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INtroduction

In the fall of 2009 my husband, Jesse, and I decided to have a baby.
We were both economics professors at the University of Chicago.
We’d been together since my junior year of college, and married
almost five years. Jesse was close to getting tenure, and my work
was going pretty well. My thirtieth birthday was around the
corner.

We’d always talked about having a family, and the discussion
got steadily more serious. One morning in October we took a
long run together and, finally, decided we were ready. Or, at the
very least, we probably were not going to get any more ready. It
took a bit of time, but about eighteen months later our daughter,
Penelope, arrived.

I'd always worried that being pregnant would affect my
work—people tell all kinds of stories about “pregnancy brain,”
and missing weeks (or months!) of work for morning sickness. As
it happens, I was lucky and it didn’t seem to make much differ-
ence (actually having the baby was another story).

But what I didn’t expect at all is how much I would put the
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xii Introduction

tools of my job as an economist to use during my pregnancy. This
may seem odd. Despite the occasional use of “Dr.” in front of my
name, [ am not, in fact, a real doctor, let alone an obstetrician. If
you have a traditional view of economics, you’re probably think-
ing of Ben Bernanke making Fed policy, or the guys creating
financial derivatives at Goldman Sachs. You would not go to Alan
Greenspan for pregnancy advice.

But here is the thing: the tools of economics turn out to be
enormously useful in evaluating the quality of information in any
situation. Economists’ core decision-making principles are appli-
cable everywhere. Everywhere. And that includes the womb.

When I got pregnant, I pretty quickly learned that there is a lot
of information out there about pregnancy, and a lot of recommen-
dations. But neither the information nor the recommendations
were all good. The information was of varying quality, and the
recommendations were often contradictory and occasionally infu-
riating. In the end, in an effort to get to the good information—to
really figure out the truth—and to make the right decisions, I tack-
led the problem as I would any other, with economics.

At the University of Chicago I teach introductory microeco-
nomics to first-year MBA students. My students would probably
tell you the point of the class is to torture them with calculus. In
fact, I have a slightly more lofty goal. I want to teach them deci-
sion making. Ultimately, this is what microeconomics is: decision
science—a way to structure your thinking so you make good
choices.

I try to teach them that making good decisions—in business,
and in life—requires two things. First, they need all the informa-
tion about the decision—they need the right data. Second, they
need to think about the right way to weigh the pluses and minuses
of the decision (in class we call this costs and benefits) for them
personally. The key is that even with the same data, this second

part—this weighing of the pluses and minuses—may result in
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Introduction Xiii

different decisions for different people. Individuals may value the
same thing differently.

For my students, the applications they care about most are
business-related. They want to answer questions like, should I
buy this company or not? I tell them to start with the numbers:
How much money does this company make? How much do you
expect it to make in the future? This is the data, the information
part of the decision.

Once they know that, they can weigh the pluses and minuses.
Here is where they sometimes get tripped up. The plus of buying
is, of course, the profits that they’ll make. The minus is that they
have to give up the option to buy something else. Maybe a better
company. In the end, the decision rests on evaluating these pluses
and minuses for them personally. They have to figure out what
else they could do with the money. Making this decision correctly
requires thinking hard about the alternative, and that’s not going
to be the same for everyone.

Of course, most of us don’t spend a lot of time purchasing
companies. (To be fair, 'm not sure this is always what my stu-
dents use my class for, either—I recently got an e-mail from a
student saying that what he learned from my class was that he
should stop drinking his beer if he wasn’t enjoying it. This actu-
ally is a good application of the principle of sunk costs, if not the
primary focus of class.) But the concept of good decision making
goes far beyond business.

In fact, once you internalize economic decision making, it
comes up everywhere.

When Jesse and I decided we should have a baby, I convinced
him that we had to move out of our third-floor walk-up. Too
many steps with a stroller, I declared. He agreed, as long as [ was
willing to do the house shopping.

I got around to it sometime in February, in Chicago, and I

trekked in the snow to fifteen or sixteen seemingly identical
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houses. When I finally found one that I liked (slightly) more than
the others, the fun started. We had to make a decision about how
much to offer for it.

As I teach my students, we started with the data: we tried to
figure out how much this particular house was worth in the mar-
ket. This wasn’t too difficult. The house had last sold in 2007,
and we found the price listed online. All we had to do was figure
out how much prices had changed in the last two years. We were
right in the middle of a housing crisis—hard to miss, especially
for an economist—so we knew prices had gone down. But by
how much?

If we wanted to know about price changes in Chicago overall
we could have used something called the Case-Shiller index, a
common measure of housing prices. But this was for the whole
city—not just for our neighborhood. Could we do better? I found
an online housing resource (Zillow.com) that provided simple
graphs showing the changes in housing prices by neighborhood in
Chicago. All we had to do was take the old price, figure out the
expected change, and come up with our new price.

This was the data side of the decision. But we weren’t done. To
make the right decision we still needed the pluses and minuses
part. We needed to think about how much we liked this house
relative to other houses. What we had figured out was the market
price for the house—what we thought other people would want
to pay, on average. But if we thought this house was really special,
really perfect, and ideal for us in particular, we would probably
want to bid more than we thought it was worth in the market—
we’d be willing to pay something extra because our feelings about
this house were so strong.

There wasn’t any data to tell us about this second part of the
decision; we just had to think about it. In the end, we thought
that, for us, this house seemed pretty similar to all the other ones.

We bid the price we thought was correct for the house, and we
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didn’t get it. (Maybe it was the pricing memo we sent with our
bid? Hard to say.) In the end, we bought another house we liked
just as much.

But this was just our personal situation. A few months later
one of our friends fell in love with one particular house. He
thought this house was a one-of-a-kind option, perfect for him
and his family. When it came down to it, he paid a bit more than
the data might have suggested. It’s easy to see why that’s also the
right decision, once you use the right decision process—the econ-
omist’s decision process.

Ultimately, as I tell my students, this isn’t just one way to make
decisions. It is the correct way.

So, naturally, when I did get pregnant I thought this was how
pregnancy decision making would work, too. Take something
like amniocentesis. I thought my doctor would start by outlining
a framework for making this decision—pluses and minuses. She’d
tell me the plus of this test is you can get a lot of information
about the baby; the minus is that there is a risk of miscarriage.
She’d give me the data I needed. She’d tell me how much extra
information I'd get, and she’d tell me the exact risk of miscar-
riage. She’d then sit back, Jesse and I would discuss it, and we’d
come to a decision that worked for us.

This is not what it was like at all.

In reality, pregnancy medical care seemed to be one long list
of rules. In fact, being pregnant was a lot like being a child again.
There was always someone telling you what to do. It started right
away. “You can have only two cups of coffee a day.” I wondered
why—what were the minuses (I knew the pluses—I love coffee!)?
What did the numbers say about how risky this was? This wasn’t
discussed anywhere.

And then we got to prenatal testing. “The guidelines say you
should have an amniocentesis only if you are over thirty-five.”
Why is that? Well, those are the rules. Surely that differs for
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different people? Nope, apparently not (at least according to my
doctor).

Pregnancy seemed to be treated as a one-size-fits-all affair.
The way [ was used to making decisions—thinking about my per-
sonal preferences, combined with the data—was barely used at
all. This was frustrating enough. Making it worse, the recom-
mendations I read in books or heard from friends often contra-
dicted what I heard from my doctor.

Pregnancy seemed to be a world of arbitrary rules. It was as if
when we were shopping for houses, our realtor announced that
people without kids do not like backyards, and therefore she
would not be showing us any houses with backyards. Worse, it
was as if when we told her that we actually do like backyards she
said, “No, you don’t, this is the rule.” Youd fire your real estate
agent on the spot if she did this. Yet this is how pregnancy often
seemed to work.

This wasn’t universal, of course; there were occasional deci-
sions to which I was supposed to contribute. But even these
seemed cursory. When it came time to think about the epidural, I
decided not to have one. This wasn’t an especially common
choice, and the doctor told me something like, “Okay, well, you’ll
probably get one anyway.” 1 had the appearance of decision-
making authority, but apparently not the reality.

I don’t think this is limited to pregnancy—other interactions
with the medical system often seem to be the same way. The rec-
ognition that patient preferences might differ, which might play
an important role in deciding on treatment, is at least sometimes
ignored. At some point I found myself reading Jerome Groop-
man and Pamela Hartzband’s book, Your Medical Mind: How to
Decide What Is Right for You, and nodding along with many of
their stories about people in other settings—prostate cancer, for
example—who should have had a more active role in deciding

which particular treatment was right for them.
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But, like most healthy young women, pregnancy was my first
sustained interaction with the medical system. It was getting
pretty frustrating. Adding to the stress of the rules was the fear of
what might go wrong if I did not follow them. Of course, I had no
way of knowing how nervous I should be.

I wanted a doctor who was trained in decision making. In
fact, this isn’t really done much in medical schools. Appropri-
ately, medical school tends to focus much more on the mechanics
of being a doctor. You’ll be glad for that, as I was, when someone
actually has to get the baby out of you. But it doesn’t leave much
time for decision theory.

It became clear quickly that I'd have to come up with my own
framework—to structure the decisions on my own. That didn’t
seem so hard, at least in principle. But when it came to actually
doing it, I simply couldn’t find an easy way to get the numbers—
the data—to make these decisions.

I thought my questions were fairly simple. Consider alcohol. T
figured out the way to think about the decision—there might be
some decrease in child IQ from drinking in pregnancy (the minus),
but I'd enjoy a glass of wine occasionally (the plus). The truth was
that the plus here is small, and if there was any demonstrated
impact of occasional drinking on 1Q, I'd abstain. But I did need
the number: would having an occasional glass of wine impact my
child’s IQ at all? 1f not, there was no reason not to have one.

Or in prenatal testing. The minus seemed to be the risk of mis-
carriage. The plus was information about the health of my baby.
But what was the actual miscarriage risk? And how much infor-
mation did these tests really provide relative to other, less risky,
options?

The numbers were not forthcoming. I asked my doctor about
drinking. She said that one or two drinks a week was “probably
fine.” “Probably fine” is not a number. The books were the same

way. They didn’t always say the same thing, or agree with my
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doctor, but they tended to provide vague reassurances (“prenatal
testing is very safe”) or blanket bans (“no amount of alcohol has
been proven safe”). Again, not numbers.

I tried going a little closer to the source, reading the official
recommendation from the American Congress of Obstetricians
and Gynecologists. Interestingly, these recommendations were
often different from what my doctor said—they seemed to be
evolving faster with the current medical literature than actual
practice was. But they still didn’t provide numbers.

To get to the data, I had to get into the papers that the recom-
mendations were based on. In some cases, this wasn’t too hard.
When it came time to think about whether or not to get an epidu-
ral, I was able to use data from randomized trials—the gold stan-
dard evidence in science—to figure out the risks and benefits.

In other cases, it was a lot more complicated. And several
times—with alcohol and coffee, certainly, but also things like
weight gain—I came to disagree somewhat with the official rec-
ommendations. This is where another part of my training as an
economist came in: I knew enough to read the data correctly.

A few years ago, my husband wrote a paper on the impact of
television on children’s test scores. The American Academy of
Pediatrics says there should be no television for children under
two years of age. They base this recommendation on evidence
provided by public health researchers (the same kinds of people
who provide evidence about behavior during pregnancy). Those
researchers have shown time and again that children who watch
a lot of TV before the age of two tend to perform worse in school.

This research is constantly being written up in places like the
New York Times Science section under headlines like SPONGEBOB
THREAT TO CHILDREN, RESEARCHERS ARGUE. But Jesse was
skeptical, and you should be, too. It is not so easy to isolate a
simple cause-and-effect relationship in a case like this.

Imagine that I told you there are two families. In one family
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the one-year-old watches four hours of television per day, and in
the other the one-year-old watches none. Now I want you to tell
me whether you think these families are similar. You probably
don’t think so, and you’d be right.

On average, the kinds of parents who forbid television tend to
have more education, be older, read more books, and on and on.
So is it really the television that matters? Or is it all these other
differences?

This is the difference between correlation and causation. Tele-
vision and test scores are correlated, there is no question. This
means that when you see a child who watches a lot of TV, on
average you expect him to have lower test scores. But that is not
causation.

The claim that SpongeBob makes your child dumber is a
causal claim. If you do X, Y will happen. To prove that, youd
have to show that if you forced the children in the no-TV house-
holds to watch SpongeBob and changed nothing else about their
lives, they would do worse in school. But that is awfully hard to
conclude based on comparing kids who watch TV to those who
do not.

In the end, Jesse (and his coauthor, Matt) designed a clever
experiment.! They noted that when television was first getting
popular in the 1940s and 1950s, it arrived in some parts of the
country earlier than others. They identified children who lived in
areas where TV was available before they were two, and com-
pared them to children who were otherwise similar but lived in
areas with no TV access until they were older than two. The fam-
ilies of these children were similar; the only difference was that
one child had access to TV early in life and one did not. This is
how you draw causal conclusions.

And they found that, in fact, television has no impact on chil-
dren’s test scores. Zero. Zilch. It’s very precise, which is a statis-

tical way of saying they are actually quite sure that it doesn’t

9781594204753_Expecting_FM_pi-xxii.indd 19 @ 12/07/13 11:40 PM



XX Introduction

matter. All that research in public health about the dangers of
SpongeBob? Wrong. It seems very likely that the reason Sponge-
Bob gets a bad rap is that the kinds of parents who let their kids
watch a lot of television are different. Correlation, yes. Causa-
tion, no.

Just to be clear, I'm still a little wary of television, being from
one of those families where we could never watch TV. Jesse is not.
Occasionally, when he thinks I’'m not looking, I catch him and
Penelope in the basement snuggling on the couch, enjoying some
Sesame Street. When 1 protest, he points to the evidence, and I
can’t really argue.

Pregnancy, like SpongeBob, suffers from a lot of misinforma-
tion. One or two weak studies can rapidly become conventional
wisdom. At some point I came across a well-cited study that indi-
cated that light drinking in pregnancy—perhaps a drink a day—
causes aggressive behavior in children. The study wasn’t
randomized; they just compared women who drank to women
who did not. When I looked a little closer, I found that the woman
who drank were also much, much more likely to use cocaine.

We know that cocaine is bad for your child—not to mention
the fact that women who do cocaine often have other issues. So
can we really conclude from this that light drinking is a problem?
Isn’t it more likely (or at least equally likely) that the cocaine is the
problem?

Some studies were better than others. And often, when I
located the “good” studies, the reliable ones, the ones without the
cocaine users, I found them painting a pretty different picture
from the official recommendations.

These recommendations increasingly seemed designed to drive
pregnant women crazy, to make us worry about every tiny thing,
to obsess about every mouthful of food, every pound we gained.
Actually getting the numbers led me to a more relaxed place—a

glass of wine every now and then, plenty of coffee, exercise if
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you want, or not. Economics may not be known as a great stress
reliever, but in this case it really is.

More than even the actual recommendations, I found having
numbers at all provided some reassurance. At some point I won-
dered about the risks of the baby arriving prematurely. I went to
the data and got some idea of the chance of birth in each preg-
nancy week (and the fetal survival rate). There wasn’t any decision
to be made—nothing to really do about this—but just knowing
the numbers let me relax a bit. These were the pregnancy numbers
I thought I'd get from my doctor and from pregnancy books. In
the end, it just turned out that I had to get them myself.

I’ve always been someone for whom knowing the data, know-
ing the evidence, is exactly what I need to chill out. It makes me
feel comfortable and confident that ’'m making the right choices.
Approaching pregnancy in this way worked for me. I wasn’t sure
it would work for other people.

And then my friends got pregnant. Pretty much all of them at
the same time. They all had the same questions and frustrations I
had. Can I take a sleeping pill? Can I have an Italian sub (I really
want one! Does that make a difference?)? My doctor wants to
schedule a labor induction—should I do it? What’s the deal with
cord-blood banking?

Sometimes they weren’t even pregnant yet. I had lunch with a
friend who wanted to know whether she should worry about
waiting a year to try to get pregnant—how fast does fertility
really fall with age?

Their doctors, like mine, had a recommendation. Sometimes
there was an official rule. But they wanted to make the decision
that was right for them. I found myself referring to my obstetrics
textbook, and to the medical literature, long after my Penelope
was born. There was a limit to the role I could play—no deliver-
ing babies, fortunately (for me and, especially, the babies). But I

could provide people with information, give them a way to
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discuss concerns with their OBs on more equal footing, help them
make decisions they were happy with.

And as I talked to more and more women it became clear that
the information I could give them was useful precisely because it
didn’t come with a specific recommendation. The key to good
decision making is taking the information, the data, and combin-
ing it with your own estimates of pluses and minuses.

In some cases, the existing rule is wrong. In others, it isn’t a
question of right or wrong but what is right for you and your
pregnancy. I looked at the evidence on the epidural, combined it
with my own plus and minus preferences, and decided not to have
one. My friend Jane looked at the same evidence and decided to
have one. In the end, I felt fine eating deli meats; my college room-
mate Tricia looked at the evidence and decided she would avoid
them. All of these are good decisions.

So this book is for my friends. It’s the pregnancy numbers—
the data to help them make their personalized pregnancy decisions
and to help them understand their pregnancies in the clearest pos-
sible way, by the numbers. It’s the suggestion that maybe it’s okay
to have a glass of wine and, more important, the data on why. It’s
the numbers on the risk of miscarriage by week, data on which
fish to eat to make your kid smart (and which to avoid because
they could make your kid dumb), information on weight gain, on
prenatal testing versus prenatal screening, on bed rest and labor
induction, on the epidural and the benefits (or not) of a birth plan.
This book is a way to take control and to expect better.

Pregnancy and childbirth (and child rearing) are among the
most important and meaningful experiences most of us will ever
have; probably zhe most important. Yet we are often not given the
opportunity to think critically about the decisions we make.
Instead, we are expected to follow a largely arbitrary script with-
out question. It’s time to take control: pick up a cup of coffee or,

if you like, a glass of wine, and read on.
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