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More women today choose to have children after the age of thirty-five. Yet this decision is often surrounded by fear, myths, and contradictory information.

In this book, Olena Berezovska examines what really happens to the female body with age, how fertility changes over time, and what factors truly influence the chances of conception and a healthy pregnancy.

Drawing on medical knowledge, scientific research, and many years of clinical experience, the author explains the realities of reproductive aging, addresses common misconceptions, and discusses practical steps that can help women prepare for pregnancy.

This book is intended for women who want clear, honest, and evidence-based information about planning a pregnancy after the age of thirty-five.
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Dear readers,

The topic I want to address in this book is not simple, but it is extremely relevant. I communicate with a huge number of women, answer their many questions, conduct lectures, seminars, and webinars, so I am aware of the level of knowledge modern women have about their own health, women’s diseases, and the medical care they can receive in different parts of the world.

I often conduct surveys on my social media pages and study statistics, including demographic data, which tell me about the ages and places of residence of my readers and social media followers. I know which topics are “hot,” which provoke debates and even conflicts, and which, on the contrary, are pleasant for most women. I also know the attitude of my colleagues in different countries toward the topic of women’s health and reproduction, and why most doctors avoid “difficult” topics when communicating with patients.

I am known not only for my high level of medical knowledge and my ability to present complex medical information in language accessible to most people, but also for my courage and willingness to address topics that most physicians try to avoid in order not to harm their reputation, popularity, or relationships with patients and colleagues.

The coronavirus pandemic in 2020–2021 plunged a huge number of people into real psychological (mental) chaos, divided them into different groups, sparked a war between the obscurantism of pseudoscience and the rationalism of science, and allowed commercial ventures aimed at “saving humanity” from the virus to flourish, where numerous fraudulent methods were offered under the guise of lifesaving measures. It also led to a rise in false statements and beliefs, including those related to planning and carrying a pregnancy, especially during that difficult time. The world will never again be what it was before this pandemic. Nevertheless, humanity has not died out and continues to reproduce. Life goes on!

Age and reproduction are also a “risky” topic, because the reaction of many people, especially women in some countries, is quite aggressive when it comes to planning and carrying a pregnancy that does not happen. There is a wonderful job, social status, a home, a car, money, a successful business, a high position, but there are no children. No problem — babies can be made in a test tube! After all, there is money for that. There is money for everything! And yet there are still no children. 

Sometimes it is necessary to tell such a couple that they may no longer be able to have their own biological children. It is too late. And here comes an extremely negative reaction: how can that be, when they feel twenty-five, when everything in life is there, and they are not accustomed to the concept of “it is not meant to be”?! And then pain comes to the depths of the soul: “Why didn’t I know this earlier? Why didn’t anyone tell me about this?! No, I am not like everyone else! We are not like everyone else! We are an exception! It is not true that we are like the majority! You are a bad doctor. You yourself do not understand what you are talking about. I will go to another doctor!”

This book is about the truth of life, about the laws of reproduction, about what every woman is obliged to know, and not at the age of thirty-five, but much earlier. And every man as well. Adolescent girls, young women, and women of reproductive age should be taught this knowledge so that they can make correct and timely decisions throughout their lives if they plan to have children. This knowledge should help those who cannot conceive to take the right steps toward having offspring, rather than turning into desperate victims of financial exploitation.

This book presents a clear view of the limitations of medical rejuvenation, helping readers feel reassured and realistic about what medicine can and cannot do despite advertising claims.

Therefore, not everyone will be pleased to learn the truth about their body's potential capabilities.

No, there is no intimidation in this book. I do not belong to the cohort of physicians who frighten people. I share up-to-date information from the world of evidence-based medicine, which you may accept or not accept, but the choice is always yours. Some of you will be grateful for the abundance of practical advice, while others, on the contrary, will ignore it and say, "No, I am an exception. This is not about me and not for me!" Perhaps there will be physicians among the readers who will begin to educate their patients.

Undoubtedly, if you are over 25, over 35, or simply interested in the topic of having children, this book will be very useful to you.

Enjoy your reading!
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In a world of illusions about age, health, conception, and carrying children
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Modern people, with access to an enormous amount of information on the Internet, drown in an ocean of lies and deception. The level of education should help analyze the information received; however, in schools and higher educational institutions, knowledge is superficial and often not used in practice. No one anywhere teaches people analytics and logic, that is, the ability to build correct associations from the data obtained.

I remember how my daughter at school created a model of an offshore oil platform, and I could not understand why my teenage daughter needed such detailed information on a topic that was unlikely to be useful to her in life. Even if she were to end up on that oil platform by chance, how much of what she studied at school would she remember?

At the same time, no one at school explained to my daughter what the menstrual cycle is and what its regularity depends on. Yet this is the foundation of a woman’s life, especially about future reproduction. Children were told about the harm of early sexual relationships, about the dangers of teenage pregnancy, about inexpensive contraceptive methods and the prevention of infections, but practically nothing about changes in reproductive function with age.

It is good that my daughter has me, because we can discuss any topic with her and her friends. But far from everyone has mothers who can calmly and correctly explain to their children what the human reproductive system is, how conception occurs, when one should think about having children, and how to protect one’s reproductive organs in order not to lose the chance to become parents.

Even if we recall shop class during my school years, we were taught to make shovels, stools, birdhouses, to saw and solder, and to do a bit of sewing. Still, the basics of survival — for example, how to make a fire, collect water, and know which berries are safe to eat — were never taught.

Modern women are well informed about the best brands of cosmetics and perfumes, know how to choose shoes and accessories, and know details about the lives of their favorite blogger idols, but when it comes to how their body is structured and functions, a state of emptiness arises, which begins to be filled with false information driven by fear.

Let us consider some popular erroneous “theories,” which I call illusions or myths. The word “illusion” resonates with the concept of fantasy, dreams, and expectations, but very often this illusion is built on false beliefs. Illusions about old age and eternal youth contradict each other; nevertheless, most people will not notice this contradiction and will live with two opposing illusions at the same time.

There are many such radically opposite illusions:

“I need to rejuvenate my body, including my ovaries, because I can age quickly” (fear of aging) – “I can have a child whenever I want, even at 40, because I feel 25, no one gives me my age, everyone says I look younger” (confidence that human reproduction is limitless).

“There is such terrible ecology everywhere, synthetics, nothing is natural anymore” (fear of synthetics) – “To preserve my health and for prevention, I need to take a lot of dietary supplements and hormones” (blind consumption of synthetics).

“I cannot get pregnant, so I am taking hormones and a lot of medications, and the doctor said that I will have to use contraception for several more months” (contraception supposedly for conceiving a child).

“To conceive a child, only one sperm cell is needed, the doctor said that women get pregnant with such sperm, although it has many abnormalities. But I will not torture my husband, although just in case, let him take this whole list of medications that the doctor prescribed” (misunderstanding of the real situation).

"My God, I had a dental procedure and had to undergo an X-ray. Now I need to terminate the pregnancy that I have been waiting for  so many years!" (fear of imaginary harm) – "The doctor prescribed me a lot of medications, all kinds of vitamins and minerals, very expensive, very many, but I am ready to take even more if it is necessary to carry this pregnancy!" (deliberate harm).

These are far from all the illusions that women encounter. Women are much more prone to anxiety than men, which is why they are ready to fulfill all the demands of doctors and of those who do not have a medical education but stubbornly offer their own methods of improving health and preserving eternal youth. Let us examine some illusions in more detail.

The illusion of rapid aging and the need for rejuvenation

Many people do not know how to see associations between the past and the present, especially when it comes to life expectancy and people's health. How long did your great-grandparents, grandparents, and parents live? What did they look like? What illnesses did they have? Although in the past black-and-white photographs were often retouched by professional photographers, one can still see the difference in how people looked fifty to one hundred years ago and how they look now.

As a teenager, I saw all forty-year-olds as old. Not only me, but practically all my peers did as well. Women retired at fifty, then a bit later at fifty-five, and my generation viewed these women as old ladies sitting in identical headscarves and faded housecoats on benches near the entrances, discussing all the news of the neighborhood, the city, the country. Cosmetics were not inexpensive, and most women did not use them. My mother used only an eyebrow pencil and lipstick, and even then, not always.

A forty-year-old man at that time was associated, for my teenage peers and me, with an unkempt older man drinking and playing dominoes at a table in the courtyard.

We had no concept of a business image, female or male; we practically did not see men in white shirts, elegant suits, and ties, except on rare occasions and on television. Instead, faded housecoats and quilted jackets were the habitual clothing of most Soviet citizens. Such was my Soviet reality.

Modern people have an arsenal of various facial and body skin care products, and the number of cosmetics in the homes of almost every woman exceeds several times the arsenal our parents had, not to mention their parents'.

People have not begun to age faster. On the contrary, most people do not work in exhausting, harsh conditions. However, many people's ambitions to remain eternally young have not diminished.

If one delves into the history of medicine, fraudulent methods of rejuvenation, various elixirs of eternal youth, and injections of extracts obtained from the reproductive organs of animals (testes and ovaries) were successfully sold both by physicians and by those who had nothing to do with medicine. Any apothecary could create their own mixture, an "anti-aging panacea." People have always made money from this. And how many cases of poisoning and fatal outcomes were there after such attempts to preserve youth!

The aging process is determined by


	our genes

	our lifestyle

	our illnesses

	our harmful habits.



Each cell has its own lifespan; some live for minutes, others for the entire human lifetime. There is a program of cellular self-destruction (apoptosis), but cells can also be damaged in various ways.

Scientists are searching for longevity genes, but many gaps remain in this field. Meanwhile, the genes a child receives from their parents largely determine their metabolic processes, future diseases, and the overall rate of aging.

How do we determine the "depth" of aging?

Chronological age is the age from the day a person is born. Biological age refers more to how quickly or slowly a person ages. Everyone judges their own and others’ level of aging in different ways; that is, it is purely subjective. For some, it is the number of wrinkles, the appearance of gray hair, a decreased interest in sexual life, pigmentation spots, excess weight, and much more.

Each person, looking at themselves in the mirror or at other people in real and virtual life, has their own idea of what it means to "look old" or "look young." It is not surprising that sometimes women in their twenties, looking in the mirror, begin to cry that they already look old, because their idol on a magazine cover has much better skin than they do themselves.

The genetic factor is responsible for the levels of hormones and substances, including those we conventionally call “growth factors,” for skin elasticity and metabolic processes. People see themselves only from the outside, so they have no idea how much their internal organs — their liver, kidneys, stomach, ovaries or testes, muscles, blood vessels, and other tissues — have aged. For women, the main criteria of aging are wrinkles on the face, the appearance of cellulite, and breasts that have lost their attractive shape.

Lifestyle includes nutrition, physical activity, working and living conditions, and stress levels. A person receives nutrients, vitamins, minerals, and water through food. Modern food is no worse than the food of past centuries, if one does not give preference to semi-finished products that are chemically and thermally processed and contain synthetic additives such as flavors, colors, preservatives, and stabilizers. People consume far more food than their bodies require, so the excess energy is stored as fat reserves throughout the body.

The drinking regimen plays a very important role. A lack of fluid in the body leads to dehydration, which is characterized by dry skin, brittle hair, fluid retention in tissues, and other unpleasant signs. Usually, such women have more wrinkled skin that flakes and is easily damaged.

Living and working conditions for most people have improved significantly over the past century. Nevertheless, chemical and physical factors can harm the body. The skin covers the entire body, but while the body is protected by clothing, the face and hands are significantly exposed to various environmental factors. Therefore, “old age” is more noticeable precisely on these parts of the body.

The balance between rest and activity strongly influences a person’s well-being and the condition of their organs and skin. You can confidently say that when you are tired, sleep-deprived, and stressed, you look worse than after a good night’s sleep and rest. An unhappy person can easily be “identified” by their posture, gait, gaze, manner of speech, and even facial expression. Chronic lack of sleep also contributes to the development of obesity.

Physical activity improves blood circulation throughout the body, and “excess energy” is also burned.

Smoking and alcohol abuse are the most common harmful habits that radically change the quality of all human tissues and organs. With all the desire to keep company, be trendy, calm nerves, or celebrate an important event, both habits create a vicious circle of damage to the skin and internal organs. The liver plays a very important role in eliminating dangerous substances, but if it is overloaded with “work,” it will stop performing its functions properly. The skin is also an indispensable organ of excretion, together with sweat and sebum, of substances that are dangerous to the body.

Thus, the rate of aging is individual for each person, and slowing the aging process even slightly is possible only through a healthy lifestyle, the rejection of harmful habits, and the ability to respond to stress more calmly. One can spend a great deal of time and money on rejuvenation and attempts to slow the aging process from the outside, yet remain disappointed with the results obtained, and also significantly harm the body from within.

The illusion of eternal reproductive youth

Most people do not realize that their reproductive ability is limited, especially in females. Men are donors of sperm, which contains millions of sperm cells. Women produce eggs, mainly one per month (and far from every month), but their bodies are also designed to carry a pregnancy. This means that women have a limited number of pregnancies and births “in reserve.”

If people understand chronological and biological age, very few know about reproductive age. Reproductive age refers to the age at which a woman and a man can have children, but most often, attention is focused on the female reproductive age. This means that from the beginning of egg maturation (the first menstruation or menarche) to the completion of menstrual cycles (the last menstruation or menopause), there is a chance of becoming pregnant; however, this chance varies with age. Although ovulation (egg maturation) appears in adolescence, in most countries of the world, sexual relations with adolescents are criminally punishable; therefore, in medicine, the reproductive age begins at 17–18 years. Menopause usually occurs at 51–52 years, but 54 years is sometimes considered the end of the reproductive age.

Between 18 and 54 years, there is a long period, just over 35 years. This time is more than sufficient to conceive and carry a child, even more than one. However, modern women do not marry in adolescence as they did a little over 100 years ago, and the average age of women planning pregnancy in many countries of the world is 30–34 years.

About 15 years of reproductive age are spent on arranging life, education, career, home, accumulating material wealth (and debts), and searching for a future spouse. Fine, another 20 years ahead! It turns out that after 35 years, the rates of conception decrease significantly, and the frequency of "breakdowns" of the genetic material of germ cells (reproductive cells) increases, which means that the levels of defective conception rise, manifested by miscarriages and missed pregnancies.

After 40 years, the chances of conceiving a child are extremely low, which we will discuss in another chapter. This means that the subsequent 10–15 years constitute a transitional period into menopause, during which ovarian function declines.

Thus, the most productive period of reproductive age is from 20 to 35 years, but this period is not always used for reproduction.

Few people know that women's germ cell reserves decrease (and are never replenished) and that the quality of these cells changes, even though this is the foundation of life and something all adolescent girls and young women should know.

In ancient times, and throughout most of human existence, except for the last hundred years, very little was known about human reproduction.

Interestingly, veterinary medicine and the reproduction of farm animals progressed much faster than human medicine. Thousands of books were written about this. Animal and plant genetics also developed rapidly, while "human" genetics is still at a low level.

Reproductive medicine is a very young specialization in medicine, about 50 years old. For the history of medicine, this is an extremely short period compared to the long development of other specialties. Nevertheless, enormous results have been achieved in understanding the process of conceiving a child, and reproductive technologies have been developed that help infertile couples have children. The influence of age on reproductive rates has also been studied in detail.

You will be able to familiarize yourself with this topic in more detail in other chapters.

It is important to remember that nothing in this world is eternal, especially a person's reproductive function. Yes, humanity has not died out and will not disappear for several thousand more years under favorable conditions. But each person has their own opportunity to reproduce offspring, which is limited in time.

The illusion of a short life

Another myth that underlies the “health-improving” habit of taking bags full of dietary supplements and medications is the myth of a short life. “People used to live longer in the past.” This is not true! Those who live by and spread such a myth are not interested in the results of population censuses worldwide and throughout human history. Even by looking into their own family history, almost everyone can discover how life expectancy has changed over the past 100–150 years.

It is known that in Ancient Greece and Ancient Rome, most women died by the age of 25–26, and men barely lived to 35. In Europe in the 16th–17th centuries, only 25% of children born survived to adulthood (16 years of age), women often died at 35–37, and men at 40–45.

At the beginning of the 20th century, the situation changed insignificantly, and life expectancy increased by only 2–3 years. However, after the Second World War, thanks to advances in medicine and sanitation, people began living longer, and the health of the majority improved significantly.

Modern statistics on health status and life expectancy across countries show that people now live 20–30 years longer than at the beginning of the last century. Even in some African and Asian countries with the worst life expectancy indicators, there have been radical improvements. In many countries, demographic indicators have changed, and the proportion of people of retirement age has increased. In some European countries, more than 30% of the population is over 60 years old, and this number is increasing. News that, in different parts of the world, more people have reached the age of 100 no longer surprises anyone.

Modern women in their late 30s will have to live for about another 60 years. Of course, the quality of life in old age is not the same as in youth, but one needs to prepare for old age in advance. At the same time, there is no need to carry bags full of various medications and dietary supplements. It is important to lead a healthy lifestyle.

The illusion "There are no healthy people nowadays"

Another myth that is used to justify aggressive interference in a person's health is the illusion of the absence of healthy people. Probably many of you have heard that people used to be healthier, that now everyone is ill with something, and that diseases are appearing at younger ages. This is not so.

Life expectancy in the past speaks for itself. People died from diseases, especially infectious ones, and from poor nutrition more often than from wars. The emergence of antibiotics, vaccinations, and improvements in sanitation in all spheres of human activity improved health and quality of life for many people. Some diseases have become so rare that they are mentioned only in medical textbooks.

Supporters of this illusion do not want to consider the fact that with aging, we become ill more often and more seriously. Even one hundred years ago, very little was known about menopause, as well as cardiovascular and oncological diseases, because many illnesses appear after the age of forty.

For example, cervical cancer is most often diagnosed after the age of fifty, because its development to a stage at which cancer can be detected takes fifteen to twenty years.

Given that a large proportion of the population in many countries is of retirement age, these people begin to develop various diseases associated with aging. Gerontology or geriatrics, the science of diseases associated with the aging process, has only recently begun to be studied in some medical schools. Before that, it was not mentioned in medical textbooks.

The perception of a “sick population” is sometimes reinforced by structural incentives within healthcare systems, which may encourage frequent consultations, diagnostic testing, and treatment interventions. In some settings, concerns have been raised about overdiagnosis, overtreatment, and deviations from evidence-based international guidelines, particularly when commercial interests influence clinical decision-making.

In reality, there are very few chronic diseases among young and middle-aged people. Few require regular monitoring and preventive treatment. Moreover, people suffering from those types of diseases, from which the majority died in the past, now live to old age, because in our time, these people can receive high-quality treatment.

The illusion of poor ecology and poor food

Talking about poor ecology, it has become fashionable and convenient, because under the guise of improving the environment, it is possible to promote any financial projects and earn substantial money, including through "health improvement and prevention." Discussions about global warming also frighten overly impressionable people.

Of course, the environment has changed. However, in developed countries, the composition of exhaust gases and industrial emissions, as well as the condition of bodies of water and forests, have been monitored for many years due to environmental concerns. In many low-income regions, poverty is linked to overcrowding, insufficient sanitation, and exposure to environmental contaminants. Limited financial resources are associated with reduced access to safe and well-maintained housing. At the same time, environmental concerns receive little attention.

If one investigates history to find out how people ate 50, 100, or 200 years ago, their diet will not inspire envy. In the United Kingdom, several documentary series have been created showing the lives of people in the past (for example, Tales from the Green Valley, The Victorian Farm, and Edwardian Farm). In historical village museums, people still live, including several families who must ensure their survival under the conditions of past centuries. These people grow vegetables and fruits that were cultivated 100–200 years ago, raise animals, prepare food according to recipes of that time, and even sew their own clothing by hand.

This is an extremely interesting experiment that shows the difficulties faced by residents of such villages, how food differed, and how truly hard it was to survive without electricity, gas, or clean water. Of course, if health problems arise, all participants in such experiments receive high-quality medical care, which did not exist in old England, and not only in England.

Around the world, in certain regions, there are Indigenous communities whose traditional way of life has changed relatively little over the past century; there are also settlements of Old Believers, Mennonites, Amish, Hutterites, and other religious groups, whose communities allow researchers to observe various aspects of daily life, including diet, lifestyle factors, and patterns of disease.

Modern city dwellers who are not involved in agriculture have access not only to a wide variety of food, from low- to high-quality, but also to cuisines from around the world.

Unfortunately, proper nutrition is not taught in schools, so many people have a primitive understanding of healthy food. Also, due to unwillingness and inability to cook, many prefer semi-finished and canned foods, which may contain a considerable number of synthetic additives to extend shelf life.

Nevertheless, everyone can study nutrition science, learn to cook, and choose food products based on their quality and composition. Organic food is becoming a dominant trend in healthy nutrition; its price is quite affordable, and therefore, environmentally clean and nutritionally complete food can, if desired, be on the tables of many people.

The illusion "Nowadays no one gets pregnant easily"

Now is a good time to touch on pregnancy planning, though other chapters of this book will also address it. While conducting numerous courses, live broadcasts, and online marathons on pregnancy planning, I try to gauge the atmosphere among participants, so I often ask them in a common chat to share their pregnancy planning stories. It turns out that I hear or see the phrase "it is now difficult to get pregnant" quite often. In the past, they say, women got pregnant simply and easily! Such a statement contains a grain of truth only through the prism of the age at which pregnancy is being planned.

In the past, women married in adolescence, or at least by the age of 18–19. Most women did not use contraception and planned pregnancy from the first wedding night. Of course, in a young group of women, pregnancy occurred within a few months. After the birth of a child, many women breastfed but also did not use contraception. Therefore, they became pregnant again and gave birth again.

The number of children could vary, but quite often women became pregnant and gave birth more than 7–12 times. Of course, far from all children survived.

But even 50 years ago, the average age of women planning their first pregnancy was about 20–21 years. Rural girls of my generation tried to get married at 19–20, and 21 years was the threshold at which marriage was considered a social norm; at 25, many women were called old maids and "blue stockings."

At that time, no one spoke about any age restrictions in pregnancy planning, but no one limited themselves to having children either. Therefore, it seems that children came easily. Yes, at a young age, they do come easily if there is regular sexual activity without contraception.

Today, however, the average age of women in many countries of Europe, North America, and Australia when planning their first pregnancy is 30–34 years. This is a colossal difference compared to women of previous generations. The number of children women bear is no longer 8–12, and often not even three, but at most one or two.

Modern women have no experience of pregnancy and childbirth, so that a single pregnancy may seem like some trial, problem, or difficulty rather than the norm of a woman's life.

Indeed, after the age of 30, the rates of conception and carrying pregnancies decrease. About 60% of women will turn to a doctor for help during pregnancy planning, but the majority will be able to conceive on their own. It is not surprising that the number of reproductive clinics (essentially infertility clinics) has increased significantly over the past 25 years. This is not related to a deterioration of women's reproductive function, but only to age-related limitations, which most women do not know about, and which doctors try not to discuss to avoid condemnation and negative reactions from their patients. "I feel 25, and you are telling me here that I have an age-related infertility factor! You are not a doctor!"—such loud accusations doctors have to listen to when they try to explain the situation truthfully.

Another issue is that some women turn the process of planning a pregnancy into a highly stressful experience. Excessive control and constant monitoring may prevent them from simply enjoying their relationships and intimacy. This heightened pressure can also negatively affect their partners and the overall dynamics of the couple.

"I must be ovulating today. I have already done ten tests. Urgently fertilize me! What do you mean you are not ready? I am trying my best here, I cannot fall asleep calmly every day so as not to miss the best day for conception, especially since I have endometriosis, polycystic ovaries, adhesions, bacteriosis, adenomyosis, a leaky gut, lazy adrenal glands, a tendency toward early menopause, progesterone deficiency, and several other very serious diseases, and you are so calm about sexual intercourse. You are selfish! You do not think about my suffering! I want a child. And by the way, before I got married, I did not have any of these problems! Because of you, I spent a whole year on hormones, another year treating HPV, trichomonas, which you did not have, and a bunch of other infections. And now you do not understand that I am ovulating and we need to make love!"

Some of my readers may recognize themselves in this monologue.

Children come easily when one understands one's capabilities and limitations, without complicating life so much that conception becomes impossible.

The illusion "Nowadays no one carries a pregnancy calmly"

Naturally, if a woman has had a difficult pregnancy in the past, she may remain anxious about carrying a future pregnancy to term. However, one of the most common myths among pregnant women is that today no one experiences pregnancy calmly, as there is a widespread belief that everything poses a risk.

In reality, this perception is more common in certain healthcare systems. In many countries, pregnancy is regarded as a physiological process rather than a disease. However, when pregnancy is treated as a medical condition (a disease) rather than a physiological process, it may benefit those who profit from additional interventions or who rely on distorted notions and pseudoscientific theories.

If one compares the numerous test results of a pregnant woman with those of a non-pregnant woman, the difference will be colossal, especially in the third trimester of pregnancy, that is, after 28 weeks. It is enough to look in the mirror to see the difference in body size as well. Yet, for some reason, many laboratories stubbornly refuse to adopt pregnancy-specific reference values in their work. And, “if there is no demand, there will be no supply”. If clinicians do not raise concerns, no one will take action to establish appropriate reference ranges for various laboratory parameters. As a result, many test results appear abnormal, even though they are normal for pregnancy.

In some healthcare systems, pregnant women are hospitalized more frequently than medically necessary, often for precautionary observation rather than clear clinical indications. The number of outpatient visits and hospital "bed-days" has been treated as important performance indicators. A "bed-day" reflects how many days a hospital bed is occupied during the year. High occupancy is often interpreted as efficient functioning, while empty beds may be viewed as underutilization that could justify reducing departments or staff. In addition to bed occupancy, the total number of admitted patients may also be used to evaluate performance. Meeting these numerical targets can influence future budgets and, in some cases, staff compensation.

Under such conditions, hospital admissions may increase even when prolonged inpatient care is not strictly necessary. If administrative rules allow patients to remain hospitalized for a fixed period, keeping them for that duration can help fulfill reporting targets — the priority shifts from clinical necessity to meeting institutional benchmarks.

Pregnancy becomes particularly convenient within such a framework. A pregnant woman attends clinics regularly for many months and can be referred for inpatient observation more than once. Repeated admissions may gradually create the impression that hospitalization is an expected or mandatory part of pregnancy.

Over time, this contributes to the belief that pregnancy is inherently fragile and requires constant medical supervision. As a result, the idea spreads that healthy pregnancies are rare, when in fact pregnancy is a physiological process that, in most cases, does not require prolonged hospitalization.

The illusion of the absence of healthy children

The chain of negative events continues. First, a woman supposedly had great difficulty conceiving, and then carried the pregnancy with difficulty, and then also gave birth with difficulty (she was not allowed to give birth easily). And you want healthy children after all that hardship? "There are no healthy children nowadays!"

Healthy children exist and will continue to exist. However, when myths and exaggerated fears about health strongly influence parents, a healthy child may begin to be perceived as fragile or chronically unwell. Frequent consultations with multiple specialists can follow, and in such circumstances, it is almost inevitable that minor deviations or normal developmental variations will be labeled as problems.

This dynamic is influenced not only by parental anxiety but also by variability in pediatric training, the persistence of medical myths, and limited understanding of normal child development. When a family has only one child and no plans for others, the lack of comparative experience may intensify concern, and ordinary variations in behavior or health may be interpreted with disproportionate anxiety.

I can assure you that healthy children do exist. If we examine global data on newborn health, even in economically disadvantaged countries and regions, most children are born alive and with a weight within normal limits. Humanity would not have survived if healthy children had not been born in caves, deserts, huts, tents, forests, or mountains — wherever people have lived throughout history.

At the same time, infant survival depends largely on the care provided by adults and on environmental conditions. Neonatal mortality remains high in settings where women and children experience malnutrition, where sanitation is poor, and where access to effective medical care is limited.

Parents in some healthcare systems undergoing rapid transition or operating under legacy institutional practices may encounter overdiagnosis and overtreatment in pediatrics, where examinations and therapies are sometimes initiated without strong clinical indications and are amplified by understandable parental fears and anxiety. Many parents will spare no expense for a child’s well-being, denying themselves necessities, limiting other spending, and even taking on debt. Of course, rare and serious conditions do exist and require timely, high-quality medical care. The problem arises when fear-based messaging, unnecessary testing, and commercially driven services keep families moving from laboratory to laboratory and from one consultation to the next.

I have heard many difficult stories in which children underwent prolonged and intensive treatment even though contemporary evidence-based pediatrics does not support such regimens. Particularly distressing are situations where infants or young children are separated from their parents during hospitalization without a clear safety justification. In many countries today, family-centered pediatric care is standard: parents are routinely allowed to remain with the child, and procedures are performed with informed consent and parental involvement whenever feasible — unless a parent’s behavior poses a genuine safety risk.

Healthy children exist everywhere. Yet when families rely on invented “health frameworks,” myths, and prejudices—and do not have access to, or do not use, modern high-quality resources on child health—years can be lost in unnecessary anxiety, tests, and treatments that may do more harm than good.

The modern information environment is saturated with misinformation. A large share of marketing within the broad “health industry” is built on fear: it amplifies normal variations, promises simple solutions, and presents products or protocols as universal remedies, often “for almost everything.”

If you want to support the health of your future children, the most practical step is to learn about preconception planning, pregnancy, childbirth, and child development from reliable, up-to-date, evidence-based sources. This is not always easy, but it is achievable. When doubt arises, apply critical thinking, seek trustworthy references, and do not hesitate to obtain a second opinion. Most people are healthy, most pregnancies result in healthy babies, and most parents can raise healthy children—without fear, without panic, and without wasting time, money, and emotional energy on imaginary diagnoses.
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How to choose the right doctor
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From time to time, I hear a reproach: “Does this mean I must practically become a doctor myself? I do not have a medical education. What, then, should I expect from a specialist whom I trust? Does this mean doctors cannot be trusted? I cannot master every disease!”

Let us approach this calmly and realistically. Over the past several decades, higher education systems in many countries have undergone significant changes. In some regions and institutions, problems such as corruption, favoritism, and unequal access have affected the quality of professional training. Medicine, like any other field, has not been completely immune to these broader societal challenges.

Historically, medicine has been regarded as a prestigious and respected profession. Doctors, along with lawyers and engineers, have traditionally held high social status. With such prestige comes both responsibility and expectations. However, as in any large professional community, there is variability in competence, motivation, and ethical standards.

In some educational systems, concerns have been raised about academic integrity, the commercialization of degrees, and the uneven quality of postgraduate training. These issues do not define the entire profession, but they remind us that a diploma alone does not automatically guarantee expertise or dedication.

It is also important to recognize that career choice is influenced by many factors—family expectations, financial considerations, social pressure, and personal interest. Not everyone enters a profession out of vocation, and this applies to medicine as much as to law, engineering, business, or the arts. In many countries, a substantial proportion of university graduates eventually work outside the field they originally studied. Medicine is somewhat different because the pathway is long and specialized, yet professional burnout and career changes do occur, especially during periods of systemic stress, such as the recent pandemic.

What follows from this? Not that doctors cannot be trusted. Rather, trust should be thoughtful and informed, and that responsibility for health decisions is shared between doctor and patient. 

As in any profession, there are outstanding specialists, competent and conscientious practitioners, and there are those who are less experienced or less engaged. The responsibility of patients is not to become doctors themselves, but to remain informed, ask reasonable questions, seek second opinions when appropriate, and choose professionals whose approach is transparent and evidence based.

No profession consists entirely of heroes or entirely of incompetence. The key is discernment—not fear.

In most countries, medical education is expensive and lengthy. Training may take 10–15 years, and in some pathways up to 20 years when postgraduate specialization and subspecialization are included. The financial burden is substantial. In systems where education is primarily paid for, access is often easier for those from financially secure families. For others, motivation may include social mobility, prestige, or professional stability. Vocation certainly exists—but, as in any demanding profession, it is not the only factor guiding career choice.

Another serious challenge is the rapid expansion of medicine itself. As science advances, medicine increasingly operates at the genetic, molecular, and cellular levels. The body of knowledge grows continuously. A modern family physician must master far more information than was required several decades ago. Specialist training is even more complex, as new subspecialties, diagnostic technologies, and therapeutic approaches emerge every year.

Today, it has become common to describe oneself as an “evidence-based physician.” At the same time, evidence-based medicine (EBM) is often criticized—particularly by individuals or industries whose commercial interests may conflict with rigorous data evaluation, including segments of the supplement market.

Concerns about the reliability and effectiveness of medical interventions were articulated as early as 1972 by the Scottish epidemiologist Archie Cochrane in his influential work Effectiveness and Efficiency. Two decades later, in 1993, the Cochrane Collaboration was formally established to systematically evaluate medical evidence. The term “evidence-based” was introduced by Dr. David M. Eddy around 1990, and in 1992, Gordon H. Guyatt of McMaster University in Hamilton, Canada, further developed and popularized the concept of “evidence-based medicine.” Obstetrics was among the first medical specialties to begin systematically applying these principles in clinical practice.

Evidence-based medicine is not a separate specialty. It is a methodological framework for evaluating the reliability, strength, and applicability of medical data across all branches of healthcare. Any physician who wishes to remain current must understand these principles and apply them critically.

The scale of modern medical information is enormous. More than 20,000 biomedical journals publish over 2 million articles annually. No physician can read even a fraction of this volume. Even within a single specialty, the number of publications is overwhelming.

Estimates suggest that to remain generally current in medicine, a physician would need to review roughly 19 articles per day—or at least 365 per year. While 365 articles annually may seem manageable, it still requires discipline and skill in critical appraisal. For experienced clinicians familiar with research methodology, evaluating 2–3 articles per day may be feasible. For younger physicians, however, distinguishing high-quality evidence from weak or biased research is not straightforward.

Professional growth ultimately depends on internal motivation. Allocating even 15–30 minutes regularly to review medical updates can accumulate into substantial knowledge over time. However, formal instruction in critical appraisal and evidence-based principles is still inconsistently integrated into medical curricula worldwide. Meanwhile, textbooks rapidly become outdated.

For this reason, physicians should not be viewed as omniscient authorities. They are professionals working within a system that evolves rapidly and imperfectly.

This is not an argument against doctors. On the contrary, it is an argument for the quality of education, continuing training, and clinical decision-making. Unlike mechanical parts, the human body and most of its organs are not replaceable. Although transplantation medicine has achieved remarkable advances, outcomes remain complex and limited.

The human body should not be approached as an inert machine into which unlimited procedures, medications, or unproven supplements can be introduced without careful justification. Medicine demands precision, restraint, and respect for biological complexity.

​Many people recall the television series about Dr. House. What makes this fictional character so attractive? His diagnostic brilliance. His ability to solve complex cases and arrive at the correct diagnosis when others cannot. His intellectual superiority. The fantasy of absolute competence.

In reality, however, a physician who behaved toward colleagues the way this character does would not function for long in a modern hospital system. Professional standards require respectful communication and teamwork. Medicine today is collaborative. Clinical decisions are rarely made in isolation. A raised voice, humiliation of colleagues, or repeated hostile behavior would lead to formal warnings and, if persistent, disciplinary consequences.

Yet viewers without medical training admire this character. Why? Because beneath the abrasive personality lies what people value most in a physician: competence. The ability to interpret data accurately, to recognize patterns, to make timely diagnoses, and to prescribe effective treatment. This is what patients expect — deep knowledge and clinical precision.

At the same time, the doctor–patient relationship is not built solely on knowledge. The ability to listen, ask the right questions, observe, explain clearly, and show empathy is essential. An apathetic physician alienates patients; an aggressive one intimidates them. Some patients may tolerate difficult behavior if they believe the doctor is highly competent. But aggression is not a substitute for expertise, and it should not be mistaken for authority.

So, how does one choose the right doctor?

The first step is not to replace the doctor, but to strengthen one’s own basic understanding. Not to become a medical specialist, but to acquire enough literacy to ask informed questions and recognize whether explanations are coherent and evidence based. Knowledge acquired for oneself is always an investment in personal safety.

For years, I have written books, conducted seminars and webinars, developed courses — including for physicians — and recorded educational materials because accessible, reliable information empowers people. Not everyone interprets such information correctly. Sometimes a single sentence is removed from context, and its meaning becomes distorted.

When I am told that I am “against doctors,” I respond that this is a misunderstanding. I am not against physicians. I am against outdated practices, against insufficient education, and against commercial models in which financial incentives override clinical necessity.

I am also opposed to rigid administrative directives that force healthcare professionals to follow examination and treatment schemes that diverge from contemporary evidence-based recommendations. Progress in medicine depends on continuous learning, intellectual honesty, and independence in clinical judgment. Continuing education is essential — but it must not be shaped primarily by marketing interests.

Medicine should not be about authority or hierarchy. It should be about competence, integrity, and responsibility. The fewer decisions driven by inertia, prestige, or financial pressure, the better for patients and the profession.

How can you assess a doctor’s competence?

I propose ten key criteria for evaluating a doctor’s professional quality. You may add your own points based on the qualities you personally value in specialists.

1. Professional demeanor: friendliness, attentiveness, and politeness. A greeting marks the beginning of acquaintance and helps build trust between doctor and patient. If a doctor does not acknowledge the patient, avoids eye contact, or appears indifferent, skeptical, or emotionally distant, communication may become strained and the quality of interaction may suffer.

The doctor’s language is also extremely important. A physician should ask clear questions, express thoughts coherently, and avoid using medical terminology without proper explanation. Communication should minimize subjectivity—for example, phrases such as “I don’t like your...” without clinical clarification can sound dismissive. Condemnation, sarcasm, or insulting remarks are unacceptable in professional practice. A patient has the right to request clarification, to respectfully interrupt if something is unclear, and to speak up if they feel uncomfortable or demeaned.

2. Thorough history-taking and information gathering. Careful questioning about current complaints, the history of the present illness, past medical history, and family history remains the foundation of clinical medicine. In many cases, a well-conducted medical interview allows a physician to establish a diagnosis or at least formulate a highly probable clinical hypothesis. Studies in clinical reasoning suggest that a substantial proportion of diagnoses can be reached primarily through detailed history-taking.

Time constraints in modern healthcare systems are real, and physicians often work under significant pressure. Nevertheless, the initial consultation should include attentive listening and structured information gathering. If a doctor proceeds directly to examination or treatment without first understanding your concerns and medical background, except in urgent or emergencies, this may indicate an incomplete clinical approach.

3. Provides clear and well-reasoned answers to important questions. A competent physician not only asks questions but also answers them. This is especially important when discussing preliminary or final diagnoses, the rationale for further examinations, treatment options, and prognosis. Clear explanations reduce uncertainty and help patients participate meaningfully in decision-making.

Fear-based statements such as, “If you do not follow this treatment, you will soon develop cancer,” are inappropriate unless supported by clear clinical evidence and presented with proper context. Such wording can overwhelm a patient emotionally and discourage further questions. Similarly, dismissive responses such as “You can search for information online; I do not have time to explain” shift responsibility without providing guidance. While reliable medical information is widely available, patients often need direction in identifying trustworthy sources, particularly when they are anxious.

In many healthcare systems, physicians have access to evidence-based patient information materials written in clear, accessible language. These resources can be shared electronically or in print and help save time while improving understanding. Providing structured, high-quality educational materials strengthens the doctor–patient partnership.

Patients should feel free to leave the consultation only after receiving answers they understand. Asking questions is not a sign of distrust, it is part of responsible participation in one’s own healthcare.

4. Avoids unnecessary or excessive examinations and follows a stepwise approach. A competent physician begins evaluation with the least invasive and most appropriate diagnostic methods. Modern medicine defines “gold standard” approaches for many conditions. These are not arbitrary or excessively long lists of tests, but structured, evidence-based pathways designed to achieve accurate diagnosis with rational use of resources. In many cases, they involve relatively simple and accessible diagnostic tools.

When an extensive panel of laboratory tests or invasive procedures is recommended at the outset without clear clinical justification, it is reasonable to ask about the rationale. Over-testing may result from defensive medicine, uncertainty, habit, institutional protocols, or financial structures within healthcare systems. Regardless of the reason, investigations should be proportionate to the clinical situation.

Patients have the right to understand why each test is necessary, what information it will provide, and how it will influence management decisions.

5. Prescribes treatment that is proportionate, evidence-based, and not unnecessarily prolonged. In modern medicine, treatment regimens are generally structured and focused. Many conditions are managed with one primary medication; in some cases, two are required. Even in complex diseases such as cancer or HIV infection, therapy is based on clearly defined combinations rather than arbitrary lists of drugs. The duration of treatment depends on the diagnosis and severity, but for many common infections and acute conditions, courses are relatively short.

If a physician prescribes multiple medications without clear justification, especially if these include non-essential products presented as mandatory and proposes repeated or prolonged treatment cycles without transparent reasoning, it is appropriate to ask for clarification. Treatment plans should be guided by established clinical recommendations and tailored to the individual patient, not expanded without evidence.

For example, many sexually transmitted infections, such as uncomplicated gonorrhea or certain cases of chlamydial infection, are effectively treated with well-defined regimens, sometimes involving single-dose or short-course therapy, depending on current guidelines. Similarly, assisted reproductive technologies such as IVF are conducted according to structured protocols; additional supplements or extended therapies should be justified by evidence rather than routine habits.
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