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Do You Know Your

Carbon Footprint?

by Debra Rose Wilson, PhD MSN RN IBCLC AHN-BC CHT

[ encourage all readers to calculate their per-
sonal carbon footprint. The climate of the earth
is changing. There is clearly a direct relationship
between human activity, increases in greenhouse
gases, and global warming. New minimum tempera-
tures will be hotter than the baseline maximums of
the past. Climate change is not the same as weather
change. We expect, with climate change, for there
to be greater swings to the extremes, which has
certainly been true globally in the past few years. Up
to 70% of the seasons from 2010 to 2039 are pro-
jected to exceed the last century’s maximum. Arctic
and tropical areas will more rapidly and clearly see
and feel the changes. Estimates may be conservative
as green house gas emissions in the past five years
have already exceed the estimates used in previous
calculations.

It has taken more than 20 years for the idea that
human activity influences the climate and global
warming to be widely accepted by the scientific
community. We now know that the increase in the
emissions of CO2 in the last 30 years is directly
related to burning of fossil fuels. Global warming is
an evidence-based model that reflects the influence
of human activity on climate and the balance of the
earth’s ecosystems. Corporations, businesses, and
individuals have a responsibility to know the impact

their own activities have on climate change.

What Is a Carbon Footprint?

A carbon footprint is defined as the amount of
greenhouse gases emitted related to human activi-
ties, and is usually expressed in equivalent tons of
carbon dioxide (Time for Change.org, 2015). The

carbon footprint calculation
can be powerful tool to help
people understand the impact
of their own behavior on global

warming. The carbon footprint ‘

is calculated and results show ; . 4
Debra Rose Wilson

how much CO2 one is respon-
sible for yearly. For example 1
gallon of gasoline consumption emits 8.7 kg of CO2,
one gallon of heating oil emits 13.6 kg of CO2, and
production of one cheeseburger (who knew?) emits
3.1 kg of CO2 (Time for Change.org, 2015). Knowing
and monitoring your own carbon footprint instills
personal responsibility in environmental health (The
Nature Conservancy, 2015) and is kind of a cool
interactive online tool. There are numerous carbon
footprint calculators available online. | recommend
Carbon Footprint.com, (2015), The Nature Conser-
vancy (2015) and Time for Change.org, (2015).

What | Learned About Reducing and
Offsetting My Carbon Footprint

Carbon offsetting is a way to compensate for
carbon dioxide emissions by somehow saving carbon
dioxide emissions in other places (Carbon Foot-
print, 2015). Buy locally grown food, which not only
improves health, but also decreases the amount of
transport fuel. Pay bills online instead of using post-
al mail. Turn off unused electrical devices, applianc-
es, computers, and unplug chargers when not in use.
Walk when you can instead of driving. Drive instead
of flying. I have been cognizant of the health risks of
red meat, but hadn’t considered the environmental

continued on next page
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Do You Know Your Carbon Footprint?

continued from previous page

costs with transport fuel consumption and methane
production from cows. Keep the house temperature
2 degrees cooler during cold temperatures and 2
degrees warmer in warm seasons. Set up the central
heating timer so the house requires less heating and
cooling when you are at work. The added benefits
of reducing the heating bill will be appreciated. Turn
down the water heater 2 degrees (I haven't noticed
the change at the sink) and wrap the hot water tank
with the recommended insulation. Wash laundry
with a full load, use the clothesline more (and be
mindful of the fresh scent of sheets dried outside).
Don't boil more water than needed. Change light
bulbs to energy saving types. While they cost more,
they also last much longer and are energy and bud-
get efficient. Consider buying a bio-diesel or hybrid
car next purchase, but delay that purchase for as
long as possible. The CO2 cost of manufacturing a
car was far higher than I knew. Avoid buying bottled
water to reduce plastic and transport costs and
instead use a home filtering system. Go to a farmer’s
market instead of the supermarket to purchase local
produce and take pubic transportation instead of
driving. I prefer local, organic, and seasonal foods
for other reasons, but can better justify the costs

of organic knowing [ am saving the world. Plant a
vegetable garden, plant trees, recycle, compost, and
avoid over-packaged products. Set an example for
family, colleagues, clients, and students with actions
instead of words.

It seems to me that we have always believed
that we are able to control Nature. The arrogance
of this misconception and years of denial of the
consequences of our actions is further evidence of to
our self-centered misconception. I will do my part
to control my carbon footprint, and try to instill in
others this social responsibility.

Welcome to the Spring issue which is open fo-
cus. We have numerous articles, editorials, research,

and book reviews for your reading. Let me know

what you think of this issue. Write an article for
your journal, suggest a theme, or request an article
on a specific topic. Many thanks to the oncoming
ICEA board for their enthusiastic participation in
editorials and articles. Thanks to Laura Comer who
as our graphic artist lays out a beautiful journal.
Thanks to my peer reviewers, proofreaders, assis-
tants, and support. Get out there and hug a tree.

Peace,

Debra

editor@icea.org

References

Carbon Footprint. (2015). A leading provider of full sustainability
services. Retrieved February 20, 2015, from http://www.carbonfootprint.
com/

The Nature Conservancy. (2015). What’s my carbon footprint? Retrieved
February 20, 2015, from http://www.nature.org/greenliving/carboncal-
culator

Timeforchange.org. (2015). What is a carbon footprint. Retrieved Febru-
ary 21, 2015, from http://timeforchange.org/what-is-a-carbon-footprint-
definition

Volume 30 Number 2 April 2015 |

International Journal of Childbirth Education |

5




Across the President’s Desk

Being the Change

by Connie Livingston, RN BS LCCE FACCE ICCE

“A growing body of research makes
it alarmingly clear that every aspect
of traditional American hospital care
during labor and delivery must now be
questioned as to its possible effect on the
future well-being of both the obstetric
patient and her unborn child.”

—Doris Haire, Past ICEA President, 1970-1972

Doris Haire was a woman who lit a thousand candles.
She was a true catalyst for change. And she changed mater-
nity care in a big way. Beginning as a medical sociologist and
consumer advocate, Doris knew from her extensive world
travels that there were many practices surrounding birth. It
could be said of Doris that she embodied evidence-based
maternity care, for it was through her tireless efforts that care
began to change.

While a consumer advocate and birth activist, she was
neither militant nor aggressive. She held her own in such roles
as a presenter at the American Society of Anesthesiologists’
panel on Controversial Aspects of Obstetrics and Obstetrical
Anesthesia in 1978, as a member of the FDA Advisory Com-
mittee on Ultrasound in 1979-1980, as a planner and testified
at two Congressional hearings on obstetric care 1980 & 1981
and as the author of How the FDA Determines the “Safety”
of Drugs — Just How Safe is “Safe”? in 1984. Two of her most
famous works, “The Cultural Warping of Childbirth” and “The
Pregnant Patient’s Bill of Rights” (both ICEA publications) are to
this day are as foundational as they are relevant. How did she
initiate the changes? Evidence-based information!

In the “The Cultural Warping of Childbirth”, statements
such as “Ignorance of the possible hazards of obstetrical
medication appears to encourage the misuse and abuse of ob-
stetrical medication, for in those countries where mothers are
not told routinely of the possible disadvantages of obstetrical
medication to themselves or to their babies, the use of such
medication is on the increase,” are as true today as they were

in 1972. “The Cultural Warping of Childbirth” advocated for

the right of a woman to make an edu-
cated decision on homebirth, identi-
fied relaxation as a key component
for dealing with painful contraction
stimuli, opposed elective induction
due to the hazards of prematurity,

opposed to withholding food and

Connie Livingston

drink from un-medicated women in

labor, as well as promoting position changes and movement
in labor. And Cultural Warping of Childbirth was groundbreak-
ing. From her focus on breastfeeding benefits extending far
beyond infancy to professional dependence on technology to
induction, it becomes clear that Doris was a visionary. To read
the entire document, it is available as a pdf and can be found
by Googling The Cultural Warping of Childbirth.

Doris’s enthusiasm and drive is famous in our profes-
sion. From working in small groups in other countries to
legislation here in the U.S., her drive to improving maternity
care should be an inspiration to us all. We must all continue
that legacy by spreading evidence-based information to
expectant parents through in-person classes and through
social media; be energized to volunteer for local birth/
breastfeeding community groups or birth networks; explore
volunteering for various ICEA positions and committees; and
find innovative ways to encourage mothers to come back to
childbirth education classes to learn.

Although Doris was one person, it is easy to see all of
the candles she lit. Imagine if the entire ICEA membership
lit candles! There would be a blaze that no one could ignore.
Find the Doris Haire inside of you. Challenge traditional
maternity care practices with professionalism, grace and
evidence. Take small steps, and these will lead you down the
path to more opportunities.

| find myself quoting Mahatma Gandhi again in this
message:

“You must be the change you wish to see in the world.”

In your service,
Connie Livingston, ICEA President
clivingston@birthsource.com

6 | International Journal of Childbirth Education | Volume 30 Number 2  Apri 2015



2015 Joint Conference

From the Executive Director

with

Lamaze in Las Vegas

by Holly Currie, ICEA Executive Director

It seems like our 2014 conference was just yesterday,
and yet our 2015 conference is just around the corner. This
year ICEA will team up with Lamaze to bring their members
the joint conference “Raising the Stakes” in Las Vegas, Ne-
vada, September 17-20, 2015. This will be a great conference
with preconference workshops as well as breakout sessions
and several main speakers.

This will be the second joint conference with Lamaze
in the last five years. In October of 2010, we celebrated the
joint soth celebration in Milwaukee, Wisconsin. We're excit-
ed to offer this joint conference, which provides a variety of
benefits to help members. The conference offers the industry
one show to attend to get the education and networking that
they need to succeed. This combined conference also unites
the industry while celebrating the last 55 years of advocating
safe, healthy births as well as freedom of choice based on
knowledge of alternatives in family-centered maternity and
newborn care.

Our convention planning committee is being chaired by
Kimberly Myers from Maryland. Kimberly joined our board
in January 2015 and has been working with our committee to
ensure the best program for our members. Connie Livingston
and Debra Tolson, President and President-elect, respectively,
are also on the committee. These dedicated committee mem-
bers know what is important to our members and take that
into consideration as we work with Lamaze.

Working daily with the planning committee is Angela
Kite, CMP, from the Raleigh main office. Angela has been
with FirstPoint, our management company, for almost eleven
years. In that time, she has worked on numerous meetings,
and her experience ranges from board room and banquet
hall set-up to applying for continuing education hours to
running exhibit halls. Angela also met requirements to be
certified in her field, a certification similar to that of the
ICEA. Angela passed the requirements and examination
established by the Convention Industry Council (CIC) in
November 2012 and can now use the initials CMP (Certified
Meeting Planner) behind her name. Angela‘s expertise will
help the 2015 conference run smoothly.

The planning committee has been involved the past
several months with weekly phone conversations along with
emails to Lamaze’s planning committee, which is also made
up of planning chairs, educational chairs, and staff from their
management company. The joint committee first decided on

the theme for the conference. This
year’s theme is “Raising the Stakes for
Evidence-based Practices & Educa-
tion in Childbirth.” Our planning
committee members use their experi-
ence in the field to choose the best
speakers and breakout sessions and
the schedule of events that they envi-
sion for the best conference. The staff
members then implement by contacting speakers, working
with the hotel, and arranging program content for distribu-
tion to the attendees.

The planning committee is currently reviewing all
abstracts that were submitted. We had over seventy submis-
sions, and with today’s technology, each committee member
can log on to her account and review and rate each one.
We will then narrow the field down and move forward in
finishing the schedule. Once that is in place, we will be able
to open registration. You will then be able to register in the
convenience of your own home by visiting www.lamazei-
cea2015.0rg.

Once the speakers are in place, the committee will also
work together to determine the meals, social activities for
attendees to make the trip seamless, and the committee will
also provide a list of off-property shows and restaurants that
might be of interest to ICEA members. As the planning por-
tion comes to an end, the staff from both organizations will
then pick up their pace. We use the information provided
to us from the committee to use our skill sets to implement
everything. ICEA and Lamaze staff will work together to
provide marketing, select a room for each speaker, organize
Continuing Education hours, determine the audiovisual
equipment needed, maintain an organized registration list,
and map out the exhibit hall, just to name a few tasks.

A lot of thought and work goes into each conference,
but the end result is worth it. It is so important for our
membership to have a place to come together each year to
network and discuss with peers the changing ideas, trends,
thoughts, and feelings of the significant world of childbirth
education.

As more information is available regarding the confer-
ence in September, the website www.lamazeiceazo15.org will
be updated. Please be sure to check it out on a regular basis.

See you in Vegasl!

Holly Currie

Volume 30 Number2 Apri 2015 | International Journal of Childbirth Education | 7




Meet the Board

Opportunity Awaits
Beyond the Comfort Zone

by Jennifer Shryock, BA CDBC, Marketing and Membership Director

“Limitations live only in our minds.
But if we use our imaginations, our
possibilities become limitless.”

— Jamie Paolinetti

It is an honor to be on the ICEA
Board serving this organization as Mar-
keting and Membership Director. | am
a new face but have been involved in
the Childbirth Community for over 10
years and it’s amazing getting to know

so many inspiring members of ICEA.

Jennifer Shryock

I have a strong passion for knowledge

about all things related to birth, post-
partum, babies, and family dogs. An interesting combination
[ know but a very important niche!

[ live in Cary, North Carolina with my husband Joe and
four wonderful children ages 18, 17, 13 and 5. We fostered
over 70 dogs over the years and many wise felines. Currently,
we share our home with three wonderful family dogs and
four mischievous cats. Prior to staying at home with our chil-
dren, | worked in Special Education in a variety of environ-
ments. My experiences ranged from directing a residential
summer program for adults and children with severe disabili-
ties to Preschool Teacher in a transitional housing setting in
North Philadelphia. I love variety and new experiences that
stretch me out of my comfort zone and my consistant theme
is my passion to support families and children in ways that
help them be as successful as possible. I see ICEA as the per-
fect fit for me to continue to nurture and grow my passion!

In 1996 when my son Andrew was born, | was very
grateful to find a comfortably supportive nursing Mom’s
group. As a new nursing mom, [ was so grateful for the
support | received that [ became a nursing counselor myself.

This experience inspired me to continue my learning and

really made it clear to me that whatever [ did it was go-

ing to be with new families. In 2001 when I was still trying
to decide what | wanted to be when 1 grew up, [ was very
interested in becoming a lactation consultant as I had been
a nursing counselor going on five years. I saw such a need
for this professional support. | was very drawn to supporting
new moms and the role of Postpartum Doula felt like home
for me too.

Then, as a volunteer for German Shepherd Rescue,
managing the phone line, I observed a huge gap in educa-
tion and resources for expectant families with dogs. Sadly
this led to many dogs being rehomed or often, just dumped
at shelters. [ believed this could change with increased
awareness, resources and support for parents. This is when
[ realized I could combine all my passions into one unique
career. Why not work with new and expectant families who
have dogs? This way | can stay connected with all of my pas-
sions and support amazing families too! This is how Family
Paws® Parent Education was created.

How does this relate to my role as marketing director
and ICEA? Great question! Parent education can be a tough
sell. Creating programs and delivering the information is
often the easy part. But reaching your audience is where the
challenge lies!

[ created our program Dogs & Storks in 2002 and of-
fered it from my living room, consistently the second Sunday
of every month. This strategy was designed to build cred-
ibility and keep our program in front of people. | wanted an
easy way for doctors, veterinarians and families to remember
when this class was going to be held. Keeping the logo and
name in the public eye was key.

At that time, [ wasn't too internet smart. We used
traditional techniques for marketing locally (newspaper and
magazine ads, posting at local stores and businesses, word
of mouth). This worked pretty well in the beginning. I have

continued on next page
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embraced the incredible resources through the internet to
continue marketing, collaborating and networking all over
the world. Our network of professionals promote our brand
and mission while bringing our materials to their local com-
munity. This is the best marketing strategy of all.

As a result, over the last decade Dogs & Storks has
gained international recognition and allowed us to increase
safety and decrease stress for new and expectant families
near or far! We continue to add resources and update
programs based on research and current information. [ am
proud to say that | have mentored hundreds of dog profes-
sionals over the years and supported thousands of families
as they ease into the transition from pet parents to parents
with pets. Looking back over the lessons [ have learned from
licensing our program to hundreds of professionals, I am so
grateful for each experience.

In 1991 when I graduated with my Bachelors Degree in
Special Education, business, marketing, and sales were never
a thought on my mind. I always said I would work with kids
and dogs but never did | dream of the opportunities I've

experienced since then. Opening myself up to new learning
experiences, allowed me to expand my passions and grow my
strengths. [ love the marketing puzzle and game, and speak-
ing to groups, and I'm always trying to learn more in this fast
paced world we live in. Sometimes those little choices you
make allow you the detours you never would have stumbled
on if you did not take a chance and travel the unfamiliar.

As I look at my role within ICEA, I see an exciting new
journey to continue learning and apply my experiences to
best serve ICEA and its members. I feel the discomfort of the
unknown and the exhilaration of the fresh new opportunity!
[t is with this that [ ask you to consider where you are. Are
you too comfortable? Is it time to stretch your comfort zone
and try something new? ICEA is a dynamic organization that
is evolving and progressing like never before. I invite you to
join me and stretch your comfort zone. Where might you
fit in? s there an area you are drawn to but not sure how to
proceed? You just never know where that new opportunity
will take you. Of course | would welcome you to our market-
ing committee. Your input and outreach is what builds our
membership. | am looking forward to sharing in my new
journey as | proudly learn, grow and promote ICEA’s success.

Do you have a few hours a month to volunteer
for your profession? Would you like to help others all
over the world support family-centered maternity and
newborn care? Do you enjoy the camaraderie of work-
ing together with a great team, developing new skills,
while promoting freedom of decision making based on
knowledge of alternatives?

ICEA is currently seeking volunteers for the
following positions on the ICEA Board of Directors:
Director of Education, Director of Communications,
Director of International Relations.

Call for Nominations 2016-2017

ICEA is also seeking individuals interested in
serving as the Advertising Editor of the International
Journal of Childbirth Education. Training for this posi-
tion is included; no previous experience necessary.

Nominations/self-nominations due August 7,
2015. Check www.icea.org for details/forms!

QICEA

International Childbirth Education Association
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Cheering for Change

in Childbirth

by Katrina Pinkerton, RN IBCLC, Director at Large

As a little girl, I grew up around
childbirth education- my mother and
aunt have been ICEA educators for
decades. I grew up playing with cervical
dilation models (it made an excellent

tea set tray)! My sister and I played next
door to childbirth classes (my mother

Katrina Pinkerton

hid us giggling little girls in the neigh-
boring room as she taught next door). Experiences around
birth education during my youth instilled in me the value of
empowering families into making informed birth choices.

My current path began with my role as an [CEA
childbirth educator. Working with patients as a hospital-em-
ployed perinatal educator gave me insight into the ways that
current birthing practices help, or some cases, harm, women
and their families. During our classes, women would share
their fears, hopes and excitement surrounding the impending
birth of their baby. Partners expressed concerns and feelings
of helplessness when talking about going through the birth
process with their loved ones. Some couples wanted every
technological intervention available to them, while others
desired a less invasive approach from their care providers.
The one thing that unified each couple, however, was that
every couple had a set idea of how they wanted birth to be.
No one wanted to feel out of control, to feel like birth was
something they could not manage, or to feel like they were
not getting the best care possible.

As [ moved into an inpatient role as a lactation specialist,
| saw perinatal education in action. There was a great differ-
ence in how birth was perceived between parents who had
taken childbirth preparation classes and those who had no
formal birthing classes, regardless of the outcome. Parents
with education felt more prepared, which gave them a sense
of control and familiarity with the process they went through
with birth. Also, the mothers who had taken breastfeeding
classes were more confident with breastfeeding, regardless of
how feeding was actually going in the moment, and thus were

better able to maintain exclusive breastfeeding in the hospital.

The power of perinatal education became clear to
me, and I realized how much of a difference it truly makes
for women and their families in their experience of preg-
nancy, labor, birth, and postpartum. I felt frustrated that
many health care providers were still not referring patients
to perinatal education classes and concerned that many
patients received almost no information in their prenatal
visits about the importance of learning about and preparing
for childbirth and breastfeeding. My love of working with
patients, coupled with my desire to infuse prenatal care with
perinatal education and advocacy, propelled me on my path
to become a Certified Nurse Midwife.

I currently have the blessing to be in the second of my
three-year education at the Yale School of Nursing to be-
come a Certified Nurse Midwife and Women’s Health Nurse
Practitioner and will be graduating in May of 2016. My love
of providing breastfeeding support is satisfied through my
employment at various Connecticut hospitals as a Registered
Nurse Lactation Consultant. [ also spend time volunteer-
ing as a co-director of the Reproductive Health Education
and Advocacy student organization at my school. | am an
advocate of social justice and cultural competency within the
healthcare field, with a specific focus on enhancing care and
competency for LGBTQ populations. As my new role as a
board member with ICEA begins, I end my role as a Board
Member at HAVEN, the free clinic in New Haven which is
run by Yale health professional students. I am also a mother
to the world’s sweetest six-year-old boy, who came smoothly
into the world with the support of childbirth educators and
under the tender care of midwives.

[ am thrilled to receive this position on the board with
ICEA. I am excited to bring to the table my varied skill set and
unique perspective, and look forward to working with the other
board members who have a wealth of experience and wisdom
in the field of Childbirth Education. Lastly, [ am deeply hon-
ored to serve the members of ICEA and their clients.
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Paternal Postpartum

by Lee Stadtlander, PhD

Abstract: Paternal postpartum depression
(PPD) within the first postpartum year is
estimated to occur in 4% to 25% of new
fathers. Paternal PPD occurs later post-
partum in men than in women, and re-
sults in father/infant bonding issues, may
lead to long term effects for the child, and
has detrimental effects on the couple’s
relationship. Risk factors of paternal PPD
include the mother having PPD, the fa-
ther having a history of depression, being
under 25, and being unmarried. Recent
evidence suggests that paternal PPD may
be related to sensitivity to low testoster-
one in some men. Childbirth professionals
have the opportunity to raise awareness
of this issue through pre and postnatal
education of both parents.

Keywords: pregnancy, fatherhood, paternal postpartum depression

Rick is the father of three month old Amy. While he
was excited initially at the birth of Amy, he finds himself
easily becoming angry, arguing with his wife, unable to make
decisions, and suffering from repeated indigestion and diar-
rhea. He feels less close to his daughter, gets angry at her
crying, and frequently avoids caring for her. His wife men-
tions her concerns to her midwife at her postnatal checkup;
her midwife suggests that he may be suffering from paternal
postpartum depression.

Depression

What is Paternal Postnatal Depression?

Maternal post-partum depression is a well-recognized
mental health issue, affecting approximately 13% of postpar-
tum women (O’Hara & Swain 1996). However, depression
in the father is also an issue that is less recognized. Estimates
of the incidence of paternal postpartum depression (PPD) in
the literature vary widely, ranging from 4% to 25% of new
fathers within the first postpartum year (Goodman, 2004;
Paulson, Dauber, & Leiferman, 2006; Ramchandani, Stein,
Evans, O’Connor, & ALSPAC Study Team, 2005).

Mothers’ onset of postpartum depression is generally in
the early postpartum period (Hendrick et al. 2000); however,
depression in men tends to begin later. The definition of
many studies is that paternal PPD is depression that occurs
within the first 12 months postpartum with the highest
rates found at 3 to 6 months postpartum (Goodman, 2004;
Musser, Ahmed, Foli, & Coddington, 2013; Nazareth, 2011;
Paulson & Bazemore, 2010).

PP depression in men tends to begin
later than women

Signs and Symptoms of Paternal PPD

The greatest risk factor of paternal PPD is postpartum
depression in the mother (Goodman, 2004; Nazareth, 2011;
Paulson & Bazemore, 2010). In a literature review conducted
by Goodman (2004), the incidence of paternal PPD during
the first postpartum year ranged from 1.2% to 25% in com-
munity samples; however, this incidence increased to 24%
to 50% among men whose partners were experiencing PPD.
This relationship is unclear, but male partners of depressed
women reportedly feel less supported, experience fear,
confusion, frustration, helplessness, anger, a disrupted family,
and uncertainty about the future (Schumacher al., 2008).

Other signs of paternal PPD include: (a) withdrawal or
avoidance of social situations, work and or family; (b) inde-

continued on next page
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continued from previous page

cisiveness; (c) cynicism; (d) anger attacks; (e) self-criticism;
() irritability; (g) alcohol/ drug use; (h) marital conflict; (i)
partner violence; (j) somatic symptoms (e.g., indigestion,
headache, diarrhea, constipation, insomnia); and (k) negative
parenting behaviors (e.g., decreased positive emotions, sensi-
tivity, increased hostility; Musser et al., 2013). Other risk fac-
tors include a history of depression, fathers less than 25 years
old, lower socioeconomic status, working class occupations,
being unmarried, and having an inadequate support system
(Goodman, 2004; Musser et al., 2013; Nazareth, 2011).

A Biological Cause?

Kim and Swain (2007) speculate that paternal PPD may
be related to changes in the father’s testosterone level, which
tends to decrease over time during his partner’s pregnancy
and for several months during the postpartum period
(Fleming, Corter, Stallings, & Steiner, 2002; Storey, Walsh,
Quinton, & Wynne-Edwards, 2000).

Several researchers (Clark & Galef, 1999; Wynne-Ed-
wards, 2001) have suggested that such testosterone decrease
leads to lower aggression, better concentration in parenting,
and stronger attachment with the infant. Fathers who have
lower testosterone levels tend to express more sympathy and
feel a strong need to respond when they hear an infant’s cry
(Rohde, Lewinsohn, Klein, & Seeley, 2005).

The relationship between low testosterone levels and
depression is not clear in the literature. Men aged 45 to 60
who are clinically depressed also exhibit lower testosterone
levels than men with higher testosterone levels (Burnham et
al., 1999). Depressed women given low doses of testoster-

one showed improvement in depression levels (Miller et al.,

2009). However, a recent study by Johnson, Nachtigall, and
Stern (2013) suggests that depression and low testosterone
levels are correlated in only a subpopulation of men; thus,
confirming that it may be only a subgroup of new fathers
with a sensitivity to low testosterone levels who are at risk for
paternal PPD.

Effects of Paternal PPD on Infants and Children

Research indicates that paternal PPD leads to a higher
risk for increased family stress, a lack of infant bonding, an
increased incidence of spanking, and later child psycho-
pathology such as emotional issues, conduct disorder, and
hyperactivity (Davis, Davis, Freed, & Clark, 2011; Musser et
al., 2013; Paulson et al., 2010; Ramchandani, Stein, et al.,
2008; Ramchandani, O’Connor, et al., 2008). Davis et al.
(2011) examined the relationship between depression in fa-
thers of one-year-old children and their parenting behaviors.
Depressed fathers were more likely to report spanking their
child and were less likely to report reading to their child.

The effects of paternal PPD appear to have long term
effects on children. Ramchandani, Stein, et al. (2008) fol-
lowed families prenatally through 7 years. The study found a
strong relationship between paternal depression at 8 weeks
postpartum and a psychiatric diagnosis in children at 7 years
of age: 12% of children diagnosed with attention deficit

continued on next page
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disorder, oppositional defiant/ conduct disorder, anxiety or
depression had depressed fathers during the postpartum pe-
riod compared to 6% of children with non-depressed fathers.
The risk of poor parenting increases when both parents
experience PPD depression. Fathers have been reported to
play an important role in “buffering” their children from ma-
ternal PPD, which is lost when both parents are depressed
(Melrose, 2010). When both parents are depressed, they
are more likely to view their child negatively, describe their
child as below average or average, and perceive more health
problems in their children (Melrose, 2010). Paulson, Dauber,
and Leiferman (2006) examined both the individual and
combined effects of maternal and paternal PPD on parenting
behaviors. The study found that the greatest negative effects
on parenting behaviors occurred when both parents were
depressed: infants were less likely to be breastfed and more
likely to be put to bed with a bottle. Fathers were less likely
to play outside and sing songs to their babies when both
parents were depressed.

Implications for the Childbirth Professional
Education of both parents by childbirth profession-
als is important to increase awareness of the condition and
decrease stigmas that may be associated with PPD. Prenatal
visits and education classes, as well as, postnatal visits pro-
vide opportunities for discussing the signs and symptoms of
PPD in both parents. Fathers may also be directed to online
resources, such as http://www.postpartummen.com and
http://www.postpartumhealthalliance.org . An excellent re-
source for both parents and professionals is Spencer’s (2014)
book Sad Dad: An exploration of postnatal depression in fathers.
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Delayed Umbilical Cord
Clamping: Is It Necessary to Wait?

by Jessica L. Bechard, MSN RN

Abstract: Umbilical cord clamping is a
standard intervention that takes place
after birth. However, it remains a contro-
versial issue. While it is common prac-
tice to clamp and cut the umbilical cord
immediately after birth, there remains de-
bate whether these are still viewed as best
practices. This article will examine the
literature to determine how delayed cord
clamping is defined and whether the ben-
efits of this practice outweigh the risks.

Keywords: cord clamping, neonate, full-term, pre-term

When to clamp the umbilical cord has been a hot topic
of debate within the hospital setting for years. Umbilical
cord clamping is a routine birth intervention. Nevertheless,
optimal timing for cord clamping remains controversial.

Immediately following the birth of the fetus, the umbili-
cal cord is clamped in two places and severed from the pla-
centa. In the U.S. this third stage of labor practice routinely
occurs prior to placental expulsion and within 30 seconds
after birth occurs. At birth, approximately one-third of the
neonate’s blood still remains in the placenta. Once cord
clamping and cutting occurs transfusion of oxygenated blood
is immediately suspended resulting in a decrease of circulat-
ing blood volume (Malloy, 2013; Hutchon, 2013). Erasmus
Darwin, an 18th-19th century English physician, recognized
the effects of delaying the cutting of the cord,

Another thing very injurious to the child, is the tying and
cutting of the navel string too soon; which should always
be left til the child has not only repeatedly breathed but
till all pulsations in the cord ceases. As otherwise the child
is much weaker than it ought to be, a portion of the blood
being left in the placenta, which ought to have been in
the child... (Raju & Singhal, 2012, p. 889).

Early midwifery
practices (Magennis, 1899)
instructed that the clamp
should be left open until

the cord had ceased in
pulsation. Placental blood
transmission to the fetus is
rich in oxygenated blood.
Thus, the volume of
blood if clamped prior to
the end of pulsation can
deplete as much as 100 ml
of this oxygenated blood
from the neonate (Raju & Singhal, 2012). This alone could
potentially lead to complications.

Delayed Cord Clamping: What Is 1t?

While there are varying definitions of delayed umbili-
cal cord clamping within the literature, the World Health
Organization (WHO) defines delayed cord clamping (DCC)
as clamping occurring one minute or later after birth takes
place (WHO, 2014) and is considered the minimum amount
of time to increase maternal and neonatal health outcomes.
WHO (2014) also recommends the cord should not be
clamped any earlier than necessary to facilitate quicker
expulsion of the placenta.

Increased hemoglobin, hematocrit, and
iron stores, and decrease in anemia
are favorable effects of delayed cord
clamping.

Clamping times vary considerably between studies in

the literature. In a meta-analysis of 15 controlled trials of
full-term neonates conducted by Hutton and Hassan (2007),

continued on next page
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most defined DCC as clamping occurring at 3 minutes or
after pulsation ceased, with recommendations to delay the
clamping of the cord for at least 2 minutes after birth. Van
Rheenen and Brabin’s (2006) systematic review found DCC
occurring between 30 seconds and 2 minutes, however the
recommendation was to delay clamping up to three min-
utes to allow for optimal placental transfusion. Strauss et al.
(2008) identified that a 1 minute delay resulted in signifi-
cantly increased red blood cell volume in preterm neonates,
while Rabe and colleagues (2012) found fewer preterm neo-
nates needed transfusions when cord clamping was delayed
up to 3 minutes.

Benefits of DCC

The most beneficial outcomes of DCC continues
beyond the neonatal period (Hutton & Hassan, 2007) and
some are seen almost immediately. Increased hemoglobin,
hematocrit, and iron stores, and decrease in anemia are

favorable effects of DCC.

Hemoglobin/Hematocrit Levels and Anemia

The oxygen carrying capacity of the blood is affected by
the number of red blood cells within the body. If a neonate
has a sufficient number of red blood cells, the hemoglobin
and hematocrit levels will be increased, thus decreasing the
chances of anemia. When DCC occurs, these levels can be
2 to 3 g/dL higher than neonates who had early umbilical
cord clamping (Hutton & Hassan, 2007; Raju & Singhal,
2012). What is even more encouraging is that these levels
last at least until the child is 2 to 3 months of age (Hutton
& Hassan, 2007). A reduction in the number of transfusions
for anemia was found in preterm neonate populations when
DCC was practiced (Rabe et al., 2012).

Iron Levels

Additional blood volume will increase iron stores within
the body. The increased blood volume can add a surplus
of up to 50 mg/kg of iron to the neonate (Eichenbaum-
Pikser & Zasloff, 2009; Van Rheenen & Brabin, 2006) and
these lab values will continue to increase up to 6 months
of age. This excess of iron can ultimately decrease the risk
of iron-deficiency anemia, which is the leading cause of
anemia found in neonates. Overall, DCC leads to improved
neurological and cognitive development related to increased
hematological and iron levels in the body.

Risks of DCC

Several valid concerns are associated with DCC. While
some studies suggests that DCC increases the risk of respira-
tory distress or neonatal resuscitation, jaundice, and polycy-
themia (Eichenbaum-Pikser & Zasloff, 2009; Hutchon, 2012;
Hutton & Hassan, 2007; Raju & Singhal, 2012), there is no
evidence of these causing significant harm to the neonate.
Therefore, these risks must be noted and considered when
determining if DCC is the right choice for the neonate.

Neonatal Resuscitation and Respiratory Distress

Current practice involves transferring an asphyxiated
neonate to the warmer immediately after birth for resus-
citation. With this, the cord is immediately cut. There are
however, increasing opinions that “maintaining a placental
circulation in these babies will aid recovery” (Hutchon, 2012,
p. 726). Hutton and Hassan (2007) found no significant
difference between early or delayed cord clamping on the in-
creased risk of transient tachypnea. Eichenbaum-Pikser and
Zasloff (2009) found that transient tachypnea may occur, but
no additional resuscitation may be needed. While preterm
neonates are already at an increased risk for respiratory dif-
ficulties, research shows there is no further potential increase
due to DCC (Garofalo & Abenhaim, 2012).

Jaundice

With the increase in hemoglobin stores and iron concen-
tration in the blood from waiting to clamp, the neonate can
be at an increased risk for jaundice. Jaundice occurs when the
neonate has a total serum bilirubin greater than 5 mg per dL
and is related to a slowing of red blood cell breakdown. With
more red blood cells, the risk for jaundice could be seen as
increased. Hutton and Hassan (2007) found no significance
in serum bilirubin measurements or requirement of photo-
therapy lights in neonates with DCC. Contrarily, McDonald
and Middleton (2008) did find that fewer infants required
phototherapy when early cord clamping occurred compared
to delayed, however, the difference between clinical jaundice
findings were not significant. Increased serum bilirubin levels
with DCC were higher in preterm infants, however, preterm
neonates are already at an increased risk for jaundice (Rabe
et al., 2012). Unfortunately, controversy over the increased
risk of jaundice still prevails. More recent studies found
phototherapy usage increased even with early cord clamping
(Garofalo & Abenhaim, 2012; Hutchon, 2013).

Polycythemia
Polycythemia, a venous blood hematocrit greater than

continued on next page
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65% in the neonate, can occur in up to 4% of all births
(Sankar, Agarwal, Deorari, & Paul, 2010). With increased
blood volume from DCC, this thickened viscosity of the
blood can deplete oxygen carrying capacity and increase the
risk of respiratory distress. When DCC is practiced, elevated
serum hematocrit levels are found up to 48 hours after birth
in full-term and preterm neonates. However, there are no
presenting symptoms noted between either groups (McDon-
ald & Middleton, 2008).

Conclusion

The decision to delay umbilical cord clamping is current-
ly determined by the health care provider. The Committee
on Obstetric Practice of The American College of Obstetri-
cians and Gynecologists along with the American Academy of
Pediatrics (2012) reaffirmed its position in 2014 and feel cur-
rent literature is insufficient in validating or refuting the act
of DCC. They suggest more research is needed to effectively
determine if DCC is beneficial as current studies suggest.

The small literature review presented here reveals DCC
consistently improves short term and long term hematologi-
cal values of both the preterm and term neonate. Although
there is inconsistency in defining what time frame to use
with DCC, studies show neurological and cognitive out-
comes are increased when clamping occurs after one minute
of age with term neonates and at least 30 seconds with pre-
term neonates. Overall, all health care providers must weigh
the benefits and risks (See Table 1) to provide optimal care
for the neonate after birth.

Table 1. Benefits vs Risks

Benefits

Term Neonate Preterm Neonate

Lower risk of iron deficiency Lower risk for transfusions

anemia for first 6 months

Higher Hct/Hgb levels for
up to first 4 months

Increased blood volume

Increased blood volume

Risks

Term Neonate Preterm Neonate

Increased risk of jaundice Increased risk of jaundice

Possible transient tachypnea
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LGBTQ Focused

Education:

Can Inclusion Be Taught?

by Randi Beth Singer, CNM MSN RN

Abstract: With the advent of the LGBTQ
civil rights movement, particularly the
fight for marriage equality, there is a
growing awareness of non-traditional
families. This awareness requires all
health care professionals including
childbirth educators to shift away from
heterosexist thinking and language in
caring for patients. Doctors, nurses,
prenatal educators, doulas, and midwives
must be adequately educated about
LGBTQ health issues to be empathic and
conscious of the needs of this population.
Without proper culturally competent
educational opportunities, the health
care system is inadequately prepared to
provide responsive health care.

Keywords: LGBT, leshians, pregnancy, prenatal care, heteronormativity,
cisnormativity

When a patient chooses a prenatal care provider, doula,
childbirth educator, or midwife, they are choosing a year-
long relationship based on trust, expertise, and skill. Patients
want to know if their care providers will also be understand-
ing, accepting, and trustworthy. Trust is more likely to be
achieved with a health care professional whose philosophy is
to maintain inclusion and cultural sensitivity (Janssen, Ryan,
Etches, Klein, & Reime, 2007). We can only be more effec-
tive in patient care by demonstrating sincere understanding,
acceptance, and inclusion.

Although pregnant Lesbian, Gay, Bisexual, Transgender,
Queer (LGBTQ) patients receive prenatal care from OB
physicians and other healthcare providers and educators
(Unger, 2014), there is little research to support how best to
implement LGBTQ education (Poteat, German, & Kerrigan,
2013). Despite whatever training they have received, many
healthcare professionals are not aware that there is a problem
in relation to their care of LGBTQ families (Lim, Brown, &
Justin Kim, 2014). However, LGBTQ childbearing families
have reported insensitivity on the part of their obstetric
healthcare professionals (Bonvicini & Perlin, 2003; Nusbaum
& Hamilton, 2002). Therefore, there is a gap between per-
ceptions of health care professionals and what they actually
need to know in order to provide competent, compassionate,
and inclusive care for the LGBTQ childbearing community.

Evidence suggests that health care professionals best
serve the needs of their patients by being knowledgeable,
approachable, understanding, and trustworthy (Janssen et al.,
2007; Reis et al., 2008). To be knowledgeable, approachable,
understanding, and trustworthy, health care professionals must
prepare and show competence with continuing education and
exposure to the specific needs of various patient populations
(Lannon, 2005) Therefore, to meet the needs of the LGBTQ
patients, preparedness and competence can be achieved
through LGBTQ-focused education. It is the responsibility of
health care professionals to learn how to be affirming allies
who are able to anticipate diverse identities in terms of both
sexuality and alternative gender presentation. This allows
acceptance of and knowledge about the LBGTQ community.
Curriculum changes, continuing training, and development
all need to take place so that healthcare inclusion may occur
for members of the LGBTQ community.

continued on next page
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Heteronormativity is the incorrect
presumption that we are all, by default,
heterosexual.

Theoretical Support for Change

Before even beginning to implement curriculum and
training changes, we first need to assess what is and is not
being taught. Additionally, attention needs to be given to the
gaps in LGBTQ knowledge so that they may effectively edu-
cate future nurses, physicians, midwives, and doulas. Finally,
scholars must gain insight into what those practicing do and
do not know about the LGBTQ community as it relates to
their health and wellbeing.

Heteronormativity within Obstetrical Care

Heteronormativity is the incorrect presumption that we
are all, by default, heterosexual (Lim et al., 2014). Cisnor-
mativity negates the very reality of gender variance and the
complicated experience of diverse gender expression (Calla-
han et al., 2014). This two-dimensional presumption is often
what is being taught at medical and nursing schools and may
be what is being practiced (Platzer & James, 2000; Rondahl,
2011). Healthcare education continues to be hetero and
cisnormative and ignorant of the daily life and health chal-
lenges faced by LGBTQ community. Curriculums need to be
modified allowing for LGBTQ inclusion taught, discussions
begun during training, and discomforts eased (Vanderleest &
Galper, 2009).

How Heteronormativity Plays Out in Practice

Many practicing are heteronormative in how they care
for patients, blindly assuming all individuals are heterosexual
until proven otherwise (Sue, 2010). Because the possibility of
proving otherwise is rarely provided, questions about sexual
orientation and gender identity are eliminated during office
visits. Currently, fewer than 35% of healthcare providers
inquire about sexuality with their patients, ultimately leading
patients to withhold information (Nusbaum & Hamilton,
2002). According to Lee (2004), by not asking questions
related to sexual and gender identity, LGBTQ individuals are
not given the opportunity to disclose. With decreased disclo-
sure, there is a scarcity of data, which further contributes to
the LGBTQ population being less visible (Lee, 2004).

While some healthcare providers nearly eliminate sexual
identity in history taking, other healthcare providers tend to
be curious and inquisitive about those identifying as LGBTQ
and give excessive attention to the relationship (Lee, 2004;
Rondahl, 2009). When curiosity takes hold and patients are
asked to educate their healthcare provider about their sexual
orientation or gender identity, patients might feel they are
being robbed of their prenatal, intrapartum or postpartum
experience (Rondahl, 2009).

LGBTQ - Focused Education

There is not enough LGBTQ-inclusive material at the
University level for those studying to be healthcare providers
(Vanderleest & Galper, 2009). For example, Wallick, Cambre,
and Townsend (1992) reported that medical students received
fewer than four hours of LGBT education in four years of
medical school. Rondahl’s (2011) research also demonstrates
the inadequacy of LGBT material being covered within health
care education curriculum. Vanderleest and Galper (2009)
suggest that current faculty might need significant educa-
tion to successfully answer students’ questions related to the
care of LGBTQ people. Because LGBTQ inclusion has not
been traditionally implemented within all aspects of nursing,
midwifery, doula, and medical school curricula, Vanderleest
and Galper (2009) suggest that educators will require faculty
development in the area of LGBTQ care. Additionally, there
is no continuing education requirement for the cultural com-
petency of practicing physicians, nurses, midwives, and nurse
practitioners as it relates to human sexuality (Janssen et al.,
2007; Reis et al., 2008).

continued on next page
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Start with the Basics

In order to begin to understand the needs of LGBTQ
childbearing patients, we must first understand how sexual
orientation, biologic sex, gender expression and gender iden-
tity are different from one another. This author recommends
the Genderbread Person (Killermann, 2013) be the framework
for explaining these four different components of sexuality:
Gender Identity, Gender Expression, Biological Sex, and At-
traction. Using the Genderbread Person as the framework for
the lessons offers a visual depiction of the complexities within
human sexuality. As a visual depiction, the Genderbread Per-
son will give the provider a sense of ownership of the material
(Killermann, 2013). By understanding identity versus biology,
healthcare professionals will have a foundation with which
to ask appropriately worded interview questions and to offer
individualized, unbiased care.

There is no single solution to the heteronormativ-
ity experienced by OB patients today. In order to change
the way obstetrics is practiced in relation to the LGBTQ
population, three changes have to be made. All first-year
nursing and medical students should have a semester-long
course designated to human sexuality within healthcare.
Secondly, the faculty responsible for facilitating these
aforementioned classes must be appropriately educated
about how to teach the various aspects of human sexuality.
Finally, those currently practicing with the childbearing fam-
ily should be given the opportunity to attend sexuality and
LGBTQ-focused education. Based on prior research, using
predominately heterosexual, cisgender patients (Reis et al.,
2008), LGBTQ patients would be more satisfied with their
care and more likely to seek care when they perceive that
their health care professionals behave in a way that commu-
nicates understanding, validation, and caring. The proposed
educational interventions should aid current and future care
of the population.
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Natural Labor
Pain Management

by Debra Henline Sullivan, PhD MSN RN CNE COI and Courtney McGuiness, CCHP E-RYT

Abstract: There is a current trend toward
natural pain management in labor, and
pregnant women will seek the guidance
of childbirth educators to make qualified
decisions. The childbirth educator bases
practice on the most current evidence;
however, natural pain management in
labor is not well studied. This paper offers
information and current evidence as well
as a story that illustrates the use of many
natural or complementary and alterna-
tive medical therapies used in pain man-
agement during labor.

Keywords: labor pain, childbirth, CAM, natural pain management,
acupuncture, acupressure, yoga, water birth, water immersion,
relaxation exercises

Childbirth Educators must be current and well informed
about pain management during labor. Pregnant women will
ask the educator what options are available and will rely on
them for insight. Pain management is a decision that can
have consequences for the health and wellbeing of both
mom and baby. Mixed with the excitement and happiness
of bringing a child into the world, there is also fear and
anxiety of the impending physical and psychological chal-
lenges that laboring women will face (Smith, Collins, Cyna,
& Crowther, 2010). Complete removal of pain may not offer
the most satisfying or safe experience in labor, and satisfac-
tory pain management must be individualized. There is a
global movement toward a more naturalistic approach for
childbirth (Goldbas, 2012). Natural or sometimes referred to
as complementary and alternative medicine (CAM) practices
offer pregnant women choices for treatment that are differ-

ent from the conventional methods. CAM therapies can be

effective with fewer side effects (Goldbas, 2012). This article
will offer evidence to the childbirth educator toward the use
of natural pain management and share a true story of woman
who chose a home birth with natural pain management
along with her journey in making some of these difficult
choices.

There is a global movement toward a
more naturalistic approach for childbirth

Significance to Childbirth Educators

CAM is popular worldwide, with almost half of women
of reproductive age using these types of treatments (Smith et
al., 2010). Birdee, Kemper, Rothman, and Gardiner (2014)
analyzed the data from the 2007 National Health Interview
Survey including only US women ages between the ages of
18 and 49 years who were pregnant or had children less than
one year old. They reported 37% of pregnant women and
28% of postpartum women reported using CAM in the last
12 months. Hastings-Tolsma and Vincent (2013) conducted
a qualitative study interviewing pregnant women and nurse
midwives to determine the perceptions of decision mak-
ing for the use of CAM therapies. They found that there is
a need for dialogue with pregnant women about CAM and
CAM should be included in mainstream education programs.
It is apparent that many pregnant women want more infor-
mation from their childbirth educators regarding CAM and
natural pain management.

In the 2007 National Health Interview Survey, mind—
body practices were the most common CAM therapy
reported, with one out of four women reporting use (Birdee
et al., 2014). In a Cochrane systematic review that looked at
CAM therapies, Smith et al. (2010), analyzed fourteen trials
with data reported on 1,537 women using different modali-

ties. The most commonly cited CAM practices used for

continued on next page
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pain management in labor was categorized into four areas;
mind-body practices that included hypnosis, relaxation, and
yoga, alternative medicine that included homoeopathy and
traditional Chinese medicine, manual healing methods that
included massage and reflexology, and pharmacologic and
biological treatments that included bioelectromagnetic ap-
plication and herbal medicines. The use of water immersion
and water birthing is another form of natural pain manage-
ment that has long been used (Smith et al., 2010; Cluett &
Burns, 2009).

CAM Therapies

In the following portion of this article, CAM therapies
will be reviewed. A description of the therapy along with
the current literature pertaining to the pain management
practice will be included.

Water Immersion

Wiater immersion is a common practice in many
birthing centers since the 1990s (Lukassel, Rowe, Townend,
Knight, & Hollowell, 2014). This labor pain management
strategy involves completely submerging the woman’s abdo-
men in warm water in a large tub, bath, or pool before the
actual birth of the baby (Davies, Davis, Pearce, & Wong,
2014; Lukassel et al., 2014). The buoyancy from the water
immersion provides the woman with easier movement and
has been found to optimize labor progression, report less
painful contractions, and a shortened labor (Davies et al.,
2014). Current research has found benefits of relaxation,
pain relief, reduced length of labor, reduced interventions,
increased spontaneous birth, and reduced first and second
degree perineal tears (Davies et al., 2014). A review of eight
randomized control trials concerning water immersion in
labor found a significant reduction of epidural analgesia use
and a reduction in duration of the first stage of labor with
no studies finding adverse effects to the woman or neonate
(Cluett & Burns, 2009).

Waterbirth

Waterbirth has been recorded as being practiced since
the 1800s. This therapy places the woman in a bath or pool
of water where the baby is actually born underwater (Davies
et al., 2014). This practice became very popular in the 1980s
as it offered the benefits of buoyancy as described with

water immersion, but remains controversial with research

providing conflicting information (Davies et al., 2014). Today
waterbirths are not mainstream and are restricted to women
with a low risk pregnancy even though there is a paucity of
research in this area with most research being case studies.
Young and Kruske (2013) did offer some evidence towards
debunking the five areas of concern; risk of neonatal aspira-
tion, neonatal and maternal infection, neonatal and maternal

thermoregulation, and skills of attending midwives.

Mind-Body Interventions

Mind-body practices include relaxation exercises, medi-
tation, visualization, and breathing techniques. These tech-
niques are offered commonly in prenatal classes, and are an
easily accessible way to calm anxiety and provide distraction
from the pain. Other interventions that fall in this category
would be yoga and hypnosis. Smith et al. (2010) in their
review included fourteen trials with data on 1537 women
and found hypnosis effective in labor pain relief. Smith,
Levett, Collins, and Crowther (2011) in a different Cochrane
systematic review analyzed 11 studies (1374 women) related
to mind-body interventions and found limited evidence to
support relaxation techniques to reduced pain, increased
satisfaction, and improved clinical outcomes to mother and
baby.

Relaxation. Relaxation techniques include interventions
such as guided imagery, breathing exercises, and progressive
muscle relaxation. Guided imagery uses one’s imagination as
a tool to alter the emotional state and in the laboring mom,
stress reduction. Breathing techniques use a breathing pat-
tern for a conditioned response to labor contractions (Smith

et al. 2011). Progressive muscle relaxation involves the pro-

continued on next page

Volume 30 Number2  April 2015 | International Journal of Childbirth Education | 21




Natural Labor Pain Management

continued from previous page

gressive release of muscle tension. This process instructs the
woman to identify painful areas in order to replace the pain
with comforting sensations. Relaxation exercises in general
were associated with reduced pain during the latent and
active phase of labor. Evidence was found, although limited,
to support improved outcomes from relaxation interventions
(Smith et al., 2011).

There is evidence to support relaxation
techniques reduce pain, increase
satisfaction, and improve clinical
outcomes

Yoga. There are many types of yoga, but typically, the
practice combines stretching exercises and different poses
with breathing and meditation techniques (Field, 2011).
Another description of yoga explains that it is based on five
sheaths of existence, or Koshas, including the physical body,
energy body, mind body, higher intellect body, and bliss
body. Imbalance of theses sheaths can lead to illness (Chunt-
harapat, Petpichetchian, & Hatthakit, 2008). In their study
using a six one-hour sessions of yoga, the yoga group showed
higher levels of comfort during labor which continued to

two hours post-labor, and they experienced less labor pain

than the control group. A shorter duration of the first stage
of labor as well as a shorter total time spent in labor was
found in the yoga group as well (Chuntharapat et al., 2008).
Antepartum yoga instruction can empower women to accli-
mate to the yoga-like positions that build muscle strength for
labor, as well as develop pain response using relaxation and
coping strategies (Satyapriya, Hongasanda, Nagarathna,&
Padmalatha, 2009). A randomized control trial that included
45 women in the experimental group and 43 in the control
group found that a yoga program of 12-14 weeks with three
sessions a week reported higher self-efficacy during the active
stage of labor compared to the control group (Sun, Hung,
Chang, & Kuo, 2010). In another study of 16 pregnant
women who took a seven week mindfulness yoga class, par-
ticipants experienced reduced anxiety and pain as evidenced
by reduced cortisol levels (Beddoe, Yang, Kennedy, Weiss, &
Lee, 2009). Yoga was found to be related to reduced pain,
increased satisfaction with pain relief, and satisfaction with
the childbirth experience (Smith et al., 2011).

Hypnosis. Hypnosis is a focused state of mind where
awareness of external stimuli is decreased with an increased
response to non-verbal or verbal suggestions that can alter
perceptions of mood and behavior (Smith et al., 2010).
Therapeutic suggestions are made verbally, reaching a
patient’s unconscious, and the responses are not of any con-
scious effort or reasoning. Women can learn self-hypnosis to
reduce labor pain, or be guided into hypnosis by a practitio-
ner during labor (Madden, Middleton, Cyna, Matthewson, &
Jones, 2012). Smith et al. (2011) found that hypnosis reduces
the need for pharmacological pain relief and did not find
any evidence of adverse effects on the neonate or mother. In
another review of seven randomized trials with 1,213 women
using hypnosis for pain management during labor, it was
found that some hypnosis interventions were promising, but
more research is needed before recommendations can be
made (Madden et al., 2012). Based on these findings it is rec-
ommended that hypnosis be used as an adjunct to pain man-
agement. The benefit for the woman in labor is that hypnosis
can be used autonomously to enhance self-confidence.

Alternative Medicine

Homoepathy. The principle of treatment with a ho-
meopathic substance is that it will stimulate the body and
healing functions to achieve a state of balance (Smith et al.,
2010). Remedies are made from natural substances such as
herbs and minerals. Laboring women are given remedies

continued on next page
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Megan’s Story

Megan based her decisions on tireless research and
worked diligently to prepare physically and emotion-
ally. When Megan became pregnant, she knew that she
wanted to deliver her baby in a way that felt natural, safe,
and healthy for them both. She was fearful of the thought
of medical interventions during her labor and delivery,
and concerned about the high level of Cesarean births in
the US. Through personal research, Megan found several
sources that pointed to fear itself during childbirth as a
source of pain. In order to birth successfully, the body
must dilate, or open, and when there is tension caused by
fear, this opening will be a more difficult process. With the
intention of removing fear and anxiety from her experi-
ence, Megan determined that for her, the right choice was
a midwife-attended home water birth.

With monitoring from both her midwife and a
partnering obstetrician, Megan received a high level of
prenatal care to assure that her pregnancy was one of
“low-risk” (i.e. safe to birth at home), and to prepare
her for a healthy pregnancy and childbirth. In addition,
Megan prepared on her own by reading birth stories of all
kinds and by educating herself about the mechanism of
childbirth. She kept her body healthy by eating well and
staying active through dance, walking, and prenatal yoga.
She met with and hired a professional Doula to support
her during labor. Later in her pregnancy, she visited a
chiropractor weekly in order to relieve pressure and strain
on her pelvis and to encourage her baby into an optimal
position for birth.

When Megan went into labor, she was free to move
around and change positions frequently. In the comfort
of her own home, she could keep the lights dimmed, play
soothing music, and have only her small, trusted birth
team present. All of these elements allowed Megan to stay
comfortable and relaxed. Her Doula helped her breathe
through contractions, reminding Megan of the breath-
ing exercises practiced in her yoga classes. She applied
counter-pressure to Megan’s lower back and hips. When
Megan’s contractions became more frequent and intense,
her Doula suggested she get into a warm bath to relieve
some of her discomfort. She offered essential oils for the
bath; peppermint for nausea, citrus for energy, or lavender

for relaxation. Immersing in the water had an immedi-

ate soothing effect, and Megan was able to relax into her
contractions again.

She took her time and nobody rushed her to progress.
In fact, her dilation was never checked once during labor.
Her midwife and the other members of her support team
allowed Megan the space to trust her own body and her
unique experience of birthing her baby. Listening to her
body, Megan knew when the birth of her baby was close.
She asked her husband and doula to help her into the
birthing pool that had been inflated in another room. It
was larger than her bathtub, and offered the support of
higher sides to rest against. Megan moved onto her knees
with her upper body resting on the side of the pool, and
her body soon began to push involuntarily with each
contraction. She was never directed to push or hold her
breath. Her support team held her hands, rubbed her
back, and encouraged her to breathe deeply. Because
she did not push forcefully, her body had time to stretch
naturally, as the baby’s head began to crown. With one
more shift, Megan turned over into a sitting position, drew
her knees up, and birthed her daughter peacefully into the
water. Due in part to the gentle nature of her birth, Megan
did not require stitches.

Looking back on the experience, Megan believes
that her preparation and trust in her body and the birth-
ing process helped her to have the birth for which she
hoped. With the encouragement of her midwife and the
continual support of her husband and doula (including
positioning suggestions, counter-pressure, and guidance
to maintain calm, focused breathing), she felt safe to work
with her body and allow her labor to unfold naturally. She
does not consider this birth to have been a painful process.
In her own words, “It was intense, and surely required all
of my attention. There was discomfort, but not pain.” She
says the water was instrumental in relieving that discom-
fort, and credits the tireless efforts of her doula, as well as
her own years of yoga training in helping her stay focused
and relaxed. In stark contrast to her previous fears about
childbirth being a painful experience to endure, Megan
considers her birth to have been a positive, empower-
ing one. “I have absolutely no regrets about the decision
[ made to have a natural, home water birth,” she says.
“Given the opportunity, | wouldn’t change a thing.”
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based on the amount and type of pain experienced. The goal
is to stimulate her physiological process enabling her to cope
with labor pain and relax her emotionally.

Acupuncture. Acupuncture involves the insertion of
fine needles along meridians of the body to treat illness.
Women using acupuncture required less analgesia and less
oxytocin, but more research is needed in this area (Smith et
al. 2010).

Acupressure. Acupressure involves the application of
pressure for a limited time to certain points of the body
and has been reported useful to manage labor pain (Chung,
Hung, Kuo, & Huang, 2003). However, according to Smith
et al. (2010) there is insufficient evidence as to the effective-
ness of acupressure and more research is indicated.

Manual Healing Methods

Massage and Reflexology. Massage involves manipula-
tion of soft tissues in the body used to relax tense muscles
(Smith et al., 2010). Massage may help relieve pain by
improving blood flow or inhibiting pain signals. Reflexology
involves massaging reflex points on the feet that correspond
to structures of the body. By massaging the foot at defined
points that correlate to another part of the body, pain relief
is achieved in the alternate part of the body. Smith, et al.
(2010) reported only one study in Taiwan that included
massage but found that there was not enough evidence to
support the effectiveness of massage or reflexology therapy

(Smith et al. 2010).

Pharmacologic and Biological Treatments

Herbal Supplements. Herbal supplements were used
by 36% of pregnant women in a study by Forster, Denning,
Wills, Bolger, and McCarthy (2006). Half of the subjects had
not informed their practitioner of their herbal use.

Aromatherapy. Aromatherapy uses the essential oils of
plants to increase the body’s own sedative, stimulant, and
relaxing substances. The oils may be inhaled with steam
infusion or a burner and also may be massaged into the
skin. There have not been many studies done, and the ones
that were found have not provided enough evidence that
psychological or physiological changes have occurred (Smith
etal., 2010).

Audio-analgesia. Audio-analgesia is the use of sound
for labor pain. A trial in England included 25 randomized
women who received “sea noise,” but no difference was
found between groups (Smith et al., 2010). Currently there
is not sufficient evidence about the effectiveness of audio-
analgesia on labor pain management.

Summary of CAM therapies

Overall, the current available data does not support the
exclusive use of any CAM therapy; however, the reason for
this is the paucity of research in CAM therapies. Implications
for practice would suggest that hypnosis is effective as an
adjunctive analgesic during labor and acupuncture appears
beneficial but acupressure, aromatherapy, audio-analgesia,
relaxation and massage therapy have not been studied

enough to provide evidence of efficacy (Smith et al., 2010).

Summary

Megan’s story illustrates a positive outcome using natu-
ral pain management. Like many pregnant women, she was
fearful of conventional methods of pain management such
as epidurals because they have been associated with in-
creased risks of adverse maternal effects and increased use of
other medical interventions (Madden, et al.2012). For those
women who want to experience natural pain management,
it is imperative that childbirth educators be aware of current
evidence related to CAM therapies. Pregnant women look
to childbirth educators for guidance and expertise making
the information contained in this article applicable to their

practice.
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Medications During
P regnancy: A Prenatal Perspective

by Maria A. Revell, PhD MSN COI and Adrienne D. Wilk, MSN RN

Abstract: Pregnant women take a variety
of medications in an effort to manage
symptoms and treat pre-existing illnesses.
These medications not only include those
prescribed by health care providers but
those used for self-treatment such as
over-the-counter, and herbal and dietary
products. It is important that care provid-
ers be proactive and knowledgeable re-
garding medications, their potential side
effects and alternative treatments that
may be used by pregnant women. Devel-
oping a trusting relationship and working
collaboratively with the pregnant woman
will facilitate the development of an in-
dividualized plan of care that is evidence
based and promotes proper medication
management in pregnancy.

Keywords: medications, pregnancy, labeling rule, prescription drug
labeling, antibiotics, influenza vaccines

Introduction

Medications include prescription, over-the-counter,
and herbal and dietary products a pregnant woman may
take. Many medications have global labeling. Very little is
known about the effects of specific medications in pregnancy
as most pregnant women are not included in medication
research studies. It is imperative that women who are at-
tempting to get pregnant or are pregnant not rely on labels
or online information but consult with their health care pro-
vider prior to taking medications of any kind. Care providers
must be proactive in discussing medication ingestion with
pregnant women.

Care providers must be proactive in
discussing medication ingestion with
pregnant women.

New Labeling System for Pregnancy and

Lactation

The U.S. Food and Drug Administration published the
Content and Format of Labeling for Human Prescription
Drug and Biological Products; Requirements for Pregnancy
and lactation Labeling, referred to as the “Pregnancy and
Lactation Labeling Rule” (PLLR or final rule) on December
3rd, 2014 (Department of Health and Human Services,
2014). This rule requires changes to the presentation of pre-
scription labeling. Changes to both the content and format
of information is required for prescription labels in the Phy-
sician Labeling Rule. The new PLLR format is designed to
help providers assess both benefit and risk of medications in
their pregnant patients (see Figure 1). New labeling combines
Pregnancy (8.1) and Labor and Delivery (8.2) components
into one subsection entitled Pregnancy (8.1). This subsection
will provide information regarding dosing and potential fetal
risks and will require a registry for maintaining information
on drug use and its effect on pregnant women. Nursing
Mothers (8.3) is now Lactation (8.2). This subsection will in-
clude information related to use a specific drug while breast-
feeding (e.g., drug amount excreted in breast milk). The new
label expands to include a section for reproduction potential
that addresses both males and females (8.3). This new sub-
section will include information on how the drug may affect
pregnancy testing, contraception and infertility. This new
labeling format will be in effect as of June 30, 2015 and allow
better informed decisions by pregnant and lactating women
in whether to take or not take specific medications.

The PLLR also made changes to the system of labeling
which was designed to identify fetal pharmaceutical risk.

continued on next page
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The system previously had five categories: A, B, C, D and X.
It was identified that this labeling could be misleading as it
could imply that risk increased from A to X which was not
the case. Risks in categories C, D and X could be similar as
medications in categories C & D could be very similar in risk
to those medications in category X. Research based findings
related to animal and human data was also felt to be not
well delineated. As a result of this and other considerations,
pregnancy categories A, B, C, D and X were removed from
all prescription drug labeling (Department of Health and Hu-

man Services, 2014).

Figure 1. Prescription Drug Labeling Changes

Preseription Drug Labeling Sections 8.1 - 8.3 USE IN SPECIFIC POPULATIONS
CURRENT LABELING NEW LABELING

[effective June 30, 2015)

Lactation
8.2 includes Nursing Mothers

8.2 Labor and Delivery

NEW
Females and Males of

8.3 Nursing Mothers
8.3 Reproductive Potential

Graphic used with permission — U.S. Department of Health and Human
Services, U.S. Food and Drug Administration. From http://www.fda.gov/
Drugs/DevelopmentApprovalProcess/DevelopmentResources/Labeling/
ucmo93307.htm

Medications in Pregnancy

Nausea and Vomiting Over the Counter Medications and
Alternative Treatments

Just because a medication is identified as over the
counter, it does not guarantee safety or efficacy in pregnancy
and during lactation. Often symptoms that are self-treated
include nausea and vomiting during pregnancy which is
usually most severe during the first trimester. Up to 80% of
women with normal pregnancies have nausea and vomiting
(Bottomley & Bourne, 2009).

Nausea is thought to occur as a result of changes in the
hormones human chorionic gonadotropin (hCG) and proges-
terone. These hormones rise rapidly early in pregnancy and
it is not completely know how these contribute to pregnancy
but it appears in a timed sequence that correlates with the

nausea episodes.

Non-medicinal interventions are the first place to start

in relieving symptoms. These include consuming crackers ap-
proximately 15 to 20 minutes prior to rising in the morning.
Eating smaller meals and consuming snacks can also reduce
nausea and vomiting throughout the day. If able to consume
salt without increasing fluid retention, consuming salty
chips prior to a meal can promote a reduction in nausea and
vomiting. Natural remedies include the use of ginger (e.g.,
ginger ale) to settle the stomach prior to food consumption.
Complementary and alternative therapy includes acupunc-
ture which, while research does not reveal any definitive
contraindication (Smith & Cochrane, 2009), is becoming an
increasingly used therapy in pregnancy.

The most severe form of “morning sickness” or what is
better identified as nausea and vomiting during pregnancy
is called hyperemesis gravidarum (HG). HG can occur in up
to 1.5% of pregnant women (Bottomley & Bourne, 2009).
This diagnosis is made when vomiting is severe and occurs
numerous times a day. This should not be self-treated as it
can lead to dehydration and loss of necessary electrolytes. It
also results in poor weight gain which affects both mother
and fetus. This debilitating condition can have detrimental
effects that must be treated early and effectively.

Depression Treatment and Pregnancy

Among women, there is a 10 to 25% lifetime risk of
major depression. This risk peaks in prevalence during child-
bearing years (Marcus, Flynn, Blow, & Barry, 2003). Women
may be on antidepressants prior to getting pregnant and
others may need to be treated as depression occurs follow-
ing pregnancy. For those who are being treated for depres-
sion prior to pregnancy these medications should never be
stopped without careful review by a care provider. It is im-
portant to weigh the risks and benefits for both mother and

continued on next page
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fetus (Bonari, Koren, Einarson, Jasper, Taddio, & Einarson,
2005). Relapse rates following antidepressant discontinuation
are high with a rapid onset (Einarson, Selby, & Koren, 2001).

Frequently prescribed medications for depression
include selective serotonin-reuptake inhibitors (SSRIs). A
research study by Alwan, Reefhuis, Rasmussen, Olney and
Friedman (2007) identified that use of SSRIs during early
pregnancy was not associated with a significantly increased
risk congenital defects (heart or other categories). They also
identified that continued research is needed in order for
pregnant women and care providers to make informed deci-
sions regarding use of SSRIs.

Influenza Vaccines and Pregnancy

Influenza is an upper respiratory infection that results
from viral invasion. Every year, influenza affects 5 to 20
percent of the U. S. population with more than 200,000
individuals hospitalized. Of this number 36,000 die from
influenza (National Center for Complimentary and Integra-
tive Health, 2015). These numbers are part of the three to
five million cases annually and the 500,000 deaths world-
wide (Ortiz, England, & Neuzil, 2011). Influenza can have
devastating effects on individuals who are compromised
due to illness or physiological alterations. It is more likely to
cause severe illness in pregnant women than women who are
not pregnant.

Pregnancy is a high priority group for influenza vac-
cination. Despite this group designation, vaccination rates in
pregnant women remain low. Decisions of pregnant women
do not appear to be influenced by these health initiatives.
Henninger, Naleway, Crane, Donohue and Irving (2013)
identified that “trust in recommendations, perceived sus-
ceptibility to and seriousness of influenza, perceived regret
about not getting vaccinated, and vaccine safety concerns
predict vaccination in pregnant women” (p. 741). Women
were less likely to get an influenza vaccine if they were
concerned about side effects during pregnancy (Henninger,
Naleway, Crane, Donohue, & Irving, 2013).

There are benefits of influenza vaccination not only for
the mother but for the newborn. Vaccinations during preg-
nancy may result in a reduced risk for the newborn up to six
months of age for acquiring influenza. Infants less than six
months old delivered from vaccinated mothers can be 45 -
48% less likely to be hospitalized for influenza related symp-

toms and illnesses (Poehling, Szilagyi, Staat, Snively, Payne,
et al., 2011). This may reduce the risk of mortality from
influenza symptoms that can be devastating to newborns.

Antibiotics in Pregnancy

There are multiple uses for antibiotics throughout the
duration of a pregnancy. Over 40% of women in labor are
administered antibiotics immediately preceding delivery
(Ledger & Blaser, 2013). The two most common desired
outcomes for intrapartum delivery of antibiotics is to prevent
group B streptococcus (GBS) infection in the newborn or to
prophylactically treat women undergoing caesarean section.
Additional uses for antibiotics from early to late pregnancy
include preterm rupture of membranes, asymptomatic
bacteriuria, bacterial vaginosis, genital infections, and various
respiratory infections (Martinez de Tejada, 2014).

While the use of antibiotics during pregnancy has
decreased the occurrence of infectious illness (Turrentine,
2013), overuse of antibiotics during pregnancy may have
multiple harmful effects on both the mother and baby.
Childhood onset of asthma, type 1 diabetes, obesity, and
autism is thought to be partly attributed to antibiotic
absorption while in utero (Ledger & Blaser, 2013). Addition-
ally, mothers receiving antibiotic therapy may experience a
wide spectrum of allergic reactions including anaphylaxis,
gastrointestinal disturbances including clostridium difficile
(Wynne, 2013), cardiac arrhythmia, and death (Rao et al.,
2014).

While determining the need for antibiotic therapy, it
is imperative that both the mother and healthcare provider
are part of the decision-making process to achieve optimal
outcomes. Whether or not to prescribe antibiotics is a
multi-faceted decision that should weigh both the benefits
and risks associated with antibiotic therapy while pregnant
(Martinez de Tejada, 2014). It is of utmost importance that
antibiotics, if prescribed, are taken as directed by the health-
care provider.

Asthma Medications in Pregnancy

Asthma, a common chronic respiratory disease, affects
roughly 4% to 12% of all pregnant women (Kwon, Belanger
& Bracken, 2003). Controlled and uncontrolled asthma is
a major contributing factor to poor pregnancy outcomes
(Carter, Downs, Bascom, Dyer & Weisman, 2011) such as
low birth weight, small for gestational age, preterm delivery
and pre-eclampsia (Murphy et al., 2011). Carter et al. (2011)
states that prior to conception, healthcare providers and

continued on next page
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hopeful mothers should focus on reducing exacerbating
factors for asthma attacks and subsequent hypoxia. Mea-
sures such as increasing physical activity, quitting smoking,
decreasing body mass, and reducing stress have been shown
to improve pregnancy outcomes.

According to a study by Hansen et al. (2012), roughly
63% of mothers with an asthma diagnosis receive at least
one dose of an asthma medication during pregnancy. Most
asthma medications are classified as Food and Drug Ad-
ministration (FDA) pregnancy category B or C, neither of
which guarantee safety for the fetus (Rance & O’Laughlen,
2013). Despite safety concerns, asthma medications should
be continued throughout pregnancy to prevent and manage
symptoms. Common asthma medications such as short-act-
ing beta agonists, long-acting beta agonists, inhaled corti-
costeroids, and leukotriene modifiers are all considered safe
to use during pregnancy. However, oral corticosteroids may
be administered in low doses despite the risk of preeclamp-
sia and low birth weight babies (National Heart, Lung, and
Blood Institute, 2007).

The goal in managing maternal asthma is to eliminate
fetal hypoxia. Mothers should strictly follow the prescribed
medication regimen. Additionally, the use of cigarettes
should be discontinued and exposure to environmental al-
lergens such as dust mites and pet dander should be reduced
(Rance & O’Laughlin, 2013).

The Care Providers Responsibility

Women who are or may be pregnant are often not
included in pharmaceutical research studies. It is only after
medications have been approved and are consumed by
pregnant women that the effects are often identified. This is
because in an effort to treat some of the troubling symptoms
that occur during and following pregnancy while breast feed-
ing, these effects become known. Research is inconsistent in
identifying remedies for nausea and vomiting in pregnancy
(Matthews, Haas, O’Mathtina, Dowswell & Doyle, 2014).
There is insufficient research evidence to promote any one
specific intervention. It is imperative that the care provider
work with women to identify what works for each and pro-
mote its use while continuing assessment and review of these

interventions.

Complementary and alternative interventions for preg-
nancy symptoms and other troubling problems that occur
should be considered and critically evaluated by care provid-
ers as viable alternative to medications. Using validated
web-based information by reputable sites like the Centers for
Disease Control and the U. S. National Library of Medicine
are important. Some helpful sites follow:

* The U.S. National Library of Medicine —

- Database of Drugs and Lactation Database (LactMed)
located at http://toxnet.nlm.nih.gov/newtoxnet/lact-
med.htm

 Centers for Disease Control and Prevention -

- Treating for Two located at http://www.cdc.gov/preg-
nancy/meds/treatingfortwo/

- National Birth Defects Prevention Study located at
http://www.cdc.gov/ncbddd/birthdefects/nbdps.html

» U.S. Department of Health and Human Services, Food
and Drug Administration located at http://www.fda.gov/
default.htm

- List of Pregnancy Exposure Registries located at http://
www.fda.gov/ScienceResearch/Special Topics/ Women-
sHealthResearch/ucm134848.htm

Symptom presence and severity is subjective. Care
provider attitude can affect whether hyperemesis symptom
presence and severity is disclosed by women during pregnan-
cy. Many women in the qualitative study by Power, Thomson
and Waterman (2010) identified that they felt unsupported
when they reported symptoms. The care provider must
possess a helpful attitude and encourage women to disclose
symptom occurrence and severity in order for them to re-
ceive a timely response when symptoms present themselves.
It is imperative that providers be available and engaged with
the pregnant woman in working to develop a plan of care to
promote control of symptoms.

Treatment options should be personalized for all
illnesses. A thorough history and physical assessment is
necessary in order to identify and validate the best options
for intervention and symptom treatment. Careful review and
collaborative intervention decisions are required for the best
outcome. Decisions to prescribe medications for the pregnant
woman should be a collaborative and joint decision following
careful assessment and identification of the pros and cons of
such an intervention. The provider should remain knowledge-
able of current evidence related to the use of medications in
pregnancy in order to educate and medicate appropriately.

continued on next page
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Early Socialization

by Leslie Reed, RN MSN HCNS AHN-BC

Abstract: Socialization is unique and
begins in infancy. Parenting skills and
style have a strong influence on outcomes
of integrated socialization. Education is
a preventative measure that will assist
parents to effectively manage negative
emotional displays by children. Under-
standing the backgrounds of parents will
help childbirth educators provide the
most useful support and instruction for
successful parenting skill development.

Keywords: socialization, parenting styles, infant socialization, parenting

Socialization

The self as a system is divided into two primary parts,
the | and the Me. Self-awareness is subjective and comes
from within. This is the process of truly knowing who one
actually is. Self-awareness is the “I.” Self-concept is objective
and has to do with observable behaviors and actions. Others’
reactions and opinions influence the self-concept, or the
“Me” aspect (Broderick & Blewitt, 2006). Another important
piece of human analysis related to, yet separate from, the
“I” and “Me” is self-esteem. Self-esteem is a product of both
self-awareness and self-concept. It is personal, yet strongly
influenced by others. In addition, self-regulation and self-
recognition are important parts of the human developmental
journey. Self-regulation is necessary so that children learn
effective behavioral control, which will enable them to
socialize with others in an effective manner. Self-recognition
is important in the development of independence that allows
children to establish boundaries with others. As these skills
enhance and revise the self-awareness and self-concept, self-
esteem becomes more fully developed. Positive self-esteem
has an enormous impact on operative socialization.

Oregon State University (2008) defines socialization as
the progression of learning and understanding culture and
society, right from wrong, and values and beliefs. Though
some of these aspects vary among different ethos, some com-

mon elements are not culturally biased, such as comprehen-
sion that murder is immoral and illegal, as is theft. Parenting
style has a direct effect on productive socialization. Though
infants begin to have recognition of themselves from others
and learn to adjust their behaviors based upon the reactions
of others, the self-system does not begin to fully develop
until around the age of two (Broderick & Blewitt, 2006).
The developmental process of self-esteem and awareness can
provide an educational framework for those who work with
young parenting families.

Parenting Style

There are many different discussions concerning parent-
ing style types. Parenting style during infancy has an effect
on the self-system development in the toddler and has a
life-long impact on the child. Cultural differences influ-
ence parenting styles depending upon what is valued as
more socially acceptable and more vital within the com-
munity (Keller et al., 2004). In Keller et al.’s (2004) study
involving three separate cultures, Greek, Costa Rican, and
Cameroonian mothers and infants were observed, and the
differences between proximal (body contact), distal (face to
face interaction and eye contact), and a combined proximal-
distal parenting type were documented. During toddlerhood,
these same children were again observed to determine levels
of self-regulation (behavioral control) and self-recognition
(leading to increased autonomy) (Keller et al., 2004). Proxi-
mal parenting led to better self-regulation in the child, and
distal parenting led to more rapid self-recognition (Keller
et al., 2004). Proximal-distal care, as expected, showed a
more equal level of self-regulation and self-recognition in the
observed toddlers (Keller et al., 2004). Keller et al. (2004)
hypothesized that the children with more self-regulation
will develop the self-concept aspect of identity more rapidly,
while the children with better self-recognition skills will
begin self-awareness development with fewer delays.

Self-esteem is a product of both self-

awareness and self-concept.
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