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				Introduction

				It’s ironic that this book is called Pregnancy For Dummies, because the whole idea behind it is that couples today aren’t dummies (in the traditional sense) and are quite capable of understanding complex medical information when it’s presented clearly. Our goal, in fact, has been to write a scientifically correct, comprehensive guide to what is one of the most memorable experiences in anyone’s life — pregnancy. The For Dummies books are known for being accurate and informative, yet easy to read. That’s why we found this format to be the perfect one in which to present the medical facts of pregnancy and still acknowledge, and even encourage, the humor and light-heartedness that are part of the miraculous process of having babies.

				About This Book

				We know from our experience caring for thousands of women at Mount Sinai Medical Center in New York City that prospective parents are truly interested in and curious about everything related to pregnancy, from when the baby’s heart is formed to whether eating sushi or dyeing your hair is okay. In this book, we incorporate our responses to many commonly asked questions. Our approach to some of the more controversial ones is to provide answers based on real, medically based data. We make sure to provide not just the party-line answer, or the safe answer, but the response that is based on the medical literature. Sometimes, no solid data exist to indicate whether something is safe or unsafe, and when this is the case, we tell you.

				Too often, our patients come to us incredibly worried about something they’ve read in another book that is either outdated, lacks any real scientific basis, or is exaggerated way out of proportion. Sometimes, other pregnancy books present info in such a way as to be alarmist, or they’re not properly in perspective. The trouble is that pregnant women are, by nature, already anxious about whether anything they do or eat may hurt the baby. The guiding principle of our approach has been to put all the facts into perspective and not to create needless anxiety or fear. Pregnancy should be a joy, not a worry. A big part of our philosophy in writing this book is to reassure pregnant women whenever medically possible, rather than to add to the unnecessary worries they already have.

				Our experience has shown us that prospective parents also want to know about the real medical aspects of pregnancy. When are fingers developed? What blood tests should be done, and why? What options are available for detecting various problems? In addressing these topics, we have attempted to write a book that is essentially a medical text on obstetrics for the layperson.

				We are practicing obstetricians who are also board certified in the subspecialty of maternal-fetal medicine (high-risk pregnancies), and we also teach residents, medical students, and other doctors about pregnancy and prenatal care. So we came into this project with a certain amount of expertise. Also, we consulted many of our colleagues in areas of medicine outside obstetrics — in pediatrics, internal medicine, and anesthesia, for example. For many topics, we conducted comprehensive searches of the medical literature to make sure the information we provide is based on the most recent studies available. Working with Mary Duenwald on the text has been enormously helpful in making sure that the medical information we provide is comprehensible to someone who isn’t in the medical field. In addition, as a mother of twins, Mary has been able to provide her own unique insight into various aspects of pregnancy.

				In most pregnancy books, the father of the baby is, sadly, overlooked. We think that’s a shame. Dads are, of course, welcome to read any part of the book that interests them (or that the Mom-to-be directs them to), but we also include insightful commentary that is intended specifically for dads.

				We designed Pregnancy For Dummies, 3rd Edition, to be used gradually, as you enter into each stage of pregnancy. Many women are curious about what lies ahead and may want to read the whole book right off the bat. But the information is organized in such a way that you can take things week by week, if you want. You can also consult it as needed if you run into some particular question or problem.

				We trust that you will use this book as a companion to regular medical care. Perhaps some of the information in it will lead you to ask your practitioner questions that you may not otherwise have thought to ask. Because there isn’t always just one answer or even a right answer to every question, you may find that your practitioner holds a different point of view than we do in some areas. This difference of opinion is only natural, and, in fact, we even occasionally disagree with each other. The bottom line is that this book provides a lot of factual information, but it is not “gospel.” Remember, also, that many topics we discuss apply to pregnancy in general, but your particular situation may have unique aspects to it that warrant different or extra consideration.

				What’s New in This Edition

				Writing this book was very much like giving birth to a baby. It took a lot of planning, discovering, labor, and love and resulted in tremendous pride and joy for the two of us. However, it has now been four years since the birth of our second edition of Pregnancy For Dummies, and we felt it was time for another go-round. Medicine, and specifically the field of obstetrics, is changing constantly. In order to keep up with the latest trends and medical news, we have updated and revised the information for this third edition.

				As in previous editions, the information is organized in trimesters, because that’s the traditional way of thinking about pregnancy. But in this edition, we have also given you a week-by-week account of what’s going on and what you should do.

				As in the first two editions, we rely on scientific data rather than opinion or hearsay. Recent medical research has answered some earlier questions, helping us to give better care to pregnant women. For example, we’ve added new information about revised dietary recommendations from the U.S. Department of Agriculture. Societal and cultural trends that affect us all also affect pregnant women. Topics like Botox and thimerisol weren’t important issues when we wrote the first edition, but we discuss them in this edition because they come up more frequently today. Most importantly, we have listened to our patients’ comments and suggestions for a third edition, and incorporated many of those ideas into this book.

				Conventions Used in This Book

				Understanding a few conventions that we use in this book can be helpful when you’re reading it.

				We try to be respectful of the fact that although traditional husband-wife couples still account for the majority of expectant parents, babies are born into many different circumstances. These circumstances may involve single parents, same-sex couples, adoptive parents, or pregnancies that involve surrogacy. The bottom line is that the information we present is pertinent and useful to people in many different situations.

				We also realize that obstetricians aren’t the only health professionals who help women through pregnancy. (See Chapter 2 for specific descriptions of the many kinds of professionals who can play a major role in helping women through pregnancy and childbirth.) That is why, in many cases, we refer to your pregnancy professional as your “practitioner.” In some cases, we do specify “doctor,” but usually only when we describe a situation that clearly calls for the services of a physician.

				What You’re Not to Read

				Any text in a sidebar, those lightly gray shaded boxes, or any text preceded by a Technical Stuff icon contains information for the very curious and offers deeper, usually scientific or (of course) technical explanations of topics. These nuggets of information may be of interest to you, or they may not, but rest assured that you can safely skip them and still find everything you need to know about pregnancy.

				Foolish Assumptions

				As we wrote this book, we made some assumptions about you and what your needs may be:

				You may be a woman who is considering pregnancy, planning to have a baby, or already pregnant.

				You may be the partner of the mother-to-be.

				You may know and love someone who is or plans to be pregnant.

				You want to find out more about pregnancy but have no interest in becoming an expert on the topic.

				If you fit any of these criteria, then Pregnancy For Dummies, 3rd Edition, gives you the information you’re looking for!

				How This Book Is Organized

				The parts and chapters of this book represent a logical flow of information about the pregnancy process. However, you don’t have to read it in order. You can pick up this book, thumb through it and read what stands out, or look up specific topics in the table of contents or index. Check out the following sections for a more detailed overview.

				Part I: The Game Plan

				Sure, some women still become pregnant “accidentally.” But for many women these days, pregnancy is a conscious choice. Planning ahead is a good idea — even seeing your practitioner before you conceive. Even if it’s already too late to plan that far ahead, this part of the book fills you in on what’s happening to your body during the first days and weeks of pregnancy. In this part, you can also find out what happens at a prenatal visit. And you can view the general scope of what your life will be like for the next 40 weeks.

				Part II: Pregnancy: A Drama in Three Acts

				Like all good narratives, pregnancy has a beginning, a middle, and an end. They’re called trimesters. The way you feel and the kind of care you need vary with each stage. In this part, you get an idea of how each trimester unfolds. You can also find a new chapter where we tell you what is happening on a week-by-week basis.

				Part III: The Big Event: Labor, Delivery, and Recovery

				After you’ve put in your nine months, it’s time for the flurry of activity that results in the birth of your baby. At this point, a lot is going on in a short time. Your experience depends heavily on what kind of delivery you have and how long it takes. This part covers the basic scenario of labor, delivery, and recovery — plus many possible variations on the theme.

				Part IV: Dealing with Special Concerns

				In a way, it would be nice if we didn’t have to have a section about problems that come up during pregnancy. Ideally, every woman’s experience would be perfectly trouble-free. On the other hand, many of the difficulties that can arise need not develop into full-blown problems if they are properly taken care of. For this reason, we offer information about how to deal with anything that may come up. This part is the one to consult if you think you’re having any kind of difficulty, from the serious to the mundane. Here you find information about all kinds of special concerns that you may have as new parents — from practical challenges like how to introduce older siblings to the new baby, to health problems that sometimes arise during pregnancy.

				Part V: The Part of Tens

				The Part of Tens is standard in all For Dummies books. Here, you find ten bits of info people don’t tell you about being pregnant, ten healthy snacks you can eat when you’re pregnant, and how you can view your baby on ultrasound.

				Icons Used in This Book

				Like other For Dummies books, this one has little icons in the margins to guide you through the information and zero in on what you need to find out. The following paragraphs describe the icons and what they mean.

				[image: TechnicalStuff.eps] This icon signals that we’re going to delve a little deeper than usual into a medical explanation. We don’t mean to suggest the information is too difficult to understand — just a little more detailed.

				[image: Remember.eps] We flag certain pieces of information with this icon to let you know something is particularly worth keeping in mind.

				[image: Tip.eps] This icon marks bits of advice we give you about handling some of the minor discomforts and other challenges you encounter during pregnancy.

				[image: caution(pregnancy).eps] Throughout this book, we try to avoid being too alarmist, but there are some situations and actions that a pregnant woman clearly should avoid. When this is the case, we show you the Caution icon.

				[image: callthedoctor.eps] Many things you may feel or notice while you’re pregnant beg the question, “Is this important enough for my practitioner to know about?” When the answer is yes, you see this icon.

				[image: don'tworry2(pregnanacy).eps] We know from experience that pregnancy can bring out the instinct to worry. Feeling a little anxious from time to time is normal, but some women go overboard working themselves up over things that really aren’t a problem. We use this icon — more than any other one — to point out the countless things that you really need not fret about.

				Where to Go from Here

				If you’re the particularly thorough type, go ahead and read this book from cover to cover. If you just want to find specific information and then close the book, take a look at the table of contents or at the index. Dog-ear the pages that are especially interesting or relevant to you. Write little notes in the margins. Have fun and, most of all, enjoy your pregnancy!

			

		

	
		
			
				Part I

				The Game Plan

				
				[image: 387672-pp0101.eps]
			

				In this part . . .

				“I’m not sure I’m ready for this” is a normal reaction to finding out that you’re pregnant, no matter how long you’ve been thinking about having a baby and no matter how long you’ve been trying to conceive. Suddenly you’re faced with the reality that your body is about to undergo some profound changes and a baby is going to take shape inside you. Well, you may not feel ready, but preparing is easy enough. Ideally, your preparation begins with a visit to your doctor a few months before you conceive. But even if you’re not that far ahead of the game, this part tells you some of the many ways you can plan ahead for the very important, very interesting next nine months (plus).

			
			
		

	
		
			
				Chapter 1

				From Here to Maternity

				In This Chapter

				Checking out your health and family history

				Preparing your body for pregnancy

				Understanding the effects of medications and vaccines

				Making it happen: Conception made easy

				Congratulations! If you’re already pregnant, you’re about to embark upon one of the most exciting adventures of your life. If you’re thinking about getting pregnant, you’re probably excited at the prospect and also a little nervous at the same time.

				In this chapter, we go over what you need to know before you conceive. (We also provide some information on medications and vaccines that those who are already pregnant may be interested in, too.) The first step is to visit your practitioner and go over your family and personal health history. That way, you can discover whether you’re in optimal shape to get pregnant, or whether you need to take some time to gain or lose weight, improve your diet, quit smoking, or discontinue medications that could be harmful to your pregnancy. We also give you some basic advice about the easiest way to conceive, and we touch on the topic of infertility.

				Getting Ready to Get Pregnant: The Preconceptional Visit

				By the time you miss your period and discover you’re pregnant, the embryo, now two weeks old or more, is already undergoing dramatic changes. Believe it or not, when the embryo is only two to three weeks old, it has already developed the beginnings of its heart and brain. Because your general health and nutrition can influence the growth of those organs, having your body ready for pregnancy before you conceive really pays off. Schedule what’s called a preconceptional visit with your practitioner to be sure your body is tuned up and ready to go.

				Sometimes you can schedule this visit during a routine gynecological appointment: When you go in for your annual PAP test, mention that you’re thinking about having a baby, and your practitioner will take you through the preliminaries. If you aren’t due for your annual exam for several more months and you’re ready to begin trying to get pregnant now, go ahead and schedule a preconceptional visit with your practitioner, and bring along the father-to-be, if at all possible, so both of you can provide health histories — and know what to expect from this adventure.

				[image: don'tworry2(pregnanacy).eps] If you’re already pregnant and didn’t have a preconceptional visit, don’t worry. Your practitioner will go over these topics at your first prenatal visit, which we discuss in Chapter 5.

				Taking a look at your history

				The preconceptional visit is a chance for your practitioner to identify areas of concern so she can keep you and your baby healthy — even before you get pregnant. A multitude of factors come into play, and the practitioner is likely to ask you about the following:

				Previous pregnancies and gynecologic history: Information about previous pregnancies can help your practitioner decide how best to manage your future pregnancies. You’ll be asked to describe any prior pregnancies, any miscarriages or premature births, any multiple births — in short, any situations that can happen again. Knowing whether you had problems in the past, like preterm labor or high blood pressure, is helpful for the practitioner. Your gynecologic history is equally important because information like prior surgery on your uterus or cervix or a history of irregular periods also may influence your pregnancy.

				Your family history: Reviewing your family’s medical history alerts your practitioner to conditions that may complicate your pregnancy or be passed on to the developing baby. You want to discuss your family history because you can take steps before you conceive to decrease the chance that certain disorders, such as having a family history of neural tube defects (spina bifida, for example), will affect your pregnancy (see the sidebar “Why the sudden hype on folic acid?” later in this chapter). In Chapter 8, we discuss in more detail different genetic conditions and ways of testing for them.

				[image: Remember.eps] For those of you considering the use of donor eggs or sperm, keep in mind that the donor’s genetic history is just as important as any other biological parent’s. Find out as much as you can.

				Looking at your ethnic roots: Your preconceptional visit involves questions about your parents’ and grandparents’ ancestry — not because your practitioner is nosy, but because some inheritable problems are concentrated in certain populations. Again, the advantage of finding out about these problems before you get pregnant is that if you and your partner are at risk for one of these problems, you have more time to become informed and to check out all your options (see Chapter 5).

				Evaluating your current health

				Most women contemplating pregnancy are perfectly healthy and don’t have problems that can have an impact on pregnancy. Still, a preconceptional visit is very useful because it allows you to make a game plan and find out more about how to optimize your chances of having a healthy and uncomplicated pregnancy. You can discover how to reach your ideal body weight and how to start on a good exercise program, and you can begin to take prenatal vitamins with folic acid.

				Some women, however, do have medical disorders that can affect the pregnancy. Expect your practitioner to ask whether you have any one of a list of conditions. For example, if you have diabetes, optimizing your blood sugar levels before you get pregnant and watching those levels during your pregnancy are important. If you’re prone to high blood pressure (hypertension), your doctor will want to control it before you get pregnant, because controlling hypertension can be time-consuming and can involve changing medications more than once. If you have other problems — epilepsy, for example — checking your medications and controlling your condition are important. For a condition like systemic lupus erythematosus (SLE), your practitioner may encourage you to try to become pregnant at a time when you’re having very few symptoms.

				You can expect questions about whether you smoke, indulge in more than a drink or two a day, or use any recreational/illicit drugs. Your practitioner isn’t interrogating you and is unlikely to chastise you, so you can feel comfortable answering honestly. These habits can be harmful to a pregnancy, and dropping them before you get pregnant is best. Your practitioner can advise you on ways to do so or refer you to help or support groups.

				You also need to discuss any prescription or over-the-counter drugs you take regularly and your diet and exercise routines. Do you take vitamins? Do you diet frequently? Are you a vegetarian? Do you work out regularly? Discuss all these issues with your practitioner.

				If you haven’t had a recent physical exam or PAP smear, your practitioner will probably recommend that you have it done during this preconceptional visit.

				[image: Remember.eps]

					Why the sudden hype on folic acid?

					Folic acid was something your mother never thought about when she was expecting you. But within the past decade, folic acid has become a nutritional requirement for all pregnant women. The change came in 1991, when a British medical study demonstrated that folic acid (also known as folate, a nutrient in the B vitamin family) reduced the recurrence of birth defects of the brain and spinal cord (also called neural tube defects). This reduction — by as much as 80 percent — occurred in cases where a mother’s previous child was affected. Subsequent studies have shown that even among women who have never had children with brain or spinal cord defects, those who consume enough folic acid can lower their baby’s risk of spina bifida (a spinal defect) and anencephaly (a brain and skull defect) by 50 to 70 percent.

					Today, all women who are considering pregnancy are advised to consume 0.4 milligrams of folate every day, starting at least 30 days before conception. You start early so that plenty of the nutrient is in your system at the time the neural tube is forming. If spina bifida, anencephaly, or similar conditions run in your family — especially if you’ve ever carried a child with these problems — you should get ten times the usual amount (4 whole milligrams) every day.

					Since 1996, the U.S. Food and Drug Administra-tion has required that all enriched grains — flour, cornmeal, pasta, and rice — be fortified with folic acid. Other good sources include green leafy vegetables, beans, and liver. But to make sure you get the full measure, take a supplement. Any good prenatal vitamin gives you at least 0.4 milligrams.

				

				Answering Commonly Asked Questions

				Your preconceptional visit is a time for you to ask your practitioner questions. In this section, we answer the most common questions — about body weight, medications, vaccinations, and quitting birth control.

				Getting to your ideal body weight

				The last thing most women need is another reason to be concerned about weight control. But this point is important: Pregnancy goes most smoothly for women who aren’t too heavy or too thin. Overweight women stand a higher-than-normal risk of developing diabetes or high blood pressure during pregnancy, and they’re more likely to end up delivering their babies via cesarean section. Underweight women risk having too-small (low birth-weight) babies.

				[image: Tip.eps] Try to reach a healthy, normal weight before you get pregnant. Trying to lose weight after you conceive isn’t advisable, even if you’re overweight. And if you’re underweight to begin with, catching up on pounds when the baby is growing may be difficult. (Read more about your ideal weight and weight gain in Chapter 4.)

				Reviewing your medications

				Many medicines — both over-the-counter and prescription — are safe to take during pregnancy. If you’re taking medications essential for your health, discuss them with your physician prior to stopping them or changing your dose or regimen. But a few medications can cause problems for the baby’s development. So let your doctor know about all the medications you take. If one of them is problematic, you can probably switch to something safer. Keep in mind that adjusting dosages and checking for side effects may take time.

				Exposure to the following drugs and chemicals is considered to be safe during pregnancy:

				Acetaminophen

				Acyclovir

				Antiemetics (for example, phenothiazines and trimethobenzamide)

				Antihistamines (for example, doxylamine)

				Low-dose aspirin

				Minor tranquilizers and some antidepressants (for example, meprobamate, chlordiazepoxide, and fluoxetine)

				Penicillin, cephalexin, trimethoprim-sulfamethoxazole, erythromycin, and several other antibiotics

				Zidovudine

				The following are some of the common medications that women ask about before they get pregnant:

				Birth control pills: Women sometimes get pregnant while they’re on the Pill (because they missed or were late taking a couple of pills during the month) and then worry that their babies will have birth defects. But oral contraceptives haven’t been shown to have any ill effects on a baby. Two to three percent of all babies are born with birth defects, and babies born to women on oral contraceptives are at no higher risk.

				Ibuprofen (Motrin, Advil): Occasional use of these and other nonsteroidal anti-inflammatory agents during pregnancy (for pain or inflammation) is okay and hasn’t been associated with problems in infants. However, avoid chronic or persistent use of these medications during pregnancy (especially during the last trimester) because they have the potential to affect platelet function and blood vessels in the baby’s circulatory system, and because your baby’s kidneys process them just like your own kidneys do.

				Vitamin A: This vitamin and some of its derivatives can cause miscarriage or serious birth defects if too much is present in your bloodstream when you get pregnant. The situation is complicated by the fact that vitamin A can remain in your body for several months after you consume it. Discontinuing any drugs that contain vitamin A derivatives — the most common is the anti-acne drug Accutane — at least one month before trying to conceive is important. Scientists don’t know whether topical creams containing vitamin A derivatives — anti-aging creams like Retin A and Renova, for example — are as problematic as drugs that you swallow, so consult your physician about them.

				 Some women take supplements of vitamin A because they’re vegetarians and don’t get enough from their diet, or because they suffer from vitamin A deficiency. The maximum safe dose during pregnancy is 5,000 international units (IU) daily. (You need to take twice that amount to reach the danger zone.) Multiple vitamins, including prenatal vitamins, typically contain 5,000 IU of vitamin A or less. Check the label on your vitamin bottle to be sure.

				[image: don'tworry2(pregnanacy).eps] If you’re worried that your prenatal vitamin plus your diet will put you into that “danger zone” of 10,000 IU per day, rest assured that it would be extremely difficult to get that much vitamin A in your diet.

				Blood thinners: Women who are prone to developing blood clots or who have artificial heart valves need to take blood-thinning agents every day. One type of blood thinner, coumadin, or its derivatives can trigger miscarriage, impair the baby’s growth, or cause the baby to develop bleeding problems or structural abnormalities if taken during pregnancy. Women who take this medicine and are thinking of getting pregnant should switch to a different blood thinner. Ask your practitioner for more information.

				Drugs for high blood pressure: Many of these medications are considered safe to take during pregnancy. However, because a few can be problematic, you should discuss any medications to treat high blood pressure with your doctor (see Chapter 17).

				Antiseizure drugs: Some of the medicines used to prevent epileptic seizures are safer than others for use during pregnancy. If you’re taking any of these drugs, discuss them with your doctor. Don’t simply stop taking any antiseizure medicine, because seizures may be worse for you — and the baby — than the medications themselves (see Chapter 17).

				Tetracycline: If you take this antibiotic during the last several months of pregnancy, it may, much later on, cause your baby’s teeth to be yellow.

				Antidepressants: Many antidepressants (like Prozac) have been studied extensively and are considered safe during pregnancy. Recent studies on selective serotonin uptake inhibitors (SSRIs) showed a small increase in certain birth defects, particularly with paroxetine, while other studies showed no increased risk. Most doctors believe that the absolute risk is very small. Although most data doesn’t show an increase in prematurity or low birth weight, some data suggests a possible small increased chance of miscarriage in the first trimester. Some reports also show a very small risk (0.6 to 1.2 percent) of a newborn condition called persistent pulmonary hypertension with exposure in the latter half of pregnancy. If you’re taking an antidepressant and planning to conceive, ask your doctor whether you’ll be able to keep taking the medication while you’re pregnant.

				Bupropion: Bupropion is an antidepressant, but also a medicine used for smoking cessation (for example, Wellbutrin or Zyban). Very little info exists on use during pregnancy, but the available data doesn’t suggest any significant problems with fetal development. Although you shouldn’t use it as a first line for depression, its use for smoking cessation may be beneficial.

				Considering nutritional supplements

				Many women choose to treat common ailments with over-the-counter plant extracts or other natural medications. Some are considered completely safe during pregnancy, but keep in mind that, because they are considered nutritional supplements, these agents are not regulated by the FDA. Despite the fact that many pregnant women use these supplements, very few studies have evaluated their safety or shown that they actually give a benefit during pregnancy. Many of these pills are also unregulated for dose, so one pill may contain twice as much as the next. Some of these supplements are combinations of different herbs or extracts and the interactions are unknown and unstudied. St John’s wort, for instance, is an herb commonly used to treat depression, sleep disorders, and viral infections. Not only can this herb interact with other medications, but also, its safety/benefit during pregnancy has not been studied, so use it with caution.

				[image: caution(pregnancy).eps] Some herbal medications should not be used during pregnancy because they can cause uterine contractions or even miscarriage. A short list of agents that are not recommended during pregnancy includes mugwort, blue cohosh, tansy, black cohosh, Scotch broom, goldenseal, juniper berry, pennyroyal oil, rue, mistletoe, and chaste berry.

				Recognizing the importance of vaccinations and immunity

				People are immune to all kinds of infections, for one of two reasons:

				They’ve suffered through the disease. Most people are immune to chickenpox, for example, because they had it when they were kids, causing their immune systems to make antibodies to the chickenpox virus.

				They’ve been vaccinated. That is, they’ve been given a shot of something that causes the body to develop antibodies.

				Rubella is a common example. Your practitioner checks to see whether you’re immune to rubella (also known as German measles) by drawing a sample of blood and checking to see whether it contains antibodies to the rubella virus. (Antibodies are immune system agents that protect you against infections.) If you are not immune to rubella, your practitioner is likely to recommend that you be vaccinated against rubella at least three months before becoming pregnant. Getting pregnant before the three months are over is highly unlikely to be a problem. No cases have been reported of babies born with problems due to the mother having received the rubella vaccine in early pregnancy. Many vaccines, including the flu vaccine, are safe, and in fact recommended, while you’re pregnant. See Table 1-1 for information on several vaccines.

				Most people are immune to measles, mumps, poliomyelitis, and diphtheria, and your practitioner is unlikely to check your immunity to all these illnesses. Besides, these illnesses aren’t usually associated with significant adverse effects for the baby. Chickenpox, on the other hand, does carry a small risk that the baby can contract the infection from her mother. If you’ve never had chickenpox, tell your practitioner, so you can discuss possible vaccination before you get pregnant.

				Finally, if you’re at risk of HIV infection, get tested before contemplating pregnancy. Some states now require that doctors discuss and offer HIV testing to all pregnant women. If you have contracted HIV, taking certain medications throughout pregnancy will decrease the chances that your baby also will contract HIV.

				A vaccine has recently been made available for the human papilloma virus (HPV), the virus associated with some kinds of abnormal pap smears, genital warts, and cervical cancer. Studies suggest that it’s similar to other vaccinations that are safe in pregnancy; just to be extra careful, wait at least 30 days after the shot before attempting pregnancy.

				
					
						
								
								Table 1-1 Safe and Unsafe Vaccines before or during Pregnancy

							
						

						
								
								Disease

							
								
								Risk of Vaccine to Baby during Pregnancy?

							
								
								Immunization Recommendations

							
								
								Comments

							
						

						
								
								Cholera

							
								
								None confirmed

							
								
								Same as in nonpregnant women

							
								
							
						

						
								
								Hepatitis A (inactivated)

							
								
								None confirmed

							
								
								Okay if high risk for infection or for prevention due to recent exposure

							
								
							
						

						
								
								Hepatitis B

							
								
								None confirmed

							
								
								Okay if high risk for infection

							
								
								Used with immunoglobulins for acute exposure; newborns need vaccine

							
						

						
								
								Human Papilloma Virus

							
								
								None confirmed, but little data

							
								
								If found to be pregnant after initiating series, give remainder postpartum

							
								
							
						

						
								
								Influenza (inactivated)

							
								
								None confirmed

							
								
								Recommended

							
								
							
						

						
								
								Measles

							
								
								None confirmed

							
								
								No

							
								
								Vaccinate postpartum

							
						

						
								
								Mumps

							
								
								None confirmed

							
								
								No

							
								
								Vaccinate postpartum

							
						

						
								
								Plague

							
								
								None confirmed

							
								
								Selected vaccination if exposed

							
								
							
						

						
								
								Pneumococcus

							
								
								None confirmed

							
								
								Okay, if high risk

							
								
							
						

						
								
								Poliomyelitis

							
								
								None confirmed

							
								
								Only if exposed

							
								
								Get if traveling to endemic area

							
						

						
								
								Rubella

							
								
								None confirmed

							
								
								No

							
								
								Vaccinate postpartum

							
						

						
								
								Rabies

							
								
								Unknown

							
								
								Indication same as for nonpregnant woman

							
								
								Consider each case separately

							
						

						
								
								Smallpox

							
								
								Possible miscarriage

							
								
								No, unless emergency situation arises or fetal infection

							
								
							
						

						
								
							
								
							
								
							
								
							
						

						
								
							
								
							
								
							
								
							
						

						
								
								Tetanus and diptheria

							
								
								None confirmed

							
								
								Recommended if no primary tetanus/diphtheria series given or no booster in past 10 years, or if high-risk exposure like a cut from a sharp non-sterile object

							
								
							
						

						
								
								Typhoid

							
								
								None confirmed

							
								
								Only for close, continued exposure or travel to endemic area

							
								
							
						

						
								
								Varicella (chickenpox)

							
								
								None confirmed

							
								
								Immunoglobulins recommended in exposed nonimmune women; should be given to newborn if around time of delivery

							
								
								Vaccine recently available but little information concerning pregnancy; vaccinate postpartum (second dose 4 to 8 weeks later)

							
						

						
								
								Yellow fever

							
								
								Unknown

							
								
								No, unless exposure is unavoidable

							
								
							
						

					
				

				Quitting birth control

				How soon can you get pregnant after you stop using birth control? It depends on what kind of birth control you use. The barrier methods — such as condoms, diaphragms, and spermicides — work only as long as you use them; as soon as you stop, you’re fertile. Hormone-based medicines — including the Pill, Depo-Provera, NuvaRing, and the birth control patch (for example, Ortho-Evra) — take longer to get out of your system. You may ovulate very shortly after stopping the Pill (weeks or days, even). Usually, hormones from pills aren’t detectable several days after the last active Pill or the last patch. On the other hand, it can take three months to one year to resume regular ovulatory cycles after stopping Depo-Provera.

				We know of no hard-and-fast rules about how long you should wait after stopping birth control before you start trying to conceive. In fact, you can start to try to conceive right away. If you’re Fertile Myrtle, you may get pregnant on the first try. But keep in mind that if you haven’t resumed regular cycles, you may not be ovulating each month, and it may be more difficult to time your intercourse to achieve conception. (At least you can have a good time trying!) If you get pregnant while your cycles are irregular, it also may be harder to tell exactly what day you conceived and, therefore, to know your due date.

				[image: don'tworry2(pregnanacy).eps] If you use a non-hormone intrauterine device (IUD), you can get pregnant as soon as you have it removed. With hormone containing intrauterine devices or with sub-dermal implantable devices, fertility may take 3 to 12 months to resume after removal. Rarely, a woman conceives with her IUD in place. If this happens to you, your practitioner may choose to remove the device, if possible, because getting pregnant with your IUD in place puts you at risk of miscarriage, ectopic pregnancy (a pregnancy that gets stuck in the fallopian tube), or early delivery. Getting pregnant with an IUD in place more than likely doesn’t put the baby at increased risk of birth defects.


				Knowing when to see a doctor about infertility

				Infertility, or sub-fertility, is a problem that is affecting more couples than ever before, as people wait longer and longer to have children. One in ten couples older than 30 has trouble conceiving. After age 35, the ratio is one in five. Of course, age isn’t a problem for everyone. Some women reportedly get pregnant even in their 50s. (According to Guinness World Records, the world’s oldest spontaneously pregnant mother was 571/2 when she conceived.) But face it: Spontaneous pregnancy in a woman’s late 40s and 50s is rare.

				When should you seek a doctor’s help? Generally, after you’ve been trying unsuccessfully to get pregnant for six months to a year. But if you have a history of miscarriages or difficulty conceiving, if you’re older than 35, or if you already know that your partner has a low sperm count, you may want to get help before six months are up. No matter what your situation, don’t despair. Reproductive technologies become more sophisticated — and more successful — with each passing year. At this point, couples can try various techniques with complicated-sounding names — ovarian stimulation with fertility medications, intrauterine insemination (with or without sperm washing), intracytoplasmic sperm injection, use of donor sperm or donor eggs, and in vitro fertilization (and its many variations) — depending on their particular cause of infertility. For a couple that has trouble conceiving right away, chances are better than ever that they will eventually become pregnant. Check out Infertility For Dummies by Jackie Meyers-Thompson and Sharon Perkins (Wiley) for more information. If you’re having trouble getting pregnant and you’re not sure whether it’s time to see an infertility specialist, discuss it with your practitioner.



				Introducing Sperm to Egg: Timing Is Everything

				This book’s title notwithstanding, we’re going to assume that you know the basics of how to get pregnant. What many people don’t know, though, is how to make the process most efficient, so that you give yourself the best chance of getting pregnant as soon as you want to. To do that, you need to think a little about ovulation — the releasing of an egg from your ovary — which happens once each cycle (usually once per month).

				After leaving the ovary, the egg spends a couple of days gliding down the fallopian tube, until it reaches the uterus (also known as the womb). Most often, pregnancy occurs when the egg is fertilized within 24 hours from its release from the ovary, during its passage through the tube, and the budding embryo then implants in the uterus’s lining. (See Figure 1-1 for a quick look at the anatomical aspects.) In order to get pregnant, your job (and the father-to-be’s) is to get the sperm to meet up with the egg as soon as possible (ideally, within 12 to 24 hours) after ovulation.

				
					Figure 1-1: An overview of the female reproductive system.

				

				[image: 387672-fg0101.eps]

				The absolute prime time to have sex is 12 hours prior to ovulation. Then the sperm are in place as soon as the egg comes out. Sperm are thought to live inside a woman’s body for 24 to 48 hours, although some have been known to fertilize eggs when they are as much as seven days old. No couple should count on getting pregnant on the first try. On average, you have a 15 to 25 percent chance each month. Roughly half of all couples trying to get pregnant conceive within four months. By six months, three-fourths of them make it; by a year, 85 percent do; and by two years, the success rate is up to 93 percent. If you’ve been trying unsuccessfully to conceive for a year or more, a fertility evaluation is warranted.

				Pinpointing ovulation

				So when does ovulation happen? Typically, about 14 days before you get your period. If your menstrual cycles are 28 days long, that’s 14 days after the first day of your previous period. If you have a 32-day cycle, you probably ovulate on about the 18th day of your cycle. (Each cycle begins on the first day of a period.) To make sure that you get the sperm in the right place at the right time, have sex several times around the time of ovulation, starting five days before you expect to ovulate and continuing for two to three days afterward. How often? Once every two days is probably adequate. Having sex daily or more often can cause the sperm count to drop a little in some men.

                [image: don'tworry2(pregnanacy).eps] Doctors once thought that having sex daily would result in a lower sperm count and reduce fertility. However, later medical studies found that this idea is true only in men who have a lower-than-normal sperm count to start with.

				Monitoring your basal body temperature

				Some women find that they can pinpoint their time of ovulation more easily if they keep track of their temperature, which rises close to the time of ovulation. To do this, you take your temperature (orally) each morning before you get out of bed and before having anything to eat or drink. It typically reaches its lowest point right before your pituitary gland releases luteinizing hormone (LH), which triggers ovulation. Two days after the so-called LH surge, your temperature rises significantly — about a half to one degree above baseline — and stays elevated until you get your period. (If you get pregnant, it remains high.) You may want to invest in a special basal body temperature thermometer (sold in most drugstores) because it has larger gradations and is easier to read.

				[image: Remember.eps] Remember that a rise in your basal body temperature indicates that ovulation has already occurred. It doesn’t predict when you will ovulate, but it does confirm that you’re ovulating and gives you a rough idea of when ovulation occurs in your cycle. Doing so can help you time intercourse for your next cycle, which should be approximately the day before you think you ovulate. Reading the signals can be hard because not all women follow the same pattern. Some never see a distinct drop in temperature, and some never see a clear rise.

				Using an ovulation predictor kit

				Another way to monitor the LH surge is to use a home ovulation predictor kit, which tests the amount of LH in urine. As opposed to basal body temperature (see the preceding section), the LH surge is useful in predicting when ovulation will occur during any given cycle. A positive test for any cycle tells you that you’re ovulating and when. In general, these kits are very accurate and effective. The main drawback is the expense. At $15 to $30 per kit, they’re more expensive than taking your temperature, especially if you have to check several cycles to find out when you’re ovulating.

				Another way of checking for ovulation is available, which involves testing saliva instead of urine. The increased estrogen levels that occur around the time of ovulation cause the saliva to form a crystallized pattern upon drying, which can be seen with a special microscope. Both the urine tests and saliva tests are equally accurate (up to 98 percent) at predicting ovulation. The saliva kit costs about $35 and is reusable.

				You can also check when ovulation is occurring by evaluating your own cervical mucus. Just prior to ovulation, it changes to a wet or egg-white consistency. The benefit to checking ovulation this way is that it doesn’t cost you any money!

				Taking an effective (and fun) approach

				In most cases, parents-to-be are well advised to just relax and enjoy the process of trying to conceive. Don’t get too anxious if it doesn’t happen right off the bat. We often tell our patients: Think about stopping birth control a few months before you actually plan on getting pregnant. This way, you have some carefree months of enjoying great sex without worrying each month about whether you’re pregnant. And if you do conceive ahead of schedule, enjoy the nice surprise!

				[image: Tip.eps] You can take a few steps to improve your chances of conceiving:

				If you smoke cigarettes or marijuana or are on any illegal substance, quit.

				Avoid using K-Y Jelly or other commercial lubricants during sex, because they may contain spermicide. (Try olive oil or vegetable oil instead.)

				Limit your caffeine intake. Drinking more than three cups of coffee per day may decrease your chances of conceiving.

				If you’re overweight, get on a smart carb, low-fat diet, exercise regularly, and work on a weight-loss plan. If you’re unsure as to how much you’ll need to exercise to lose weight on your diet, a physician, dietician, and/or personal trainer can be helpful.


				Everything every dad wants to know about sex

				One of the most common questions that dads ask is about sex during pregnancy. Your desire for sex — like that of your partner — may increase or decrease. Many men worry that inserting the penis into the vagina, next to the cervix, may injure the baby or lead to preterm delivery. In an uncomplicated pregnancy, you have nothing to worry about at all in this regard. Another common worry is that you may crush the baby by lying on top of your partner. Again, if the pregnancy is normal, being on top isn’t a problem (especially during the first months). A cushion of amniotic fluid surrounds the baby. Later on in pregnancy, the size of the mother’s abdomen may make the missionary position awkward, or your partner may find it uncomfortable. If she is willing, take the time to find alternative positions that are comfortable for her. Also, remember that libido can wax and wane during pregnancy, or it may wane only (see Chapter 3). For some women, pregnancy is just a sexual turnoff. So try to be understanding if your partner isn’t interested in sex.

				In some cases, intercourse during pregnancy may not be a good idea. If the mother goes into preterm labor, for example, and her cervix is open significantly, refraining may be wise. In the case of placenta previa with bleeding (see Chapter 16) and in some cases of incompetent cervix (see Chapter 6), foregoing intercourse also makes sense. If your partner has one of these problems or if you’re unsure about your partner’s situation, talk to her practitioner. And keep in mind that intercourse isn’t the only way that you and your partner can express your sexual feelings for each other. Often, embracing, cuddling, or fondling can be satisfying alternatives. Remember, pregnancy (and the possible interruption in your sex life) won’t last forever, even though you may sometimes feel like it will.

			

			

			

	
		
			
				Chapter 2

				I Think I’m Pregnant!

				In This Chapter

				Knowing what symptoms to be on the lookout for

				Getting the answer to that all-important question: Are you pregnant?

				Finding a healthcare practitioner to meet your needs

				Calculating your due date

				So you think you may be pregnant! Or maybe you’re hoping to become pregnant soon. Either way, you want to know what to look for in the early weeks of pregnancy so that you can know for sure as soon as possible. In this chapter, we take a look at some of the most common signals that your body sends you in the first weeks of pregnancy, and offer advice for confirming your pregnancy and getting it off to a great start.

				Recognizing the Signs of Pregnancy

				So assume it has happened: A budding embryo has nestled itself into your womb’s soft lining. How and when do you find out that you’re pregnant? Quite often, the first sign is a missed period. But your body sends many other signals — sometimes even sooner than that first missed period — that typically become more noticeable with each passing week.

				Honey, I’m late! You may suspect that you’re pregnant if your period hasn’t arrived as expected. By the time you notice you’re late, a pregnancy test will probably yield a positive result (see the upcoming section, “Determining Whether You’re Pregnant,” for more on pregnancy tests). Sometimes, though, you may experience one or two days of light bleeding, which is known as implantation bleeding, because the embryo is attaching itself to your uterus’s lining.

				You notice new food cravings and aversions. What you’ve heard about a pregnant woman’s appetite is true. You may become ravenous for pickles, pasta, and other particular foods, yet turn up your nose at foods you normally love to eat. No one knows for sure why these changes in appetite occur, but experts suspect that these changes are, at least partly, nature’s way of ensuring that you get the proper nutrients. You may find that you crave bread, potatoes, and other starchy foods, and perhaps eating those foods in the early days is actually helping you store energy for later in pregnancy, when the baby does most of its growing. As with any other time in life, though, be careful not to overeat. You may also be very thirsty early in pregnancy, and the extra water you drink is useful for increasing your body’s supply of blood and other fluids.

				Your breasts become tender and bigger. Don’t be surprised by how large your breasts grow early in pregnancy. In fact, large and tender breasts are often the first symptom of pregnancy that you feel because very early in pregnancy, levels of estrogen and progesterone rise, causing immediate changes in your breasts.

				
				Joanne’s story

				One day a couple of years after my first daughter was born, I found myself heading to the grocery store to buy pickles and ketchup, intent on mixing them together to make a lovely, tasty, green-and-red meal. I was craving it so much that it didn’t even occur to me what an odd dish it is. In fact, it wasn’t until I had cleaned up the dishes that I realized that pickles and ketchup had been my only craving during the early months of my first pregnancy. I had no other reason to think I was pregnant again; I hadn’t even missed a period. But the next morning I tested myself, and sure enough, it was time for round two.

			

			Determining Whether You’re Pregnant

				Well, are you or aren’t you? These days, you don’t need to wait to get to your practitioner’s office to find out whether you’re pregnant. You can opt instead for self-testing. Home tests are urine tests that give simply a positive or negative result. (By the way, these tests are very accurate for most people.) Your practitioner, on the other hand, may perform either a urine test similar to the one you took at home or a blood test to find out whether you’re pregnant.

				Getting an answer at home

				Suppose you notice some bloating or food cravings, or you miss your period by a day or two. You want to know whether you’re pregnant, but you aren’t ready to go to a doctor yet. The easiest, fastest way to find out is to go to the drugstore and pick up a home pregnancy test. These tests are basically simplified chemistry sets, designed to check for the presence of human chorionic gonadotropin (hCG, the hormone produced by the developing placenta) in your urine. Although these kits aren’t as precise as laboratory tests that look for hCG in blood, in many cases they can provide positive results very quickly — by the day you miss your period, or about two weeks after conception.

				[image: Remember.eps] The results of home pregnancy tests aren’t a sure thing. If your test comes out negative but you still think you’re pregnant, retest in another week or make an appointment with your doctor.

				Going to your practitioner for answers

				Even if you had a positive home pregnancy test, most practitioners want to confirm this test in their office before beginning your prenatal care. Your practitioner may decide to simply repeat a urine pregnancy test or to use a blood pregnancy test instead.

				A blood pregnancy test checks for human chorionic gonadotropin (hCG) in your blood. This test can be either qualitative (a simple positive or negative result) or quantitative (an actual measurement of the amount of hCG in your blood). The test your practitioner chooses depends on your history and your current symptoms and on his own individual preference. Blood tests can be positive even when urine tests are negative.

				Selecting the Right Practitioner for You

				Finding the right practitioner to care for you (and your baby) is a decision you don’t want to take lightly. Your healthcare is always important, but your new and sometimes overwhelming condition means you want a practitioner who’s in sync with your approach to pregnancy. This person should be someone you trust and feel safe with. You may already have a practitioner if you’ve had a previous child. If not, no need to feel overwhelmed. This section helps you make this important decision.

				Considering your options

				Many kinds of professionals can help you through pregnancy and delivery. Be sure to choose a practitioner with whom you feel comfortable. Review this list of the basic four:

				Obstetrician/gynecologist: This physician has four years of special training in pregnancy, delivery, and women’s health. He should be board certified (or be in the process of becoming board certified) by the American Board of Obstetrics and Gynecology (or an equivalent program if you’re from a country other than the United States).

				Maternal-fetal medicine specialist: Also known as a perinatologist or high-risk obstetrician, this type of doctor has completed a two- to three-year fellowship in the care of high-risk pregnancies, in addition to the standard obstetrics residency, to become board certified in maternal-fetal medicine. Some maternal-fetal medicine specialists act only as consultants, and some also deliver babies.

				Family practice physician: This doctor provides general medical care for families — men, women, and children. He is board certified in family practice medicine. This kind of doctor is likely to refer you to an obstetrician or maternal-fetal medicine specialist if complications arise during your pregnancy.

				Nurse-midwife: A nurse-midwife is a registered nurse who is certified in the care of pregnant women and is also licensed to perform deliveries. A certified nurse-midwife typically practices in conjunction with a physician and refers patients to a specialist when complications occur.

			
				Weeks versus months

				Most of us think of pregnancy as lasting nine months. But face it — 40 weeks is a little longer than nine times four weeks. It’s closer to ten lunar months (in Japan, they actually speak of pregnancy as lasting ten months) and a bit longer than nine 30-to-31-day calendar months. That’s why your doctor is more likely to talk in terms of weeks.

				Because you start counting from the date of the last menstrual period, the count actually begins a couple of weeks before you conceive. So when your doctor says you’re 12 weeks pregnant, the fetus is really only ten weeks old!

			

			[image: Tip.eps]				
				
					Determining whether you’re at high risk

					The question of whether you and your pregnancy are at high risk has no black-and-white answer, especially at the beginning. But it helps to be aware of the kinds of situations (which you may either have or develop) that can put a pregnancy at high risk:

					Diabetes

					High blood pressure

					Lupus

					Blood disorders

					Heart, kidney, or liver disorders

					Twins, triplets, or other multiple fetuses

					A premature delivery in a prior pregnancy

					A previous child with birth defects

					A history of miscarriage

					An abnormally shaped uterus

					Epilepsy

					Some infections

					Bleeding

					Remember that midwives and most family practice physicians are not equipped to handle high-risk pregnancies. If you have or develop any of the above conditions, consult an obstetrician or a high-risk specialist.

				

				Asking questions before you choose

				Before you make a decision, you want to be complete and thorough in your search. Make sure you know what you want out of the experience. When you’re deciding on a practitioner, ask yourself the following key questions:

				Am I comfortable with and do I have confidence in this person? You should trust and feel at ease not only with your practitioner but also with the whole constellation of people who work in the practice. Would you feel free to ask questions or express your anxieties to them? Another point to keep in mind is how your general personality fits in with the practice’s philosophy. For example, some women prefer a low-key, low-tech approach to prenatal care, while others want to have every possible diagnostic test under the sun. Your past medical and obstetrical history can also influence the approach you take to your pregnancy.

				How many practitioners are involved in the practice? You may end up choosing between a practitioner who works with one or more partners and one who is in solo practice. Many group practices rotate you through appointments with each of the doctors, getting to know them all so that you feel comfortable having any one of them deliver your baby. Practically speaking, you’re likely to bond more with one or two people in the practice than with others, which is natural, given that most women and most practitioners have many varied personalities. A practitioner who practices alone should tell you who handles deliveries when he is ill, off duty, or out of town.

				[image: Tip.eps] Ask your practitioner about his policy for after-hours problems or emergencies — including questions you may need to ask by telephone during evening or weekend hours.

				What hospital is the practitioner affiliated with? If your pregnancy is uncomplicated, any good hospital or birthing center will work just fine. If you’re at risk of some complications, you may want to ask whether the hospital you’ll be delivering in has a labor and delivery suite and a nursery equipped to handle any problems that may arise if, for example, the baby is born early. You may also want to ask the following questions:

				 • Is an anesthesiologist on-site 24 hours a day, or can your doctor call in an anesthesiologist quickly in case of an emergency?

				 • Can the hospital provide you with epidural anesthesia (a form of pain control during labor)? If epidural anesthesia isn’t readily available, or you’re not interested in this form of pain relief, find out what other options are available for pain management.

				 • Are you allowed to room in — that is, keep the baby in your room as much as possible — after delivery? Also, are accommodations available for your partner to stay with you during your postpartum hospitalization?

				Can this practitioner refer you to a nearby specialist if needed? Consider whether you may need the services of a maternal-fetal medicine specialist or a neonatologist, a physician who specializes in the care of infants who are born early or who have other medical problems. Ideally, your practitioner can refer you to someone quickly if anything comes up.

				Will my insurance plan cover this practitioner? Now that managed care has become an important part of the health insurance industry, check to see whether your plan covers your practitioner of choice. Some places allow you to select an “out-of-network” physician if you pay part of the cost yourself.

				Calculating Your Due Date

				Only 1 in 20 women actually delivers on her due date — most women deliver anywhere from three weeks early to two weeks late. Nonetheless, pinpointing the due date as precisely as possible is important in order to ensure that the tests you need along the way are performed at the right time. Knowing how far along you are also makes it easier for your doctor to see that the baby is growing properly.

				The average pregnancy lasts 280 days — 40 weeks — counting from the first day of the last menstrual period. Your due date — what doctors once referred to as the EDC, for estimated date of confinement (in the old days, women were actually “confined” to the hospital around the time of their delivery) — is calculated from the date on which your last menstrual period (LMP) started.

				If your cycles are 28 days long, you can use a shortcut to determine your due date. Simply subtract three months from your LMP and add seven days. If your last period started on June 3, for example, your due date would be March (subtract three months) 10 (add seven days). If your periods don’t follow 28-day cycles, don’t worry. You can establish your due date in other ways. If you’ve been tracking ovulation and can pinpoint the date of conception, add 266 days to that date (the average time between the first day of your LMP and ovulation is about 14 days or 2 weeks).

				If you’re unsure of the date of conception or the date your last period started, an ultrasound exam during the first three months can give you a good idea of your due date. A first-trimester ultrasound predicts your due date more accurately than a second- or third-trimester one.

				[image: Tip.eps] You can also use a pregnancy wheel to calculate how far along you are. To use this handy tool, line up the arrow with the date of your last menstrual period and then look for today’s date. Just below the date you see the number of weeks and days that have gone by. (If you know the date of conception, rather than your last period, there is a line on the wheel corresponding to this, too.)


				Debunking old wives’ tales

				Pregnancy has a certain mystique. Millions of women have been through it, yet predicting in detail what any one woman’s experience is going to be like is difficult. Perhaps that’s why so many myths have formed (and survived) over the centuries, most of which are designed to foresee the unknowable future. Here are twelve tales that, alas, are really nothing but nonsense:

				The Old Heartburn Myth: If a pregnant woman frequently experiences heartburn, her baby will have a full head of hair. Simply not true. Some babies have hair; some don’t. Most lose it all within a few weeks, anyway.

				The Mysterious Umbilical Cord Movement Myth: If a pregnant woman lifts her hands above her head, she will choke the baby. Give us a break. People used to think (and, alas, some still believe) that the mother’s movement could cause the baby to become tangled in the umbilical cord, but that’s just not true.

				The Curse Myth: Anyone who denies a pregnant woman the food that she craves will get a sty in his eye. Nope. This myth doesn’t mean that someone who stands between a pregnant woman and her craving is in the clear, though: He will most certainly be subjected to threats, name-calling, or icy glares, but no sties.

				The Heart Rate Myth: If the fetal heart rate is fast, the baby is a girl, and if the heart rate is slow, the baby is a boy. Medical researchers actually looked into this myth. They did find a very slight difference between the average heart rate of boys and that of girls, but it wasn’t significant enough to make heart rate an accurate predictor of sex.

				The Ugly Stick Myth: If a pregnant woman sees something ugly or horrible, she will have an ugly baby. How could this possibly be true? There’s no such thing as an ugly baby!

				The Java Myth: If a baby is born with cafe au lait spots (light-brown birthmarks), the mother drank too much coffee or had unfulfilled cravings during her pregnancy. Nope.

				The Myth of International Cuisine: Many people still believe that eating spicy food brings on labor. It doesn’t, but it may be an effective marketing tool: We know of an Italian restaurant that advertises its Chicken Fra Diavolo as a surefire labor inducer. The dish may be delicious, but it simply can’t bring on labor. Nope. Niet. Nunca. Nein. Non.

				The Great Sex Myth: Having passionate sex brings on labor. What got you into this mess will also get you out? That’s just wishful thinking, but go ahead and try it (if you feel like it when you’re nine months pregnant). It’s likely to be worth the effort.

				The Round Face Myth: If a pregnant woman gains weight in her face, the baby is a girl. And the corollary myth says that if a woman gains weight in her butt, the baby is a boy. Neither statement is true, obviously enough. The baby’s sex has no influence whatsoever on the way the mother stores fat.

				  Another seemingly related myth is that if the mother’s nose begins to grow and widen, the baby is a girl. The so-called reasoning here is that a daughter always steals her mother’s beauty. Strange concept — and quite untrue.

				The Moon Maid Myth: This one holds that more women go into labor during a full moon. Although many labor and delivery personnel insist that the labor floor is busier during a full moon (police say their precinct houses are livelier then, too), the scientific data just doesn’t support the idea.

				The Belly Shape Myth: If a pregnant woman’s belly is round, the baby is a girl, and if the woman’s belly is more bullet-like, it’s a boy. Forget about it. Belly shape differs from woman to woman, but the child’s sex has nothing to do with it.

				The Ultrasound Tells All Myth: Ultrasound can always tell the baby’s sex. Nope, not always. Often, by about 18 to 20 weeks gestation, seeing a fetus’s genitalia on ultrasound is possible. But being able to determine the baby’s sex depends on whether the baby is in position to give you a good view. Sometimes the sonographer can’t see between the uncooperative baby’s legs and therefore can’t determine the sex. Sometimes, too, the sonographer may be wrong, especially if the ultrasound is done very early in the pregnancy. So even though you can find out the baby’s sex through ultrasound in most cases, it’s not 100 percent guaranteed.

		
						
		

		

	
		
			
				Chapter 3

				Preparing for Life during Pregnancy

				In This Chapter

				Walking through a typical prenatal visit

				Coping with changes in mind and body

				Modifying your lifestyle for baby’s sake

				Working while you’re pregnant

				Even though you’re pregnant and your body is already undergoing miraculous changes, your day-to-day life goes on. How will you need to change your lifestyle in order to make your pregnancy go as smoothly as possible? What things in your life don’t need to change, or need to be modified only slightly? You have a lot to consider: your job, the general level of stress in your life, what medications you take, whether you smoke or drink alcohol regularly, and what to do about routine things like going to the dentist or hairdresser. If you’re like most normally healthy women, you’ll probably find that for the most part, your life can go on largely as usual.

				[image: Remember.eps] All the issues we mention are subjects for discussion with your practitioner. But in this chapter and the next, we offer a general outline for how to plan your life during pregnancy. If you consider from the beginning how your daily habits and health practices interact with your pregnancy, you’re likely to have an easier time getting used to your new state of being. The earlier you get started on the right diet, exercise, and overall health program, the better (see Chapter 4 for more).

				Planning Prenatal Visits

				Your positive pregnancy test marks a new beginning. The time has come to start thinking about what lies ahead. After you decide who your practitioner will be (check out Chapter 2), give the office a call to find out how to proceed. Some practices want you to come in for a visit with the office nurse to give a medical history and confirm your good news with either a blood or urine test, whereas others schedule a first visit with the practitioner. How soon your first visit will be scheduled depends in part on your past or current history. If you didn’t have a preconceptional visit (see Chapter 1) beforehand, and you haven’t been on prenatal vitamins or other vitamins containing folic acid, let the office know. A prescription for prenatal vitamins can be called in so you can start taking them even before your first prenatal visit. All over-the-counter adult multi- and prenatal vitamins should have the correct dose of folic acid so the typical patient doesn’t need a prescription for them, but ask the pharmacist if you’re not sure.

				Some things are consistent from trimester to trimester — like checking your blood pressure, urine, and the baby’s heartbeat — so we cover these topics in this chapter. In Chapters 5, 6, and 7, we go over the specifics of what happens during prenatal visits for each trimester. See Table 3-1 for an overview of a typical schedule for prenatal visits.

				
					
						
								
								Table 3-1 Typical Prenatal Visit Schedule

							
						

						
								
								Stage of Pregnancy

							
								
								Frequency of Doctor Visits

							
						

						
								
								First visit to 28 weeks

							
								
								Every four weeks

							
						

						
								
								28 to 36 weeks

							
								
								Every two to three weeks

							
						

						
								
								36 weeks to delivery

							
								
								Weekly

							
						

					
				

				If you develop problems during pregnancy or if your pregnancy is considered “high risk” (see the risk factors we describe in Chapter 2), your practitioner may suggest that you come in more frequently.

				[image: Remember.eps] This schedule of prenatal visits isn’t set in stone. If you’re planning a vacation or need to miss a prenatal visit, tell your practitioner and reschedule your appointment. If your pregnancy is going smoothly, rescheduling usually isn’t a big deal. However, because some prenatal tests have to be performed at specific times during pregnancy (see Chapters 8 and 9 for details), just make sure that missing an appointment won’t affect any of these tests.

				Prenatal visits vary a bit according to each woman’s personal needs and each practitioner’s style. Some women need particular laboratory tests or physical examinations. However, the following procedures are standard during your prenatal visits:

				A nurse checks your weight and blood pressure. For more information on how much weight you should be gaining and when, see Chapter 4.

				You give a urine sample (usually an easy job for most pregnant women!). Your practitioner checks for the presence of protein or glucose, which may be a sign of preeclampsia or diabetes (see Chapters 16 and 17). Some urine tests also enable your doctor to look for any indications of a urinary tract infection.

				Starting sometime after 14 to 16 weeks, a nurse or doctor measures your fundal height. The practitioner uses either a tape measure or her hands to measure your uterus. This gives her a rough idea of how the baby is growing and whether you have an adequate amount of amniotic fluid (see Figure 3-1).

				[image: TechnicalStuff.eps] The nurse or doctor is measuring the fundal height, the distance from the top of the pubic bone to the top of the uterus (the fundus). By 20 weeks, the fundus usually reaches the level of the navel. After 20 weeks, the height in centimeters roughly equals the number of weeks pregnant you are. (Being above or below by 2 centimeters is usually within acceptable norms as long as you’re consistent from visit to visit.)

				Note: The fundal height measurement may not be useful in women who are expecting two or more babies or in women who have large fibroids (in both cases, the uterus is much bigger than normal) or in women who are very obese (because it can be difficult to feel the top of the uterus).

				A nurse or doctor listens for and counts the baby’s heartbeat. Typically, the heartbeat ranges between 120 and 160 beats per minute. Most offices use an electronic Doppler device to check the baby’s heartbeat. With this method, the baby’s heartbeat sounds sort of like horses galloping inside the womb. Sometimes, you can hear the heartbeat as early as 8 or 9 weeks using this method, but often it isn’t clearly discernible until 10 to 12 weeks. Prior to the availability of Doppler, a special stethoscope called a fetoscope was used to hear the baby’s heartbeat. Using this method, the doctor can hear the heartbeat around 20 weeks. A third way of checking the baby’s heartbeat is by seeing it on ultrasound. The heart can frequently be seen at around six weeks.

				[image: Remember.eps] In some practices, a medical assistant or nurse performs tasks such as checking your blood pressure; in other practices, a doctor may perform this task. No matter who performs the technical components of the prenatal visit, you should always have the opportunity to ask a practitioner questions before leaving the office.

				
					Figure 3-1: Your practitioner may measure your fundal height to ensure that your baby is growing properly.

				

				[image: 387672-fg0301.eps]

				Preparing for Physical and Emotional Changes

				When you’re pregnant, your body is undergoing transformation. You can expect to experience changes, such as mood swings, leg cramps, and stress. You’ve probably experienced these conditions before — just not with such intensity. The following sections cover these and other problems and let you know what you may be in for. Have your family and friends read these sections, too — then tell them to consider themselves forewarned.

				Coping with mood swings

				Hormonal shifts affect mood, as most women, especially those who suffer from premenstrual syndrome (PMS), already know. The hormonal fluctuations that support pregnancy are perhaps the most dramatic a woman experiences in her lifetime, so it’s hardly surprising that emotional ups and downs are commonplace. And the fatigue that goes along with pregnancy can easily make these ups and downs more severe. Add to this biochemical mix the normal anxieties that the average expectant mother has about whether the baby will be healthy and whether she’ll be a good mother, and you have plenty of fuel to produce good, old-fashioned mood swings.

				[image: Remember.eps] You’re not alone. Moodiness is a normal part of pregnancy, and you’re not the first or only woman to experience it. So don’t blame yourself. Your family and friends will understand.

				Your moodiness may be especially pronounced during the first trimester because your body is adjusting to its new condition. You may find yourself overreacting to little things. A silly, mushy television commercial, for example, may leave you in tears. Misplacing your appointment book may send you into a panic. A grocery store clerk who accidentally smashes your loaf of bread may draw you into a teeth-clenching rage. Don’t worry — you’re just pregnant. Take a few deep breaths, go out for a walk, or just close your eyes and take a short break. These feelings often pass as quickly as they arise.

				Living through leg cramps

				Leg cramps are a common annoyance of pregnancy, and they’re likely to become more frequent as the months go along. They’re due to a sudden tightening of the muscles. The muscles may tighten for many different reasons, including lack of fluids, muscle strain, or staying in one position for too long. Doctors once thought that leg cramps were due to too little calcium or potassium in the diet, although that has not been shown to be true. Some studies suggest that taking an oral magnesium supplement may reduce leg cramps.

				[image: Tip.eps] To diminish leg cramps, you may want to try one of these suggestions:

				Apply heat to the calves.

				Drink plenty of fluids.

				Avoid staying in one position too long.

				Stretch and extend your legs and feet.

				 Do your stretching nightly before bed. Point your toes up toward the ceiling to really stretch your calves out. Do this about ten times. In the morning, get in the habit of doing this stretching at least a couple of times, before you even open your eyes if possible. Try to avoid extending your feet when you first wake up to avoid triggering a spasm.

				Take a short walk.

				Ask your partner to give you a foot or leg massage.

				Noticing vaginal discharge

				During pregnancy, your vaginal discharge normally increases substantially. Some women find that they need to wear thin panty liners every day. The discharge tends to be thin, white, and virtually odorless. Vaginal douches aren’t a good idea because they may alter a woman’s natural ability to fight off vaginal infections.

				[image: callthedoctor.eps] If your vaginal discharge takes on a brown, yellow, or green color, or if it develops a noxious odor or causes itching, let your practitioner know. (Be sure to use your judgment about how much of an emergency this is — it isn’t the sort of problem that requires a 3 a.m. phone call to her office.)

				Pregnancy doesn’t prevent you from getting a vaginal infection, and the high levels of estrogen in your blood may predispose you to developing a yeast infection. A yeast infection usually produces a thick, white-yellow discharge, and it may, in some cases, cause itchiness or redness. Topical vaginal creams should solve the problem, and they pose no risk to the fetus. Most over-the-counter preparations come in 1-, 3-, and 7-day dosages and are completely safe for the baby. For hard-to-beat yeast infections, talk with your doctor about oral fluconazole, which may be used safely in pregnancy.

				Putting up with backaches

				Backaches are a common symptom that many women experience during pregnancy. They typically occur in the latter part of pregnancy, although they can occur earlier. The shift in your center of gravity can be one cause. Another can be the change in the curvature of your spine as the baby grows and the uterus enlarges. You may get some relief by getting off of your feet when you can, applying mild local heat, and taking acetaminophen (Tylenol). Our patients often ask us about using a specially designed pregnancy girdle that they’ve seen advertised or heard about. Although some patients say this girdle helps, others don’t think so.

				Some women experience pain extending from their lower back to their buttocks and down one leg or the other. This pain, or less commonly, numbness, is known as sciatica, which is due to pressure on the sciatic nerve, a major nerve that branches from your back, through your pelvis, to your hips, and down your legs. You can relieve mild cases of sciatica with bed rest, warm baths, or heating pads. If you develop a severe case, you may need prolonged bed rest or special exercises.

				[image: caution(pregnancy).eps] Occasionally, preterm labor can present itself as low back pain. However, when it’s preterm labor, the pain is more cramp-like and it comes and goes, rather than being continuous.

				Handling stress

				Many women wonder whether stress has any effect on pregnancy. That question is difficult to answer because stress is such an elusive concept. We all know what stress is, but each woman seems to handle it in her own way, and no one can really measure its intensity. We do know that chronic stress — unrelieved day after day — can increase the levels of stress hormones circulating in the bloodstream. Many doctors think that such elevated levels of stress hormones can promote preterm labor or blood pressure problems during pregnancy, but few studies have been able to prove this idea.

				[image: Remember.eps] While you’re pregnant, pay attention to your own personal comfort and happiness. Everyone has her own way of relaxing — whether it’s by getting a massage, going to a movie, having dinner with friends, taking a hot shower or bubble bath, or just sitting back and putting her feet up. Take the time you need to be good to yourself.

				Understanding the Effects of Medications, Alcohol, and Drugs on Your Baby

				Alcohol and recreational/illicit drugs can cross the placenta and get into your baby’s circulatory system. Some medications can also cross the placenta. Some are completely harmless, whereas others can cause problems. The following sections outline which substances you can safely use and which you should avoid — information that’s crucial to your baby’s health.

				Taking medications

				During your pregnancy, you’ll probably experience at least a headache or two and an occasional case of heartburn. The question of whether you can safely take pain relievers, antacids, and other over-the-counter medicines is bound to come up. Many women are afraid to take any medicine at all, for fear of somehow harming their babies. But most nonprescription drugs — and even many prescription drugs — are safe during pregnancy. During your first prenatal visit, go over with your practitioner what medications are okay to take during pregnancy — both over-the-counter medications and medications prescribed to you by another physician. If another physician is treating you for a medical condition, let her know that you’re pregnant, in case any adjustments need to be made.

				[image: caution(pregnancy).eps] Don’t stop taking a prescription medication or change the dosage on your own without talking to your doctor first.

				Many medications are labeled “Don’t take during pregnancy” because they haven’t been adequately studied in pregnant women. However, this warning label doesn’t necessarily mean that adverse effects have been reported or that you can’t use these medications. Whenever you have a question about a particular medication, ask your practitioner for advice. Don’t be surprised if opinions vary among practitioners, especially between non-obstetric medical people and obstetricians. Many non-obstetricians are hesitant to prescribe many medications because they’re uncertain, whereas your obstetric practitioner may be more secure.

				[image: Remember.eps] Certain medical problems, such as high blood pressure, pose more risk to the growing fetus than the medication you would take to treat it does. Even a common headache, if it’s bad enough to cause you to miss a traffic signal when you’re behind the wheel, can be more dangerous than a little acetaminophen (Tylenol), which actually isn’t dangerous at all when taken in therapeutic doses. The fact is that we find many pregnant women suffer needlessly with common symptoms that could be treated with medications that are safe for the baby.

				In Chapter 1, we list many of the drugs/chemicals that are safe for most pregnant women to take. We also discuss some of the drugs that are known to have a teratogenic effect, which means they have the potential to cause birth defects or problems with growth and development.

				[image: don'tworry2(pregnanacy).eps] If you took any teratogenic medications before you knew you were pregnant — or before you knew that the drugs could pose a problem — don’t panic. In many cases, the drugs do no harm, depending on when during pregnancy you took them and in what quantities. Some medications can cause problems in the first trimester, but are totally safe in the third trimester, and vice versa. In fact, relatively few substances are proven to be teratogenic to humans, and even those that are don’t cause birth defects every time. Discuss with your practitioner the medications you’ve been taking and what tests are available to check on your baby’s growth and development.

				You can also call or go to the Web site of a number of medical information services, including those in the following list, for more data about teratogenic substances. These services get their information from medical databases (also listed), so if the information you get over the phone or on the Web site is overly technical, ask your practitioner to interpret for you:

				Micromedex, Inc., REPRODISK (REPROTEXT, REPROTOX, Shepard’s Catalog of Teratogenic Agents, and TERIS), Greenwood Village, Colorado; Web site: www.micromedex.com

				Reproductive Toxicology Center, REPROTOX, Bethesda, Maryland; phone 301-514-3081; Web site: http://reprotox.org

				Teratogen Information System, TERIS and Shepard’s Catalog of Teratogenic Agents, Seattle, Washington; phone 206-543-2465

				Smoking

				Unless you’ve been living on Mars for the past ten years, you no doubt are aware that smoking is a health risk for you. When you smoke, you run the risk of developing lung cancer, emphysema, and heart disease, among other illnesses. During pregnancy, however, smoking poses risks to your baby as well.

				[image: caution(pregnancy).eps] The carbon monoxide in cigarette smoke decreases the amount of oxygen that your growing baby receives, and nicotine cuts back on blood flow to the fetus. Consequently, women who smoke stand an increased chance of delivering babies with low birth weight, which may mean more medical problems for the baby. In fact, babies born to smokers are expected to weigh a half-pound less, on average, than those born to nonsmokers. The exact difference in birth weight depends upon how much the mother smokes. Secondhand smoke is also a risk.

				In addition to low birth weight, smoking during pregnancy is associated with a greater risk of preterm delivery, miscarriage, placenta previa (see Chapter 16), placental abruption (see Chapter 16), preterm rupture of the amniotic membranes, and even sudden infant death syndrome (SIDS) after the baby is born.

				Quitting smoking can be extremely difficult. But keep in mind that even cutting back on the number of cigarettes you smoke is beneficial to your baby (and yourself).

				[image: Remember.eps] If you quit smoking during the first three months you’re pregnant, give yourself a pat on the back and be reassured that your baby is likely to be born at a normal weight and have fewer health issues.

				[image: caution(pregnancy).eps] Some women use nicotine patches, gum, lozenges, or inhalers to help them kick the habit. The nicotine from these products is still absorbed into the bloodstream and can still reach the fetus, but at least the carbon monoxide and other toxins in cigarette smoke are eliminated. The American College of Obstetrics and Gynecology recommends that nicotine replacements such as these may be used when nonpharmacologic treatments have failed. The total amount of nicotine absorbed from the intermittent use of the gum or inhalers may be less than the amount from the patch, which is used continuously.

				The effects on fetal development with the use of bupropion (Zyban or Wellbutrin) haven’t been extensively studied, but one well-designed study showed that pregnant smokers receiving bupropion were much more likely to quit than those not taking the medication.

				Drinking alcohol

				Clearly, pregnant women who use alcohol put their babies at risk of fetal alcohol syndrome, which encompasses a wide variety of birth defects (including growth problems, heart defects, mental retardation, or abnormalities of the face or limbs). The controversy arises because medical science hasn’t defined an absolute safe level of alcohol intake during pregnancy. Scientific data shows that daily drinking and heavy binge drinking can lead to serious complications, although little info is available about occasional drinking. The American College of Obstetricians and Gynecologists and the Food and Drug Administration recommend avoiding any amount of alcohol.

				If you think you may have a drinking problem, don’t feel uncomfortable talking to your practitioner about it. Special questionnaires are available to help your doctor identify whether your drinking is excessive enough to pose a risk to you and the fetus. If you think you may have a problem, discussing this questionnaire with your practitioner is crucial to your baby’s health — and to yours.

				Using recreational/illicit drugs

				Many studies have evaluated the effects of drug use during pregnancy. But the studies can be confusing because they tend to lump all kinds of drug users together, regardless of which drugs they use and how much they use. The mother’s lifestyle also influences the degree of risk to the baby, which complicates the information even more. For example, women who abuse drugs are more likely to be malnourished than other women, they are typically of lower socioeconomic status, and they suffer a higher incidence of sexually transmitted diseases. All these factors, independent of and added to drug use, can cause problems for your pregnancy and for your baby.


				Expectant mothers ask . . .

				Questions about alcohol consumption during pregnancy are very common, so we provide the answers to some of the most frequently asked questions:

				Q: “On my Caribbean vacation, I enjoyed some piña coladas on the beach. I didn’t find out I was pregnant until a few weeks later. Will my baby have birth defects?”

				A: No evidence exists that a single episode of drinking has any increased risk of adverse effects on pregnancy. Now that you know you’re pregnant, avoid alcohol.

				Q: “Is hard liquor worse for the baby than wine or beer?”

				A: They’re all considered the same risk. A can of beer, a glass of wine, and a mixed drink with one ounce of hard liquor contain roughly the same amounts of alcohol.

				Q: “My doctor suggested I have a glass of wine on the evening after my amniocentesis. Is this okay?”

				A: Alcohol is a tocolytic, which basically means that it relaxes the uterus. After amniocentesis, many women feel a little uterine cramping. The alcohol in a glass of wine minimizes that discomfort without hurting the baby.



				Looking at Lifestyle Changes

				Your lifestyle inevitably changes during your pregnancy. You may wonder whether it’s still okay to do some of the things you may have done on a regular basis before you were pregnant. This section provides information on activities such as whether you can safely color your hair while you’re pregnant, whether you can go into saunas and hot tubs, whether you can travel, and whether you can continue working.

				Pampering yourself with beauty treatments

				When your friends and relatives hear that you’re pregnant, they’ll probably tell you how beautiful you look or what a lovely maternal glow you have. And you may feel more beautiful, too, although some women feel the exact opposite. You may find that you’re not happy with the physical changes that are happening to your body. Either way, if you’re like most of our patients, you may wonder whether your customary beauty habits are safe to follow during pregnancy. In this section, we go over them one by one and let you know about any possible risks:

				Botox: The safety of Botox therapy during pregnancy and breastfeeding is unknown. Our advice? Enjoy the beauty from your pregnancy glow while you’re pregnant, and wait for the Botox.

				Injectable fillers: Injectable skin fillers are used to smooth wrinkles and make lips fuller. Often they’re made with collagen or hyaluronic acid. No good data currently exists documenting the safety of fillers during pregnancy. The good news is that the fluid retention of pregnancy may lessen the wrinkles anyway!

				Chemical peels: Alpha-hydroxy acids are the main ingredients in chemical peels. The chemicals work topically, but small amounts are absorbed into your system. We haven’t found any data on whether chemical peels are safe during pregnancy. They’re probably okay, but first discuss it with your practitioner.

				Facials: You may notice that your complexion has changed over the past few months. Sometimes pregnancy hormones can wreak havoc on your skin. Facials may or may not help. But go ahead and have one anyway, if only to enjoy the time to sit back and relax! (See the preceding comments about chemical peels.)

				Hair dyes: Using hair dyes during pregnancy is probably fine. No evidence suggests that hair dyes cause birth defects or miscarriage. Years ago, some of them contained formaldehyde and other potentially dangerous chemicals that could harm a baby. But the newer dyes don’t contain these chemicals. Practitioners tend to disagree on this issue. Your practitioner may tell you to stick to vegetable hair dyes during pregnancy, while your friend’s practitioner may tell her that dyeing her hair is fine.

				Hair waxing: Waxing legs or the bikini line involves applying a heated wax preparation topically and then removing it along with the hair. Nothing in the wax preparations can lead to problems for the baby. So keep waxing away while you’re pregnant to help you remain carefree and hair-free.

				Laser hair removal: The laser used for hair removal works by transmitting heat to the hair follicle and stopping hair regrowth. Often anesthetic creams are applied to the skin first to reduce pain. Although we couldn’t find specific data on laser hair removal during pregnancy, we know of no reason that this therapy, which is applied locally, should cause any problem to the baby.

				Manicures and pedicures: Another frequently asked question is: “Can I have a manicure/pedicure or have nail tips or acrylic nails placed while I’m pregnant?” Again, the answer is yes. Common sense suggests that you go to a reputable salon where the equipment is properly cleaned and the area is well ventilated.

				Massages: Massages are fine, and you’ll find that many massage therapists offer special pregnancy massages aimed at accommodating your pregnant belly. Some use special tables with the center cut out so that you can comfortably lie face down, especially in the latter part of the pregnancy.

				Permanents: No scientific evidence suggests that the chemicals in hair permanents are harmful to the developing baby. These preparations usually do contain significant amounts of ammonia, however, so for your own safety, use them in well-ventilated areas.

				Thermal reconditioning: Thermal reconditioning, also known as the Japanese straightening technique, is a fairly new method to permanently straighten hair. The process involves applying a variety of chemicals and conditioners to the hair, and then using a flat iron to permanently straighten the hair. No scientific research has studied this technique in pregnancy. Some of the chemicals used are similar to those used for perming hair. The bottom line: Thermal reconditioning is likely okay during pregnancy, but we know of no definitive data.

				Wrinkle creams: The two most common antiwrinkle creams used today are Retin-A and Renova. Both of these preparations contain vitamin A derivatives. Substantial data exist to suggest that oral medications containing vitamin A derivatives (for example, Accutane) can cause birth defects, but the information that’s available on topical preparations such as Retin-A and Renova doesn’t indicate a problem. Due to the significant effects of oral preparations, however, many practitioners discourage the use of any medications containing these compounds, oral or topical, to their patients.

				Relaxing in hot tubs, whirlpools, saunas, or steam rooms

				Using hot tubs, whirlpools, saunas, or steam rooms when you’re pregnant can be risky because of the high temperatures involved. In laboratory animals, exposure to high levels of heat during pregnancy has been known to cause birth defects or miscarriage. Studies involving humans suggest that pregnant women whose core body temperatures rise significantly during the early weeks of pregnancy may stand an increased risk of miscarriage or having babies with neural tube defects (spina bifida, for example).

				However, problems typically occur only if the mother’s core temperature rises above 102 degrees Fahrenheit (or about 39 degrees Celsius) for more than ten minutes during the first seven weeks of her pregnancy.

				In general, soaking in a warm, soothing bath is fine during pregnancy. Just make sure that the water temperature isn’t too high, for the reasons just mentioned.

				Common sense suggests that after the first trimester, occasionally using hot tubs, saunas, and steam rooms for less than ten minutes is probably okay. However, remember to drink plenty of fluids to avoid dehydration.

				Traveling

				The main potential problem with traveling during pregnancy is that it puts distance between you and your prenatal care provider. If you’re close to your due date or if your pregnancy is considered high-risk, you probably shouldn’t travel far from home. Your decision to travel, though, depends on what the risk factors actually are. If you have diabetes but it’s well controlled, going on a trip is probably okay. But if you’re pregnant with triplets, traveling to Timbuktu probably isn’t a good idea. If your pregnancy is uncomplicated, travel during the first, second, and early third trimesters is usually okay.

				Traveling by car poses no special risk, aside from requiring that you sit in one place for a long time. On long trips, stop every couple of hours to get out and walk around a bit. Wear your seat belt and shoulder strap; they keep you safe, and they won’t hurt the baby, even if you’re in an accident. The amniotic fluid surrounding the fetus serves as a cushion against any constriction from the lap belt. Not wearing restraints clearly poses a greater risk; studies show that the leading cause of fetal death in auto accidents is death of the mother.

				[image: Tip.eps] Wear your seat belt below your abdomen, not above it, and keep the shoulder strap in its usual position.

				Most airlines allow women to fly if they’re less than 36 weeks pregnant, but you may want to carry a note from your practitioner indicating that she sees no medical reason why you shouldn’t fly. Flying is perfectly safe, especially if you take a couple of precautions:

				Get up from your seat occasionally during longer flights and walk around the plane. Prolonged periods of sitting can cause blood to pool in your legs. Walking around keeps your circulation going.

				Carry a water bottle with you and drink water frequently. Airplane air is always very dry. (A pilot once told us that the relative humidity in airplanes is typically lower than in the Sahara desert. Planes can’t carry enough water to keep the humidity up, because the extra water would add too much cargo weight.) Because airplane air is so dry, you can easily become dehydrated during long flights.

				 Drinking extra water also ensures that you get up frequently to go to the restroom, which keeps the blood from pooling in your legs.

				[image: don'tworry2(pregnanacy).eps] You don’t need to worry about airport metal detectors — or any other metal detectors — because they don’t use ionizing radiation. (The conveyor belt that carries your luggage after you check it in does use ionizing radiation, however, so we don’t recommend that you climb onto the counter and send yourself through that machine.)

				[image: Tip.eps] If you’re prone to air sickness and have found Dramamine helpful in the past, using it in normal doses while you’re pregnant is okay.

				[image: callthedoctor.eps] If you plan to visit tropical countries, where some diseases are particularly prevalent, you may want to be vaccinated before you go. But check with your doctor to see whether any vaccines you’re considering are safe to have during pregnancy. (For more information on vaccines, see Chapter 1.)

				Getting dental care

				Most people see their dentist for routine cleanings every 6 to 12 months, which means you’ll probably need to visit your dentist at least once during your pregnancy. Pregnancy itself shouldn’t affect your dental health. You don’t want to avoid the dentist because neglected cavities can become infected, which is all the more reason to see your dentist when you’re pregnant. Some recent studies have shown that pregnant women who suffer from periodontal disease, which is infection and inflammation of the gums, are at a higher risk for delivering small or premature babies. This finding is one more reason for making good oral hygiene a priority.

				Pregnancy causes an increase in blood flow to the gums. In fact, about half of all pregnant women develop a condition called pregnancy gingivitis, which is simply a reddening of the gums caused by this increased blood flow. In this condition, gums have a tendency to bleed easily, so try to be gentle when you brush and floss your teeth.

				For those of you who want whiter and brighter teeth, plenty of products are available, including whitening toothpastes and over-the-counter gels, strips, whitening systems, and trays. Although most are frequently used during pregnancy, no large studies document the safety of such treatments. Whitening toothpastes help remove surface stains without containing bleach. There is no reason to think they are a problem. Over-the-counter whitening strips, gels, and whitening systems are peroxide-based and haven’t been specifically studied in pregnancy. However, the safety of peroxide can be implied from other studies. In one such study, pregnant rats were fed up to 10 percent hydrogen peroxide in their diet and no problems were detected in their offspring. Similarly, when tested as a component in hair dyes, peroxide wasn’t found to cause birth defects. With in-office bleaching, the technician applies the whitening product to the teeth, and uses heat and/or a laser to quicken the process. Many dentists don’t perform these procedures on pregnant women because they haven’t been well-studied. On the bright side, seeing your dentist for cleaning not only promotes good hygiene, but also removes surface stains and leaves you with a brighter smile.

				[image: don'tworry2(pregnanacy).eps] If you need routine dental work — cavities filled, teeth pulled, crowns placed — don’t worry. Local anesthesia and most pain medications are safe. Some dentists also recommend antibiotics during dental procedures. Most antibiotics that dentists recommend are also safe during pregnancy, but you should check with your prenatal care provider to make sure. Even dental X-rays pose no significant problem for the fetus, as long as a lead “apron” or shield is placed over the abdomen.

				Having sex

				For most couples, having sex during pregnancy is perfectly safe. In fact, some couples find that sex during pregnancy is even better than before. However, you may have some issues to consider.

				In the first half of pregnancy, sex can usually continue as before because your body hasn’t changed that noticeably. You may notice that your breasts are particularly sensitive to the touch, or even tender. Later, as the uterus grows, some sexual positions become more difficult. You and your partner may find that you have to be a little creative to make things work. If you find that intercourse is too uncomfortable, other forms of sexual gratification may work better for you and your partner.

				Many women ask us whether having sex at the end of pregnancy is okay, even if the cervix is a little bit dilated. Having sex then is perfectly fine as long as your membranes haven’t ruptured (your water hasn’t broken).

				[image: caution(pregnancy).eps] Avoid intercourse if you’re at a high risk for preterm labor or if you have placenta previa (see Chapter 16) in the third trimester. Most practitioners suggest refraining from intercourse for two reasons:

				Intercourse has the potential to introduce an infection into the uterus.

				Semen contains substances that are known to make the uterus contract.

				Another important aspect to consider is how each of you feels psychologically about having sex during pregnancy. Like some women, you may find that your libido or sex drive has increased. Often, you may find that you have vivid sexual dreams and that orgasm itself is heightened. On the other hand, you may find that your interest in sex is less than it was before you got pregnant. You may feel less attractive because of the physical changes that have taken place, which is perfectly normal. Your partner may also experience changes in his desire for sex due to the excitement and normal apprehension that goes along with being a father and due to (unfounded) fears that intercourse will hurt the baby or that the baby will somehow know what mom and dad are up to.

				Working during Pregnancy: A Different Type of Labor

				Over the last half-century, the number of women who work outside the home has steadily increased. Now more than 75 percent of pregnant women work during the third trimester, and more than half work within a few weeks of delivery. Many women find that working until the end of pregnancy keeps them happy and occupied and helps them not to focus on the discomforts. In addition, many women don’t have a choice — they may be the main income providers for their families and their careers are top priority. Although most of the time working throughout pregnancy doesn’t cause any problems for the baby, there can be some exceptions. 

				[image: Tip.eps] Stress in pregnancy, whether related to work or to home situations, isn’t well-studied. Some doctors believe that very high levels of stress may increase the risk of developing preeclampsia or preterm labor, although no study has confirmed this risk (both of which we discuss in Chapter 16). Unusual stress may increase your risk of post-partum depression. Too much stress obviously isn’t good for anyone. Do whatever you can to decrease the stress in your life and talk with your practitioner if you find you’re becoming persistently blue or anxious.

				Considering occupational hazards

				Maybe your job requires minimal standing or walking, allows you to work regular hours, and never stresses you out. If that’s the case, and if you have no previous medical problems, you may just as well skip this section (and let us know what your job is!). But if you’re like the rest of us, read on.

				Occupations that are physically demanding can be problematic. Most jobs fall somewhere in between sedentary and demanding, but even then the amount of stress varies according to the individual. If your pregnancy proceeds without complications, you probably can continue to work right up until delivery. However, some complications that may arise during pregnancy may make reducing your workload or stopping work altogether advisable. For example, if you develop preterm labor, your practitioner will most likely advise you to stop working. Other conditions that may warrant a reduction in physical activity are hypertension or problems with the baby’s growth.

				[image: don'tworry2(pregnanacy).eps] If you work at a computer terminal, you may wonder whether you’re being exposed to anything harmful. But you have no need to worry — no evidence suggests that the electromagnetic fields that computer terminals emit are a problem.

				Some studies suggest that women who have jobs associated with physically demanding responsibilities, such as heavy lifting, manual labor, or significant physical exertion, may be at a slightly higher risk of preterm birth, high blood pressure, preeclampsia, or small-for-gestational-age babies. On the other hand, long working hours weren’t found to increase the chances for premature delivery. Other studies have also shown that jobs in which prolonged standing is required (more than eight hours a day) were associated with a greater chance for back and foot pain, circulatory problems, and a slightly increased risk of preterm birth. The good news: The use of support hose, although not particularly attractive, is helpful in decreasing varicose veins.

				[image: Remember.eps] Remember that your health and the baby’s health are the highest priority. Don’t feel that you’re a wimp because you have to attend to your pregnancy. Some women believe that if they complain about certain symptoms or take time out from a busy schedule to eat or go to the bathroom, they will garner the disapproval of their superiors at work. Don’t let yourself feel guilty about your special needs during this time, and don’t let work cause you to ignore any unusual symptoms. If you need time off to deal with complications, take it, and don’t feel bad about it. People who have never been pregnant don’t completely understand the physical strains you’re dealing with.

				Understanding pregnancy and the law

				Take the time to understand your rights as they pertain to pregnancy. In the United States, an amendment to Title VII of the Civil Rights Act of 1964, called The Pregnancy Discrimination Act, requires pregnant women to be treated in a manner equal to all employees or applicants. According to this act, employers can’t refuse to hire a woman because of her pregnancy-related condition, as long as she’s capable of performing the job’s major functions. If an employee is temporarily unable to carry out her job due to the pregnancy, the employer must treat her the same as any other temporarily disabled employee, taking such actions as providing alternative tasks, disability leave, or leave without pay. A disability may arise due to the pregnancy itself, such as significant nausea and vomiting. A disability may also occur due to complications of pregnancy, such as bleeding, preterm labor, or high blood pressure, or may occur due to hazardous job exposures. If your healthcare provider decides that your pregnancy is disabling, you can ask that she send a letter to your employer, verifying your disability.

				Health insurance provided by an employer should cover expenses for pregnancy-related conditions in a way that’s similar to its coverage of other medical conditions, as long as obstetric services are covered. Health insurers are prohibited by law from considering pregnancy a pre-existing condition, which means you cannot be denied coverage when you go from one job to another and switch health plans.
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