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Abstract

Purpose: Placentophagy (maternal consumption of the placenta) has become increasingly prevalent in the
past decade among women seeking to promote health and healing during the postpartum period. The purpose of
this study was to assess patient and provider familiarity with and attitudes toward placentophagy, as well as
patients’ willingness to try placentophagy.
Methods: Two cross-sectional surveys with questions regarding placentophagy practice were distributed to
healthcare providers and patients. The provider survey was distributed via email listservers to international
perinatal professional organizations and to obstetrics and gynecology, nurse midwifery, family medicine, and
psychiatry departments at three urban hospitals. Patient surveys were administered in person at an urban
hospital in Chicago, Illinois.
Results: Approximately two thirds (66%; n = 100) of patients and most (89%; n = 161) of providers were
familiar with placentophagy. Patients with a history of a self-reported mental health disorder were more likely
to be willing to consider placentophagy and to believe that healthcare providers should discuss it with their
patients.
Conclusions: Most providers and patients have heard of placentophagy but are unsure of its benefits and/or
risks. Further research examining the potential therapeutic efficacy and/or risks of placentophagy is needed.
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offers a wide array of postpartum benefits, including hormonal balancing, pain moderation, nutritional advantages
(such as iron supplementation), increased lactation, improved
energy, and prevention of postpartum depression.8–10
The placenta is a vascular organ that begins to form in the
uterus shortly after conception. During pregnancy, it acts as a
conduit between the mother and fetus to provide oxygen to the
baby, deliver nutrients, and filter out potentially harmful
substances. The placenta is also a major source of steroid and

Introduction

P

lacentophagy refers to the act of consuming the
placenta after childbirth. The practice of maternal human
placentophagy has recently received substantial attention in
the media,1–4 highlighting an increase in the use of complementary medicine and supplements for postnatal problems.5–7
The placenta can be consumed raw, cooked, or in an encapsulated form. Advocates of placentophagy suggest that it
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peptide hormones that are critical to the maintenance of
pregnancy, timing of birth, and fetal development.11 Many
mammals consume the raw placenta immediately after delivery.12,13 Although an opioid effect from placental consumption has been shown to enhance endogenous pain relief in rats
at parturition,14,15 limited evidence is available to support the
benefits and/or risks of the practice in humans.16–18
Ritualistic ceremonies surrounding the placenta are
prevalent across multiple cultures.19–22 Chinese and Egyptian historical accounts describe the placenta as having
medicinal properties, used for healing and fatigue.23,24
However, records of maternal consumption of the placenta
specifically for postpartum benefits are limited.22,23 Today,
anecdotal reports from women who have engaged in placentophagy span from favorable25 to strongly adverse.26
Prevalence of and attitudes toward placentophagy have
been reported in two previous studies. Cremers et al. (2014)17
conducted an online survey with 216 college students and
found that most of the sample was familiar with placentophagy and a small proportion had tried it. Selander et al.
(2013)9 surveyed 189 women who had consumed the placenta
in raw or encapsulated form after the birth of one or more of
their children. Most women in the study reported benefits and
believed consuming the placenta was a positive experience.
Approximately half of the women in the sample had experienced symptoms of depression or anxiety after a previous
pregnancy (63% reported self-diagnosed mood disorders,
while 37% were diagnosed by a professional),9 which may
have motivated them to try placentophagy as a preventive
method for postpartum mood management. The postpartum
period can be a challenging time for women because of
hormonal fluctuations, role changes, and increased stress.27
Recent statistics show that up to one in five women experience postpartum depression.28 Providers are often hesitant to
prescribe medication to breast-feeding women because of
concerns regarding untoward effects on the infant,29 and
pregnant and postpartum women are more likely to prefer
nonpharmacologic treatment methods for depression relapse/
prevention.30 To some, consuming the placenta may appeal
as a seemingly more natural remedy to address potential depressive symptoms postpartum.
The purpose of this study was to survey patients and providers regarding their familiarity with and interest in placentophagy and to identify perceived benefits and/or risks
associated with the practice. Providers were included in the
survey to ascertain professionals’ knowledge of existing research to support or discourage placentophagy. Ultimately, if
patients are interested in pursuing placentophagy as a supplement or alternative to postpartum (mental) health treatment, it is important that providers be aware of this and are able
to provide empirically informed advice about the practice.

Surveys

Materials and Methods

Descriptive statistics were calculated to summarize sample demographics and all survey question data. We compared provider responses across five primary occupation
types (mental health specialists [psychologists, psychiatrists,
and social workers], nurses, midwives, obstetricians/gynecologist and family medicine physicians, and other) by using chi-squared tests or Fisher exact tests when an individual
expected cell count was less than five. Provider response
distributions across different locations were similarly analyzed by using chi-squared or Fisher exact tests. Patient

Study design

The study team created two cross-sectional surveys designed to assess patients’ and providers’ familiarity with and
attitudes toward human maternal placentophagy. Electronic
consent was obtained from all healthcare providers, and
verbal consent was obtained from all patients. Consent forms,
surveys, and all study procedures were approved by the
Northwestern University Institutional Review Board.

The patient survey consisted of 36 questions in multiplechoice format and several free response items. The survey
was divided into five key sections: (1) demographic information, (2) knowledge of placentophagy, (3) attitudes toward placentophagy compared with traditional medical
treatments (including willingness to try placentophagy), (4)
personal use of placentophagy, and (5) personal mental
health history, as measured by patients’ self-reported responses to survey items (see Supplementary Appendix I for
complete list of survey questions [Supplementary materials
are available online at www.liebertpub.com/acm]).
The provider survey contained 39 questions, all of which
were multiple-choice with optional free text boxes for additional thoughts/concerns. The provider survey asked respondents to indicate their profession, their familiarity with
and beliefs about potential risks and benefits of placentophagy, and how frequently they discussed it with patients
(see Appendix II for complete list of survey questions).
Identifying information was not required on either survey.
Recruitment and procedures

Patients were recruited between June 2014 and January
2015 from Prentice Women’s Hospital and the Asher Center
for the Study and Treatment of Depressive Disorders, a
clinic at Northwestern Hospital specializing in women’s
perinatal mental health. Patients were eligible for the study
if they were female, 18 years old or older, and capable of
giving informed consent. A research assistant approached
patients in the waiting room of the mental health clinic and
in the postpartum unit Prentice Women’s Hospital. Interested patients provided verbal consent and were then given
the paper survey to complete.
Healthcare specialists were eligible to complete the provider survey if they cared for perinatal women. Surveys
were distributed via email to providers at Northwestern
Memorial Hospital, University of Colorado Hospital, and
Denver Health Medical Center. To reach a large number of
providers, surveys were also sent to all members of two
professional organizations. The North American Society for
Psychosocial Obstetrics and Gynecology email listserver
was chosen because of its expansive membership, including
professionals who regularly care for perinatal women. Similarly, the Marcé International Society listserver was selected to reach international perinatal providers. Written
permission from both of the organizations was obtained
before recruitment. Online recruitment occurred between
June 2014 and May 2015.
Statistical analyses
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responses were compared between participants with and
without any history of mental illness diagnoses and by key
demographic variables (income, education, and race) by
using chi-squared or Fisher exact tests. All statistical tests
were two sided, and a p-value less than 0.05 was considered
to indicate a statistically significant difference. Analyses
were conducted by using R version 3.1.1.31
Results
Patient sample characteristics and demographics

Table 1 presents patient sample characteristics and demographics. Participants (n = 153) identified predominantly
as white (66%), married (76%), in their early thirties (mean
age, 32.7 years), and having completed a bachelor’s degree
or higher (78%). Most (84%; n = 124) had been pregnant at
least once, and 34% (n = 40) of participants who responded
reported history of a postpartum mood disorder.
Patient survey responses

Table 2 presents key participant responses stratified by
demographic variables. Approximately two thirds of patients (66%; n = 100) had heard about placentophagy, primarily through the media (43%; n = 46), and 20% (n = 22) of
the sample knew someone who had tried it. Pregnant patients were no more likely to have heard of placentophagy
than nonpregnant patients. Participants with a bachelor’s
degree or higher were significantly more likely to have
heard of placentophagy ( p = 0.002), know people who had
engaged in placentophagy ( p = 0.001), and to say the benefits of placentophagy outweighed the risks ( p = 0.016).
Additionally, white participants and those with household
income greater than $100,000 per year were more likely to
have heard of placentophagy ( p < 0.001) and more willing to
try it in place of prescription medications.
Roughly one quarter (26%; n = 28) of respondents believed
there were benefits to placentophagy, but the majority (70%;
n = 75) said that they were unsure. The most commonly cited
motivations listed for engaging in placentophagy were general health benefits (41%; n = 17) and prevention of postpartum depression (22%; n = 9). Other listed benefits included
improvement of postpartum healing, increased energy, and
increased lactation.
Women who reported previous postpartum mental health
complications (n = 38) were significantly more likely to report a willingness to consider placentophagy ( p = 0.044) and
more likely to say they would try placentophagy instead of
prescription medication ( p = 0.003). See Table 3 for patient
responses stratified by history of mental illness.
Provider sample characteristics and demographics

Providers (n = 185) came primarily from Denver or Aurora, Colorado (30%; n = 55), and Chicago, Illinois (40%;
n = 75). Providers reported a wide range of occupations
(mental health specialists, obstetricians, family practitioners, nurses, and midwives). The average length of time
providers had spent practicing in their respective fields
was 3 years. Table 4 displays provider characteristics and
demographics.
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Table 1. Patient Characteristics
Characteristic

Value

Mean age – SD (yr)
32.7 – 6.0
Race (n = 152)
White
100 (65.8)
Black
24 (15.8)
Asian
9 (5.9)
Other or prefer not to answer
19 (12.5)
Ethnicity (n = 153)
Hispanic
23 (15)
Not Hispanic
128 (83.7)
Prefer not to answer
2 (1.3)
Relationship status (n = 152)
Single
14 (9.2)
Married
116 (76.3)
In a relationship
17 (11.2)
Divorced
3 (2)
Other
2 (1.4)
Education (n = 152)
High school
13 (8.5)
Some college
17 (11.2)
Bachelor’s degree
58 (38.2)
Post–graduate school
60 (39.5)
Other
4 (2.7)
Annual income (n = 149)
<$50,000
38 (25.5)
$50,000–$99,999
27 (18.2)
$100,000–$149,999
34 (22.8)
‡$150,000
50 (33.5)
History of pregnancy (n = 148)
Have been pregnant
124 (83.8)
Have never been pregnant
24 (16.2)
Self-reported history of postpartum mood
disorder (n = 118)a
Any mood disorder
40 (33.9)
Baby blues
27 (22.8)
Depression
23 (19.5)
Mania or hypomania
2 (1.7)
Anxiety
20 (16.9)
PTSD
9 (7.6)
Psychosis
1 (.9)
Other
1 (.9)
None of the above
73 (61.9)
Prefer not to answer
5 (4.2)
Heard of Placentophagy (n = 151)
Yes
100 (66.2)
No
51 (33.8)
Where did you learn about placentophagy? (n = 107)
Provider
7 (6.6)
Acquaintance
24 (22.4)
Media
46 (43.0)
Other/don’t remember
30 (28)
Do you know someone who has engaged
in placentophagy? (n = 108)
Yes
22 (20.4)
No
86 (79.6)
Unless otherwise noted, values are expressed as number (percentage). Percentages were calculated on the basis of the number of
participants who responded to each individual question.
a
Participants were able to select more than one answer choice.
SD, standard deviation; PTSD, post-traumatic stress disorder.

0.610

0.087

61 (51.3)
12 (54.5)
59 (51.3)
11 (55.0)
The p-values correspond to the Fisher exact test.
HCP, healthcare provider.

Discussion

83 (67.5)
15 (62.5)

10 (41.7)
76 (76.8)
11 (45.8)

0.642

<0.001

2 (8.3)
16 (16.5)
1 (4.2)

18 (14.8)
1 (4.3)

0.173

0.232

7 (30.4)
53 (58.9)
10 (36.4)

0.812

42 (35.3)
9 (40.9)

7 (29.2)
35 (37.2)
9 (40.9)
0.020

0.210
10 (35.7)
27 (54.0)
33 (55.0)
0.068
3 (9.4)
9 (16.1)
7 (11.7)
0.002
13 (39.4)
42 (72.4)
44 (74.6)

The majority of providers (88%; n = 161) had heard of
placentophagy before completing the survey. Most providers who said they knew how their patients’ placenta was
prepared (n = 150) reported that it was in encapsulated form
(n = 94, 63%). A smaller number (37%; n = 56) reported that
it was consumed as tissue or by other means. When asked
whether they were in favor of placentophagy, most providers answered ‘‘not in favor, not against’’ (40%; n = 69) or
‘‘I don’t know’’ (24%; n = 42). Providers’ responses in the
‘‘additional comments’’ section of the survey ranged from
highly positive to highly negative. One individual asserted
that ‘‘It [placentophagy] should be the standard of care for
women at high risk for PP [postpartum] depression,’’ while
another stated, ‘‘This is human remains. It is a blood
product and all the regulations covering blood products
should apply to placenta.’’ Most commonly, providers indicated that they would like more research done to support
the benefits and/or risks of the practice.
Table 5 presents provider responses stratified by location.
Because of the large number of respondents from the Chicago and Denver areas, location was divided into three categories (Chicago, Denver, other) for analysis. Location and
occupation type significantly predicted providers’ responses
toward placentophagy. Providers surveyed from the Denver
area were more likely to be in favor of placentophagy and to
have conversations with patients regarding the care of the
placenta postpartum. Chi-squared analyses revealed that
location was significantly associated with occupation type
( p < 0.001). Because of the large number of zero cell counts
for many categories of responses, the stratified test was not
feasible in this instance. However, when analyses were
stratified by location, provider type remained significantly
associated with likelihood of recommendation and being in
favor of placentophagy for both Chicago and Denver/Aurora
areas. In general, obstetricians/gynecologists tended to be
less in favor of this practice and less likely to recommend it
to patients, while midwives were more likely than other
providers to support placentophagy. Table 6 presents provider responses stratified by occupation type.

16 (13.4)
1 (4.5)

7 (29.2)
7 (7.4)
3 (13.6)

8 (27.6)
6 (11.1)
3 (5.1)
12 (41.4)
19 (35.2)
21 (35.6)

12 (20.0)
4 (5.0)
27 (45.0)
25 (31.2)
0.009
22 (38.6)
48 (61.5)
0.430
8 (12.9)
11 (13.3)
<0.001
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Provider survey responses

Income
<$100,000 (n = 65)
‡$100,000 (n = 84)
Education
Associate’s degree or less (n = 33)
Bachelor’s degree (n = 58)
Graduate degree or higher (n = 60)
Race
Black (n = 24)
White (n = 100)
Other (n = 25)
History of pregnancy
Have been pregnant (n = 124)
Have never been pregnant (n = 24)

26 (40.6)
72 (85.7)

10 (41.7)
52 (55.3)
10 (45.5)

9 (31.0)
29 (53.7)
35 (59.3)

0.026

0.001
21 (35.0)
51 (63.7)

n (% maybe/not
sure)
n (% no)
p-Value
n (% yes)
p-Value
n (% yes)
p-Value
n (% yes)
Characteristic

Would try placenta vs.
prescription medication
Would consider
placentophagy
Has heard of
placentophagy

Table 2. Patient Responses Stratified by Characteristics

n (% yes)

Should HCPs discuss
placentophagy with patients?

p-Value

PLACENTOPHAGY: PERSPECTIVES AND PRACTICE

The aim of this study was to characterize healthcare
providers’ and women’s attitudes toward human maternal
placentophagy. Unlike other studies to date, this study included both patients and providers, allowing us to capture
professionals’ knowledge of placentophagy and what they
are recommending to patients. Patients’ perception of their
clinicians’ openness and familiarity with alternative treatment modalities influences their willingness to disclose their
use of such treatments, which is essential for comprehensive
care.32,33 Results from the provider survey suggest that the
popularity of placentophagy varies by region and occupation
type. One provider noted that hospital policies for handling
the placenta were common in the San Francisco area but
were relatively unheard of at her practice in the Midwest. In
the literature, the largest survey study of women who had
practiced placentophagy came from an encapsulation service company in Nevada, and a large percentage (37.6%) of
participants came from the West.9 The data from the current
study indicate that providers from the Denver area were
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Table 3. Patient Responses Stratified by Any History of Mental Illness Diagnoses
History of mental illness diagnosis
Has heard of placentophagy (yes)
Would consider placentophagy
Yes
No
Have not decided
Would try placenta vs. prescription medication (yes)
Knows someone who consumed placenta (yes)
Believes there are benefits (yes)
Believes there are risks (yes)
Would try placenta vs. OTC supplement (yes)
Believes healthcare providers should discuss
placentophagy with patients
Yes
No
Maybe/not sure

No history (n = 83)

History (n = 38)

p-Value

47 (56.6)

30 (81.1)

0.013
0.044

6
58
17
31
10
11
5
38

9
23
5
23
7
11
2
24

(7.4)
(71.6)
(21.0)
(39.2)
(18.9)
(20.0)
(9.3)
(48.1)

23 (29.5)
13 (16.7)
42 (53.8)

(24.3)
(62.2)
(13.5)
(72.9)
(21.9)
(35.5)
(6.5)
(75.0)

0.003
0.784
0.130
1.000
0.012
0.016

21 (58.3)
3 (8.3)
12 (33.3)

Values are number (percentage). The p-values correspond to the Fisher exact test.
OTC, over-the-counter.

more familiar with placentophagy and more frequently
discussed it with their patients. However, because location
was significantly associated with occupation type (e.g., more
midwives responded from the Denver area), it is not possible
to discern whether location or provider type was a driving
factor. It is difficult to discern from these analyses the nature
of the relationship(s) and/or any causal pathways between
occupation and provider type. Future studies may want
to incorporate modeling or stratification to control for
confounders.
The findings also suggest that sociodemographic factors
play a role in patients’ familiarity with and attitudes toward
placentophagy. Participants with higher household income

Table 4. Provide Characteristics
Characteristic
Occupation (n = 183)
Obstetrician/gynecologist
Psychiatrist
Psychologist
Nurse
Social worker
Midwife
Doula
Other
Time practicing (n = 183)
£2 yr
3 yr
4 yr
‡5 yr
Location (n = 183)
Chicago
Denver/Aurora
Other US region
International

Value
66
44
15
16
4
17
0
21

(35.7)
(23.8)
(8.1)
(8.6)
(2.2)
(9.2)
(0.0)
(11.4)

60
62
25
36

(32.4)
(33.5)
(13.5)
(19.5)

75
55
37
18

(40.5)
(29.7)
(20.0)
(9.7)

Values are number (percentage). Percentages were calculated on
the basis of the number of participants who responded to each
individual question.

(>$100,000) and a bachelor’s degree or higher showed a
greater willingness to try placentophagy. This is consistent
with previous studies34 indicating that individuals with
higher socioeconomic status and education are more likely
to have access to and to try integrative medical treatment
compared to individuals with lower socioeconomic status/
education. Alternative treatments, such as placentophagy,
are often accompanied by increased out-of-pocket expenses
that are not covered by health insurance.35 The cost of
placenta encapsulation may be prohibitive to some women
who would otherwise be interested in the practice and
likely affects women’s willingness or ability to engage in
placentophagy.
Perhaps our most significant finding was that mothers with
a history of a postpartum mood disorder were more willing to
try placentophagy in place of prescription medication than
women with no prior mental health issues. This supports the
possibility that women who engage in placentophagy may be
motivated to do so to avoid past pregnancy complications,
such as postpartum depression. A previous survey showed
that 52% of participants did not consume their placenta after
the first birth but did so after a subsequent birth,9 and approximately half (47%) of the participants who reported
specific motivations for engaging in placentophagy also reported history of a postnatal mood disorder, mainly depression.9 Previous studies have also established that pregnant
women are more inclined to prefer nonpharmacologic treatment for depression prevention.30 Thus, placentophagy may
be particularly appealing for women who are reluctant to
accept prescription medication for mood management.
Although improved energy, mood, and lactation are
common self-reported benefits,9 few studies have investigated the hormone content or presence of toxic minerals in
the encapsulated human placenta.36–38 Available data suggest that several hormones (e.g., estradiol, estriol, progesterone, testosterone)36,37 and trace minerals (e.g., arsenic,
iron, manganese)38 remain integral in the encapsulated
placenta. The mean concentrations of most hormones are
low, and the potential to produce a physiologic response that
supports claimed benefits are inconclusive. A recent pilot

Table 5. Provider Responses Stratified by Location
Response
Heard of placentophagy (yes)
Likely to recommend (%)
Likely
Neutral
Unlikely
You initiate conversation about placenta (yes)
Patient initiates conversation about placenta (yes)
Aware of research (yes)
Aware of institutional policies (yes)
Risk of harm (yes)
Risks to mother or infant (yes)
Harm to mother only
Risk to both
Risk to neither
Consider health of mother
Yes
No
Not recommend
Postpartum benefits
Don’t know
No benefits
Placebo
Yes
In favor of placentophagy
No
Not sure
Yes

Chicago
(n = 75)

Denver/Aurora
(n = 55)

Othera
(n = 55)

63 (84.0)

49 (90.7)

49 (92.5)

0
10
61
3
12
4
20
41

6
6
37
13
24
6
24
30

0
7
42
5
13
10
9
30

(0.0)
(14.1)
(85.9)
(4.1)
(16.4)
(5.6)
(26.7)
(60.3)

(12.2)
(12.2)
(75.5)
(24.5)
(44.4)
(12.8)
(44.4)
(66.7)

(0.0)
(14.3)
(85.7)
(9.1)
(23.6)
(20.0)
(16.7)
(65.2)

7 (12.5)
8 (14.3)
41 (73.2)

10 (22.2)
7 (15.6)
28 (62.2)

3 (7.5)
14 (35.0)
23 (57.5)

9 (12.7)
5 (7.0)
57 (80.3)

14 (29.2)
2 (4.2)
32 (66.7)

3 (6.0)
4 (8.0)
43 (86.0)

40
6
8
13

24
1
5
16

29
5
7
7

p-Value
0.327
0.012

0.002
0.002
0.047
0.007
0.778
0.054

0.029

0.260
(59.7)
(9.0)
(11.9)
(19.4)

(52.2)
(2.2)
(10.9)
(34.8)

(60.4)
(10.4)
(14.6)
(14.6)
0.023

21 (28.8)
49 (67.1)
3 (4.1)

8 (16.7)
31 (64.6)
9 (18.8)

18 (35.3)
31 (60.8)
2 (3.9)

Values are expressed as number (percentage).
a
The ‘‘other’’ category included other US states as well as international providers.

Table 6. Provider Responses Stratified by Occupation Type
Response
Heard of placentophagy (yes)
Likely to recommend
Likely
Neutral
Unlikely
You initiate conversation about placenta (yes)
Patient initiates conversation about placenta (yes)
Aware of research (yes)
Aware of institutional policies (yes)
Risk of harm (yes)
Risks to mother or infant (yes)
Harm to mother only
Risk to both
Risk to neither
Postpartum benefits
Don’t know
No benefits
Placebo benefit
Yes
In favor of placentophagy
No
Not sure
Yes

MH specialist
(n = 63)

Midwife
(n = 17)

Nurse
(n = 16)

OB/GYN
(n = 66)

Other
(n = 21)

87.1

100.0

80.0

90.9

85.7

0.0
6.8
93.2
3.2
14.3
17.5
11.3
59.6

29.4
52.9
17.6
47.1
88.2
25.0
64.7
52.9

0.0
33.3
66.7
0.0
6.7
7.1
12.5
53.8

0.0
0.0
100.0
10.8
30.3
5.0
45.5
69.0

5.0
30.0
65.0
20.0
21.1
10.5
15.0
76.5

7.1
26.2
66.7

6.7
13.3
80.0

7.7
30.8
61.5

23.2
16.1
60.7

14.3
21.4
64.3

66.7
1.9
10
13.0

31.2
6.2
6.2
56.2

46.2
23.1
0.0
30.8

53.6
12.5
14.3
19.6

70.0
0.0
5.0
25.0

28.8
71.2
0.0

5.9
41.2
52.9

14.3
71.4
14.3

40.0
60.0
0.0

15.0
70.0
15.0

p-Value
0.391
NA

<0.001a
<0.001a
0.093
<0.001a
0.450
0.440

NA

Values are expressed as percentages. Because of low cell counts, actual frequencies are not shown in order to protect participant
anonymity. Percentages were calculated on the basis of the number of participants who responded to each individual question. The p-values
correspond to the Fisher exact test.
a
Significant at the 5% level.
MH, mental health; OB/GYN, obstetrician/gynecologist; NA, not applicable.
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study identified 14 trace minerals in samples from 28 placentas from healthy female donors that were encapsulated
(i.e., dehydrated and pulverized) through a standardized
process.38 Concentrations of iron were high, and potentially
toxic elements, such as arsenic and lead, were below established toxicity levels. These data confirm the presence of
potential nutrients and toxins, but whether the concentrations are enough to achieve a therapeutic benefit or an adverse effects remains unclear.
As patients continue to independently seek resources for
their healthcare, providers may be faced with more questions about placentophagy. The findings from our study
suggest that the recommendation to practice placentophagy
is mainly advocated by select groups of healthcare providers, primarily midwives. Furthermore, discussion regarding
placentophagy is more often initiated by patients themselves
than providers. Factors that may influence patients to choose
placentophagy over pharmacotherapies include stigma surrounding mental health treatment, concerns of adverse effects of medications when taken while breastfeeding during
pregnancy, and the limited safety data available for the
majority of medications prescribed during pregnancy.29
These factors should be explored in future research.
Overall, the number of women in the sample who had
considered or engaged in placentophagy was extremely low.
Anecdotally, two patients reported having previously considered but not engaged in placentophagy. The prevailing
theme among the survey respondents, both providers and
patients, was that there is not enough information to make
an informed decision about placentophagy. While many
providers noted extreme disinclination toward the practice,
several expressed high interest in future research that could
shed light on the potential benefits and/or risks of placentophagy in humans.
The scope of this study is limited by the patient population surveyed. The majority of the sample was college educated, white, and of high socioeconomic status and lived in
Chicago. For these reasons, the sample may not be generalizable to the broader population. Future studies would
benefit from collecting survey data from across the nation in
order to determine which demographic factors—race, socioeconomic status, and place of residence—significantly
affect women’s interest in and likelihood of engaging in
placentophagy. Additionally, because of collaborations
among Northwestern Medicine of Chicago, University of
Colorado Denver, and Denver Health Medical Center, a
disproportionate number of our providers came from one of
these two cities. All patients were surveyed at Northwestern
Hospital (Chicago). Finally, data about mental health history
were obtained via self-report; ascertaining such information
from a medical record would be a more reliable measure.
Conclusions

Women are considering placentophagy as a possible alternative or supplement to medication or other forms of
treatment for postpartum depression.18 Consequently,
healthcare providers have a responsibility to be able to give
informed recommendations to patients who express an interest in placentophagy. Many providers believe that empirical research is necessary to evaluate the potential risks and
benefits of the practice before advising patients about it. In
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their recent publication, Marraccini and Gorman39 called
attention to many challenges that face researchers looking to
design and implement a randomized controlled trial examining the efficacy of placentophagy in humans, including
identification of the nutritional properties of the placenta and
standardization of placenta preparation, timing of administration, and dosing between participants. Despite these
challenges, Marraccini and Gorman underscore the importance of continued research on human placentophagy, as well
as the importance of clinician awareness and openness in
discussing placentophagy with their patients.39 Given the
growing interest, further studies investigating the physiologic
response and related benefits or adverse effects to hormones
and minerals present in placenta capsules is warranted.
Acknowledgments

The authors acknowledge the support of the Eunice Kennedy Shriver National Institute of Child Health and Human
Development, whose grant supports Dr. Crystal Clark.
Author Disclosure Statement

Schuette, Brown, Hoffman, Yang, Ciolino, Cuthbert, and
Newmark have no conflicts of interest. The Department of
Psychiatry at Northwestern University received contractual
fees for Dr. Wisner’s consultation to Quinn Emanuel Urquhart & Sullivan, LLP (New York City), who represent
Pfizer Pharmaceutical Co. Dr. Crystal T. Clark is supported
in part by grant number K12 HD055884 from the Eunice
Kennedy Shriver National Institute of Child Health and
Human Development.
References

1. Bakalar N. Science fails to see the benefits of eating placenta.
The New York Times. June 9, 2015. Online document at:
http://well.blogs.nytimes.com/2015/06/09/science-fails-tosee-benefits-of-eating-placenta/?_r=0 Accessed September
16, 2015.
2. Beck J. What to expect when you’re expecting to eat your
placenta. The Atlantic. June 4, 2015. Online document at:
http://www.theatlantic.com/health/archive/2015/06/eatingplacenta/394910/ Accessed September 16, 2015.
3. Begely S. Eating placenta does nothing for your health,
study says. Time. June 5, 2015. Online document at: http://
time.com/3910712/placenta-risks-benefits/ Accessed September 20, 2015.
4. Mulford K. Mothers opt for placenta benefits. USA Today.
June 10, 2013. Online document at: http://www.usatoday.
com/story/news/nation/2013/06/10/mothers-opt-for-placentabenefits/2407465/ Accessed September 20, 2015.
5. Bishop JL, Northstone K, Green JR, Thompson EA. The use
of complementary and alternative medicine in pregnancy:
data from the Avon Longitudinal Study of Parents and Children (ALSPAC). Complement Ther Med 2011;19:303–310.
6. Birdee GS, Kemper KJ, Rothman R, Gardiner P. Use of
complementary and alternative medicine during pregnancy
and the postpartum period: an analysis of the National Health
Interview Survey. J Womens Health (Larchmt) 2014;
23:824–829.
7. Deligiannidis KM, Freeman MP. Complementary and alternative medicine therapies for perinatal depression. Best
Pract Res Clin Obstet Gynaecol 2014;28:85–95.

PLACENTOPHAGY: PERSPECTIVES AND PRACTICE

8. Beacock M. Does eating placenta offer postpartum health
benefits? Br J Midwifery 2012;20:464–469.
9. Selander J, Cantor A, Young SM, Benyshek DC. Human
maternal placentophagy: a survey of self-reported motivations and experiences associated with placenta consumption. Ecol Food Nutrition 2013;52:93–115.
10. Schwartz S. Maternal placentophagy as an alternative medicinal practice in the postpartum period. Midwifery Today
Int Midwife. 2014;Summer:28–29.
11. Latendresse G, Founds S. The fascinating and complex role
of the placenta in pregnancy and fetal well-being. J Midwifery Womens Health 2015;60:360–370.
12. Odent M. Placentophagy. Midwifery Today Int Midwife.
2013;Spring:17–18.
13. Kristal MB. Placentophagia: a biobehavioral enigma (or De
gustibus non disputandum est). Neuroscience & Biobehavioral Reviews. 1980;4(2):141–150.
14. Kristal MB, DiPirro JM, Thompson AC. Placentophagia in
humans and nonhuman mammals: causes and consequences. Ecol Food Nutrition 2012;51(3):177–197.
15. DiPirro JM, Kristal MB. Placenta ingestion by rats enhances
d-and k-opioid antinociception, but suppresses m-opioid
antinociception. Brain Res 2004;1014:22–33.
16. Coyle CW, Hulse KE, Wisner KL, et al. Placentophagy:
therapeutic miracle or myth? Arch Womens Mental Health
2015:1–8.
17. Cremers GE, Low KG. Attitudes toward placentophagy: a
brief report. Health Care Women Int 2014;35:113–119.
18. Hayes EH. Consumption of the placenta in the postpartum
period. J Obstet Gynecol Neonatal Nurs 2016;45:78–89.
19. Birdsong WM. The placenta and cultural values. West J
Med 1998;168:190.
20. Davidson J. The shadow of life: psychosocial explanations
for placenta rituals. Culture Med Psychiatry 1985;9:75–92.
21. Burns E. More than clinical waste? Placenta rituals among
Australian home-birthing women. J Perinatal Educ 2014;
23:41–49.
22. Young SM, Benyshek DC. In search of human placentophagy: a cross-cultural survey of human placenta consumption, disposal practices, and cultural beliefs. Ecol Food
Nutrition 2010;49:467–484.
23. Ober WB. Notes on placentophagy. Bull N Y Acad Med
1979;55:591–599.
24. Bensky D, Gamble A, Kaptchuk TJ. Chinese Herbal
Medicine: Materia Medica. Seattle, WA: Eastland Press;
1993.
25. Wiking C. I ate my placenta and so should you. mom.me.
January 14, 2015. Online document at: https://mom.me/
pregnancy/16994-i-ate-my-placenta-and-so-should-you Accessed January 23, 2016.
26. Redd N. I regret eating my placenta. The New York Times.
March 25, 2012. Online document at: http://parenting.
blogs.nytimes.com/2012/03/25/i-regret-eating-my-placenta/
?_r=0 Accessed January 23, 2016.

67

27. Highet N, Stevenson AL, Purtell C, Coo S. Qualitative
insights into women’s personal experiences of perinatal
depression and anxiety. Women Birth 2014;27:179–184.
28. O’Hara MW, Wisner KL. Perinatal mental illness: definition, description and aetiology. Best Pract Res Clin Obstet
Gynaecol 2014;28:3–12.
29. Adam MP, Polifka JE, Friedman J. Evolving knowledge of
the teratogenicity of medications in human pregnancy. Am
J Med Genet Part C Semin Med Genet 2011;157:175–182.
30. Dimidjian S, Goodman SH. Preferences and attitudes
toward approaches to depression relapse/recurrence prevention among pregnant women. Behav Res Ther 2014;54:
7–11.
31. R: a language and environment for statistical computing.
Vienna, Austria: R Foundation for Statistical Computing,
2015.
32. Busse JW, Heaton G, Wu P, et al. Disclosure of natural
product use to primary care physicians: a cross-sectional
survey of naturopathic clinic attendees. Mayo Clin Proc 2005;
80:616–623.
33. Shelley BM, Sussman AL, Williams RL, et al. ’They don’t
ask me so I don’t tell them’: patient-clinician communication about traditional, complementary, and alternative
medicine. Ann Fam Med 2009;7:139–147.
34. Wolever RQ, Abrams DI, Kligler B, et al. Patients seek
integrative medicine for preventive approach to optimize
health. Explore (NY) 2012;8:348–352.
35. Nahin RL, Barnes PM, Stussman BJ, Bloom B. Costs of
complementary and alternative medicine (CAM) and frequency of visits to CAM practitioners: United States, 2007.
Natl Health Stat Report 2009;18:1–14.
36. Phuapradit W, Chanrachakul B, Thuvasethakul P, et al.
Nutrients and hormones in heat-dried human placenta. J
Med Assoc Thai 2000;83:690–694.
37. Young SM, Gryder LK, Zava D, et al. Presence and concentration of 17 hormones in human placenta processed for
encapsulation and consumption. Placenta 2016;43:86–89.
38. Young SM, Gryder LK, David WB, et al. Human placenta
processed for encapsulation contains modest concentrations
of 14 trace minerals and elements. Nutr Res 2016;36:872–
878.
39. Marraccini ME, Gorman KS. Exploring placentophagy
in humans: problems and recommendations. J Midwife
Womens Health 2015;60:371–379.

Address correspondence to:
Stephanie A. Schuette, BA
Department of Medical Social Sciences
Northwestern University Feinberg School of Medicine
633 N. St. Clair Street, Suite 1900
Chicago, IL 60611
E-mail: stephanie.schuette@northwestern.edu

