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Introduction 

Welcome to The Birth Center (TBC)! 

 

We are pleased you have selected us to provide your maternity care. We enjoy working 

with our clients and their families and look forward to serving you during this special time 

in your lives. 

 

This handbook is a collection of information we hope you will find helpful. We encourage 

you to read it through and refer to it during the course of your pregnancy. It covers topics 

that will be important to you, including  

 A listing of the services offered at The Birth Center (TBC). 

 The philosophy of care that provides the basis for the certified nurse midwives 

(CNM) and TBC’s service. 

 An explanation of the CNMs’ education, licensure, and relationships with the 

consultant physicians. 

 Details of your prenatal and postpartum support. 

 Educational materials on topics we feel are essential to you for decision-making and 

self-directed healthcare. This material is a supplement for your healthcare and is by 

no means a replacement of the many excellent books on maternity, well-woman and 

infant care, many of which are available in TBC’s library.  

 

This handbook does not replace your questions and our answers. It is simply a resource 

and may clarify discussions regarding various topics. 

 

For more information and resources visit www.thebirthcenter.com, “Like” us on Facebook 

at www.facebook.com/TheBirthCenterWilmington, and follow us on Instagram 

@thebirthcenterde. 

Communicating with The Birth Center 

Routine Communications  

The Birth Center phone: 302-658-2229 

 

 To make routine appointments during normal business hours call the main number 

and press option 6. 

 To leave a non-urgent message for a nurse or midwife, call the main number during 

normal business hours and press option 3.  

http://www.thebirthcenter.com/
http://www.facebook.com/TheBirthCenterWilmington
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 If you are in labor or need immediate attention, call the main number and press 

option 2.  If you cannot get through hang up and call the answering service directly 

at 302-300-3551.  Please note that this service is to be used only for emergencies, 

(such as labor and illness) and also for pressing concerns that should not wait for 

the next day. 

Calling TBC after Hours 

If you need to contact TBC after hours the answering service number is 302-300-3551, 

will be available to take your call. Please do not use the service to leave messages regarding 

routine questions or appointments.  

When You Need to Speak with a Physician 

Sometimes you may need to speak with a physician. If this need arises, please contact your 

CNM first, who will make the arrangements for this. It is important to contact TBC before 

your contact your physician for the following administrative reasons: 

 We have your medical records and can give your physician your background chart 

information. 

 We can contact the physician more quickly and efficiently. 

 The physicians expect us to screen all TBC clients. If there is a lab test or problem 

that the staff at TBC can take care of, it needs to be done at TBC. 

Examples of Calls That Need to Come to TBC, Not Your Physician 

 If you are concerned you may be miscarrying and need to be seen for assessment 

and management 

 If you need a lab test or medication ordered 

 If you have an obstetrical emergency which requires you to go to the hospital 

Philosophy of TBC 

The childbearing experience is one of good health for the overwhelming majority of 

families; for them comprehensive maternity care is preventative, not curative. Childbearing 

families are entitled to maternity care that is safe, satisfying, and economical and are 

entitled to participate as members of the team deciding on the care that is appropriate to 

their individual needs. 

 

We commit to: 

 Providing safe maternity care to low-risk women in a home-like, out-of-hospital 

setting. 
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 Ensuring prenatal satisfaction through a highly educational personalized form of 

care that encourages intra-family participation in the management of childbearing 

and well-woman care. 

 Providing low-cost, high-quality care utilizing a CNM/obstetrician team as the 

nucleus supported by pediatric and registered nurse care during the 

birth/postpartum/neonatal process. Consultant services of a nutritionist, 

psychologist, and pharmacist are utilized as necessary. 

 Providing, in cooperation with universities and health-care institutions, internship 

and clinical experience for student CNMs and RN’s.  

 Participating in and conducting lectures, forums, seminars, and meetings for 

professionals and the public, with a vision of improving awareness of the options 

available and the importance of quality maternity and well-woman care. 

Services 

We offer comprehensive services to our clients: 
 Free orientation session for expectant parents and interested community members. 

 Classes for a healthy pregnancy and childbirth.   

 Pre-conception counseling. 

 Well-woman annual exams, including Pap smears. 

 Complete prenatal, delivery, and postnatal care and education. 

 24-hour availability of certified CNM/obstetrician team. 

 Physician consultation and back-up provided by board-certified 

obstetrician/gynecologists. 

 Labor, delivery, and postpartum management at TBC. Please Note: If your insurance 

is not in network with Christiana Care and blood samples connected with the birth 

need to be processed by the Christiana Care lab, you will be asked to sign a 

“notification of out-of-network services” form.   

 Early discharge (4-6 hours post-delivery). 

 If hospital birth becomes necessary: 

o Midwife accompaniment and labor support as able.  

o Consulting-obstetrician delivery 

o Home visit following hospital discharge 

 One and six-week postpartum office visits. 

 New Mom and Dad classes. 

 Lactation Consultations. 
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Our Staff 
Our staff includes: 

 Certified Nurse Midwives, CNM’s, who provide your primary health care. 

 Registered nurses who teach classes at TBC, assist in the office and in births, and 

provide home visits. 

 Administrative staff who handle scheduling, paperwork, and insurance matters 

 Internationally board certified lactation consultants. 

In addition we have collaborating obstetricians/gynecologists and pediatricians who 

provide additional medical care and consultation when necessary. 

Certified Nurse-Midwives (CNMs) 

What is a CNM? 

As stated by the American College of Nurse-Midwives, a CNM is “an individual educated in 

the two disciplines of nursing and midwifery, who is certified according to the 

requirements of the American College of Nurse-Midwives. The requirements are to 

graduate from an accredited CNM program and to pass a national qualifying examination.” 

Nurse Midwifery Practice and Licensure 

Nurse-midwifery practice is the independent management and care of women and  healthy 

newborns, antepartum, intrapartum, and postpartum. This care includes consultation, and, 

if necessary, collaboration with and referral to physicians and is in accordance with the 

Functions, Standards, and Qualifications for Nurse-Midwifery Practice as defined by the 

American College of Nurse-Midwives. 

Certified CNMs are licensed practitioners in the state of Delaware under the Department of 

Nursing. Licensure reflects: 

 Current Delaware Registered Nurse (RN) and Advanced Practical Nurse (APN) 

licenses. 

 Current CNM certification by the American College of Nurse-Midwives. 

 A contract between the CNM and a consulting obstetrician/gynecologist who has 

agreed to provide twenty-four-hour consultation and referral service. 

 The Birth Center carries malpractice insurance for CNM and nurses.  

Philosophy of the American College of Nurse-Midwives 

Every individual has the right to safe, satisfying health care with respect for human dignity 

and cultural variations. The individual has the right to self-determination, adequate 

information, and active participation in all aspects of care. 

Nurse-midwifery’s primary focus is on women of childbearing age, and its practice may be 

extended to preventative health care for all women. This comprehensive health 
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maintenance is most effectively and efficiently delivered by interdependent health 

disciplines. 

 

Nurse-midwifery, as a discipline, focuses on the individual’s and family’s needs for physical 

care, emotional and social support, and health education. 

The profession of nurse-midwifery assumes the responsibility of ensuring excellence in 

educational preparation and of demonstrating professional standards of practice in 

keeping with these stated beliefs. 

Responsibilities of the CNMs 

All CNMs have the following responsibilities: 

 To be professionally qualified and legally licensed to attend a birth 

 To be fully aware of the current health status of the mother and to confirm normalcy 

of the pregnancy with the consulting physician as necessary 

 To work diligently to develop a good rapport with and to gain the trust of the family 

 To abide by medical protocol for practice standards established by the CNM- 

obstetrician/gynecologist team 

 To arrange for a prenatal consultation visit for the mother with the physician, if a 

medical need dictates 

 To keep the family informed of the progress of pregnancy and labor 

 To involve the family in all decision-making 

 To be sensitive to special needs and unusual circumstances 

 To be prepared to deal with emergencies until transfer to the hospital is completed 

and to arrange emergency transport and hospital back-up  

 To provide continuity of care throughout labor and delivery, including hospital 

labor and birth support (note: if a labor is in progress at TBC the CNM may need to 

return to TBC after the transfer is complete) 

 To arrange an initial newborn physical exam with the pediatrician or family practice 

physician the family has selected 

Registered Nurses (RNs) 

We employ RNs who are involved in the educational program and assist in the office and 

during births. All of our nurses are licensed RNs with experience in maternal-child nursing. 

Responsibilities of the RNs: 

 All RNs have the following responsibilities: 

 To assist the CNMs in the office, returning phone calls and helping clients as needed. 
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 To see clients for the Prenatal Nurse Visits in early pregnancy or at the time of 

transfer to TBC to review the handbook and discuss topics related to pregnancy, 

birth, and the postpartum period. 

 To teach pregnancy, childbirth, and postpartum classes to help clients prepare for 

their new roles. 

 To assist the CNMs at delivery. 

 To care for the family during the postpartum stay at TBC. 

 To make home visits to assess the wellness of mother and baby. 

 To provide breastfeeding support. 

 To see clients for one week postpartum visits to assess the wellness of mother and 

baby. 

Consulting Physicians 

Consultant physicians and CNMs work as a team to provide health care to the client. This is 
to ensure that a physician is available to the client should a medical need arise.  
 
An obstetric consultant is available to us 24 hours a day, 7 days a week.  If during labor you 
need to be admitted to the hospital (for example, for Pitocin augmentation), our physician 
will assume responsibility for your care. If during your pregnancy you require total 
physician management (such as a twin pregnancy), your care will be transferred to the 
consulting obstetrician. 
 
If during labor you require medical care from the consulting physician, you will be 
transferred to the hospital for that care. 
 
Our consulting obstetricians/gynecologists are committed to your having as safe and 
satisfying an experience as possible when you need to use their services in the hospital. 

Our Clients 

Pre-Enrollment Condition 

The childbearing family may use the TBC if the expectant mother: 
 Desires to actively participate in every phase of pregnancy, labor and delivery, 

postpartum, newborn, and well-woman care 
 Attends orientation with her primary support person 
 Is assessed by the CNM to be a healthy woman with an uncomplicated medical and 

obstetric history  
 Is expecting a healthy pregnancy 
 Enrolls for prenatal care early, preferably within the first 8-12 weeks of pregnancy. 
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We will not accept anyone enrolling for initial prenatal care any later than the 20th week of 
pregnancy. Women wishing to transfer in will be considered on an individual basis 
depending upon their prenatal care to date. 

Your Responsibilities after Enrollment 

After you become our client, you commit to the following:  

 To keep regularly scheduled appointments. 

 To meet the financial commitment by week 30 of your pregnancy. 

 To review and sign the General Statement of Agreement Informed Consent form. 

 To abstain from drinking alcohol, smoking tobacco products, and using recreational 

drugs during pregnancy. 

 To maintain a nutritionally sound diet. 

 To complete the childbirth preparation series or demonstrate independent 

preparedness. (see www.thebirthcenter.com for class information) 

 To complete Mother/Infant Assessment (MIA) class. 

 To contract for pediatric services for the newborn according to the letter given by 

the CNMs. 

 To sign out library books and DVDs from the receptionist and return or renew them 

at the next visit. 

 To replace any library DVD that is not returned within a reasonable amount of time. 

 To submit all written information such as birth goals and home visit map by the 

requested deadlines. 

 To fully prepare any siblings participating in the birth and to provide an appropriate 

support person to be with the siblings at all times throughout the labor and birth. 

 To supervise your children during visits by keeping them with you in the exam room 

or by having them play or read quietly in the waiting room with the toys and books 

available. 

 To return toys and books to the shelves before leaving TBC 

 To leave your child with a sitter during classes  

Prenatal Office Visits 

Frequency 

You should schedule your first visit about 8-10 weeks after your last menstrual period. 

After the initial visit, the CNMs will see you every four weeks until you are 28 weeks 

pregnant, every 2 weeks until you are 36 weeks pregnant, and every week thereafter until 

delivery. If the need arises, visits will be more frequent. You will also have one Prenatal 

http://www.thebirthcenter.com/
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Nurse Visit between your first and second appointment. During this visit, you will sit down 

with a nurse to review your handbook and discuss items related to pregnancy, birth, and 

the postpartum period. 

Procedures 

Since the CNMs rotate the on-call schedule, we recommend that you acquaint yourself with 

each of them. The person scheduling your appointments will help you do this. 

 

At each visit, we will check your weight and blood pressure. You will also be able to listen 

to your baby’s heartbeat at each visit.  

 

If there is a need to consult a physician, the CNM will arrange for this. 

Family Involvement 

Family and friends are welcome to attend prenatal visits. We especially encourage the 

primary support person and siblings, particularly those siblings who plan to attend the 

birth, to become involved in your prenatal care. 

 

Each family makes their own decisions about how involved family members will be at the 

time of the birth. Some families have siblings present and involved with the birth. Others 

stay in the living room area. Some come into the birth room  shortly after the baby is born. 

We will be happy to discuss with each family the variables that go into the decision-making. 

One option sometimes selected is for the siblings to meet the new baby upon the baby’s 

coming home.  

 

We suggest if the sibling or siblings are going to be present at the birth to bring them to the 

prenatal visits. This way they will become familiar with the surroundings so that by the 

time you go into labor, they are comfortable spending time at the Birth Center. Children can 

participant in the visits by assisting with blood pressure checks, measuring the length of 

the uterus and listening to the baby’s heart. For siblings prenatal visits may develop into an 

education about the baby, how big he or she is, how the baby will come out, how he or she 

eats, and so forth. 

 

We have a Sibling Preparation Class, which we consider a “must” for siblings involved with 

the birth. You may sign up for this class with the receptionist; there is an additional fee for 

this class. 
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Routine Laboratory Studies 

Blood Type 

Blood type classifies blood group as A, B, AB, or O. It reflects the antigens in the red blood 

cells. Genes received from both mother and father determine a person’s blood type. 

Rh Factor 

The Rh factor was named for the rhesus monkey. Rh is not just one factor, but a complex 

system of antigens. Rh-positive blood means that a person has the major Rh factor of red 

blood cells. Most people are Rh-positive. Rh-negative means that the Rh factor is absent. 

 

If a mother is Rh-negative, it is important to make sure she does not become sensitized to 

Rh-positive blood. This can happen if she carries an Rh-positive baby.  At the time of 

delivery (or in the event of a late miscarriage, amniocentesis, or bleeding) when the 

placenta separates, some of the fetal blood cells can enter the mother’s system. Since the 

mother does not have the Rh factor, (she is Rh-negative), her body will recognize the Rh 

factor as a foreign body and will develop antibodies in her plasma against it. These 

antibodies will not affect the fetus during the first pregnancy. However, they will cause a 

problem in subsequent pregnancies because antibodies can cross into the placenta, even 

though blood cannot. Therefore, if the mother carries an Rh-positive baby in the 

subsequent pregnancy, her Rh-positive antibodies will cross the placenta and “attack” the 

red blood cells of the fetus. Obviously, this would be devastating to the fetus.  

 

Fortunately, we live in an age when this problem is becoming almost extinct due to a blood 

product called “RhoGAM.” At 28 weeks of pregnancy and after an Rh-negative mother 

delivers an Rh-positive baby, the mother is given a RhoGAM injection. This product will 

“coat” any Rh-positive cells it finds and stay with them until they are inactivated. Thus, the 

mother’s immune system does not find any Rh(+) factor and does not develop antibodies to 

it. A mother must receive RhoGAM after each Rh(+) baby she delivers to protect her from 

developing the antibodies. 

Antibody Screening 

This test detects the presence of circulating antibodies against red blood cells. It is 

performed on all pregnant women when they have their initial blood work done. Although 

it is unlikely that Rh-negative women develop antibodies against Rh-positive blood cells 

during pregnancy, blood is drawn at 28 weeks just to be sure. The American College of 

Obstetrics and Gynecology recommends that Rh-negative women also receive a RhoGAM 
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injection 28-32 weeks of pregnancy. The College cites a 1-2% incidence of sensitivity in the 

last trimester in women previously not sensitized. The RhoGAM’s effects will last 

throughout the last 3 months of pregnancy in case fetal Rh-positive red blood cells do 

accidentally cross the placenta.  

Rapid Plasma Reagin (RPR) 

RPR is used to screen for syphilis. On occasion this test may come back as being positive, 

thus indicating further testing is required. If the second test is negative, the original 

screening test is classified as a false positive. There are specific blood tests required to 

evaluate why the false positive occurred. 

Urinalysis and Urine Culture 

This procedure analyzes the urine and usually includes a description of appearance; 

determination of pH and of specific gravity; testing for abnormal amounts of protein; and 

presence of glucose, ketones, blood, and bacteria. Microscopic exam further assesses for 

presence of abnormal properties.  

Rubella Antibody Screen 

The rubella virus has the potential to produce malformation to the fetus, although 95% of 

the population is immunized. The earlier in pregnancy the mother’s infection occurs, the 

greater the threat of birth defects. Any amount of rubella antibody present, however small, 

will protect the fetus. Women who are not immune should be vaccinated at least 3 months 

prior to conception or immediately postpartum. 

Gonorrhea Culture (for detecting Gonococcal infection) 

The purpose of this culture is to test the cervix for the presence of the venereal bacteria 

gonococcus. If exposed in labor, the fetus may develop gonococcal ophthalmia (gonorrhea 

of the eye) which causes blindness. To prevent any risk of this outcome, all babies are 

treated with erythromycin ointment to the eyes after delivery, which kills the gonococcus. 

Chlamydia Culture 

Chlamydia is a bacterium possessing some characteristics of both bacteria and virus. It 

must be cultured in live tissue cells; therefore, testing is expensive. It may be transmitted 

during sexual contact. The incubation period is 3-4 weeks and symptoms vary from none 

(most common) to painful, frequent, and urgent urination. Occasionally, a cervical 

discharge may occur.  At TBC, we use erythromycin ointment (0.5%) in the baby’s eyes 



20 

about 1-2 hours after birth. The simple application of antibiotic, which is non-irritating, will 

prevent chlamydia as well as gonorrhea. Silver nitrate, which used to be put in baby’s eyes 

and was irritating, is not effective against chlamydia. Therefore, the erythromycin has the 

advantage of not being irritating, not interfering with bonding after delivery, and 

preventing two serious eye infections in the newborn. 

Complete Blood Count (CBC) 

This test looks at a number of different properties of your blood to assess its status. Three 

important parts of CBC are: 

 Hematocrit (HCT)—hematocrit values are reported in percentages. This test is a 

measure of the percentage of red blood cells by volume in whole blood. If the HCT is 

below normal limits, frequently this reflects iron deficiency anemia. There needs to 

be adequate iron stored to make enough red blood cells. Normal range values for 

pregnant women are 35-42%. 

 Hemoglobin (HgB)—hemoglobin is a protein in red blood cells; the molecule 

includes the pigment, heme, which contains iron and gives red color to the blood. 

The principle function of HgB is transporting oxygen. Values are reported in g/100 

ml of blood. Normal range values for the pregnant woman are 11-14g/100ml. 

 White blood cell count (WBC)—white blood cells act as a major agent in our body’s 

defense mechanisms against infection. An adequate WBC count is necessary for a 

person to fight off infection. The normal range of value for pregnant women is 

5,000-10,000/cubic millimeters. A higher-than-normal count may signify infection 

of some kind.  

Pap Smear 

All epithelial tissues in the body slough off cells continuously. Dr. George Papanicolaou 

found that uterine and cervical tumors shed cells that could be removed by scraping or 

aspirating, placed directly on a slide, fixed (sprayed to keep cells open after they are put on 

the slide), stained, and examined microscopically for signs of malignancy. While the 

collection is liquid based today, the report continues to serve as a guide as to whether a 

biopsy and/or colposcopy would be needed. The name “Pap” has become universally 

attached to the cervical cancer smear test. 

 
The results are interpreted as follows: 

 Within normal limits 

 Benign cellular changes: may reflect infection, inflammation, or just healing changes.  
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 Epithelial Cell Abnormality: Depending on type of abnormality, may repeat Pap in 3-

6 months or refer for OB/GYN management, possibly involving colposcopy (viewing 

of the cervix under magnification) and biopsy/treatment. 

Hepatitis B Surface Antigen and Hepatitis C Antibody Screen 

Hepatitis means inflammation of the liver. Many people with hepatitis show no symptoms. 
Others may have fever, joint aches, loss of appetite, or jaundice (yellowing of the skin). The 
most common cases of hepatitis are related to viruses. Hepatitis B and C can be transmitted 
from one person to another via bodily fluids. 

Human Immunodeficiency Virus (HIV) 

In Delaware, it is now required for pregnant women to get checked for HIV. A screening 

test can be done on your blood antibodies (ELISA). If that test comes back positive, a 

second test would be performed to eliminate false positive results (Western Blot). A 

negative test result means that you probably have not been exposed to HIV before six 

months ago. A second screening test should be done in another six months if you think you 

might have been exposed. A positive test result, while difficult to hear, gives you the chance 

to get the proper treatment so that you can decrease the risk of transmission to your 

unborn baby (from 25% to less than 2%). 

One-Hour Blood Sugar Screen at 28 Weeks 

Blood sugar screening is needed in pregnant women to make sure they are not developing 

gestational (pregnancy) diabetes. All TBC clients are tested for this at 28 weeks of 

pregnancy. Screening for diabetes may also be recommended in the first trimester 

depending on the medical history. 

 

At your designated lab, you will drink 5 oz. of a glucose drink (tastes like thick soda, 

carbonated and sweet) at the lab. One hour after you have finished drinking the glucola, 

your blood will be drawn. The top-normal result for this one-hour test is <140 mg/dl. If 

your results are 140 or higher, a 3-hour Glucose Tolerance Test (3 hr. GTT) will be ordered.  

Other Studies 

First Trimester Screening for Trisomies 

First trimester screening is a non-invasive test available for Down syndrome and Trisomy 

18/13 that is performed during the first trimester. This is a combination of blood screening 

and an early ultrasound (at 10-14 weeks) to look at the amount of fluid accumulated 
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behind the fetal neck (nuchal translucency measurement). The combination of blood 

testing and ultrasound has an 80% chance of detecting Trisomy 18 and an 83% chance of 

detecting Down syndrome. The false positive rate for this combination of tests is 1% to 5%. 

As this is only a screening tool, the only true way to test for these chromosomal disorders is 

through Chorionic Villi Sampling (CVS) or amniocentesis. 

Cell-free Fetal DNA Testing  

Cell-free Fetal DNA testing detects approximately 98% of trisomy 21 (Down’s Syndrome) 

and trisomy 18 and 65% for trisomy 13 with sex chromosomal disorders. It is a non-

invasive blood test performed at 9 to 10 weeks and is covered by insurance only for certain 

at risks groups.  

CVS at 9-11 Weeks 

CVS is one of the procedures used for prenatal diagnosis of genetic disorders. The other is 

amniocentesis. The same diagnoses can be made as with amniocentesis with the exception 

of neural tube defects. The practical advantage of CVS testing is earlier answers. 

 

CVS obtains a sample of chorion, a membrane surrounding the fetal gestational sac just 

outside the amniotic membrane. The chorionic tissue starts from the same cell as the fetus; 

thus, the sample of chorion represents the fetal cells. CVS is usually performed through the 

cervix or the abdomen around week 10 of pregnancy. The procedure is always preceded by 

ultrasound of the uterus, placenta and fetus. The risk of pregnancy loss from having the 

procedure is about 1%. 

Cystic Fibrosis Carrier Screen 

Cystic fibrosis is an inherited disease that can affect a person’s lungs, digestive tract, 

reproductive tract, and skin. It is most commonly found in people who have ancestors from 

Northern or Western Europe. There is a screening test available to see if a pregnant woman 

has an increased risk of being a carrier of cystic fibrosis. It is a simple blood test. A positive 

test does not mean that the baby will have cystic fibrosis. It means that screening should be 

done on the other parent. If both parents are carriers, there is a 25% chance that the baby 

will have cystic fibrosis.  

Alpha-Fetoprotein (AFP) at 16-18 Weeks 

AFP is a substance normally produced by the fetus. The level of AFP is elevated in the 

amniotic fluid, as well as in the maternal serum, in the presence of open neural tube defects 

(NTDs) in the unborn baby. NTDs occur during the embryological development in the form 
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of anencephaly or spina bifida. Anencephaly, or failure of the brain to develop, is 

incompatible with life. Spina bifida is the failure of the spinal column to close completely; 

this condition has degrees and consequences of varying severity. The causes of NTDs are 

not known. 

 
If you have no family history of NTDs, the chances of your baby being born with this 

condition are 1-2 in 1,000. In the presence of a positive family history, the probability of 

incidence is increased to 3-5%. 

 

Abnormally low levels of AFP can be indicative of a trisomy disorder. A trisomy 21, for 

example, is Down syndrome. 

 

If you choose to have a test, your blood will be drawn at 16-18 weeks gestation, the optimal 

time at which to detect abnormal AFP levels. 

 

If you have the test done and abnormal levels are detected (either abnormally high or 

abnormally low), an ultrasound would be performed to rule out other possible causes of 

AFP level (incorrect gestational age, twins). If no explanation can be found, an 

amniocentesis is then offered to do genetic studies and measure directly the AFP level in 

the amniotic fluid. 

Amniocentesis (Amnio) at 16 Weeks 

Amniocentesis is a prenatal diagnostic procedure in which the amniotic fluid surrounding 

the fetus is sampled; the cells obtained are then cultivated and tested for chromosomal and 

biochemical defects. It is usually recommended only if a woman is at risk for having a child 

with a birth defect that can be diagnosed prenatally. Relatively few birth defects of the 

approximately 3,000 recognized can be diagnosed with this procedure; hence, a normal 

result for a specific prenatal test does not guarantee a healthy baby. 

 

Ideally, amnio is done at 16 weeks gestation. It is performed by a Maternal and Fetal 

Medicine doctor (Perinatologist) who inserts a needle through the abdominal wall into the 

amniotic sac that surrounds the fetus in the uterus and withdraws about 2 tablespoons of 

amniotic fluid. Ultrasound imaging of the fetus is done throughout the procedure in order 

to assist the MD in guiding the needle appropriately into the fluid.  

 

Amnio is a low-risk procedure in experienced hands.  The risk of losing the pregnancy as a 

result of amniocentesis is estimated to be less than 0.5%. Other complications are also rare, 

but include vaginal bleeding, leakage of amniotic fluid, and transient uterine contractions. 
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Possible indications that amnio should be performed are as follows: 

1. Advanced maternal age—usually regarded as 35 years or older at the time of 

anticipated birth because of the factual increase in the frequency of chromosomal 

disorders with increased age of the mother. 

2. Family history—i.e. another child or close relative with a disorder, either 
chromosomal (e.g. Down syndrome) or biochemical (e.g. Tay Sachs Disease). 

3. Both parents are known to be carriers of a certain condition—e.g., Tay Sachs.  
4. Suspicion of fetal malformation—example would be in the case of a mother whose 

blood shows abnormal AFP levels. 
 
In about 95% of all pregnancies screened by means of amniocentesis, the fetus is shown to 
be free of the specific genetic disorder being tested for, resulting in reassurance for the 
parents-to-be. When amnio results in the diagnosis of a seriously defective fetus, it is 
important to recognize  that only rarely can treatment during pregnancy be effective. 

Toxoplasmosis 

Toxoplasma gondii is a protozoan parasite that can infect a number of different animal 

species, including the household cat. Humans’ great exposure to cats and susceptibility to 

the parasite causes the most concern for pregnant women. Women living in locations with 

exposure to farm animals and rodents have equal exposure to toxoplasmosis. Toxoplasma 

gondii are ingested live into the intestines of animals; then the parasite eggs are expelled 

into animals’ feces. A person rarely has any symptoms at all when infected; at most they 

may feel as if they have the flu and swollen glands. 

 
The concern in pregnancy is a woman developing an acute (first) infection. If she already 

has had one toxoplasmosis episode, repeat infection rarely infects the fetus. 

 

The incidence of congenital infection varies with the trimester during which the mother 

becomes infected. The lowest incidence is in the first three months. According to one study, 

15% of the women infected during the first trimester, 25% of those infected in the second 

trimester, and 65% of those infected in their third trimester pass the parasite on to the 

fetus; however, maternal infection in the first three months (after placental formation) 

results in more extensive damage to the fetus. The damage may include miscarriage, 

stillbirth, hydrocephalus, microcephaly, eye damage, psychomotor disturbances, mental 

retardation, and epileptic seizures. 

 

In the U.S., approximately 30% of the population has already had toxoplasmosis and are 

immune (meaning the fetus will not become infected). The other 70% are susceptible to 

acute infection.  

 
Recommendations to pregnant women to diminish their risk of acute infection are: 
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 If you work with animals, we recommend you get a toxoplasmosis titer to assess 

immunity status. 

 Do not take a new cat into the home during pregnancy.  

 If have an indoor cat, your risk of toxoplasmosis is virtually non-existent. Outdoor 

cats, however, especially those that kill birds and rodents, are susceptible to 

developing toxoplasmosis. Therefore, pregnant women should not handle outdoor 

cats. 

 Avoid cleaning out the cat boxes or coming into contact with cat feces.  

 Ask another family member to clean the kitty litter every day, as the toxoplasma 

becomes mature in the cat’s feces only after 2-4 days. Daily kitty litter cleaning will 

ensure that you will not contract toxoplasmosis. 

 Do not allow your cat to lick you as toxoplasmosis may be transmitted through the 

cat’s saliva. 

 Wash your hands well after petting your cats. 

 If you are supervising children who have been playing in sandboxes, make sure they 

wash their hands well, as sandboxes tend to be the “neighborhood restrooms for 

cats. 

 If you have cockroach problems, contact a pest control company to spray your house 

for cockroaches, as roaches carry toxoplasmosis from cat feces. 

 Always wear gloves when gardening outdoors.  

 

Cats are not the only carriers of toxoplasmosis; the bacteria can also be found in beef, pork, 

and lamb. Follow the guidelines below to lower your risk of infection 

 

 Freeze your beef, pork or lamb at -14°C for at least a few hours to kill cysts, 

especially if you prefer to eat your meat undercooked. 

 If the beef, pork, or lamb has never been frozen, be sure to cook it thoroughly; do not 

consume undercooked meat that has never been frozen. 

Herpes Culture as Indicated 

Herpes Simplex Virus is a member of the family of human herpes viruses. Two types have 

been identified: Type I, which is primarily associated with common cold sores, and Type II, 

which is associated with genital infections. 

 

Transmission of the virus occurs by direct skin or mucus membrane contact with an active 

infection. Genital infections are usually acquired during sexual contact with an actively 

infected partner. Infection is spread to different skin sites, usually by scratching. The 

incubation period lasts from 2-10 days, with an average duration of three weeks. 
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Many people are asymptomatic the first time they are infected. However, if symptoms do 

occur, they are most severe during the primary outbreak. Classically, herpes lesions 

develop as small blisters usually in a cluster, which break open in a day or so, leaving 

shallow, painful sores. Lesions will then crust over and clear up in 2-6 weeks, with an 

average duration 3 weeks. 

 
After the sores have healed, the virus resides in an inactive state in the nerves. Periodically, 
the virus may be reactivated by various trigger factors and become active. This is not due to 
reinfection. The recurrent lesions are usually milder and of shorter duration, frequently 
healing within 1 week.  
 
Herpes lesions that develop during pregnancy cause no problem for the baby in a uterus 
with an amniotic sac intact. When the mother with an active infection is in labor, however, 
the baby can become infected. Once a bag of waters is broken and the baby is exposed to 
the herpes virus, transmission to the baby is possible. Herpetic infections may affect the 
baby throughout its body and be life threatening. If a woman has an active herpes virus at 
the onset of labor, a cesarean section is performed. If you have herpes lesions during 
pregnancy, you should call TBC so we may evaluate the lesion. 

Group B Streptococcus (GBS) 

GBS is a type of bacteria that can be found in up to 40% of pregnant women. A woman with 
GBS can pass it on to her baby during delivery—most babies who get GBS do not have any 
problems: a few, though, may become seriously ill. Because of this, all women are tested for 
GBS at 36 weeks via vaginal swab. For those who test positive, IV antibiotics are given 
during labor so that the risk of GBS being passed to the baby is decreased. 

Ultrasound 

Diagnostic ultrasound is the transmission of high frequency sound waves through tissue 
whose echo is received by a transducer that enables us to see a picture. It was developed 
from the sonar devices used in submarine warfare. Ultrasound radiation is non-ionizing 
and considered safer than ionizing radiation from the standard x-ray. Advances in 
technology and equipment have made this tool an important adjunct to obstetrical care. 
The external fetal monitor and the ultrasound stethoscope (Doppler) are also applications 
of the technology.  
 
There are Level I and Level II ultrasounds. The standard ultrasound (Level I) is used to 
define gestational age, fetal viability, multiple gestations, presentation of the fetus, amniotic 
fluid, and placenta position. Targeted imaging for fetal anomalies (Level II) are performed 
on women at high risk for a particular problem and are done by the perinatologists.   
 
The majority of epidemiology studies tend to support the safety of diagnostic ultrasound 

use during pregnancy. Researchers have not found any adverse effects of fetal ultrasound 
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in children who were followed for several years after birth. Still, the technology should be 

used judiciously and the practice of having an ultrasound solely to create keepsakes is not 

recommended.  

Non-Stress Testing (NST) 

The NST is a simple test that reflects placental well being by assessing fetal reactivity as 

related to fetal movement and stress. The NST has proven a reliable predictor of fetal 

outcome by observing if the placenta is operating sufficiently to be responsive to the fetus’ 

changing oxygen needs. Data have shown that if the NST reflects good fetal heart tone 

reactivity to movement (a reactive NST), there is reasonable assurance that the placenta 

will function well for at least another 5 days. If the NST reflects poor fetal heart rate activity 

(non-reactive), further testing can be done to assess fetal well being. 

 

Post-dates pregnancies (40 weeks and beyond), gestational diabetes, chronic hypertension, 

poor fetal growth, and significant reduction of fetal movement are all examples of 

conditions where the placenta’s ability to function may become impaired. Therefore, if a 

client has any of these conditions, the NST will be ordered. The NST involves having an 

external fetal monitor placed on your abdomen to pick up fetal heart tones (FHT) and 

uterine activity. We will obtain a short strip of FHT. To read the test, there must be 2 

movements within a 20-minute period. To be classified as “reactive,” there must be a 15 

beat rise in FHT from the baseline with the 2 movements. 

 

The test is simple to perform, painless, non-interventive, and generally takes no longer 

than 30 minutes. We will do the NST at TBC with your prenatal visit. It is important to eat 

prior to the test to help assure good fetal activity. 

Fetal Movement Counting 

Daily recognition of fetal movements and the mother’s perception of fetal well-being from 

quickening (the mother’s first perception of life, usually 18 to 22 weeks) until delivery may 

be the best assurance that the baby is healthy as well as earliest warnings of danger, 

especially in normal pregnancies. 

 

The first movements may seem fleeting, but most women recognize characteristic daily 

patterns. From 28 weeks until delivery, 10 movements in 2 hours are considered adequate. 

The midwife will inquire about the fetal movements at every prenatal visit and record the 

mother’s report. Every fetus has its own unique pattern and may be quite responsive to the 

maternal and external environment. Cold or hot drinks, food, noise, and left lateral 

positioning of the mother may all stimulate activity. If the mother is concerned about fetal 
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movement she should perform a fetal kick count after eating and drinking. If she is 

concerned about baby’s well-being or does not feel 10 discrete movements in 2 hours, she 

should contact TBC or call the Midwife on call right away.  

Biophysical Profile (BPP) 

A BPP is a non-stress test and an ultrasound that specifically evaluates the amniotic fluid 

volume, respiratory motion, body movements, and muscle tone of the fetus. Two points are 

given to each part. A score of 8-10 is normal. A score of 6 or lower may indicate the need 

for repeat testing in 12-24 hours or the need for delivery. 

 

While NST and BPP can be reassuring, they cannot absolutely predict a healthy or poor 

outcome. 
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The Waterbirth Option 

“Nothing in the world is as soft and yielding as water, yet in dissolving the hard and 

inflexible, nothing can surpass it. The soft overcomes the hard, the gentle overcomes the 

rigid.” –TeChing, 1021  

 

Waterbirth is the process of giving birth in a warm tub of water. Support in water is one of 

the most beneficial things that can be offered to a woman in labor. The water provides a 

calming influence and a peaceful, relaxed environment. Women report that they enjoy their 

labors and find that the water allows complete freedom and deep concentration. 

Benefits of Water Labor and Waterbirth 

 Facilitates mobility and enables the mother to assume any position that is 

comfortable for labor and birth. 

 Speeds up labor. 

 Reduces blood pressure. 

 Gives mother more feeling of control. 

 Provides significant pain relief. 

 Promotes relaxation. 

 Conserves the mother’s energy. 

 Reduces the need for drugs and interventions. 

 Gives mother a private, protected space. 

 Reduces perineal trauma and eliminates episiotomies. 

 Reduces cesarean section rates. 

 Is highly rated by mothers who report that they would consider giving birth in 

water again. 

 Is highly rated by experienced providers. 

 Encourages an easier birth for mother and a gentler welcome for the baby. 

 

Placing a pool of water in a birth room changes the atmosphere immediately. Voices get 

softer, the mother stays calmer, and everyone becomes less stressed. 

Effects of Water Labor and Waterbirth 

The effect of buoyancy that deep-water immersion creates allows spontaneous movement 

of the mother. No one has to help the mother get into a new position. She moves as her 

body and the position of the baby dictate. Movement helps open the pelvis, allowing the 

baby to descend. 
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When a woman in labor relaxes in a warm, deep bath, free from gravity’s pull on her body 

and with sensory stimulation reduced, her body is less likely to secrete stress-related 

hormones. This allows her body to produce the pain inhibitors---endorphins—that 

complement labor. Noradrenaline and catecholamines, the hormones that are released 

during stress, actually raise the blood pressure and can inhibit or slow labor. A laboring 

woman who is able to relax physically is able to relax mentally as well. Many women, 

midwives, and doctors acknowledge the analgesic effect of water. Thousands  

 

of these mothers state they would never be able to consider laboring without water again. 

 

Borrowed from www.waterbirth.org.  

 

Please visit www.waterbirth.com to learn more about waterbirth and other gentle birthing 

options. 

 

 

 

 

 
 
 

 

  

http://www.waterbirth.org/
http://www.waterbirth.com/


31 

Pregnancy Nutritional Guidelines 

Food Group and 

Recommended Serving 
Serving Size 

Dairy Foods (4 servings) 

Rich in calcium, protein, vitamins and 

minerals 

Sources: milk; yogurt; cheese; salmon; 

dark, leafy greens; cottage cheese 

1 cup milk or yogurt 

⅓ cup dry milk powder 

1 ½ ounces cheese 

2 cups cottage cheese 

½ cup canned salmon 

2 cups dark, leafy greens 

Protein Foods (6 servings) 

Rich in protein, iron and B vitamins 

Sources: beef, pork, lamb, chicken, fish, 

eggs, cheese, cottage cheese, tofu, peanut 

butter, dried beans or peas, nuts, seeds 

1 ounce meat, chicken, or fish 

¼ cup tuna, cottage cheese or tofu 

1 egg or 1 ounce cheese 

2 tablespoons peanut butter 

½ cup dried beans or peas 

⅓ cup nuts or ¼ cup seeds 

Vitamin A-Rich Fruits and 

Vegetables (1 serving) 

Rich in vitamin A and fiber 

Sources: carrots; spinach; dark, leafy 

greens; sweet potatoes; winter squash; 

chili peppers; red peppers; tomatoes; 

cantaloupe; mango; papaya; apricots; 

vegetable juice cocktail 

½ cup cooked vegetables 

1 cup dark, leafy greens, raw 

2 tablespoons chili peppers 

½ cup red pepper 

2 medium tomatoes 

6 ounces vegetable juice cocktail 

½ cup green onions, raw 

¼ cup dried or 3 apricots, raw 

½ cup medium papaya 

¼ medium cantaloupe or mango 

Vitamin C-Rich Fruits and 

Vegetables (1 serving) 

Rich in vitamin C and fiber 

Sources: oranges, grapefruit, tangerines, 

lemons, cantaloupe, kiwi fruit, 

strawberries, mango, papaya, broccoli, 

Brussels sprouts, cabbages, cauliflower, 

chili peppers, red and green peppers, 

tomatoes 

6 ounces citrus juice 

1 orange or lemon 

½ grapefruit 

2 medium tangerines 

¼ medium cantaloupe or papaya 

1 medium kiwi fruit or mango 

½ cup strawberries 

½ cup broccoli 

½ cup Brussels sprouts 

½ cup cauliflower 
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1 cup raw or ½ cup cooked cabbage 

2 tablespoons chili pepper, raw 

½ cup red or green pepper 

2 medium tomatoes 

Other Fruits and Vegetables  

(3-7 servings) 

Rich in other vitamins, minerals, and fiber 

Sources: apples, bananas, grapes, peaches, 

pears, pineapple, plums, watermelon, green 

beans, beets, corn, cucumbers, lettuce, 

peas, potatoes, radishes, zucchini 

1 piece fresh fruit 

½ cup canned or cooked 

1 cup raw 

¼ cup dried fruit 

Bread and Cereals (6-11 servings) 

Rich in B vitamins, iron and fiber 

Sources: breads, tortillas, crackers, hot and 

cold cereals, rice, noodles, macaroni 

1 slice bread 

1 roll 

1 tortilla 

½ cup rice or pasta 

¾ cup cold cereal 

½ cup cooked cereal 

1 ounce cracker 

Fats 

Provide vitamin A and essential fatty acids 

Sources: butter, margarine, oils, bacon, 

salad dressings, olives, avocadoes  

As needed to meet caloric needs. Use 

in moderation. Fats occur normally in 

many foods such as meat, poultry, and 

dairy products. 

Fluids 

Drink at least 8 glasses of liquids each 

day. Avoid drinks high in sugar and 

caffeine. 

 

Do not drink any alcoholic beverages. 
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What are Healthy Fats? 

Healthy fats enhance and improve body function, whereas unhealthy fats provide excess 

calories and impair cell function. The goal is to maintain a diet with 30% fat, preferably 

healthy fats. 

Essential Fatty Acids  

Humans must eat essential fatty acids to survive. There are two types of essential fatty 

acids: The first is Omega-3, which is found in cold-water fish; nuts; seeds; canola oil; 

flaxseed and free-range, grass-fed beef or wild game such as buffalo, venison, and ostrich. 

The second is Omega-6, which is found in meat, cheese, nuts, seeds, grains, leafy vegetables, 

corn, and safflower and soybean oils. The goal is to eat fewer Omega- 

 
 
6-rich foods and more Omega-3-rich foods. Omega-6 foods have more inflammatory 

properties and Omega-3 foods have anti-inflammatory properties. 

 

Personal Notes: 
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Nutrition, the Basics 

In order for our body to function optimally, we must strive to maintain good nutrition. We 

must also reduce the amount of toxins we feed to our bodies. Good nutrition provides our 

bodies with the fuel it needs for growth and repair. Toxic foods cause our body to work 

harder, taxing our immune system and giving less time for maintenance and repair. 

Basic Principles 

 Eat organic foods whenever possible, as they are less likely to contain harmful 

pesticides, hormones, and antibiotics. They have become easily accessible and are 

available at reasonable prices. Local vendors include Trader Joe’s, Whole Foods, 

Harvest Market and Newark Co-Op. Trader Joe’s seems to have the most reasonable 

prices. 

 Eat a variety of raw fruits and vegetables—at least seven per day, as suggested by 

some studies. Consider whole food supplementation if you are unable to meet your 

fruit and vegetable needs.  

 
 Minimize or eliminate white flour from your diet. Growing evidence suggests that 

the “white enemies” are harmful to our bodies, causing insulin resistance, decreased 

immunity, obesity, hypoglycemia, and diabetes.  

 Eat whole grains such as brown rice, quinoa, millet, and barley. 

 Follow the principles of detoxification found in this handbook. 

 For your protein needs, enjoy more nuts, seeds, fish, and foul, and reduce your 

consumption of beef and pork. If you choose to eat beef or pork, choose grass-fed, 

organic beef and organic pork. Safer seafood choices include abalone, Arctic char, 

crawfish, Dungeness crab, English sole, fish sticks, flounder, grouper, haddock, 

halibut, mahi mahi, octopus, orange roughy, Pacific salmon (wild-caught), red 

snapper, scallops, sea bass, shrimp, sole, spiny lobster, squid, tilapia, wahoo, and 

whiting.  

 Limit tuna to no more than 6oz per week.  

  Avoid swordfish, tilefish, shark, and king mackerel entirely.  

 Reduce or eliminate refined sugar and processed foods. The more processed the 

food, the less nutritious it is. 

 Add fresh garlic to your diet to boost your immunity system. 

 Add extra virgin olive oil to your diet—it is high in monounsaturated fats.
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Sources of Protein 

Proteins of plant origin are incomplete; that is, they are lacking in one or more essential 

amino acids. To make plant proteins complete, include some animal protein in the same 

meal, such as cereal with milk or beans with cheese or eat two plain complementary 

proteins. Pregnant women should get 60 to 100 grams of protein a day. The exception to 

this rule is quinoa which is a complete protein.  See Diet for a Small Planet, 20th 

Anniversary Edition  by Frances Moore Lappe`. 

 

Food Quantity 
Protein, 
in  
grams 

 
      

  Milk 8 oz. 8 
    

Hard 
cheeses 

1 oz. 6 
    

Cottage 
cheese 

½ c 19 
    

Ice 
cream 

½ c 3 
    

Egg 1 6 
    

Yogurt 1 c 8 
    

       

Beef 3 oz. 20 
    

Chicken 3 oz. 25 
    

Turkey 3 oz. 27 
    

Pork 3 oz. 21 
    

Liver 3.5 oz. 26 
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Haddock 3 oz. 16 
    

Cod 3 oz. 16 
    

Salmon 3 oz. 17 
 

   

Halibut 3.5 oz. 26 
 

   

       

White 
Bread 

1 slice 1.5 
 

   

Wheat 
Bread 

1 slice 2 
 

   

Cereal 1 c 2 
 

   

Potato 1 medium 1 
 

   

Brown 
Rice 

½ c 7 
 

   

Corn ½ c 2.5 
 

   

Peanut 
Butter 

2 Tbs. 3 
 

   

Peanuts ¼ c 6 
 Pinto 

Beans 
½ c 7.5 

Walnuts ¼ c 6.5 
 

Lima Beans ½ c 4 

 

 Navy 
Beans 

½ c 7.5 

 Kidney 
Beans ½ c 7.5 

Nutritional Smoothies 

Each smoothie listed below is the basic version. Add additional items at the end of the list for added 

nutrition. Make sure to add a protein source. Everyone’s nutritional needs and goals vary. Please 

speak to you CNM about any questions you might have about your specific needs. 
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 Cinnamon Nut Butter Smoothie: 1-2 tbsp nut butter, handful of kale, tsp of cinnamon, tsp of 

honey (optional), ~1 cup milk of choice (add additional as needed to thin out smoothie), 

banana, protein source (examples below), and additional options below 

 Fruit Smoothie: 1-2 tbsp. nut butter, handful of kale, ~1 cup milk of choice (add additional 

as needed to thin out smoothie), banana, ½ cup to 1 cup of additional fruit such as berries 

or mango, protein source (examples below), and additional options below 

 Chocolate Nut Butter Smoothie: 1 cup milk of choice, banana, tbsp cacao powder, 1-2 tbsp. 

nut butter, protein source (examples below), and additional options below 

 Berries and Cream Smoothie: 1 cup full fat canned Coconut milk (may need to add water if 

too thick), tbsp. cacao powder, 1 cup strawberries, protein source (examples below), and 

additional options below 

 Optional additional items for all smoothies: 

o Serving of flax seeds (fiber) 

o Serving of MCT oil (healthy fat) 

o Serving of Vital Proteins Collagen Peptides powder  

o Serving of Garden of Life protein powder (vegan protein option) 

o Serving of Chia seeds (fiber) 

o Avocado 

Sources of Iron 

All over the world, more people, regardless of social class, are deficient in iron than in any 

other nutrient. The greatest single cause of iron deficiency is the consumption of refined 

flour and grains (found in breads and cereals) and refined sugar (found in all virtually all 

processed foods). A varied and well-balanced diet will go a long way toward supplying the 

iron you need. Little amounts of iron from many foods add up. 

 

Food 
Iron, 
in  
milligrams 

Food 

Iron, 
in  
milligram
s 

Almonds 
3.3 

Garbanzo beans, 1 
cup cooked 

7.9 

Collards, cooked, 2 cups 3.0 
Pinto beans, 1 cup 
cooked 

6.1 

Dandelion greens, 1 cup 
5.6 

Navy beans, 1 cup 
cooked 

5.1 

Beef liver, 2 ounces 4.4 
Lima Beans, 1 cup 
cooked 5.1 

Shrimp, 3 ounces 2.6 
Soy beans, 1 cup 
cooked 

4.9 
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Prune juice, 1 cup 10.5 Lentils, 1 cup cooked 4.2 

Black beans, 1 cup cooked  7.9 
Spinach, 1 cup 
cooked 

4.0 

Tofu, 4 ounces 2.3 
Peach halves, dried, 
5 

3.0 

Tomato juice, 1 cup 2.2 Millet, ¼ cup dried 3.9 

Wheat berries, 1/3 cup, dry 
2.1 Sunchokes, 4 small 3.4 

Butternut squash, 1 cup baked  
2.1 

Split peas, green, 1 
cup cooked 

3.4 

Pumpkin seeds, 2 tablespoons 
2.0 

Blackstrap molasses, 
1 tablespoon 

3.2 

Wheat bran, ¼ cup 
1.9 

Peas, fresh, 1 cup 
cooked 

2.9 

Soybean milk, 1 cup 
1.8 

Beet greens, 1 cup 
cooked 

2.8 

Kale, 1 cup cooked 
1.8 Raisins, ½ cup 2.6 

Prunes, 5 cooked 
1.8 

Chard, 1 cup cooked 2.6 

Acorn squash, ½ baked 
1.7 

Brussels sprouts, 8 
cooked 

1.7 

Strawberries, 1 cup 
1.5 

Torula yeast, 1 
tablespoon 1.5 

Potato, 1 large, cooked 
1.4 

 
 

 

Average Recommended Daily Dietary Allowances 

 
 

Non-Pregnant Pregnant 

Energy 2,000 calories 2,300 calories 
Protein** 44 grams 75 grams 
Vitamin A 5,000 I.U. 6, 700 I.U. 
Ascorbic Acid 60 milligrams 80 milligrams 
Folacin 400 mcg. 800 mcg. 
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Niacin 13 mg. 15 mgs 
Riboflavin 1.2 mg. 4 mcg. 
Vitamin B-12 3 mcg. 4 mcg. 
Calcium 800 mg. 1200 mg. 
Phosphorous 800 mg. 1200 mg. 
Iodine 150 mcg. 175 mcg. 
Magnesium 300 mg. 450 mg. 
Zinc 15 mg. 20 mg. 
Vitamin E 8 mg. 10 mg. 
Iron 15-18 mg 27 mg 
*Updated 2014 
 
**Protein requirements listed are above those originally recommended. Individual 
differences would alter these figures to some extent for each person. 
 
You may look up the nutritional value of the various foods you select in the U.S. Department 
of Agriculture Handbook, No. 456, Composition of Foods, U.S. Government Printing Office, 
Washington, D.C. May be purchased from the U.S. Government Printing Office, Worth Street, 
between LaFayette and Broadway (North end of Foley Square).  
 
Go to: https://www.usda.gov/topics/food-and-nutrition 

Red Raspberry Leaf and Nettle Tea 

Red raspberry and nettle  are considered to be nourishing herbs. They are the safest 
category of herbs and can be used for extended periods of time and in large amounts safely. 
They nourish and replenish the body, particularly in the kidneys, liver, and the adrenals.  
 
Red raspberry contains vitamins and minerals such as C, E, A, and B complex, calcium, iron, 
phosphorus, and potassium. 
 
Raspberry prevents miscarriage and hemorrhage, decreases morning sickness, and reduces 
pain in labor by toning the muscles of uterus.  
 
Nettle has more chlorophyll than any other herb along with vitamin A, C, D, and K; calcium; 
potassium; phosphorus; and iron. 
 
Nettle is particularly beneficial for leg cramps and other muscle spasms because of the high 
calcium content. The vitamins in nettle increase the iron in the blood and reduce the risk of 
hemorrhage. It also strengthens the blood vessels, which reduces the risk of hemorrhoids, 
and increases the amount of breast milk a mother produces. 
 
It is recommended that you drink red raspberry and nettle tea throughout pregnancy as 
follows: 
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3-4 tablespoons of nettle and red raspberry to one quart boiling water. Let steep for 2-4 

hours. Strain and refrigerate. Drink hot or cold—one cup per day in the first trimester, 2 

cups per day in the second trimester, and 3 cups per day in the third trimester. 

 

Red raspberry frozen chips sucked throughout labor can facilitate placenta expulsion and 

prevent hemorrhage. 

Detoxification and Your Health 

Detoxification is the body’s natural process of eliminating toxins through the liver, the 

kidneys, and urine, feces, exhalation, and perspiration. 

 

We are constantly exposed to toxins in the air, water, food, and soil. The modern chemicals 

that people are exposed to include industrial chemicals, pesticide, food additives, heavy 

disruption metals, anesthetics, and residues from legal and illegal drugs. 

 

Health issues associated with toxic exposure include autoimmune disease, cancer, 

cardiovascular disease, endocrine , gastrointestinal disturbances, infertility, kidney 

damage, low birth weight, multiple chemical sensitivity, obesity, sick building syndrome, 

and spontaneous abortion. 

 

The better we are at detoxifying these toxins, the better our health will be. 

 

There are many ways to help our body promote improved detoxification: 

 

 Reduce exposure 

o Improve air quality with a good filtration system 

o Use protective equipment and good ventilation when using chemicals 

o Forbid smoking in your home  

 Improve diet and increase intake of foods that promote the detoxification process. 

o Increase amount of cruciferous food, which include Brussels sprouts, 

cabbage, radishes, beetroot. 

o Increase amount of foods with chlorophylls, such as alfalfa, barley grass, 

broccoli, buckwheat, chlorella, leafy wild greens, kale, and spinach. 

o Increase intake of fresh fruits and vegetables. 

o Add phytoestrogenic food to diet, such as red clover, soy, and flaxseed. 

o Eat organic food when possible. 

o Increase water intake. (6-8 glasses of filtered water per day) 

o Reduce or eliminate your intake of processed and pre-packaged foods. 
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Why Should I be Concerned about Pesticides?1 

(The following sections as well as the list of EWG’s “Dirty Dozen” and EWG’s “Clean Fifteen” are 

taken from the following source: Environmental Working Group, Inc. (2019). EWG's 2020 shopper's 

guide to pesticides in produce. Retrieved from http://www.ewg.org/foodnews/summary/.) 

 

Pesticides are toxic by design. They are created expressly to kill living organisms -- insects, 

plants, and fungi that are considered "pests." Many pesticides pose health dangers to 

people. These risks have been established by independent research scientists and 

physicians across the world. 

  

As acknowledged by U.S. and international government agencies, different pesticides have 

been linked to a variety of health problems, including: 

 Brain and nervous system toxicity 

 Cancer 

 Hormone disruption 

 Skin, eye and lung irritation 

What if I Wash and Peel My Fruits and Vegetables? 

The data used to create the Shopper’s Guide™ are from produce tested as it is typically 

eaten. This means washed and, when applicable, peeled. For example, bananas are peeled 

before testing, and blueberries and peaches are washed. Because all produce has been 

thoroughly cleaned before analysis, washing a fruit or vegetable would not change its rank 

in the EWG's [Environmental Working Group, Inc.] Shopper’s Guide™. Remember, if you 

don’t wash conventional produce, the risk of ingesting pesticides is even greater than 

reflected by USDA test data. 

 

EWG has not evaluated various produce washes for efficacy or potentially toxicity. 

However, since some plants absorbed pesticides systemically, a produce wash would have 

limited effect. The safest choice is to use the Shopper’s Guide™ to avoid conventional 

versions of those fruits and vegetables with the highest pesticide residues. 

Is there a difference between domestic and imported produce? 

The Shopper's Guide™ is based on samples of produce available to the U.S. consumer and 

includes both domestic and imported produce. We don't compare domestic and imported 

versions of all fruits and vegetables. However, if we observed a wide difference in the score 

of a food's imported and domestic versions, we noted this in the ranking. 

http://www.ewg.org/foodnews/summary/
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How does EWG make the Shopper's Guide™? 

The Shopper’s Guide™ is based on laboratory tests done by the USDA Pesticide Testing 

Program. The program tests several kinds of foods for types and amount of pesticide 

residue. 

 

Weight Gain Recommendations for Women Pregnant with One 
Baby 
  

If before pregnancy, you were… You should gain… 

Underweight 

BMI less than 18.5 

28-40 pounds 

Normal Weight 

BMI 18.5-24.9 

25-35 pounds 

Overweight 

BMI 25.0-29.9 

15-25 pounds 

Obese 

BMI greater than or equal to 30.0 

11- 20 pounds 
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Pregnancy Danger Signs and Symptoms 

If you experience any of the following signs or symptoms, call the staff at TBC immediately: 

 

 Bleeding that is more than just spotting 

 Sudden, severe swelling—especially if noted in one leg only or if noted in the face 

and hands. 

 Unusual headache—one that is not relieved easily or that is not related to tension, 

fatigue, or hunger. This applies particularly to women 28 weeks pregnant and 

beyond. 

 Unusual spots in front of your eyes (not the normal dead cells or “black spots” we 

occasionally see floating inside our eyes). 

 Abdominal pain or severe cramping. 

 Temperature above 100.4  

 Any leaking fluid from the vaginal canal  

Common Complaints of Pregnancy 

Many of our clients’ questions relate to common discomforts of pregnancy. Clients are 

concerned, and rightly so, if this is a normal pregnancy “side effect” or if it is a symptom of a 

problem. The table below lists the most common discomforts a pregnant woman has, the 

cause of them, and how to relieve them.  

 

Discomforts of Pregnancy 

Discomfort Cause Relief 

Nausea and 

vomiting 

High level of estrogen, progesterone, 

and human chorionic gonadotropin 

(HCG). Altered glucose metabolism 

results in decreased glucose and 

increased acetone. Slow intestinal 

contractions. Anatomic changes and 

late pregnancy. B6 deficiency.  

Small frequent meals with protein. 

Soda crackers before rising. Decrease 

in greasy and spicy foods. Increase 

B6 intake in foods. May take B6 50 

mg. tabs, up to 200 mg. daily. Liquids 

between meals rather than with 

them. Ginger, peppermint. 

Acupressure, wristbands, 

“seabands.” 

Frequent 

urination 

Smaller bladder capacity, esp. 1st and 

3rd trimesters. Increased HCG in 1st 

trimester. Dropping progesterone 

Limit caffeine products. 
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levels of late pregnancy will decrease 

fluid retention. 

 

Incontinence  Muscle relaxation due to high levels 

of progesterone. Anatomic pressure 

of uterus on bladder. More common 

in subsequent pregnancies. 

Kegel muscle exercise daily  

Heartburn Anatomic changes—stomach pushed 

upward. Slowed stomach peristalsis 

from increased progesterone. 

Progesterone relaxes the area 

between stomach and esophagus. 

Increased stomach acidity.  

Refer to “nausea and vomiting.” Good 

posture with meals. Milk before 

meals. Antacids as indicated (check 

with midwife about type and 

amount). Papaya juice or papaya 

tablet after meals. Sleep on left side. 

No water before bed or with food. 

Slippery elm root lozenges. 

Headaches Increased estrogen. Pregnancy 

tension. Common through 16 weeks. 

After 28 weeks, could be related to 

toxemia. Call TBC for headaches after 

28 weeks. 

Rest, warm cloth, massage. Eat well-

balanced meals. Avoid overuse of 

Tylenol. Increase water intake. 

Dizziness and 

fainting 

Increased estrogen (most common 

reason). 30-50% increase in blood 

volume, about 1-2 liters. Decreased 

peripheral vascular resistance (PVR) 

resulting in increased lower 

extremity pressure due to the uterus 

obstructing blood return, esp. when 

overheated. Increase in heart rate and 

cardiac output. Increase in sensitivity 

of respiratory centers to increased 

CO2 levels. Anemia. Decreased blood 

sugar levels.  

Do not stand or sit for extended 

periods. Normal sodium intake. 

Increase fluid intake. No constricting 

pantyhose on thighs or calves. When 

rising, slowing progress from lying to 

sitting, then sitting to standing. 

When dizzy, sit or lie down 

immediately. If you do faint, which is 

quite possible during the summer, do 

not panic—if there is no apparent 

damage, baby is moving normally, 

and there is no bleeding, one can 

safely assume everything is ok. Call 

TBC for any concerns. 

Constipation 

and 

hemorrhoids 

Anatomic changes with uterus 

compressing lower intestine. 

Decreased G-I motility and peristalsis 

(caused by progesterone). 2nd stage 

pushing in labor causes temporary 

Increase fluids, whole grains, fruits, 

and warm fluids to stimulate bowels. 

Awareness of toilet regimen. “Take 

time” to have BM when the urge 

strikes. Exercise. Prune juice. For 



45 

hemorrhoids in most women. 

Decreased physical activity. Reaction 

to iron. Straining to move bowels. 

hemorrhoids: sitz baths, witch hazel, 

ice, Kegel exercises, raw potato, 

Epsom salt, Preparation H. 

Shortness of 

breath 

Increased oxygen consumption. 

Increased pressure on diaphragm.  

Deep breathing as you stretch arms 

over head. Do not lie flat on back; lie 

on side or with back elevated. 

Itchy skin Increased bile in system due to 

slowed G-I system. Normal 

disturbances in liver function due to 

pregnancy. 

Calamine lotion. Baking soda baths. 

It will resolve after delivery. Call if 

severe. 

Low back pain Anatomic changes (shift in center of 

gravity frequently results in poor 

posture). Softening of fibrous 

connective tissue from increased 

estrogen results in relaxation of 

ligaments and cartilage. 

Good posture. Pelvic rock, esp. on all 

fours. Back rubs. Firm mattress. 

Chiropractor, physical therapy 

exercises, supportive bra, massage, 

ice packs. 

Groin or lower 

abdominal 

pain 

Round ligaments (hold uterus to 

pelvic bones and abdominal wall) 

spasm due to excessive stretching. 

While the uterine muscles grow in 

cell number and cell size, the 

ligaments stretch like rubber bands, 

so it makes sense that they will spasm 

with all the growth taking place. 

Lean into the affected side until it 

relaxes. Heating pad. Support uterus 

with pillow or abdominal support or 

girdle 

Shooting pains 

at the pubic 

arch, in the 

vagina, or 

radiating down 

the legs (like 

sciatica pain) 

Compression of pelvic region nerve 

endings. 

Position change or pelvic rock 

Tingling, 

numbness, or 

pain in one or 

both hands, 

possible 

inability to 

perform fine 

motor skills  

Compression of nerve (ulnar) that 

runs through the shoulder socket to 

the hand—there is mild, generalized 

edema in all pregnant women to 

some degree—this swelling in such a 

small place as a shoulder socket 

compresses 

 

Resting on side periodically. Sitting 

with arm elevated on pillows or 

armrest. Shoulder/elbow circle 

exercises. Should disappear within 6 

weeks postpartum. 

Wrist splints if severe. 
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Carpal Tunnel 

Syndrome) 

 

 

the nerves and blood vessels  

going thru it  

Leg aches and 

varicose veins 

Increased blood volume. Decreased 

peripheral vascular resistance from 

progesterone (decreased blood vessel 

tone, so as to hold extra blood). 

Increased blood vessel pressure in 

lower extremities due to uterine 

compression (slows blood return). 

Hereditary predisposition. Standing 

with knees locked causes muscle 

constriction preventing proper blood 

return. 

Queen sized pregnancy support hose 

put on properly (lying down with 

legs elevated). Increased exercise, 

esp. walking. Do not stand or sit for 

long periods of time. Normal salt 

intake. Increase fluid intake. Increase 

rest periods on left side to increase 

kidney flow and thus increase 

urination. Lie down with legs 

elevated several times a day. For 

vulvar varicosities, wear abdominal 

support, Kegel exercises, and warm 

baths. 

Swelling of 

legs 

Increased estrogen causes increase in 

blood volume, decrease in peripheral 

vascular resistance, and increase in 

sodium retention. Therefore, the fluid 

easily escapes the blood vessels and is 

retained by the tissues in legs and 

feet. Excessive salt intake. 

See “legs aches or varicose veins.” 

Call TBC for excessive swelling, esp. 

when the hands or face are swelling. 

Do not take “water pills” (diuretics) 

or limit normal salt intake. Eat 

watermelon and bean sprouts as 

they are both natural diuretics. Put 

ice on legs. Avoid constrictive 

clothing. 

Inability to 

sleep 

High levels of progesterone. Physical 

discomfort, fetal movement. Braxton-

Hicks contractions. Frequent 

urination. Anxiety, excitement. 

Sleep as you are able during the day 

and at night. Decrease fluids after 

6pm to decrease urination. No 

caffeine (coffee, tea, chocolate, 

sodas). Warm tub bath before bed. 

Relaxation exercises, routine, 

journal. If none of the above work, 

you might want to get up in the 

middle of the night and read a 

relaxing book rather than lie in bed 

feeling frustrated and tense. 

Nasal 

congestion, 

Increased blood volume, swollen 

blood vessels. Swollen mucus 

Soft toothbrush for gums. Normal 

remedy for nose bleeds. Steam from 
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bleeding membranes. hot shower or tub to relieve nasal 

congestion. Colds seem to hit harder 

and take longer to clear because of 

swelling. 

 

Increased 

expulsion of 

gas 

(flatulence) 

Slow intestinal peristalsis—more 

time for gas to build up. 

Avoid gas-forming foods: parsnips, 

beans, cabbage, corn, fried foods, 

pastry, and sweet desserts. Increase 

fluid intake. Increase bulk-forming 

foods. 

Visual change Increased eye fluid pressure from 

increased fluid volume 

Wait to get prescriptive lenses 

changed until 6 weeks postpartum 

when eye pressure has returned to 

normal. If you have a headache with 

visual change, call TBC. 

Increased 

vaginal 

discharge with 

more odor 

Increased estrogen increases 

secretion from cervical cells. 

Discuss with CNM if concerned that it 

may be vaginal infection. Do not 

douche unless prescribed for medical 

purpose; douching for normal 

discharge tends to create even more 

discharge (a rebound effect). Wear 

cotton underwear dried in the dryer. 

Do not wash inside the vagina and do 

not use antibacterial soap. Bathe 

daily. 

Leg cramps Decreased smooth muscle activity 

impairs circulation. Cramps increase 

at night due to passive contractions of 

leg muscles with hyperextension of 

the feet in bed (e.g. pointing of toes, 

sudden stretching). Pressure of 

pregnant uterus on blood vessels, 

lessening blood flow to legs. 

Anecdotal evidence of decreased 

calcium or potassium. 

The object is to stretch the cramped 

muscle, thus improving circulation—

stretch should be gentle and 

constant, not jerky. For foot cramp, 

stand on affected foot. For calf, 

straighten knee, pull foot toward 

head (flex in), hold, relax, and repeat. 

For thigh, stretch leg backward. For 

buttocks, stretch leg forward. Never 

massage a cramped muscle as this 

enhances rather than relieves the 

cramp and may cause tenderness 

that can last for days. Increase 

calcium or potassium (milk, bananas, 
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etc.). 

 
 

Psychology of Pregnancy  

As anyone who has ever been pregnant knows, pregnancy is not just a physical state. The 

hormonal changes associated with pregnancy, particularly with the fluctuation in estrogen 

and progesterone levels, have a tremendous effect on a woman’s psychological state. 

Further, pregnancy is a developmental state in itself as the mother and partner prepare for 

the incorporation of a new member into the family structure. The following is a simple 

breakdown of some of the psychological changes that may occur during the three 

trimesters. Keep in mind that everyone is different; each person experiences these changes 

to varying degrees. 

 

We hope that with the recognition of how normal and common these feelings are, you will 

be reassured of your normalcy as a pregnant couple. 

 

See the next two pages for a breakdown by trimester of physical and emotional changes. 

Psychological Characteristics of Pregnancy (Mother) 

1st Trimester 

 Joy, ambivalence 

 Physical changes 

 Establishing reality of pregnancy 

 Variance of sexual appetite 

 Beginning of concern with relationship with own mother 

 Begin to form personally relevant, unique, mothering identity, separate and apart 

from own mother 

 Fear of miscarriage 

2nd Trimester 

 “Quiet months” 

 Threat of miscarriage over 

 Beginning of preparation: response to maternity clothes and baby things 

 Feel of movement of fetus 

 Fear of injuring baby 
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 Dependency transfer to partner 

 Realization that changes cannot be controlled 

 Eagerness to involve partner by having him or her feel the baby move 

 Increased emotional involvement with partner 

 Overly concerned with partner’s safety 

 Hypercritical of partner’s attitudes 

 Working out shift in dependency from mother to partner 

 Often increased sexual appetite 

3rd Trimester 

 Pride and fulfillment 

 Anxiety, anticipation  

 Biologically based dominance 

 May be more religious and transcendent 

 Issues of daily life—hardships, work 

 Interest in baby 

 Nesting 

 Naming 

 Body image feelings 

 Insomnia 

 Concern and irritation with baby, uterus displacing internal organs, kicking ribs, etc. 

 Conflicts: preparing to be a mother, feeling like an infant herself 

 Anticipation of labor—Braxton-Hicks contractions—when is it real? 

 Change from care-receiver to caregiver 

 Worry of precipitous labor and delivery 

 Need for reassurance from partner 

 Beatific phase of existence 

 Desire of friends to participate 

 Heightened sexuality, but psychological and physical factors may inhibit sexual acts 

 Labor and delivery 

General  

Mother 

 Fascination with death and dying 

 Fear of partner dying and of being left alone with baby 
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 Altered state of consciousness: acute openness to inner world, relevance to outer 

world diminishes to inner emotional lability (refers to something that is 

constantly undergoing change or something that is likely to undergo change.) 

 

Partner 

 What kind of parent will I be? 

 Dreams and fantasies.  

 Vicarious participation. 

 Fear or challenge of taking care of mother and child.  

 Wanting to flee.  

 Fear of additional financial responsibility.  

 Envious competitive feelings.  

 Shifting relationship to partner.  

Relaxation 

The ability to relax is essential to the ability to cope with life’s stresses. Pregnancy and 

birth are times of great physical and emotional stress, when both mother and her partner 

would benefit from an increased ability to relax. There are many ways to increase your 

relaxation level, and you must explore several until you find methods suitable to you. Listed 

below are several ways of relaxing that you may wish to explore. 

 

 Meditation: Allows you to center yourself and thoroughly relax both mind and body.  

 Exercise or Distractions: Activities such as reading, knitting, or watching television 

will allow you to increase your relaxation level. 

 Conscious release: Tensing and relaxing different parts of your body allows you to 

learn to isolate tension in one muscle group while tensing others. It’s an excellent 

way to allow your uterus to tense in labor without excessively increasing tension in 

the rest of your body. 

 Guided Imagery or visualization: Allows you to imagine things that enable you to 

respond with relaxation. You can imagine body parts relaxing, or skin glowing 

radiantly 

 Yoga 

 

Some people respond to stress physically: their heart rate increases, they feel jittery, they 

pace, or they get butterflies in their stomach. Others respond mentally: they have a 

decreased ability to concentrate, they begin to worry continuously, or they imagine 

terrifying scenes. If you respond physically, you need physical activity to help reduce stress. 
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If you respond mentally, you need mental distraction to cope. If you respond with a 

combination, you will need a combination of relaxation techniques. You must choose a type 

of relaxation that works for you.  

All methods of relaxation require practice and conditioning in order to work effectively. We 

recommend that you begin practicing immediately so that you are able to use them 

skillfully by the time late pregnancy and labor stresses approach. 

Exercise 

Exercise is an essential part of self-care for pregnancy. Proper exercise increases elasticity 

and strength of muscles. It improves your heart and lung efficiency, increases your general 

sense of well-being, helps you control weight, improves sleep, and enables you to cope 

better with the stresses of labor. You may choose the form of exercise that suits you best, 

but everyone should get some form of exercise on a regular basis. Below is a list of 

suggested exercises. 

General Exercise Guidelines 

 Exercise should start slowly and increase to more demanding levels. Warm-up and 

cool-downs are especially important during pregnancy because of the increased 

stress on the muscles and joints due to hormonal effects and metabolic changes. 

 Stop when you become short of breath, dizzy, or tired. Your tolerance for exercise 

decreases as pregnancy progresses due to the demands of the growing baby, and 

you must compensate by slowing down a little and not demand as much of yourself. 

 Your heart rate should not exceed 140 beats per minute during pregnancy. Stop 

periodically to check your heart rate and stop to rest when it reaches 140. 

 Stay hydrated. 

 Do not hold your breath during exercise as this can strain abdominal and pelvic 

muscles. 

 Exercise slowly and gently. Do not force or bounce since joints are more prone to 

injury during pregnancy. 

 Avoid exercise that requires leverage or increases the hollow in your back (those 

exercises that require you to bend backward. 

 Always lift with your legs, not with your back. 

Specific Areas to Exercise 

 Pelvic floor—muscle fibers which support the uterus and other pelvic organs and 

must be exercised to improve elasticity and strength. Kegel exercises should be 

done 50 times daily. 
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 Abdominal muscles—support abdominal organs, control tilt of pelvis, move trunk, 

brace body under stress. Exercises include head lifts, straight and diagonal sit-ups 

with knees bent and half way up. 

 All other muscles—need exercise to keep them limber and strong since all muscles 

will be involved during pregnancy, labor, and birth. 

Warm-ups (5-10 minutes) 

 Head and neck stretches (no complete head circles) 

 Shoulder circles 

 Elbow circles 

 Trunk twists 

 Backward arm stretch 

 Open leg stretch 

 Calf stretch 

 Ankle circles 

Arm, Shoulder, and Back (to maintain posture and build strength) 

 Upper body: practice resistance exercises or use 1 lb. weights 

Pelvic Tilts (Standing or on all fours) 

 Modified push-ups 

Abdominals 

 Pelvic tilt 

 Standing: side stretches, rib isolations 

 Lying on back: (do only if comfortable; okay up to 7 months) 

o Curl backs 

o Shoulder curls 

o Curl-ups: straight and diagonal 

Legs (perform exercises while standing) 

 Leg raises 

 Inner leg lifts 

 Adductor lifts 
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Additional 

 Perineum: Kegels—tightening perineal muscles as if to keep from urinating 

 Squatting 

 

Cool Down (5-10 minutes) 

 Refer to warm-ups 

 Slow, controlled stretches only 

 Focus on breathing 

Relaxation 

 Important—Balance exercise with rest 

Summary 

 Posture should always be considered 

 No bouncing, jarring motions 

 Listen to your body; your ability to exercise may decrease as pregnancy progresses 

 Do not start a new sport 

 Individualize your exercise program 

 Your heart rate should not exceed 140 beats per minute 

 

Please attend the Nutrition and Movement for a Healthy Pregnancy Class before attempting 

this program. 

Sex (Prenatal and Postpartum) 
Intercourse and other forms of sexual activity are permitted throughout pregnancy with 

only a few exceptions. While this sounds simple and straightforward, couples have many 

concerns about it. For a good resource book, we recommend Making Love During 

Pregnancy by Elizabeth Bing, of which there are two or three copies in our library. 

Following are some common questions and concerns regarding sex during and after 

pregnancy. 

 
 Can we bring on a miscarriage in the first trimester as a result of intercourse? 

o A healthy pregnancy cannot be interrupted by sex in the first trimester. 

When miscarriage occurs soon after intercourse, the intercourse is just the  

trigger that starts the expulsion process and not the cause of a miscarriage.  
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 What about bleeding after intercourse? Does this mean we have to stop having sex 

for the duration of the pregnancy? 

o The amount and color of the bleeding should be discussed with the CNM. If it 

seems abnormal, we may ask you to come for a visit or have lab work or an 

ultrasound done. However, barring excessive, bright red bleeding, it is very 

common for women to experience a little blood with intercourse as the 

cervical blood vessels can rupture during intercourse. The blood volume of a 

pregnant woman is increased by 30-50%; the cervical blood vessels thus 

become quite swollen. Any pressure on them (i.e. the penis or even a pelvic 

exam) can cause them to rupture and bleed. The rule of thumb is that if you 

bleed after intercourse, put a pad on, lie down, and assess the blood flow 

over a short period of time. If it acts like a nosebleed, bright red blood 

followed by blood turning brown (indicating the vessels have clotted), there 

is every reason to believe that the bleeding is simply a broken vessel. This 

has no impact on the pregnancy. If, however, the bright red bleeding 

continues, increases, or seems excessive, do not hesitate to call TBC. If the 

spotting turns out to be coming from the cervix and not the placenta, it does 

not need to impede your sexual activity. 

 What about the contractions I feel after intercourse, especially if I have an orgasm? 

o These contractions are normal and are caused by your body’s release of 

oxytocin in response to pressure on the cervix (the penis), a large amount of 

the hormone prostaglandin, and becoming sexually stimulated or reaching 

orgasm.  

o Oxytocin from all these sources makes the uterus contract. There is no 

evidence that with normal pregnancy these contractions are sufficient to 

start labor prematurely or cause oxygen deprivation to the fetus. 

 When should we refrain from intercourse, assuming a normal pregnancy and birth? 

o If one partner is uncomfortable with it physically or psychologically, then 

refrain from intercourse. However, it is important to communicate sexually 

in other ways so that the partner who still desires intercourse does not feel 

upset, frustrated, or rejected. Good communication, tender words, loving 

touch, and alternate forms of sexual activity can go a long way to keeping a 

relationship healthy. 

o If you have any concern that your amniotic fluid is leaking, do not have 

intercourse until you have been seen by a CNM. If the sac is leaking, nothing 

should be placed in the vagina, including tampons. 

 When can my partner and I resume intercourse after the baby is born? 

o Wait until any lacerations or episiotomy repairs have healed completely, the 

bleeding has stopped completely and you are assured of good birth control. 

With total breastfeeding, a couple is typically assured of good birth control 
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for at least the first six weeks. At that point, typically, other birth control is 

needed. Without total breastfeeding, ovulation may occur as early as four 

weeks postpartum. 

 

Alcohol 

Studies in animals have shown that not only does alcohol cause abnormalities in babies, but 

that its use increases the incidence of stillbirths and miscarriages. These observations in 

animals are particularly important because of the inherent difficulties of isolating risk 

factors in humans. Effects of alcohol intake in humans are complicated by factors such as 

nutrition, smoking, caffeine, certain other drugs, and various environmental agents. 

 

Studies show that the more a pregnant woman drinks, the greater the risk and extent of 

abnormalities in the infant. For this reason, pregnancy women should refrain from binge 

drinking. High blood alcohol levels may produce malformations in the baby during the first 

trimester and slow the growth of the baby during the third trimester. Although these 

observations are yet to be fully confirmed in humans, one recent study showed that 32% of 

infants born to heavy drinkers demonstrated congenital anomalies, compared with 9% in 

the abstinent and 14% in those who consumed moderate amount of alcohol. Microcephaly 

(small brain) in the infant was also frequently observed. 

 

*No safe level of alcohol in pregnancy has been established. For this reason, we strongly 

recommend that you completely abstain from alcohol throughout pregnancy. 

Drugs during Pregnancy 

Very little is known about how drugs affect the fetal development. Tracing a birth defect to 

a specific cause is almost impossible. The effect of a particular drug on a fetus may depend 

on many factors such as how much was taken and for how long. There are some drugs that 

we know definitely cause certain birth defects, but there is much more research to be done 

before conclusive statements can be made about most drugs.  

 

We encourage you to abide by the following guidelines for drug intake during pregnancy. 

 Avoid all drugs during the first trimester, except those prescribed for medical 

conditions. Make sure the prescribing practitioner knows you are pregnant. 

 For nausea and vomiting of early pregnancy, Please reference the “Common 

Discomforts” section of your handbook or call your midwife.  

 After the first trimester, it is still wise to keep drug use to a minimum. 
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 Tylenol: It is wise to keep use to a minimum. Problems may develop with this drug if 

used in large doses over long period of time. However, there have not been any 

serious side effects noted on the fetuses of women who have 650mg of  Tylenol on 

an occasional basis. Always report a fever of 100.4 or more to your midwife. 

 Caffeine: The most recent study out of the National Institute of Health came to the 

conclusion that three or less caffeine products per day did not demonstrate any ill 

effects on the fetus. We still maintain the rule of thumb that, especially in the first 

trimester, less is best. Focus on maintaining a caffeine consumption of 200mg or 

less. Remember, caffeine is found not only in coffee, but also tea, sodas, chocolate 

and some pain relievers. 

 Saccharin: Scientists are still debating whether second should be prohibited during 

pregnancy. Available evidence, however, suggests that you should avoid this 

sweetener during pregnancy. 

 NO illegal drugs are considered even remotely safe to the fetus, including marijuana. 

There is growing support at the supposition that marijuana has similar damaging 

effects to cigarettes such as decrease blood flow to the placenta. Other illegal drugs, 

such as cocaine and heroin have severe ill effects on fetuses. 

Blood Pressure 

Blood pressure is a measure of the pressure your heart exerts on your blood vessels. There 

are two measurements, the systolic and the diastolic. The systolic measurement is the 

pressure on your blood vessels during a contraction of the heart as it pumps blood out of 

the major chamber into the circulatory system. The diastolic measurement is the pressure 

on your blood vessels when your heart is at rest and not pumping out blood into the 

circulatory system. Blood pressure is recorded as follows: systolic⁄diastolic. The average 

adult range of normal blood pressure is anywhere from 100/60 to 130/80. 

Blood Pressure During Pregnancy 

During pregnancy, your blood pressure is usually lower than your normal range, especially 

in the second trimester. This is so that your vessels can accommodate the 40% increase in 

blood volume that occurs during pregnancy. The range in pregnancy may be as low as 

80/50 to 120/70. This drop in blood pressure may account for the spells of dizziness and 

fainting that occur in early pregnancy or during hot weather. This usually disappears as 

your body adjusts to the change in blood pressure.  

How to Take Your Blood Pressure 

You need: 
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 A stethoscope: There are two types: one with a bell diaphragm and one with a 

diaphragm only. An inexpensive stethoscope is fine. 

 A blood pressure cuff: There are two types of blood pressure machines: the box type 

that measures the blood pressure by degrees of mercury and the other model that 

measures the blood pressure by a pressure gauge system. The latter is less 

expensive and is as accurate. 

 

Step 1 

 First, practice listening to your own heartbeat with the stethoscope by placing the 

diaphragm to the left of your sternum above your breast. Next, look at your blood 

pressure machine and identify the parts. Take the pump in your dominant hand. 

Hold it in the palm of your hand so that you can open and close the valve with your 

thumb and index finger. Practice closing the valve, pumping up the cuff, and 

releasing the valve slowly. 

 

Step 2 

 Feel for the pulse at the bend of your arm. Press down firmly with your index and 
middle finger. If you cannot feel it, move your fingers around until you find it. This is 
where you place your stethoscope. You won’t be able to hear the pulse with the 
stethoscope until pressure is exerted on the blood vessels by the BP cuff. 

 
Step 3 

 Wrap the deflated blood pressure cuff firmly around your arm above the elbow. 
There should be no tight clothing above the cuff. Place the diaphragm of the 
stethoscope over the pulse at your elbow after you have located it. Tuck the 
diaphragm under the cuff so that you may steady it and so that you have a free hand. 
Take the pump in your hand, close the valve, and pump up the cuff to 160-180 on 
the gauge. Release the valve slowly. Listen carefully for the first pulse beat and note 
the number on the gauge. Listen until you no longer hear the pulse, and note again 
the number on the gauge. The high pulse beat is the systolic and the low one is the 
diastolic. 

 You may have difficulty hearing the two different beats at first. Repeat the 
procedure until you feel confident that you are taking your blood pressure 
accurately. If you hear a soft beat and then a loud beat, measure the pressure from 
where you hear the loud beat. 

Perineal Massage 
The following is an excerpt from The Birth Book by William and Martha Sears 
 
“The better you prepare your perineal tissues for the stretching of birth, the less they will 
tear, and the better they will heal. Like training muscles to perform at their best in an 
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athletic event, conditioning the tissues around the vaginal opening with massage prepares 
the perineum to perform. Midwives report that women who practice perineal massage 
daily in the last six weeks of pregnancy experience less stinging sensation during crowning. 
Mothers with a more conditioned perineum are less likely to tear or get an episiotomy. An 
added value of perineal massage is that it familiarizes a woman with stretching sensations 
in this area so she will more easily relax these stretching muscles when stinging occurs just 
before the moment of birth.” 
 
Try this technique: 
 

 Wash your hands and trim your thumb nails. Sit in a warm, comfortable area, 

spreading your legs apart in a semi-sitting birthing position. To become familiar 

with your perineal area, use a mirror the first few massages (a floor-to-ceiling 

mirror works best). Use massage oil, such as pure vegetable oil or a water-soluble 

lubricant, such as K-Y Jelly (not a petroleum-based oil) on your fingers and thumbs 

and around your perineum. 

 Insert your thumbs as deeply as you can inside your vagina and spread your legs. 

Press the perineal area down toward the rectum and toward the sides. Gently 

continue to stretch this opening until you feel a slight burn or tingling. 

 Hold this stretch until the tingling subsides and gently massage the lower part of the 

vagina back and forth. 

 While massaging, hook your thumbs onto the sides of the vaginal canal and gently 

pull these tissues forward, as your baby’s head will do during the delivery. 

 Finally, massage the tissues between the thumb and forefinger back and forth for 

about a minute. 

 Being too vigorous could cause bruising or swelling in these sensitive tissues. 

During the massage, avoid pressure on the urethra as this could induce irritation or 

infection. 

 As you become adept with this procedure, add Kegel exercises to your routine to 

help you get the feel for your pelvic muscles. Do this ritual daily beginning around 

week 34 of your pregnancy. 

 Many midwives and obstetricians believe that perineal massage is neither useful nor 

necessary as long as the mother’s perineum is supported during crowning, her 

pushing is properly timed, and the baby’s head and shoulders are eased out. Discuss 

the value of perineal massage with your birth attendant.  

What Is Preterm Labor? 
Preterm labor is labor that occurs before the 37th week of pregnancy. It happens when the 

uterus contracts and makes the cervix open. The baby may be pushed out too soon. Babies 

born too early risk major illness and may not live. Babies born from 22 weeks to 37 weeks 
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are considered pre-term and may need special care in a Newborn Intensive Care Unit 

(NICU). 

 

What does preterm labor feel like? 

Learn to recognize these signs of preterm labor to protect yourself and your baby. 
 

 Contractions: You may have contractions that are 10 minutes apart or closer. You 

may or may not experience pain during these contractions. Remember that urinary 

tract infections can predispose to contractions of the uterus. Symptoms may be pain 

and discomfort over the bladder when urinating.  

 Low, Dull Backache: You may feel a backache below your waistline. It may come and 

go or it may be constant.  

 Stomach Cramps: You may or may not experience diarrhea. 

 Pressure: The baby feels heavy or as if he/she is pushing down low in your pelvis. 

The pressure comes and goes.  

 Leaking or Gushing Fluid: If your water breaks you will feel a continuous light or 

heavy flow of fluid from your vagina. 

 Menstrual-Like Cramps: You may feel cramps, low or near your pelvic bone, as if 

before or during your period. They may come and go, or they may be constant. 

 Changes in Discharge: You may notice watery, mucus-like, or bloody (pink or 

brownish) discharge from your vagina. 

When Labor Begins 

A CNM will admit you to TBC when you are between 37 and 42 weeks and in active labor. 

Often, many first labors can have a long “crank-up” time of early labor before turning into 

active labor. Early labor can come and go. Active labor does not slow down or stop with 

position changes or sleep. Active labor increases in intensity and facilitates cervical change. 

During early labor, concentrate on saving your energy and drinking plenty of nourishing 

liquids. You may remain at home, alternating between periods of resting, walking, sitting, 

and taking warm showers. Remember to keep TBC informed of your progress and do not 

head to TBC without an agreed upon time with the CNM on call. If you feel you need to 

come sooner, please inform us of your change in plans so we will meet you at that time. 

Remember that we are not always here.  
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Calling TBC 

When you think you are in labor, call your midwife first before coming to TBC. If you need 

to contact TBC after hours the answering service number is 302-300-3551, ask to speak to 

the CNM on call. She will be paged and will call you right back. If you have not heard from 

the on-call CNM within 10 minutes, call the answering service again. It is rare, but 

sometimes we can have multiple calls at once or pager malfunctions. 

Please observe labor closely and sufficiently before calling so that you are prepared to give 

us the following information: 

 What time the contractions began. 

 How often the contractions are coming and how long they are lasting. 

 How long they have been coming at that pace. 

 How severe the discomfort is and if you need to breathe to stay in control. 

 Whether your bag of waters has broken, what color the fluid was, and how much 

fluid was there. 

 If the baby has been moving. 

 
You should notify TBC when your water breaks or when your contractions are coming 

every 4-5 minutes and lasting about 60 seconds each for an hour. Your partner or support 

person may call to tell us that you are in labor, but we will still want to ask you questions 

and talk you through a contraction. Your midwife can tell a lot about what is happening 

with you, even over the phone. 

 

Sometimes it is difficult to determine if the water has broken, as it can be confused with 

loss of urine or excessive vaginal discharge. Remember that urine has a distinct odor and 

color and loss of control is only temporary. Amniotic fluid, however, will continue to leak 

with position changes and would be odorless. Vaginal liquid secretions can be copious near 

delivery. The amniotic fluid surrounding the baby is usually clear but can sometimes be 

yellow, pink, green or brown tinged. It will continue to gush whenever you change 

positions.  If you have a question about your water possibly breaking, do not hesitate to 

call. 

Bloody Show or Mucus Plug 

The mucus plug resembles thick egg white. It may or may not be accompanied by a small 
amount of red or brownish blood. Bloody show without contractions does not indicate 
labor, but usually suggests that labor may begin within the next week. Some women lose 
their mucus plug in a big chunk, some notice smaller amounts over time, and some never 
notice it. A significant amount of blood (like the amount that you would get during your 
period) is abnormal and should be reported immediately. 
What to do if you are Not Feeling Well 
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Occasionally, women who are starting labor do not feel well (diarrhea, backache, vomiting, 
shaking, chills) but do not associate this with labor. It could also be a virus. Try to assess 
uterine activity. Place your hands on your belly. Do you feel alternating periods of hardness 
and softness? Do not hesitate to call if you are unsure of what is happening.  
 

Birth Supply List 

Personal Items 
 At least two comfortable outfits 

 Long t-shirt 

 Button-down shirt 

 2 pairs of underwear 

 Nursing bra 

 Comb / brush 

 Toothbrush/Toothpaste 

 Favorite pillow (if desired) 

 Change of clothes for partner / support person 

Food: Be sure to bring plenty of food. You’ll be hungrier after the birth than you might think. Do not 

rely on take-out options. You never know what time you will need or want to eat. 

 Plenty of liquids (juices, Gatorade, tea, broth, popsicles) 

 Snacks for support person 

 Celebration meal 

Baby Items 

 2 baby blankets 

 Footed onesie 

 Socks 

 Onesies 

 Car seat 

Sibling Items 

 Favorite toys or books 

 Security blanket 

 Sleeping bag or blanket 

 Pillow 

 Snacks 

Other 

 Music 

 Movies 

 Camera 

 Video recorder 

 Batteries / chargers 

Please have available in your home: 

 Digital thermometer 
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 1 large box of sanitary pads 

 Diapers 

 Pre-made frozen meals 

 Sea Salts 

 

Labor Chart 
Stage What is Happening How Mother Feels Comfort and Support 

Measures 

Prelude to 

Labor 

Days to weeks prior 

to labor: lightening; 

descent of baby into 

pelvis. Braxton-Hicks 

contractions. 

Increased pelvic 

pressure. Beginning 

cervical changes may 

cause pulling or 

stretching feeling. 

Increased mucus 

discharge. 

Both mother and 

partner or support 

person(s) feel 

anxious, irritable, 

and anticipatory as 

expected due date 

nears. (Remember, 

the date is a guide, 

not a promise). 

Spurt of energy a 

few days before 

labor begins. 

Rest and save 

energy for labor. 

Simplify housekeeping; 

prepare extra frozen 

dinners, pack bag for 

Birth Center. Rest 

frequently with feet 

propped up; take daily 

afternoon naps in bed 

using a relaxation 

position. Practice daily 

the conscious relaxation 

and breathing 

techniques. 

Onset of Labor Contractions that 

may be felt as 

menstrual cramps, 

back ache, pelvic 

pressure, or 

tightening low down 

in the area of the 

pubic bone. Bloody 

show or mucusy 

blood noticed in 

about 90% of labors. 

Rupture of 

membranes or bag of 

waters happens at 

this time in about 

10% of labors. Loose 

Excited, talkative, 

doubtful, and 

undecided. Mother 

and partner or 

support person(s) 

may share a sense 

of relief that labor 

is finally starting 

Early to bed; don’t get 

overtired. Continue mild 

activity; at night, sleep 

or rest quietly. During 

the day, mild 

diversionary activity 

(card-playing, reading). 

Go for walks or watch 

movies. Ignore labor as 

much as possible. Use 

relaxation techniques if 

needed. Mother should 

take only light 

refreshments. Partner or 

support person(s) 

should eat well. Touch 
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bowel movements. base with TBC; the staff 

may have other comfort 

suggestions.  

 

Latent Phase 0-

3 cm. 

 

Cervix completes 

effacement and 

dilatation begins. 

Contractions 

rhythmic, 

progressive and 

becoming 

established: 5-30 

minutes apart last 

30-45 seconds. Labor 

may be present for a 

long time with no 

apparent progress. 

 

More quiet and 

preoccupied 

during 

contractions but 

wants 

companionship 

and needs 

encouragement. 

May continue mild 

activity between 

contractions: 

walking, taking 

showers, etc. 

 

Partner or support 

person(s) to reassure 

and help her to adjust to 

labor. Use as needed: 

effleurage, back-rub, 

cold compresses, ice 

chips, emotional support 

and encouragement. 

Start controlled 

breathing when needed, 

deep, slow, rhythmic. 

Make sure the mother is 

comfortable. If she is 

walking around, have 

her pause when a 

contraction begins and 

use a person, wall, or 

counter top for support. 

Use breathing through 

contraction if needed. 

Partner/support 

person(s) help mother 

with diversionary 

activity. 

 

 

Accelerated 

Phase  

3-7 cm. 

 

Contractions 

stronger, 2-5 minutes 

apart, lasting 45-70 

seconds. 

Contractions peak 

immediately and last 

longer. Bloody show 

or rupture of 

membranes may 

 

Grows more 

serious about 

contractions, 

wants to work with 

them. Attention 

turns inward as 

she becomes 

preoccupied with 

coping. May begin 

 

Partner or support 

person(s) in attendance, 

calm and controlled, 

important to mother’s 

well-being. Give mother 

focus during breathing. 

Remind her to keep her 

eyes open, if 

appropriate. Maintain 
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occur. to have ill-defined 

doubts about her 

ability to cope with 

contractions to 

come. Anxiety may 

create tension and 

increase 

discomfort. Loses 

sense of modesty. 

physical contact and 

check relaxation to 

break anxiety-tension-

discomfort cycle. Use 

touch and verbal cues to 

help her relax 

completely between 

contractions. Use 

comfort measures as 

needed: change 

positions, pelvic rocking, 

ice chips, freeze pops, 

ChapStick, cool cloth, 

lollipops, back massage, 

hot/cold compresses. 

Comfort aids available at 

TBC: Heating pads, hot 

water bottle, tennis 

balls, powder, ice 

Jacuzzi. Family members 

and friends who are 

invited to the birth 

should be notified now. 

They may be in the birth 

room or in the living 

room adjacent to the 

birth room. 

 

Transition: 

End of Stage 1: 

7-10 cm. 

Contractions 2-3 

minutes apart, lasting 

60-90 seconds. Urge 

to bear down may 

start. May be catch in 

breath, belching, 

nausea, hiccups, 

vomiting, trembling 

of legs, leg cramps, 

perspiration on 

upper lip and 

May feel 

bewildered, 

frightened, 

frustrated by 

intensity of 

contractions, 

unable to relax 

completely; may 

feel labor is 

carrying her away. 

Irritable, short 

Never leave mother 

alone. Reassurance 

about normalcy of 

sensations and 

emotional reactions that 

mean progress. Give 

direct positive guidance 

with each contraction, 

such as “you can do it,” 

“each contraction gets 

you one step closer to 
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forehead, backache, 

may feel very hot to 

very cold, heavy 

bloody show. 

tempered, 

uncommunicative. 

May not want to be 

touched or may 

want increased 

touch for 

distraction. May 

temporarily lose 

control and be 

unable to cope 

with a contraction. 

Increasingly 

apprehensive. 

Utters words of 

discouragement, 

such as “do 

something for me,” 

“I can’t take this,” 

“give me 

something.” 

Pressured by urge 

to push before 

dilatation is 

complete. May fall 

asleep between 

contractions. May 

lose track of time.  

having your baby.” Keep 

her focused on partner 

support person(s). Both 

mother and partner or 

support person(s) 

concentrate on 

breathing. Take it one 

contraction at a time. 

Remind her that this is 

the shortest part of 

labor. Tell her when a 

contraction is  

over and remind her to 

relax in between. Apply 

a cold compress to her 

forehead. Offer ice chips 

between contractions.  

 

 

 

 

 

 

 

Second Stage 

(pushing) 

Contractions may 

stop temporarily or 

come less frequently, 

2-5 minutes apart 

lasting 1-2 minutes. 

Contractions 

expulsive in nature; 

strong but often not 

as painful for many 

women as the baby 

moves down the 

birth canal. Back 

Enjoys longer rest 

periods. Becomes 

more alert and 

wants to 

participate; gets 

“second wind.” 

May be surprised 

by the 

unbelievable 

power of her body 

as it responds to 

the irresistible 

Partner or support 

person(s) help mother 

to experiment with 

different positions if 

progress is slow. 

Remind her it takes a 

few contractions to push 

or move the baby 

effectively. Use key 

words you practiced 

together, such as “give 

birth,” “push the baby 
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pressure, rectal 

pressure. Grunting 

with tremendous 

effort. Baby’s head in 

sight and crowning. A 

warm, burning, 

stretching sensation. 

Baby’s head born 

slowly; shoulders 

born; baby slides out. 

urge to push. May 

feel tremendous 

relief and 

satisfaction with 

pushing. May be 

surprised that she 

can actually feel 

the baby being 

born. 

out,” “push the baby to 

the midwife.” Partner or 

support person(s) 

should offer hand as 

target. Offer cool 

washcloth to face. Tell 

her how she is doing. 

Help her to follow 

midwife’s directions to 

push or not to push. 

 

Third Stage 

and 

Postpartum 

Slight rhythmic 

contractions. 

Placenta detached 

and delivered. 

Feeling of fullness in 

the vagina. Trickle or 

gush of blood. If 

necessary: 

medication to 

contract uterus, 

repair of tears, or 

episiotomy. Baby’s 

first breastfeeding. 

Snacks and drinks 

before getting up. 

Shower and urinate 

1-2 hours after 

delivery. Baby and 

mother examined 

and monitored for 4-

8 hours. Rest. Partner 

or support person(s) 

to take baby to 

pediatrician within 

24-48 hours after 

birth. 

Mother and 

partner or support 

person(s) happy, 

exhausted, proud 

of their 

achievements. 

Both may be 

ravenously hungry 

or thirsty. Eager to 

see and hold baby. 

Eager to call family 

and friends. 

Coach mother in 

pushing or relaxing as 

directed. Be sure mother 

gets a long, close look at 

the baby and that both 

get to hold him or her. 

Breastfeeding at this 

time is enjoyable and 

important emotionally 

to mother and baby. It 

also serves to contract 

uterus as well as to 

make valuable 

colostrum available to 

the baby. To overcome 

shivering, help mother 

to breathe deeply (take 

a deep breath, hold it, 

and let it out slowly). 

Also, get a blanket. This 

is a normal reaction to 

the hard work of labor 

and delivery. Be sure 

mother replaces lost 

fluids. Call family and 

friends. 
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Touch 

Touch can be comforting when we hurt or feel bad. In times of stress, such as during 

pregnancy or labor and birth, touch can alleviate discomfort, help us to focus on positive 

coping tools, and provide emotional support and reassurance. In addition, massage and 

acupressure may stimulate production of endorphins, the body’s natural pain relieving 

chemicals.  

 

 

Different types of massage and pressure techniques such as acupressure are two forms of 

touch that help when we are in pain. Partners must practice well in advance to discover 

what methods of touch are best and which is most effective in relieving discomfort. 

 

All types of touch are best used when both the giver and receiver are comfortable. This 

means putting the receiver in a position where the giver doesn’t have to strain to reach and 

touch. 

Massage 

Massage is the use of stroking to relieve pain, enhance relaxation, and increase circulation, 

sensation and energy. Several types of stroking can be used. Effleurage is light, gentle 

stroking with hands or fingers over a large area of the body. It can be used over the lower 

abdomen, back, or extremities. It helps relax tense muscles, but often does not work for 

pain because firmer touch is needed. 

 

Kneading strokes of the neck, shoulders, and hips will relieve paid and improve relaxation. 

Deep kneading of the calves should be avoided during late pregnancy to avoid injury. 

 

Most often, the type of touch appreciated during labor involves a series of long, smooth, 

rhythmic strokes using either the fingertips or the palms. Any part of the body can be 

massaged using this method. For larger body parts such as the legs or back, continuous 

gentle but firm pressure is applied moving in one direction. 

 

To make the massage most helpful to the receiver, the giver should try to mold his or her 

hands to the laboring woman’s body. The speed and pressure of strokes may change and 

should be done smoothly so the massage flows for the receiver. The receiver should close 

her eyes and be quiet and accepting of massage and try not to help the giver. The focus 

should be on the feeling of being stroked. 
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Massage should be done in a warm, quiet place. Warm oil is the best lubricant. Music and 

soft lighting will help both giver and receiver to relax and enjoy the massage more. 

 

Start with an exploratory massage, running hands over the body to find places that are 

more tense; then, use firmer massage on those areas. When finished, use a more gentle 

exploratory motion to finish the massage. 

 

An example of massage that is comforting and that may be helpful in labor is shown below. 

Start with a circular stroke from the lower back up to the shoulders; then move down the 

side back to the starting point as illustrated below. See YouTube video “Doula Massages for 

Labor” https://www.youtube.com/watch?v=63pM0oQjT_Q 

 

Next, use fists to massage the lower part of the back in a circular motion. After this, 

massage the waist area and the back several times as illustrated below.  See YouTube video 

in techniques for Massaging Lower Back; Pregnancy and Back Pain. 

https://www.youtube.com/watch?v=f82Efme-y_o 

 

Then use thumb print massage, working up the back in the groove alongside the spine to 

the shoulders. When you reach the top, use a kneading motion to massage the neck and 

shoulders, and finish with light effleurage over the entire back. 

Acupressure 

Acupressure is a specific type of touch, using pressure to specific points to enhance 

relaxation, decrease or prevent pain, promote calmness, and decrease dizziness or nausea. 

 

Acupressure is done with clean, dry hands, and without lubricant, since the fingers should 

remain in place rather than slide, as in massage. Both partners should be comfortable. 

Sitting is often the most comfortable position for this type of touch. Pressure is applied 

with fingers or thumb, and in some situations, elbows to the point that can be comfortably 

tolerated by the receiver. The giver needs to be centered and relaxed so that he is 

concentrating on the work to be done. Pressure comes from the center of the giver’s body; 

the giver uses the whole body to lean into the hands. The giver should move forward from 

the hips when he presses, relaxing back when he releases. Breathing should be slow and 

relaxed and follow the pressure, exhaling as pressure is applied and inhaling as it is 

released. The receiver will also move back and forth with the pressure. The giver’s hands 

do not leave the receiver’s body while this type of touch is being done. 

 

The pressure applied can be constant or repetitive. Circular rubbing over the points may 

also work. The amount of pressure is determined by the comfort of the receiver, although a 
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point that needs extra work will feel tight to the giver and tender to the receiver. As the 

giver works with receiver, the spots will feel softer and more relaxed and tenderness will 

decrease.  

 

The giver locates the pressure points by using the receiver’s finger widths as 

measurements. The giver must measure his fingers against hers and use her measurements 

when moving down the body; thus, when applying acupressure down the back, the points 

are three finger widths apart. The giver uses the number of fingers equal to 3 of the 

receiver’s fingers and stimulates these points progressively.  

 

Three pressure points should be avoided during pregnancy because they have been used to 

stimulate labor with acupuncture. They should be used during labor to relieve pain and to 

promote labor. They include: 

1. Hoku—deep within the web of skin between thumb and forefinger. 

2. San-yi-chio—inner aspect of leg, four fingers above the anklebone. 

3. Tsu-san-li—four fingers below and about 1 finger outside the bottom of the 

kneecap. 

 

Illustrated below are the points that can be used for acupressure to relieve many 

discomforts of pregnancy and birth, as well as throughout life. 

Yongquan KID-1 (Relaxation) 

The support person can place strong pressure in this depression with their knuckle, 

pushing inwards and upwards towards the big toe. 

This acupressure point has a useful relaxing effect and can be used at any time during 

labor. It has been noted as being especially effective in producing a calming effect during 

transition. It is easily accessed at this time if the woman is positioned on her knees. 

This acupressure point is especially useful during a 

labor where there are feelings of panic (for example, 

going into a labor with an unpleasant previous birth 

experience. 

This acupressure point can also be utilized by placing a 

seasickness band over the foot so that the plastic press 

button lies over the point. In this way the point is stimulated as the women walks around 

during labor. 
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Acupuncture Point HeGu (Large Intestine 4) – Union Valley 

(Labor Stimulation) 

The circulation of blood and energy of the whole body. 

HeGu is classified as one of the “Forbidden Points”, as it is 

contraindicated during pregnancy because of its effects on 

uterine musculature.  This same effect, however, is why it 

can be used to help induce labor in the final days of 

pregnancy, especially when combined with the point 

SanYinJiao (SP6).  

LI4 is located on the top of the hand, between the thumb and index finger, at the midpoint 

of the index finger’s metacarpal bone.  In other words, if you squeeze your thumb and index 

fingers together, the point is located at the highest point of the muscle and in the tender 

spot along the border of the bone. 

To use acupressure on this point to induce labor, ease pain during labor, or for a headache 

or toothache, find the tender spot and press firmly and hold it for about 10 minutes.  Then 

take a break, press it again or switch to a different acupoint. 

Acupuncture Point SanYinJiao (Spleen 6) – 

The Intersection of Three Yin (Labor 

Stimulation)  

SanYinJiao is classified as one of the “forbidden points”, since 

it is contra-indicated to use during pregnancy because of its influence on the musculature 

of the uterus.  This point has been shown to decrease pain during labor, to reduce pain of 

menstrual cramps, and to reduce the effects of menopausal syndrome.  It is used with 

gentle stimulation to help ripen the cervix in the last few weeks of pregnancy, and it is used 

with more intense stimulation to induce labor and reduce menstrual pain. 

Sp6 is located on the medial side of the lower leg, 3 proportional inches superior to the 

prominence of the medial malleolus, in a depression which is close to the medial crest of 

the tibia.  In other words, the point is one hand-breadth above the inner ankle bone, in the 

tender spot on the bone border which is closer to the back of the leg. 

To use acupressure on this point to induce labor or reduce menstrual pain, find the most 

tender spot then press and hold it for up to 10 minutes.  Take a break, then press it again or 

change to a different point. 

http://www.ncbi.nlm.nih.gov/pubmed/21195290
http://www.ncbi.nlm.nih.gov/pubmed/21168112
http://www.ncbi.nlm.nih.gov/pubmed/21168112
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Kunlun BL-60 (labor stimulation) 

Acupressure Technique 

This acupressure point is found in a depression midway between the tip of the lateral 

malleolus (the external ankle bone) and the outer edge 

of the Achilles tendon. 

 

A support person can apply pressure to this 

acupressure point by gripping the woman's ankles and 

applying firm pressure with his or her thumbs. 

 

This acupressure point is frequently used in the first 

stage of labor; it has a descending action and can be used to promote the baby to descend 

during labor. This acupressure point is to be used with caution during pregnancy. 

 

Acupressure Point for Pain Relief in Labor - Jianjing GB-21 

 

When you draw an imaginary line between the bony 

prominence of the neck (C7), and the top of the shoulder 

joint (the acromion process), this point lies midway along 

this curved line, at the highest point of the shoulder  

muscle. It will feel tender with a numbing/ buzzing/ 

warming sensation (this sensation varies with individuals). 

The sensation is stronger on this point than any other points along this line. You can find 

this point on yourself by bringing your hand diagonally across your chest and palpating 

with your index finger along this "imaginary line." 

 

It is important to apply firm pressure with the thumb, knuckle or elbow (massaging and 

rubbing can be irritating). 

 

When using the thumbs the pressure needs to come from the arms. Apply pressure at the 

beginning of contraction and intensify pressure at peak of contraction. 

 

Ciliao BL-32 
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This acupressure point lies midway between the dimples 

above the buttocks and the lumbar spine (please note that 

Ciliao BL-32 is not the dimple). If you cannot see the dimples 

clearly, It lies approximately one of the woman's index finger 

lengths above the top of the buttock crease, approximately 

one thumb width on either side of the spine. When you place 

your finger on Ciliao BL-32 you can feel the small depression 

of the sacral foramen where the point lies. As labor begins you can start here and as the 

labor progresses move down the spine (approximately one thumb width at a time moving 

slightly closer to the centre of the spine until as you arrive at the top of the buttock crease, 

your knuckles will be touching). The timing of this movement downwards will depend on 

the woman, who will usually instinctually tell the support person to apply pressure lower 

as the baby descends during labor. 

 

Place knuckles into acupressure points and apply firm pressure. This acupressure point is 

frequently used when the woman is leaning forward or kneeling.   

Hand Points (Pain Relief)  

 

These points lie along the creases of the hand where the fingers join 

the palm.  The woman can hold a small comb in the palm of their 

hand and apply pressure by squeezing the comb.  Pressure can be 

increased at the peak of the contraction. 

 

 

Supporting the Laboring Woman 

 Be calm, confident and positive. Your presence is the most important contribution.  

 

 Let her choose what techniques to use: distraction, breathing, shower, etc., unless 

she seems to have trouble deciding. As labor progresses, she may need more 

suggestions and firm direction.  

 Encourage her to ignore labor as long as possible and to rest early to conserve 

energy for later labor. 

 Use frequent words of encouragement. She may not feel like she is doing very well, 

and your positive attitude will help a lot. Telling her she is doing well, that she will 

soon feel better, and how proud you are of her, will make her feel better even if she 

doesn’t believe you. 
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 Tell her when you observe changes that indicate progress. She may feel like labor 

will never end and that nothing is changing. 

 If she seems to panic, get face to face, get her attention, and with words and touch, 

help her to get to the end of the contraction when she will be able to collect herself.  

 Take care of yourself. If you need to get a snack or to get stretch your legs, ask the 

midwife to relieve you. Your partner needs you in the best condition possible to 

support her. 

Comfort Aids for Labor (P U R E*) 

P= Position: Change position every 30-60 minutes with special attention to whether 

position increases effectiveness of contractions. Rotate pelvis around 360°: knee-chest, 

side, side, etc. 

 

U= Urination: Go the bathroom every hour or so since a full bladder presses on the uterus 

and increases discomfort. To assure that your body has enough energy to do this work, 

keep fluid intake up using juice, water, Popsicles, ice chips, etc. 

 

R= Relaxation: Use anything that will increase mother’s ability to relax: music, massage, 

progressive and touch relaxation techniques, TLC, positive suggestion, breathing 

techniques. 

 

E= Environment: manipulate the environment to enhance mother’s comfort and ability to 

cope: turn lights down; change temperature; cool clothes on face and hands; socks or 

blanket if the mother is cold; hot compresses on the abdomen and perineum; cool, dry 

gown as needed or no gown; shower or tub; close doors to reduce noise level. 

 

*From Childbearing: A Guide for Pregnant Parents, by Sherry Lynn and Mims Jiminez 

 

Dry mouth: Mouthwash, breath spray, Popsicles, toothbrush and toothpaste, ice chips, 

juice, Chap Stick, lollipops, wet washcloths to chew on 

Back labor  

"Back labor" refers to the pain and discomfort that laboring women experience in their 

lower back. Although most women will feel a degree of achiness or slight cramping in the 

back at some point during labor, about a quarter of all women report experiencing severe 

discomfort in the lower back that is most intense during contractions and often painful 

between contractions. 
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Back labor can often be accompanied by an irregular contraction pattern, labor that is slow 

to progress, and a prolonged pushing stage.  

Techniques to ease discomfort: 

 Hot and cold compresses applied to the back.   

 Changing positions to the side, knees to chest, getting on all fours, pelvic rock.  

 Applying pressure with something that rolls down the back such as a tennis ball. 

 Hydrotherapy, a shower, warm bath, or birth pool. 

 Massage. 

 Sterile water papule injections to be administered by your midwife, in the event  

 of prolonged back labor  

 Other pressure techniques.  

Additional Aids for Labor 

Listening to your body’s signals, working with your body, working with gravity to help with 

baby’s descent (standing, walking, squatting, sitting), having  sense of humor, being flexible 

and trying anything suggested, staying in the present (reminding yourself that this may be 

the last contraction and not projecting ahead), and remembering that the labor will end 

and that the result of the labor is your baby, and telling yourself that you can do anything 

for one day. 

Episiotomies 

Episiotomies are performed at the TBC on an as-needed basis, not routinely. 

 

Our hope is that throughout the prenatal period, a relationship of trust will be established 

between you and us. Then, in the rare situation an episiotomy is needed, you as a couple 

will not only feel comfortable that we will do all we can to avoid an episiotomy, but that we 

will perform one properly if necessary. Having a properly performed episiotomy does not 

mean the recovery period will be slowed down. On the contrary, if an episiotomy is needed, 

it is understood that without one, the woman could have lacerations far more extensive 

than the cut, requiring suturing at a number of areas in and around the vulva. 

 

To prevent the need for an episiotomy and decrease the chances of laceration, the CNMs do 

the following: 

 

 Encourage perineal massage prenatally to help ready the perineum for stretching. 
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 Use warm compresses as the baby’s head arrives at the perineum to provide 

comfort, decrease physical tension, and increases blood flow to the region of the 

perineum. 

 Use a lubricant (e.g. olive oil or K-Y Jelly) on the labia and inside the perineum as 

crowning begins to decrease scraping of the fetal head against any dry tissue. 

 Encourage a slow delivery of the head. It is healthy for the baby’s head and for the 

perineal tissues to encourage the head to crown extensively, be held there with a 

steady push (but not advanced further) and then allowed to recede back between 

contractions. 

 Encourage the woman to push during the crowning and delivery stage on her side 

with her legs together, knees bent toward her abdomen (unless she is physically 

uncomfortable in this position). This position affords less stretching of the perineal 

tissues and allows the CNM to have a much better view of how the perineum is 

holding up. 

 Have the woman, as the baby is imminently ready to be birthed, do the following: 

o Push between contractions 

o Blow out and not push at all 

o Give grunts to provide small pushes as the head slides out 

 We will perform an episiotomy only if necessary. We do have Lidocaine that 

provides local anesthesia. We will inject it before we cut if we do an episiotomy and 

before we repair.  

 If you incur a small laceration requiring only a few stitches, we will stitch without 

anesthesia, as the number of needle punctures would be greater with anesthesia 

than without. Local anesthesia provides good pain relief but is not completely 

effective on the skin, so some sensation will be felt after injection. 

Postpartum Guidelines for Mothers 

Keeping TBC Informed 

If you have any problems, call us immediately. Keep your Postpartum Assessment Record 

and Report by the telephone each morning for the first three days. Call us between 10am 

and 12pm. On the second or third day postpartum, a nurse or midwife will make a home 

visit to evaluate you and your baby and perform lab tests on the baby. 

Rest 

Get plenty of rest for the first two weeks. You will be able to care for yourself and the baby, 

but don’t expect too much of yourself. You will need a substitute for general household 
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duties (cooking, cleaning, laundry, shopping, and caring for other children) for at least one 

week. Rest when the baby is sleeping and keep visitors to a few close friends and family 

who will also pitch in to help while they are visiting. Remember that  fatigue decreases 

your breast milk supply and your ability to cope with these new added responsibilities. 

Baths and Showers 

Sitting in a warm bath at least 3 times a day will aid in the healing of stitches, keep your 

perineum clean, and decrease discomfort from hemorrhoids and stitches. Have someone 

thoroughly clean the tub for you prior to your using the tub. Do not wash yourself and then 

soak in the water.  Instead, use showers to cleanse your body. Showers are also helpful in 

relieving breast discomfort associated with engorgement. 

Urinating 

For difficulty urinating, try a warm shower or a warm tub soak. Leave water running while 

you are in the tub or spray water over your perineum with a squirt bottle while sitting on 

the toilet. 

Bowel Movements 

You will probably have your first bowel movement within three days after delivery. Drink 

plenty of fluids (4-6 large glasses per day) and eat a diet high in fiber, such as raw fruits 

and vegetables, bran, and whole wheat products. If necessary, you may take a stool softener 

such as Metamucil or Pericolace (both available over the counter). Avoid strong laxatives.  

Cramps 

Afterbirth pains are usually not severe with the first baby but increase noticeably with each 

birth. For the pain, you may take 1-3 tablets of ibuprofen (Motrin, Advil, or Nuprin) every 

4-6 hours as needed. If this does not work, call TBC. 

Vaginal Bleeding 

If you should bleed heavily (soak more than one pad per hour) or pass a clot larger than a 

lemon, empty your bladder, lie down with an ice bag on your abdomen, and nurse the baby. 

If this does not stop the bleeding, call TBC. Generally, the first 24 hours are like a heavy 

period. By the third day the bleeding will have thinned and have lightened in color. By the 

tenth day the bleeding should turn to spotting pale, pink, watery fluid that is just enough to 

require a light-flow pad. If after the third day the bleeding becomes bright red and heavy 

again, it is often a signal that you are doing too much and need to slow down. 
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Stitches and Hemorrhoids 

Sitting in a warm bath several times a day will feel good to your bottom whether the 

discomfort is as a result of stitches, hemorrhoids, or bruising from birth. You may also 

apply witch hazel compresses (TUCKS) to the area or use an anesthetic spray.  

Breasts 

When the breasts begin to feel heavy, you will find comfort in a good, supportive nursing 

bra. This extreme fullness (due to engorgement of the tissues as the milk comes into the 

breasts) may be noticed on the second or third day. The discomfort lasts only 12-24 hours 

and can be alleviated by frequent nursing and applying heat compresses to the breasts 

prior to nursing to aid the let-down reflex. Air dry the nipples after each nursing. If the 

nipples are sore, you may apply breast milk or Lansinoh (purified lanolin). Nipple 

tenderness as the baby latches on can be a normal for the first two weeks of breastfeeding. 

However, breastfeeding is not supposed to hurt. If you’re experiencing pain, call TBC or one 

of the breastfeeding support services listed in your handbook. 

Activity and Exercise 

Listen to your body and let it be the guide to activity and exercise. You should limit your 

stair climbing to once per day at least for the first few days. If your only bathroom is on the 

second floor, then you should remain there. You may go out for a ride or for dinner when 

you begin to have “cabin fever.” Have someone else drive, however, as we recommend that 

you not drive for two weeks. Begin Kegel exercises immediately and modified abdominal 

exercises in 2-3 weeks after delivery. 

Intercourse 

Intercourse should be postponed until you have had your 6-week postpartum checkup. At 

that time, your CNM will discuss birth control plans with you. 

Postpartum Examination 

We need to see you around 6 weeks postpartum. Please call TBC to schedule an 

appointment a few weeks prior or schedule this appointment at the time of your 1-week 

postpartum checkup. 
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Postpartum Blues and Depression 

Feelings of anxiety, irritation, mood swings, tearfulness, and restlessness are common in 

the week or two after birth. These feelings are often called the postpartum or "baby blues." 

Many of these feelings are caused by lack of sleep and major changes that take place when 

you bring a new baby home. 

 

Postpartum depression may occur when the baby blues do not subside or when signs of 

depression start one or more months after childbirth. 

 

The symptoms of postpartum depression are the same as the symptoms of depression that 

occur at other times in life. Along with a sad or depressed mood, you may have agitation or 

irritability, changes in appetite, feelings of worthlessness or guilt, feeling like 

you're withdrawn or disconnected, lack of pleasure or interest in most or all activities, loss 

of concentration, loss of energy, anxiety, thoughts of death or suicide, trouble sleeping. 

 

A mother with postpartum depression may also be unable to care for herself or her baby.  

She may be afraid to be alone with her baby and have negative feelings towards the baby.   

Do not be afraid to seek help right away if you feel overwhelmed and are afraid that you 

may hurt your baby. 

What can you do 

Moms who have symptoms of postpartum depression: 

 Should contact a midwife or other professional.  

 Ask family and friends for help with the baby or any other needs.   

 Talk about your feelings with your partner, family and friends. 

 Rest…… sleep when the baby sleeps. 

 Be kind to yourself.  

 Don’t do too much or try to be perfect.  

 Do something for you everyday 

 Talk with other moms 

 Join a support group 

 

Having good social support from family, friends, and coworkers may help reduce the 

seriousness of postpartum depression, but may not prevent it. 

Postpartum Anxiety and Depression Resources* 

 State of Delaware Crisis Hotline: 302-577-2484 or 302-428-2118 
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 Postpartum Support International http://www.postpartum.net 

 Christina Center for Women’s Emotional Wellness: 302-733-6662 

o Megan O’Hara LCSW 

o Malina Spirito PYSD, MEd 

o Anne deCaire PMHNP 

 

 

 

 Tranquility Counseling: Newark, DE, 302-733-0700 

 Appoquinimink Counseling Services: Middletown, DE,  Dawn Schatz, LCSW,           

302-898-1616 

 The Brandywine Center: Wilmington, DE, Robin Sesan, PhD 302-475-1880 

 Rose Straub LPCMH, NCC: Wilmington, DE,  302-295-9671 

 The Postpartum Stress Center: Dover, DE, Amy Didden LCSW, 302-231-2312 

 Broudy and Associates: Wilmington, DE, 302-655-7110 

 Mid-Atlantic Behavioral Health: Newark, DE, Aimee McFarland, LCSW  

302-224-1400 

 Therapy for Women: Philadelphia & Wyndmoor, PA, Jeanine O’Rourke LSCW, 215-

206-2931 

 Women’s Emotional Wellness Center: (The Nest Program) Newtown Square, PA: 

888-227-3898 option 2  

 Nest Counseling: Megan Ellow LCSW, Wilmington, DE  

 Aurora Counseling, LLC: at The Birth Center, Gretchen Anderton, LCSW, PhD (302) 

514-3800 

 

*Ask a midwife for a complete list of resources for anxiety and postpartum resources.  

Newborn Guidelines for Parents 

Keeping TBC Informed 

If you have any concern about the baby, please do not hesitate to call us. Keep the Newborn 

Assessment Record and report your findings to us each morning between 10am-12pm for 

the first three mornings following delivery. 

Newborns’ Breathing Patterns 

Babies make all sorts of sounds with normal breathing. It is normally irregular with rapid, 

shallow respirations alternating with deep, slow, respirations. The most common breathing 
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sounds come from small amounts of mucus in the nose and throat. Babies will also have 

periods of very quiet breathing. When babies cry vigorously, they become red in the face 

and take deep, gasping breaths. Notify TBC if you notice any of the following abnormal 

breathing patterns: 

 

 

 

 Grunting: This is labored breathing with a consistent grunting sound at each 

expiration (breathing out). 

 Retractions: This describes the concave or rounded inward appearance of the rib 

bones and the outline of the breastbone with every inspiration (breathing in) in the 

absence of vigorous crying. 

 Rapid Breathing: Rapid breathing consists of more than 80 inspirations per minute. 

Rapid breathing that persists for more than 15 minutes is abnormal. 

Color 
A small amount of bluishness around the lips, hands and feet is normal for a newborn. 

There may also be some mottling on the chest or abdomen. Notify TBC if your baby shows 

pronounced blue or gray coloring. 

 

Temperature 
A newborn’s temperature may be unstable for the first few days. Take the temperature 

under the arm or by scanning the forehead using a temporal thermometer. If the 

temperature is below 97° or above 99° Fahrenheit, call TBC. If the temperature is below 

97°, take off all the baby’s clothes, place him/her skin to skin with the warmest person  and 

cover with warmed blankets. Call TBC if you cannot bring the baby’s temperature to 97° in 

15-20 minutes. 

 

Feeding 
Take note of the strength of your baby’s suck: it should be a strong and vigorous suck. 

Nurse the baby whenever the baby appears to be hungry but do not let the baby go more 

than 4 hours without a feeding in the first month. Breastfeeding is often erratic in schedule 

the first few months but usually there will be 10-12 feedings in a 24-hour period. The baby 

may nurse as long as desired at the first breast; then, if the baby is willing to continue 

nursing, offer the second breast. Start with the second breast at the next feeding. Frequent 

nursing in the first few days help the baby’s bowels to move, thereby helping the baby 

eliminate the meconium and lessening the likelihood of a problem with jaundice. Frequent 

sucking encourages more milk production and keeps engorgement to a minimum.  
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Urine 
Please note the time of the first wet diaper. If the baby has not had a wet diaper within the 

first 24 hours of his/her being born, please notify us. After your breast milk comes in, 6 or 

more saturated diapers per day will reassure you that the baby is getting an adequate 

supply of milk. Also, please note that red-tinged urine or crystallized spots on the diaper in 

the first few days are normal fetal urine. 

Bowel Movements 
The first bowel movements are large, sticky, black stools called meconium. Make note of 

the time of the first bowel movement. It normally occurs within the first 24 hours. The 

transitional stool between meconium and the milk stool will range in color from brown to 

green and will be quite soft. The breast milk stool is mustard colored, runny, and seedy. The 

formula stool is yellow and has a more formed consistency. Notify TBC if the baby has not 

had his first meconium stool within 24 hours of birth. 

 

Body Movements 
Most babies’ movements are initially somewhat jerky. The startle reflex is normal in the 

first 3-4 months. Babies move both arms and legs at the same time. Notify TBC if  the baby 

does not seem to move certain body parts at all or if he/she exhibits persistent, spasmodic 

twitching of the arms and legs. 

 

Jaundice 
Following birth, the newborn baby begins to break down excessive red blood cells that are 

no longer necessary. The liver metabolizes the red pigment matter (bilirubin) in the red 

blood cells. Sometimes because of the immature functioning or because of a backlog of cells 

to break down, the liver cannot keep up with the metabolizing of the bilirubin. As a result, 

the extra bilirubin circulating in the blood system give the baby’s skin and whites of the 

eyes a yellow appearance. Inspect the baby’s skin in the natural light of a window and look 

at the color of the skin and the eyes. If you suspect any yellowing of the skin or eyes, notify 

TBC 

 

Cord Care 
There is no long a need to use alcohol on the baby’s cord. Keep the diaper folded away from 

the umbilical cord and try to keep the cord open to air to facilitate drying. There may be 

one or two drops of blood when the cord separates. Notify TBC if the cord area has foul 

odor, if the skin of the abdomen around the umbilical cord becomes red, or if there is foul-

smelling pus draining from the cord. 
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Eyes 
The eyes are treated routinely with Erythromycin at birth. Sometimes a clogged tear duct 

can cause discharge in the eye, but any purulent discharge should be brought to our 

attention. 

Circumcision 
If you wish to have your son circumcised, notify TBC within 48 hours after the birth so 

arrangements can be made with one of our consulting doctors at TBC or St. Francis 

Hospital Healthcare Family Practice, to perform the surgery within 10 days of birth; or at AI 

DuPont Hospital for Children within the first 28 days (see the section on circumcision for 

more information). 

Bathing 
Sponge bathe the baby, especially the diaper area, with mild soap (Ivory or baby soap) until 

the cord is off and the umbilical area is dry. Then you may tub bathe the baby. 

Baby Appointment 
Your pediatric or family practice provider must examine the baby  in the first 24-48 hours 

after birth. Call your provider for an appointment.  

Safe Sleep Environment  
Parents who know about SIDS may think about it as their worst nightmare. Sudden infant 

death syndrome is known as SIDS or crib death. It’s when a baby 12 months or younger 

dies during sleep with no warning signs or a clear reason. 

 

Before your worries keep you from sleeping at night, know that although there is no 100% 

way to prevent SIDS, there is a lot you can do to lower your baby’s risk. Since the American 

Academy of Pediatrics issued its safe sleep recommendations in 1992 and launched its 

"Back to Sleep" campaign in 1994, the SIDS rate has dropped more than 60%. In 2015, the 

CDC noted 39.4 deaths per 100,000 live births compared to 154.5 deaths in 1990. 

What Does a Safe Sleep Environment Look Like? 

Safe Sleep Recommendations 

 Always place baby on his or her back to sleep, for naps and night. 

 Do not smoke or let anyone smoke around your baby. 

 Baby’s Sleep area next to where parents sleep. 

 Dress your baby in sleep clothing such as a one-piece sleeper, and do not use a blanket. 
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 Baby should not sleep in an adult bed, on a couch, or on a chair alone, with you, or with 

anyone else. 

 Use a firm sleep surface, such as a mattress in a safety approved crib, covered by a fitted 

sheet. 

 Son not use pillows, blankets, sheepskin, or crib bumpers anywhere in your baby’s sleep 

area. 

 Make sure nothing covers the baby’s head. 

 Keep soft objects, toys, and loose bedding out of your baby’s sleep area. 

 

Cribs: New Federal Requirements 

 Improve slat strength 

 Improve mattress support durability 

 Prohibit traditional drop sides 

 Require tougher testing 

 Make hardware stronger 

 

For more information on crib safety guidelines, contact the Consumer Product Safety 

Commission at 1-800-638-2722 or www.cpsc.gov 

Cord Blood Collection 

Years of medical research have led to an amazing discovery: the blood in a baby’s umbilical 

cord, cord blood, contains special cells which can be used to treat a variety of life-

threatening diseases, including leukemia and other cancers and blood and immune 

disorders. In just the last few years, hundreds of acutely ill patients have received 

treatment because of this tremendous medical advance. Now families with a history of 

cancer or immune system disorders can store their baby’s cord blood in case it is ever 

needed for future disease treatment for the child or for other certain members of the 

family. Further, the cord blood may be donated at no cost to the donor. 

 

Through an easy, quick procedure, cord blood is painlessly collected via syringe from the 

umbilical cord by your midwife. The procedure does not interfere in any way with your 

birthing experience. The blood is then sealed in specially designed packaging for shipment 

to the lab. Once received, the blood is tested, processed and banked (Cord Blood Registry/ 

Cord Blood: Making an Informed Choice). 

 

Although the collection process is quick and easy, the registration process is lengthy. 

Therefore, clients should establish a connection with a cord blood company early in the 

pregnancy if one wishes to pursue this. 
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Circumcision Information for Parents 

Parents-to-be should carefully weigh the benefits and risks of circumcision. The decision 

about whether or not to circumcise is a personal one and must be the choice of the child’s 

parents. However, many parents are not aware of the negative aspects of circumcision nor 

are they educated in the benefits and risks of not circumcising. The purpose of this section 

of your handbook is to provide you with some facts regarding circumcision in order to help 

you make an informed decision.  

 

Regarding whether circumcision is medically necessary, in 2013, the American Academy of 

Pediatrics (AAP) released a position statement stating that health benefits of newborn male 

circumcision outweigh the risks. However, the AAP recommends that parents make the 

final decision based on religious, ethical, cultural beliefs, and personal preferences and 

allows that medical benefits alone may not outweigh these other considerations for 

individual families. The recent policy statement has been widely criticized for being 

culturally biased. The National Organization of Circumcision Information Resource Centers 

(NOCIRC) takes a strong anti circumcision position stating that “routine circumcision is 

NOT a medical issue or a social issue. It is a sexual  

 

issue and a human rights issue.”  Please refer to these websites for more information: 

American Academy of Pediatrics - www.aap.org The National Organization of Circumcision 

Information – www.nocirc.com  

If newborn circumcisions are not medically necessary, why are 

they done? 

The following information, except where noted, was taken from a pamphlet published by 

the International Childbirth Education Association. Some Muslims and Jews practice 

circumcision for religious reason. In many parts of the world, circumcision is almost never 

performed. The most common reason for circumcision is that it might prevent future 

problems. Some believe that the penis is easier to clean or that infections of the penis are 

less likely to occur in males who have been circumcised. It was believed that cancer of the 

penis would occur less frequently in circumcised men. While there is a documented 

increase in urinary tract infections in uncircumcised males, infections of the uncircumcised 

penis are rare as is cancer of the penis. It is unlikely that a male would later develop 

problems that would require circumcision.  

 

Many parents choose circumcision for social reasons. If the baby’s father or brothers are 

circumcised, parents may feel the need to have him look like his father or brothers. Some 

http://www.aap.org/
http://www.nocirc.com/
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parents are concerned that a child will suffer ridicule and embarrassment if he is different 

from his peers. This is less of a concern now as more parents decide against routine 

circumcision.  

How are newborn circumcisions done? 

Newborn circumcisions are done during the first 28 days of life only when the infant is 

healthy and full term. It is generally accepted that babies should be at least one day old 

before circumcision is performed. Circumcisions performed immediately after birth are 

discouraged since the baby has not had time to stabilize and make the necessary transition 

to life. The technique used for the circumcision depends on the doctor performing it.  

 

Parents are required to sign a consent form giving authorization for circumcision. 

Does the baby feel the circumcision operation? 

Most often local anesthesia is used when baby boys are circumcised. The effectiveness of 

this procedure varies from infant to infant. It is important that parents understand that 

babies do have sensitive nerve endings and can feel discomfort and pain. It is unknown 

how this perception of pain as a newborn will affect the child later in life. Studies have 

shown that newborns are aware and responsive to their surroundings. It may be 

reassuring for one or both parents to be with their baby at this time. Cuddling the baby at 

the time of circumcision or immediately after may help reduce the baby’s discomfort and 

stress levels. 

Are there any complications with circumcision? 

Circumcision is surgery. With any surgery there are inherent risks. It is difficult to get 

accurate figures of the risk factors because researchers have reported differing rates of 

circumcision complications. One large study, however, found that two babies out of every 

one hundred had a complication following circumcision. The most common problems of 

circumcision are excessive bleeding, infection, and injury to the penis itself. 

Care of the Uncircumcised Penis 

Our son is not circumcised. When will his foreskin retract? 

In the first several years your son’s foreskin will separate from the tip of the penis. Some 

foreskins separate soon after birth or even before birth, but this is rare. When it happens is 

different for every child. It may take a few weeks, months, or years. Once this happens, the 

foreskin can be pulled back away from the tip of the penis. This is called foreskin retraction. 
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Most boys will be able to retract their foreskins by the time they are 5 years old, yet others 

will not be able to until the teen years. As a boy becomes more aware of his body, he will 

most likely discover how to retract his own foreskin. But foreskin retraction should never 

be forced. Until the foreskin fully separates, try not to pull it back. Forcing the foreskin to 

retract before it is ready can cause severe pain, bleeding and tears in the skin. 

Smegma 

When the foreskin separates from the head of the penis, skin cells are shed. These skin cells 

may look white, pearl-like lumps under the foreskin. These are called smegma. Smegma is 

normal and nothing to worry about. 

Cleaning 

If your son’s foreskin separates before he reaches puberty, an occasional retraction with 

cleansing beneath will do. Once your son starts puberty, he should clean beneath his 

foreskin as a part of his daily routine, just like washing his hair and brushing his teeth. 

 

Teach your son to clean his foreskin in the following way: 

 

Step 1: Gently pull the foreskin back away from the end of the penis. 

Step 2: Rinse underneath the foreskin with soap and warm water. 

Step 3: Pull the foreskin back over the penis. 

 

Published online: 9/07 Source: Care of the Uncircumcised Penis (copyright 2007 American 

Academy of Pediatrics, updated 6/07.) 

Physical Attributes of Your Newborn 

Color of Skin  

Pink hands and feet, may be pale or slightly blue. If parents are black or Latino, baby may 

have black marks on his/her lower back called Mongolian spots. 

Cry 

Varies as to individual baby. 
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Activity 

Various states. May be active alert, quiet alert, drowsy with vigorous movements, lightly or 

deeply asleep. 

Reflexes 

 Moro Reflex: Flings out arms and legs as if to grasp something 

 Babinski: Splays out toes when sole of foot is stimulated 

 Stepping Reflex: Makes walking movements. Disappears soon after birth. Reappears 

approximately one year later. 

 Rooting Reflex: When stroked at side of mouth, baby will turn head toward the 

stimulation and open mouth. This is the way the baby finds and takes nipple into 

mouth to initiate nursing. 

 Cough and Gag Reflex: Will cough and spit up mucus to protect against aspiration. 

 Head and Neck: Able to move head from side to side and lift head up if on  stomach. 

Scalp and Skull 

Skull bones may be overlapped at the suture lines. Sutures (dividing lines) allow the bones 

to move during the birth process helping the baby to squeeze through the pelvis. This 

natural process is called molding and rapidly resolves itself.  

 

Sometimes there is swelling of the scalp tissue as a result of pressure. This is called Caput 

Succedaneum and it resolves quickly.  

Fontanels  

The fontanels (“soft spots”) are soft to the touch and should not be bulging or caved in. 

Eyes 

Eyelids are puffy from pressure of the birth canal, but puffiness disappears rapidly. May 

have conjunctival hemorrhage as a result of pressure. Disappears in the first week of life. 

Can focus and see parents. May stare very intently. Eyes are a dark color. Color will change 

in the next few months. Eyes may become crossed (strabismus) due to weak eye muscles-

will resolve as muscles become stronger with use. 

Nose and Mouth 

Nose is flat. Babies breathe exclusively through their noses. They will sneeze to clear mucus 

out of their airway. The nose may have white spots under the skin. These are called Milia 

and will disappear. 
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Ears 

Babies are able to hear. The ears contain springy cartilage—may be bent in different 

directions from pressure in the uterus. Will resolve quickly. 

Thorax 

Should be symmetrical. Rises and falls with respiration. A sharp protuberance appears 

sometimes on inspiration. This is the xiphoid sternum, a piece of cartilage at the juncture of 

the ribs. 

Breasts 

Breast tissue in both boys and girls may become engorged when the mother’s milk comes 

in due to the mother’s hormones. They may even secrete fluid, “witch’s milk.” This requires 

no treatment and will subside. 

Clavicles 

Occasionally clavicles are fractured at birth, especially if there was difficulty with the 

shoulders. It does not need any treatment. 

Heart 

The CNM and doctor will listen to the heart to ensure that it has now taken up its 

independent role. There are occasional transitory heart murmurs picked up in the normal 

newborn which usually disappear in the first 24 hours. 

Lungs 

The doctor will listen to the lungs to ensure that they have expanded correctly. Baby’s 

respiration is normally irregular, about 40-60 breaths per minute—can be slow and deep 

then fast and shallow. 

Abdomen, Liver, Spleen, and Kidneys 

The abdomen is rounded and prominent—will rise and fall with respirations as they are 

largely diaphragmatic. The doctor examines the abdomen for any swelling or distention. 
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Jaundice in the Newborn 

What is Jaundice? 

A common condition in newborns, jaundice refers to the yellow color of the skin and whites 

of the eyes caused by excess bilirubin in the blood. Bilirubin is produced by the normal 

breakdown of red blood cells when they complete their life cycle and die off. 

Normally, bilirubin passes through the liver and is excreted as bile through the intestines. 

Jaundice occurs when bilirubin builds up faster than a newborn's liver can break it down 

and pass it from the body.  

There are several variables present in the first week of a newborn’s life, which make high 

levels of bilirubin and hence, jaundice. 

 Babies in utero have a much higher number of red blood cells to give them an 

adequate oxygen supply. After birth, the newborn gets oxygen quite easily through 

breathing, and does not need extra red blood cells. The excess number of red blood 

cells break down, producing bilirubin after birth.  

 Newborns make more bilirubin than adults do since they have more turnover of red 

blood cells. 

 The bilirubin becomes conjugated (or able to be excreted) by the liver, but the 

newborn’s liver is still fairly immature and is slower at conjugating bilirubin than an 

adult’s is. A newborn baby's still-developing liver may not yet be able to remove 

adequate bilirubin from the blood. 

 Too large an amount of bilirubin is reabsorbed from the intestines before the baby 

gets rid of it in the stool. The baby’s intestines are storing meconium (the thick, 

black, tar like substance that lines your baby's intestines during pregnancy). The 

longer the meconium sits in the intestine, the more time there is for the bilirubin it 

contains to become reabsorbed in the bloodstream, thus adding to the newborn’s 

load. This creates a backlog of bilirubin which then stores itself in the fatty tissue 

underneath the skin while it waits to be broken down in the liver. This storage 

causes the skin to turn yellow or to become jaundiced. As the baby’s liver catches up 

on its work, the jaundice slowly disappears. 

 

If jaundice becomes severe, however, it is known as hyperbilirubinemia, which in its worst 

form can cause brain damage due to build-up of unconjugated bilirubin in the brain tissue, 

but this condition is rare; when proper assessment and follow up are done, it does not 

occur. 
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How to Assess Jaundice 

Assessing the degree of jaundice yourself helps the CNM decide if a blood test needs to be 

done on the newborn to determine the bilirubin level in the blood. To make the 

assessment, follow these steps: 

 Undress the baby to his diaper in a comfortably warm room. 

 Hold the baby near a window with a strong indirect or direct light. It is best that it 

not be in a room painted yellow. 

 Press the baby’s forehead firmly with your finger. As you release, look at the color 

underneath. Is it white or a shade of yellow? 

 Continue down the baby’s face, upper torso, lower torso, arms, and legs, making the 

same assessment. 

 If the baby does have a yellow hue, assess where the yellow stops and starts 

changing back to white underneath. Jaundice is noticeable first in the head and 

gradually extends downward. 

How to Control Jaundice 

While a certain amount of jaundice in a newborn is normal, there are several ways you can 

help prevent the development of significant jaundice or hyperbilirubinemia.  One way is to 

nurse the baby frequently in the first few days of life. The nursing helps the baby’s 

intestines to contract and rapidly excrete the meconium. The faster the meconium is 

excreted, the less chance there is for the bilirubin in it to get reabsorbed and added to the 

liver’s workload.  

 

A second way is to sunbathe the baby. Sunlight has been shown to break down the bilirubin 

most effectively; in fact, one hour of sunlight equals 6 hours under the special bilirubin 

lights at the hospital. To sunbathe the baby, put him in a bassinet or on a blanket near a 

window with sun or indirect light (even on a cloudy day). Make sure the room is warm and 

take off the baby’s clothes except the diaper. Sunbathe the baby like this for 20-30 minutes 

twice a day. The baby won’t get sunburned through a window. 

If Jaundice Gets Severe 

Proper follow-up is needed if bilirubin levels get too high. The level of bilirubin normally 

peaks within 72-96 hours after birth. If the jaundice has reached a certain level, a blood test 

may be ordered by your pediatrician to assess the bilirubin level. The physician will 

determine if any follow-up is needed, such as further testing or treatment with special 

lights either at home or in the hospital. If the baby needs to be hospitalized, he is monitored 

more closely for bilirubin levels and placed under the bilirubin lights for a day or two. 
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These fluorescent lights are of a particular frequency that mimics the sun’s effects and 

cannot be purchased for use at home. 

 

Nursing Your Newborn: What to Expect in the Early 

Weeks 

The First Week 

How often should baby be nursing? 

 

 Aim to breastfeed your baby at least 8 times (ideally 10-12 times) in every 24-hour 

period.  Frequent breastfeeding encourages a good milk supply and helps reduce 

engorgement.  You can’t breastfeed too often during the first week.  

 

 Breastfeed your baby when he or she shows early hunger cues. These include 

stirring, rooting, smacking or licking lips, hands in mouth. Don’t wait until your baby 

is crying- this is a late hunger cue!  Allow your baby to have unlimited time at the 

breast when sucking actively. When your baby stops being active, offer the second 

breast.  If your baby is very sleepy, you may need to wake your baby to breastfeed if 

it has been 2-3 hours (during the day) or 4 hours (at night) since the beginning of 

the last breastfeeding session. 

 

Is Baby Getting Enough Milk? 

 

During the first week, track your baby’s diapers in the diaper logs to be sure your baby is 

getting enough milk.  

 

 Wet Diapers: Your baby should have at least one wet diaper for each day of life. (1 

on day 1, 2 on day 2, 3 on day 3, and so on).  Once your milk comes in (around day 

3), your baby should have 5-6+ wet diapers in every 24-hour period.  A sufficiently 

wet diaper should have at least 3 TBSP (45mL) of urine. Pour 3 TBSP (45mL) of 

water into a dry diaper to help you recognize what a sufficiently wet diaper should 

feel like.  

 

 Dirty Diapers: Your baby should have at least one dirty diaper for each day of life 

(1 on day 1, 2 on day 2, 3 on day 3).  Once your milk comes in (around day 3), your 

baby should have 3-4+ dirty diapers in every 24-hour period.  Some babies will have 

a dirty diaper for every breastfeeding session, and this is also normal. The poop 
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should be larger than the size of a US quarter to be considered a dirty diaper.  After 

day 4, the poop should appear yellow and loose (soft and runny) and may be seedy 

or curdy.  

 

 Weight Gain: Normal newborns may lose 7-9% of their birth weight in the first few 

days of life. After your milk comes in (around day 3), your baby should gain 5-7 oz. 

(150-210g) per week on average. Schedule a weight check for your baby at the end 

of the first week or beginning of the second week of life to ensure your baby is 

gaining weight appropriately. 

 

Breast Changes 
Your milk should start to “come in” around day 3.  This means that it will gradually increase 

in quantity and change from colostrum to mature milk.  Some mothers experience 

engorgement when their milk comes in.   

 To minimize engorgement: nurse often, don’t skip feedings, ensure good 

latch/positioning, and offer both breasts at feedings.  To help with swelling and 

discomfort associated with engorgement, use cold compresses between feedings.  

If your baby is having trouble latching due to engorgement, hand express enough 

to soften your nipple/areola, then try again. See the “Engorgement” information 

for more details.  

 

When to Contact your Pediatrician, Midwife, and/or Lactation Consultant:  

 Baby is having no (or less than adequate) wet or dirty diapers 

 Baby’s urine is dark colored after 36 hours (it should be pale yellow or clear) 

 Baby has dark colored stool after day 3 (it should be light brown or tan, then yellow) 

 Baby is not meeting the minimum number of feedings in a 24-hour period 

 You have symptoms of mastitis (sore breast with fever, chills, and flu-like aching) 

Weeks Two through Six 

How often should baby be nursing? 

 

 Aim to breastfeed your baby at least 8 times (ideally 10-12 times) in every 24-hour 

period.  Frequent breastfeeding encourages a good milk supply and helps reduce 

engorgement.  You can’t breastfeed too often during the first week.  

 

 Breastfeed your baby when he or she shows early hunger cues. These include 

stirring, rooting, smacking or licking lips, hands in mouth. Don’t wait until your baby 

is crying- this is a late hunger cue!  Allow your baby to have unlimited time at the 
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breast when sucking actively. When your baby stops being active, offer the second 

breast.  If your baby is very sleepy, you may need to wake your baby to breastfeed if 

it has been 2-3 hours (during the day) or 4 hours (at night) since the beginning of 

the last breastfeeding session.  Once your baby is at least two weeks old, back to his 

or her birth weight, and has established a good weight gain pattern, you can stop 

waking baby overnight to breastfeed. 

 

The following things are normal: 

 Varying feeding patterns from day-to-day 

 A typical breastfeeding session lasts 20-45 minutes 

 Cluster-feeding: frequent to constant breastfeeding for several hours (usually in the 

evenings) 

 Growth spurts: periods where baby nurses more often than usual for several days 

and may be fussy. Common growth spurt times include the first few days of life, 7-10 

days, 2-3 weeks, and 4-6 weeks. 

 

Is baby getting enough milk?  

 

 Wet Diapers: Your baby should have 5-6+ wet diapers in every 24-hour period.  3 

TBSP (45mL) is considered sufficiently wet.  After 6 weeks, some babies may drop 

to 4-5 in 24 hours, but the amount of urine will increase to 4-6+ TBSP (60-90mL) as 

baby’s bladder grows. 

 

 Dirty Diapers: Your baby should have 3-4+ dirty diapers in every 24-hour period.  

Some babies will have a dirty diaper for every breastfeeding session, and this is also 

normal. The poop should be larger than the size of a US quarter to be considered a 

dirty diaper.  After day 4, the poop should appear yellow and loose (soft and runny) 

and may be seedy or curdy.  After 4-6 weeks, some babies poop less frequently, as 

infrequently as once every 7-10 days. As long as baby is gaining well, this is normal. 

 

 Weight Gain: The average breastfed baby gains 5-7 ounces per week. Check with 

your Pediatrician or Lactation Consultant if your baby is not gaining as expected. 

Milk Supply 

Some moms worry about milk supply.  As long as baby is gaining well on your milk alone, 

your milk supply is good. Between weight checks, a sufficient number of wet and dirty 

diapers will let you know that your baby is getting enough to eat.  Breastfeeding at least 8 

times in every 24-hour period is an important way to encourage and protect a healthy milk 

supply.  
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Common Problems 

Many moms feel something is not right with breastfeeding.  Many concerns or problems 

can be resolved with the right latch and positioning.  For resources on breastfeeding 

problems and photos and. videos of latching and positioning, visit www.kellymom.com. 

 

Breastfeeding should not be painful. Some tenderness and sensitivity of the nipples in the 

early days of breastfeeding is common. This should improve after the first week and be 

resolved by 14 days. If you are experiencing pain, breakdown in your nipples (cracks, 

scabs, blisters, bleeding), or tenderness or sensitivity that does not improve, reach out to 

an International Board-Certified Lactation Consultant (IBCLC). 

 

You can always contact one of our IBCLC Lactation Consultants at The Birth Center at 302-

658-2229 ext. 4 OR by email at breastfeeding@thebirthcenter.com. 

Hand Expression 

For the first few days of baby’s life, before your milk comes in (around 72 hours after delivery), we 

recommend that you hand express after most breastfeeding sessions. This will help make sure you 

are draining your breast fully as you are learning how to breastfeed. Topping the baby off with this 

expressed colostrum prevents baby from losing too much weight in the first few days. Research 

shows that women who hand express after most feedings for the first 3 days have better future milk 

supplies. 

 

 

 

 

1. Before you start, wash your hands.  Gently massage your boobs to warm them up. 

2. Grab a hold your breast just behind your areola (the darker part of your breast). 

3. Squeeze gently, using your thumb and the rest of your fingers in a C-shape. This shouldn’t 

hurt. Don't squeeze the nipple directly, rather the tissue beyond the nipple.  

4. Push back into your breast tissue. 

http://balancedbreastfeeding.com/hand-expression/hand_expression/
http://www.kellymom.com/
mailto:breastfeeding@thebirthcenter.com
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5. Roll your fingers forward.  Release the pressure, then repeat, building up a rhythm. Try not 

to slide your fingers over the skin. At first, only drops will appear. That’s okay. Keep going 

for three to five minutes on each breast.  

6. When no more drops come out, move your fingers around and try a different section of your 

breast, and repeat. 

7. When the flow slows down, swap to the other breast. Keep changing breasts until the milk 

drips very slowly or stops altogether. 

8. If the milk doesn’t flow, try moving your fingers slightly towards the nipple or further away. 

You are free to do this however it works, as long as it doesn’t hurt! 

9. Sit baby up and very slowly tip just a drop or two into his open mouth. He will reflexively 

swallow this milk. This is also a great way to wake a sleepy baby up! 

Engorgement   

Engorgement is swelling in your breast tissue that is typically associated with your milk 

first coming in, about 3 days (72 hours) after baby is born. 

 

“Normal” engorgement means that your breasts feel fuller, warmer, heavier, and possibly a 

little swollen and uncomfortable.  A low-grade fever below 100.3 that lasts less than 24 

hours is also normal. 

 

It is NOT normal if: 

 Your breasts are so firm and tender that it is painful 

 Latching has become more difficult or painful 

 Your fever is higher than 100.4 (call your OB/midwife) 

 Your breasts have lumps that do not soften or get smaller after breastfeeding (call 

Lactation at The Birth Center) 

 Engorgement lasts longer than day 5 postpartum (call Lactation at The Birth Center) 

 

Treating Engorgement: 

 

Decrease Swelling: 

 Apply cold compresses (frozen peas or ice packs wrapped in thin towel) to your 

breasts for 20 minutes on/20 minutes off between breastfeeding sessions.  

 Take 600 mg ibuprofen every 6 hours. 

 OPTIONAL: Apply a cold, clean cabbage leaf to each breast and let it wilt (this can 

slightly decrease milk supply so limit to once per day). 

 

Remove Milk: 
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 About 5-10 minutes before breastfeeding, warm your breasts with a heating pad or 

warm washcloth. 

 Massage your breasts before and during breastfeeding. Start at the chest wall and 

move toward the nipple.  

 Breastfeed frequently and on demand. Aim for 10+ feedings in 24 hours. Don’t let 

the baby go longer than 3 hours between feedings. 

 

Prevent Overly Full Breasts: 

 If your breast feels very full and firm prior to a feeding, hand express, hand pump, or 

use a Haakaa to remove just a little milk.  This could help you to more comfortably 

latch your baby. 

 Try not to pump, unless your breasts are uncomfortably full after or between 

breastfeeding sessions. In this case, hand pump, hand express, or use the Haakaa to 

remove just a little milk to keep yourself comfortable until the next breastfeeding 

session.  

 Encourage your baby to drink from both breasts at feedings.  

 If you are unable to latch (or comfortably latch) see “Difficulty Latching” section. 

 

Contact Your Midwife/OB if: 

 You have a fever of 100.4 or higher 

 You feel flu-like symptoms, body aches, and/or chills 

 You have a very painful, possibly red, warm lump in on or both of your breasts 

Breast Compressions 

A breast compression is when a woman gently squeezes her breasts while breastfeeding or 

pumping to increase the flow of milk. 

 

Breast Compressions Help: 

 Keep your baby actively drinking rather than sleeping while breastfeeding. 

 Decrease the duration of a pumping session or breastfeeding session. 

 Increase the volume of milk your baby drinks during a breastfeeding session. 

 Drain your breasts more effectively. 

 Prevent plugged ducts and mastitis. 

 Increase the volume of milk you collect during a pumping session. 

How to Use Breast Compressions:  

1. Once your baby is latched, watch for active, productive drinking. This means your 

baby is swallowing with every 1-2 sucks.   
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2. When your baby slows from this pattern or stops swallowing, make a C-shape with 

your hand and gently squeeze and hold a section of your breast.  

3. Look to see if this makes baby return to active drinking with more swallows. If so, 

hold that spot.  If your baby doesn’t begin to drink, move to a different section of 

your breast. 

4. When baby slows or stops again, move your hand to a different section and continue 

moving to different areas to encourage your baby to keep actively drinking. 

5. Once you can no longer encourage drinking and you’ve compressed all areas of your 

breast, unlatch your baby, try for a burp, then offer your baby the other breast and 

repeat. 

 

Notes About Breast Compressions:  

 Experiment with how your hold your hand and squeeze our breast. If your breasts 

are very firm, it can be difficulty to squeeze with a C-shape.  Try running your flat 

hand, down your breast from chest wall toward your nipple.  Try kneading your 

breast with a close fist working from deep in your breast toward the nipple. 

 When you are pumping, watch for the milk to spray.  When this spray slows or 

stops, begin doing compressions.  Anytime you see sprays, hold that compression 

until the spray stops.  Then move to a different section of your breast. 

Nipple Care 

You can expect discomfort with breastfeeding during the first 2 weeks that you may 

describe as “tender or sore.”  

 When the baby first latches on, take a deep breath, because it can be intense. After 

about 30 seconds, you should describe the sensation as “pulling or tugging.” 

 Your nipples may look a little pink or chafed in the first week or two. By the end of 

the first week, your nipple should be getting better, not worse.  

 You should find that using Lanolin or a non-Lanolin nipple butter is soothing after 

feedings and helps your nipples feel ready for the next feeding.  

  

It is not normal if: 

 Breastfeeding feels “extremely painful, toe curling, excruciating, or very pinchy.”  

 Your nipples are cracked, bleeding or have open wounds.  

 After the first week your nipples are getting worse, not better.  

 

General Nipple Care 

For every breastfeeding mother: 

1. Wash your hands before every breastfeeding session. 
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2. After breastfeeding, express your own milk out onto your nipples and let air dry. 

3. Apply a pea sized amount of lanolin or nipple balm/butter. There is no need to wipe 

this off before breastfeeding. 

 

Care for Sore, but Intact Nipples 

For nipples that feel sore, but are not cracked, bleeding, or scabbed: 

1. General nipple care from above. 

2. Leave your nipples open to air whenever possible if it feels good.  

3. If open air feels more painful, use a clean, dry breast pad and wear a nursing bra. 

4. Call to schedule an appointment with a Lactation Consultant (IBCLC) 

 

Care for Sore, Cracked Nipples 

For nipples with open wounds such as cracks, blisters, scabs: 

1. Wash your hands before touching your nipples. 

2. After breastfeeding, cleanse your nipples with normal saline (such as infant saline 

nose drops). 

3. Then, express some of our milk out onto your nipples and let air dry or pat dry with 

clean piece of gauze. 

4. Apply lanolin, nipple butter/balm, or All Purpose Nipple Ointment (APNO) if your 

OB/midwife/IBCLC has prescribed this. There is no need to wipe any of these off 

before breastfeeding. 

 

Contact a Lactation Consultant (IBCLC) if: 

 You can’t get a comfortable latch. 

You have open cracks or wounds on your nipples. 

You have lumps in your breasts that aren’t softening after breastfeeding. 

 

Contact your Midwife or OB ASAP if: 

 You spike a fever of 100.4 or higher. 

Feel flu-like symptoms (chills, body aches) 

You have a very painful, red, warm lump in one or both of your breasts. 

Nipple Shields 

Nipple shields are an excellent breastfeeding tool to help with babies who have difficulty 

latching or transferring milk.  They are also useful for protecting sore or damaged nipples 

to promote healing.  It is important to use nipple shields under the guidance of a Lactation 

Consultant (IBCLC).  We recommend using the Medela Contact size 24mm (M) nipple 
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shield.  Rarely, there will be times that a different brand or size of nipple shield is 

appropriate. 

 

Applying the nipple shield: 

1. Partially invert the nipple shield and center it over your nipple.  Once your nipple is 

centered, allow the sides to stick to your breast. 

2. The cut out should be placed where baby’s nose will be once you latch. If the sides 

flip back onto baby’s face, it’s ok as baby’s nose will not be blocked. 

 

Latching to the nipple shield:  

1. Use the same positioning as you would when latching without the shield but line the 

baby up mouth-to-nipple shield.  

2. When baby roots and opens wide, give baby a quick push to bring him onto the 

shield. 

3. If baby doesn’t start sucking and/or pulls away, reposition baby and try again.  

4. Both of baby’s lips should be flayed out like a fish when latched to the shield. You 

can use your clean fingers to manipulate baby’s lips to flay them out if needed.  

5. Baby should be latched deeply onto the shield, not just sucking on the end of it.  

Baby’s lips should be touching your breast tissue and you shouldn’t see the shield 

popping in and out of your baby’s mouth.  If you notice this, pull baby in closer to 

you and be sure that your baby’s chin is tipped into your breast and nose falls away 

(drinking position). 

6. When baby is sucking, it should feel like tugging, not pinching. If it feels like 

pinching, check to make sure your nipple is centered in the shield. 

 

Making sure the nipple shield is working:  

1. Once your milk is in, you should see baby swallowing while breastfeeding with the 

nipple shield.  

2. After breastfeeding, you should see a little milk left behind in the nipple shield.  

3. Your breasts should feel softer after breastfeeding. 

4. Baby should be meeting minimum number of wet and dirty diapers appropriate for 

age. 

5. You should not feel pain while breastfeeding with the nipple shield. 

6. Your baby should seem satisfied after breastfeeding. 

 

 

It is important to see a Lactation Consultant (IBCLC) regularly when using a nipple 

shield to ensure that you are using it properly.  Nipple shields are a short-term tool, 

and your IBCLC will determine the reason for use and develop a plan to improve the 
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circumstances.  Your IBCLC can help you wean from the nipple shield when the time is 

right.  

Plugged Ducts 

A plugged duct happens when milk doesn’t drain well from your breast and results in a 

firm, tender section of your breast.  Some women feel a lump inside their breast the size of 

a walnut, a golf ball, or even a tennis ball.  Other women feel a long tube in their breast from 

the chest wall to the nipple.  Others feel a whole section of their breast that just feels 

“hard.”  Generally, the breast tissue also swells, so it is more difficult for this milk to drain. 

 

Treatment: 

Move Milk 

Before breastfeeding/pumping: 

 Use a warm compress such as a warm washcloth, rice sock, or heating pad to warm 

the plugged area for 5-10 minutes prior to feeding or pumping 

During breastfeeding: 

 Continue to apply warmth to the plugged area. 

 Use massage downward toward the nipple at the site of the plug. 

 Try to position your baby so his/her chin is at the site of the plug.  You can do this by 

dangling your breast over baby while he/she lays on the bed or floor. 

After breastfeeding: 

 If the plug has not decreased in size, pump for 10-15 minutes while using warmth 

and massage. 

 

Decrease Swelling 

After and between breastfeeding or pumping: 

 Take 600 mg. ibuprofen every 6 hours around the clock. 

 Use cold compresses such as a bag of ice wrapped in a towel to the tender, swollen 

area(s) of your breast for 20 minutes on, 20 minutes off. 

Get Help 

Follow the Mastitis section if: 

 You develop a low-grade fever. 

 You develop flu-like symptoms (chills, body aches). 

 Your breast is red, warm to the touch, or very tender. 

Contact Lactation at The Birth Center if: 

 If your plug does not soften or get smaller after breastfeeding or pumping. 

 You have repeated plugged ducts or mastitis more often than once while 

breastfeeding. 
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Contact your Midwife/OB if: 

 You have a plug that does not improve after 3 days. 

 You develop a fever of 100.4 F or higher. 

Mastitis 

Mastitis is a breast infection. Symptoms of mastitis are flu-like symptoms such as fever, 

body aches, and chills.  One breast may be red, warm, and tender to the touch.  Mastitis 

often comes with or shortly after a plugged duct, but sometimes it develops quickly before 

a plugged duct has been noticed.   

 

Treatment 

If you suspect that you have mastitis, call your Midwife or OB.  Sometimes it is possible to 

treat mastitis without antibiotics, but other times antibiotics are necessary. Your Midwife 

or OB will discuss your symptoms and decide the best course of treatment. 

 

It is safe to continue to feed your baby milk from the infected breast.  You should continue 

to breastfeed and/or pump in order to drain the milk from the affected breast.  If you stop 

breastfeeding or pumping while you have mastitis, it can lead to a very severe complication 

called an abscess. 

 

Mastitis Flush: 

Begin this plan as soon as possible after suspecting Mastitis and continue whether or not 

you are taking antibiotics as long as symptoms persist. 

1. Follow the “Plugged Duct” sheet. 

2. Take 3,000-4,000 mg of Vitamin C per day. 

3. Drink plenty of fluids, eat well, and rest. 

 

Get Help 

1. Contact your Midwife or OB if you spike a fever of 100.4 F or higher. 

2. Contact your Lactation Consultant (IBCLC) if you have recurrent plugged ducts 

(more than 3 per month) or mastitis more than once while breastfeeding.  

Supplementation 

Sometimes, it is recommended to supplement a breastfed baby with pumped breast milk or 

formula.  This does not mean that breastfeeding is over.  A well-fed baby is a stronger 

breastfeeder. 
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Reasons to Supplement a Breastfed Baby: 

 low blood sugar (determined by doctors or nurses after birth) 

 inadequate output (fewer than minimums listed in the chart on reverse) 

 greater than 7-9% weight loss in the first few days of life 

 slow weight gain (less than 5 oz. per week until 4 months, then, less than 4 oz. per 

week) 

 seeming hungry after breastfeeding sessions (this is a judgement call) 

 not back to birth weight by 2 weeks 

 

1. Breastfeed Your Baby 

 

Aim for 8-12 feedings in a 24-hour period, going no longer than 3 hours between feedings. 

 

Breastfeed your baby from both breasts. While breastfeeding, be sure you have a deep latch 

and watch and listen for swallowing.  Use breast compressions when the baby is sucking to 

encourage swallowing.  

 

2. Supplement Your Baby 

 

Offer your baby infant formula or expressed/pumped breast milk after breastfeeding. 

Use paced bottle-feeding technique.  

 

The amount that you need to supplement will vary and can be determined during an in-

person consultation.  Follow the chart on the back of this page to determine the 

appropriate total feeding size for your baby based on his or her age.  Consider that your 

baby may be getting a portion of this feeding at the breast, but don’t hesitate to offer the 

full amount in a bottle if needed.  Start with approximately half the recommended feeding 

amount via supplementation, and if baby still seems hungry, offer the full amount.  We 

would prefer the baby get a little too much rather than too little to eat. 

Baby’s Age Baby’s Total Intake per 

feeding (at least 8 in 24 

hours) 

Minimum Diaper Output 

48-72 hours 15-30mL (0.5-1 oz.) 3 pees & 3 poops 

72-96 hours 30-60mL (1-2 oz.) 4 pees & 3 poops 

5-7 days 45-60mL (1.5-2 oz.) 5 pees & 3 poops 
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3. Protect Your Milk Supply 

Pump your breasts once for each supplemental bottle that you give your baby. For example, 

if your baby gets 2 supplemental bottles each day, you should pump twice. If your baby gets 

4 supplemental bottles each day, you should pump 4 times. If your baby is supplemented 

after every feeding, you should pump 6-8 times in a 24-hour period. 

 

Use a high quality double electric breast pump.  Pump both breasts for about 15-20 

minutes and aim to do this within 15 minutes of when your baby finishes breastfeeding.  

Use the highest comfortable suction level while you pump.   

 

Don’t be discouraged if you don’t collect very much milk.  This extra pumping is your way 

of asking your body to make more milk, and that takes time.  If you do collect milk, you can 

use that milk to supplement the baby. 

 

4. See Lactation at The Birth Center for an In-Person Appointment 

We can assess your milk supply, determine which factors are impacting your baby’s need 

for supplementation, and give you a personalized plan. 

Fussy Times and Cluster Feeding 

It is common for newborn babies to have a fussy time or “witching hour” each day.  For 

most babies, this happens in the evening, but it can happen at any time of the day or night.  

Usually, babies grow out of this by 6-8 weeks.  During the fussy time, your baby may be 

more difficult to soothe, want to breastfeed more frequently, and want to be held. 

 

This phenomenon is most likely due to the slightly lower volume of milk that most women 

have in the evening.  Evening milk also tends to be thicker and fattier, so many babies like 

to “tank up,” and nurse more frequently during the evening before sleeping a longer 

stretch.  Babies are often over tired and stimulated at this time of day, and that makes them 

more easily frustrated and difficult to soothe. 

 

How to Handle Cluster Feeding: 

1-2 weeks 60mL (2 oz.) 5 pees & 3 poops 

2-3 weeks 60-90mL (2-3 oz.) 5 pees, poops vary 

3-4 weeks + 75-120mL (2.5-4 oz.) 5 pees, poops vary 
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1. Plan for it.  If you are noticing a pattern in your baby, plan to spend a few hours 

doing nothing more than holding your baby and breastfeeding.  Find something to 

watch on TV, pick a comfortable spot, and make sure you have snacks and water 

close by to where you’ll be.  

2. Take turns with your partner.  If you need a break, try setting a limit of about 45 

minutes of breastfeeding, then 15-30 minutes off.  Your partner can soothe baby 

during your breaks while you eat, use the bathroom, listen to music, shower, etc. 

 

Tips for Soothing Baby During Fussy Times: 

As most babies are over stimulated during their fussy times, it can be difficulty to soothe 

them with toys, music, talking, eye contact, or activity.  Try using the 5 S’s developed by Dr. 

Harvey Karp to soothe your baby.  Sometimes you can use a few of the S’s to calm your 

baby, other times you may need to use all 5 together. 

1. Swaddle. Newborns feel more secure and comfortable when they are swaddled with 

their arms and hands in. 

2. Side or Stomach. Hold your baby on his/her side or stomach in your arm(s) or over 

your shoulder. 

3. Shush. Use a white noise machine or just “shhhhhhhh.” 

4. Swing. Newborns like movement because they are used to moving with you while in 

the womb. Use small swinging motions, no more than 1 inch back and forth. 

5. Suck. You can let your baby suck on your finger or a pacifier. 

Checklist for Sibling Support Person

If you plan for a sibling to attend the birth, his/her support person is as important as your 

support person. The support person should be someone with whom you feel comfortable 

and with whom you have good communication. The support person should especially feel 

comfortable with the idea of siblings participating in the birth.  

 

Considerations: 

★ Reliable: Can get to TBC; is there a back up person in case of the unexpected? 

★ Comfortable relationship with the child: child knows the support person is there 

just for him/her. Aware of the usual way the child indicates anxiety or stress, and 

will be able to help the child deal with these feelings.   

★ The child or children are clear that the support person is there to support them in 

their choice to be present or not at the birth or TBC. This decision will be respected 

and followed and that the child can change his/her mind. 
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★ Be familiar with the same resources that the parents are using with the child 

(particularly books, dolls, sibling class, etc) so that the support person can reassure 

and inform the child during the events of labor and birth.  

★ With the particular “signal” the family may have for the support person to take the 

child out of the birth room. 

 

Once at the Birth Center 

Labor 

 What does the child feel comfortable doing? Some want to be in the same room as 

the parents, others want to be at a distance, and go back and forth. Some want close 

physical contact (lap, cuddle, stand next to, hold, etc.) and/or verbal reassurance 

and explanations. Quiet games, books, distractions (TV, VCR) or walks, drives, etc. 

during a long labor may be in order, depending on the time of day, age of child, etc. 

Helping with activities (crushing ice, bringing juice, making the birthday cake, etc) 

the child can have a role if he/she chooses to be out of the room (or mother or father 

indicates that the child should leave the room). 

Birth 

 If the child chooses, where in the room? Close contact with you is important, along 

with verbal reassurance of the normal progress of the delivery, mother’s noises, etc. 

Your comments should be calm and informative, the child will indicate if he/she is 

uncomfortable. If you ask continually if the child is “ok,” the child will begin to 

assume that he/she isn’t. Follow the child’s lead. Refer to previous stories or 

explanation. 

 Focus your attention on the child, not the birth (this is hard to do!), the child will 

know what he/she can handle and take care of it (i.e. by leaving, or covering eyes, 

ears, or whatever), respect the means if it does not interfere with the mother’s 

concentration. 

After 

 How long you stay, what you do, as agreed with the parents, and as you feel 

comfortable (taking cues from them). Do you take the child home (or to grandma’s, 

daycare, etc), take pictures with child, etc? 
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Glossary 

Amnionitis: Inflammation of amniotic membrane usually due to infection and associated 

with prolonged rupture of membranes (more than 24 hours before birth).  This condition 

may be dangerous to both mother and baby. 

 

Amniotic Fluid Embolism: A rare condition caused by entry of amniotic fluid or material 

into the mother’s blood stream at the placental site and resulting in respiratory distress 

and shock which can be fatal. 

 

Anaphylactic Shock: Severe allergic reaction due to hypersensitivity to medications or 

proteins. Can be fatal. 

 

Cardiac Arrest: Sudden, unexpected cessation of the heartbeat and circulation. Could 

result from extreme blood loss, shock, severe heart condition, allergy and overdose of 

drugs, or other severe medical complications. 

 

Certified Nurse-Midwife (C.N.M.): A C.N.M. is an individual educated in the two 

disciplines of nursing and midwifery who possesses evidence of certification according to 

the requirement of the American College of Nurse-Midwives. Nurse-midwifery practice is 

the independent management of care of essentially normal newborns and women, 

antepartally, intrapartally, postpartally, and gynecologically, occurring within a health care 

system which provides for medical consultation, collaborative management, or referral, 

and is in accord with the Functions, Standards, and Qualifications for nurse-midwifery 

practice as defined by the American College of Nurse-Midwives. 

 

The CNM provides care for the normal mother during pregnancy and stays with her during 

labor, providing continuous physical and emotional support. She evaluates and provides 

immediate care for the normal newborn. She helps the mother to care for herself and for 

her infant, to adjust the home situation to the new child, and to lay a healthful foundation 

for future pregnancies through family planning and gynecological services. The CNM is 

prepared to teach, interpret, and provide support as an integral part of her service. 
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Circle of Willis: The Circle of Willis is the joining area of several arteries at the bottom 

(inferior) side of the brain. At the Circle of Willis, the internal carotid arteries branch into 

smaller arteries that supply oxygenated blood to over 80% of the cerebrum. 

 

Coma: A state of prolonged unconsciousness due to some disease or injury. 

 

Congenital Anomalies: Developmental defects such as cleft lip, club feet, or extra finger. 

Anomalies may be incompatible with life. 

 

Convulsions: Episodes of involuntary muscular contractions and relaxations due to a 

variety of causes. 

 

Dilation: Opening of the cervix; measured from 0-10 centimeters. 

 

Effacement: Thinning of the cervix; measured in percentages from 0-100%.  

 

Episiotomy: An incision made into the perineum to temporarily enlarge vaginal opening at 

time of birth of baby. Such an incision requires repair by suture.  

 

Family-Centered Care: Care that has as its central focus the needs and desires of the 

mother and those persons she considers her family. It is always directed toward 

strengthening the family’s inner resources so that all may be better able to participate in 

the pregnancy and birth experience and to experience deep and enduring satisfaction, 

which may be reflected in the parenting of the child. 

 

Fetal Heart Tones or Fetal Heart Rate: The rate of the fetus’s heart expressed as beats 

per minute. Heard with a special fetoscope, doptone or electronic fetal monitor. Normal 

range is 120-160 beats per minute. 

 

Fetal Distress: Significant drop in baby’s heart rate or irregularity of the heart rate which 

may be coupled with staining of the amniotic fluid with stool, indicating that the fetus may 

be deprived of adequate oxygen supply. 

 

General Anesthesia: Complete loss of sensation with loss of consciousness when the 

anesthetic acts on the brain. This type of anesthesia is usually accomplished following 

administration of inhalation or intravenous anesthetic. Commonly used for surgical 

procedures; may be used for cesarean section. 

 

Hyperbilirubinemia (jaundice): Excessive bilirubin (pigment) in the blood resulting in 

yellowing of skin and whites of eyes. Bilirubin is usually broken down and excreted in urine 
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and stool. The newborn is lacking the enzyme necessary for this breakdown and therefore 

bilirubin may build up in the bloodstream. Jaundice is normal in many newborns. Excessive 

jaundice, however, may be caused by blood incompatibility, infection, or liver malfunction 

and requires treatment to prevent possible brain damage to the newborn. 

 

Immaturity: The condition of being born at the point of development incompatible with 

life outside the uterus without supportive measures usually prior to 37 weeks of 

pregnancy. 

 

Intramuscular Injection: Medication given into a vein through a needle. The medication 

can be given full strength in a short time or diluted in sterile fluids and given over an 

extended time. 

 

Local Anesthesia: Injection of a preparation similar to Novacain to cause loss of sensation 

(numbness) in the body area. 

 

Malpresentation: Any part of the baby other than the vertex (top of baby’s head) or the 

buttocks (breech) entering the pelvis first, i.e. face or shoulder. (Note: Breech cannot be 

delivered at TBC). 

 

Pap Smear: Screening test for cancer of the cervix. The mouth of the womb is lightly 

scraped with a brush to obtain cells for microscopic examination. 

 

Placental Abruption: Separation of the placenta (partial or complete) from the wall of the 

uterus before the birth of the baby, therefore cutting off the blood supply to the baby. 

 

Placenta Previa: Placenta that is implanted low in the uterus and partially or totally 

covering the internal opening of the uterus. Such a condition may cause bleeding from the 

placenta which may be life threatening to the baby. 

 

Postmaturity: Failure of placenta to function optimally when pregnancy has continued 

well past the due date, usually beyond 42 weeks. May result in fetal distress or baby 

showing characteristics of nutrition deprivation. 

 

Precipitous Labor: Labor and birth lasting less than three hours, often associated with 

tumultuous contractions, either spontaneous or induced. Such labor may have 

consequences for baby as it cannot so rapidly adapt to the process of being born.  

 

Presentation: Part of the baby’s body identified at the cervix, most often the head. Any 

other presentation will not be delivered at TBC. 
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Prolapse of the Cord: Expulsion of the umbilical cord into the vagina with rupture of the 

membranes due to the presenting fetal part not being firmly fixed in the pelvis. 

Compression of the cord by descent of the baby cuts off blood supply to the baby causing 

fetal distress and possible death if not diagnosed and treated immediately. 

Respiratory Distress Syndrome: Breathing difficulty in the early hours or days after birth 

due to incomplete lung development. Usually present in immature babies, it requires 

careful monitoring and treatment of the baby. 

 

Retained Placenta: Placenta that cannot be expelled spontaneously following the birth of 

the baby. 

 

RH Factor: An antigen (protein substance) which in 85% of the population is present in the 

blood (RH positive). In 15% it is absent (RH negative). If the RH-negative expectant mother 

receives or has received in the past Rh-positive antigen, antibodies may form in the blood. 

These do not affect the mother, but may cause a harmful blood incompatibility if the baby 

she carries is RH positive. 

 

Rhogam: A medication administered to an RH-negative mother after giving birth to an RH- 

positive baby to prevent development of antibodies in the mother which could affect future 

pregnancies. 

 

Rupture of Circle of Willis Aneurysm: Circle of Willis Aneurysm refers to a congenital 

ballooning of any artery in the base of the brain. This is a rare condition and not caused by 

pregnancy. Aneurysm may rupture at any time due to stress and is usually only diagnosed 

after this has occurred. Usually is fatal. 

 

Serology: Blood test used to screen for the presence of syphilis, a venereal disease, which, 

if left untreated, can be harmful to the unborn infant and mother. 

 

Shoulder Dystocia: Difficult delivery caused by large size of an infant’s shoulders in 

relation to the mother’s pelvis. Shoulder dystocia is associated with maternal obesity, 

oversized infants, and material diabetes. 

 

Subcutaneous Injection: Medication given beneath the skin with a needle and syringe. 

 

Toxemia (Pre-eclampsia): A condition related to late pregnancy, usually first 

pregnancies, where a variety of body systems react negatively to the pregnancy. Clinical 

symptoms may include high blood pressure, general significant swelling; spilling of protein 
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into the urine; and hypersensitive reflexes. This condition may be mild to severe, leading to 

convulsions (eclampsia). 

 

Uterine Rupture: Tearing of the wall of the uterus. Usually associated with previous 

uterine surgery, trauma to the uterus, or extremely prolonged or poorly managed labor. 

 

Labor Doulas 
Learn more about doulas at www.dona.org. 

What is a doula? 

The word doula comes from the ancient Greek meaning “a woman who serves” and is used 

to refer to a trained and experienced professional who provides continuous physical, 

emotional, and informational support to the mother before, during, and just after birth or 

who provides emotional support during the postpartum period. Studies have shown that 

when doulas attend birth, labors are shorter with fewer complications, babies are healthier 

and they breastfeed more easily. 

The Birth Center Doulas 

The Birth Center doulas follow the philosophies and standards of The Birth Center. At The 

Birth Center, we are about choices. That looks different for everyone. For some, a birth 

center is an ideal place to give birth, while for others it may be at the hospital or even at 

home. We want to support each woman in whatever she feels is best for her and her family. 

Our doulas are advocates and can help provide information, but are always respectful and 

non-judgmental of a mother’s choices. 

 

Our doulas are there to help encourage you as you navigate your labor. She is there to serve 

you throughout your labor whether that is just her presence, hands-on physical support, or 

words of encouragement. Every mother has different needs and the doula is there to 

support mom in whichever way is best for mom. Doulas are for the first time mom or a 

mom having subsequent babies whether it be her second or sixth! Find out more 

at thebirthcenter.com/doulas 

Benefits of Having a Doula 

 Studies have found women to have a decreased risk of cesarean section, shorter 

labors, less use of epidurals, less use of Pitocin, and increased satisfaction in women 

with a doula. 

http://www.dona.org/
http://thebirthcenter.com/doulas
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 Guaranteed one on one support during labor and birth. For moms planning to 

deliver at TBC, this includes support in the case of a transfer to the hospital. 

 But I have a midwife? Doulas and midwives work as a team to support you 

emotionally and physically. The doula is able to completely focus on supporting you 

even at times when the midwife is focusing on tasks and support related to you and 

your baby’s clinical well-being. 

Childbirth Education at The Birth Center 

Education is the key to informed decision making.  We encourage our clients to become as 

informed as possible about their pregnancy and birth options by attending classes. We 

offer a full scope of childbirth education classes to assist and empower our clients.  There 

are three required classes, see the brochure for more detail.  

Early Pregnancy 

Nutrition & Movement for a Healthy Pregnancy 

Take the opportunity in the early months of pregnancy to optimize your health, comfort 

and wellness. Good nutrition, movement, exercise and self-care during pregnancy are 

shown to decrease complications in pregnancy, labor and birth. This series is 

recommended for couples up to 28 weeks. 

Prenatal Yoga 

Yoga in pregnancy helps ease the aches and pains of pregnancy and stabilize mood.  Learn 

safe postures and stretching that will help increase the strength and flexibility that 

contribute to a safe and successful natural birth experience. 

Preparing for Birth 

Childbirth Full Series: Healthy Birth (Required for First Time Moms) 

You will learn about mechanics of labor and birth, the movements a baby makes as he/she 

moves into the pelvis and prepares to be born.  Review the stages of labor and what mom 

will be feeling during each stage.  Relaxation, positioning, breathing will be practiced to 

help one cope with the discomforts of labor.  During class, mom and her partner will learn 

focus, breathing, positioning and positive thinking to prepare to birth naturally. What 

happens in the case of a transfer to the hospital, the postpartum period, and caring for your 

newborn are also covered in the classes. 
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Optimal Birth Experience 

Learn how you can have your best birth. Learn how the precise position of your baby 

affects the progress of labor and birth.  Learn good body positioning and exercises to make 

sure your baby is in the best position possible for birthing. 

Childbirth Refresher  

Brush up on the physiology of birth and relaxation techniques. Review the stages of labor 

and learn how you can accept each birth as different and unique.  

HypnoBirthing 

A unique method of relaxed, natural childbirth education, enhanced by self-hypnosis 

techniques. HypnoBirthing® provides the missing link that allows women to use their 

natural instincts to bring about a safer, easier, more comfortable birthing. 

Preparing for Baby 

Mother Infant Assessment (**Required for All**) 

Learn how to care for both mom and baby during the first few days at home.  Learn what is 

normal in a newborn, how to be sure baby is getting enough to eat and the importance of 

rest to aide mom’s healing process.  We request that you take this class by 32 weeks. This 

one-time class is mandatory for Birth Center clients and there is no fee. 

Breastfeeding Basics 

For couples interested in learning more about the basics of breastfeeding.  Learn about 

what is normal and expected in the first few days and weeks after a birth and how to give 

breastfeeding the best start possible.  Spouses/partners are encouraged to attend!  

Sibling class 

This one-time class is for all expectant parents who wish to have their older child(ren) 

attend the birth. 
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After Baby Arrives 

Baby Wearing Class 

Come learn how to safely wear your child. Learn correct positioning and why it is 

important. There will also be a demo of the different styles of carriers and how to use each 

of them.   

 

 

 

 

New Moms Support Group 
Spend time with other new parents and their babies. The focus of this group is discussion 

of topics relevant to parenting babies, the exchange of support and information and general 

camaraderie with other parents. Wednesdays 1 to 3pm. 

Breastfeeding Support Group 

Led by one of our Certified Lactation Consultants. Come and talk with other nursing moms 

about breastfeeding. Have your questions answered, your latch checked, your baby 

weighed and get overall support. Parents with nurslings of all ages are welcome as well as 

pregnant parents! Fridays 1 to 3pm. 

Breastfeeding Mom’s Back to Workshop 

Pump plenty of milk while at work so you can breastfeed as long as you’d like Most 

breastfeeding mothers feel confused, overwhelmed, and bewildered at the thought of 

leaving their baby and returning to work. The Back to Workshop is a two-part live group 

experience that will show you exactly what you need to do to become a confident working 

pumping mama.  

Infant Massage 

This class will provide caregivers a set of proven techniques and methods for 

systematically massaging infants. Techniques will include movements such as rubbing, 

kneading, pressing, and rolling for therapeutic purposes. Therapeutic benefits include 

improved circulation, relaxation of muscles, relief of pain, restoration of metabolic balance, 

and most importantly, spending quality one-on-one time with baby. 
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Cloth Diapering 

Interested in cloth diapers but not sure what to choose and where to start? Join us for a 

one-hour informational session to learn more about how to use cloth diapers and to learn 

more about diaper services. Learn about the different types of cloth diapers available 

today, and the pros and cons of each. Touch and try different types of diapers. You will 

leave feeling knowledgeable about different diapering systems available, cost saving and 

environmental impact, what you need to get started and how to care for cloth diapers! 

What’s Next: Set Realistic Goals for the Second Half of Breastfeeding 

A 90-minute workshop to get clear on your breastfeeding goals from 6-12 months. You’ve 

achieved 6 months or more of breastfeeding! Way to go mama!! You have accomplished 

what fewer than 50% of mothers who started breastfeeding are able to achieve. That is not 

a small or easy feat as you know. I hope you are damn proud of yourself. So what’s next? 

Weaning Workshop  

Learn the Gentlest and Most Effective Way to Change or Complete your Breastfeeding 

Relationship. The ideal time to take this course is around 6-12 months or later, when you 

are first starting to consider weaning. Or, whenever breastfeeding is beginning to become 

frustrating to you and you would like to make a change.  

TBC Breastfeeding Services 

At TBC, we offer both prenatal and postpartum breastfeeding consultations with our 

resident International Board Certified Lactation Consultants (IBCLC). Although postpartum 

consultations are not a part of the comprehensive services offered to our clients, they are 

covered by insurance plans, including Medicaid.  

 

In addition, TBC rents Medela breast pumps and sells Medela supplies. Most insurances 

now cover the personal use breastpump.  

 

Many of your routine breastfeeding-related questions can be answered by our CNMs and 

RNs. If, however, you require further information, you may leave a message, and an IBCLC 

will return your call.  

Community Breastfeeding Resources 

In addition to TBC’s lactation consulting services, there are other outside services available 

as well. Information is listed below.  
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 Tracy Stadter, RN, IBCLC: Private Lactation Consultations, Pump Rentals and Retail 

pumps. (302) 235-5678 

 Nancy Hastings, RN, IBCLC, Beebe Medical Center, Georgetown, DE, (302)-645-3577, 

njonesh@hotmail.com 

 Mona Hamlin, RN, BSN, IBCLC, (302)-690-6714, www.breastforbabysolutions.com 

 La Leche League, (800)-LA-LECHE, www.llli.org  

 This international breastfeeding association provides online resources, forums, and 

chats. Local breastfeeding support groups led by certified leaders available. 

Online Breastfeeding Resources 

 www.balancedbreastfeeding.com 

 www.kellymom.com 

 http://www.nbci.ca 

 www.LLLi.org 

Pregnancy and Family Support Services 

Should you need further support services for your family, there are organizations that can 

help you. We have listed some of them below. 

 

The Family Workplace Connection/Children and 

Family First 

800-220-3092 

www.familyandworkplace.org 

 

Mission: to strengthen families and help them manage their work and personal life 

responsibilities by providing social, educational, and mental health services and by 

enhancing the supply and quality of care and education for children and elders. 

 

Parents as Teachers        

200 Tyre Avenue  

Newark, DE 19711 

(302)398-8945 

http://www.lf.k12.de.us/decc/parents-as-teachers/ 

mailto:njonesh@hotmail.com
http://www.breastforbabysolutions.com/
http://www.llli.org/
http://www.balancedbreastfeeding.com/
http://www.kellymom.cm/
http://www.nbci.ca/
http://www.llli.org/
http://www.familyandworkplace.org/
http://www.lf.k12.de.us/decc/parents-as-teachers/
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As a new parent, you will have many questions about raising your baby. What should he be 

doing? Is he behind or ahead of other children? How can I teach him? The Parent Early 

Education Center (PEEC) can answer your questions. For first-time parents we offer the 

“Parents as Teachers” Program (PAT) to help you raise a bright, happy child. PAT provides 

you with information on your child’s development and activities that will build language, 

thinking, social, and motor skills. Personal visits by parent educators, stay-and-play 

centers, and periodic screenings including hearing and vision. 

Women, Infants and Children (WIC) 

Peer Counseling, Breastfeeding Support, and Food Assistance 

http://www.fns.usda.gov/wic 

Toll Free Numbers: 

DE (800) 222-2189 

Door of Hope Pregnancy Center 

Support services for pregnancy options, sexual health education, and assistance with maternity, 

baby items, and support groups. 

 

Delaware Coalition Against Domestic Violence 
100 W 10th St #903, Wilmington, DE 19801 

Phone: (302) 658-2958 

 

 

 

 

 

 

 

 

 

 

Wilmington: 302-998-9000 NJ: 800-328-3838 

Newark: 302-737-5433 PA: 800-942-9467 

MD: 800-242-4942 www.adoorofhope.org 

National Domestic Hotline 
 
You might feel anxious about contacting The Hotline, especially if you haven’t reached 

out for help before. We are completely confidential and anonymous, and our 

advocates have extensive training in issues related to domestic violence. Reaching out 

for help is the first step toward improving your situation, whatever that may be, and 

we are glad to be of service when someone takes this important step. The National 

Domestic Hotline advocates are available 24/7 at 1-800-799-SAFE (7233) in more 

than 200 languages. All calls are free and confidential. 

 

http://www.fns.usda.gov/wic
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If you are in an unsafe situation please call 911 or call  

one of the  24 hour domestic violence hotlines below. 

 

Local Programs 
24 Hour Domestic Violence Hotlines 
 

 

Child Inc.’s Domestic 

Violence Program 

New Castle County 

302-762-6110 

 

 

 

 

The Safe Program at  

People’s Place II 

Kent & Sussex Counties 

302-422-8058 

 

Abriendo Puertas 

Bilingual Hotline 

Sussex County  

302-745-9874 

 


