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Foreword

BY CHRISTY TURLINGTON BURNS AND ERIN THORNTON

Becoming a mother is one of the most extraordinary things that can happen to a woman. It can and should be a beautiful, inspiring, empowering experience, but all too often it can also be confusing, scary, and overwhelming. Too many women experience the latter because many of them do not have access to the basic care and health care providers who can ensure a safe and happy experience. For some it’s a lack of money and for some it’s a matter of just physically getting there. For others, it’s a matter of having the knowledge and support to have the best to pregnancy and childbirth experience possible.

Just as in most areas of life, knowledge is power and being aware of your options and having the ability to make choices is one way to ensure a healthy and positive birth experience. Having a reliable resource to help break down myth from fact is critical. Jeanne Faulkner has been the trusted resource behind the Every Mother Counts blog for years, translating the critical facts around maternal health into accessible, relatable content for mothers everywhere. When Erin needed support after the birth of her youngest daughter, Jeanne was on speed dial, cutting through the fluff and offering sound and steady advice when she needed it.

Now you can have Jeanne Faulkner on your speed dial, in the form of a book. Common Sense Pregnancy puts all of the most important information in one place and does so in the same direct, no-nonsense way that Jeanne would if she were on the other end of your phone. This book provides women with the information they truly need to understand pregnancy and childbirth, to know what to expect from their body, and to be equipped to make the right choices for them and their baby.

Every mother deserves a safe and healthy birth. Every mother deserves the opportunity to be in charge of her own birth experience. It may not always be pretty or fun, but the more that she knows and the more she can prepare herself and good make choices, the better an experience for everyone.

—Erin Thornton, executive director, and Christy Turlington Burns, founder of Every Mother Counts





Introduction

Information is the key to everything when you’re pregnant. It’s the key to your health, your baby’s health, your relationship, your sex life, your birth plans, your mother-in-law, what underwear to buy, what fish you can eat—everything. Whether it’s your first or tenth baby, you want to know all you can about this brand-new experience. After you talk to your doctor or midwife, mother, sister, and girlfriends, like most women you’ll turn to books, magazines, and, more often than not, the modern mother of all resources—the Internet. That’s where you’ll find me writing Fit​Pregnancy.​com’s Ask the Labor Nurse blog and global maternal health content for Every​Mother​Counts.​org. I’m a registered nurse and pregnancy/parenting/maternal health/advice blogger who’s been in the women’s and maternal health business for decades. Now I’m putting all my experience in one place: Common Sense Pregnancy: A Common Sense Guide on How to Be Pregnant and Have a Baby.

Making plans is an important part of pregnancy, but the best-laid plans can be conceived only with good information, lots of flexibility, and whopping doses of common sense. Even then, your plans and decisions aren’t entirely up to you. There’s a child involved, not to mention a partner, midwife, doctor, and family. It’s complicated.

That’s where I come in. I’ve spent decades working as a nurse in American hospitals, assisting with births from the most natural, low-intervention, and low-risk to the most high-risk and medically complicated, from water births to the ICU. I’ve been at the bedside for thousands of labors and deliveries—and I have four kids myself. I know that every pregnancy, birth, and child is unique, but also that there are only so many variations on what works and what doesn’t, what’s safe and what isn’t. I’ve taken care of women of all ages, cultures, and demographics, and while my information is medically sound, not all of it is what you’ll hear from your doctor. Because I’ve worked so long “on the inside,” I can tell you what to really expect during pregnancy and delivery. You may be surprised to learn that most of it is good news.

I’ve also spent years immersed in the global maternal health world as an advocate for the international humanitarian organization CARE and as senior writer and editor for a global maternal health advocacy organization. And from this depth of experience, I’ve learned a few things about what we do right here in the United States, what needs improvement, and how important common sense is during pregnancy, birth, and parenting.

The traditional U.S. medical model for maternal health care is anchored in fear and treats pregnancy and childbirth as a disease. It is complication-based and mired in legally defendable health care policies and insurance requirements that can seem scary as hell. For example, your doctor may tell you about your increased risks for certain complications and design your prenatal care and birth around those risks. Most mothers never develop most complications; nevertheless, routine prenatal and delivery care still revolve around risks. Doctors recommend routine interventions to forestall those (for most women, nonexistent) risks, but they don’t always inform patients that unnecessary medical interventions have risks, too.

Some medical interventions are excellent and lead to kinder, gentler, and safer births, but in this day and age of extreme and polarizing opinions on pregnancy, childbirth, and parenting, that’s not how they’re presented in many media outlets.

It’s time to dial down the drama in the American birth industry and dial up a heavy dose of common sense. With C-sections performed in a third of our births, women fighting for their rights to deliver safely, and doctors so stressed out and exhausted they’re abandoning obstetrics in droves, it’s time to make some changes. Real change places maternal health practices back in the land of evidence-based standards of care. Real change creates policies and practices that empower and support women and health care providers. It takes the fear out of being pregnant, because most pregnancies are safe when we have access to common sense information.

Common Sense Pregnancy is similar to the e-conversation I have with my online readers—part Q&A, part memoir, and part straight-up medical information. It’s informed by my personal and professional experience, and it provides a multifaceted peek at one of the most common experiences known to womankind.

You can read this book one piece at a time, or settle in and read several sections. Together, let’s dial up the common sense as you prepare for pregnancy, birth, and parenthood.





CHAPTER 1

When You First Get Pregnant

Now that you’re honest-to-goodness pregnant, let’s get down to business and answer some of the questions every pregnant woman has.

In this book, we’re going to cover everything from figuring out how to adapt your daily life to pregnancy to how to decide on genetic testing to everything you need to know about ultrasounds. Then we’ll dig into some of the less commonly asked questions, like: how about sex? And what if I did drugs? Being pregnant is complicated, but don’t worry—you’ve got this. Let’s get it all straightened out.

What to do when you find out you’re pregnant

You’ve taken the test and it came out positive. It’s official. You’re pregnant. Now what?

At first? Do nothing. Absorb this moment. It’s literally the most life-changing moment of your life. If there were ever a moment to BE HERE NOW, this is it. Breathe in, breathe out. Be still.

What if the news of your pregnancy isn’t met with immediate happiness? Well, then, you have some big adjustments to make. If you’re feeling undercurrents of uncertainty, know that you’re among friends. Every woman feels at least a few uncomfortable feelings, no matter how welcome the news. If your pregnancy is occurring at an inopportune time in your life, you’ll just feel these a little more. My advice? Right now, do nothing. Sit still. Absorb this moment. Be here now. Repeat as often as necessary until you feel less distressed, weird, or scared.

Don’t feel rushed to do anything other than to take really good care of yourself. Treat yourself gently. Baby yourself, as you will your newborn—because right now, you are your own baby. You are at the beginning of the biggest change in your life, and your ability to embrace this change depends entirely on the level of compassion you give yourself. If you feel like you’re walking in a fog—you are, so embrace it.

If you’re partnered or married, your partner is going to need gentle treatment and compassion, too, because he or she is also going through a huge change. Be kind to each other. This is how you’ll set the tone for the rest of your life as parents. Pretty soon things will start changing fast, but for this moment, just sit with the news that you are pregnant. That’s enough for now.

How to have a well pregnancy instead of a fear-based pregnancy

You know those optical illusions you stare and stare at, seeing only one thing? What do you see, a vase or two faces? The longer you focus, the more your mind commits to seeing only one image. It isn’t until you make a subtle shift that suddenly you see a second image, too. It was there all along, right in front of your eyes, but until you looked at it differently, you couldn’t see anything else.

That’s kind of what happens to a lot of women during pregnancy. Some women see pregnancy as completely normal and healthy with no potential for complications. Others see pregnancy as freaky and weird, risky and dangerous. Still others see both sides—the normalcy and the risk—and make a choice as to which image to focus on.

That’s also kind of what happens with our two main medical models for receiving health care during pregnancy. There’s the midwifery model of care, which focuses on pregnancy as a normal physiologic process, and there’s the obstetric model, which focuses on the potential risks associated with pregnancy. Both models are important, and each works best when it’s integrated with the other and practiced appropriately. When either model insists we see pregnancy through only that lens, we tend to develop blind spots.

Most pregnancies and births progress with no complications whatsoever. Every pregnancy, however, holds an element of risk. The difference between a well pregnancy and a fear-based pregnancy is which part you focus on—the mostly normal healthy parts or the potentially risky parts. If you focus primarily on being healthy, staying well, and supporting your body to do a bang-up job at growing your baby, chances are very good you’ll enjoy a well pregnancy and childbirth and welcome a healthy baby. That’s what a well pregnancy looks like. If you focus primarily on potential complications, you may support those fears with medical care that shares that focus. That’s what a fear-based pregnancy looks like.

Some women come to pregnancy with a medical history and health conditions that require more focus on the potential for developing complications. Some women enter pregnancy 100-percent healthy, then develop complications along the way. This subset of women with complicated pregnancies makes up approximately 15 percent of all the pregnant mamas out there. Their health depends on acknowledging that their body needs more support to stay well and deliver a healthy baby. That’s what a well pregnancy looks like for women with complicated medical histories. Thank goodness high-quality obstetric care is available to shepherd these women and their babies safely through to motherhood.

Most women (about 85 percent), however, are just fine and really don’t need all the bells and whistles that come with high-risk obstetric care. The problem is, the obstetric model is the most common, easily accessible, widely accepted model of care, used by about 86 percent of mothers. The other 14 percent use non-OB providers like midwives and family practice doctors. Because obstetricians are educated, trained, and skilled at dealing with medical complications in pregnancy, it’s only natural that most focus on the potential risks. Their model of care is designed to rule out and ward off complications by doing extra tests and treatments. Add to that the heavy weight of medical malpractice insurance—which to a large extent dictates how they practice, to make sure they don’t make any mistakes—and there you have it: they see a vase instead of the face, even though they know the face is right there.

In many countries with really excellent maternal health outcomes, all the normal, healthy women see midwives for prenatal and childbirth care. If a problem develops (and midwives are trained to recognize problems), they transfer care to an obstetrician. It’s a model of care that makes a lot of sense.

Whenever possible, I think most women in the United States should see midwives during pregnancy and delivery, because these experts are the naturals at recognizing pregnancy as a normal physiologic event, not a medical crisis to be managed. That paradigm shift isn’t going to happen overnight, though. The key to having a well pregnancy for women accessing traditional obstetric care is to insist on a well-pregnancy focus over a risk-based focus. It also requires that more women let go of their fears and focus on their role: being well.

How can you dial down the fear in your pregnancy? By flipping your focus from illness to wellness, and by going with the most appropriate type of health care for you. For most women, there’s just not that much to worry about. Yes, there are risks for complications, but they’re relatively small, and most women won’t develop them. We’ll talk a lot about that in subsequent sections, but for every mother, whether you have medical complications or you’re 100-percent healthy, having a well pregnancy requires that you:


• Be an active participant in your health by doing everything you can to be healthy.

• Be an active participant in your health care by being picky about which interventions you consent to and which ones are simply not necessary.

• Go with the lowest intervention level that’s appropriate for you, not the rule-everything-out, high-risk model that’s become one-size-fits-all for women.



Don’t let fear terrorize your pregnancy. Focus on what’s real: Unless you have some real honest-to-goodness health problems, you’re most likely going to have a healthy pregnancy. As long as you’re safe, wellnourished, taking care of yourself, and not living in danger, then your odds for having a perfectly normal pregnancy and childbirth are excellent. In fact, you’re at increased risk for normalcy and health. How do you like those odds?

Is your pregnancy no-risk, low-risk, moderate-risk, or high-risk?

When you’re reading up on prenatal health care options and interventions, you’ll see the terms “low-risk” and “high-risk,” as in, “She had a high-risk pregnancy and needed an emergency C-section,” or “She was a low-risk patient, so we were surprised when she developed complications.” What exactly do risk levels mean?

First off, let’s get one category off the table. No pregnancy is ever considered no-risk. Every pregnancy carries risk, but risk doesn’t necessarily mean harm, injury, illness, or death. The word risk has two meanings in a medical setting.


1: The possibility of loss or injury to a patient.

2: The possibility that a patient will sue a provider or cause an insurance company to pay for damages incurred.



In both cases, the definition hinges on one word: possibility. Possibility does not mean guarantee. It means something might happen, but in all likelihood it won’t. Every pregnancy has the possibility of injury or death, and every pregnancy could end in a lawsuit if something bad happens to mother or baby, regardless of whether the provider is at fault. With every single pregnancy there’s the possibility that something could go wrong, but I’ll say it again: in the vast majority of cases, everything turns out just fine.

How do you know if you’re low-risk, moderate-risk, or high-risk? We start with a list of high-risk factors and conditions. If nothing on this list applies to you, you’re low-risk.

You’re potentially high-risk if:


• You’re older than thirty-five or younger than fifteen

• You have high blood pressure or a history of preeclampsia or eclampsia



 or


• Kidney problems

• Autoimmune disorders

• Diabetes

• Cancer

• Asthma (uncontrolled)

• Seizure disorder

• Obesity or extreme underweight

• More than one fetus

• History of gestational diabetes

• History of premature labor or premature baby

• History of baby with birth defects or health complications

• Any other serious or chronic health condition



Some of those problems are a bigger deal than others. You could have conditions on this list and be considered to be in only a moderate-risk category. For example, well-controlled asthma or a history of cancer that’s cured doesn’t automatically make you high-risk. You could also start out as a low-risk patient, then develop high-risk issues during pregnancy, like placental complications, intrauterine growth retardation, premature rupture of membranes, Rh incompatibility, infections, and others. That’s why high-quality prenatal care is essential to all mothers.

How many women have low-risk pregnancies? According to Healthy People 2020, a U.S. Department of Health and Human Services resource organization, 85 percent, or 3.5 million, of the American women who have babies each year are considered to have low-risk pregnancies. They have good reason to expect an uncomplicated birth and a healthy newborn.

Why are risk levels important?

Risk factors and risk levels drive many of the standards of care that determine how women are treated as patients during pregnancy. Because the American health care system is based on private or public insurance every woman is considered a potential risk. Her prenatal care will be directed toward lowering the odds she’ll incur harm and/or sue her doctor. Not every health care provider views patients that way, but many do, which is why they order tons of tests to rule out potential risks, just in case—whether or not their patient really needs those tests and whether or not it will improve her health. Most doctors and many midwives take a “let’s just not take any chances” attitude.

Doctors, some midwives, and hospitals that intervene by doing tests, treatments, and procedures are motivated partly to provide good care, partly to generate revenue, but also partly to ensure that if they wind up in court they can prove they did everything possible for their patient. Obstetricians who are too intent on finding or ruling out complications on healthy women may intervene medically when it’s not really necessary. Unfortunately, doing everything in the medical manual isn’t safe either and sometimes increases risk factors for loss and injury. We’ve learned in recent years that interventions done unnecessarily (for instance, induction of labor for nonmedical reasons) often lead to more interventions (like the C-section that results after that induction fails to progress, and the subsequent C-sections that the mother will mostly likely undergo with future pregnancies). That’s a major reason why we’re seeing increased maternal and newborn injuries and deaths in the United States resulting in large part from out-of-control C-section rates.

Are doctors doing extra interventions because they’re more profitable? Some may be, no doubt, but most probably aren’t. Most are just practicing medicine the way they’ve been trained, the way their hospitals mandate, and the way they’re required to by their malpractice insurers in order to be medically defensible in court.

What’s the solution to the increasingly risk-driven birth industry? We’re figuring that out on a case-by-case basis, but for now, it all has to do with how healthy a particular woman is before she becomes pregnant. Low-risk women have more options than high-risk women in terms of the kind of provider, birth style, and setting they can use. A truly healthy woman can potentially deliver safely at home with a skilled midwife if she wants to, or at a birth center, or in a hospital—essentially, wherever she chooses. High-risk patients’ options, on the other hand, are limited to hospitals because they need specialists like obstetricians, perinatologists, and maternal-fetal medicine experts.

Even women who are diagnosed as high risk can have absolutely normal, healthy pregnancies and births. In fact, given the opportunity, most do. It’s an amazing time in medical history for pregnant women. Even as recently as thirty or forty years ago, many high-risk women were advised to not get pregnant. Nowadays, many are encouraged to “go for it” because we have the treatments and technologies to make even high-risk pregnancies relatively safe.

On the other end of the spectrum, even the lowest-risk women can develop unforeseen complications and wind up in the intensive care unit or worse. Pregnancy and childbirth are unpredictable like that. The chances that you’re in that entirely normal 85 percent, however, are darn good, which raises the question: Why are so many women treated like high-risk patients when they’re actually in that low-risk category? Because the way we manage health care and obstetrics here in the United States is seriously messed up. The good news is, experts are realizing that the way we’ve been operating lately is causing needless harm, and things have to change.

Part of that change requires that women do all they can to lower their risks, opt for care providers who respect that pregnancy and birth are usually normal, and demand a better model of care. It’s a two-way street—both women and health care providers have to do better.

How soon do you need to see a midwife or doctor?

A woman I know (I’ll call her Dionne) recently announced her first pregnancy about twenty minutes after she missed her period. She’s super excited and more than a little nervous. When she called her doctor’s office to make her first prenatal appointment, she was annoyed and, frankly, frightened because her doctor said he’d see her when she was eight weeks pregnant. That’s six weeks away! What the heck is Dionne supposed to do now?

Christina scheduled her first prenatal appointment for twelve weeks. She’d seen her midwife recently for a well-woman exam and knew she was perfectly healthy. She was already taking vitamins, didn’t want a bunch of testing, and knew if she needed anything, her midwife was just a phone call away.

Adele called her midwife to let her know her pregnancy test was positive, and she was whisked into the first available appointment, just a few days later. Adele is as healthy as can be, but she had an early miscarriage last year, which left her feeling fragile. Her midwife wanted to start supporting her ASAP.

And then there’s Lisa. She’s thirty-eight and has been undergoing infertility treatments for over a year. This is the first time the pregnancy test has come out positive. She’s just a little overweight, her blood pressure is just a little higher than normal, and in her quest to get pregnant she’s been seeing doctors for what feels like forever. As soon as she and her doctors knew this round of treatments had succeeded, they shifted gears and started calling her appointments prenatal care.

As you see from these four stories, the answer to the question “How soon do you need to see a midwife or doctor?” is, “It depends.” If you’re healthy, like Dionne and Christina, and you’ve never had any previous pregnancy complications like the ones Adele and Lisa have, then you don’t really need to see a doctor or midwife during the first month or two of pregnancy.

Not much that your health care provider does during the earliest weeks of pregnancy will make much difference to your health or your baby’s health. It’s too early to see much on ultrasound (which at this point would be done mostly for fun or to confirm you’re really, truly pregnant) and too early for first trimester screening exams. You don’t really need a pelvic exam or Pap smear (the routine test for cervical cancer). In fact, some women think that having a Pap done during the first trimester may lead to miscarriage. It won’t. Pap smears aren’t invasive enough to cause miscarriage. They can, however, irritate a particularly sensitive cervix, and they can cause light spotting, which makes newly pregnant women nervous. That’s partly why some doctors and midwives prefer to wait until late in the first trimester before they see patients.

That’s why Dionne’s doctor said, “Pick up some prenatal vitamins at the store. I’ll see you in six weeks.” That’s plenty soon enough to do blood tests and a physical exam, and eight weeks is about the soonest anyone can hear a teeny tiny heartbeat.

Call your doctor (or midwife, if you already have one) fairly soon after you know you’re pregnant, and they’ll let you know how soon you need to be seen. If you haven’t chosen a provider yet and want to shop around, call a few docs and/or midwives and schedule some meet-and-greets before you commit to a specific provider. Then go with the provider who’s most convenient and most aligned with your health care goals and who makes you feel most cared for. (For more on choosing a health care provider, see this page.)

But what if problems develop in the first few weeks, like nausea or extreme fatigue or a little bit of spotting? Just because you don’t have an appointment scheduled in the immediate future doesn’t mean you can’t call your provider and ask for support. If you’re feeling so sick you’re barfing up your socks, your doctor might say, “Let’s see you this afternoon.” Severe morning sickness—a rare form called hyperemesis gravidarum—can be so debilitating you may need medication or even IV hydration (more on this later). If you’re so tired you can’t get out of bed, your provider might say, “Welcome to the club, now go take a nap,” but she might also say, “Come on in tomorrow and let’s make sure everything’s OK.” There might not be anything in particular from a medical standpoint your provider can do to make you feel any better, but she can provide sympathy, compassion, and reassurance, which can be more valuable than almost anything else.

If you’re spotting a little, your doctor might say, “Wait and see.” Early spotting during the first trimester does not necessarily indicate a problem. About 20 to 30 percent of pregnant women have light spotting during the first trimester, and about half of those “spotters” miscarry.1 The half who don’t miscarry are experiencing either implantation bleeding (when the fetus imbeds into the uterine lining), cervical irritation (caused by hormones and fragile blood vessels in the cervix), or discharge of old menstrual blood, and the spotting stops without treatment. In other words, for them it’s a normal part of pregnancy—though admittedly annoying and a bit frightening. (For more about spotting and its causes, see this page.)

If the spotting is the precursor to an early miscarriage, there’s little or nothing your doctor or midwife can do to prevent it. If the spotting stops—excellent! Chances are good you’ll be fine. If it doesn’t stop or it gets heavier, call your midwife or doctor. If you’re having a miscarriage, your provider will determine what kind of care you need—compassionate handholding while the miscarriage takes place on its own, or a medical procedure called dilation and curettage (D&C) to empty your uterus.

I hate to end on a sad note, so let’s do my favorite thing. Let’s flip the statistics. While 15 to 20 percent of women will experience a miscarriage, most occur before a woman even knows she’s pregnant. We rarely know what causes a miscarriage, though prevailing wisdom says it’s Mother Nature’s way of ending a pregnancy that was destined for problems, like genetic anomalies. The good news is that most women who have early miscarriages go on to eventually have entirely normal, healthy pregnancies in the future. An even more positive take: 80 to 85 percent of all pregnancies do not miscarry.

When it comes right down to it, the most important part of good prenatal care is reassurance that everything is OK. While the earliest weeks of pregnancy may be a time when you need that reassurance more than ever, it’s not a time that most women need much medical care. Turn to your mother, sister, grandmother, aunt, girlfriend, or some other trusted, loved, experienced woman. Turn to your partner. Most important, turn to yourself and know that your body has its own wisdom. Take care of yourself physically, mentally, and emotionally and the odds are in your favor that you and your baby will be fine.

Who should you tell that you’re pregnant, and when?

Who is the first person you want to tell after the pee stick turns positive? For most of you, it’s going to be your partner. If you’re happy as heck that you’re pregnant, you’ll want to share it with the person who helped you get that way. If your feelings are mixed (let’s face it—finding out you’re pregnant can feel overwhelming and the news can bring as much anxiety as joy, for any number of reasons) all the more reason to start gathering your tribe around you. Whoever it is, however you feel, tell someone right away. You need, want, deserve support. This is news that’s so big it needs to be shared.

Once you’ve told your most significant insider your big news, sit back and let it soak in. There’s no prescribed time period you have to wait, but this news will be yours and your partner’s alone for only a short time. Once word gets out, it will spread, and that’s when your pregnancy and baby start belonging to others. It will be your mother’s grandchild you’re carrying, your brother’s niece or nephew, your best friend’s “first baby.” Your coworkers’ office baby. It’s not just your pregnancy anymore, just as this won’t be just your child. As soon as you spill the beans, your child will be part of your family, a member of your community.

Who you tell next is up for debate. Personally, I think there’s a hierarchy or order of notification that should be honored. If your partner is first, your parents should be second, your partner’s parents third, then your siblings and best friends. After that—it’s a free-for-all. If the rest of your universe hasn’t already heard the news, have fun telling them whenever, wherever you want.

Before any of you say, “I don’t want my mom to know right away”: that’s fine. Believe me, this order of notification isn’t carved in stone. What I want you to get is this: the order in which you tell people may carry major relationship consequences. Give yourself time to think it through.

A friend of mine recently discovered she was unexpectedly pregnant. She wasn’t unhappy about it, but she was caught by surprise. Her husband was delighted, and after a minor period of adjustment, she was too. When she told me her news, she said, “I’m not supposed to tell anyone until I’m past the first trimester, right?”

I answered, “Where’d you get that idea? Is there a Pregnancy Rule Book I’m unaware of?”

“Well,” she said, “if anything happens [code-speak for miscarriage] and everyone already knows I’m pregnant, well then…I mean…it’s better if I don’t have to tell everyone that news. Right?”

My answer surprised her. “Honey, you get to tell anyone you want, as soon as you want. If ‘something happens,’ you’ll need some friends and family to help you through the grief. Maybe you’re not ready to share the news with your entire clan, but there are no rules that mandate you have to keep your pregnancy secret until you’ve reached a safe period.”

It’s weird that in our society we think women shouldn’t share their pregnancy because they might miscarry—as if they’re going to jinx it by telling. It’s even weirder that women who miscarry are expected to suffer in silence—that it’s supposed to be better if no one knows. It’s as if we don’t want to trouble anyone with our anxiety that something might happen to our fragile pregnancy or burden them with our sadness if something does happen. But is it better for women to feel alone and unsupported through these huge emotional issues? There are some good reasons to keep a lid on who you tell and how soon, but fear of miscarriage shouldn’t be one of them.

What are those good reasons? As I’ve said, one of the best reasons to delay spreading the news is to keep your experience all to yourself for a while. But other reasons include:


• You don’t want to deal with other peoples’ reactions.

• You’re embarrassed or afraid you’ll be judged or teased (“What? Pregnant again?”) and you’re feeling fragile.

• You don’t want your employers to know until you’ve figured out a motherhood-work strategy.

• You’re in a bad relationship and don’t want your exit strategy complicated by your partner’s reaction.



How do you tell people? There’s a growing trend to make it a really big deal. I’ve heard about flash mobs of choreographed dancers turning the news into a big Broadway number. Some women get fortune cookies delivered with their take-out Chinese food with the message “I’m pregnant” baked inside. Some women drop the pregnancy test into a plastic bag and hide it in their husband’s gym bag or briefcase. There are a million ways to go big on this news that can be a lot of fun. Go for it if that’s your style, but let’s be careful that the telling doesn’t upstage the news itself. Seriously, it’s already exciting that you’re pregnant and bringing a brand-new human into your life. It’s a baby. That’s big enough.

How soon will you look pregnant instead of just fluffy?

Pregnant bellies go through four phases:


1. Your stomach looks just like it did prepregnancy.

2. You look like you’ve gained weight, but don’t necessarily look pregnant.

3. There’s no doubt about it—you look pregnant.

4. You look like you’re ready to pop.



What’s the best phase? Most women pick phase three, when they’re past the “I’ve gained weight” stage and full on into the “I look pregnant” stage. There’s no set schedule as to when you’ll reach this stage. First-time mothers tend to show (the traditional term for “she looks pregnant”) later than mothers who’ve been pregnant before. Overweight women often show later too, and very thin women tend to show a bit earlier. Women with super strong abdominal muscles might get well into their second trimester before anyone notices their tummy. Women with twins or triplets? Way earlier than mothers of single babies.

As a general guideline, most first-time mothers of single babies start feeling like their pants are too tight between 10 and 12 weeks. It’s not that their baby is all that big, but the uterus is growing to accommodate a placenta, amniotic fluid, and extra blood volume. Constipation is also very common during pregnancy and, when combined with gas and bloating, might make your stomach look fuller. Your skin may feel extra sensitive too, which motivates many women to buy softer, stretchier pants, even if they don’t really need maternity jeans yet. By 14 weeks, most women need to either unbutton their waistband, go shopping in the maternity department, or borrow their partner’s sweatpants.

You can get away with wearing your own clothes longer if you unbutton/unzip and fasten your pants with a rubber band or a loop of elastic. Wear longer shirts (or not, if you want to show off your belly) and you can go quite a ways into your pregnancy without having to shop. The benefit of wearing maternity duds is, they’re cut in a way that emphasizes your baby bump and takes some of the guesswork out



What does your due date really mean?









 


















 



How much stuff do you need?



















Faul_9781607746768_epub3_nav_r1.xhtml


Contents



		Cover


		Title Page


		Copyright


		Dedication


		Contents


		Foreword


		Introduction


		Chapter 1: When You First Get Pregnant

		What to do when you find out you’re pregnant


		How to have a well pregnancy instead of a fear-based pregnancy


		Is your pregnancy no-risk, low-risk, moderate-risk, or high-risk?


		How soon do you need to see a midwife or doctor?


		Who should you tell that you’re pregnant, and when?


		How soon will you look pregnant instead of just fluffy?


		What does your due date really mean?


		How much stuff do you need?






		Chapter 2: Choosing Your Care

		How to pick your health care provider


		Why choosing a midwife makes sense


		If you have a midwife, a nurse, a partner, and a labor support team, do you need a doula?


		How to pick where you’ll have your baby


		Who’s on your labor team—and how to keep your labor room drama free






		Chapter 3: Your Pregnant Body

		What should you eat?


		How to deal with feeling like crap


		What about sex?


		Just how tough is your baby? Dealing with fears about exposure to drugs, alcohol, cigarettes, and other toxins


		Common medical bumps in the road






		Chapter 4: Prenatal Tests

		What are all those prenatal tests for, and do you really have to have them?


		What about ultrasounds?


		The pros and cons of genetic testing


		Nonstress tests, biophysical profiles, and other late-pregnancy tests






		Chapter 5: Prenatal Education and Birth Plans

		Getting a prenatal education—before and beyond what the hospital teaches


		How to determine whether you want your birth to be all natural, all medical, or something in between


		How your pregnancy determines your birth plan


		Birth plans: pros, cons, reality checks






		Chapter 6: How to Deal with Late Pregnancy Curve Balls

		Your doctor says your baby is too big and wants to schedule an induction or C-section—what now?


		Your ultrasound shows you have too much/too little amniotic fluid—what now?


		You’ve tested positive for group beta strep—what now?


		You’re dilating early or not dilating yet—what now?


		Your midwife says you need an obstetrician—a few reasons why you might “risk out” for low-risk/low-intervention care






		Chapter 7: When the End Is in Sight

		You know the end is in sight and all of a sudden you’re freaking out—what’s going on?


		You feel heavy, cranky, crampy, and yucky—should you ask for an induction?


		How to get the show on the road—what works and what doesn’t for starting labor naturally


		How to keep from losing your mind while you wait for labor to start


		You’re overdue (or are you?)—what should you do?






		Chapter 8: Are You in Labor?

		You’re leaking fluid—did your water break or did you wet your pants?


		You lost your mucous plug or see a little bleeding—are you going into labor?


		How to tell when you’re really, truly, honest-to-god in labor


		Water management—what to do if your water bag breaks in public and what to expect when it breaks during labor






		Chapter 9: At the Hospital

		Who works on the maternity unit? From nurses to lab techs—all the people who might take care of you and your baby


		Hygiene and grooming for labor—what matters, what totally doesn’t?


		Shaving, enemas, episiotomies, and other old-school routines


		Can you eat when you’re in labor?






		Chapter 10: Labor Pains

		The biggest difference between your first and second labors (or third, or fourth…)


		How bad is labor, anyway?


		Pain management 101—everything from deep breaths to epidurals, and how to take it one step at a time


		Epidural 101—how it works, who puts it in, why it takes a while, and why you can’t custom-order it


		Epidural FAQs


		What’s Pitocin really like?






		Chapter 11: Other Labor and Delivery Issues

		Meconium—what does it mean when sh** happens?


		The big push—how to do it if you don’t have an urge, and how to avoid pushing too hard


		Vacuums, forceps, and other tools of the trade


		Lacerations 101 (what it means if you tear)


		Body fluids, blood, and guts—all the gross stuff that happens during labor and why you shouldn’t worry about it






		Chapter 12: C-Sections, VBACs, and More

		You’re scheduled for a C-section—what happens next?


		You want a vaginal birth after cesarean (VBAC)—how can you have one, and what are the risks?


		You have twins or your baby is breech—can you still have a vaginal birth?






		Chapter 13: Once the Baby Is Born

		How to decide which tests and shots your baby will get in the delivery room and nursery


		When your baby needs intensive care






		Chapter 14: Processing and Healing Postpartum

		Processing your birth experience


		Healing, bleeding, leaking, and cramps—what’s normal, what’s not?


		Will you ever be normal down there again?


		Now that everything’s different, will life ever be normal again?






		Chapter 15: Having a New Baby

		A word about day three


		What you can do the first week, second week, third week, sixth week


		Sleep, sleep deprivation, and how to keep from losing your mind


		How to do anything now that you have a newborn—including taking a shower, going to the store, and having an adult conversation


		The second baby—how to add another kid to your life






		Chapter 16: Feeding Your Baby

		Breast versus bottle—battle lines and peace treaties


		How to get the help you need when breastfeeding is hard


		Cracked, sore nipples? Engorgement? Tips for making your breasts feel better


		Pumping, dumping, storing, and freezing your breast milk


		Bottle feeding, judgment free


		How long should you breastfeed?


		How to work and breastfeed






		Conclusion


		Special Circumstances Appendix 1: Pregnancy and parenting for women with history: getting real about custody, child welfare, drug addiction, domestic violence, homelessness


		Special Circumstances Appendix 2: When a Baby Dies


		Notes and Resources


		About the Author


		Acknowledgments


		Every Mother Counts








		iii


		iv


		v


		vi


		vii


		viii


		ix


		xi


		xii


		1


		2


		3


		4


		5


		6


		7


		8


		9


		10


		11


		12


		13


		14


		15


		16


		17


		18


		19


		20


		21


		22


		23


		24


		25


		26


		27


		28


		29


		30


		31


		32


		33


		34


		35


		36


		37


		38


		39


		40


		41


		42


		43


		44


		45


		46


		47


		48


		49


		50


		51


		52


		53


		54


		55


		56


		57


		58


		59


		60


		61


		62


		63


		64


		65


		66


		67


		68


		69


		70


		71


		72


		73


		74


		75


		76


		77


		78


		79


		80


		81


		82


		83


		84


		85


		86


		87


		88


		89


		90


		91


		92


		93


		94


		95


		96


		97


		98


		99


		100


		101


		102


		103


		104


		105


		106


		107


		108


		109


		110


		111


		112


		113


		114


		115


		116


		117


		118


		119


		120


		121


		122


		123


		124


		125


		126


		127


		128


		129


		130


		131


		132


		133


		134


		135


		136


		137


		138


		139


		140


		141


		142


		143


		144


		145


		146


		147


		148


		149


		150


		151


		152


		153


		154


		155


		156


		157


		158


		159


		160


		161


		162


		163


		164


		165


		166


		167


		168


		169


		170


		171


		172


		173


		174


		175


		176


		177


		178


		179


		180


		181


		182


		183


		184


		185


		186


		187


		188


		189


		190


		191


		192


		193


		194


		195


		196


		197


		198


		199


		200


		201


		202


		203


		204


		205


		206


		207


		208


		209


		210


		211


		212


		213


		214


		215


		216


		217


		218


		219


		220


		221


		222


		223


		224


		225


		226


		227


		228


		229


		230


		231


		232


		233


		234


		235


		236


		237


		238








		
Cover



		
Cover



		
Title Page



		
Table of Contents



		
Start









OEBPS/images/Faul_9781607746768_epub3_tp_r1.jpg
Common Sense
PREGNANCY

Navigating a Healthy
Pregnancy & Birth for
Mother & Baby

JEANNE FAULKNER, RN

=
TEN SPEED PRESS
Berkeley





OEBPS/images/Faul_9781607746768_epub3_cvi_r1.jpg
JEANNE FAULKNER, R.N.

Pregnancy

Navigating a healthy
pregnancy & birth for
mother & baby

From the author
of Fit Pregnancy’s
ASK THE
LABOR NURSE

column





