-term birth more likely or less. The same is true for members of the same ethnic group, who also share cultural behaviors and practices, as well as some genes. And socioeconomic disadvantages, more common in some ethnic groups, go hand in hand with chronic stress and greater exposure to infection, which can increase inflammation throughout the body and lead to a premature birth.


Of course, your sister may have delivered prematurely for reasons having nothing to do with your shared genes and family history. She may smoke, for example, or have another of the risk factors described in Appendix 1 on page 575. If she does have one that you don’t, you’re less likely to have a preemie of your own.
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Lifestyle Choices and Preterm Birth


Exercise is one of the many lifestyle choices that have been thought—rightly or wrongly—to play a role in premature birth. Here are the latest findings on some others:


• Sexual activity. Interesting recent studies indicate that sex is not a cause of premature delivery and, despite popular belief, does not stimulate labor when pregnancy has reached full term. On the contrary, the statistics show that sexual activity and orgasm throughout pregnancy are strong predictors of a full-term delivery. So why do most obstetricians say to avoid sexual intercourse if you’ve had episodes of premature labor, rupture of membranes, or bleeding? Because, as with exercise, it’s possible that self-selection is a factor. Women whose pregnancies are going well may feel more comfortable with intimacy. Sex can cause minor injury to your cervix and spread infection into your uterus, and substances in a man’s semen, and a woman’s sexual response, can stimulate uterine contractions. It could be that in normal pregnancies, when sex stirs up uterine contractions they die down before progressing to true labor. But if you’re already at high risk for a premature delivery, your doctor may fear that the relatively minor effects of sexual intercourse just could be the straw that breaks the camel’s back. (If your pregnancy is going well but you’re nervous about a premature delivery anyway, you could consider using a condom, so you aren’t exposed to semen.)


• Physical exertion. A physically demanding job was once believed to cause preterm labor, but new data show that standing for up to 30 hours a week, lifting heavy objects, or working long hours do not increase the risk of prematurity. Pregnant women who work at least 46 hours a week actually have a lower risk for pre-term birth, probably because they feel healthy and capable of doing so (while women with pregnancy complications might choose or be advised to stop working). There’s just one job situation—working night shifts—that seems to be associated with a higher risk for premature delivery, for reasons that aren’t yet known.


• Smoking. Obstetricians recommend that a woman immediately quit smoking when she finds out she’s expecting—or even better, before that—for the sake of her health as well as her child’s. Cigarette smoke can stunt fetal growth and also cause preterm rupture of membranes, placental abruption, placenta previa, and premature birth. The more you smoke, the greater the risk. Ideally you should quit altogether right away, but every little bit helps, and even cutting back on cigarettes in the second half of your pregnancy can reduce your chance of having a small-for-gestationalage or premature baby. (You’ll also really improve your baby’s future health by not exposing him to secondhand smoke.)


• Drinking coffee. The final word is still out on the safety of drinking coffee during pregnancy. Some studies have found that more than one or two cups of coffee a day during pregnancy might lead to higher rates of miscarriage and low birthweight babies, but many doctors are still skeptical. In the meantime, moderation is probably best. Think about cutting back your coffee to no more than a cup a day or switching to decaf (caffeine is believed to be the culprit, although decaffeinated coffee hasn’t been studied much). If you reduce your daily caffeine intake gradually, you will avoid unpleasant side effects like morning headaches or constipation.


• Licorice. In the United States, where white teeth are so prized, concentrated licorice candies—the black ones—aren’t popular. But many people in other parts of the world do love their licorice. Heavy licorice consumption during pregnancy increases the risk of prematurity because of some still unknown effect of glycyrrhizin, the main extract of the licorice plant. Don’t worry, there’s no need to stop eating red licorice (which isn’t really licorice at all) or delicious anise cookies (since anise flavoring doesn’t come from the licorice plant, it’s OK).


• Drinking alcohol. Drinking alcoholic beverages early in pregnancy increases the risk of birth defects. It has also been linked to a higher rate of preterm deliveries but only in women who have more than seven drinks a week during their pregnancy, compared with those who completely abstain. No increased risk of prematurity has been found in expectant mothers who have fewer than four drinks a week. Sound advice would be to avoid alcohol completely in the first few months of pregnancy and later to enjoy only an occasional cocktail or glass of wine.


• Recreational drug use. Cocaine or amphetamines during pregnancy can cause birth defects, poor fetal growth, placental abruption, and preterm birth. They may also lead to neurological and behavioral problems in the baby.


• Environmental pollution. Mothers who live in environments that are particularly full of everyday pollutants like automobile exhaust, cigarette smoke, and other chemicals (such as those contained in pesticides), have a higher risk of delivering babies who are small for their gestational age, have smaller heads, and are more likely to develop asthma and cognitive delays later in life.


Environmental pollution tends to be worse in inner-city neighborhoods. Because most people can’t completely change the environment in which they live or work, avoiding pollution is not a simple lifestyle choice you can make. But you should try to avoid contact with pesticides or toxic disinfectants and direct exposure to strong fumes, such as those of paint thinners, dry cleaning solution, or oven cleaners—when possible. (The safety of most common household cleansers during pregnancy hasn’t been well researched. Most experts think they are OK in normal amounts but say it can’t hurt to keep a window open when you’re using them, just to be cautious.)


• Diet and vitamin supplements. There is some evidence that taking daily multivitamins before and during pregnancy may reduce the risk of preterm birth, particularly in women who don’t have good nutrition. Your obstetrician will give you information about the optimal pregnancy diet and will recommend vitamin supplementation if he thinks you need it. The U.S. Public Health Service recommends that all women of childbearing age take 400 micrograms of folic acid a day to prevent birth defects. A pregnant woman might also need extra calcium, iron, and other supplements in her diet, but she should talk to her doctor, who will prescribe the quantities she needs.





In the United States, black women are twice as likely to have a preemie as white women of the same educational level and three times as likely to deliver a very young preemie—before 32 weeks—according to the latest data. Overall, black women have a prematurity rate of nearly 18 percent, compared with 12 percent for Hispanic women, 11.5 percent for white women, and 10.5 percent for Asian women. (Interestingly, the prematurity rate is higher for second-generation Hispanic women than for their immigrant mothers, even though they tend to be better off, possibly because the younger generation adopts some bad American habits like smoking or eating fast food.) Experts still can’t fully explain why there are such big differences but suspect that stress related to racism or social status (which can lead, for example, to changes in the inflammatory response) in addition to genetic predisposition, behavior, and exposures in the environment may all be working together to cause a premature birth.


With the recent decoding of the human genome, researchers have new tools that might help them understand the connection between ethnicity and premature birth. For example, new studies show that black babies are three times more likely than white babies to have a genetic variation that makes their bodies produce less collagen, one of the building blocks of the amniotic sac. Lower levels of collagen may mean weaker amniotic membranes that are more likely to rupture prematurely and lead to premature birth. A future step could be experiments on treatments to boost production of collagen in early pregnancy and help a healthy, strong amniotic sac develop around the fetus.


Just as in other parts of our lives, we get good things from our families and bad. If there’s a bright side, it’s that sharing the hard things with people close to us can sometimes make them easier. When you think about it, why would something as basic as birth be any different?


If You Are Overweight


I needed to lose 35 pounds before conceiving, but here I’m pregnant with my first baby and over-weight. Is this going to hurt my baby?


Probably not. An overweight mother who is healthy doesn’t have a higher chance of delivering a preemie. There’s even evidence that if you are healthy and overweight, you have a lower than average risk (whereas mothers who are too thin are more apt to deliver prematurely).


But you shouldn’t throw caution to the wind and take this reassuring news as encouragement to “eat for two.” A balanced, nutritious diet is very important for you and your baby. Your obstetrician will advise you on the amount and kind of calories you need for your baby to grow well without your accumulating too many more extra pounds.


That’s important because even if you are fit and exercise regularly, being overweight means you have a greater chance of developing high blood pressure due to your pregnancy, or gestational diabetes. These diseases, which show up for the first time during pregnancy, are not only a problem for you but they can affect your baby’s growth in the womb (high blood pressure can slow his growth and diabetes can make him grow too much) and can lead to a premature delivery. C-sections are more common in overweight mothers because of these complications. And being overweight makes it more likely that your breast milk will come in later than usual, more than three days after your baby is born. (If this happens, don’t get discouraged or give up trying to breastfeed. You can trust that your breast milk will arrive soon, and your baby can be fed formula in the meantime if he needs it.)


The most important question is: Knowing this, is there anything you should do? First, don’t start worrying unnecessarily. You can be proud of your womanly body and the new life you’re nurturing in your womb. But do be vigilant about regular doctor’s visits for prenatal care. You’ll get physical exams, which together with blood and urine tests will catch any possible problem at the best time—early—when you can do something about it. Or even more likely, you’ll be reassured that you and your baby are fine and everything is going well.


High Blood Pressure and Preeclampsia


I’ve always eaten right and exercised. But now in my pregnancy I suddenly have high blood pressure. I’m stunned.


Because high blood pressure is often associated with an “unhealthy” lifestyle, it can be a real shock for a health-conscious woman to be told she has it just when she’s expecting. But there is a certain kind of high blood pressure that occurs only during pregnancy and can strike out of the blue. It’s called—fittingly—pregnancy-induced hypertension (or PIH). Fortunately, the vast majority of women with PIH end up with healthy babies born at term, so you have every reason to be optimistic. Your doctor will help you keep your blood pressure under control so that it doesn’t damage your placenta and your baby grows normally. By three months after delivery, your blood pressure should return to normal, although you may be at slightly increased risk of developing hypertension in the future.


When high blood pressure in pregnancy is accompanied by protein in the urine and sometimes other signs and symptoms, it’s a more serious illness that doctors call preeclampsia. If you have it, a time may come before you’ve reached term when your doctor tells you it’s best to deliver your baby as soon as possible. Luckily, the prognosis is usually very good, because most cases of preeclampsia are mild and occur late in pregnancy, when a baby is unlikely to have any complications from an earlier-than-expected birth. And because preeclampsia always goes away after delivery, the vast majority of mothers are back at their previous state of health within several weeks of their baby’s birth.


Although most people haven’t heard of it, preeclampsia is surprisingly common, affecting nearly 10 percent of pregnant women. Doctors have many theories, but the exact cause of this disease is still mysterious. Women at risk for it are those who are younger than 20 or older than 40; are pregnant with their first baby or multiples; are overweight or already have high blood pressure, kidney disease, or diabetes; or have a mother or sister who had it. If you had preeclampsia in a previous pregnancy, you’re also more likely to get it again, especially if it came on early and was severe. For women who are at high risk, taking low-dose aspirin, calcium, or vitamins C and E early in pregnancy and possibly doing regular, gentle exercise may help prevent preeclampsia from developing. But nearly three-quarters of women who get preeclampsia have no risk factor for it at all, and these preventive measures don’t seem to help women who are at low risk.


Most of the time, preeclampsia is an easy diagnosis for your obstetrician to make. He’ll measure your blood pressure, check your weight, and do some simple urine and blood tests. Sometimes, though, it isn’t clear whether a pregnant woman has preeclampsia or some other medical condition. It is important for your doctor to try to figure this out, because the cure for preeclampsia is delivery.


The reason preeclampsia can be dangerous is that it causes changes in the body that are the opposite of what should occur during pregnancy.




[image: diagram]


Diabetes and Premature Birth


If you have diabetes, it means you have trouble using the sugar that circulates in your blood as fuel. Blood sugar is the body’s energy supply. It comes from food you’ve eaten or fat you’ve metabolized, but if you have diabetes, instead of passing into your body’s cells where it can be turned into energy or stored for future use, it stays in your bloodstream, giving you the high blood sugar that is characteristic of the disease. If blood sugar remains high for too long, it can damage various organs. During pregnancy it can cause problems for the developing fetus.


What confuses many people is that there are three types of diabetes: type 1, type 2, and gestational. They are different in some ways but have similar health consequences when you’re pregnant. In type 1 diabetes (also called juvenile diabetes), the body doesn’t make insulin, the hormone that is responsible for getting blood sugar into the cells. In type 2 diabetes (often related to being overweight and not exercising), the body does make insulin but is resistant to its action so the insulin doesn’t work well. Gestational diabetes is like type 2—it involves insulin resistance—but is triggered by pregnancy. It tends to be milder and goes away after delivery. (One thing to be aware of: Many cases of what seem to be gestational diabetes are in fact type 2 diabetes that weren’t diagnosed before conception. Only time can tell for sure. If a mother’s blood sugar levels remain too high after her baby is born, she has type 2 diabetes; if they go back to normal, she just had gestational diabetes.)


If you have any type of diabetes during your pregnancy, there are some potential problems your doctor will be sure to watch out for. For example, you’re more likely to develop high blood pressure or preeclampsia. Both of these—especially preeclampsia—can lead to poor fetal growth and serious health complications in the mother, causing the doctor to recommend an elective premature delivery. Women who suffer from advanced type 1 diabetes with vascular disease, even without preeclampsia, are prone to have smaller than normal babies and health problems during pregnancy.


Diabetes can cause the opposite situation as well: a fetus that is too big. This happens when the mother’s high blood sugar is transferred to her baby, who uses all that excess fuel to grow too much. A baby whose weight is above the ninetieth percentile for his gestational age is called large-for-gestational-age, or macrosomic. If you are carrying a large-for-gestational-age baby, the obstetrician may recommend an early elective delivery because macrosomic fetuses have a higher incidence of stillbirth and delivery complications.


Large-for-gestational-age babies often face some extra hurdles after birth, too, including hypoglycemia (blood sugar levels that are too low), respiratory distress, poor feeding, jaundice, and a higher incidence of SIDS (sudden infant death syndrome).


With type 1 and type 2 diabetes, if a woman’s blood sugar is very high early in pregnancy, during the embryo’s first stages of development, there’s a small increased risk of birth defects. This isn’t a problem with gestational diabetes, which arises later in pregnancy after a fetus’s organs have already been formed.


To help prevent all of these complications, your doctor will counsel you on ways to keep your blood sugar in check and will prescribe insulin if it’s necessary. Insulin is safe during pregnancy, but be sure to talk to your obstetrician about whether and how to safely stop any other medications you may already be on, because many of the oral drugs used to treat diabetes, and also some medications for high cholesterol and hypertension (common problems if you have diabetes), aren’t safe during pregnancy. (If you happen to be planning a pregnancy, it’s best to do this even before you conceive.) Fortunately, if you simply have gestational diabetes, you have a very good chance of being able to stabilize your blood sugar just with careful diet and regular exercise, which will be healthy for you and your baby in so many ways. Be sure to get close medical follow-up after you deliver, though, because women with gestational diabetes have a higher chance (estimates range from 20 percent to 50 percent) of developing type 2 diabetes in the decade after their pregnancy. Eating healthfully and exercising can greatly lower your risk.


Breastfeeding is good for all babies, and especially for preemies whose mothers are diabetic. Studies have found that preemies and children of women with diabetes are both more likely to develop insulin resistance later in life, and breastfeeding helps prevent that. So think of your breast milk as one of the best preventive medicines you can give your baby. What a great gift!


As you call on your willpower day after day to stick to your diet and exercise plans, don’t get demoralized and stop trying if your blood sugar level isn’t always perfect. It doesn’t have to be! All it has to be is good enough. Most pregnant women with diabetes deliver healthy babies at full term. Chances are, you will be one of them.





Normally the amount of circulating blood in a woman’s body increases to provide for both her and her fetus, and her blood vessels open wider to accommodate it. But when a mother has preeclampsia, her blood vessels tighten, and not as much blood can flow through them. Her blood pressure rises, and all of her organs, including her uterus, receive less blood.


That’s not a big problem when preeclampsia is mild; the amount of blood flow is slightly reduced but still adequate. But when it’s severe, a mother’s vital organs may not get enough blood. Your doctor will watch you closely for kidney, liver, or intestinal problems (be sure to tell him if you have pain in your belly), fluid retention (which can show up as very rapid weight gain or a puffy face and hands—not the normal leg swelling that many pregnant women have), and symptoms like blurry vision and headaches, which could indicate that your eyes or brain are suffering. In a few women with preeclampsia (only about 5 percent), the symptoms progress to seizures (called eclampsia) or abnormalities of blood clotting with liver damage (called HELLP syndrome, for hemolysis—destruction of red blood cells—elevated liver enzymes, low platelets). Women with these most severe forms of preeclampsia occasionally have strokes, or even die—that’s why your obstetrician takes it so seriously.


For a fetus, the main consequence of preeclampsia is receiving less blood flow through the placenta and therefore less oxygen and nutrients. For that reason, babies of mothers with preeclampsia are often small for their gestational age. If the restriction of blood flow becomes extreme or the placenta separates from the wall of the uterus (a complication called placental abruption, which is more common in pregnant women with high blood pressure), there’s a risk of fetal death. But thanks to alert doctors and careful fetal monitoring, this is an uncommon tragedy today.


The simplest and most commonly prescribed treatment for preeclampsia is rest, which can lower your blood pressure and help your baby get more blood flow. Your doctor may recommend bed rest at home or admit you to the hospital. You may also be given medications to lower your blood pressure and to prevent seizures. The usual drug to prevent seizures is magnesium sulfate, which is safe for both mother and baby but can have some bothersome side effects, such as making you feel sick and possibly temporarily depressing a newborn baby’s breathing. (Don’t worry about that, though—if necessary, a ventilator can help your baby breathe until the magnesium wears off, usually within a day or two.) If it’s early in your pregnancy, you’ll also get steroid shots to help your baby’s lungs and brain mature more quickly. Steroids often bring a nice bonus: The preeclampsia improves temporarily, giving you a little extra time.


The earlier that preeclampsia occurs during pregnancy and the more severe its symptoms, the more it can affect a mother’s and fetus’s health. While you’re in the hospital, your obstetrician will closely observe you and your baby and make fine-tuned decisions day by day. She’ll get crucial information from tests that monitor your medical status, your baby’s growth and well-being, and the blood flow through the placenta. Fortunately, most women with mild preeclampsia can safely continue their pregnancies to term. But women with severe preeclampsia usually deliver within a couple of weeks of being hospitalized, often by C-section.


If it ever appears that your pregnancy is becoming too risky for you, your obstetrician will decide that your baby needs to be delivered. When you hear that, you might think: “I don’t care about myself if it would help my baby to stay longer in my womb.” It’s heroic to be willing to take such risks for your child. But your family, including your baby, needs you. And when preeclampsia becomes that severe in a mother, her fetus usually begins to suffer severely, too, and is in real danger of dying in the womb. So it’s better to look at your doctor’s decision as the best chance for you and your baby. Once you put the dangers of preeclampsia behind you, you can focus on the positives: the excellent care your premature baby will receive in a neonatal intensive care unit and your imminent recovery.


Previous Premature Delivery


My first baby was a preemie, and now that I’m pregnant again I’m so anxious, fearing that it might happen again.


It’s true that you have a higher risk of delivering prematurely once you’ve already had a premature baby. Studies put the recurrence rate at around 20 percent to 50 percent for mothers of preemies as a whole. But every case is different, and the scariest data might not reflect your own chances.


For example, if you gave birth early because of a problem with your placenta, such as a placenta previa, you really can be optimistic, since that rarely occurs again in a second pregnancy. If your last pregnancy resulted from infertility treatments and this one was spontaneous, you’re less likely to deliver prematurely this time, because all assisted pregnancies carry a higher risk for premature birth. And if you had an older preemie last time, your chances of bringing this pregnancy to term may be higher than you think, because the later in pregnancy you delivered your previous baby, the lower your current risk.


On the other hand, if you’re pregnant with multiples, your chance of delivering early is very high, 50 percent for twins and 90 percent for triplets. (Fortunately, most twins and triplets are born after 30 weeks of gestation when the consequences of prematurity don’t tend to be severe.) So the trick is understanding your particular circumstances.


That’s especially important because if your first baby’s premature delivery was caused by something you or your obstetrician can do something about, you may be able to reduce your risk substantially. For example, if your doctor thinks you had a preemie partly because of smoking or drug use, being significantly underweight or over-weight, or perhaps working the night shift, these are all things you might already have changed or can change as soon as possible to bring your risk down. Your doctor will be able to advise you on the best nutrition, lifestyle choices, and stress-control techniques, all with a view to promoting your well-being and helping you bring this pregnancy to a happy full term.


Your doctor may also suggest certain medical treatments or tests. For instance, if you gave birth early because you have cervical insufficiency (a weak cervix that tends to open before term), there’s a good chance it can be treated by a cerclage, in which the cervix is stitched closed during pregnancy. Infections that might have caused your premature delivery (especially urinary tract infections or sexually transmitted diseases) can be detected with tests and treated with antibiotics; your doctor will certainly try to rule out any hidden infections this time. If you suffer from gum disease, you will be advised to see a dentist and undergo treatment, because—strange as it may seem to talk about flossing and childbirth in the same breath—research has shown that inflamed or infected gums may contribute to premature delivery. And if you have a chronic illness, such as diabetes or high blood pressure, closer medical surveillance may lengthen this pregnancy.


Finally, the most encouraging news is that you might benefit greatly from a promising new treatment: progesterone, a hormone that keeps the uterus from contracting during pregnancy. Recent studies show that, for women who have had one premature baby, weekly shots of progesterone between 16 and 20 weeks of pregnancy can significantly lower the risk of having another preemie.


What’s really important for you now is to be followed by an experienced obstetrician who specializes in high-risk patients like you and is familiar with all of the choices you can make to minimize your risk of a second premature delivery. It’s natural for you to feel nervous, considering what you’ve been through already. But by following your doctor’s recommendations, you’ll give yourself and your little growing baby the best possible chance.


Progesterone to Prevent Premature Delivery


Our first baby was born nine weeks early. Now that I’m pregnant again, my doctor is recommending that I take progesterone shots. Would this treatment really be helpful—and safe for my baby and me?


Since you’ve already had one premature baby, your doctor knows there’s a good chance you could have another, even if you’re healthy and get excellent prenatal care. The good news, though, is that there’s a treatment that might help. A large study found that mothers like you who started getting weekly shots of progesterone between 16 and 20 weeks of pregnancy brought down their risk of another premature delivery by a third or more.


In the quest to find ways to prevent premature birth, progesterone stands out as the only success story in recent years. Doctors have known for a long time that this hormone keeps the uterus from contracting during pregnancy and that its levels usually drop just before labor begins. But so far attempts to use it as a treatment to postpone delivery have worked only for a specific group of women, those who went into spontaneous, pre-term labor in a previous pregnancy and delivered a preemie. Your obstetrician is probably recommending progesterone treatment because you fall into this category.


Naturally, doctors are hoping that progesterone can help prevent premature birth in other groups of women, too, and research so far has turned up mixed results. One promising study found that progesterone reduced the rate of premature delivery in pregnant women who had a short cervix (a short cervix seen by ultrasound can presage a preterm birth), while another study found that it did not prevent preterm birth in women who were expecting multiples.


Most obstetricians have high expectations for progesterone but agree there are still many questions to be answered, such as how effective it is in other groups of women at risk for delivering early, what the right doses are, and how best to administer it. One thing that’s tremendously encouraging is that progesterone treatment as yet hasn’t caused any serious side effects in mothers or their babies (who’ve been followed for up to two years of age so far). But safety concerns can’t be completely ruled out until these children are grown and many more women have been treated, a process that will take many years.


The American College of Obstetricians and Gynecologists already feels confident enough about progesterone to recommend it for patients like you who are at high risk for a second premature delivery. But keep in mind that in some ways progesterone treatment is still experimental and needs more research before its efficacy and safety are truly known. If you decide to ask another obstetrician for a second opinion on whether progesterone is appropriate for you, be assured that most doctors would not interpret this as a lack of trust in them; they might even welcome a colleague’s participation.


One thing to keep in mind: If you are going to take progesterone, be sure to check whether your insurance carrier or state Medicaid program will pay for it, because the indications for this new therapy are still being established. Don’t be discouraged if it isn’t covered; your doctor might be able to enroll you in a research study, where the medication is provided for free.


Diagnosing and Treating Preterm Labor


Sometimes I feel some tightening in my stomach that I think is false labor. Or could it be something serious I should report to my doctor?


By all means if you’re feeling frequent contractions—coming every 15 minutes or less—you should call your doctor, even outside of office hours, because she needs to decide whether you are in true labor or false. Some women just have unusually active uteruses, well before real labor starts. Still, it’s not always easy to tell whether your contractions are the real McCoy—ones that will lead to cervical change and birth—or just harmless ones whose only consequence is to give you and your doctor a hefty dose of anxiety. Catching the early stages of real preterm labor is important, because that’s when treatment has the very best chance of succeeding.


Harmless contractions (also called Braxton-Hicks contractions) can be regular, frequent, and painful, but they eventually stop by themselves, whereas contractions that herald true labor are accompanied, sooner or later, by shortening and opening of the cervix. There’s always a mixture of science and art in the practice of medicine, but when it comes to treating preterm labor, the balance tilts solidly to art. Doctors want to avoid making too hasty a diagnosis so that they don’t expose a mother and her fetus to the side effects of anti-labor drugs and the stresses of hospitalization unnecessarily. But they also don’t want to wait too long, because once labor becomes advanced, medications are unlikely to be successful. If anti-labor treatment is started early enough, it usually stops contractions and delays delivery for a week or longer. Even postponing delivery for a short time is valuable, because just a couple of more days in the womb can improve a very young preemie’s outcome substantially.
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Are You in Preterm Labor?


Even if you are having contractions before term, you may not be in preterm labor. But it is very important to identify real labor early, because it can lead to thinning and opening of your cervix and progress to an early delivery.


What should you look for to know if you are in preterm labor? Be alert for any of the following signs, and call your doctor if their appearance represents a change for you:


• Uterine contractions, painful or not, that occur more than four times an hour. You may feel these as a tightening sensation in your belly. If you place your fingertips over your uterus when one is happening, it will feel firm. (If you think you are feeling some contractions, but they aren’t that frequent yet, you can try drinking two or three large glasses of water and lying down for half an hour. Often, the contractions will gradually decrease in frequency.)


• A dull ache or sharp pain in your lower back.


• Menstrual-like cramps, possibly with gas pains or diarrhea.


• Pressure in your pelvis.


• An increased or changed vaginal discharge. A blood-tinged discharge could mean the loss of the mucus plug that’s like a stopper for the uterus. A greater than usual leakage of clear fluid could be your water breaking.


If you think you have any of these symptoms or have any doubt, do not hesitate to call your doctor. Don’t worry about being a pest. First of all, the people who worry about being pests rarely are. Also, you have obligations: to your doctor, who can’t be with you all the time and who counts on you to call with your concerns, and to your baby, whose well-being is at stake and counts on you to represent him!





If your doctor does suspect that you’re having real preterm labor, here’s what you can expect. Most likely you will be sent to the hospital, the safest place to be in case you do deliver. There your contractions will be monitored, and so will your baby’s heartbeat, to make sure he is not sick or in distress. While your doctor tries to determine whether a treatable problem like dehydration or infection is causing your contractions, you’ll be put on bed rest and given intravenous fluids (to enhance the flow of blood to your uterus). About half the time, if you don’t also have bleeding and your water hasn’t broken, fluids and bed rest alone will be enough to stop it.
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What Is Home Monitoring?


To detect preterm labor in women at high risk, an obstetrician will sometimes prescribe home uterine activity monitoring (HUAM). This involves two things: a device you strap over your belly to record your uterine contractions and a daily phone call from a nurse. You use the monitor for an hour twice a day; the nurse retrieves a record of your contractions by computer, examines it, and asks you whether you are having any other signs of labor. Depending on your symptoms and the number of contractions you have, the nurse can decide to contact your doctor or send you to the office, hospital, or emergency room to be evaluated. You also have access to a toll-free information line staffed by nurses seven days a week, 24 hours a day, so you can ask questions and get advice.


Whether home uterine monitoring works is controversial. Some studies found that it was effective in detecting labor at an early stage and prolonging pregnancy, whereas others found that it merely increased visits to doctors and hospitalizations without reducing premature birth.


Doctors who don’t believe in home monitoring point out that the relationship between the frequency of uterine contractions and preterm delivery isn’t straightforward. Some women have so-called “irritable” uteruses, meaning they contract a lot even though they’re not in labor. And even if preterm labor is detected, it may not be possible to stop it. These doctors feel that home monitoring causes false alarms and anxiety without any better results than good, careful prenatal care.


On the other hand, believers in home monitoring argue that when it is done correctly—with the right equipment and only for women at high risk of delivering early, such as those who have had a previous episode of preterm labor or are carrying twins or triplets—it can help detect labor almost as soon as it starts, when anti-labor drugs are most effective. It’s also possible that the daily personal involvement of a nurse who can reassure and guide an expectant mother and answer her questions—an integral part of HUAM—is as useful in preventing prematurity as the monitoring technology itself.


An expert review of the research on home monitoring is expected soon and will help doctors come to a consensus. In the meantime, in the absence of conclusive evidence that it works, some insurance companies will not pay for it. So if your obstetrician prescribes HUAM, be sure to inquire about the cost. If you really want to try it and your physician doesn’t recommend it—or vice versa—be sure to ask lots of questions and don’t be afraid to press your case. There’s professional support on both sides. Whatever makes you feel more secure and in control of your pregnancy could be helpful.





Let’s say that bed rest and fluids don’t do the trick, and you and your baby are doing well otherwise. Then your doctor will probably prescribe anti-labor drugs (which in medical parlance are called tocolytics) to relax your uterus and halt the contractions. If she doesn’t, it may be that you haven’t reached 20 weeks of gestation yet (because medication is unlikely to work long enough for your fetus to mature to the point when he could survive outside the womb), or that you’ve already reached 34 weeks of gestation (since preemies this old do very well, even if they enter the world a little early), or an amniotic fluid test has indicated that your baby’s lungs are already mature (meaning that he’ll probably avoid the serious complications of a preterm birth and the risks of anti-labor treatment therefore aren’t worth taking). Your doctor also won’t try to stop your labor if she thinks delivery now is safer for you or your baby.


There are several types of drugs a doctor can choose from. They work differently but all have the same effect of decreasing uterine contractions. Magnesium sulfate is the first choice of some obstetricians, especially when it’s early in pregnancy, because some studies have shown that very young preemies whose mothers got magnesium had the best neurological outcomes. Magnesium is given intravenously. A downside is that it may not work as well as some other tocolytics, and many women feel horrendous while they’re on it, with nausea, hot flashes, headaches, or weakness. There are also a few potentially dangerous complications your doctor will watch out for, such as breathing problems or low blood pressure, but they are rare. Babies whose mothers get high doses of magnesium are sometimes born a little floppy and lethargic, possibly even to the point of not breathing regularly or being able to eat, but don’t worry. This problem will completely disappear in a day or two, and your baby’s doctor will support him until it goes away.


Popular in the past but less commonly used now, in part because of their frequent unpleasant side effects, are terbutaline, ritodrine, and other so-called beta-mimetic drugs, which can be administered by injections, pills, or a tiny pump implanted under the skin. Some women tolerate them well, while others feel jittery or have heart palpitations, nausea, headaches, or muscle cramps. Women who have high blood pressure, heart disease, diabetes, or hyperthyroidism are more apt to have dangerous complications, so doctors generally don’t prescribe these kinds of drugs for them.


Two other types of tocolytics are used more often these days: anti-inflammatory medications (such as indomethacin, which is similar to Motrin or Advil) and calcium channel blockers (such as nifedipine). Both can be given as pills or intravenously. One recent study found that anti-inflammatory medications were the most effective type of anti-labor drug, with very few side effects for pregnant women. But because they can cause some problems for the fetus if a mother takes them for too long, most doctors use them carefully and only briefly. Calcium channel blockers can cause low blood pressure and a fast heart rate, but fortunately these side effects are rarely severe enough to be dangerous.


As you can see, each of these medications—and any others that your obstetrician might use—has its own advantages and disadvantages; you can ask your doctor how she’s deciding which one is best for you.


No matter how stiff an upper lip you keep, if you’re lying in a hospital bed having to endure uncomfortable side effects from anti-labor medicine, you may well ask: Is it worth it? Most of the time the answer is, absolutely! These medications are usually given for 48 hours or less and can often put a quick stop to preterm labor that isn’t far along. Even if your labor returns as soon as the anti-labor drugs are stopped, the couple of days gained can be long enough to allow you to get a course of prenatal steroids (see page 34), which can boost your preemie’s maturity and give him the best chance of doing well after he’s born. That alone can be a major benefit. Or better yet, you may be one of the many mothers for whom pre-term labor passes, the medication is stopped, and your uterus is quiet and calm again. Sometimes the doctors never learn why preterm labor came and went—whether it was an infection that flared up fleetingly, dehydration, or some other cause.


It’s hard to predict what will happen in the rest of your pregnancy after you’ve had an episode of preterm labor. Many women end up bringing their pregnancy happily to term without any more problems. For others, preterm labor returns in a few days or at some later date. Some doctors try to prevent a recurrence by having their patients continue taking anti-labor drugs for weeks or months at home. Most studies, though, have found that long-term tocolytic therapy doesn’t help delay delivery.


If your preterm labor does start again, your doctor will readmit you to the hospital and reassess whether it is safe for you and your baby for the pregnancy to continue. If she thinks it is, she will try again to stop your contractions—and although you’ll feel that you are back where you started, your pregnancy will be further along, your baby bigger, and a new treatment starting that may give you yet more precious time.


But there are times, upsetting as it is, when delivery is the better course. Doctors believe that the fetus often participates in the “decision” to initiate labor—and that the decision can be a wise one. For example, if your labor is due to an infection that has reached the amniotic sac, it’s probably safer for your baby to get out of the womb before he gets infected, too. A healthy preemie tends to do better than a sick preemie, even if he’s born a few weeks earlier. Similarly, if preterm labor is accompanied by vaginal bleeding and fetal distress, you may have a placental abruption and your baby may not be getting enough blood flow.


So if your doctor can’t stop your preterm labor, consider that your baby’s rush to come into the world can be a self-protective move. Try to trust that when Mother Nature can’t be overruled, she may be doing what’s best, even if the outcome isn’t what you would choose.


Cerclage


My last baby was born too early, and before that I had several miscarriages. Now I’m pregnant again and my doctor thinks a cerclage will help. What is it, and what will it do?


A cerclage is a minor surgical procedure, done by an obstetrician, in which the cervix—the opening at the base of your uterus through which your baby emerges—is temporarily sewn shut. Obstetricians recommend a cerclage when they conclude that a woman has a weak or, as doctors say, “insufficient” cervix. (You may also hear the old expression “incompetent cervix,” which thankfully has largely been abandoned. As though a woman’s cervix should get a performance rating!) This means that instead of staying tightly closed until labor begins the cervix tends to open earlier during pregnancy.


If your doctor says you have cervical insufficiency, it means not only that your cervix opened too early in your previous pregnancy but that it did so painlessly and without any driving force like an infection or preterm labor, which can cause even a perfectly “sufficient” cervix to loosen and open up. The reason an open cervix is a problem is that the membranes of the baby’s amniotic sac are then exposed to bacteria and other substances in the vagina, which make them more likely to become infected or rupture, leading to a miscarriage or a preterm birth. If you have an insufficient cervix, it can be a relief to hear that a cerclage might help prolong your pregnancy until your baby, even if he’s born before term, has a good chance of being fine.


Now you may be wondering why your cervix is insufficient. A common cause is an injury from a past obstetric or gynecological procedure. For example, any surgery on your cervix, tearing during a difficult vaginal delivery, or second trimester abortion you’ve had could have caused insufficiency. But often the reason remains unknown. Some experts suspect that there simply may be natural differences in how soft, loose, or long the cervix is (just like natural differences in hair color or texture), making a woman’s cervix more or less resistant to pressure from the amniotic fluid and growing fetus.


While it can be hard to accept that your obstetrician didn’t predict and prevent your last baby’s early birth, the frustrating fact is that in most cases doctors can’t diagnose cervical insufficiency in advance. Like you, most women are found to have a weak cervix only after it has already opened too early. Actually, even in hindsight cervical insufficiency can be difficult to diagnose; for example, a pregnant woman may have had silent preterm labor contractions or an infection that caused her cervix to open early without being aware of them.


And it’s equally difficult to predict whether cervical insufficiency will happen again; just because you had it in one pregnancy doesn’t mean you’ll have it in another. As a result, it can be a hard call whether to put in a cerclage. So even with the best medical care, cerclages are given to some women who don’t really need them and are not given to all women who do.


The good news is that for women who have had three or more miscarriages or premature deliveries, a cerclage almost always works: Nearly 90 percent of the time, it helps extend pregnancy to 34 weeks or longer, when most babies do very well. But when the diagnosis of cervical insufficiency is less certain, a cerclage may not be such a good idea. Research suggests that in women with just one or two losses, a cerclage may hurt more than it helps, causing complications (most commonly, injury to the cervix, infection, an increase in contractions because the stitches irritate the uterus, or premature rupture of the membranes) without lengthening the pregnancy.
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In a cerlage, sutures are sewn around the cervix to hold it closed.


Most doctors think the best time to do a cerclage is early in pregnancy when the cervix is still closed. They worry that if the procedure is done later, after the cervix has opened or an infection has set in, bacteria could be carried into the uterus or the obstetrician might damage the exposed membranes of the amniotic sac. Doctors also want to be sure not to wait until a woman has already gone into labor, when doing a cerclage would be too risky and no longer helpful.
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How a Cerclage Is Performed and Removed


There are two kinds of cerclage procedures. Your doctor will recommend the one that is right for you:


Transvaginal cerclage (through the vagina)


This is the most common procedure, with different variations depending on where on the cervix the cerclage is placed (toward the end or in the middle) and what kinds of stitches are used. In most cases, a transvaginal cerclage is a quick, safe procedure that allows a woman to be in and out of the hospital within a few hours. First you’ll be given anesthesia (usually spinal) and light sedation. Then your obstetrician will reach through your vagina and sew several stitches around your cervix in a circle (in French, cercle), pulling them tight and knotting them to seal it shut.


If the cerclage is performed before your cervix has begun to open, other than relaxing for a day or two after the procedure, you probably won’t be advised to do anything differently. If your cervix has already begun to open and your membranes are exposed, you may be given antibiotics and told to reduce your activity or remain in bed. You may also be advised not to have sexual intercourse in order to avoid stimulating the cervix and to reduce the risk of infection, which is higher than normal with a cerclage in place. (Instructions will vary, depending on your personal situation and your obstetrician.) Periodically, your obstetrician will examine you to look for any changes in your cervix and any signs of infection.


The cerclage will be removed in your doctor’s office before you deliver your baby, generally at around 37 weeks. If you go into labor or develop an infection before then, the cerclage will be taken out earlier in the hospital.


Transabdominal cerclage (through the abdomen)


This is a more demanding type of surgery, requiring a longer hospitalization, and is usually performed only if a transvaginal cerclage hasn’t worked or can’t be done (in women who have serious cervical malformations, for example). It allows the obstetrician to place the stitches very high on the cervix where the tissue is stronger and to close it tighter. This surgery may be performed laparoscopically (through tiny incisions, the surgeon maneuvers surgical instruments from the outside, with the help of a video camera), shortening the recovery time and leaving just tiny scars.


A transabdominal cerclage can be placed even before you conceive or up to 14 weeks of pregnancy. Just as with a transvaginal cerclage, most women are advised to reduce their activity for a while and to abstain from sexual intercourse. You will be checked regularly for any signs of infection or cervical changes.


After a transabdominal cerclage, delivery is almost always performed by C-section because the cervix can’t be reopened by removing the stitches through the vagina. After delivery, the cerclage is usually left in place, where it will do its good work during another pregnancy if you have one or will just become an invisible part of you.





But some doctors think that if a woman’s risk of cervical insufficiency isn’t too great—if she’s had just one or possibly two preemies, for instance—it’s wiser to adopt a wait-and-see approach. They carefully monitor her cervix with frequent ultrasound exams, which can pick up shortening and thinning of the inner part of the cervix—signs that it might be getting ready to open. Only when these changes, or a little dilation, take place do they give her a cerclage. Even though ultrasound testing, like most medical tests, is still not 100 percent reliable and small amounts of cervical dilation don’t necessarily lead to preterm birth, it’s a way to avoid unnecessary cerclages and their complications. Some small studies suggest that the wait-and-see approach is safe and works well, but the good results need to be confirmed by larger studies before anyone can say for sure.


What probably matters most to you now is to bring your baby closer to term. You can feel hopeful that a cerclage may help you reach that crucial goal.


Bleeding During Pregnancy


I’ve had some vaginal bleeding during my pregnancy. Am I at risk for a premature delivery?


Not necessarily. Vaginal bleeding during pregnancy is much more common than you might think: up to one in four expectant mothers have some. While it’s definitely scary, bleeding can be harmless and have no consequences. For instance, if you’ve had just a single episode of light spotting during the second trimester and your placenta looks normal on an ultrasound, you have no greater risk of a preterm birth than usual. On the other hand, if your bleeding initially occurred during the first trimester, you’ve had several episodes, or your bleeding was heavy, your chance of Blood delivering at less than 34 weeks of gestation is higher. Interestingly, African-American women may be an exception to this rule. In a large study, even when they had the more severe kind of bleeding episodes, they didn’t have more preterm deliveries; only white women did. So if you’re African-American, you can feel more reassured.
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Normal placenta.
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Placental abruption: a part of the placenta detaches from the wall of the uterus.
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Placenta previa: the placenta covers the cervix.


Adapted with permission from Planning for Pregnancy, Birth & Beyond, 2nd ed. Washington, DC, © ACOG (American College of Obstetricians and Gynecologists) 1995


Often the reason for bleeding is a mystery; about half of the time, doctors never discover one. But your obstetrician will probably want to do an ultrasound to check for two common causes of bleeding: placental abruption and placenta previa. Both of these conditions can be harmful to the mother if she loses a lot of blood, and anything that interferes with good functioning of the placenta (which provides the fetus with oxygen and nutrients) can interfere with a baby’s development. If the danger becomes too great, the doctor will recommend delivering the baby early.


The most common symptom of placental abruption that you would notice, besides vaginal bleeding is abdominal or back pain. Placental abruption means that part of the placenta has detached from the wall of the uterus. When that happens, the detached part can no longer get oxygen and nutrients from the mother’s blood. If the area of abruption is small and the rest of the placenta is working well, everything should be fine: It won’t make much difference for the growth and well-being of your baby, and your pregnancy can continue. But if the area of abruption is large, it can be dangerous, seriously disturbing the blood and oxygen supply to your baby and sometimes requiring an emergency preterm delivery. Ultrasound and other tests of fetal well-being can usually assess how extensive the problem is.


Placenta previa means that the placenta partly or completely covers the cervix, so that when your cervix dilates or your baby pushes against the placenta during labor, it can tear and bleed. Bleeding may also occur as pregnancy advances and the lower part of the uterus stretches. The usual reason for a premature delivery for a placenta previa is to prevent a serious maternal hemorrhage, which is dangerous for both mother and baby.


If you’ve been diagnosed with a placental abruption or placenta previa, depending on its seriousness, you may be placed under close medical observation or hospitalized. The aim is to give your baby a chance to stay in the womb as long as it is safe for him and for you. Your doctors will want to prolong your pregnancy as long as possible but also need to be ready to intervene with an elective delivery if the risks suddenly increase. (You can read more about elective delivery on page 32.) Thankfully, there are good ways to evaluate a fetus’s well-being in the womb, giving your doctors the best chance to guide you and your baby safely through the dangers of a placental condition.


Hidden Infections and Preterm Birth


Do I really need to take medicine for an infection that doesn’t bother me? If it isn’t causing me any problems, how dangerous to my pregnancy could it be?


When you’re feeling fine, it’s natural to think that you are fine. But in this case, if your doctor is suggesting treatment it’s really important to listen. There’s a growing understanding that low-grade, often asymptomatic infections may play a significant role in preterm birth.


It has long been known that some infections during pregnancy can cause a premature delivery. The reason is that a mother’s immune system responds by producing substances that can trigger changes in her uterus, cervix, and amniotic membranes that lead to preterm labor. An infection in the womb is doubly dangerous because it can reach the fetus, in some cases disrupting his development or causing him to be ill at birth. And there is some evidence, though it’s not conclusive, that chorioamnionitis—an infection of the amniotic sac—may increase a preemie’s risk for developing some serious complications after birth, such as chronic lung disease or certain kinds of brain injury.


But obvious infections don’t occur very often, certainly not frequently enough to explain why the membranes of the amniotic sac are found to be infected at delivery in up to one-half of all pre-term births and up to 80 percent of births before 30 weeks of gestation. Of course, simply finding an infection at the time of delivery doesn’t tell you whether it came before, and maybe caused, pre-term labor or whether it came afterward. (During labor, when the cervix opens and the membranes of the amniotic sac rupture, some natural barriers to infection are removed.) But an abundance of data indicates that hidden infections in expectant mothers’ genital and urinary tracts are a major cause of premature birth. For example, bacteria in the urine are more common during pregnancy than usual, often without the symptoms of burning, itching, or fever that make an infection apparent. Many studies have now shown that the risk of delivering prematurely is much lower if pregnant women with asymptomatic urinary tract infections are treated with antibiotics.


Another well-known culprit for causing pre-term delivery is group B strep. This strain of bacteria lives peacefully in many women’s vaginas, but during pregnancy it can be dangerous. If it climbs up to the cervix and into the womb, it can cause preterm labor, premature rupture of membranes, infection in the mother’s uterus before or after delivery, and severe illness in the baby. (If you go into preterm labor and your obstetrician hasn’t screened you for group B strep, you’ll probably be treated with intravenous antibiotics just in case you have it. Fortunately, even a single dose of a penicillin-type antibiotic while you’re in labor can protect your baby.)


More recently, researchers fingered a hidden infection called bacterial vaginosis, or BV, caused by an overgrowth of some common bacteria that normally live in the vagina. It is silently present in about 10 percent of white women and about 25 percent of African-American women; only a few get symptoms, such as pain and whitish vaginal discharge. BV is not a sexually transmitted disease, although women who become sexually active at an early age are more prone to it, as are those who douche (douching can destroy the useful bacteria of the vagina, which help to keep other bacteria under control). Doctors believe that bacterial vaginosis can almost double some women’s risk of delivering prematurely.


BV is easy to diagnose (your doctor painlessly swabs your vagina with something like a Q-tip), and it can be effectively treated with oral antibiotics or a vaginal antibiotic cream. The dilemma is deciding who should be treated. Several studies have shown that treating BV in women who had a previous unexplained preterm birth can lower their risk for another preterm delivery by up to 70 percent. But in women who haven’t delivered prematurely before, it’s not clear that having BV is harmful or that treating it will help. That may be because it doesn’t often lead to a uterine infection, and there’s even a small chance that treating it could hurt: Any time you take antibiotics, there’s a slight risk of an allergic reaction or of developing an overgrowth of other bacteria that may be hard to treat. Some researchers even question whether in some cases antibiotics not only kill the bacteria causing BV but also enhance the inflammatory response, triggering preterm labor instead of preventing it. You can talk to your obstetrician about the pros and cons in your case.


Believe it or not, another hidden infection that can cause prematurity is gum disease. So don’t be surprised if your obstetrician tells you to floss—to prevent prematurity as well as cavities! If you’ve been diagnosed with gum disease, you should be treated by a dentist with deep cleaning as soon as possible.


There are several other infections that can cause serious illness in a fetus and occasionally lead to preterm birth but are sometimes so mild that a mother doesn’t realize she has them. It will be your doctor’s responsibility to decide if you need to be treated for any of these. Most obstetricians screen for sexually transmitted diseases, such as syphilis, gonorrhea, and HIV, and for such viruses as hepatitis B and rubella (German measles). Depending on your situation and exposures, your doctor may also add tests for herpes, cytomegalovirus, or other infections that can harm a baby without his mother always being aware of them.


For many of these infections, prevention is the key: You’ll be advised by your doctor to practice safe sex, to avoid douching, not to eat raw or undercooked meat, fish, or shellfish, and not to touch dirty kitty litter (a great excuse to let your partner do that job!). You should try to stay away from anyone who’s sick with something contagious. If you have Lyme disease in your area, try to follow the precautions you already know even more carefully. Before your next pregnancy, if you haven’t had rubella, mumps, or chicken pox, you should get vaccinated against them. (These vaccines usually aren’t given to women who are already pregnant, for fear they could harm the fetus.)


If you had a preterm birth in the past, it may be tempting, but painful and probably useless, to go back and torture yourself about an undiscovered, hidden infection that may have been to blame for what happened. Even if you or your baby had signs of infection after delivery, there’s no way to tell, in retrospect, whether it was a cause or a consequence of your preterm labor.


It is also impossible to know what would have happened if you had been diagnosed with an infection and treated with antibiotics during your pregnancy—everything, or nothing, might have changed. Right now, if you can, try to focus on the present and future. Doctors are constantly learning more about the links between infection and inflammation and premature birth. Hopefully, this will soon lead to better tests and treatment. You and your baby might be among the first to benefit from them.


If Your Water Breaks


My water broke. Have we lost the battle?


Not necessarily. It’s true that you may have to be in the hospital for a while, and it’s likely that you’ll deliver prematurely. But pregnancies often go on for some time after premature rupture of membranes (the medical term for water breaking), and it’s quite possible that your baby will gain some additional, very valuable time in the womb.


It’s understandable that you would feel scared. There’s something about the rush of fluid out of the womb that creates a feeling of great helplessness: There’s nothing you can do to stop it while it happens, and nothing you can do to put it back. All you can do is wait and hope. One thing you should not do is blame yourself or your partner for what happened. We’ve known mothers who believed they brought it on by getting up from bed rest and fathers who thought they were to blame for not carrying that last bag of groceries. In fact, nothing so simple has been found to be the cause of premature rupture of membranes.


Researchers don’t have a full understanding of why some women’s water breaks early, but most believe it’s the culmination of a long-term process in which many medical factors combine. Women who smoke are at increased risk, as are women who have had bleeding during the pregnancy, and those whose water broke before they went into labor in a previous pregnancy (at term or before). Uterine contractions, too much amniotic fluid, pressure and stretch from the baby’s growth, or the presence of more than one baby can all cause the membranes to weaken. Certain nutritional deficiencies and previous surgery on the cervix may play a role. Experts suspect that infections (some without any symptoms) are often important factors, with bacteria from a mother’s genital tract climbing up through the cervix and irritating the membranes. New research suggests that genetic differences may be a key part of the story, such as in the way a woman’s immune system responds to psychological or physical stress or to the presence of bacteria or viruses in her body. Although it has been suspected that sexual intercourse might contribute to early rupture of membranes, studies have produced no clear evidence of that.


The first thing your doctor will want to do is to test the fluid that leaked out to confirm that it was indeed amniotic fluid, rather than urine or vaginal secretions. Usually when membranes rupture, there’s a large gush of fluid, followed by a continuing trickle. In a few cases, though, women have some less dramatic dripping that goes on for a while. Once the doctor establishes that your water did break, he’ll decide whether to deliver your baby right away or wait.


Why shouldn’t every pregnancy go on as long as possible? Because after membranes rupture, there are some real risks:


• Infection. The membranes that surround your baby act as a barrier to the bacteria that normally live in the vagina. When the membranes are broken, the bacteria can swim up into the uterus, infecting the mother and possibly the baby as well. A mother’s infection can almost always be effectively treated, but for a fetus or newborn, an infection can be life-threatening or cause long-term health and developmental problems. A premature baby who is born a little younger but not infected is often better off than an older preemie who is.


Fortunately, fewer than 20 percent of fetuses become infected after premature rupture of membranes, and usually not until after their mothers have had symptoms themselves, like fever or abdominal pain. So your obstetrician may not feel that it’s necessary to deliver your baby unless you or your baby show signs of infection.


• Inadequate growth of a fetus’s lungs. Called pulmonary hypoplasia, its causes aren’t fully known, but it is thought to occur because without much amniotic fluid, the uterus presses tightly against the fetus and prevents the lungs from expanding well. Lung expansion is one of the signals that prompts a fetus’s lungs to grow and develop. (It’s one reason fetuses in the womb practice breathing movements.) There may also be growth hormones in amniotic fluid that are no longer getting into the fetus’s lungs. No matter how old a baby is at birth, if her lungs are too small, it will be difficult or impossible for her to breathe.


The risk that a baby’s lungs won’t grow large enough for her to survive outside the womb is greatest when a mother’s water breaks early in the second trimester of pregnancy. Most babies whose mother’s water breaks after 26 weeks of gestation are fine. The outlook is also better the more amniotic fluid remains in the womb.


• A greater risk that the umbilical cord could slip into a dangerous position. This could cut off some oxygen and blood flow to the fetus.


• A baby’s movements can be constrained. With little amniotic fluid to expand it, the uterus may press tightly against a fetus, constraining her movements. Lack of movement could cause her joints to become stiff and contracted, so that she can’t bend fully or straighten some of them. Over time, these contractures may resolve, sometimes with the help of orthopedics or physical therapy.


You can see that these risks have to be balanced against the risks of your baby’s prematurity, to come up with the right timing for delivery. In some situations, the decision is easy: As soon as there are obvious signs of infection or fetal distress, your baby will be delivered immediately. Before 32 to 34 weeks of gestation, in the absence of infection or fetal distress, most obstetricians believe that the risks of prematurity outweigh the risks of continuing the pregnancy. Most believe that the reverse is true after 34 weeks, when most preemies are nearly as mature, if not as hefty, as full-termers.


So how long can you expect your pregnancy to last? There’s nothing more frustrating for parents to hear, but it is impossible to predict what nature will do in any individual case. Occasionally you’re lucky and the best possible outcome occurs: Your membranes reseal within a few days and amniotic fluid builds up again around your baby. No one knows why this sometimes happens, but when it does, the pregnancy can go on with nearly the same risks and benefits as if the membranes had never ruptured in the first place. Sometimes the membranes partially reseal, leaving the door still open to infection but providing the important advantage of an adequate amount of amniotic fluid around the fetus.


A majority of women give birth within a week after their water breaks. But if labor doesn’t occur within several days, your pregnancy has a good chance of lasting considerably longer. About 15 percent to 20 percent of women go four weeks or more before delivering.


Between now and delivery, you will most likely be kept in the hospital, where you and your baby can be monitored carefully, and taken care of if delivery occurs very quickly after labor starts. You will probably be kept on bed rest, partly to cut down on the amount of amniotic fluid that leaks out. Don’t be alarmed, though, if no matter what position you’re in there is some continued leakage. Unless your membranes reseal, it’s normal and unavoidable. Bed rest can also improve blood flow to the baby, which may help produce more amniotic fluid, and can lower the chance of the umbilical cord’s falling into a dangerous position through the cervix. A few doctors occasionally use a technique called amnioinfusion (infusing fluid into the womb with a catheter), particularly to help a fetus tolerate labor, but the fluid tends to leak out so quickly that it can’t help with lung growth unless it is done repeatedly.


You will probably be given antibiotics to treat any infections you may have and to prevent them in your baby. Antibiotics given after preterm rupture of membranes have been found to lengthen pregnancies and to give preemies a health advantage after birth. You may be given a course of steroids (see page 34) to speed up your baby’s maturation. You probably will not get anti-labor medications, which have not been proven to lengthen pregnancies after a woman’s water breaks and may mask signs of infection. You will need to abstain from sexual intercourse, which could introduce infection or bring on preterm labor. A cerclage increases the risk of infection, so if you have one, your doctor will consider whether or not to remove it.


To monitor for infection and fetal distress, your temperature and your baby’s heartbeat will be checked several times a day. Your doctor may suggest an amniocentesis (taking a tiny bit of amniotic fluid out with a needle) if there’s enough fluid to do it safely. The fluid can be checked for infection and can show how mature your baby’s lungs are. You will probably get an ultrasound every few days to observe your baby’s breathing, heartbeat, and body movements as well as to measure the amount of amniotic fluid.


One thing of which you can be sure: This period, when you have so little ability to predict or control the future, is going to be difficult for you and your partner. Try to keep your mind calm and optimistic, perhaps with the help of stress-relief strategies, such as guided imagery, breathing techniques, meditation, or (if your doctor OK’s it) massage. Live in the present, taking a day at a time, because every day you gain in your pregnancy is valuable.


When a Baby Needs to Be Delivered Early


My doctor says my baby isn’t doing well in the womb and that he may decide to deliver him early. How does he know when the right time has come?


Few things are harder for an expectant mother than hearing that your baby would be better off being born prematurely than spending more time in your womb. Along with worrying about your baby’s health and your own, you may feel inadequate, or betrayed by your own body. At a time when you should have been cheered by the tumbling presence of your baby inside you, instead you’re undergoing checkups and tests, observing him with trepidation and alarm.


It may help you to know that you’re far from alone in this difficult experience. Elective preterm deliveries—done early for medical reasons—bring nearly one-quarter of all preemies into the world. The most common reason for an elective preterm delivery is preeclampsia (see page 14), which is usually done primarily to protect the health of the mother. But preeclampsia and many other maternal medical conditions can also adversely affect the health of a fetus. Sometimes, even when a mother is well, her uterus may not be the best environment for her baby.


These are the major reasons that an obstetrician might decide that the time has come—sooner than expected—when your baby would do better outside the womb:


• His growth has become very poor. If a baby isn’t growing well in the womb, he may not be getting enough nutrients and oxygen, which can affect his long-term development. If your baby’s growth is already slow, and slows down even further or stops altogether, most obstetricians would decide that it’s time to deliver him.


• He has signs of fetal distress. Fetal distress is a signal that a baby’s supply of blood or oxygen is inadequate. It can be caused by problems with the placenta or by anemia, infection, or a severe illness of the mother or baby. Doctors recognize fetal distress when a baby moves a lot less, is unresponsive to stimulation, or has an abnormal heart rate, or when there is an abnormally low level of amniotic fluid. Obstetricians usually decide to deliver a baby urgently if there is fetal distress, because it usually means that conditions in the womb are dangerous enough to jeopardize your baby’s life or health right now.


• Congenital conditions. Babies with congenital conditions may sometimes do better if they get prompt medical or surgical treatment. If so, your doctor may opt for an elective preterm delivery.


• A mother’s health is seriously at risk. Complications of pregnancy, like preeclampsia, placenta previa, and placental abruption, can be not only harmful to the baby but truly life-threatening to the mother. Other illnesses, such as heart disease, can worsen during pregnancy, compromising both fetal and maternal health and requiring an early delivery.
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If Your Water Breaks Before Your Baby Has Reached Viability


Sometimes, a woman’s water breaks very early, before the baby would be ready to survive if she were born. If this happens to you before around 22 weeks of gestation, your doctor may present you with an excruciating decision. He may ask whether you want to try to go on with the pregnancy or think it would be better to go through with delivery immediately. Choosing delivery now means that you know your baby will not survive. Choosing to go on means that you are willing to accept the risks that your baby may not thrive in the environment she’s in, even if the pregnancy lasts much longer. Many babies who are born after extremely early rupture of membranes have poor outcomes, dying shortly after delivery, or suffering from short-term or long-term health problems or lasting disabilities.


Don’t hesitate to ask your doctor for his recommendation and for all of the information you need, such as: What gestational age range your baby is likely to reach by the time she is born, what the outcomes are like for babies in her situation (how great her chances of survival and living a healthy and normal life will be), and how much intensive medical care she is likely to need. When you read about general outcome statistics for babies born at various gestational ages on pages 55–59, keep in mind that your baby is facing additional hurdles, such as lung hypoplasia (see page 30), which can make her situation worse.


After weighing the facts along with their deep feelings and beliefs, some parents conclude that the decision to deliver now, although incredibly painful, is the right one for them and their baby, given the risks ahead. Others want to try for more time. Either choice can be the right one for you and your family.





Your doctors will assess how your baby is doing in the womb using one or more of the tests described in Checking on a Baby’s Well-Being Before He Is Born (page 42). To decide whether he would be better off if he were born now and cared for in a newborn intensive care unit, they’ll take into account your baby’s gestational age and size (crucial elements affecting how he will do after birth) and weigh the risks he’ll face if he’s born prematurely against the risks he faces by staying inside the womb. If your baby is still very immature and small, your doctor probably won’t recommend delivering him unless he or you are facing life-threatening dangers. As he gets older, the risks of prematurity lessen.


You should know that there’s always a good deal of guesswork in a decision like this. Unless you’re past 34 weeks, when most of the major hurdles of prematurity are behind your baby, there’s hardly ever a definitive “right” time for an elective premature delivery. Doctors usually discuss with parents the pros and cons of an elective preterm delivery and try hard, using the tools and experience they have, to make the right choice.


Baby’s Fighting Spirit


My baby kicks a lot. Does that mean he is a fighter?


Some fetuses, with a constant stream of left hooks and right jabs, give their mothers the distinct impression that they have a future as heavyweight boxers. Others seem a lot more relaxed, moving more softly and fluidly, or, it sometimes seems, not that much at all.


There’s no doubt that different fetuses have different movement patterns, but nobody knows whether they foretell who will be “fighters,” those able to face down the challenges and hurdles of prematurity with particular vigor. First of all, strong children (physically and emotionally) come in many different packages: strong, silent types; feisty, impish types; or assertively physical types. In addition, at this point researchers don’t even know whether movement patterns established in the womb persist into infancy and childhood. Plenty of parents are surprised to see their in utero prizefighter turn into an easy, calm baby—and vice versa. Many factors can affect fetal movements, including a mother’s diet, mood, and activity level (when mothers are busier, they tend to concentrate less on their babies’ movements and think they’re moving less, even when they’re not), the time of day (fetuses sleep sometimes, too), and the stage of pregnancy (as fetuses grow and have less room to move around, their movements tend to involve more wriggles and fewer kicks), along with the baby’s own physical strength and temperament.


It’s safe to say that whatever is going on in your belly now, you will be amazed by your tiny baby’s spunk and spirit. Almost all parents of preemies are. In the nursery, you see one fighter after another after another. To adults, it is inspiring. To babies, it just comes naturally.


Steroids


My doctor is giving me a medication to make my baby’s lungs mature more quickly, because she may be born any day now. How much difference will it make?


You’ve probably been told that every extra week, in fact every extra day, in the womb is valuable, allowing your baby’s organs to mature just that much more so they’ll have a better chance of functioning well when the moment comes that she enters the world. Luckily, we live in an era when modern medicine can sometimes fill in for nature, at least partially, when nature isn’t cooperating. Studies show that when a mother takes steroids before delivery, her premature baby’s lungs and other organs mature faster, giving them the equivalent of about a week’s longer stay in the womb. The benefits of taking steroids are so great in reducing some major complications of prematurity and increasing the odds of survival that the National Institutes of Health recommends them for every expectant woman between 24 and 34 weeks of gestation who is at risk of giving birth within seven days.


Steroids are hormones that everyone’s body produces, especially during periods of stress. These hormones surge naturally in pregnant women just before delivery, speeding up maturation of the fetus’s organ systems—a kind of developmental boost just before they have to function independently.


Getting steroids can be incredibly valuable to a preemie. One of the most common illnesses in the intensive care nursery is respiratory distress syndrome, or RDS, which arises from lung immaturity. A baby with RDS is dependent on a ventilator or other breathing assistance and is at risk for other potentially serious complications until her lungs are able to breathe well on their own. The risk that a newborn will have RDS drops lower and lower with increased gestational age at birth. While virtually all preemies born before 26 weeks of gestation have to deal with respiratory distress syndrome, only about a quarter of 30- to 34-weekers, with their more mature lungs, do. (If you want to know more about RDS, see page 109.)
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Are There Medications Other than Steroids You Can Take to Help Your Baby?


Researchers are always on the lookout for medications that a mother can take before a premature birth to help her baby mature faster or to prevent some of the complications of prematurity. Various drugs have been studied because they looked promising. Now there’s one, in addition to steroids, that has been proven effective.


Doctors have found that giving magnesium sulfate (a medication prescribed for preeclampsia and preterm labor) to expectant mothers also helps to prevent cerebral palsy in their preemies. In one large study, it cut the risk of cerebral palsy in half. Since this disorder, in which a child has trouble controlling his muscle movements, is one of the most serious complications of prematurity, there’s reason to rejoice at this news. Many doctors think magnesium sulfate will soon be given to most women who are likely to deliver before about 28 weeks of gestation. (Even if their mothers don’t get magnesium, fewer than 3 percent to 4 percent of preemies will develop cerebral palsy, but these youngest babies are most at risk.)


It’s not yet known how magnesium sulfate works to prevent cerebral palsy, although it is known to be important for the normal functioning of cells throughout the body. It may help by maintaining good blood circulation in the baby’s brain and keeping harmful molecules at bay.


If you’re going to be given magnesium sulfate, there are a couple of other things you may want to know. The medication may be unpleasant for you—it can cause nausea, sweating, and palpitations—but most mothers consider these side effects worth it in light of the possible benefit for their babies. Also, since it acts like a sedative and relaxes muscles, your preemie may be born floppy and possibly not breathing deeply, but this side effect wears off soon, usually within a day or two. (Don’t worry—your baby’s doctors can give her any help she needs in the meantime.)


As for other medications, there’s been speculation that phenobarbital and vitamin K, given to a mother before delivery, might reduce the risk of bleeding and damage in her premature infant’s brain. But the evidence isn’t there. Other possibilities have been investigated and will continue to be, with the hope that one day, some will be successful.





When steroids are given before delivery, the rate of RDS in newborn preemies between the ages of 28 weeks and 34 weeks of gestation is cut in half. For infants born before 28 weeks, the incidence of RDS doesn’t seem to be reduced but the severity certainly is. Now that some 22- and 23-week babies survive, doctors are debating whether steroids should be given to expectant mothers who may give birth even before 24 weeks of gestation; not all fetuses that young have bodies mature enough to respond to the boost from steroids, but those who do might have an improved chance of survival. Beyond 34 weeks, the risk of RDS is so low that a mother isn’t given steroids unless her fetus’s lungs are known to be especially immature.


Being exposed to steroids in the womb has beneficial effects that go beyond helping a preemie’s breathing. Steroids also speed up maturation of the brain and intestines, substantially lowering a preemie’s risk of brain injury and NEC (inflammation of the intestines), some of the most worrisome potential health consequences of prematurity.


If your doctor is giving you a course of steroids (betamethasone is the kind given to pregnant women), you’ll get two shots, 24 hours apart. The maximum benefit comes when you get both shots at least 24 hours before giving birth, but there’s some benefit even if you’ve had only one shot, or if you deliver less than 24 hours later. The effects last for seven days or more. If you get steroids when your baby is less than about 26 to 28 weeks of gestation and more than a week passes without your giving birth (which is good news!), you may be given another course, in case his body was too young to respond to them the first time. Most doctors would not give any more than that, however, because too many courses of prenatal steroids can adversely affect the long-term growth of a baby’s brain and possibly other organs, offsetting their beneficial short-term effects.


What about other risks from prenatal steroids? Some mothers have medical conditions, such as diabetes, which steroids can worsen. Your obstetrician will judge whether taking steroids is safe for you. The fear that one course of steroids before delivery would increase a mother’s risk of getting an infection or have some negative effects on her baby has been extensively researched in studies that followed the preemies until they were 12 years old. Thankfully, research hasn’t shown any adverse effects from one course of these extraordinarily valuable drugs. Steroids are given around the world today to large numbers of expectant women, and the benefit to their babies is one of the biggest achievements in prenatal medicine in the last 30 years.



MULTIPLES



Likelihood of Prematurity After Assisted Reproduction


I’m pregnant after an IVF cycle, and I’m having twins. Am I likely to deliver prematurely?


You may know that if you’re having more than one baby you have a higher chance of a preterm birth and the risk increases with the number of babies you’re carrying. The risk of prematurity is about 12 percent for a singleton pregnancy, but it’s nearly 50 percent for twins and nearly 90 percent for triplets. The average length of a twin pregnancy is 36 to 37 weeks, and each additional fetus shortens it by about three and a half weeks.


Most couples who are treated for infertility with assisted reproduction therapies (in vitro fertilization or other treatments) are aware of the high rate of multiples—roughly 30 percent—that result. But it’s easy to be so focused on just getting pregnant that you push the possibility of having more than one baby into the back of your mind. Some couples even hope for twins or triplets to see their desire for a big family finally come true all at once while they have the chance.


Although having multiples is sometimes an unavoidable consequence of infertility treatments, from a medical standpoint it’s not a desirable one. Multiple pregnancies have higher rates of miscarriage, stillbirth, and prematurity. A preterm delivery is much more likely for a simple reason: the amount of space in the womb. When the human uterus, which was not meant to carry more than one fetus, gets very distended, it starts contracting. That may be nature’s way of trying to deliver a baby when it’s well grown; but, not surprisingly, with multiple fetuses the womb gets overcrowded and tends to contract before term. Also, because of the space and nutritional resources they have to share, multiples tend to be smaller than singletons. (You can see how much smaller on the growth chart, page 583.) And women who are pregnant with multiples are more likely to have pregnancy complications, like bleeding or high blood pressure, which can lead to an early birth.


Considering that you face extra risks from a multiple pregnancy, it’s nice to get some good news, too: The length of your pregnancy is likely to be no different than if you had conceived your twins naturally. Only a few years ago, doctors were convinced that assisted pregnancies were shorter by two or three weeks than natural pregnancies with the same number of fetuses. Although true when you’re having a singleton, this turns out not to be true when you’re having twins. In fact, studies show that twins conceived through infertility treatments are more likely to survive than twins conceived naturally. Doctors haven’t yet been able to clarify why, but it may have to do with better care during pregnancy and a higher incidence of fraternal rather than identical twins.


So if you don’t have other risk factors for prematurity, your twins are likely to enjoy a long enough stay in the womb to be born after 34 weeks of gestation—when a preemie’s outcome is excellent, very similar to babies born at term.


Twin-Twin Transfusion Syndrome


My doctor said my twins aren’t doing well in my womb because they share a blood vessel. What problems will they have, and can anything be done to help?
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If You’re Pregnant with Just One After Infertility Treatments


If you are expecting one baby after infertility treatments, your risk of delivering a preemie is twice as high as that of a mother who became pregnant naturally. Doctors can’t point to the exact reasons why; it could be due to some still unknown side effects of assisted reproduction therapies or to whatever caused the infertility in the first place.


Fortunately, having a preemie is still not very likely for you. But after clearing all of the emotional, practical, and financial hurdles of infertility treatments, it can be very hard to hear something worrisome again. Your infertility specialist will refer you to an obstetrician with experience in managing high-risk pregnancies who can help you feel more in control, and can give you and the baby you desire so much the best possible care.





Your doctor probably suspects a condition called twin-twin transfusion syndrome, which can affect the health and growth of identical twins during pregnancy. A twin-twin “transfusion” occurs when shared blood vessels in the placenta cause too much blood to circulate out of one twin and into the other.


To understand how this can happen, it’s necessary to look at events that occur at the very beginning of life. A fertilized egg, to develop into a fetus, needs a placenta to supply it with vital amounts of oxygen and nutrients from the mother’s blood and to get rid of its waste. The placenta begins to form right out of the fertilized egg the moment it attaches to the uterus, quickly growing into a net of fetal blood vessels connected to the fetus by the umbilical cord. Around the fetus, a sac of membranes—the amniotic sac—forms and gradually fills with amniotic fluid, consisting mostly of fetal urine.


What about twins? Fraternal twins come from two different eggs and always have two separate placentas and amniotic sacs. Identical twins come from the same egg, which splits sometime after fertilization, forming two fetuses. When that split happens very early after fertilization, before the placenta has developed, each identical twin will make its own placenta and amniotic sac. When that split happens later, after the placenta has already formed, the twins will share the same placenta. Depending on whether the fertilized egg splits in two before or after the amniotic sac forms, each twin may make its own sac, or they may share one.


In a placenta shared by identical twins, there are almost always some blood vessels connected to both umbilical cords that allow the circulation of a little blood from one twin to the other. As long as the blood vessels are small and the amount of blood flowing from one to the other is minor, it’s not a problem. But if the connection involves large blood vessels, a substantial amount of blood may flow from one twin (the donor) into the other (the recipient).


The recipient twin gets more blood, with its oxygen and nutrients, so it becomes bigger. But a lot of blood can be too much of a good thing, and bigger is not always stronger. The recipient twin can get overloaded with fluid, putting a strain on her heart to pump all that blood. When twin-twin transfusion syndrome is really severe, the recipient twin is at risk of dying in the womb or in early infancy of heart failure. The extra blood will also make her urinate a lot, filling her sac with excessive amounts of amniotic fluid (a condition called polyhydramnios; see page 44), which is one of the main causes of preterm labor.


The donor twin can also get into trouble. She gets less blood than she should, so lacks some oxygen and nutrients. This can restrict her growth, making her smaller than the other twin. She won’t urinate as much, so there may be too little amniotic fluid in her sac (a condition called oligohydramnios). Not having enough amniotic fluid increases the risk that the umbilical cord can get compressed in the uterus, leading to a dangerous interruption of blood flow to the fetus. In severe twin-twin transfusion syndrome, the donor twin is also at risk for heart failure, from profound anemia.


It’s hard to generalize about the effects of this condition. If it’s mild, both babies will probably do well, perhaps differing in size or blood cell counts, but with few or no other consequences. If it’s moderate, an early delivery and prematurity are the likely consequences. But if it’s severe, the disturbances in blood flow can potentially damage the vital organs of both fetuses, leading to death or long-term disabilities.


Twin-twin transfusion syndrome is diagnosed by ultrasound, usually in the second trimester of pregnancy. The primary indicators are: twins of the same sex, a shared placenta, and too much fluid in the bigger twin’s sac with too little fluid in the smaller twin’s sac. Sometimes ultrasound measurements of fetal blood flow can pick up abnormal circulation patterns in the twins and show the blood vessels that are causing the problem.
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In twin-twin transfusion syndrome, one twin receives too much blood and is bigger, with more amniotic fluid. The other twin receives too little blood and is smaller, with less amniotic fluid.


When twin-twin transfusion syndrome is diagnosed, the obstetrician usually rates its severity from Stage I (mildest) to Stage V (most severe). Every case is different, and research statistics vary, but some experts estimate that only about half of all cases at an early stage will progress to a higher one. About 30 percent of cases will stay the same, and a lucky 20 percent will even improve and move to a lower stage as the pregnancy goes on.


There are a few options for treatment. The right one for you will depend partly on how severely your twins are affected and how early it is in your pregnancy, and partly on your personal choices.


The traditional treatment for twin-twin transfusion syndrome, which some obstetricians consider useful, is to drain amniotic fluid from the sac of the recipient twin. It has been suggested that this may slow down the passage of blood from one twin to the other and may delay preterm delivery. This procedure, in which a needle is inserted in the mother’s abdomen, has to be repeated often, though, and other doctors don’t think it works, especially when the twin-twin transfusion syndrome is moderate or severe (Stage III, IV, or V) or when it appeared before 26 weeks of gestation. Occasionally drugs may be given to the mother to help the babies’ hearts or to reduce their urine output (so the recipient twin won’t make as much amniotic fluid), but they are not without risks. Once the obstetrician thinks that the babies’ problems in the womb are worse than the possible complications of being born prematurely, an elective preterm delivery is commonly done, by 29 weeks or 30 weeks, on average.


A more recent and very promising innovation is laser surgery on the placenta. This involves closing the blood vessels connecting one twin to the other while both babies are still in the womb, then removing the excess fluid in the recipient twin’s sac and going on with the pregnancy. This procedure carries a higher risk of complications, like preterm labor, preterm rupture of membranes (water breaking), or infection, and only a few hospitals have the expertise to do it. But for certain babies with rapidly advancing disease who are younger than about 28 weeks of gestation, it has become the therapy of choice. In recent studies of severe, early twin-twin transfusion syndrome, laser surgery led to survival of both twins in one-third of cases and survival of one twin in about 75 percent. Some 10 percent to 15 percent of the surviving babies had long-term disabilities—about half as many as after the traditional treatment of draining amniotic fluid.


In the most severe cases of twin-twin transfusion syndrome, when it looks like one or both babies will almost surely die, some doctors suggest that parents consider the difficult option of selective reduction—aborting one fetus to give the other a better chance. For parents, this is a terribly painful decision. There is a hopeful 80 percent chance that the twin who continues developing will survive, although there are no statistics yet on long-term health.


When Only One Twin Needs Early Delivery


One of my twins is having trouble in the womb, and the doctor says she’d benefit from an early delivery. But the other is doing fine and could go to full term. Whom should I put first?


The dilemma that arises when one of your babies is doing well during pregnancy and the other is not can be gut-wrenching. While your womb is the best possible place for one of your twins, for the other it’s dangerous, leading your doctor to believe that she would be better off being born prematurely and cared for in an intensive care nursery. Doctors often want parents’ input in deciding what’s best: to deliver both twins now, before term, or both twins later—a decision that requires parents to help one of their babies at the expense of the other.


If you are faced with a painful decision like this, the first thing you need is information. It’s important for you to understand as clearly as possible the risks and benefits of each course of action for each of your children. For your baby who is doing fine now and may abruptly become a preemie, you can read about a premature baby’s prospects for survival and long-term health depending on her gestational age at birth on pages 56–59.


For your baby who is not doing well now, the best thing is to discuss her risks and prospects with your obstetrician and a neonatologist (a pediatrician who specializes in the care of premature and sick newborns; your obstetrician can refer you) since she may have medical problems that make the statistics different for her than for the average baby, whether she stays in the womb or not.


Unfortunately, even when you’ve armed yourself with all of the information that’s available, there is rarely an obvious “right” answer. If one choice is clearly better in balancing the welfare of both of your children, your obstetrician will direct you that way. Very rarely, the problem can be solved with a delayed interval birth (see page 75), in which one baby is delivered days or weeks before the other, but this requires that certain conditions be met and is never a sure bet.


The only way that most parents can make a decision like this is to follow their values and their hearts. Some parents instinctively want to protect their child who is most sick or vulnerable and feel compelled to do whatever will help her. Others feel that it is their job as parents not to hurt their children who are thriving. So, for example, if one of their children is fine while the other will face daunting survival or developmental risks no matter what, they would not make a choice that would hurt their healthiest baby’s chances. Some parents lean toward accepting the most natural course of events, believing that as long as the pregnancy would keep going on its own, they and the doctors should not intervene to stop it.


You will probably second-guess your decision many times over the coming months and years, no matter how things turn out. Just remember that the very nature and essence of a family is that several people are in it together. As parents, it’s impossible for us to do what’s best for every one of our children all of the time—much as we wish we could. We are forced to weigh everyone’s needs and to make decisions that are best for one member of the family in one situation, for another in another situation, always thinking about what’s good for the family as a whole.
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Pregnant with More than Two:
A Note about Multifetal Pregnancy Reduction


If you are pregnant with three or more fetuses, you have an extremely high chance of delivering prematurely, often at a very early gestational age when tiny and immature babies face great hurdles. Your obstetrician might have talked to you early in your pregnancy about the possibility of a multifetal pregnancy reduction. This procedure, in which one or more fetuses are aborted on purpose, is done to give the babies who will later develop a better chance to survive, so that they can reach an age when they can be born without such high risks of an early death and future disabilities.


Couples who are faced with this choice, no matter what decision they make, may feel certain and comfortable that they did the right thing or may be left with deep sorrow and excruciating doubt. It’s important to remember that for this path, there is no absolutely right or wrong choice. Even the future cannot prove that your decision was good or bad, because not even time can tell you what would have happened if you had chosen differently. Try not to let your joy for the lives that are developing in your womb be shadowed by past choices or future statistics. Give yourself credit that whatever happens, you’ve done what was in your power, or what your conscience allowed, to best help your babies and your family.





Take all the time you can to think and talk through your decision. Later, give yourself credit for trying to make the best choice for your family that you could, in an exceedingly difficult situation.






IN DEPTH


Checking on a Baby’s Well-Being Before He Is Born


There are various ways an obstetrician can “visit” a baby in his mother’s womb to find out how he’s doing. Some are high-tech and may require a hospital visit. Others are simple ones you can do at home or your doctor can do in his office. Depending on your particular medical situation, your obstetrician will decide when to monitor your baby’s well-being and which tests will be most helpful.


Each of these tests has pros and cons, and, unfortunately, the cons often include a high number of false alarms. They cause a lot of anxiety until the test is repeated or a different kind of test is performed and everyone is assured that things are actually all right. But even though nobody likes unnecessary scares, when there really is a dangerous situation such focused medical attention can help to pick it up early while there’s still time to intervene and lessen the harm to your baby.


• Kick counts. This is the most basic kind of monitoring—something you can do yourself at home—based on the assumption that an active baby is a healthy baby. There are several different methods. A simple one is to lie down comfortably on your side once a day and count how many times your baby kicks you. Some fetuses are generally more active and others quieter—some mothers swear they could tell their child’s personality that early!—but if you feel at least ten movements in two hours, that’s good. (A fetus may be sleeping for 20 to 40 minutes but then should wake up.) If you don’t feel any movement or your baby is moving much less than usual, you should immediately call your obstetrician. Although this is one of the tests with a high rate of false alarms, you shouldn’t be afraid to cry wolf. Some studies have shown that when expectant mothers do kick counts, they lower their risk of miscarriage or stillbirth.


• Ultrasound. Ultrasound uses sound waves to see inside your womb. An ultrasound scan is painless and safe for both you and your baby. Doctors use it to estimate fetal weight and gestational age, monitor whether a baby is growing normally, check on how a baby’s organs are developing, measure the amount of amniotic fluid (too much or too little fluid can indicate a problem), make sure the cervix is staying closed, assess whether the placenta is properly attached to the uterus, and evaluate a baby’s position and movement patterns. The accuracy of ultrasound depends on the expertise of the person doing the test and on the precision of the equipment. So if your obstetrician suspects a problem, he may refer you to a special ultrasound clinic to confirm the diagnosis.


• Fetal heart rate monitoring. The most basic form of fetal heart rate monitoring is done at every prenatal visit. Your doctor spreads some gel on an ultrasound probe that is attached to earphones (like a stethoscope) and moves the probe over your belly until he can clearly hear your baby’s heartbeat. A heart rate that is too slow or unchanging is worrisome, possibly signaling that the fetus is not getting enough oxygen. A heart rate that is too fast can be a sign of infection. And an irregular rhythm could indicate a heart problem that might need treatment, before or after birth.


A more sophisticated version of fetal heart rate monitoring is done routinely during labor to detect any signs of fetal distress. You’ll be asked to lie down, and a belt with a probe that detects when your uterus contracts will be wrapped around your belly. At the same time, an ultrasound probe, also on your belly, will monitor your baby’s heart rate. The probes will be connected to a machine that continuously records your contractions and your baby’s heart rate on a long strip of paper. Your doctors will assess whether your baby’s heart rate is normal and how it responds to contractions.


• Non-stress test. A non-stress test—checking on a fetus in a natural situation without adding any extra stress or stimulation—is performed the same way that fetal heart rate monitoring is done during labor, but the doctors will be specifically watching to see that your baby’s heart rate speeds up periodically. The human heart normally speeds up in response to various bodily functions, especially movement—as when you dash to catch a bus or a fetus kicks—thereby assuring that the body gets more oxygen and blood flow when it is needed. When doctors see that a fetus’s heart rate speeds up periodically, they know that your baby is active, his neurologic connections are intact, and his heart is able to respond appropriately. If your baby’s heart rate accelerates two or more times within a 20-minute period, the non-stress test is “reactive” and your baby is probably doing fine. If not, your doctor probably will want to do other, more specific tests. A non-stress test can last up to 40 minutes, because some babies may be peacefully sleeping and not move at all for some time. Some hospitals, to speed things up (and to spare you unnecessary worry), may try to wake up the little sleeper with a buzzing device to finally get him to kick. But even then, some babies don’t wake up, which leads to a high rate of false alarms with this test.


• Contraction stress test. This is also a kind of fetal heart rate monitoring, but unlike a non-stress test, which merely involves observing your baby, a stress test puts him in a stressful situation to see how he reacts. That stressful experience is a series of uterine contractions—a preview of labor—because contractions have the power to temporarily decrease blood flow through the placenta. If a baby is healthy and everything is going well, he has a reserve of oxygen that allows him to sail through a contraction unscathed—after all, that’s what he’ll have to go though during labor. But if that reserve doesn’t exist because there’s already a scarcity of oxygen, his heart rate will slow down. To stimulate uterine contractions, you may be given intravenously a medication called pitocin, a man-made form of oxytocin, which can make your uterus contract, or you may be asked to gently rub your nipple, because that stimulates your body to release oxytocin naturally. If you’re having spontaneous contractions (which may or may not be a sign of preterm labor, depending on their regularity and intensity), you may not need any medication or stimulation. For a stress test to be accurate, you’ll need to have at least three contractions within a ten-minute span, each one lasting at least 40 seconds. To achieve that, the test may last for up to two hours if you’re waiting for natural contractions; using intravenous pitocin requires less time, usually about an hour. Since uterine contractions can be the enemy for some mothers—those with preterm labor or vaginal bleeding, for example—a stress test may not be advisable for them. An excellent alternative is a biophysical profile.


• Biophysical profile. This is a multifaceted exam in which your baby’s behavior is observed with ultrasound for 30 minutes. The doctor will score your baby on five elements:


- Breathing. A healthy fetus will make breathing movements for at least 30 seconds.


- Body movements. A healthy fetus will move his body or limbs at least three times.


- Tone. A healthy fetus will have at least one episode of extending his limbs or trunk then returning to a flexed position (such as opening and closing his hand).


- Heart rate acceleration. A non-stress test should be reactive, or the examiner should see by ultrasound that your baby’s heartbeat speeds up at least twice in 30 minutes, when he moves.


- Amniotic fluid volume. The amount of amniotic fluid around your baby should be normal.


If two or more of these elements are abnormal, it could mean that your baby isn’t getting enough oxygen or blood flow. On the other hand, you can truly feel safe if the results indicate your baby is fine.


(A simpler, modified biophysical profile consists of only two elements: the non-stress test and the amniotic fluid volume. Some doctors consider it almost as precise as a full biophysical profile.)
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Amniotic Fluid: A Telling Sign of a Baby’s Health


An intact sac of membranes filled with the right amount of amniotic fluid protects and nourishes a fetus until delivery. Too little or too much fluid immediately catches a doctor’s attention because it sometimes—although not always—signals that something is interfering with the fetus’s normal development in the womb.


In medical parlance, too much amniotic fluid is called polyhydramnios, and too little is called oligohydramnios. Using ultrasound, doctors can easily measure the amount of amniotic fluid. By calculating the depth of the fluid surrounding the fetus in four sections of the uterus, they derive a number called the “amniotic fluid index.” A normal index is around 8 to18 cm. If an expectant mother’s index is less than 5 or 6, she has oligohydramnios; if it’s more than 20 to 24 cm, she has polyhydramnios.


Polyhydramnios can lead to preterm delivery because the excess fluid can overly distend the uterus, stimulating it to begin contracting too early. Since the fetus normally swallows large amounts of amniotic fluid, anything that impairs the fetus’s ability to swallow (such as problems with his mouth, neck, or stomach, or neurological conditions) can cause too much amniotic fluid to build up. But only 20 percent of fetuses with polyhydramnios are found to have a congenital abnormality. A variety of other maternal and fetal conditions have been associated with polyhydramnios, and your doctor will discuss with you any that apply. In many cases, no reason for the extra fluid is found. If your case is severe, your doctor may drain some of the fluid out with a needle and syringe, in a procedure similar to an amniocentesis, to lower the immediate risk of preterm labor and delivery.


Oligohydramnios, or too little amniotic fluid, can be caused by premature rupture of the membranes (when your water breaks, most of the amniotic fluid leaks out), abnormalities of your baby’s urinary system (because the amniotic fluid is made mostly of fetal urine), or a poorly functioning placenta, as can happen with preeclampsia, for example (because babies who get less blood flow through the placenta will urinate less). Often oligohydramnios is accompanied by signs of fetal distress or poor growth because your baby is no longer cushioned by a fluid-filled sac, and less blood flow from the placenta means less oxygen and fewer nutrients are delivered to the fetus. If your doctor determines that your fluid is too low, she’ll keep a close eye on your baby’s growth and well-being. Sometimes a sufficient amount of amniotic fluid can be reestablished with bed rest, drinking more water, time, and possibly medical treatment. Some doctors occasionally use a technique called amnioin-fusion (directly infusing fluid into the womb with a catheter), particularly to help a fetus tolerate labor and diminish the need for a cesarean section, but whether it is beneficial is controversial. If your doctor thinks your baby will have a better chance of growing and developing well outside of the womb, she may recommend an elective preterm delivery.





• Doppler studies. These ultrasound tests—the newest in prenatal monitoring—measure blood flowing through the umbilical cord between the placenta and fetus. With doppler studies, doctors can detect whether blood flow is normal, mildly abnormal, or very abnormal and thereby pick out babies who may not be getting enough oxygen and nutrients in the womb. Doppler studies are especially helpful in distinguishing between babies whose growth is restricted because they aren’t receiving enough maternal blood flow and those who are simply constitutionally small. Babies with marginal or inadequate placental blood flow need to be closely monitored, and most likely will benefit at some point from an elective delivery. Babies who are merely small can safely stay in the womb to grow at their own pace until the end of gestation.


Doppler studies of a different blood vessel, in the brain, can also help doctors diagnose severe anemia in a fetus, which may occur if there is a blood-group incompatibility between a mother and baby.


• Percutaneous umbilical blood testing (PUBS). This test involves taking a sample of your baby’s blood from the umbilical cord. It is more risky than most other fetal diagnostic tests because the cord could be damaged, and obstetricians do it only when they need very precise information about your baby that can be obtained in no other way—for example, to evaluate your baby’s blood counts if there’s reason to believe they may be abnormal or to see if he has an infection or genetic problem. You will be given local anesthesia, and a long needle will be inserted in your belly. Your doctor will watch exactly where it’s going with ultrasound as she guides it through your uterus and into a blood vessel in the umbilical cord. Normal results could confirm that your baby is doing well in your womb, perhaps allowing you to avoid an elective preterm delivery.


• Amniocentesis. You may already know that amniocentesis is offered to many women as a test for some birth defects (like Down syndrome). But amniocentesis—taking a sample of amniotic fluid by passing a needle through your belly and into your uterus—has other useful applications as well. In cases of preterm labor, amniocentesis can detect a uterine infection sooner than maternal blood tests and other cultures. If your amniotic fluid were infected, it would probably convince the doctors to do an elective delivery. Moreover, amniotic fluid can be used to assess your baby’s lung maturity. When a fetus’s lungs have developed enough to breathe well on their own, certain substances are released into the amniotic fluid. If your baby will be delivered soon and those substances aren’t present, you’ll probably be given steroids to speed up the maturation of your baby’s lungs. If, instead, your baby’s amniotic fluid says “lungs OK,” your doctor may opt for an immediate delivery.











Part II



IN THE HOSPITAL






CHAPTER 2


WELCOME TO THE WORLD


Your Baby’s Delivery
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Your baby’s transition from the womb to the world. Preparing for and understanding a premature birth.
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PARENTS’ STORIES: DELIVERY1



A premature delivery may occur unexpectedly, to parents who haven’t had a chance to prepare for that life crisis. In other cases, a pregnancy is known to be at risk, and parents deal with uncertainty and fear for long weeks. Some parents cope by actively seeking more information. For others, denial works best.


Today is Thanksgiving and I’m in a hospital bed. My baby and I are all right, she’s moving a lot and kicking me more vigorously than ever. But my obstetrician decided to keep me in the hospital a little longer. “Just to be safe . . .” she said. Two days ago I began to bleed, so I came in and was rushed to a labor room. My contractions stopped, and since then, everything has been fine. Only I wish I could go home. It’s so upsetting here. There are only curtains between beds, and little or no privacy. The woman to my left came in last night. She was in her first trimester, but they couldn’t find her baby’s heartbeat anymore. He was gone. I heard her story unwillingly when she talked to a doctor before surgery. I was shocked: She and her husband didn’t sound very upset. Maybe they didn’t really want this baby. Or maybe they have exceptional self-control. I can’t even think what I would be like in their shoes. In the bed across the aisle, there’s a woman who cries a lot. She just gave birth to premature twins, and they are upstairs, in intensive care. “You don’t know what I see there,” she told me in tears, when we exchanged a few words. I tried to be nice to her, but I didn’t want to hear what she was saying. My due date is in three months. Tomorrow, my baby and I are going home.


(P.S. This mother went into premature labor ten days later at 29 weeks of gestation. Her child, now three years old, is doing great.)


Obstetricians can prescribe bed rest and medications to expectant mothers, to try to prolong their pregnancies. But there are no simple instructions when it comes to taking care of older children, leaving jobs responsibly when you have to do so suddenly and earlier than you had planned, and surviving the siege of worry and ominous waiting with one’s psyche and relationships intact. Sometimes, an early delivery (though not as early as originally feared), is almost a deliverance.


Yesterday, Mark and Louise came over for lunch to celebrate my birthday. She’d been on and off bed rest for several weeks and looked surprisingly round in her long maternity dress to have two more months to go. “I gained too much weight,” she said, faking some shame. “Lawrence is going to be a big boy, like all the men in my family!” Mark, who’s slight, joked about having to build up some muscles to be able to hold his son at birth. They seemed glad to join our family reunion but looked weary and tense. It hasn’t been easy for them. Yesterday was their first social outing—with the doctor’s permission—in a long time. That’s not how you should spend your pregnancy, poor Louise. She grew more tired and pale as the party went on, and they left after the cake. Then that night the phone rang. It was Mark, telling us that Lawrence had been born, at a mere four and a half pounds. Louise’s water had broken, and labor this time could not be stopped. Mark managed to tease me over the phone: “We told you he was going to be a big boy!” He sounded worried but in some way relieved. Lawrence was in an incubator and breathing oxygen through a little tube when we saw him today in the nursery. This little guy and I share a birthday, I realized. He’ll do well, I know it.


“We have to deliver your baby.” Depending on the medical circumstances and the stage of gestation your baby has reached, this news may merely increase parents’ anxiety or plunge them into pure terror. Even if the doctors say encouraging words, some parents can’t allow themselves to be hopeful. The fear of the unknown is just too overwhelming.


I don’t want to see. I don’t want to be awake. Put me to sleep and, please, don’t wake me up. I will not hear my baby crying, I know it. He’ll be too exhausted after this long run. His heart has been racing so fast in the last hours, like a little crazy horse who’s desperate to be freed. They say it’s better for him to be born, even so early. Inside, I’m poisoning him. Outside, they can take care of him. I’m choking in my tears when they make me sit up, gently pushing my back from behind. “You’ll feel a needle stick and some burning,” a doctor says. The anesthesia is quickly working, taking the pain out of my body but not out of my head. Behind the drape, under the glaring lights, they’re pushing and pulling strongly on a body that happens to be mine. “I’m giving you the kind of C-section that will allow you to deliver your next baby naturally,” the obstetrician says. “But I’ll never have another baby. I don’t want another baby,” I cry out with no voice. How can he tell me that when my baby is fighting for his life? Seconds fly, voices overlap. “Oh . . . he’s not so small after all . . .” “Did you hear him crying? Did you hear his voice?” This is my husband talking. No, I didn’t. “This is your son, he’s beautiful, you know?” somebody says, putting a little face all bundled up in a blanket really close to mine. But not close enough.


Premature babies are fragile, and the youngest of them need the kind of special care that only a few hospitals can provide. To get it, some of them have to travel right after delivery, leaving their shocked parents behind.


—Are you Mr. Wood? Hi, nice meeting you. I’m Alice Lewis, a transport nurse from St. Anne Metropolitan Hospital, where your twins are being transferred. My colleague, Donna, a neonatal nurse practitioner, is getting your babies ready for the ambulance trip. Do you know where our hospital is located?


—Yes, I’ve been there several times. My brother lives nearby.


—Oh, great, so you’ll have some family to help you out. Will you be staying with him?


—I thought so. But now I’m concerned about leaving my wife. She’s sick, with a very high fever.


—What does her doctor say?


—He says they’re treating her with antibiotics and that she should be better soon. Let’s hope so . . . .


—Does she know that the babies are being transferred?


—Not yet. She’s only barely awake from the pain medicine and can’t handle any more bad news, I think . . . .


—But moving them to St. Anne isn’t bad news. . . . It’s a hassle, we know, having them 40 miles away, but you should think of it as a safety measure. This hospital doesn’t have the expertise to treat preemies like your twins. Has your wife seen them yet?


—No, only some instant photos, but you could barely see the babies with all the wires and tubes. She’s too sick to get out of bed.


—If she can’t come to the babies, the babies will come to her. Once we’ve put them in the transport isolette, we’ll just make a stop upstairs to say good-bye to their mom before leaving. Would you like to go up and tell her?


—Are you sure it’s a good idea?


—Absolutely. Trust me.


Do preemies run in families? There’s some evidence for that. Knowing what you may be in for, because you’ve had a preemie before or because your sister had one, has both good and bad sides. You may live for months in apprehension, but you can take preventive steps as well. You know the risks but also know when it’s safe, cautiously, to relax.


Stephanie and Tommy are fine. I’m a little shaken, but . . . so happy. . . . Don’t cry, Laura, everything is all right. Your sister was so good, I’m so proud of her. . . . We were together, she had a natural delivery . . . and after all, the baby is only six weeks early . . . OK, OK, just kidding. You’re right. We should have stayed in the city. But we needed some fresh air . . . and the doctor said we could go, so. . . . Have you ever been up here? You should see the view from Stephanie’s room. We have the whole valley at our feet. . . . There was a helicopter ready to take Tommy to a city hospital. But he didn’t need to go . . . exactly . . . he’s already a mountaineer, like your father. . . . Of course he’s breathing on his own! I could hold him already. He’s small, but beautiful. I can’t wait to take Stephanie to see him. . . . No, she hasn’t yet, she can’t move, the stitches they gave her are killing her. . . . Breastfeeding? Yes, I think. . . . Tomorrow we’ll have a cell phone, so you’ll be able to talk to her. She has to begin pumping her breast milk right away. Of course I’ll tell her. Listen, don’t say that. How could it be your fault? Preemies run in your family? . . . Maybe . . . but to me . . . it’s just that you and your sister . . . do all your things in a rush. . . . Don’t laugh, that’s true! But this time you have to admit that Stephanie was much more patient than you were with your daughter. By the way, can I talk to my former microniece? Hi, Raphaelle! It’s Uncle Ray. Did Mummy tell you that you have a little cousin?



THE DOCTOR’S PERSPECTIVE: DELIVERY2



It’s the moment you’ve been waiting for—although not quite long enough! Like alxl delivery days, the birth day of your child will be full of pain and joy, a remarkable, momentous occasion. But it will be different, too, as your baby will be met with more trepidation and more technology than the average full-term baby. No amount of advance information can predict exactly how your preemie will do when he’s born. We’re always ready to be surprised in the delivery room—by tiny babies who remarkably come out kicking and screaming, and by bigger babies who unexpectedly need more help to get going. One expectant mother asked her obstetrician after an ultrasound, “How can you know so much about him when he’s in there and you’re out here?” Well, we do know a lot, from assessing you and your baby before delivery and from having dealt with many other preemies of his age and size before, but until he’s out here too, there will always be an element of mystery. It all becomes real when your baby arrives.


Physical Exam and Laboratory Assessment


In the delivery room, doctors initially focus on the basics—a baby’s essential signs of life—leaving the rest of the physical exam until later. From the moment a preemie is born and delivered into our hands—as we carry her to the warming bed, dry her off, and clean out her nose and mouth—we’re constantly assessing her breathing, heartbeat, and circulation. We’re hoping that she cries (which means that she’s vigorous, alert, and taking a deep breath—good on all fronts). We’re checking her color (if she’s gradually getting pink it means she’s getting enough oxygen) and watching to make sure that she continues to breathe regularly (many preemies don’t, in which case we’ll have to help her out). We’re also making sure that her heartbeat is strong and regular and that she doesn’t have any life-threatening conditions we need to treat immediately. Occasionally in a baby born extremely prematurely, we’re also assessing whether she appears mature enough to survive for longer than a few hours outside the womb, even with our best medical treatment. Based on your baby’s vital signs and vigor and how well she responds to medical treatment, we’ll assign her Apgar scores (see page 70).


After we’re certain that a baby is breathing well (by herself or with our help), and has a normal heart rate, we do a quick physical exam to make sure all her body parts are there and normally formed. We’ll neatly cut her umbilical cord, examining that, too, to make sure the blood vessels that nourished her in the womb are normal. Then, we’ll weigh her—in grams (the measure we use) and pounds (to tell you).


Your obstetrician may take some blood, painlessly, from your baby’s umbilical cord after she’s born to check for such things as her blood type, whether she has certain infections (nearly all newborns in the United States are screened for syphilis, for example), and whether she was getting enough oxygen right before delivery. Other than that and maybe measuring her oxygen level, we usually wait until a preemie is safely ensconced in the more controlled and closely monitored atmosphere of the nursery before getting X-rays and lab tests.


Don’t worry if you’re having more than one baby. Each of your preemies will get the same attentive care. As soon as each one is born, she’ll be taken to her own warming bed in the delivery room or in a special stabilization room for newly born babies, where she’ll be evaluated and treated by her own, dedicated medical team.


Common Issues and Decisions


Seeing and holding your baby: Given their early births, we don’t expect that all preemies will come out rarin’ to go. The reason a neonatologist (a doctor who specializes in the care of newborns) may be in the delivery room, along with the rest of the medical team, is to insure that your preemie’s transition from the womb to the world is as quick, easy, and safe as possible. I know it can be agonizing to get only a quick glimpse of your baby as we whisk her away out of your sight, and sometimes out of your earshot, too. We know that you want to be with her and are wondering when she’ll be back with you and how long she’ll be able to stay.


The answer depends on how young your preemie is and how quickly we get her stabilized. (Some babies will be intubated and given surfactant, a medication that can help a premature baby breathe more easily, or resuscitated in other ways at delivery, as you can read more about on page 69.) The wait, usually twenty minutes or so, difficult as it may be for you, really is for your baby’s welfare. Once your preemie is warm and dry, her heart rate is normal, and she’s breathing regularly (by herself or with our help), we no longer have to watch her quite so intensely and can bring her back to you. If you have an older preemie who’s doing well on her own, she can probably linger for a while in your arms—a joy for her and for you. But if she’s younger than about 34 weeks of gestation or needs help with her breathing, her stability is still fragile, so it’s safer to take her quickly to the intensive care nursery. There we’ll continue to monitor and assess her, and give her any therapies, such as antibiotics or oxygen, that she may need. Above all, we’ll make certain that she stays stable. It shouldn’t be too long—usually about an hour—until she’ll be ready for you to visit her there.


Babies at the edge of viability: Viability means the ability to survive. Some preemies are born so immature that they absolutely cannot survive, no matter what kind of medical treatment they get. Nowadays, that’s the case for babies who are born at less than 22 weeks of gestation. Other preemies are far enough along in their development to survive, although they may need intensive care for some time. That’s the case for most babies who are born at 25 weeks of gestation or more. Between those ages are preemies who are born at the edge of viability, where we aren’t very good at predicting whether a baby is mature enough to survive.


Rarely do neonatologists believe that we should aggressively treat every newborn. Most, after giving the matter careful thought and weighing the outcome statistics for premature babies, have adopted policies of initiating intensive care at delivery for all preemies who are beyond the age of viability and providing comfort care only—without invasive or aggressive treatment—to preemies who are below it. For a baby born in between, though, at the edge of viability, you and your doctor will have to make difficult decisions about how much treatment to offer your baby at delivery. (Whether to continue or stop intensive care later, after seeing how your baby is doing, is a separate question, which you and your baby’s doctor will consider together when appropriate.)


Because there are some real, unpredictable differences in how rapidly children develop, we usually don’t know for sure how an individual preemie who is born at the edge of viability will do. In general, we know that a 23-weeker has a poor chance of surviving without disabilities while a 24-weeker has a better outlook. But chronological age and physical maturity don’t always go hand in hand. Other factors, too, play a role in how mature a preemie is. For example, girls tend to mature faster than boys, singletons may have an advantage over multiples, and heavier babies usually do better. Babies who were given prenatal steroids jump about a week forward in their development.


It’s occasionally obvious in the delivery room that a baby born at the edge of viability isn’t mature enough to survive outside the womb. We may find that we can’t get air into her lungs or that her skin is so fragile that any touch injures her. More commonly, though, it takes hours or days—and sometimes longer—before it’s clear that a preemie is getting worse instead of better. This uncertainty about whether your baby has developed enough to be able to survive can be excruciating, for you and for us, because it makes it so hard to know what the best thing is to do.


I usually tell parents that we have three options. Although I may recommend one, based on what I know about your preemie’s medical condition, I believe that any of these can be the most appropriate choice for you and your baby.


The first option is to do everything in our power to support your baby’s life, even if that will take a great toll on her and you. I’ve met many parents who feel that there is nothing they wouldn’t do to try to keep their baby alive. They want their child to live, whether or not she is very sick and suffers for a long time, may die soon, or will have disabilities in the future. Her survival is all that counts for them now, and they’ll love and cherish her no matter what.


The second option is not to provide intensive medical treatment, but instead to make your baby feel as warm, comfortable, and loved as possible in the brief time that she’s alive. (Without intensive care, most babies this young will live for only a few hours, although some will live for several days.) Many parents feel that it is kinder and more loving not to extend their infant’s life if it’s only for a short time, will involve suffering and pain, and there’s very little chance that their child could be healthy or happy.


The third option lies somewhere in the middle: to start by giving your baby all possible medical treatment, but to reevaluate, and maybe stop, if things are not going well. That painful point may be reached as early as in the delivery room or hours, days, or weeks later. Parents and doctors who choose to do things this way usually believe that their uncertainty about a baby’s future will diminish over time. If you decide that this approach is the right one for you and your baby, let your baby’s doctor know if you want to play an active role in making a decision about whether to stop treatment if necessary, or would rather trust her to make it for you.


Some hospitals and doctors won’t feel comfortable with all of these options, and they won’t all be appropriate in every situation. Each doctor will have her own, particular way of approaching you about this. But if you feel strongly about what you want done if your baby is born at the edge of viability, be sure to talk about it with your obstetrician and neonatologist before delivery so that your wishes are heard and you know what your doctors are willing or able to do. Most will want you to be an active partner in making such a momentous decision, because it is you and your family who will be living with its reverberations for the rest of your lives.


Family Issues


If we were lucky, we had a chance to introduce ourselves to you before your baby was born, to begin to prepare you (if that’s really possible) for the experience of having a premature baby. Some parents, though, will be meeting their baby’s doctors for the first time at delivery. You may not even recognize us later, when we shed our masks and gowns. Try to excuse us if we don’t say much to you in the delivery room. Most likely we’ll need to get down to work and will have time to update you only briefly about how your preemie is doing before taking him back to the nursery with us for further care. Most parents aren’t in top shape for asking questions and taking in a lot of information in the delivery room, anyway. Mothers may be medicated or unable to see what is happening, and the attention of fathers is often torn between their wife and their new baby. But be assured that you haven’t missed any opportunities. Soon we’ll be talking a lot more, including about what happened in the delivery room. We’ll simply do it in a calmer place and time.


Few things lift our spirits more than being at a birth where a newborn is lovingly welcomed by his mother and father, with grandparents, aunts, uncles, and cousins all waiting outside the door. That’s a lucky baby! But much as we value your presence at delivery, right after your preemie is born we’ll want you to hang back, to give us some time alone with him. That’s so we can focus all of our concentration on observing his physical condition and quickly providing any medical treatment he needs. I know that’s a hard thing to ask you to do. Naturally you’ll be wondering what’s going on, and you may be worried. But if we talk to you then, we’ll have to be less attentive to your baby. You may have to bite your tongue for a while, or miss out on some great photographs or videos, but I promise you, it’s a trade worth making.


We’ve seen parents of preemies react in all sorts of ways to their baby’s birth. You may be thrilled and excited, with an unshakable faith in the future. Or you may be overwhelmed with doubt, afraid for your child. If your preemie’s condition is really tenuous, you may be afraid for yourself, too, wondering how you’re possibly going to handle what will happen next. Some parents are stunned and numb, going through all of the motions but not feeling much of anything. But no matter how you’re feeling now, your preemie’s birth is a time for hope and faith, for deep looks inside to find sources of strength, for accepting things that you can’t possibly change, and for figuring out what really matters. The Chinese philosopher Lao-tzu said, “A journey of a thousand miles must begin with a single step.” Your journey is just starting, and like all new parents, your destination isn’t clear. It’s our job to help you on your way. Remember that all you have to do now is take that single step.



YOUNGEST PREEMIES TO OLDEST PREEMIES: SURVIVAL AND LONG-TERM HEALTH


We have mixed feelings about disclosing statistics on the survival and long-term health outcomes of premature babies. It is not easy for anyone to hear this kind of information, let alone the already worried parents of a newborn preemie. And our own experience in the NICU has taught us that numbers are not only terrifying—they can be misleading, too. For example: You read that 50 percent of preemies get a certain long-term health problem, and you conclude that your preemie has a 50 percent chance of getting it. Not necessarily true! No baby is “average,” so the numbers that apply to preemies in general don’t always apply to yours. There are numerous different factors and symptoms that can transform a grim forecast for preemies as a whole into a much more positive prospect for your baby.


So as you read the section below that applies to your baby, please keep two important caveats in mind. First, this part of the book is meant to help you develop balanced, realistic expectations—but not to make predictions about your baby. Even within each of the four gestational age groups, the range of medical outcomes for individual babies is very wide. Your baby is not a statistic, and the only guide you have to how he is doing is your baby himself. Spend time with him, look at him and how he’s behaving, and, of course, ask the doctors about the results of their evaluations so far.


Second, the following statistics are merely estimates. Although gestational age is the most important factor, other things affect your baby’s chances, too. A recent large study found that a combination of five factors—gestational age, birth weight, sex, whether a baby is a singleton or multiple, and whether steroids were given before delivery—more accurately predicted survival and long-term development than gestational age alone. (Being older, bigger, female, a singleton, and having gotten steroids all help a preemie do better.) Also, accurate projections for today’s preemies are elusive in part because neonatal intensive care is constantly improving. Ten years ago, babies born at 23 weeks of gestation did not survive at all, and all preemies receive better care today than ever before.


Less than 23 Weeks of Gestation


Survival


Most doctors still consider babies who are born this early to be too immature to survive, even with medicine’s best efforts. There have been some recent reports of 22-weekers who have survived, but although these cases are encouraging—and have been reported with great excitement by the news media—at this point it’s best to remember that they are rare exceptions. Current estimates put the survival rate at less than 5 percent for preemies born at 22 weeks and at zero for preemies born earlier than that.


Long-term health


Because it is only recently that babies this young have survived, no reliable data is available yet on their long-term health. The earlier a baby is born, the greater the risk of some kind of disability, since his bodily systems are less mature and less ready to function in the world outside the womb. If your baby is one of the rare 22-weekers who survive, it is estimated that he has about a 25 percent chance of developing normally in early childhood and about a 75 percent chance of having one or more disabilities. It’s unclear whether those numbers will change as these very tiniest preemies grow up. You might want to read the section below on 23-weekers for an explanation of what is meant by a disability, keeping in mind that no one knows for sure how your little baby, in particular, will do.


23 through 25 Weeks of Gestation


Survival


Preemies this young, born at the edge of viability, are the ones who benefit most from the recent advances in neonatal medical care. Ten years ago, babies born at 23 weeks of gestation did not survive. Babies born at 24 weeks survive today in greater numbers than ever before. But for the parents of these very, very premature babies, the numbers are still hard to hear: Survival rates vary from about 25 percent for 23-weekers to about 75 percent for 25-weekers.


A baby’s ability to live outside the womb depends on the maturity of his organs—whether his lungs can take in enough oxygen, his skin can hold in vital fluids, and his brain can withstand the perturbations of handling and medical treatment. The younger and smaller a preemie, the more defenseless he is. Every extra day in the womb can make a difference at this stage, and an extra week is a tremendous advantage. But gestational age is not everything. Other individual factors can also influence a baby’s maturity and prospects, including how big he is (although by no means exact, there’s some correlation between size and maturity), sex (females have about a one-week advantage over males), whether he’s a singleton or multiple (singletons do better than twins or triplets), and whether his mother was given steroids before delivery (steroids speed up maturation of a preemie’s organs).


When can an extremely premature baby be considered safe? Doctors typically warn parents that it may take weeks or even months to know. But if your baby responds well to treatment during his first week, indicating that he is somewhat self-sufficient and resilient, his chances of eventually coming home with you improve dramatically.


Long-term health


Because their bodily systems are so immature, babies born at 23 through 25 weeks are at risk of developing long-term health problems. The earlier a baby is born, the greater that risk. But to quantify it—or predict what it is for a given, individual little baby—is not an easy task.


According to the best available estimates, about one-third of surviving 23-week gestation babies and about one-half of 25-week babies will grow up normal. Another one-quarter to one-third in this age group will have mild or moderate disabilities, such as having weak muscles or awkward movements, vision or hearing impairments that are correctable with glasses or hearing aids, learning difficulties that may require special tutoring or education, or behavior problems like hyperactivity or excessive anxiety. Finally, about one-quarter will suffer the heaviest consequences of their premature birth, such as having lasting, severe respiratory problems requiring chronic oxygen or ventilator support, having severe cerebral palsy that calls for a wheelchair, or being blind, deaf, or mentally retarded.


It’s impossible on the first day—and sometimes even for the first few months or years—to tell which preemies will be fine and which will be affected by one kind of disability or another. But not all babies are equally at risk. The main risk factors are very poor growth in the womb (particularly head growth), evidence of brain damage on a head ultrasound or MRI scan before hospital discharge, severe chronic lung disease (called BPD, for bronchopulmonary dysplasia), and ROP (retinopathy of prematurity, an eye disorder) severe enough to require surgery. Preemies who have a severe infection or a severe case of NEC (necrotizing enterocolitis, an intestinal disorder) while they are in the hospital are also at higher risk of having developmental problems. But even with one of these conditions, many babies turn out just fine.


26 through 29 Weeks of Gestation


Survival


The increasingly high survival rates of babies born between 26 and 29 weeks of gestation leave room for great optimism. Your baby’s odds of surviving vary with his gestational age, from about 80 percent for 26-weekers to 95 percent for 29-weekers.


Babies at greatest risk are those with severe infections (acquired in the womb or after birth) or whose lungs, brain, or intestines are particularly immature and have trouble withstanding the perturbations of intensive medical care. It can take weeks to know for sure that he is out of danger, but given the really good prospects, you should be prepared for that happy day when you’ll take your baby home.


Long-term health


Many babies born at 26 through 29 weeks of gestation grow up perfectly healthy, but there is still a considerable risk that they will develop some sort of disability, usually a mild or moderate one that will not prevent them from leading a happy and productive life. For this age group, the worst consequences of a premature birth are less likely.


The best available estimates—which do not take into account the most recent improvements in neonatal intensive care—indicate that about 65 percent of surviving 26- to 29-weekers will be normal. Another 20 percent will have mild or moderate disabilities, such as abnormal muscle tone or poor control of some movements, vision or hearing impairments that necessitate glasses or hearing aids, learning difficulties that require special tutoring or education, or behavior problems, such as hyperactivity or excessive anxiety. About 15 percent will have a severe disability, perhaps requiring oxygen or ventilator support for chronic lung disease, having severe cerebral palsy and needing a wheelchair, or being blind, deaf, or mentally retarded.


Being realistic is probably a good thing, but assuming the worst is not. Not all babies this age group are at equal risk of developing a long-term disability. The closer to 29 weeks your baby was born, the smaller his risk. Even more important is whether your baby has certain risk factors: having been born very small for his gestational age, especially in terms of head size; having suffered from severe chronic lung disease (or BPD, short for bronchopulmonary dysplasia), severe ROP (a preemie eye disorder), a major infection, or severe NEC (an intestinal disorder); or having had a head ultrasound or MRI scan that shows evidence of brain damage. If not, his chances of being normal are very high. And even with one of these conditions, many babies turn out fine.


30 through 33 Weeks of Gestation


Survival


Today, with modern neonatal intensive care, the overwhelming majority of babies born between 30 and 33 weeks of gestation survive: around 95 percent to 98 percent. In this age group, as with term babies, those whose lives are most at risk are those born with major abnormalities in their vital organs, such as their heart, kidneys, liver, or intestines. Their prematurity alone is almost never life-threatening. So you should be ready to take your baby home with you, probably in six to eight weeks, just before his full-term due date.


Long-term health


Babies born at 30 through 33 weeks of gestation have very good odds of growing into perfectly healthy, thriving children, despite their early entry into the world.


According to the best available estimates, fully 75 percent of preemies of this age will develop normally. Another 15 percent will have mild or moderate disabilities, such as mild abnormalities of muscle tone or movement, or having a common learning disability or behavior problem, such as dyslexia or hyperactivity. Unfortunately, about 10 percent of these babies still end up suffering from severe disabilities, perhaps needing chronic oxygen support at home, having cerebral palsy so severe that they need a wheelchair, or being blind, deaf, or mentally retarded. These figures are scary, but be sure to keep them in context: Even among full-term babies, about 5 percent have severe disabilities.


As in all gestational age groups, the earlier the birth, the higher the incidence of long-term problems. If your baby is 32 weeks or older and does not have respiratory distress syndrome (RDS) severe enough to be on a ventilator or a severe infection, he will almost certainly be normal. But even younger and sicker babies in this group are at minimal risk unless they have a major birth defect, severe growth delay, show signs of brain damage on a head ultrasound or MRI scan before hospital discharge, or develop severe chronic lung disease or severe NEC (an intestinal disorder that affects some preemies) during their stay in the hospital nursery. And even many preemies with these risk factors turn out just fine.


34 through 36 Weeks of Gestation


Survival


Although preemies born at 34 through 36 weeks of gestation are less mature than term babies, the immaturity of their organ systems is so mild that in this era of excellent neonatal care they are nearly as likely to survive as if they had been born at term. In other words, you can feel safe. The approximately 99 percent survival rate for these older preemies is nearly identical to the survival rate for term babies.


Long-term health


After a preemie reaches 34 weeks of gestation, even if he has some medical problems initially, such as respiratory difficulties, problems starting to feed, or jaundice, he is very unlikely to be left with any long-term health problems stemming from his prematurity. These near-term preemies have a very slightly increased risk of learning disabilities, social difficulties, behavioral problems, or neurodevelopmental problems (such as cerebral palsy)—a rate of about 5 percent, compared with about 3 percent for term babies. So you can take heart: Although no one can promise that his first few weeks will be problem free, your preemie’s overall prospects are almost the same as those of any full-term baby newly facing the world.



QUESTIONS AND ANSWERS


Moving the Mother to Another Hospital


Why do they have to take me to a hospital far from home?


Your obstetrician is probably choosing to transfer you to a hospital where you and your baby, during and after birth, can be taken care of by doctors and nurses specially trained to handle very premature labor and delivery. Following professional guidelines, hospital nurseries are classified according to the level of care they can provide. Only in some hospitals—those with a Level III nursery—can the smallest, youngest, and sickest newborns receive the highly specialized, intensive medical care they need.


• Level I hospital nurseries (also called well-newborn nurseries) provide basic neonatal care and can assist mothers and babies through uncomplicated full-term or slightly preterm (35 weeks or more of gestation) labor and delivery. The vast majority of community hospitals’ nurseries are in this category. They have the medical personnel and equipment to perform an emergency C-section, evaluate a healthy baby, or resuscitate a baby at birth if the need arises. They also can stabilize an ill infant until she is transferred to a hospital nursery where neonatal intensive care is available.


• Level II hospital nurseries (also called special care nurseries) can handle most high-risk labors and deliveries and can take care of moderately premature babies (usually those born at 32 weeks or more of gestation) who are expected to recover quickly from mild complications. They also take care of older preemies who have spent time in a Level III nursery but don’t need intensive care anymore and are recovering well. Many Level II hospitals have a neonatologist on staff.


• Level III hospitals have intensive care nurseries (usually abbreviated NICU, for Neonatal Intensive Care Unit), and are staffed with full-time obstetricians, neonatologists, neonatal nurses, and respiratory therapists. These hospitals are equipped to assist mothers and babies with the most severe complications of pregnancy and prematurity. Most Level III hospitals are located in cities or affiliated with universities or medical schools. Sometimes Level III hospitals are subdivided into further categories (Level IIIA, IIIB, IIIC) depending on the equipment, procedures, and expertise they can provide (special kinds of ventilators, diagnostic studies, pediatric surgery, for example). The highest level hospitals have the ability to evaluate and manage babies with the most complex conditions and complications. Normally, an expectant mother would be referred to a Level III hospital if she has a serious obstetric, medical, or surgical complication, if she is at risk of a premature delivery at less than 32 weeks of gestation, or if her fetus is diagnosed with a condition that is likely to require surgery or other complex medical care after birth. (Depending on where you live, you may hear of slightly different classifications. But there’s general agreement on the concept of three different levels of newborn care and on the helpfulness of this classification for directing mothers and their babies to the hospital where they can get the kind of treatment they need.)


Research has shown that very premature babies are more likely to survive and have fewer complications when they’re born in a Level III hospital. So ideally, as soon as an obstetrician knows that a woman is at significant risk for a very premature labor and delivery, he would refer her to a Level III hospital in the region and arrange for her to be admitted there before she delivers.


If an expectant mother is already in a hospital with only a Level I nursery, her obstetrician must decide whether it’s best to keep treating her where she is and deliver and stabilize her preemie there, or to transport her to a Level II or III hospital. Sometimes delivery is too imminent for a transfer, since it’s more dangerous for a preemie to be born in an ambulance or helicopter than in a hospital.


Father’s Role When the Mother Is Moved


My wife is being transferred to another hospital. What should I do?


The best thing you can do is to wait with your wife before she leaves, to comfort and reassure her on this sudden change of location, and to meet with the transport team when they arrive. Since your wife may not be able to move much (she may be in bed, attached to an IV line), you should help her pack the small bag she’ll be allowed to carry on the ambulance or aircraft. Ask her what else she needs you to bring to her in the new hospital. Mothers in preterm labor or with complications of prematurity often rush to the closest hospital or emergency room without even a toothbrush or a change of underwear.
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How a Maternal Transport Is Done


Most maternal transports to hospitals up to 100 miles away are by ambulance; a helicopter or airplane may be used for greater distances. The choice of transportation will also be influenced by:


• the urgency of medical treatment;


• the availability of a helicopter or plane;


• how close the helipad or airport is to each hospital;


• the weather (whether it’s safe to fly);


• space constraints (whether a helicopter has ample room to carry an expectant mother and the equipment needed for her baby in case the birth occurs during transport).


The medical team accompanying you will include two or more medical professionals (usually emergency medical technicians, nurses, respiratory therapists, or doctors) who can treat you if your condition suddenly worsens, deliver your baby if necessary, and stabilize your newborn until you reach your destination. Usually your partner or spouse can’t ride with you, but will meet you at the hospital. Your baby’s and your vital signs will be constantly monitored, and your condition kept stable with fluids, medication, and portable medical equipment (including ventilators, oxygen tanks, and an incubator). Pain medication or sedation can be given if you should deliver. Before leaving and while on their way if need be, the transport team will be in touch by mobile phone with the doctors at the receiving hospital, updating them on your condition, getting instructions about treatments, and arranging for your speedy admission.





You or your wife will probably be asked to sign a written consent form for the transfer. Also, make sure you give the transport team and your obstetrician your cell phone number and any other numbers where they can reach you in case of an emergency. Be sure to write down the name and telephone numbers of the hospital and ward your wife will be admitted to and the name of the doctor who will be in charge of her care. On the new hospital’s web site, you’ll be able to find and print out telephone numbers, directions, hospital rules, and practical tips you’ll want to know right away (such as visiting and cafeteria hours, whether your other children can visit, where to park or stay overnight nearby).


Family members will probably not be allowed to ride in the ambulance because the lack of room may make it impractical or unsafe. But you might want to plan to leave at the same time as your wife and drive behind the ambulance, so you can be with her soon after she gets to the other hospital. (These transports aren’t the sirens-blaring, speed-through-red-lights kind!) Ask the transport team if your wife is allowed to carry and use her cell phone in the ambulance. If you do plan to drive, be careful. Remember that your wife is in good hands. And keep in mind that you are going through a time of stress, which can play havoc with your concentration and attention and may have taken a toll on your nerves or sleep over the last few weeks, days, or hours. It might be a good idea to ask a friend or relative to drive you, or to take public transportation.


Although you’ll have to travel now, and probably for some time after your baby is born, take heart: Once your preemie has gotten over the most serious complications of prematurity, he can likely be transferred back to your community hospital and spend the last part of his hospitalization closer to home.


Meeting with Your Baby’s Doctor


My obstetrician told me that the neonatologist is going to come meet with me to answer my questions. Why is she coming, and what am I supposed to ask her?


A meeting with the neonatologist is often arranged for parents who are expected to have a premature baby. Having a premature newborn can be quite different from having a full-term one, and the neonatologist mainly wants to help you prepare for it and get your questions answered. Since childbirth classes and parenting books seldom prepare parents for having a preemie, she hopes to help you become a little more comfortable with what is going to happen after delivery. If you are having an especially small, young preemie, there’s a second important reason for the meeting: Decisions may need to be made about your baby’s medical treatment soon after birth, and the neonatologist wants to start you thinking about them.


If you have a sense of dread about this meeting, you’re not alone. Many parents don’t feel emotionally ready to deal with all of these issues in advance. They are still focusing their energies and hopes on trying to make it to term, and their anxieties about having a preemie may be just too painful to discuss.


Nonetheless, this meeting is important. It’s the beginning of your relationship with your baby’s medical team. Right now, the neonatologist seems like part of the bad news you’re getting, but she is going to be one of your baby’s most important allies. There’s even a good chance that the meeting will make you feel better, because you’ll learn that your baby’s prospects are better than you think, or because it uncovers and addresses some of your anxieties.


Neonatologists all have different styles, of course, and approach this meeting differently. Yours will probably cover some of the following topics. If she omits any that concern you, feel free to ask about them.


• Delivery. What will happen when your baby is born? What medical professionals will be there to take care of your baby? Will you be given your baby to hold, or will she be taken right away to the intensive care nursery? Will you hear your baby cry, and if not, what does that mean about her condition?


• Your baby’s outlook. What are your baby’s chances for survival? What are her chances for doing well in the long run, despite her early birth? What are the key medical hurdles that babies of her size and gestational age typically encounter?


• Feeding. How will your baby initially be fed? When will she be able to breastfeed or bottle feed? Is there a lactation consultant to help you with the essential steps in providing breast milk for your preemie?


• Spending time with your baby. How soon can you or your partner visit your baby in the nursery? How soon can you hold her? What are the visiting policies: Are any times off limits; are children or other relatives allowed?


• Keeping you informed and involved. How will the staff of the nursery give you updates about your baby? Can you be present on rounds, when the doctors and nurses report to each other about her health and progress and make their daily plans? What kinds of medical decisions can parents participate in? (In intensive care nurseries, dozens of medical decisions are made around the clock, and parents, who may not be there, are usually not consulted about routine or minor changes in advance. No matter what, your permission will be obtained before any major procedure is performed on your baby, unless it’s an emergency and the staff can’t reach you. But you should feel free to let the doctor know, now or later, if there are some other things you particularly want to know about before they happen—a blood transfusion or a new medication, for example. And even if you don’t help to make every decision, you should expect to be kept informed about your baby’s care.)


• Homecoming. How long is your baby likely to be in the hospital? If you’re far from home, when might your baby be transferred back to your community hospital?


• In advance. Can you or your partner get a tour of the neonatal intensive care nursery before your baby is born? Does your NICU have a handbook or other resources for parents?


• Decisions for extremely premature babies. Will the neonatologist be making decisions in the delivery room, or early on, about how much medical treatment your baby should be offered? (Doctors don’t all agree, and neither do all well-meaning loving parents, on whether it is good or bad for extremely premature babies to be put through intensive medical treatment if they have only a small chance of surviving and growing up healthy. For help in understanding these decisions, you can read The Doctor’s Perspective: Delivery on page 53.) What are the options? How will your wishes be taken into account? Can you meet with a hospital social worker or chaplain, separately or with your partner, to get help in sorting through your feelings and working out any differences of opinion you may have? These are momentous, wrenching choices that you and your partner both have to live with, and you don’t have to feel that you need to give answers on the spot. Unless your baby’s arrival is imminent, you should feel free to say that you need time to reflect on them.


One thing you cannot expect from this meeting is any definite answer as to how your own precious baby is going to do. That is impossible to predict with certainty before she is born. But this is not your only chance for information. On the contrary, it’s just the beginning of your relationship with your baby’s doctor. Most likely you will be traveling down a long road together, and as questions or issues about your baby come up along the way, you will have plenty of opportunity to talk about them in more depth.


Why a C-Section?


I was dreaming of a natural childbirth, but now my obstetrician is telling me a C-section might be safer for my baby. Why?


Your disappointment is understandable. Not only has your pregnancy been cut short, now you may have to miss the natural childbirth for which you’ve been preparing. But at this point, there’s something more important at stake: your baby’s well-being. You should try to focus on that and keep in mind that a C-section, although unpleasant, can’t beat the immense joy of bringing your child into the world, no matter how. For one thing, remember that as many as one in four babies in this country are delivered by C-section. Most of their mothers would probably tell you that they were utterly overwhelmed by their baby’s presence and quickly made peace with the fact that their birthing experience was different from what they’d imagined.


You can be sure that your obstetrician has considered the pros and cons carefully. She is probably suggesting a C-section because it gives your child the best chance of survival and a good outcome. A C-section is usually faster, and may be less stressful and traumatic for a baby than a vaginal delivery. Your obstetrician will explain to you why a C-section is indicated in your case. Here are some of the most common reasons:


• There are signs of fetal distress. Fetal distress is usually diagnosed when a fetus’s heart rate is too fast, too slow, or too flat (meaning that it doesn’t respond to changes in his condition). Whatever is causing the fetal distress—an infection, imperfect supply of blood or oxygen from the placenta, or other illness or complication—a prompt cesarean birth allows a baby to escape any condition in the womb that may be causing problems and to receive medical treatment sooner, possibly preventing damage to his brain and vital organs.


• Labor hasn’t begun or isn’t progressing normally. Sometimes a pregnancy is purposely cut short because of the mother’s or baby’s health. Your obstetrician may elect to do a C-section if prompt delivery is the goal and labor-inducing medications won’t work fast enough or if she anticipates that a vaginal delivery is going to be difficult. Forceps and vacuum extractors—devices that can help pull a baby out of the womb—increase the risk of bleeding in the brain (what doctors call an intraventricular hemorrhage) in babies born under 35 weeks of gestation. If your doctors try to induce labor but end up doing a cesarean, you may hear them use the term “failed induction.” Please don’t take it personally! In fact, when babies are preterm, starting off trying to induce labor but ending up with a C-section is extremely common. It makes perfect sense once you remember that neither the mother’s body nor the baby is naturally ready to go through labor yet. Your doctor won’t be surprised if this happens and certainly won’t think it’s your failure—and you shouldn’t, either.


• Your baby is in a breech or other abnormal position. Normally, babies are delivered head first. Breech babies, who are head-up instead of head-down in the womb, would be born buttocks or feet first if delivered vaginally. But coming into the world head last is considerably more dangerous, especially for preemies. That’s because an infant’s head is its largest part, and if it gets stuck inside after the rest of the body has come out (because the cervix hasn’t yet opened wide enough to let it through), the flow of oxygen and blood through the umbilical cord can be cut off. And if it becomes necessary to use forceps or a vacuum extractor to help get the head out, a preemie’s delicate brain can be injured. According to several studies, a vaginal delivery for preemies in breech position carries a higher mortality risk, as well as a higher risk for brain damage, than a cesarean section. (An exception is twins when the first twin can be delivered headfirst, and only the second twin is breech. In that case, the cervix may be sufficiently dilated by delivery of the first twin’s head that the second one isn’t in danger of getting stuck.)




[image: diagram]


How a C-Section Is Done


After making an incision in your skin and separating your abdominal muscles, your obstetrician will examine your uterus, check your baby’s position, and decide what kind of incision she will make in the uterus to deliver him. The first choice is usually a horizontal (“transverse”) incision in the lower, thinner part of the uterus (just above the pubic bone), because that segment bleeds less and heals with a stronger scar. The second choice is usually a vertical incision, again in the lower part of the uterus. These low incisions are preferred because they don’t prevent a mother from delivering another baby vaginally in the future.


Sometimes, because of the position of the placenta or your baby or if you’re delivering earlier than about the 28th week of gestation before the lower part of the uterus is well developed, your obstetrician will opt for a higher, vertical (“classical”) incision in the uterus. That incision heals well, but the resulting scar is not as strong, and your uterus might tear during the stress of labor, possibly leading to very dangerous complications for a mother and a baby. Therefore, women who have had classical C-sections are not able to deliver subsequent babies vaginally. Still, that shouldn’t prevent you from getting pregnant or carrying a future pregnancy to term. Since the position and shape of the scar on your skin doesn’t necessarily correspond to one made in your uterus, make sure to ask your obstetrician what kind of C-section she’s performed. If it was a classical C-section, you can be sure that she chose it to make your baby’s delivery as easy and gentle as possible.


[image: diagram]


C-section: uterus with horizontal, or “transverse,” incision.
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C-section: uterus with vertical, or “classical,” incision.





• You are having twins or higher-order multiples. If your twins share the same sac of amniotic fluid, then a C-section is recommended to avoid possible tangling or mixing up of the two umbilical cords during delivery, with a risk of diminishing the blood flow to one twin or cutting off the wrong cord. Triplets or more are delivered by C-section to give all of the babies the same chance for prompt delivery (there’s a chance the cervix will start to close before all of the babies are delivered) and medical attention.


• There are other indications, such as a maternal illness that make it unlikely that a mother can tolerate going through labor, or pregnancy complications, or fetal birth defects, that make a highly controlled delivery the safest option. A cesarean section can be safely performed under either general anesthesia (which will “put you to sleep” for the procedure) or regional anesthesia (spinal or epidural, in which you stay conscious but have little sensation of your body from your chest to your toes). Regional anesthesia offers you the great advantage of being awake during your baby’s birth and seeing him shortly after he’s born. But it’s slower than general anesthesia, so it won’t be used if you have to deliver quickly and unexpectedly. You can discuss the choice of anesthesia with your obstetrician and the anesthesiologist. Since a C-section is surgery, you should also feel free to discuss your own health risks and what to expect for yourself immediately after this delivery and in the future.






The Crowd in the Delivery Room


Some births, when there are no complications and the pregnancy goes to term, are private affairs: an obstetrician or midwife coaching a woman and her partner in a secluded room as their baby gradually emerges. A premature birth, however, is usually a different story. If you give birth in a hospital, you can expect your preemie to be welcomed by at least a few strangers—sometimes a crowd of them—often in masks and gowns, all there to help your baby as she enters the world. Most parents look around the room and wonder: Who are these people? Why are they needed? Is this a bad sign for our baby? Don’t worry. All their presence really means is that you and your newborn will get the best possible assistance.


Although every hospital and birth is somewhat different, here is a quick introduction to the typical members of that crowd in the delivery room:


• If you are having a cesarean delivery, more people will be present than for a vaginal one. In addition to your obstetrician and labor nurse, one or more anesthesiologists, several nurses to assist during the operation, and possibly an obstetrics resident may all be involved in the delivery itself.


• At every hospital birth, whether premature or full-term, there is a medical professional who’s designated to take care of the newborn infant. When it’s a term baby, that may be your labor nurse or midwife. When it’s a premature baby, either a pediatrician or a neonatal nurse practitioner will be called in, often with an extra nurse to assist if it’s a younger preemie who might need extra medical care.
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