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Dedication

 



TO JOSH, who always knows the right words, position one, and position two

 



TO THE CHICKIENOB AND WOLVOG, who are my heart, for your warm keppies and the double shnuzzles
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INTRODUCTION

WELCOME TO THE LAND OF IF.

I know, those are probably six words you never particularly wanted to hear. You don’t want to be here on this strange island. And if you’ve just disembarked, you’re probably a tad confused. Even if you’ve long known you were destined to show up here, you probably are surprised by the atmosphere. It’s not really a little-umbrella-in-your-drink sort of island. It smells of rubbing alcohol. It’s littered with garbage cans packed to the brim with sanitary napkins. And it’s populated with tense-looking men and anxious-looking women. It’s hard to ignore one of the worst parts about this island: It’s situated so close to the mainland—you can see it over the horizon on a clear day. But even though there are daily departures, and even though it’s easy enough to end up here, it takes plenty of effort to get out.

The Land of If got its name not only because IF is the abbreviation for “infertility” in the online world but also because there are so many ifs inherent in being here. There are what ifs and if onlys and  if this, then thats. If (there’s that word again!) you are accustomed to having a pretty tight rein on your life—accustomed to working hard and seeing the desired outcome, or being able to predict what comes next—the Land of If is going to be a particularly difficult stopover for you. Being here is all about living in uncertainty and doubt and wonder and hope: If only I had gone to the doctor earlier. What if I hadn’t bought my husband that package of tight briefs from Costco? What if my wife hadn’t laid out our adoption profile to look like a scrapbooking-store explosion? If I go past the baby aisle at Target, then I will have a nervous breakdown between the onesies and binkies.


I, for one, was shocked—shocked!—when I ended up here. Why was I shocked? I have no idea: My mother experienced eleven years of infertility while building her family. But, strangely, I believed that I would be fertile, and for much of my life, I knew next to nothing about infertility and pregnancy loss. I had absolutely no understanding of assisted reproductive technology (ART), either. In fact, the first time I met a child born through IVF (in vitro fertilization), I pitied him for what he had to go through as a fetus, pressing his tiny face up against the glass of his test tube, just to get the attention of the man in the white lab coat.

When my husband, Josh, and I decided, in the merry month of June, to conceive, I was so giddy that I started right away with plans for a February baby. But instead, February brought my husband and me the first diagnostic piece of our infertility puzzle: My progesterone was low. So we started treating that (with progesterone suppositories), but then other problems cropped up, until we had a final, but vague, diagnosis: “female-factor infertility.”

Vague though it may sound, we’re some of the lucky ones, because we actually have an understanding of what brought us to this island. There are plenty of inhabitants—maybe even you—who will never know what brought them to the Land of If. And that is just another one of the frustrating aspects of this place (along with the fact that there are no drinks with umbrellas): the lack of answers, or how the answers can lead to more questions.

With so many unknowns, your stay in the Land of If will probably be rife with uneasiness, but you can rest assured about one thing: For better or worse, your tour guide (that is, me) knows this territory very, very well. I’ve done my time here. I have experienced early loss, treatments, pregnancy, and preterm childbirth.

That said . . . one or two experiences cannot possibly be enough to get you through all of the nooks and crannies of this island. There are plenty of aspects of infertility and loss that I haven’t experienced firsthand. But the inhabitants of the Land of If are a helpful bunch, and, like a giant pot of stone soup, this book came together based on the experiences of numerous men and women. They gave me the kind of invaluable information this book is packed with—the kind of information that comes from tons and tons of personal experience.

Sure, the medical professionals I dealt with were all very helpful in giving me a basic understanding of my medications and the procedures I would eventually undergo. But it was information posted by others like me, on bulletin boards and blogs, that really provided me with a higher education in infertility. Sure, it was a nurse who taught me how to give myself an injection. But it was a fellow Iffer who taught me how to make that injection less painful. Sure, my reproductive endocrinologist (RE) made decisions based on my test results, but it was a fellow stirrup queen who gave me a list of what kind of questions to ask, and which tests to request.

Now, don’t get me wrong: Doctors have those initials after their  name for a reason. They know their stuff, and before you act on any advice (including the advice found here), you should always check with your doctor. In fact, all medical information in this book was reviewed by a doctor.

 



THERE ARE PLENTY of guides out there that focus on treading the four paths leading out of the Land of If—books on adoption, treatments, third-party reproduction, and choosing to live child-free. And although this book definitely covers those four paths, its focus is not on how to leave this island, but on how to live on it . . . at least for now.

In addition to providing you with tons of insider information,  Navigating the Land of If will give you the words to explain your crazy, complex emotions to people who’ve never been here before. It will give you the practical tools and confidence you need to be your own advocate and make decisions that work for you.

And in between those tough choices is the waiting: waiting to cycle, waiting to see the reproductive endocrinologist, waiting to see if you’re pregnant, waiting to be chosen, waiting for a referral. All of that waiting could drive you insane, or at least could make you obsessive, spending hours Googling early pregnancy symptoms. Lucky for you, there’s this book to coax you back into living life while waiting in limbo.

It will give you great excuses—both fake and real—for dodging other people’s baby showers or leaving work for a 10:00 AM insemination. It will help you respond to pregnancy announcements with feigned or real happiness. It will help you gauge how much of your infertility news to spread, and to whom. Mercifully, it will give you plenty of great advice on staving off unsolicited or bad advice, and tons of tips on how to nip rude remarks in the bud. It will help you keep track of your own hormone levels, introduce you to the online  and offline hangouts of other Iffers, and teach you the ins and outs of Iffish—that strange language composed of multisyllabic, impossible-to-pronounce medical terms and mysterious abbreviations.

But I can see that you’re getting overwhelmed. That happens to people when they first get here—hell, it happens even if you’ve lived here for five years. Let’s grab our backpacks and get started on moving around the island in a methodical manner. I’ll take you around each neighborhood until you start figuring out the roads on your own. My hope is that you never get too familiar with this land, that your stay here is as brief and painless as possible. But while you’re here, you should know that you have a friend, in book form, to turn to in the middle of the night, when the sea monsters offshore start howling and you just wish you were home.






Chapter 1
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I REMEMBER WHEN my friend Alex and I traveled to Siena, Italy, in the heart of Tuscany. Tired but excited, we exited the bus terminal and dragged our wobbling suitcases over the cobblestone roads. We were relatively confident about our surroundings: On the plane, we’d read several guidebooks and had practically memorized a map of the town center. We got our bags to our room and went out to wander the streets. And after a couple of hours, we found a great little place for dinner. Our waiter came to our table and, seeing we were foreigners, asked us where we were staying. We told him.


“That place?” he scoffed, slamming my gnocchi on the table. “That neighborhood is merda! You should be staying here! We won the Palio two years ago!”

Even though we thought we’d done our homework, we didn’t realize that although the people living in the city’s seventeen neighborhoods enjoyed a collective sense of being Sienese, they also were engaged in a distinct kind of rivalry.

Unfortunately, that’s sort of like the rivalry you’ll probably encounter between the many neighborhoods of infertility: primary vs. secondary, biological vs. situational, and infertility vs. recurrent loss. Some of that divisiveness comes from the inhabitants of If themselves, but a good deal of it is due to hospitals, clinics, insurance companies, and adoption agencies, which tend to impose their rules on the Land of If as if they were some sort of colonial government. These establishments are sometimes so out of touch with the reality of living in the Land of If, and are oftentimes so focused on making money from the colonists, that they make life on the island even more difficult.

For example, fertility treatments are rarely covered by insurance companies, and currently, only twelve states have mandated coverage (an additional three have mandate-to-offer established).1 The insurance companies’ biggest argument against covering treatments is that they are not medically necessary. Granted, most reproductive endocrinologists and fertility doctors disagree with this outlook . . . but they’re not paying your bills, are they?

And that’s only the beginning (see the sidebar “Access: Denied,” in this chapter).

As if the bureaucracy weren’t enough, there are self-created internal tensions as well. Those experiencing primary infertility might think they have it worse than those experiencing secondary infertility; those with female factor may think their problems trump those with male factor. And you’ll hear more about this kind of thing in the following sections.

That said, the level of support and community that I have found in the infertile world exceeds anything I have ever found in other aspects of life. People here are willing to share personal information,  hold out a Kleenex, and pass along cheap dinnerware to throw against the wall. On our worst days, our community is on its best behavior: Divisiveness goes out the window, and the various neighborhoods come together in unity to offer support.

I wish it were that way every day, so allow your tour guide this little rant while we pause and consider the scenery:
People of all kinds end up in the Land of If. And whatever your actual reasons for being here, in the larger scope of things, it doesn’t matter. Over here, we’re all Iffers. Now, perhaps you agree with that concept in theory, but secretly, you still harbor some resentment toward certain islanders who—as far as you’re concerned—don’t have it “quite so bad” as you do.

Let me be very clear on this point: I am officially declaring a boycott of the Pain Olympics. It doesn’t matter what brought you to the stirrups or the donation rooms: Lying naked in a cold room with a full bladder and only a thin sheet of paper for a blanket sucks. So does trying to masturbate into a cup while a disgruntled nurse in orthopedic loafers clears her throat and taps her foot outside the door. It’s no better to have to reduce your life to a few short paragraphs in order to create your “Dear Birth Parent” letter—a letter that determines whether you’re considered for adoption by an expectant parent. The fact is, infertility is one of the great equalizers of the world, and everyone here could use all the support they can get.





In an ideal world, that’s all that would need to be said. But until this world, and this island, become ideal, you’ll need to know what  you’ll be dealing with. Therefore, let’s take a walk through each neighborhood so you can get your bearings and settle into yours. Pay attention, keeping in mind that you may end up moving to a new neighborhood before leaving the Land of If—many do.




Primary Infertility vs. Secondary Infertility

Generally speaking, Iffers who do not yet have a child are considered to be experiencing “primary infertility,” and those who do have children are experiencing “secondary infertility.”

If you think that sounds simple enough, think again. After all, how do people describe themselves if they have a child through adoption but are now trying in vitro fertilization (IVF) to add to their family? It will be the first pregnancy, so is it primary? It will be the second child, so is it secondary? How about those who are looking to have a second child but conceived a first child with the help of fertility treatments? What about people who lost their first child to stillbirth? If they are attempting to become pregnant again, are they experiencing primary or secondary?

Now you’re probably getting a sense of how muddy these labels can be—and how detrimental to those experiencing infertility—when they are used to determine treatment or coverage by doctors or insurance companies.

The main difference between primary and secondary is the existence, in most cases, of a child who must be taken into consideration during treatments or adoption. There are advantages and disadvantages to both sides. Without a child to take care of while on posttransfer bed rest during an IVF cycle, those experiencing primary infertility can enjoy more flexibility—yet they may also have more fears if they don’t know if they’ll ever reach parenthood. Those experiencing secondary infertility can enjoy the comfort of a child  when they have a failed cycle—but they also know what they’re missing, since they’ve experienced parenthood. It can be difficult for those experiencing secondary infertility to do fertility treatments discreetly when they need to arrange childcare for existing children. In addition, because they have been successful before, those experiencing secondary infertility might not receive much sympathy or support from friends and family, even though they are going through the same painful fertility treatments as primaries.

Who has it better? No one. So forget about it. Besides, telling other people that their grass is greener doesn’t do anything to perk up your own patchy brown lawn.




Biological Infertility vs. Situational Infertility

These categories are rarely discussed but often come into play in terms of treatments. And, like the previous two categories, these also have an overlapping gray area.

People experiencing biological infertility need assistance to reproduce because they have a faulty reproductive system. People experiencing situational infertility need assistance in order to reproduce for other reasons. Those in the “situational infertility” neighborhood include the GLBT community, single parents by choice, and those of advanced maternal age (AMA).

The gray area? Here are a few examples: someone who was born with ovarian function but lost it due to cancer treatments. Or someone who had a hysterectomy but wants to add to her family. Or someone with a genetic trait such as balanced translocation—a chromosomal disorder that can be a cause of pregnancy loss.

Are they biological or situational? And does it matter? A speculum causes the same cramping sensation, and adoption paperwork is still lengthy—regardless of the circumstances.
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THAT’S JUST  SEMANTICS


The Latin prefix “in” usually means “not,” which technically makes the word “infertile” mean “not fertile,” which in turn is a synonym for “sterile.” However, most people diagnosed with infertility are not actually experiencing sterility. In fact, many people diagnosed as infertile eventually become pregnant, either unassisted or through treatments (or sometimes unassisted after treatments). So should we be using the term “subfertile” more often?

“Infertility” can be used to describe a moment in time (before you become pregnant, you are “infertile,” and afterward, you are “subfertile” or “fertile”) or a lifelong diagnosis. Even though Josh and I were successful once, I still consider myself infertile, and I will continue to do so long after I finish building my family.

In this book, I use “sterility” to refer to problems that medicine cannot circumvent, and I use “infertility” to refer to problems that medicine could possibly circumvent. I leave “subfertile” for those who like to argue etymology. Most of us have better things to do.



Nevertheless, “situationally infertile” is a controversial concept. There are those who think that situational infertility somehow “doesn’t count,” since GLBT or AMA conception can be seen as a choice. This argument is reductive and dismissive of the big picture. Building a family is a choice, but sexuality is not, nor is early menopause.

And there are those—such as people in same-sex relationships, or single parents by choice—who are situationally infertile by my definition, but don’t consider themselves infertile in any way. That’s fine. There is no problem when someone doesn’t wish to be labeled infertile. But there is a tremendous issue when those who do classify themselves that way are being told by an outside source that they aren’t (see the sidebar “Access: Denied,” in this chapter). The situationally infertile definitely get the short end of the stick when it comes to insurance coverage and thoroughness in treatment—even though they have the same strong desire as everyone else stuck in the Land of If: to get out of here.




Infertility vs. Recurrent Pregnancy Loss

Some women can conceive but experience recurrent pregnancy loss. On the one hand, they can get pregnant, but on the other, more important hand, they cannot carry to term. Recurrent pregnancy loss is part of the medical definition of infertility, and Resolve, the national infertility organization, includes “multiple miscarriages” in its definition of infertility.2


Unfortunately, those experiencing recurrent pregnancy loss have to contend not only with the terrible losses but also with a lack of support from insurance companies and doctors. They must be diligent with their healthcare providers and insurance companies in order to ensure that the proper tests are being run, and that future losses are being prevented. For more in-depth information about pregnancy loss, see Chapter 7.




Female-Factor Infertility vs. Male-Factor Infertility

Though infertility is often portrayed as a female problem (“She’s got lady troubles . . . ”), the reality is that infertility affects both men and    women. It breaks down to be about 40 percent diagnosed with female factor, 40 percent diagnosed with male factor, and 20 percent diagnosed with unexplained infertility or a combination of both female-and male-factor infertility.3
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SECONDARY INFERTILITY

If you’re arriving back in the Land of If after an earlier bout with infertility, you have likely brought with you equal amounts of coping mechanisms and fear. After all, you now know what to expect, so you’re not fumbling around in the dark. On the other hand, you now know what to expect, so you can’t hold the same blind hope you may have had the first time around.

If this is your first time in the Land of If, you may be shocked to find yourself here, especially if you had your first child or children with relative ease. You might have been positive that the boat that brought you here would eventually realize its mistake, turn around, and take you back to the mainland. It may have taken you a long time to actually feel comfortable stepping away from the dock and exploring the island.

Either way, having children in the picture brings a bit more complication. Every option needs to be weighed with your existing child(ren) in mind. For example, if you went the donor route the first time, do you choose the same donor again? If your first child came to your family through adoption, how will his or her experience change if a sibling comes via IVF?

Also, it can be a little more difficult to keep things under wraps when you have a child (see the sidebar “Talking to Kids About Infertility,” in Chapter 4). Some clinics don’t take a stance on whether children can be in the waiting room, but it would certainly behoove you to leave your children at home. It can be very difficult for a person experiencing primary infertility to have to spend time in the waiting room around a baby or toddler. So childcare may be necessary.

When arranging care, I do recommend at least some disclosure, simply because you want the person you’re relying on to understand that these appointments cannot be missed. You don’t need to divulge all if you don’t want to. When you get home, just say, “Geez, I’m so glad I can leave all those details back at the clinic/agency and have my home just be a place to relax.” Then wink and offer a margarita.



Receiving a partner-specific diagnosis can be both a blessing and a curse. On one hand, once you know the issue, you can treat it, or you can choose a path that circumvents the problem. At the same time, having a diagnosis often brings with it a terrible emotion—guilt.

Believing that you are the cause of the situation can be upsetting. In my own relationship, our infertility issues fall squarely on my shoulders, and even though my husband carries the weight with me as our shared problem, I can’t help but feel responsible knowing that the money spent, the time away from work, and the emotional ups and downs are all due to my wonky body and hormone levels.

This emotion is far from helpful, and though I don’t always live   this advice, I am here to lecture you: Remove the self-blame and see infertility as a problem of the couple, rather than of the individual, if you are in a relationship.


no. 0001  THE LAND OF IF VISITORS BUREAU



TIP: If you are currently reading this book due to your partner’s infertility di agnosis, I beg you to tread lightly, knowing that those who hold the diagnosis usually hold a great deal of shame. Make sure you clearly differentiate anger with the situation from anger at the person, and clearly support your partner in seeing infertility as a problem you share together.



Believe me, I know it’s so much easier said than done. But no one chooses to be infertile, and “fault” is an ugly, misused word in this case. Take blame for the things you can control and accept that there are things that will just happen to you—and that those things may affect other people you love, too.




Unexplained Infertility

What if you don’t have a diagnosis? What if you’ve been through multiple IVF cycles with fine-looking embryos and no discernable reason why you’re not getting pregnant or maintaining a pregnancy? It is frustrating and anxiety-inducing to not have a reason for your situation, and it can be maddening trying to make decisions when you have no idea what’s wrong.

Unfortunately, even after going through the entire gauntlet of tests, you may still walk away without answers—and that is one of the most upsetting aspects of unexplained infertility. It is impossible to know when “enough is enough” if every cycle is explained as “just bad luck.” Therefore, those diagnosed with unexplained infertility need to be vigilant about setting stopping points (see Chapter 3 for more information on doing this). If not, the path out of the Land of If can twist back on itself again and again . . . until it merges with the path to insanity.




Age-Related Infertility

When we speak about infertility and age, we are usually referring to women, even though male fertility declines after age thirty-five as well. A 2003 report in Fertility and Sterility looked at the time it took for men over forty-five to impregnate a woman. There   was a fivefold increase in time after the men turned forty-five, as opposed to thirty, pointing toward a decrease in fertility. It took forty-five-year-old men on average thirty-seven months to impregnate a woman.5
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ACCESS: DENIED

All people may have been created equal, but all patients are definitely not treated equally. Hopefully, you will never run into a doctor who will deny you treatment, but three groups are particularly targeted by discrimination: single men and women, GLBT, and those labeled with “advanced maternal age,” or AMA (which is usually determined to be thirty-five or older).

In August 2006, Mother Jones published a survey (conducted by Fertility and Sterility) of fertility clinic directors. The results were shocking: 48 percent of clinic directors said they’d turn away a same-sex couple seeking a surrogate, 20 percent said they’d turn away a single woman, 17 percent said they would deny treatment to a lesbian couple, and 5 percent said they would turn away a biracial couple.4


While doctors should stop patients from undergoing risky or unnecessary medical procedures, aiming to control access to parenthood or making judgments on what is in the best interests of a future child is not their job. After all, obstetricians hardly quiz prospective fertile parents in their office on their parenting beliefs and household structure. There is a stronger case to be made in the case of AMA after the age of forty-five or fifty-five, because there are age-related limitations to egg production and the ability to carry a pregnancy to term in a healthy manner, respectively. Just because it can be done does not mean it should be done. (See the section called “Age-Related Infertility,” in this chapter.)

Garnering support from online and face-to-face sources becomes doubly important if you are being denied treatments. You need to educate yourself fully on your rights. Turn to the Resources section to connect with groups that are working to ensure that parenthood is the right of every individual, regardless of marital status, race, gender, or sexuality. And age. Within reason.



A woman’s fertility starts decreasing at thirty, with a sharp decline after forty-five. Only 5 percent of women forty-five and older can still conceive without medical intervention.6 Therefore, doctors have a difficult time classifying a woman over forty-five as “infertile,” since fertility should naturally decrease with age, and therefore, this is simply a fact of nature, rather than a problem with the body. At the same time, medical intervention that can extend fertility does exist, and the debate continues about what the age cutoff—if any—should be to utilize it. The popular ideology recommends using one’s own gametes until age forty-five (when fertility decreases significantly) and using donor eggs until fifty-five (the end age in the average menopause spectrum of forty-five to fifty-five).

Having AMA (advanced maternal age) stamped across your file can be salt on the wound, especially if the timing of trying to conceive has been out of your hands. It’s not just life’s choices that keep people from reaching parenthood at a younger age—it’s also a matter of life’s randomness. We can’t control when we meet a partner, or when we decide that we’re finished waiting to meet a partner, or when we lose a partner.

Therefore, it can be very upsetting to be over the age of thirty-five and trying to build your family, and be met with a lack of empathy, as well as attitude, from doctors who believe you should have started trying to conceive at a younger age. Many women existing in the “gray area” of AMA—generally speaking, ages thirty-five to forty-four—need to be assertive in order to receive treatments without being judged on their deservedness to parent.




Last Thoughts

You didn’t necessarily choose where to settle down on the island; most likely, the neighborhood chose you. And you may fit in with many groups here: People rarely belong to only one neighborhood—which is often what causes bridges to spring up, connecting each neighborhood and each person’s story, building understanding and support across varied experiences.

My own infertility journey began in primary and now continues in secondary. We have female-factor and biological infertility. There are some neighborhoods I’ve never lived in on this island, but that doesn’t mean I don’t empathize with and support the people living there. They may be grappling with issues very different from my own, but at the core, we are all banging our heads against the wall as we try to build our families so that they match the image we hold inside our head.

It doesn’t matter whether the obstacle is your life situation or your wonky uterus—when you want to build a family and you cannot do so without help, it is very difficult to swallow. Therefore, the same respect and empathy should be allotted to everyone, across the board, as soon as they step off the boat and onto this wretched island.

Back in Siena, they slam the gnocchi down on the table when you wander into the wrong neighborhood. But my hope is that we can be more gracious and create a welcome table for everyone disembarking onto the island. After all, everyone needs to eat, and there’s plenty of gnocchi to go around.






Chapter 2
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AS YOU MIGHT already suspect, paying a visit to the Land of If is not for the faint of heart. In addition to the challenge of navigating the various, confusing neighborhoods, the island is smack-dab in the center of a Bermuda Triangle, a vortex where physical, financial, and emotional hardship converge—so it is incredibly easy to founder if you don’t stay informed and vigilant.




The Physical Point

Many of those living in the Land of If need to navigate the physical aspects of infertility on a daily basis. Not only do many of the causes of infertility pose a physical effect in and of themselves (endometriosis, for instance, is pretty damn painful) but those pursuing diagnostics and treatments are also enduring painful procedures, injections, blood draws, and surgeries in order to conceive.

The physical pain of infertility shouldn’t be belittled or dismissed. I think because so much of treatments and diagnostics takes place within a clinic or an office, people are always shocked by the amount of physical discomfort and recovery time, as well as by the risks involved. If you were undergoing surgery in a hospital, no one would expect you to return to work that day, but if you are undergoing an invasive procedure in an office, you may think you can get to that afternoon meeting after the anesthesia wears off.

Even if you are taking the path of adoption or living child-free, you’re not exempt from physical pain. The stress that comes from these options has a very real physical effect, such as tense shoulders, back pain, migraines . . . this list goes on. Stressful situations can cause physical pain, and being proactive about this goes a long way.


Life Preservers for the Physical Point

It is important to make sure that your sole physical identity is not completely tied up in treatments. Find a source of exercise, such as swimming or basketball, or another physical outlet, such as gardening, that fits your treatment plan. High-impact running may not be the most sound idea if you’re experiencing hyperstimulation, but you can still walk or do yoga. Try to allot at least a half hour every day to this activity.

Be gentle with your body, and listen to its wisdom. When you are hungry, pause and eat. When you are tired, take a nap—even if you had eight hours of sleep the night before. Just as marathoners are acutely aware of addressing their needs while they’re in training—not pushing themselves past endurance—those living in the Land of If need to be aware of the harsh conditions here and take care of themselves accordingly.
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USING THE THEORY OF RELATIVITY TO YOUR ADVANTAGE

Anytime you hear “catheter” used in conjunction with your cervix, that should be your heads-up that something’s going to be uncomfortable. I’ve never heard anyone say, “Catheters feel great!” or, “I barely felt it at all!” When you have a catheter and speculum inside of you, you know. So let’s begin with the idea that anything involving a catheter starts out at at least 1 on the discomfort ladder.

“Cramping” is also one of those trigger words. I don’t know about you, but when I have cramping with my period, I take pain medication. The point is that cramps are painful, and therefore, we try to get rid of them with two Tylenol and a heating pad. If cramps were nothing, we wouldn’t treat them. So anything that causes some cramping should be bumped up at least another rung on the discomfort ladder.

Of course, pain is subjective and relative, and so many factors go into determining whether a procedure will be painful—from the skill of the technician to the tip of the uterus. And some people are simply more physically sensitive to pain than others. It has nothing to do with strength or weakness. So don’t be upset when someone else rates her hysterosalpingogram a 3 on the 1-to-10 pain scale and you give yours a 9.

I am a firm believer that doctors should become scaremongers when it comes to explaining an imminent procedure. I’d rather my doctor tell me it is going to hurt worse than anything I can imagine (but it turns out to be some light cramping) than tell me that it won’t hurt a bit (but I end up in tears by the end of the appointment). Doing the former and eschewing the latter leaves the patient feeling like a rock star at the end of the appointment, whereas diminishing the pain factor leaves the patient feeling like a wuss.

In this book (and in particular, in Chapter 8), take my descriptions of procedures with a grain of salt, knowing that I’m only trying to make you feel like a rock star.







The Financial Point

This is the way I explain the financial point to non-Iffers:
What if, during your eighth month of pregnancy, you were told by your obstetrician that in order to get the baby out, you would have to shell out the equivalent of a year of college tuition?

“But I thought I’d have eighteen years to save!” you’d exclaim, staring down at your belly, where the child you’ve been dreaming about for the last eight months waited.

Alas, you need to cough up the cash . . . immediately.

You somehow gather together and fork over the money, but your doctor stares at the wad of cash and says, “Sorry. I guess I wasn’t clear. This money was just for me to think about it. You’ll need to come up with double this to get me to actually do anything.”

Once again, committed to having a child, you pull together the money . . . only to discover that there are more hoops, more bills—and not one of the payments you make will result in the absolute promise of a live child.





By the time you’re ready to enter treatments or adoption, you—like those already expecting—are committed to the idea of parenthood. It’s a strong impulse to procreate and/or raise children. Either you have that impulse or you don’t, and if you have it, it is not something you can talk yourself out of or fulfill with a puppy.

Fertility treatments are expensive. Even with insurance covering everything but the copayment, each cycle can run well into the hundreds of dollars, with the constant blood draws and ultrasounds.  Of course, most insurance plans do not cover infertility, and few states mandate coverage at all. According to the American Society for Reproductive Medicine (ASRM), the average IVF cycle costs $12,400.1 And that money comes with no guarantee. (Imagine putting down cash at an auto dealership without knowing if you’ll be one of the lucky customers who actually drives away in a new car.)

Adoption is an equally expensive option. According to Resolve, the national infertility organization, adoption can range from free to $2,500 for a foster-to-adopt situation, to upward of $40,000 for domestic or international adoption. But on average, the cost of adoption is between $20,000 and $25,000.2 While tax credits on the back end can ease some of the burden, a person still usually needs a hefty chunk of change to come to the adoption table.

Yes, there are free and inexpensive options for treating infertility or adopting. But these options may not fit every person or couple, nor do they always lead to parenthood. So for some people, the astronomical cost of treatments or adoption places their dreams of parenthood out of reach. Others manage to afford treatments or adoption only by cutting every other cost out of their life and making huge financial sacrifices.


Life Preservers for the Financial Point

So how do you get the money to cover treatments if you don’t have insurance coverage? First off, there are loans that can be obtained for treatments or adoption. Clinics or agencies often have information about these loans, as well as financial counselors, and you can ask to meet with someone from the clinic’s financial staff one-on-one.

Also, you can take a good hard look at your budget and cut out anything not considered necessary. You can forgo birthday gifts and holiday gifts, putting all extra money toward a baby fund. You can  refinance any property or cars, start working a second job, or sell cookies door-to-door. People have found unique ways to slowly but surely add to their family-building fund.

As with all high-ticket items in life, it pays to make a financial plan. Rather than jumping headfirst into treatments or a clinic, do research on success rates and cost. (The success rates for many clinics are posted online at www.sart.org.) Because fertility treatments do not come with a promise—you’re paying for the chance, not the child—some people come up with a palatable number for themselves, taking into account a treatment’s success rates when determining its worth against a predetermined limit.

Also, be up-front with your doctor. Though she’s holding your chart, she may not have any clue about your financial situation. Doctors focus on the medicine; the financial department focuses on the billing. Ask your doctor directly if there is anything she can do to make treatments affordable. Some clinics have a refund program for IVF, usually called a “shared risk” program (see tip 1, Chapter 8, page 18), and others will negotiate special payments for patients in need. No one likes to talk about money, but once you’ve lost all modesty by putting your legs up in the stirrups or by producing a sperm sample in the clinic’s bathroom, admitting that you need a leg up in producing the thousands of dollars necessary to do IVF is a little less embarrassing.

Some people turn to friends and family for financial assistance. This can be a tricky maneuver, because the financial side of infertility is grossly misunderstood, and too many times I’ve heard people say, “Well, if they can’t afford parenthood, they should take that as a sign that they shouldn’t parent.” This may be true if you can’t afford  parenthood, but those pursuing fertility treatments or adoption usually can afford the child, just not the infertility solution. It may take additional explanation before an outsider can fully understand your  needs and the steps you’re taking to parent, but it’s worth the trouble to explain if they can make the road a bit more manageable. See Resources to get listings that will give more detail on the financial end of infertility.




The Emotional Point

The emotional point of infertility may be the trickiest waters—that’s why this section is so much longer than the others.

First off, not everyone feels the same way about their own infertility. There are those who navigate easily in this area, never succumbing to the strong waves that break on the shore. But there are also those of us (myself included) who go in with great intentions, determined not to be bowled over, but get sucked under the surf, regardless. It’s understandable. After all, we are talking about a problem that not only affects your life today but also changes your future. And with far-reaching effects comes sweeping emotion.

It’s easy to see how unique each person’s emotional landscape is when it comes to infertility. Sadness, frustration, jealousy, anxiety, guilt, hope, excitement, anger, and despair all mix together. That’s a pretty wide variety. And at the same time, you need to factor in additional variables: the development of your coping mechanisms, the perceived amount of support (or pressure) from your family and friends, and the perceived amount of time left before it’s “too late.”

In addition to sampling the full spectrum of emotions, you may feel more than one of them at the same time. For instance, you may be full of hope and yet weighted by despair at the start of a new cycle. You may be happy for your friend but jealous as well when he or she announces impending parenthood. You may wish you could leave trying behind, but also feel this overwhelming frustration to keep going, no matter what, until you beat infertility into submission.

And then there are the sudden swings from one end of the emotional spectrum to the other. You may wake up one morning feeling at peace with the state of things. Then, on the elevator ride up to your office, a colleague pulls out pictures of his one-month-old, and all of a sudden, your emotions are ricocheting off the walls.

Just as emotional effects can long outlast physical pain, the emotional point of infertility has the power to drag people under even if they’re doing a great job navigating the physical and financial points. Therefore, these are the waters that demand your closest focus. You can remain vigilant by utilizing common outlets, such as therapy, journaling, and support groups. But those outlets don’t serve all types of people; not everyone has the ability or desire to discuss feelings. For such people, therapy, journaling, and support groups might be akin to being covered in fire ants. If this is you, remember: Gaining emotional support should not be a source of even more struggle, so do whatever you know you need to do, not what you think you’re supposed to do. Other outlets may be to distract yourself with another activity, to go out dancing, to get some acupuncture, or to volunteer.

Do whatever helps. But remember: “Help” does not mean “complete relief.” In our culture, we are accustomed to having things work well. If we take a pain reliever, we expect that the headache will disappear entirely. Emotions, of course, are different. They cannot be put to rest entirely—even by getting a full-body massage, or by dancing the Macarena until sunrise, or by chopping enough wood to get you through a Siberian winter. It’s important to keep this in mind, because the impulse, when things don’t work entirely, is to say, “It’s not worth the effort.” But it is. You may never find a solution that removes all pain from your heart, but keeping up with these helpful activities will bring you a modicum of much-needed relief.


[image: 009]

RAINDROPS KEEP FALLING ON OUR HEADS

Living in the Land of If can put strain on a partnership for several reasons, the most common of which is a difference in emotional reactions to certain events or news. It can be strange to be living in the same house with someone who has partly cloudy skies overhead while you’re in a tropical thunderstorm. But every person processes words and actions differently. What may devastate one person will merely disappoint another. When we process our emotions, we are taking into account not only the event at hand, but our past experiences as well. Sometimes we don’t even know why something is upsetting us to the extent that it is until we start unpacking our baggage and see that our feelings about a long-forgotten event have crept into our processing of a current event.

No one should be judged for their emotional response. Just as your partner cannot ask you to change your feelings, you cannot ask your partner to change his or hers. If your partner tries to nudge you toward different weather, simply take yourself out of that situation by explaining your side and by acknowledging your partner’s feelings. But too many times, we try to explain ourselves when we’re upset. Make sure to take the space you need in order to calm down. If you do not do well speaking your thoughts, write them down and then read them aloud. State your needs clearly, since partners are not mind readers and may not know what they need to do in order to meet you halfway.

You may need to accept that you won’t always be on the same page. One person may feel fine about going to baby-centered events, while the other cannot bear to step near a baby shower. Couples therapy is an excellent space for loosening whatever tension exists within the relationship that is keeping movement from occurring. Just as you are seeing a doctor to help with fertility, you sometimes need to seek a professional to help with emotions.




Life Preservers for the Emotional Point

When it comes to coping, it doesn’t matter whether you’re a crier or a compartmentalizer—everyone needs a strategy. Here’s a great piece of advice my sister once gave me (she is a brilliant therapist, so you know this is good advice):
Do whatever you need to do to get through this—as long as you’re not creating more problems to deal with on the other end.

—MY BRILLIANT SISTER






WEIGHING THE RISKS 

My sister’s advice may seem obvious at first. But look closer, and you’ll see the brilliance is in the simplicity of it. Let’s take a couple of examples, putting the advice into effect.



I am anxiously waiting at home for my doctor to call and tell me my beta results. I can: 
• call him and bother him, or 

• wait and possibly not get my beta results today.





What do I do? Well, for me, the impact of annoying the doctor is less than the impact of the emotional stress I will feel as the minutes tick past the time he’d told me he would call, and the chance of receiving the results that day dwindle. He may think I’m annoying or high maintenance, and he may go home and joke about me to his family. But how do those things affect me overall? Having people laughing at my expense is not  fun, but it won’t undo me. Not receiving my results will undo me. Therefore, I call the doctor.



Not everyone would make the same choice, but that’s because everyone, as we’ve covered, has a different emotional landscape when it comes to infertility.

Here’s another example.



I receive an invitation to my cousin’s baby shower, and I really don’t want to go and have to listen to every family member coo about her burgeoning belly. What do I do? I can: 
• turn down the invitation and state honestly why I’m not going, or 

• turn down the invitation with an airtight excuse, or 

• accept the invitation, have a good cry on the way to the party, and know the whole thing will be over and done with by 3:00 PM.





I need to think about this in terms of my own family. They are pretty understanding, so I could probably just admit that I can’t do this emotionally, and everyone would roll with it. If my family were less understanding and my anxiety about the event would keep me from making it to the end of the party unscathed, I may come up with an airtight excuse at the last minute (“I woke up with a stomach virus”) and send my gift on with another family member. Of course, the other side of this is the third choice. If my actions will create more problems down the line—a damaged relationship with my cousin,  an angry conversation with my aunt, a lack of people coming to (hopefully) my own future shower—I may make the decision to go to the party, though I’ll certainly put coping mechanisms in place.



You may discover down the road that your choice didn’t have the outcome you expected, or that you ended up making more problems for yourself than expected. Try not to anguish. After all, you made the best choice based on the information you had at the time, and that is all any of us can truly do within decision making.
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