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A

INTRODUCTION

s	infants,	both	my	children	loved	to	be	swaddled—wrapped	up
tightly	in	blankets	to	sleep.	Our	blanket	of	choice	was	something
called	the	Miracle	Blanket,	which	involved	a	complicated

wrapping	procedure	that	only	Houdini	himself	could	have	escaped.	We
had	about	nine	of	these	blankets,	since	we	feared	we	would	run	out	and
have	to	use	a	swaddle	covered	in	poop.

Swaddling	is	great,	and	it	can	help	your	infant	sleep.	But	there	is	a
downside:	you	can’t	use	it	forever.	At	some	point,	your	kid	will	get	too
big	and	you’ll	have	to	stop.	Now,	a	first-time	parent	might	not	assume
that	this	is	a	problem,	but	breaking	the	swaddle	habit	is	no	easy	task.

With	our	daughter,	Penelope	(kid	number	one),	breaking	the
swaddle	led	to	worse	sleep	habits,	followed	by	a	long	reliance	on	a
product	called	the	Rock	’n	Play	Sleeper,	which	I	still	have	nightmares
about.	Other	parents	have	told	me	stories	of	seeking	secret	online
sources	for	larger-size	swaddles.	There	are	women	on	Etsy	who	will
create	a	swaddle	blanket	for	your	eighteen-month-old.	Please	note:
Just	because	there	is	a	secret	market	for	something	on	Etsy	doesn’t
necessarily	mean	it’s	a	good	idea.

One	of	the	features	of	having	a	second	child	is	you	can	have	a	do-
over	on	all	your	perceived	mistakes.	As	an	“experienced	parent,”	you
can	make	sure	that	anything	you	look	back	on	with	regret	you’ll	fix	on
this	round.	At	least,	that’s	what	I	thought.	Breaking	the	swaddle	was	at
the	top	of	my	list.	I	was	going	to	do	it	right	this	time.

As	Finn	(kid	number	two)	approached	four	or	five	months	old,	I
made	a	plan.	First,	for	a	few	days	I’d	swaddle	Finn	as	usual,	but	leave
one	arm	uncovered.	Then,	a	few	days	later,	after	he	adjusted	to	that,	I’d
take	the	other	arm	out.	Then	I’d	uncover	his	legs.	Finally,	I’d	dispense
with	the	whole	swaddle.	The	internet	assured	me	that	this	way	we’d
lose	the	swaddle	without	also	losing	any	(hard-won)	sleeping	skills.



I	was	ready	to	start.	I	put	a	date	on	the	calendar	and	informed	my
husband,	Jesse.

Then,	one	extremely	hot	day	shortly	before	the	assigned	start	date,
the	power	went	out,	and	with	it	the	air	conditioning.	Finn’s	room	was
95	degrees.	It	was	approaching	bedtime.	I	panicked.	When	fully
deployed,	the	swaddle	blanket	was	many	layers	of	fabric.	Finn	would
roast.

Should	I	keep	him	awake	in	the	hopes	the	power	would	come	back
on?	It	could	be	days.	Should	I	just	swaddle	him	and	figure	he’d	be	hot?
This	seemed	irresponsible	and	also	kind	of	mean.	Should	I	just	hold
him	while	he	slept	and	not	put	him	in	the	crib	at	all	until	it	cooled
down?	This	was	also	very	hot,	and	experience	suggested	he	wouldn’t
sleep	for	long	in	my	arms.

My	best-laid	plans	set	aside,	I	put	him	to	bed	in	a	diaper	and
onesie.	No	swaddle.	I	explained	it	to	him	as	I	nursed	him	to	sleep,
drenched	in	sweat.

“Finn,	I’m	sorry,	but	it’s	so	hot	out!	We	can’t	use	the	swaddle.	But
don’t	worry,	you	can	still	sleep.	I	know	you	can	do	it!	Now	you’ll	be
able	to	suck	on	your	fingers!	Won’t	that	be	nice?”

With	a	big	smile,	I	put	him	in	his	crib,	unswaddled,	and	left	the
room.	I	prepared	for	the	worst.	Penelope	would	have	screamed	bloody
murder.	Finn,	though,	just	made	a	few	surprised	noises	and	fell	asleep.

Obviously,	an	hour	later	the	power	came	back	on.	By	then	Finn	was
sleeping.	I	asked	Jesse	if	I	should	go	in	and	swaddle	him	now.	Jesse
told	me	I	was	nuts,	and	collected	all	the	Miracle	Blankets	for	the
charity	bin.

As	I	lay	in	bed	that	night,	I	wondered	if	Finn	would	sleep	worse
now,	if	I	should	go	dig	the	blankets	out	of	the	bin	and	wrap	him	in	one.
I	was	tempted	to	jump	on	the	computer	and	read	stories	of	swaddle-
induced	sleep	regression,	or	lack	thereof.	In	the	end,	I	was	too	hot	to
follow	through,	and	our	swaddle	days	were	over.

As	a	parent,	you	want	nothing	more	than	to	do	the	right	thing	for
your	children,	to	make	the	best	choices	for	them.	At	the	same	time,	it
can	be	impossible	to	know	what	those	best	choices	are.	Things	crop	up
that	you	never	thought	about—even	with	a	second	kid,	probably	even
with	a	fifth	kid.	The	world,	and	your	child,	surprise	you	all	the	time.	It
is	hard	not	to	second-guess	yourself,	even	on	the	small	things.



The	swaddle	breaking	was,	of	course,	a	tiny	incident.	But	it
illustrates	what	will	be	one	of	the	great	themes	of	your	parenting	life:
you	have	way	less	control	than	you	think	you	do.	You	might	ask	why,	if
I	know	this	to	be	true,	have	I	written	a	guide	to	parenting	in	the	early
years?	The	answer	is	that	you	do	have	choices,	even	if	not	control,	and
these	choices	are	important.	The	problem	is	that	the	atmosphere
around	parenting	rarely	frames	these	choices	in	a	way	that	gives
parents	autonomy.

We	can	do	better,	and	data	and	economics,	surprisingly,	can	help.
My	goal	with	this	book	is	to	take	some	of	the	stress	out	of	the	early
years	by	arming	you	with	good	information	and	a	method	for	making
the	best	decisions	for	your	family.

I	also	hope	Cribsheet	will	offer	a	basic,	data-derived	map	of	the	big
issues	that	come	up	in	the	first	three	years	of	being	a	parent.	I	found
that	hard	to	come	by	in	my	own	experience.

Most	of	us	are	parenting	later	than	our	parents	did;	we’ve	been
functional	adults	a	lot	longer	than	any	previous	generation	of	new
parents.	That’s	not	just	a	neat	demographic	fact.	It	means	we’re	used	to
autonomy,	and	thanks	to	technology,	we	are	used	to	having	pretty
much	limitless	information	in	our	decision-making.

We’d	like	to	approach	parenting	the	same	way,	but	the	sheer
number	of	decisions	causes	information	overload.	Especially	early	on,
every	day	seems	to	have	another	challenge,	and	when	you	look	for
advice,	everyone	says	something	different.	And,	frankly,	they	all	seem
like	experts	relative	to	you.	It’s	daunting	even	before	you	factor	in	your
depleted	postpartum	state	and	the	tiny	new	resident	of	your	home	who
won’t	latch	onto	your	breast,	sleep,	or	stop	screaming.	Take	a	deep
breath.

There	are	many	big	decisions:	Should	you	breastfeed?	Should	you
sleep	train,	and	with	what	method?	What	about	allergies?	Some	people
say	avoid	peanuts,	others	say	give	them	to	your	child	as	soon	as
possible—which	is	right?	Should	you	vaccinate,	and	if	so,	when?	And
there	are	smaller	ones:	Is	swaddling	actually	a	good	idea?	Does	your
baby	need	a	schedule	right	away?

These	questions	don’t	die	out	as	your	child	ages,	either.	Sleeping
and	eating	just	start	to	stabilize,	and	then	you’ll	get	your	first	tantrum.
What	on	earth	do	you	do	with	that?	Should	you	discipline	your	kid?



How?	Exorcism?	Sometimes	it	seems	like	it.	You	may	just	need	a	break
for	a	minute.	Is	it	okay	to	let	the	kid	watch	TV?	Maybe	one	time	the
internet	told	you	watching	TV	will	turn	your	child	into	a	serial	killer.
It’s	difficult	to	remember	the	details—but	maybe	don’t	risk	it?	But,	boy,
a	break	would	be	nice.

And	on	top	of	these	questions	is	the	endless	worrying,	“Is	my	kid
normal?”	When	your	baby	is	just	a	few	weeks	old,	“normal”	is	whether
they	are	peeing	enough,	crying	too	much,	gaining	enough	weight.	Then
it’s	how	much	they	sleep,	whether	they	roll	over,	whether	they	smile.
Then	do	they	crawl,	do	they	walk,	when	do	they	run?	And	can	they
talk?	Do	they	say	enough	different	words?

How	can	we	get	the	answers	to	these	questions?	How	do	we	know
the	“right”	way	to	parent?	Does	such	a	thing	even	exist?	Your
pediatrician	will	be	helpful,	but	they	tend	to	(correctly)	focus	on	areas
of	actual	medical	concern.	When	my	daughter	showed	no	interest	in
walking	at	fifteen	months,	the	doctor	simply	told	me	that	if	she	didn’t
walk	by	eighteen	months,	we	would	start	screening	for	developmental
delay.	But	whether	your	child	is	so	delayed	that	they	need	early
intervention	is	different	from	whether	they	are	simply	a	bit	slower	than
the	average.	And	it	doesn’t	tell	you	if	late	milestones	have	any
consequences.

At	a	more	basic	level,	your	doctor	isn’t	always	around.	It’s	three
a.m.	and	your	three-week-old	will	only	sleep	while	you’re	right	next	to
him.	Is	it	okay	to	have	him	sleep	in	your	bed?	In	this	day	and	age,
you’re	most	likely	to	turn	to	the	internet.	Bleary-eyed,	holding	the
baby,	your	partner	(what	an	asshole—this	is	all	their	fault	anyway)
snoring	next	to	you,	you	look	through	websites,	parenting	advice,
Facebook	feeds.

This	can	leave	you	worse	off	than	you	were	before.	There’s	no	lack
of	opinions	on	the	internet,	and	many	of	them	are	from	people	you
probably	trust—your	friends,	mommy	bloggers,	people	who	claim	to
know	the	research.	But	they	all	say	different	things.	Some	of	them	tell
you	that,	yes,	having	your	baby	sleep	in	your	bed	is	great.	It’s	the
natural	way	to	do	it,	and	there’s	no	risk	as	long	as	you	don’t	smoke	or
drink.	They	make	a	case	that	the	people	who	say	it’s	risky	are	just
confused;	they’re	thinking	about	people	who	don’t	do	this	the	“right
way.”



But,	on	the	other	hand,	the	official	recommendations	say	to
definitely	not	do	this.	Your	child	could	die.	There	is	no	safe	way	to	co-
sleep.	The	American	Academy	of	Pediatrics	tells	you	to	put	the	baby	in
the	bassinet	next	to	your	bed.	He	wakes	up	immediately.

This	is	all	made	worse	by	the	fact	that	these	comments	are	(often)
not	delivered	in	a	calm	manner.	I	have	witnessed	many	an	intense
Facebook	group	discussion	in	which	a	decision	about	sleep
deteriorates	into,	effectively,	judgment	about	who	is	a	good	parent.
You’ll	have	people	telling	you	that	choosing	to	co-sleep	isn’t	just	a	bad
decision,	it’s	one	that	would	be	made	by	someone	who	doesn’t	care
about	their	baby	at	all.

In	the	face	of	all	this	conflicting	information,	how	can	you	decide
what	is	right	not	just	for	the	baby,	not	just	for	you,	but	for	your	family
overall?	This	is	the	crucial	question	of	parenting.

I’m	an	economist;	a	professor	whose	work	focuses	on	health
economics.	In	my	day	job	I	analyze	data,	trying	to	tease	causality	out	of
the	relationships	I	study.	And	then	I	try	to	use	that	data	inside	some
economic	framework—one	that	thinks	carefully	about	costs	and
benefits—to	think	about	decision-making.	I	do	this	in	my	research,	and
it’s	the	focus	of	my	teaching.

I	also	try	to	use	these	principles	in	decision-making	outside	the
office	and	classroom.	It	probably	helps	that	my	husband,	Jesse,	is	also
an	economist:	since	we	speak	the	same	language,	it	gives	us	a
framework	to	make	family	decisions	together.	We	tend	to	use
economics	a	lot	in	the	household,	and	new	parenting	was	no	exception.

For	example:	Before	we	had	Penelope,	I	used	to	cook	dinner	most
nights.	It	was	something	I	really	enjoyed	doing,	and	a	relaxing	way	to
end	the	day.	We’d	eat	late—seven	thirty	or	eight—then	relax	a	bit	and
go	to	sleep.

When	Penelope	first	arrived,	we	stuck	to	this	schedule.	But	once
she	was	old	enough	to	eat	with	us,	things	got	crazy.	She	needed	to	eat
at	six,	and	we	arrived	home	(at	best)	at	five	forty-five.	We	wanted	to
eat	together,	but	what	kind	of	food	can	you	prep	and	cook	in	fifteen
minutes?

Cooking	from	scratch	at	the	end	of	the	day	was	an	impossible
challenge.	I	considered	the	other	options.	We	could	get	take-out.	We
could	make	two	meals—a	quick	one	for	Penelope	and	a	more	involved



one	for	us	once	she	was	in	bed.	Around	this	time	I	also	learned	about
the	concept	of	the	meal	kit:	Pre-prepped	ingredients	for	a	set	recipe—
all	you	have	to	do	is	cook.	There	was	even	a	vegetarian	version	that
would	deliver	to	our	house.

With	all	these	options,	how	do	you	choose?

If	you	want	to	think	about	this	like	an	economist,	you’ve	got	to	start
with	data.	In	this	case,	the	important	question	was:	How	does	the	cost
of	these	choices	compare	to	meal	planning	and	prepping	on	my	own?
Getting	take-out	was	more	expensive.	Feeding	Penelope	chicken
nuggets	and	eating	on	our	own	was	similar.	The	meal	kits	were
somewhere	in	the	middle:	slightly	more	expensive	than	buying	the
same	ingredients	and	preparing	them	myself,	but	less	expensive	than
take-out.

But	this	wasn’t	the	whole	story,	since	this	didn’t	take	into	account
the	value	of	my	time.	Or,	as	economists	like	to	say,	the	“opportunity
cost.”	I	was	spending	time	prepping	food—fifteen,	thirty	minutes	a	day,
usually	early	in	the	morning.	I	could	have	spent	it	doing	something
else	(say,	writing	my	first	book	more	quickly,	or	writing	more	papers).
This	time	had	real	value,	and	we	couldn’t	ignore	it	in	the	calculation.

Once	we	factored	this	in,	the	meal	kit	seemed	like	a	great	deal,	and
even	take-out	started	to	sound	appealing.	The	dollar	difference	was
small,	and	the	cost	of	my	time	more	than	made	up	for	it.	Cooking	two
dinners,	though,	looked	a	lot	worse:	more	time	cooking,	not	less.

And	yet	this	is	still	not	quite	right,	since	it	doesn’t	account	for
preferences.	I	might	really	like	to	meal	plan	and	prep—many	people
do.	In	this	case,	it	might	make	sense	to	cook,	even	if	another	option
seems	like	a	good	deal	on	the	cost	side.	Basically,	I	might	be	willing	(in
economic	terms)	to	“pay”	something	for	the	choice	to	cook.

Although	take-out	may	be	the	easiest	option	in	terms	of	time,	some
families	really	value	a	home-cooked	meal.	And	in	thinking	about	the
two-dinner	option,	some	parents	want	to	sit	and	eat	together	with	their
kids	every	night,	and	others	like	the	idea	of	a	child	dinner	and	a
separate	adult	dinner,	a	chance	to	relax	and	chat	with	your	spouse.	Or
maybe	you	like	a	mix	of	these.

Preferences	are	very	important	here.	Two	families—with	the	same
food	costs,	the	same	value	of	time,	the	same	options—may	make
different	choices	because	they	have	different	preferences.	This



economic	approach	to	decision-making	doesn’t	make	a	choice	for	you,
only	tells	you	how	to	structure	it.

It	tells	you	to	ask	questions	like,	how	much	would	you	need	to	enjoy
cooking	to	make	that	the	right	choice?

For	us,	we	wanted	to	eat	with	Penelope,	and	we	didn’t	like	the	take-
out	options	available.	I	decided	that	although	I	do	like	to	cook,	I	didn’t
like	it	enough	to	want	to	do	the	whole	process	myself,	so	we	tried	the
vegetarian	meal	kit	(it	was	good—slightly	heavy	on	the	kale).

This	household	example	may	seem	divorced	from	a	choice	like
whether	to	breastfeed,	but	in	terms	of	how	to	make	the	decision,	it’s
not	so	different.	You	need	the	data—in	this	case,	good	information
about	the	benefits	of	breastfeeding—and	you	also	need	to	think	about
your	family	preferences.

When	I	was	pregnant	with	Penelope,	I	brought	this	approach	to
bear	on	pregnancy.	I	wrote	a	book—Expecting	Better—analyzing	the
many	rules	of	pregnancy	and	the	statistics	behind	them.

When	Penelope	was	born,	the	decisions	didn’t	stop—they	just	got
harder.	There	was	now	an	actual	person	to	contend	with,	and	even	as	a
baby,	she	had	opinions.	You	want	your	kid	to	be	happy	all	the	time!
And	yet	you	have	to	balance	this	with	knowing	that	sometimes	you
need	to	make	hard	choices	for	them.

Consider,	for	example,	Penelope’s	affinity	for	the	Rock	’n	Play
Sleeper,	which	is	a	rocking	bassinet-seat	contraption.	In	the	wake	of
the	swaddle,	Penelope	decided	that	this	was	her	sleep	location	of
choice.	This	was	at	best	inconvenient—we	dragged	that	sleeper
everywhere	for	months,	including	on	a	somewhat	ill-planned	vacation
to	Spain—and	at	worst	generated	a	risk	for	a	flattened	head.

And	yet	extricating	ourselves	from	that	required	not	just	us,	but
her.	When	we	decided	one	day	that	we	were	done	with	it,	she	didn’t
nap	for	an	entire	day,	leaving	her	a	cranky	mess	and	our	nanny
distraught.	Penelope	won	that	round;	we	returned	to	the	sleeper	the
next	day,	only	to	finally	be	forced	to	give	it	up	when	she	was	above	the
weight	limit.

Now,	you	could	say	we	just	gave	in,	but	really,	we	made	a	decision
to	prioritize	family	harmony	over	moving	Penelope	to	her	crib	exactly
at	the	moment	the	books	recommended.	There	are	lines	you	shouldn’t
cross	with	young	children,	but	there	are	many	more	gray	areas.



Thinking	about	our	choices	in	cost/benefit	terms	helps	take	some	of
the	stress	off	a	decision.

In	thinking	about	these	decisions,	I	again,	as	I	had	during
pregnancy,	found	there	was	comfort	in	starting	with	the	data.	For	most
of	the	larger	decisions	we	had	to	make—breastfeeding,	sleep	training,
allergies—there	were	studies.	Of	course,	the	trouble	was	that	not	all	of
these	studies	were	very	good.

Take	breastfeeding.	Breastfeeding	is	often	hard,	but	you’ll	hear
endlessly	about	the	benefits.	Breastfeeding	is	made	out	to	be	an
absolute	must	by	the	medical	establishment	and	a	host	of	online
voices,	to	say	nothing	of	your	friends	and	family.	But	are	these	benefits
all	real?

It’s	actually	not	so	easy	to	answer	that	question.

The	goal	of	studying	breastfeeding	is	to	see	if	children	who	are
breastfed	are	different	later	in	life—healthier,	smarter—than	those	who
are	not.	The	basic	problem	is	that	most	people	do	not	choose	to
breastfeed	at	random.	In	fact,	people	think	carefully	about	this	choice,
and	the	kind	of	people	who	choose	to	do	it	are	different	from	those
who	do	not.	When	we	look	at	recent	data	from	the	US,	breastfeeding	is
more	common	among	women	with	more	education	and	higher	income.

This	is	partly	because	these	women	are	more	likely	to	have	the
support	(including	maternity	leave)	that	affords	them	the	ability	to
breastfeed.	It	also	may	be	partly	because	they’re	more	aware	of	the
recommendations	that	say	that	the	choice	to	breastfeed	is	a	crucial	part
of	raising	a	healthy	and	successful	child.	But	regardless	of	the	reason,
the	fact	remains.

This	is	a	problem	for	learning	from	the	data.	Studies	of
breastfeeding	show	time	and	again	that	breastfeeding	is	associated
with	better	outcomes	for	kids—better	school	performance,	lower
obesity	rates,	and	so	on.	But	these	outcomes	are	also	linked	with	a
mother’s	education,	income,	and	marital	status.	How	can	we	know	if	it
is	the	breastfeeding	or	the	other	differences	among	women	that	causes
the	better	school	performance	and	lower	obesity?

One	answer	is	that	some	of	the	data	is	better	than	other	data.

In	thinking	about	these	decisions,	I	used	my	economic	training—
especially	the	part	where	I	try	to	tease	causality	out	of	data—to	try	to
separate	the	good	studies	from	the	less-good	ones.	Causality	isn’t



simple.	It	can	look	like	there	is	a	strong	relationship	between	two
things,	but	when	you	dig	a	bit	deeper,	you	find	they	aren’t	related	at	all.
For	instance,	people	who	eat	Clif	Bars	are	likely	healthier	than	those
who	don’t.	This	probably	isn’t	because	of	the	Clif	Bars,	but	rather	that
the	people	who	choose	to	eat	them	are	engaging	in	other	healthy
behaviors.

A	large	part	of	my	approach	here	was	to	try	to	identify	which	of	the
hundreds	of	breastfeeding	studies	provided	the	best	data.

Sometimes	when	I	did	this,	the	best	studies	did	support	a
relationship—breastfeeding	does,	for	example,	seem	to	consistently
reduce	infant	diarrhea.	But	at	other	times,	the	best	studies	didn’t	show
these	effects;	the	idea	that	breastfeeding	has	dramatic	effects	on	IQ,	for
example,	isn’t	as	convincing.

In	the	case	of	breastfeeding,	there	are	studies	to	rely	on,	even	if	they
aren’t	all	great.	But	even	this	isn’t	always	true.	When	my	kids	were	a
bit	older	and	I	wondered	about	the	effects	of	screen	time,	I	found
precious	little	data	that	really	addressed	the	questions	I	had.	IPad	apps
to	teach	a	three-year-old	letters	simply	haven’t	been	around	long
enough	to	have	prompted	lots	of	research	papers.

This	was	occasionally	frustrating,	but	it	is	comforting,	in	its	own
way,	to	know	there	are	some	questions	data	just	cannot	answer	for
you.	At	least	you	can	go	into	this	with	an	understanding	of	the
uncertainties.

As	with	the	meal	preparation	question,	data	is	only	one	piece	of	the
puzzle,	and	we	can’t	stop	there.	When	I	saw	the	data,	I	made	one	set	of
choices.	But	the	same	data	does	not	always	lead	everyone	to	the	same
decision.	Data	is	an	input,	but	so	are	preferences.	In	deciding	whether
to	breastfeed,	it	is	useful	to	know	what	the	benefits	are	(if	any),	but	it’s
also	crucial	to	think	about	the	costs.	You	may	hate	breastfeeding;	you
may	plan	to	return	to	work	and	hate	pumping.	These	are	reasons	not	to
breastfeed.	Too	often	we	focus	on	the	benefits	at	the	expense	of
thinking	about	the	costs.	But	benefits	can	be	overstated,	and	costs	can
be	profound.

These	preferences,	it	should	be	noted,	should	consider	not	just	the
baby	but	also	the	parents.	In	thinking	about	the	right	caregiving	setup
for	your	child—stay-at-home	parent,	day	care,	nanny—it’s	useful	to
look	at	the	data,	but	it	is	also	crucial	to	think	about	what	works	for



your	family.	In	my	case,	I	was	committed	to	getting	back	to	work.
Perhaps	my	children	would	have	preferred	I	stay	home	(I	doubt	it),	but
that	wasn’t	going	to	work	for	me.	I	did	get	some	data	to	think	about
this	decision,	but	ultimately,	my	preferences	played	an	important	role.
I	made	an	informed	choice,	but	I	also	made	the	choice	that	was	right
for	me.

This	idea—that	what	parents	need	or	want	will	play	a	role	in	choices
—can	be	hard	to	admit.	In	a	sense,	I	think	this	is	at	the	core	of	a	lot	of
the	“Mommy	War”	conflicts.

We	all	want	to	be	good	parents.	We	want	our	choices	to	be	the	right
ones.	So,	after	we	make	the	choices,	there	is	a	temptation	to	decide
they	are	the	perfect	ones.	Psychology	has	a	name	for	this:	avoiding
cognitive	dissonance.	If	I	choose	not	to	breastfeed,	I	don’t	want	to
acknowledge	that	there	are	even	small	possible	benefits	to
breastfeeding.	So	I	encamp	myself	in	the	position	that	breastfeeding	is
a	waste	of	time.	On	the	other	side,	if	I	spend	two	years	taking	my	boobs
out	every	three	hours,	I	need	to	believe	that	this	is	what	it	takes	to
deliver	a	life	of	continued	successes	to	my	child.

This	is	a	deeply	human	temptation,	but	it	is	also	really
counterproductive.	Your	choices	can	be	right	for	you	but	also	not
necessarily	the	best	choices	for	other	people.	Why?	You	are	not	other
people.	Your	circumstances	differ.	Your	preferences	differ.	In	the
language	of	economics,	your	constraints	differ.

When	economists	talk	about	people	making	the	“optimal	choices,”
we’re	always	solving	problems	of	what	we	call	“constrained
optimization.”	Sally	likes	apples	and	bananas.	Apples	cost	$3	and
bananas	cost	$5.	Before	we	ask	how	many	of	each	Sally	buys,	we	give
her	a	budget.	This	is	her	constraint.	Otherwise,	she’d	buy	infinite
apples	and	bananas	(economists	assume	people	always	want	more
stuff).

When	we	make	parenting	choices,	we	are	also	constrained—in
money,	yes,	but	also	in	time	or	energy.	You	can’t	make	up	sleep	out	of
thin	air.	If	you	sleep	less,	you’re	giving	up	the	benefits	you	may	derive
from	a	good	night’s	sleep.	That	time	spent	pumping	in	the	lactation
room	at	work	could	be	spent	working.	You	think	about	this,	and	then
you	make	the	choices	that	work	for	you.	But	someone	who	needs	less
sleep,	or	has	more	time	to	nap,	or	can	pump	and	work	at	the	same	time



—they	may	make	different	choices.	Parenting	is	hard	enough.	Let’s
take	some	of	the	stress	out	of	parenting	decisions.

This	book	will	not	tell	you	what	decisions	to	make	for	your	kids.
Instead,	I’ll	try	to	give	you	the	necessary	inputs	and	a	bit	of	a	decision
framework.	The	data	is	the	same	for	us	all,	but	the	decisions	are	yours
alone.

In	thinking	through	the	big	choices	of	these	early	years,	you’ll
probably	find	that	some	of	the	data,	on	everything	from	sleep	to	screen
time,	is	a	surprise	here.	There	is	reassurance	in	seeing	the	numbers	for
yourself.	People	may	tell	you	it’s	fine	to	let	your	child	“cry	it	out”	to	fall
asleep,	but	you’ll	probably	feel	better	doing	it	once	you’ve	seen	the	data
shows	this	to	be	true.

When	I	wrote	Expecting	Better,	about	pregnancy,	there	was	a	lot	of
data—on	coffee,	alcohol,	prenatal	testing,	epidurals.	Preferences
played	an	important	role	there,	but	in	many	cases,	the	data	was	clear.
For	example:	Bed	rest	is	not	a	good	idea.	Relative	to	pregnancy,	there
are	fewer	things	here	where	the	data	will	tell	you	what	to	do	or	avoid.
Your	family	preferences	will	be	more	central.	This	doesn’t	mean	the
data	isn’t	helpful—it	often	is!—but	the	decisions	that	come	out	of	data
will	be	different,	even	more	so	than	they	are	in	pregnancy.

Cribsheet	starts	in	the	delivery	room.	The	first	part	of	the	book	will
cover	some	of	the	issues—many	of	them	medical—that	will	come	up
early	on:	circumcision,	newborn	screening	tests,	infant	weight	loss.	I’ll
talk	about	the	early	weeks	at	home:	Should	you	swaddle?	Avoid	germ
exposure?	Obsessively	collect	data	about	your	baby?	This	part	of	the
book	will	also	talk	about	the	physical	recovery	from	childbirth	for	birth
moms,	and	about	awareness	of	postpartum	emotional	issues.

Part	2	is	focused	on	the	big	decisions	of	early	parenting:
breastfeeding	(Should	you	do	it?	How	does	it	work?),	vaccinations,
sleep	position,	sleep	training,	staying	at	home	versus	working	outside
the	home,	day	care	versus	nanny.	(Basically,	the	Mommy	Wars.)

Part	3	will	tackle	the	transition	from	baby	to	toddler,	or	at	least	a
piece	of	it:	screen	time	(good	or	bad?),	potty	training,	discipline,	and
various	educational	choices.	I’ll	show	you	some	data	on	when	your	kid
will	walk	and	run,	and	how	much	they	will	talk	(and	whether	it
matters).



Finally,	the	last	part	of	the	book	talks	parents.	When	a	baby	arrives,
it	necessarily	creates	parents,	and	a	lot	will	change.	I’ll	talk	about	the
stresses	early	parenting	can	have	on	your	relationship	with	your
partner,	and	the	question	of	having	more	children	(and	when).

We	know	being	a	parent	means	getting	a	lot	of	advice,	but	this
advice	is	almost	never	accompanied	by	an	explanation	of	why
something	is	true	or	not,	or	to	what	degree	we	can	even	know	it’s	true.
And	by	not	explaining	why,	we	remove	people’s	ability	to	think	about
these	choices	for	themselves,	with	their	own	preferences	playing	a	role.
Parents	are	people,	too,	and	they	deserve	better.

The	goal	of	this	book	is	not	to	fight	against	any	particular	piece	of
advice	but	against	the	idea	of	not	explaining	why.	Armed	with	the
evidence	and	a	way	to	think	about	decisions,	you	can	make	choices	that
are	right	for	your	family.	If	you’re	happy	with	your	choices,	that’s	the
path	to	happier	and	more	relaxed	parenting.	And,	hopefully,	to	a	bit
more	sleep.



PART	ONE

In	the	Beginning



R egardless	of	whether	you	had	the	childbirth	you	always
imagined	or,	in	the	words	of	a	colleague,	“got	a	little	panicked	at
the	end,”	you	will	find	yourself	in	a	recovery	room	a	few	hours

later.	It’ll	probably	be	pretty	similar	to	your	labor	and	delivery	room,
only	when	you	arrived	in	that	room,	there	was	one	fewer	person	along
for	the	ride.

It	is	hard	to	overstate	how	different	things	are	in	the	moments
before	and	after	the	baby,	especially	when	that	baby	is	your	first	child.
After	Penelope	was	born,	we	were	in	the	hospital	for	a	few	days.	I	sat
around	in	a	bathrobe,	trying	to	nurse,	holding	the	baby,	waiting	for	her
to	be	brought	back	from	various	tests,	trying	gently	to	walk	around.
Some	memories	of	that	time	are	very	sharp	and	specific—Jane	and
Dave	came	with	a	purple	stuffed	bear,	Aude	brought	a	baguette—but
the	experience	seems	a	bit	like	a	dream.

In	Jesse’s	notes	about	the	first	few	days	of	Penelope’s	life,	he	wrote,
“Emily	wants	to	stare	at	the	baby	all	the	time.”	It’s	true.	Even	when	I
tried	to	sleep,	I	could	see	her	behind	my	eyes.

The	first	few	hours	or	days	in	the	hospital,	and	then	the	first	weeks
at	home,	can	have	a	kind	of	hazy	quality.	(This	might	be	the	sleep
deprivation.)	You’re	not	seeing	many	other	people	(unless	you’re
hosting	unwelcome	family	members)	or	leaving	the	house	much,
you’re	not	sleeping	or	eating	enough,	and	there	is	all	of	a	sudden	a
demanding	person	who	wasn’t	there	before.	A	WHOLE	PERSON.
Someone	who	will	one	day	drive	a	car	and	have	a	job	and	tell	you	they
hate	you	for	ruining	their	life	for	not	letting	them	go	to	a	coed
sleepover	that	everyone	else	is	going	to.

But	while	you’re	staring	at	the	baby	or	contemplating	the	meaning
of	life,	some	stuff	might	come	up	that	you	have	to	make	decisions
about.	Better	to	think	about	it	in	advance,	since	this	will	not	be	your
most	functional	period.	The	days	right	after	giving	birth	are	a
confusing	time,	and	can	be	made	more	so	because	of	the	often
conflicting	advice	you	will	receive	from	your	care	providers,	your
family	and	friends,	and	the	online	world.

The	first	chapter	in	this	section	discusses	issues	that	may	come	up
at	the	hospital—either	procedures	you	could	have	there	or
complications	that	could	arise	early	on.	The	second	chapter	talks	about
the	first	weeks	at	home.



There	are	a	lot	of	big	decisions	about	parenting—breastfeeding,
vaccination,	sleep	location—which	you’ll	also	probably	want	to	make
early	on	(or,	in	some	cases,	before	birth).	But	since	these	affect	much
more	than	just	these	first	weeks,	I’ll	leave	them	for	part	2.



I

1

The	First	Three	Days
f	you	have	a	vaginal	delivery,	you’ll	probably	spend	two	nights	in
the	hospital.	If	you	have	a	caesarean	section,	or	any	complications
during	birth,	this	might	be	three	or	four	nights.	There	was	a	time

when	women	would	stay	in	the	hospital	for	a	week	or	even	ten	days	to
recover	after	giving	birth,	but	that	time	has	decidedly	ended.	Insurance
can	be	so	strict	about	this	that	one	friend	suggested	we	try	to	wait	to
have	the	baby	until	after	midnight	to	get	another	hospital	overnight.
(This	presumed	a	level	of	control	that	I	definitely	didn’t	have,	although
sometimes	doctors	will	check	you	in	late	for	this	reason.)

Depending	on	your	temperament	(and	the	hospital),	this	can	be	a
nice	way	to	start	out,	or	it	can	be	a	little	frustrating.	The	big	advantage
of	the	hospital	is	that	there	are	people	around	to	take	care	of	you	and
to	help	you	figure	out	things	with	the	baby.	There	are	usually	lactation
consultants,	if	you	want	to	breastfeed,	and	there	are	nurses	around	to
make	sure	you	aren’t	bleeding	too	much	and	that	the	baby	looks	like	it
is	functioning	normally.

The	disadvantage	is	that	the	hospital	is	not	your	home.	You	don’t
have	any	of	your	stuff,	it	can	be	a	little	stifling,	and	the	food	is	typically
terrible.	With	Penelope,	we	spent	the	requisite	two	days	at	a	big
hospital	in	Chicago.	We	have	one	truly	appalling	photo	of	me	from	this
period	in	which	Jesse	thought	it	would	be	funny	to	hold	up	a	copy	of
Us	Weekly,	which	had	an	article	about	Britney	Spears	entitled	“My
New	Life,”	next	to	me	and	take	a	picture.	Let’s	just	say	I	was	starting
“my	new	life”	with	a	really	puffy	face.

Most	of	this	time,	you’ll	just	be	sitting	around,	staring	at	your	baby,
posting	status	updates	to	Facebook.	But	occasionally	someone	will
come	in	and	want	to	do	things	to	the	baby.	They’ll	roll	in	a	giant



machine	for	a	hearing	test.	They’ll	do	a	heel	prick	to	test	the	baby’s
blood.	And	sometimes	they’ll	ask	you	what	you	want	to	do.

“Do	you	want	us	to	circumcise	him	while	you’re	here?”

How	do	you	make	a	decision	like	this?	It	isn’t	an	obvious	one	for
many	people.	It’s	not	a	medically	or	legally	required	procedure.	It’s
really	up	to	you.

There	are	many	ways	to	make	choices	in	this	situation.	You	can	do
what	your	friends	do,	or	what	your	doctor	recommends.	You	can	try	to
figure	out	what	people	on	the	internet	say	they	did,	and	why.	Of
course,	in	a	situation	like	circumcision,	this	probably	won’t	help	you.
About	half	of	male	babies	in	the	US	are	circumcised,	and	about	half	are
not,	which	means	you	can	find	plenty	of	people	on	either	side	of	the
issue.	(Why	is	it	half?	Hard	to	know.	Some	people	do	this	for	religious
reasons,	others	for	medical	reasons,	some	because	the	dad	is
circumcised	and	parents	want	their	son’s	penis	to	look	the	same	as
Dad’s.)

This	book	is	going	to	argue	for	a	more	structured	approach	to
making	this	choice.	First,	you	get	the	data.	You	really	confront—in	an
open-minded	way—the	question	of	whether	there	are	any	risks,	and
what	these	risks	are.	Are	there	any	benefits?	What	and	how	big	are
they?	Sometimes	there	are	benefits	to	a	choice,	but	they	are	so
vanishingly	small	that	it	may	not	make	sense	to	think	about	them	very
much.	Likewise,	sometimes	there	are	risks,	but	they	are	infinitesimal
relative	to	the	other	risks	you	take	every	day.

And	then,	second,	you	combine	this	evidence	with	your	preferences.
Is	your	extended	family	strongly	in	favor	or	not?	Is	it	important	to	you
that	your	son	have	a	penis	that	looks	like	his	dad’s?	There	is	no	data	to
tell	you	the	answers	to	these	questions,	but	they’re	an	important	piece
of	the	puzzle.

These	preferences	are	why	you	really	can’t	rely	on	that	lady	on	the
internet.	She	doesn’t	live	with	your	family,	and	honestly,	she	has	no
idea	what	the	right	thing	is	for	your	kid’s	penis.

For	the	decisions	you	can	plan,	it’s	helpful	to	have	thought	them
through	in	advance.	The	early	period	in	the	hospital	is	overwhelming,
and	not	a	great	time	for	decision-making	(although	just	wait	until	you
get	home!).	It’s	good	to	be	prepared	so	you	know	what’s	going	on	while
you	adapt	to	your	“new	life.”



Usually,	things	go	smoothly,	and	a	couple	of	days	after	delivery,
you’ll	be	packing	your	baby	into	their	car	seat	and	heading	out.	But	this
is	also	a	time	when	some	common	newborn	complications	creep	in—
jaundice,	excess	weight	loss—and	you	may	have	to	deal	with	them.
These	complications	are	good	to	be	aware	of	in	advance,	which	can
help	you	be	a	more	active	participant	in	decisions	related	to	them.

THE	EXPECTED	.	.	.

Newborn	Baths

When	the	baby	comes	out,	it	is	all	covered	in	stuff.	Not	to	get	too
graphic,	but	a	lot	of	that	is	blood.	There	is	some	amniotic	fluid,	and	a
waxy	covering	called	the	vernix	that	protects	the	baby	from	infection	in
the	womb.	At	some	point,	someone	may	suggest	you	wash	the	baby	off.

I	recall	the	nurse	attempting	to	show	us	how	to	wash	Penelope	in
an	infant	tub,	probably	a	day	or	so	after	her	birth.	We	watched
carefully	and	then	agreed	among	ourselves	that	it	was	impossible	to	do
that	and	we’d	probably	just	wait	until	she	could	do	it	herself.	We	made
it	two	weeks,	at	which	point	we	finally	gave	in	to	the	spoiled	milk	in	her
balled-up	fists.	We	memorialized	this	bath	in	pictures	of	a	totally
panicked	infant	who	probably	has	still	not	forgiven	us.

But	I	digress.

It	used	to	be	common	to	wash	the	baby	immediately—like,	within
the	first	few	minutes,	perhaps	even	before	it	was	handed	off	to	Mom.
There	is	now	some	pushback	against	this	for	two	reasons.	First,	there
is	an	increasing	trend	toward	immediate	skin-to-skin	contact	(more	on
that	below)	and	toward	leaving	Mom	and	baby	alone	for	a	couple	of
hours	right	after	birth.	One	of	the	benefits	of	skin-to-skin	contact
seems	to	be	increased	breastfeeding	success.	Perhaps	for	this	reason,
breastfeeding	success	also	seems	to	be	increased	by	delaying	the	bath
past	the	first	few	hours.1	Since	there	is	no	actual	reason	to	give	the
baby	a	bath,	this	is	a	perfectly	sensible	reason	to	delay.

The	other	concern	about	early	bathing	is	that	it	may	affect	infant
temperature.	When	they	are	first	born,	infants	sometimes	have	trouble
maintaining	their	body	temperature.	Bathing	them—and	then,	more



important,	taking	them	out	of	the	bath	wet—is	hypothesized	to	have
some	negative	impacts	on	this	process.	This	turns	out	not	to	be	well
supported	in	the	data.	In	studies	that	look	at	bathing	immediately
after	birth,	there	are	no	sustained	consequences	for	the	baby’s
temperature.2

There	does	seem	to	be	some	evidence	that	infants	given	sponge
baths	in	particular	experience	more	temperature	variability	in	the
short	term—i.e.,	during	the	bath	and	very	immediately	after.3	There’s
just	more	time	when	the	wet,	naked	infant	is	exposed	to	the	air.
Temperature	variability	is	not	so	much	a	problem	in	itself,	but	it	could
be	misinterpreted	as	a	sign	of	infection.	This	could	lead	to	other
unnecessary	interventions.	For	this	reason,	tub	baths	are	the	mode	of
choice	in	most	hospitals.

So	a	bath	isn’t	a	terrible	thing,	but	there	is	also	really	no	reason	to
bathe	your	kid	other	than	some	gross-out	factor.	Most	of	the	blood	can
just	kind	of	be	wiped	off.	I	should	perhaps	not	admit	this,	but	they
never	bathed	Finn	in	the	hospital	at	all,	and	we	still	waited	the	family-
standard	two	weeks	to	actually	give	him	a	bath	at	home.	Nothing	bad
happened	as	a	result,	and	given	Finn’s	reaction	when	we	did	it,	Jesse
still	feels	we	should	have	waited	longer.

Circumcision

Male	circumcision	is	a	procedure	in	which	the	foreskin	of	the	penis
is	removed	surgically.	Circumcision	is	documented	as	long	ago	as
ancient	Egypt,	and	is	practiced	widely	by	many	different	societies.	It’s
not	clear	why	this	arose;	there	are	a	variety	of	theories—my	favorite	of
which	is	that	some	leader	was	born	without	a	foreskin	and	therefore
made	everyone	else	remove	theirs—and	the	practice	might	have	begun
for	different	reasons	in	different	locations.

Circumcision	can	be	performed	at	various	ages,	and	in	some
cultures	is	traditionally	done	at	puberty	as	part	of	an	initiation	ritual.
In	the	US,	however,	if	a	boy	is	circumcised,	it	is	typically	shortly	after
birth.	For	people	who	practice	Judaism,	circumcisions	are	done	in	a
ritual	called	a	bris	when	the	baby	is	eight	days	old.	Outside	a
traditional	bris,	your	child	may	be	circumcised	before	they	leave	the
hospital,	or	as	an	outpatient	procedure	a	few	days	later.	In	principle,



circumcision	can	be	done	more	or	less	as	soon	as	you	can	confirm	that
the	penis	is	working	properly	(i.e.,	after	the	first	time	the	kid	pees).

Circumcision	is	an	optional	procedure.	It’s	not	common	everywhere
—for	example,	Europeans	typically	do	not	circumcise.	It	has
historically	been	quite	common	in	the	US,	although	circumcision	rates
have	declined	some	over	time,	from	an	estimated	65	percent	of	births
in	1979	to	58	percent	in	2010.

If	you	are	part	of	a	religious	group	in	which	this	is	traditionally
done,	you’ll	very	likely	circumcise	your	child.	For	people	outside	this
set,	there	is	a	healthy	debate	about	whether	circumcision	is	a	good
idea.	There	are	those	who	strongly	oppose	it,	feeling	it	is	a	risky	form
of	mutilation,	and	those	who	support	it,	arguing	in	favor	of	health
benefits.	The	conversation	can	get	heated,	so	it	helps	to	see	the	data.

The	major	risk	from	circumcision,	like	any	surgical	procedure,	is
infection.	For	infant	circumcisions	performed	in	a	hospital,	these	risks
are	very	small.	The	most	comprehensive	estimates	suggest	that
perhaps	1.5	percent	of	infant	circumcisions	result	in	minor
complications,	and	virtually	none	result	in	serious	adverse
complications.4	These	figures	are	based	on	studies	that	include	some
developing	countries,	so	even	the	minor	adverse	consequences	are
likely	to	be	less	frequent	in	the	US.

Another	risk	is	what	is	sometimes	called	“poor	aesthetic	outcome”—
basically,	residual	foreskin	that	will	require	further	surgery.	There
aren’t	great	estimates	of	how	common	this	is,	although	it	seems	to	be
somewhat	more	common	than	the	overall	rate	of	adverse
complications.5

Very	rarely,	babies	can	develop	meatal	stenosis,	a	condition	in
which	the	urethra	(the	tube	through	which	urine	passes)	is
compressed,	making	it	hard	to	pee.	This	is	more	common	in
circumcised	than	uncircumcised	boys,	making	it	fairly	clear	that	the
condition	is	associated	with	circumcision,	but	again,	the	condition	is
extremely	rare	overall.6	Repairing	meatal	stenosis	is	possible,	but
requires	a	second	surgery.	There	is	some	limited	evidence	that	it	may
be	prevented	by	slathering	Vaseline	(or	Aquaphor)	on	the	penis	for	the
baby’s	first	six	months.7

There	is	also	some	discussion—especially	in	the	anticircumcision
camp—about	loss	of	penis	sensitivity	as	a	result	of	circumcision.	There



simply	isn’t	any	evidence	for	this	either	way.	Small	studies	of	penile
sensitivity	(conducted	by	poking	the	penis	with	stuff)	do	not	show	any
consistent	results	on	circumcised	versus	uncircumcised	men.8	The
researchers	also	likely	deduced	that	no	one	likes	to	have	their	penis
poked,	intact	foreskin	or	not.

This	covers	the	risks.	There	are	also	some	possible	benefits	to
circumcision.	The	first	is	the	prevention	of	urinary	tract	infections
(UTIs).	Circumcised	boys	are	much	less	likely	to	get	these.	About	1
percent	of	uncircumcised	boys	will	get	a	UTI	during	childhood.	For
circumcised	boys,	the	estimate	is	just	0.13	percent.9	This	is	highly
significant,	and	it	is	generally	accepted	that	this	protection	is	real.
However,	it	is	worth	saying	that	the	benefit	is	small	in	absolute	terms:
you’d	have	to	circumcise	one	hundred	boys	to	prevent	one	UTI.

Uncircumcised	boys	can	also	develop	a	condition	called	phimosis,
where	it	becomes	impossible	to	pull	the	foreskin	back.	This	will	need
treatment—typically	with	a	steroid	cream—and	possibly	require	a
circumcision	at	an	older	age.	The	overall	risk	of	needing	a	later
circumcision	for	this	condition	(or	related	ones)	is	estimated	at	1	to	2
percent—so,	rare,	but	not	unheard	of.10

The	last	two	cited	benefits	of	circumcision	are	a	lower	risk	of	HIV
and	other	sexually	transmitted	infections	(STIs)	and	a	lower	risk	of
penile	cancer.	In	the	case	of	HIV	and	other	STIs,	there	is	good	evidence
from	a	number	of	countries	in	Africa	suggesting	risks	are	lower	for
circumcised	men.	This	is	in	a	context	where	most	transmission	of	HIV
is	heterosexual;	in	the	US,	most	transmission	is	through	men	who	have
sex	with	men	(this	is	the	technical	jargon)	or	through	IV	drug	use.	It	is
unclear	from	the	data	whether	the	circumcision	protections	extend	to
cases	of	men	having	sex	with	men—they	certainly	do	not	to	IV	drug
use.11

Penile	cancer	is	extremely	rare—affecting	an	estimated	1	in	100,000
men.	The	risk	of	invasive	penile	cancer	increases	with	lack	of
circumcision,	especially	among	boys	who	had	phimosis	as	a	child.12

Again,	however,	even	a	large	increase	in	the	relative	risk	translates	to	a
tiny	number	of	cases.

The	American	Academy	of	Pediatrics	suggests	the	health	benefits	of
circumcision	outweigh	the	costs,	but	they	note	correctly	that	both
benefits	and	costs	are	quite	small.	This	decision	will	often	come	down
to	personal	preference,	some	type	of	cultural	linkage,	or	just	a	desire	to



have	your	son’s	penis	look	a	particular	way.	These	are	all	valid	reasons
to	do	it	or	not	do	it.

If	you	do	choose	to	circumcise,	there	is	the	consideration	of	pain
relief.	People	used	to	believe	that	small	babies	didn’t	experience	pain
the	way	adults	do,	and	as	a	result	it	was	common	to	do	circumcisions
with	no	pain	relief	treatment—or	maybe	just	some	sugar	water.	This	is
wrong,	and	indeed,	it	seems	that	infants	who	experience	pain	during
circumcision	have	a	worse	reaction	to	pain	from	vaccinations	even	four
to	six	months	later.13

In	light	of	this,	it	is	now	strongly	recommended	that	infants	have
some	type	of	pain	relief	during	this	procedure.	The	most	effective	type
seems	to	be	a	penile	nerve	block	(typically	called	a	DPNB),	which
involves	injecting	a	painkiller	into	the	base	of	the	penis	before	the
circumcision.	Your	baby’s	doctor	may	also	use	topical	anesthetic	in
combination.14

Blood	and	Hearing	Tests

The	medical	staff	at	the	hospital	will	take	advantage	of	the	time
you’re	there	to	do	at	least	two	additional	tests	on	your	baby:	a	blood
screening	and	a	hearing	test.

The	newborn	blood	screening	is	used	to	test	for	a	very	wide	variety
of	conditions.	Depending	on	the	state,	the	exact	number	varies;
California	(for	example)	is	on	the	high	end,	with	sixty-one.	Many	of
these	conditions	relate	to	metabolism	and	test	for	inability	to	digest
particular	proteins	or	produce	enzymes.

A	good	example—likely	the	most	common	disorder	detected	in	this
way—is	phenylketonuria	(PKU).	PKU	is	a	genetic	condition	that	affects
about	1	in	10,000	births.	People	with	this	condition	lack	a	particular
enzyme	that	breaks	down	the	amino	acid	phenylalanine	into	another
amino	acid.	For	people	with	PKU,	eating	a	low-protein	diet	is	crucial,
since	protein	contains	a	lot	of	phenylalanine.	In	a	person	with	PKU,
protein	can	build	up	in	the	body,	including	in	the	brain,	and	cause
extremely	serious	complications,	including	severe	intellectual
disability	and	death.

Once	PKU	is	detected,	however,	dietary	modifications	make	it
extremely	manageable	and	the	negative	consequences	can	be	avoided.



The	problem	is	that	if	PKU	is	not	detected	at	birth,	brain	damage	can
occur	pretty	much	immediately,	since	breast	milk	and	formula	both
have	significant	amounts	of	protein.	Without	testing,	you	wouldn’t
know	until	too	late.

Testing	for	this	condition—and	others	like	it—at	birth	is	therefore
crucial	to	improve	prognosis.	These	tests	are	all	done	with	a	small	heel
prick,	and	there	is	no	risk	to	the	baby.	If	your	child	doesn’t	have	any	of
these	conditions	(by	far	the	most	likely	scenario),	you	will	not	hear
anything	more	about	it.

Medical	staff	will	also	do	a	hearing	test	on	the	baby,	which	involves
a	large	and	complicated	machine;	sometimes	this	is	wheeled	into	your
room	and	the	test	is	conducted	there,	other	times	in	another	location.
Hearing	loss	is	relatively	common,	affecting	perhaps	1	to	3	in	1,000
children.	There	is	an	increasing	emphasis	on	early	detection	of	hearing
loss,	as	early	intervention	(for	example,	with	hearing	aids	or	implants)
can	improve	language	acquisition	and	decrease	the	need	for
intervention	later.

As	you	might	imagine,	you	cannot	run	a	hearing	test	on	an	infant	as
you	would	on	an	adult—babies	don’t	raise	their	hands	when	they	hear
a	beep,	and	honestly,	they’re	probably	asleep	anyway.	Instead,	these
tests	use	sensors	on	the	head	or	ear	probes.	The	sensors	or	probes	can
detect	whether	the	middle	and	inner	ear	are	responding	as	expected	to
a	tone.15

These	tests	are	quite	good	at	detecting	hearing	loss	(they	catch	85
to	100	percent	of	cases),	but	turn	up	a	lot	of	false	positives.	By	some
estimates,	4	percent	of	infants	will	fail	this	test,	while	only	0.1	to	0.3
percent	actually	have	hearing	loss.	A	failed	hearing	test	will	typically
generate	a	referral	to	a	formal	audiological	center,	which	is	a	good	idea
given	the	need	to	catch	hearing	problems	early.	But	it’s	also	a	good
idea	to	remember	that	most	babies	who	fail	this	do	not	have	hearing
problems;	if	your	baby	fails	on	the	first	round,	it	may	be	a	good	idea	to
try	again	while	you’re	in	the	hospital,	as	a	second	test	can	catch	some
false	positives.

Rooming	In

During	these	first	days	in	the	hospital,	you’ll	see	a	lot	of	your	baby.
There	is	a	question,	however,	of	whether	you	want	to	be	with	them



every	minute.	Childbirth	is	exhausting,	and	for	many	women,	sleeping
with	their	infant	in	their	room	is	hard.	Hospital	nurseries	have,
historically,	provided	a	way	for	women	to	take	a	break	from	their
babies	to	recover	and	rest	for	a	few	hours.

However,	this	is	no	longer	as	true	as	it	once	was.	In	the	past	few
decades,	we’ve	seen	the	rise	of	“baby-friendly	hospitals.”	Obviously,
one	would	hope	that	all	hospitals	are	baby	friendly,	but	the	baby-
friendly	hospital	designation	means	something	more	specific.	In
particular,	baby-friendly	hospitals	must	follow	a	ten-point	plan
designed	to	improve	breastfeeding.

These	tenets	include	things	like	not	giving	infants	formula	unless
medically	indicated,	not	giving	pacifiers,	and	informing	all	pregnant
women	about	the	benefits	of	breastfeeding.	I	won’t	go	into	the
breastfeeding	part	here,	as	there’s	much	more	on	that	later	in	the	book.
And	the	practice	of	avoiding	pacifiers,	which	is	especially	controversial,
will	also	get	more	treatment	in	the	chapter	on	breastfeeding.

But	in	addition	to	advice	and	avoidance	of	formula,	one	of	the
requirements	of	baby-friendly	hospitals	is	that	they	must	practice
“rooming	in.”	That	is,	unless	there	is	a	medical	reason	the	infant	has	to
be	out	of	the	room,	mothers	and	babies	should	be	together	in	their
room	twenty-four	hours	a	day.

This	might	seem	great	to	you!	Why	would	you	want	to	be	away	from
your	baby?	And,	indeed,	it	can	be	lovely.	When	I	had	Finn,	I	ended	up
in	a	birthing	room	with	a	giant	bed,	and	they	let	us	stay	there	for	an
entire	day	(thanks,	Women	and	Infants	Hospital!).	There	was	enough
space	for	both	Jesse	and	me	to	be	in	the	bed,	taking	turns	sleeping,
with	Finn	between	us.	I	think	back	on	this	as	a	really	amazing	twelve-
hour	start	to	Finn’s	life.

On	the	other	hand,	this	was	somewhat	unusual.	More	likely,	you’re
in	a	recovery	room	with	the	baby	in	a	bassinet	next	to	you,	a	much	less
comfortable	setup.	Babies	make	a	lot	of	weird	noises,	and	having	them
with	you	all	the	time—well,	you	may	not	be	able	to	sleep	at	all.	Before	I
had	Penelope,	more	than	one	fellow	mom	told	me	to	just	send	her	to
the	nursery—even	for	a	few	hours—so	I	could	get	some	sleep.	(Which	I
did—Prentice	Hospital	in	Chicago	did	not	qualify	as	baby	friendly	at
the	time.)



There	is	some	disagreement	about	the	wisdom	of	rooming-in
recommendations	as	policy.	It’s	always	tricky	to	think	about	policies
that	rely	on	rules	that	effectively	remove	patients’	choices.	On	the	other
hand,	there’s	some	evidence	that	this	is	very	beneficial	for	some
women—for	example,	those	whose	babies	have	neonatal	abstinence
syndrome	(a	result	of	maternal	use	of	opioids	during	pregnancy)—so
there	are	reasons	to	encourage	both	women	and	hospitals	to	do	it.

From	the	standpoint	of	this	book,	however,	I’m	not	interested	in
commenting	on	policy,	but	rather	on	what	the	data	says	you	should	do
if	you	are	given	a	choice.	This	choice	could	be	in	the	form	of	rooming	in
or	not,	if	you’re	in	a	hospital	that	isn’t	baby	friendly,	or	it	could	be	the
choice	of	hospital	in	the	first	place.

There	is	a	clear	trade-off:	rooming	in	will	mean	less	sleep,	but
maybe	it’s	good	for	the	baby.	This	is	your	first	sleep	test.	Is	rooming	in
beneficial	enough	to	warrant	some	lost	sleep	in	the	first	days?	To
answer	this,	we	need	to	know	more	about	the	size	of	the	benefits.	And
for	that,	we	need	the	data.

The	main	purported	benefit	of	rooming	in	is	improved
breastfeeding	success.	There	really	isn’t	much	evidence	supporting	this
benefit.	There	are	clearly	correlations:	women	who	keep	their	infant
with	them	are	more	likely	to	breastfeed,	but	this	is	hard	to	interpret	as
causal	since	these	women	differ	in	other	ways.	Most	notably,	women
who	want	to	breastfeed	may	be	more	likely	to	keep	their	infant	with
them	to	try	to	figure	out	how	to	do	it.	The	breastfeeding	might	cause
the	rooming	in,	rather	than	the	rooming	in	causing	the	breastfeeding.

To	the	extent	that	we	have	any	evidence,	the	results	are	mixed.	On
one	hand,	in	a	large	study	conducted	in	Switzerland	comparing	the
breastfeeding	outcomes	for	babies	born	in	baby-friendly	hospitals
there	versus	those	born	elsewhere,	the	authors	found	more
breastfeeding	for	babies	born	in	these	hospitals.	On	the	other	hand,	it’s
hard	to	know	if	this	is	the	result	of	rooming	in	or	something	else.16

These	hospitals	were	different	in	many	ways,	and	the	study	has	no	way
to	control	for	who	chooses	this	type	of	hospital,	which	is	likely	linked	to
breastfeeding	intentions.

In	studying	questions	like	this,	the	“gold	standard”	way	to	draw
conclusions	is	with	a	randomized	trial.	Here’s	how	that	would	work	in
this	case:	First,	we’d	take	a	group	of	women	and	randomly	pick	half	of
them	to	do	rooming	in;	the	other	half	would	not,	but	otherwise,	we’d



treat	them	the	same.	Since	we	picked	the	groups	randomly,	we	can	be
confident	in	drawing	conclusions	by	comparing	them.	If	the	rooming-
in	group	has	higher	breastfeeding	rates,	then	we	should	attribute	that
to	the	rooming	in.	On	the	other	hand,	if	the	breastfeeding	rates	are	not
different,	this	suggests	there	may	not	be	a	relationship.

In	the	case	of	rooming	in,	there	is	one	randomized	trial	of	176
women	studying	this	question.	It	is	not	very	encouraging.	The	study
finds	no	impact	on	breastfeeding	at	six	months,	and	no	impact	on	the
median	time	of	breastfeeding.17	This	study	does	find	some	increase	in
breastfeeding	at	four	days	of	life,	although	it	is	a	bit	hard	to	interpret
since	the	researchers	encouraged	feeding	on	a	fixed	schedule	for	some
groups	and	not	others.

It	would	be	hard	to	argue	that	the	data	strongly	supports	the
breastfeeding	benefits	of	rooming	in;	at	best	we	can	say	that	we	can’t
rule	out	some	effects.	But	you’ll	hear	from	hospitals	who	advocate
rooming	in	that	there’s	no	reason	not	to	do	this,	so	we	should	do	it
even	if	the	benefits	are	uncertain.

This	is	not,	however,	entirely	true:	there	may	be	a	very	good	reason
not	to	choose	rooming	in.	In	the	days	after	giving	birth,	women	are
often	very	tired.	Your	hospital	stay	includes	more	support	than	you	are
likely	to	get	at	home,	and	sending	your	baby	to	the	nursery	could	let
you	take	advantage	of	their	expert	care	of	you	and	your	baby.	Knowing
that	the	data	is	not	definitively	on	the	side	of	rooming	in	can	make	this
an	easier	choice	for	some	moms.

Additionally,	there	could	actually	be	some	(small)	risks	to	rooming
in.	Many	women	fall	asleep	while	breastfeeding;	this	is	more	likely	the
more	tired	you	are,	and	not	getting	a	break	to	sleep	can	contribute	to
the	risk	that	an	infant	could	be	seriously	hurt	as	a	result	of	an
exhausted	mom	falling	asleep	with	the	baby.18	There	are	also	safety
concerns	about	bed	sharing	in	general,	whether	in	the	hospital	or	at
home	(more	on	this	in	the	chapter	on	sleep	location).

A	2014	paper	on	this	issue	reported	on	eighteen	cases	of	infant
death	or	near	death	as	a	result	of	hospital	bed	sharing.19	This	research
is	not	equipped	to	comment	on	overall	risk	levels;	their	goal	was
simply	to	collect	case	reports	of	this	to	show	it	was	a	possibility.

Another	study	reported	that	14	percent	of	babies	born	in	baby-
friendly	hospitals	were	“at	risk	of”	falling	from	the	bed,	mostly	due	to



their	mothers	falling	asleep	while	nursing.20	Just	to	be	clear,	this
wasn’t	14	percent	of	infants	falling,	just	those	that	nurses	felt	were	at
risk	of	falling.

In	my	view,	the	most	important	thing	to	come	out	of	this	is,	if	you
have	the	option	to	send	your	kid	to	the	nursery	for	a	few	hours	and	you
want	to	do	that,	you	shouldn’t	feel	shame	in	doing	so.	There	is	no	good
evidence	that	you’re	disrupting	your	breastfeeding	relationship,	if
that’s	important	to	you.	And	if	you	find	yourself	falling	asleep	with
your	baby	in	the	bed,	ask	for	help.

.	.	.	AND	THE	UNEXPECTED

Infant	Weight	Loss

Many	new	parents	are	not	expecting	the	tremendous	focus	doctors
and	hospital	staff	place	on	infant	weight	gain	or	loss.	If	you	have
(happily)	given	birth	to	a	healthy	baby	after	a	relatively	uneventful
delivery,	the	vast	majority	of	your	hospital	conversations	will	now
revolve	around	the	baby’s	feeding	and	weight.	Obviously,	you	want
your	baby	to	thrive,	and	weight	is	an	important	metric	of	this.	But
when	you’re	just	postpartum	and	trying	to	breastfeed	for	the	first	time,
this	can	be	a	very	fraught	conversation.	It	can	feel	like	you	are	failing—
you	did	such	a	great	job	growing	this	baby	inside	you,	and	now	that	it’s
out,	you	totally	suck.	(You	don’t!	That’s	just	how	it	feels.)

Infant	weight	is	monitored	pretty	carefully	in	the	hospital.	Every
twelve	hours	or	so	they’ll	weigh	the	baby	and	possibly	come	back	to
report	any	change	in	weight	to	you.	On	day	2	after	I’d	given	birth	to
Penelope,	they	returned	her	to	me	at	two	a.m.	and	informed	me	she
had	lost	11	percent	of	her	body	weight	and	that	we	had	to	start
supplementing	right	away.	I	was	alone,	bleary	and	confused,	and	ill-
prepared	to	make	a	decision	about	this.	The	lessons	from	this	are	that
you	shouldn’t	let	your	husband	go	home	to	sleep,	and,	possibly
secondary,	that	it’s	good	to	know	this	is	a	risk.

Given	the	focus	on	weight,	it’s	important	to	be	prepared.	Here	is	the
first	thing	to	know:	nearly	all	infants	lose	weight	after	birth,	and	those
who	are	breastfed	lose	even	more.	The	mechanisms	for	this	are	well



understood.	In	the	womb,	your	baby	is	getting	nutrients	and	absorbing
calories	through	the	umbilical	cord.	Once	the	baby	is	out,	he	has	to
figure	out	how	to	eat.	It	is	complicated	(for	both	of	you),	and	in	the
first	few	days,	you	won’t	yet	have	a	lot	of	milk.	Colostrum	may	or	may
not	be	the	magical	substance	that	lactation	consultants	fantasize	about,
but	there	isn’t	much	of	it	(especially	with	your	first	baby).

The	fact	that	this	weight	loss	is	expected	means	you	want	to	be
careful	about	this	issue,	but	you	also	want	to	make	sure	not	to
overreact	to	the	design	of	the	system.

The	reasons	for	weight	monitoring	are	good	ones.	Weight	loss	is	not
an	issue	in	and	of	itself,	but	excessive	weight	loss	can	indicate	a
problem	with	feeding—that	breastfeeding	isn’t	working	successfully,
for	example.	This	can	be	a	clue	that	newborns	aren’t	getting	enough
liquid,	which	puts	them	at	risk	for	dehydration.	Dehydrated	babies
may	then	struggle	more	to	feed,	and	you	get	a	downward	spiral.	In
principle	this	can	have	severe	consequences,	but	these	are	rare.

Monitoring	weight	is	about	catching	possible	problems	early,	when
you	can	fix	them,	and	effective	monitoring	requires	understanding	how
much	weight	newborns	typically	lose.	Generally,	we	want	to	consider
something	a	problem	if	it’s	way	outside	the	normal	range.	There	is
nothing	in	biology	that	tells	you	that	a	baby	losing,	say,	10	percent	of
its	birth	weight	is	a	trigger	for	problems.	If	most	babies	lose	10	percent
of	their	weight,	then	we	shouldn’t	worry	when	one	does.

Figuring	out	the	range	of	normal	newborn	weight	loss	requires	data
that,	until	recently,	hasn’t	been	that	easy	to	come	by.	In	2015,	however,
a	set	of	authors	published	a	really	nice	paper	in	the	journal	Pediatrics
that	used	data	from	hospital	records	on	160,000	births	to	graph	out
the	weight	loss	among	breastfed	infants	in	the	hours	after	birth.21

You	can	see	a	version	of	the	study’s	graphs	for	the	babies	who	were
breastfed	(more	on	formula	feeding	on	this	page).	The	authors
differentiate	between	infants	born	vaginally	and	those	born	by
caesarean	section.	The	horizontal	axis	shows	infant	age	in	hours;	the
vertical	axis	shows	the	percentage	of	weight	loss.	The	lines	indicate
how	much	this	varies.	The	top	line,	for	example,	shows	the	weight	loss
path	over	time	for	the	baby	at	the	50th	percentile	of	weight	loss.



From	these	figures,	you	can	read	the	average	weight	loss	and	the
range.	For	example,	at	48	hours,	the	average	infant	born	vaginally	has
lost	7	percent	of	their	body	weight,	and	5	percent	of	infants	have	lost
more	than	10	percent.	For	at	least	some	infants,	weight	loss	continues
through	72	hours.



On	average,	babies	born	by	caesarean	section	do	seem	to	lose	a	bit
more	weight	initially.	Note	that	the	C-section	graph	looks	at	a	longer
time	frame	than	the	vaginal	birth	graph,	since	these	babies	are
typically	in	the	hospital	longer	(due	to	Mom’s	recovery	time).

What	is	this	useful	for?	Mainly,	this	lets	doctors	(and,	in	principle,
parents)	evaluate	where	the	child’s	weight	loss	is	relative	to	the
average,	and	thus	ask	if	they	are	outside	the	norm.	This	graph	tells	us
that	if	a	baby	is	born	by	C-section,	we	can	expect	them	to	lose	a	bit
more	weight,	so	if	they	do,	it	shouldn’t	necessarily	trigger	an
intervention.

The	authors	of	this	paper	created	a	website,
www.newbornweight.org,	where	you	can	enter	the	time	of	birth	of	your
child,	method	of	birth,	method	of	feeding,	birth	weight,	and	current
weight	and	learn	where	they	are	in	the	distribution.

When	I	had	Penelope,	the	rule	in	the	hospital	was	if	the	baby	loses
more	than	10	percent	of	their	body	weight,	you	supplement.	But	you
can	see	from	the	graphs	that	whether	this	is	a	reasonable	cutoff
depends	tremendously	on	when	the	measurement	is	taken	and	the
baby’s	particular	circumstances.	At	72	hours,	10	percent	weight	loss	is
inside	the	normal	range.	At	12	hours,	it	would	be	a	serious	outlier.

These	graphs	all	refer	to	breastfed	infants.	Formula-fed	infants	lose
much	less	weight	(unlike	breast	milk,	it	doesn’t	take	any	time	for
formula	to	“come	in”).	By	comparison,	while	the	average	breastfed
infant	has	lost	7	percent	of	their	weight	at	48	hours,	the	average
formula-fed	infant	has	lost	only	3	percent.	Weight	loss	of	more	than	7
or	8	percent	is	very	rare	in	this	group.	The	same	authors	who	made	the
breastfeeding	graphs	made	ones	for	formula	feeding,	and	their	website
lets	you	do	your	own	calculations.

If	you	do	find,	as	I	did,	that	your	infant	has	gone	over	the	weight
loss	limits,	what	should	you	do?	Typically,	hospitals	will	recommend
supplementation	with	formula	or	possibly	donor	milk.	Water	or	sugar
water	was	common	in	the	past,	but	this	isn’t	a	good	idea.

If	this	happens,	you	may	worry	that	this	will	make	it	harder	to
breastfeed—I	definitely	did.	There	isn’t	much	evidence	on	this—it’s
hard	to	really	isolate	the	impact	of	a	small	amount	of	supplementation.
But	to	the	extent	that	we	know	anything,	we	know	there’s	no	reason	to
think	a	short	period	of	supplementing	with	formula	should	impact

http://www.newbornweight.org


breastfeeding	success	(if	that	is	your	goal)	in	the	long	run.22

Supplementation	would	rarely	be	recommended	before	48	or	72	hours,
so	it’s	useful	to	pay	attention	to	your	baby’s	weight	before	that.	If	she’s
losing	weight	quickly,	trying	to	figure	out	why	may	make	sense.

A	final	note:	The	major	concern	about	weight	loss	is	that	it	is	a
signal	of	dehydration.	But	this	is	also	something	you	can	monitor
directly.	If	your	baby	is	peeing	with	some	frequency	and	does	not	have
a	dry	tongue,	there’s	a	very	good	chance	he’s	not	dehydrated.
Conversely,	if	you	see	these	signs,	supplementation	may	be	a	good
idea,	even	if	there	isn’t	too	much	weight	loss.

The	extensive	focus	on	weight	and	feeding	is	enough	to	really	scare
a	lot	of	new	parents	(myself	included).	The	data	here	is	reassuring	in
both	directions.	Some	pretty	substantial	weight	loss	is	totally	normal,
even	expected.	So	don’t	panic.	And	if	you	do	have	to	supplement,	don’t
panic	then,	either.

Jaundice

With	a	first	child,	most	of	us	are	prepared	to	be	a	bit	surprised	by
the	whole	experience.	After	all,	you’ve	never	done	it	before.	Even	I,	a
tremendously	neurotic	person,	knew	things	would	come	up	that	I
didn’t	expect.	For	example,	we	failed	to	buy	any	clothes	that	would
leave	the	umbilical	cord	exposed	while	it	healed.	Emergency	runs	to
Target	were	common.

With	a	second	child,	it’s	easier	to	feel	like	you	know	what	you’re
doing.	Before	Finn,	I	felt	prepared.	I	had	the	correct	clothes.	I	had	the
bassinet.	I	was	even	ready	with	my	weight	loss	data	in	case	that	came
up	(it	didn’t).	Surely	I	wouldn’t	unexpectedly	face	some	medical	or
other	issue	with	no	preparation.

Obviously,	this	was	ridiculous.	Two	days	after	we	arrived	home,	I
got	a	call	from	Finn’s	doctor:	Finn	had	jaundice.	I	found	myself
rushing	him	back	to	the	hospital	in	his	infant	bear	snowsuit	for
another	overnight	stay.	This	mostly	proves	I	do	not	learn	from	my
overconfidence	and	will	always	be	surprised	by	it.

Jaundice	is	a	condition	in	which	the	liver	is	unable	to	fully	process
bilirubin,	a	by-product	of	breaking	down	red	blood	cells.	Everyone,
baby	or	not,	relies	on	their	liver	to	break	these	down,	and	in	principle



anyone	can	be	jaundiced.	Infants	are	at	higher	risk	for	this	just	after
birth	for	a	few	reasons.	There	are	more	blood	cells	being	broken	down
shortly	after	birth,	increasing	the	load	of	bilirubin	presented	to	the
liver.	At	birth,	the	liver	remains	immature	and	therefore	has	difficulty
excreting	this	higher	load	into	the	gut.	Finally,	in	the	first	few	days	of
life,	babies	are	not	eating	a	lot,	so	the	bilirubin	hangs	out	in	the	gut
where	it	gets	reabsorbed	back	into	the	bloodstream.

In	high	concentrations,	bilirubin	is	neurotoxic	(meaning	it	can
poison	the	brain),	so	jaundice	is	potentially	very	serious	in	extreme
cases.	Severe	untreated	jaundice	can	lead	to	a	condition	called
kernicterus,	a	form	of	long-term	brain	damage.

This	is	scary,	and	it’s	the	reason	jaundice	is	taken	very	seriously,
but	in	virtually	all	cases,	jaundice	will	not	progress	to	kernicterus,	even
if	untreated.	Jaundice	is	also	very	common,	especially	in	breastfed
newborns:	about	50	percent	of	newborns	will	have	this	condition	to
some	degree.	It’s	important	to	note	that	the	brain	injury	effects	are	not
on	a	continuum:	at	low	or	moderate	concentrations,	bilirubin	doesn’t
cross	the	blood–brain	barrier	and	is	therefore	not	damaging.

To	give	a	sense	of	the	relative	risks,	there	are	two	to	four	cases	of
kernicterus	in	the	US	each	year.	However,	tens	of	thousands	of
children	are	treated	for	jaundice	each	week.	Treatment	protocols	are
extremely	aggressive,	and	doctors	are	willing	to	treat	many	jaundiced
babies	who	would	be	fine	recovering	on	their	own	in	order	to	avoid	a
single	case	of	brain	damage.	So	while	it	is	likely	a	good	idea	to	undergo
treatment	if	the	guidelines	suggest	it,	there	is	little	reason	to	be
worried	about	the	worst-case	scenario.

The	primary	sign	of	jaundice	is	that	your	baby’s	skin	will	turn
yellow	(this	might	also	look	more	orange).	The	fact	that	your	baby	is
yellow,	however,	doesn’t	necessarily	mean	they	need	treatment,	and
color	on	its	own	is	not	diagnostic.	At	Penelope’s	four-day	visit,	our
pediatrician,	Dr.	Li,	told	us,	“People	will	tell	you	she	is	yellow.	Just
ignore	them.”

In	many	babies,	jaundice	will	simply	resolve	on	its	own	as	they	eat
and	grow.	Detecting	whether	jaundice	has	reached	a	problematic	level
requires	testing.	Many	hospitals	screen	first	with	a	special	light	that
can	estimate	bilirubin	levels	through	the	skin,	and	use	that	to	decide
whether	your	baby	needs	a	blood	test	to	look	at	bilirubin	levels	in	the
blood.	They	may	also	skip	straight	to	the	blood	test.	This	test	doesn’t



need	a	lot	of	blood,	so	they’ll	typically	use	a	heel	prick	to	get	a	drop	or
two.	The	test	results	are	reported	in	a	number	(11.4,	say,	or	16.1);
higher	numbers	are	worse.

Just	as	with	weight	loss,	interpreting	this	test	depends	on	the	age	of
the	baby.	Bilirubin	levels	typically	increase	over	the	first	few	days	after
birth,	so	doctors	will	compare	your	baby’s	test	results	with	the	normal
range	for	the	number	of	hours	old	your	child	is.

The	key	decision	for	the	doctor	is	whether	bilirubin	levels	are	high
enough	for	“phototherapy”—aka	a	blue	light	box.	This	type	of
treatment	typically	occurs	in	the	hospital,	and	involves	having	the
infant	spend	time	naked	(other	than	a	diaper	and	an	eye	covering)	in	a
bassinet	that	is	emitting	blue	fluorescent	light.	The	light	breaks	down
the	bilirubin	into	other	substances	that	are	passed	out	of	the	body	in
the	baby’s	urine.

Time	in	the	box	can	be	as	little	as	a	few	hours	or	up	to	a	few	days
(you	take	the	baby	out	for	feeding),	depending	on	severity	and	how
quickly	the	infant	responds	to	the	treatment.	Daily	(or	more	frequent)
blood	tests	keep	the	doctor	updated	on	how	things	are	progressing.

In	general,	higher	levels	of	bilirubin	are	worse—but	how	high	is
high	enough	to	need	treatment?	The	answer	to	this	depends	on	the
exact	age	of	the	baby	in	hours,	and	on	their	other	features.

Specifically,	doctors	start	by	looking	at	whether	your	baby	is	low
risk	(more	than	38	weeks	of	gestation,	otherwise	healthy),	medium	risk
(36	to	38	weeks	of	gestation	and	healthy,	or	38	or	more	weeks	with
other	symptoms),	or	high	risk	(36	to	38	weeks	of	gestation	with	other
symptoms).	Once	they	have	the	risk	level,	doctors	use	graphs	like	the
previous	ones	to	decide	whether	the	baby	needs	phototherapy.	If	the
bilirubin	levels	are	higher	than	the	cutoffs,	phototherapy	is	started.
The	following	graph	is	for	a	low-risk	baby.	Here,	for	a	baby	72	hours
old,	a	number	above	17	would	suggest	the	need	for	treatment.23	For
higher-risk	babies,	the	cutoffs	are	lower,	and	doctors	intervene	more
aggressively.



As	there	is	for	determining	risky	infant	weight	loss,	there	is	also	a
website	that	will	tell	you	if	jaundice	treatment	is	recommended	given
bilirubin	levels:	www.bilitool.org.	It’s	for	doctors,	but	it’s	accessible	to
anyone	who	is	curious.

It’s	worth	noting	that	these	guidelines	do	evolve	over	time,	and	as
of	this	writing	there	is	a	push	to	make	them	more	lenient	and	to	treat
jaundice	less	aggressively.	If	you	find	yourself	in	this	situation,	you
may	want	to	ask	your	doctor	which	guidelines	they	are	using.

Very	rarely,	extremely	severe	or	untreated	cases	of	jaundice	may
need	treatment	beyond	phototherapy.	The	final	treatment	option	is	an
exchange	transfusion,	in	which	blood	is	simultaneously	removed	from
the	infant	and	replaced	with	a	transfusion.	This	procedure	can	be
lifesaving,	although	with	good	monitoring	technology,	it	is	very	rarely
necessary.

Jaundice	is	more	common	in	some	babies	than	others.	Exclusively
breastfed	infants	are	more	likely	to	develop	it.	Babies	of	Asian	heritage
are	at	higher	risk.	It	is	also	more	common	when	mothers	and	babies
have	different	blood	types.	Rarely,	there	are	underlying	blood
disorders	that	can	exacerbate	newborn	jaundice.

http://www.bilitool.org


Excessive	newborn	weight	loss	is	a	risk	factor,	as	is	bruising	in
delivery.	In	retrospect,	our	experience	with	Finn	shouldn’t	have	been
as	surprising	as	it	was,	since	he	got	pretty	banged	up	during	delivery
and	came	out	all	squashed	and	purple.

A	NOTE:	BACK	IN	THE	DELIVERY	ROOM

A	few	interventions	occur	right	away	when	your	baby	arrives—typically
before	you	even	leave	the	delivery	room.	These	include	the	possibility
of	delayed	cord	cutting,	a	vitamin	K	shot	to	promote	better	blood
clotting,	and	an	eye	treatment	to	avoid	possible	complications	from
untreated	sexually	transmitted	infections	in	the	mother.

These	interventions	are	covered	in	detail	in	the	last	chapter	of
Expecting	Better.	But	since	they	do	occur	after	birth,	I’ll	review	the
conclusions	here.

Delayed	Cord	Clamping

In	the	womb,	the	baby	is	attached	to	you	with	an	umbilical	cord.
After	birth,	the	cord	is	cut,	but	there	is	some	debate	over	exactly	when
the	cord	should	be	cut:	Do	you	cut	right	away,	as	is	the	standard
practice?	Or	do	you	wait	a	few	minutes	for	the	baby	to	reabsorb	some
blood	from	the	cord	and	then	cut?	This	latter	option	is	called	“delayed
cord	cutting.”	The	argument	in	favor	of	delaying	is	that	the	reabsorbed
blood	from	the	placenta	is	valuable.

For	premature	infants,	there	is	very	good	evidence	that	you	should
delay	cord	clamping.24	Randomized	trials	have	shown	improvements
in	blood	volume,	less	anemia,	and	less	need	for	transfusion	as	a	result,
among	other	outcomes.

For	babies	who	are	not	premature,	the	evidence	also	largely	favors
delayed	clamping,	although	it	is	slightly	more	mixed.25	In	particular,
delaying	cord	clamping	lowers	the	risk	of	anemia	later	and	increases
stores	of	iron,	but	also	slightly	increases	the	risk	of	jaundice.

On	net,	the	recommendations	increasingly	favor	delaying	the	cord
cutting,	if	possible.



Vitamin	K	Shot

For	decades,	it	has	been	standard	practice	to	give	a	shot	of	vitamin
K	within	the	first	hours	after	birth	to	prevent	bleeding	disorders.	Too
little	vitamin	K	can	cause	unexpected	bleeding	in	about	1.5	percent	of
infants	in	the	first	week	of	life,	and	is	associated	with	rare	but	much
more	serious	bleeding	disorders	later.	Vitamin	K	supplementation	can
prevent	bleeding.26

In	the	1990s,	there	was	a	brief	controversy	about	the	possibility	that
this	shot	led	to	increased	incidence	of	childhood	cancer.	The	concern
was	based	on	very	small	studies,	with	suspect	methods,	and
subsequent	follow-up	work	rejected	this	link.27	There	are,	therefore,	no
known	risks	to	a	vitamin	K	shot,	but	clear	benefits	from	it.	(Adam,	my
wonderful	medical	editor,	begs	you	to	please	get	the	shot.)

Antibiotics	in	the	Eye

If	a	mother	has	an	untreated	sexually	transmitted	infection—
gonorrhea,	in	particular—and	her	child	is	born	vaginally,	there	is	a
substantial	risk	of	blindness	as	a	result	of	infection.	As	a	result,	there	is
a	policy	of	treating	babies	with	antibiotic	eye	ointment	as	prophylaxis.
This	can	prevent	85	to	90	percent	of	infections	and	does	not	have	any
recognized	downsides.

The	reasons	for	this	treatment	are	increasingly	less	common,	as	all
pregnant	women	are	now	tested	and	treated	for	STIs.	And	if	you	know
you	are	not	at	risk,	the	antibiotics	are	unnecessary.	You	can	opt	out	of
this	treatment	in	many	states—easier	in	some	than	others—and	this
may	be	an	option	for	you.

The	Bottom	Line

Newborn	baths	early	on	are	unnecessary,	but	not
damaging.	Tub	baths	are	better	than	sponge	baths.

Circumcision	has	some	small	benefits	and	also
carries	some	small	risks.	The	choice	is	likely	to	come
down	largely	to	preference.



Rooming	in	doesn’t	have	any	compelling	effects	on
breastfeeding	outcomes	either	way.	It	is	worth	being
careful	about	falling	asleep	with	your	infant	if	you
choose	to	keep	them	with	you	at	all	times.

Infant	weight	loss	should	be	monitored	and
compared	with	expectations;	you	can	do	this	yourself
at	www.newbornweight.org.

Jaundice	is	monitored	with	a	blood	test	and	should
be	treated	if	outside	the	normal	range;	you	can
monitor	this	yourself	at	www.bilitool.org.

Delayed	cord	clamping	is	likely	recommended,
especially	if	your	baby	is	premature.	Vitamin	K
supplements	are	a	good	idea.	Eye	antibiotics	are
likely	unnecessary	for	most	babies	but	are	mandated
in	some	states	and	have	no	known	downsides.

http://www.newbornweight.org
http://www.bilitool.org
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Wait,	You	Want	Me	to	Take	It	Home?
have	two	incredibly	vivid	memories	from	Penelope’s	first	weeks	at
home.	One	is	a	moment	around	three	weeks	where	I	recall	sitting
on	the	couch	in	the	basement,	crying	hysterically,	after	realizing	I

would	never	feel	rested	again.	(This	was	only	partially	true.)	But	the
first	is	of	the	moment	we	arrived.	Penelope	had	fallen	asleep	on	the
way.	We	came	through	the	back	door.	I	was	carrying	the	car	seat.	I	put
the	seat	down.	And	I	remember	thinking,	It’s	going	to	wake	up.	What
do	we	do	then?

Perhaps	because	of	this	total	uncertainty	about	what’s	going	on
(which,	luckily,	mostly	lessens	with	later	children),	small	concerns	can
totally	take	over.	You	are	very	tired,	and	you	are	now	facing	a	challenge
unlike	any	you	have	ever	known.	So	cut	yourself	some	slack	if	things
get	a	little	absurd.

For	example,	when	we	left	the	hospital,	the	doctors	told	us	to	keep
mittens	over	Penelope’s	hands	so	she	wouldn’t	scratch	herself.	But
when	my	mother	came	to	visit,	she	told	us	that	if	we	did	this,	Penelope
would	never	learn	to	use	her	hands.

In	reflecting	on	this	now,	I	cannot	imagine	why	I	was	especially
animated	about	this	either	way.	But	when	I	look	back	to	my	notes	from
that	time,	I	find	a	paper	entitled	“Injury	by	Mittens	in	Neonates:	A
Report	of	an	Unusual	Presentation	of	This	Easily	Overlooked	Problem
and	Literature	Review.”1	Apparently	this	is	the	only	paper	I	could	find
about	mitten	injuries,	and	it	suggests	a	child	can	be	injured	by	mittens,
rather	than	that	mittens	prevent	injury.	The	paper	reports	twenty	cases
of	mitten	injury	since	the	1960s,	which,	I	think	it’s	fair	to	say,	makes
this	type	of	injury	rare.	I	could	not	find	anything	that	suggested
mittens	would	prevent	children	from	learning	to	use	their	hands.



I	recall	that	we	did	stick	with	the	mittens,	despite	the
developmental	concerns	and	injury	risk.	My	mother	had	already	lost
some	credibility	earlier	in	her	visit	by	insisting	(in	contrast	to	my
doctor’s	advice)	that	I	should	limit	how	frequently	I	walked	up	and
down	the	stairs.

It	is	beyond	the	scope	of	this	book	(or	probably	any	book)	to
address	all	the	crazy	concerns	that	will	come	up	in	each	particular	case.
And	there	are	some	questions	I	cannot	answer—for	example,	is	there
any	way	to	get	infant	poop	stains	out	of	white	onesies?	It’s	a	question
for	the	ages,	and	one	we	won’t	answer	here.

In	this	chapter,	I	cover	some	concerns	that	come	up	right	away:
germ	exposure,	vitamin	D	drops,	colic,	and,	finally,	the	value	(or	lack
thereof)	of	data	collection.	These	may	seem	mundane	and	minor.	But
they	can	loom	very	large	for	the	brand-new	parent.

Take	for	instance,	the	prisoner’s	dilemma,	aka	swaddling.

SWADDLING

When	the	nurses	take	your	baby	away	at	the	hospital,	it	will	invariably
be	returned	tightly	packed	in	a	little	blanket,	swaddled	up	like	a
burrito.	The	hospital-grade	swaddle	is	a	baby	straitjacket.	No	baby	can
escape	it.

They’ll	probably	send	you	home	with	a	couple	of	the	hospital
blankets.	Before	you	go,	the	nurse	will	show	you	how	to	use	them	to
swaddle	the	baby.	It	looks	easy!	Fold,	fold,	tuck,	fold,	tuck,	solve	a
differential	equation,	more	tucking,	and	voilà!

When	you	get	home	and	try	it,	you’ll	find	it	impossible	to	replicate.
You	can	wrap	up	the	baby,	sure,	but	three	minutes	later,	its	arms	are
out	and	it’s	flailing	around.	You’ll	wonder,	Is	it	fold	fold	tuck,	or	fold
tuck	fold,	or	tuck	fold	fold	tuck?	Wait,	was	there	something	about	an
equation	in	there?	Did	I	imagine	that?

Let	me	suggest	you	learn	from	the	mistakes	of	those	of	us	who	have
come	before.	If	you	want	to	swaddle,	you	cannot	use	a	regular	blanket.
The	nurses	in	the	hospital	can,	but	not	you.	Luckily,	the	market	has
solved	this	problem.	There	are	a	variety	of	blankets	that	will	allow	you



to	successfully	swaddle	your	baby	so	they	can’t	escape.	The	key	is	that
these	have	some	way	of	keeping	your	baby	tucked	in	other	than	folding
—for	example,	many	yards	of	fabric	or	some	Velcro.	We	used	one
called	the	Miracle	Blanket.

Of	course,	you	might	ask,	Why	swaddle?	Is	there	any	reason	to	do
this,	or	is	it	just	adorable?

Swaddling	is	thought	to	improve	sleep	and	decrease	crying.	If	true,
these	are	very	good	reasons	to	swaddle,	since	the	main	things	babies
seem	to	like	to	do	are	cry	and	not	sleep.	And	fortunately,	this	turns	out
not	to	be	very	difficult	to	study,	since	sleep	is	a	very	short-term
outcome.	Researchers	can	look	at	the	same	baby	swaddled	and
unswaddled.	This	avoids	a	lot	of	our	concerns	about	different	parents
doing	different	things	with	their	babies.

To	give	an	example:	One	study	followed	twenty-six	infants	under
three	months	of	age.2	The	researchers	brought	the	infants	into	a	sleep
lab,	and	observed	them	during	both	swaddled	and	unswaddled	sleep.
They	used	a	special	type	of	swaddle	that	could	detect	movement.	It	was
basically	a	zippered	bag,	since	even	sleep	researchers	cannot	fold
successfully.	In	addition	to	the	sensors,	they	also	videotaped	the	babies
to	see	what	they	were	up	to	during	sleep.

The	study	strongly	supported	the	value	of	swaddling	for	sleep.
While	swaddled,	the	babies	slept	longer	overall,	with	more	time	spent
in	REM	sleep.	This	paper	also	identified	the	mechanism:	swaddling
improves	sleep	because	it	limits	arousals.3	Swaddled	babies	are	equally
likely	to	have	the	first	stage	in	arousal—measured	with	baby	“sighs”—
but	are	less	likely	to	move	from	this	to	the	second	stage	(“startles”)	or
the	third	(“fully	awake”).	Something	about	the	swaddle	discourages
these	second	and	third	stages.	These	effects	are	big.	The	study	found
that	when	babies	were	not	swaddled,	a	sigh	turned	into	a	startle	50
percent	of	the	time.	When	they	were	swaddled,	this	occurred	only	20
percent	of	the	time.	This	type	of	laboratory	evidence	is	confirmed	by
observational	data	and	descriptive	studies.

Swaddling	may	also	limit	crying,	especially	in	newborns	who	are
preterm	or	have	neurological	issues.	There	are	several	small	studies
focused	on	infants	with	brain	injuries	or	neonatal	abstinence
syndrome	that	have	shown	reductions	in	crying	as	a	result	of
consistent	swaddling.4	Whether	this	translates	to	healthy	infants	who
cry	a	lot	is	unclear,	but	certainly	plausible.



There	are	some	concerns	about	swaddling,	and	some	cautions.
First,	in	cultures	where	it	is	common	to	tightly	swaddle	infants	all	the
time	(for	example,	groups	that	tie	babies	to	cradleboards),	there	is	a
risk	of	the	infant	developing	hip	dysplasia.5	This	is	a	condition	where
the	hip	bone	is	loose	in	the	socket	and	can	cause	long-term	pain	and
mobility	difficulties	if	untreated.	Although	hip	dysplasia	can	be	treated
with	a	harness	or	a	body	cast,	it	is	not	a	trivial	complication.	These
risks	arise	if	the	baby’s	legs	are	not	able	to	flex	at	the	hip,	so	it	is	crucial
to	swaddle	the	baby	in	a	way	that	allows	them	to	move	their	legs
around.	Most	of	the	standard	swaddle	blankets	are	designed	to	allow
this.

You’ll	also	sometimes	see	swaddling	discussed	in	connection	with
an	increased	risk	of	sudden	infant	death	syndrome	(SIDS).	To	the
extent	we	have	data,	this	concern	does	not	seem	valid,	as	long	as	you
are	putting	the	baby	to	sleep	on	its	back	(which	you	should	do
regardless).6	Infants	who	are	put	to	sleep	on	their	stomach	and	are
swaddled	are	at	an	increased	risk	of	SIDS	relative	to	those	put	to	sleep
on	their	stomach	alone.	But	the	crucial	thing	to	avoid	is	putting	your
baby	to	sleep	on	their	stomach,	not	swaddling.

Finally,	some	people	worry	that	swaddling	can	lead	to	their	infant
overheating.	This	is	possible	in	principle—if,	say,	you	use	a	swaddle
made	from	very	heavy	cloth	and	cover	the	baby’s	head	in	a	hot	room,
especially	if	the	child	is	sick—but	it	is	not	a	significant	risk	in	typical
circumstances.

Obviously,	you’ll	eventually	have	to	take	the	kid	out	of	the	swaddle.
Once	they	can	roll	over,	you	definitely	want	to	have	them	out,	since	you
do	not	want	them	on	their	stomach	while	swaddled.	Even	if	you	do	not
have	a	rolling	kid,	as	the	baby	gets	larger	and	stronger,	they’ll	start
fighting	the	swaddle,	and	you’ll	come	into	their	room	in	the	morning	to
find	they	have	escaped,	despite	the	blanket	maker’s	assurance	that	this
is	impossible.

At	this	point,	you	pretty	much	have	to	cut	it	out,	and	are	likely	in
for	a	few	days	of	crying	as	the	baby	gets	used	to	it.	But	as	you	know,
Finn	only	fussed	a	bit	when	he	lost	his	swaddle	due	to	power	outage.
So	I,	personally,	come	down	on	the	side	of	the	swaddle.



COLIC	AND	CRYING

Most	parents,	especially	with	their	first	child,	think	their	baby	cries	a
lot.	I	certainly	did.	In	the	early	months,	Penelope	had	an	especially
sensitive	period	between	five	and	eight	p.m.,	during	which	she	was
often	inconsolable.	I’d	walk	her	up	and	down	the	halls,	bouncing	up
and	down,	sometimes	just	crying	(me	crying,	that	is—obviously	she
was	crying).	I	once	did	this	in	a	hotel—up	and	down,	up	and	down,
Penelope	screaming	at	the	top	of	her	lungs.	I	hope	no	one	else	was
staying	there.

I	remember	this	experience	as	exhausting—all	those	bouncing
muscles—but	also	deeply	frustrating.	Why	couldn’t	I	get	this	to	work?
People	had	all	kinds	of	suggestions.	“Just	nurse	her!”	(Attempts	to	do
this	made	her	cry	more.)	“Bounce	faster.”	“Bounce	slower.”	“Bounce
more	deeply.”	“No	bouncing.”	“Swing	while	you	bounce.”

Both	my	mother	and	mother-in-law	told	me	Jesse	and	I	had	been
just	the	same.	My	mother-in-law,	Joyce,	said	when	she	left	the	hospital
with	Jesse,	the	nurses	said,	“Good	luck.”	So	maybe	it	was	genetic,	or
some	kind	of	intergenerational	payback.

By	the	time	I	had	Penelope,	I	was	thirty-one.	Up	to	that	point	in	my
life,	there	had	been	surprisingly	few	instances	in	which	I	could	not
defeat	a	problem	with	hard	work.	General	equilibrium	theory	comes	to
mind,	but	I	had	rarely	found	something	where	trying	harder	didn’t
make	the	problem	at	least	somewhat	better.

But	you	basically	cannot	defeat	a	crying	baby	with	hard	work.	There
may	be	some	things	that	improve	this	in	the	moment,	but	babies	cry—
some	of	them	cry	a	lot—and	there	is	often	really	nothing	you	can	do.	In
a	sense,	the	most	important	thing	to	understand	is	that	you	are	not
alone	and	that	your	baby	is	not	broken.	How	do	we	know	you	are	not
alone?	That’s	what	data	is	for.

Babies	who	cry	a	lot	are	often	described	as	“colicky.”	Infantile	colic
isn’t	a	biological	diagnosis	like	strep	throat,	but	a	label	we	give	to
babies	who	cry	a	lot	for	no	identifiable	reason.	A	common	definition	of
colic	(although	not	the	only	one)	is	the	rule	of	three:	unexplained
crying	for	more	than	three	hours	a	day	for	more	than	three	days	a	week
for	more	than	three	weeks.



Based	on	this	definition,	colic	is	pretty	rare.	In	one	study	of	3,300
babies,	researchers	found	that	at	one	month	of	age,	2.2	percent	of
babies	fit	the	“rule	of	three”	colic	definition;	this	is	similar	at	three
months.7	As	you	relax	the	definition,	the	shares	go	up.	For	example,	if
you	look	for	babies	who	cry	more	than	three	hours	a	day	for	more	than
three	days	a	week	for	more	than	one	week	(this	is	like	the	rule	of	3–3-
1),	this	share	is	9	percent	at	one	month.	If	you	rely	on	parental	reports
that	the	infant	“cries	a	lot,”	the	share	is	close	to	20	percent.	This	is
probably	not	a	good	way	to	judge,	but	it	gives	a	sense	of	how	people
experience	infant	crying.

Colic-type	crying,	whether	it	fits	the	rule	of	three	exactly	or	not,	is
exhausting	and	depressing	for	new	parents.	Part	of	this	definition	is
crying	inconsolably—this	isn’t	hungry	crying	or	wet-diaper	crying	or
tired	crying.	Infants	will	often	arch	their	back,	ball	up	their	legs,	and
seem	to	be	in	distress	or	pain.

If	you	have	an	infant	who	cries	a	lot,	whether	it	is	true	colic	by	the
formal	definition	or	not,	the	most	important	thing	is	to	try	to	take	care
of	yourself.	Infant	crying	links	to	postpartum	depression	and	anxiety,
and	parents—both	parents—will	need	a	break.	Try	to	find	one,	even	if	it
means	leaving	the	infant	crying	in	their	crib	for	a	few	minutes	while
you	shower.	They	will	be	fine.	No,	really,	they	will	be	fine.	Take	a
shower.	If	you	really	cannot	bear	to	leave	them,	call	your	best	friend
and	tell	them	to	come	over	and	hold	the	crying	baby.	Call	any	random
mom	of	an	older	kid,	for	that	matter.	They	will	do	it.

It	is	also	important	to	say	that	this	is	“self-limiting”:	colic	will	go
away,	typically	around	three	months.	Not	all	at	once,	but	things	will
start	to	improve.

There	are	a	few	things	that	may	improve	colic,	but	since	the	cause
of	colic	is	poorly	understood,	solutions	are	hard	to	develop.	Many	of
the	theories	involve	digestion—poorly	developed	gut	flora	or	an
intolerance	to	milk	protein.	These	are	just	theories,	although,	since
they	are	the	leading	theories,	most	of	the	proposed	solutions	relate	to
them.

One	commonly	suggested	solution,	at	least	according	to	the
internet,	is	simethicone,	a	gas-relieving	drug	(Gerber	sells	a	set	of
these	drops).	There	is	no	evidence	to	suggest	this	works.	Trials	are
limited,	and	the	two	small	trials	that	compared	this	treatment	with	a



placebo	showed	no	impact	on	crying.	The	same	can	be	said	of	various
herbal	treatments	and	things	like	gripe	water.8

Two	treatments	have	some	known	success	with	colic.	One	is
supplementation	with	a	probiotic,	which	a	number	of	studies	have
shown	to	reduce	crying.	These	effects	seem	to	show	up	only	in
breastfed	infants.9	This	treatment	isn’t	complicated—probiotics	are
delivered	in	drops,	and	Gerber	and	others	make	easily	accessible	over-
the-counter	versions.	With	no	recognized	downsides,	probiotics	are
certainly	worth	a	try.

The	other	treatment	that	has	shown	some	success	is	managing	the
baby’s	diet,	either	by	changing	formula	types	or,	if	the	baby	is
breastfed,	changing	the	mother’s	diet.	Changing	formula	is	relatively
straightforward,	although	the	formulas	appropriate	for	colic	tend	to	be
a	bit	more	expensive.	One	recommendation	is	to	switch	to	a	soy-based
or	hydrolyzed	protein	formula10	(most	of	the	major	formula	makers—
Similac,	Enfamil—have	versions	of	these).	The	evidence	on	formula
switching	is	mostly	financed	by	formula	companies,	so	do	with	that
what	you	will,	but	it	may	be	worth	a	try.

If	you’re	breastfeeding,	changing	the	baby’s	diet	is	complicated,
since	it	means	changing	your	own.	There	is	some	evidence	supporting
a	“low-allergen”	diet	for	Mom:	randomized	studies	have	shown
reductions	in	crying	and	infant	distress	when	mothers	adopt	this	type
of	diet.11	The	standard	recommendation	is	the	elimination	of	all	dairy,
wheat,	eggs,	and	nuts,	so	this	means	a	pretty	dramatic	dietary	change.
Unfortunately,	we	don’t	know	if	just	one	of	these	foods,	all,	or	a
combination	makes	the	difference,	and	the	evidence	is	overall	pretty
limited	(this	definitely	does	not	work	for	everyone).

The	effects	of	this	elimination	diet	seem	to	appear	quickly	if	they
appear	at	all—within	the	first	few	days	of	implementing	the	changes—
so	it	is	possible	to	try	this	and	see	if	it	works.12	The	obvious	downside	is
that	this	change	in	diet	is	no	fun	at	all	for	Mom	and	can	make	it	hard	to
get	enough	calories,	so	there	is	some	appropriate	caution	around
making	this	a	blanket	recommendation.	This	is	also	likely	not	a	time	in
your	life	when	you’re	looking	to	experiment	with	new	recipes.	Still,
without	other	options,	there	is	reason	to	give	it	a	try.

Regardless	of	what	you	do,	your	baby	will	still	cry,	sometimes	for
what	seems	to	be	no	reason	at	all.	It	may	not	feel	like	it	at	the	time,	but
this	will	go	away,	and	you’ll	more	or	less	forget	about	it	as	your	child



ages	(this	is	presumably	why	people	are	willing	to	have	a	second	child).
Older	babies	do	cry,	but	mostly	for	reasons	you	can	understand	or	at
least	identify.	Management	of	your	own	stress	levels	is	at	least	as
important	as	managing	the	baby’s	crying.

DATA	COLLECTION

When	we	left	the	hospital	with	Penelope,	the	doctors	and	nurses
suggested	we	keep	track	of	how	much	she	pooped	and	peed,	since	if	an
infant	stops	peeing,	it	is	a	sign	of	dehydration	and	needs	to	be
monitored.	This	is	good	advice,	and	not	that	difficult	to	do.

What	they	did	not	suggest—but	Jesse	insisted	we	do	anyway—was
setting	up	a	spreadsheet	to	enter	this	data.	Jesse’s	idea	was	to	keep
track	of	everything	that	happened	with	Penelope	in	terms	of	feeding
and	diapers.

Here	is	day	4	of	her	life.

Date Count	per	Day Time Left Right Dirty Wet

4/12/2011 1 1:53:00 10 10 1 1

4/12/2011 2 3:50:00 20 10 1 1

4/12/2011 4 7:45:00 15 1 1

4/12/2011 5 10:00:00 10 1 1

4/12/2011 6 12:10:00 15 18

4/12/2011 8 16:55:00 8 11 1 1

4/12/2011 9 17:55:00 15 6 1 1

4/12/2011 10 20:04:00 16 31 1 1

You’ll	notice	that	there	are	some	more	precise	entries	for
breastfeeding	times	and	some	less	so.	The	less	precise	entries	are	mine.
Indeed,	in	some	notes	about	this	period	that	Jesse	made	for	posterity,
he	indicated,	“Dad	set	up	a	really	elaborate	data-entry	system	to	log



feeding	and	pooping.	Mom	wasn’t	really	as	good	as	Dad	at	keeping
track	of	minutes.	She	liked	to	round	to	more	even	numbers.”

Please	remember,	we	are	two	economists	married	to	each	other.
There	is	no	hope	for	us.

At	the	two-week	visit,	we	showed	our	spreadsheet	to	our
pediatrician.	She	told	us	to	cut	it	out.

Of	course,	we	were	amateurs	at	this	relative	to	some	other	parents.
My	friends	Hilary	and	John	developed	a	complete	statistical	model,
with	graphs,	of	the	relationship	between	eating	and	sleep	length.

For	people	who	love	data,	there	is	a	seduction	to	seeing	the
numbers	there	in	black	and	white.	You	can	look	for	patterns—on	one
day,	the	baby	slept	for	seven	hours.	Why	was	that?	Was	it	the	twenty-
three	minutes	of	nursing	before?	Should	you	try	exactly	that	length	of
time	again?

There	are	some	(minimal)	reasons	to	collect	data.	Keeping	track	of
when	the	baby	is	eating	can	be	valuable	early	on	since	it’s	easy	to	forget
when	they	last	ate.	There	are	some	nice	apps	that	let	you	record	from
which	breast	they	ate	last.	I	know	what	you’re	thinking:	How	could	I
forget	that?	Trust	me,	you	will.	I	used	a	system	with	a	safety	pin,	which
I	moved	from	one	side	of	my	shirt	to	the	other	to	tell	me	which	breast
to	start	with	next.	Not	recommended;	I	frequently	stabbed	myself.

In	the	event	that	your	infant	is	struggling	to	gain	weight,	keeping
track	of	how	often	and	how	much	they	are	eating	(and,	in	some
extreme	cases,	weighing	them	before	and	after	feeding)	can	be	very
valuable.	But	for	most	babies,	this	is	unlikely	to	be	necessary	or	useful.

As	the	baby	gets	a	bit	older,	keeping	track	of	when	the	baby	eats
may	help	form	a	schedule.	But	in	the	first	weeks,	a	feeding	schedule	is
a	bit	of	a	pipe	dream.	If	you	want	to	collect	data	and	make	pretty
graphs,	go	for	it.	But	remember	that	this	is	the	illusion	of	control,	not
actual	control.

GERM	EXPOSURE



There	is	a	broad	theory	called	the	hygiene	hypothesis,	which	states	(I
am	paraphrasing	here)	that	the	increase	in	occurrences	of	allergies	and
other	autoimmune	illnesses	over	time	is	a	result	of	decreased	germ
exposure	in	childhood,	and	that	exposure	to	more	microbes	and	germs
as	a	child	can	help	their	immune	system	properly	identify	and	not
overreact	to	perceived	pathogens.13	While	we	don’t	have	conclusive
proof	that	this	is	true,	there	is	some	evidence	backing	the	theory	in	the
form	of	laboratory	studies	of	particular	cells	and	comparisons	across
cultures	in	rates	of	various	diseases.	This	suggests	that	as	your	child
ages—say,	into	toddlerhood	and	beyond—it	is	not	necessarily	a	good
idea	to	wipe	down	everything	with	hand	sanitizer	or	bring	your	own
disposable	placemats	to	restaurants.	Your	kid	probably	shouldn’t	lick
the	floor	at	the	airport,	as	mine	have	occasionally	done,	but	going	a	bit
more	in	the	exposure	direction	may	be	sensible.

For	these	reasons,	many	doctors	are	reasonably	lax	about	children’s
germ	exposure	after	infancy.	But	virtually	all	doctors	will	suggest	you
try	to	avoid	exposure	to	illness	in	the	baby’s	first	couple	of	months.
One	reason	for	this	is	simply	that	the	smaller	the	child,	the	more
vulnerable	they	are	to	serious	complications.	But	a	second	reason	is
that	for	very	young	infants—especially	those	younger	than	twenty-
eight	days—medical	protocols	suggest	much	more	aggressive
interventions	in	response	to	illness.

What	does	this	mean?	Basically,	if	your	otherwise	well-seeming	six-
month-old	gets	a	fever—even	a	pretty	high	one—and	you	go	to	the
doctor,	they’ll	probably	look	them	over,	tell	you	they	have	a	virus,	and
send	you	home	with	instructions	to	give	them	Tylenol	and	fluids.	In
fact,	many	doctors’	offices	will	tell	you	not	to	bring	this	child	in	at	all
unless	you	are	very	concerned.

In	contrast,	if	your	two-week-old	has	even	a	low	fever,	you’ll	need
to	take	them	to	the	hospital,	where	they’ll	be	subjected	to	lab	tests—
likely	including	a	lumbar	puncture	(spinal	tap)—given	antibiotics,	and
admitted	as	an	inpatient.	With	very	young	babies,	doctors	have	a
harder	time	distinguishing	between	high-	and	low-risk	fevers.	Babies
in	this	group	are	somewhat	more	susceptible	to	bacterial	infections,
including	meningitis,	which	is	extremely	serious.	Somewhere	between
3	and	20	percent	of	infants	under	a	month	old	who	come	to	the	doctor
with	a	fever	have	a	bacterial	infection.14	These	are	mostly	urinary	tract
infections,	but	they	must	be	treated,	and	reasonably	quickly.



The	combination	of	this	higher	risk	of	and	difficulty	detecting
infection	means	that	aggressive	intervention	is	an	appropriate
approach,	but	most	babies	with	fevers	are	actually	fine.

When	a	slightly	older	infant—between	twenty-eight	days	and	two	or
three	months—presents	with	a	fever,	there	is	more	ambiguity	about
treatment.	Some	doctors	will	still	perform	a	routine	spinal	tap,
although	there	is	less	evidence	that	this	is	beneficial.15	The	procedure
for	managing	infants	in	this	age	range	(and	younger)	is	many-stepped
and	varied.

Two	of	the	key	points	here	are	whether	the	baby	appears	sick	(this
sounds	crazy—of	course	they	appear	sick;	they	have	a	fever—but	if	you
are	a	pediatrician,	this	distinction	apparently	makes	sense)	and
whether	there	is	an	obvious	viral	exposure.	If	you	come	in	with	a	forty-
five-day-old	baby	who	has	a	cold	and	a	low-grade	fever	but	seems
otherwise	fine,	and	bring	along	the	baby’s	two-year-old	sibling	who	has
a	cold	from	day	care,	the	doctor	is	likely	to	react	differently	than	if	you
come	in	with	the	same	baby	with	no	sibling,	and	the	baby	is	listless.

How	does	this	all	relate	to	the	question	of	germ	exposure?

The	big	downside	of	being	exposed	to	germs—or	specifically,	to	sick
kids—during	these	early	weeks	is	the	possibility	of	setting	off	this	chain
of	interventions.	If	your	infant	does	get	sick,	these	procedures	make
sense,	but	if	they	just	caught	a	cold	from	being	pawed	by	a	germy	two-
year-old,	you’ll	be	doing	a	lot	of	interventions	for	no	reason.	It’s
therefore	better	to	keep	the	germy	two-year-old	away	from	the
newborn,	if	at	all	possible.

Once	your	baby	is	over	three	months,	and	especially	after	they’ve
had	the	first	set	of	vaccines,	treatment	of	a	fever	is	closer	to	what	you’d
expect	with	an	older	child—basically,	give	them	some	Tylenol,	keep
them	hydrated,	and	wait	for	it	to	go	away.	At	this	point,	the	downside
of	germ	exposure	is	simply	a	sick	kid,	not	a	cascade	of	invasive	testing.

The	Bottom	Line

Swaddling	has	been	shown	to	reduce	crying	and
improve	sleep.	It	is	important	to	swaddle	in	a	way
that	allows	the	baby	to	move	its	legs	and	hips.



Colic	is	defined	as	excessive	crying.	It	is	self-limiting,
meaning	it	will	stop	eventually.	Changing	formula	or
maternal	diet,	treatment	with	a	probiotic,	or	both
have	shown	some	positive	impacts.

Collecting	data	on	your	baby	is	fun!	But	not	necessary
or	especially	useful.

Exposing	your	infant	to	germs	early	on	risks	their
getting	sick,	and	the	interventions	for	a	feverish
infant	are	aggressive	and	typically	include	a	spinal
tap.	Limiting	germ	exposure	may	be	a	good	idea,
even	if	just	to	avoid	these	interventions.
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Trust	Me,	Take	the	Mesh	Underwear
hen	I	was	pregnant	with	Penelope,	Jesse	and	I	went	to	a
childbirth	class	at	the	hospital.	Toward	the	end	of	the	day,
they	handed	around	a	bag	of	stuff	that	you’d	be	given	after

birth.	There	were	ice	packs	and	huge	menstrual	pads	and	these	really
enormous	mesh	underwear.

“These	are	the	greatest!”	enthused	the	person	running	the	class.
“You’ll	definitely	want	to	take	some	home	with	you.”	I	took	a	closer
look.	They	were	like	parachutes.	I	mean,	there	is	no	question	that	my
butt	grew	along	with	the	rest	of	me,	but	would	I	seriously	be	wearing
these?	It	was	enough	to	make	me	reconsider	the	childbirth	decision,
but	at	that	point	it	was	a	bit	late.

It	turns	out	that	the	mesh	underwear—which,	yes,	you	should	take
with	you—is	so	large	because	it	has	to	hold	all	the	other	stuff	the
hospital	gives	you.	First	you	put	on	the	underwear,	then	add	a	giant
menstrual	pad	or	four,	and	finally	a	layer	of	ice	packs.	It’s	a	makeshift
ice	diaper.

There	are	a	lot	of	baby	books	(like	this	one)	that	tell	you	what	will
happen	with	your	baby.	And	there	are	a	lot	of	pregnancy	books	that
detail	what	happens	to	you	while	you	are	pregnant.	But	the	world	is
oddly	lacking	in	discussions	of	what	happens,	physically,	to	Mom	after
the	baby	arrives.	Before	the	baby,	you’re	a	vessel	to	be	cherished	and
protected.	After	the	baby,	you’re	a	lactation-oriented	baby	accessory.

This	omission	is	problematic,	since	it	fails	to	inform	women	about
what	to	expect	after	you’re	expecting.	Physical	recovery	from
childbirth	is	not	always	straightforward,	and	even	in	the	best	of
circumstances,	it’s	messy.	Hence,	the	ice	diaper.



In	this	chapter,	I	talk	a	bit	about	what	you	can	expect	for	your	body
in	the	first	days	and	weeks	after	you’ve	given	birth.	I	should	clarify	that
the	discussion	here	covers	a	typical	recovery.	Things	can	go	wrong	in
ways	beyond	this,	which	is	why	it	is	crucial	to	tell	your	doctor	if	you	are
concerned	about	anything.	The	lack	of	discussion	of	what	to	expect	in
terms	of	your	post-childbirth	body	can	make	it	seem	like	anything
you’re	experiencing	is	fine,	but	it’s	not.	There	is	no	shame	in	asking.

(I	should	add	a	caution	here,	for	which	you	can	thank	my	friend
Tricia:	if	you	have	already	been	through	this	and	you	do	not	want	to
relive	the	gory	details,	skip	to	the	next	chapter.)

IN	THE	DELIVERY	ROOM

The	baby	has	arrived.	The	delivery	is	over.	The	placenta	is	out.	If	the
birth—either	vaginal	or	by	caesarean	section—went	as	expected,	they’ll
likely	let	you	hold	the	baby	and	perhaps	encourage	you	to	try	to	nurse.

In	the	meantime,	the	doctor	will	be	working	on	repairing	things.

If	you’ve	had	a	caesarean,	your	doctor	will	stitch	up	the	incision	and
dress	the	wound.	This	is	typically	a	straightforward	process,	and
similar	from	woman	to	woman.	With	a	vaginal	birth,	there	is	more
variation.	During	a	vaginal	birth	it	is	very	common	to	have	vaginal
tearing.	This	most	frequently	involves	the	perineum—the	area	between
the	vagina	and	anus—but	you	can	also	have	tearing	in	the	direction	of
the	clitoris.

The	degree	of	this	tearing	varies	widely	across	women.	Some
women	do	not	tear	(although	most	women	do	a	bit,	at	least	with	their
first	baby).	If	you	do	tear,	the	degree	is	ranked	from	first	to	fourth
degree.	A	first-degree	laceration	is	minor	tearing,	which	heals	well	on
its	own	with	no	stitches.	Second	degree	means	there	is	more
involvement	of	the	perineal	muscles,	but	the	tear	doesn’t	extend	to	the
anus.	Third-	and	fourth-degree	tears	extend	all	the	way	from	the
vagina	to	the	anus	but	differ	in	how	deep	they	go,	with	fourth-degree
tears	extending	into	the	rectum.	Third-	and	fourth-degree	tears	must
be	repaired	with	stitches,	which	will	dissolve	on	their	own	after	a	few
weeks.



Most	tears	are	on	the	minor	side,	but	approximately	1	to	5	percent
of	women	will	have	more	serious	third-	and	fourth-degree	tears.1	More
severe	tearing	is	more	common	with	instrument-assisted	delivery	(that
is,	delivery	with	either	forceps	or	a	vacuum).	There	is	some	evidence
that	warm	compresses	on	the	perineum	during	the	pushing	stage	of
labor	can	prevent	very	severe	tears.

Depending	on	the	degree	of	tearing,	the	repair	can	take	quite	a
while.	If	you’ve	had	an	epidural,	you	should	not	feel	the	stitching.	If
you	did	not	have	an	epidural,	it’s	common	for	the	doctor	to	use	a	local
anesthetic.

The	other	thing	that	will	happen	in	the	delivery	room	and	continue
over	the	next	few	hours	is	abdominal	massage.	Over	the	first	hours
after	birth,	the	uterus	should	contract	toward	its	pre-pregnancy	size.	If
this	doesn’t	happen,	there	is	an	increased	risk	of	bleeding.	Uterine,	or
“fundal,”	massage	has	been	shown	to	assist	this	process	and	lower	the
risk	of	bleeding.	A	strong	nurse	will	come	around	occasionally	and
push	hard	on	your	stomach.	This	is	uncomfortable	at	a	minimum.	(To
call	this	a	“massage”	is	an	insult	to	even	the	worst	massage	therapist.)
With	Finn,	the	nurse	who	did	this	told	me,	“I’m	not	the	nurse	people
like	to	see.”	If	you’ve	had	a	caesarean,	it	can	be	extremely	painful.	The
good	news	is	that	you	shouldn’t	need	abdominal	massage	after	the	first
twelve	to	twenty-four	hours.

IN	THE	RECOVERY	ROOM	AND	BEYOND

When	things	are	fixed	up,	you’ll	head	off	to	the	recovery	room	to	begin
trying	to	get	back	to	normal	(except	now	you	have	a	baby).	Of	course,
you’re	not	quite	the	old	you.

Bleeding

Regardless	of	how	you	gave	birth,	for	the	first	couple	of	days
afterward,	you	will	bleed	a	lot.	Before	I	had	Penelope,	I	was	under	the
impression	that	this	bleeding	was	due	to	trauma;	this	isn’t	the	case	(or,
at	least,	you	will	bleed	even	without	trauma).	In	fact,	it	is	the	lining	of
the	uterus	departing.



For	the	first	day	or	two,	this	bleeding—in	particular,	the	clotted
blood—can	be	a	little	scary.	You’ll	sit	down	to	pee	or	get	up	out	of	the
bed	and	there	will	be	an	enormous	blood	clot	in	the	toilet	or	on	the
pad.	The	doctors	will	tell	you	to	watch	out	for	clots	“fist	size	or	larger”
(other	doctors	will	use	fruit	metaphors—a	plum-	or	small	orange–size
clot,	they	want	to	know	about).	By	extension,	this	means	that	clots
smaller	than	that—but	not	much	smaller—are	common.	Passing	these
isn’t	typically	painful,	but	it	is	jarring.

You	can	bleed	too	much—maternal	hemorrhage	is	a	possible
postbirth	complication.	Since	you	know	you	should	bleed	some,	it	can
be	hard	to	know	how	much	is	too	much.	If	you’re	not	sure,	ask.	If	you
see	a	clot	and	think,	Is	that	the	size	of	a	fist,	or	just	a	bit	smaller?,
don’t	wait	around	measuring	it	for	yourself—buzz	the	nurse.

The	passing	of	clots	will	die	down	after	a	couple	of	days,	but	you’ll
keep	bleeding—first	like	a	heavy	period,	then	a	lighter	period—for
weeks.	Once	you’re	home,	the	bleeding	should	decrease	over	time.	If,
all	of	a	sudden,	you	start	bleeding	a	lot	again,	especially	if	the	blood	is
bright	red,	call	your	doctor	immediately.

Peeing	and	Pooping

Many	women	get	a	catheter	(a	tube	in	the	urethra	to	collect	pee)
during	birth—you’ll	get	this	for	sure	if	you	have	a	caesarean,	and	very
likely	if	you	have	an	epidural.	This	will	be	removed	in	the	first	few
hours	afterward,	and	it	will	be	time	to	try	to	pee	and	poop	on	your
own.

The	experience	here	begins	to	diverge	depending	on	what	kind	of
birth	you	had.

If	you	had	a	vaginal	birth,	it	will	hurt	to	pee.	Even	if	you	had	a	very
“easy”	experience,	your	vagina	will	still	be	kind	of	banged	up,	and	there
will	be	some	stinging.	It’s	worse	if	you	are	dehydrated,	which	makes
the	urine	more	concentrated.	At	many	hospitals,	they’ll	give	you	a
squeeze	bottle	of	water,	the	idea	being	that	you	squeeze	water	on	while
you	pee	so	the	urine	is	diluted	and	not	as	painful.	This	works	okay,
although—here’s	a	pro	tip—definitely	make	sure	you	do	not	use
extremely	cold	water.



It	will	also	likely	hurt	to	poop.	This	depends,	again,	on	how
traumatic	your	birth	experience	was.	It	is	common	to	give	women	stool
softeners	to	improve	the	first	postbirth	bowel	movement.	It	may	be	a
couple	of	days	before	you	actually	have	that	first	bowel	movement,
which	is	good.	Also,	this	may	not	be	as	bad	as	you	think.	And	anyway,
you	have	to	do	it.

If	you	have	had	a	caesarean,	these	problems	are	different.	First,	you
may	struggle	with	holding	pee	at	all	while	you	wait	for	your	bladder	to
“wake	up”	after	surgery,	and	the	catheter	may	be	left	in	place	longer.
Whether	peeing	will	hurt	depends	on	the	circumstances	of	your	labor
and	delivery.	If	you	were	in	labor	for	a	long	time	before	the	surgery,
you	may	still	have	discomfort	and	swelling	that	makes	urination
uncomfortable.	With	a	scheduled	C-section,	this	may	not	happen.

After	a	caesarean,	doctors	generally	want	you	to	either	poop	or	at
least	pass	some	gas	before	you	leave	the	hospital;	this	is	to	ensure	that
you	can	have	a	bowel	movement	after	what	is	basically	major
abdominal	surgery.	It	is	not	unusual	for	it	to	take	several	days	for	this
to	happen.	In	service	of	this,	you’ll	get	stool	softeners.	In	the	absence	of
vaginal	trauma,	the	actual	act	may	not	be	that	uncomfortable.	Sitting
down,	however,	can	be	painful	due	to	your	incision.

Lingering	Consequences

A	few	days	later,	you’re	home.	The	most	immediate	consequences—
heavy	bleeding,	uncomfortable	first	pee,	etc.—will	be	over.

You	will	not,	however,	feel	normal.

First	of	all,	you’ll	still	look	pregnant.	This	appearance	will	subsist
for	a	few	days	or	weeks.	Then	you’ll	just	have	a	bunch	of	floppy	skin.
This	does	resolve	eventually	(by	which	I	mean	weeks	or	months	later,
not	days),	but	it’s	a	little	disconcerting	to	look	down	at.	Even	once	the
floppy	skin	is	gone,	many	of	us	find	we	have	what	is	referred	to	as
“mummy	tummy,”	a	pouchy	stomach	that	doesn’t	ever	seem	to	quite
snap	back.	I	can	find	no	literature	on	this,	but	I	assure	you	it	is	a	real
thing	that	no	amount	of	Pilates	can	get	rid	of	(and	by	“no	amount”	I
specifically	mean	one	hour	a	week	with	Larry,	whose	other	clients	are
mostly	elderly	women).



If	you	had	a	vaginal	birth,	the	most	significant	lingering	physical
consequences	are	for	your	vagina.	As	one	medical	description	puts	it,
“After	birth,	the	vagina	will	be	capacious.”2

Things	will	just	not	be	quite	the	way	they	were	before.	You	may
have	stitches;	the	whole	area	will	be	painful	and	just	kind	of	off.	It	is
not	the	vagina	you	are	familiar	with.

This	does	heal,	but	it	takes	time,	and	for	most	women,	things	don’t
quite	go	back	to	the	way	they	were	before	birth.	(This	doesn’t
necessarily	mean	worse,	just	different.)	And	your	vagina	will	definitely
not	be	back	to	normal	two	weeks	later.	The	rest	of	you	might	be	feeling
pretty	normal	at	this	point	(minus	the	pudgy	tummy,	the	exhaustion,
and	the	enormous	boobs),	but	this	could	also	take	longer—it	took	you
forty	weeks	to	stretch	out,	so	it’s	hard	to	rush	going	back.

With	a	caesarean	section,	your	problems	will	be	different.
Depending	on	how	it	went	down,	you	may	have	little	or	no	vaginal
trauma.	As	one	friend	with	a	scheduled	C-section	told	me,	“No	one	got
anywhere	near	my	vagina.”	Not	everyone	is	so	lucky—if	you	got	far	into
labor	before	needing	surgery,	you’ll	have	a	recovery	not	dissimilar
from	a	woman	who’s	had	a	vaginal	birth.	And	every	C-section,	planned
or	not,	is	major	abdominal	surgery,	meaning	it	will	be	painful	to	do
anything	that	involves	your	abdominal	muscles.	This	includes	walking,
going	up	stairs,	sitting,	picking	things	up,	rolling	over,	etc.	Everything
you	do	just	hurts.

Here’s	an	example:	Say	you’re	in	bed	and	you’re	thirsty	in	the
middle	of	the	night.	Your	painkillers	have	worn	off	and	you	reach	for
your	water.	This	is	extremely	painful.

The	pain	and	discomfort	will	get	better	over	time,	but	(on	average)
it	will	take	longer	to	feel	like	you’re	back	to	normal	than	if	you’d	had	a
vaginal	birth.

Regardless	of	how	you	gave	birth,	it’s	a	good	idea	to	have	help,	but
this	is	especially	important	if	you’ve	had	a	caesarean.	You	need
someone	around	who	can	help	you	get	up,	get	to	the	bathroom,	do	the
activities	of	daily	life.	Even	if	you	can	handle	the	baby	on	your	own,
someone	needs	to	help	handle	you.	Depending	on	your	recovery,	it
may	be	a	challenge	to	even	lift	the	baby	on	your	own	for	the	first	week
or	two.	With	a	complicated	caesarean	(or	even	a	complicated	vaginal



birth),	it	might	be	weeks	before	you	feel	like	you	can	get	up	and	shower
alone.

With	both	vaginal	and	caesarean	deliveries,	there	are	other
common,	mostly	minor,	lingering	consequences.	Hemorrhoids,	for
example.	Also,	incontinence.	Many	women	find	that	after	childbirth,
they	pee	a	bit	when	they	cough	or	laugh,	or	seemingly	for	no	reason.
This,	like	other	things,	will	improve	over	time.

Women	will	have	a	wide	range	of	experiences	during	recovery,
regardless	of	how	they	gave	birth.	I	had	a	very	lucky	draw	with	both	my
children.	With	Finn,	I	walked	out	of	the	hospital	twelve	hours	later,
carrying	his	car	seat.	But	this	isn’t	the	norm,	and	even	then	it	wasn’t	as
if	I	was	running	a	marathon	anytime	soon	(or	ever).	Much	of	what
determines	your	experience	is	luck,	or	some	anatomy	of	your	pelvis.
Perhaps	the	most	important	thing	is	to	ask	for	help	when	you	need	it,
and	not	to	expect	so	much.	Many	cultures	have	a	tradition	of	women
basically	doing	nothing	for	a	month	or	so	after	birth,	while	older
women	in	their	family	take	care	of	them.	This	isn’t	common	in	the	US,
but	it	does	give	a	sense	of	what	this	time	is	like.	Just	because	some	fit-
pregnancy	blogger	is	back	to	CrossFit	ten	days	after	giving	birth	does
not	mean	her	recovery	is	typical.

Serious	Complications

Post-delivery,	some	rare,	serious	complications	can	arise.	These
include	excessive	bleeding,	dangerously	high	blood	pressure,	and
infection.	Risks	vary	across	women—infection,	for	example,	is	a	more
common	risk	for	women	who	have	had	a	caesarean.	Your	doctor	will
likely	tell	you	what	to	look	out	for,	based	on	your	own	birth	experience
and	any	particular	complications	from	it.

There	are	a	few	specific	red	flags	to	look	out	for:

Fever

Severe	abdominal	pain

Increase	in	bleeding,	especially	bright	red	blood

Bad-smelling	vaginal	discharge

Chest	pain	or	shortness	of	breath



In	addition,	it	is	important	to	pay	attention	to	any	changes	in
vision,	serious	headaches,	or	increasing	swelling	(say,	in	your	ankles),
especially	if	you	had	or	were	at	risk	for	preeclampsia.

These	instructions	can	be	hard	to	remember	in	the	haze	of	new
parenting,	though.	If	something	doesn’t	seem	quite	right	to	you,	call
your	doctor.

EXERCISE	AND	SEX

While	you	are	struggling	to	roll	over	in	bed	for	a	drink	of	water,	dealing
with	the	world’s	heaviest	period,	and	also	caring	for	someone	who	cries
all	the	time,	exercise	and	sex	may	not	be	your	first	priorities.	On	the
other	hand,	exercise	and	sex	were	likely	among	your	pre-birth
activities,	and	in	an	effort	to	return	to	feeling	like	yourself,	you	may
want	to	get	back	to	them.

So	despite	the	barriers,	many	of	us	do	wonder,	When	is	it	okay	to
get	back	on	the	treadmill,	or	back	in	bed?

In	the	case	of	exercise,	there	is	relatively	little	concrete	evidence	on
when	it	is	okay	to	start.	The	American	College	of	Obstetricians	and
Gynecologists	says	that	it	is	safe	to	resume	exercise	“within	a	few	days”
after	a	normal	vaginal	delivery.	This	isn’t	to	say	you	will	be	running
interval	workouts	a	week	later,	but	some	walking	may	be	feasible.

They	caution,	though,	that	this	will	be	different	if	you’ve	had	a
caesarean	or	significant	vaginal	tearing.	In	the	case	of	a	caesarean,	the
standard	recommendations	include	some	walking	within	the	first	two
weeks,	introducing	the	possibility	of	abdominal	curls	or	other	related
exercises	by	week	3	and	a	resumption	of	“normal”	activities	by	around
week	6.3	Again,	healing	rates	differ	from	woman	to	woman,	so	this	is
really	just	an	average.

In	the	case	of	vaginal	delivery,	where	the	issue	is	tearing,	return	to
exercise	should	be	even	faster,	with	appropriate	care	taken	to	make
sure	you	feel	okay.	Nearly	all	people—including	elite	athletes,	but	also
recreational	athletes	and	those	of	us	who	just	walk	or	run	for	exercise—
should	be	able	to	resume	pre-pregnancy	activity	levels	by	six	weeks
postpartum	and	some	modified	version	before	that.



If	you	are	an	elite	athlete,	even	a	couple	of	weeks	may	seem	like	a
long	period	to	be	off	training,	and	depending	on	circumstances,	it	may
be	possible	to	work	with	your	doctor	to	more	quickly	get	back	to
training.	But	honestly,	outside	this	group,	the	physical	ability	to
exercise	will	probably	arrive	substantially	before	you	are	mentally
ready	to	take	advantage	of	it.

Once	you	can	exercise,	it	can	be	challenging	to	find	time	in	your
schedule,	but	if	it’s	important	to	you,	you	should	try.	Exercise	can	help
combat	postpartum	depression	and	generally	improves	mood.	Yes,
there	are	other	demands	on	your	time,	but	taking	care	of	yourself	also
matters.

When	it	comes	to	sex	after	baby,	there	is	a	commonly	accepted	rule:
no	sex	until	six	weeks	postpartum,	after	you	have	had	a	checkup	with
your	doctor.	This	is	so	often	cited	that	I	had	assumed	it	was	evidence
based,	that	there	was	some	biological	reason	why	you	need	to	wait	this
long,	no	more,	no	less.

In	fact,	this	is	completely	fabricated.	There	is	no	set	waiting	period
for	resuming	sex	after	giving	birth.	The	six-week	rule	appears	to	have
been	invented	by	doctors	so	husbands	wouldn’t	ask	for	sex.	This
somewhat	odd	tradition	persists.	When	I	had	my	first	postpartum
checkup	around	six	weeks	after	having	Finn,	the	doctor	(not	my
midwife,	but	the	doctor	who	happened	to	be	available	that	day)	told
me	I	was	fine,	and	then	asked	if	I	wanted	him	to	write	me	a	note	to	tell
my	husband	I	was	not.	I	found	this	very	uncomfortable.

This	is	not	to	say	there	are	no	real	guidelines	for	when	you	can
resume	having	sex.	Physically,	if	you	have	had	tearing,	it	is	important
to	wait	until	the	perineum	is	healed.	Depending	on	the	severity	of	the
tearing,	this	could	happen	much	before	six	weeks,	or	it	could	take
longer.	Your	doctor	will	check	this	at	your	first	postpartum	checkup
(which	is,	in	fact,	around	six	weeks),	but	you	may	be	able	to	tell	if
you’ve	healed	before	that.

There	are	two	other	considerations.	First,	contraception:	Even	if
you	are	breastfeeding	and	just	had	a	baby	three	weeks	ago,	you	can	get
pregnant.	Most	people	do	not	plan	babies	ten	months	apart,	so	unless
you	have,	make	sure	you	are	using	some	kind	of	birth	control.	(And
think	carefully	about	what	type:	some	kinds	of	birth	control,
specifically	some	birth	control	pills,	can	interfere	with	milk
production.)



The	other	consideration	is,	as	the	medical	guidelines	state,
“emotional	readiness.”	You	need	to	want	to	have	sex.	There	is	a
tremendous	amount	of	variation	across	women	(and	their	partners)	in
when	they	feel	ready	to	resume	sex	after	giving	birth.	And	you	both
need	to	be	ready.

Birth	is	a	very	physical	ordeal—even	with	a	pretty	easy	birth,	there
will	be	physical	consequences	for	at	least	a	few	weeks.	Also,	three	or
four	weeks	in,	your	family	is	likely	to	be	exhausted.	The	baby	may	still
be	eating	every	two	or	three	hours,	and	the	idea	of	spending	some	of
the	time	between	feedings	having	sex,	as	opposed	to	sleeping	or
showering	or	eating,	may	seem	laughable.

This	is,	of	course,	the	standard	story.	But	it	is	probably	important	to
say	that	some	people	do	want	to	have	sex	a	few	weeks	later—and	not
just	the	non-birthing	parents,	either.	If	you	are	healed	up	and	you	want
to	have	sex,	go	for	it.

Looking	at	the	data—which,	in	this	case,	may	not	be	so	helpful,
since	really	the	question	is	when	you	want	to	do	it—most	couples	have
resumed	at	least	some	sexual	activity	by	eight	weeks	postpartum.	For
those	with	an	uncomplicated	vaginal	delivery,	the	average	is	about	five
weeks,	versus	six	weeks	for	caesarean	and	seven	for	those	with
significant	vaginal	tearing.4	Having	said	this,	it	takes	an	average	of
about	a	year	to	get	back	to	pre-pregnancy	sex	frequency,	and	many
people	never	return	to	having	quite	as	much	sex	as	they	did	before.

A	final	note:	Sex	after	childbirth	can	be	painful.	Breastfeeding
promotes	vaginal	dryness	and	lowers	your	sex	drive.	In	addition,
injuries	during	birth	can	have	persistent	effects.	Many	women,	after
having	a	small	person	attached	to	them	nearly	constantly,	really	do	not
want	to	be	touched.	Most	women	need	some	lubrication	the	first	few
times	they	have	sex	after	giving	birth	to	deal	with	vaginal	dryness.	And
you	want	to	take	it	slow	at	the	start.	And,	of	course,	this	all	focuses	on
penetrative	vaginal	sex.	Other	activities—oral	sex,	either	given	or
received—may	be	easier	to	restart,	and	could	be	more	enjoyable	early
on.

Many	women	experience	continued	pain	and	discomfort	during	sex
long	after	giving	birth.	This	is	not	something	you	should	ignore	or	grit
your	teeth	and	learn	to	live	with.	There	are	treatments	that	can	help,
including	physical	therapy.	If	sex	is	painful,	talk	to	your	doctor	about
it.	If	they’re	not	comfortable	discussing	it,	find	a	doctor	who	is.



EMOTIONAL	HEALTH:	POSTPARTUM
DEPRESSION,	ANXIETY,	AND	PSYCHOSIS

So	far,	this	discussion	has	dealt	with	the	physical	consequences	of
childbirth.	But	there	are	also	often	serious	emotional	consequences.
Postpartum	depression,	postpartum	anxiety,	and	even	postpartum
psychosis	are	common,	to	varying	degrees.	Too	many	women	suffer
from	these	conditions	in	silence,	and	this	needs	to	stop.

In	the	first	days	and	weeks	after	your	baby	arrives,	you	will
experience	a	wave	of	hormones.	Most	women	find	they	are	emotionally
sensitive	during	this	period.	This	is	not,	for	example,	the	time	to	watch
the	first	fifteen	minutes	of	the	movie	Up.

In	thinking	about	this	period,	I	recall	our	first	outing,	to	a	brunch	at
a	friend’s	house	when	Penelope	was	a	week	old.	I	spent	two	hours
hiding	in	their	guest	room,	nursing	and	crying.	There	wasn’t	anything
wrong;	I	just	couldn’t	stop	crying.	It	was	set	off,	I	think,	by	the
realization	that	the	hat	I	had	carefully	knitted	for	Penelope	was	too
large.	And	that	once	she	did	fit	into	it,	it	would	probably	be	too	warm
to	wear	it.	This	was	enough	to	sustain	several	hours	of	tears.

I’m	lucky	these	were	good	friends,	who	brought	me	brunch	on	a
tray.	Of	course,	that	only	made	me	cry	more.

This	early	experience	is	sometimes	referred	to	as	the	“baby	blues”
and	is	self-limiting	in	the	sense	that	the	hormone	surge	is	worst	in	the
first	few	days	after	giving	birth	and	dies	down	a	couple	of	weeks	later.

But	true	postpartum	depression	or	other	postpartum	mental	health
conditions	can	crop	up	in	this	period.	They	can	also	arise	later,	even
months	later.	Many	women	discount	later-onset	depression,	thinking
postpartum	depression	happens	only	right	after	the	baby	arrives.	This
is	not	the	case.

The	prevalence	of	postpartum	depression,	even	if	we	focus	only	on
diagnosed	cases,	is	high.	An	estimated	10	to	15	percent	of	women	who
give	birth	will	experience	it.5	Most	obstetricians	are	trained	to	look	for
depression	during	pregnancy,	but,	although	less	acknowledged,	the
data	suggests	that	about	half	of	these	women	actually	experience	the
onset	of	depression	during	pregnancy,	something	many	people	are
surprised	to	learn.	Women	are	otherwise	typically	(although	not



exclusively)	diagnosed	with	postpartum	depression	within	the	first
four	months.

There	are	some	important	risk	factors	for	postpartum	depression.
These	fall	into	two	categories:	predisposition	and	situation.	By	far	the
biggest	risk	factor	for	postpartum	depression	is	predisposition,	or	prior
experience	of	depression.	Mental	health	isn’t	as	well	understood	as	we
would	like,	but	there	are	clearly	some	genetic	or	epigenetic	factors	that
affect	it.	If	you’ve	had	episodes	of	depression	before,	they	are	more
likely	to	crop	up	again	in	pregnancy	or	in	the	postpartum	period.	Be	on
the	lookout	for	signs,	and	get	help	if	you	see	them.

The	other	risk	factors	are	largely	about	situation.	Some	of	these
factors	are	modifiable,	some	are	not.	Women	(or	men)	who	have	less
social	support,	who	experience	difficult	life	events	around	this	time,	or
whose	baby	has	medical	or	other	problems	are	more	likely	to	be
depressed.	And	the	baby	itself	can	also	play	a	role;	people	with	babies
who	are	poor	sleepers	are	at	greater	risk	for	depression,	almost
certainly	due	to	the	fact	that	they,	in	turn,	get	less	sleep.

How	is	postpartum	depression	diagnosed?	Ideally,	every	woman	is
screened	for	this	using	a	short	questionnaire	at	their	six-week
postpartum	visit.	The	most	widely	used	questionnaire	is	probably	the
Edinburgh	Postnatal	Depression	Scale,	though	a	few	others	are
common.	Here	it	is:

EDINBURGH	POSTNATAL	DEPRESSION	SCALE

In	the	past	7	days:

1.	I	have	been	able	to	laugh	and	see	the	funny	side	of	things.

☐	Yes,	all	the	time ☐	Yes,	most	of	the	time ☐	No,	not	very	often ☐	No,	never

2.	I	have	looked	forward	with	enjoyment	to	things.

☐	As	much	as	I	always
could

☐	Not	quite	so	much
now

☐	Definitely	not	so	much
now

☐	Not	at	all

3.	I	have	blamed	myself	unnecessarily	when	things	went	wrong.

☐	Yes,	most	of	the	time ☐	Yes,	some	of	the	time ☐	Not	very	often ☐	No,	never

4.	I	have	been	anxious	or	worried	for	no	good	reason.

☐	Not,	not	at	all ☐	Hardly	ever ☐	Yes,	sometimes ☐	Yes,	very	often



5.	I	have	felt	scared	or	panicky	for	no	good	reason.

☐	Yes,	quite	a	lot ☐	Yes,	sometimes ☐	No,	not	much ☐	No,	not	at	all

6.	Things	have	been	getting	on	top	of	me.

☐	Yes,	most	of	the	time	I
haven’t	been	able	to
cope	at	all

☐	Yes,	sometimes	I
haven’t	been	coping	as
well	as	usual

☐	No,	most	of	the	time	I
have	coped	quite	well

☐	No,	I	have	been	coping
as	well	as	ever

7.	I	have	been	so	unhappy	that	I	have	difficulty	sleeping.

☐	Yes,	most	of	the	time ☐	Yes,	sometimes ☐	Not	very	often ☐	No,	not	at	all

8.	I	have	felt	sad	or	miserable.

☐	Yes,	most	of	the	time ☐	Yes,	quite	often ☐	Not	very	often ☐	No,	not	at	all

9.	I	have	been	so	unhappy	that	I	have	been	crying.

☐	Yes,	most	of	the	time ☐	Yes,	quite	often ☐	Only	occasionally ☐	No,	never

10.	The	thought	of	harming	myself	has	occurred	to	me.

☐	Yes,	quite	often ☐	Sometimes ☐	Hardly	ever ☐	Never

The	scaling	of	this	is	simple:	Each	answer	is	scored	from	0	to	3,
with	the	worst	category	(the	first	one	for	most	questions,	the	last	for	1,
2,	and	4)	getting	a	3.	Doctors	will	typically	use	a	cutoff	of	10	or	12	as	a
signal	of	mild	depression,	and	a	value	of	20	or	more	as	signaling	a
more	serious	depression.

Some	of	the	questions	here	seem	so	obvious	that	it	can	be	hard	to
imagine	you’d	actually	need	a	questionnaire—can’t	you	just	ask	people
if	they	feel	sad	and	disengaged?	But	the	evidence	suggests	that	using
this	screening	tool	can	be	extremely	effective.	Researchers	have	shown
improvements	in	detection	(and	therefore	treatment)	of	postpartum
depression	across	a	large	number	of	women	by	using	this
questionnaire—as	much	as	a	60	percent	reduction	in	depression	a	few
months	later.6	Your	doctor	will	certainly	give	you	this	at	your
postpartum	visit,	but	it	isn’t	a	bad	idea	to	do	some	self-screening	also,
which	could	capture	your	prevailing	mood	better.

Treatment	for	postpartum	depression	proceeds	in	stages.	For	mild
depression,	the	first	line	of	treatment	is	to	try	to	treat	without	drugs.
There	is	some	evidence	that	exercise	or	massage	can	be	helpful.	Or,
perhaps	most	important,	sleep.	For	new	parents,	in	particular,	lack	of



sleep	can	be	a	huge	contributor	to	mild	depression.	This	shouldn’t	be
that	surprising.	Even	when	you	don’t	have	an	infant,	if	you	have	a	few
nights	of	poor	sleep,	it	can	be	hard	to	enjoy	things.	Now	add	together
many,	many	nights	of	interrupted	sleep—it’s	not	surprising	this	could
contribute	to	emotional	exhaustion	and	depression.

Obviously,	it	is	hard	to	treat	lack	of	sleep	when	you	have	a	newborn,
although	when	I	discuss	sleep	training	later	in	the	book,	one	of	the
strong	arguments	in	favor	of	it	is	that	it	alleviates	maternal	depression.
If	you	haven’t	sleep	trained	your	baby,	or	don’t	plan	to,	or	your	baby	is
too	young,	there	are	still	ways	to	improve	your	sleep.	Get	help	for	a
night	or	two—or	more—from	a	grandparent	or	friend.	Hire	a	nighttime
doula	if	possible.	Divide	the	night	duties	with	your	partner	so	you	can
each	get	at	least	one	uninterrupted	stretch	of	sleep.	It	may	be	helpful	to
remind	yourself	that	addressing	your	depression	is	valuable	for	your
baby,	too,	not	just	some	kind	of	selfish	personal	indulgence.

Beyond	sleep,	some	type	of	cognitive	behavioral	therapy,	or	other
talk	therapy,	is	a	usual	first-line	treatment	for	many	people.	This
focuses	on	reframing	negative	thoughts	and	focusing	on	positive
actions.

For	more	severe	depression—sometimes	defined	as	a	score	above
20	on	the	standard	depression	screen—antidepressants	are	more
widely	used.	Although	antidepressants	are	passed	through	breast	milk,
there	is	no	evidence	of	adverse	consequences	(more	on	this	in	chapter
5).	This	means	there	is	no	need	to	choose	between	getting	the	help	you
need	and	nursing	your	baby.

Much	of	the	literature	and	popular	discourse	focus	on	postpartum
depression.	But	not	all	postpartum	mental	health	issues	take	the	form
of	depression.	Postpartum	anxiety	is	also	common.	Many	of	the
symptoms	are	similar	to	postpartum	depression,	and	indeed,	it	is
common	to	diagnose	postpartum	anxiety	using	the	same	screening
tool.	But	women	with	postpartum	anxiety	also	tend	to	find	themselves
fixated	on	terrible	things	that	could	happen	to	the	baby,	unable	to
sleep	even	if	the	opportunity	is	there,	and	engaging	in	obsessive-
compulsive	behaviors	around	infant	safety.	This	can	be	treated	with
therapy	or,	in	more	severe	cases,	with	medication.

With	anxiety,	it	can	be	hard	to	know	where	the	line	is	between
normal	parental	worry	and	obsessive	worry.	If	anxiety	is	interfering
with	your	ability	to	enjoy	spending	time	with	your	baby,	if	it	is



occupying	all	your	thoughts	and	preventing	you	from	sleeping—that	is
over	the	line.

Less	common	but	much	more	severe	is	postpartum	psychosis.7	This
affects	an	estimated	1	to	2	in	1,000	women	(versus	1	in	10	for
postpartum	depression)	and	is	much	more	likely	to	develop	in	women
with	a	history	of	bipolar	disorder.	Postpartum	psychosis	usually
manifests	in	hallucinations,	delusions,	and	manic	episodes.	It	will	very
likely	need	inpatient	treatment,	and	should	be	taken	extremely
seriously.

Although	women	who	give	birth	are	at	greater	risk	of	these	mental
health	complications	due	to	some	combination	of	hormones	and	often
being	the	primary	caregiver,	postpartum	depression	can	crop	up	in
non-birth	parents,	too.	Dads,	other	moms,	adoptive	parents—all	can
experience	these	symptoms.	And	because	screening	is	so	often	focused
only	on	women	who	have	given	birth	and	not	on	others	in	the
household,	these	diagnoses	are	missed	much	more	frequently.

It	wouldn’t	be	a	bad	idea	to	have	every	adult	in	the	household	do	a
depression	screen	a	few	weeks	after	the	baby	is	born,	and	then
periodically	after	that.	But	if	you	are	worried,	call	your	doctor.	Don’t
wait	to	see	them	at	six	weeks;	the	sooner	you	can	get	on	top	of	these
issues,	the	sooner	you’ll	be	able	to	enjoy	your	time	with	your	baby,	and
the	better	things	will	be	for	everyone.

There	are	many	issues	in	the	pre-pregnancy,	pregnancy,	and	post-
pregnancy	world	that	we	do	not	talk	about	enough.	When	I	was	writing
about	pregnancy,	the	thing	that	struck	me	in	this	category	was
miscarriage.	So	many	women	have	had	miscarriages,	yet	they	are
rarely	talked	about—until	you	have	one	and	then	it	turns	out	many
women	you	know	have	also	miscarried.

Postpartum	mental	and	physical	health	have	the	same	pattern.	You
have	a	new	baby—shouldn’t	you	be	happy	and	feeling	great?	When
people	ask	how	you	are,	everyone	wants	to	hear	“The	baby	is	great!
We’re	so	thrilled!”	Not	“I’m	depressed	and	anxious	and	I’m	dealing
with	third-degree	vaginal	tears.”	The	fact	that	these	things	are	not
talked	about	makes	many	of	us	feel	like	we	are	the	only	ones	dealing
with	them,	or	should	just	get	over	it.

This	simply	isn’t	true,	and	I	think	the	more	we	talk	about	this,	the
more	we	do	a	service	to	other	women.	I’m	not	suggesting	we	all	start



tweeting	the	details	of	our	vaginal	healing—although	I	have	no
problem	with	that—but	it	is	time	to	have	a	more	honest	conversation
about	the	post-childbirth	physical	and	mental	experiences.

The	Bottom	Line

It	takes	time	to	recover	from	childbirth.

You’ll	bleed	for	several	weeks.

You	may	have	vaginal	tearing,	which	takes	a	few
weeks	to	heal.

A	caesarean	section	is	major	abdominal	surgery,
and	it	will	take	significant	time	for	you	to	be
mobile	again	afterward.

Return	to	exercise	depends	a	bit	on	your	birth
experience,	but	you	can	typically	start	within	a	week
or	two,	and	most	women	could	be	back	to	their	pre-
pregnancy	routine	by	six	weeks.

There	is	no	set	waiting	time	for	sex,	although	you
should	wait	until	you’re	ready	(and	are	on	birth
control	if	you’re	not	ready	for	another	child).

Postpartum	depression	(and	related	conditions)	are
common	and	treatable.	Get	help	as	soon	as	you	need
it.



PART	TWO

The	First	Year



B reastfeeding.	Sleep	training.	Co-sleeping.	Vaccination.	To	work
or	not	to	work.	Day	care	versus	nanny.

These	are	the	big	decisions	that	will	shape	at	least	the	first
year	of	your	life	as	a	parent.	They	are	decisions	that,	up	until	you
became	a	parent,	you	probably	never	thought	about.	And	the	answers
are	not	obvious.

So	we	turn	to	the	internet.	Which	is	great,	since	people	on	the
internet	have	the	answer.	In	fact,	it’s	an	answer	that	is	easy	to
summarize	and	understand.	The	correct	decision,	in	all	cases,	is	to	do
exactly	whatever	that	particular	person	on	the	internet	did.	More	than
that,	making	any	other	choice	is	roughly	equivalent	to	abandoning
your	child	to	wolves.

Welcome	to	the	Mommy	Wars.	So	pleased	you	could	join	us.

Why	are	these	particular	topics	so	fraught?	Why	does	it	feel	like	an
all-or-nothing	battle?	Why	are	these	the	focal	points	for	our	parenting
anxiety	and	judgment?

I’m	not	sure,	but	I	suspect	it	relates	to	the	fact	that	the	choices	you
make	in	these	areas	will	dramatically	affect	your	parenting	experience.
Whether	you	choose	to	breastfeed,	whether	you	choose	to	have	your
child	sleep	in	your	room	(or	in	your	bed),	whether	you	sleep	train—
you’ll	experience	these	choices	every	day.

And	many	of	these	choices	make	your	life	more	difficult,	or	at	least
more	annoying.	Breastfeeding	has	some	wonderful	moments,	but
among	the	hundreds	of	women	I	have	talked	to	about	it,	not	one	has
told	me,	“Lugging	around	the	pumping	parts	everywhere	was	a
fulfilling	experience	of	womanhood!”	Getting	up	four	times	a	night
until	your	child	is	one	(or	two,	or	two	and	a	half	.	.	.	)	is	exhausting.	It
affects	your	mood,	your	work,	your	relationships.

At	the	same	time,	choosing	to	not	breastfeed,	or	choosing	to	let
your	kid	cry	themselves	to	sleep	a	few	times,	is	hard	in	a	different	way.
People	will	judge	you	for	these	decisions,	and,	if	we	are	being	honest,
you	may	judge	yourself.	Letting	your	kid	cry	themselves	to	sleep	does
work:	most	kids	(and,	thus,	their	parents)	will	sleep	better	afterward.
Are	you	just	being	selfish	and	sacrificing	your	children’s	well-being	for
your	own?



This	is	a	good	time	to	reiterate	what	I	said	in	the	introduction:	like
all	other	things	in	parenting,	there	is	no	perfect	set	of	choices	for
everyone.	There	is	a	right	set	of	choices	for	you,	taking	into	account
your	preferences	and	your	constraints.	If	you	have	six	months	off	from
work	or	are	not	going	back	to	work	at	all,	it	may	be	easier	to	sacrifice
sleep	at	night	in	exchange	for	napping	during	the	day.	If	you	work	in
an	office	with	an	opaque	door	where	you	can	pump	and	work	at	the
same	time,	it	might	be	easier	to	nurse	longer	than	if	you	have	to	sign
up	for	time	in	the	lactation	pod	(or,	god	forbid,	the	bathroom)	and	stop
working	to	pump.

The	fact	that	preferences	matter,	however,	doesn’t	mean	there’s	no
room	for	facts.	We	cannot	hope	to	make	the	right	choices	for	ourselves
without	seeing	the	data.	You	and	I	may	see	the	same	data	and	make
different	decisions,	but	we	should	both	come	to	the	data	as	the	first
step.	As	an	economist,	I	try	to	start	my	decisions	with	the	data—What
does	it	say?	How	confident	are	we	in	its	findings?—and	then	try	to
think	about	what	works	for	my	family	in	light	of	that	data.	It	helps	to
be	married	to	another	economist,	but	I’d	argue	that	the	language	of
data	and	preferences	can	work	for	anyone.	You	do	not	have	to	pay	the
costs	of	the	two-economist	marriage	to	reap	the	benefits.

This	part	of	the	book	goes	through	the	data	on	these	major	early
parenting	decisions.	In	many	cases,	the	work	of	the	book	is	really	to
separate	the	good	studies	on	these	topics	from	the	less-good	ones.	In
making	decisions,	we	want	to	know	the	causal	effect	of	one	variable	on
another,	not	just	that	they	are	associated.	It	is	no	good	to	tell	you	that	a
kid	who	was	breastfed	differs	from	one	who	wasn’t;	you	want	to	know
whether	the	breastfeeding	itself	matters.

How	can	you	identify	a	good	study?	This	is	a	hard	question.	Some
things	you	can	see	directly.	Certain	approaches	are	better	than	others—
randomized	trials,	for	example,	are	usually	more	compelling	than
other	designs.	Larger	studies	tend,	on	average,	to	be	better.	More
studies	confirming	the	same	thing	tends	to	increase	confidence,
although	not	always—sometimes	they	all	have	the	same	biases	in	their
results.

I	read	a	lot	of	studies—for	this	book,	but	also	for	my	job—so	some
of	my	conclusions	come	from	experience.	Sometimes	you	poke	into	a
study	and	it	doesn’t	smell	quite	right—the	groups	they	are	comparing
are	really	different,	or	the	way	they	measure	variables	is	skewed.



Sometimes	there	will	be	a	really	big	study,	but	it	will	be	deeply	flawed,
and	I’ll	end	up	relying	more	on	a	smaller	study	that	has	a	better	design.

And,	sadly,	for	those	of	us	who	love	data,	the	data	will	never	be
perfect.

In	confronting	the	questions	here,	we	also	have	to	confront	the
limits	of	the	data	and	the	limits	of	all	data.	There	are	no	perfect
studies,	so	there	will	always	be	some	uncertainty	about	conclusions.
Beyond	that,	in	many	cases	the	only	data	we	have	is	problematic—
there	will	be	a	single,	not-very-good	study,	and	all	we	can	say	is	that
one	study	really	doesn’t	support	a	relationship.

This	means	we	can’t	ever	say	for	sure	that	we’re	certain	something
is	good	or	not	good	for	a	baby.	Of	course,	sometimes	we	are	more	sure
than	others,	and	I’ll	try	to	let	you	know	when	the	data	really	helps	us
see	a	relationship	as	true,	and	when	there	just	isn’t	much	for	us	to	go
on.

I	hope	you’ll	leave	this	section	armed	with	some	facts.	Facts	about
what	we	know,	but	also	facts	about	what	we	still	don’t	know—places
where	the	data	is	just	uncertain,	or	hasn’t	provided	a	compelling
answer.	Armed	with	these	facts,	you	can	go	forward	to	make	your
choices.	Not	the	same	choices,	mind	you.	But	the	right	ones	for	you.
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Breast	Is	Best?	Breast	Is	Better?	Breast	Is
About	the	Same?

he	hospital	at	which	I	delivered	Penelope	had	a	lot	of	pre-
delivery	classes,	one	of	which	was	about	breastfeeding.	I	asked	a
friend	with	a	slightly	older	baby	if	I	should	take	it;	she	scrunched

up	her	face	and	said,	“You	know,	it’s	really	not	the	same	with	a	doll.”

Boy,	was	that	right.	I	am	going	to	tell	you	the	truth.	For	many
women,	including	myself,	breastfeeding	was	hard.	(This	doesn’t	mean
the	classes	aren’t	useful,	just	that	they	aren’t	a	panacea.)

When	Penelope	lost	weight	in	the	hospital,	we	had	to	supplement
with	formula.	This	might	have	been	unnecessary.	But	what	seemed
even	crazier	was	the	very	elaborate	setup	the	nurse	suggested	for
avoiding	the	dreaded	“nipple	confusion.”

Rather	than	just	handing	me	a	bottle	and	suggesting	I	try	that,	I
found	myself	hooked	up	to	a	system	in	which	a	tube	was	taped	to	my
breast	and	the	formula	bottle	was	held	above	my	head.	We	tried	to
nurse	that	way,	with	the	formula	being	delivered	through	the	tube,	but
neither	Penelope	nor	I	had	any	idea	what	we	were	doing.

They	offered	to	send	this	system	home	with	us,	but	I	declined;	if	we
needed	to	feed	Penelope	formula,	it	was	going	to	come	from	a	bottle.

My	milk	did	eventually	come	in,	but	that	wasn’t	the	end	of	it.	Much
of	the	time,	it	still	seemed	like	I	didn’t	have	enough.	Before	going	to
sleep	at	night,	Penelope	would	eat	and	eat	and	eat,	mostly	from	the
bottle.	I	felt	terrible.	Everyone	said,	“Oh,	if	she	still	seems	hungry,	just
let	her	keep	trying	to	nurse.	Your	supply	will	catch	up!”	But	she	was
clearly	starving	(at	least,	that’s	what	it	seemed	like).



At	the	same	time,	I	was	trying	to	pump,	to	increase	my	supply	and
to	have	some	backup	for	when	I	went	back	to	work.	But	when	to	do
this?	Should	I	pump	right	after	feeding	her?	What	if	she	needed	to	eat
again?	Should	I	pump	an	hour	after	feeding	her	while	she	was
napping?	What	if	she	woke	up	right	after	I	finished	and	needed	to	eat
again?

And	worst,	Penelope	seemed	to	hate	breastfeeding,	and	getting	her
to	latch	on	was	a	struggle	every	time.	When	she	was	seven	weeks	old,
we	went	to	my	brother’s	wedding,	and	I	remember	sitting	in	a	back
closet	at	the	restaurant,	where	it	was	approximately	one	billion
degrees,	trying	desperately	to	get	her	to	latch	on	as	she	screamed	and
screamed.	Eventually,	we	left	the	closet	and	I	fed	her	a	bottle	in	the	air
conditioning.

Why	did	I	continue?	With	hindsight,	I	have	no	idea.	Eventually,
around	three	months,	she	finally	just	seemed	to	accept	that	I	was	not
giving	up	and	just	started	nursing	one	day	without	a	lot	of	objections.

Breastfeeding	isn’t	always	like	this,	even	from	one	baby	to	the	next.
With	Finn,	nursing	was	a	breeze	(other	things	were	complicated).	My
milk	came	in	faster,	there	was	more	of	it,	and	he	never	had	trouble
figuring	it	out.	And	for	some	people,	it’s	like	this	the	first	time.

But	any	struggle	we	experience	is	made	worse	by	the	emphasis—
societal,	familial,	personal—on	the	many	benefits	of	breastfeeding.

Here,	for	example,	is	a	list	of	the	claimed	benefits	of	breastfeeding,
which	I	pulled	from	a	couple	of	websites.1	(I	should	note	that	this
chapter	is	focused	on	the	benefits	of	breastfeeding	in	the	US	or	other
developed	countries,	where	the	formula	alternative	is	safe	and	can	be
made	with	clean	water.	In	developing	countries,	breastfeeding	benefits
are	larger	and	different,	since	the	alternative	is	often	formula	made
with	contaminated	water.)

The	list	is	very	long,	so	I’ve	divided	it	into	sections.

Short-Term	Baby	Benefits

Fewer	colds,	infections
Fewer	allergic	rashes

Fewer	gastrointestinal	disorders
Lower	risk	of	NEC

Lower	risk	of	SIDS



Long-Term	Child	Benefits:	Health

Less	diabetes

Less	juvenile	arthritis
Lower	risk	of	childhood	cancer

Lower	risk	of	meningitis
Lower	risk	of	pneumonia

Lower	risk	of	urinary	tract	infections
Lower	risk	of	Crohn’s	disease

Lower	risk	of	obesity
Lower	risk	of	allergies,	asthma

Long-Term	Child	Benefits:	Cognitive

Higher	IQ

Benefits	for	Mom

Free	birth	control
More	weight	loss

Better	bonding	with	your	baby
Save	money

More	stress	resistant
More	sleep

Form	better	friendships
Lower	risk	of	cancer

Lower	risk	of	osteoporosis
Lower	risk	of	postpartum	depression

Benefits	for	the	World

Lower	methane	production	from	cows

You	will	note	that	one	of	these	benefits	is	“better	friendships.”
Really?	Don’t	get	me	wrong—it	can	be	lonely	and	isolating	to	be	a	new
mom,	and	meeting	other	moms	is	a	great	idea.	That’s	what	stroller
yoga	is	for.	But	I’m	hard-pressed	to	figure	out	which	of	my	friendships
were	enhanced	by	my	attempts	to	feed	a	screaming	baby	in	a	hot
closet.

And	it	is	true	that	I	can	find	no	peer-reviewed	evidence—reliable	or
otherwise—to	suggest	that	friendships	are	enhanced	by	breastfeeding.
Many	of	the	benefits	cited	here	do,	however,	have	some	basis	in
evidence,	just	not	always	especially	good	evidence.



In	particular,	as	I	mentioned	in	the	introduction,	most	studies	of
breastfeeding	are	biased	by	the	fact	that	women	who	breastfeed	are
typically	different	from	those	who	do	not.	In	the	US,	and	most
developed	countries,	more	educated	and	richer	women	are	more	likely
to	nurse	their	babies.

This	wasn’t	always	the	case.	Breastfeeding	has	come	in	and	out	of
fashion	over	the	years,	including	over	the	past	century.	In	the	early
part	of	the	twentieth	century,	nearly	all	women	breastfed,	if	they	were
physically	able	to,	but	the	introduction	of	more	“modern”	formula
starting	around	the	1930s	led	to	a	rapid	decline	in	breastfeeding.	This
is	likely,	at	least	in	part,	because	breastfeeding	has	always	been	hard.
By	the	1970s,	the	majority	of	women	fed	their	babies	with	formula.	But
public	health	campaigns	beginning	at	that	time	promoted	the	benefits
of	breastfeeding,	pushing	back	against	the	trend	of	using	formula.	In
response	to	this	changed	climate,	formula	manufacturers	themselves
did	some	breastfeeding	promotion.	Breastfeeding	rates	have	increased
since	then.	This	increase	has	been	greater	in	some	groups	than	others,
notably	among	more	educated	and	richer	women.2

The	relationship	between	breastfeeding	and	education,	income,	and
other	variables	is	a	problem	for	research.	Having	more	education	and
more	resources	is	linked	to	better	outcomes	for	infants	and	children,
even	independent	of	breastfeeding.	This	makes	it	very	difficult	to	infer
the	causal	effect	of	breastfeeding.	Sure,	there	is	a	correlation	between
nursing	and	various	good	outcomes—but	that	doesn’t	mean	that	for	an
individual	woman,	nursing	her	baby	will	make	the	child	better	off.

To	give	a	concrete	example,	take	one	study,	conducted	in	the	late
1980s,	of	345	Scandinavian	children	that	compared	IQ	scores	at	age
five	for	children	who	were	breastfed	for	less	than	three	months	versus
more	than	six	months.3	The	authors	found	that	the	children	who
nursed	longer	had	higher	IQ	scores—about	a	seven-point	difference.
But	the	mothers	who	breastfed	longer	were	also	richer,	had	more
education,	and	had	higher	IQ	scores	themselves.	Once	the	authors
adjusted	for	even	a	few	of	these	variables,	the	effects	of	nursing	were
much,	much	smaller.

The	authors	of	this	and	other	studies	claim	that	once	they	adjust	for
the	differences	they	see	across	women,	the	effects	persist.	But	this
assumes	that	the	adjustments	they	make	are	able	to	remove	all	the
differences	across	women,	and	this	is	extremely	unlikely.



For	example,	in	most	studies	of	breastfeeding,	researchers	do	not
have	access	to	the	mother’s	IQ.	More	commonly,	they’ll	see	a	measure
of	the	mother’s	education,	which	is	related	to	IQ.	On	average,	a	woman
with	a	college	degree	will	perform	better	on	an	IQ	test	than	a	woman
with	less	than	a	high	school	degree.	But	these	education	categories	are
not	a	fully	accurate	measure	of	IQ.

When	we	look	at	breastfeeding,	we	find	that	mothers	with	higher	IQ
scores	are	more	likely	to	nurse	their	babies,	even	within	groups	of
mothers	of	the	same	education	level.4	Those	mothers	with	higher	IQs,
again	among	peers	of	the	same	education	level,	also	have	(on	average)
children	with	higher	IQs.5	Even	if	researchers	are	able	to	adjust	for	a
mother’s	education,	they	are	still	left	with	a	situation	in	which
breastfeeding	behavior	is	associated	with	other	characteristics	(in	this
example,	maternal	IQ)	that	may	drive	infant	and	child	outcomes.

How	do	we	get	around	this	issue?	Some	studies	are	better	than
others,	and	we	should	look	to	those	for	answers.	When	I	looked	at	the
data	for	the	effects	of	breastfeeding,	I	tried	to	tease	out	the	good
studies	from	the	less-good	ones,	and	I’ve	based	my	conclusions	only	on
the	better	studies.	To	link	most	obviously	to	the	example	above,	a
study	that	is	able	to	adjust	for	maternal	IQ	is	going	to	give	more
believable	results	than	one	that	isn’t.

As	you	know	by	now,	this	book	is	focused	on	evidence	in	the	form	of
data	and	what	we	can	learn	from	that	data.	But	there	is	another	type	of
evidence,	one	that	you	see	a	lot	on	the	internet.	I’d	refer	to	this	as
“things	people	said”	or	“it	happened	once	to	my	friend”	evidence.	You
know:	“My	friend	didn’t	breastfeed,	and	her	kid	went	to	Harvard.”	“My
friend	didn’t	vaccinate,	and	her	kid	is	super	healthy!”

Here	is	what	we	learn	from	this:	nothing.

Heed	the	statistics	mantra:	anecdote	is	not	data.	(I	might	put	that
on	a	T-shirt.)

Now,	as	breastfeeding	will	take	us	more	deeply	into	questions	of
data,	a	word	on	the	types	of	studies	I’ll	use	throughout	the	book.

AN	ASIDE	ON	RESEARCH	METHODS



When	researchers	study	breastfeeding—or	any	of	the	other	things	I
talk	about	in	this	book—they	are	looking	to	learn	about	the	effect	of
whatever	they	are	studying	while	holding	everything	else	constant.
Our	“ideal”	experimental	setup	would	be	to	see	a	child	first	after	being
breastfed,	then	the	same	child	after	not	being	breastfed,	but	with
everything	else	exactly	the	same—same	timeline,	same	parents,	same
parenting	style,	same	home	environment.	If	we	could	see	that,	we
would	just	need	to	compare	the	child’s	later	outcomes	to	know	the
effects	of	breastfeeding.

Of	course,	this	is	not	possible.	But	when	researchers	conduct	an
analysis,	this	is	what	they	are	aiming	for.	How	close	they	come
depends	a	lot	on	how	good	their	research	methods	are.

Randomized	Controlled	Trial

The	“gold	standard”	for	research	methods	is	the	randomized
controlled	trial.	To	run	this	kind	of	study,	you	recruit	some	people
(ideally	a	lot	of	them)	and	then	choose	randomly	which	people	will	be
“treated”	as	part	of	your	study	and	which	will	be	the	“controls.”	For	a
randomized	trial	of	breastfeeding,	you’d	want	to	have	the	“treatment
group”	breastfeed,	and	the	“control	group”	not.	Since	you	have	chosen
randomly	who	will	be	in	which	group,	the	groups	are,	on	average,	the
same,	other	than	the	breastfeeding.	You	can	then	compare	what
happens	for	the	breastfeeding	group	with	what	happens	for	the
control.

A	practical	challenge	with	this	type	of	study	is	that	you	typically
cannot	force	people	to	do	things,	especially	with	their	children.
Instead,	most	studies	I’ll	report	on	use	an	“encouragement	design”:
One	group	is	encouraged	to	do	the	behavior—breastfeed,	or	sleep	train
their	child,	or	engage	in	some	discipline	program—and	the	other	group
is	not.	This	encouragement	could,	for	example,	take	the	form	of	telling
the	group	about	the	benefits	of	that	behavior,	or	giving	them	some
training	or	guidance	about	how	to	accomplish	the	behavior
successfully.	Assuming	that	the	encouragement	changes	how	many
people	do	the	thing	you	are	studying,	you	can	draw	causal	conclusions.

Randomized	trials	are	expensive	to	run,	especially	if	they	are	big,
and	they	can,	of	course,	have	problems	with	implementation.	But	they



are	the	closest	we’re	able	to	come	to	our	ideal	treat-the-same-kid-in-
two-ways	setup,	so	when	I	find	them,	I	give	them	a	lot	of	weight.

Observational	Studies

A	second,	very	large	group	of	studies	will	fall	under	the
“observational	study”	category.	These	studies	compare,	for	example,
children	who	are	breastfed	with	those	who	are	not,	or	those	who	are
sleep	trained	with	those	who	are	not,	without	having	randomly
assigned	people	to	groups.

The	basic	structure	of	these	studies	is	similar.	Researchers	access
(or	collect)	some	data	on	children,	either	short-	or	long-term
outcomes,	along	with	some	information	on	parental	behaviors.	They
then	analyze	the	differences	between	kids	in	different	groups—
comparing,	say,	the	kids	who	are	breastfed	with	the	kids	who	are	not.

This	type	of	study	will	make	up	the	vast	majority	of	the	data	we
have	to	work	with,	and	they	vary	widely	in	quality.	One	source	of
variation	is	study	size—some	of	these	are	bigger	than	others,	and
bigger	is	typically	better.	But	more	important,	there	will	be	a	lot	of
variation	in	how	close	they	can	get	to	the	ideal	of	comparing	the	same
child	across	one	variable	in	two	otherwise	identical	scenarios.

When	they	do	their	comparisons,	researchers	have	to	adjust	for
inherent	differences	across	families	that	make	different	parenting
choices.	Most	studies	do	this	by	adjusting	for	some	aspects	of	the
parents,	or	of	the	child,	but	their	ability	to	do	this	well	depends	on	the
quality	of	the	data.

On	one	end,	you	have	sibling	studies,	which	compare	two	children
within	the	same	family	who	were	treated	differently	on	the	variable
you	care	about.	For	example,	one	of	the	kids	was	breastfed,	and	one
was	not.	Since	these	children	have	the	same	parents	and	grew	up
together,	there	is	a	strong	argument	that,	other	than	the	breastfeeding,
they	are	similar.	These	sibling	studies	are	not	perfect—you	have	to	ask,
why	nurse	one	kid	and	not	the	other?—but	they	have	a	lot	of	value	in
eliminating	some	of	the	most	important	problems	in	observational
studies.	There	is	likely	some	randomness	in	the	choice	to	nurse,
perhaps	related	to	how	much	each	baby	takes	to	it	(I’m	thinking	of	my
own	experience	here).



Many	other	studies	do	not	compare	siblings,	but	they	do	see	a	lot	of
information	about	parents:	education,	maybe	IQ	tests,	income,	race,
other	aspects	of	the	home	environment,	characteristics	of	the	child	at
birth,	etc.	Once	the	authors	adjust	for	these	variables,	they	can	get
closer	to	comparing	two	identical	children.	I’ll	often	call	these	variables
controls.	The	more	things	we	control	for—meaning,	the	more	variables
we	can	hold	constant	across	children	and	families—the	more	confident
we	can	be	that	we	are	really	learning	the	effects	of	breastfeeding.

On	the	other	end	there	are	studies	that	have	just	one	or	two
controls—that,	say,	adjust	for	differences	in	birth	weight	across
children,	but	nothing	else.	These	are	more	suspect.

Case-Control	Studies

There	is	a	final	class	of	results	that	come	from	what	are	called	case-
control	studies.	These	studies	tend	to	be	used	when	there	is	a	rare
outcome.	Let’s	say	you	want	to	look	at	the	relationship	between
reading	to	your	child	and	your	child	learning	to	read	very	early	(say,
before	the	age	of	three).	Learning	to	read	before	three	is	a	very	rare
outcome.	Even	in	a	very	large	dataset,	you	might	have	only	a	few	cases.
This	isn’t	enough	data	to	learn	about	what	determines	this	outcome.

With	a	case-control	approach,	researchers	start	by	identifying	a	set
of	“cases”—people	who	had	the	rare	outcome.	In	our	example,	that
means	they	go	out	and	actually	look	for	children	who	could	read
fluently	before	age	three,	and	they	collect	a	bunch	of	data	about	them.
They	then	look	for	a	set	of	controls—children	who	are	similar	on	some
dimensions	but	didn’t	read	until	later—and	compare	them.	They	ask
whether	some	behavior—in	this	example,	parents	reading	to	the	kids—
are	more	common	in	the	children	who	were	early	readers.

In	general,	these	studies	are	worse	than	the	other	types.	They	have,
first	off,	all	the	same	problems	as	observational	studies:	the	people
who	are	in	the	case	group	may	be	different	in	many	ways	from	those	in
the	control	group,	and	it	is	hard	to	control	for	those	differences.	This
problem	is	often	more	extreme	since	the	control	group	is	typically
recruited	to	the	study	in	a	different	way	from	the	treatment	group.

There	are	other	problems,	too.	These	studies	usually	rely	on	asking
parents	about	aspects	of	their	behavior	far	in	the	past—parents	may



struggle	to	remember,	and	their	memories	may	be	affected	by	what	has
happened	with	their	child	in	the	intervening	years.

Finally,	these	studies	tend	to	be	small,	and	the	authors	are	often
looking	at	many	possible	variables	that	might	be	associated	with	what
they	are	studying.	This	can	lead	to	spurious	conclusions.

There	will	be	times	when	these	are	the	only	studies	we	have	to	go
on,	and	we	do	want	to	try	to	learn	something	from	the	data	they
contain.	But	I	tend	to	approach	these	with	caution.

BACK	TO	BREASTFEEDING

In	the	particular	case	of	breastfeeding,	we’ll	see	all	the	kinds	of	studies
described	above.	There	is	one	large	randomized	controlled	trial	of
breastfeeding,	which	was	run	in	Belarus	in	the	1990s.6	This	study
encouraged	some	women	to	breastfeed	and	not	others,	and	there	were
differences	across	groups	in	breastfeeding	rates.	This	study	will	be
relevant	for	looking	at	some	short-term	health	outcomes,	and	some
longer-term	things	like	child	height	and	IQ.

There	are	also	some	very	nice	observational	studies.	There	are	a	few
that	compare	siblings,	which	is	great,	and	others	that	were	not	able	to
use	siblings	but	do	have	a	large	sample	size	and	observe	a	lot	of	data
about	kids	and	their	parents.

Finally,	for	a	few	rare	and	tragic	outcomes—childhood	cancer,	SIDS
—we	will	have	to	look	at	some	case-control	studies,	and	try	to	learn
what	we	can	from	them.

In	the	rest	of	this	chapter,	I’ll	go	through	the	short-	and	long-term
benefits	of	breastfeeding	to	kids	and	to	moms	in	detail.	I	will	leave
aside	the	issue	of	methane	and	say	only	that	it	is	true	that	cows
produce	methane,	and	it	is	also	true	that	formula	usually	contains	milk
products,	so	in	that	sense	this	benefit	is	valid.

Oh,	and	I	should	say	that	even	if	you’ve	decided	to	breastfeed,
making	it	work	is	not	always	easy.	To	tackle	that	(stay	out	of	hot
closets!),	check	out	the	next	chapter.



The	Benefits

BREASTFEEDING	AND	EARLY-LIFE	HEALTH
Breastfeeding	and	early-life	health	is	the	most	well-studied	set	of

relationships.	It	was	the	initial	focus	of	the	large	randomized	trial	I
mentioned	earlier,	and	these	are	also	the	relationships	with	the	most
compelling	set	of	mechanisms.	We	know	breast	milk	contains
antibodies,	so	it	is	therefore	more	plausible	that	it	is	protective	against
some	illnesses.

We’ll	start	with	the	randomized	trial.	This	study,	called	PROBIT,
was	run	in	Belarus	in	the	1990s.	It	followed	17,000	mother-infant	pairs
across	a	number	of	sites	in	Belarus.	The	authors	started	with	a	sample
of	women	who	intended	to	breastfeed;	half	of	these	women	were
randomly	chosen	to	receive	breastfeeding	assistance	and
encouragement.	The	rest	were	not	discouraged,	but	they	were	not
provided	with	support.

The	encouragement	had	a	big	effect	on	breastfeeding.	At	three
months,	43	percent	of	children	of	moms	who	were	encouraged	were
exclusively	breastfed,	versus	just	6	percent	of	children	whose	mothers
were	not.	There	were	also	differences	in	whether	the	babies	got	any
breast	milk	at	this	point.	At	a	year,	the	any-breastfeeding	rates	were	20
percent	and	11	percent,	suggesting	that	the	effects	of	the
encouragement	persisted.7

You’ll	notice	that	the	encouragement	didn’t	mean	all	the	moms	who
were	encouraged	to	breastfeed	did,	or	that	all	the	moms	who	were	not
encouraged	didn’t.	The	results,	then,	may	be	smaller	than	they	would
be	if	there	were	a	larger	difference	in	breastfeeding	between	the	two
groups.8

The	study	found	two	significant	impacts:	In	the	first	year,	breastfed
babies	had	fewer	gastrointestinal	infections	(i.e.,	diarrhea)	and	lower
rates	of	eczema	and	other	rashes.	To	put	some	numbers	to	it,	13
percent	of	the	children	of	mothers	in	the	group	that	wasn’t	encouraged
to	breastfeed	had	at	least	one	diarrhea	episode,	versus	only	9	percent
of	those	whose	mothers	were	encouraged.	The	rate	of	rashes	and
eczema	was	also	lower	in	the	group	whose	mothers	were	encouraged	to
breastfeed:	3	percent	versus	6	percent.

These	effects	are	significant,	and	as	a	share	of	the	overall	rates	of
these	illnesses,	they	are	reasonably	big.	For	example,	rashes	and



eczema	were	reduced	by	half.	Having	said	that,	the	overall	rates	are
worth	keeping	in	perspective:	even	in	the	group	that	breastfed	less,
only	6	percent	of	children	were	reported	to	have	this	complication.	It	is
also	important	to	note	that	these	are	typically	fairly	minor	illnesses.

There	is	one	very	serious	early-life	illness—also	linked	to	digestion
—that	seems	to	be	affected	by	breast	milk.	Necrotizing	enterocolitis
(NEC)	is	a	serious	intestinal	complication	that	is	a	risk	for	very
preterm	babies	(it	is	most	common	for	babies	weighing	less	than	three
and	a	half	pounds	at	birth).	Breast	milk	(from	either	the	mother	or	a
donor)	has	been	shown	to	lower	the	risk	of	this	condition	in
randomized	trials.9	This	may	bolster	our	confidence	in	the	general
links	with	digestion,	although	for	full-term	(or	even	nearly	full-term)
babies,	NEC	is	vanishingly	rare.

In	the	PROBIT	trial,	there	were	also	many	illness	measures	that
didn’t	seem	to	be	affected	by	breastfeeding,	including	respiratory
infections,	ear	infections,	croup,	and	wheezing.	Indeed,	the	share	of
kids	in	each	group	who	had	these	problems	was	virtually	identical.	It	is
important	to	be	clear	on	what	this	means.	It	does	not	mean	we	are	sure
breastfeeding	has	absolutely	no	effect	on	respiratory	problems.	These
estimates	come	with	statistical	errors,	what	we	call	“confidence
intervals,”	which	give	us	a	sense	of	how	sure	we	are	about	the	estimate
we	observe.	In	this	particular	study,	we	cannot	reject	the	possibility
that	breastfeeding	could	matter	in	either	direction—that	it	could
decrease	or	increase	respiratory	infections.

What	we	can	say	is	that	the	data	doesn’t	support	the	claim	of	a
reduction	in	respiratory	infections	as	a	result	of	breastfeeding.

Given	these	findings,	why	do	we	continue	to	see	the	“evidence-
based”	claim	that	breastfeeding	reduces	colds	and	ear	infections?	The
main	reason	is	there	are	many	observational	studies—which	compare
kids	who	are	breastfed	with	those	who	are	not,	but	not	where
breastfeeding	is	randomly	varied—that	do	show	that	breastfeeding
affects	these	illnesses.	An	especially	large	set	of	studies	argues	for	an
effect	of	breastfeeding	on	ear	infections.10

Should	we	give	any	weight	to	this	evidence	once	we	have	a
randomized	trial?

This	is	a	complicated	question.	On	one	hand,	all	things	being	equal,
randomized	evidence	is	clearly	better.	We	know	that	breastfeeding	is



not	something	people	do	on	a	whim,	and	we	know	that	women	who
nurse	have	different	circumstances	from	those	who	do	not.	This	leads
us	to	favor	the	randomized	evidence.

On	the	other	hand,	the	randomized	trial	is	only	one	study.	And	it	is
not	infinitely	large.	If	there	are	small	benefits	from	breastfeeding,	they
might	not	show	up	as	significant	effects	in	the	randomized	trial,	but	we
would	still	like	to	know	about	them.	I	think	it	is	reasonable,	therefore,
to	look	at	the	non-randomized	data,	especially	when	it	comes	to	ear
infections,	which	are	widely	studied,	and	where	some	of	the	evidence
comes	from	very	large	and	high-quality	datasets.

For	example,	a	study	of	70,000	Danish	women	published	in	2016
found	that	breastfeeding	through	six	months	reduced	the	risk	of	an	ear
infection	from	7	percent	to	5	percent	over	those	months.11	This	study
was	very	careful	and	complete,	with	excellent	data	that	allowed	the
authors	to	adjust	for	a	lot	of	differences	across	mothers	and	children.

This	effect	isn’t	replicated	everywhere.	A	similar	study	in	the	UK
shows	no	impact	on	ear	infections.12	But	in	my	view,	the	weight	of
overall	evidence	puts	this	in	the	plausible	category.

In	contrast,	there	isn’t	any	study	as	compelling	as	this	Danish	ear
infection	study	on	colds	and	coughs.	The	studies	on	these	symptoms
are	smaller	and	less	statistically	convincing,	and	the	results	are	fragile.
There	seems	to	be	less	to	learn	here.

Where	does	this	leave	us?	Certainly,	it	seems	reasonable	to
conclude	that	breastfeeding	lowers	infant	eczema	and	gastrointestinal
infections.	For	the	other	illness	outcomes,	the	most	compelling
evidence	is	in	favor	of	a	small	reduction	in	ear	infections	in	breastfed
children.

BREASTFEEDING	AND	SIDS
I	would	be	remiss	to	leave	the	discussion	of	breast	milk	and	early-

life	health	without	discussing	the	relationship	between	breastfeeding
and	SIDS,	the	tragic	cases	in	which	an	infant	dies	unexpectedly	in	the
crib.	The	relationship	of	SIDS	to	breastfeeding,	while	frequently
posited,	is	difficult	to	untangle.

The	death	of	a	child	is	among	the	worst	things	you	can	imagine	as	a
parent.	In	this	book,	we	will	look	at	many	questions	that	feel	weighted,
but	nothing	will	compare	to	this	horrific	circumstance.	This	gives



added	emotional	valence	to	even	the	suggested	possibility	of	a
relationship	between	breastfeeding	and	infant	mortality.

SIDS	is	rare;	ear	infections	and	colds	are	common.	Your	kids	will
get	colds	for	sure,	whether	you	breastfeed	or	not.	SIDS	deaths,	in
contrast,	occur	in	about	1	of	every	1,800	births;	among	babies	with	no
other	risk	factors	(not	premature,	not	sleeping	on	their	stomachs),	this
is	perhaps	1	in	10,000.13

This	should	reassure	anxious	parents	to	some	extent,	but	it	also
makes	the	SIDS–breastfeeding	relationship	hard	to	study,	since	you
need	an	enormously	large	sample	of	babies	to	learn	anything	that	can
benefit	other	children.

To	get	around	this,	studies	of	this	relationship	use	the	case-control
method:	They	identify	a	number	of	infants	who	have	died	of	SIDS,
interview	the	parents,	then	interview	a	set	of	control	parents	with
living	children.	The	characteristics	of	the	parents	and	children	are
compared.

There	are	many	of	these	studies.14	And,	on	average,	they	do	find
that	the	living	children	are	more	likely	to	be	breastfed.	This	causes
them	to	conclude	that	not	breastfeeding	increases	the	risk	of	SIDS.	The
most	recent	analyses	suggest	that	these	effects	are	most	pronounced
for	breastfeeding	longer	than	two	months.15

In	my	opinion,	however,	from	a	careful	read	of	the	data,	this
conclusion	is	not	obvious.	There	are	basic	differences	between	the
children	who	die	and	those	who	do	not,	differences	that	likely	have
nothing	to	do	with	breastfeeding	but	are	driving	many	of	the	results.
When	the	studies	take	into	account	things	like	a	parent’s	smoking,
whether	the	baby	was	premature,	and	other	risk	factors—all	of	which
are	correlated	with	breastfeeding	and	linked	to	SIDS—their	effects	are
much	smaller	or	disappear	altogether.

Beyond	this,	some	of	the	research	papers	with	the	largest	effects
also	have	a	serious	problem	with	their	selection	of	the	control	group.	A
key	component	of	designing	these	studies	is	to	pick	a	control	group
that	is	as	comparable	as	possible,	and	these	studies	are	not	always
successful	in	this	goal.

For	example,	it	is	common	to	select	all	infants	who	die	of	SIDS	in
an	area	as	the	treatment	group,	and	then	recruit	parents	of	living
children	with	letters	or	phone	calls.	But	this	means	the	people	in	the



control	group	are	chosen	differently,	and	we	know	that	people	who
want	to	participate	in	a	study	are	fundamentally	different—in	ways	we
can	see	and	ways	we	cannot—from	people	who	do	not	choose	to	be
involved.16

Reinforcing	this	concern,	studies	with	a	better	selection	of	control
babies—for	example,	one	where	the	comparison	group	comprises
babies	who	were	visited	by	the	same	home-visiting	nurse	in	England—
do	not	show	an	elevated	risk	of	SIDS	from	not	breastfeeding.17

SIDS	deaths	are	thankfully	rare.	Because	they	are	so	rare,	it	is
impossible	to	fully	rule	out	the	possibility	that	breastfeeding	decreases
the	risk	of	SIDS	by	a	small	amount.	However,	I	do	not	believe	the	best
data	supports	a	significant	link.

BREASTFEEDING	AND	LATER	HEALTH
Most	of	the	academic	research	on	breastfeeding	focuses	on	early-

life	outcomes—infections,	for	example,	in	the	time	period	in	which	you
might	actually	be	breastfeeding.	In	the	popular	discourse,	however,	the
focus	seems	to	be	much	more	on	the	long-term	benefits.	This	is	where
the	guilt	stacks	up.

You	rarely	hear	people	say,	“It’s	great	to	breastfeed	since	it	lowers
the	chances	of	diarrhea	in	the	next	six	months!”	Rather,	they	say	things
like,	“It’s	great	to	breastfeed	since	that	gives	your	kid	the	best	start;
they’ll	be	smarter,	taller,	thinner!”	This	problem	isn’t	limited	to
random	people	on	the	street:	one	woman	told	me	her	doctor	had	told
her	that	by	quitting	breastfeeding,	she	was	costing	her	child	three	IQ
points.

The	idea	that	choosing	not	to	breastfeed	might	be	something	your
child	would	suffer	from	for	their	whole	life	is	far	worse	as	a	parent	than
simply	thinking	they	might	get	one	more	ear	infection.

The	good	news	for	guilt-ridden	moms	is	that,	even	more	than	in	the
case	of	early-life	health	issues,	I	have	not	seen	any	convincing	evidence
for	these	long-term	impacts.

We	can	begin	with	the	set	of	outcomes	studied	in	PROBIT.	These
researchers	have	continued	to	follow	the	children	in	the	trial	through
the	age	of	seven.	They	find	no	evidence	of	any	long-term	health
impacts:	no	change	in	allergies	or	asthma,	cavities,	height,	blood
pressure,	weight,	or	indicators	for	being	overweight	or	obese.18



The	results	on	obesity	are	worth	pausing	on,	as	this	benefit	of
breastfeeding	gets	a	lot	of	attention.	(When	I	was	pregnant	with	Finn,
there	was	a	very	large	poster	in	my	midwife’s	office	claiming	that
breastfeeding	lowered	obesity,	a	message	underscored	by	the	image	of
two	ice	cream	scoops,	each	topped	with	a	cherry	so	they	looked	like
breasts.	It	was	a	neat	visual,	although	the	point	it	was	illustrating
remains	unclear	to	me.	I	suppose	the	idea	was	that	you	could	eat	more
ice	cream	if	you	were	breastfed.)

It	is	certainly	true	that	obesity	and	breastfeeding	are	correlated,	as
kids	who	are	breastfed	are	less	likely	to	be	obese	later	in	life.	But	this
correlation	doesn’t	show	causation—it	doesn’t	prove	that	those	kids
who	go	on	to	become	obese	do	so	because	they	weren’t	breastfed.	The
randomized	data	from	PROBIT	shows	no	impact	of	breastfeeding	on
whether	the	child	is	obese	at	the	age	of	seven	or,	in	the	latest	follow-up,
at	close	to	eleven.19	Bolstering	this,	studies	that	compare	siblings	who
are	breastfed	to	those	who	are	not	show	no	differences	in	obesity.
These	studies	often	demonstrate	that	breastfeeding	seems	to	matter
when	you	compare	across	families,	but	not	within	a	family.	This
suggests	that	something	about	the	family,	not	the	breastfeeding,	is
impacting	the	likelihood	of	a	child	becoming	obese.20	In	fact,	when
researchers	look	at	many	studies	of	obesity	and	breastfeeding	together
to	get	a	fuller	picture,	they	find	that	studies	that	carefully	adjust	for
maternal	socioeconomic	status,	maternal	smoking,	and	maternal
weight—even	if	they	cannot	compare	siblings—also	show	no
association.21

All	these	results	come	with	some	statistical	error.	Can	we	say	for
sure	that	breastfeeding	does	not	impact	obesity?	No.	But	we	can	say
that	nothing	compelling	in	the	data	supports	a	significant	link.

A	few	long-term	outcomes—for	example,	juvenile	arthritis	and
urinary	tract	infections—could	not	be	studied	in	PROBIT,	but	at	least
one	or	two	studies	have	shown	some	link	between	these	conditions	and
breastfeeding.	The	evidence	on	most	of	these	links	is	simply	very
limited.22	A	significant	relationship	shows	up	in	only	one	of	many
studies,	or	the	research	design	is	poor,	or	the	population	is	very
unusual—basically,	we	cannot	learn	anything	from	the	data	about
whether	there	is	a	relationship.

More	has	been	written	on	two	more	serious	illnesses—type	1
diabetes	and	childhood	cancer—but,	again,	given	the	limitations	of	the



data,	I	do	not	think	we	learn	much.	More	on	these	two	in	the
endnote.23

In	many	of	these	cases—like	others	in	the	breastfeeding	arena—
even	very	limited	and	poorly	done	studies	get	a	lot	of	attention.	Media
attention	tends	to	miss	the	nuance	of	published	literature,	even	when
the	literature	itself	is	good,	which	is	often	not	the	case.	We	see,	again
and	again,	aggressive	headlines	that	often	overstate	the	claims	of	the
articles	they	report	on.

Why	is	this?

One	reason	is	that	people	seem	to	love	a	scary	or	shocking
narrative.	“Report:	Formula-Fed	Children	More	Likely	to	Drop	Out	of
High	School”	is	a	more	clickable	headline	than	“Large,	Well-Designed
Study	Shows	Small	Impacts	of	Breastfeeding	on	Diarrheal	Diseases.”
This	desire	for	shock	and	awe	interacts	poorly	with	most	people’s	lack
of	statistical	knowledge.	There	is	no	pressure	on	the	media	to	focus	on
reporting	the	“best”	studies,	since	people	have	a	hard	time	separating
the	good	studies	from	the	less-good	ones.	Media	reports	can	get	away
with	saying	“A	new	study	shows	.	.	.”	without	saying	“A	new	study,	with
very	likely	biased	results,	shows	.	.	.”	And	other	than	the	few	of	us	who
get	our	dander	up	on	Twitter,	people	are	mostly	none	the	wiser.

It	is	hard	to	sort	out	study	quality	from	this	initial	media	coverage,
although	it’s	probably	easier	in	the	age	of	the	internet.	Many	media
reports	will	now	link	to	the	original	study.	If	the	“Formula-Fed
Children	More	Likely	to	Drop	Out	of	High	School”	article	is	based	on	a
study	of	forty-five	people	surveyed	about	their	breastfeeding	behavior
when	their	now	twenty-year-old	children	were	infants,	you	can
probably	let	it	go.

SMARTY-BOOBS:	BREASTFEEDING	AND	IQ
Breast	milk	is	optimal	for	brain	development,	right?	Nurse	your

way	to	a	successful	child!	So	they	say.	But	is	this	true?	Will	breast	milk
make	your	kid	smarter?

Let’s	start	by	returning	from	the	land	of	magical	breast	milk	to
reality.	Even	in	the	most	optimistic	view	about	breastfeeding,	the
impact	on	IQ	is	small.	Breastfeeding	isn’t	going	to	increase	your	child’s
IQ	by	twenty	points.	How	do	we	know?	Because	if	it	did,	it	would	be
really	obvious	in	the	data	and	in	your	everyday	experience.



The	question	is,	really,	whether	breastfeeding	gives	children	some
small	leg	up	in	intelligence.	If	you	believe	studies	that	just	compare
kids	who	are	breastfed	to	those	who	are	not,	you	find	that	it	does.	I
talked	about	one	example	of	these	studies	on	this	page,	and	there	are
others.	There	is	a	clear	correlation	here—breastfed	kids	do	seem	to
have	higher	IQs.

But	this	isn’t	the	same	as	saying	that	breastfeeding	causes	the
higher	IQ.	In	reality,	the	causal	link	is	much	more	tenuous.	We	can	see
this	by	looking	carefully	at	a	number	of	studies	that	compare	children
who	were	breastfed	to	their	siblings	who	were	not.	These	studies	tend
to	find	no	relationship	between	breastfeeding	and	IQ.	The	children
who	were	nursed	did	no	better	on	IQ	tests	than	their	siblings	who	were
not.

This	conclusion	differs	fundamentally	from	the	studies	without
sibling	comparisons.	One	very	nice	study	gives	us	an	answer	to	why.24

The	key	to	this	study	is	that	the	authors	analyze	the	same	sample	of
kids	in	a	bunch	of	different	ways.	First,	they	compare	children	who	are
breastfed	with	those	who	are	not	with	a	few	simple	controls.	When
they	do	this,	they	find	large	differences	in	child	IQ	between	the
breastfed	kids	and	those	who	are	not.	In	the	second	phase,	they	add	an
adjustment	for	the	mother’s	IQ,	and	find	that	the	effect	of
breastfeeding	is	much	smaller—much	of	the	effect	attributed	to
breastfeeding	in	the	first	analysis	was	due	to	differences	in	the
mothers’	IQs—but	does	still	persist.

But	then	the	authors	do	a	third	analysis	where	they	compare
siblings—children	born	to	the	same	mother—one	of	whom	was
breastfed	and	one	who	was	not.	This	is	valuable	because	it	takes	into
account	all	the	differences	between	the	moms,	not	just	their
performance	on	one	IQ	test.	In	this	analysis,	researchers	see	that
breastfeeding	doesn’t	have	a	significant	impact	on	IQ.	This	suggests
that	it	is	something	about	the	mother	(or	the	parents	in	general),	not
anything	about	breast	milk,	that	is	driving	the	breastfeeding	effect	in
the	first	analysis.

PROBIT	also	looked	at	the	relationship	between	breastfeeding	and
IQ.	For	this	sample,	the	measurement	of	IQ	was	done	by	researchers
who	knew	whether	a	child	was	in	the	breastfeeding-encouraged
treatment	group.	There	were	no	significant	effects	of	breastfeeding	on
overall	IQ	or	on	teachers’	evaluations	of	the	children’s	performance	in



school.	The	researchers	did	see	small	impacts	of	breastfeeding	on
verbal	IQ	in	some	of	their	tests,	but	further	analysis	suggested	that	this
may	have	been	driven	by	the	people	doing	the	measurement—knowing
which	children	were	breastfed	might	have	influenced	their
evaluation.25	Overall,	therefore,	this	study	doesn’t	provide	especially
strong	support	for	the	claim	that	breastfeeding	increases	IQ.26

In	conclusion,	there	is	no	compelling	evidence	for	smarty-boobs.

BENEFITS	FOR	MOM
For	some	women,	breastfeeding	makes	them	feel	empowered	and

happy.	It’s	convenient	to	have	a	ready	food	source	anywhere	they	go,
and	they	find	nursing	their	baby	to	be	a	peaceful	and	relaxing	time.
That’s	great!

For	others,	breastfeeding	makes	them	feel	like	a	cow.	They	hate
lugging	the	breast	pump	around	if	they	have	to	pump.	It’s	hard	to	tell	if
the	baby	even	likes	to	nurse	or	is	getting	enough	food.	Their	nipples
hurt,	and	the	experience	basically	sucks.

All	this	is	to	say	that	many	of	the	purported	benefits	of
breastfeeding	for	moms	are	really	subjective.	I	have	been	on	both	sides
of	this,	as	have	most	of	my	friends.	There	were	definitely	moments—
especially	with	Finn—when	I	thought	it	was	a	superconvenient	and
awesome	option.	And	then	there	were	others—I	am	thinking	in
particular	of	an	experience	pumping	in	the	bathroom	at	LaGuardia
Airport—when	the	whole	thing	seemed	like	a	farce.

One	of	the	things	on	every	pro-breastfeeding	list	is	“saves	money.”
This	really	depends.	Yes,	formula	is	expensive,	but	so	are	nursing	tops,
nipple	creams,	nursing	pads,	and	the	fourteen	different	breastfeeding
pillows	you	need	to	make	it	work.	And,	more	important,	there	is	your
time,	which	is	valuable.

Another	claimed	benefit	is	“stress	resistance.”	Does	breastfeeding
make	you	more	resistant	to	stress?	Again,	pretty	subjective.	Stress	is
very	often	linked	with	sleep	disturbance.	Will	you	get	more	sleep	if	you
nurse	your	baby?	This	depends	on	more	than	just	breastfeeding.

As	mentioned	earlier,	“better	friendships”	has	also	been	touted	as	a
benefit.	You’ll	need	to	decide	for	yourself	if	your	friendships	will	be
enhanced	by	breastfeeding.	(It	probably	depends	on	your	friends.)



These	are	just	a	few	of	the	“benefits”	of	breastfeeding	for	which
there	is	just	no	evidence.	A	few	claimed	benefits,	however,	do
potentially	have	some	basis	in	fact.	The	first	is	the	claim	that
breastfeeding	is	“free	birth	control.”	Here	is	the	truth:	you	are	less
likely	to	get	pregnant	if	you	breastfeed,	but	it	is	not—I	repeat,	NOT—a
reliable	birth	control	method,	especially	as	your	child	ages	and	if	you
ever	go	more	than	a	few	hours	without	feeding	or	pumping.	I	do	not
have	enough	space	in	this	book	to	list	all	the	people	I	know	who	got
pregnant	while	breastfeeding	(shout-out	here	to	my	medical	editor,
Adam,	his	wife,	and	his	second	child).	If	you	definitely	do	not	want	to
get	pregnant,	you	need	to	use	some	real	birth	control.

A	second	claimed	benefit	with	some	evidence	is	“weight	loss.”	I’m
sorry	to	report	that,	at	best,	any	weight	loss	effects	are	small.	One	large
study	from	North	Carolina	showed	that	at	three	months	postpartum,
weight	loss	was	similar	in	moms	who	breastfed	and	those	who	did	not.
At	six	months	postpartum,	the	breastfeeding	moms	had	lost	about	1.4
pounds	more.27	Issues	with	this	paper	mean	this	is	likely	an
overestimate	of	the	effect	of	breastfeeding	on	weight	loss,	but	at	any
rate,	it	is	still	very	small.

You	may	be	wondering,	Doesn’t	breastfeeding	burn	calories?
Didn’t	I	hear	something	about	how	you	use	five	hundred	calories	a
day	nursing?	This	is	true,	but	women	who	are	nursing	tend	to	eat
more.	Burning	more	calories	is	effective	as	a	weight-loss	strategy	only
if	you	do	not	make	those	calories	up	in	what	you	eat.	When	I	was
nursing,	I	had	a	policy	of	eating	an	egg	and	cheese	bagel	sandwich	at
ten	thirty	every	morning.	This	type	of	behavior	pretty	much	guarantees
you	will	replace	the	calories	you	burn.

The	evidence	of	the	effect	of	breastfeeding	on	postpartum
depression	is	similarly	noncompelling.	Studies	of	this	relationship
show	mixed	results,	and	it’s	a	hard	question	to	evaluate	since	the
causality	goes	both	ways.	Mothers	suffering	from	postpartum
depression	are	more	likely	to	quit	breastfeeding,	which	makes	it	look
like	breastfeeding	relieves	postpartum	depression,	when	actually,	the
causality	is	the	other	way	around.28	And	the	claim	of	lowered	risk	of
developing	osteoporosis	and	improved	bone	health	is	also	not	apparent
in	large	datasets.29	Evidence	on	diabetes	is	also	mixed,	and	likely
confounded	with	differences	across	women.



There	is	one	benefit	that	does	have	a	larger	and	more	robust
evidence	base:	the	link	between	breastfeeding	and	cancers,	in
particular	breast	cancer.	Across	a	wide	variety	of	studies	and	locations,
there	seems	to	be	a	relationship	here,	and	a	sizable	one—perhaps	a	20
to	30	percent	reduction	in	the	risk	of	breast	cancer.	Breast	cancer	is	a
common	cancer—almost	1	in	8	women	will	have	a	form	of	it	at	some
point	in	their	lives—so	this	reduction	is	big	in	absolute	terms.

This	data	isn’t	perfect—for	one	thing,	the	controls	for	maternal
socioeconomic	status	are	almost	always	missing—but	the	case	for
causality	is	bolstered	by	a	concrete	set	of	mechanisms.	Breastfeeding
changes	some	aspects	of	the	cells	of	the	breast,	which	makes	them	less
susceptible	to	carcinogens.	In	addition,	breastfeeding	lowers	estrogen
production,	which	in	turn	can	lower	the	risk	of	breast	cancer.

After	all	that	focus	on	the	benefits	of	breastfeeding	for	kids,	it	may
be	that	the	most	important	long-term	impact	is	actually	on	Mom’s
health.

THE	VERDICT
We	can	now	return,	at	long	last,	to	our	table	of	significant	benefits,

and	try	to	weed	out	those	for	which	we	did	not	find	compelling
evidence.

In	some	cases,	things	drop	out	of	the	table	because	there	is	simply
no	data	on	them—better	friendships,	for	example.	It’s	not	that	we	have
compelling	evidence	to	reject	this,	it’s	just	that	no	one	has	actually	run
any	studies	about	it.	In	other	cases—obesity,	say—the	facts	show	that
people	have	studied	this,	and	the	best	data	doesn’t	support	a	link.

For	the	relationships	that	were	dropped	from	the	table,	nothing	in
the	data	suggests	they	are	really	linked.	Put	differently,	you	might
equally	plausibly	link	breastfeeding	to	a	wide	variety	of	other	outcomes
—being	a	fast	runner	or	good	at	playing	the	violin.	This	doesn’t	mean	it
can’t	be	true,	just	that	there	is	nothing	in	the	data	to	suggest	it	is.	You
can	take	the	relationship	on	faith,	but	you	shouldn’t	take	it	as	evidence.

Short-Term	Baby	Benefits

Fewer	allergic	rashes
Fewer	gastrointestinal	disorders

Lower	risk	of	NEC



Fewer	ear	infections	(maybe)

Long-Term	Child	Benefits:	Health

Long-Term	Child	Benefits:	Cognitive

Benefits	for	Mom

Lower	risk	of	breast	cancer

Benefits	for	World

Lower	methane	production	from	cows

Our	list	of	benefits	supported	by	evidence	is	now	more	limited,
although	not	entirely	empty.	There	do	seem	to	be	some	short-term
benefits	for	your	baby,	and	maybe	some	longer-term	benefits	for	you.
And	don’t	forget	the	methane!	But	relative	to	the	initial	list,	this	one	is
a	lot	shorter.

The	pressure	on	moms	to	breastfeed	can	be	immense.	The	rhetoric
makes	it	seem	like	this	is	the	most	important	thing	you	can—and	need
—to	do	to	set	your	child	up	for	success.	Breastfeeding	is	magic!	Milk	is
liquid	gold!

This	just	isn’t	right.	Yes,	if	you	want	to	breastfeed,	great!	But	while
there	are	some	short-term	benefits	for	your	baby,	if	you	don’t	want	to
nurse,	or	if	it	doesn’t	work	out,	it’s	not	a	tragedy	for	your	baby,	or	for
you.	It	is	almost	certainly	worse	if	you	spend	a	year	sitting	around
feeling	bad	about	not	nursing.

When	I	was	writing	this	book,	I	looked	back	at	the	books	my
mother	and	grandmother	used	when	they	had	children.	My	mother
was	a	fan	of	Dr.	Spock’s	Baby	and	Child	Care,	a	book	written	in	the
1940s	and	updated	periodically;	I	have	her	version	from	the	mid-
1980s.

Dr.	Spock	addresses	the	issue	of	breastfeeding	by	suggesting	that
moms	try	it	to	see	if	they	like	it.	He	says	something	brief	about	possible
protection	from	infection	for	babies,	and	then	says,	“The	most
convincing	evidence	on	the	value	of	breastfeeding	comes	from	mothers
who	have	done	it.	They	tell	of	the	tremendous	satisfaction	they
experience	from	knowing	that	they	are	providing	their	babies	with
something	no	one	else	can	give	them	.	.	.	from	feeling	their	closeness.”



At	least	for	me,	this	resonated	very	strongly.	I	am	happy	I	nursed
my	children	because—aside	from	some	of	the	early	hot-closet	incidents
—I	enjoyed	it.	It	made	for	many	nice	moments	with	them,	doing
something	we	could	only	do	together,	watching	them	fall	asleep.	This	is
a	great	reason	to	do	it,	and	a	good	reason	to	try.	It’s	also	a	good	reason
to	support	women	who	want	to	try,	and	to	not	shame	women	who
breastfeed	in	public.	But	this	is	not	a	good	reason	to	judge	yourself	if
you	decide	breastfeeding	isn’t	for	you.

The	Bottom	Line

There	are	some	health	benefits	to	breastfeeding	early
on,	although	the	evidence	supporting	them	is	more
limited	than	is	commonly	stated.

There	are	likely	some	long-term	health	benefits,
related	to	breast	cancer,	for	Mom.

The	data	does	not	provide	strong	evidence	for	long-
term	health	or	cognitive	benefits	of	breastfeeding	for
your	child.



W

5

Breastfeeding:	A	How-To	Guide
hen	I	think	back	on	my	first	weeks	of	breastfeeding	Penelope,
they	are	mostly	a	haze	of	frustration.

At	the	time,	I	felt	like	I	had	all	the	breastfeeding	problems.
The	latching	problem.	The	supply	problem.	I	would	nurse	and	nurse
and	then	every	night	we’d	have	to	feed	Penelope	a	huge	bottle,	which
she	sucked	down,	seemingly	judging	me	for	not	having	enough	milk	(I
might	have	been	imagining	that).	Then	there	was	the	pump:	When	to
pump?	How	often,	early	on?	Once	I	was	back	at	work,	how	was	I
supposed	to	relax	enough	to	pump?	Can	you	pump	on	a	conference
call?	Only	if	you	mute	it?

It	can	feel	like	you	are	the	only	person	with	these	problems.	This	is
especially	true	at	the	beginning,	when	it’s	hard	to	make	breastfeeding
work.	The	hours	of	sitting	alone	in	a	room	with	a	newborn,	trying	to
get	them	to	eat—it’s	isolating.	This	is	exacerbated	by	the	fact	that	all
the	breastfeeding	moms	you	see—the	ones	walking	around	the	farmers’
market	nursing	their	infants—seem	to	be	having	no	problem	carrying	a
bag	of	corn,	herding	their	three-year-old	past	the	cookie	display,	and
feeding	their	baby.	Maybe	you	are	the	only	one	with	problems.

You	are	not.	In	writing	this	chapter,	I	appealed	to	Twitter:	Fellow
moms,	tell	me	your	breastfeeding	woes.

They	had	a	lot	to	say.

People	told	me	about	trying	and	trying	to	get	their	babies	to	latch,
without	success.	They	told	me	about	their	“stupid	tiny	nipples”	and	the
time	they	bought	a	“booby	tube”	(Google	it).	About	painful	nipples—
bleeding,	cracked,	and,	in	one	especially	gory	case,	actually	partially
coming	off.



People	told	me	about	supply	issues.	Undersupply—the	time	one
woman	sent	her	husband	on	a	thirty-minute	bus	ride	to	get	her	nettle
tea	right	now,	or	the	constant	attempts	to	increase	supply	by	nursing
and	then	pumping	twelve	times	a	day,	after	every	feeding.	Oversupply
—leaky	breasts	getting	milk	on	everything;	mattresses	smelling	of
Parmesan	and	clothes	stiff	with	dried	milk.	One	woman	told	me	she
had	an	undersupply	of	milk,	yet	started	spurting	milk	on	the	bus	every
time	a	baby	cried.

And	then	there	was	the	pump.	“Pumping	is	the	worst”	filled	my
email	inbox.	One	woman	said	she	lost	her	fingerprints	from
transferring	sterilized	pump	parts	to	a	drying	rack.	People	wrote	of
feeling	isolated	and	falling	behind	at	their	jobs	because	of	the	hours
they	spent	shut	in	their	offices	pumping,	of	the	embarrassment	of
asking	for	pumping	time	on	business	trips,	or	pumping	in	the
bathroom	since	there	was	no	other	place	to	do	it.	And	they	told	of	the
frustration	of	not	getting	enough	milk,	even	with	all	their	effort.

I	can	perhaps	be	accused	of	armchair	psychology	here,	but	these
struggles	seem	particularly	acute	because	trying	harder—something
that	usually	breeds	success—doesn’t	always	work	with	breastfeeding.
You	worked	hard	to	get	a	job,	or	to	get	into	college—even	to	get
pregnant—and	you	were	successful!	But	introduce	a	new	person,	and
some	further	constraints	of	biology,	and	all	bets	are	off.	You	may	have
to	accept,	as	I	did,	that	no	matter	how	hard	you	try,	you	will	not	make
quite	enough	milk.

It	is	not	helpful	that	this	is	a	surprise	for	many	women,	who
thought,	Hey,	billions	of	people	do	this,	how	hard	can	it	be?	When	I
asked,	many	women	expressed	the	wish	that	they	had	known	it	could
be	so	hard	and	had	not	felt	such	shame	and	pressure	to	continue.	For
that,	I	refer	you	to	the	previous	chapter.	Here,	let’s	leave	it	at	this:
Breastfeeding	is	hard	for	many	women,	and	many	women	struggle
with	it,	especially	with	their	first	child.	If	you	are	one	of	them,	you	are
not	alone.	There	is	some	evidence	that	might	help	in	the	pages	that
follow—and	giving	yourself	a	break	will	help,	too.

GENERAL	INTERVENTIONS



If,	like	many	breastfeeding	women,	you	have	faced	these	challenges,
you	have	likely	heard	about	many	different	strategies	to	overcome
them.	Some	of	these	strategies	seem	reasonable,	some	not	so	much.
What	does	the	data	say?

Evidence	on	causes	of	breastfeeding	success	can	really	be	divided
into	two	categories.	There	are	some	specific	questions:	Do	nipple
shields	work?	Will	fenugreek	increase	your	milk	supply?	And	there	are
more	general	questions:	Is	there	anything	you	can	plan	on	before	birth
that	might	increase	your	likelihood	of	breastfeeding	success?

The	broad	answer	to	this	second	question	is	yes,	there	are	two
evidence-supported	things	you	can	do.	We’ll	start	with	these.

First,	there	is	some	randomized	evidence	on	the	success	of	skin-to-
skin	contact	at	improving	breastfeeding	success	rates.	Skin-to-skin
contact	is	the	practice	of	having	women	hold	their	naked	(or	diapered)
baby	against	their	naked	chest,	typically	right	after	birth.	The	idea	is
that	the	smells	and	the	proximity	will	encourage	the	baby	to	start
feeding	immediately.	Much	of	this	evidence	comes	from	developing
countries,	where	the	overall	breastfeeding	rates	are	different	and
technologies	around	birth	may	also	be	different.	Nevertheless,
breastfeeding	is	a	universal	human	experience,	so	there	is	no	reason
we	cannot	learn	from	the	experiences	of	women	in	these	countries.
One	study	of	two	hundred	women	in	India	randomized	the	mothers
into	either	holding	their	infant	skin	to	skin	for	forty-five	minutes	after
birth	or	having	them	in	an	infant	warmer.1	The	moms	who	had	their
infants	skin	to	skin	were	more	likely	(72	percent	versus	57	percent)	to
be	breastfeeding	at	six	weeks;	they	also	reported	less	pain	while	being
stitched	up	after	birth.

These	results	are	confirmed	by	a	review	of	a	large	number	of	small
studies.2	Putting	them	together,	breastfeeding	initiation	and	success
seem	to	be	higher	with	skin-to-skin	contact,	including	after	a
caesarean	section.

Second,	there	is	some	(more	limited)	evidence	that	breastfeeding
support—by	a	doctor,	or	by	a	nurse	or	lactation	consultant—can
increase	likelihood	of	breastfeeding	initiation	and	continuation.3	This
evidence	comes	from	a	wide	variety	of	studies	of	different	types	of
interventions.	Because	not	all	the	interventions	are	the	same,	it	is	hard
to	pinpoint	precisely	what	is	useful.	The	basic	principle	is	that	it	can
take	time	to	learn	to	nurse,	and	having	assistance	from	someone	who



has	seen	it	before	may	help	you	work	past	some	of	the	obvious
problems.	It	may	simply	be	helpful	to	have	someone	to	strategize	with,
ideally	someone	who	has	slept	in	the	past	few	days	and	can	provide
some	perspective.	(This	can,	by	the	way,	help	with	a	lot	of	decisions
about	your	newborn.)

A	couple	of	small	studies	focus	on	hospital	versus	in-home
education,	and	find	some	additional	benefits	from	getting	help	once
you’re	home	from	the	hospital.4	The	hospital	environment	is	not	your
own,	and	having	someone	come	to	your	home	to	help	you	figure	out
what	you	are	doing	can	be	hugely	useful.

Anecdotally,	breastfeeding	support	at	the	hospital	can	be	hit	or
miss.	Some	women	described	their	lactation	consultants	as	judgmental
and	mean.	Others	thought	they	were	great.	If	you	are	not	getting	the
help	you	need,	keep	asking	to	see	if	you	can	find	the	right	person.	If
you	can	manage	it,	getting	this	help	from	someone	you	know	and	trust
—a	doula,	or	perhaps	a	lactation	consultant	you’ve	talked	to	before	the
birth	about	what	you	want—may	be	the	most	helpful.

A	final	general	intervention	that	deserves	mention	is	rooming	in	at
the	hospital.	As	discussed	in	an	earlier	chapter	(see	this	page),	there	is
no	evidence	that	this	enhances	the	likelihood	of	breastfeeding	success.5

LATCHING	ON

If	you	are	planning	to	breastfeed,	the	first	challenge	is	the	latch.	In
order	to	efficiently	get	milk	from	the	breast,	your	baby	needs	to	open
their	mouth	pretty	wide	and	get	your	whole	nipple	in	their	mouth;	they
then	use	their	tongue	and	lips	to	suck.	Contrary	to	what	I	had
envisioned,	it	is	not	like	they	are	delicately	sipping	the	end	of	the
nipple.	In	the	words	of	my	friend	Jane,	“You	really	have	to	jam	the	kid
on	there.”

There	is	a	picture	below	that	captures	the	fact	that	the	baby	needs
to	get	a	whole	mouthful	of	boob,	although	not	that	you	have	to	jam
them	on.	I	will	say	that	until	you	see	it	for	yourself	with	an	actual	baby,
it’s	tough	to	visualize.



Many	infants	struggle	to	latch	on	correctly.	Without	a	good	latch,
the	baby	will	not	get	enough	milk,	and	it	can	be	extremely	painful	for
Mom.	How	do	you	know	you	have	a	good	latch?	Once	you	have	done	it
for	a	while,	you’ll	just	know.	You’ll	also	learn	to	recognize	a	kind	of
weird	sigh	that	many	babies	have	when	they	get	it	right.	Before	that	.	.	.
it	is	useful	to	have	someone	else	look	and	tell	you.	The	internet	will	tell
you	that	if	you	have	a	good	latch,	nursing	will	not	hurt.	More	on	this
later,	but	for	now,	know	that	early	on,	this	is	often	not	true.	For	many
women,	breastfeeding	will	hurt	for	the	first	couple	of	weeks	whether
the	baby	is	latched	well	or	not,	so	you	cannot	reliably	use	pain	as	a
signal.

Why	might	infants	have	trouble	latching?	Prematurity,	illness,	or
birth	injury	could	be	the	cause.	It	could	also	have	to	do	with	their
mother’s	nipples—some	women	have	inverted	nipples	that	can	make
latching	difficult.	Finally,	some	infants	have	structural	issues	in	their
mouths—in	particular,	conditions	called	tongue	tie	or	lip	tie—that
make	it	difficult	to	latch.

Or	maybe	your	baby	hates	you!	Ha,	I’m	kidding.	It	will	only	feel	like
that.

One	solution	to	this	problem—at	least	to	some	extent—is	to	keep
trying	with	someone	around	to	help	you.	Here	is	where	a	doula	or
other	support	person	might	come	in.	Most	people	do	get	the	hang	of
this,	but	being	patient	with	yourself	is	likely	to	make	it	go	better.



If	you	have	prolonged	problems	with	latching,	there	are	two
common	interventions:	nipple	shields	and	a	(quick)	surgical	procedure
to	address	tongue	tie.

Many	women	swear	by	nipple	shields,	at	least	early	on.	The	name	is
pretty	descriptive:	they	are	shaped	like	a	nipple,	typically	made	of
silicone,	with	little	holes	in	them.	You	put	the	shield	over	the	nipple,
and	the	infant	sucks	on	that.	These	shields	can	make	it	easier	for
infants	to	latch,	in	principle,	and	make	nursing	less	painful	for	Mom.

The	main	downside	of	the	nipple	shield,	other	than	that	it	is
annoying	to	wash,	is	that	it	affects	milk	transfer.	The	shield	reduces
stimulation,	so	your	body	produces	less	milk.6	There	is	a	clear
physiological	basis	for	this,	and	it	has	been	shown	in	randomized
trials.

This	doesn’t	answer	the	question	of	whether	nipple	shields	are
effective,	though,	since	the	point	isn’t	to	increase	milk	transfer	but	to
get	the	baby	on	the	breast	in	the	first	place.	Unfortunately,	there	is	no
very	good	evidence	on	whether	they	work.	The	best	study	we	have	is	of
thirty-four	premature	infants,	in	which	researchers	had	access	to
information	on	how	much	milk	they	got	with	and	without	the	shield.
This	study	found	that	infants	got	way	more	milk	with	the	shield	than
without—more	than	four	times	as	much—which	is	encouraging.	But,
again,	this	study	wasn’t	randomized,	the	sample	was	tiny,	and	it
focused	on	a	particular	population.7

What	we	do	have	as	evidence	is	a	lot	of	qualitative	work	in	which
women	are	interviewed	about	their	experiences	with	using	nipple
shields,	and	they	do	credit	the	shields	with	allowing	them	to	continue
breastfeeding	and	working	through	issues	like	pain	and	latching
problems.8	There	is	an	implicit	counterfactual	here—that	they	would
have	quit	without	the	shield—although	it	is	hard	to	know	if	this	is	right.

The	downside	of	trying	nipple	shields	is	that	it	can	be	difficult	to
quit	using	them—if	you	and	your	baby	get	used	to	them,	it	might	be
hard	to	transition	off.	This	is	okay	if	you	are	happy	using	them	and
your	baby	is	getting	enough	milk,	but	it	does	add	another	step	to	the
feeding	process.	So	it	is	probably	not	a	first-line	defense—as	in,	not
everyone	should	start	with	these.	On	the	other	hand,	if	things	are	not
working,	they’re	a	good	option	to	try.



A	more	involved	intervention	is	a	surgical	procedure	to	address
tongue	tie	or	lip	tie	in	infants.	This	suggestion	will	come	up	only	if	your
infant	actually	has	a	tongue	or	lip	tie.	The	tongue	attaches	to	the	floor
of	the	mouth	with	a	cord	called	the	frenulum.	In	some	people,	this	cord
is	very	short,	which	can	limit	tongue	mobility.	For	infants,	this	can
affect	the	ability	to	breastfeed,	since	the	mechanics	rely	on	the	tongue.
Tongue	tie	is	thought	to	be	reasonably	common,	and	in	serious	cases
can	affect	speech	later	in	a	child’s	life.	Lip	tie	refers	to	a	similar	(but
less	common)	condition	in	which	the	cord	that	attaches	the	upper	lip
to	the	gums	is	short,	or	placed	very	low,	limiting	lip	mobility.

There	is	a	simple	surgical	solution	to	either	condition,	which	is	to
snip	the	cord,	releasing	the	tongue	or	lip	and	allowing	it	to	move	more
freely.	The	surgery	is	common	and	safe,	and	mechanically	it	does	seem
like	it	could	be	effective.9

The	evidence	in	favor	of	realized	success,	though,	is	fairly	limited.
There	are	four	randomized	trials	of	this	procedure,	all	of	them	very
small,	and	only	three	of	which	evaluate	its	impact	on	feeding	success.10

Among	these,	two	showed	no	difference	in	feeding	success,	and	one
showed	improvements.	All	four	studies	did	show	improvements	in
maternal	pain	during	nursing,	although	this	was	self-reported.	The
limited	evidence	suggests	that	this	procedure,	even	more	so	than
nipple	shields,	shouldn’t	be	a	first-line	defense,	even	in	cases	where
some	tongue	tie	is	present.

For	most	women,	even	those	whose	babies	latch	well,	breastfeeding
is	at	least	somewhat	painful	early	on.	Any	pain	should	be	mostly	gone
after	the	first	minute	or	two	of	nursing,	not	continue.	Certain
conditions	can	cause	ongoing	pain—for	example,	nipple	yeast
infections—but	are	treatable.	It	would	be	a	shame	not	to	figure	that
out,	so	if	your	pain	persists,	ask	for	help.

Nipples	can	become	cracked	and	sore,	or	bleed.	There	is	no	magic
solution	to	fix	this	problem.	Many	women	swear	by	lanolin	cream	or
various	gel	packs	and	pads,	but	there	is	no	randomized	evidence
suggesting	that	any	of	these	things	are	successful.11	The	only	thing	with
any	support	in	randomized	trials	is	the	practice	of	rubbing	breast	milk
on	your	nipples	regularly.	I	will	caution,	however,	that	this	data	comes
from	just	one	trial,	and	it	is	small.12

Of	course,	there	is	no	reason	not	to	use	lanolin	or	to	rub	breast	milk
on	your	nipples,	so	if	you	feel	like	that	works,	or	you	want	to	try	it,



awesome.	My	friend	Hilary,	when	I	asked	her	about	this,	wrote	me:
“MOISTURIZE	THE	NIPS	EVERY	TIME.”

The	very	good	news	is	that	for	most	women,	regardless	of	what
actions	they	take,	nipple	pain	does	resolve,	or	at	least	lessen	to
manageable	levels,	after	a	couple	of	weeks.	This	is	based	on	evidence
from	trials	where	women	had	reasonably	severe	nipple	trauma—
bleeding,	open	sores—so	even	if	things	look	very	grim,	remember	that
in	most	cases,	they	will	resolve	themselves.13

This	evidence	also	says	that	still	having	agonizing	pain	after	two
weeks	is	not	typical,	nor	is	it	something	that	should	be	dismissed	with
“Oh,	it	will	get	better	if	you	keep	trying.”	If	you’re	experiencing	this,	get
help.	Many	states	have	breastfeeding	hotlines,	and	La	Leche	League
can	often	connect	you	with	a	lactation	specialist	over	the	phone	if	you
do	not	want	to	go	as	far	as	seeing	someone	in	person.

Nipple	pain	is	different	from	mastitis,	an	infection	you	can	get	at
any	time	during	nursing.	Some	things	will	increase	the	risk	of	mastitis
—including	not	fully	emptying	the	breasts	with	each	feeding,	having	an
oversupply,	or	not	emptying	the	breasts	frequently	enough—but	its
onset	is	largely	random.	It	is	not	hard	to	diagnose—the	symptoms	are	a
red,	painful,	swollen	breast	and	a	high	fever—and	may	need	to	be
treated	with	antibiotics.	Mastitis	can	be	extremely	painful	and	is	not
something	to	ignore.

NIPPLE	CONFUSION

If	you	are	considering	breastfeeding,	you	will	have	heard	about	the
dreaded	nipple	confusion.	Many	sources	will	tell	you	to	be	very	careful
about	using	artificial	nipples—on	a	bottle	or	a	pacifier—since	babies
will	become	confused	and	decide	not	to	latch	on	to	the	breast.

In	this	discussion,	it	seems	important	to	separate	bottle-feeding—
where	the	baby	is	learning	that	food	can	come	from	another	source—
and	pacifiers,	which	do	not	produce	food.

Despite	the	warnings,	there	is	simply	no	evidence	that	the	use	of
pacifiers	impacts	breastfeeding	success.	This	has	been	shown	by	more
than	one	randomized	trial,14	including	trials	that	start	infants	on	a



pacifier	at	birth.	At	least	one	of	these	trials	gives	a	sense	of	why
someone	might	have	(incorrectly)	concluded	that	pacifier	use	matters
for	breastfeeding.	This	trial	enrolled	281	women	and	counseled	them
either	in	favor	of	or	against	pacifier	use.	Pacifier	use	was	less	in	the
group	that	was	discouraged	from	it.15	The	main	analysis	in	the	paper—
which	is	shown	in	the	first	two	bars	of	the	graph	on	this	page—
compared	breastfeeding	rates	at	three	months	for	women	in	the
pacifier	encouragement	group	with	the	pacifier	discouragement	group.
This	analysis	showed	no	impact	of	the	intervention	on	breastfeeding
rates.	In	both	groups,	about	80	percent	of	moms	were	nursing	at	three
months,	even	though	one	group	was	much	more	likely	to	also	use	a
pacifier	with	their	babies.

The	authors	then	do	something	clever,	which	is	to	compare
breastfeeding	rates	at	three	months	for	moms	who	chose	to	use	a
pacifier	versus	not,	without	using	the	randomization.	Basically,	they
treat	the	data	as	if	they	didn’t	have	a	randomized	trial	at	all,	and	just
saw	breastfeeding	and	pacifier-use	rates	for	mothers.

The	results	from	this	analysis	are	in	the	second	set	of	bars	in	the
graph	below.	Here	we	see	that	moms	who	use	a	pacifier	are	less	likely
to	be	breastfeeding	at	three	months.	The	researchers’	conclusion—
comparing	the	two	sets	of	results—is	that	some	other	factor	causes
both	the	pacifier	use	and	the	early	cessation	of	breastfeeding.	For
example,	given	the	rhetoric	around	pacifiers,	it	is	easy	to	believe	that
women	who	choose	to	use	pacifiers	may	have	a	less	intense	desire	to
breastfeed.



We	should	base	our	conclusions	on	the	randomized	data,	which
tells	us	that	pacifier	use	doesn’t	affect	breastfeeding	success.	But	since
much	of	the	rest	of	the	evidence	in	the	literature	is	based	on	these
observational	correlations,	it	is	not	surprising	that	people	have	bought
into	the	myth	of	pacifiers	causing	nipple	confusion.

Evaluating	the	role	of	bottle-feeding	nipple	confusion	is	more
complicated	because	there	are	two	factors:	the	role	of	supplementing
with	formula,	and	the	role	of	nipple	confusion.	Imagine	that
breastfeeding	success	is	associated	with	supplementation—say,
because	women	who	have	a	harder	time	nursing	are	more	likely	to
supplement.	You	will	then	find	that	infants	who	are	fed	by	a	bottle
early	on	are	less	likely	to	be	breastfed	in	the	long	run,	but	this	could
have	nothing	to	do	with	the	nipple.

A	very	nice	randomized	trial	addresses	this	issue	using	a	simple
design.16	Infants	needing	supplementation	are	randomized	into	either



supplementation	with	a	bottle	or	supplementation	with	a	cup,	where
nipple	confusion	is	not	thought	to	be	an	issue.17	These	authors	found
that	overall,	the	method	of	supplementation	did	not	matter.	Both
groups	had	breastfeeding	durations	of	around	four	months,	and
exclusive	breastfeeding	for	two	to	three	weeks.	Bottle	or	cup,	the
results	were	the	same,	suggesting	that	nipple	confusion	was	not	an
issue.

MILK	SUPPLY

My	mother	had	her	trusty	Dr.	Spock	book	in	the	1980s.	My	mormor
(grandmother)	had	her	own	guide:	a	set	of	six	little	books	called	The
Mother’s	Encyclopedia,	first	published	in	1933.	The	book	makes	for
great	reading.	It	covers	everything	from	measles	to	appendicitis	to
summer	camp.	Even	better,	it’s	in	alphabetical	order,	so	you	get	a
discussion	of	caesarean	section	followed	immediately	by	a	section	on
competitive	sports.

The	discussion	of	breastfeeding	in	this	book	spends	a	large	amount
of	time	on	the	question	of	supply	and,	in	particular,	notes	that	many
“modern”	women	have	trouble	producing	enough	milk.	The	book
blames	the	recommendation	that	women	nurse	only	every	four	hours,
and	only	from	one	breast.	Perhaps	the	best	part	is	the	discussion	of
“primitive”	mothers	(their	words,	not	mine)	who	“nurse	their	babies
when	they	cry—on	any	and	all	occasions!”

The	authors	note	that	this	“primitive”	method	is	very	good	for	milk
supply,	although	they	caution	that	no	one	would	ever	recommend	that
modern	parents	return	to	this	approach.	It’s	a	good	lesson	in	how
things	change;	generally,	the	recommendation	now	is	to	nurse	on
demand,	at	least	early	on,	since	this	establishes	a	plentiful	milk	supply.
Schedules,	to	the	extent	we	get	them,	come	later.

A	biological	mechanism	links	the	frequency	of	feeding	to	milk
supply.	The	system	is	designed	to	have	a	feedback	loop	where	you
produce	more	milk	when	the	baby	needs	more.	The	existence	of	this
loop	is	why,	for	example,	people	who	are	looking	to	increase	their
supply	will	sometimes	pump	after	feedings	to	trick	the	body	into
thinking	demand	is	greater	than	it	is.



Despite	a	basically	reasonable	evolutionary	design,	this	doesn’t
always	work	quite	as	planned.	First,	it	can	take	a	lot	of	time	for	your
milk	to	start	flowing.	Second,	even	once	there	is	milk,	you	can	have	an
undersupply.	And	third,	on	the	opposite	end,	you	can	have	an
oversupply.

When	your	baby	is	first	born,	you’ll	produce	a	small	amount	of
colostrum,	an	antibody-rich	substance.	(You’ll	actually	start	producing
this	in	late	pregnancy.)	Over	the	first	few	days,	as	you	nurse,	your	body
will	eventually	(in	theory)	switch	over	from	producing	colostrum	to
producing	milk	in	more	copious	amounts.	The	expectation	is	that	this
switch	to	more	full	milk	production—scientifically	termed	lactogenesis
II,	and	sometimes	referred	to	as	your	milk	“coming	in”—will	occur
within	the	first	seventy-two	hours	after	you’ve	given	birth.	If	this
doesn’t	happen,	you	will	be	deemed	as	having	“delayed	lactogenesis.”

In	fact,	it	does	take	longer	than	that	for	many	women.	The	graph	on
this	page—from	a	study	of	2,500	women—shows	the	distribution	of
days	from	baby’s	birth	to	milk	production.	Almost	a	quarter	of	women
have	milk	production	delayed	beyond	three	days.	This	is	even	higher—
about	35	percent—for	first-time	mothers.18

Delayed	onset	of	milk	does—in	the	data—correlate	with	a	higher
likelihood	of	earlier	breastfeeding	cessation.19	This	may	be	because
delayed	onset	of	milk	leads	to	excess	infant	weight	loss,	which	makes	it
harder	to	get	breastfeeding	going.	It	may	also	be	that	if	you	are	not



especially	committed	to	breastfeeding	in	the	first	place,	this	setback	is
enough	to	turn	you	off	from	it	altogether.

Regardless	of	whether	it	is	causal,	delayed	milk	onset	can	be
extremely	frustrating.	There	are	a	few	factors	that	correlate	with	it.20

Smoking	during	pregnancy	slows	down	milk	production,	as	does
obesity.	Women	who	have	a	caesarean	section	are	more	likely	to	have
later	onset,	as	are	those	who	have	an	epidural	during	labor.	In	terms	of
post-birth	modifiable	behaviors,	both	feeding	on	demand	and
initiating	breastfeeding	within	an	hour	of	birth	are	associated	with	a
lower	likelihood	of	delayed	milk	onset.	It	is	worth	emphasizing	that
these	are	correlations,	not	necessarily	causal	links,	and	for	something
like	the	epidural	there	may	be	good	reasons	to	do	it	anyway.	And	even
if	you	do	everything	as	suggested,	your	milk	may	still	be	delayed.

Once	the	milk	has	arrived,	there	still	may	not	be	enough	of	it—or
there	may	be	too	much.

For	women	who	do	not	have	enough	supply,	a	first-line	suggestion
is	generally	to	try	to	use	the	“demand-driven”	feedback	loop	to
increase	supply.	Doctors	may	recommend	that	you	pump	after	each
feeding,	or	at	least	after	some	of	them,	to	try	to	convince	your	body
that	you	need	more	milk.	Our	general	knowledge	of	the	biology	of
lactation	suggests	this	could	be	helpful,	although	I	can	find	no	research
that	gives	any	helpful	guidance	on	how	to	do	this	most	successfully.

You’ll	also	find	a	variety	of	suggestions	on	the	internet	about	how	to
increase	your	milk	supply.	These	include	herbal	remedies—fenugreek
is	the	most	common,	although	others,	like	nettle	tea,	do	come	up—as
well	as	particular	foods	(dark	beer,	for	example)	and	a	suggestion	that
you	stay	hydrated.

It	is	always	good	to	stay	hydrated,	but	there	is	no	reliable	evidence
that	it	promotes	milk	production.21	Beer	actually	makes	things	worse
(more	on	this	on	this	page).

The	evidence	on	herbal	remedies	is	mixed.22	To	take	fenugreek	as
an	example,	a	2016	review	article	covered	two	small	randomized
studies	of	the	effect	of	fenugreek	consumption	on	breast	milk.	In	one
study,	milk	production	was	increased.	In	the	other,	it	was	not.
Evidence	on	other	herbal	remedies	(shatavari,	malunggay)	shows
similarly	mixed	results.	None	of	these	herbs	shows	any	side	effects	at



the	recommended	doses,	so	it	will	not	hurt	you	to	try	them,	but	they
are	not	magic	bullets.

There	is	more	positive	evidence	on	pharmaceutical	remedies.	In
particular,	the	drug	domperidone	has	been	shown	in	a	variety	of
randomized	studies	to	increase	milk	production.23	(Unfortunately,	it	is
not	available	in	the	US,	so	this	may	be	somewhat	unhelpful	to	point
out.	Readers	in	the	UK	can	get	it	there,	and	it	is	also	available	in
Canada.)

It	is	possible	that	no	matter	what	you	do,	you	will	have	little	or	no
milk—this	isn’t	common,	but	it	does	happen,	and	it’s	often	a	surprise
when	it	does,	since	it	is	not	frequently	discussed.	This	is	typically
diagnosed	as	insufficient	glandular	tissue	(IGT),	which	simply	means	a
lack	of	sufficient	milk	glands.	For	some	women,	this	is	a	congenital
condition—if	this	is	you,	you’ll	likely	have	to	supplement,	at	least	to
some	extent.

Women	who	have	had	a	breast	reduction	may	also	have	a	limited
milk	supply,	depending	on	the	method	of	reduction.	Again,	some
degree	of	supplementation	may	be	necessary.24

On	the	other	side,	you	can	have	too	much	milk.	This	can	happen
naturally,	or	it	can	result	from	an	overenthusiastic	attempt	to	avoid	the
too-little-milk	problem.	The	recommendation	of	adding	pumping
sessions	after	nursing	sessions	early	on	to	increase	milk	supply	can
overcompensate—I	know	a	few	women	who	were	zealous	pumpers
early	on	and	then	found	themselves	with	liters	of	extra	milk	and	very
uncomfortable	breasts.

The	main	problems	with	an	oversupply	are	that	it	can	be	very
uncomfortable	and	can	increase	your	risk	of	mastitis.	Your	breasts
become	engorged	with	milk;	they	are	hard	and	hot,	and	they	ache.
Pumping	can	relieve	the	discomfort,	but	it	contributes	to	the	feedback
loop	and	prolongs	the	issue.	If	you	want	to	calm	down	the	supply,	you
have	to	deal	with	the	engorgement	problem.

There	are	a	variety	of	recommended	techniques	to	do	this—
acupuncture,	acupressure,	particular	kinds	of	massage,	cold	packs,	hot
packs,	breast-shaped	hot	packs,	cabbage	leaves,	and	so	on.25	The
evidence	on	these	is	spotty—there	are	a	few	randomized	trials,	most	of
which	are	small	and	subject	to	some	bias.	Cold	and	hot	packs	do	seem
to	provide	some	relief,	as	do	cold	or	room-temperature	cabbage	leaves.



(Yes,	you	read	that	right:	cabbage.	You	keep	the	leaves	in	the	fridge
and	wrap	your	breasts	in	them.	No	one	said	being	a	mom	was
glamorous.)

One	trial	shows	some	benefit	of	something	called	gua	sha	therapy,
which	involves	scraping	the	skin	to	produce	light	bruising.	Gwyneth
Paltrow	swears	by	this,	so	take	what	you	will	from	that.

In	addition	to	pain,	an	issue	with	oversupply	is	that	when	the	baby
does	start	to	nurse,	the	milk	may	come	very	fast	and	overwhelm	him,
making	it	hard	to	actually	eat.	Basically,	it	is	like	you	trying	to	drink
from	a	firehose.	Pumping	for	a	couple	of	minutes—or	hand-expressing
milk—right	before	you	nurse	can	help	with	this	problem.	It	will	also
improve	as	the	baby	gets	bigger	and	the	oversupply	problems	calm
down.

THE	BREASTFEEDING	DIET

“Hi	Emily!”	Humphrey	wrote.	“The	baby	is	doing	great.	But	Maggie’s
parents	say	she	can’t	eat	cauliflower	or	drink	tap	water	because	she	is
breastfeeding.	They	said	the	baby	will	cry	more.	Could	this	be	right?”

After	nine	months	of	careful	food	avoidance,	it	adds	insult	to	injury
to	think	that	breastfeeding	will	introduce	a	similar	set	of	restrictions.
Can	you	return	to	your	rare	steak?	Those	unpasteurized	cheeses	you’ve
been	craving—are	they	still	off-limits?	And	what	about	a	glass	of	wine
—or	even	a	couple	of	glasses?	Is	that	okay?

Good	news:	mostly,	breastfeeding	moms	have	no	dietary
restrictions.

Let’s	start	with	the	food	part.	The	only	food	women	are	medically
advised	to	avoid	during	breastfeeding	is	high-mercury	fish.26	That’s	it!
No	swordfish,	king	mackerel,	tuna.	But	other	fish	are	fine,	as	are
unpasteurized	cheeses,	sushi,	rare	steak,	deli	meats,	and	on	and	on.

If	your	baby	is	suffering	from	colic—excessive	crying	as	an	infant—
there	is	some	evidence	that	avoiding	common	dietary	allergens	could
help.	For	more	on	this,	see	this	page.

What	about	cauliflower?



There	is	something	of	an	old	wives’	tale	that	gassy	foods
(cauliflower,	broccoli,	beans)	lead	to	a	gassy	baby,	and	can	make	colic
worse.	I	can	find	only	one	paper	on	this,	and	it	is	based	on	a	mail
survey	that	asked	parents	about	many	foods	and	compared	the	food
consumption	for	babies	with	colic	to	those	without.27	Although	this
study	did	claim	to	find	some	minimal	evidence	that	cauliflower	and
broccoli	lead	to	more	colic,	the	problems	with	the	data	collection	and
analysis	are	so	significant	(use	of	mail	survey	with	poor	response	rate,
excessive	response	among	people	who	were	hyperconcerned	about
breastfeeding,	problems	with	statistical	precision)	that	I	think	it	is	safe
to	ignore	it.

Eat	what	you	want.

What	about	alcohol?	Many	women	hear—from	the	internet,
typically	not	from	their	doctors—that	they	should	avoid	alcohol
altogether,	or	that	if	they	drink	at	all,	they	should	“pump	and	dump.”
On	the	other	side,	some	people	will	tell	you	that	having	alcohol	(beer,
specifically)	will	increase	your	milk	supply.	So	you	should	have	more!
Are	either	of	these	true?

No,	not	really.28

When	you	drink,	the	alcohol	level	in	your	milk	is	about	the	same	as
your	blood	alcohol	level.	The	baby	consumes	the	milk,	not	the	alcohol
directly,	so	the	level	of	alcohol	they	are	exposed	to	is	extremely	low.
One	paper	carefully	calculates	that	even	if	you	had	four	drinks	very
quickly	and	then	breastfed	at	the	maximum	blood	alcohol	level,	the
baby	would	still	be	exposed	to	only	a	very,	very	low	concentration	of
alcohol,	one	that	is	extremely	unlikely	to	have	any	negative	effects.29

And	this	is	in	a	kind	of	“worst-case	scenario.”	This	paper	cautions	that
drinking	four	drinks	quickly	will	impair	your	ability	to	parent	and	is
not	healthy,	so	it	should	be	avoided,	but	the	issue	isn’t	alcohol	in	your
breast	milk.	Therefore,	there	is	no	need	to	pump	and	dump.	The	milk
has	the	same	alcohol	concentration	as	your	blood.	As	that	goes	down,
so	does	the	milk	alcohol	level.	It	isn’t	stored	in	the	milk.

Given	this,	it	is	not	surprising	that	we	do	not	find	much	evidence	of
the	impact	of	a	mother’s	alcohol	consumption	on	her	infant.	There	are
some	reports	that	babies	sleep	in	shorter	intervals	when	they	consume
milk	after	their	mom	has	been	drinking,	but	this	isn’t	supported	in	all
studies.	And	no	long-term	impacts	have	been	identified.



What	if	you	want	to	be	super,	super	cautious	and	not	expose	your
baby	to	alcohol	at	all?	No	problem.	You	can	have	a	drink,	but	you	need
to	wait	for	two	hours	afterward	to	let	the	alcohol	metabolize	before
breastfeeding.	For	two	drinks,	that	increases	to	four	hours.30

These	studies	all	caution—correctly—that	we	do	not	know	much
about	binge	drinking,	or	frequent	heavy	drinking	(three	or	more	drinks
every	day).	Many	women	who	binge	drink	frequently	also	did	so	during
pregnancy,	and	they	differ	in	other	ways	from	women	who	do	not
binge	drink.	Even	if	you	are	not	pregnant	or	nursing,	binge	drinking
isn’t	good	for	your	health.	Binge	drinking	during	pregnancy	is	very
dangerous	for	your	baby,	and	after	birth,	it	will	impair	your	ability	to
parent.

On	the	flip	side,	I’m	sorry	to	report	that	drinking	does	not	improve
your	milk	supply.	If	anything,	it	may	lessen	it	a	bit,	so	if	you	are
struggling	with	supply	early	on,	do	not	consider	alcohol	as	a	supply
booster.31

Along	with	alcohol,	many	women	worry	about	the	impact	of	taking
medication	while	nursing.	It’s	beyond	the	scope	of	this	book	to	go
through	the	interactions	of	every	medication,	but	generally,	most	are
safe	and	your	doctor	is	a	good	source	for	more	information.	You	can
also	search	for	virtually	any	drug	in	the	LactMed	database	online.32

Two	drug	groups	are	common	enough	to	deserve	some	discussion
here:	painkillers	(i.e.,	those	you’d	use	after	birth)	and	antidepressants.

Childbirth	is	uncomfortable,	and	afterward,	you’ll	likely	be	in
significant	pain	for	a	few	days	or	longer.	The	first	line	of	defense	is
Tylenol	or	ibuprofen,	typically	(in	the	latter	case)	in	quite	high	doses.
These	are	well	tolerated	and	fine	for	use	while	breastfeeding.

However,	ibuprofen	isn’t	always	enough,	especially	for	women	who
have	had	a	C-section.	Codeine	used	to	be	a	common	next	step,	but
more	recent	data	has	suggested	that	exposure	during	breastfeeding	has
significant	nervous	system	effects	in	babies;	it	makes	them	extremely
sleepy,	and	in	a	few	examples,	there	were	thought	to	be	severe
consequences.33	As	a	result,	newer	recommendations	generally	advise
against	prescribing	codeine	or	other	opioids	like	oxycodone.34

Having	said	this,	the	recovery	from	childbirth,	especially	a	C-
section,	can	be	extremely	challenging,	so	your	doctor	may	prescribe
opioids,	with	appropriate	caution.	If	these	drugs	are	prescribed,	it	is



generally	for	a	short	time	and	at	the	lowest	dose	possible.	The	tension
between	pain	relief	and	breastfeeding	is	one	you’ll	need	to	work
through	with	your	doctor.

The	news	on	antidepressants	is	considerably	better.	All
antidepressants	are	secreted	in	breast	milk,	but	there	is	little	evidence
of	negative	impacts	on	the	baby.	Postpartum	depression	is	serious,	and
treatment	is	important.	Although	there	are	some	differences	in	the
extent	to	which	different	antidepressants	pass	into	breast	milk,	it	is
generally	accepted	that	women	should	be	prescribed	the	drugs	that
work	for	them.	If	you	have	been	on	antidepressants	before	and	know
which	one	is	effective	for	you,	then	that	is	what	you	should	use.35	If	not,
the	first-line	SSRIs	for	nursing	mothers	are	paroxetine	and	sertraline,
which	transfer	to	breast	milk	at	the	lowest	levels.

A	final	note	is	on	caffeine.	Most	people	find	it’s	fine	to	have	caffeine
while	nursing,	and	there	is	certainly	no	literature	suggesting	risks	to
the	baby.	However,	some	babies	are	quite	sensitive	to	caffeine	and	get
very	fussy	and	irritable.	If	you	find	this	is	the	case,	you	may	have	to
avoid	it.

Tap	water,	though?	Go	for	it.	Hydration	is	important	for	everyone,
breastfeeding	or	not.	Take	the	water	anywhere	you	can	get	it.

PUMPING

A	couple	of	years	ago,	MIT	held	a	hack-a-thon	to	try	to	come	up	with
better	design	ideas	for	a	breast	pump.	Nothing	marketable	has	yet
come	out	of	this,	but	we	are	all	holding	our	breath,	because	breast
pumps	generally	suck.

Here	are	some	problems	women	have	articulated:	painful,	difficult
to	use,	requires	constant	cleaning,	loud,	heavy,	ineffective.	And	these
are	just	problems	with	the	pump!	Never	mind	the	problems	with
actually	having	to	do	the	pumping	at	work	or	while	traveling—there	is
work	time	lost,	and	the	endless	problems	of	pumping	in	random
airport	bathrooms.	Not	to	mention	the	TSA,	who	will	carefully	put
their	explosive-detecting	wand	over	each	bottle	of	milk	you	have
lovingly	packed	up	for	the	trip	home.



I	remember	distinctly	my	joy	at	arriving	in	the	Milwaukee	airport
and	finding	that	they	had	a	pumping	pod—a	little	pod,	with	a	lockable
door,	complete	with	an	outlet	and	a	seat.	It	is	telling	that	this
prompted	a	wildly	excited	call	to	Jesse	and	an	ongoing	fondness	for
Milwaukee	(slogan:	Milwaukee:	Genuine	American).

There	have	been	some	pumping	innovations	in	the	past	few	years.
There	is	now	a	product	called	the	Freemie,	which	is	a	pumping	system
where	the	cups	effectively	fit	inside	your	bra	and	also	collect	the	milk.
The	key,	I	think,	is	that	the	pump	motor	itself	is	quite	small	so	you	can
store	it	in	a	pocket	or	clip	it	to	your	clothing.	This	postdates	my
nursing,	and	I	could	not	get	my	friend	Heidi	to	try	it	for	research
purposes,	but	I	did	hear	from	women	who	swear	by	it.	In	principle	it
allows	you	to,	say,	walk	around	outside	while	pumping.	Someone	told
me	she	knows	doctors	who	do	surgery	hooked	up	to	this,	but	I	think
this	falls	in	the	realm	of	anecdote.

There	are	basically	three	reasons	to	use	a	breast	pump.	Let’s	review.

First,	if	you	are	struggling	with	low	supply	early	on,	your	doctor
may	suggest	you	try	pumping	after	some	(or	all)	feedings	to	increase
your	supply.	As	noted	earlier,	the	theory	is	good	here,	although	there
isn’t	much	empirical	evidence.	If	this	is	your	only	use	of	the	pump,	it
may	be	a	good	idea	to	rent	one	from	the	hospital—it	will	be	a	better-
quality	pump.	And	you	probably	aren’t	going	anywhere	much	at	first.

Second,	many	women	pump	early	on	so	they	can	start	to	give	their
baby	the	occasional	bottle.	Of	course,	you	will	pump	while	the	kid	gets
the	bottle,	but	if	you	want	to	have	one	ready	for	the	first	time,	you’ll
have	to	pump	beforehand.	You	may	also	want	to	do	this	to	build	up	a
supply	of	milk	if	you	are	planning	to	return	to	work.

I	recall	the	logistics	of	this	being	complicated,	especially	when	I	was
nursing	Penelope	and	my	supply	was	underwhelming.	Some	of	the
books	told	you	to	pump	two	hours	after	a	feeding,	even	if	the	baby
wasn’t	up,	since	then	there	would	be	some	milk.	But	sometimes	she
wanted	to	eat	right	away	when	she	woke	up,	and	there	wasn’t	much
milk!	Thinking	back,	these	were	among	the	most	stressful	moments	of
the	early	days.

There	isn’t	really	any	scientific	advice	about	this,	so	your	best	bet	to
limit	stress	may	just	be	to	have	a	concrete	plan.	Many	women	report
that	it	works	well	to	choose	one	feeding—likely	in	the	morning,	since



that	is	when	the	milk	is	most	plentiful—and	just	pump	after	that
feeding.	You’ll	get	a	bit	of	milk	each	time,	and	if	you	start	early,	over	a
week	or	two	you’ll	get	enough	to	give	a	bottle.	Then	while	the	kid	has
that	bottle,	you	can	pump	another	bottle	during	that	feeding.

Finally,	the	main	thing	women	use	the	pump	for	is	to	replace
breastfeeding	sessions	after	they’re	back	at	work.	The	idea	is	that	you
pump	at	approximately	the	same	times	the	baby	would	eat,	and	they
eat	what	you	pump	the	next	day.	If	you	are	a	prolific	pumper,	you	may
pump	enough	extra	to	freeze.

There	is	no	getting	around	this:	most	women	find	it	difficult	and
unpleasant.	Your	job	is	supposed	to	provide	breaks	for	pumping,	but
they	may	not	always	follow	the	rules.	If	you	have	your	own	office,
super,	but	if	not,	pumping	is	often	relegated	to	less	than	ideal
locations.	One	doctor	I	spoke	to	said	she	pumped	in	the	coed	locker
room,	in	full	view	of	everyone	(she	used	a	towel	to	cover).	Companies
over	a	certain	size	are	required	to	provide	lactation	rooms,	but	this
isn’t	always	followed,	and	there	is	no	requirement	that	the	rooms	be
nice.

Even	in	a	perfect	situation,	you’re	supposed	to	wash	the	pump	parts
after	every	usage,	and	it	just	takes	time.	(Pumping	wipes	can	help	with
this	part.)	If	you	pump	for	thirty	minutes	three	times	a	day—not
unusual	at	all—these	are	ninety	minutes	you	could	be	doing	something
else.

It	is	possible	to	work	while	pumping—in	some	cases—and	I	strongly
suggest	you	get	a	hands-free	pumping	bra.	At	a	minimum	you	want	to
be	able	to	read	something	on	your	phone.	Many	people	suggest	you	try
to	relax,	look	at	pictures	of	your	baby,	and	generally	wind	down	while
pumping.	The	idea	is	that	this	will	increase	supply.	There	is	no	direct
evidence	for	this;	one	study	of	moms	pumping	for	babies	in	the	NICU
showed	that	being	near	their	babies	increased	milk	production,	but
this	is	pretty	distant	evidence.	36

Oh,	and	while	you	are	spending	all	your	time	hooked	up	to	this
pump,	we	should	probably	say	that	it’s	not	as	effective	as	your	baby	at
milk	removal.	Even	a	really	great	pump	doesn’t	replicate	the	baby.	This
varies	across	women—some	women	can	have	no	problem	fully
breastfeeding	but	literally	never	get	any	milk	from	a	pump;	others	find
producing	enough	milk	is	no	problem.



There	is	no	perfect	solution	here.	I	had	a	good	friend	who	had	what
seemed	like	a	dream	setup:	her	job	was	flexible	and	her	kid’s	day	care
was	next	door,	so	she	just	popped	over	to	nurse	the	baby	a	few	times	a
day.	It	seemed	amazing—until	she	tried	to	go	away	for	a	day	and	found
her	son	wouldn’t	take	a	bottle.

We	are	all	holding	our	breath	for	better	pumping	technology.	MIT—
get	on	this!

As	a	final	note:	For	some	women	who	struggle	in	an	ongoing	way
with	latching,	pumping	is	the	only	option	for	the	duration.	This
approach—where	you	only	pump	and	never	nurse—is	called	exclusive
pumping	(EP).	If	you	find	yourself	in	this	situation,	there	is	not	much
evidence	to	guide	you	on	how	to	do	it,	but	there	are	a	lot	of	moms
online	who	will	help.

The	Bottom	Line

Breastfeeding	can	be	very	hard!

On	early	interventions:

Skin-to-skin	contact	early	on	can	improve
likelihood	of	breastfeeding	success.

On	latching:

Nipple	shields	work	for	some	women,	although
they	can	be	hard	to	quit.

There	is	very	limited	evidence	that	fixing	a
tongue	tie	or	lip	tie	can	improve	nursing.

On	pain:

Fixing	a	tongue	tie	can	improve	pain	for	Mom.

There	isn’t	much	evidence	on	how	to	fix	nipple
pain,	but	focusing	on	the	latch	may	help.

If	you	are	still	in	pain	a	few	minutes	into	a
feeding,	or	a	few	weeks	into	nursing,	get	help;	it
could	be	an	infection,	which	would	be	treatable,
or	some	other	problem	with	a	solution.



On	nipple	confusion:

Not	supported	in	the	data.

On	milk	supply:

The	majority	of	women	will	have	their	milk	come
in	within	three	days	after	the	baby’s	birth,	but	for
about	a	quarter,	it	will	take	longer.

The	biological	feedback	loop	is	compelling:
nursing	more	should	produce	more	supply.

Evidence	on	the	effectiveness	of	non-drug
remedies	(e.g.,	fenugreek)	on	supply	is	limited.

On	pumping:

It	sucks.
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Sleep	Position	and	Location
y	children	have	a	very	old	board	book,	a	hand-me-down	or	tag
sale	purchase,	called	Wynken,	Blynken,	and	Nod.	At	the	end
of	the	book,	there	is	an	illustration	of	a	baby	in	his	crib.	What

strikes	me	every	time	I	see	this	image	is	just	how	much	stuff	there	is	in
the	crib	with	him.	Stuffed	toys,	a	blanket,	crib	bumpers,	a	pillow.	My
children’s	cribs—even	when	they	were	toddlers—contained	nothing	but
a	tiny	security	blanket	and	a	water	bottle.	When	we	finally	moved
Penelope	to	a	toddler	bed	at	three	years	old,	it	took	her	months	to
figure	out	the	concept	of	covers.

Parenting	recommendations	change	over	time,	but	perhaps	nothing
has	changed	more	from	our	childhood	to	the	current	era	than
recommendations	for	sleep.	When	we	were	children,	it	wasn’t
uncommon	for	babies	to	be	put	to	sleep	on	their	stomachs,	covered	in	a
fuzzy	blanket,	in	a	crib	surrounded	by	a	bumper.	You	can	see	why	this
would	make	sense:	babies	are	small,	and	cribs	are	not	inherently	cozy.
There	is	something	a	little	jarring	about	a	tiny	baby	alone	in	a	giant
crib.

The	latest	recommendations	from	the	American	Academy	of
Pediatrics	are	starkly	opposed	to	the	toy-and-blanket-filled	crib.	The
AAP	says	infants	should	sleep	alone	in	a	crib	(or	bassinet)	and	should
be	placed	in	the	crib	on	their	back	to	sleep.	There	should	be	nothing	in
the	crib	with	the	baby.	Bumpers—pads	that	wrap	around	crib	slats	to
prevent	little	hands	or	feet	from	getting	stuck—should	not	be	used.
Infants	should	sleep	in	their	own	crib	or	bassinet—not	in	the	parents’
bed—although	the	crib	or	bassinet	should	be	in	the	room	with	the
parents.



These	recommendations	are	broadly	part	of	a	safe	sleep	campaign
designed	to	lower	the	risk	of	SIDS	(which	is	now	more	accurately
referred	to	as	sudden	unexpected	infant	death,	or	SUID,	but	given	that
most	people	are	familiar	with	the	acronym	SIDS,	I	will	stick	with	that
here).

The	initial	part	of	this	campaign,	“Back	to	Sleep,”	focused	on	the
importance	of	always	putting	infants	to	sleep	on	their	backs.	More
recent	additions	have	focused	on	co-sleeping	and	room	sharing.

The	AAP	sleep	recommendations	are	simple	to	understand,	but
many	people	find	them	difficult	to	follow,	especially	in	the	exhausted
haze	of	new	parenting	when	many	of	us	would	empty	our	bank	account
for	two	hours	of	uninterrupted	sleep.	Many	infants	sleep	better	on
their	stomachs,	and	the	temptation	to	try	this	when	nothing	else	has
worked	is	powerful.	Similarly,	it	can	be	tempting	to	keep	the	baby	in
bed	with	you,	especially	when	you	are	breastfeeding.	When	your	baby
falls	asleep	while	nursing	and	you	know	they	will	stay	asleep	if	you
keep	them	next	to	you,	it’s	hard	to	move	them.

On	the	opposite	end,	the	instruction	to	keep	the	baby’s	bed	in	your
room	may	be	equally	difficult.	Jesse	has	never	been	able	to	sleep	in	the
same	room	as	the	kids.	When	Finn	was	born,	we	had	him	in	our	room
for	a	few	weeks;	Jesse	slept	on	an	air	mattress	in	the	unfinished	attic.
This	did	not	feel	like	a	long-term	plan.

All	of	this	makes	these	decisions	both	important	and	very	hard.
Thinking	about	them	requires	thinking	carefully	about	risks.

SIDS,	AND	THINKING	ABOUT	RISK

Excluding	birth	defects,	SIDS	is	the	most	common	cause	of	death	for
full-term	infants	in	the	first	year	of	life	in	the	US.	By	definition,	SIDS	is
the	unexplained	death	of	a	seemingly	healthy	infant	under	a	year	old,
and	90	percent	of	these	deaths	occur	in	the	first	four	months	of	life.

The	causes	of	SIDS	are	not	well	understood.	It	seems	to	occur	when
a	baby	spontaneously	stops	breathing	and	doesn’t	start	again.	It	is
more	common	in	vulnerable	infants—premature	babies,	for	example—
and	in	boys.



Among	the	most	haunting	aspects	of	parenting	is	the	vulnerability
that	comes	with	having	the	thing	you	love	most	in	the	world	be	out	of
your	control.	There	is	no	parent	I	know	who	doesn’t,	at	least	at	times,
have	the	instinct	to	keep	their	child	at	home,	to	never	let	them	out	of
their	sight,	to	literally	never	let	go.

And	yet	we	do	take	risks.	We	let	our	children	learn	to	ride	a	bike—
knowing	that	they’ll	get	some	skinned	knees.	We	let	them	play	with
other	children,	knowing	that	at	least	some	of	the	time,	they’ll	return
home	with	a	nasty	cold	or	the	stomach	flu.	In	these	cases,	it	is	not	so
hard	to	think	about	how	to	weigh	the	risks	against	the	benefits.	On	one
hand,	stomach	flu	is	yucky;	on	the	other	hand,	playing	with	other	kids
is	both	fun	and	important	for	development.	So	we	weigh	them	out,
probably	deciding	it’s	fine	for	our	children	to	play	with	other	kids,	but
maybe	not	when	those	kids	are	actively	sick.

It	is	much	harder	to	think	about	risks	when	there	is	a	possibility	of
a	catastrophic	outcome—serious	illness	or	death.

The	first	step	is	to	put	sleep	risks	in	the	context	of	the	risks	that	we
are	implicitly	accepting	every	day.	We	put	our	children	in	the	car,
which	is	not	perfectly	safe.	This	isn’t	a	danger	we	think	about	much,
but	it	is	there.	On	the	scale	of	the	underlying	levels	of	risk	we	are
implicitly	accepting,	some	of	the	risks	we	talk	about	below—while	real
—are	small.

Second,	we	have	to	recognize	that	sleep	choices	have	real	quality-
of-life	impacts.	If	co-sleeping	is	the	only	way	you	can	get	any	sleep,
then	you	may	choose	to	do	it	to	preserve	your	mental	health,	ability	to
drive,	and	ability	to	function	overall—all	things	that	also	benefit	your
child.	And	these	crucial	choices	may	outweigh	a	very	tiny	risk,	even	a
tiny	risk	of	a	terrible	thing.	It’s	easy	to	dismiss	people	who	remind	you
to	take	care	of	yourself.	But	taking	care	of	yourself	is	actually	part	of
your	responsibility.

It	is	not	easy	to	even	think	about	parenting	choices	associated	with
risk,	let	alone	make	them.	In	at	least	some	cases	here,	the	risks	are
clear	and	not	vanishingly	small;	in	those	cases,	the	choice	is	easy.	In
others,	it	seems	clear	the	risks	are	really	not	there	at	all.	But	in	some	of
these	cases—co-sleeping,	in	particular—more	complex	considerations
come	into	play,	and	we’ll	need	to	confront	them.



When	I	was	writing	this	book,	I	talked	to	my	friend	Sophie,	who	co-
slept	with	her	youngest	child	for	many	months.	Sophie	is	a	highly
trained	doctor,	and	clearly	not	ignorant	of	the	risks	of	co-sleeping.	She
told	me	she	didn’t	make	this	decision	lightly,	and	she	didn’t	disagree
with	the	AAP’s	guidelines.	But	co-sleeping	was	the	only	way	her	baby
would	sleep,	so	she	took	all	the	steps	that	have	been	shown	to
minimize	the	associated	risks:	she	and	her	partner	didn’t	smoke	or
drink,	and	they	took	all	the	covers	and	blankets	off	of	the	bed.	Even
with	these	precautions,	she	accepted	the	possibility	of	a	small	risk.

Ultimately,	this	is	a	choice	parents	have	to	make,	and	it’s	best	to
make	it	with	full	information.	The	medical	recommendations	to	avoid
SIDS	have	four	components.	Infants	should	be	(1)	on	their	back,	(2)
alone	in	the	crib,	(3)	in	their	parents’	room,	and	(4)	with	nothing	soft
around.

RECOMMENDATION	1:	“ON	THEIR	BACK”

Until	the	early	1990s,	the	most	common	sleeping	position	for	infants—
in	the	US	and	elsewhere—was	on	their	stomach.	The	reason	for	this	is
likely	that	many	infants	sleep	better	this	way—they	don’t	wake	up	as
much.1	However,	as	early	as	the	1970s,	there	were	some	clues	that
stomach	sleeping	was	associated	with	a	higher	risk	of	SIDS.2	Studies
comparing	populations	with	different	sleeping	patterns	showed	worse
outcomes	for	the	group	that	slept	on	their	stomach.

These	early	studies	were	largely	ignored,	and	through	the	mid-
1980s,	most	pediatricians	recommended	that	infants	be	put	to	sleep	on
their	stomachs.	The	edition	of	Dr.	Spock’s	Baby	and	Child	Care	that
my	parents	used	says,	“I	think	it	is	preferable	to	accustom	babies	to
sleep	on	the	stomach	from	the	start.”3

This	changed	in	the	early	1990s	with	the	release	of	a	series	of
studies	showing	more	directly	that	stomach	sleeping	was	associated
with	a	dramatically	elevated	risk	of	SIDS.

Studying	this	problem	with	data	is	challenging.	SIDS	deaths	are
thankfully	rare,	so	some	of	the	more	standard	research	techniques	are
difficult	to	implement.	Even	a	very	large	randomized	trial	or
observational	study	is	not	likely	to	have	enough	observations	to	draw



statistically	meaningful	conclusions.4	Instead,	researchers	typically
look	at	SIDS	using	case-control	studies.

In	1990,	the	British	Medical	Journal	published	one	of	these
studies,	based	on	data	drawn	from	the	UK.5	The	researchers	focused	on
a	particular	area	(Avon)	and	identified	sixty-seven	infants	in	that	area
who	had	died	of	SIDS.	They	then	searched	for	two	control	infants	for
each	of	the	cases—those	of	similar	age,	or	similar	age	and	birth	weight
—and	surveyed	both	sets	of	parents.

Their	most	striking	findings	related	to	stomach	sleeping.	Nearly	all
the	infants	who	died	of	SIDS	were	sleeping	on	their	stomachs	(62	of
the	67	infants,	or	92	percent).	However,	among	the	surviving	infants,
only	56	percent	were	sleeping	on	their	stomachs.	Based	on	this
comparison,	the	authors	argued	that	babies	who	sleep	on	their
stomachs	are	eight	times	as	likely	to	die	of	SIDS.	This	paper	also	cited
overheating	as	a	risk	factor—the	babies	who	died	were	more	likely	to
be	wearing	heavy	clothing	to	bed,	sleeping	under	a	lot	of	bedding,	or
sleeping	in	a	hot	room.

Other	research	with	similar	approaches	shows	the	same	results.6

This	is	not	the	only	type	of	evidence	we	have.	There	is	a	biological
mechanism	for	the	link:	babies	tend	to	sleep	more	deeply	on	their
stomachs,	and	SIDS	risk	is	increased	with	deeper	sleep.	In	addition,	we
have	evidence	from	the	Netherlands	based	on	variation	in	sleep
position	over	time.

In	the	1970s,	a	Dutch	campaign	encouraged	parents	to	put	their
children	to	sleep	on	their	stomachs.	In	1988,	the	recommendation
changed,	and	parents	were	told	to	put	children	to	sleep	on	their	backs.
With	these	changes	in	sleep	position	came	changes	in	incidences	of
SIDS.	SIDS	rates	rose	after	the	stomach-sleep	recommendation,	and
fell	after	parents	were	told	to	put	their	children	to	sleep	on	their
backs.7	Alone,	this	type	of	variation	over	time	wouldn’t	prove	a	causal
relationship	between	SIDS	and	sleep	position.	But	combined	with	the
other	evidence,	it	begins	to	paint	a	causal	picture.

By	the	early	1990s,	it	seemed	clear	that	stomach	sleeping	was	risky.
A	review	article	in	the	Journal	of	the	American	Medical	Association	at
this	time	discussed	all	the	evidence,	and	concluded	that	despite	having
no	randomized	trial,	the	data	warranted	a	serious	effort	to	prevent
parents	from	putting	their	babies	in	this	position	to	sleep.8



This	effort	came	in	the	form	of	the	aforementioned	“Back	to	Sleep”
campaign,	which	began	in	the	US	in	1992,	and	was	remarkably
successful.	In	surveys	done	in	1992,	researchers	found	that	around	70
percent	of	babies	were	put	to	sleep	on	their	stomach.9	By	1996,	this
figure	was	only	20	percent.	This	large	change	in	sleeping	position	was
also	accompanied	by	a	decrease	in	the	SIDS	rate,	further	suggesting
that	sleep	position	plays	a	role	in	SIDS.

The	“Back	to	Sleep”	campaign	emphasizes	the	importance	of
putting	an	infant	on	their	back,	not	on	either	their	side	or	their
stomach.	The	evidence,	however,	largely	points	to	stomach	sleeping	as
high	risk,	rather	than	side	sleeping.	The	concern	about	side	sleeping	is
mainly	that	infants	can	inadvertently	roll	onto	their	stomach.	The	back
sleeping	recommendations	are,	therefore,	really	designed	to	avoid	the
risk	of	stomach	sleeping	as	fully	as	possible.

One	note:	If	your	infant	does	roll	over,	there	is	no	need	to	go	rolling
them	back.	Once	they	can	do	this	on	their	own,	the	highest	risk	of	SIDS
has	also	passed,	probably	because	the	baby	now	has	enough	head
strength	to	move	their	head	to	breathe	more	easily.

Side	Effects:	Deformational	Plagiocephaly

There	is	one	substantial	side	effect	to	back	sleeping:	deformational
plagiocephaly,	or,	colloquially,	flat	head.	Infants	who	sleep	on	their
back	are	at	higher	risk	for	head	flattening.	The	frequency	of	this	issue
has	been	rising	over	time	since	the	implementation	of	“Back	to
Sleep.”10

Deformational	plagiocephaly	is	more	likely	to	occur	if	the	infant
always	has	their	head	turned	to	one	particular	side	when	they	sleep.
And	at	least	some	literature	suggests	it	is	exacerbated	by	having	some
degree	of	head	flattening	at	birth.11	It	is	also	more	common	in	twins
and	premature	babies.	It	doesn’t	have	any	effect	on	brain	growth	or
function,	so	this	is	purely	an	aesthetic	concern.	Making	sure	your	baby
has	tummy	time	during	the	day	or,	generally,	does	not	spend	all	day
lying	on	their	back	can	help	avoid	this	condition.

Flat	head	is	at	least	somewhat	fixable.	The	standard	treatment	is	a
helmet,	which	is	worn	for	most	of	the	day	and	night,	but	there	is	some
debate	over	whether	the	helmet	actually	fixes	the	problem	more



successfully	than	doing	nothing.	If	you	face	this	issue,	discuss	your
treatment	options	with	your	pediatrician.12

RECOMMENDATION	2:	“ALONE	IN	THE	CRIB”

The	second	piece	of	advice	from	the	AAP	is	to	have	your	infant	alone	in
their	crib.	In	other	words,	no	co-sleeping.

This	recommendation	is	extremely	controversial	among	parents.

Some	people	strongly	support	co-sleeping.	A	common	argument
from	this	group	is	that	this	is	how	infants	have	slept	for	millennia.	This
is	true:	there	was	no	crib	in	the	cave,	and	even	now	it	is	common	for
infants	and	children	in	many	cultures	to	sleep	in	bed	with	their	parents
for	many	years.	This	is,	however,	not	a	reliable	argument	for	safety.
There	are	plenty	of	ways	we	have	changed	infant	practices	to	improve
survival.

A	common	argument	in	the	other	direction	is	that	there	have	been
infant	deaths	from	suffocation	under	a	sleeping	parent.	This	is	also
true.	But	the	fact	that	this	is	a	possibility	doesn’t	mean	the	risk	is	large,
and	the	risk	may	be	mitigated	by	how	you	co-sleep.

The	real	question,	then,	is	whether	the	risk	of	SIDS	is	significantly
higher	when	co-sleeping,	and	if	so,	how	large	the	increase	is.	Evidence
on	this	comes,	again,	from	case-control	studies	similar	to	those	used	to
study	the	role	of	sleep	position.	In	this	case,	researchers	collect
information	about	a	set	of	infant	deaths,	focusing	on	the	usual	sleep
location	of	the	infant,	where	they	were	sleeping	when	they	died,	and
whether	they	were	breastfed	or	bottle-fed,	as	well	as	on	characteristics
of	the	parents,	including	their	typical	alcohol	consumption	and
smoking	habits.	The	researchers	then	find	a	set	of	controls—infants
similar	in	terms	of	age	and	other	characteristics,	but	who	survived.
They	ask	the	parents	the	same	questions	and	compare	their	answers.

Many	of	the	individual	studies	of	this	are	small,	so	it	is	helpful	to
have	“meta-analyses,”	which	combine	data	from	many	similar	studies.
One	excellent	example	was	published	in	the	British	Medical	Journal	in
2013.13	This	paper	combines	data	from	studies	run	in	Scotland,	New
Zealand,	Germany,	and	elsewhere	(although	notably	not	the	US).	What



is	helpful	about	this	analysis	is	that	the	authors	explicitly	tried	to
estimate	the	excess	risk	in	groups	with	varying	behaviors.	They	focused
on	whether	the	parents	smoked	or	used	alcohol	(more	than	two	drinks
a	day),	and	whether	the	infant	was	breastfed.

The	following	graph—based	on	results	from	their	paper—shows
differences	in	death	rates	for	infants	who	do	and	do	not	bed	share.	The
absolute	risks	here	are	constructed	based	on	a	normal-weight,
nonpremature	infant.	The	various	bars	show	different	combinations	of
risk	factors.

The	first	thing	this	graph	makes	clear	is	that	both	overall	SIDS	rates
and	the	increased	risks	from	co-sleeping	are	much	larger	in	the
presence	of	other	risk	factors—parental	smoking	and	drinking,	in
particular.	In	the	most	extreme	example,	the	predicted	mortality	for	a
bottle-fed	infant	with	parents	who	both	smoke	and	where	the	mother
drinks	more	than	two	drinks	a	day	is	27	deaths	per	1,000	births,	fully
16	times	higher	than	the	comparable	infant	who	doesn’t	share	the
parents’	bed.

The	observation	that	smoking,	in	particular,	increases	the	risks
associated	with	bed	sharing	is	widely	shared	in	other	literature.14	The
mechanisms	for	links	between	SIDS	and	smoking	are	not	fully
understood	but	seem	to	relate	to	the	role	of	chemicals	in	secondhand



smoke	and	their	interference	with	infant	breathing.	This	problem
becomes	more	acute	if	the	baby	is	closer	to	the	smoker	(even	if	the
parent	is	not	actively	smoking).15

This	graph	also	speaks	to	perhaps	the	more	central	question	for
many	families,	which	is,	are	there	still	risks	to	co-sleeping	if	you	do	it
as	safely	as	possible—that	is,	if	neither	parent	smokes	or	drinks	a	lot,
and	if	the	baby	is	breastfed?

The	data	here	says	yes.	The	risk	of	death	for	infants	who	do	not	bed
share	in	the	lowest	risk	group	is	0.08	SIDS	deaths	per	1,000	births.
For	those	who	bed	share,	it	is	0.22	deaths	per	1,000	births.	Again,	we
want	to	put	these	risks	into	a	broader	context.	In	the	US,	the	overall
infant	mortality	rate	is	around	5	deaths	per	1,000	births.	This
therefore	represents	a	very	small	increase	relative	to	the	overall
mortality	rate.	A	perhaps	more	useful	way	to	say	this	is	that	among
families	with	no	other	risk	factors,	roughly	7,100	of	them	would	have
to	avoid	co-sleeping	to	prevent	one	death.

The	finding	that	co-sleeping	carries	a	small	risk	even	if	done	as
safely	as	possible	is	largely	consistent	across	studies,	and	although	the
exact	size	of	the	increased	risk	varies	from	report	to	report,	they	are	in
a	similar	range.16	These	risks	are	concentrated	early	in	life.	Notably,
there	does	not	seem	to	be	any	elevated	risk	from	co-sleeping	after	three
months	if	both	parents	are	not	drinking	or	smoking.

Putting	these	risk	analyses	together,	a	main	takeaway	here	is	that	if
you	are	going	to	co-sleep,	you	should	definitely	not	drink	a	lot	or
smoke,	and	neither	should	your	partner.	Limiting	these	behaviors	will
let	you	co-sleep	in	the	safest	way	possible,	although	it	will	not
completely	eliminate	the	risks.	On	the	other	side,	though,	there	may	be
some	benefits.

The	main	benefit—the	one	I	see	cited	by	moms	most	often—is	that
bed	sharing	is	convenient,	and	if	you	try	to	move	an	infant	who	has
fallen	asleep,	they	tend	to	wake	up.	This	is	certainly	true,	at	least	for
some	babies,	and	probably	something	you	can	evaluate	yourself.	If	the
baby	wakes	up	less,	parents	may	also	sleep	more.

Indeed,	for	my	friend	Sophie—and	other	friends,	many	of	them
doctors,	who	told	me	they	co-slept—more	sleep	was	the	main	reason	to
do	it.	For	Sophie,	whose	family	comprised	two	working	parents	and
two	other	children,	it	didn’t	seem	feasible	for	her	to	be	up	all	night



going	back	and	forth	to	a	crib.	Never	mind	that	her	son	also	slept	much
better	in	her	bed	than	out	of	it.	It	came	down	to	co-sleep	or	no	sleep,
and	Sophie	and	her	husband	ultimately	decided	that	having	the	baby
in	their	bed	was	the	best	thing	for	their	whole	family.

A	second	possible	benefit,	one	that	we	can	evaluate	with	data,	is	the
possibility	of	improved	success	with	breastfeeding.	Certainly,	there	is	a
correlation:	moms	who	bed	share	are	also	more	likely	to	be
breastfeeding	and	to	persist	until	the	child	is	older.17	But	this	doesn’t
necessarily	point	to	causality.	We	know	from	data	that	women	who
have	a	strong	desire	to	breastfeed	before	they	give	birth	are	more	likely
to	bed	share.18	It	could	be	that	the	desire	to	breastfeed	prompts	bed
sharing,	not	the	other	way	around.	And	indeed,	the	one	randomized
trial	that	evaluated	the	relationship	between	breastfeeding	and	having
an	infant	in	an	attached	cot	rather	than	a	separate	bed	fails	to	find	any
link	between	bed	sharing	and	breastfeeding.19

This	doesn’t	mean	there	are	no	benefits	for	your	family	to	bed
sharing,	just	that	it	probably	isn’t	a	panacea	to	improve	your
breastfeeding	success.

RECOMMENDATION	3:	“IN	THE	PARENTS’
ROOM”

In	the	spate	of	recommendations,	bed	sharing	is	forbidden,	but	room
sharing	is	encouraged.	The	American	Academy	of	Pediatrics
recommends	that	infants	be	in	their	parents’	room	through	at	least	the
first	six	months,	and	ideally	the	first	year,	of	life	as	a	guard	against
SIDS.	The	theory	is	that	parents	can	be	more	attentive	to	the	baby	if
they	are	in	the	same	room.

The	evidence	on	room	sharing	and	SIDS	is	substantially	less
complete	than	the	evidence	on	bed	sharing.	The	studies	have	the	same
basic	structure,	but	they	are	smaller	and	there	are	fewer	of	them.	Less
attention	is	paid	to	other	factors	that	might	influence	the	relationship.
For	example,	what	if	you	have	a	video	monitor	in	the	baby’s	room?	Is
that	enough?	You	will	not	find	evidence	for	that	here.

With	that	caveat,	we	can	review	the	studies	we	do	have.



To	take	one	concrete	example,	consider	a	study	published	in	the
British	Medical	Journal	in	1999.	The	authors,	using	a	sample	of	about
320	infant	deaths	and	1,300	control	infants,	argue	that	sleeping	in	a
room	alone	is	associated	with	a	higher	risk	of	death.20	However,	the
results	in	the	paper	are	inconsistent.	For	example,	it	matters	a	lot
whether	they	analyze	the	usual	sleeping	location	or	the	most	recent
sleeping	location;	there	seems	to	be	no	risk	when	they	analyze	usual
sleeping	location,	but	a	higher	risk	when	they	analyze	the	most	recent
one.	It’s	not	clear	why	this	would	be,	and	leads	to	concerns	that
something	else	unusual	happened	on	the	last	night	of	life.

In	forming	their	recommendations	on	room	sharing,	the	AAP	cited
this	study	and	three	others.21	These	show	similarly	small	increases	in
SIDS	rates	for	babies	who	sleep	in	their	own	room,	but	the	results	are
not	overwhelming.	They	all	tend	to	be	very	sensitive	to	which	variables
researchers	adjust	for,	and,	important,	most	of	these	studies	were	not
actually	designed	to	look	at	room	sharing.	Although	these	studies	are
too	small	to	really	analyze	mitigating	factors,	the	benefits	of	room
sharing	seem	to	be	larger	if	the	infant	also	sleeps	on	their	stomach22

and	depend	on	whether	parents	also	sometimes	bed	share.23

While	I	think	one	can	debate	the	merits	of	room	sharing	at	all,
given	the	data,	in	my	view,	the	AAP’s	recommendation	that	room
sharing	extend	through	the	baby’s	first	year	is	problematic.

Why	do	I	say	this?

The	vast	majority—up	to	90	percent—of	SIDS	deaths	occur	in	the
first	four	months	of	life,	so	sleeping	choices	after	four	months	are	very
unlikely	to	matter	for	SIDS.	This	also	shows	up	in	the	data.	The	choice
of	sharing	a	room,	or	even	sharing	a	bed,	does	not	seem	to	affect	SIDS
risk	after	three	or	four	months,	at	least	for	parents	who	are
nonsmokers.24

This	means	there	is	seemingly	no	benefit	to	extending	room	sharing
for	so	long.	There	is,	however,	a	real	cost:	child	sleep.	In	a	2017	study,
researchers	evaluated	whether	a	child’s	sleeping	in	a	room	with	a
parent	made	for	worse	sleep.	They	found	that	it	did.	At	four	months
old,	total	sleep	time	was	similar	for	babies	sleeping	in	a	parents’	room
and	those	sleeping	in	their	own	room,	but	sleep	was	more	consolidated
(i.e.,	in	longer	stretches)	for	those	in	the	latter	group.	This	makes
sense:	their	own	room	will	be	quieter.



At	nine	months,	infants	who	slept	alone	slept	longer;	this	effect	was
largest	for	those	who	slept	alone	by	four	months,	but	also	appears	for
babies	who	moved	to	their	own	room	between	four	and	nine	months.
Most	notably,	these	differences	were	still	present	when	the	child	was
two	and	a	half	years	old:	children	who	slept	alone	by	nine	months	slept
forty-five	minutes	more	during	the	night	than	those	who	were	room
sharing	at	nine	months.	Sleep	is	crucial	for	child	brain	development;	it
is	not	just	a	selfish	parental	indulgence.	Of	course,	this	may	not	be
causal—maybe	parents	move	their	kids	to	their	own	room	when	they
start	sleeping	well—but	it	is	suggestive.

Related	to	this,	it	should	be	said	that	if	you	plan	to	sleep	train	your
child,	success	is	very	unlikely	while	the	child	is	sleeping	in	your	room.
And	finally,	most	people	sleep	better	without	a	child	in	the	room,	and
parents	being	well	rested	is	important,	too.

Pulling	all	this	together,	I	believe	the	AAP	recommendations	go	too
far.	If	you	want	to	share	a	room	with	your	child,	by	all	means	do.	And
perhaps—perhaps—the	data	warrants	a	mild	recommendation	in	favor
of	very	early	room	sharing.	But	to	tell	people	they	need	to	keep	their
child	in	their	room	for	a	year,	sacrificing	both	short-	and	long-term
sleep	success	with	no	clear	benefit	in	the	process,	may	not	be	a	good
policy.

The	Sofa

Across	virtually	all	studies	of	sleep	location,	the	one	thing	that
jumps	out	as	really,	really	risky	is	babies	sharing	a	sofa	with	an	adult.
Death	rates	as	a	result	of	this	behavior	are	twenty	to	sixty	times	higher
than	the	baseline	risk.	It	is	not	difficult	to	see	why:	an	exhausted	adult
falls	asleep	holding	an	infant	on	a	cushiony	sofa,	and	it	is	easy	for	the
infant	to	be	smothered	by	a	pillow.	The	unfortunate	thing	is	that	in	at
least	some	of	these	sofa	deaths,	the	parent	involved	is	trying	to	avoid
the	risks	associated	with	bed	sharing.	They	hope	that	if	they	sit	up,
they	will	stay	awake,	and	then	they	fall	asleep	by	accident.	Even	with
the	small	risks	of	bed	sharing,	you’d	be	much	better	off	sharing	a	bed
than	accidentally	co-sleeping	on	a	sofa.



RECOMMENDATION	4:	“NO	SOFT	STUFF”

The	final	AAP	guideline	for	sleep	is	that	(aside	from	the	baby)	your
child’s	crib	should	be	empty,	with	no	toys,	no	bumpers,	no	blankets	or
pillows.	Nothing.

This	is	probably	the	easiest	recommendation	to	follow.	Other	than
adorableness,	there	is	no	reason	to	have	toys	or	pillows	in	the	baby’s
crib	(bumpers	may	be	a	different	story).	There	are	also	some
advantages	to	this	if	you	ever	travel	with	your	child.	No	parent	wants
to	be	carting	along	Lamby	and	Special	Bear	and	Stinky	Dino	and
Captain	Poodlepants	when	they	travel	to	Grandma’s	house.	If	you	can
limit	the	number	of	things	your	child	absolutely	needs	to	fall	asleep,
your	luggage	will	thank	you.

In	terms	of	risks,	there	are	two	central	parts	of	the	no-stuff-in-the-
crib	recommendation.	One	is	that	infants	should	not	have	blankets.
This	conclusion	is	based	on	the	results	of	a	number	of	the	studies
discussed	previously.	Infants	who	die	of	SIDS	are	more	likely	to	be
found	with	blankets	over	their	heads	than	control	infants.	The	infant-
clothing	industry	has	come	up	with	a	solution	to	this,	which	is	the
“wearable	blanket”—basically,	a	zipped-up	bag	you	put	your	child	in.
Since	there	is	no	real	reason	to	have	another	kind	of	blanket,	this
recommendation	seems	like	a	reasonable	one	to	follow.

The	second	part	of	the	recommendation	regards	crib	bumpers,
which	are	forbidden	by	the	AAP.	In	fact,	some	cities	(Chicago,	for
example)	have	disallowed	the	sale	of	bumpers.	The	concern	is	that
these	can	cause	suffocation.

This	recommendation	is	slightly	more	complicated	since,	in	fact,
there	is	a	purpose	for	bumpers	in	the	first	place:	without	them,	your
child	can	get	their	arms	and	legs	stuck	between	the	crib	rails.	This	is
unlikely	to	be	life-threatening,	but	can	certainly	hurt	the	baby.

It	is	useful	to	think	about	the	magnitude	of	the	bumper	risk.	A	2016
paper	in	the	Journal	of	Pediatrics	counted	all	the	US	deaths	attributed
to	bumpers	between	1985	and	2012.25	They	found	forty-eight.	To	put
this	in	context,	during	this	period	there	were	about	108	million
children	born	in	the	US	and	somewhere	in	the	range	of	650,000	total
infant	deaths.	Eliminating	bumpers	in	this	period	would	therefore	be
expected	to	lower	the	risk	of	death	by	about	0.007	percent,	preventing



1	in	13,500	deaths.	By	contrast,	estimates	suggest	the	“Back	to	Sleep”
campaign	reduced	death	risk	by	about	8	percent—preventing	about	1
in	13	deaths.	In	other	words,	eliminating	bumpers	would	have,	at	most,
a	very,	very	small	effect	on	risk.

Does	this	mean	you	should	have	bumpers?	No,	not	necessarily.
Among	other	things,	older	children	can	use	the	bumpers	to	escape	the
crib	and	fall	out,	which	can	be	dangerous	on	its	own.	This	is	just	to	say
that	the	overall	risk	associated	with	them	is	small.

MAKING	CHOICES

Armed	with	the	data,	we	are	now	back	to	where	we	started	in	this
chapter:	thinking	about	risks,	including	the	risks	of	terrible	outcomes
that	we	are	afraid	to	contemplate.	And	yet	we	do	need	to	think	about
them,	and	to	think	about	them	in	the	context	of	the	size	of	the	effects,
and	of	what	works	for	our	individual	families.

Looking	back	at	the	results	above,	it	seems	clear,	first,	that	having
your	child	sleep	on	their	back	and	avoiding	blankets	and	pillows	and
other	soft	items	in	the	crib	are	good	ideas.	Avoiding	sofa	sleeping	is
also	strongly	recommended.	These	recommendations	have	the	most
compelling	evidence,	and	are	also	the	easiest	to	implement.

It	also	seems	clear	that	smoking	raises	the	risk	of	SIDS,	especially	if
you	choose	to	bed	share.

Finally,	looking	at	the	data,	we	have	to	conclude	that	in	terms	of
SIDS	risk,	choices	about	sleep	location—in	your	bed,	in	your	room—
matter	much	more	in	the	first	four	months	of	your	baby’s	life.

This	leaves	us	with	a	set	of	choices	in	the	first	few	months	of	life—
whether	to	share	the	bed,	share	the	room	but	not	the	bed,	or	share
neither.	And	since	the	data	suggests	that	there	is	some	risk	to	sharing
the	bed,	and	possibly	also	to	having	your	child	sleep	in	their	own	room,
we	may	conclude	the	absolute	safest	thing	is	to	have	your	child	sleep	in
your	room	in	their	own	bed	for	these	first	few	months.

Yet	this	setup	may	not	work	for	your	family.	Let’s	imagine	that	your
preference	is	to	share	your	bed	with	your	infant—maybe	you	think	it
will	be	easier	to	breastfeed,	or	you	simply	want	to	have	the	baby	close.



If	this	is	the	case,	there	is	a	strong	temptation	to	dismiss	the
evidence	on	risk.	It	is	easy	to	find	parenting	sources	that	point	to	one
study	that	doesn’t	show	significant	impacts	of	bed	sharing	and	say	it
proves	there	is	no	risk.	This	is	not	a	rational	way	to	make	this	decision.
If	you	want	to	do	this	right,	you	need	to	confront	the	idea	of	risk,	think
about	how	to	make	it	smaller	(if	you	can),	and	then	think	about
whether	the	(minimized)	risk	is	one	you	are	willing	to	take.

If	you	are	going	to	bed	share,	start	by	making	sure	you	are	not
smoking	or	drinking	and	that	your	bed	is	not	full	of	covers	and	pillows.
And	think	about	your	infant:	if	your	baby	was	premature	or	had	low
birth	weight,	the	baseline	risk	of	SIDS	is	higher,	and	the	absolute
increase	in	risk	from	bed	sharing	will	be	higher	also.

And	then,	finally,	you	want	to	really	try	to	think	about	the	numbers.

If	we	look	at	the	main	graph	on	this	page,	and	imagine	that	you
have	a	full-term	infant	and	are	a	breastfeeding	mom	who	does	not
smoke	or	drink	(and	your	partner	doesn’t,	either),	the	evidence
suggests	that	bed	sharing	increases	the	risk	of	death	by	0.14	per	1,000
births.	The	death	rate	from	car	accidents	in	the	first	year	of	life	is
around	0.2	per	1,000	live	births.	The	bed-sharing	risk	is	therefore	a
real	one,	but	it	is	smaller	than	some	of	the	risks	you	are	likely	taking
regularly.

With	my	own	children,	bed	sharing	wasn’t	appealing,	but	neither
was	room	sharing.	My	daughter	was	in	her	own	room	immediately,
and	my	son	after	a	couple	of	weeks.	We	did	everything	we	could	to
limit	the	risks	to	this—the	crib	was	bare,	we	had	a	video	monitor—but,
knowing	that	sharing	a	room	with	an	infant	was	not	going	to	work	for
our	family,	we	accepted	the	possibility	of	some	increased	risk.

This	is	not	the	choice	everyone	will	make,	but	the	bottom	line	is
that	it	is	a	choice.	If	you	do	want	to	bed	share,	or	don’t	want	to	room
share,	you	can	make	this	decision	by	thinking	that	the	benefits	for	your
whole	family	outweigh	the	risks,	even	if	you	accept	there	are	some
risks.

The	Bottom	Line



There	is	good	evidence	that	infants	who	sleep	on	their
back	are	at	lower	risk	for	SIDS.

There	is	moderate	evidence	that	bed	sharing	is	risky.

These	risks	are	much	higher	if	you	or	your
partner	smokes	or	drinks	alcohol.

There	is	some	less-good	evidence	that	room	sharing
is	beneficial.

The	benefits	to	room	sharing	die	out	in	the	first
few	months.

Infant	and	child	sleep	may	be	better	if	your	child
sleeps	alone	after	the	first	few	months.

In	the	crib:

Wearable	blanket:	check!

Bumpers:	very	small	risk,	although	small	benefits
as	well.

Sleeping	on	a	sofa	with	an	infant	is	extremely
dangerous.
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Organize	Your	Baby
hen	you’re	pregnant,	especially	for	the	first	time,	people	have
a	lot	of	advice	for	you.	One	thing	I	recall	vividly	is	another
economist	earnestly	explaining	to	me	that	it	is	very	important

to	get	your	child	on	a	schedule	immediately	upon	arriving	home	from
the	hospital.	You	should	decide	when	they	will	eat	and	sleep,	and
impose	that.	Babies	love	it!	(So	he	said.)

My	fellow	economist	was	not	alone	in	this	belief.	A	whole	army	of
books	and	philosophies—Babywise	being	perhaps	the	most	well-known
—suggest	getting	your	baby	on	a	schedule	right	away.	These
recommend	that,	even	very	early	on,	when	it	really	is	very	hard	to
predict	when	your	baby	will	sleep,	you	attempt	to	impose	structure,	the
idea	being	that	the	baby	will	adapt	to	and	adopt	the	structure.	This	can
be	quite	appealing	to	the	new	parent	struggling	to	figure	out	how	to
understand	their	baby.	Not	to	mention	the	promise	that	such	a
schedule	would	let	parents	better	predict	when	they	themselves	can
sleep.

We	didn’t	listen	to	our	fellow	economist,	and	with	Penelope,	there
was	no	schedule.	When	I	was	first	pregnant	with	Finn,	Jesse	sent	me
the	following	transcript	of	a	Messenger	exchange	from	when	Penelope
was	four	weeks	old.

oster.emily(23:41:00	(UTC)):	do	you	want	to	do	something?
oster.emily(23:41:02	(UTC)):	I	dont	know	what
oster.emily(23:41:06	(UTC)):	also,	maybe	we	should	have	dinner	sometime?
oster.emily(23:42:08	(UTC)):	hello?

Note	that	these	messages	were	sent	at	midnight.	Not	only	was
Penelope	not	on	a	schedule,	but	neither,	it	seems,	were	we.



Eventually,	of	course,	she	did	end	up	on	a	schedule,	one	that	looked
very	much	like	all	the	other	kids’:	sleep	at	night,	three	naps	during	the
day	at	first,	then	two,	then	one,	then	finally	none.	But	each	of	these
transitions	was	a	struggle—to	implement,	yes,	but	even	just	to	figure
out	the	timing	of.	How	do	you	know	when	your	child	is	ready	to	drop
one	of	the	naps?	At	some	point	when	we	were	dropping	the	morning
nap,	our	nanny	went	into	the	other	room	during	lunch,	and	returned
three	minutes	later	to	find	Penelope	asleep	in	her	food.

And	this	isn’t	just	about	convenience	or	planning	your	day.	Sleep	is
important!	It’s	important	for	baby	development,	and	for	parents.	Your
child	will	be	in	a	better	mood	if	they	get	the	right	amount	of	sleep.	For
a	toddler,	napping	too	much	may	make	it	harder	to	get	to	sleep	at
night.	This	means	no	sleep	for	parents.	If	they	nap	too	little,	they	may
be	too	overtired	to	get	to	sleep	at	night.	This	also	means	no	sleep	for
parents.

How	much	sleep	is	enough,	and	when	should	it	happen?	It	seems
like	a	simple	question,	but	answers	differ	widely.	Take,	for	example,
the	two	category-killer	sleep	books:	Ferber	(Solve	Your	Child’s	Sleep
Problems)	and	Weissbluth	(Healthy	Sleep	Habits,	Happy	Child).	Both
provide	some	guidance	on	the	amount	you	should	expect	your	child	to
sleep.

The	trouble	is,	they	do	not	agree.

Ferber,	for	instance,	says	that	at	six	months,	a	baby	should	sleep	a
total	of	about	13	hours:	9.25	hours	at	night,	and	two	1-	to	2-hour	naps.
Weissbluth	suggests	this	same	six-month-old	should	sleep	a	total	of
about	14	hours,	but	with	more	of	those	hours	falling	at	night:	12	hours
at	night,	and	two	1-hour	naps.	This	is	a	3-hour	difference	in	the
suggested	nighttime	sleep.

Weissbluth	goes	further,	suggesting	that	if	your	child	does	not	sleep
much—for	example,	if	they	sleep	only	nine	hours	at	night—this	is	a
serious	problem.	And	I	quote:	“Children	who	slept	less	not	only	tended
to	be	more	socially	demanding,	bratty,	and	fussy	but	they	also	behaved
somewhat	like	hyperactive	children.	Later,	I	will	explain	how	these
fatigued,	fussy	brats	are	also	more	likely	to	become	fat	kids.”1	So,	no
pressure!

But	note	that	nine	hours	of	sleep	at	night	is	what	Ferber
recommends.	So	is	this	optimal	sleep,	or	the	path	to	obesity?



In	addition,	the	age	ranges	for	the	various	important	transitions	are
wide	and	can	be	vague.	The	books	generally	note	that	around	six
weeks,	infants	start	to	sleep	longer	at	night;	at	three	to	four	months,
naps	start	to	consolidate;	at	around	nine	months,	the	third	nap
disappears;	at	a	year	to	twenty-one	months,	the	second	nap
disappears;	and	at	three	to	four	years,	the	final	nap	disappears.	On
these	latter	two	transitions	in	particular,	these	ranges	are	wide.	A	year
to	twenty-one	months	is	a	long	time!

Roughly	speaking,	these	claims	are	based	on	averages	across	the
population.	To	see	this,	consider	a	meta-analysis	of	studies	of	sleep
duration.2	The	two	graphs	that	follow	show,	based	on	this	analysis,	the
expected	length	of	the	longest	sleep	period	(which	is	almost	always	at
night)	and	the	number	of	naps,	both	graphed	against	age.

You	can	see	general	patterns	emerging	here.	Around	two	months,
there	is	a	big	jump	up	in	the	average	longest	sleep	period—this	is	the
consolidation	of	nighttime	sleep.	This	then	increases	more	slowly	as
the	child	ages.

The	nap	graph	contains	even	more	information.	Nine	to	ten	months
is	the	point	at	which	the	average	number	of	naps	is	two;	at	eighteen	to
twenty-three	months,	it	moves	all	the	way	to	one.



This	paper	also	summarizes	total	sleep	duration;	newborns	sleep	an
average	of	sixteen	hours	a	day,	which	falls	to	thirteen	or	fourteen	hours
around	one	year.

This	gives	you	a	sense	of	what	to	expect	if	your	child	is	the	average
child.	Of	course,	your	child	is	probably	not	exactly	average,	and	these
graphs	fail	to	summarize	variation	across	children.

One	of	the	biggest	innovations	in	data	collection	over	the	past	few
years	is	the	ability	to	collect	data	through	apps.	The	era	of	smartphone
parenting	has	put	data	collection	into	overdrive	for	many	of	us,	and
sleep	data	is	no	exception.	It	is	not	surprising,	therefore,	to	find
researchers	mining	this	data	trove.	One	of	the	advantages	of	having	so
much	data	is	that	you	can	look	at	variations	across	people.

In	2016,	five	authors	published	a	paper	in	the	Journal	of	Sleep
Research	that	used	data	from	a	Johnson	&	Johnson–sponsored	app
that	allows	parents	to	record	infant	sleep	patterns.3	They	focused	on
the	set	of	people	who	seemed	to	record	reliably,	and	were	able	to
isolate	data	from	841	children	over	a	period	of	156,989	sleep	sessions.
(This	means	the	average	parent	in	the	study	using	the	app	is	recording
almost	two	hundred	sleep	sessions.	That	is	devotion	to	data.)	The
granularity	of	the	data	allows	for	interesting	analyses	and,	most
important,	for	us	to	see	how	sleep	varies	across	kids.



It	varies	a	lot.

Take,	as	an	example,	the	question	of	nighttime	sleep	length.	In	this
data,	the	average	six-month-old	baby	sleeps	ten	hours	a	night.	Great—
that’s	about	what	we	saw	in	the	studies	I	mentioned	earlier.	What
about	the	baby	at	the	25th	percentile	(this	would	be	a	baby	who	didn’t
sleep	much)?	Nine	hours.	What	about	the	75th	percentile?	Eleven
hours.

Now,	what	about	the	whole	range	of	the	data	for	six-month-olds?	It
turns	out,	in	the	data	they	see	babies	who	sleep	as	few	as	six	hours	at
night,	and	babies	who	sleep	as	many	as	fifteen	hours.

This	makes	things	a	bit	clearer:	at	least	part	of	the	reason	the	books
are	vague	is	that	there	is	not	really	one	answer	to	the	question	of	how
much	children	sleep	at	night.

Data	on	daytime	sleep	shows	a	similar	amount	of	variation.	The
longest	sleep	session	during	the	day	on	average	increases	from	an	hour
to	about	two	hours	over	the	first	two	years	of	life,	but	there	is	a	huge
range	in	this,	with	some	children	napping	not	at	all	at	most	ages,	and
some	for	up	to	three	hours	at	a	stretch.

And	similarly,	the	timing	of	the	move	from	two	naps	to	one	also
shows	a	lot	of	variation.	Around	eleven	months,	most	children	have
two	distinct	naps,	and	by	nineteen	to	twenty	months	most	have	one,
but	there	is	a	long	period	of	transition	in	the	data,	showing	that	the	age
at	which	children	switch	to	a	single	nap	varies	quite	widely.

In	conclusion,	many	aspects	of	scheduling	will	be	kid	specific,	and
attempts	to	organize	your	baby	are	likely	to	meet	with	some	of	these
variations.	But	not	everything	varies.	In	particular,	one	thing	that
doesn’t	show	as	much	variation	is	wake-up	times.	Even	at	around	five
or	six	months,	the	majority	of	children	wake	between	six	and	eight
a.m.	By	the	time	they	get	to	age	two,	the	range	is	smaller—six	thirty	to
seven	thirty	a.m.

Putting	together	the	variation	in	total	nighttime	sleep	and	the	lack
of	variation	in	wake-up	time,	you	can	naturally	conclude	that	bedtimes
vary	a	lot.	They	do.	If	you	think	your	child	needs	a	lot	of	sleep,	you
probably	have	to	put	them	to	bed	earlier,	since	you	cannot	really	get
them	to	wake	up	later.	If	you	try	to	schedule	your	child	to	go	to	bed	late
and	sleep	late	into	the	morning,	you	will	probably	not	succeed.



Some	things	about	a	second	child	are	harder,	the	main	one	being
the	presence	of	the	first	child.	But	some	things	are	easier,	and	at	least
in	my	experience,	schedule	is	one	of	them.	Before	you	have	any
children,	you’re	on	an	adult	schedule—wake	up	for	work,	eat	dinner
late,	maybe	stay	up	to	watch	some	TV.	Catch	up	on	sleep	on	the
weekends.	Sometimes,	maybe,	you	go	to	bed	earlier,	sometimes	later.

Once	you	have	even	one	child,	you’re	on	their	schedule.	Wake	up
between	six	thirty	and	seven	thirty	a.m.,	breakfast,	nap,	lunch,	nap,
dinner,	bedtime	around	seven	thirty	p.m.	(ideally).	When	the	second
child	arrives,	they	are	not	on	this	schedule	immediately,	of	course,	but
you	know	where	you	are	going.	The	Messenger	chat	Jesse	sent	was
intended	as	a	warning	about	where	we	were	headed,	but	we	didn’t	get
there	at	all.	Yes,	Finn	was	up	during	the	night,	but	I	was	in	bed	with
him—or,	rather,	with	him	in	the	cot	next	to	me—from	day	one.	We
stuck	to	the	schedule	we’d	used	with	Penelope,	and	he	actually	got
there	much	faster	than	she	did.

The	other	thing	you	realize	with	your	second	child	is	that	the
unscheduled	mess	of	the	first	year	does	end.	Your	baby	will,	eventually,
arrive	at	a	more	predictable	sleep	schedule.	Maybe	not	right	away,
maybe	not	exactly	the	one	you	envisioned,	but	they	will	get	there.	And
this	is	perhaps	the	most	reassuring	thing	of	all.

The	Bottom	Line

There	are	some	broad	guidelines	for	sleep	schedule.

Longer	nighttime	sleep	develops	around	two
months.

Move	to	three	regular	naps	around	four	months.

Move	to	two	regular	naps	around	nine	months.

Move	to	one	regular	nap	around	fifteen	to
eighteen	months.

Drop	napping	around	age	three.

There	is	tremendous	variability	across	children,
which	you	mostly	cannot	control.



The	most	consistent	schedule	feature	is	wake-up	time
between	six	and	eight	a.m.

Earlier	bedtime	=	longer	sleep.
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Vaccination:	Yes,	Please
n	the	1950s,	about	five	hundred	people—mostly	children—died	of
measles	each	year	in	the	US;	3	to	4	million	were	sickened.	In	2016,
zero	children	in	the	US	died	of	measles,	and	there	were	an

estimated	eighty-six	cases.1

There	is	a	very	simple	reason	for	this	decline:	the	development	of	a
measles	vaccine.

Vaccinations	are	among	the	most	significant	public	health	triumphs
of	the	past	hundred	years	(public	sanitation	is	another	good	one,
although	less	controversial).	Simply	put,	millions	of	lives	worldwide
have	been	saved	by	the	introduction	of	vaccines	for	diseases	like
whooping	cough,	measles,	smallpox,	and	polio.	A	tremendous	amount
of	discomfort	and	itching,	and	also	some	deaths,	have	been	prevented
by	the	chicken	pox	vaccine.	The	vaccine	for	hepatitis	B	has	reduced
liver	cancer.	Newer	vaccines	also	matter:	the	HPV	vaccine	has	the
potential	to	significantly	lower	rates	of	cervical	cancer.

Despite	this,	vaccinations	remain	one	of	the	most	central	focal
points	in	the	Mommy	Wars.	Some	parents	do	not	want	their	children
vaccinated,	fearing	injury,	autism,	or	some	other	unspecified
downside.	Some	parents	want	to	delay	vaccines,	feeling	that	risks	will
be	mitigated	by	spacing	out	vaccinations.

These	concerns—which	have	grown	over	time—have	visible	impacts
on	disease	outbreaks.	In	May	2017,	for	example,	there	was	a	measles
outbreak	in	Minnesota,	with	at	least	fifty	cases.	The	outbreak	was
concentrated	in	the	Somali	immigrant	community,	where
antivaccination	activists	had	made	efforts	to	convince	the	population
that	vaccines	were	linked	to	autism.	Many	families	did	not	plan	to



vaccinate,	or	were	waiting	until	their	children	were	older.	In	the
meantime,	their	children	got	measles.

A	surprising	aspect	of	vaccine	resistance	is	that	it	tends	to	be
stronger	in	areas	with	more	educated	parents.	For	most	health
outcomes—heart	disease,	obesity,	diabetes—more	educated	people
tend	to	be	healthier.	But	in	the	case	of	vaccines,	the	correlation	often
goes	the	other	way.	Areas	with	more	educated	parents	actually	have,
on	average,	lower	vaccination	rates.2	This	suggests	it	is	not	necessarily
lack	of	information	getting	in	the	way	of	choosing	vaccination.

The	scientific	consensus	on	vaccinations	is	extremely	clear:
vaccines	are	safe	and	effective.	This	conclusion	is	supported	by	a	very
wide	range	of	doctors	and	medical	organizations,	and	by	government
and	non-government	entities.	But	despite	this,	there	are	parents	who
choose	not	to	vaccinate,	and	many	of	them	are	well	educated	and	have
thought	about	the	decision.	It	is	worth,	therefore,	at	least	visiting	the
evidence.

BACKGROUND

There	have	always	been	people	who	distrusted	vaccines.	A	colleague	of
mine	at	Brown,	Prerna	Singh,	studies	resistance	to	vaccination—in	this
case,	for	smallpox—in	China	and	India	when	the	vaccine	was	first
introduced.	In	that	context,	the	concerns	were	focused	on	the	harm	the
vaccine	might	cause,	and	the	feeling	that	they	might	not	prevent	the
disease	anyway.

The	most	well-known	concerns	about	vaccines	at	the	moment	relate
to	a	possible	link	with	autism,	but	there	is	an	earlier	round	of	vaccine-
danger	concerns	dating	from	the	1970s.	During	this	period,	a	series	of
case	reports	suggested	that	the	pertussis	vaccine—which	prevents
whooping	cough	and	is	given	as	part	of	the	DTaP	vaccine—might	be
linked	to	infant	brain	injury.	It	was	subsequently	revealed	that	this	link
was	not	supported	in	the	data,	but	in	the	wake	of	the	initial	suggestion,
there	was	a	round	of	lawsuits	filed	against	vaccine	manufacturers.

The	threat	of	these	lawsuits	was	sufficient	to	almost	completely
shut	down	production	of	this	vaccine.	Vaccine	prices	rose	and
availability	tanked.	Lack	of	access	to	the	vaccine	presented	a	significant



public	health	risk.	In	1986,	in	response	to	this,	Congress	passed	the
National	Childhood	Vaccine	Injury	Act,	which	protected	companies
from	being	sued	over	mandated	vaccinations.	People	who	claim	to	be
injured	by	vaccines	can	appeal	to	the	federal	government	for
compensation,	but	they	cannot	seek	damages	from	the	vaccine
manufacturer.

A	somewhat	unfortunate	side	effect	of	this	(sensible)	policy	solution
is	that	it	seems	to	imply	that	vaccine	injuries	are	a	real	and	substantial
risk.	(It	might	have	been	better	to	name	the	policy	something	else.)	In
practice,	lawsuits	brought	by	people	reacting	to	flawed	research	were
the	motivation	for	the	passage	of	the	act,	not	any	actual	risks	posed	by
vaccines.	This	policy	is	still	in	effect,	and	it	unfortunately	gives	some
background	support	to	contemporary	claims	that	vaccines	are	risky.

The	latest	round	of	vaccine	resistance	was	tipped	off	by	a	former
doctor	(“former,”	since	he	subsequently	lost	his	license)	named
Andrew	Wakefield.3	In	1998,	Wakefield	published	a	paper	in	the
Lancet—a	highly	regarded	medical	journal—that	suggested	a	link
between	autism	and	vaccines.4	The	paper	is	a	summary	of	twelve	case
studies.	The	twelve	children	studied	all	had	autism,	and	the	paper
claimed	that	in	at	least	eight—and	possibly	more—of	the	twelve	cases,
the	symptoms	of	autism	began	more	or	less	immediately	after	the	child
received	the	measles,	mumps,	and	rubella	(MMR)	vaccine.

Wakefield	provided	a	hypothesized	mechanism	linking	the	two,
related	to	digestive	health.

First	point:	The	conclusion	of	this	paper	is	wrong.	Other	evidence,
better	evidence,	from	both	before	and	after	this	article	was	published
refutes	this	link.	I	review	some	of	this	in	the	following	pages.	Indeed,	a
vague	case	study	of	twelve	children	is	hardly	strong	evidence	in	the
first	place,	so	it’s	not	surprising	that	it	didn’t	hold	up.

But	it	turns	out	that	the	paper	was	also	fraudulent.	The	children
included	in	the	sample	were	not—as	Wakefield	stated—all	the	kids	who
could	have	been	included.	Wakefield	specifically	chose	children	who
supported	his	conclusion.	In	addition,	many	of	the	facts	of	the
particular	cases	were	falsified.	Details	were	changed	to	make	the	onset
of	autism	symptoms	seem	closer	in	time	to	the	vaccinations.	When,	in
reality,	the	onset	of	symptoms	was	six	months	or	more	after	the
vaccine,	the	reported	case	details	suggested	it	was	within	a	week	or
two.



Why	would	Wakefield	do	this?	It	turns	out	he	was	planning	a
lawsuit	against	vaccine	manufacturers,	and	this	would	be	part	of	the
evidence.	His	motivation	was	the	oldest	reason	in	the	book:	money.

In	2010	the	Lancet	retracted	the	article,	and	Wakefield	was
stripped	of	his	medical	license.	But	the	damage	was	done	and
Wakefield	has	never	admitted	the	article	was	fraudulent	or	apologized.
He	continues	to	travel	the	world,	hawking	his	discredited	theories.	The
Somali	immigrant	community	with	the	measles	outbreak?	They	had
had	two	visits	from	Wakefield	over	the	preceding	years.

Among	the	most	insidious	aspects	of	this	episode	is	that	it	revived
general	concerns	that	vaccines	are	unsafe.	Some	people	do	not	believe
the	link	with	autism,	but	still	feel	that	vaccines	may	cause	some	other
kind	of	injury.	Antivaccination	websites	cite	concerns	about,	for
example,	aluminum	in	vaccines,	and	also	the	general	feeling	that
activating	the	immune	system	can	cause	brain	injury.

These	antivaccination	websites	seem	evidence	based;	they	cite
papers	and	studies	to	support	their	position.	On	the	other	side,
organizations	like	the	Centers	for	Disease	Control	and	the	American
Academy	of	Pediatrics	assure	people	that	vaccination	is	safe.	A
downside	of	their	approach,	however,	is	that	they	rarely	confront	the
antivaccination	literature	head-on.	There	is	little	effort	to	explain	why
the	papers	cited	on	antivaccination	websites	are	problematic	(if	they
are).	It	can	end	up	seeming	like	the	antivaccination	side	is	serious	and
evidence	based,	and	the	pro-vaccine	side	is	just	dismissively	insisting
you	trust	them.

This	is	not	the	case.	The	recommendations	of	the	AAP,	among
others,	are	based	on	careful	and	complete	evaluation	of	all	the	possible
risks	of	vaccination.

VACCINE	SAFETY

In	2011	the	Institute	of	Medicine	(IOM)	published	a	nine-hundred-
page	tome	entitled	Adverse	Effects	of	Vaccines:	Evidence	and
Causality.5	(I	know	what	you’re	thinking:	beach	reading!)



The	book	is	the	product	of	years	of	work	from	a	large	number	of
researchers	and	practitioners.	They	were	tasked	with	a	daunting	job:	to
evaluate	the	evidence	for	linkages	between	common	vaccinations	and	a
very	large	set	of	possible	“adverse	events.”

They	evaluated	the	evidence—from	more	than	twelve	thousand
papers—	on	158	vaccine-adverse	event	combinations.	What	does	this
mean?	For	each	vaccine,	the	authors	looked	for	evidence	on	a	possible
link	between	that	particular	vaccine	and	any	claimed	risk.	The	risks
here	are	referred	to	as	adverse	events.	So	the	authors	looked	for,	say,
evidence	on	a	link	between	the	MMR	vaccine	and	seizures.6

What	kind	of	evidence	did	they	look	for?

First,	there	are	adverse-event	reports:	the	CDC	collates	all	reports
of	adverse	events	that	people	(parents,	doctors,	etc.)	attribute	to
vaccination.	You	can	explore	this	yourself	online:	searching	for	reports
of	links	between	MMR	vaccine	and	autism	yields	a	large	number	of
reports	from	parents	who	claim	their	child	developed	autistic
symptoms	shortly	after	receiving	the	vaccine.	You	might	have	the
instinct	that	these	reports	are	enough	to	at	least	prove	some	link
between	vaccination	and	the	outcome—but	evidence	of	this	type	is
tenuous	at	best.

Consider	the	following:	Imagine	that	people	believed	that	cutting
an	infant’s	fingernails	was	medically	dangerous—that	it	led	to	illness	or
other	complications.	And	imagine	we	set	up	an	adverse-event
reporting	system	for	fingernail	cutting.

In	all	likelihood,	you’d	get	all	kinds	of	reports.	There	would	be
parents	saying	that	the	day	after	they	cut	their	infant’s	fingernails,	the
baby	came	down	with	a	terrible	fever.	Others	would	say	they	had	a	very
liquid-looking	poop.	You’d	get	reports	of	children	who	didn’t	sleep	well
for	days	after	the	fingernail	cutting,	and	others	about	babies	crying
uncontrollably	for	hours.

These	would	all	be	true	things	that	happened.	But	they	would	not
be	causally	linked	to	the	fingernail	cutting!	Sometimes	infants	get	a
fever;	sometimes	they	have	weird	poops.	Most	babies	do	not	sleep,	and
others	cry	a	lot.	In	order	to	figure	out	whether	there	was	any	real	link,
you’d	need	to	know	the	general	base	rate	of	these	events—how	likely
people	are	to	report	them	when	there	was	no	fingernail	cutting.	But



that	isn’t	something	we	have	a	reporting	system	for.	There	is	no
website	where	you	can	report	every	time	your	kid	has	an	unusual	poop.

You’d	have	to	try	to	piece	together	whether	these	adverse	events
really	seem	more	common	among	babies	whose	nails	are	cut	than
those	whose	aren’t.	This	is	especially	hard	for	things	that	happen	all
the	time,	like	“baby	cried.”

In	your	fingernail-reporting	system,	you	probably	would	also	learn
something.	You’d	get	a	lot	of	reports	of	finger	injury—cuts	in	need	of
Band-Aids.	This	is	not	something	that	happens	all	the	time,	and	there
is	an	obvious	mechanism	for	the	connection	with	nail	cutting.	So	you
would	probably	conclude	that	fingernail	cutting	is	linked	to	accidental
finger	cutting,	which	is	true	(Penelope	is	at	least	one	case	report).

But	how	do	we	know	the	finger	cutting	is	a	real	effect	and	the	fever
is	not?	How	can	we	use	evidence	like	this?

In	the	IOM	report,	the	authors	used	reports	like	this	in	combination
with	evidence	on	mechanisms.	Is	there	a	biological	reason	to	think	this
relationship	would	exist?	In	some	cases,	the	biological	link	was	so
plausible	that	researchers	drew	conclusions	based	only	on	these
adverse-event	reports.	In	others,	without	a	mechanism,	they	required
more	evidence	to	draw	conclusions.

The	second	major	piece	of	evidence	comes	from	“epidemiological
studies,”	which,	in	this	case,	compare	children	who	are	vaccinated	with
those	who	are	not.	These	are	typically	not	randomized,	but	they	can	be
very	large.	If	the	adverse	events	reported	are	backed	up	by
relationships	in	the	population	overall,	this	may	support	a	link,	even	if
the	mechanism	is	not	obvious.

The	authors	of	this	report	classified	each	of	their	158	possible	links
into	one	of	four	categories:	convincingly	supports	(there	is	a
convincing	causal	relationship	between	the	vaccine	and	the	event),
favors	acceptance	(there	is	probably	a	causal	relationship),	favors
rejection	(unlikely,	based	on	the	available	evidence),	or	insufficient
evidence.

For	the	vast	majority	of	these	links,	the	evidence	is	insufficient.
This	includes	things	like	the	link	between	the	MMR	vaccine	and
multiple	sclerosis	onset,	or	between	DTaP	vaccines	and	SIDS.	In	these
cases,	the	authors	could	find	no	good	evidence	to	support	the	link,	but
also	no	evidence	to	firmly	refute	it.	This	doesn’t	always	mean	there	is



no	evidence.	In	most	cases,	there	is	some	report	linking	the	events
from	the	adverse-event	reporting	system.	But	when	the	authors	looked
into	it,	it	seemed	unlikely	that	the	two	were	related.

This	is	a	somewhat	frustrating	conclusion.	Basically,	whatever	you
thought	before	(in	statistics	speak,	your	“prior	beliefs”)	is	what	you’ll
think	after	seeing	the	evidence.	If	people	come	in	thinking	vaccines	are
safe,	then	there	is	nothing	here	to	argue	against	that.	Conversely,	if
they	come	in	thinking	vaccines	are	unsafe,	there	is	nothing	here	to	help
refute	that.	For	people	who	really	want	to	believe	that	vaccines	are
damaging,	this	nonevidence	may	be	seen	to	support	their	beliefs—as
in,	“We	cannot	rule	out	a	link	between	MMR	and	multiple	sclerosis.”
Based	on	this	standard,	you	cannot	rule	out	a	link	between	fingernail
cutting	and	multiple	sclerosis.	The	only	difference	is	that	no	one
believes	the	latter	link	exists	in	the	first	place.

In	general,	it	is	very	difficult	to	prove	there	is	no	relationship
between	two	events.	If	we	are	worried	about	a	very	small	relationship,
we’d	need	huge	sample	sizes	to	statistically	reject	it.	We	don’t	often
have	these.	It	would	be	great	to	have	more	evidence,	but	the	IOM	can
only	work	with	what	they	have.

Of	the	seventeen	cases	where	the	IOM	thought	they	could	draw
conclusions,	fourteen	were	judged	to	either	convincingly	support	a
relationship	or	favor	acceptance.	This	may	seem	scary,	but	it	is
important	to	look	carefully	at	what	the	risks	are.

First,	for	many	of	the	vaccines	(all	but	the	DTaP	vaccines),	there	is	a
risk	of	allergic	reaction.	This	is	extremely	rare	(about	0.22	in	100,000
vaccines)	and	can	be	treated	with	Benadryl	or,	in	an	extreme	case,	an
EpiPen.	Allergic	reactions	account	for	half	the	documented	risks	in	the
report.

Second,	fainting	sometimes	occurs	after	vaccination,	mostly	among
adolescents.	It	is	unclear	what	the	mechanism	is,	but	fainting	does	not
have	long-term	consequences.	This	accounts	for	another	two	of	the
convincingly	supported	risks.

There	are	then	several	cases	in	which	vaccines	are	linked	to	more
serious	risks.	However,	in	these	cases,	the	risks	are	generally	extremely
tiny.	An	example	is	the	link	between	the	MMR	vaccine	and	“measles
inclusions	body	encephalitis.”	This	condition	is	a	very	serious	long-
term	complication	of	measles	infection	that	occurs	in	people	who	are



immune-compromised.	It	is	very	rare,	nearly	always	fatal,	and	is	a
well-known	complication	of	actual	measles	infection.	The	question	for
the	IOM	report	was	whether	someone	could	also	get	this	after	measles
vaccination.	In	the	report,	the	authors	examine	three	cases	in	which
subsequent	testing	of	children	diagnosed	with	this	disease	showed	that
they	were	very	likely	exposed	to	measles	through	vaccination,	not
through	an	actual	case	of	measles.

Given	this	evidence—that	we	know	this	to	be	a	risk	of	the	measles
virus,	and	that	the	children	in	these	three	cases	weren’t	exposed	to
actual	measles—the	report	concluded	that	in	these	cases,	it	is	likely	the
vaccine	caused	the	disease.

This	relationship	is	categorized	as	“convincingly	supports.”	It	is
very	important	to	be	clear,	though,	that	this	doesn’t	mean	this	is	a	risk
everyone	should	be	concerned	about.	It	arises	only	for	children	who
are	immune-compromised,	and	even	then	it	is	vanishingly	rare.	There
are	just	three	case	reports	in	the	history	of	vaccination.	If	your	child
has	an	immune	issue,	you’ll	know,	and	you’ll	talk	through	vaccination
with	your	doctor.	For	healthy	children,	this	simply	isn’t	a	risk	you
should	consider	in	your	vaccine	calculus.

Similar	issues	arise	for	immune-compromised	children	who	get	the
chicken	pox	vaccine.	Again,	these	complications	are	extremely	rare.
There	is	a	vaccine	link	here,	but	this	is	far	from	saying	these	are
scenarios	you	should	be	actively	worried	about	it.	They	are	not.

There	is,	finally,	one	vaccine	risk	that	is	more	common	and,	while
not	serious,	can	be	scary.	Specifically,	the	MMR	vaccine	is	linked	with
febrile	seizures—seizures	that	occur	in	infants	or	young	children	in
association	with	a	high	fever.	They	typically	do	not	have	long-term
consequences,	but	are	very	scary	in	the	moment.

These	are	common	enough	that	we	can	study	their	relationships	to
vaccines	using	large	datasets	of	children.	About	2	to	3	percent	of
children	in	the	US	will	have	a	febrile	seizure	before	they	are	five	years
old	(most	of	these	are	not	vaccine	associated).7	A	number	of	studies
find	that	these	seizures	are	about	twice	as	likely	in	the	period	ten	days
or	so	after	the	MMR	vaccine.8	They	are	actually	more	likely	for
children	who	get	their	first	MMR	dose	later	(i.e.,	older	than	one	year);
this	is	a	reason	to	vaccinate	on	time,	rather	than	to	delay.



One	thing	the	IOM	report	does	not	cover	is	infant	crankiness,
which,	as	your	doctor	will	probably	tell	you,	is	a	result	of	vaccines	for
many	babies.	I	learned	about	this	link	the	hard	way.	We	inexplicably
scheduled	a	large	student	brunch	at	our	house	for	a	few	hours	after
Penelope’s	first	vaccinations.	We	also	failed	to	have	any	infant	Tylenol
stocked.	Jesse	ended	up	serving	pastries	to	the	students	in	our	dining
room	on	his	own,	while	I	wrestled	a	hysterically	screaming	baby	into
the	Baby	Bjorn	for	a	walk	to	CVS.	Not	our	finest	afternoon.	Still,	by	the
next	morning,	the	storm	had	passed.

This	crankiness—often	accompanied	by	a	fever—may	be	annoying,
but	it	is	not	something	to	worry	about.	Your	baby	is	working	to	create
antibodies	to	a	virus,	and	this	work	has	some	side	effects.	But	not	ones
to	be	concerned	about.	Just	make	sure	you	have	infant	Tylenol	around.

This	covers	the	data-supported	risks	of	vaccines.	What	about	the
relationships	that	are	not	supported	in	the	data?	The	IOM	report
explicitly	rejects	several	links.	One	of	them	is	the	link	between	the
MMR	vaccine	and	autism,	the	link	suggested	by	Andrew	Wakefield	in
his	Lancet	paper.

There	are	a	number	of	big	studies	of	this	relationship.	The	largest	of
them	includes	537,000	children—all	the	children	born	in	Denmark
from	1991	to	1998.	In	the	Danish	data,	the	authors	were	able	to	link
vaccination	information	to	later	diagnosis	of	autism	or	autism-
spectrum	disorders.	They	found	no	evidence	that	vaccinated	children
are	more	likely	to	be	autistic;	if	anything,	the	results	suggest
vaccinated	children	are	less	likely	to	be	diagnosed	with	autism.9

There	are	many	similar	studies;	some	are	included	in	the	IOM
report,	others	postdate	it.	One	study	focuses	on	children	who	have	an
older	sibling	with	autism	and	who	are	therefore	more	likely	to	have	it
themselves.	Again,	researchers	found	no	link	with	the	MMR	vaccine.10

There	is	no	mechanism	by	which	this	would	occur,	and	controlled
studies	in	monkeys	also	show	no	plausible	relationship.11	At	the	end	of
the	day,	there	is	simply	no	reason	to	think	autism	and	vaccinations
are	linked.12

It	is	not	fair	to	say	there	are	no	risks	associated	with	vaccination	at
all.	Your	child	may	well	get	a	fever.	It	is	also	possible	(although	really
quite	unlikely)	that	this	fever	would	lead	to	a	seizure.	It	is	also	possible



(although,	again,	very,	very	unlikely)	that	they	could	have	an	allergic
reaction.

But	it	is	reasonable	to	say	there	is	no	evidence	of	significant	long-
term	consequences	of	vaccines	for	healthy	children.

VACCINE	EFFICACY

Those	of	us	in	the	US	are	lucky	to	live	in	a	place	where	most	people	do
get	vaccinated,	and	cases	of	vaccine-preventable	disease	are	rare.	Few
children	get	measles	or	mumps,	and	a	few	more	get	pertussis,	but	not
many.	If	people	stopped	vaccinating,	this	would	not	be	true	anymore.
All	these	diseases	exist	around	us,	and	in	the	absence	of	vaccination,
infection	would	be	common.

Vaccination	does	a	very	good	job	of	protecting	against	disease,	but
it	is	not	perfect.	For	pertussis,	for	example,	immunity	wears	off	over
time.	Despite	this,	studies	consistently	show	that	even	in	places	with	a
high	overall	vaccination	rate,	children	who	are	vaccinated	are	less
likely	to	become	infected	than	those	who	are	not.13	During	a	2015
measles	outbreak	that	originated	in	Disneyland,	the	affected	children
were	largely	those	whose	parents	had	not	had	them	vaccinated.

If	you	are	nervous	about	vaccines,	despite	the	evidence	above,	there
may	be	a	temptation	to	rely	on	the	actions	of	others	to	prevent	your
own	child’s	illness.	This	is	the	idea	of	“herd	immunity”:	if	a	large
enough	share	of	people	are	vaccinated,	then	a	disease	cannot	get	a
foothold,	and	the	whole	population—the	herd—is	immune.	And	it	is
true	that	if	your	child	is	literally	the	only	child	who	is	not	vaccinated	in
your	area,	and	you	never	travel	anywhere	that	there	are	other
unvaccinated	children,	your	child	is	pretty	much	guaranteed	not	to	get
these	diseases.

But	how	feasible	is	that?	For	one	thing,	many	areas	of	the	US	have
vaccination	rates	that	are	below	the	rate	needed	for	herd	immunity:	in
some	pockets,	MMR	vaccine	rates	are	around	80	percent;	you	need	a
vaccination	rate	of	at	least	90	percent	to	have	a	hope	of	herd
immunity.	Pertussis	is	even	more	common	and	requires	even	higher
vaccination	rates	to	deliver	herd	immunity.	As	a	result,	about	half	the
counties	in	the	US	have	at	least	one	pertussis	case	every	year.	Many



have	more.	Even	if	you	focus	only	on	the	risks	to	your	child	in
particular,	there	are	good	reasons	to	vaccinate.

And	it	is	worth	saying	that	vaccination	is	pro-social.	If	everyone
tried	to	do	what	economists	call	“free-ride”	and	not	vaccinate	their
children,	then	we’d	have	no	vaccination	and	a	lot	of	disease.	Some
children	cannot	be	vaccinated	due	to	immune	deficiencies,	cancer,	or
other	complications;	healthy	children	getting	vaccinated	protects	these
vulnerable	kids.

Most	of	us	born	in	the	past	forty	years	have	not	known	a	time	when
the	diseases	for	which	we	vaccinate	our	children	were	common.	Maybe
you’ve	heard	of	one	or	two	children	getting	measles,	but	they	probably
got	better,	since	the	vast	majority	of	people	recover	from	the	disease.
Most	of	us	do	not	know	anyone	who	died	from	a	vaccine-preventable
disease.	But	it	can	happen,	and	when	these	diseases	are	common,	it
does.

And	it	is	worth	remembering	that	people	can	have	terrible	reactions
even	to	diseases	that	are	mostly	not	that	serious.	We	probably
remember	chicken	pox	as	a	pretty	benign,	if	itchy,	illness.	But	prior	to
the	development	of	a	vaccine,	it	caused	about	a	hundred	deaths	and
nine	thousand	hospitalizations	a	year.	Pertussis	deaths—ten	to	twenty
a	year—occur	even	now,	mostly	among	babies	who	are	too	young	to	be
vaccinated	yet,	and	are	therefore	relying	on	other	people’s	vaccination
behavior	to	protect	them.

Particularly	when	you	haven’t	seen	or	experienced	widespread
illness,	vaccines	can	seem	like	a	waste	of	time—like	you’re	sticking
needles	into	your	kid	for	no	reason.	But	the	fact	of	the	matter	is,	they
are	not.	Vaccines	prevent	disease,	suffering,	and	death.

DELAYED	VACCINATION	SCHEDULES

Some	vaccine-anxious	parents	favor	a	delayed	vaccine	schedule,	in
which	children	receive	vaccines	spaced	out	over	a	longer	period	of	time
rather	than	being	given	several	at	once.

There	is	no	reason	to	do	this,	given	the	evidence	on	vaccine	safety
that	I	outlined	earlier,	and	in	fact,	the	risk	of	a	febrile	seizure	actually



increases	if	the	MMR	vaccine	is	given	later.14	Delaying	vaccines	will	not
help	to	avoid	any	of	the	limited	adverse	events	attributed	to
vaccination.	It	also	takes	more	of	your	time	to	visit	the	doctor
repeatedly	for	shots,	and	your	kid	will	not	like	them.

The	only	value	I	can	see	in	a	delayed	vaccination	schedule	is	that	it
may	encourage	some	parents	to	vaccinate	when	they	wouldn’t
otherwise.	Later	is	better	than	never,	although	in	many	cases—the
rotavirus	vaccines,	for	example—there	are	good	reasons	to	start	on
time.	The	first	hepatitis	B	vaccines	are	given	in	the	first	couple	of	days
of	a	child’s	life	and,	in	the	unlikely	case	of	undiagnosed	hepatitis	B	in
the	mother,	can	prevent	long-term	development	of	liver	cancer	in	the
child.15	So	there	are	reasons	to	start	on	time.

Some	doctors	also	worry	that	offering	delayed	vaccinations	gives
the	impression	that	people	should	be	nervous	about	vaccines,	that
there	is	something	to	worry	about.	Could	that	encourage	fewer	people
to	vaccinate?	It	is	an	interesting	theory,	but	there	is	not	much	evidence
to	support	it.

From	an	individual	parent	standpoint,	the	bottom	line	is	that	there
is	simply	no	reason	for	delay.

The	Bottom	Line

Vaccinations	are	safe.

A	very	small	share	of	people	have	allergic
reactions,	which	are	treatable.

There	are	some	extremely	rare	adverse	events,
most	of	which	occur	in	immune-compromised
children.

The	only	more	common	risks	are	fever	and	febrile
seizures,	which	are	also	rare	and	do	not	do	long-
term	harm.

There	is	no	evidence	of	a	link	between	vaccines
and	autism,	and	much	evidence	to	refute	such	a
link.

Vaccines	prevent	children	from	getting	sick.
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Stay-at-Home	Mom?	Stay-at-Work	Mom?
othing	in	the	Mommy	Wars	takes	on	as	much	weight	as	the
choice	to	return	to	work	or	not.	The	title	of	this	chapter	comes
from	a	friend	whose	son	was	once	asked	at	school,	“What	kind

of	mom	do	you	have?	I	have	a	stay-at-home	mom,”	to	which	my
friend’s	son	responded,	“Oh,	I	have	a	stay-at-work	mom.”

The	phrasing	of	this—what	kind	of	mom	do	you	have?—
encapsulates	much	of	the	tension.	Many	of	us	have	the	feeling	that	the
choice	of	what	we	do	during	the	day	is	going	to	determine,	at	a	deep
level,	what	kind	of	mom	(and	person)	we	are.

Additionally,	or	perhaps	as	a	result,	this	is	an	area	with	a
tremendous	amount	of	associated	tension	and	unhappiness.	Women
who	work	(some	of	them,	anyway)	tell	me	they	feel	guilty	about	not
being	with	their	child	every	minute.	Those	who	do	not	work	(some	of
them,	anyway)	tell	me	they	feel	isolated	and	resentful	at	times.	And
even	when	we	are	happy	with	our	choices	at	a	personal	level,	it	can	feel
as	though	there’s	a	lot	of	judgment	coming	from	both	directions:

“Why	aren’t	you	available	to	go	on	the	school	field	trip?	Oh,	I	see,
you’ll	be	at	work.	It’s	too	bad—Petunia	was	asking	about	you.”

“So	what	do	you	do?	Oh,	you’re	just	home	with	the	kids?	I	could
never	do	that—I’d	let	so	many	people	down	at	work.”

People,	this	has	got	to	stop.	All	cross-parental	judgment	is
unhelpful	and	counterproductive,	and	this	is	no	different.

For	one	thing,	the	whole	premise	of	the	discussion	is	gendered	in
an	unhelpful	way.	The	choice	of	whether	to	have	a	parent	stay	home	is
one	your	family	will	need	to	make.	But	why	does	it	have	to	be	Mom?	It
doesn’t.	Framing	this	through	the	stay-at-home-mom	lens	makes	it



harder	for	people	to	think	“stay-at-home	dad”	is	a	valid	choice.	But	it
should	be.	Never	mind	that	sometimes	a	family	has	two	moms.	Or	two
dads.	Or	only	one	parent.

So	let’s	start	by	just	framing	this	not	as	“What	kind	of	mom	will	you
be?”	but	“What	is	the	optimal	configuration	of	adult	work	hours	for
your	household?”	Less	catchy,	yes,	but	also	perhaps	more	helpful	for
decision-making.

Second,	this	discussion	ignores	the	fact	that	this	really	isn’t	a	choice
for	some	families.	There	are	plenty	of	people	in	the	US	who	cannot	get
by—and	by	“get	by”	I	mean	have	a	place	to	live	and	put	food	on	the
table—without	all	the	adults	in	the	household	working.

If	your	family	is	lucky	enough	to	have	a	choice,	the	goal	of	this
chapter	is	to	try	to	give	you	a	way	to	think	about	it.	Ideally,	this	starts
with	decision	theory	and	hard	data,	not	with	guilt	and	shame.

STRUCTURING	THE	DECISION

How	should	you	think	about	the	choice	of	working?	I’d	argue	it	has
three	components.

1.	 What	is	best	for	your	child?	(Let’s	take	“best”	to	mean	likely
to	help	promote	their	long-term	life	success,	happiness,	etc.)

2.	 What	do	you	want	to	do?

3.	 What	are	the	implications	of	your	choice	for	the	family
budget?

People	often	talk	about	1	and	3,	and	I’ll	spend	some	time	on	those
in	this	chapter.	But	I’d	like	to	encourage	you	to	also	think	about	2.	That
is,	you	should	think	about	whether	you	want	to	work.	It	is	common	for
people	to	say	they	work	“because	I	have	to”	or	stay	home	“because	I
have	to.”	And	in	either	case,	that	can	sometimes	be	true.	But	I	think	it
is	not	true	as	much	as	people	say	it.

And	this	is	a	problem.	It	should	be	okay	to	say	you	made	this	choice
because	you	wanted	to	work	or	wanted	to	stay	home.



I’ll	say	it:	I	am	lucky	enough	to	not	have	to	work,	in	the	sense	that
Jesse	and	I	could	change	how	we	organize	our	life	to	live	on	one
income.	I	work	because	I	like	to.	I	love	my	kids!	They	are	amazing.	But
I	wouldn’t	be	happy	staying	home	with	them.	I’ve	figured	out	that	my
happiness-maximizing	allocation	is	something	like	eight	hours	of	work
and	three	hours	of	kids	a	day.

It	isn’t	that	I	like	my	job	more	than	my	kids	overall—if	I	had	to	pick,
the	kids	would	win	every	time.	But	the	“marginal	value”	of	time	with
my	kids	declines	fast.	In	part,	this	is	because	kids	are	exhausting.	The
first	hour	with	them	is	amazing,	the	second	less	good,	and	by	hour	four
I’m	ready	for	a	glass	of	wine	or,	even	better,	some	time	with	my
research.

My	job	doesn’t	have	this	feature.	Yes,	the	eighth	hour	is	less	fun
than	the	seventh,	but	the	highs	are	not	as	high	and	the	lows	are	not	as
low.	The	physical	and	emotional	challenges	of	work	pale	in	comparison
to	the	physical	and	emotional	challenges	of	being	an	on-scene	parent.
The	eighth	hour	at	my	job	is	better	than	the	fifth	hour	with	the	kids	on
a	typical	day.	And	that	is	why	I	have	a	job.	Because	I	like	it.

It	should	be	okay	to	say	this.	Just	like	it	should	be	okay	to	say	that
you	stay	home	with	your	kids	because	that	is	what	you	want	to	do.	I’m
well	aware	that	many	people	don’t	want	to	be	an	economist	for	eight
hours	a	day.	We	shouldn’t	have	to	say	we’re	staying	home	for	children’s
optimal	development,	or	at	least,	that	shouldn’t	be	the	only	factor	in
the	decision.	“This	is	the	lifestyle	I	prefer”	or	“This	is	what	works	for
my	family”	are	both	okay	reasons	to	make	choices!	So	before	you	even
get	into	reading	what	the	evidence	says	is	“best”	for	your	child	or
thinking	about	the	family	budget,	you—and	your	partner,	or	any	other
caregiving	adults	in	the	house—should	think	about	what	you	would
really	like	to	do.

And	then	you	can	think	about	the	data	and	the	constraints.

I’m	going	to	start	by	talking	about	the	choice	to	work	at	all—first,	its
impacts	on	your	child,	and	second,	a	bit	about	how	to	think	about	its
impacts	on	your	budget.	At	the	end	of	the	chapter,	I’ll	spend	some	time
on	the	question	of	early	parental	leave	and	whether	there	is	any
guidance	about	how	much	leave	to	take	if	you	do	plan	to	return	to
work.



IMPACTS	OF	PARENTAL	EMPLOYMENT	ON
CHILD	OUTCOMES

Let’s	start	with	the	first	question:	Is	it	better	(or	worse)	for	your	child’s
development	to	have	one	parent	stay	home?

This	is	an	extremely	difficult	question	to	answer.	Why?	First,
households	that	choose	to	have	a	parent	stay	home	are	different	from
those	that	do	not.	And	these	differences,	totally	independent	of	a
parent	staying	home	or	not,	are	likely	to	influence	what	happens	to	the
children	in	those	households.

Second,	what	your	child	does	while	you	are	at	work	is	likely	to
matter	tremendously.	Once	they	are	older,	they’ll	all	go	to	school,	but	if
we	are	talking	about	young	kids,	the	outcomes	will	be	influenced	by
whether	they	are	in	a	good	care	environment	(the	next	chapter	will
spend	some	time	on	how	to	think	about	childcare	if	you	do	choose	to
return	to	work).

Finally,	working	generally	means	money.	And	money	also	may	be
good	for	your	family,	or	open	up	opportunities	you	and	your	children
wouldn’t	have	otherwise.	So	it	is	a	challenge	to	separate	the	impact	of
income	from	the	impact	of	parental	time.

Even	with	these	caveats,	we	can	dive	into	the	data.

We	can	start	with	a	place	where	we	do	have	some	causal	evidence:
the	impact	of	a	parent	staying	home	in	the	first	couple	of	years.	I’ll	talk
below	about	maternity	leave	specifically,	and	the	question	of,	say,	no
maternity	leave	versus	six	weeks	or	three	months	of	leave.	But	there	is
also	a	set	of	literature	that	estimates	whether	it	matters	for	kids	if
parents	are	home	for,	say,	a	year	versus	six	months,	or	fifteen	months
versus	a	year.	This	comes	from	Europe	and	Canada,	where	policies
have	been	introduced	at	various	times	to	extend	maternity	leave	into
these	ranges.	(Let’s	leave	aside	our	anger	that	the	US	makes	people
fight	for	six	weeks	while	these	other	places	are	arguing	about	one	year
versus	two.)

In	this	literature,	the	authors	are	exploiting	a	change	in	a	policy,
not	differences	in	choices,	so	they	can	be	more	confident	about	their
conclusions.	Extending	maternity	leave	from	six	months	to	a	year
makes	some	women	stay	home	for	a	year	when	they	would	otherwise



have	stayed	home	for	six	months.	By	comparing	the	outcomes	of
children	who	are	born	in	the	“six	month”	maternity	leave	policy	to
those	born	in	the	“year”	policy,	we	can	learn	about	the	effects	of
maternity	leave	without	worrying	about	underlying	differences	across
parents.

The	bottom	line	from	this	literature	is	that	these	parental-leave
extensions	have	no	effect	on	child	outcomes.1	No	effects	on	children’s
test	scores	in	school,	on	income	later	in	life,	or	on	anything	else.	In
many	cases,	these	studies	have	very	long	follow-up	periods.	We	can
say,	for	example,	that	one	year	of	parental	leave	versus	two	years
doesn’t	influence	a	child’s	high	school	test	scores	or	earnings	in	early
adulthood.

This	evidence	focuses	on	parents	working	in	the	first	years.	If	we
want	to	see	the	impact	of	parents	working	when	their	children	are
older,	we	are	limited	to	studies	that	estimate	correlations,	not	causal
impacts.	Some	studies	do	exist,	though,	and	when	we	look	for	evidence
on	schooling—test	scores,	school	completion—these	correlations	tend
to	be	about	zero.2	Two	parents	working	full	time	has	a	similar	effect	to
one	parent	working	and	one	not.

There	is	sometimes	a	bit	of	nuance	in	the	results.	One	thing	that	is
commonly	seen	is	that	children	in	families	where	one	parent	works
part	time	and	the	other	works	full	time	tend	to	perform	best	in	school
—better	than	children	whose	parents	both	work	full	time	or	who	have
one	parent	who	doesn’t	work	at	all.3	This	could	be	due	to	the	working
configuration,	but	I	think	it’s	more	likely	due	to	differences	between
these	families.4

Second,	studies	tend	to	find	that	the	impacts	of	both	parents
working	are	positive	(i.e.,	working	is	better)	for	kids	from	poorer
families,	and	less	positive	(or	even	slightly	negative)	for	children	from
richer	families.5	The	outcomes	here	are	things	like	test	scores,	school
achievement,	and	even	obesity.

Researchers	tend	to	interpret	this	as	saying	that	in	poor
households,	the	income	from	working	is	important	for	child	outcomes.
Whereas	in	richer	households,	the	lost	time	doing	“enriching”	things
with	a	parent	is	more	important.	This	is	possible,	although	since	these
estimates	are	still	just	correlations,	it	is	challenging	to	read	so	much
into	the	data.	And	even	if	we	do	admit	this	interpretation,	it	highlights



the	importance	of	the	child’s	activities,	not	the	parent	leave
configuration.

A	final	note	is	that	some	people	have	argued	that	if	both	parents
work—and,	specifically,	if	Mom	works—their	daughters	are	more	likely
to	work	in	the	long	run	and	show	less	evidence	of	sex	stereotypes.6

These	are	interesting	ideas,	and	certainly	it	might	be	nice	to	think	your
kids	are	modeling	themselves	after	you.	But	most	of	this	data	comes
from	comparing	the	US	to	Europe,	so	it	is	hard	to	know	if	the	effects
are	attributable	to	maternal	employment	or	other	differences.

Tying	this	all	together,	my	view	is	that	the	weight	of	the	evidence
suggests	the	net	effects	of	working	on	child	development	are	small	or
zero.	Depending	on	your	household	configuration,	these	effects	could
be	a	little	positive	or	a	little	negative.	But	this	isn’t	the	decision	that	is
going	to	make	or	break	your	child’s	future	success	(if	there	is	any
decision	that	would	at	all).

PARENTAL	LEAVE

The	United	States	has	subpar	maternity	leave	policies.	Many	European
countries	give	months—even	a	year	or	two—of	paid,	or	partially	paid,
leave	with	guaranteed	job	security.	Many	people	in	the	US	have	no
paid	leave	at	all,	and	even	unpaid	leave	(say,	through	the	Family
Medical	Leave	Act,	or	FMLA)	is	typically	capped	at	twelve	weeks	and	is
available	to	only	about	60	percent	of	working	people.

This	has	slowly	started	to	change.	Some	states—notably	California,
New	York,	Rhode	Island	(shout-out!),	New	Jersey,	Washington,	and
Washington,	DC—have	introduced	paid-leave	provisions.	These
benefits	typically	extend	only	six	to	twelve	weeks,	but	they’re	at	least
something.	And	there	are	discussions	of	paid	leave	at	the	federal	level,
although	nothing	has	yet	come	of	them.

If	you	are	lucky,	your	job	provides	some	paid	leave.	This	could	be
up	to	three	or	four	months,	depending	on	where	you	work,	or	may	be
less.	Technology	firms	have	been	working	to	set	an	example	by
providing	up	to	four	months	of	paid	leave	for	women	and	men.	Of
course,	you	might	not	work	at	Facebook.



Parental	leave	appears	to	be	beneficial.	There	is	a	growing	body	of
evidence	suggesting	that	babies	do	better	when	their	mothers	take
some	maternity	leave.	In	the	US,	for	example,	research	has	shown	that
when	the	FMLA	was	introduced,	babies	did	better.	Premature	birth
went	down,	as	did	infant	mortality.7	The	mechanism	may	be	that	if
moms	are	off	work	with	small	babies,	they	are	better	able	to	get	care
for	them	when	they	are	sick.	This	policy	may	also	have	encouraged
leave	before	birth	for	women	with	difficult	pregnancies,	which	could
account	for	the	effect	on	premature	birth.

Other	work	on	this	shows	similar	results.	When	researchers	look	at
everything	together,	they	generally	conclude	that	early	maternity	leave
is	beneficial.8

These	benefits	seem	to	focus	on	infancy,	not	later	in	life.9	However,
one	study	that	looked	at	kids	in	Norway	showed	that	introducing	a
four-month	paid	maternity	leave	for	moms	led	to	higher	education	and
even	higher	wages	for	their	children	when	they	grew	up.	These	long-
term	effects	were	largest	for	the	children	of	moms	who	were	less	well-
off	financially.10

This	is	all	to	say	that	if	your	job	offers	parental	leave,	you	should
take	it.	If	it	does	not,	it	is	worth	considering	whether	you	can	take
some	unpaid	leave.	The	FMLA	gives	you	the	right	to	twelve	weeks	of
unpaid	leave,	assuming	you’ve	worked	a	sufficient	amount	during	the
previous	year	and	your	firm	employs	at	least	fifty	people.	Although	the
leave	is	unpaid,	your	employer	must	keep	you	on	insurance	coverage
and	hold	your	job	(or	a	comparable	one)	for	you	until	you	return.

Although	unpaid	leave	can	be	challenging	for	many	families,	and
there	are	no	federal	maternity	leave	benefits	in	the	US,	it	is	worth
exploring	whether	your	state	offers	benefits.	As	noted	above,	a	bunch
of	states	do	have	paid-leave	provisions,	and	hopefully	more	will
introduce	them	over	time.	You	can	sometimes	put	together	multiple
state	programs—temporary	disability	insurance	plus	paid	family	leave,
for	example—to	create	a	longer	paid	period.	Even	if	you	can	cobble
together	only	a	few	weeks,	the	benefits	for	your	child	may	be	worth	it.

BUDGETING



The	final	consideration	in	parental	work	is	the	impact	on	your	family
budget.	This	issue	is	complicated.	It	requires	thinking	about	the
income	of	each	parent,	and	the	cost	of	childcare.	And	ideally	you’d
think	about	both	of	these	in	both	the	short	and	long	term.

Childcare	is	expensive,	and	most	of	it	is	paid	in	“after-tax”	income.
This	means	that	your	income	needs	to	be	considerably	more	than	the
cost	of	childcare	to	break	even.

To	see	how	this	works,	think	about	a	family	whose	total	income	is
$100,000,	with	each	parent	making	$50,000.	This	family	brings	home
about	$85,000	after	taxes.11	If	both	parents	work	and	the	family	pays
$1,500	a	month	for	childcare,	their	total	disposable	income	after
childcare	is	taken	into	account	is	$67,000	a	year.	If	one	parent	stays
home,	the	family	makes	less	(about	$46,000	in	take-home	pay),	but
does	not	pay	for	childcare.	The	difference	in	take-home	income	is
about	half	what	it	would	be	if	the	couple	did	not	have	any	children.

This	calculus	becomes	more	complicated	if	childcare	is	more
expensive.	A	full-time	nanny,	especially	if	you	pay	the	legally	required
taxes	and	live	in	an	expensive	area,	can	run	to	$40,000	or	$50,000	a
year.	For	my	example	family	above,	that	would	completely	wipe	out
one	parent’s	income.	They’d	be	better	off	financially	with	one	parent
staying	home.

This	can	also	be	true	if	one	parent	makes	more	than	the	other.	In
our	example	family,	let’s	imagine	that	the	total	income	is	the	same,	but
now	one	parent	is	making	$70,000	and	the	other	$30,000.	The	parent
making	$30,000	is	bringing	home	$25,500	a	year;	after	the	childcare
expenses,	the	difference	in	disposable	income	with	that	parent	working
versus	not	is	just	$7,500.

These	are	just	examples—your	personal	financial	situation	may	be
quite	different.	But	a	first	step	in	figuring	this	out	is	to	actually
confront	the	situation.	What	would	your	family	income	be	with	one
parent	staying	home	versus	both	working?	What	are	the	realistic
childcare	costs?	To	do	this	well	you	probably	want	to	use	an	online	tax
calculator	(or	a	tax	preparer)	to	help	you	think	about	the	impact	on
your	taxes	of	childcare	cost	deductions	and	so	on.

This	is	the	first	piece	of	the	calculation.	But	it	shouldn’t	be	the	last.
There	are	at	least	two	more	things	to	think	about.



First,	the	calculus	changes	as	your	child	ages.	Your	kids	will	get	less
expensive	as	they	grow	up.	School-age	kids	tend	to	cost	less—public
schools	are	free,	for	example.	And	if	you	stay	in	the	workforce,	your
income	will	probably	go	up	(this	depends	a	bit	on	your	job,	but	is	true
for	many	people).	This	means	that	even	if	working	doesn’t	seem	like	a
good	deal	for	the	first	few	years,	it	may	be	a	good	deal	in	the	long	run.
Of	course,	you	could	stop	working	when	the	kids	are	little	and	then
return	to	work	later—many	people	do—but	this	is	easier	to	do	in	some
jobs	than	others.	And	there	is	no	guarantee	that	you	won’t	take	a
substantial	salary	hit	when	you	do	come	back—to	say	nothing	of	the
lost	retirement	savings.

There	is	no	blanket	rule	for	how	to	think	of	the	short-	and	long-run
trade-offs;	it	is	simply	to	say	that	you	shouldn’t	limit	your	budget
thinking	to	the	ages	of	zero	to	three.

Second,	you	want	to	think	about	what	economists	call	the	“marginal
value	of	money.”	Let’s	say	your	family	would	be	better	off	in	terms	of
income	if	you	worked.	You	can	calculate	this	in	a	dollar	value,	but	that
doesn’t	necessarily	tell	you	how	much	happier	you’d	be.	You	really
want	to	think	about	how	much	your	family	would	value	that	money	in
terms	of	what	economists	call	“utility,”	aka	happiness.	How	different
will	your	life	be?	What	will	you	buy	with	this	money?	If	it	doesn’t	make
you	happier,	then	it	isn’t	worth	much,	even	if	it	is	money.

MAKING	A	CHOICE

Whether	to	have	all	adults	in	the	household	work	outside	the	home	is
not	an	easy	choice	for	most	people,	and	it	is	nearly	impossible	to	give
blanket	advice.	The	data	suggests	that—putting	aside	early	maternity
leave,	which	has	some	significant	benefits—there	is	not	much	evidence
that	having	a	stay-at-home	parent	positively	or	negatively	affects	child
development.

This	means	it	really	comes	down	to	what	works	for	your	family.
This	includes	thinking	about	your	budget,	but	also	thinking	about	what
you	want.	Does	one	parent	want	to	be	home	with	the	kid	or	not?	In	a
sense,	this	is	probably	the	main	consideration,	but	it	is	also	the	most



complex	and	hard	to	predict.	Before	you	have	a	child,	it’s	pretty
difficult	to	tell	if	you’ll	want	to	be	with	them	all	the	time.

Some	people	love	being	with	their	baby	every	minute	and	cannot
imagine	being	away.

Some	people	eagerly	look	forward	to	returning	to	work	on	Monday
morning,	even	if	they	love	their	kids	just	as	much.

And	this	may	change	as	the	children	age.	Some	people	really	love
babies.	I	have	found	that	as	my	kids	get	older,	I	enjoy	being	with	them
more.	I	still	do	not	want	to	be	a	stay-at-home	parent,	but	I	think	I’d
like	it	more	now	than	I	would	have	when	they	were	younger.	Try	to	be
honest	with	yourself	about	what	you	want.

None	of	this	is	very	helpful	to	you	in	making	a	choice.	Sorry!
Ultimately,	you	are	on	your	own.

To	conclude:	By	acknowledging	that	the	choice	to	stay	home	or	not
is	just	that—a	choice,	with	factors	pushing	you	in	various	directions—
we	can	perhaps	start	to	move	away	from	the	judgmental	attitude	that
seems	to	crop	up	on	both	sides	of	the	aisle.	I’d	like	to	be	able	to	say	that
I	choose	to	have	a	job	because	that	is	what	I	want,	and	I’d	like	friends
to	be	able	to	say	they	choose	to	stay	home	because	that	is	what	they
want.	And	I’d	like	us	to	be	able	to	say	both	these	things	without	my
being	tempted	to	look	down	my	nose	at	those	friends	and	their	being
tempted	to	imply	that	my	children	will	not	have	the	best	start	in	life.

Is	that	so	much	to	ask?	I	think	it	is	not.

The	Bottom	Line

Babies	benefit	from	their	mothers	taking	some
maternity	leave.	However,	there	is	little	evidence
suggesting	that	having	a	stay-at-home	parent	after
the	parental	leave	period	has	either	good	or	bad
consequences	for	children.

Decisions	about	whether	to	have	a	parent	stay	home
should	consider	your	preferences,	along	with
consequences	for	your	family	budget	in	both	the
short	and	long	term.



Stop	judging	people!
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Who	Should	Take	Care	of	the	Baby?
f	you	do	decide	to,	as	I	said	previously,	“have	all	the	adults	in	the
household	work	outside	the	home,”	you	are	then	immediately
faced	with	the	next	question:	What	on	earth	will	you	do	with	your

baby?

When	I	was	newly	pregnant	with	Penelope,	Jesse	and	I	took	a	trip
to	give	some	seminars	in	Sweden.	Between	bouts	of	vomiting	in	our
entirely	IKEA-outfitted	apartment	(did	you	know	IKEA	makes
shampoo?),	I	could	not	help	but	notice	with	envy	the	childcare	setup
that	seemed	to	be	available	to	Swedish	parents.

Parents	in	Sweden	get	a	lot	of	parental	leave,	but	in	addition,	once
they	go	back	to	work,	there	are	a	variety	of	excellent	government-
provided	childcare	options.	As	we	walked	around	Stockholm,	there
were	many	groups	of	small	children	trekking	between	parks,	hanging
on	to	ropes	to	stay	together.	It	looked	awesome!	If	the	Swedes	had
offered	us	a	job,	I	probably	would	have	argued	for	decamping	there,	at
least	until	Penelope	was	ready	for	school.	They	did	not.

Back	in	the	US,	childcare	is	not	as	simple.	There	are	many	options,
but	no	default	government-provided	option	as	there	is	in	many
European	countries.	This	is	the	case	for	many	reasons,	but	it’s
probably	best	understood	as	politics.	These	European	countries
provide	more	services	of	all	kinds—health	care,	for	example—and
childcare	is	a	part	of	that.	This	is	also	a	case	where	countries	are
probably	drawn	to	doing	what	they	have	long	done.	People	in	Sweden
expect	good	government-provided	childcare.	People	in	the	US	might
wish	for	it,	but	they	don’t	expect	it.

If	you	don’t	live	somewhere	with	an	obvious	childcare	option,
you’ve	got	to	figure	this	out	for	yourself.	Day	care	or	a	nanny	are	the



most	standard	setups,	but	you	could	have	a	family	member	pitch	in,	or
have	some	hybrid	of	these.	Even	within	these	basic	options,	there	are
many	variations.	Take	day	care.	What	kind	is	right	for	you?	Home	day
care?	Center-based	day	care?	If	you	hire	a	nanny,	what	kind	of	nanny?
When	looking	for	our	first	nanny,	a	reference	described	one	candidate
as	“not	a	flash-card	nanny.”	I	didn’t	know	that	was	a	kind.	Did	I	want
that	kind?

I’m	going	to	argue	that	you	can	simplify	this	whole	thing,	though,
by	taking	a	page	from	the	decision-theory	playbook.	More	specifically,
you	need	a	decision	tree.	Here’s	an	example—a	kind	of	parenting
decision	tree.	For	the	purposes	of	this	chapter,	we’ll	focus	on	outside
childcare	options.	If	you	have	an	extended	family	member	who	can
help,	you	can	add	another	limb	to	your	tree.

In	economics,	we	teach	people	to	“solve	the	tree.”	To	do	this,	you
work	backward	from	the	bottom.	First,	decide	what	nanny	you	would
want	if	you	had	to	have	a	nanny	(in	this	case,	I	gave	you	three	choices).
Then	you’ve	solved	that	leaf	of	the	tree.	Then	decide	what	kind	of	day
care	you	would	want	if	you	had	to	have	day	care	(here,	you’ve	got	four
choices).	Then	compare	those	two.

Now,	rather	than	comparing	the	wide	range	of	options	in	each
category,	you	are	facing	a	very	specific	choice:	Do	I	prefer	my	“optimal”
day-care	setup	or	my	“optimal”	nanny	setup?

So	there	is	your	theory.	Of	course,	theory	doesn’t	tell	us	the	right
answer,	only	how	to	think	about	the	problem.	To	get	to	the	answer,	we
need	to	combine	theory	with	evidence—specifically,	evidence	on
different	childcare	options,	and	how	to	compare	them.



THE	DAY-CARE	OPTION

Imagine	we	find	ourselves	in	the	left-hand	side	of	the	tree:	day	care.
How	do	you	choose	the	best	one?

Data	to	help	with	this	comes	from	studies	like	the	National	Institute
of	Child	Health	and	Human	Development	Study	of	Early	Child	Care
and	Youth	Development	(I	will	call	this	the	NICHD	study	going
forward,	just	to	save	some	words).

The	NICHD	is	a	longitudinal	study	(meaning	it	follows	kids	over
time)	of	more	than	one	thousand	children,	designed	to	evaluate	the
impacts	of	various	types	of	childcare	(day	care,	nanny,	family	member)
on	child	development.	NICHD	researchers	were	interested	in
outcomes	like	language	development	and	behavior	problems.	This
study	will	be	useful	in	comparing	day	care	to	nanny	as	well,	but	for	the
moment	we	can	focus	on	the	comparison	across	day	care	options.

In	the	study,	researchers	actually	went	into	the	day-care	centers
where	the	study	children	were	enrolled	and	evaluated	them.	They	sat
in	the	classroom	and	observed	the	teachers	and	recorded	other	facts
about	the	day	care.	And	then	they	ranked	them,	determining	which	day
cares	were	higher	“quality”	than	others.

They	were	looking	for	very	specific	qualities	in	a	high-quality	day
care,	which	we’ll	discuss	in	a	moment.	But	before	getting	into	that,	it’s
useful	to	see	how	quality	matters.

A	first	paper	using	this	data	looks	at	the	relationship	between
childcare	and	cognitive	ability	and	behavior	issues	at	the	age	of	four.	1

To	do	this,	the	authors	effectively	compared	children	who	went	to
higher-quality	day	cares	to	those	who	went	to	lower-quality	day	cares.
Day-care	attendance	is	through	childhood	up	to	the	age	of	four	(they
may	still	be	in	the	evaluated	day	care,	or	may	have	moved	on).

The	authors	found	that	attending	higher-quality	day	care	strongly
correlated	with	better	child	language	development:	kids	who	went	to
better	day	cares	seem	to	talk	more.	When	they	looked	at	behavior
problems,	though,	there	did	not	seem	to	be	a	relationship	to	day-care
quality	in	either	direction—the	effect	was	about	zero.

The	researchers	doing	this	study	followed	the	children	through
sixth	grade	and	continued	to	find	that	day-care	quality	is	associated



with	better	vocabulary	outcomes,	but	not	with	behavior.2

It	should	be	clear	by	this	point	in	the	book	that	there	is	an	obvious
issue	with	this	analysis,	which	is	that	day-care	quality	also	relates	to
other	features	of	the	family.	On	average,	higher-quality	day	care	is
more	expensive,	and	therefore,	a	different	set	of	kids	are	enrolled—kids
who,	for	example,	come	from	better-off	families.	It	is	therefore	hard	to
know	which	outcomes	to	attribute	to	the	family	and	which	to	the	day
care.

An	advantage	of	this	particular	study	is	the	ability	to	control
extensively	for	family	background.	They	did	home	visits,	so	they	could
evaluate	something	about	the	quality	of	parenting	as	well.	Parenting
matters	a	lot—way	more	than	day	care—but	their	day-care	results
remained	even	after	adjusting	for	the	parenting	differences	they
observed.	Of	course,	concerns	remain	about	the	possible	role	of
parental	characteristics	we	do	not	observe.

With	these	caveats	in	mind,	the	evidence	reinforces	the
commonsense	intuition	that	if	you	are	going	to	send	your	child	to	day
care,	it	should	be	a	good	one.	Leading	to	the	obvious	question:	How	do
you	know	if	it’s	good?	One	way	to	get	a	sense	of	this	is	to	go	back	to	the
NICHD	study	and	consider	how	the	researchers	evaluated	quality.	You
may	not	be	able	to	replicate	their	methods	exactly,	but	you	can	at	least
get	a	sense	of	what	they	were	looking	for.

Let’s	start	with	what	they	were	not	looking	for:	what	I	call	“fancy”
day-care	features.	There	is	no	box	to	tick	for	“early	Mandarin
exposure”	or	“organic	snacks.”	They	also	did	not	focus	on	things	like
whether	the	day	care	tried	to	teach	kids	facts	about	penguins.
Overwhelmingly,	the	evaluation	of	day-care	quality	focused	on	the
interactions	between	the	providers	and	the	children.

The	quality	evaluation	has	several	parts.	First,	there	is	effectively	a
checklist	of	questions	on	safety,	fun,	and	“individualization.”	Here’s	a
simple	version:

Safety

No	exposed	outlets,	cords,	fans,	etc.
Safe	cribs

Written	emergency	plan
Disposable	towels	available

Eating	area	away	from	diaper	area



Toys	washed	each	day

Teacher	knows	about	infant	illnesses

Fun

Toys	can	be	reached	by	kids

Floor	space	available	for	crawlers	to	play
3	different	types	of	“large-muscle	materials”	available	(balls,	rocking	horse)

3	types	of	music	materials	available
“Special	activities”	(i.e.,	water	play,	sponge	painting)

3	materials	for	outdoor	infant	play

Individualization

Kid	has	own	crib
Each	infant	is	assigned	to	one	of	the	teachers

Child	development	is	assessed	formally	at	least	every	6	months
Infants	offered	toys	appropriate	for	their	development	level

Teachers	have	at	least	1	hour	a	week	for	team	planning

Most	of	these	things	can	be	easily	observed	and	recorded	on	a	day-
care	tour,	and	the	checklist	is	basically	the	same	for	center-based	or
home-based	day	care.

In	addition,	they	also	assessed	quality	by	watching	the	child	at	day
care	several	times.	The	observation	periods	are	fairly	short—a	burst	of
four	ten-minute	observation	periods	over	the	course	of	a	half	day.	This
is	probably	harder	to	replicate,	but	if	you	are	considering	a	day	care,	it
would	not	be	unreasonable	to	ask	if	you	can	quietly	observe	from	the
sidelines	for	ten	to	fifteen	minutes.	I	would	probably	avoid	actually
bringing	a	numerical	observation	sheet,	but,	you	know,	that’s	up	to
you.

What	were	the	observers	looking	for?	First,	some	basic	things.	Is
the	adult	(or	adults)	available	and	interacting	with	the	children	(i.e.,
are	they	on	their	phone,	or	are	they	down	on	the	floor	with	the	babies)?
Do	they	have	positive	physical	contact	with	the	children	(reinforcing
good	behavior	with	a	hug,	holding	the	baby)?

Then	there	are	some	questions	on	developmental	stimulation.	Does
the	adult	read	to	the	children?	Do	they	talk	to	them?	Do	they	respond
when	the	baby	makes	a	noise?	(“Gah!”	“That’s	right,	that’s	a	hippo.
Hip-po.	Do	you	want	to	hold	the	hippo?	Here	you	go!”)



Third,	there	is	behavior.	All	babies	and	children	act	out	at	various
times.	The	question	is,	how	does	the	adult	respond?	Do	they	respond
to	negative	behavior	by	physically	restraining	the	child	or	children
involved	(the	researchers’	question	specifically	is,	do	they	“restrict
them	in	a	physical	container”)?	Do	they	hit?	Do	they	speak	negatively
to	the	child?	These	would	all	be	(very)	bad	signs.

Finally,	there	is	a	set	of	observations	about	what	the	children	are
doing.	Do	they	seem	physically	well	(not	hungry,	not	wearing	a	poopy
diaper,	etc.)?	Are	they	getting	some	time	interacting	with	adults?	Are
they,	heaven	forbid,	watching	TV?

At	the	end	of	the	observation,	the	observer	is	also	supposed	to
record	some	general	feelings.	Is	the	day	care	child-centered?	That	is,
do	the	adults	seem	like	they	are	really	focused	on	what	the	kids	want	to
do,	listening	to	them	and	responding	to	them?	Or	are	the	adults	just
going	through	the	motions,	mostly	focused	on	each	other	and	not	on
the	kids?	Do	the	children	and	adults	seem	to	have	a	positive	and	loving
relationship?	Do	the	children	seem	well-adjusted	and	happy,	or	do
they	seem	afraid	and	cringe	at	the	sight	of	the	adult?

You	are	(presumably)	not	a	trained	day-care	observer.	On	the	other
hand,	many	of	these	characteristics	are	things	you	could	look	for	on
your	own.	It	is	very	unlikely	a	caregiver	would	hit	a	child	in	front	of
you,	but	negative	affect	and	a	lack	of	warmth	aren’t	actually	very	hard
to	pick	up	on.	And	it’s	hard	to	fake	the	opposite.

A	reasonable	question	to	ask	is	whether	this	is	all	just	a	way	to	say
you	should	pick	the	most	expensive	day	care	you	can	afford.	It	is	true
that	quality	and	price	are	correlated:	more	expensive	day	cares	are
going	to	be,	on	average,	higher	quality.	But	the	main	component	of
quality—how	the	care	providers	interact	with	the	children—is	not
about	price.

THE	NANNY	OPTION

Okay,	so	we’ve	solved	the	day-care	node	(or	at	least	done	our	best).
We’ve	done	our	clipboard	evaluations	and	found	the	best	possible	day-
care	option.



Now,	what	about	the	nanny?

The	NICHD	study	evaluates	the	quality	of	at-home	(i.e.,	nanny	or
other	non-mom	family	member)	childcare,	with	the	same	results:
higher-quality	childcare,	as	determined	by	the	metrics	they	can
measure,	is	better.	However,	quality	in	this	case	is	even	harder	to
evaluate	than	for	day	care.

The	study	uses	a	similar	evaluation	period	and	checklist	to	see	if	the
caregiver	is	responsive	to	the	child,	if	there	are	toys	and	books	around,
if	there	is	yelling	or	hitting	(both	bad).	Unfortunately,	it	is	likely	to	be
much	harder	to	do	a	reliable	evaluation	of	a	single	adult–child
interaction,	where	it	will	be	obvious	the	researcher	is	there,	watching
the	caregiver,	than	at	a	day	care,	where	you	can	more	easily	fade	into
the	background.

In	addition,	even	more	so	than	in	the	case	of	day	care,	the	quality
ratings	are	likely	to	be	related	to	socioeconomic	status	in	a	way	that
overstates	the	importance	of	caregiver	quality.	One	of	the	questions—
for	example—is	whether	the	child	has	at	least	three	books.	But	this	is	a
feature	of	the	family,	not	the	nanny.

Beyond	this,	there	is	simply	very	little	concrete	guidance	about	how
to	find	and	evaluate	a	nanny.	Perhaps	the	most	useful	piece	of	advice	I
got	in	doing	this	was	to	talk	to	references	(of	course)	and	try	to
evaluate	not	only	whether	they	liked	the	person	but	also	whether	the
person	doing	the	referring	seemed	like	me.	Were	we	people	with
similar	needs?

It	can	also	be	useful	to	have	candidates	answer	some	basic
questions	in	writing.	When	you’re	interviewing	someone,	it	can	be
hard	to	remember	everything	you	wanted	to	ask.	If	you	use	an	agency,
they’ll	often	provide	a	suggested	questionnaire.	If	not,	you	can	find
some	online.

Hiring	a	nanny	is	a	bit	of	a	leap	of	faith,	and	you	may	have	to	trust
your	gut.	When	my	daughter	was	three,	we	moved,	pretty	abruptly,
from	Chicago	to	Providence.	We	left	our	beloved	nanny,	Madu,	in
Chicago,	and	had	to	look	for	someone	else	on	a	tight	time	frame.	We
ended	up	hiring	Becky	without	ever	having	met	her	in	person,	after
just	two	phone	calls	and	having	her	meet	my	brother.	It	just	felt	right—
which	it	was—although	this	is	hard	to	square	with	my	ever-eager	desire
for	data.



DAY	CARE	VS.	NANNY

At	this	stage	of	the	decision	tree,	you	should	have	chosen	your	optimal
day	care	and	nanny	structure.	Now	to	compare	them.	Is	one
necessarily	better?

One	problem	with	the	data	is	that	many	studies	that	look	at	day
care,	in	particular,	implicitly	or	explicitly	compare	it	to	the	option	of
being	home	with	Mom.	This	is	an	interesting	comparison—see	the
previous	chapter—but	it	isn’t	exactly	the	same	as	comparing	day	care
with	a	nanny.

The	NICHD	study	is	our	best	option	here.	This	study	does	explicitly
compare	nanny-type	arrangements	to	“center-based	childcare,”	and
makes	an	attempt,	although	it	is,	of	course,	imperfect,	to	adjust	for
differences	in	family	background.

The	paper	that	summarizes	the	effects	on	children	through	age	four
and	a	half	looks	at	cognitive	and	language	development,	and	at
behavior	problems.3	On	the	cognitive	side,	the	results	are	mixed.	More
months	in	day	care	before	eighteen	months	are	associated	with	slightly
lower	cognitive	scores	by	four	and	a	half	years	old,	but	more	time	in
care	after	that	is	associated	with	higher	cognitive	outcomes.

It	is	hard	to	know	why	this	is.	It	could	be	that	very	early	on	the	one-
on-one	attention	enhances	early	language	development,	but	at	older
ages,	children	in	day	care	are	likely	to	spend	more	time	on	skills	like
letters,	numbers,	and	social	integration	than	children	cared	for	by
nannies	or	stay-at-home	parents.	But	this	is	speculation.	It	is	also
possible	that	these	are	just	correlations—that	they	are	not	causal	at	all.

Studies	that	combine	this	suggest	that,	overall,	the	effect	is	positive
—that	kids	who	are	in	day	care	for	more	time	over	this	entire	period
have	better	language	and	cognitive	outcomes	at	four	and	a	half.4

On	the	behavior	side,	there	are	small	associations	between	behavior
problems	and	more	time	in	day	care	at	all	ages,	although	the	authors
caution	that	these	effects	are	fairly	minimal	and	all	the	children	were
in	the	“normal”	behavior	range.

These	effects—both	the	(slightly)	positive	cognitive	effects	and	the
(slightly)	negative	behavior	effects—seem	to	persist	through	the	early



grades	at	school,	although	they	fade	substantially	by	third	or	fifth
grade.5

This	is	only	one	study,	but	the	effects	are	mimicked	in	other
contexts.	Day	care	is	associated	with	better	cognitive	outcomes6	and
slightly	worse	behavior.7	The	cognitive-outcome	effects	seem	to	be
concentrated	in	care	that	occurs	at	slightly	older	ages.	There	is	a
variety	of	evidence	for	this	last	point—for	example,	the	evidence	for	the
effectiveness	of	the	federal	Head	Start	program	is	based	on	studies
showing	that	preschool	hours	enhance	school	readiness.

There	are	various	other	things	evaluated	in	these	studies.	One	is
“infant	attachment.”	Are	kids	in	day	care	less	attached	to	their	moms?
No,	they	are	not.	Quality	of	parenting	matters	for	this,	but	day-care
time	makes	no	difference.8

A	final	data-driven	comparison	is	with	illness.	Kids	who	are	in	day
care	are	more	likely	to	get	sick.9	These	are	not	serious	illnesses,	more
like	colds	and	fevers,	stomach	flu,	and	so	on.	On	the	plus	side,	these
early	exposures	seem	to	confer	some	immunity,	with	children	who
were	in	day	care	for	more	years	as	toddlers	having	fewer	colds	in	early
elementary	school.10

In	all	this	we	come	back	again	and	again	to	two	things:	First,
parenting	matters.	Much	more	consistent	than	any	of	the	associations
in	these	studies	is	the	association	between	parenting	and	child
outcomes.	Having	books	in	your	house	and	reading	them	to	your	kid	is
going	to	matter	much	more	than	what	books	they	have	at	day	care.
This	seems	to	be	true	even	though	your	child	probably	spends	as	many
waking	hours	with	their	care	providers	as	with	you.	I	don’t	think	we
know	precisely	why	this	is	the	case,	although	it	may	be	that	you	as	the
parent	are	the	most	consistent	influence	your	child	has.	Second,
childcare	quality	matters	much	more	than	which	type	of	childcare	you
have.	A	high-quality	day	care	is	likely	to	be	better	than	a	low-quality
nanny,	and	vice	versa.

The	choice	of	childcare	arrangement	is	also	not	just	about	your
child.	Ultimately,	you	have	to	figure	out	what	works	for	your	family.
This	introduces	considerations	beyond	the	cognitive	development
ones.

First,	there	is	cost.	On	average,	a	nanny	is	more	expensive	than	day
care	(although	this	may	not	always	be	true).	An	arrangement	where



you	share	a	nanny	with	another	family	may	be	a	way	to	offset	some	of
the	nanny	costs.	This	is	a	question	for	your	budget.

What	is	the	right	share	of	your	budget	to	spend	on	childcare?	There
is	no	one	answer.	The	way	we	thought	about	it—this	is	really	getting
into	the	weeds	of	economist	parenting,	a	place	where	no	one	may	want
to	be—is	back	to	the	“marginal	utility	of	money.”	Let’s	say	that	the
difference	between	a	nanny	share	and	having	your	own	nanny	is
$10,000	a	year	for	3	years,	so	$30,000	total.	Obviously,	if	you	prefer
the	nanny	share,	it’s	an	easy	choice.

But	if	you	prefer	not	to	share	the	nanny,	you	want	to	think	about
how	much	that	money	is	worth	to	you.	The	key	is	to	think	about	its
marginal	value.	Yes,	this	is	a	lot	of	money	(childcare	is	SO
EXPENSIVE).	But	that’s	not	the	relevant	question.	The	question	is
what	would	you	do	if	you	had	that	money?	What	is	the	next	best,	non-
childcare,	use	of	these	funds?	This	is	the	same	question	I	encouraged
you	to	ask	about	having	a	parent	stay	home.

It	may	be	that	the	difference	is	in	how	nice	a	house	or	apartment
you	have.	It	may	mean	a	difference	in	some	vacation	choices.	It	may
mean	less	savings—you’re	then	trading	your	retirement	plans	for
something	now.	There	isn’t	an	easy	choice.	But	by	being	explicit	about
what	else	you’d	do	with	the	money,	you	can	at	least	frame	the	decision
a	bit	more	concretely:	Would	you	rather	have	your	own	nanny,	or	two
vacations	a	year,	or	more	retirement	savings?

Beyond	budget,	there	is	the	question	of	convenience.	Is	there	a	day
care	close	by	(either	to	home	or	work),	or	will	you	have	to	drive	far	out
of	your	way	for	drop-off?	And	what	are	your	options	if	your	child	gets
sick?	At	home,	care	can	still	work	with	a	sick	kid	(also,	kids	get	sick	less
at	home),	but	day	care	cannot.	What	are	your	backup	options?

One	of	the	best	pieces	of	parenting	advice	I	got	from	my	friend
Nancy	was	this:	Regardless	of	what	childcare	you	choose,	have	a	plan
for	who	is	in	charge	when	the	nanny	or	the	kid	is	sick.	Fighting	about
who	will	miss	work	in	the	moment	is	a	bad	idea.

Finally,	you	might	simply	feel	more	comfortable	with	one	of	these
options	or	the	other.	That	is	a	good	reason	to	choose	that	option!	Many
people	express	discomfort	at	the	idea	of	one	person	being	with	their
child,	in	their	house,	all	day.	Your	relationship	with	an	in-home
caregiver	can	be	complex.	If	you	have	a	nanny,	one	day	your	child	will



call	you	by	their	name.	Will	this	make	you	feel	bad?	There	is	no
uniform	answer	to	this,	but	it	is	something	to	think	about	in	advance.

This	is	a	family	decision.	If	all	the	adults	in	the	household	choose	to
work	outside	the	home,	you	need	to	be	happy	with	your	childcare.
You’ll	spend	enough	time	thinking	about	your	children	while	you’re	at
work	anyway,	and	if	you	are	worried	about	them	all	day,	you	won’t	get
anything	done.	Finding	an	arrangement	that	works	for	you	is	nearly	as
important	as	finding	one	that	works	for	your	child.

As	a	final	point,	I	should	say	that	the	dichotomy	at	the	heart	of	the
decision	tree	is	perhaps	misleading.	The	choice	of	childcare	doesn’t
have	to	be	either-or.	Looking	over	the	data,	to	the	extent	we	have	any
evidence	day	care	is	worse,	it	seems	to	be	worse	early	on	in	life—say,	in
the	first	year	or	eighteen	months.	To	the	extent	day	care	is	better,	that
seems	to	be	truer	later	in	life—say,	after	a	year	or	eighteen	months.
Putting	this	together	could	argue	for	a	nanny-type	arrangement	(or	a
helpful	grandparent,	or	some	combination	of	the	two)	early	on,
followed	by	day	care	at	a	slightly	older	age.

The	Bottom	Line

With	any	childcare	arrangement,	quality	matters.	For
day	care,	in	particular,	you	can	use	some	simple	tools
to	try	to	do	your	own	quality	evaluation.

On	average,	more	time	in	day-care	centers	seems	to
be	associated	with	slightly	better	cognitive	outcomes
and	slightly	worse	behavior	outcomes.

The	positive	effects	of	day	care	present	more	at	older
ages,	the	negative	ones	more	at	younger	ages.

Kids	in	day	care	get	sick	more,	but	develop	more
immunity.

Parenting	quality	swamps	childcare	choices	in	its
importance,	so	make	sure	you	pick	something	that
works	for	you	as	a	parent	as	well.
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Sleep	Training
leep.	The	elusive,	mystical	dream	of	new	(and	old)	parents	alike.

Most	people	are	prepared	for	the	first	couple	of	sleepless
weeks	with	a	baby;	maybe	your	family	is	around,	or	at	least	you

aren’t	working	off	a	base	of	exhaustion.	But	then	month	2	comes,	and
still	the	baby	is	sleeping	only	two	hours	at	a	stretch.	At	some	point,	the
pediatrician	tells	you,	“A	baby	of	this	size	can	sleep	for	up	to	six	hours
at	a	time.”	You	want	to	poke	them	in	the	eye	with	a	pen.

Now	it’s	month	4.	There	was	one	amazing	night	when	the	baby
slept	for	four	hours,	but	this	has	never	been	repeated.	It	takes	two
hours	to	get	her	to	sleep	since	you	can’t	put	her	down	in	the	crib	until
she	has	been	sleeping	for	at	least	an	hour	in	your	arms.	That’s	one	hour
of	potential	sleep	for	you,	gone.	Now	it’s	month	6.	Now	it’s	month	8.
Now	it’s	starting	to	seem	like	your	baby	just	wants	to	hang	out	in	the
middle	of	the	night.	And	it	really	does	seem	like	you’ll	never	be	rested
again.

Of	course,	this	is	not	everyone’s	experience.	There	are	people	who
will	tell	you	their	baby	slept	through	the	night	from	three	weeks	on.	In
my	experienced	opinion,	most	of	these	people	are	liars,	but	I	guess	it	is
possible	a	few	are	not.	And	certainly	some	babies	sleep	better	than
others.	But	the	fact	is	that	most	babies	get	up	a	lot	at	night,	and	most
parents	would	prefer	not	to.

This	issue	has	not	gone	unnoticed	by	the	marketplace.	There	are	a
tremendous	number	of	books	on	strategies	to	get	your	child	to	sleep
better.	One	academic	article	on	parental	approaches	to	sleep	lists	forty
different	books,	from	Ready,	Set,	Sleep:	50	Ways	to	Get	Your	Child	to
Sleep	to	Winning	Bedtime	Battles.1	Even	a	short	Amazon	perusal
reveals	at	least	twenty,	including:



Weissbluth,	Healthy	Sleep	Habits,	Happy	Child

Ferber,	Solve	Your	Child’s	Sleep	Problems

Ezzo	and	Bucknam,	On	Becoming	Baby	Wise

Pantley,	The	No-Cry	Sleep	Solution

Hogg,	Secrets	of	the	Baby	Whisperer

Waldburger	and	Spivack,	The	Sleepeasy	Solution

Mindell,	Sleeping	Through	the	Night

Giordano,	The	Baby	Sleep	Solution

Turgeon	and	Wright,	The	Happy	Sleeper

These	books	can	be	quite	compelling.	They	follow	a	similar
formula:	describe	some	science	of	sleep	(some	do	this	better	than
others),	provide	a	suggested	procedure	for	increasing	sleep,	describe
many	anecdotes	from	successful	users.	These	anecdotes	can	be	very
persuasive.	The	people	in	the	stories	typically	have	problems	way
worse	than	yours.	And	look	at	them!	A	few	days	into	the	new	system
and	they’re	sleeping	for	twelve	hours	and	waking	up	refreshed!

For	the	most	part,	these	books	each	have	a	particular	approach.	For
example,	Healthy	Sleep	Habits,	Happy	Child	outlines	a	system	that
involves	making	sure	the	baby	is	fed,	diapered,	and	comfortable	before
leaving	them	in	their	crib,	but	then	allowing	them	to	cry	it	out.	The
book	contains	a	lot	of	details—if	you	plan	to	sleep	train,	you’ll	want	to
read	at	least	one	of	these—and	a	good	portion	of	it	describes	the
research	on	why	this	is	a	good	idea.

Some	of	the	systems	are	more	complex	than	others.	With	Finn	I
briefly	attempted	one	that	involved	picking	him	up	when	he	cried,	then
waiting	until	he	stopped,	then	immediately	putting	him	back	down.
Then	repeat.	I	abandoned	this	after	three	days;	I	definitely	did	not
achieve	the	success	of	the	people	in	the	book.	I	was	so	tired,	I	was
probably	doing	it	wrong.

The	major	distinction	among	these	books	is	whether	they	advocate
a	form	of	“cry	it	out.”	Broadly,	“cry	it	out”	refers	to	any	system	where
you	leave	the	baby	in	his	crib	on	his	own	at	the	start	of	the	night,	and
sometimes	let	him	fall	back	to	sleep	on	his	own	if	he	wakes	at	some
point	during	the	night.	The	name	refers	to	the	fact	that	if	you	do	this,



your	baby	will	cry	some	at	the	start.	Modifications	include	varying
whether	you	check	on	the	baby,	the	length	of	time	you’re	willing	to	let
them	cry,	the	length	of	sleep	you	are	trying	to	achieve,	whether	you
stay	in	the	room	with	them	(without	picking	them	up),	etc.

Ferber	is	the	most	well-known	advocate	of	these	systems—the	word
Ferberize	is	sometimes	used	as	a	verb	to	refer	to	this	behavior	(i.e.,	“I
am	going	to	Ferberize	my	baby”),	although	Weissbluth	is	increasingly
popular	and	also	advocates	crying	it	out.

Alternatives	like	The	No-Cry	Sleep	Solution	largely	avoid	“cry	it
out,”	opting	instead	for	systems	in	which	the	infant	is	taught	to	sleep
alone	without	as	much	crying.	Usually	there	is	some	crying	anyway	(it’s
a	baby,	after	all).

Of	course,	there	is	yet	a	third	solution,	advocated	more	strongly	in
the	attachment-parenting	community,	that	you	should	not	be	doing
this	at	all.	This	philosophy	is	often	linked	with	William	Sears,	a
Californian	doctor	with	more	than	thirty	parenting	books	to	his	name.

Proponents	of	this	philosophy	argue,	basically,	that	your	infant
cries	because	he	needs	you,	and	to	let	him	cry	is	barbaric.	But	it	goes
further	than	this:	attachment	parenting	advocates	co-sleeping	as	well,
meaning	there	is	no	need	for	sleep	training	of	any	type	since	there	is	no
goal	of	getting	the	child	to	sleep	alone.	Proponents	of	this	point	out
that	if	your	child	is	in	the	bed,	you	don’t	really	have	to	get	up	to	deal
with	them—you	just	roll	over	and	stick	a	boob	in	their	mouth	and	go
back	to	sleep.

If	you	have	decided	to	keep	your	infant	in	the	bed	with	you	(see	the
discussion	of	co-sleeping	in	chapter	6),	then	sleep	training	(at	least
early	on)	is	probably	not	a	feasible	option.	People	do	try	to	sleep	train
older	toddlers	who	share	a	bed	with	them,	but	this	is	a	discussion	for
another	day.	But	if	you	are	not	doing	this	and	your	baby	is	in	another
room,	after	getting	up	every	two	hours	to	feed/rock/beg	them	to	sleep,
sleep	training	may	begin	to	seem	appealing.

But:	Go	on	the	internet,	and	you’ll	immediately	find	a	variety	of
articles	detailing	the	extensive	long-term	damage	sleep	training	will	do
to	your	child.	Google	“cry	it	out,”	and	on	the	first	page	of	results	you’ll
find	an	article	by	a	PhD	psychologist,	Darcia	Narvaez,	entitled
“Dangers	of	‘Crying	It	Out’:	Damaging	Children	and	Their
Relationships	for	the	Long	Term.”2	The	article	proceeds	as	you’d



expect	based	on	the	title.	It	details	the	selfish	reasons	people	would
choose	to	do	this,	and	the	many	long-term	psychological	issues	it	could
create.

At	its	core,	the	concern	from	the	opponents	of	“cry	it	out”	is	that
your	baby	will	feel	abandoned	and,	as	a	result,	struggle	to	form
attachments	to	you,	and	ultimately	to	anyone	else.	It	is	worth	a	brief
digression	on	where	this	idea	comes	from.

The	answer:	Romanian	orphanages.

In	the	1980s,	a	deep	failure	of	reproductive	policy	left	thousands	of
infants	and	children	in	Romanian	orphanages.	These	children	suffered
all	kinds	of	tragic	deprivations,	including	limited	food,	as	well	as
physical	and	sexual	abuse.	In	addition,	they	had	almost	no	adult
contact	as	infants	and	children.	They	were	left	in	their	cribs	for	years
with	virtually	no	human	contact,	resulting	in	very	late	physical
development,	in	addition	to	mental	and	psychological	costs.
Researchers	who	visited	these	children	found	the	children	could	not
form	bonds	with	others,	and	many	of	them	have	struggled	their	whole
lives.

This	influenced	the	attachment-parenting	philosophy,	including
views	on	the	use	of	“cry	it	out.”	One	of	the	things	visitors	noticed	in
these	places	was	the	eerie	quiet	of	the	rooms	the	children	were	kept	in.
Infants	and	babies	didn’t	cry,	because	they	knew	no	one	would	come.
The	argument	is	that	“cry	it	out”	is	the	same	thing:	Your	baby	will	stop
crying	because	she	knows	you	will	not	come,	just	as	the	children	in
these	orphanages	did.	And	just	as	in	those	settings,	her	ability	to	attach
to	you	and	others	will	be	forever	changed.

This	was	a	terrible	and	shameful	episode	that	should	never	have
happened.	But	it	is	also	not	comparable	to	the	experience	of	most
infants	whose	parents	use	“cry	it	out”	methods.	None	of	these	suggest
leaving	the	infant	for	months	without	any	human	contact,	nor	do	they
suggest	subjecting	children	to	the	other	types	of	physical	and
emotional	abuse	common	in	the	Romanian	orphanage	experience.

Obviously,	the	writers	of	anti–“cry	it	out”	articles	understand	this,
but	in	their	view,	“cry	it	out”	is	a	continuum.	The	children	left	in	these
orphanages	suffered	extreme	long-term	consequences.	Children	who
experience	other	types	of	chronic	life	stress—physical	abuse,	serious
neglect—often	have	long-term	problems.	A	few	nights	of	sleep	training



probably	will	not	do	that,	but	who	knows	whether	they	endure	smaller
damages?

Fortunately,	the	literature	does	know—at	least	to	some	extent—and
we	can	subject	the	question	of	whether	sleep	training	is	harmful	to	the
data.	But	before	getting	into	that	later	in	this	chapter,	it	seems	useful
to	start	with	the	basic	question	of	whether	sleep	training	works.	Even	if
you	do	not	think	there	are	long-term	consequences	of	sleep	training,	it
is	unpleasant	to	do—most	parents	do	not	like	to	listen	to	their	children
cry.	If	it	doesn’t	work,	it	seems	like	something	to	avoid.	So	we’ll	start
there.	If	the	method	works,	if	it	has	some	benefits,	we	can	then	move
on	to	the	possible	risks.

DOES	IT	WORK?

Good	news:	yes,	this	method	works	for	improving	sleep.

There	are	many,	many	studies	on	this,	employing	a	variety	of
related	procedures	(many	of	these	are	randomized	trials).	A	2006
review	covered	nineteen	studies	of	the	unfortunately	named
“Extinction”	method—the	form	of	“cry	it	out”	in	which	you	leave	and
do	not	return—of	which	seventeen	showed	improvements	in	sleep.3

Another	fourteen	studies	used	“Graduated	Extinction”—where	you
come	in	to	check	on	the	baby	at	increasingly	lengthy	intervals—and	all
showed	improvements.	A	smaller	number	of	studies	covered
“Extinction	with	Parental	Presence”—in	which	you	stay	in	the	room
but	let	the	child	cry—and	these	also	showed	positive	effects.

These	effects	persist	through	six	months	or	a	year	in	studies	that
can	look	this	far	out.	This	means	that	children	who	are	sleep	trained
are	sleeping	better	(on	average)	even	a	year	after	the	training.

These	methods	do	not	completely	solve	all	sleep	problems	from	day
one.	And	some	children	respond	better	than	others,	as	do	some
parents.	To	give	an	example,	in	one	study	of	“cry	it	out”	from	the
1980s,	the	authors	found	that	babies	in	the	control	group	got	up	four
nights	a	week	on	average,	versus	only	two	nights	for	babies	who	were
sleep	trained.4	The	sleep-trained	babies	also	woke	up	less	frequently	on
the	nights	they	did	get	up.



These	results	are	similar	to	other	studies	in	their	magnitudes.	Not
every	baby	who	is	sleep	trained	will	sleep	through	the	night	every
night,	but	they	do	sleep	better	on	average.	Getting	up	four	nights	a
week	is	significantly	worse	than	getting	up	two	nights.

The	bottom	line	is	that	there	is	simply	a	tremendous	amount	of
evidence	suggesting	that	“cry	it	out”	is	an	effective	method	of
improving	sleep.

It	is	worth	noting	that	most	of	these	studies—and,	indeed,	virtually
all	sleep	books—recommend	a	“bedtime	routine”	as	part	of	any	sleep
intervention.	There	isn’t	much	direct	evidence	on	this—the	review
refers	to	it	as	a	“common	sense	recommendation”—but	it	is	generally
included	with	all	intervention	approaches.	The	idea	is	to	have	some
activities	that	signal	to	the	baby	that	it	is	bedtime:	putting	on	the
baby’s	pajamas,	reading	them	a	book,	singing	some	kind	of	song,
turning	off	the	lights.	Basically,	no	one	recommends	throwing	a	fully
clothed	baby	in	the	crib	with	the	lights	on,	telling	them	it	is	bedtime,
and	closing	the	door.

BENEFITS

While	much	of	the	popular	discussion	of	sleep	training	focuses	on	its
possible	harms,	much	of	the	academic	literature	focuses	on	its	possible
benefits,	including	not	only	improvements	in	infant	sleep	but	also
benefits	to	the	parents.

Most	important,	sleep	interventions	seem	to	be	very	successful	at
reducing	maternal	depression.	To	take	one	example,	an	Australian
study	of	328	children	randomized	half	into	a	sleep-training	regime	and
the	other	half	into	a	control	group.	Two	and	four	months	later,	the
authors	found	that	the	mothers	of	babies	in	the	sleep-training	arm
were	less	likely	to	be	depressed	and	more	likely	to	have	better	physical
health.	They	were	less	likely	to	use	health	services	as	well.5

This	finding	is	consistent	across	studies.	Sleep-training	methods
consistently	improve	parental	mental	health;	this	includes	less
depression,	higher	marital	satisfaction,	and	lower	parenting	stress.6	In
some	cases	the	effects	are	very	large.	One	small	(non-randomized)
study	reported	that	70	percent	of	mothers	fit	the	criteria	for	clinical



depression	at	study	enrollment,	and	only	10	percent	after	the
intervention.7

Obviously,	we	want	to	think	carefully	about	any	possible	risks	to
babies,	but	the	fact	that	sleep	training	is	good	for	parents	should	not	be
ignored.	And	sleep	is	also	beneficial	to	development	for	babies	and
kids.	Settling	into	a	good	sleep	routine—one	that	will	ensure	longer
and	higher-quality	sleep—could	have	long-term	positive	effects	for
children.

IS	“CRY	IT	OUT”	HARMFUL?

“Cry	it	out”	works,	helps	parents	and	kids	sleep	better,	and	improves
parental	mood	and	happiness.	Is	it	harmful	for	your	child?

There	are	a	number	of	good	randomized	trials	that	speak	to	this.
One	representative	study	from	Sweden,	published	in	2004,	took
ninety-five	families	and	randomized	them	into	a	sleep-training	regime
involving	a	form	of	“cry	it	out.”8	The	authors	focused	on	whether
behavior	during	the	day	was	impacted	by	the	nighttime—basically,
they	asked	whether	the	infants	were	less	attached	to	their	parents
during	the	day	as	a	result	of	being	left	to	cry	during	the	night.

This	particular	study	found	that,	in	fact,	infant	security	and
attachment	seemed	to	increase	after	the	“cry	it	out”	intervention.	It
also	found	improvements	in	daytime	behavior	and	eating	as	reported
by	the	babies’	parents.	Note	that	this	is	the	opposite	of	the	concerns
raised	about	“cry	it	out”	methods.

This	study	is	not	alone.	A	2006	review	of	sleep-training	studies,
which	included	thirteen	different	interventions,	noted	the	following:
“Adverse	secondary	effects	as	the	result	of	participating	in	behaviorally
based	sleep	programs	were	not	identified	in	any	of	the	studies.	On	the
contrary,	infants	who	participated	in	sleep	interventions	were	found	to
be	more	secure,	predictable,	less	irritable,	and	to	cry	and	fuss	less
following	treatment.”9	(Translation:	Nothing	bad	happened	in	any
study,	and	in	most	cases,	the	babies	seemed	happier	after	sleep
training	than	before.)	More	recent	studies	draw	the	same	conclusion.10



One	interpretation	of	all	these	findings	is	that	the	babies	are	better
rested,	the	parents	are	better	rested,	and	everyone	is	therefore	in	a
better	mood.	But	this	is	beyond	what	is	in	the	data,	which	doesn’t
really	speak	to	mechanisms,	only	to	effects.

This	evidence	focuses	on	immediate	impacts	on	the	infant.	But	this
isn’t	necessarily	the	main	concern	among	those	who	shun	“cry	it	out.”
Instead,	the	worry	is	about	longer-term	impacts.	Yes,	the	infant	cries
less—maybe	even	less	during	the	day—but	because	they	have	given	up,
not	because	they	are	happier.

To	more	fully	address	this,	we	need	to	follow	sleep-trained	children
to	older	ages	to	see	whether	there	are	long-term	risks.	This	adds	to	the
difficulty	of	running	a	randomized	trial,	of	course,	since	longer-term
follow-up	is	both	difficult	and	expensive.	However,	we	have	one
example:	the	same	study	I	discussed	on	this	page	in	the	context	of
sleep-training	benefits.

This	study	was	run	in	Australia,	with	328	families	recruited	when
their	babies	were	eight	months	old.	The	authors	first	showed	that	the
intervention	improved	sleep	and	lowered	parental	depression.11	But
they	didn’t	stop	there.	They	returned	to	evaluate	the	children	a	year
later	and,	most	notable,	five	years	later,	when	the	children	were	almost
six.	In	this	later	follow-up,	which	included	a	subset	of	the	original
families,	the	researchers	found	no	difference	in	any	outcomes,
including	emotional	stability	and	conduct	behavior,	stress,	parent-
child	closeness,	conflict,	parent-child	attachment,	or	attachment	in
general.	Basically,	the	kids	who	were	sleep	trained	looked	exactly	like
those	who	were	not.12

This	study—as	well	as	the	others	I	cited	earlier	and	various	review
articles—does	not	point	to	either	long-	or	short-term	harms	from	“cry
it	out.”	And	it	works,	and	it	is	good	for	parents.	This	paints	a	pretty
pro–“cry	it	out”	picture.	But	it	is	not	one	that	everyone	agrees	with.

A	number	of	academic	articles	argue	against	“cry	it	out”	from	a
theoretical	perspective.	One	good	example	comes	from	an	article
published	in	2011	in	a	journal	called	Sleep	Medicine	Reviews.13	The
authors	of	this	article	presented	a	case	against	“cry	it	out,”	largely
based	on	the	idea	that	infant	crying	is	intended	as	a	signal	of	distress,
and	parents	should	therefore	not	be	encouraged	to	ignore	it.	They	draw
on	the	attachment	theories	cited	earlier	(i.e.,	the	orphanage	literature),



and	argue	that	parents	who	engage	in	this	are	ignoring	their	children’s
efforts	to	begin	communication	with	them.

The	fact	that	“cry	it	out”	works	is	not	compelling	to	these
researchers	and,	indeed,	is	an	indication	of	harm.	As	one	article	in	the
journal	Sleep	put	it,	“Is	the	cessation	of	crying	a	‘cure’	or	is	it	that	the
child	has	‘given	up’	and	is	now	depressed	and	has	partially	withdrawn
from	the	attachment	dyad?”14

The	primary	argument	offered	by	this	and	similar	papers	is	that
infant	crying	is	a	signal	of	stress	(probably	true)	and	that	stress,	even
over	a	short	period	of	days	or	weeks,	may	have	long-term
consequences	for	babies	(this	is	speculative).	These	authors	often	point
to	one	particular	study	to	support	these	stress	claims.	That	study,
published	in	2012,	followed	twenty-five	infants	and	their	mothers	in
New	Zealand	over	a	five-day	inpatient	treatment	in	a	sleep	lab.15	The
goal	of	the	stay	in	the	lab	was	to	sleep	train	the	infants.	Nurses	in	the
study	collected	data	on	the	stress	hormone	cortisol	in	both	the	babies
and	their	mothers,	and	were	also	responsible	for	putting	the	infants	to
sleep,	and	monitoring	the	sleep	training.

Before	the	sleep	training	each	day,	the	babies’	and	moms’	cortisol
levels	were	tested	and	recorded.	This	was	done	again	after	the	infant
fell	asleep.	On	the	first	day,	the	babies	all	cried.	Their	cortisol	levels
were	the	same	before	the	training	and	after	they	fell	asleep.	Their
mothers’	cortisol	levels	were	also	the	same	before	the	babies	cried	and
after	they	were	asleep.	This	was	the	same	on	the	second	day.

On	the	third	day,	none	of	the	infants	cried	(see	above:	sleep	training
works).	However,	they	showed	the	same	cortisol	patterns:	equal	before
bedtime	and	after	they	fell	asleep.	But	for	the	moms,	this	changed:
they	had	lower	cortisol	levels	in	the	later	period,	when	the	babies
weren’t	crying.

The	authors	suggested	that	this	presents	a	problem	with	sleep
training.	In	particular,	they	note	that	after	sleep	training,	the	mother’s
stress	levels	do	not	stay	in	sync	with	the	infant’s,	which	they	interpret
as	possible	evidence	that	the	attachment	between	mother	and	infant	is
weakening.

A	number	of	commentators	have	argued	that	this	is	an
overinterpretation	of	the	study.	For	one	thing,	there	is	no	baseline	level
of	cortisol	given,	so	we	actually	have	no	way	to	know	if	the	babies	were



even	experiencing	elevated	stress.	For	another,	the	study	stopped	after
three	days	(or	at	least	the	data	reporting	did),	so	we	don’t	know	what
happened	later.

But	even	beyond	this,	it	is	unclear	why	differing	levels	of	cortisol	for
moms	and	infants	after	sleep	training	is	a	problem.	Effectively,	this
study	shows	that	mothers	are	more	relaxed	after	sleep	training	occurs,
and	that	there	are	no	other	changes	for	the	infant.	This	seems	like	a
positive	result,	not	a	negative	one.

Fundamentally,	the	argument	against	sleep	training	is	theoretical.
We	know	that	abuse	and	neglect	have	long-term	consequences,	so	how
can	we	be	sure	that	four	days	of	a	baby	crying	itself	to	sleep	doesn’t?
You	might	think	you	could	look	at	the	data	on	long-term	impacts	and
note	that	everything	seems	fine,	but	the	theoretical	counterargument	is
simply	that	for	some	children,	this	is	devastating,	and	you	do	not	know
who	those	children	are.

This	argument	is	nearly	impossible	to	refute.	There	is	no	way	to
prove	or	disprove	it.	You’d	need	a	huge	sample	size,	and	even	then
most	studies	wouldn’t	be	designed	to	pick	up	this	kind	of
heterogeneity.

A	related	argument	is	that	although	children	may	look	fine	at	five	or
six	years	old,	the	damage	from	sleep	training	may	not	manifest	until
they	are	adults.	Again,	very	hard	to	study.

I	think	it	is	fair	to	say	that	it	would	be	good	to	have	more	data—it’s
always	good	to	have	more	data!	And	yes,	it	is	possible	that	if	we	had
more	data,	we	would	find	some	small	negative	effects.	The	studies	we
have	are	not	perfect.

However,	the	idea	that	this	uncertainty	should	lead	us	to	avoid
sleep	training	is	flawed.	Among	other	things,	you	could	easily	argue	the
opposite:	maybe	sleep	training	is	very	good	for	some	kids—they	really
need	the	uninterrupted	sleep—and	there	is	a	risk	of	damaging	your
child	by	not	sleep	training.	There	isn’t	anything	in	the	data	that	shows
this,	but	there	is	similarly	nothing	to	show	that	sleep	training	is	bad.

You	could	also	argue	that	the	effects	of	maternal	depression	on
children	are	long-lasting,	and	therefore	this	intervention	may	have
beneficial	long-term	effects.	This	seems	in	many	ways	more	plausible.

You’ll	have	to	make	a	choice	about	this	without	perfect	data.	(This
is	true	of	virtually	all	parenting	choices.	Blame	the	parenting



researchers!)	But	it	would	be	a	mistake	to	say,	for	example,	that	not
sleep	training	is	the	“safest	option.”

Does	all	this	mean	you	should	definitely	sleep	train?	Of	course	not
—every	family	is	different,	and	you	may	really	not	want	to	let	your	baby
“cry	it	out.”	You	need	to	make	your	own	choices,	just	as	with
everything	else.	But	if	you	do	want	sleep	train,	you	should	not	feel
shame	or	discomfort	about	that	decision.	The	data,	imperfect	as	it	is,	is
on	your	side.

WHICH	METHOD,	AND	WHEN?

Most	“cry	it	out”	methods	are	variants	on	one	of	three	themes:
Extinction—just	leave,	and	do	not	return;	Graduated	Extinction—come
back	at	increasingly	lengthy	intervals;	and	Extinction	with	Parental
Presence—sit	in	the	room,	but	do	not	do	anything.	Ferber	is	a
proponent	of	the	second,	whereas	Weissbluth	is	more	in	favor	of	the
first.

There	is	evidence	that	all	three	methods	work—more	evidence,
perhaps,	on	the	first	two	than	the	third—but	relatively	little	evidence
on	which	works	best.	On	the	one	hand,	some	reports	seem	to	find	that
Graduated	Extinction	is	easier	for	parents	and	leads	to	more
consistency;	other	studies	have	found	it	prolongs	crying.16

The	only	general	principle	from	these	is	that	consistency	is	key.
Choosing	a	method—whichever	one—and	sticking	with	it	increases
success.	So	the	most	important	consideration	here	is	likely	what	you
think	you	can	do.	Will	knowing	you	can	check	on	the	baby	help	you	feel
better?	Or	would	you	rather	just	close	the	door	and	leave	it	closed?

This	also	highlights	the	importance	of	having	a	plan.	Sleep	training
should	not	be	something	you	decide	to	do	on	a	whim	because	your
baby	is	being	a	jerk	today.	It	should	be	something	you	plan—ideally
with	both	parents	and	caregivers,	and	perhaps	also	with	your	doctor.
And	once	you	have	a	plan,	stick	to	it.

There	is	relatively	little	guidance	on	the	appropriate	age	to	start
sleep	training.	Most	studies	focus	on	children	in	the	four-	to	fifteen-
month-old	period,	although	these	studies	tend	to	recruit	people	with



babies	who	have	been	diagnosed	with	sleep	problems,	so	they	are
going	to	be,	on	average,	older.	Generally,	it	will	be	easier	to	sleep	train
a	six-month-old	than	a	three-month-old,	and	probably	harder	to	train
a	two-year-old.	But	these	methods	seem	to	work	on	a	variety	of	ages.

What	is	very	important	to	note	is	that	your	sleep-training	goals	may
differ	depending	on	the	age	of	your	child.	Weissbluth,	for	example,
suggests	you	can	begin	sleep	training	as	early	as	eight	or	ten	weeks.	At
this	age,	most	babies	are	not	able	to	sleep	through	the	night	without
eating.	You	should	not	expect	your	two-month-old	to	sleep	for	twelve
hours,	and	you	similarly	shouldn’t	be	frustrated	or	feel	like	a	failure	if
they	do	not.	The	goal	of	sleep	training	a	ten-week-old	baby	is	to
encourage	the	baby	to	fall	asleep	on	their	own	at	the	start	of	the	night
and	then	only	wake	when	they	are	hungry	later	in	the	night.

On	the	other	hand,	a	ten-	or	eleven-month-old	should	be	able	to	go
through	the	night	without	eating,	and	sleep	training	babies	at	that	age
tends	to	focus	on	both	their	falling	asleep	on	their	own	and	staying
asleep	through	the	night.

Put	simply,	the	goal	of	sleep	training	is	not	(despite	what	some
would	say)	to	deprive	your	child	of	basic	needs	like	food	and	diaper
changes.	It	is	to	encourage	their	going	to	sleep	independently	once
those	needs	are	met.

A	NOTE	ON	NAPS

For	the	most	part,	the	sleep	books	also	suggest	that	you	can	use
whatever	system	you	are	using	at	night	during	the	day.	This	includes	a
version	of	“cry	it	out.”

There	is,	however,	no	research	I	can	identify	that	specifically
focuses	on	daytime	sleep	training.	There	is	no	particular	reason	to
think	that	crying	during	the	day	would	be	more	or	less	harmful	than
crying	at	night,	so	on	this	dimension	it	is	not	clear	if	the	lack	of	specific
research	is	an	issue.	What	is	more	complicated	is	the	question	of
whether	daytime	sleep	training	will	work.

Daytime	sleep	is	more	complicated	than	nighttime	sleep.	It	comes
together	later	(as	we	talked	about	in	the	baby-organization	chapter),



and	it	is	dropped	sooner.	Even	infants	who	sleep	very	well	at	night
have	more	variable	daytime	sleeping	schedules.	All	this	is	to	say	that
sleep	training	is	likely	to	be	more	hit-or-miss	for	naps	than	at	bedtime.

SO,	WHAT	DID	YOU	DO?

When	Penelope	was	a	baby,	we	lived	in	Chicago,	and	we	had	a
wonderful	pediatrician,	Dr.	Li,	who	happened	to	be	part	of	the
Weissbluth	practice.	We	never	saw	Weissbluth	himself,	but	the
practice	in	general	was	supportive	of	sleep	training.	And	we	did	sleep
train	Penelope,	working	roughly	out	of	the	Healthy	Sleep	Habits,
Happy	Child	playbook.

However,	I	will	say	we	didn’t	do	the	greatest	job	with	consistency.
We	started	with	a	form	of	Graduated	Extinction—crying	with	checking
—which	definitely	improved	things,	but	didn’t	fully	work.	We	had
months	of	on-and-off	days	of	crying,	and	endless	discussions	of	how
long	the	checking	intervals	should	be,	who	should	do	the	checking,	and
so	on.

Finally,	at	one	pediatrician	visit,	we	explained	our	system	to	Dr.	Li,
who	told	us,	nicely	but	firmly,	that	we	should	probably	cut	it	out	with
the	checks.	When	we	did	this,	the	sleep	training	finally	took,	and
Penelope	became	(and	remains)	a	good	sleeper.

I	wanted	to	do	a	better	job	with	sleep	training	the	second	time
around.	With	Finn,	we	would	have	a	plan—one	we	had	written	down,
agreed	upon,	and	would	stick	to.

We	used	our	family	task-management	software,	Asana,	for	the
planning.	Jesse	created	a	task—“Finn	Sleep	Training”—where	we	could
discuss	the	details	back	and	forth.

(Why,	you	ask,	do	you	not	use	email	or—heaven	forbid—discuss	in
person?	We	like	to	avoid	emails	for	family	tasks	since	they	gunk	up	our
work	inboxes	and	it	can	be	hard	to	find	the	thread	later.	And	we,	at
least,	have	found	that	it	is	much	more	helpful	to	have	discussions	like
this,	especially	when	opinions	abound	and	emotions	run	high,	in
writing	rather	than	in	person.	It	can	be	easier	to	fight	it	out	in	writing,
so	everyone	gets	to	quietly	think	about	what	they	are	saying.	Then	we



can	save	our	in-person	discussions	for	such	exciting	topics	as
departmental	hiring	priorities.	Fun!)

After	some	back	and	forth,	we	agreed	on	the	following	system.

PART	1:	BEDTIME/START	OF	NIGHT

Finn	will	go	to	bed	during	Penelope’s	bedtime,	around	6:45.

We	will	put	his	pj’s	on	and	read	him	a	book	as	part	of	the
bedtime	routine.

He	will	nurse,	and	then	we’ll	put	him	down	in	bed.

We	will	not	return	at	all	before	10:45	p.m.

PART	2:	OVERNIGHT	SCHEDULE

Will	feed	Finn	the	first	time	he	cries	after	10:45	p.m.

After	the	first	feeding,	do	not	respond	again	until	at	least	2
hours	after	the	end	of	each	feeding.

Example:	If	he	eats	from	midnight	to	12:30	a.m.,	then	do	not
respond	for	another	feeding	until,	at	the	earliest,	2:30	a.m.

NOTE:	THE	LONGEST	STRETCH	OF	SLEEP	IS	EARLY	IN	THE	NIGHT,	SO	WEISSBLUTH	SAYS	WE
SHOULD	RESPOND	MORE	FREQUENTLY	IN	THIS	PERIOD	THAN	AT	THE	START	OF	THE	NIGHT.

PART	3:	THE	MORNING

Wake-up	is	between	6:30	and	7:30	a.m.

If	he	is	awake	at	6:30	we	get	him	up.

If	he	is	not	awake	he	can	sleep	until	as	late	as	7:30.	At	that
time	we	wake	him	up	if	he	is	not	up	already.

This	plan	is	roughly	in	the	Weissbluth	mode.	The	goal	was	to
encourage	Finn	to	go	to	sleep	on	his	own	at	bedtime,	but	not	to	deprive
him	of	food.	We	started	this	around	ten	weeks,	at	which	point	he	was
still	eating	two	or	three	times	a	night,	but	we	thought	he	was	ready	to
fall	asleep	alone	at	the	start	of	the	night.

I	did	get	a	successful	do-over	on	this	one.	Finn	was	much	easier
than	Penelope—he	cried	for	perhaps	twenty-five	minutes	the	first



night,	a	few	minutes	on	the	second,	and	then	very	little	after	that.	Just
to	be	clear:	He	did	get	up	(frequently)	later	in	the	night	after	this	first
stage.	He	was	seven	or	eight	months	old	before	he	actually	slept
through	the	night.

I	think	part	of	our	success	was	having	a	plan	written	down.	You
may	not	want	to	be	quite	so	formal,	and	even	if	you	have	a	plan,	there
will	likely	be	some	deviation	from	it—that	is	okay!	But	knowing	at	least
in	rough	terms	what	you	are	planning,	and	agreeing	with	your	partner
on	it,	is	likely	a	good	idea.

Part	of	our	success	with	Finn,	we	know,	was	simply	because	he	was
an	easier	baby	than	Penelope.	We	were	also	more	experienced	parents.
Even	if	you	treat	your	kids	exactly	the	same,	they	may	be	different.
Some	will	respond	better	than	others.

Finally,	a	big	part	of	our	success	on	our	second	round	was	having
Penelope	there.

The	great	fear	during	sleep	training	is	that	the	next	time	you	go	see
your	baby,	they	will	hate	you.	Your	only	hope	for	real	success	is	if	you
can	convince	yourself	that	this	is	good	for	your	family,	and	will	help
you	and	your	baby	be	better	rested.	And	if	you	can	remember	that	it
will	not	cause	long-term	harm.

Of	course,	this	is	all	hard	to	remember	in	the	moment.	When	we
were	going	through	this	with	Finn	the	first	night,	he	was	crying	and	we
were	finishing	putting	Penelope	to	bed.	I	was	anxious—no	matter	how
convinced	you	are	of	the	plan,	it	is	very	hard	to	listen	to	your	baby	cry.
Penelope	looked	at	me—very	seriously—and	told	me,	“Mom,	whatever
you	do,	you	can’t	go	in.	He	needs	to	learn	to	sleep	on	his	own.	We	have
to	help	him	do	that.”

In	the	presence	of	a	child	who	was	sleep	trained	and	obviously	does
not	hate	you,	it	is	hard	to	hold	on	to	your	fear.

The	Bottom	Line

“Cry	it	out”	methods	are	effective	at	encouraging
nighttime	sleep.



There	is	evidence	that	using	these	methods	improves
outcomes	for	parents,	including	less	depression	and
better	general	mental	health.

There	is	no	evidence	of	long-	or	short-term	harm	to
infants;	if	anything,	there	may	be	some	evidence	of
short-term	benefits.

There	is	evidence	of	success	for	a	wide	variety	of
specific	methods,	and	little	to	distinguish	between
them.

The	most	important	thing	is	consistency:	choose
a	method	you	can	stick	with,	and	stick	with	it.
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Beyond	the	Boobs:	Introducing	Solid	Food
ideon	Lack	is	a	researcher	at	King’s	College	London.	He	studies
allergies	in	kids,	especially	allergies	to	peanuts.	At	some	point,
perhaps	through	discussions	with	colleagues	in	Israel,	Dr.	Lack

got	the	impression	that	peanut	allergies	were	much	less	common
among	children	in	Israel	than	in	the	UK.	So	in	2008	he	published	a
paper	testing	this	theory.	Using	a	questionnaire,	covering	about	five
thousand	children	in	each	location	and	focusing	on	Jewish	children	in
both	Israel	and	the	UK,	he	found	that	school-age	children	in	the	UK
were	about	ten	times	more	likely	to	be	allergic	to	peanuts	than	children
in	Israel.1	Almost	2	percent	of	the	children	in	the	UK	were	allergic,
versus	just	0.2	percent	of	the	Israeli	children.

In	the	paper	reporting	these	findings,	Dr.	Lack	and	his	colleagues
went	beyond	just	showing	the	prevalence	differences.	They	actually
speculated	as	to	why	the	differences	existed:	specifically,	early	peanut
exposure.	Children	in	Israel	are	more	commonly	exposed	to	peanuts
early	in	life—there	is	a	popular	peanut-based	early	childhood	snack
called	Bamba—and	the	researchers	argued	that	this	exposure	may	be
the	cause	of	lower	incidence	of	peanut	allergies	in	Israeli	children.

The	careful	reader	will	know	this	type	of	claim	is	exactly	the	kind	of
thing	that	drives	me	crazy.	A	huge	number	of	things	differ	between
Israel	and	the	UK!	These	issues	are	by	no	means	fully	addressed	by
using	only	Jewish	children	in	the	UK.	An	obvious	difference	is
diagnosis	rate—what	if	even	mild	peanut	allergies	are	diagnosed	in	the
UK,	and	only	severe	ones	in	Israel?	Since	the	data	is	based	only	on	a
questionnaire,	we	have	no	way	to	verify	the	allergy	or	how	bad	it	is.

Gideon	Lack	might	have	stopped	there,	and	we’d	be	left	with	a
vaguely	interesting	fact	and	some	unsatisfying	speculation	about	why,



but	he	didn’t.	He	pursued	this	idea	using	a	much	more	convincing
method:	a	randomized	controlled	trial.

In	the	years	following	their	initial	findings,	Lack	and	his	colleagues
recruited	a	cohort	of	about	seven	hundred	babies	between	four	and
eleven	months	old	and	randomized	them	into	a	peanut	exposure	group
and	a	non-exposure	group.	Parents	of	children	in	the	exposure	group
were	told	to	expose	their	kids	to	a	dose	of	peanuts—about	6	grams	a
week—in	the	form	of	either	the	Israeli	snack	Bamba	or	regular	peanut
butter.	Parents	of	children	in	the	other	group	were	told	to	avoid
peanuts.

The	researchers	selected	a	group	of	children	who	were	more	likely
to	have	peanut	allergies	than	the	general	population—this	was
important	to	make	sure	they	could	draw	strong	conclusions	even	with
a	relatively	small	sample	size—and	they	also	divided	the	sample	into
children	who	had	no	sensitivity	to	peanuts	at	baseline	and	those	who
showed	some	sensitivity.	This	let	them	look	at	these	effects	overall,	and
in	children	who	were	more	prone	to	allergy.	The	kids	were,	of	course,
closely	monitored	for	any	adverse	reactions.

The	researchers	finally	published	their	findings	in	2015	in	the	New
England	Journal	of	Medicine.2	The	results—I	put	them	in	a	graph	on
this	page—are	striking.	Children	who	were	exposed	to	peanuts	were	far
less	likely	to	be	allergic	to	them	at	the	age	of	five	than	children	who
were	not.	In	the	group	that	didn’t	get	peanuts,	17	percent	of	children
were	allergic	to	peanuts	at	age	five.	(Remember,	this	figure	is	higher
than	it	would	be	in	the	general	population	because	of	the	way	the
researchers	selected	their	sample.)	However,	only	3	percent	of	the
children	who	were	given	peanuts	were	allergic.

Since	the	study	was	randomized,	there	was	no	reason	other	than
the	peanut	exposure	that	allergy	rates	would	be	different.	And	these
differences	showed	up	in	both	the	high-	and	low-allergy-risk	groups.



This	is	a	striking	finding,	to	say	the	least.	It	suggests	that	exposing
children	to	peanuts	early	helps	them	avoid	peanut	allergies.	The
finding	is	especially	notable	as	it	suggests	that	the	standard	advice
parents	were	given	about	peanuts	up	to	this	point	was	entirely	wrong.
(With	Penelope,	we	were	told	to	wait	until	she	was	a	year	old	to
introduce	peanuts.)	This	advice	was	given	especially	to	people	whose
children	were	at	higher	risk	for	allergy.3

It	is	not	an	exaggeration	to	say	this	advice	has	made	things	worse
and,	indeed,	may	be	largely	responsible	for	the	increase	in	peanut
allergies	over	the	past	twenty	years.	The	fact	that	your	kid	has	to	bring
SunButter	to	school?	That	may	well	be	the	fault	of	bad	public	health
advice.

In	the	wake	of	these	peanut	findings,	the	recommendations	about
exposure	have	changed	completely.	Early	exposure	to	peanuts	is	now
the	normal	recommendation,	especially	for	children	at	risk	for	an
allergy.	The	hope	is	that	with	wider	dissemination	and	use	of	these
updated	recommendations,	there	will	be	fewer	life-threatening	peanut
allergies.	And	we’ll	have	Gideon	Lack	to	thank.	Of	course,	this	does
highlight	the	problems	with	basing	your	initial	recommendations	on
little	or	no	evidence.

Peanut	timing	is	not	the	only	recommendation	that	you’ll	hear
about	food.	The	American	Academy	of	Pediatrics	(among	other
sources)	has	whole	websites	devoted	to	transitioning	your	child	to
eating	solid	foods.	For	the	most	part,	there	is	little	real	evidence	behind
these	recommendations.

The	AAP	recommendations	echo	the	traditional	Western	way	to
introduce	your	children	to	food.	This	begins,	between	four	and	six
months,	with	either	rice	cereal	or	oatmeal.	You	feed	your	child	with	a



spoon.	Make	sure	to	take	some	adorable	pictures	to	send	to	the
grandparents!	These	will	also	be	helpful	at	your	child’s	wedding.

Then,	a	few	days	or	a	week	later,	you	introduce	fruits	and
vegetables,	one	variety	at	a	time,	every	three	days.	The	standard	advice
is	to	do	veggies	first	so	kids	do	not	learn	fruit	tastes	better.	A	month	or
so	after	that,	you	introduce	meat.	All	of	this	is	in	a	pureed	form	and	fed
to	your	baby	with	a	spoon.

With	Penelope	we	followed	this	exactly.	I	made	a	brief	foray	into
making	my	own	baby	food,	which	I	gave	up	almost	immediately.	I	did
invest	in	the	world’s	largest	supply	of	Earth’s	Best	organic	baby	food.
We	actually	had	a	special	closet	devoted	to	the	jars.	When	Penelope
finally	aged	out	of	it,	we	still	had	whole	pallets	of	chicken	and	sweet
potato	“Step	2”	jars.

Eventually,	you	introduce	foods	the	kid	can	pick	up	with	their
hands.	This	would	include,	say,	Cheerios	and	rice	puffs.	Gradually,
around	a	year	or	so,	you	phase	out	the	pureed	food.	(In	case	you	are
wondering,	yes,	a	food	pantry	will	take	those	jars	you	have	stacked	in
the	closet.)

There	is	certainly	nothing	wrong	with	these	recommendations,	per
se.	They	have	worked	for	many	people	for	many	years.

And	there	is	some	reasoning	behind	this	approach.	Before	four
months,	your	baby	is	unlikely	to	be	able	to	eat	solid	food—the	skill	is
fundamentally	different	from	nursing	or	drinking	from	a	bottle—and
there	is	no	reason	to	give	them	anything	other	than	breast	milk.	There
is	also	a	concern	about	filling	their	stomach	with	foods	that,	unlike
breast	milk	and	formula,	do	not	give	them	the	appropriate	nutrients
for	their	age.	This	gives	you	part	of	the	timing	recommendation.

You	start	with	rice	cereal	because	it	is	flavorless,	and	you	can
therefore	mix	it	with	breast	milk	or	formula	so	your	kid	is	more	likely
to	eat	it.	These	cereals	are	also	iron	fortified,	which	is	helpful	if	you’re
nursing,	since	this	is	an	age	at	which	breast	milk	may	no	longer
provide	enough	iron.

The	delay	between	food	introductions	is	to	see	if	any	food	causes	an
allergy.	If	you	feed	your	kid	strawberries	and	eggs	and	tomatoes	and
wheat	all	in	a	single	day	and	they	have	an	allergic	reaction,	it	will	be
hard	to	know	what	the	source	is.



All	these	arguments	are	logical,	but	there	isn’t	much	testing	of	the
specifics.	At	best,	I	would	therefore	describe	these	recommendations
as	logic	based	rather	than	evidence	based.

For	example,	there	is	no	evidence	for	the	order	of	food
introductions.	If	you’d	like	to	start	with	carrots	or	prunes	rather	than
rice	cereal,	I	can	find	no	reason	in	the	published	evidence	not	to.	Sure,
maybe	your	baby	will	be	more	comfortable	with	rice	cereal,	but	carrots
are	actually	objectively	tastier.	Finn	thought	those	cereals	were	a	joke.
The	only	rice	cereal	he	ever	ate	was	congee	at	our	favorite	Chinese
restaurant.

Similarly,	there	is	some	sensibility	behind	the	idea	of	waiting
between	food	introductions.	Nearly	all	allergies	are	caused	by	one	of	a
few	foods—milk,	eggs,	peanuts,	and	tree	nuts—and	it’s	sensible	not	to
introduce	these	foods	all	at	the	same	time.	But	most	people	are	not
allergic	to	most	things.	Yes,	you	can	have	an	allergy	to	peas,	but	this	is
very	uncommon.	This	doesn’t	mean	there	is	anything	wrong	with	the
every-three-days	plan,	and	based	on	other	evidence	that	kids	need	to
try	a	food	a	few	times	before	they	like	it,	there	may	be	a	reason	to	focus
on	adding	new	foods	one	at	a	time.	On	the	other	hand,	if	you	plan	to
introduce	all	the	foods	to	your	kid	before	they	are	one,	you’ll	have	to
speed	up	at	some	point.

This	discussion	relates	to	small	modifications	around	the
traditional	food	introduction	plan.	But	some	people	go	further	with
this	and	question	the	very	approach	of	spoon-feeding	purees	in	the
first	place.	An	alternative,	which	has	grown	in	popularity	in	recent
years,	is	referred	to	as	“baby-led	weaning.”	In	this	practice,	instead	of
introducing	pureed	foods	and	feeding	the	kid	with	a	spoon,	you	wait
until	they	are	old	enough	to	pick	up	foods	on	their	own	and	then	have
them	more	or	less	eat	what	your	family	eats.

I	used	this	approach	with	Finn.	I	wish	I	could	say	it	was	because	I
belatedly	discovered	a	large	evidence	base	suggesting	it	was	better.	In
fact,	it	was	that	I	could	not	bear	the	thought	of	another	closet	full	of
jars.	Baby-led	weaning	involves	just	giving	your	child	the	food	you	are
eating.	This	seemed	great!	I	was	already	producing	that	food.	I	was	all
for	signing	up	for	an	easier	approach	that	preserved	my	closet	space.

Advocates	of	baby-led	weaning	do	not	typically	focus	on	the	lazy-
parenting	benefits.	Instead,	they	cite	benefits	to	your	child:	infants
learn	to	regulate	the	amount	of	food	they	eat,	leading	to	less	incidence



of	overweight	or	obesity;	they	show	acceptance	of	a	wide	variety	of
foods;	and	you	have	better	family	mealtime	experiences.

Evidence	backing	these	claims	is,	however,	limited.4	A	main	issue	is
that	the	kinds	of	parents	who	are	likely	to	try	this	differ	from	those
who	use	a	more	traditional	feeding	structure.	They	tend	to	be	higher
income,	better	educated,	more	likely	to	sit	together	at	family	meals,
etc.	These	factors	also	relate	to	mealtime	experience	and	diet	quality,
making	it	hard	to	separate	out	the	role	of	the	food	introduction	system.

The	best	evidence	we	have	is	from	one	(small)	randomized	trial	of
two	hundred	families.5	The	results	support	some	of	the	claims	about
baby-led	weaning,	but	not	all.	Parents	reported	less	food	fussiness,	and
the	infants	in	the	baby-led	weaning	group	were	more	likely	to	eat	with
their	family.	They	were	also	likely	to	be	breastfed	longer,	and	the
introduction	of	food	was	pushed	later	(i.e.,	to	around	six	months	rather
than	four).

On	the	other	hand,	this	study	did	not	find	any	differences	in
whether	children	were	overweight	or	obese	by	the	age	of	two,	and	they
didn’t	find	any	differences	in	the	nutrients	the	children	consumed	or
their	total	calorie	intake.	The	researchers	noted	that	this	was	hard	to
measure	given	the	smearing	around	of	food.	The	kids	did	eat	slightly
differently—the	baby-led-weaning	group	was	more	likely	to	have	meat
and	salt,	for	example—but	these	differences	didn’t	go	in	any	systematic
direction.

One	of	the	main	concerns	with	this	approach	is	that	it	could	lead	to
choking,	if	infants	are	unable	to	swallow	big	pieces	of	things.	The	study
showed	that	it	was	no	more	common	in	the	baby-led-weaning	group
than	the	traditional	spoon-feeding	group.	Choking	is,	however,
reasonably	common	in	all	babies,	and	people	in	the	study	were
encouraged	not	to	introduce	foods	that	presented	significant	choking
hazards.	A	four-month-old	shouldn’t	have	large	pieces	of	hard	fruit,
baby-led	weaning	or	not.

This	study	followed	two	hundred	people;	clearly,	learning	detailed
answers	to	these	questions	would	require	a	lot	more	than	that.	If	you
do	want	to	try	baby-led	weaning,	there	is	nothing	in	the	evidence	to	say
it	is	a	bad	idea.	If	you	do	not,	there	is	also	nothing	compelling	to	say
you	should	go	out	and	do	it.



A	final	note	on	timing:	There	is	some	debate	about	the	right	time	to
introduce	solid	foods	and,	in	particular,	a	question	of	whether
introducing	solids	too	early	will	lead	to	obesity	later.	What	is	the
reason	to	wait	for	four	months	at	all?	Should	you	really	be	waiting	for
six	months,	or	longer?	The	reasons	to	wait	until	four	months	are
largely	physiological—babies	really	cannot	eat	before	this—but	waiting
longer	than	that	doesn’t	seem	like	it	matters.	There	is	some	correlation
between	the	timing	of	food	introduction	and	childhood	obesity,	but	it
seems	to	be	due	to	other	factors,	like	parental	weight	and	diet.6

DOES	WHAT	YOU	FEED	YOUR	KIDS	MATTER?

Deciding	whether	to	start	with	purees	is	one	thing,	but	there	is	a	more
important	question	here:	What,	exactly,	should	you	be	feeding	your
child?	The	bottom	line	is	that	more	or	less	everyone	on	the	planet	eats,
and	they	more	or	less	all	eat	solid	food,	so	regardless	of	how	you
introduce	foods,	you’re	likely	to	end	up	with	a	child	who	eats
something.

There	is	no	guarantee,	however,	that	your	child	will	like	a	wide
variety	of	foods,	will	eat	healthily,	and	will	be	willing	to	try	new	things.
Perhaps	it	isn’t	difficult	to	produce	a	child	who	will	eat	chicken	nuggets
and	hot	dogs,	but	how	do	you	end	up	with	one	who	loves	sautéed	kale
and	kimchi	with	squid?	Or	at	least	one	who	will	try	them?

Let’s	acknowledge:	this	issue	may	not	be	important	to	everyone.
You	may	care	that	your	child	is	willing	to	eat	some	vegetables,	but	you
may	not	particularly	care	if	they	are	picky	or	not.	There	is	nothing
wrong	with	a	child	who	eats	only	broccoli	and	pasta,	as	long	as	that
works	for	your	family.	Going	further,	you	may	not	care	if	the	child	eats
only	pasta,	figuring	they’ll	get	into	broccoli	when	they	grow	up.	You
will	need	to	think	more	carefully,	in	this	case,	about	how	your	child	will
get	the	necessary	vitamins,	but	otherwise	this	is	not	obviously
problematic.

How	much	you	care	about	this	is	likely	to	depend	on	how	your
family	eats.	For	a	while	I	was	making	two	dinners—one	for	Penelope
and	a	later	one	for	us—and	it	got	to	be	too	much.	Ultimately,	we



altered	both	what	we	ate	and	what	she	ate	so	we	could	eat	together.	But
many	people	are	fine	with	the	system	of	two	dinners.

Let’s	assume,	however,	that	you	do	care	about	promoting	a	“healthy
diet.”	The	good	news	is	that	there	is	plenty	of	research	on	this
question.	The	bad	news	is	that	a	lot	of	it	is	not	very	good.

Consider	a	paper	from	2017	that	got	a	lot	of	media	attention.7	The
authors	followed	911	children	from	age	nine	months	to	six	years	and
related	their	early	diet	to	their	later	diet.	They	found	that	children	who
ate	a	varied	diet—and	in	particular	those	who	consumed	a	wide	variety
of	fruits	and	vegetables—at	nine	months	were	also	more	likely	to	eat	a
varied	diet	with	vegetables	at	age	six.

The	researchers	concluded	that	tastes	are	formed	early,	and	it	is
therefore	important	to	expose	children	to	a	variety	of	foods	early	in
life.

This	is	certainly	one	possible	explanation	for	the	results.	But	it	is	by
no	means	the	most	likely	one.	A	much	more	plausible	explanation	is
that	the	parents	who	feed	their	children	vegetables	at	age	one	are	also
likely	to	feed	them	vegetables	at	age	six.	This	is	just	a	very	basic
causality	problem,	and	it	is	difficult	to	learn	anything	here.

However,	we	can	get	some	clues	about	the	true	underlying
relationships	from	smaller,	more	indirect	studies.

Consider	the	following	quite	neat	example.	Researchers	recruited	a
group	of	moms	and	randomized	them	into	a	“high-carrot”	or	“low-
carrot”	diet	during	pregnancy	and	lactation.	The	high-carrot	moms
were	drinking	a	lot	of	carrot	juice.

When	their	children	were	ready	for	rice	cereal,	the	researchers
offered	them	(the	babies,	not	the	moms)	cereal	made	with	water,	or
one	flavored	with	carrots.	The	kids	whose	moms	had	eaten	more
carrots	were	more	likely	to	prefer	the	carrot	cereal	(as	evidenced	by
their	consumption	and	their	facial	expressions,	and	presumably	also
whether	they	picked	up	the	dish	and	threw	it	on	the	floor).8	This
suggests	that	flavor	exposure—in	this	case,	thorough	the	placenta	and
through	breast	milk—affects	whether	children	are	receptive	to	new
flavors.

Related	to	this,	once	children	are	starting	to	eat	solid	foods,	there	is
randomized	evidence	that	repeated	exposure	to	a	food—say,	giving
kids	pears	every	day	for	a	week—increases	their	liking	of	it.	This	works



for	fruits,	but	also	for	vegetables,	even	bitter	ones.9	It	reinforces	the
idea	that	children	can	get	used	to	different	flavors	and	that	they	like
familiar	ones.

This	shouldn’t	be	too	surprising.	People	eat	differently	in	different
cultures,	and	we	know	people	continue	to	express	preferences	for	the
foods	they	ate	as	a	child,	even	if	they	move	to	another	location.10

Putting	this	together,	on	one	hand,	from	a	global	public	health
perspective,	I	would	be	extremely	hesitant	to	conclude	that	lack	of
exposure	to	vegetables	at	age	one	was	the	main	problem	with	older
children’s	diets.	The	problem	is	more	likely	to	be	with	the	foods	kids
are	offered	at	both	ages.	On	the	other	hand,	from	the	standpoint	of	an
individual	parent,	if	you	want	your	child	to	eat	a	variety	of	foods,	this
suggests	it	is	beneficial	to	expose	them—repeatedly—to	these	flavors.

However,	even	if	you	eat	all	kinds	of	weird	stuff	while
breastfeeding,	and	carefully	expose	your	child	to	Brussels	sprouts	for
weeks	on	end,	they	may	still	end	up	being	somewhat	picky	about	their
food.	Researchers	classify	this	pickiness	into	two	groups:	food
neophobia	(fear	of	new	foods)	and	picky/fussy	eating,	in	which	the
child	just	doesn’t	like	a	lot	of	different	foods.

Before	getting	into	these,	and	how	you	might	fix	them	(hard),	you
should	know	that	most	kids	become	more	picky	around	two	and	then
slowly	grow	out	of	it	in	their	elementary	school	years.	This	is
sometimes	a	surprise	to	parents—your	eighteen-month-old	eats	like	a
horse,	then	all	of	a	sudden	around	two,	they	start	being	very	selective
and	just	generally	not	eating	much.	I	have	sat	at	many	a	dinner	where
one	of	my	kids	has	taken	one	bite	and	said,	“I’m	done!”

This	change	can	lead	to	unrealistic	expectations	from	parents	about
how	much	their	toddler	and	young	child	will	eat.	As	a	review	article
from	2012	notes,	“The	majority	of	children	between	one	and	five	years
of	age	who	are	brought	in	by	their	parents	for	refusing	to	eat	are
healthy	and	have	an	appetite	that	is	appropriate	for	their	age	and
growth	rate.”11	The	article	goes	on	to	note	that	the	most	useful
treatment	for	this	problem	is	parental	counseling,	not	anything	to	do
with	the	child.	Thanks	for	the	judgment,	researchers.

This	suggests	that	even	if	your	child	doesn’t	eat	that	much	some	of
the	time,	you	probably	shouldn’t	be	overly	concerned,	but	it	doesn’t
answer	the	question	of	how	you	can	treat	or	avoid	general	pickiness.



This	is	a	topic	of	some	research	interest.	One	study	I	like	a	lot	followed
sixty	families	of	kids	aged	twelve	to	thirty-six	months	as	they	tried
introducing	a	new	food.	The	families	videotaped	their	dinner
interactions	for	a	night	so	researchers	could	study	what	seemed	to
influence	the	new	food	adoption.12

This	study	reported	what	parents	actually	do	rather	than	what	they
say	they	do.	This	is	good,	since	none	of	us	is	especially	good	at
reporting	our	actual	behavior.	The	primary	finding	relates	to	how
parents	talk	about	the	new	food.	Kids	are	more	likely	to	try	to	eat	it
with	what	researchers	call	“autonomy-supportive	prompts”—things
like	“Try	your	hot	dog”	or	“Prunes	are	like	big	raisins,	so	you	might	like
them.”	In	contrast,	they	are	less	likely	to	try	things	if	parents	use
“coercive-controlling	prompts”—things	like	“If	you	finish	your	pasta,
you	can	have	ice	cream”	or	“If	you	won’t	eat,	I’m	taking	away	your
iPad!!”

Other	studies	show	that	parental	pressure	to	try	new	foods	or	to	eat
in	general	is	associated	with	more	food	refusal,	not	less.13	These	studies
also	show	that	food	refusals	are	more	common	in	families	where
parents	offer	an	alternative.	That	is,	if	your	kid	doesn’t	eat	broccoli	and
then	you	offer	him	chicken	nuggets	instead,	he	may	learn	that	this	is
always	the	reward	for	not	eating	new	foods.	This	problem	is
exacerbated	by	parents’	concern	that	their	child	isn’t	eating	enough
(which,	see	above,	is	probably	not	true).

Putting	this	together	leads	to	some	general	advice:	offer	your	very
young	child	a	wide	variety	of	foods,	and	keep	offering	them	even	if	the
child	rejects	them	at	first.	As	they	get	a	little	older,	do	not	freak	out	if
they	don’t	eat	as	much	as	you	expect,	and	keep	offering	them	new	and
varied	foods.	If	they	won’t	eat	the	new	foods,	don’t	replace	the	foods
with	something	else	that	they	do	like	or	will	eat.	And	don’t	use	threats
or	rewards	to	coerce	them	to	eat.

This	advice	is	easy	to	give	but	it	can	be	hard	to	take.	It	is	frustrating
to	sit	at	a	meal	that	you	know	to	be	delicious	with	a	four-year-old	who
screams	that	they	hate	it	and	will	not	eat	anything.	I	don’t	have	a	great
solution	for	this,	other	than	earplugs.

I	also	tried	to	train	Finn	to	say	“I	don’t	care	for	pot	roast”	rather
than	“I	HATE	POT	ROAST,”	since	it	at	least	sounds	more	polite,	even	if
still	combined	with	pushing	the	plate	away	and	putting	on	an	angry
pouty	face.	(Parenting:	It’s	a	long	game.)



All	this	discussion	is	predicated	on	the	assumption	that	your	child
doesn’t	actually	have	a	problem	with	weight	gain	or	nutrition.	If	you
are	worried,	this	is	what	the	pediatrician	is	for—they	can	check	on
weight	gain,	malnutrition,	vitamins,	and	so	on.	For	children	who	are
malnourished,	there	is	a	whole	other	set	of	guidelines,	most	of	which
are	more	intense	and	involved,	for	increasing	eating.

ALLERGENS

The	story	at	the	start	of	this	chapter	gives	a	sense	of	how	the
recommendations	for	peanuts	have	changed:	introduce	early,	not	later.
What	the	story	doesn’t	convey	is	whether	this	translates	more
generally	to	allergenic	foods,	and	exactly	how	you	are	supposed	to
introduce	them.

On	the	first	question,	the	answer	is	probably	yes.	The	vast	majority
of	allergies	result	from	eight	food	types:	milk,	peanuts,	eggs,	soy,
wheat,	tree	nuts,	fish,	and	shellfish.	The	incidence	of	these	allergies	has
grown	over	time,	perhaps	as	a	result	of	better	hygiene	(so	less	allergen
exposure	early	on),	and	clearly	due	in	part	to	a	lack	of	early
introduction.

Milk,	eggs,	and	peanuts	make	up	a	large	share	even	of	these.	We
covered	the	peanut	evidence	earlier.	Other	research	suggests	a	similar
mechanism	is	at	work	for	eggs	and	milk.14	The	evidence	on	milk	isn’t	as
convincing	as	the	other	two,	but	perhaps	only	because	large	studies
have	not	yet	been	released.

All	this	points	to	the	possible	importance	of	introducing	all	these
allergens	early—probably	as	early	as	four	months.	(Milk	can	be
introduced	in	the	form	of	yogurt	or	cheese.)

Importantly,	although	the	language	here	is	about	“introduction,”
these	studies	include	regular	exposure	as	well.	It	is	not	enough	to	have
your	kid	try	peanut	butter	or	eggs.	You	need	to	actually	keep	giving	it
to	them	regularly.

Which	leads	to	the	question:	How?

This	is	a	setting	in	which	going	slowly	is	a	good	idea.	Try	a	little	bit
at	first—only	one	allergenic	food	in	a	given	day—and	see	how	they



react.	If	nothing,	give	them	a	little	bit	more.	And	so	on	until	you	get	up
to	a	normal	amount.

And	then	keep	these	foods	in	the	rotation.

This	is	a	lot,	especially	since	most	babies	don’t	really	eat	much	food
anyway.	To	consistently	expose	them	to	peanuts	and	yogurt	and	eggs
on	top	of	everything	else	(what	about	the	peas?)	requires	some
logistical	work.	If	you	are	daunted,	and	especially	if	you’re	very
concerned	about	these	issues,	there	are	some	(new)	products	that
contain	powdered	forms	of	these	foods	and	are	meant	to	be	mixed	with
breast	milk,	formula,	or	cereals.

OTHER	FORBIDDEN	FOODS

Beyond	allergens,	there	are	a	few	other	foods	on	the	“forbidden	foods”
list:	cow’s	milk,	honey,	choking	hazards,	and	sugar-sweetened
beverages.	Do	these	belong	there?

The	last	one	is	obviously	not	just	about	infancy.	Soda	is	strongly
discouraged	for	infants	and	children	(and	adults).	Your	six-month-old
does	not	need	a	Coke.	Juice	is	more	controversial	(and,	indeed,	I	recall
a	childhood	dominated	by	orange	juice),	but	generally,	young	children
should	have	formula,	breast	milk,	or	(once	they	start	eating	solid
foods)	water.	Whole	fruits	or	fruit	purees	are	preferable	to	fruit	juice.

Choking	hazards—nuts,	whole	grapes,	hard	candies—are	also	to	be
avoided,	for	obvious	reasons.	Babies	and	toddlers	do	choke,	and	these
foods	are	more	likely	to	lead	to	choking.	Grapes	are	okay	in	pieces,
nuts	are	okay	in	nut-butter	form,	and	hard	candies	are	not
recommended	for	other	reasons.

Cow’s	milk	is	probably	the	most	complicated	recommendation,
partly	because	it	interacts	with	the	allergen	issues	above.	It	is
important	to	introduce	some	milk-based	foods—yogurt,	cheese—to
avoid	allergies.	But	milk	itself	is	forbidden.

The	concern	is	that	cow’s	milk	is	not	a	complete	infant	nutrition
system,	and	if	your	infant	drinks	a	lot	of	milk,	it	will	restrict	formula	or
breast	milk	intake.	In	particular,	infants	who	have	cow’s	milk	as	their
primary	milk	source	are	more	likely	to	be	iron	deficient.15	The	evidence



says	only	that	you	shouldn’t	replace	formula	or	breast	milk	with	cow’s
milk.	As	an	addition	to,	say,	oatmeal	or	cereal,	it	isn’t	a	problem.

Finally,	honey.	The	concern	with	honey	is	that	it	could	lead	to
infant	botulism.	Infant	botulism	is	a	serious	disease—basically,	a	toxin
interferes	with	neurological	functions,	including	affecting	the	infant’s
ability	to	breathe.	It	is	most	common	under	the	age	of	six	months	and
it	is	treatable,	with	a	very	high	success	rate.	Still,	the	treatment	is	not
easy:	the	baby	typically	needs	to	be	hooked	up	to	a	breathing	machine
for	a	few	days	until	they	are	able	to	breathe	on	their	own	again.

The	toxin	that	causes	this,	Clostridium	botulinum,	is	found	in	soil
and	elsewhere,	including	in	honey.	This,	combined	with	the	fact	that
there	were	multiple	case	reports	from	the	1970s	and	’80s	in	which
infants	who	developed	botulism	had	consumed	honey,	led	to	the
recommendation	against	honey	through	the	first	year	of	life
(sometimes	even	two	or	three).

The	question	of	how	important	honey	is	as	a	source	of	botulism	is
an	open	one,	though.	Although	the	ban	on	honey	has	been	widely
publicized	over	the	past	decades,	there	has	been	basically	no	change	in
the	rate	of	infant	botulism.16	This	suggests	that	other	sources	of
botulism	are	more	important	in	practice.	So	maybe	this	is	overkill,	but
the	downsides	of	avoiding	honey	are	also	limited.

VITAMIN	SUPPLEMENTATION

People	spend	a	lot	of	time	telling	you	how	perfect	breast	milk	is,	how
it’s	the	most	amazing	food	on	the	planet	and	contains	everything	your
baby	needs!	Then,	in	pretty	much	the	next	breath,	they	hand	you	a
bottle	of	vitamin	D	drops	and	tell	you	that,	actually,	breast	milk	doesn’t
have	enough	vitamin	D	and	you’d	better	remember	to	give	your	kid
these	drops	every	day,	or	they	might	get	rickets.

I	would	describe	remembering	these	drops	as	a	“challenge”	for	our
family.	Many	a	yelled	conversation	across	the	house	concerned
whether	someone	had	given	the	drop	or	not	that	day.	The	days	blur.
Was	it	yesterday,	or	three	weeks	ago?



Perhaps	we	should	consider	ourselves	lucky	that	Penelope	and	Finn
did	not	get	rickets.

Then	again,	perhaps	this	risk	is	overblown.

The	general	wisdom	of	vitamin	supplementation	(for	anyone—
adults,	children,	babies)	is	complicated.	It	is	true	that	if	you	are
deficient	in	particular	vitamins,	it	can	cause	serious	problems.	Vitamin
D	deficiency	causes	rickets.	Vitamin	C	deficiency	famously	causes
scurvy,	as	was	first	recognized	in	sailors	who	went	months	without
eating	any	fresh	vegetables	or	fruit.	However,	if	you	eat	a	typical	varied
diet—even	one	that’s	pretty	unhealthy	by	many	standards—you	are
very	unlikely	to	be	seriously	deficient	in	any	of	these	vitamins.

Your	toddler	or	young	child	does	not	generally	need	a	multivitamin
(no	Flintstones	gummies	for	them).	If	they	eat	only	a	very	limited	diet,
it	is	possible	a	multivitamin	would	be	necessary,	but	this	would	be
unusual.	Even	a	child	who	seems	like	a	very	picky	eater	will	be	getting
enough	vitamins	to	sustain	them.	A	baby	who	is	breastfed	will	get	most
vitamins	this	way	as	well.

The	two	possible	exceptions	to	this	are	vitamin	D	and	iron.

Vitamin	D	is	not	present	in	many	foods,	and	is	not	present	in	high
concentrations	in	breast	milk.	People	do	get	vitamin	D	through	sun
exposure,	but	since	many	of	us	live	in	houses	in	cold	places	and	not	on
the	savanna,	sun	exposure	isn’t	always	consistent.

As	a	result,	a	lot	of	infants	and	children	are	considered	deficient	in
vitamin	D.	This	could	be	as	much	as	a	quarter	or	more	of	white
children,	and	higher	among	children	of	color	(darker	skin	lowers
vitamin	D	absorption	from	the	sun).17	Deficiency	here	is	defined	as
having	a	blood	concentration	of	vitamin	D	below	some	cutoff	level.

What	is	less	clear	is	whether	this	really	has	much	actual	health
impact.	Relatively	few	studies	have	looked	at	the	actual	outcomes
associated	with	vitamin	D,	like	bone	growth.	In	two	that	did—very
small	randomized	trials	of	supplementation—there	were	no	impacts	on
bone	growth	or	bone	health,	even	though	supplementation	did
increase	the	concentrations	of	vitamin	D	in	babies.18

This	isn’t	to	say	you	shouldn’t	use	vitamin	D	supplements.	And
certainly	rickets	does	occur,	primarily	in	developing	countries	with
serious	nutritional	limits.	But	it	does	suggest	that	if	you	miss	a	day
here	or	there,	you	shouldn’t	panic.



If	you	are	very	uncomfortable	directly	supplementing	your	baby,
there	is	evidence	that	if	you	are	breastfeeding,	high	levels	of
supplementation	for	Mom	will	increase	her	vitamin	D	concentration
and	accomplish	a	similar	goal.19

Breastfed	infants	are	also	sometimes	iron	deficient,	which	can
cause	anemia.	Breast	milk	is	low	in	iron.	Iron	supplementation	is	not
commonly	recommended,	unless	the	infant	actually	shows	signs	of
anemia,	and	iron	is	present	in	rice	cereal,	so	once	your	kid	starts
eating,	this	problem	diminishes.	Also,	anemia	rates	are	improved	by
delayed	cord	cutting	(see	part	1),	which	is	a	lot	easier	than
supplementation.

All	this	supplementation	applies	to	breastfed	infants.	Formula
contains	iron	and	vitamin	D,	along	with	the	rest	of	the	vitamins.	So	if
you	use	formula	even	some	of	the	time,	your	child	is	unlikely	to	have
these	issues.

The	Bottom	Line

Early	exposure	to	allergens	reduces	incidences	of
food	allergies.

Kids	take	time	to	get	used	to	new	flavors,	so	it	is
valuable	to	keep	trying	a	food	even	if	they	reject	it	at
first,	and	early	exposure	to	varying	flavors	increases
acceptance.

There	is	not	much	evidence	behind	the	traditional
food-introduction	recommendations;	no	need	to	do
rice	cereal	first	if	you	do	not	want	to.

Baby-led	weaning	doesn’t	have	magical	properties	(at
least	not	based	on	what	we	know	now),	but	there	is
also	no	reason	not	to	do	it	if	you	want	to.

Vitamin	D	supplementation	is	reasonable,	but	don’t
freak	out	about	missing	a	day	here	and	there.



PART	THREE

From	Baby	to	Toddler



B abies	are	exhausting	in	many	ways—they	don’t	sleep,	they	can’t
tell	you	what	they	want,	they	eat	all	the	time	on	an	unpredictable
schedule.	When	you	have	an	infant	or	a	four-month-old,	you

may	look	forward	to	the	time	when	your	child	can	eat	dinner	at	the
table	and	tell	you	what	they	want.

Once	realized,	though,	this	is	not	always	all	it’s	cracked	up	to	be.
Take	the	battle	of	the	socks.	With	a	baby,	it	can	be	hard	to	find	socks
that	do	not	fall	off.	But	it’s	easy	to	put	the	socks	on!	They	are	happy	to
have	them;	it’s	easy	to	manipulate	them.	With	a	baby,	rarely	do	you
spend	time	thinking	about	getting	ready	for	the	day	early	so	as	to	have
time	for	socks.

Not	so	with	a	toddler.	“Time	for	socks	and	shoes!”	you	say,	eleven
minutes	before	you	need	to	leave	the	house.	“NO!	I	don’t	WANT	socks!
I	don’t	WANT	them.”	Foot	stamping,	face	scrunched	up.	Arms	may	be
folded	in	anger	pose.

“Let’s	put	on	your	socks.”	Wrestling.

“AHHHHH!!!!	NOOOO!!!!!”

“If	you	don’t	let	me	put	on	your	socks,	I’ll	have	to	get	Dad	to	come
help.”

“NO	SOCKS.	NOOOO	SOCKS!!!!!”

“Sweetie,	can	you	help	me	with	him?”	Second	parent	arrives,	holds
kid	still.

Socks	are	on.	Great!	You	go	looking	for	shoes.	Return.	Child	has
taken	off	socks,	is	wearing	no	socks,	just	an	evil	grin.	Has	also	removed
pants.

Toddlers	are	a	new	ball	game.	They	are	funny,	playful,	exciting	to
be	around.	But	they	also	bring	resistance.	And	at	the	same	time,	there
are	more	things	you	are	trying	to	accomplish,	things	that	you	need
their	help	with.	Sleep	training,	vaccination—you	can	do	these	without
your	child’s	cooperation.	Potty	training,	not	so	much.	You	can	set	up	a
system,	you	can	have	stickers,	M&M’s,	a	special	potty	video.	But
ultimately,	your	child	will	have	to	decide	to	use	the	toilet.	It’s	just	a
fact:	you	cannot	force	someone	to	poop.

Parenting	a	toddler	also	seems	somehow	more	consequential	than
parenting	a	baby.	As	you	see	your	child’s	personality	come	through,



you	also	start	to	see	what	they	will	struggle	with.	And	you,	all	of	a
sudden,	face	choices—like	screen	time,	or	what	kind	of	preschool	to
send	them	to—that	seem	like	they	may	follow	your	child	forever.	On
top	of	this,	add	the	issue	of	discipline,	which,	suddenly,	you	have	to
think	about,	and	it	adds	up	to	a	much	more	complex	parenting
problem.

As	your	child	ages,	evidence-based	approaches	to	parenting	become
more	challenging.	The	more	variation	across	children,	the	more
difficult	it	is	to	pull	strong	conclusions	out	of	data.	Heterogeneity
across	kids	means	that	what	works	for	one	kid	might	not	work	for
another,	and	if	you	estimate	an	effect	of	some	approach	on	average,
you	may	get	nothing,	even	if	it	works	really	well	for	some	kids.

There	are,	however,	some	general	principles	to	learn.	In	this	part	of
the	book,	I’ll	also	talk	a	bit	about	milestones—physical,	which	you’ll	see
some	of	in	the	first	year,	and	language-oriented,	which	come	later.
Most	of	us	worry,	at	least	sometimes,	whether	our	kids	are	developing
normally.	Why	isn’t	my	daughter	crawling	or	walking	or	running?
Why	does	my	sixteen-month-old	just	use	“da-da”	for	everything?
There	aren’t	likely	any	decisions	about	this,	but	knowing	something
about	the	data	can	relax	even	the	most	neurotic	of	us.

Unfortunately,	I	have	found	nothing	in	the	data	to	address	the	sock
problem.	I	am	holding	out	hope	for	technological	progress	that	will
produce	a	sock	you	can	lock	onto	your	child’s	leg.	Stay	tuned.
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Early	Walking,	Late	Walking:	Physical
Milestones

y	friend	Jane’s	son	was	born	three	months	after	Penelope.
Once	they	got	a	bit	older—five,	six,	seven—you’d	never	notice
this	age	difference	at	all,	but	early	on,	it	was	hard	to	believe

that	was	true.	When	Benjamin	was	born,	Penelope	seemed	like	a	giant.
When	he	was	a	floppy	six-week-old	infant,	she	was	four	and	a	half
months	old,	well	on	her	way	toward	being	a	real,	solid	baby.

But	then	came	walking.	At	a	year,	like	the	average	kid,	Benjamin
got	up	and	started	toddling	around.	Not	Penelope.	By	the	time	he	was
walking,	she	was	fifteen	months	old	and	seemed	to	show	no
inclination.	It	is	sometimes	easy	to	ignore	the	way	your	children	differ
from	the	average,	but	it’s	made	much	harder	if	you	see	the	average	all
the	time.

At	Penelope’s	fifteen-month	well-child	visit,	the	ever-calming	Dr.	Li
told	me	not	to	worry	that	she	wasn’t	walking.	“If	she’s	not	walking	by
eighteen	months,”	she	said,	“we’ll	call	in	early	intervention.	But	don’t
worry!	She’ll	figure	it	out.”	Early	intervention	is	an	excellent
government	program	designed	to	intervene	at	young	ages	to	help	kids
with	developmental	delays—physical	or	mental.	This	is	a	hugely
valuable	program	to	have	access	to,	but	still,	I	did	not	like	the
suggestion	that	we	were	approaching	it.

I	tried	to	explain	to	Penelope	how	to	walk;	she	didn’t	care.	I	tried	to
provide	incentives,	which	really	was	going	off	the	deep	end.

And	then,	about	two	weeks	after	the	doctor	visit,	Penelope	walked.
Just	like	it	was	no	big	deal.	Perhaps	because	she	was	so	old	by	the	time
she	learned,	she	never	fell	down	much,	either,	just	went	from	crawling



around	to	walking	normally	in	a	day	or	two.	And	then	I	promptly
forgot	about	my	fear	that	she	would	never	walk	and	moved	on	to	other
neuroses.	(There	are	always	more	neuroses	around	the	corner	when
you’re	parenting.)

I	don’t	think	my	experience	was	unique.	In	the	moment,	physical
milestones—sitting,	crawling,	walking,	running—take	on	an	outsize
importance.	I	have	many	notes	from	the	first	months	of	Penelope’s	life
about	her	rolling	ability	(very	early	rolling	to	the	left,	but	poor	rolling
to	the	right).	Things	like	head	control	are	among	the	first	means	we
have	to	evaluate	how	our	kids	are	doing.

Failure	to	achieve	these	milestones	at	the	time	we	expect,	therefore,
tends	to	worry	parents.	I	think	part	of	the	issue	is	the	focus	on	average
ages—as	in,	“Most	children	walk	around	one	year.”	This	is	true,	but	it
misses	the	fact	that	there	is	a	wide	distribution	in	what	is	typical.

We	are	used	to	thinking	about	these	distributions	in,	say,	our
child’s	weight.	The	average	one-year-old	weighs	23	pounds,	but	there
are	some	much	smaller	and	some	larger.	When	you	go	to	the
pediatrician	for	your	one-year	visit,	they’ll	actually	tell	you	something
like,	“Your	child	is	at	the	twenty-fifth	percentile	for	weight.”

In	the	case	of	milestones—physical,	and	language	development—we
don’t	really	talk	about	distributions.	I’m	not	sure	why	not;	could	be
lack	of	data	or	an	unwillingness	to	assign	percentiles	in	these	areas.
But	whether	we	discuss	them,	these	distributions	are	there.	And	even
just	knowing	this	may	relax	you	a	bit.	It’s	true	that	the	average	age	of
walking	is	a	year,	but	having	a	kid	who	walks	somewhat	earlier	or	later
than	this	one-year	average	is	also	totally	fine	in	the	same	way	it’s
totally	fine	for	your	child	to	be	at	the	25th	(or	the	75th)	percentile	of
weight.

So	why	do	we	pay	attention	to	this	at	all?	Why	do	pediatricians
evaluate	motor	skills?	There	is	good	reason	to	do	it,	but	the	goal	is	to
detect	children	who	are	outside	the	normal	range	of	the	distribution.
In	particular,	pediatricians	are	looking	for	kids	who	are	very	delayed.
Children	who	are	very	delayed	on	early	milestones—head	control,
rolling	over—are	more	likely	(not	very	likely,	just	more	likely)	to	have
serious	developmental	issues.

Some	of	these	issues	will	also	manifest	in	cognitive	or	behavioral
problems,	but	we	do	not	see	evidence	of	delays	in	these	areas	until	kids



are	much	older.	There	is	some	literature	showing	that	children	with
serious	early	motor	delays	also	show	some	lower	spatial	skills	in	later
childhood,1	and	perhaps	even	have	lower	reading	test	scores	as	middle-
age	adults.2	For	this	reason,	detecting	early	motor	delays	is	a	pediatric
focus.3

There	are	also	some	particular	diseases	or	conditions	that	motor
delays	can	signal.

The	primary	one	is	cerebral	palsy	(CP),	which,	broadly,	is	a	term	for
developmental	problems	caused	by	very	early	damage	to	the	nervous
system.	This	affects	1.5	to	3	children	in	1,000,	meaning	it	is	rare	but
common	enough	to	be	something	many	pediatricians	see	in	normal
practice	(these	rates	are	much	lower	for	full-term	babies	with
nontraumatic	births).	In	the	past	it	was	believed	that	CP	was
exclusively	a	result	of	injuries	at	birth,	but	more	recent	evidence
suggests	prenatal	conditions	may	also	have	an	effect	on	whether	a
child	is	born	with	CP.4

Cerebral	palsy	isn’t	a	disease—like	a	virus	or	cancer—or	a	genetic
defect.	It’s	a	term	to	describe	motor	issues	that	result	from	nervous
system	injury.	The	issues	resulting	from	CP	vary	widely—it	can	affect
different	limbs	or	body	parts,	and	be	more	or	less	severe.	At	birth,
doctors	are	likely	to	know	if	babies	are	at	higher	risk	for	CP—due	to
birth	trauma,	prematurity,	or	other	risk	factors—but	a	definitive
diagnosis	typically	cannot	be	made	at	birth.	Instead,	CP	is	typically
recognized	later	when	motor	development	is	abnormal.	More	severe
cases	can	be	detected	early—at	four	to	six	months—but	less	severe
cases	may	take	a	year	or	more	to	become	apparent.	Careful	evaluation
of	babies	for	motor	delays	is	helpful	in	increasing	the	chance	of	early
detection,	which	can	in	turn	lead	to	earlier	intervention.

The	other	group	of	conditions	that	may	be	detected	this	way	are
progressive	neurological	diseases.	These	are	extremely	rare.	Muscular
dystrophy	is	the	most	common,	but	it	affects	just	0.2	in	1,000	births.
The	others	are	even	less	common.	Given	their	progressive	nature,
these	are	also	more	difficult	to	detect	early	on;	still,	they	are	one	of	the
things	pediatricians	are	looking	for.

Motor	delays	are	also	common	in	some	conditions	that	you’d	know
about	at	birth.	Spina	bifida	(a	birth	defect	in	which	the	body	fails	to
close	over	the	spinal	cord),	for	example,	or	a	genetic	condition	like
Down	syndrome.	Motor	development	is	carefully	monitored	for



children	in	this	group,	but	we	do	not	expect	these	conditions	to	be
detected	by	motor	development	alone.

When	you	see	your	pediatrician	for	a	well	visit	(which	will	happen
many,	many	times	in	the	first	three	years),	they’ll	be	looking	for	signs
of	these	serious	motor	delays.	But	what	signs,	exactly,	and	how?

First,	at	any	visit,	your	doctor	will	poke	around	at	the	baby,	see
about	their	muscle	development,	do	various	baby	manipulations	(your
baby	will	not	like	this).	They’ll	look	for	good	reflexes,	for	good
movement	“quality.”	This	is	an	important	part	of	the	evaluation,
although	pretty	hard	to	quantify	(and	extremely	difficult	to	evaluate	on
your	own).

In	addition,	doctors	will	look	for	some	basic	developmental
milestones	at	each	visit.	Here	are	some	examples	from	the	9-,	18-,	and
30-	or	36-month	visits.

Visit Milestones

9	months Rolling	both	sides,	sitting	with	support,	motor	symmetry,	grasping	and	transferring
objects	between	hands.

18	months Sitting,	standing,	and	walking	independently;	grasping	and	manipulating	small
objects.

30	months Subtle	gross	motor	errors,	looking	for	loss	of	previous	skills	(marker	of	progressive
disease).

The	9-	and	18-month	milestones	are	the	most	crucial	here;	by	30
months,	most	major	issues	have	been	well	identified,	and	doctors	are
looking	for	smaller	things.

Nearly	all	children	will	have	achieved	these	milestones	by	these
points.	Typically,	developing	babies	roll	over	between	3	and	5	months;
if	they	have	not	rolled	over	by	9	months,	that	is	definitely	outside	the
normal.	Similarly,	although	typical	development	calls	for	walking
between	8	and	17	months—with	an	average	of	12	months—looking	at
18	months	catches	children	who	are	outside	the	norm.5

Setting	up	formal	assessment	times	is	valuable	to	make	sure
children	with	delays	are	not	missed,	but	a	good	pediatrician	will	be
evaluating	your	child’s	motor	development	at	all	visits,	and	they’ll	be
looking	for	places	where	your	child	is	out	of	the	normal	range	on	any
particular	milestone,	or	especially	on	two	or	more.



What	are	these	normal	ranges?	For	that,	we	can	go	to	the	data.	The
World	Health	Organization,	using	data	from	six	countries,	calculated
the	range	of	the	1st	percentile	to	99th	percentile	for	each	of	a	variety	of
outcomes	among	healthy	children.	The	children	they	studied	do	not
have	diagnosed	motor	issues,	so	their	argument	is	that	this	can	be	seen
as	the	range	of	normal	development.6

Milestone Range

Sitting	without	support 3.8	months	to	9.2	months

Standing	with	assistance 4.8	months	to	11.4	months

Crawling	(5%	of	kids	never	do) 5.2	months	to	13.5	months

Walking	with	help 5.9	months	to	13.7	months

Standing	alone 6.9	months	to	16.9	months

Walking	alone 8.2	months	to	17.6	months

From	this	data,	we	see	the	logic	for	Dr.	Li’s	suggestion	that	we	wait
for	18	months	before	panicking	about	walking,	and	we	see	the	very
wide	normal	ranges	on	almost	all	of	these.	Standing	alone,	for
example,	occurs	any	time	between	7	and	17	months.	This	is	an	eternity
in	baby	time!

Your	doctor	will	be	very	focused—correctly—on	the	upper	ends	of
these	ranges.	But	what	if	your	kid	is	walking	really	early—like,	at	7
months?	Does	this	mean	they	are	going	to	be	an	amazing	athlete?	And
what	if	they’re	at	the	older	end	of	the	normal	range—doomed	to	being
picked	last	for	the	kickball	team?

There	is,	in	fact,	very	little	evidence	on	the	long-term	impacts	of
late	walking.	Virtually	all	children—indeed,	even	the	vast	majority	of
those	who	are	delayed—do	end	up	walking	and	running.	If	you	ask,
“Does	early	walking	predict	walking?”	the	answer	will	be,	“No,
everyone	walks.”

When	it	comes	to	being	an	elite	athlete,	there	is	just	nothing.	I	don’t
know	if	it	is	just	that	researchers	are	not	interested	in	predicting	elite
athletic	performance.	Perhaps	the	issue	is	that	even	if	there	were	some
relationship,	the	outcome	is	so	unlikely,	we’d	never	see	it	in	the	data.
The	Olympics,	we	find,	are	just	not	a	realistic	goal	for	most	people.
Thanks,	data.



There	is	simply	nothing	in	the	data	that	would	make	us	think	that
earlier	walking	or	standing	or	rolling	or	head	raising	is	associated	with
any	later	outcomes.	Looking	for	delays	is	a	good	idea;	looking	for
exceptionalism,	or	worrying	about	a	child	who	is	at	the	end	of	the
normal	range,	is	probably	not.

ILLNESS

Although	not	technically	a	milestone,	baby’s	first	cold	is	definitely	a
moment	for	a	parent.	A	bad	one.	Then	there	is	baby’s	second	cold,
baby’s	third	cold,	and	on	and	on.

As	the	parent	of	a	young	child,	you	will	spend	the	period	from
October	to	April	drowning	in	a	lake	of	snot.	To	many	of	us,	it	may	seem
that	our	child	has	a	cold,	or	possibly	some	other	illness,	literally	all	the
time.	If	you	have	two	children	or,	god	forbid,	more	than	two,	the
winter	months	are	a	haze	of	repeated	illnesses:	you,	kid	1,	kid	2,	your
partner,	back	to	kid	2,	now	kid	1	again.	Usually	there’s	a	dose	of
stomach	flu	somewhere	in	the	middle	(you	all	get	that,	obviously).

This	can	naturally	leave	you	wondering,	Is	this	normal?	Is	everyone
else	spending	their	life	savings	on	tissues	with	lotion,	too?

Basically,	yes.

Kids	younger	than	school	age	get	an	average	of	six	to	eight	colds	a
year,	most	of	them	between	September	and	April.7	This	works	out	to
about	one	a	month.	These	colds	last	on	average	fourteen	days.8	A
month	is	thirty	days.	So	in	the	winter,	on	average,	your	kid	will	have	a
cold	50	percent	of	the	time.	On	top	of	this,	most	kids	end	their	cold
with	a	cough	that	can	last	additional	weeks.	It	adds	up.

Most	colds	are	minor,	although	they	increase	the	risk	of	ear
infection	and	other	prolonged	bacterial	infections	(bronchitis,	walking
pneumonia),	which	is	why	most	doctors	will	tell	you	to	come	in	if	you
are	concerned,	or	if	a	fever	lasts	longer	than	a	couple	of	days,	or	if	your
child	gets	worse	after	they’ve	seemed	to	get	better.	Of	these
complications,	ear	infections	are	the	most	common.	About	a	quarter	of
kids	will	have	an	ear	infection	by	the	age	of	one,	and	60	percent	by	the
age	of	four.9



If	your	kid	does	get	sick,	your	doctor	is	your	best	resource.	A	very
large	share	of	sick	visits	to	pediatricians	are	for	colds,	so	although	in
many	cases	it’s	not	necessary	for	your	child	to	be	seen	by	a	doctor,	you
wouldn’t	be	alone	in	having	your	kid	checked	out.	You	should	also
invest	in	a	good	general	pediatrics	book,	which	can	do	a	more	complete
job	at	listing	childhood	symptoms	than	I	can	here.	There	are	some
references	in	the	back;	my	favorite	is	The	Portable	Pediatrician	for
Parents	by	Laura	Nathanson.

One	thing	that	has	changed	since	we	were	children:	antibiotics.	It
used	to	be	common	to	prescribe	antibiotics	for	cold	symptoms,	at	least
some	of	the	time.	Not	anymore.

Colds	do	not	respond	to	antibiotics	(they	are	caused	by	a	virus),	and
your	doctor	shouldn’t	(and	typically	won’t)	prescribe	them.	Globally,
overuse	of	antibiotics	is	a	public	health	problem,	since	it	contributes	to
antibiotic	resistance.	And	even	for	your	particular	kid,	antibiotics
aren’t	totally	risk-free—they	can	contribute	to	diarrhea,	for	example.
The	move	toward	prescribing	antibiotics	sparingly	is	definitely	a	good
thing.

For	ear	infections	or	other	complications,	antibiotics	may	still	be
prescribed,	although	even	for	ear	infections,	they	may	not	be
necessary.	The	prescribing	guidelines	for	this	condition	are
complicated	and	depend	a	lot	on	what	the	ear	looks	like,	along	with
other	symptoms.	If	your	kid’s	ear	hurts,	you	are	going	to	need	to	see
your	doctor.

In	conclusion,	enjoy	your	time	in	the	land	of	snot!	On	the	plus	side,
school-age	kids	get	sick	a	bit	less	(two	to	four	colds	per	year),	so	this
doesn’t	last	forever.

The	Bottom	Line

Delayed	motor	development	can	be	a	signal	of	more
serious	issues,	the	most	common	of	which	is	cerebral
palsy.

Variation	in	motor	development	within	the	(very
wide)	normal	range	is	not	a	cause	for	concern.



There	are	many	approaches	to	evaluating	motor
skills;	your	pediatrician	is	your	best	partner	in	doing
so.

Children	get	many,	many	colds—about	one	per
month	for	the	winter,	at	least	until	school	age.	Lotion
tissues.	Lots	of	lotion	tissues.
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Baby	Einstein	vs.	the	TV	Habit
hen	I	was	a	kid,	we	had	one	TV	in	the	house.	It	was	in	the
attic.	My	brothers	and	I	were	permitted	to	watch	an	hour	of
TV	before	dinner,	and	were	limited	to	the	PBS	shows	3–2-1

Contact	and	Square	One	Television.	In	seventh	grade	I	finally
convinced	my	mother	to	let	me	watch	90210,	since	without	it,	I	was
doomed	to	social	oblivion.	I	think	she	took	pity	on	me	in	the	hopes	it
would	help	(it	didn’t).

My	parents’	choice	of	programming—where	Square	One	came	after
Sesame	Street—reflected	their	desire	to	choose	“educational”	TV.	Yes,
we	were	allowed	to	watch	TV,	but	at	least	it	was	something	that	would
teach	us	letters	and	math.

Did	we	learn	anything	from	these	shows?	I’m	not	sure.	I	certainly
remember	elements	of	Square	One	well—“Mathnet”	and	“Mathman”
come	to	mind—but	I	do	not	associate	them	with	any	particular	math
concept.	The	one	specific	thing	I	do	remember	is	a	song—You	never
reach	infinity,	you	just	go	on	.	.	.	and	on	.	.	.	.	I	am	sure	I	would	have
learned	about	infinity	one	way	or	another,	but	I	think	it	is	fair	to	credit
the	show.	In	the	case	of	Sesame	Street,	there	is	actually	good	research
suggesting	that	exposure	to	the	show	increases	school	readiness	in	kids
ages	three	to	five.

In	the	past	thirty	years,	there	has	been	tremendous	progress	both	in
educational	programming	and,	in	the	past	decade,	other	educational
screen	media.	Where	our	parents	had	only	Sesame	Street,	we	as
parents	have	a	plethora	of	educational	iPad	games,	DVDs,	streaming
videos,	and	so	on.	All	of	which	promise	early	literacy	and	numeracy.

Sesame	Street	and	similar	shows	(Dora	the	Explorer,	Blue’s	Clues)
are	aimed	largely	at	the	preschool	set.	For	younger	children,	the	Baby



Einstein	DVDs	reign.	Baby	Einstein	is	an	enormously	popular	video
franchise	that	produces	content	aimed	at	infants	and	toddlers	with	a
combination	of	music,	words,	shapes,	and	pictures.	The	goal	of	these
videos	is	explicitly	educational.	They	aim	to	teach	children	new	words,
for	example,	or	new	music.	And	certainly	the	company	claims	they	are
successful.

On	the	other	hand,	there	is	a	tremendous	amount	of	evidence
suggesting	that	exposure	to	TV—and,	more	generally,	to	any	screens—
is	associated	with	lower	cognitive	development.	Researchers	have
shown	that	kids	who	watch	more	TV	are	less	healthy	and	have	lower
test	scores.

Which	is	it?	Is	showing	your	nine-month-old	a	Baby	Einstein	DVD
the	way	to	encourage	them	to	be	an	early	talker?	Or	are	you	just
developing	the	Berenstain	Bears’	dreaded	“TV	habit”?

The	American	Academy	of	Pediatrics	falls	squarely	in	agreement
with	the	second	answer.	They	recommend	no	TV	or	screen	time	at	all
for	children	under	eighteen	months,	and	no	more	than	an	hour	a	day,
ideally	consumed	with	a	parent,	for	older	children.	In	addition,	they
recommend	choosing	“high-quality”	programming,	such	as	that
featured	on	PBS.	That	would	include	Sesame	Street,	although	it	would
also	include	less	learning-focused	shows,	such	as	the	parent-despised
Canadian-export	Caillou.

But	others	argue	that	these	recommendations	are	too	conservative
—and	indeed,	the	AAP	has	wavered	with	them	over	time	(until
recently,	it	was	no	screen	time	until	twenty-four	months).	The	only
way	to	answer	is	to	go	to	the	data.

BABY	EINSTEIN

The	field	of	developmental	psychology	is	interested	in—among	other
things—the	question	of	how	children	learn.	Researchers	in	this	area
bring	kids,	even	young	infants,	into	their	labs	and	study	how	they
interact	with	other	people,	with	new	toys,	with	different	languages,	and
so	on.



Within	this	research,	we	can	start	to	learn	about	the	potential	for
infants	and	toddlers	to	learn	from	videos.	The	results	are	not	very
encouraging.	In	one	example,	children	twelve,	fifteen,	and	eighteen
months	old	were	shown	either	a	live	person	or	a	person	on	TV
demonstrating	some	actions	with	puppets.1	The	researchers	evaluated
whether	the	children	could	repeat	the	action	either	in	the	moment	or
twenty-four	hours	later.

In	all	three	age	groups,	when	kids	watched	an	actual	person	doing
the	action,	some	of	them	were	able	to	replicate	it	a	day	later.	The	video
demonstration	was	much	less	successful—the	twelve-month-olds
learned	nothing,	and	the	older	kids	learned	much	less	than	from	seeing
a	live	person	do	it.

Another	example	is	a	study	where	researchers	tried	to	use	a	DVD
recording	to	maintain	exposure	to	non-native	sounds.	At	birth,
children	are	able	to	learn	the	sounds	from	any	language,	but	as	they
age,	they	specialize	in	the	sounds	they	hear	regularly.	Researchers	tried
to	maintain	exposure	of	English-speaking	nine-	to	twelve-month-olds
to	Mandarin-language	sounds,	either	through	a	live	person	or	through
a	DVD.2	The	live	person	worked	well,	the	DVD	did	not.3

These	results	suggest	it	would	be	surprising	if	Baby	Einstein
worked.	But	we	can	go	further,	since	there	is	randomized	trial	evidence
on	this	specific	question.

In	a	2009	paper,	several	researchers	set	out	to	test	directly	whether
young	children—in	this	case,	twelve-	to	fifteen-month-olds—can	learn
words	from	DVDs.4	They	actually	used	a	Baby	Einstein	product,	a	DVD
called	Baby	Wordsworth,	intended	to	increase	vocabulary
comprehension.	Parents	of	children	in	the	treatment	group	were	given
the	DVD	and	told	to	have	their	children	watch	it	regularly	over	six
weeks.	Children	in	the	comparison	group	did	not	receive	or	watch	the
DVD.

Every	two	weeks,	the	researchers	brought	the	children	back	into	the
lab	and	evaluated	whether	they	had	learned	to	either	speak	or
understand	new	words.	Over	the	course	of	the	study,	the	number	of
words	spoken	and	understood	increased,	since	the	kids	aged.
However,	there	were	no	differences	in	word	learning	in	the	DVD	and
non-DVD	groups.	The	study’s	authors	noted	that	the	most	significant
predictor	of	both	how	many	words	the	children	spoke	and	how	fast
their	vocabularies	grew	was	whether	their	parents	read	them	books.



Other	authors	have	extended	versions	of	this	study	to	kids	up	to	age
two	and	found	similar	results.5

Baby	Einstein	does	not	seem	to	live	up	to	the	name.	This	is	not	the
way	to	bring	your	kid	to	the	head	of	their	day-care	class.	Of	course,	if
you—gasp!—would	like	to	use	these	videos	to	distract	your	kid	while
you,	say,	take	a	shower,	vocabulary	development	may	not	be	the	goal.
(More	on	the	question	of	detrimental	effects	below.)

Videos	may	be	a	dud	for	baby	learning.	But	there	is	more	evidence
that	older	kids	can	learn	from	television.	If	you	have	a	preschooler	and
they	watch	any	TV	at	all,	you	know	this	must	be	true.	When	Finn	was
two,	he	developed	a	disturbing	habit	of	imitating	Caillou	(“But
MOOOOMMMMMYYYYY,	I	don’t	WAAANNNNTTTT	to	eat	dinner”).
He	thought	this	was	hilarious.	There	is	no	way	he	learned	that	from
either	us	or	his	older	sister.

Kids	learn	songs	from	movies	and	from	shows,	and	can	pick	up
names	of	characters	and	basic	plot	elements.	Researchers	in	the	lab
have	shown	that	three-	to	five-year-old	kids	are	able	to	learn	words
from	television.6

It	shouldn’t	be	surprising,	then,	that	they	can	also	pick	up	some
good	information.	Perhaps	the	strongest	evidence	of	this	comes	from
studies	of	the	show	Sesame	Street,	which	debuted	in	the	1970s	to
enormous	popularity	and	wide	acclaim.	The	goal	of	Sesame	Street	was
explicitly	learning	based.	The	idea	was	to	increase	school	readiness	for
kids	ages	three	to	five.	You	can	see	this	when	you	watch	the	show—they
are	focused	on	numbers,	letters,	and	general	pro-social	behavior.

Early	on,	researchers	used	randomized	trials	to	evaluate	the	effects
of	Sesame	Street.	In	one	evaluation,	the	group	of	families	assigned	to
the	treatment	group	had	their	televisions	hooked	up	so	they	could
access	the	show	more	effectively.7	The	researchers	found,	over	a	period
of	two	years,	improvements	in	various	measures	of	school	readiness,
including	vocabulary.

The	effects	of	Sesame	Street	seem	to	be	long-lived.	A	more	recent
study	looked	back	at	the	early	years	of	the	show	and	compared	the	kids
who	got	early	access	to	it—because	of	better	TV	reception—to	those
who	got	later	access.	The	earlier-access	kids	were	less	likely	to	be	held
back	in	school	at	older	ages.8	The	show	had	bigger	positive	effects	for



children	from	more	disadvantaged	backgrounds,	which	could	be	due	to
differences	in	the	other	activities	in	their	day,	or	to	something	else.

All	this	is	to	say	that	for	slightly	older	children,	television	can	be	a
source	of	some	learning;	this	argues	(among	other	things)	for	curation
of	what	they	watch.	For	very	young	children,	what	they	watch	may
actually	matter	less,	since	they	do	not	learn	much	from	it,	although	you
cannot	rely	on	the	TV	to	make	your	child	a	genius.

THE	TV	HABIT

Parental	confession:	I	have	never	thought	of	television	as	a	learning
opportunity.	My	kids	watch	a	bit	of	TV	and	it	is	heavily	concentrated	in
time	periods	in	which	I	need	to	get	something	done.	At	the	end	of	the
day	on	the	weekend,	when	you’ve	spent	an	entire	day	with	the	kids	and
need	to	cook	dinner,	it	is	awfully	nice	to	send	them	off	to	watch	TV	for
half	an	hour.	The	pull	of	the	Baby	Einstein	videos	for	me	was	not	that
they	would	teach	Finn	anything,	but	that	they	might	hold	his	attention
for	longer	at	a	younger	age.

If	some	quiet	distraction	is	your	goal,	then	your	question	is
probably	not	whether	TV	is	a	learning	opportunity,	but	whether	it	is
detrimental.	Does	TV	rot	your	child’s	brain?

Many	studies	say	yes.	For	example,	a	2014	study	shows	that
preschoolers	who	watch	more	TV	have	lower	“executive	function”—
meaning	less	self-control,	focus,	etc.9	An	earlier	study,	from	2001,
shows	obesity	is	higher	among	girls	who	watch	more	TV.10

These	are	just	exemplars—many,	many	research	papers	correlate
more	television	with	bad	outcomes.	Among	the	most	influential	is	a
2005	paper	by	Frederick	Zimmerman	and	Dimitri	Christakis.11	Using	a
large,	nationally	representative	dataset,	their	goal	was	to	relate
television	watching	at	early	ages	to	test	scores	among	children	ages	six
to	seven.	The	researchers	categorized	the	children	into	four	groups
based	on	how	much	TV	they	watched	in	two	age	ranges:	under	three
years	old,	and	three	to	five	years	old.	“High”	TV	watching	was	more
than	three	hours	a	day;	“Low”	was	less	than	that.



Twenty	percent	of	children	fell	into	what	they	called	the	“High-
High”	group:	more	than	three	hours	of	TV	a	day	both	before	age	three
and	between	ages	three	and	five.	Twenty-six	percent	fell	into	the	“Low-
High”	group:	less	TV	before	age	three,	more	from	ages	three	to	five.
Fifty	percent	were	in	the	“Low-Low”	group,	and	just	5	percent	fell	into
the	“High-Low”	group.

The	authors	reported	the	differences	among	the	groups	in	math,
reading,	and	vocabulary	test	scores	at	age	six.	Their	results	suggest
that	watching	more	TV	under	the	age	of	three	lowers	test	scores;	not	a
huge	amount,	but	by	the	equivalent	of	a	couple	of	IQ	points.	If	you	are
looking	in	this	data	for	evidence	that	TV	is	bad,	which	is	what	the
authors	argue,	high	watching	before	age	three	seems	to	be	an	issue.

However,	watching	TV	at	older	ages	doesn’t	seem	to	matter.	When
the	authors	compared,	say,	the	kids	who	watched	only	a	little	TV
before	age	three	and	then	a	lot	between	ages	three	and	five	to	the
children	who	watched	little	TV	before	age	three	and	little	later,	they
found	their	test	scores	to	be	no	different.	If	anything,	the	kids	who
watched	more	TV	later	had	higher	test	scores	than	those	who	watched
less.

This	throws	some	cold	water	on	the	idea	of	avoiding	TV	for	older
children,	but	on	its	face,	it	does	suggest	that	the	recommendation	of
avoiding	TV	before	age	three	is	warranted.	On	the	other	hand,	there
are	a	few	cautions.	First,	the	kids	in	this	study	were	watching	a	lot	of
TV.	The	average	amount	of	television	before	the	age	of	three	is	2.2
hours	per	day,	and	the	“High”	TV	group	was	watching	more	than	3
hours	a	day.	It	is	challenging	to	extrapolate	this	to	the	question	of,	for
example,	whether	you	should	allow	your	kid	a	couple	of	hours	of	TV
per	week.

Second,	although	the	authors	tried	to	control	for	this,	it	is	very
difficult	to	adjust	for	all	the	other	differences	between	kids	who	watch
a	lot	of	TV	and	those	who	do	not.	The	majority	of	the	kids	in	the
sample—75	percent—watched	less	TV	between	birth	and	age	three;	the
ones	who	watched	more	must	have	been	unusual	in	some	ways.	How
do	we	know	it	was	the	TV	and	not	these	other	things	that	matter?	We
can’t,	which	is	why	this	is	a	hard	result	to	interpret.

Some	researchers	have	tried	to	do	a	better	job	adjusting	for	this
second	issue,	in	particular.	In	my	view,	the	best	causal	evidence	on	this
comes	from	a	2008	paper	by	two	economists,	one	of	whom	is	my



husband	(but	really!	I	think	it	is	a	good	paper	for	other	reasons!).12	In
fact,	I	like	this	paper	so	much	that	I	also	talked	about	it	in	Expecting
Better.	It’s	a	good	example	of	how	to	think	about	generating	causal
conclusions	for	a	complicated	question.	It’s	also	helpful	for	actual
decisions	about	TV.

In	the	study,	Jesse	and	his	coauthor,	Matt,	took	advantage	of	the
fact	that	television	was	introduced	to	different	areas	of	the	United
States	at	different	times.	This	variation	meant	that	when	television	was
first	introduced	in	the	1940s	and	’50s,	some	kids	had	access	to	TV
when	they	were	children	and	some	did	not.	Since	the	timing	of	when
people	got	TV	in	their	area	was	not	related	to	other	parenting	inputs,	a
lot	of	the	concerns	raised	about	other	papers	could	be	avoided.

The	idea	was	to	see	how	having	TV	access	as	a	young	child	related
to	test	scores	when	kids	were	in	school	at	slightly	older	ages.	Jesse	and
Matt	found	no	evidence	that	more	exposure	to	television	at	an	early
age	negatively	affected	later	test	scores.	This	suggests	the	correlations
in	other	data	may	be	just	that—correlations,	not	causal	effects.	Of
course,	TV	in	the	1940s	and	’50s	differed	from	TV	today,	but	kids	in
this	time	period	did	watch	a	lot	of	television,	so	the	amount	of	TV	isn’t
very	different.

These	studies	all	focus	on	TV.	But	in	the	current	parenting	climate,
screen	time	has	expanded.	Your	kid	can	now	watch	TV	on	your	phone
or	iPad,	but	also	play	games	and	apps	and	do	all	manner	of	other
things.	Is	this	type	of	screen	time	like	TV?	Should	it	be	limited?

We	basically	have	no	idea.	There	are	a	few	studies,	but	they	have
pretty	big	flaws.	An	example	is	one	paper—not	even	a	paper,	more	of
an	abstract—that	got	a	lot	of	press	for	showing	that	language	delays
were	more	common	in	children	who	had	more	exposure	to	a	phone
between	the	ages	of	six	months	and	two	years.13	But	this	has	the	same
problem,	probably	even	more	extreme,	as	the	paper	on	TV	discussed
before.	What	other	features	of	the	family	correlate	with	a	lot	of	phone
time	for	a	six-month-old?	Is	it	not	possible	that	those	features	are	what
are	associated	with	language	delay?

This	isn’t	to	say	that	a	lot	of	screen	time	is	fine.	We	just	do	not
really	know.



LET’S	BE	BAYESIAN

The	actual	data	we	have	on	these	questions	is	pretty	limited.	Based	on
what	is	available,	I’d	say	we	can	learn	a	few	things:

1.	 Children	under	two	years	old	cannot	learn	much	from	TV.

2.	 Children	ages	three	to	five	can	learn	from	TV,	including
vocabulary	and	so	on	from	programs	like	Sesame	Street.

3.	 The	best	evidence	suggests	that	TV	watching	in	particular,
even	exposure	at	very	young	ages,	does	not	affect	test	scores.

This	may	be	helpful,	but	it	leaves	many	questions	unanswered.	IPad
apps—good	or	bad?	Does	sports	on	TV	count	as	TV?	Is	there	any
amount	of	TV	that’s	really	too	much?	What	about	iPad	shows—is	the
fact	that	there	are	no	commercials	a	good	thing	or	a	bad	thing?

Nothing	in	the	data	will	answer	these	questions.	But	we	can	make
more	progress	if	we	diversify	our	approach.

In	the	field	of	statistics,	there	are	at	least	two	broad	approaches.
The	first	is	“frequentist	statistics,”	which	approaches	learning	about
relationships	in	data	using	only	the	data	we	have.	The	second	is
“Bayesian	statistics,”	which	tries	to	learn	about	relationships	by
starting	with	a	prior	belief	about	the	truth,	and	using	data	to	update	it.

To	give	an	example	in	this	context,	let’s	say	we	have	a	well-run
study	that	showed	that	kids	who	watch	SpongeBob	SquarePants	are
much	more	likely	to	be	able	to	read	at	the	age	of	two,	and	that	this	is
the	only	study	on	this	topic.	In	the	world	of	frequentist	statistics,	you’d
be	forced	to	conclude	that	SpongeBob	is	a	great	learning	tool.

For	a	Bayesian,	this	conclusion	is	less	clear.	Before	seeing	the	data,
we	are	very	unlikely	to	think	that	SpongeBob	can	teach	two-year-olds
to	read.	Observing	the	data	should	make	us	more	likely	to	think	this
relationship	is	real,	but	if	we	start	out	very	skeptical,	we	should	remain
quite	skeptical	even	after	seeing	the	data.

A	Bayesian	approach	is	to	think	about	how	to	incorporate	other
things	you	know—or	think	you	know—about	the	world	into	your
conclusion	along	with	the	data.



Why	is	this	relevant	here?	I	think	we	have	some	prior	beliefs	on	this
topic.	There	are	only	thirteen	or	so	waking	hours	in	the	day	for	kids.	If
they	spend	eight	of	those	hours	watching	TV,	there	is	not	enough	time
to	do	pretty	much	anything	else.	It	seems	very	unlikely	that	this	won’t
have	some	negative	impacts.

On	the	other	hand,	it	is	hard	to	imagine	that	watching	an	hour	a
week	of	Sesame	Street	or	Dora	the	Explorer	will	lower	your	child’s	IQ,
or	have	much	of	any	effect	on	them	in	the	long	run.

You	can	subject	the	iPad	to	similar	logic.	A	two-year-old	who	is	on
an	iPad	all	day:	likely	bad.	A	half	hour	of	math	games	twice	a	week:
probably	not	bad.

When	we	start	from	this	point,	the	data—while	sparse—looks	a	lot
more	helpful,	since	it	actually	provides	a	lot	of	information	about
precisely	the	things	we	have	less	intuition	about	(what’s	known	in	the
Bayesian	approach	as	“having	a	weaker	prior”).

For	example,	I	don’t	have	much	intuition	about	whether	young
children	can	learn	from	videos.	The	data—which	indicates	they	cannot
—is	therefore	very	informative	and	useful.	Similarly,	although	I	have	a
good	sense	that	watching	eight	hours	of	TV	a	day	is	bad	and	an	hour	a
week	is	fine,	I	have	less	intuition	about	“normal”	watching—in	the
realm	of,	say,	two	hours	per	day.	For	this	question,	Jesse’s	work	is
quite	informative,	since	it	looks	at	precisely	this	magnitude	of	exposure
and	shows	there	is	no	impact.

If	I	want	to	map	out	the	whole	relationship	between	test	scores	and
any	amount	of	TV,	I	am	still	not	done,	but	I	can	start	to	use	the
combination	of	my	priors—my	beliefs	before	I	saw	the	data—and	what
we	do	see	from	the	data	to	fill	in	where	I	was	most	uncertain.

This	starts	to	give	us	a	sense,	as	well,	of	where	more	studies	might
be	most	useful.	Many	kids	use	apps	on	iPads	or	tablets	for	some	time
every	day.	We	basically	have	no	research	on	this,	and	it’s	not
something	about	which	one	is	likely	to	have	very	good	intuition.	I
could	believe	that	this	is	good—there	are	many	very	neat	apps	for	math
and	reading.	I	could	also	believe	it	is	bad—you’re	not	really	learning,
you’re	just	tapping	around.

Finally,	our	intuitions	should	be	informed	by	the	economic	idea	of
“opportunity	cost	of	time.”	If	a	child	is	watching	TV,	they	are	not	doing
something	else.	Depending	on	what	that	“something	else”	is,	TV



watching	may	be	better	or	worse.	Many	studies	of	this	emphasize	that
(for	example)	your	kid	can	learn	letters	or	vocabulary	from	Sesame
Street,	but	they	are	better	at	learning	those	things	from	you.	That’s
almost	certainly	true,	but	it	is	less	obvious	to	me	that	this	is	the
alternative.	Many	parents	use	TV	to	take	a	break,	get	their	breath,
make	a	meal,	do	some	laundry.	If	the	alternative	to	an	hour	of	TV	is	a
frantic	and	unhappy	parent	yelling	at	their	kid	for	an	hour,	there	is
good	reason	to	think	the	TV	might	actually	be	better.

The	Bottom	Line

Your	zero-	to	two-year-old	cannot	learn	from	TV.

A	three-	to	five-year-old	can	learn	from	TV.

It	is	worth	paying	attention	to	what	they	are
watching.

The	evidence	is	sparse	overall.	When	in	doubt,	use
your	“Bayesian	priors”	to	complement	the	data.
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Slow	Talking,	Fast	Talking:	Language
Development

hen	I	was	twenty-two	months	old,	my	parents	(both	also
economists—I	know,	I	know)	were	at	a	cocktail	party,	and	my
mother	struck	up	a	conversation	with	a	visiting	professor,

Katherine	Nelson.	Her	field	was	child	language	development,	and	my
mother	mentioned	that	she	had	a	daughter	(me)	who	talked	a	lot,
especially	alone	in	her	crib	prior	to	falling	asleep.	Professor	Nelson	got
very	excited	and	asked	if	my	mother	would	be	willing	to	consider
recording	my	crib	speech,	for	research.	Indeed,	she	would.

For	the	next	eighteen	months	or	so,	my	parents	recorded	me	most
nights	and	provided	the	tapes	to	Professor	Nelson	and	her	team	of
researchers.	Early	on,	my	mother	transcribed	many	of	the	tapes	to	try
to	make	sense	of	my	poor	diction.	This	large	corpus	of	tapes	and	text—
some	of	it	of	me	talking	alone,	some	talking	with	my	parents—provided
a	trove	of	data	for	researchers	studying	how	children	acquire	language.
They	were	interested	in	questions	like,	does	the	concept	of	the	future
develop	for	kids	before	the	concept	of	the	past?	There	were	papers,
academic	conferences,	and	eventually	a	book	of	collected	research
papers	on	the	tapes.

(The	irony	of	both	being	the	subject	of	a	book	like	this	and	also
writing	one	is	not	lost	on	me.)

This	book—Narratives	from	the	Crib1—came	out	when	I	was	about
nine.	I	have	a	vivid	memory	of	coming	home	from	school	and	finding
an	advance	copy	on	the	table	in	the	porch.	I	opened	it,	eager	for	some
insights	into	my	younger	self,	but	sadly	found	it	somewhat	lacking	in
that	department.	This	was	a	dry	academic	book—a	set	of	papers
written	by	linguists	analyzing	verb	form	and	sentence	structure.	I



remember	reading	some	of	the	funnier	quotes	from	me	and	putting	it
aside.

I	didn’t	really	look	at	the	book	again	until	Penelope	was	getting	to
the	same	age.	And	this	time	it	was	in	service	of	the	perennial	parental
neurosis:	comparing	your	child	to	others.	I	scoured	the	book	to	try	to
figure	out	how	Penelope	and	I	compared.	The	earliest	quote	in	the
book	is,	“When	Daddy	comes	I	put	that	there	then	eat	my	breakfast
and	Daddy	make	my	bed,”	from	twenty-two	months	and	five	days.	Was
Penelope	saying	things	like	that	at	a	similar	age?	It	was	hard	to	tell—I
pushed	my	mother:	“Did	I	really	say	that,	or	was	that	just	what	you
thought	I	said?”	Needless	to	say,	she	could	not	remember.	(Or	so	she
claimed.)

Communicating	with	one	another—talking,	signing,	writing—is
among	the	things	that	make	us	most	human.	The	moment	your	child
stops	having	to	cry	and	point	desperately	at	the	refrigerator	and	can
instead	say,	“Milk,	please”	(or	even	just	“MILK!!”)	is	one	in	which	you
can	start	to	see	glimmers	of	a	person	in	there.	We	usually	remember
our	children’s	first	words	(Penelope:	“shoes”;	Finn:	“Penelope	[Puh-
Puh]”),	and	early	on	many	of	us	will	probably	admit	to	counting	just
how	many	they	have.

Talking	is	also	a	natural	point	of	comparison—of	your	children	to
other	children,	of	your	children	to	each	other,	and	(in	my	case)	of	your
children	to	yourself.	I	was	warned	before	I	had	Finn	that	this	problem
is	especially	acute	if	you	have	a	daughter	first,	followed	by	a	son.

“Boys	are	slower	with	language,”	warned	my	more	delicate	friends.
Some	less	delicate	ones	said,	“You’ll	think	your	son	is	stupid.”	People
whose	children	were	born	in	the	opposite	gender	order	told	me	how
brilliant	they	thought	their	daughter	was.

Figuring	out	how	your	child	compares	with	others	is	not,	in	fact,
straightforward.	As	with	physical	milestones,	doctors	tend	to	focus	on
identifying	children	for	early	intervention.	At	the	two-year-old	doctor
visit,	it	is	common	to	be	asked	whether	the	child	has	at	least	twenty-
five	words	they	say	regularly.	At	fewer	than	this,	it	may	be	appropriate
to	bring	in	some	outside	help	to	figure	out	what	is	wrong.	But	this	is	a
cutoff	to	indicate	a	problem,	not	a	measure	of	the	average	or	anything
about	the	range.	The	average	child	has	more	than	twenty-five	words	at
age	two.	But	how	many	more?



Most	pediatrics	books	have	similar	approaches—they	warn	you
when	to	be	concerned,	but	don’t	give	a	sense	of	the	full	distribution.

Even	with	the	full	distribution,	there	are	other	questions:	Does	it
matter?	Is	talking	early	a	marker	of	anything	later?	Both	of	these
questions	have	answers—the	first	a	bit	more	satisfying	than	the	second
—we	just	have	to	go	to	the	data.

THE	DISTRIBUTION	OF	WORDS

In	principle,	it	seems	like	it	would	be	straightforward	to	collect	data	on
how	many	words	children	say.	Specifically,	you	could	just	count	them.
And	it’s	true	that	when	a	child	is	very	small—when	they	have	five	or	ten
or	twenty	words—probably	parents	could	remember	most	of	them	if
asked.	But	this	procedure	can	break	down	as	children	talk	more	and
more.	Let’s	say	your	child	says	four	hundred	words,	some	of	them	used
frequently	and	some	infrequently.	Will	you	really	remember	them	all?

A	related	problem	in	comparisons	is	how	to	count	words	that	are
specific	to	your	child.	For	example:	At	just	over	two,	Finn	became
obsessed	with	a	song	entitled	“Bumblebee	Variety	Show,”	written	by
the	local	Music	Together	instructor,	Jen.	We	played	it	on	repeat	every
time	we	were	in	the	car.	He	liked	to	sing	it	loudly—in	the	car	with	the
music,	in	his	crib,	in	the	bath.

The	primary	lyrics	in	this	song	are	“Bumblebee	variety	show.”
Technically,	then,	he	could	say	this,	although	he	pronounced	it	as	one
word:	bumblebeevarietyshow.	So:	When	counting	words,	should	I
think	of	him	as	knowing	the	word	variety?	He	certainly	would	not	use
it	in	a	sentence,	nor	did	he	think	of	it	as	a	separate	word.	So,	probably
not.	But	then	should	I	count	bumblebeevarietyshow	as	a	single	word?
This	seems	more	plausible.	But	still,	it’s	not	even	clear	he	thought	of
this	as	a	word	as	opposed	to	just	a	noise.	Also,	it	is	actually	not	a	word.

Researchers	get	around	both	of	these	problems—recall	and	the
comparison	set—by	using	a	standardized	measure	of	vocabulary	size
from	a	consistently	used	survey.	The	commonly	used	one	is	the
MacArthur-Bates	Communicative	Development	Inventory	(MB-CDI).



The	MB-CDI	is	administered	to	parents	(Want	to	do	it	yourself?	See
the	endnotes).2	The	vocabulary	portion	lists	680	words	in	various
categories—animal	sounds,	action	words	(bite,	cry),	body	parts,	etc.
Parents	check	off	all	the	words	they	have	heard	their	child	say,	giving
them	a	count	of	vocabulary	size	on	these	words.

For	kids	above	sixteen	months,	the	survey	uses	words	and
sentences;	for	those	younger	than	that,	there	is	a	separate	form	for
words	and	gestures.

This	approach	to	vocabulary	size	works	well	for	two	reasons.	First,
by	listing	the	words	and	asking	about	them	rather	than	asking	parents
to	remember,	parents	are	less	likely	to	forget	words.	I	may	not	be	able
to	recall	without	prompting	that	my	son	knew	the	word	shovel,	but
once	it	is	mentioned,	I	may	remember	an	incident	in	which	he	asked
for	one.	Second,	by	looking	at	the	same	words	for	every	kid,	it	is	much
easier	to	compare	across	children.

An	obvious	downside	to	this	approach	is	that	it	will	understate
speaking	ability	for	children	who	know	a	lot	of	unusual	words	but	miss
some	common	ones.	For	example,	one	of	the	words	on	the	list	is	Coke;
if	your	children	do	not	drink	soda,	they	may	not	know	this	word.
Similarly,	children	in	Hawaii	may	be	less	familiar	with	the	word	sled.

This	problem	is	most	acute	as	you	get	to	ages	where	children	know
most	of	the	words.	It	may	not	really	be	feasible	to	distinguish	between
a	child	who	says	675	of	the	words	and	one	who	says	680.	For	children
who	know	fewer	words,	these	small	differences	balance	out—one	child
knows	sled,	another	knows	beach.

Many	people	have	completed	this	form.	Much	of	this	is	in	service	of
research.	Some	is	in	service	of	evaluating	children	for	developmental
delays	or	simply	to	satisfy	curious	parents.	Regardless	of	the	reason,
the	developers	of	this	survey	have	a	website	where	results	can	be
uploaded.	And	from	this,	we	can	get	a	first	answer	to	the	question	of
the	distribution	of	words.	The	graph	below	was	created	out	of	their
data—the	horizontal	axis	is	the	age,	and	the	vertical	axis	is	the	count	of
words	as	scored	in	the	survey.

The	lines	in	the	graph	show	“quantiles”—basically,	the	distribution
of	words	at	each	age.	Take,	for	example,	age	24	months.	This	data	says
that	the	average	child—that’s	the	50th	percentile	line—at	24	months
has	about	300	words.	A	child	at	the	10th	percentile—so,	near	the



bottom	of	the	distribution—has	only	about	75	words.	On	the	other	end,
a	child	at	the	90th	percentile	has	close	to	550	words.

For	younger	children,	these	surveys	and	data	focus	on	both	words
and	gestures	(i.e.,	signs).	The	graph	on	this	page	shows	similar	data	for
children	aged	eight	to	eighteen	months	on	this	metric.	One	main
takeaway	from	these	graphs	is	the	explosion	of	language	after	fourteen
or	sixteen	months.	Even	the	most	advanced	one-year-old	has	only	a
few	words.	At	eight	months,	virtually	no	children	have	any	words	or
gestures.

I	was	interested	to	note	this,	given	my	mother-in-law’s	continual
insistence	that	Jesse	said	the	word	fishy	at	six	months.



The	website	for	this	data	is	publicly	accessible3	and	has	the	capacity
to	make	all	sorts	of	graphs—they	can	show	you	the	data	broken	down
by	parental	education	or	birth	order	(later	children	talk	more	slowly),
for	example,	and	they	have	similar	data	for	other	languages	and	for
counts	of	words	children	understand	in	addition	to	being	able	to	speak.
It	is	worth	noting	here	that	kids	who	are	bilingual—that	is,	their
parents	or	caregivers	speak	to	them	in	two	different	languages—tend	to
be	slower	to	talk,	although	when	they	do,	they	can	speak	both
languages.

Perhaps	the	most	interesting	of	these	splits	is	by	gender,	given	the
general	impression	that	boys	develop	more	slowly.	This	is,	indeed,
borne	out	in	the	data.	The	graphs	on	this	page	separate	out	boys	and
girls,	and	we	can	see	that	boys	have	fewer	words	at	all	points	in	the
distribution.	At	twenty-four	months,	for	example,	the	average	girl	has
about	fifty	more	words	than	the	average	boy.	By	thirty	months,	the
most	advanced	boys	and	girls	are	similar,	but	there	are	still	large
differences	at	other	points	in	the	distribution.



This	data	provides	some	useful	norming,	but	it	is	important	to	be
cautious	about	where	it	comes	from.	It	is	not	(for	the	most	part)
nationally	representative	data.	There	are	many	more	parents	with
college	or	graduate	degrees	in	these	data	points	than	you	would	see	in
the	overall	population.	This	means	these	figures	are	likely	to	overstate
the	average	among	all	children.	Having	said	that,	they	give	you
something	beyond	a	general	guideline	about	when	to	be	worried,	and
also	provide	reassurance	that	there	is	a	significant	range	in	this
distribution	at	all	young	ages.

DOES	IT	MATTER	ANYWAY?

We	all	enjoy	navel-gazing	about	our	own	children,	so	knowing	where
your	child	falls	in	this	distribution	may	be	simply	a	fun	fact.	But
virtually	everyone	learns	to	talk.	It	is	natural	to	wonder,	though,
whether	these	early	differences	do	predict	any	long-term	differences.
Do	children	who	learn	to	talk	earlier	learn	to	read	earlier?	Do	they	do
better	in	school	later?

There	are	certainly	counterexamples	to	this	idea—stories	of
extremely	precocious	children	who	didn’t	talk	until	very	late	but	were
reading	at	eighteen	months.	And	there	are	also	supportive	stories:
early	talkers	who	also	turned	out	to	be	unusual	in	other	ways.	But
examples	like	this,	in	either	direction,	do	not	tell	us	anything	about	the
relationship	on	average.

To	echo	a	refrain	from	throughout	this	book,	this	is	difficult	to	learn
about	given	other	relationships	in	the	data.	Language	development	is



clearly	associated	with	parental	education.	But	parental	education	is
also	associated	with	many	other	outcomes,	including	early	reading	and
later	test	scores.	What	we’d	really	like	to	ask	is	whether	early	language
development	is	a	marker	of	later	things,	conditional	on	what	we	know
about	the	parents.	But	our	information	about	parents	in	the	data	is
likely	to	be	incomplete.	As	a	result,	the	studies	that	I’ll	talk	about	are
likely	to	overstate	the	relationship	between	early	talking	and	later
outcomes.

There	are	basically	two	questions	you	could	ask	here:	Can	you	take
anything	from	your	child	being	either	a	very	strong	early	talker	or	a
very	delayed	one?	And,	assuming	your	child	is	in	the	middle	of	the
distribution,	does	it	matter	where	they	are?	Are	there	any	later-life
differences	between	a	two-year-old	who	is	at	the	25th	percentile	of	the
distribution	versus	the	50th,	or	the	75th?

The	largest	and	most	rigorous	studies	of	this	focus	on	whether
children	who	are	abnormally	late	talkers	are	also	delayed	in	other	ways
later.

In	a	series	of	studies,	a	researcher	named	Leslie	Rescorla	recruited
a	set	of	thirty-two	delayed	talkers	from	twenty-four	to	thirty-one
months	old.4	The	children	in	this	delayed	cohort—nearly	all	boys—had
an	average	of	twenty-one	words	at	this	age.	Based	on	the	previous
graphs,	this	is	way	below	average.	She	recruited	a	sample	of
comparison	children	with	similar	characteristics	but	with	normally
developing	language	skills.

Notably,	this	study	followed	the	children—or	at	least	most	of	them
—to	much	later	ages,	up	to	age	seventeen.	At	older	ages,	researchers
looked	at	verbal	abilities,	test	scores,	and	similar	outcomes.5

The	results	provide	a	mixed	bag	of	evidence.	On	one	hand,	the
group	with	delays	in	talking	did	seem	to	have	slightly	worse	outcomes
on	the	tests	even	much	later.	Their	IQ	scores	at	age	seventeen	were
lower	than	the	comparison	group.	On	the	other	hand,	these	children
were	not	especially	likely	to	score	very	poorly—none	of	them	scored	in
the	bottom	10	percent	on	IQ	tests	at	seventeen,	for	example,	despite
having	been	in	the	bottom	10	percent	of	talkers.

This	basic	result—that	there	is	a	correlation,	but	the	predictive
power	is	limited—is	consistent	across	many	studies.	Some	of	the
studies	are	much	bigger.	For	example,	a	paper	reporting	on	six



thousand	children	in	the	Early	Childhood	Longitudinal	Study	found
that	limited	vocabulary	at	twenty-four	months	predicts	verbal	skills
through	the	age	of	five,	but	again,	most	of	the	children	were	well	in	the
normal	ranges	later.6

These	studies	focus	on	delayed	talkers.	Within	the	normal	range,
we	have	less	work,	but	there	is	at	least	one	2011	paper	entitled	“Size
Matters”	(I	guess	it’s	funny?)	that	compares	children	who	are	earlier
versus	later	talkers	at	the	age	of	two.7	Their	“later-talking”	group	had
an	average	of	230	words	at	age	two,	versus	460	for	the	high	talkers.
These	are	different	portions	of	the	distribution,	but	in	the	normal
range.

Studying	kids	through	age	eleven,	this	paper	again	found	lasting
differences	across	the	groups,	but	there	was	a	lot	of	overlap.	To	give	a
sense	of	this:	On	one	measure	of	language	ability	(something	called
“word	attack”)	at	grade	1,	the	later-talking	group	had	an	average	score
of	104,	versus	110	in	the	early-talking	group.	Clearly,	the	early-talking
group	was	doing	better.	But	there	was	also	a	huge	amount	of	variation
within	each	group.

The	following	graph	gives	a	sense	of	the	range	for	the	two	groups.8

On	one	hand,	we	can	see	the	(on	average)	higher	scores	in	the	early-
talking	group.	On	the	other	hand,	there	is	a	tremendous	amount	of
overlap	in	the	distributions.	The	individual	variation	completely
swamps	the	difference	in	averages.

What	about	really	exceptional	language	ability?	Again,	we	see	some
small-scale	evidence	that	being	a	precocious	talker	correlates	with
precocity	later.9	But	this	correlation	is	not	enormous	in	this	or	other
studies,	and	being	a	very	good	talker	before	two	is	by	no	means	a
decisive	determinant	of	early	reading	or	other	achievements.10



It	is	natural,	probably	unavoidable,	for	us	as	parents	to	want	to
compare	our	children	to	others.	Language	development	is	among	the
first	cognitive	processes	that	we	really	see	in	kids,	so	it	is	not	surprising
that	it	becomes	a	focus	of	comparison.	And	if	you	are	really	curious,	it’s
definitely	possible	to	use	the	data	here	to	do	some	more	concrete
comparisons.	But	it	is	crucial	to	keep	in	mind	that	the	predictive	ability
of	early	language,	while	there,	is	really	quite	poor.	Early	talking	doesn’t
guarantee	later	success—even	at	four—and	late	talkers	mostly	look	like
everyone	else	within	a	few	years.

The	Bottom	Line

There	are	some	standard	tools	to	determine	child
vocabulary	size,	which	you	can	use	on	your	own.
There	are	also	some	metrics	you	can	compare.

Girls	develop	language	faster	than	boys,	on	average,
although	there	is	a	lot	of	overlap	across	genders.

The	timing	of	language	development	does	have	some
link	with	later	outcomes—test	scores,	reading—but
the	predictive	power	is	weak	for	any	individual	child.
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Potty	Training:	Stickers	vs.	M&M’s
y	mother	is	fond	of	telling	the	story	of	how	I	was	potty	trained.
“When	you	were	twenty-two	months	old,	one	day	you
announced	you	would	now	be	using	big-girl	underwear.	That

was	a	Friday,	and	on	Monday,	I	brought	you	back	to	day	care	without
diapers.”

This	story	is	implausible	on	several	levels	(the	announcement,	the
speed	of	training,	and	so	on).	When	she	first	told	me	this,	I	also
thought	the	age	was	impossible.	Twenty-two	months?	I	think	not.	And
it	is	true	that	usually	when	we	return	to	her	written	notes	on	topics	like
this	(yes,	I	know	that	not	everyone’s	mother	kept	detailed	written	notes
—it’s	a	family	affair),	she	is	often	revealed	to	have	exaggerated.
However,	in	this	case,	she	did	not.	Her	notes	from	the	time	suggest,
largely	without	comment,	that	I	was	wearing	underwear	by	this	age.

Not	to	be	outdone,	my	mother-in-law	insists	Jesse	was	potty
trained	by	eighteen	months,	and	pooped	in	the	toilet	at	thirteen
months.	She	also	suggests	this	was	pretty	typical.

But	I	distinctly	remember	that	my	younger	brother	(sorry,	Steve)
was	not	potty	trained	when	he	started	preschool	at	age	three.	This	was
unusual	at	the	time,	and	was	a	source	of	a	tremendous	amount	of
parental	anxiety.

The	question	of	when	to	potty	train	remains	a	source	of	stress	for
parents.	Should	you	push	your	child	to	train	early?	If	you	do,	will	you
stress	them	out?	If	you	don’t,	will	they	be	somehow	behind?

And	the	experience	of	our	parents’	generation,	and	therefore	of	the
grandparents	who	are	speaking	over	our	shoulders,	doesn’t	seem
necessarily	typical	now.	My	brother,	a	late	potty	trainer	by	the



standards	of	the	time,	seems	like	he	would	be	quite	typical	now.
Training	at	eighteen	months—especially	for	a	boy—sounds	like	the
more	unusual	thing.

This	is,	however,	only	my	casual	impression,	and	I	was	curious	if	it
lined	up	with	any	actual	data.	I	decided	to	be	a	bit	more	systematic.	In
other	words,	rather	than	just	asking	my	friends,	I	ran	a	survey.	I	sent	it
to	my	friends,	their	parents,	their	parents’	friends,	people	on	Facebook
and	Twitter—basically	anyone	I	could	find.	I	asked	a	few	simple
questions:	When	was	your	child	born?	And	when	were	they	potty
trained?

The	first	graph	on	this	page	shows	the	average	age	of	potty	training
by	birth	timing	in	my	survey.1	And,	indeed,	the	average	age	has	crept
up	over	time—from	thirty	months	for	births	before	1990	to	more	than
thirty-two	months	in	the	most	recent	period.	But	perhaps	even	more
notable	is	the	second	graph,	which	shows	the	share	of	children	who	are
trained	at	or	after	thirty-six	months	(that’s	three	years).	This	was	only
about	25	percent	of	the	children	in	the	earliest	birth	years,	but	35	to	40
percent	in	the	most	recent	period.

Of	course,	this	is	not	exactly	a	scientifically	valid	sample.	It
definitely	would	not	pass	peer	review.	But	the	casual	impression—and
the	findings	from	this	data—is	supported	by	the	literature.	Studies
from	the	1960s	and	’80s	show	an	average	age	of	twenty-five	to	twenty-
nine	months	for	daytime	toilet-training	completion,	and	virtually	all
the	children	were	trained	(for	the	daytime)	by	thirty-six	months.	In
contrast,	in	more	recent	cohorts	only	40	to	60	percent	of	children	have
trained	by	thirty-six	months.2

This	suggests	toilet	training	is	occurring	later.	Why?



The	Journal	of	Pediatrics	published	a	study	in	2004	asking	this
very	question.3	The	study	enrolled	four	hundred	children	when	they
were	about	eighteen	months	old	and	followed	them	through	potty
training.	They	found	three	factors	significantly	associated	with	later
training.	The	first—and	probably	the	one	that	explains	variation	over
time—is	later	initiation	of	potty	training.	Children	who	start	training
later	complete	training	later.



The	other	two	factors	relate	to	poop.	Children	who	were	frequently
constipated,	or	who	showed	resistance	to	pooping	in	the	potty
(formally	“stool	toileting	refusal”—more	on	this	to	follow)	tended	to
train	later.	The	authors	argued	that	these	factors	could	also	increase
over	time,	although	they	largely	put	the	blame	for	later	training	on	the
later	initiation	of	the	process.

It	is	interesting	to	speculate	why	people	have	started	training	later
in	recent	years.	My	mother	insists	it	relates	to	diaper	quality—diapers
used	to	leak	a	lot,	which	made	it	much	less	fun	to	use	them.	The
generation	born	in	the	late	1970s	and	early	’80s	was	the	first	to
commonly	use	disposable	diapers,	perhaps	due	to	innovations	in	the
early	1980s	that	dramatically	decreased	the	size	of	disposable	diapers.4

Income	may	also	play	a	role.	People	have	become,	on	average,
richer	over	time,	and	the	inflation-adjusted	price	of	diapers	has	gone
down.	This	may	make	a	prolonged	period	of	diaper	wearing	more
acceptable,	although	affording	diapers	is	still	a	challenge	for	many
families.

There	is	likely	also	some	feedback	loop.	If	everyone	potty	trains
their	child	when	they	turn	two,	people	may	feel	some	social	pressure	in
this	direction.	If	everyone	else	waits	until	three,	that	becomes	the
norm.	This	may	also	affect	when,	for	example,	day-care	centers	push
potty	training.

Regardless	of	why	this	occurs,	the	fact	that	later	initiation
correlates	with	later	completion	suggests	that	it	is,	in	fact,	possible	to
potty	train	your	kid	at	a	younger	age.	Should	you	do	so?

The	main	and	probably	only	benefit	to	potty	training	a	child	earlier
is	that	you	do	not	have	to	change	as	many	diapers.	The	main	reason	to
wait	is	that	the	earlier	you	start,	the	longer	it	takes	to	complete.	We	can
see	this	in	the	same	data	described	above,	with	the	400	children
starting	at	18	months.

The	first	graph	on	this	page,	re-created	from	their	study,5	shows	the
age	of	completion	of	potty	training	as	a	function	of	the	age	of	initiation
(both	of	these	are	as	reported	by	the	parents).	Here	they	define	the	age
of	initiation	as	the	first	age	at	which	parents	try	to	train	their	kid—as
in,	asking	the	child	at	least	three	times	a	day	if	they	need	to	use	the
potty.	And	the	age	of	completion	is	when	the	parents	say	the	kid	is	fully
trained	in	the	daytime.



What	we	can	see	is	that	the	age	of	potty-training	completion	is
similar	starting	anytime	between	twenty-one	and	thirty	months.	The
second	graph	shows	the	duration	of	potty	training—the	earlier	you
start,	the	longer	it	takes	to	complete.	A	somewhat	depressing	aspect	of
this	graph	is	that	the	duration	of	training	is	about	a	year	if	you	start
young.

The	authors	suggest	that	if	what	you	care	about	is	when	potty
training	is	done,	there	is	not	much	point	to	starting	before	twenty-



seven	months	or	so.	But	it	is	the	case	that	after	this,	starting	earlier
does	generally	mean	finishing	earlier.	If	you	start	training	at	twenty-
seven	or	twenty-eight	months,	you	can	expect	to	be	done	by	around
age	three,	but	it	will	take	ten	months	to	do	it.	If	you	start	at	age	three,
you	finish	later,	but	it’ll	likely	take	you	less	than	six	months	to	fully
train.

As	we	think	about	the	contrast	between	doing	this	at	age	two	and
doing	it	at	three,	it	is	worth	thinking	about	the	ways	in	which	your	two-
and	three-year-old	are	different	that	makes	this	harder	or	easier.	A
three-year-old	has	a	lot	more	control	over	their	bathroom	functions
(also	maybe	over	you,	but	that	is	a	different	story).	This	is	partly
physical,	and	partly	emotional.	An	eighteen-month-old	is	much	less
likely	to	simply	decide	they	will	not	poop	in	the	potty	no	matter	what
you	say.	They	have	less	will	to	defy	you.	This	may	make	littler	kids
easier.

On	the	other	hand,	a	three-year-old	can	be	reasoned	with	and—yes
—bribed.	They	have	more	will	to	defy	you,	but	you	can	also	take
advantage	of	their	better	ability	to	understand	and	control	themselves.
That	may	make	them	easier	to	deal	with.	The	data	on	timing	suggests
that,	on	net,	the	latter	probably	matters	more.

METHODS

Having	chosen	a	time	to	start	your	potty-training	adventure,	there	is
then	the	question	of	how	to	do	it.	Broadly,	potty-training	approaches
come	in	one	of	two	forms.

First,	there	is	the	parent-led,	“endpoint-oriented”	potty	training.6

These	methods	are	discussed	in	books	like	Oh	Crap!	and	3-Day	Potty
Training.	In	general,	the	idea	is	to	just	take	the	diapers	away	and	start
putting	your	child	on	the	potty	a	lot.	Ideally,	within	a	few	days	they	are
(mostly)	trained.	There	are	less	intense	(and	more	intense)	versions	of
this	as	well,	but	they	all	share	the	same	basic	structure:	parents	decide
when	it	is	time	to	potty	train	and	then	push	toward	the	end	goal.	Based
on	the	timing	data	we	saw	earlier,	either	most	people	do	not	use	these
approaches	or	most	people	do	not	use	them	successfully.



(I	have	promised	my	children	that	I	will	not	discuss	their	potty-
training	adventures	in	detail	here,	but	I	will	say	that	we	did	use	this
method,	and	broadly	I	was	happy	with	it.	However,	it	worked	better	for
one	child	than	the	other,	and	we	definitely	did	not	achieve	full	success
in	three	days.)

On	the	other	side	is	a	more	laissez-faire	approach,	where	you	more
or	less	let	the	child	lead	with	the	timing	that	works	for	them.	This
approach	involves	looking	for	signs	of	readiness	and	encouraging	toilet
use	when	they	become	apparent.	This	is	goal	oriented	in	the	sense	that
ultimately	you	would	like	the	child	to	use	the	toilet,	but	it	does	not
work	on	the	same	time	frame.

There	is	a	third	approach,	“Elimination	Communication,”	which
tries	to	have	kids	use	the	potty	from	birth.	More	on	this	in	a	bit.

These	approaches	were	developed	many	years	ago—the	original
description	of	child-led	potty	training	is	from	1962.	A	major	difference
between	them	is	the	age	at	which	they	seem	plausible—generally,	using
a	child-led	approach	will	involve	starting	later.

There	is	virtually	no	data	on	which	of	these	works	better	or	even
how	well	any	individual	system	works.7	To	the	extent	there	are	studies
on	this,	they	are	extremely	difficult	to	interpret.	Consider,	for	example,
one	study	of	twenty	children	(twenty!),	which	considered	a	potty-
training	intervention	in	a	preschool	classroom.8	The	program
contained	three	different	interventions	(using	underwear,	making	the
child	sit	on	the	potty	frequently,	and	rewarding	potty	use).	With	a
subset	of	the	children,	researchers	had	the	preschool	teachers	do	all
three.	With	others,	they	did	them	sequentially.

Some	children	improved,	some	did	not.	There	were	virtually	no
consistent	associations.	The	best	the	study	authors	could	say	was	that
many	of	the	children	who	wore	underwear	seemed	to	improve.	And,
perhaps	most	important,	that	all	the	children	were	eventually	toilet
trained.

There	are	other	small	studies.	One,	of	thirty-nine	children	in	the
UK,	compared	a	wetting	alarm	method	(where	children	are	fitted	with
a	special	diaper	that	plays	an	alarm	when	they	pee	in	the	diaper)	with	a
method	of	putting	the	child	on	the	potty	at	regular	intervals.	They
found	evidence	that	the	wetting	alarm	was	more	effective,	but	again,



this	was	a	small	sample	and	not	a	comprehensive	study	of	particular
approach.	Also,	clearly	the	alarm	approach	won’t	be	for	everyone.

If	you	are	desperate	for	some	evidence-based	guidance,	one
randomized	study	of	seventy-one	children	from	1977	compared	a
child-led	approach	to	an	intensive	one.9	The	study	argues	in	support	of
the	more	intensive	method,	showing	that	accidents	per	day	declined
more	in	the	intensive	training	group,	and	successes	went	up	more.	But
this	study	is	very	old	and	small,	and	didn’t	look	at	any	other	outcomes
for	the	children	(for	example,	were	they	stressed	out	about	the
training).

The	main	thrust	of	the	literature	on	this	is	that	we	simply	do	not
know	much	about	the	best	methods,	if	there	even	is	a	single	best
method.

This	last	point	is	probably	the	most	important:	there	may	not	be	a
single	best	method	for	every	child	or	every	family.

When	my	twin	nephews	were	being	potty	trained,	my	mother	made
a	book	to	read	to	them,	entitled	The	Lion	Gets	Potty	Trained.	It
featured	a	series	of	pictures	of	my	niece	(their	older	sister)	and	a
stuffed	lion.	The	theme	is	that	she	was	attempting	to	train	the	lion	to
use	the	toilet	using	various	rewards—M&M’s,	Skittles,	a	kumquat,	etc.
Finally,	she	is	successful	by	offering	the	lion	a	meatball.

I	have	read	this	book	to	Finn	many	times,	and	in	many	ways	it
really	epitomizes	this	experience.	You	will	try	anything—literally
anything!—to	get	your	child	to	use	the	bathroom,	but	you	cannot
actually	force	them.	And,	probably	most	important,	all	kids	are
different.	Some	kids	respond	to	stickers.	Some	respond	to	M&M’s.
Maybe	some	respond	to	meatballs.

The	bottom	line	is	that	potty	training	is	really	all	about	what	works
for	your	family	and	your	kid.	The	evidence	on	changes	over	time
suggests	it	is	possible	to	train	your	child	at	a	younger	age	than	is	now
typical,	if	you	want	to.	To	do	this,	you’ll	probably	have	to	adopt	a	more
goal-oriented	approach	(rather	than	a	child-led	approach).	Or	you	can
wait	until	your	child	decides	they	are	ready,	which	will	probably	be
when	they	are	closer	to	three	years	old	or	even	a	bit	older.

The	child-led	approach	to	training	may	take	longer,	but	it	also	may
be	more	pleasant	for	you.	Or	maybe	this	is	your	last	child,	you	are
totally	over	changing	diapers,	and	you	want	your	twenty-five-month-



old	to	get	with	the	program.	If	this	is	the	case,	your	best	bet	is	probably
to	try	an	intensive,	goal-oriented	regime	and	see	if	she	takes	to	it.

There	is	no	evidence	linking	age	of	potty	training	with	any	later
outcomes	like	IQ	or	education.10	So	if	your	child	is	trained	early,	that
might	be	great	(for	you)	but	irrelevant	in	the	long	term.	It	may	be	hard
to	see	through	the	haze	of	running	your	child	to	the	bathroom	every
twenty	minutes	and	cleaning	up	the	poop	in	their	underwear,	but
everyone	does	eventually	use	the	toilet.

PROBLEMS	AND	EXTENSIONS

Stool	Toileting	Refusal

At	some	point,	before	Penelope	was	born,	I	had	a	conversation	with
a	friend	about	her	son.	How	are	things	going?	I	asked	her.	“He’s	doing
well,	although	of	course	we	are	dealing	with	an	STR	issue.”

“A	what?”

“Oh,	stool	toileting	refusal.”

This	was	my	first	exposure	(but	not	the	last)	to	the	seemingly
widespread	“STR”	problem,	which	I	continue	to	feel	is	a	great	name	for
your	child	not	pooping	in	the	toilet.

This	problem	is	surprisingly	common	(or,	rather,	surprising	for
people	who	do	not	have	children	yet).	Perhaps	a	quarter	of	kids	will
experience	some	degree	of	this	during	potty	training.11	As	weird	as	it
might	sound,	a	lot	of	kids	like	to	poop	in	their	diaper.	Children	who
will	successfully	urinate	in	the	toilet	will	nevertheless	refuse	to	poop
there,	and	unlike	urine,	bowel	movements	are	something	over	which
even	young	children	do	have	some	control.

When	the	refusal	to	have	a	bowel	movement	in	the	toilet	continues
well	past	when	kids	regularly	urinate	in	the	toilet,	this	rises	to	the	level
of	a	problem.	The	main	issue	is	that	withholding	poop	can	cause
constipation.	This	can	lead	to	painful	bowel	movements	when	they
finally	arrive,	which	further	exacerbates	the	problem.	Now	the	child
associates	using	the	toilet	with	pain	and	really	doesn’t	want	to	do	it.
Chronic	constipation	can	also	lead	to	problems	with	urination.



There	is	some	work	studying	how	to	address	this	issue	in	older
children—stool	withholding	is	also	a	common	issue	in	school-age
children—but	virtually	nothing	systematic	in	younger	ages.12	One	study
of	four	hundred	children,	published	in	2003,	showed	that	the	length	of
refusal	(i.e.,	the	number	of	months	this	goes	on)	decreased	with	a
child-oriented	intervention	where,	among	other	things,	parents	made	a
big	deal	about	the	child	pooping	in	the	diaper	before	potty	training
started.13	This	means	saying	things	like,	“Wow!	You	pooped!	That’s	so
great!”	and	so	on.	The	kids	in	this	treatment	were	no	less	likely	to	have
the	problem	at	all,	but	it	lasted	for	less	time.

A	common	piece	of	advice	to	address	this	issue	is	that	the	child	be
given	a	diaper	to	poop	in,	perhaps	in	the	bathroom.	Although	it	may
seem	like	a	step	backward,	the	theory	is	that	it	lowers	the	chance	of
constipation	and	subsequent	negative	feedback.	There	is	not	much
evidence	on	this	in	either	direction.	In	at	least	one	small	prospective
study,	children	who	were	put	back	in	diapers	were	virtually	all	trained
within	three	months.	But	again,	with	time,	everyone	uses	the	toilet,
and	without	a	control	group,	it	is	difficult	to	learn	much.14

Nighttime	Dryness

Staying	dry	at	night—or	effectively	waking	up	to	use	the	bathroom
—is	a	skill	fundamentally	different	from	using	the	toilet	during	the	day.
Manychildren	will	remain	in	a	pull-up	or	diaper	at	night	(and	maybe
when	napping)	long	after	they	are	fully	trained	during	the	day.

In	contrast	to	the	day,	staying	dry	at	night	basically	requires	that
your	body	wakes	you	up	if	and	when	you	need	to	pee.	This	ability
develops	at	different	ages	in	different	children.	By	the	age	of	five,	80	to
85	percent	of	children	are	dry	at	night	(meaning	not	that	they	do	not
pee,	but	that	if	they	do,	they	wake	to	use	the	bathroom).15

Doctors	generally	do	not	worry	about	lack	of	nighttime	dryness
until	a	child	is	six	years	old.	Older	than	that,	it	is	common	to	begin	to
consider	some	interventions—waking	the	child	to	pee,	limiting	fluids
before	bed,	a	wetting	alarm.	These	continued	issues	affect	perhaps	10
percent	of	children	(mostly	boys)	and	nearly	all	of	them	eventually
resolve.



ELIMINATION	COMMUNICATION

Most	people	take	for	granted	that	their	child	will	spend	some	time	in
diapers.	Elimination	communication,	however,	is	a	method	in	which
parents	train—perhaps	from	birth—to	recognize	the	signs	that	their
child	is	going	to	pee	or	poop	and	then	quickly	put	them	on	the	potty.
Obviously	with	a	baby	that	cannot	sit	up	yet,	you	cannot	put	them	on	a
toilet—the	idea	here	is	to	hold	them	in	your	lap	over	a	bowl	or	similar
so	they	get	the	association.

There	are	very	few	studies	about	elimination	communication.	One
early	report	surveyed	parents	engaging	this	strategy	and	showed	that,
indeed,	many	parents	reported	their	child	did	give	signs	of	needing	to
use	the	toilet,	even	at	a	very	young	age.16	The	children	in	the	study
were	trained	very	early—by	seventeen	months,	on	average—with	no
adverse	effects.

It	is	worth	noting	that	elimination	communication	is	billed	not	as
an	explicit	potty-training	method,	but	as	a	system	designed	to
encourage	toilet	use.	It	is	hard	to	know	what	is	meant	by	this
distinction,	but	I	think	it	is	that	in	doing	formal	“potty	training,”	you
are	aiming	to	accomplish	your	goal	in	a	relatively	short	time,	whereas
starting	at	infancy	means	this	will	necessarily	take	more	time.

Other	studies	are	anecdotal	reports	of	success,	or	summary	articles
that	note	that	in	cultures	without	diapers,	moms	seem	to	learn	earlier
how	to	figure	out	a	child	is	about	to	go.

If	you	think	this	is	appealing,	there	is	no	reason	not	to	do	it,
although	it	is	probably	worth	noting	that	it	is	a	reasonably	impactful
lifestyle	choice	and	not	one	you	are	likely	to	get	much	support	on	from,
say,	your	day	care.

The	Bottom	Line

Age	at	toilet	training	has	increased	over	time,	very
likely	as	a	result	of	parents	choosing	to	train	later.

Starting	training	earlier	leads	to	earlier	completion
on	average,	although	it	generally	takes	longer;



starting	intensive	training	before	twenty-seven
months	does	not	seem	to	lead	to	earlier	completion.

There	is	little	evidence	on	the	efficacy	of	child-led
training	versus	more	intensive,	goal-oriented
methods.

Refusal	to	poop	on	the	toilet	is	a	common
complication	with	some	limited	solutions.



W

17

Toddler	Discipline
hen	I	misbehaved	as	a	small	child,	my	mother’s	solution	was
to	ask	me	to	“sit	on	the	stairs	and	think	about	it.”	I	would
toddle	off	to	the	stairs,	sit	for	a	while	and	contemplate	my

wrongs,	and	then	return	to	explain	what	I	did	wrong	and	that	I	would
not	do	it	again.	My	mother	congratulated	herself	on	being	an	amazing
parent	who	was	deeply	in	touch	with	her	child	and	didn’t	need	to
resort	to	the	kind	of	“Go	to	your	room!”	discipline	that	others
practiced.

Then	my	brother,	Stephen,	arrived.

He	did	not	want	to	sit	on	the	stairs	and	think	about	it	when	he
misbehaved.	In	fact,	he	loudly	refused.	Things	escalated	to	his	being
sent	to	his	room.	Also	refused.	My	mother	found	herself	physically
carrying	him	to	his	room,	shutting	the	door,	and	holding	the	door
closed	with	all	her	strength	while	he	screamed	and	tried	to	get	out.

Which	goes	to	show,	again,	that	parenting	is	much	more	about	the
child	than	about	the	parent.	(Sidenote:	Stephen	is	a	wonderful	and
successful	adult	who	was	and	remains	a	great	brother.)

When	my	own	kids	were	born,	I	repeated	a	similar	pattern.
Penelope	never	had	a	tantrum.	When	Finn	had	one,	I	couldn’t	believe
it.	There	was	so	much	yelling!	I	asked	Jesse,	“Do	you	think	he’s	sick?
Should	we	take	him	to	the	doctor?”	Jesse	looked	at	me	like	I	was	a
crazy	person.	“He’s	not	sick.	He’s	two.”

Tantrums	are	at	the	more	extreme	end	of	toddler	acting	out,	and
nearly	everyone	has	a	story	about	one,	usually	one	that	occurred	in
public.	When	I	talked	to	my	friend	Jenna	about	this	chapter,	she	said
her	mom	is	still	angry	about	a	tantrum	Jenna	had	at	age	four	in	a



Kmart.	My	nephew	once	had	one	in	a	crowded	mall,	leaving	his	mother
to	walk	away	(the	correct	response)	while	he	screamed	on	the	floor	and
people	stopped	to	try	to	help.	Of	course,	once	a	child	is	in	a	tantrum,
there	is	really	no	helping.

Toddlers	act	out	in	other	ways	as	well.	They	can	almost	seem	like
scientists—experimenting	with	what	is	possible.	If	I	throw	this	half-
eaten	cauliflower	stem	at	Mom	and	say,	“I	don’t	LIKE	IT!,”	what	will
happen?	If	I	hit	my	sister	on	the	head	with	a	book,	will	she	hit	back?
Will	an	adult	stop	me?

The	constant	experimentation	can	be	exhausting	and	confusing,
especially	as	your	kid	gets	to	the	point	where	it	is	harder	to	physically
restrain	them.	When	your	son	insists	on	repeatedly	taking	his	shirt	off
in	a	museum,	what	do	you	do?	Do	you	physically	put	the	shirt	back	on?
Do	you	just	give	up	and	let	him	run	around	without	a	shirt?	(Why	does
he	want	to	take	the	shirt	off	anyway?	He	repeatedly	emphasized	his
intense	desire	to	wear	that	very	shirt	in	the	morning.)

The	somewhat	good	news	is	that	there	are	evidence-based
approaches	to	dealing	with	discipline.	I	say	“somewhat	good”	since
there	is	no	magic	bullet	that	will	completely	stop	tantrums	and	turn
your	two-year-old	into	a	seven-year-old.	Instead,	parenting
interventions	focus	on	how	to	respond	to	bad	behavior	when	it	starts
and	limit	recurrence.

Before	even	getting	into	evidence,	though,	it’s	worth	stepping	back
and	thinking	about	why	we	want	to	discipline	our	kids.	What	are	we
trying	to	accomplish?	I	think	the	answer	is	the	same	as	what	we	are
trying	to	do	with	all	our	other	parenting	choices:	we	are	trying	to	raise
happy,	nice,	productive	adults.	When	my	kid	refuses	to	clean	up	a	mess
and	I	discipline	that	behavior,	it	is	not	really	that	I	want	some	help
cleaning	up.	Actually,	it	would	be	faster	to	clean	up	myself	than	get	her
to	do	it.	It’s	more	that	I’m	trying	to	teach	her	to	be	someone	who	takes
responsibility	for	her	messes,	both	the	LEGO	messes	now	and	the
inevitable	non-LEGO	messes	she’ll	create	in	the	future.

This	is	the	discipline-as-education	philosophy	espoused	by	French
parenting	(thanks,	Bringing	Up	Bébé!).	Discipline	is	not	the	same	as
punishment.	Yes,	there	is	a	punishment	component.	But	it’s	in	the
service	of	raising	better	humans,	not	punishment	for	its	own	sake.



With	this	scaffolding,	we	can	turn	to	the	data.	There	are	a	number
of	evidence-based	parenting	interventions.	These	include	1-2-3	Magic,
the	Incredible	Years,	Triple	P—Positive	Parenting	Program,	and	so	on.
Many	schools—including	those	that	have	children	with	serious
behavioral	issues—use	a	similar	program	called	Positive	Behavior
Interventions	and	Supports,	which	has	a	similar	set	of	goals	and
structures.

Broadly,	all	these	emphasize	a	few	key	elements.

First,	recognize	that	children	are	not	adults,	and	you	usually	cannot
improve	their	behavior	with	a	discussion.	If	your	four-year-old	is
taking	their	shirt	off	in	the	museum,	they	will	not	respond	to	a
reasoned	discussion	about	how	you	actually	do	need	to	wear	a	shirt	in
public	places.	The	flip	side	of	this—more	important—is	that	you
shouldn’t	expect	them	to	respond	to	adult	reasoning.	And	as	a	result,
you	should	not	get	angry	the	way	you	would	if,	say,	your	spouse	was
stripping	in	the	museum	and	didn’t	stop	after	you	explained	why	they
shouldn’t.

All	these	interventions	emphasize	not	getting	angry.	Don’t	yell,
don’t	escalate,	and	definitely	don’t	hit.	Controlling	parental	anger	is
the	first	central	part	of	the	intervention.

This	is	so	easy	to	say,	but	it	is	often	so	hard	to	do.	It	takes	practice
on	your	part.	Most	of	us	do	not	want	to	get	angry	with	our	kids,	but	we
have	all	found	ourselves	furious	in	various	moments.	Toddler
discipline	is,	really,	parental	discipline.	Breathe.	Take	a	second.	I	once
told	my	children,	“I’m	so	mad	right	now,	I’m	going	to	the	bathroom	for
a	while	to	calm	down.”	(It’s	the	only	door	in	the	house	that	locks.)	And
I	did,	only	coming	out	when	I	thought	I	could	handle	not	only	them,
but	myself.

An	extension	of	this	your-child-is-not-an-adult	observation	is	that
it	is	probably	not	a	good	use	of	your	time	to	think	a	lot	about	why	your
small	child	is	having	a	tantrum.	There	is	a	strong	temptation	to	try	to
figure	out	what	exactly	is	the	issue—to	try	to	get	them	to	articulate	the
precise	problems	they	are	having.	Even	if	they	can	talk,	this	is	likely	to
be	fruitless,	since	they	probably	do	not	know.	Tantrums	happen	for	all
kinds	of	reasons.	Working	on	disciplining	the	tantrum	behavior	is	the
goal.	If	they	do	not	think	of	a	tantrum	as	a	way	to	react,	they	can	work
on	developing	other,	more	productive	ways	to	communicate	their
problems.



Second,	these	approaches	all	emphasize	setting	up	a	clear	system	of
rewards	and	punishments	and	following	through	on	them	every	time.
For	example,	1-2-3	Magic	develops	a	system	of	counting	(to	three,
obviously)	in	the	face	of	disruptive	behavior,	and	if	three	is	reached,
there	is	a	defined	consequence	(a	time-out,	loss	of	a	privilege,	etc.).

Finally,	there	is	a	strong	emphasis	on	consistency.	Whatever	the
system	you	use,	use	it	every	time.	If	the	consequence	of	counting	to
three	is	a	time-out,	then	there	needs	to	be	a	time-out	every	time,
including,	say,	in	the	grocery	store.	(The	book	suggests	you	find	a
corner	of	the	store,	or	bring	a	“time-out	mat”	with	you.)

As	an	extension,	if	you	say	no	to	something,	you	stick	to	no.	If	your
kid	asks	for	dessert	and	you	say	no,	you	cannot	then	later	say	yes	if
they	whine	for	long	enough.	This	basically	makes	sense—what	do	they
learn	from	that?	That	whining	will	sometimes	work.	Let’s	do	more	of
it!	And	similarly,	do	not	make	threats	you	cannot	carry	out.

Let’s	say	you	are	on	an	airplane	and	your	child	keeps	kicking	the
seat	in	front	of	them.	Telling	them,	“If	you	do	that	one	more	time,	I’m
going	to	leave	you	on	the	airplane”	is	not	a	good	threat.	Why?	Because
you	are	not	going	to	leave	them	on	the	airplane.	When	they	then	kick
again	to	test	this,	and	they	find	they	are	not,	in	fact,	left	on	the
airplane,	they’ll	file	this	away	for	later.	The	same	logic	goes	for	the
common	parent	car	trip	threat,	“I’m	going	to	turn	this	car	around	if
you	kids	do	not	stop	fighting!”	Fine	to	say	this,	but	you’d	better	be
prepared	to	turn	around.

These	are	the	broad	parameters.	Like	sleep	training,	the	specifics
differ	across	programs.	If	you	are	hoping	to	use	this	kind	of	discipline,
you’ll	probably	want	to	pick	a	particular	program	and	stick	to	it.	One
may	not	be	better	than	the	other,	but	given	the	importance	of
consistency,	it	is	necessary	to	adopt	one	approach	among	everyone
who	is	with	your	kid,	not	five	similar	but	not	identical	approaches.

These	approaches	are	helpful	through	older	ages,	but	can	be	used	as
early	as	two.	The	books	have	some	specific	guidelines	for	time-outs—
for	example,	they	should	be	shorter	at	younger	ages	and	do	not	start
until	after	a	tantrum	has	ended.	And	they	do	outline	some	key
components	that	are	useful	for	very	small	children.	For	example,	do
not	let	your	child	use	a	tantrum	to	get	what	they	want.



The	evidence	that	these	work	is	based	on	a	number	of	randomized
controlled	trials.

To	give	an	example,	a	paper	published	in	2003	in	the	Journal	of
Child	and	Adolescent	Psychiatry	reported	on	an	evaluation	of	1-2-3
Magic	among	222	families.1	All	the	parents	involved	were	looking	for
help	managing	their	children’s	behavior,	although	none	of	the	children
had	clinical	behavior	problems.	That	is	to	say,	they	were	just	engaging
in	the	standard	difficult	behaviors.

The	intervention	was	fairly	light—parents	attended	three	two-hour
meetings	that	discussed	the	1-2-3	Magic	approach,	and	were	shown
videos	and	given	handouts	about	particular	problem	issues.	There	was
a	fourth	two-hour	meeting	a	month	later	to	reinforce.

The	experimental	group—the	one	that	got	the	intervention—had
improvements	on	all	the	variables	measured.	The	parents	scored	better
on	measures	of	parenting—i.e.,	“Are	you	hostile	and	angry	toward	your
child?”—and	the	children	scored	better	on	a	variety	of	measures	of
behavior.	Moreover,	the	parents	reported	that	their	children	were
better	behaved	and	more	compliant,	and	that	their	own	stress	had
gone	down.	The	authors	noted	the	effect	sizes	were	not	enormous—it
would	be	hard	to	expect	huge	effects,	given	how	limited	the
intervention	was—but	they	were	large	enough	for	parents	to	notice
them	and	affect	their	time	with	their	children.

Smaller	trials	of	1-2-3	Magic	with	longer	follow-ups	have	shown
similar	impacts,	with	authors	arguing	that	the	effects	of	these
programs	can	be	seen	even	two	years	later.2

The	evidence	isn’t	limited	to	1-2-3	Magic.	A	number	of	studies—
especially	in	the	UK	and	Ireland—have	seen	similar	impacts	with	the
Incredible	Years	approach.	The	results	there	show	improvements	in
parenting	practices,	reductions	in	child	behavior	problems,	and	lower
parental	stress.3	Reviews	that	pull	together	evidence	on	all	programs	of
this	type	show	similarly	consistent	findings	across	studies.	The	bottom
line	is,	they	just	seem	to	work.4

So,	okay,	these	approaches	work.	But	should	you	use	one?

One	answer	to	this	is	that	it	depends	on	the	alternative.	I’ll	talk
about	spanking	in	a	bit,	but	the	evidence	suggests	that	it	has	negative
consequences	in	both	the	short	and	long	term.	So	if	hitting	is	the
alternative,	then	one	of	these	programs	is	probably	worth	a	try.	And	if



you	are	tired	and	frustrated	and	feel	you	don’t	like	your	kid	very	much,
then,	well,	that’s	also	a	reason	to	try.

In	this	way,	these	programs	are	not	unlike	sleep	training.	Many	of
the	benefits	are	to	the	parents:	lower	stress,	better	relationship	with
your	child,	etc.	(In	this	case,	there	may	be	some	benefits	at	school
also.)	If	what	you	are	doing	is	working	for	you,	great.	If	not,	this	might
be	worth	a	try.

These	programs	all	focus	on	limiting	disruptive	behaviors—
whining,	fighting,	tantrums,	talking	back—and	encouraging	broadly
cooperative	behavior	like	sitting	at	dinner	and	getting	ready	in	the
morning.

What	about	the	more	annoying	things?	Like,	say,	your	kid	insisting
on	singing	the	same	song	fifty	times	in	a	row?	Just	as	an	example.

You	probably	need	to	live	with	those.	One	of	the	main	tenets	of
these	parenting	approaches	is	that	discipline	should	be	reserved	for
actual	bad	behavior,	not	for	things	that	are	merely	annoying.	At	least
one	of	the	books	I	read	on	this	suggested	earplugs.	It	is	worth	noting
that	for	an	older	kid,	if	they	know	you	are	annoyed,	they’ll	probably	do
whatever	annoying	thing	they’re	doing	more.

It	would	be	remiss	of	me	to	close	this	chapter	without	mentioning
spanking.	Although	this	has	become	a	less	common	punishment	over
time,	a	large	share	of	American	families	(estimates	suggest	at	least
half)5	do	use	spanking	or	other	forms	of	mild	corporal	punishment	to
address	misbehavior.	Some	schools	also	still	use	corporal	punishment.

I	try,	throughout	this	book	and	in	my	own	parenting,	to	be	truly
evidence	based	and	let	the	data	lead	me.	But	in	this	case	I	want	to	be
up-front	about	my	biases:	I	do	not	believe	in	spanking.	There	is
nothing	I	could	read	in	the	data	that	would	lead	me	to	think	it	is	a	good
idea,	either.	My	impression	of	the	data—detailed	below—is	that	it	is
not,	in	fact,	a	good	idea.	But	I	want	to	be	clear	that	I	am	starting	from	a
place	of	bias.

Most	studies	of	spanking	focus	on	the	impacts	on	behavior	and
school	performance:	Does	spanking	your	child	lead	to	more	behavior
problems	later?	Does	it	lead	to	lower	school	performance?

There	are	at	least	two	reasons	why	this	is	a	difficult	question	to
answer	with	data.	First,	parents	who	spank	are	different	from	those
who	do	not.	Since	many	of	the	factors	that	correlate	with	spanking	also



correlate	with	worse	outcomes	for	other	reasons,	if	you	look	at	just	the
raw	correlation	between	spanking	and	later	outcomes,	you’ll	overstate
the	downside.

Second,	even	within	the	group	of	parents	who	spank,	it	stands	to
reason	that	children	who	are	more	difficult	may	be	spanked	more.
Let’s	say	you	measure	spanking	behavior	at	age	three	and	outcomes	at
age	five.	The	data	may	well	show	(in	fact,	does	show)	that	spanking	at
three	implies	more	behavior	problems	at	five.	But	behavior	problems
at	three	may	lead	to	both	spanking	and	behavior	problems	later.	This	is
difficult,	although	perhaps	not	impossible,	to	address.

The	most	careful	studies	of	this	try	to	follow	children	through	early
childhood	and	look	at	all	the	possible	pathways	of	effect.	An	example	is
a	paper	in	Child	Development	that	uses	samples	of	almost	four
thousand	children	observed	from	at	least	age	one	through	age	five.6

The	authors	looked	at	data	on	spanking	at	ages	one,	three,	and	five	and
on	behavior	at	those	ages.	They	tried	to	fully	adjust	for	the	possible
pathways.	For	example,	they	correlated	spanking	at	age	one	with
behavior	problems	at	age	five	and	then	asked	whether	that	relationship
goes	away	if	you,	say,	control	for	spanking	at	age	three.

The	authors	argued	that	spanking	does	have	negative	long-term
impacts,	especially	on	behavior	problems.	Spanking	at	age	one
increased	behavior	problems	at	three,	and	spanking	at	three	increased
behavior	problems	at	five.	These	results	held	even	with	controls	for
earlier	behavior—spanking	at	three	relates	to	behavior	problems	at
five,	even	controlling	for	behavior	problems	at	three.

Other	studies	that	try	to	carefully	match	families	who	spank	to
those	who	do	not	on	some	characteristics	(income,	education)	similarly
find	spanking	results	in	worse	behavior	problems.7	Review	articles	on
this	topic	similarly	find	small,	but	persistent,	negative	impacts	on
behavior.8	There	is	some	literature	that	even	argues	that	spanking	is
associated	with	very	long-term	problems—alcohol	abuse,	suicide
attempts—although	it	is	very	hard	to	argue	this	convincingly,	given	the
other	differences	in	family	background	for	children	who	were	spanked
versus	those	who	were	not.9

There	is	correspondingly	no	evidence	that	spanking	improves
behavior.	The	same	goes	for	other	forms	of	physical	punishment,
which	show	evidence	of	negative	impacts	and	no	evidence	of	positive
impacts.



Kids	can	be	frustrating	and,	yes,	they	do	need	to	be	punished
sometimes.	But	this	punishment	should	be	part	of	a	system	of
discipline	that	aims	to	teach	them	how	to	be	productive	adults.
Learning	that	if	you	misbehave	you’ll	lose	some	privileges	or	some	fun
experience	is	something	that	will	serve	you	well	as	an	adult.	Kids	do
not	need	to	learn	that	if	you	misbehave,	a	stronger	person	will	hit	you.

The	Bottom	Line

There	are	a	variety	of	programs	that	have	been	shown
to	improve	children’s	behavior.	These	focus	on
consistent	rewards	and	punishments,	and	avoiding
parental	anger.

Examples	include	1-2-3	Magic	and	the	Incredible
Years,	among	others.

Spanking	has	not	been	shown	to	improve	behavior
and,	indeed,	has	been	associated	with	worse	behavior
in	the	short	term	and	even	through	adulthood.
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Education
hen	Finn	was	two	he	started	going	to	preschool	near	where
we	live	in	Providence.	It	was	a	great	place,	with	loving
teachers	and	all	kinds	of	fun	stuff—a	lady	who	spoke	Spanish

with	puppets,	an	outdoor	play	area,	“Story	Time	with	Miss	Suzanne.”
The	school	had	a	wonderful	curriculum,	one	that	focused	on	learning
to	share,	interacting	with	other	children,	and	developing	a	love	of
books.	What	it	did	not	feature	were	classes	in	social	studies.

Shortly	before	he	turned	three,	we	went	on	a	brief	sabbatical	to
California,	where	we	enrolled	him	in	a	different	preschool.	It	was	also
very	nice,	and	Finn	will	be	happy	anywhere	where	there	is	a	pretend
kitchen,	so	it	worked	for	him.	But	in	contrast	to	Providence,	this	school
seemed	to	be	making	an	effort	to	at	least	pretend	the	two-year-olds
were	enrolled	in	a	classroom	for	much	older	children.	For	example,
they	adopted	an	outer-space	theme.	The	end-of-the-day	message
encouraged	us	to	ask	Finn,	“Where	do	rockets	go?”	(Answer:	“Outer
space!”)

With	a	six-month-old,	trying	to	teach	them	facts	about	the	world—
or	anything	about	letters	or	numbers,	for	example—will	seem
obviously	fruitless.	With	a	five-year-old,	it’s	clearly	not.	At	early	school
age,	most	kids	are	able	to	learn	letters,	some	simple	reading,	and	some
math.	There	remains	debate,	which	I	won’t	get	into	here,	about
whether	there	is	too	much	learning	in	kindergarten	and	whether	we
should	be	more	like	Finland	and	not	teach	kids	to	read	until	seven.
However,	if	you	do	want	to	teach	a	five-year-old	these	things,	you	can
often	make	some	progress.

But	what	about	a	two-	or	three-year-old?	Are	there	ways	to	set	them
up	for	academic	success	at	this	age?	Is	this	my	child’s	window	of



opportunity	to	learn	where	rockets	go?	If	they	don’t,	will	they	be
behind	all	the	children	who	did	learn	that?

These	questions	are	really	the	purview	of	developmental
psychologists,	and	there	are	some	excellent	books	on	child	brain
development	that	will	do	a	much	more	comprehensive	job	than	I	can
do	here.	What’s	Going	On	in	There?,	for	example,	is	a	great	primer	on
how	the	baby	and	toddler	brain	develops.	Here	I’m	going	to	focus	on	a
limited	set	of	questions.

First,	you	might	have	noticed	that	there	is	a	lot	of	focus	on	the
benefits	of	reading	to	your	child.	In	Rhode	Island,	for	example,	the
state	actually	gives	you	a	new	book	at	each	well-child	visit	in	an	effort
to	promote	reading.	Tennessee	sends	kids	a	book	each	month	(thanks
to	an	effort	spearheaded	by	Dolly	Parton).	Why	do	they	do	this,	and	is
there	any	evidence	that	it	works?

Second,	beyond	just	reading	to	them,	should	you	actively	try	to
teach	your	child	letters	or	numbers	at	this	age?	Can	a	two-	or	three-
year-old	actually	learn	to	read	on	their	own?

Finally,	to	the	extent	that	your	child	does	go	to	preschool	in	this	age
range,	does	it	matter	what	kind	of	preschool	it	is?	We’ve	already	been
over	the	importance	of	quality	in	the	chapter	on	day	care,	but	beyond
having	loving	teachers	and	a	safe	environment,	should	you	care	about
the	philosophy	of	the	program,	or	even	whether	it	has	one?

READING	TO	YOUR	CHILD

We	can	begin	with	a	well-established	fact.	There	is	a	large	body	of
literature	showing	that	children	whose	parents	read	to	them	as	babies
and	preschoolers	have	better	performance	on	reading	tests	later.1

However,	one	should	have	significant	concerns	that	this	relationship	is
just	a	correlation,	not	a	causal	link.	As	we	know,	there	are	a	host	of
factors	that	influence	reading	readiness.	One	of	those	factors	is	having
more	resources.	If	you’re	struggling	to	make	ends	meet	and	working
two	jobs,	you	may	not	have	time	to	read	to	your	children.	Kids	in	this
situation	may	also	be	disadvantaged	in	other	ways.



One	good	way	to	learn	something	more	convincing	would	be	a
randomized	trial.	For	example,	beginning	with	a	sample	of	people	who,
perhaps,	do	not	plan	to	read	much	to	their	child,	you	can	encourage
half	of	them	to	read	to	their	child	more.	There	are	only	a	few	small
interventions	of	this	type,	most	of	which	do	not	follow	children	long
enough	to	evaluate	impacts	on	test	scores.2

One	recent	example	is	a	study	that	used	a	video	information
program	with	parents	to	encourage	“positive	parenting”—specifically,
reading	aloud	and	playing—when	the	kids	were	infants	to	age	three.3

The	authors	found	improvements	in	behavior	among	children	whose
parents	watched	the	video,	providing	some	suggestive	evidence	of	the
role	of	reading	in	behavior.	But	the	data	doesn’t	(yet)	extend	to	school
age,	so	we	don’t	know	the	long-term	effects.

In	the	absence	of	randomized	evidence,	researchers	have	tried	to
learn	about	this	with	other	types	of	data.	A	published	paper	in	Child
Development	in	2018	tried	to	use	within-family	variation	to	study	this
question.4	Their	basic	insight	was	that	if	you	have	only	one	child,	you
read	more	to	them	(since	you	have	more	time).	The	longer	you	wait	to
have	a	second	child,	the	more	extra	reading	time	the	first	child	gets.
Their	idea	was	to	compare	achievement	across	first	children	with
varying	lengths	of	time	before	the	second	child	arrived.

Of	course,	you	should	worry	that	the	choice	of	when	to	have	a
second	child	is	not	random—this	is	true—but	the	authors	have	a	few
strategies	to	try	to	get	around	this,	notably	comparing	women	who
intended	to	have	a	child	at	the	same	time	but	differed	in	when	it
happened.

The	results	show	large	positive	impacts	of	reading	on	children’s
achievement.	Children	who	are	read	to	more	as	young	children	achieve
greater	reading	success	in	school.	One	concern	is	that	these	kids	just
generally	get	more	attention;	this	is	a	possibility,	but	the	effects	do	not
extend	to	math,	so	the	authors	argued	that	it	does	seem	to	be
something	about	reading	in	particular.

There	is	also	some	neat	new	evidence	from	brain	scans	that	help	us
think	a	bit	about	the	cognitive	effects	of	reading	to	children.	In	one
example,	researchers	took	nineteen	children	aged	three	to	five	and	put
them	in	a	functional	MRI	(fMRI)	machine.5	In	general,	fMRI	studies
are	designed	to	use	the	technology	to	look	at	which	parts	of	the	brain
light	up	(i.e.,	are	activated/in	use)	when	some	stimulus	is	provided.



In	this	particular	study,	the	kids	were	put	in	the	fMRI	machine	and
then	were	read	stories.	What	the	researchers	found	was	that	children
who	were	read	to	more	at	home	showed	more	brain	activation	in	the
areas	of	the	brain	thought	to	be	responsible	for	narrative	processing
and	imagery.	Basically,	it	looked	like	kids	who	were	read	to	more	were
processing	the	story	more	effectively.	How	this	links	to	later	reading	is
unclear,	and	the	study	was	small	(fMRI	scans	are	really	expensive	to
run).	Nevertheless,	it	provides	some	further	evidence	on	the
mechanisms	that	might	drive	effects.

This	all	suggests	that	reading	to	your	child	is	probably	a	good	idea.
This	literature	goes	further	and	actually	provides	some	guidance	on
how	to	read	to	your	child.	In	particular,	researchers	have	found	that
the	benefits	are	bigger	with	more	interactive	reading.6	Rather	than	just
reading	a	book,	kids	benefit	from	being	asked	open-ended	questions:

“Where	do	you	think	the	bird’s	mother	is?”

“Do	you	think	it	hurts	Pop	when	the	kids	hop	on	him?”

“How	do	you	think	the	Cat	in	the	Hat	is	feeling	now?”

LEARNING	TO	READ

Reading	to	your	child	is	one	thing.	Asking	them	questions	is	definitely
something	you	can	do.	But	should	you	go	further?	Should	you	actually
try	to	teach	your	preschooler	to	read?	Is	it	even	possible?

Some	people	would	say	yes.

There	is,	for	example,	the	Teach	Your	Baby	to	Read	system,7	which
promises	that	you	can	teach	your	baby	to	read	starting	at	around	three
months.	You	use	an	expensive	system	of	flash	cards	and	DVDs	to
accomplish	this	goal.	If	you	doubt	the	success,	the	website	suggests,
just	search	YouTube	for	“baby	reading,”	and	you’ll	see	that	it	is
possible!

The	last	chapter	made	clear	that	your	baby	cannot	learn	from
DVDs.	It	is	perhaps	not	surprising	to	learn,	then,	that	this	system—
which	relies	heavily	on	video—also	cannot	teach	your	child	to	read.
Randomized	evaluations	using	children	aged	nine	to	eighteen	months



show	no	impact	of	these	media	systems	on	babies’	ability	to	read.8	The
researchers	noted	that	this	lack	of	success	is	despite	parents	saying
that	the	system	is	very	successful,	suggesting	that	it	is	easy	to	trick
yourself	into	thinking	your	child	can	read	at	a	year	old.

In	conclusion,	your	baby	cannot	read.

On	the	other	hand,	we	know	that	some	children	aged	four	to	five
can	read,	and	studies	that	focus	on	this	age	group	show,	for	example,
that	it	is	possible	to	actively	teach	four-year-olds	letter	sounds	and	the
idea	of	blending	them	into	words.9	If	you	are	inclined	to	teach	your
four-year-old	to	read,	you	can	probably	make	some	progress.	There	is	a
separate	question	of	whether	you	want	to,	but	that	is	more	a	parenting
choice	than	a	question	for	the	data.

A	two-	or	three-year-old,	though	.	.	.	They	are	not	a	baby,	but	they
are	not	a	five-year-old.	Your	just-three-year-old	can	talk	and,
sometimes,	understand	what	you	are	asking	him	to	do.	It	seems
plausible,	but	not	certain,	that	he	could	learn	to	read.

The	truth	is	that	there	is	not	much	literature	on	extremely	early
reading.	There	are	some	examples—case	reports—of	children	who
learn	to	read	fluently	at	very	young	ages—two	and	a	half,	early	three.10

The	children	in	these	reports	have	prodigy-level	reading.	They	are	not
just	reading	“Mat	sat”	at	three—they	are	reading	at	a	third-grade	level.
And	in	most	of	these	cases,	it	is	clear	the	child	more	or	less	just	picked
up	reading	on	their	own.	Their	parents	were	not	sitting	and	teaching
them	to	sound	out	C-A-R.

Children	who	learn	to	read	like	this—and	this	is	also	true	of	kids
who	learn	to	read	early	within	the	normal	range—are	more	likely	to
learn	with	sight	words	than	phonics.	They	tend	to	have	a	larger	share
of	their	reading	involve	recognition	rather	than	sounding	out.
Interestingly,	early	readers	are	not	necessarily	good	spellers.

It	should	be	said	that	some	cases	of	this	prodigious	early	reading
are	associated	with	autism.	Hyperlexia	(as	it	is	called)	is	a	trait	of	some
high-functioning	autistic	children;	children	can	read	but	do	not
understand.11

What	there	simply	isn’t	evidence	on	is	whether	you	can	teach	a	two-
or	three-year-old	the	letter	sounds	and	some	early	phonics.	If	you	try
to	engage	in	the	same	approach	you’d	take	with	a	four-year-old,	will	it
work?	The	data	doesn’t	have	an	answer.	Anecdotally	(I	know,	I	know—



no	anecdotes),	you	do	see	kids	this	age	who	know	their	letter	sounds,
but	rarely	ones	who	read	full	books	on	their	own.	If	you	want	your
child	to	know	that	S	says	“Ssssss,”	you	can	probably	do	that.	They’re
likely	not	going	to	be	reading	Harry	Potter,	though.

TYPES	OF	PRESCHOOL

At	some	point,	around	the	age	of	two	or	three,	you	may	start	thinking
of	childcare	as	closer	to	“school.”	If	your	child	is	home	with	a	parent	or
nanny,	this	is	an	age	at	which	people	often	explore	part-time
“preschool”	options,	designed	(in	general)	to	increase	socialization,
and	possibly	to	start	teaching	school-type	skills.	If	your	child	is	in	day
care,	their	older	classrooms	will	often	be	a	more	structured	form	of
school.

Let’s	ask	the	first	question:	Is	it	a	good	idea	to	put	your	child	in
preschool?

We	can	look	for	some	evidence	on	this	by	thinking	back	to	the
chapter	on	day	care.	The	evidence	I	discussed	there	showed	that	more
time	in	day	care	after	eighteen	months	or	so	was	associated	with	better
language	and	literacy	development	at	slightly	later	ages.	This	is	about
the	best	evidence	we	have	that	preschool	might	be	a	good	idea.

There	is	also	evidence	from	small	and	much	older	randomized	trials
suggesting	that	programs	like	Head	Start	improve	school	readiness.
But	these	tend	to	focus	on	enrollment	at	older	ages—say,	four—and	on
especially	disadvantaged	populations.

Putting	this	together,	it	again	probably	depends	on	the	other
options	for	your	child	during	the	day,	but	I’d	say	the	weight	of	the
evidence	is	that	some	preschool	environment	around	age	two	or	three
will,	on	average,	improve	the	ease	with	which	they	transition	to	school.

Having	decided	you	want	to	try	some	preschool,	the	question	is
then,	which	one?	Again,	we	can	hark	back	to	the	day	care	chapter.	Day
care	and	preschool	at	this	age	are	distinguishable	largely	by	the	length
of	time:	people	tend	to	think	of	“preschool”	as	a	half-day	activity	and
“day	care”	as	an	all-day	activity.	Still,	if	you	look	at	many	day-care



programs	at	this	age,	they	tend	to	have	a	more	preschool-like	morning
session	and	then	a	nap-and-play	afternoon	session.

This	means	that	many	of	the	“quality”	measures	we	discussed	in	the
day	care	section	apply	here,	too—is	the	area	safe,	do	the	adults	seem
engaged,	etc.

When	we	start	to	talk	about	preschools,	people	do	begin	to	ask
questions	like,	Is	it	important	that	the	teachers	be	trained	in	early
childhood	development?	Or,	going	further,	does	it	matter	where	they
trained?	We	simply	do	not	have	reasonable	evidence	on	this.	Preschool
teachers	vary	in	quality—you	can	see	this	in	any	preschool	you	go	to—
but	the	data	simply	is	not	sufficient	to	tell	us	to	look	for	something	like
quality	of	teacher	training.

A	related	question	is	whether	you	should	favor	one	preschool
“philosophy”	over	others.	The	three	philosophies	you	will	most
commonly	encounter	in	your	preschool	exploration	are	Montessori,
Reggio	Emilia,	and	Waldorf.

Montessori	education	focuses	on	a	particular	classroom	structure
and	a	set	of	materials.	There	is	an	emphasis—even	in	young	children—
on	the	development	of	fine	motor	skills.	These	schools	generally	refer
to	children’s	play	as	“works.”	Young	children	are	typically	exposed	to
letters	and	numbers	and	writing	them	in	sand,	counting	blocks,	and	so
on.

Reggio	Emilia–inspired	schools	put	more	emphasis	on	play,	with
typically	little	formal	letter	or	number	exposure	at	preschool	ages.
(One	Reggio	Emilia–style	preschool	I	visited	told	me	they	explicitly	do
not	spend	any	time	on	letters	for	the	three-	and	four-year-old	class,
and	wouldn’t	even	display	letter	cards	around	the	room.	This	seemed	a
little	extreme.)

The	Waldorf	schools	have	a	heavy	outdoor	component	and,	similar
to	Reggio	Emilia,	are	largely	play-based.	The	Waldorf	principles	focus
on	learning	through	play	and	art,	and	tend	to	also	have	some	domestic-
activity	component	(cooking,	baking,	gardening).

All	three	methods	have	a	structured	day,	so	kids	know	what	to
expect	when.	They	all	acknowledge	that	young	kids	benefit	from	being
able	to	explore	in	a	safe	environment	and	to	self-direct,	to	some	extent,
in	what	they	do.



I	cannot	do	justice	here	to	the	full	philosophy	in	each.	Many	books
have	been	written	on	these	methods,	and	implementation	varies
significantly	across	individual	schools.	Montessori	is	most	consistent—
if	you	visit	a	bunch	of	Montessori	classrooms,	as	I	did	on	a	whirlwind
cross-country	job	search	when	Penelope	was	three,	you’ll	find	some
strong	similarities	in	the	materials	they	use	and	the	structure	of	the
day.	However,	there	are	still	wide	differences,	probably	having	mostly
to	do	with	the	inclinations	and	skills	of	the	staff.	You’ll	find	many
schools	describing	themselves	as	“Reggio	Emilia–inspired,”	which
could	mean	strongly	inspired	or	loosely	inspired	or	just	a	teeny	bit
inspired.

And,	of	course,	not	all	preschools	will	have	one	of	these	particular
philosophies.	A	lot	of	preschools	may	pull	lessons	from	one	or	the
other	of	these	groups,	but	do	not	strictly	adhere	to	all	their	approaches.
And	many	preschools	also	have	a	religious	connection	or	affiliation,
which	will	affect	their	curriculum.

Is	one	of	these	better	than	the	others?	There	are	clearly	quality
differences	across	preschools,	but	this	isn’t	the	same	as	saying	that	one
philosophy	dominates.

Unfortunately,	there	is	again	really	not	much	evidence	on	this—
especially	not	of	the	type	that	would	be	relevant	to	people	who	are
already	thinking	carefully	about	the	optimal	preschool	philosophy.	To
the	extent	that	there	is	any	evidence	at	all,	it’s	mostly	on	Montessori
education,	since	this	is	a	popular	and	established	approach.

There	are	some	studies	showing	the	children	in	Montessori
preschools	perform	better	on	reading	and	math	tests	compared	to	a
control	group	in	non-Montessori	options.12	But	many	of	the	papers	on
this	are	very	old,	and	it’s	not	clear	that	early	learning	of	reading	and
math	skills	are	the	main	goals	of	preschool	education.

Indeed,	the	non-Montessori	approaches	often	emphasize	the
importance	of	play	and	argue	that	early	literacy	is	not	an	important
outcome.	Proponents	of	this	argument	will	often	point	to	Finland,
where	(famously)	most	children	attend	a	state-run	kindergarten	that
does	not	attempt	to	teach	reading	fluency.	Kids	learn	to	read	starting
in	first	grade	(although,	realistically,	some	of	them	do	read	before
that).	These	proponents	will	also	commonly	note	that	Finland
performs	very	well	on	international	standardized	tests—much	better



than	the	US—and	argue	that	this	means	we	may	put	too	much
emphasis	on	the	value	of	early	literacy.

The	fact	that	Finland	performs	better	than	the	US	is	not	a	helpful
observation,	in	my	view,	since	many	places	perform	better	than	the	US
on	these	tests.	This	includes	many	countries	in	Asia	with	much	more
rigorous	early-life	instruction.

And	the	actual	evidence	on	the	relative	value	of	this	approach	is
thin.	There	are	a	couple	of	non-randomized	studies	from	outside	the
US	showing	that	children	who	learn	to	read	later	do	catch	up	in	terms
of	reading	within	a	few	years	and	that	teaching	the	alphabet	early
doesn’t	necessarily	impact	reading.13	But	on	the	other	hand,	we	know
that	programs	like	Head	Start,	which	focus	on	early	literacy,	do
improve	school	performance	early	on.

All	this	is	to	say	that,	again,	we	simply	do	not	have	a	lot	of	concrete
data	to	guide	you.	Further	complicating	both	research	and	decision-
making,	it	is	possible—even	likely—that	the	best	type	of	preschool	will
vary	by	individual	child.	If	your	kid	struggles	to	sit	still,	they	may	find
an	environment	focused	on	fine	motor	skills	to	be	taxing;	on	the	other
hand,	it	may	be	good	for	them.	So	it	may	really	be	useless	to	try	to
learn	what	is	best	for	your	kid	from	a	study—even	a	good	one—that
estimates	the	effect	of	a	type	of	preschool	for	the	average	child.

The	Bottom	Line

There	is	some	support	for	the	value	of	reading	to	your
children	starting	in	infancy.

Your	baby	cannot	learn	to	read.	Whether	your	two-	or
three-year-old	can	is	unclear,	but	it	would	be	very
unusual	for	them	to	be	a	fluent	reader.

Evidence	on	the	value	of	different	preschool
philosophies	is	limited.



PART	FOUR

The	Home	Front



This	is	a	book	about	babies	and	small	children.	But	it	cannot
escape	our	notice	that	when	a	baby	arrives	it	also	magically
creates	parents.	This	is	not	always	easy.	Indeed,	there	are	books

written	about	the	“transition	to	parenthood,”	and	they	are	not	all	filled
with	the	adorable	pictures	you	see	on	your	friends’	Facebook	feeds.

Becoming	a	parent	is	challenging.	I	think	in	some	ways	it	is	more
challenging	for	this	generation	than	the	last.	On	one	hand,	we	have	a
lot	of	stuff	they	didn’t	(disposable	diapers,	Amazon	Prime).	On	the
other	hand,	as	people	have	children	later,	when	their	careers	and
lifestyles	are	already	more	established,	the	challenge	of	adaptation	is
harder.

There	is	adaptation	for	parents	individually,	and	adaptation
together.	How	does	this	baby	fit	into	the	plans	I	have	for	myself,	for
my	career,	for	my	leisure	time?	And	how	does	it	fit	into	our
marriage?

For	the	most	part,	data	and	evidence	will	probably	not	help	with
these	transitions,	as	they	are	different	for	everyone.	The	goal	of	this
part	of	the	book	is	not	so	much	to	tell	you	what	to	do	(indeed,	I	will
have	no	advice	at	all),	but	rather	to	acknowledge	that	we	should	be
talking	about	what	works	for	the	family,	not	just	what	works	for	the
baby.

The	bottom	line—perhaps	the	most	important	in	this	book—is	that
parents	are	people,	too.	Having	a	kid	doesn’t	make	you	stop	being	a
person	with	needs	and	desires	and	ambitions.	It	almost	certainly
changes	those,	but	it	doesn’t	eliminate	them.	Being	a	good	parent	isn’t
about	completely	subsuming	your	entire	personhood	into	your
children.	In	fact,	if	you	let	your	kids	rule,	it	can	have	the	opposite
effect.

We	talked	some	about	these	issues	when	we	covered	the	choice
about	parental	work	outside	of	the	home	in	part	2	of	the	book.	Here	I’ll
pick	that	back	up	and	talk	about	at	least	some	of	the	challenges	with
the	transition	to	parenthood,	and	with	thinking	about	growing	your
family.
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Internal	Politics
hen	you	change	something	substantial	about	your
relationship	with	your	partner,	there	is	bound	to	be	some
conflict.	For	example,	the	first	time	you	live	together—at	least

for	most	couples—has	its	moments	of	tension.

When	I	first	moved	in	with	Jesse,	I	recall	a	deep	and	lasting	conflict
over	kitchen	sponge	etiquette.	He	believes	you	should	wring	out	the
sponge	and	place	it	next	to	the	sink	when	done	using	it.	I	take	a	more
laissez-faire	approach	to	the	sponge,	preferring	to	let	it	lie	where	it	falls
in	the	sink.	It	drove	him	crazy	when	he’d	come	to	the	sink	hours	after
I’d	been	there	to	find	a	still	wet	and	now	smelly	sponge	soaking	in	its
own	juices.

Ultimately,	we	fixed	this	by	some	combination	of	my	attempts	to
improve	(although	before	I	sat	down	to	write	this	chapter,	I	noticed	I
had	left	the	sponge	in	the	sink,	soaking	wet,	the	night	before,	so
obviously	I	have	not	improved	much	in	fifteen	years)	and	his	attempts
to	let	it	go	(even	though	he	is	objectively	correct	about	the	right	thing
to	do	in	this	case).	The	most	important	change	was	probably	the
decision	to	have	him	do	the	dishes.	I	am	proud	to	say	it	has	been	years
since	we	have	had	any	sponge-related	conflict.

Introducing	a	child	into	your	life	will,	similarly,	lead	to	some
increase	in	tension	for	most	people.	Less	charitably,	people	will	tell	you
that	children	will	“ruin	your	marriage.”

It	is	easy	to	see	why	this	might	be.	You	and	your	partner	both	want
the	best	thing	for	your	child—indeed,	you	want	this	more	than
anything	you’ve	ever	wanted.	However,	most	of	the	time	you	have	no
idea	what	this	“best	thing”	is.	And	you’ll	sometimes	disagree,	either



due	to	deep	underlying	differences	or	simply	because	you	both	have	no
idea	and	your	best	guesses	differ.

Obviously,	you’ve	disagreed	about	things	before	(sponges,	for
example).	But	on	the	whole,	these	disagreements	were	not	as
important,	and	there	were	not	as	many	of	them.	The	worst	thing	that
happens	with	a	wet	sponge	is	you	have	to	replace	it.	But	if	you	mess	up
your	kid,	that’s	forever!	The	stakes	seem	infinitely	high.

And	at	the	same	time,	you’re	exhausted	and	you	have	less	money
and	less	time.	Jesse	and	I	dated,	and	lived	together,	for	almost	a
decade	before	Penelope	arrived.	We	were	used	to	having	control	of	our
own	time,	to	spending	the	weekends	in	some	combination	of	working
(him),	writing	(me),	sewing	(me),	going	to	brunch,	seeing	friends.
Now,	all	of	a	sudden,	the	weekend	was	a	haze	of	feeding,	dealing	with
poop,	attempting	to	shower,	holding	a	screaming	baby	at	brunch	with
friends,	not	sleeping,	waiting	anxiously	for	the	nanny	to	arrive	Monday
morning.	It	was	great,	and	I	wouldn’t	trade	it	for	anything—even	at	the
time—but	there	is	no	question	that	nerves	fray	more	quickly	and
conflicts	can	worsen	fast	in	this	situation.

So	it	does	seem	like—based	on	logic—kids	could	stress	your
marriage.	And	if	you	look	on	the	internet,	you’ll	definitely	find	some
people	who	think	it	does.	They	write	articles	with	titles	like	“You	Will
Hate	Your	Husband	After	Your	Kid	Is	Born	(Don’t	Let	Anyone	Tell	You
Otherwise).”1	But	these	are	just	examples—anecdotes.	Some	people
clearly	do	hate	their	partner	after	their	kids	arrive.	Of	course,	some
people	also	hate	their	partner	before	kids.	Are	things	systematically
worse	after	kids	arrive?	And	is	there	anything	you	can	do	about	it?2

The	answer	to	the	first	question	is	yes,	things	are,	on	average,
systematically	worse	in	marriages	after	kids.	It	is	probably	an
exaggeration	to	say	you’ll	“hate	your	spouse,”	but	people	(women	in
particular)	do	seem	less	happy	after	kids.

We	can	see	this	in	a	variety	of	studies	that	look	at	the	relationship
between	parenthood	and	marital	satisfaction.	These	go	back	as	early	as
1970,	with	a	paper	showing	that	between	the	pre-childbearing	period
and	the	period	of	having	school-aged	children,	the	share	of	mothers
reporting	low	marital	satisfaction	rises	gradually	from	12	percent	to	30
percent,	with	an	abrupt	jump	in	the	first	year	of	the	child’s	life.	The
marriage	does	not	recover	until	parents	become	grandparents.3



Meta-analyses	of	more	recent	data	show	similar	things—parents	are
less	happy	with	their	marriages	than	nonparents.	The	changes	seem	to
be	most	abrupt	in	the	first	year,	and	then	there	is	some	recovery,
although	not	complete.4	As	one	study	helpfully	notes,	“In	sum,
parenthood	hastens	marital	decline.	.	.	.”5

It	is	worth	noting	that	these	studies	do	tend	to	find	that	people	who
are	happier	before	they	have	kids	recover	better,	and	that	planned
pregnancies	are	less	impactful	than	unplanned	ones.	And	the	effects
are	not	enormously	large.	Many	people	are	still,	on	net,	happy	with
their	spouse.	Just,	you	know,	slightly	less.

Why	is	this?	It	is,	of	course,	hard	to	know,	and	probably	varies
across	couples.	One	issue	may	simply	be	the	lack	of	time	to	focus	on
the	relationship.	Before	you	have	children,	your	relationship	is	just
about	the	two	of	you—you	have	the	luxury	of	sleeping	late	together,
going	out,	just	spending	hours	talking	about	what	is	going	on,	big	and
small.	Once	you	have	kids,	it	is	almost	impossible	to	replicate	this,	and
if	you	are	not	careful,	you	can	find	that	you	virtually	never	talk	about
anything	other	than	the	children.	The	relationship	falls	by	the	wayside,
and	not	usually	for	the	better.	You’re	connected	through	your	children,
but	it	can	feel	like	you’ve	lost	the	connection	to	your	partner.

Being	aware	of	this	may	be	helpful,	and	in	this	chapter	I	talk	about
some	proposed	solutions	to	the	marital-happiness	problems.	But
before	doing	that,	it’s	useful	to	look	at	two	specific	things	that
researchers	have	speculated	play	a	role	in	the	marital-happiness
decline.	The	first	is	unequal	chore	allocation:	women	tend	to	do	the
bulk	of	household	work,	even	if	they	also	work	outside	the	home.	The
second	is	a	decline	in	sex:	parents	have	less	sex,	and	sex	makes	people
happy.

Is	there	evidence	for	either	of	these?	Broadly,	yes.

Beginning	with	the	basic	facts:	If	we	look	at	time-use	data—that	is,
people’s	reports	of	how	much	time	they	spend	on	various	activities—we
see	that,	on	average,	women	spend	more	time	than	men	on	housework
and	child-rearing-related	activities.	Even	if	we	compare	women	who
work	full	time	with	men	who	work	full	time,	the	women	spend	about
an	hour	and	a	half	more	during	the	day	caring	for	kids,	doing
housework,	and	shopping.6



The	amount	of	time	women	spend	on	these	activities	has	declined	a
lot	over	time	(thanks,	washing	machines/dishwashers/microwaves!),
but	it	is	still	unequal.7	And	it’s	notable	that	women	do	more	housework
even	if	they	also	make	more	money.	When	women	bring	in	more	than
90	percent	of	the	household	income,	they	still	do	almost	as	much
housework	as	the	men	in	these	households.	In	contrast,	when	men
bring	in	more	than	90	percent	of	household	income,	they	do	much	less
housework.8

An	interesting	question	(at	least	for	an	economist)	is	whether	this
lack	of	equality	is	unavoidable.	One	theory	is	that	many	household
tasks	cannot	be	divided	up,	so	one	person	has	to	do	more	of	them,	and
it	ends	up	being	the	female	partner	due	to	some	small	underlying	skill
differences.	For	example,	maybe	women	are	inherently	better	at
cooking	as	adults	because	they	are	more	likely	to	have	been	taught	to
cook	as	children.

This	would	be	a	version	of	an	economic	theory	of	comparative
advantage.	This	explanation	would	rely,	among	other	things,	on	the
assumption	that	it	is	not	possible	or	efficient	to	divide	the	tasks
equally.

That	doesn’t	seem	to	be	the	case.	One	piece	of	data	comes	from
comparisons	across	countries	and	over	time;	in	Sweden,	for	example,
the	household	work	is	split	more	evenly.9	And	over	time,	even	in	the
US,	it	has	gotten	more	equal,	as	we’ve	moved	away	(to	some	extent)
from	traditional	gender	roles.

Also	within	the	US,	we	have	some	(limited)	evidence	from	same-sex
couples,	which	shows	that	they	share	household	work	more	equally
than	different-sex	couples.10	These	samples	tend	to	be	small,	so	any
results	should	be	taken	with	a	grain	of	salt,	but	they	are	suggestive.

Of	course,	the	basic	fact	of	lack	of	equality	doesn’t	translate	to
dissatisfaction,	but	there	is	yet	more	data—again,	from	surveys—
suggesting	that	this	lack	of	equality	is	a	source	of	unhappiness	and
tension	for	women.11	Indeed,	we	certainly	see	a	fair	amount	of
anecdotal	evidence	that	women	resent	the	idea	of	a	“second	shift,”	and
that	it	crowds	out	leisure	time,	which	men	end	up	with	more	of.
Indeed,	there	are	whole	books	written	on	this	dynamic	and	the
problems	it	creates.12

So	chores	are	one	problem.	What	about	lack	of	sex?



Again,	it	is	well	documented	that	parents	have	less	sex.13	This	is
especially	true	in	the	first	months	or	year	after	childbirth,	but
generally,	data	shows	that	couples	have	less	sex	after	they	have
children	than	before.	It	is	easy	to	see	why	this	might	be—less	time,
more	exhaustion,	other	people	(i.e.,	the	children)	in	your	bed.

As	with	household-work	time,	the	fact	that	this	is	true	isn’t
necessarily	a	problem.	If	both	partners	want	to	have	sex	less
frequently,	then	this	change	may	be	fine.	This	doesn’t	seem	to	be	the
case	for	many	couples,	but	we	do	not	have	a	lot	of	systematic	data
beyond	anecdote.	Certainly,	anecdotes	would	suggest	that	people	on
both	sides	of	the	relationship,	although	more	men	than	women,	would
like	to	have	more	sex,	and	find	the	reduction	in	sex	frequency	to	be
difficult	for	the	relationship.

Although	it	may	be	surprising,	there	is	speculation	(at	least	on	the
internet)	that	these	sources	of	unhappiness	are	linked.	If	men	do	more
chores,	do	you	have	more	sex?

You	may	be	surprised	to	learn	that	there	is	robust,	if	not	especially
good,	academic	literature	on	this	relationship.	In	fact,	the	effects	go
both	ways.	Some	studies	suggest	that	if	men	do	more	chores,	the
couple	has	less	sex.	Some	suggest	the	opposite—that	the	couple	has
more	sex.14	Generally,	these	findings	come	from	surveys	in	which
people	are	asked	about	what	share	of	chores	they	do	and	about	the
frequency	with	which	they	have	sex.

Theories	for	why	these	links	would	occur	abound.	On	the	“more
chores,	less	sex”	side,	people	argue	that	seeing	a	man	wash	the	dishes
is	emasculating	and	a	turnoff	for	women.	On	the	“more	chores,	more
sex”	side,	people	argue	that	seeing	a	man	wash	the	dishes	is	a	turn-on
—plus,	if	men	do	more	work,	it	frees	up	more	time	for	women,
meaning	more	time	for	sex!

In	fact,	I	think	a	much	better	theory	is	that	these	are	not	causally
linked	in	either	direction,	and	research	that	finds	a	link	is	confused	by
missing	variables.	People	in	happier	marriages	probably	have	more
sex,	but	also	may	share	chores	more	equally.	This	would	lead	to	a
positive	sex–chore	relationship,	but	it’s	really	just	marital	happiness
overall.	On	the	other	hand,	when	both	people	work,	they	may	have	less
sex	because	they	have	less	time,	but	they	also	may	share	chores	more
equally.	This	would	lead	to	a	negative	sex–chore	relationship,	but	it’s
really	just	about	working.



Since	these	biases	go	in	both	directions,	it’s	virtually	impossible	to
learn	anything.

It	may	be	good	to	get	your	spouse	to	do	the	dishes,	but	the	value	of
that	is	that	the	dishes	get	done,	not	that	you’re	going	to	be	inspired	to
start	ripping	their	clothes	off	in	a	haze	of	soap	suds	and	flying	plates.

SOLUTIONS

It’s	all	well	and	good	to	say	the	data	says	kids	ruin	your	marriage.	But
are	there	solutions	other	than	waiting	until	you	have	grandchildren	to
be	happy	again?

Although	it	is	not	a	solution,	it	is	worth	noting	that	couples	who	are
happier	in	their	marriage	before	kids	and	who	planned	their
pregnancies	tend	to	have	smaller	declines	and	faster	rebounds	in	their
happiness.

The	second	thing	to	say	is	that,	as	is	a	common	refrain	in	this	book,
sleep	is	a	key	issue.15	Drops	in	marital	satisfaction	are	higher	in	couples
with	kids	who	sleep	less.	Lack	of	parental	sleep	contributes	to
depression	(in	both	parents)	and	correspondingly	to	less-happy
marriages.	You	need	sleep	to	function,	and	sleep	deprivation	affects
your	mood.	If	you	are	cranky,	you’re	cranky	with	your	partner.	If	they
are	also	tired,	they	are	also	cranky.	Cranky,	cranky,	sad,	angry.

Can	you	fix	this?	It’s	hard	early	on,	but	see	the	earlier	chapter	on
sleep	training	as	one	solution.	Even	if	this	particular	approach	isn’t	for
you,	thinking	carefully	about	ways	you	might	improve	the	adult	sleep
in	the	house	is	worth	some	time.

Beyond	the	role	of	sleep—and	pushing	out	of	infancy—we	do	not
have	a	lot	of	evidence	on	what	works	to	improve	marriages.	Indeed,	if	I
had	better	evidence	on	that,	I	could	write	another	book	on	it.

Some	small-scale	randomized	interventions	do	show	some
effectiveness.	One	is	the	“marriage	checkup.”16	The	idea	behind	this	is
to	have	an	annual	meeting—possibly	facilitated	by	some	professional—
to	actually	discuss	your	marriage.	What	do	you	feel	is	working?	What
isn’t	working?	Are	there	particular	areas	of	concern	or	unhappiness?
These	checkups	seem	to	result	in	improvements	in	intimacy	(i.e.,	sex)



and	marital	satisfaction.	This	makes	sense	in	the	abstract;	it’s	helpful
to	talk	things	through	methodically	with	a	neutral	third	party.

Beyond	this	particular	intervention,	there	is	other	evidence	in	favor
of	therapy	more	generally—group	couples	therapy,	counseling
programs	beginning	before	birth	and	continuing	after—to	improve
relationships.17	Speaking	in	broad	generalizations,	these	focus	on
communication	and	positive	solutions	to	conflict.

Part	of	the	reason	these	work	may	simply	be	that	they	force	both
people	in	the	household	to	reflect	on	what	the	other	person	is	doing	for
the	family.	You	can	see	the	things	you	are	doing	clearly,	and	you
probably	have	some	sense	of	what	your	partner	does,	but	you	do	not
always	see	it	so	obviously.

One	of	Jesse’s	jobs	in	our	house	is	taking	out	the	trash—both
collecting	and	taking	it	from	the	house	and,	especially,	taking	it	to	the
curb	on	Mondays.	I	had	always	thought	of	this	as	a	relatively	simple
task	that	didn’t	deserve	much	credit.	Then	one	day	he	was	gone	on	a
Monday,	and	he	sent	me	this	email.

From:	Jesse
To:	Emily
Subject:	Trash	Instructions
Taking	trash	out

Tie	up	bin	liner	in	trash
Roll	trash	out	to	street,	make	sure	to	leave	room	for	recycling

Roll	recycling	out	to	street
Make	sure	there	is	room	between	the	two	bins	so	they	can	lift	them	separately

Taking	trash	back	in
Roll	bins	back	to	their	area

Recycling	goes	in	first,	closest	to	garage
Then	trash	goes

Put	some	diatomaceous	earth	in	trash	and	recycling
Put	some	baking	soda	if	there	is	an	odor

Put	a	new	bin	liner	(in	mud	room	closet)	in	trash	(not	in	recycling)
Then	congratulations	you	are	done!



Apparently,	due	to	some	maggot	and	fly	issues	(I	have	a	problem
with	bugs,	but	also	tend	to	do	things	that	attract	them,	like	failing	to
fully	close	the	garbage	bags),	he	had	adopted	a	many-step	system
involving	something	called	“diatomaceous	earth”	to	keep	things	dry
and	bug-free.

I	was	sorry	to	have	to	do	this	at	all,	but	it	made	me	a	lot	more
grateful	for	the	99	percent	of	Mondays	that	he	does	it.

The	Bottom	Line

Marital	satisfaction	does	decline,	on	average,	after
children.

These	declines	are	smaller	and	briefer	if	you’re
happier	before	children,	and	if	the	kids	are	planned.

Unequal	division	of	labor	and	less	sex	probably	do
play	some	role,	although	it	is	hard	to	get	a	sense	of
how	important	these	are.

There	is	some	small-scale	evidence	suggesting
marital	counseling	and	“marriage	checkup”	programs
can	improve	happiness.
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Expansions
ome	people	have	told	me	they	are	ready	for	another	baby	on
leaving	the	delivery	room.	Others	take	years	before	reluctantly
wanting	to	try	again.	Some	never	want	another	kid.	Some	people

plan	out	the	child	timing	precisely—down	to	the	month.	Others	adopt
more	of	a	wait-and-see	approach.

This	chapter	is	about	the	choice	of	whether	to	have	more	than	one
child,	and,	if	you	decide	to	have	another	child,	the	choice	of	timing.	Is
there	an	“optimal”	number	of	children?	Or	an	ideal	spacing	between
them?

Spoiler	alert:	There	isn’t	much	of	a	science-based	answer	to	these
questions.	Any	small	impacts	are	likely	to	be	dramatically	outweighed
by	the	most	important	consideration,	which	is	what	works	for	your
family.

For	example,	if	you	have	your	first	child	at	thirty-eight	and	you
want	three	kids,	you’ll	likely	have	to	have	them	pretty	quickly.	If	you’re
a	doctor	and	you	are	planning	your	kids	around	residency,	this	will	tell
you	your	timing.	And,	of	course,	things	change.	You	do	not	always	get
pregnant	when	you	want	to.	Due	to	a	lack	of	maternity	leave,	my	mom
attempted	to	time	my	brother	to	arrive	over	Christmas	break,	but	she
got	January	11	instead.

Sometimes	life	intervenes.	I	thought	we’d	have	our	kids	closer	in
age—more	like	three	years	apart,	rather	than	four.	But	then	I	had	a	big,
and	unexpected,	professional	setback	right	around	when	we’d	need	to
start	working	on	number	two.	I	was	barely	in	emotional	shape	to
parent	one	kid,	never	mind	have	another.	So	we	waited.



The	choice	of	how	many	children	to	have	is	even	more	personal.
Does	your	family	feel	done	with	just	one?	Do	you	want	another?	And,
of	course,	sometimes	it’s	hard	to	have	a	second	child,	and	sometimes
it’s	an	accident.

All	this	is	to	say	that	the	data	has	very	little	to	add	to	your	family
preferences.	But	we	can	visit	the	data	there	is,	first	on	the	question	of
number	of	children,	and	then—conditional	on	the	number—the
question	of	birth	spacing.

NUMBER	OF	CHILDREN

Economists	are	very	interested	in	number	of	children	and,	beginning
with	Gary	Becker’s	influential	work,	in	the	“quantity-quality”	trade-off.
The	idea	here	is	that	parents	face	a	tension	between	number	and
quality	of	kids.	If	you	have	more	kids,	then	you	cannot	invest	as	much
in	each	of	them,	so	they’ll	be	“lower	quality.”

By	“quality,”	we	tend	to	mean	things	like	school	attainment—the
“investments”	you	make	as	a	parent	are	in	your	child’s	education,	IQ,
etc.	Let	no	one	tell	you	economists	are	not	clinical	about	their
discussions	of	parenting.

Much	of	the	economic	writing	about	this	focuses	on	understanding
what	is	called	the	“demographic	transition”—the	movement	of
countries	as	they	develop	from	very	high	fertility	rates	(think:	six	to
eight	kids)	to	lower	(two	or	three).	The	idea	is	that	as	your	country	gets
richer,	you	might	want	to	focus	on	quality	of	children	rather	than
quantity,	and	this	would	drive	some	of	these	fertility	declines.

The	basic	theory	that	there	is	a	quantity-quality	trade-off	would
imply	that	if	you	have	more	kids,	they	will	do	worse	in	terms	of	human
capital—less	education,	maybe	lower	IQ.	But	this	is	just	a	theory—what
does	the	data	say?

As	with	most	things	in	the	book,	this	is	difficult	to	test,	since	the
kinds	of	parents	who	have	many	children	differ	from	those	who	have
few.	But	some	researchers	have	done	this,	generally	using	a	method
with	“surprise”	births.	They	look	at	the	arrival	of	twins	as	something



that	increases	the	size	of	the	family	while	not	affecting	the	number	of
children	you	actually	wanted.1

The	results	from	the	best	of	these	papers	generally	show	that	the
number	of	children	plays	a	relatively	little	role	in	determining
schooling	or	IQ.2	They	do	find	that	birth	order	matters.	Later-born
children	tend	to	do	(slightly)	worse	on	IQ	tests	and	get	less	schooling
than	their	earlier-born	siblings.	This	may	be	due	to	parents	having	less
time	and	resources	to	devote	to	them.	But	it’s	not	the	number	of
children	that	drives	the	association.	A	firstborn	child	with	two	siblings
seems	to	do	the	same	as	a	firstborn	child	with	one.3

A	second	question	people	(typically	not	economists)	often	ask	is
whether	there	is	some	downside	to	having	an	only	child—will	they	be
socially	awkward?

Again,	this	is	hard	to	study,	given	the	differences	across	families.	To
the	extent	that	we	have	evidence,	this	concern	seems	unfounded.	One
review	article,	which	summarizes	140	studies	on	this	broad	question,
found	some	evidence	of	more	“academic	motivation”	among	only
children,	but	no	differences	in	personality	traits	like	extroversion.4

Even	this	fact	about	academic	motivation	may	be	more	about	birth
order—firstborn	children	score	higher	on	this	regardless	of	whether
they	have	siblings—than	about	being	an	only	child.

Based	on	such	paltry	data,	it	is	hard	to	say	with	confidence	that	it
doesn’t	matter	how	many	children	you	have.	And	your	kids’
relationships	with	their	siblings	(if	you	choose	to	have	them)	will
define	many	things	about	them—for	good	and	for	ill.	But	there	isn’t
anything	in	the	data	that	would	tell	you	one	choice	is	necessarily	better
than	another.

BIRTH	SPACING

So	let’s	say	you	decide	you	want	to	have	another	kid.	Does	the	data	tell
you	when	you	should	do	it?

Again,	no,	not	really.	To	the	extent	research	has	been	done	on
“optimal	birth	spacing,”	it	tends	to	focus	on	two	things:	the
relationship	between	birth	spacing	and	infant	health,	and	the



relationship	between	birth	spacing	and	long-term	outcomes	like	school
performance	and	IQ.

Most	of	the	discussion	focuses	on	distinguishing	more	typical	birth
intervals	(say,	two	to	four	years	apart)	from	very	short	ones	(less	than
eighteen	months)	or	very	long	(more	than	five	years).	However,
regardless	of	the	outcome	you	are	studying,	this	is	a	challenging	data
problem.	The	issue	is	that	both	very	short	and	very	long	intervals	are
unusual.

Some	people	do	plan	to	have	two	children	very	close	together	in
age,	but	relative	to	other	birth	intervals,	babies	born	within	a	year	of
each	other	are	less	likely	to	be	planned.	Unplanned	births	may	have
different	outcomes	than	planned	ones,	even	putting	aside	spacing.	On
the	flip	side,	very	long	spacing	between	children	is	also	somewhat
unusual.	It	is	more	likely—not	certain,	but	more	likely—that	families
with	very	long	birth	spacing	struggled	with	fertility	challenges.	This
could	matter	as	well,	especially	when	we	look	at	infant	health.

For	these	reasons,	we	want	to	take	most	of	the	evidence	with	a	grain
—or,	really,	a	big	handful—of	salt.

Infant	Health

Studies	of	infant	health	and	birth	spacing	tend	to	focus	on	outcomes
that	can	be	measured	at	birth:	for	example,	is	the	child	premature,	low
birth	weight,	or	small	for	gestational	age?	Correlational	studies	have
shown	links	between	both	short	birth	intervals	and	long	birth	intervals
and	all	these	outcomes.	For	example,	in	a	2017	study	of	almost
200,000	births	in	Canada,	researchers	found	that	there	was	an	83
percent	increase	in	the	risk	of	preterm	birth	for	women	who	got
pregnant	within	six	months	of	their	last	birth.5

These	large	effects	also	show	up	in	other	studies—one	in	California
and	another	in	the	Netherlands—that	focused	on	recurrence	of
preterm	birth	(i.e.,	the	analysis	was	limited	to	women	who	had	already
had	a	preterm	birth).6

This	very	large	effect	is	not,	however,	replicated	everywhere,	and
there	is	a	question	of	whether	it	might	be	driven	by	differences	across
moms.	This	concern	is	at	least	somewhat	validated	by	a	study	in
Sweden	that	was	able	to	compare	women	to	other	women—siblings	or



cousins—in	their	family.	This	addresses	the	concern	that	some	family-
level	differences	are	driving	the	results.

In	comparing	siblings,	they	were	effectively	asking	whether	two
children	born	to	the	same	mother	have	different	outcomes	depending
on	the	birth	interval.	To	the	extent	that	we	worry	that	some	mothers
differ	from	others,	this	addressed	that	concern.7

These	Swedish	researchers	replicated	the	finding	that	very	short
birth	intervals	increase	prematurity	when	they	compared	across
families,	but	they	found	much	smaller	effects	(more	like	20	percent
than	80	percent)	when	they	compared	siblings.	The	effects	when
comparing	cousins	were	somewhere	in	the	middle.	They	found	no
association	between	these	short	intervals	and	low	birth	weight	or	other
outcomes	once	they	compared	siblings.

Although	there	is	a	lively	debate	about	which	set	of	numbers	to
believe,	I	think	there	is	a	good	argument	in	favor	of	the	sibling
comparisons,	which	would	suggest	that	although	there	is	some
elevated	risk	of	prematurity	with	very	short	spacing,	it	is	not	very	large.

This	Swedish	study	does	find	that	very	long	intervals—here	defined
as	more	than	five	years	between	birth	and	the	next	pregnancy—are
associated	with	worse	outcomes.	And	we	see	some	similar	evidence	in
the	Canadian	work.	However,	very	long	intervals	between	births	are
unusual,	and	more	likely	to	be	associated	with	older	mothers	or
fertility	problems.	It	is	not	clear	how	much	we	want	to	learn	from	this
about	choosing	longer	intervals.

Long-Run	Outcomes

Infant	health	is	important	but	short	term.	Are	there	any	long-run
consequences	for	children	related	to	birth	spacing?	Are	test	scores
lower	for	children	whose	siblings	are	close	in	age?

This	analysis	is	challenging	since	people	choose	their	birth	spacing,
to	some	degree.	But	at	least	one	study	tried	to	compare	women	who
intended	to	have	babies	at	the	same	time	but	ended	up	having	them	at
different	times	(for	example,	due	to	miscarriage).8

When	researchers	performed	this	analysis,	they	found	that	for	the
older	child,	test	scores	were	higher	if	there	was	more	space	between
that	child	and	their	younger	sibling.	This	may	reflect,	for	example,



more	parental	time	invested	in	reading	or	other	skill	development	at
young	ages.	These	effects,	though,	were	pretty	small.

For	these	younger	children,	at	times	concerns	have	been	raised
about	links	between	short	birth	spacing	and	autism.9	Although
multiple	studies	of	this	do	show	some	links,	they	are	not	able	to	adjust
as	well	for	differences	across	families,	so	this	evidence	remains
suggestive.

Overall,	what	do	we	take	from	all	this?	I	would	argue	that	any	links
there	are	are	not	consistent	or	large	enough	to	outweigh	the
preferences	that	you	are	likely	to	have.

To	the	extent	that	you	have	no	preferences	at	all	about	this,	I	think
the	bulk	of	the	evidence	suggests	there	are	some	small	risks—both
short	and	possibly	long	term—to	very	short	birth	intervals.	So	waiting
until	the	first	child	is	at	least	a	year	old	to	get	pregnant	again	may	be	a
good	idea.	It	also	just	may	be	easier	on	you	as	a	parent,	given	the
intensity	of	the	infant	stage.

The	Bottom	Line

The	data	doesn’t	provide	much	guidance	about	the
ideal	number	of	children	or	birth	interval	between
them.

There	may	be	some	risks	to	very	short	intervals,
including	preterm	birth	and	(possibly)	higher	rates	of
autism.
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Growing	Up	and	Letting	Go
hen	Penelope	was	almost	three	and	we	were	thinking	about
having	a	second	kid,	Jesse	and	I	were	also	in	the	job	market,
looking	for	two	faculty	jobs	together.	We	went	to	Michigan,

where	we	were	invited	to	the	house	of	two	slightly	older	economists
whose	children	were	fifteen	and	eighteen.	The	conversation	about
economics	exhausted,	we	turned	to	talking	about	our	kids.

“The	thing	is,”	one	of	them	told	us,	“when	our	kids	were	four	and
one,	we	used	to	look	at	each	other	and	say,	‘I	can’t	wait	until	they	are	in
high	school	and	everything	will	be	easy.’	Then	finally,	last	year,	they
were	both	in	high	school,	and	what	we	learned	is	that	there	is	no
problem	that	cannot	be	solved	with	a	four-hour	discussion	every	night
about	the	minute	details	of	high-school	social	life.”

When	you’re	in	the	thick	of	it	with	very	early	parenting—with	the
exhaustion	and	uncertainty	of	it	all—there	is	the	promise	in	the
distance	of	a	time	when	your	child	will	use	the	bathroom	on	their	own,
put	on	their	own	jacket,	and	eat	with	a	fork.	And	it	is	definitely	true
that	the	first	time	my	son	came	out	of	the	bathroom	and	said	he	had
peed	on	his	own,	I	did	a	little	jig.

But	there	is	a	flip	side.	Little	kids	mean	mostly	little	problems.	As
your	kid	gets	bigger,	the	number	of	things	you	worry	about	goes	down,
but	they	get	more	important.	Is	my	kid	achieving	academically?	Are
they	fitting	in	socially?	Most	important,	are	they	happy?

Part	of	what	makes	this	hard,	especially	for	someone	like	me,	is	that
the	problems	get	more	varied	as	kids	get	older,	and	much	less
amenable	to	data	analysis.	Sure,	you	can	look	at	some	data	about
whether	the	“new	math”	is	better	than	the	“old	math,”	but	how	to	get	a
child	to	engage	socially,	and	whether	that	even	matters,	is	largely



beyond	the	realm	of	easy	empirical	analysis.	We	have	to	grope	forward,
ideally	listening	to	our	kids	to	see	what	works	for	them—if	it	takes	a
four-hour	conversation,	we’ll	clear	our	schedules.

We	keep	at	it,	in	part	because	the	rewards	are	correspondingly	so
much	bigger.	Seeing	your	kid	do	well	at	something	they	love,	seeing
them	excited	about	learning	something	new,	watching	them	work
through	a	challenge—there	is	nothing	better.	And	you	do	not	need	data
to	tell	you	that.	So	just	remember	that	while	there	will	always	be
parenting	challenges,	there	are	many	joys	on	the	horizon,	too.

As	hard	as	it	is	to	believe	when	you’re	staring	down	preschool,	your
parenting	adventure	is	still	just	beginning.	But	you	certainly	know
more	than	you	did	back	in	the	delivery	room.	Progress!

You	know	that	early	parenting	is	full	of	advice.	This	book,	it’s	full	of
advice	(or	at	least	decision	processes).	As	I	finished	writing,	I	therefore
thought	about	the	question,	What	is	the	best	parenting	advice	I’ve
ever	gotten?

Here	it	is.

When	Penelope	was	two,	we	planned	a	vacation	in	France	with
some	friends.	We	had	been	to	the	location	before	and	I	knew	there
were	lots	of	bees.

At	our	two-year-old	well-child	visit,	I	therefore	had	a	set	of
questions	for	Dr.	Li.

“Here’s	what	I’m	worried	about.	We	are	going	on	this	vacation,	and
there	are	bees.	It’s	kind	of	isolated.	What	if	Penelope	is	stung?	She’s
never	been	stung	before.	What	if	she’s	allergic?	How	will	I	get	her	to	a
doctor	in	time?	Should	I	bring	something	to	be	prepared	for	this?
Should	we	test	her	in	advance?	Do	I	need	an	EpiPen?”

Dr.	Li	paused.	She	looked	at	me.	And	then	she	said,	very	calmly:

“Hmm.	I’d	probably	just	try	not	to	think	about	that.”

And	that’s	it.	“Just	try	not	to	think	about	that.”	She	was	right,
obviously.	I	had	built	up	this	elaborate	and	incredibly	unlikely	scenario
in	my	head.	Yes,	this	could	all	happen.	But	so	could	a	million	other
things.	Parenting	cannot	be	about	thinking	about	every	possible
eventuality,	every	possible	misstep.	Sometimes,	you	just	need	to	let	it
go.



So,	yes,	it	makes	sense	to	take	parenting	seriously,	and	to	want	to
make	the	best	choices	for	your	kid	and	the	best	choices	for	you.	But
there	will	be	many	times	that	you	need	to	just	trust	that	if	you’re	doing
your	best,	that’s	all	you	can	do.	Being	present	and	happy	with	your	kids
is	more	important	than,	say,	worrying	about	bees.

At	the	end,	let’s	raise	a	glass	to	using	data	where	it’s	useful,	to
making	the	right	decisions	for	our	families,	to	doing	our	best,	and—
sometimes—to	just	trying	not	to	think	about	it.
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