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Thanks and More Thanks
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So, it’s time for another delivery. And if delivering a book is anything like delivering a baby—and it is, in many ways (you nurture, nurture, nurture, stress, stress, stress, try to breathe, breathe, breathe, and then you push, push, push)—I have a whole lot of birth attendants to thank:

First, always and forever, the father of What to Expect, Erik—the man who made me a mom to Emma and Wyatt, a mom to What to Expect, and the happiest woman on the planet. My 24/7 partner in life, love, parenting, purpose, mission, and (best of all) grandparenting.

Suzanne Rafer, my very longtime editor and friend, who helped me birth more baby books than I can count, and was there since What to Expect was first conceived (and who actually named our first baby): tirelessly coaching, cheering, and policing my puns. And to Maisie Tivnan, who gracefully accepted the Heidi baton and has raced through many updates and editions since then, and still keeps coming back for more, with patient support from Analucia Zepeda.

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

To our new parent publisher, Hachette Book Group, and the incredible, seamlessly blended family they’ve created with Workman.

To everyone else at Workman (and now also Hachette) who has and continues to contribute to our What to Expect babies, including Jenny Mandel, Emily Krasner, Moira Kerrigan, Lia Ronnen, Sophie Cottrell, Becky Terhune, Samantha Gil, and Suzie Bolotin.

Matt Beard, who had us covered, cover-to- cover, from Emma (before) to Lennox (after). Karen Kuchar for bringing moms and babies to life in illustrations. Lisa Hollander, Becky Terhune, and Vaughn Andrews for putting it all together artfully in such a pretty package. Beth Levy, Claire McKean, Barbara Peragine, and Julie Primavera for masterfully producing and managing the sausage-making.

Dr. Charles Lockwood, our intrepid medical advisor on editions 4 and 5—always ready to tackle any topic on moms’ minds (even those best left on the fringe) and to bring his enormous reserves of knowledge, experience, wisdom, caring, and compassion to help deliver What to Expect. And Dr. Stephanie Romero for her insightful contributions. Dr. Howie Mandel, for delivering compassionate care—and Lennox. And now, Dr. Sarah Obicčan, my amazing new physician partner, who I will write about endlessly in later printings (she’s that good, and that caring!), and genetic counselor Réka Müller for her, well, genetic counseling.

To all the doctors, midwives, nurses, physician’s assistants, nurse practitioners, childbirth educators, doulas, and lactation consultants around the world who literally nurture the nurturers among us, helping deliver the healthiest start in life for every baby and the healthiest future for all of us. The experts and advocates at HHS, including SAMHSA, ACF, ANA, HRSA, and more, especially the CDC—all passionately devoted to the health and wellbeing of moms and babies, especially when it comes to our most vulnerable—for your shared mission and commitment, for being an invaluable partner in spreading important health messages (and preventing the spread of disease!).

To the What to Expect Project and all our partners in our mom mission, helping nurture so many legislative, policy, and initiative priorities. And all our past and future partners in mom and baby health, including all of the above and many more, like the March of Dimes, International Medical Corps, first responders and trainers of health care heroes (like my personal midwife hero from South Sudan, Tindilo Grace Losio, aka Amazing Grace), the global maternal health heroes at Jhpiego, and 1,000 Days™, for believing that a healthy future depends on a healthy (and well-fed) beginning. The UN Foundation’s Universal Access Program, for their passionate support of women and girls and their reproductive rights, health, and wellbeing.

The Department of Defense, especially those working on behalf of military families, the Women’s Initiative Teams that support active-duty women, and all the amazing military mamas, dads, and health care providers around the world I’ve had the honor to hug and have yet to hug (more hugs coming!). Pregnancy is always a heavy lift—but especially when you’re serving for two.

Our incredible WhatToExpect.com and What To Expect app team, fearlessly led by Heidi Cho and including Christine Mattheis, Melissa Bykofsky, Robin Hilmantel, Chris McLoughlin, Giacomo Palloti, my forever BFF Sara Stefanik, and far too many other awesome people to name, for their endless energy, enthusiasm, innovation, integrity, creativity, conviction, passion, and shared purpose (and for believing in the power of purple). And to Sam Bader for bringing the Care to What to Expect.

And to the other men in my life, my agent Alan Nevins and my attorney Marc Chamlin.

And most of all, to the babies who started What to Expect, Emma and Wyatt; and the babies-come-lately, Lennox and Sebby. And always to Abby and Norm, Howard, Victor, and Craig, with love.
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Foreword
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Sarah G. Obicčan, MD

Associate Professor of Obstetrics and Gynecology Division Director of Maternal-Fetal Medicine, University of South Florida

The first time I encountered What to Expect When You’re Expecting, I was in the beginning of my fellowship training, browsing a bookstore, six months pregnant. I opened the book and was immediately impressed with how much I was learning, despite already being an ob.

As a high-risk obstetrician taking care of patients with complex obstetric and fetal complications, I know firsthand the importance of having accurate, reliable information during pregnancy. That is why I highly recommend this book—which over time has become a staple for those expecting around the world, providing them with essential facts and practical advice on all aspects of pregnancy and childbirth.

Many years later, I have now had the privilege to collaborate with Heidi Murkoff. It is hard not to like her the moment you meet her. Her warm personality, combined with her wealth of knowledge, makes her an invaluable resource for expectant mothers everywhere. Her book is like having a really smart best friend—right there on your nightstand—ready to guide you through the ups and downs of this exciting and sometimes overwhelming time.

Heidi Murkoff has done an excellent job providing practical tips and expert insights on a wide range of topics, from prenatal care to labor and delivery. Her reassuring tone and compassionate approach will help ease any fears or anxieties you may have, and empower you to make informed decisions about your health and the health of your baby.

As you embark on this incredible journey, may What to Expect be a trusted companion to you.

I wish you health, love, and all the joy and wonder the next few months will bring.





Introduction
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Maybe you know the story (I tell it a lot) of how What to Expect When You’re Expecting was born. Or, really, how it was conceived, because that’s exactly how it happened. I conceived a baby, and then I conceived a book. And let’s just say, I didn’t expect either.

So, first, the baby. It was an “oops” pregnancy—as in, Erik and I got married and just 3 months later, oops . . . I was pregnant. Pregnant and completely clueless. Clueless about how I’d gotten pregnant (beyond the basic biology—I had that down, but I was pretty sure I wouldn’t be able to conceive) and clueless about what to do now that I was. I searched in books (the only way we could back in the days before search engines) for answers to my questions, reassurance from my worries, a hand to hold, a shoulder to cry on, a voice to talk me down and cheer me on through the exciting but bewildering pregnancy journey Erik and I were headed on. I read and I read, but I couldn’t find what both of us desperately needed to know: what to expect when you’re expecting. So, I wrote a book—delivering the proposal for What to Expect When You’re Expecting just two hours before I went into labor with the baby who inspired it all, Emma.

And the rest would be history, except that history doesn’t get rewritten (or at least, it shouldn’t), and pregnancy books do (or should, and often). After all, while some things about pregnancy never change (it’s still 9 months long, give or take, and you still get bloated, queasy, and constipated), many others do change. A lot.

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

What’s new in this edition? Plenty, from cover to cover (including the covers—more about that later). You’ll find new “For Dads” boxes integrated throughout the book that speak to dads’ unique concerns as partners in pregnancy, childbirth, and parenting (and also speak to partners who are other mothers, not fathers). All the medical bases are completely covered and completely updated, of course: The latest on prenatal screening and diagnosis, the safety of medications during pregnancy (including antidepressants), cord blood banking options, complementary and alternative therapies, and a brand new section on postpartum birth control are here. Lifestyle trends get their due, too: from gender reveals to push presents, from overcaffeinating at the coffee bar or sipping an occasional glass of wine or puffing on an e-cigarette or nibbling on a weed edible, to the wisdom of oversharing on social media, and much more. Pregnancy eating is on the expanded menu, including raw and Paleo diets, juicing, grass-fed, organic, and health foods (and supposed super foods), GMOs—even why eating peanuts and other nuts can actually help baby-to-be avoid allergies. The greening of pregnancy is covered, as well, including how to avoid BPA and phthalates. There’s skin care, hair care, cosmetics and cosmetic procedures, and spa treatment guidelines for the expectant set. There’s simply a boatload of information for everyone who’s expecting: expanded advice on multiple pregnancy, back-to-back pregnancy (including breastfeeding while you’re expecting). IVF pregnancy, pregnancy after weight loss surgery. More birthing options, too: water and home births, delayed cord blood clamping, VBAC, and gentle cesareans, laboring down, and pushing positions.

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

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

May all your greatest expectations come true!

Big hugs,

[image: Image]

About the What to Expect Project

Every mom deserves the respectful, responsive, equitable care, empowering information and resources, and nurturing support she needs before, during, and after pregnancy to deliver a healthy beginning and healthy future to herself and the baby she loves. Yet too many moms in the U.S. and around the world don’t receive this. That’s why we created the nonprofit What to Expect Project. Our work includes policy to improve maternal health and maternal mental health care and accessibility for moms and families in rural and urban areas hardest hit by maternal mortality and morbidity, baby showers for military moms and families, advocacy on issues that matter most to families (such as closing gaps in health care, expanding the workforce of doulas and midwives, and legislating paid family leave and affordable childcare), and #BumpDay, a global social media campaign (held annually on the third or fourth Wednesday of July) that celebrates beautiful bumps and healthy pregnancies, while raising awareness about the urgent need for better maternal health and maternal mental health care, especially in rural areas and communities of color. To join our healthy mom mission or learn more, please visit whattoexpectproject.org or WhatToExpect.com/bumpday.







Part 1 First Things First







Chapter 1 Are You Pregnant?
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Maybe your period’s only a day overdue. Or maybe it’s going on 3 weeks late. Or maybe your period isn’t even slated to arrive yet, but you’ve got a gut feeling (literally, in your gut) that something’s cooking—like a brand new baby bun in your oven! Maybe you’ve been giving baby making everything you’ve got for 6 months or longer. Or maybe that hot night 2 weeks ago was your very first contraceptive-free love connection. Or maybe you haven’t been actively trying at all, and still managed to succeed. At least, you think you did. No matter what the circumstances that have brought you to this book, you’re bound to be wondering: Am I pregnant? Well, read on to find out.



What You May Be Wondering About




Early Pregnancy Signs


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

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

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

Darkening areolas. Not only might your breasts be tender, but your areolas (the circles around your nipples) may be getting darker—something that doesn’t typically happen before a period. They may even begin to increase in diameter. You can thank the pregnancy hormones already surging through your body for these and other skin color changes (much more about those in the coming months).

Bumpy areolas. You may have never noticed the tiny bumps on your areolas, but once they start growing in size and number (as they typically do early in pregnancy), they’ll be hard to miss. These bumps (called Montgomery’s tubercles) are actually glands that produce oils to lubricate your nipples and areolas—lubrication that’ll certainly be welcome protection when baby starts suckling. Another sign your body is planning ahead—way ahead, in fact.

Spotting. Up to 30 percent of brand new mamas-to-be experience spotting when the embryo implants in the uterus. Such so-called implantation bleeding will likely arrive earlier than your expected monthly flow (usually around 6 to 12 days after conception) and will probably appear light to medium pink in color (rarely red, like a period).

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

Urinary frequency. Has the toilet become your seat of choice lately? Appearing on the pregnancy scene fairly early (usually about 2 to 3 weeks after conception) may be the need to pee with surprising frequency. Curious why? See here for all the reasons.

Nausea. Here’s another reason why you might want to consider setting up shop in the bathroom, at least until the first trimester is finished. The nausea and vomiting of pregnancy—aka morning sickness, though it’s often a 24/7 kind of thing—can strike a newly pregnant woman fairly soon after conception, though it’s more likely to begin around week 6. For a host of reasons why, see here.

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

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

Rising temperature. If you’ve been using a special basal body thermometer to track your first morning temperature, you might notice that it rises around 1 degree when you conceive and continues to stay elevated throughout your pregnancy. Though not a foolproof sign (there are other reasons why you may notice a rise in temperature), it could give you advance notice of big—though still very little—news.

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




Diagnosing Pregnancy


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

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

The home pregnancy test. It’s as easy as 1-2-pee, and you can do it all in the privacy and comfort of your own bathroom. Home pregnancy tests (HPTs) are not only quick and accurate, but you can even start using most brands before you’ve missed your period (though accuracy will get better as you get closer to P-day).

All HPTs measure urinary levels of human chorionic gonadotropin (hCG), a (developing) placenta-produced hormone of pregnancy. HCG finds its way into your bloodstream and urine almost immediately after an embryo begins implanting in the uterus, between 6 and 12 days after fertilization. As soon as hCG can be detected in your urine, you can (theoretically) get a positive reading. But there is a limit to how soon these HPTs can work—they’re sensitive, but not always that sensitive. One week after conception there’s hCG in your urine, but it’s not enough for the HPT to pick up—which means that if you test 7 days before your expected period, you’re likely to get a false negative even if you’re pregnant.

Just can’t wait to pee on that stick? Some tests can detect pregnancy as soon as before your expected period. Not a betting woman? Wait until the day your period is expected, and you’ll have up to a 99 percent chance (depending on the brand’s claim) of scoring the correct result. Whenever you decide to take the testing plunge, the good news is that false positives are much less common than false negatives—which means that if your test is positive, you can be, too. (The exception: if you’ve recently had fertility treatments; see box, here.)


Testing Smart

The home pregnancy test is probably the simplest test you’ll ever take. You won’t have to study for it, but you should read the package instructions carefully beforehand (yes, even if you’ve taken HPTs before, since different brands come with different instructions). A few other things to keep in mind:


	■ You don’t need to use first-of-the-morning urine—really, any-time-of-the-day pee will do. But if you’re testing super early, morning pee may offer an edge; after all, those trace amounts of hCG are more likely to show up in concentrated urine (you’ve gone all night without drinking) than in later-in-the-day, diluted pee.

	■ Most tests prefer you use midstream urine. And since your provider will prefer that you use this in your monthly urine samples, too, you might as well master the technique now: Start peeing for a second or two, stop, hold the flow, and then put the stick you’re supposed to pee onto or the cup you’re supposed to pee into in position to catch the rest of the stream (or as much as needed).

	■ Any positive read, no matter how faint, is a positive. Congratulations—you’re pregnant! If the result isn’t positive, and your period still hasn’t arrived, consider waiting a few days and testing again. It may have just been too soon to call.




Some HPTs can tell you not only that you’re pregnant but also approximately how far along you are, displaying along with the word “pregnant” the estimated weeks since ovulation—either 1 to 2 weeks, 2 to 3 weeks, or 3 or more weeks since your tiny egg was fertilized. Operative word “approximately”—so don’t use this reading to calculate your official estimated due date. Also on the market: HPT strips, for those who prefer a test that’s easy on the budget and gentler on the planet; and app-compatible tests.

No matter what type of HPT you use (from budget brand to super high-tech) you’ll get a very accurate diagnosis very early in pregnancy—and that early heads-up can give you an early head start on taking the best possible care of yourself. Still, medical follow-up to the test is essential. So if the result is positive, it’s time to call your provider and book that first prenatal appointment.

The blood test. This test can detect pregnancy with virtually 100 percent accuracy as early as 1 week after conception, using just a few drops of blood. It can also help approximately date the pregnancy by measuring the exact amount of hCG in the blood (see here for more on hCG levels). Many providers order both a urine test and a blood test to be doubly certain of the diagnosis.


Testing for the Irregular

So your cycles don’t exactly run on schedule? That’ll make scheduling your HPT testing date a lot trickier. After all, how can you test on the day that your period is expected if you’re never sure when that day will come? Your best testing strategy if your periods are irregular is to wait the number of days equal to the longest cycle you’ve had in the last 6 months (hopefully you’ve been keeping track on an app)—and then test. If the result is negative and you still haven’t gotten your period, repeat the test after a week (or after a few days if you just can’t wait).


The medical exam. Though a medical exam can be performed to confirm the diagnosis of a pregnancy, today’s accurate HPTs and blood tests make the exam—which looks for physical signs of pregnancy such as enlargement of the uterus, color changes in the vagina and cervix, and a change in the texture of the cervix—almost beside the point. Still, getting that first exam and beginning regular prenatal care isn’t (see here).




A Faint Line


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

The only way a home pregnancy test can give you a positive result is if you have a detectable level of hCG in your urine. And the only way you’ll have a detectable level of hCG in your urine (unless you’ve been receiving fertility treatments) is if you’re pregnant. Which means that if your test is showing a line, no matter how faint it is—you can be positive that you’re pregnant.

Just why you’re getting a faint line instead of that loud-and-clear line you were hoping for may have to do with the sensitivity of the test. To figure out how sensitive your pregnancy test is, look for the milli-international units per liter (mIU/L) measurement on the packaging. The lower the number, the better (20 mIU/L will tell you you’re pregnant sooner than a test with a 50 mIU/L sensitivity). Not surprisingly, the more expensive tests usually have greater sensitivity. And of course, digital tests that offer a readout of “pregnant” or “not pregnant” definitely take out some of the guesswork.


Pregnancy Testing and Fertility Treatments

Every hopeful mama-to-be is on pins and needles (and the edge of her toilet seat) waiting for the moment when she’ll finally be able to pee on a stick to confirm that she’s pregnant. But if you’ve been undergoing certain fertility treatments, the wait for a positive pregnancy test can be even more nerve-racking, especially if you’ve been told to skip the HPT and hold off until a blood test can be done (which, depending on your fertility clinic, may be a week to 2 weeks after conception or embryo transfer). But there’s a very good reason why most fertility specialists prescribe this approach: HPTs can provide unreliable results for fertility patients. That’s because hCG, the hormone tested for in an HPT, is often used in fertility treatments to trigger ovulation and may remain in your system (and show up in your urine) even if you’re not pregnant.

Usually, if the first blood test given by your fertility specialist is positive, it will be repeated in 2 to 3 days. Why? Your doctor will not only be checking for hCG in your system, but also making sure the level of hCG increases by at least two-thirds (indicating that all is going well so far). If it has increased, another blood test will be ordered 2 to 3 days later, when the hCG level should have increased by two-thirds or more again. These tests will also measure hormones (like estrogen and progesterone) to make sure they are at the right level to sustain a pregnancy. If all 3 blood tests point to a pregnancy, an ultrasound is scheduled around 5 to 8 weeks of pregnancy to look for the heartbeat and a gestational sac (see here).


Or better yet, just wait. The farther along in your pregnancy you are, the higher your levels of hCG. If you’re testing very early in your pregnancy (before your expected period), there might not be enough hCG in your system yet to generate a no-doubt-about-it line. Give it a couple of days, test again, and you’ll likely see a line that’ll erase your doubts once and for all.




No Longer Positive


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

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

Medically, a chemical pregnancy is more like a cycle in which a pregnancy never really occurred than a true miscarriage. Emotionally, for women like you who tested early and got a positive result, it can be a very different story. Though it’s not technically a pregnancy loss, the loss of the promise of a pregnancy can also be understandably upsetting for both you and your partner. Reading the information on coping with a pregnancy loss in Chapter 20 can help you with those emotions. And keep in mind that the fact that conception did occur once for you means that it’ll more than likely occur again soon, and with the happier result of a healthy pregnancy.




A Negative Result


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

If you’re experiencing the symptoms of early pregnancy and feel, test or no test—or even 3 tests—that you’re pregnant, act as though you are (by taking prenatal vitamins, eating well, cutting back on caffeine, not drinking or smoking, and so on) until you find out definitely otherwise. Even the best HPTs can slip up, producing a false negative result, especially when they’re taken very early. You may well know your own body better than a pee-on-a-stick test does. To find out if your hunch is more accurate than the tests, wait a week and then try again—your pregnancy might just be too early to call. Or ask your provider for a blood test, which is more sensitive in detecting hCG than a urine test is.

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


Turning a Negative Into a Positive

If it turns out you’re not pregnant this time, but you’d like to become pregnant soon, start making the most of the preconception period by taking the steps outlined in What to Expect Before You’re Expecting. Good preconception prep before you start trying to conceive will help ensure the best possible pregnancy outcome when sperm and egg do meet up. Plus, you’ll find tons of tips on how to boost your chances of conceiving—and conceiving faster.





Making the First Appointment


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

Good prenatal care is one of the most important ingredients in making a healthy baby. So don’t delay. As soon as you have a positive HPT result, call your provider to schedule an appointment. Just how soon you’ll be able to come in for that appointment may depend on office traffic and policy. Some providers will be able to fit you in right away, while some very busy offices may not be able to accommodate you for several weeks or more. At certain offices, it’s routine to wait until a woman is 6 to 8 weeks pregnant for that first official prenatal visit, though some offer a “pre-ob” visit to confirm pregnancy as soon as you suspect you’re expecting (or have the positive HPT results to prove it). In some cases, your insurance may cover a telehealth appointment to support you until your in-person visit.

But even if your official prenatal care has to be postponed until midway through the first trimester, you shouldn’t put off taking care of yourself and your baby. Regardless of when you get in to see your provider, start acting pregnant as soon as you see that positive readout on the HPT. You’re probably familiar with many of the basics, but don’t hesitate to call your provider’s office if you have specific questions about how best to get with the pregnancy program. You may even be able to pick up a pregnancy packet ahead of time (many offices provide one, with advice on everything from diet do’s and don’ts to prenatal vitamin recommendations to a list of safe medications) to help fill in some of the blanks. Of course, you’ll also find plenty of pregnancy advice in this book.

In a low-risk pregnancy, having the first prenatal visit early on isn’t considered medically necessary, though the wait can be hard to handle. If the waiting’s stressing you out, or you think (or have been told) that your pregnancy may be considered high-risk (because of age, a chronic condition, or a history of miscarriages, for instance), check with the office to see if you can come in earlier. (For more on what to expect at your first prenatal visit, see here.)




Your Due Date


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

Once the big news starts to sink in, it’s time to reach for the calendar and mark down the big day: your due date. But wait—when are you due? Should you count 9 months from today? Or from when you might have conceived? Or is it 40 weeks? And 40 weeks from when? You just found out you’re pregnant, and already you’re confused. When is this baby coming, anyway?

Take a deep breath and get ready for pregnancy math 101. As a matter of convenience (because you need some idea of when your baby will arrive) and convention (because it’s important to have benchmarks to measure your baby’s growth and development against), a pregnancy is calculated as 40 weeks long—even though only about 30 percent of pregnancies actually last precisely 40 weeks. In fact, a full-term pregnancy is considered to be anywhere from 39 weeks to 41 weeks long.

But here’s where things get even more confusing. The 40 weeks of pregnancy are not counted from the day your baby was conceived—they’re counted from the first day of your last menstrual period (or LMP). Why start the clock on pregnancy before sperm even meets egg (and before your ovary even releases the egg)? The LMP is simply a reliable day to date from. After all, even if you’re pretty positive about ovulation day (because you’re a master of cervical mucus or an ovulation predictor pro), and definitely sure about the day or days you had sex, you probably can’t pinpoint the moment egg and sperm got together (aka conception). That’s because sperm can hang out and wait for an egg to fertilize up to 3 to 5 days after they’ve arrived through the vagina, and an egg can be fertilized up to 24 hours after it’s been released—leaving a wider window than you might think.

So instead of using an uncertain conception date as a start date for pregnancy, you’ll use a sure thing: your LMP, which (in a typical cycle) would have occurred about 2 weeks before your baby was conceived. Which means you’ll have clocked in 2 of those 40 weeks of pregnancy by the time sperm and egg actually meet, and 4 weeks by the time you miss your period. And when you finally reach that 40-week mark, your baby bun will have been baking for just 38 weeks.

Still confused by the system? That’s not surprising—it’s a confusing system. Happily, you don’t have to understand the system to work it. To arrive at a due date (called an EDD, or estimated due date, because it’s always an estimate), you can just do this simple calculation: Subtract 3 months from the first day of your last menstrual period (LMP), then add 7 days. For example, say your last period began on April 12. Count backward 3 months, which gets you to January 12, and then add 7 days. Your due date would be January 19. Don’t feel like doing any math at all? Just plug your LMP date into the What To Expect app and your EDD will be calculated for you, you’ll find out the week of pregnancy you’re in, and your week-by-week countdown will begin.

Keep in mind that if you have irregular cycles, you may have difficulty calculating your due date with the LMP method. And even if your cycles are regular, your provider might give you a different date than you arrived at by using the LMP method or an app. That’s because the most accurate way of estimating a due date is through an early ultrasound, usually done at about 6 to 9 weeks, which reliably measures the size of the embryo (measurements done by ultrasound after the first trimester aren’t as accurate).

Though most providers will rely on the ultrasound-plus-LMP method to officially date your pregnancy, there are also other physical signs that may be used to back it up, including the size of your uterus and the height of the fundus (the top of the uterus, which will be measured at each prenatal visit after the first trimester and will reach your navel at about week 20). And possibly on the horizon: a blood test that may be able to accurately pinpoint baby’s gestational age.

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





All About: Choosing and Working with Your Provider


Everybody knows it takes two to conceive a baby. But it takes a minimum of three—mom, dad, and at least one health care professional—to make that transition from fertilized egg to delivered infant a safe and successful one. Assuming you and your partner have already taken care of conception, the next challenge you both face is selecting that third member of your pregnancy team and making sure it’s a selection you can live with—and labor with.



Obstetrician? Family Physician? Midwife?


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

The obstetrician. Looking for a provider who is trained to handle every conceivable medical aspect of pregnancy, labor, delivery, and the postpartum period—from the most obvious question to the most obscure complication? Then you’ll want to consider an obstetrician, or ob. An ob can not only provide complete obstetrical care, but can also take care of all your non-pregnancy female health needs (Pap smears, contraception, breast exams, and so on). Some also offer general medical care, acting as your primary care physician as well.

If yours is a high-risk pregnancy, you may even want to find a specialist’s specialist, an ob who specializes in high-risk pregnancies and is certified in maternal-fetal medicine. These physicians spend an extra 3 years training to care for women with high-risk pregnancies beyond the typical 4 years of ob-gyn residency training. If you’ve become pregnant with the help of an infertility specialist, you’ll probably start your prenatal care with him or her, then “graduate” to a general ob or midwife (typically toward the end of the first trimester, though possibly sooner)—or, if your pregnancy turns out to be high-risk, a maternal-fetal medicine specialist.

More than 90 percent of women select an ob for their care. If you’ve been seeing an ob-gyn you like, respect, and feel comfortable with for your gynecological care, there may be no reason to switch now that you’re pregnant. If your regular gyn care provider doesn’t do ob, or if you’re not convinced this is the doctor you’d like to have caring for you during pregnancy or while delivering your baby, it’s time to start shopping around.

The family physician. Family physicians (FP) provide one-stop medical service. Unlike an ob, who has had post–medical school training in women’s reproductive health, general health, and surgery, the FP has had training in primary care, maternal care, and pediatric care. If you decide on an FP, he or she can serve as your internist, ob-gyn, and, when the time comes, pediatrician. Ideally, an FP will become familiar with the dynamics of your family and will be interested in all aspects of your health, not just your obstetric ones. If your pregnancy takes a turn for the complicated, an FP may send you to an ob for consultation or for more specialized care, but will remain involved in your care.

The Certified Nurse-Midwife. If you’re looking for a skilled provider who may put more empathy into your evidence-based ob care, take more time with you at visits, be as attentive to your emotional wellbeing as your physical condition, offer more nutritional advice, comprehensive breastfeeding support, a more holistic approach to pregnancy and birth, and more mom-focused birth options, then you may be among the 12 percent of expectant parents who choose a midwife for their care, most often a Certified Nurse-Midwife (CNM). CNMs are trained to care for low-risk pregnancies (including ordering tests and prescribing medications) and to deliver uncomplicated births—and they’re licensed to practice in every state, and covered by Medicaid in every state. They’re also able to offer routine gyn care. Most midwives deliver at a hospital or birthing center, though some attend home births. Though CNMs have the right in most states to offer pain relief, as well as to prescribe labor-inducing medications, a birth attended by a CNM is less likely to include either. Moms who receive care from midwives are far less likely to require a c-section and more likely to have a successful vaginal birth after caesarean (VBAC)—not only because the patients they care for are generally low-risk, but because midwives are less likely to turn to unnecessary medical interventions. Best of all, studies show that for low-risk moms, midwife-delivered births are at least as safe as ob-delivered births—in fact, there’s consensus that growing the CNM/CM workforce could significantly improve maternal health outcomes in the U.S. Something else to keep in mind: The cost of prenatal care and delivery with a CNM is usually less than that with an ob.


Paging Dr. Google?

Visit those pregnancy websites and apps, by all means, but search (and research) with care. Realize that you can’t believe everything you read, especially online—and, emphatically—on social media. Before you consider following any of Dr. Google’s prescriptions and guidelines, always get a second opinion from your real provider—usually your best source of pregnancy information, particularly as it applies to your individual pregnancy.


Another option, also credentialed by the American Midwifery Certification Board (AMCB) and represented by the American College of Nurse-Midwives (ACNM)—and supported by ACOG for low-risk deliveries—is a CM (Certified Midwife). A CM has completed, at minimum, bachelor’s level health and science classes and the same graduate midwifery training as a CNM, but isn’t an RN or BSN. Currently, they’re only licensed to practice and prescribe in certain states.

Most CNMs and CMs use a physician as a backup in case of complications, and many practice with one or a group that includes several. For more information, go to midwife.org.

Certified Professional Midwives. These midwives are certified under the North American Registry of Midwives (NARM) after graduating from an accredited midwifery school or apprenticing under a qualified midwife and completing the Portfolio Evaluation Process (PEP). Practice privileges vary by state law, and the care CPMs offer is geared to low-risk pregnancies and uncomplicated deliveries, usually at home or at birthing centers.

There are no national educational or training standards for direct-entry midwives (DEMs). They’re not nationally certified or licensed and can only practice legally in certain states, under certain guidelines. For more information, contact the Midwives Alliance of North America at mana.org.




Types of Practice


You’ve settled on an obstetrician, a family physician, or a midwife. Next you’ve got to decide which kind of medical practice you would be most comfortable with. Here are the most common kinds of practices and their possible advantages and disadvantages:

Solo medical practice. Searching for a doctor who’s one of a kind, literally? Then you might want to look for a solopractice—in which the doctor of your choosing works alone, relying on another doctor to cover when he or she is unavailable. An ob or a family physician might be in solo practice, while a midwife must work in a collaborative practice with a physician in most states. The major advantage of a solo practice is that you’ll see the same doctor at each visit—familiarity that can definitely breed comfort, especially when it comes time for delivery. You’ll also receive consistent advice, instead of being consistently confused by seeing different providers sharing different (and sometimes conflicting) points of view. The major disadvantage is that if your one-of-a-kind doctor is out of town, sick, or otherwise unavailable on the day (or night) your baby decides to arrive, a backup provider you don’t know (in some cases, a laborist; see box, above) may deliver your baby. Arranging to meet the covering provider ahead of time can help you feel more comfortable about that possibility. A solo practice may also be a problem if, midway through the pregnancy, you find that your one-of-a-kind doctor really isn’t the one you were hoping for after all. If that happens and you decide to switch providers, you’ll have to start from scratch, searching for one who fits your patient profile.


Division of Labor

What happens if your ob is away on your labor day? Some obs and hospitals turn to laborists—obs who work exclusively in the hospital (which is why they may also be called hospitalists), only attending labors and delivering babies. These laborists don’t have an office and don’t follow patients through pregnancy, but are there to help your baby come into the world if your ob isn’t available.

If you’re told that a laborist may be delivering your baby, ask your provider if he or she and the hospital laborists have worked closely together in the past. Also ask whether their philosophies and protocols are similar. You might also want to call the hospital to ask if you can meet the staff docs before labor, so that you’re not being attended by a complete stranger during childbirth. Make sure, too, that you arrive at the hospital with your birth plan (if you have one; see here) in hand, so whoever is attending you is familiar with your wishes even if he or she isn’t familiar with you.

If you’re uncomfortable with the whole arrangement, think about switching practices sooner rather than later. Remember, though, that if you’re with a group practice already, there’s a chance your “regular” ob won’t be on call the day you go into labor anyway. Keep in mind, too, that because hospitalists focus solely on deliveries, they’re extra-prepared to give the best possible care during labor. And extra-rested, also, because they work on shifts instead of around the clock.


Partnership or group practice. In this type of practice, two or more doctors in the same specialty care jointly for patients, often seeing them on a rotating basis (though you usually get to stick with your favorite through most of your pregnancy and start rotating only toward the end of your pregnancy, when you’re having more frequent office visits). Again, you can find both obs and family physicians in this type of practice. The advantage of a group practice is that by seeing a different doctor each time, you’ll get to know them all—which means that when those contractions are coming strong and fast, there’s sure to be a familiar face in the room with you. The disadvantage is that you may not like all of the doctors in the practice equally, and you usually won’t be able to choose the one who attends your baby’s birth. Also, hearing different points of view from the various partners may be an advantage or a disadvantage, depending on whether you find it reassuring or head-spinning.

Combination practice. A group practice that includes one or more obs and one or more midwives is considered a combination practice. The advantages and disadvantages are similar to those of any group practice. There is the added advantage of having the extra time and attention a midwife may offer at some of your visits and the extra medical know-how of a physician’s extensive training and expertise at others. You may have the option of a midwife-attended delivery, plus assurance that if a problem develops, a doctor you know is in the wings.

Maternity center or birthing center practice. In these practices, Certified Nurse-Midwives provide the bulk of the care, and obs are on call as needed. Some maternity centers are based in hospitals with special birthing rooms, and others are stand-alone facilities. All maternity centers provide care for low-risk patients only.

The benefits of this type of practice are obviously great for moms-to-be who prefer a CNM as their primary provider. Another possibly sizable advantage may be the bottom line: CNMs and birthing centers usually charge less than obs and hospitals. That can be a key consideration, since while your health insurance is required to cover maternity and delivery care, you may need to foot part of the bill, depending on the type of insurance you have, your deductible, and whether you go in or out of network. A potential disadvantage of this kind of care: If a complication arises during pregnancy, you may have to switch your care to an ob and start developing a relationship all over again. Or, if a complication comes up during labor or delivery, you may need to be delivered by the doctor on call—someone you may never have met before. And finally, if you are delivering at a freestanding maternity center and complications arise, you may have to be transported to the nearest hospital for emergency care.

Independent CNM practice. In the states in which they are permitted to practice independently, CNMs offer women with low-risk pregnancies the advantage of personalized pregnancy care and a low-tech natural delivery (sometimes at home, but more often in birthing centers or hospitals). An independent CNM should have a physician available for consultation as needed and on call in case of emergency—during pregnancy, childbirth, and postpartum. Care by an independent CNM is covered by most health plans, though only some insurers cover midwife-attended home births or births in a facility other than a hospital.




Finding a Candidate


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


	■ Your gyn or family physician (if he or she doesn’t do deliveries) or your internist, assuming you’re happy with his or her style of practice. Doctors tend to recommend others with philosophies similar to their own.

	■ Friends, coworkers, or pals from your local group on WhatToExpect.com who’ve recently given birth and whose personalities and childbirth philosophies are similar to yours.

	■ Your insurance company, which can give you a list of names of in-network physicians who deliver babies, along with information on their medical training, specialties, special interests, type of practice, and board certification.

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

	■ The American College of Obstetricians and Gynecologists (ACOG) Physician Directory has the names of obstetricians and maternal-fetal specialists. Go to acog.org and click on “Find an ob-gyn.”

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

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

	■ A nearby hospital with facilities that are important to you—for example, birthing rooms with whirlpool tubs, rooming-in for both baby and dad, or a NICU (neonatal intensive care unit)—or a local maternity or birthing center. Ask for the names of attending physicians and midwives.






Making Your Selection


Once you’ve secured a prospective provider’s name, call to make an appointment for a consult. Go prepared with questions that’ll help you figure out if your philosophies are in sync and your personalities mesh comfortably. (Don’t expect that you’ll agree on everything.) Be observant, too, and try to read between the lines at the interview: Is the doctor or midwife a good listener? A patient explainer? Equally responsive to both you and your partner? Does he or she have a sense of humor, if that’s a must for you? Does he or she seem to take your emotional concerns as seriously as your physical ones? Now’s the time to find out this candidate’s positions on issues that you feel strongly about: unmedicated childbirth versus pain relief as needed or wanted, breastfeeding, induction of labor, use of continuous fetal monitoring or routine IVs, VBAC, water birth, or anything else that’s important to you. Knowing how your provider practices will help prevent unhappy surprises later.


Centering Pregnancy

Looking for an alternative to the traditional model of prenatal care? Maybe Centering Pregnancy is for you. Instead of booking appointments for monthly checkups, you’ll join a group of 8 to 12 other moms-to-be (either virtually or in person) with due dates close to yours, usually for about 10 sessions over your pregnancy and early postpartum (babies attend, too!). You’ll get your monthly assessments by your provider, as you would with individual care, but you’ll also spend about 2 hours at each session getting your questions answered, sharing experiences with the other parents-to-be, and discussing topics ranging from pregnancy nutrition to birthing options. Visit centeringhealthcare.org to learn more.


Almost as important as what the interview reveals about your potential provider is what you reveal about yourself. Speak up and let your true patient persona shine through. You’ll be able to judge from the provider’s reaction whether they’ll be comfortable with—and responsive to—you.

You will also want to consider the hospital or birthing center the provider is affiliated with, and whether it provides features that are important to you. Though your delivery preferences clearly shouldn’t be your only criteria in picking a provider, they should certainly be on the table. Ask about any of the following features and options that are important to you (keeping in mind that no firm birthing decisions can be made until further into your pregnancy and many can’t be finalized until the delivery itself): Does the hospital or birthing center offer a tub to labor in, a squat bar for pushing, a comfortable place for dad to room-in, plenty of space for family and friends to hang out in, a NICU? Is there flexibility about rules or procedures that concern you (say, eating or drinking during labor or routine IVs)? Is there an on-call anesthesiologist so you won’t have to wait for an epidural if you want one? Is VBAC encouraged (see here) if that applies to you? Are “gentle” cesareans offered (see here)? Are siblings allowed at delivery? Does the hospital have a Baby-Friendly designation or has it implemented breastfeeding- and baby-friendly policies (such as making skin-to-skin contact right after birth a priority)? Is there round-the-clock breastfeeding support from lactation consultants (or support if you choose not to breastfeed)? See here for more on birth choices.

Pregnancy is one of the most important journeys you’ll ever make, so you’ll want to secure a copilot you have faith in.




Black and Brown Moms Matter (and So Does Your Care)


If you’re a Black or Brown expectant mom, you’ve probably been startled by the statistics. The maternal death rate in the U.S. is higher than in other developed nations, but it’s 2 to 3 times higher among moms of color, especially Black and American Indian/Alaska Native (AI/AN) and Native Hawaiian/Pacific Islander moms. So are serious complications of pregnancy, childbirth, and the postpartum period. And rates of cesarean deliveries. And preterm births and low-birthweight babies. Black and Native moms are also more likely to suffer from a perinatal mood and anxiety disorder (PMAD)—and less likely to be treated for one.

What puts these moms and babies at greater risk? Experts and advocates point to more than 400 years of structural and institutional racism, disparities of all kinds, and inequities in housing, employment, education, environmental exposures, access to healthy food, and most of all, health care. Even today, pregnant women of color, particularly Black and AI/AN moms, are less likely to receive the continuum of respectful and responsive preconception, prenatal, and postpartum care they need to deliver a healthy future to themselves and their babies. Implicit bias among providers is pervasive. Research shows Black moms are more likely to have concerns dismissed and less likely to have their symptoms (and pain levels) taken seriously. Though the risks are higher for underserved Black, AI/AN, and PI women, they remain elevated for these moms across every socioeconomic and educational level.

The good news is that awareness about these disparities has led to advocacy and action. The even better news: You can take positive and proactive steps to ensure you and your little one get the care you need and deserve:


	■ Start with the right provider. Studies show that when Black moms are teamed with Black providers, they’re more likely to be listened to, responded to, and informed about their care, and to receive necessary screenings, tests, and vaccines. But finding that Black provider may be challenging, since only about 10 percent of obs are Black, along with just 7 percent of Certified Nurse-Midwives (search by zip code for a Black doctor near you at blackdoctor.org). Finding a doctor or midwife who identifies with you culturally and responds to you with empathy may be even harder if you’re an AI/AN or PI mom seeking ob care. So no matter what providers you’re considering—and assuming your insurance gives you a choice—try to start with a consult. Be candid about your concerns as a woman of color and see how the provider addresses them. Ask questions and look for satisfying answers.
If your pregnancy is considered low risk, choosing a CNM or CM may lower your risks even further, since midwives are less likely to use unnecessary medical interventions that might lead to preventable complications. Looking for an ob but also want to avoid an unnecessary c-section? On average, women doctors perform 25 percent fewer c-sections than men. Still, that consult will tell you more about a provider’s style, philosophy, and exam-table manner than any generalities.





Where Will You Give Birth?

Absolutely set on giving birth in a hospital? Thinking birthing center? Hoping for home? Pregnancy and childbirth are full of choices—often including where you’ll welcome your baby bundle into the world:

In a hospital. Picturing cold and clinical? The birthing rooms at nearly all hospitals are cozy and family-friendly, with soft lighting, comfy chairs, soothing pictures on the walls, beds that almost look like they came out of a furniture showroom instead of a hospital supply catalog, and medical equipment is usually stowed out of sight inside home-like cabinetry. The back of the birthing bed can be raised to support a laboring mom in a comfortable position, and the foot of the bed snaps off to make way for the birthing attendants. After delivery, there’s a few flipped switches, and presto, you’re back in bed. Many hospitals also offer showers and/or whirlpool tubs in or adjacent to the birthing rooms, both of which can offer hydrotherapy relief during labor. Tubs for water birth are also available in some hospitals (see box, here, for more on water birth). Many birthing rooms have pullouts or cots for your coach.

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

If you end up needing a c-section, you’ll be moved from the birthing room to the operating room, then to a recovery room—but soon after, to a postpartum room.

At a birthing center. Birthing centers are freestanding facilities, usually minutes from a hospital, or even attached or located in one. They offer a home-like, low-tech, and personalized place for childbirth, with softly lit private rooms, cozy furniture, showers, and whirlpool tubs for labor and water birth. A kitchen may also be available for family members to use. Birthing centers are usually staffed by midwives, but many have on-call obs. And though birthing centers generally do not use interventions such as fetal monitoring, they do have medical equipment on hand so emergency care can be started as needed while waiting for transfer to a nearby hospital. Still, only women with low-risk pregnancies are good candidates for delivery in birthing centers, and standards for birthing centers vary from state to state. Something else to consider: Unmedicated childbirth is the focus in a birthing center, and though mild narcotic medications are available, epidurals aren’t. If you end up wanting an epidural, you’ll have to be transferred to the hospital.

At home. Although fewer than 2 percent of deliveries in the U.S. are home births, the numbers are rising. The upside of delivering at home is obvious: Your newborn arrives amid family and friends in a warm, nurturing, and respectful atmosphere and you’re able to labor and deliver in the familiar comfort and privacy of your own home, without hospital protocols and personnel getting in the way. The downside is that if something unexpectedly goes wrong, the facilities for an emergency cesarean delivery or resuscitation of the newborn will not be close at hand.

Statistics show that there is a slightly higher risk to the baby in a home birth attended by a midwife compared to a hospital birth attended by a midwife. According to ACNM and ACOG, if you are considering a home birth, you should be in a low-risk category, be attended by a CNM/CM with a consulting physician available, and have access to safe and timely emergency transport to a nearby hospital.



	■ Be empowered in your care. Knowledge is especially powerful when you’re pregnant. Do your research, being careful to curate what you read or hear from others who aren’t your provider. Advocate for yourself: Speak up when something feels wrong—and if your provider doesn’t seem responsive, speak up louder until you’re heard. If you’re consistently not heard, consider changing providers, assuming your health care plan allows you to switch.

	■ Empower your partner (and make sure your provider does the same). Fathers are powerful champions and advocates for maternal health care—but only if their community and providers include them in that care. Research shows that a dad’s engagement in his partner’s care (and his baby’s) reduces the risks of many serious pregnancy, childbirth, and postpartum complications, from preterm birth to PMADs, while boosting birthweight and breastfeeding success. Yet too often, health care providers dismiss dads, especially Black and Brown dads. If yours does, explain that your pregnancy is a team effort.

	■ Check with your parents on both sides of the tree to gather a comprehensive family health history, including reproductive health. Share information you’ve gathered (about diabetes, fibroids, hypertension, heart disease, preeclampsia, preterm birth, and more) with your provider.

	■ Know your risks. Ask your provider about pregnancy, childbirth, and postpartum conditions and complications that disproportionately affect Black and Native moms, but that are preventable, manageable, or treatable, especially if caught early: hypertension, obesity, sickle cell anemia, diabetes and gestational diabetes, preeclampsia (see here) and postpartum preeclampsia, preterm labor and birth, postpartum hemorrhage, and peripartum cardiomyopathy (PPCM). The right nutrition, lifestyle, weight gain, and exercise may help mitigate risks, but so will proactive, compassionate, quality care.

	■ Know the signs. See here and here for when to call your provider. Also visit cdc.gov/hearher for urgent warning signs that need reporting right away. If you don’t feel heard by your provider, seek emergency medical attention.

	■ Get a doula. Trained doulas can provide physical and emotional support to Black and Native moms during pregnancy, childbirth, and postpartum. Studies show that this support decreases the risk of c-sections and may reduce the rates of medical interventions like induction, as well as birth trauma and PMADs. The National Black Doulas Association connects families with Black doulas. Search locally for doula organizations that serve Native communities (like Hummingbird Indigenous Family Services, Navajo Birth Workers Collective, and Alaska Native Birth Workers Community). For more on doulas, see here.

	■ For more, visit: Black Women’s Health Imperative, bwhi.org; Black Mamas Matter Alliance, black mamasmatter.org; National Birth Equity Collaborative, birthequity.org; National Association to Advance Black Birth, thenaabb.org; National Black Midwives Alliance, blackmidwives alliance.org; National Indian Health Board, nihb.org; Indian Health Service, ihs.gov.










Chapter 2 Your Pregnancy Profile
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The HPT is positive and the news has (sort of) sunk in: You’re having a baby! Excitement is growing, and so are your questions. Many, no doubt, have to do with those wild and crazy symptoms you might already be experiencing. But others may have to do with your personal pregnancy profile. What’s a pregnancy profile? No, it’s not something you’d post on social media (or that bump selfie you were planning on taking every week). It’s actually a compilation of your medical, gynecological, and obstetrical (if you’re not a first-timer) histories. In other words, your pregnancy backstory—which may actually impact the pregnancy story that’s about to unfold.

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



Your Gynecological History




Birth Control During Pregnancy


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

Ideally, once you stop using oral contraception, you’d have at least one normally occurring menstrual cycle (that is, one that’s triggered by your own hormones) before you tried to become pregnant. But conception doesn’t always wait for ideal conditions, and while it’s pretty uncommon (less than a 1 in 100 chance when used with perfect consistency, and up to a 7 in 100 chance with typical use), it is possible to get pregnant on the Pill. Despite warnings you’ve probably read on the package insert, there’s no reason for concern. There’s just no good evidence of an increased risk to a baby when mom has conceived while on oral contraception. Need more reassurance? Talk the situation over with your provider—you’re sure to find it.

You’ll likely get the same reassurance from your provider if you conceived while using the ring, patch, injections, or implants. These forms of birth control use the same hormones that are in the Pill, which means that just like there’s no evidence of an increased risk to a baby when mom has conceived using the Pill, there’s also no evidence of increased risk while using other forms of hormonal birth control.

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

No need to worry if you got pregnant while using a condom (or diaphragm, cap, or sponge) with spermicides, a spermicide-coated condom, or just plain spermicides. The reassuring news is that there is absolutely no known connection between the use of spermicides and birth defects. So relax and enjoy your pregnancy, even if it did come a little unexpectedly.

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

Getting pregnant while using birth control is always a little unsettling (wasn’t that why you were using birth control in the first place?), but it does occasionally happen. The odds of its happening with an IUD are pretty low—about 1 to 8 in 1,000.


A Book for All Families

A family is a family—no matter what its makeup, it’s the love that matters most. But as you read What to Expect When You’re Expecting, you’ll notice references to traditional family relationships and gender identities. These references definitely aren’t meant to exclude expectant moms (and their families) who don’t mold neatly into that traditional family form—for example, those who are single by choice or by circumstances, who have same-sex partners, or who have chosen not to marry their live-in partners. Or pregnant people who identify as male. Rather, the use of a term like “spouse” or “partner” is a way of avoiding phrases (for instance, “your husband or significant other”) that are more inclusive but also a mouthful to read. Ditto the use of “dad” instead of “dad or other mom” in referring to the not-pregnant parent. Or the use of “she”/“her” in referring to the pregnant person. Please mentally edit out any phrase that doesn’t fit and replace it with one that’s right for you and your loving family.

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


Having beaten the odds and managed conception with an IUD in place leaves you with two options, which you should talk over with your provider as soon as possible: leaving the IUD in place or having it taken out. A lot will depend on whether or not your provider can see the removal cord protruding from your cervix. If the cord isn’t visible, the pregnancy has a very good chance of proceeding uneventfully with the IUD in place—even if the IUD is the hormone-releasing kind. It will simply be pushed against the wall of the uterus by the expanding amniotic sac and will usually deliver with the placenta. If, however, the IUD string is visible early in pregnancy, your provider will assess where the IUD is located. If it’s above the gestational sac, it’s safer to leave it in place and trim the string instead (to reduce the risk of bacteria traveling up the string and causing infection). But if the IUD is below the gestational sac, your provider will likely opt to pull it out. If this isn’t done, there’s a significant risk of miscarriage, but the risk drops to only 20 percent when the IUD is removed. If that doesn’t sound all that reassuring, keep in mind that the rate of miscarriage in all known pregnancies is estimated to be about 15 to 20 percent.

If the IUD is left in, be especially alert for bleeding, cramping, or fever during the first trimester, because having
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Your Obstetrical History
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The Second Time Around





	■ You’ll probably “feel” pregnant sooner. Like most second-timers, you’ll probably be more attuned to the early symptoms of pregnancy and more apt to know them when you feel them.








	■ You’ll likely have a repeat when it comes to pregnancy symptoms. In general, your first pregnancy is a pretty good predictor of future pregnancies, all things being equal. That said, all pregnancies, like all babies, are different—and that could mean that your symptoms in this pregnancy may be different, too. Some symptoms may seem less noticeable because you’re too busy to pay attention to them (or in the case of fatigue, you’re already so tired, who can tell?). Some may appear sooner (like urinary frequency) and some may appear later or not at all. And some symptoms—like food cravings and aversions, breast enlargement and sensitivity—are typically (but not universally) less pronounced in second and subsequent pregnancies due to a body that’s been there and done that. You may worry less, too, especially if you did a lot of worrying in your first pregnancy.








	■ You’ll “look pregnant” sooner. Thanks to abdominal and uterine muscles that are more lax (there’s no gentler way to put that), you’re likely to “pop” much sooner than you did the first time. You may notice, too, that your baby-number-2 bump looks different from your bump with baby number 1. Baby number 2 (or 3 or 4) is liable to be larger than your firstborn, too, so you may have a heavier load to carry around. Another potential result of those loosened-up abs: Pregnancy back and hip aches may be more of a pain—and may appear earlier.

	■ You’ll probably feel movement sooner. Something happy to thank those looser muscles for—chances are you’ll be able to feel baby kicking much sooner this time around, possibly as early as 16 weeks (maybe even sooner, maybe later). You’re also more likely to know it when you feel it, having felt it before. Of course, placenta placement can make a difference in when those first kicks are noticed, even in second or subsequent pregnancies.

	■ You may not feel as excited. That’s not to say you aren’t happy to be expecting again. But you may notice that the excitement level isn’t quite as over-the-top. This is a completely normal reaction (again, you’ve been here before) and in no way reflects on your love for your baby-to-be. Keep in mind, too, that you’re preoccupied (physically and emotionally) with the little one who’s already here.

	■ You will probably have an easier and faster labor and delivery. Here’s the really good part about those laxer muscles. All that loosening up (particularly in the areas involved in childbirth), combined with your body’s prior experience, may help ensure a speedier exit for baby number 2. Though there are no sure bets in the birthing room, just about every phase of labor is likely to be shorter, and pushing time will probably be significantly reduced—second babies often pop out in a matter of minutes.














Back-to-Back Pregnancies





	■ Getting the best prenatal care, starting as soon as you think you’re pregnant. Very closely spaced pregnancies (when there’s less than 12 months between pregnancies) increases the risk for preterm birth, though getting good prenatal care from the get-go can help reduce that risk.










	■ A karyotyping blood test for both you and the baby’s father to see if either of you carries a balanced translocation—an altered chromosome arrangement, which may be the cause of the miscarriages

	■ A blood test for antiphospholipid antibodies (antibodies that attack a woman’s own tissues, causing blood clots that can clog the maternal blood vessels that feed the placenta)

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

	■ An ultrasound before pregnancy where saline is infused into the uterus to check for anatomical problems, such as a septate (divided) uterus, fibroids or polyps, or scarring or adhesions

	■ Tests for vitamin deficiencies

	■ Tests of hormone levels








	■ Eating as well as you can (see Chapter 4). Your body probably hasn’t had a chance to rebuild the stores of vitamins and nutrients that were tapped to make your last baby, and that can put you at a nutritional disadvantage, particularly if you’re still breastfeeding. You may need to overcompensate nutritionally to be sure both you and the baby you’re currently carrying don’t get shortchanged. Continue taking your prenatal vitamins, of course (or start them up again if you already quit), but don’t stop there. Try not to let lack of time or energy (you’ll have little of both, that’s for sure) keep you from eating enough or well enough. Healthy grazing may help you fit those much-needed nutrients into your busy schedule, so stock up on wholesome, ready-to-grab munchables like cheese sticks, almonds, freeze-dried fruit, and mini bags of baby carrots to dip in ready-to-serve hummus.

	■ Gaining the right amount of weight. Your brand new baby boarder doesn’t care whether or not you’ve had time to shed the extra pounds his or her sibling just finished putting on you—which means you’ll probably have to shelve any plans to drop that baby weight until you deliver this baby. Talk over a sensible weight gain goal with your provider (which might be the same, lower, or higher than last time). Focus on the quality of the food you eat (always important during pregnancy, but especially important when you’re going back-to-back), but also keep an eye on the scale.

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

	■ Resting up. You need more rest than may be humanly (and new-motherly) possible. Getting close to that rest quota will require not only your own determination but help from your spouse and others as well. Set priorities, too: Let less important chores or work go undone, and force yourself to nap (or at least put your feet up) when your baby is napping. If you’re not breastfeeding, daddy can take over night feedings. If you are, he can do the baby-fetching at 2 a.m.

	■ Exercising. Getting through a day (and a night) with a newborn might seem like enough of a workout—especially now that you’ve added the around-the-clock demands of baby growing to your exhausted body’s to-do list. Still, the right amount and the right kind of exercise can boost your energy level when you need that boost most—plus, boost your odds of a healthier and more comfortable pregnancy. If you can’t seem to find the time for a regular pregnancy workout routine, build physical activity into your day with your baby—a couple of 15-minute walks will do the trick. Or enroll in a pregnancy exercise class or swim at a club or community center that offers babysitting services. Or let baby watch from the infant seat while you bop to What to Expect When You’re Expecting Pregnancy Workout.






Having a Big Family
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	■ Document your bump. Start every morning with a bump selfie. It may not seem to change much from day to day, but getting a daily bump update in his inbox will make his day, every day. Plus you’ll both get a kick out of looking back on your tummy transformation from flat to fabulously round later on. As you close in on delivery, consider splurging on a maternity photo shoot meant just for him.

	■ Decorate your bump. Ready to unleash your inner artist—while keeping close during holidays? Send holiday greetings on your bump: Mark July 4th with a flag, Halloween with a pumpkin, Thanksgiving with a turkey, Christmas with a tree.

	■ Follow along together. Start a long-distance baby book club—get him a matching copy of this book, and later, What to Expect the First Year, so you can read along together. Download the What To Expect app together, so you can watch the videos and share the updates on your baby’s progress—as well as help him understand all those crazy symptoms you’ve been venting about. Play the name game, too—share a baby name app and toss around contenders.

	■ Take him to checkups. If time zones and schedules permit, try to book some of your prenatal checkups when he can attend via videochat (and make sure he gets a chance to ask any questions he has). Same for any ultrasound appointments. If he can’t videochat in for the appointments, try to get a selection of ultrasound stills or video clips to send him. And for his listening pleasure, try recording baby’s heartbeat.

	■ Connect over cravings. Can’t get enough black olive and peanut butter sandwiches? Bananas for bananas? Create a cravings care package so he can get a taste of home—and a taste for what you’re craving. Find substitutes for items that won’t travel well (like the bananas—you can send him a bag of the freeze-dried kind). Or send him a photo of the extreme sundae baby had you building at 2 a.m. last night.

	■ Do a long-distance gender reveal. If you’re planning to find out your baby’s sex when he (or she) reveals it at your 20-week ultrasound or via an elaborate party, make sure daddy’s able to join in. Videochat during the reveal, or have a friend or relative pack up matching boxes of pink or blue confetti or candy to send to him and give to you, to be opened via videochat at the same time.

	■ Get him bonding with baby. From about the 6th month on, a baby’s sense of hearing is well developed. So put it to good use—and let the bonding begin. Whenever you’re videochatting or on the phone, put the audio close enough to your bump so baby can hear the sound of daddy’s voice—which will already be music to your little one’s ears. That way, baby will recognize daddy’s voice right from the start. Another way to bond: Put together a highlights reel to send to him of baby’s hiccups, pokes, and squirms once they’re visible from the outside.

	■ Go shopping together. So maybe he doesn’t have the time to scroll through pages of cribs, strollers, and monitors (and maybe he’s just as happy that way), but he’d probably like to vote on the finalists once you’ve narrowed the field a bit. Same for paint colors and theme choices for baby’s room. Take step-by-step pictures as you remodel baby’s room or nook (make sure you’re not doing the painting and heavy lifting). And sign up for your baby registry together online.

	■ Find support. Every mom-to-be needs a strong support system—a shoulder to cry on, someone to vent to, someone to cheer her on or share special moments with. Connect with other military moms-to-be, on the local Facebook page or on base, supporting each other and sharing resources. Check out the New Parent Support Program, which offers home visits and classes. Enlist a friend or relative to be your stand-in coach if your partner won’t be home for delivery (hopefully, you’ll be able to videochat every step of the way), and take childbirth classes (and breastfeeding, infant CPR, or Baby Boot Camp classes) together. Also consider adding a doula to your birthing team (see here). Doulas aren’t currently covered under Tricare for moms delivering at an MTF, but some may offer discounted rates to military moms, especially those with a partner deployed. And if you feel you need more than a friend to talk to—if you’re feeling depressed or anxious, having trouble eating or sleeping or taking care of yourself, ask your provider for help. Professional counseling, possibly combined with a support group, can help. You may also find resources and support from Military OneSource (militaryonesource.mil) and the military mom community on the What To Expect app.

	■ Get Centered. If there’s a Centering Pregnancy program at your base, sign up for the extra support and camaraderie it offers. See here.
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An Eating Disorder










	■ Keep your weight loss surgeon on your team (now, Team Baby). He or she will be best able to advise your ob or midwife on some of the specific needs of a weight loss surgery patient.

	■ Keep those vitamins coming. You’ll need to keep up with your recommended vitamin supplementation while you’re expecting—after all, you’re nourishing for two now. A prenatal vitamin is a good start, but you may need more iron, calcium, folic acid, vitamin B12, and vitamin A because of certain malabsorption issues. So discuss your supplement needs with both your prenatal provider and your surgeon.

	■ Keep your eye on the scale. You’re used to watching your weight, of course—but lately, you’re used to watching it go down. Now that there’s a baby on board, you’ll probably watch it go up. Your job will be to keep to that weight-gain goal—gaining too few pounds or too many can put your pregnancy and your baby at unnecessary risk. Keep in mind that there’s an increased chance of having a too-small baby after bariatric surgery, but that gaining the right number of pounds can help ensure a healthy bottom line for your baby at birth.

	■ Keep an eye on your eating. Eating for two is more challenging when your stomach space has been downsized by weight-loss surgery. You may find the challenges multiply, too, as your uterus and your baby start to grow, crowding out your stomach even more. Since the quantity of food you can comfortably eat is limited, you’ll need to focus on quality. Try not to waste space (or calories) on foods that don’t satisfy nutritional requirements, and instead try to choose foods that efficiently pack the most nutrients into the smallest volume.

	■ Keep an eye on your symptoms. If you’re experiencing excessive vomiting or nausea, or if you notice any unusual abdominal pain, call your pregnancy provider and your bariatric surgeon right away. The symptoms could be pregnancy-related—or they could be something more serious related to your surgery, in which case they would require immediate medical attention.







	■ The pregnant shape is universally viewed as healthy and beautiful. Its roundness is normal, a sign that you’re growing a baby. Celebrate those curves! Embrace your pregnant self!

	■ You’re supposed to gain weight during pregnancy. The right amount of weight (as recommended by your provider), gained at the right time, on the right foods is vital to your baby’s growth and wellbeing in utero and beyond (some of the extra fat you lay down during pregnancy will be used after delivery to help you breastfeed your baby). And this sensible strategy isn’t just baby-friendly, it’s mom-friendly, too. It will help ensure a healthier, more comfortable pregnancy and a speedier return to your prepregnancy shape postpartum. If you’re uneasy watching the numbers on the scale climb as you gain that vital weight, let your provider do the watching. Hide your bathroom scale so you won’t be tempted to check your weight yourself, and close your eyes during your checkup weigh-ins (ask the nurse to note the number in your chart without announcing it first).

	■ You can (and should!) stay in shape when you’re expecting. Exercise can help guide to the right places the extra pounds you need to gain (primarily, your baby and baby by-products). But make sure any exercise you do is pregnancy-appropriate and provider-approved. If you’ve always used strenuous workouts as a way to burn off extra calories you’ve eaten, it’s time to trade in that strategy for a healthier approach. Also avoid any exercise that raises your temperature excessively, which isn’t safe during pregnancy (saunas and hot yoga are out).

	■ You will lose a lot of the pregnancy pounds at delivery, but far from all of them. It can take several months to lose the rest, and realistically longer to get back into shape. For this reason, women with eating disorders sometimes find that negative feelings about their body image cause them to slip back into bingeing and purging or starving during the postpartum period. Because these unhealthy habits could interfere with your ability to recover from childbirth, to parent effectively, and to produce enough milk if you choose to breastfeed, it’s important that you continue professional counseling postpartum with someone experienced in the treatment of eating disorders. Support groups (in your community or online) can also help.
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	■ Had blood tests and/or expanded carrier screens showing they are carriers of a genetic disorder that they might pass on to their children

	■ Have already had 1 or more children with a genetic condition

	■ Have experienced 2 or more consecutive miscarriages

	■ Are over 35 (for a mom) and/or over 40 (for a dad)

	■ Know of a hereditary disorder on any branch of either of their family trees. In some cases (as with CF or certain thalassemias), DNA testing of parents before pregnancy makes interpreting later testing of the fetus much easier.

	■ Have—or have a partner, parent, sibling, or older child who has—a congenital disorder (such as congenital heart disease)

	■ Have had a positive screening test for a chromosomal disorder (a genetic counselor can interpret results and help couples determine next steps)

	■ Are closely related to their partner, since the risk of a genetic disorder in offspring is greatest when parents are close blood relatives

	■ Have been exposed to medications, alcohol, drugs, x-rays, or environmental agents that might harm a developing baby (this is called teratogen/prenatal exposure counseling)








All About: Prenatal Diagnosis
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