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A s a neonatologist, I’ve
seen a lot change over
the last two decades.
When I started, the very

practice was just a bit older than
I. An evidence-based protocol to
properly care for these preemies
was, as they say, barely a wink in
anyone’s eye. I started to witness
inconsistencies that caused cata-
strophic delays in care. Ever
since those early days spent
watching preventable tragedies
unfold, developing standardized
protocols has become a passion
of mine.

Over the last 20 busy years,
neonatology has advanced in
leaps and bounds. Processes have
been standardized and tech-
nologies developed: enhanced
respiratory support, new mon-
itors for oxygen saturation, pho-
totherapy, brain imaging tech-
nique, kangaroo bonding, ad-
vanced nutritional support — the
list goes on and on. Innovations,
developments and breakthroughs
in our field have entirely im-
proved the outlook for our young
born too early. Whereas once,
not too long ago, they were un-
likely to survive, today’s prema-
ture babies are granted a chance
to thrive.

How is it we can make such
advances in one area, yet stall so
completely in the next?

I am, of course, speaking of
our mothers. The maternal mor-
tality rate in 2020 was 23.8
deaths per 100,000 pregnancies,
up 14 percent from the year be-
fore. For Black women, the rate
is drastically higher. At 37.1 per
100,000, it exactly mirrors the
death rate from six decades ago,
in 1960, the year neonatology was
born.

When I think about the two
fields — so interconnected yet
moving in such opposing direc-
tions — I can only draw one
conclusion: Today, we are in the
infancy of maternal care. How
else to explain our abysmal mor-
tality rate, and our inability to
keep it from rising, even as we
watch in horror?

And so, we must begin devel-
oping our practice anew. Just as
we did for our infants decades

ago, we need to band together for
mothers. We must identify pro-
cesses, allocate resources, expand
care teams, and create a repeat-
able medical and behavioral
journey so that the road to moth-
erhood is finally made safer.
Here’s how we can implement an
evidence-based approach for a
consistent, standardized and
equitable framework of maternal
care for all.

Preconception through the first
trimester

Ideally, I’d prescribe preventa-
tive medicine with roots in the
teenage years. Whole-person
care centered around nutrition,
mental health, activity, health
education and physical care will
help create a nourishing founda-
tion and baseline for pregnancy.
For those actively planning for a
family, all insurance providers
could offer access to a nutrition
coach and benefits that support

prenatal supplements and care.
It takes a lot to fuel a fetus. Iden-
tifying social determinants of
health early will be paramount.
While physicians may not have
enough time to provide in-depth
screenings, perhaps insurance
carriers can sponsor partner-
ships with community organiza-
tions to identify and document
potential gaps in care that will
have a huge impact on mom and
baby alike. To make these obser-
vations actionable, defined path-
ways for interventions will be
key. Groups can develop part-
nerships with local food banks,
mental health providers, child
care, job search and housing
resources. It takes a village, and
community-based maternal care
has been shown to make a differ-
ence.

The second and third
trimesters through delivery

During pregnancy, continued

connection to community and
educational resources will be key.
Virtual pregnancy groups are a
low-cost way to connect women
at similar points in their preg-
nancies. On a mentorship level,
doulas and midwives can be
invaluable in supporting women
—mentally, physically and emo-
tionally — through their preg-
nancy journeys. Ideally, obstetri-
cians and midwives will partner
to help extend care outside of
office walls, address disparities,
and even help provide culturally
relevant connections to care.
Through this time, in groups and
through trusted relationships
with midwives and other care
providers, women would be
receiving lessons on C-sections,
natural vaginal birth, breast-
feeding, postpartum self-care
and more. Care teams will be
identifying and developing care
plans for preexisting conditions
that may have an impact on the

mother’s health during delivery
and in the months that follow.

Postpartum
This is an especially turbulent

time for new mothers. While
most carriers offer only a single
postpartum checkup, more than
half of all maternal fatalities
occur in the days, weeks and
months following delivery. If we
offer additional checkups during
the postpartum experience, I
believe we could make a hu-
mongous impact. Experts esti-
mate that 67 percent of maternal
fatalities could be avoided if
symptoms are caught early. If
remote patient monitoring devic-
es such a blood pressure cuffs are
distributed, many of these visits
could be conducted remotely.
Home visits can help mom bond
with baby, and ensure lactation,
breastfeeding, sleeping, nutrition
and mental health are all being
looked after. Real change takes
time, but baby steps help. Alone,
these efforts won’t shift the
paradigm entirely; we need mas-
sive systemic and policy changes
that consider — and help cover —
preexisting conditions and gaps
in care caused by social determi-
nants of health, adverse child-
hood experiences, mental health
challenges, substance use, cover-
age gaps and many other factors.
We all must act to push this
agenda forward; 861 deaths is too
many. Let us say never again.

Because when true progress is
made, you can feel it. And the
best illustration of real change in
action is a complete reversal of
fortune: Whereas a 1-kg prema-
ture infant born in 1960 had a
mortality risk of 95 percent, by
2000, that same 1-kg infant had a
survival probability of 95 per-
cent.

While neonatology’s progress
gives me hope, we don’t have 20
years to wait. We must apply the
same rigor and the same passion
to adopt actionable measures
now that save the lives of moth-
ers today. For all our sakes.

▶ Dr. Linda Genen, of Roslyn, is
chief medical officer for
ProgenyHealth and an assistant
professor of pediatrics at Hofstra
University Medical School.
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By Linda Genen

Those offering dire warnings
about the alleged dangers of
so-called “highly potent pot” —
and demanding that these prod-
ucts be recriminalized — are
taking their cues from an age-old
playbook.

From the onset of criminal
cannabis prohibition, crimi-
nalization advocates have sought
to rationalize their position by
greatly exaggerating the sup-
posed strength of marijuana. In
the 1930s, while lobbying for the
passage of the first-ever federal
ban on cannabis, Bureau of Nar-
cotics Commissioner Henry
Anslinger testified to Congress
that the marijuana of a century
ago was so uniquely potent that
it was “entirely the monster
Hyde, the harmful effect of
which cannot be measured.”

By the 1960s and ’70s, public
officials claimed the so-called
“Woodstock weed” had grown so
strong that smoking it would
permanently damage brain cells
and, therefore, its simple pos-
session needed to be heavily
criminalized to protect public
health.

In an attempt to justify the
marijuana crackdown of the
1980s, former Los Angeles Police

Chief Daryl F. Gates opined that
advanced growing techniques
had increased the potency of
THC, the primary psychoactive
ingredient in the plant, to the
point that “those who blast some
pot on a casual basis ... should be
taken out and shot.”

A few years later, during con-
gressional hearings on strength-
ening federal anti-drug laws,
then-Sen. Joe Biden publicly
weighed in on the issue, opining,
“It’s like comparing buckshot in
a shotgun shell to a laser-guided
missile.”

Looking back, it is apparent
that each of these previous gen-
erations’ claims was nothing
more than hyperbole. Nonethe-
less, these sensational claims had
a lasting influence on marijuana
policy — in many cases leading
directly to the passage of detri-
mental public policies that
caused the undue stigmatization
and criminalization of millions
of citizens. The latest recycling
of the “It’s not your parents’ pot”
claim is a little different.

Let’s face facts. The availabili-
ty of more potent cannabis prod-
ucts is not a new phenomenon.
In fact, higher potency cannabis
products, like hashish, have
always been available. Typically,
when consumers encounter

higher potency products, they
ingest lesser quantities of them.
This self-regulatory process is
known as self-titration.

Moreover, higher potency
THC products do not dominate
state-legal markets. In fact, most
consumers tend to prefer and
gravitate toward products of
more moderate potencies, not
concentrates. This phenomenon
should hardly come as a surprise.
After all, the overwhelming ma-
jority of alcohol sales in this
country consist of relatively low
potency beer, while less than 10
percent of sales are from the
purchase of distilled spirits.
However, unlike hard liquor —
which can readily cause death by
overdose when overindulged yet
is sold in “lethal dose quantities”
in every liquor store in America
— THC is incapable of causing a
lethal overdose, regardless of its
potency or the quantity con-
sumed.

That’s not to say that cannabis
products cannot be overcon-
sumed. They can. But in such
instances, consumers typically
experience only temporary dys-
phoria (commonly referred to as
a panic attack) — the effects of
which dissipate within a few
hours. Nonetheless, to discour-
age overconsumption, most

states regulate certain cannabis
products, like edibles, to single-
serving sizes.

Reports of more severe effects
due to the consumption of highly
potent products are relatively
atypical. For example, Canadian
researchers recently assessed
marijuana-related hospitaliza-
tions among a cohort of more
than 23,000 patients authorized
to access cannabis products.
Specifically, investigators tracked
incidences whereby subjects
were hospitalized because of
either “cannabis poisoning” or
“mental or behavioral disorders
due to the use of cannabis.” Dur-
ing the course of the trial, in-
vestigators reported that 14 pa-
tients were hospitalized for is-

sues related to cannabis toxicity,
and 26 were admitted for either
mental or behavioral disorders.

Ultimately, proposed product
bans will only perpetuate the
unregulated market. That is
because outlawing these prod-
ucts will drive their production
and sale exclusively under-
ground. This result undermines
the primary goal of legalization,
which is to disrupt and ultimate-
ly replace the underground mar-
ket with a transparent, regulated
marketplace, wherein products
are tested for safety and are
clearly labeled so that consumers
can make educated choices.

Rather than reintroduce can-
nabis criminalization, regulators
and other concerned parties
should seek to provide the public
with more comprehensive safety
information about the effects of
more potent products, and they
should continue to ensure that
legal products do not get di-
verted to the youth market. Such
actions will ultimately be far
more productive than calling for
a return to the failures of mari-
juana prohibition.

▶ Paul Armentano is the deputy
director of the National
Organization for the Reform of
Marijuana Laws.
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‘Not your father’s pot’ is an old familiar bugaboo
By Paul Armentano
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