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Foreword

			I have always been a champion of educating people about their bodies so they can take control of their health. We spend most of our young lives learning how to avoid unwanted pregnancies. When we are ready for a family, we can be undereducated about how our bodies work, the unwavering countdown to ovarian shutdown, and our options when we need help. 

			As a board-certified reproductive endocrinologist, I have been trained in the ultra- specialized and high-tech field of infertility. I have also personally experienced the full range of infertility care and pregnancy loss. 

			I was sure that becoming pregnant with my second child would come easy after conceiving my first child easily and quickly as an ob-gyn resident. But this was very far from reality. It took years—along with multiple rounds of fertility treatment, inseminations, IVF, and embryo transfers, and multiple losses—to get pregnant with my second child, all while studying to be a fertility specialist. It seemed inconceivable that I was a fertility doctor who couldn’t get pregnant! During my journey, I experienced grief, isolation, and sadness. I was so embarrassed that I didn’t talk to others about what I was experiencing until long after my last child was delivered. That’s when I finally had the courage to use my voice to help others realize they aren’t alone. 

			Heather Huhman and I started working together in 2015 on the Beat Infertility podcast with a shared mission of educating and empowering people experiencing infertility. She found my infertility blog and reached out to see if I would be willing to be a medical contributor for her podcast. Like me, Heather has been a patient who has experienced infertility care and pregnancy loss and, like me, feels driven to help infertility patients understand their diagnosis, prognosis, and treatment options so they can advocate for themselves. 

			Infertility patients have to navigate so much misinformation (from well-intentioned family and friends, TikTok trends, and celebrities sharing “news” about the dangers of fertility treatment or sharing about their “natural” pregnancy at age 48 with twins without disclosing the fact they needed donor eggs). Unfortunately, there are even many educated medical providers who just don’t have an expertise in infertility and do their patients the disservice of treating them too long with minimally invasive but minimally successful treatment. 

			As a TikTok and Instagram creator with more than 1.3 million followers combined, the author of my own book, We Need to Talk About Vaginas, as well as the medical contributor on the Beat Infertility podcast, using my voice has shown me how much people crave to understand and advocate for themselves! 

			Rapid technological advances in the laboratory and procedures such as in vitro fertilization, egg freezing, and genetic testing are among some of the amazing and powerful tools we have to help people build the healthy families of their dreams.

			But you don’t know what you don’t know. And Heather wants to make sure you know what you need to know! In this book, she goes beyond the typical broad overview of fertility treatments and goes into the important details so you can truly understand your options for treatment, know what questions to ask your medical provider, and feel empowered to get a second opinion. Her comprehensive approach is evidence-based and easy to digest. 

			Infertility journeys can be overwhelming, but with Heather as your coach, you can start advocating for yourself. Stronger Than Infertility is the new infertility bible for all those trying to build their family. 

			—Allison K. Rodgers, MD

			Board-certified in Reproductive Endocrinology and Infertility at Fertility Centers of Illinois in Chicago

			Medical contributor for the Beat Infertility podcast

			Author of We Need to Talk About Vaginas

		

	
		
			
Introduction: Stronger Than Infertility

			For years, infertility robbed me of control over my life. I suffered in silence, and not because I’m meek or afraid to stand up for myself. It was because, in our society, we whisper about infertility. We hide our struggle. We wear masks over our emotions. We feel shame because we can’t perform a basic biological function of our species: having children.

			But the truth is infertility is not uncommon. One in eight couples in the United States struggles to build a family. Worldwide, it’s one in four couples. Yet we are all so scared to talk about it, which impedes the exchange of information about the issues and what they really entail. Without knowledge, we face infertility unarmed and, in turn, lose any sense of power over our present situation or our hope for the future.

			What if, instead of keeping everything pushed down, the infertility community felt empowered to speak up?

			We could ask the tough questions. We could trade war stories. We could get real about what it’s like to struggle to build a family. We could find strength together.

			This idea of becoming stronger than infertility is what led me start my online community and podcast, Beat Infertility. My mission was to bring to light all the aspects of infertility we have been conditioned not to talk about. It was an instinctual pursuit of answers that I had been unable to find up to that point in my journey.

			Yet, as I heard the stories of other people facing infertility and as I looked back at my own difficulties, I noticed a common need: self-advocacy.

			As a community, we infertility warriors have to find our voice. We need to learn how to be persistent in our pursuit of knowledge, treatment options, and a fair chance to build our families. 

			This realization is where the book idea began. I wanted to compile stories, information, and expert advice in one place with the goal of not only educating, but also empowering. To that end, I’ve tried to cover all aspects of infertility from scientific, emotional, and practical perspectives. The purpose isn’t to show you that there is one correct route to build your family; it’s to give you the information and skills to determine the right route for you. 

			Since I started writing this book, I’ve become a full-time infertility coach, helping people from all over the world navigate their own journeys. This includes single parents, couples (hetero and queer), trans people, people pursuing surrogacy or adoption, people who are experiencing secondary infertility, and more. No two infertility warriors have the same story—but there is so much we do share on this journey. 

			I will tell you here what I tell my clients. I cannot promise that you will end up with a child. No one can make that promise. But I can promise you that when you are armed with information, when you take the time to understand and weigh your options, and when you can give yourself the grace (and find the support) to weather the emotional highs and lows, you will feel stronger than infertility—braver, better equipped to tackle the journey, and come out a survivor on the other side.

			
Every Journey Starts with a Single Step

			Whether you’re just beginning down your path toward parenthood, have been trying and struggling for years, or have reached a happy conclusion at least once already but are having trouble now, you are an infertility warrior. That’s a badge you should wear with pride. While no one wants to be an infertility warrior, those who are fight with unparalleled strength.

			Throughout this book, I’ll give the details of my own infertility story. I consider this book a safe place to share my pain, mistakes, and struggles. And I’m so grateful that hundreds of infertility warriors have shared their stories with me on Beat Infertility and now in these pages. While some are my clients, the vast majority aren’t. They are members of our worldwide community. You’ll hear their stories and hard-won wisdom throughout this book. We share our journeys to heal, educate, and show that you are NOT alone. 

			As an infertility coach, a big part of my job is to translate all the best information, latest research, and evidenced-based medical advice for my clients—and to help them decode the information they receive from their doctors. I do not have formal medical training and this is not a medical textbook, but I interviewed dozens of experts—ranging from reproductive endocrinologists to mental health professionals to insurance agents—and their wisdom is quoted throughout. Readers should be aware that doctors often have differing opinions and, for example, what one RE recommends may not be what your RE recommends. My hope is that you can use the information in this book to help you communicate with your medical team so that they can help you make the right choices for you.

			Hopefully by the time you reach the end of the book, you will have the courage and sense of support to also speak up. You’ll quickly see this as you read, but the more we—infertility warriors, fertile individuals, health-care providers, and our society as a whole—talk about infertility, the less power it has.

			This book is chock-full of data: statistics, dosages, graphs, illustrations . . . you name it, it’s here. Science, fortunately for us, is constantly evolving. There are always new treatments, changes to the accepted orthodoxy, even new ways too look at old tests. The data and recommendations in this book will most certainly date—and in the case of infertility, that’s probably a good thing! Your doctor will (read: should) have the most up-to-date information so be sure to consult with them each step along your journey. I also refer you to many incredible online resources throughout the book that will likely stay on top of the latest developments.

			Wherever possible, I’ve used inclusive language to account for the shape and experience of many types of infertility warriors. The reality is that much of the science and language of infertility is still very much rooted in the binary and relies on gendered studies and medical trials. However, my hope is that you will still be able to glean the information that best suits you and your family.

			I don’t expect this book to be read in a linear fashion, because infertility is not a straight road with set on- and off-ramps. While I’ve done my best to organize the chapters in an order that makes sense, not every chapter or situation will be applicable to your journey. 

			However, there are a few overarching themes to this book—and to how I approach my work as a coach—that I’d like to call out here: 

			
				
Infertility is not your fault. I know it’s hard to convince yourself of this sometimes, but you did not cause your infertility. Don’t believe me? I have a book full of quotes from experts to back me up.

				
 Every infertility journey is different. We’ve hinted at this a bit already, but know that there is likely no one else facing the exact same situation as you. There are others who will understand and empathize, but no one else is in your specific shoes—not even your partner, if you have one. This is why it’s important to learn about all the available options and advocate for your best path to parenthood.

				
Honor your emotions, and practice healthy coping mechanisms. Infertility will dredge up countless emotions, and not all of them will be pretty. In fact, some common feelings downright suck. But don’t try to shove those feelings down—they’ll just build up and get worse. Throughout the book, we’ll go through different ways to cope with the negative emotions you might experience. Practice them, and discover which methods work best for you. 

				
 Lean on your support system. Infertility is isolating. You’re going to feel like there’s no one you can turn to, but there are people—some currently in your life and some you’ve yet to meet—who can help ease your burden. In most cases, having a mental health professional as part of your system is key. Know now that the sooner you begin working through challenges with a therapist, the better. Don’t try to face infertility alone. We’re striving to become stronger than infertility, and your support system will be a big source of your strength.

				
 There are no “wrong” choices. You can only make decisions based on the available information about your current situation. While you should always ask questions and educate yourself on your options, you are not omnipotent. Some of your choices might not work out for the best, but don’t blame yourself for not choosing differently. Process your pain, learn from the outcome, and focus on the present and future.

			

			One of the main purposes of this book is to empower you during your infertility journey, no matter what stage you are at. Often, the biggest obstacle keeping you down is uncertainty. But knowledge is power. Right now, you may lack the information to make educated decisions or you may fear exploring your greatest concerns. This book is meant to guide you through the reality of infertility so you can take ownership of your journey. It’s meant to give you room to safely work through your emotions, doubts, and choices not only without judgment, but with a sense of community.

			With complete confidence I can tell you:

			You are not alone.

			You are not defined by infertility.

			You are not powerless.

			You are stronger than infertility.

			I believe in you,

			Heather
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Infertility 101 
 Chapter 1


			I remember my preconception appointment like it was yesterday. After 6 years of marriage, building our careers, and developing some semblance of financial security, my husband and I were finally ready to expand our family.

			“Be careful,” my doctor warned me. “You’re only just starting prenatal vitamins, and they won’t have had time to build up in your system if you get pregnant quickly.”

			Oh, the irony!

			The months flew by, but my period continued to show up. 

			I was traveling with my husband when I noticed I hadn’t used the pads I had packed. I looked at my calendar. I was late. Definitely late.

			I took a pregnancy test. The three minutes I spent waiting for the results were among the longest of my entire life. The incredibly faint line that appeared—most would call it a “squinter”—indicated a positive. 

			The next day, Mother’s Day, I began bleeding. I was devastated. 

			Five months later, I still wasn’t pregnant. It was time to get serious. I started meticulously tracking my cycles. I bought ovulation prediction kits (OPKs) and began taking my basal body temperature (BBT) every morning. 

			It was September and we were on another trip, this time to Germany. I brought an enormous stash of pads. When I hit day 35 of my cycle without breaking into them, I sent my husband out for a pregnancy test. The instructions were, of course, in German. I had no clue how to read the results, but according to the pictures on the back of the box, the first test appeared invalid.

			Before using the second test in the box, I sent my husband back to the pharmacy for further instruction. He returned triumphant, and back to the bathroom I went. This time, we waited together—only to have another squinter.  We took it as a win. Here we were, on this amazing trip, and I was pregnant! It was time to sit back, relax, and let the embryo settle in.

			I woke up one morning near the end of our trip in agonizing pain. I was weak, dizzy, and confused. It was all I could do to make it onto our flight home.

			Back in the United States, after catching a few hours of much-needed sleep, we headed to the ER. I was seen quickly and instructed to pee in a cup. Despite the pain and dizziness, I’d not had any bleeding. Imagine my surprise when the urine in the cup was black. 

			But the ER doctor took one look at the cup, rolled his eyes, and told me all of my symptoms were PMS and I should go home. He discharged me with no evaluation. He didn’t even test the urine. I left in a haze of red-hot anger, confusion, and overwhelming sadness—not to mention pain.

			I’d had enough of trying to conceive on our own. It was time to get help. Probably way past time. I made an appointment with the reproductive endocrinologist that Google Maps told me was closest to our house. (Seriously, I did no other research.) We met her exactly 1 year after our preconception appointment. It was the first time someone told me I had infertility.

			That was the day I became one of 48.5 million people who experience infertility. At the time, I felt isolated and alone. But now I know that a lot of people hoping to get pregnant— 15 percent, according to the CDC—were right there with me.

			Every infertility journey is different. And learning that you have or will have trouble conceiving happens in different ways. For some, it comes after an unexpected medical event. Lindsey from Wyoming had been trying to conceive for 6 months until she blacked out in the shower. She and her husband, Grant, went to the ER.

			“They found seven cysts on my ovaries, and I was encouraged to follow up with my ob-gyn,” says Lindsey. “I truly believe that if I hadn’t blacked out, we probably would’ve tried on our own for years not knowing any better.”

			Her ob-gyn suggested laparoscopic surgery, which confirmed that Lindsey had endometriosis—a common, painful, chronic disease where the uterine lining grows in areas other than the uterus, such as the ovaries, where it can cause cysts to form. Her cysts were drained and her endometriosis lesions were removed. But, as Lindsey found out, the disease carries long-term fertility risks. “My ob-gyn told me there is a chance I could have issues conceiving on my own,” she says.

			Three months later and still not pregnant, she went back to her ob-gyn, who ordered blood work for a fertility workup. “As soon as the results came in, she called me to explain that I had signs of diminished ovarian reserve. She suggested I go to a reproductive endocrinologist.”

			For others, it’s a miscarriage—and especially recurrent pregnancy loss—that leads to a diagnosis. Rachel of North Carolina experienced two miscarriages in a year. 

			“After the second miscarriage, we started taking more active steps to discover the problem,” she explains. “We found a fertility clinic and started with basic blood work and genetic tests, as well as testing hormone levels at various stages of my cycle.” 

			Age is another factor that drives many people to seek help with their fertility. We live in a time when celebrities such as Alanis Morissette, Gwen Stefani, Marcia Cross, and many more have announced pregnancies in their mid- to late-40s (Janet Jackson gave birth at 50!), it can sometimes come as a surprise to people that age is still very much a factor in fertility.

			Melinda from New York began trying to conceive with her partner when she was 34 but didn’t visit a fertility clinic until she was 38.

			“We tried for about 4 years on our own,” she says. “I had always heard about women my age getting pregnant, so I did not think too hard about it—except that it was always so heartbreaking and frustrating to get my period each month.”

			Eventually she felt it was time to consult a reproductive endocrinologist. “She warned me to not wait too long because the likelihood of getting pregnant on my own—seeing as how I was not successful to that point—was getting lower with each passing day.”

			However you found your way to dealing with infertility, I believe that knowledge is power and a firm understanding of the science of fertility will give you a strong foundation to navigate your journey with confidence. You are your own best self-advocate!

			What Is Infertility?

			Simply put, infertility is defined as the inability to get pregnant after 12 months of regular unprotected sexual intercourse. But what about infertility is ever simple? 

			Many official definitions of infertility don’t take into account what infertility may look like for the LGBTQ+ couples or single people who are struggling to conceive through methods other than sexual intercourse, or folks like me who can get pregnant but not stay pregnant. In 2017, an international group of medical organizations hammered out a more expansive and inclusive definition of infertility:

			Failure to establish a clinical pregnancy after 12 months of regular, unprotected sexual intercourse or due to an impairment of a person’s capacity to reproduce either as an individual or with a partner. Fertility interventions may be initiated in less than 1 year based on medical, sexual, and reproductive history, age, physical findings, and diagnostic testing. Infertility is a disease, which generates disability as an impairment of function.

			Infertility can also be broken down into two different categories (though these definitions aren’t as inclusive as the one above): 

			Primary infertility. A condition in which pregnancy has not been achieved after at least 1 year (6 months for females 35 or older) of having sex without any form of birth control.

			Secondary infertility. A condition in which pregnancy has been achieved in the past but can no longer be achieved after at least 1 year (6 months for females 35 or older) of having sex without any form of birth control.

			Understanding Female Fertility

			Let’s take a trip down memory lane to junior-high health class. If you want to understand your infertility, you need to understand how the female reproductive system is supposed to work. This information will help you ask good questions and better understand your doctor. You may want to return to it as a glossary once you read future chapters.

			The Female Reproductive System

			The female reproductive organs are exclusively internal and are made up of the following organs: 

			• Vagina. A muscular tube located between the external genitals and the cervix.

			• Cervix. The lowest region of the uterus that attaches to and provides a passageway between the uterus and vagina.

		•  Uterus. A pear-shaped, hollow, expandable organ located in the lower abdomen between the rectum and bladder. This is where fertilized eggs implant and gestate before birth. Also known as a womb.

		•  Oocytes. Female sex cells, also known as eggs. (Sex cells—whether female or male—are sometimes also called gametes.) A person is born with one to two million eggs but starts losing them immediately. By puberty, only 300,000 to 500,000 remain. 

			• Ovaries. The small, internal glands located on both sides of the uterus that produce eggs.

			• Follicle. A small, fluid-filled sac in the ovary that contains one immature egg.

			• Ovum. A mature egg ready for ovulation. Once the menstruation cycle begins, eggs grow slowly—approximately 1 to 2 mm per day—until one takes the lead and matures, eventually reaching 17 to 20 mm.

			•Ovulation. Release of an ovum. But before the ovum releases, the body has a lot of work to do. It needs to produce and increase levels of luteinizing hormone (LH). Then, just a few hours before ovulation, the lead egg is divided in a process called meiosis, which gives it  twenty-three chromosomes.

			•Corpus luteum. A temporary cyst that develops after ovulation from the follicle that releases an egg. It quickly degenerates unless pregnancy has begun. Follicles that do not release an egg are absorbed back into the ovary until every egg is gone and menopause occurs.

		• Cumulus. A circular, mucous-based barrier created by the egg-releasing follicle to protect and support the egg. 

		• Zona pellucida. The membrane just beneath the cumulus. A sperm must fight its way through the cumulus and the zona pellucida to fertilize an egg—usually 12 to 24 hours after ovulation—in the fallopian tube.

			•Fallopian tubes. A pair of tubes attached to the upper part of the uterus. Fertilized eggs journey through them from the ovaries to the uterus.

			•Endometrium. The mucous membrane that thickens during the first half of the menstrual cycle to prepare for possible implantation. Also known as the uterine lining.

			Female Reproductive Hormones

			
						
Female Reproductive Organs
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			A healthy female reproductive system must continuously produce five important hormones to maintain that system: estrogens (E1, E2, E3), progesterone (P4), gonadotropin-releasing hormone (GnRH), follicle-stimulating hormone (FSH), and luteinizing hormone (LH). 

			•Estradiol (E2). The most important of the three estrogens during the reproductive years. It’s secreted from follicles on the ovaries and impacts the growth of reproductive organs, such as the vagina, fallopian tubes, uterine lining, and cervical glands.

			•Estrone (E1). Produced by both the ovaries and fat cells. When estrone levels are high, they promote weight gain, which then causes more estrone production, and so on. 

			•Estriol (E3). The weakest of the three estrogens. It’s released by the placenta—the organ that develops around a fetus—and thus is present only during pregnancy. 

			•Progesterone (P4). Produced by the ovaries. During the menstrual cycle, levels of this hormone fluctuate. When the corpus luteum forms after ovulation, it produces progesterone to enable implantation and support pregnancy until the placenta can take over production. 

			•Gonadotropin-releasing hormone (GnRH). Secreted by the brain. The release of GnRH stimulates the production of FSH and LH. 

			•Follicle-stimulating hormone (FSH). Produced  in the pituitary gland at the base of the brain. Together with LH, it regulates follicular function in the ovary. FSH stimulates follicles to increase estrogen and progesterone levels during the follicular phase of the menstrual cycle. Follicles grow until one takes the lead, secreting the most estrogen. Rising estrogen levels eventually signal to the brain that it’s time for ovulation and to stop producing FSH. 

			•Luteinizing hormone (LH). Produced in the pituitary gland at the base of the brain. Together with FSH, it regulates follicular function in the ovary. Rising estrogen levels signal to the pituitary gland when it’s time to release LH, which initiates ovulation.

			The Menstrual Cycle

			The menstrual cycle is, on average, 28 days, although cycles can be longer or shorter. Many people turn their attention to their cycle only when their period arrives—or doesn’t. However, understanding the significance of each day in your cycle is important when it comes to understanding your body and recognizing when there’s an issue.

			Menstrual Phase 

			Days 1–5. Enter the period—also known as “Aunt Flo” (AF) within the infertility community—when your uterine lining breaks down and leaves your body. You must have a full flow, as opposed to spotting, to be considered on cycle day 1 (CD1). Normal bleeding can last anywhere from 4 to 7 days. Both estrogen and progesterone levels are low. Follicles, each containing one egg, begin to develop in the ovaries during this time. 

			Early Follicular Phase 

			Days 6–7. One—or sometimes two and very rarely three—lead or dominant follicle continues growing to maturity. The others stop and are absorbed back into the ovary as estrogen rises. 

			Late Follicular Phase 

			Days 8–13. By the time day 8 arrives, that dominant follicle has grown much larger, period bleeding has subsided, and the increased estrogen levels cause your uterine lining to thicken in preparation for implantation. 

			Ovulatory Phase

			Day 14. Estrogen levels peak, causing LH levels to rise. LH then causes the mature follicle to burst open and release an egg. Women who have intercourse in the 3 days before, the day of, and/or the day after ovulation are most likely to get pregnant because sperm can live for 3 to 5 days in a woman’s reproductive organs when estrogen levels are at their highest.

			Luteal Phase

			Days 15–24. The newly released egg travels away from the ovary, through the fallopian tube, and toward the uterus. The corpus luteum produces progesterone, further supporting uterine lining development. If the egg is fertilized by a sperm in the fallopian tube, its cells begin dividing and it eventually becomes a blastocyst—a ball of hundreds of cells. Meanwhile, it continues its journey through the fallopian tube and attempts to attach to the uterus; this process is also known as implantation. If an egg remains unfertilized, it breaks apart.

			Days 24–28. If implantation doesn’t take place, the blastocyst doesn’t remain attached, or the blastocyst doesn’t continue to develop, and estrogen and progesterone levels drop. This change can impact your mood, causing irritability, anxiety, or feelings of depression. The menstrual cycle comes to an end when the unfertilized egg exits the body with the uterine lining, which takes us back to day 1, and a new period begins.

			Remember that everyone is different—and so is each cycle. Your cycle is still considered “regular” if your period comes every 25 to 35 days (counting from the first day of your last period to the start of your next).

			Some people’s periods function like clockwork, making it easy to predict the day it’ll arrive. Others are still regular but know only a general range of days when they might expect their period to begin. Many people battling infertility, however, have erratic or even nonexistent periods.

			[image: ]

			What You Need to Know About Egg Health

			Typically, between 300 and 400 eggs—approximately one per menstrual cycle, though that number declines with age—will reach ovulation during a person’s reproductive lifetime. But what’s going on with those eggs prior to ovulation? It all starts before you’re even born.

			Approximately 95 percent of embryo health is derived from the egg, according to Dr. Allison K. Rodgers, a board-certified reproductive endocrinologist with Fertility Centers of Illinois in Chicago. There are a number of factors that can lead to poor egg health.

			
				
					
					
					
				
				
					
							The Egg Development Process

					

					
							Stage

							Description

							Timeline

					

				
				
					
							Primordial

							Most immature stage; dormant and small

							First 5 months of gestational development within the womb

					

					
							Primary (or preantral)

							Initial cell division, leading to growth

							Last 3 months of gestational development

					

					
							Secondary

							Cell divides into two, the smaller of which deteriorates and the larger of which advances to the next stage

							Beginning at puberty, new follicles grow each menstrual cycle; 90 days before ovulation

					

					
							Early tertiary

							Basic structure of the mature follicle has formed and no novel cells are detectable

							10 days before ovulation

					

					
							Late tertiary

							Majority of the follicles that started growth have died; eventually, only one will be viable (dominant follicle)

							5 days before ovulation

					

				
			

			Age

			As much as we hate to admit it, a biological clock does exist. As Dr. Rodgers explains, when we talk about age and fertility, “we’re talking about the percentage of eggs that have the ability to do their job of making a baby.” 

			When a woman is in her 20s, between 50 and 75 percent of her eggs should be of good quality. That percentage goes down to between 25 and 50 percent by her mid-30s and 15 percent by the time she’s 40 years old. (For more information, see the advanced reproductive age “diagnosis” in the appendix.)

			Perhaps not surprisingly, research conducted by RESOLVE: The National Infertility Association and Shady Grove Fertility found  that 87 percent of respondents younger than 35 and 81 percent older than 35 wish they had better understood the link between age and fertility earlier.

			Dr. Shruti Malik, a board-certified reproductive endocrinologist with Shady Grove Fertility in Fair Oaks, Virginia, explains, “As [people] age, hormonal changes begin to take place. There is a lot going on, but of particular interest are the two main hormones controlling the development and release of the egg each month. These are follicle-stimulating hormone (FSH) and luteinizing hormone (LH).”

			If age has begun to impact your egg health, one of the first symptoms you might notice  is your cycles shortening. Dr. Rodgers says,  “If they were always 28 days and now they’re 24 days, that’s something that can happen when quality declines. Additionally, you might have true menopausal symptoms, such as hot flashes and vaginal dryness. But that’s not until things get really severe.”

			Dr. Rodgers adds, “There’s so much variability, and that’s why it’s really important to meet with a doctor if you’re having trouble conceiving.” In other words, if you are older than 35 and are having trouble conceiving, the sooner you visit your doctor, the better.

			
			Busted

			
Myth: I’ve got time.

			Dr. Lynn Westphal, a reproductive endocrinologist and chief medical  officer at Kindbody in New York, says  it’s not uncommon to see stories of  people giving birth in their late 40s or  early 50s and think, “If they can get  pregnant, I’ve got plenty of time.” But the truth is these people are the exception,  not the rule. And most likely, they did not  get pregnant easily.

			“Many people are not aware of the  decline in fertility with aging,” says  Dr. Westphal. “Also, many lose track of  time and don’t realize that there is a big difference even between ages 35 and 40.”

			

			Poor Blood Flow

			Healthy eggs require oxygen-rich blood flowing to your ovaries. Low oxygen levels may result in immature eggs that don’t fertilize, implant, or develop properly. Lack of exercise, dehydration, and thick blood can all reduce blood flow. 

			
Hormonal Imbalance

			An imbalance of any of the five crucial  hormones—estrogens (E1, E2, E3), progesterone (P4), gonadotropin-releasing hormone (GnRH), follicle-stimulating hormone (FSH), and luteinizing hormone (LH)—can result in poor-quality eggs or no ovulation at all.

			Although some over-the-counter supplements purport to help regulate these hormones to normal levels, be wary—and never take supplements or adjust dosages without your doctor’s knowledge and ongoing monitoring. Sometimes they can do more harm than good. 

			Instead, it’s good practice to receive a full fertility workup, once a year—and more often if diagnostics come back showing something abnormal. Work with your doctor to develop a plan to regulate abnormal hormone levels through a combination of prescription medication and approved supplements.

			Lifestyle Factors

			A variety of lifestyle factors may impact your egg quality:

			
				 Smoking and using recreational drugs

				 Exposure to environmental chemicals (parabens, phthalates, bisphenol A, bisphenol S, flame retardants, and pesticides)

				 High caffeine and/or alcohol intake

				 Being underweight or overweight (BMI of less than 18.5 or more than 25) 

				 An unbalanced diet, especially one low in fertility-fueling foods (see chapter 8)

				 Not getting enough sleep on a regular basis

			

			Just remember: Your actions are one aspect over which you have control throughout this journey. Feel empowered by that!

			Certain Health Conditions

			Certain health conditions can impact your fertility. In fact, you may already have been diagnosed with a condition—such as polycystic ovary syndrome (PCOS) or endometriosis—earlier in life and weren’t told at the time how it would impact your future fertility. 

			Not all people who have PCOS produce unhealthy eggs. However, if you have elevated male hormone (predominantly testosterone) levels, you are likely to have poor egg quality. 

			Endometriosis is often associated with higher levels of inflammation from macrophages (a type of white blood cell) and cytokines (secreted by cells in the immune system). Some believe the presence of this inflammation is toxic to eggs, impacting their quality and ability to develop into healthy embryos. 

			Those of us with endometriosis, myself included, often develop ovarian cysts called endometriomas. These cysts are filled with a combination of menstrual debris, endometrial tissue, blood, and more. Their dark brown pigment has earned them the nickname “chocolate cysts.” Endometriomas cause hormonal imbalances that impact egg development, quality, and even overall count.

			Endometriosis can also leave scar tissue throughout your reproductive system, blocking blood flow to or within your ovaries. And remember, your ovaries need plenty of blood flow to produce healthy eggs.

			There are many other medical conditions that can cause infertility. In the appendix, you’ll find the nitty-gritty on each. 

			
				Warrior Wisdom 

			Don’t Wait If You Have a Known Condition

			Sarah, Ontario, Canada

			Sarah knew she had an autoimmune disease. What she didn’t know, however, is how this disorder needlessly extended her journey to pregnancy. “I wish I had known then that you don’t have to wait a year if you have an existing medical condition that impairs fertility.”

			

			Signs and Symptoms of  Female Infertility

			Let’s look at some general signs that might indicate a fertility issue.

			
				 Irregular cycles

				 Rarely or never menstruating

				 Periods lasting longer than 7 days

				 Short luteal phase

				 Hormonal imbalance

				 Pain during sex

				 Recurrent miscarriages

				 Chronic health issues and past illnesses

				 Certain medications

			

			Irregular Cycles

			If your menstrual cycle is less than 25 days or longer than 35 days, it’s considered irregular.

			Cycles lasting less than 25 days indicate you likely are not ovulating. (You can still bleed even if you don’t ovulate.) A short cycle could also be a sign of low egg quality and/or quantity (diminished ovarian reserve). As the number of available eggs decreases throughout your reproductive years, the brain releases higher amounts of FSH, which results in earlier follicle development and ovulation—and thus shorter menstrual cycles. 

			Cycles lasting longer than 35 days indicate you likely are not ovulating or are ovulating much later than expected. If you don’t ovulate, progesterone is never released by the corpus luteum. Instead, your uterine lining continues to thicken in response to estrogen levels. Eventually, your lining thickens to the point of instability and your period begins, often consisting of heavy, prolonged bleeding. 

			Rarely or Never Menstruating

			Dr. Rodgers explains, “If you’re not having a monthly cycle, you’re probably not ovulating—or not ovulating strongly or regularly.” 

			If your body mass index (BMI) is less than 18.5, this could explain your lack of a period. Remember, fat cells produce estrogen. So, if you don’t have enough body fat, you also won’t have enough estrogen for your cycle to function properly. Sometimes this is easily resolved by gaining weight to return to a normal BMI range (18.5 to 25).

			If you’ve never had a period, there may be a development problem with your uterus or vagina. If your once-regular period has stopped, it could indicate a uterine abnormality, like scar tissue or the premature onset of menopause. 

			Periods Lasting Longer Than 7 Days

			Dr. Rodgers says, “If your periods are very heavy or very long, this may be a sign of a  hormone imbalance or an anatomic issue with the uterus.” Polyps, fibroids, an infection within the uterus or cervix, endometriosis, and even cancer can result in a long period, prevent implantation, and possibly increase your chance of a miscarriage should implantation occur. More rarely, it can indicate a blood clotting condition, which should be evaluated and treated by a hematologist.

			Short Luteal Phase

			The average luteal phase lasts for 12 to 16 days. When your luteal phase is less than 12 days, it’s a sign that your body doesn’t produce enough progesterone—perhaps because the corpus luteum has failed—and your uterine lining is not thick enough for healthy implantation. In this case, if you do become pregnant, the result might be an early miscarriage.

			Laura and her husband from Michigan had been trying to conceive for only a few months after she stopped taking birth control—which regulates your hormones and might mask any natural hormonal imbalances—when she suspected there might be an issue. “I was tracking my cycle and realized there was not enough time between when I ovulated and when I started spotting. I also spotted several days before my period started, and I no longer had any breast tenderness leading up to my period and always had before. They seemed like small things, but I could tell something was off. ”

			A short luteal phase is a red flag, and if you find yourself in the same position as Laura, it’s time to consult a doctor.

			Hormonal Imbalance

			Other signs of a hormonal imbalance include:

			
				 Excessive hair growth in unwanted places, such as the lips, breasts, or lower abdomen

				 Thinning hair

				 Weight gain or loss

				 Milky white discharge from your nipples (unrelated to breastfeeding)

			

			
			Busted

			
Myth: If there’s no family history of infertility, I can’t possibly have it.

			“Every woman’s fertility is different, and even very fertile families may have someone with a fertility problem,” explains Dr. Westphal. 

			People might also feel shame around  their infertility. There’s good chance that  if someone in your family went through it,  they might have kept it to themselves.

			

			When Elisa from Missouri stopped birth  control to try to conceive, she observed changes in her body. “My period started disappearing— 4 days turned into 30 light hours. I also noticed many symptoms that pointed toward a hormonal imbalance—long cycles, weight gain, dark hair growth on my face (and thighs and stomach and toes!), night sweats, migraines, and so much spotting.” Turns out she had PCOS. 

			Other Signs

			Your body has many other ways of telling you that something may be off, including:

			
			
 Pain during sex. Pain during sex can be a warning sign for endometriosis or scar tissue in the pelvis.

				
Recurrent miscarriages. Experiencing multiple miscarriages typically points to issues with sustaining a pregnancy rather than getting pregnant. (But remember, recurrent loss is a type of primary infertility.)

				
Chronic health issues and past illnesses, including cancer and sexually transmitted infections (STIs). Chronic health issues from diabetes to thyroid disorders to endocrine- related conditions can impact fertility. Cancer-related issues, such as surgery or chemotherapy and radiation, can damage eggs or sperm. STIs can cause scarring or blockage in reproductive organs, including the fallopian tubes, where damage to the tissue can prevent fertilization or the transport of the embryo into the uterus. 

				
Certain medications. Many psychiatric and epilepsy medications can increase prolactin levels, which can inhibit FSH and GnRH and thereby interfere with cycles. Be up-front with your doctor about what medications you’re taking and ask how they might impact your fertility. 

			

			
			Busted

			
Myth: Infertility is a female-only problem.

			Male-factor infertility is just as common as female-factor infertility, accounting for one-third of all cases. Another one-third of cases can be attributed to female infertility, and the rest are due to a combination of issues between male and female partners or unknown causes.

			

			
Understanding Male Fertility

			Male partners are often overlooked during the initial fertility workup and early diagnostic exploration. Many don’t even have a semen analysis until pretty deep into the process—they either don’t want one or the doctor doesn’t suggest it. Yet male fertility is on the decline and has been for a while. Four decades ago, the average sperm count was approximately 50 percent higher than today. However, sperm count is only one possible cause of male infertility. So let’s go back to health class for a refresher on the male reproductive system. 

			The Male Reproductive System

			The male reproductive system is both external and internal. 

			External reproductive parts:

			•Sperm. These are the male sex cells—and they’re 10,000 times smaller than eggs. The sperm development cycle is known as spermatogenesis. Every second, the average person produces approximately 1,500 sperm. If you do the math, that’s more than 500 billion sperm over the course of a lifetime. These little packets of DNA have one goal: to fertilize an egg by swimming from the bottom of the cervix up into the fallopian tube.

			• Penis. The penis has three parts: the root (attached to the wall of the abdomen); the body, or shaft; and the glans, or head (the dome-shaped end of the penis). The glans is covered with a loose layer of foreskin (if the penis has not been circumcised). At the tip of the glans is the opening of the urethra, which transports semen and urine. Semen, which contains sperm, is ejaculated through the end of the penis when it is erect and reaches sexual climax. 

			•Scrotum. A loose sac of skin that hangs directly behind the penis. Inside are the testicles, many nerves, and blood vessels. Even though the scrotum seems tender, it actually provides protection for the testicles. The testicles must be slightly cooler than body temperature for normal sperm development, so the scrotum acts as their climate control. When testicles are cold, the scrotum contracts to bring them closer to the body for warmth. When they’re too warm, it relaxes, allowing them to cool down away from the body. 

			•Testicles (testes). Each oval teste is secured at both ends by a structure called the spermatic cord. The testes are in charge of making testosterone (the primary male sex hormone). But this isn’t their only—or most important—job. Within the testes are tubes, called seminiferous tubules, that are responsible for producing sperm cells. 

			•Sertoli cells (nurse cells). These cells are located within the seminiferous tubules and aid the early sperm development process.

			•Epididymis. A long, coiled tube resting on the back of each testicle. It acts like a parental figure to young sperm by carrying and storing them, then bringing them to maturity. 

			Internal reproductive parts:

			•Vas deferens. A long, muscular tube travels from the epididymis into the pelvic cavity and behind the bladder. Once the epididymis has finished helping the sperm mature, the vas deferens transports it to the urethra in preparation for ejaculation.

			• Ejaculatory ducts. These are formed by the fusion of the vas deferens and the seminal vesicles. The ejaculatory ducts empty into the urethra.

			•Urethra. The urethra serves a dual purpose. This tube runs through the center of the prostate gland and carries urine from the bladder. Additionally, it’s in charge of ejaculating semen full of sperm when the man reaches sexual climax. When the penis is erect, the flow of urine is blocked from the urethra, allowing only semen to be ejaculated.

			•Seminal vesicles. Sperm need a sugar rush to get moving. The seminal vesicles—sac-like pouches attached to the vas deferens near the base of the bladder—produce a sugar-rich fluid that provides sperm with a source of energy and helps them move. In fact, this fluid makes up the majority of a man’s ejaculate. 

			•Prostate gland. Those tiny sperm need all the nourishment they can get, and that’s exactly what the prostate gland provides. This walnut-sized structure is located below the bladder and in front of the rectum. Just like the seminal vesicles, the prostate gland contributes fluid to the ejaculate. 

			•Bulbourethral glands. Just below the prostate gland, on the sides of the urethra, you’ll find the bulbourethral glands, or Cowper’s glands. They’re small, pea-sized structures that produce a clear fluid that empties directly into the urethra. The fluid lubricates the urethra and neutralizes any acidity caused by residual drops of urine.

			• Leydig cells. These cells, found adjacent to the seminiferous tubules, produce testosterone in the presence of luteinizing hormone (LH).

			Male Reproductive Hormones

			The entire male reproductive system is dependent on five primary hormones that regulate the activity of cells and organs.

		• Gonadotropin-releasing hormone (GnRH).Secreted by the brain. The release of GnRH stimulates the production of FSH and LH. 

		• Follicle-stimulating hormone (FSH). Produced in the pituitary gland at the base of the brain. FSH stimulates the Sertoli cells to produce an androgen-binding protein. (Androgen is a male sex hormone.) This protein initiates testosterone production and kicks off spermatogenesis.

			• Luteinizing hormone (LH). Produced in the pituitary gland at the base of the brain. LH plays a smaller role by stimulating more testosterone production in the testes to continue the process of spermatogenesis. 

			• Testosterone. Produced by the Leydig cells located next to the seminiferous tubules inside the testicle. It’s stimulated by LH and required for normal spermatogenesis.

			• Inhibin. Produced in the testes and released by the Sertoli cells. As testosterone levels increase, inhibin slows spermatogenesis by inhibiting GnRH, FSH, and LH production. Once the sperm count drops to 20 million/ml, the Sertoli cells cease producing inhibin, allowing spermatogenesis to continue.

			What You Need to Know About Sperm Health

			Most male infertility occurs as a result of issues with sperm production or delivery. The sperm cell is the smallest in the body, whereas the egg cell is the largest. Although sperm is about 10,000 times smaller, it contains the same amount of DNA as the egg. Sperm take approximately 64 days to develop and an additional 5.5 days to travel the length of the epididymis. Their development can be broken down into four phases. 

			Sperm production begins in the brain with the hypothalamus. The hypothalamus is constantly monitoring blood testosterone levels, which communicate the level of testicular activity. When blood testosterone starts slipping, the hypothalamus starts its engine and secretes GnRH. GnRH flows to the pituitary gland, stimulating the production of LH and FSH.

			LH travels away from the pituitary gland and into the testicles, where it stimulates cells in the connective tissue surrounding the seminiferous tubules to secrete testosterone. Once testosterone is secreted, FSH concentrates it into the seminiferous tubules, where sperm are finally made. 

			Sperm starts as a germ cell that divides and becomes a baby sperm, or spermatid. A spermatid is then nourished by nurse cells in the testicle, where it slowly grows a tail—which is crucial for the swimming process in the race for fertilization. Once it’s developed, the sperm is released from the testicle’s nurse cells and sent into the epididymis. This is where it finishes maturing, prepares to swim, and is stored until it is ejaculated out of the body. 

			
				
					
							The Sperm Development (Spermatogenesis) Process

					

					
							Phase

							Description

							Timeline

					

				
				
					
							Mitosis of the spermatogonia

							Undeveloped germ cells (type A spermatogonia) in the seminiferous tubules undergo mitosis, splitting into type B spermatogonia and new type A spermatogonia. The type B spermatogonia divide into primary spermatocytes.

							First 16 days of spermatogenesis

					

					
							First meiosis

							Primary spermatocytes develop in their complexity and double their internal DNA. Each primary spermatocyte becomes two secondary spermatocytes. 

							Next 24 days of spermatogenesis

					

					
							Second meiosis

							Each secondary spermatocyte divides to become two spermatids, each with only half of the original DNA material.

							Next several hours of spermatogenesis

					

					
							Spermiogenesis

							Spermatids transform into sperm cells

							Final 24 days of spermatogenesis

					

				
			

			Fertilization and Conception

			The great migration for those warrior sperm cells has just begun—and most won’t survive to become the king of fertilization. But the sperm aren’t going down without a fight. 

			After ejaculation, the liquid portion of semen continues to protect the sperm and prevent them from getting turned around and going in the wrong direction. 

			The capable sperm go into the cervical canal—a much more sperm-friendly environment full of cervical mucus. During ovulation, that mucus is stretchy, clear, and thin and will carry the sperm to the egg. 

			The sperm cells aren’t finished—or safe—yet. Newly ejaculated sperm cells spend close to an hour undergoing biochemical changes, picking up a tail-thrashing pace just to make it into the uterus and fallopian tubes. 

			The key to any rendezvous is timing. If you’re in the right place at the wrong time, you will miss meeting your soulmate. The same goes for sperm cells as they’re racing to reach an egg. That egg isn’t just sitting around waiting for a sperm to come find it, though. The egg is on its own journey through a fallopian tube from the ovary. 

			Sperm that reach the fallopian tube too quickly could die before the egg even shows up. Those that are late will miss their chance with the now-departed egg. 

			The sperm that reach the egg win a chance for a date. But they still have some wooing to do before an egg gives in to fertilization. The sperm now needs to tunnel through the hard outer layer of an egg—alongside hundreds of other sperm fighting the same battle. 

			Once a clear sperm winner has successfully penetrated the outer layer, the egg experiences an immediate chemical reaction, preventing other sperm cells from also penetrating (in most cases, anyway). The chromosomes carried by both the sperm and egg join together, officially fertilizing the egg. 

			Within just a few hours, the newly fertilized couple divides multiple times. After a week, a ball of about one hundred cells (a blastocyst) finds the uterus, settles in, and gets comfy-cozy in the uterine lining. The sperm and egg have officially gone beyond fertilization and reached implantation. 

			
				
					
							Semen Parameter

							Description

							Reduction Over 20 Years, from ages 26–46 

					

				
				
					
							Concentration

							Total sperm count

							66% fewer sperm

					

					
							Motility

							What percentage of the sperm moves

							15% less movement

					

					
							Morphology

							The shape and appearance of the sperm

							4%–18% fewer normally shaped sperm

					

					
							Volume

							How much semen is ejaculated at once

							3%–4% less seminal volume

					

					
							
							Source: Harris, Isiah D., Carolyn Franczak, Lauren Roth, and Randall E. Meacham. “Fertility and the Aging Male.” Reviews in Urology 13, no. 4 (2011): e184–e190. https://doi.org/10.3909/riu0538.


					

				
			

			Possible Causes of Poor Sperm Health

			Although only 5 percent of embryo health is derived from sperm, it obviously still plays an important role. Like with eggs, sperm development and delivery can run into issues. 

			Age

			Yes, age impacts sperm, too. The older you are, the more likely you are to have more chronic health issues, like diabetes and high blood pressure, that impact your fertility. Additionally, as you age, you may produce more sperm with DNA abnormalities, which can lead to miscarriages or birth defects. You are also more likely to experience erectile dysfunction and weight gain. 

			Advanced paternal age is generally considered older than 40 or 45 years old. However, you never stop producing sperm, except in cases of disease or structural damage.

			Most studies show that age negatively impacts sperm health, although some have mixed results.

			
			[image: lightening bolt icon] Although age is not a barrier you can change, the action you can take is getting a semen analysis—and potentially a physical examination and blood work by a reproductive urologist—as soon as possible.

			

			Hormonal Imbalance

			An imbalance of any of the five crucial  hormones—GnRH, FSH, LH, testosterone, and inhibin—can result in abnormal semen parameters.

			
Lifestyle Factors

			Lifestyle factors may contribute to poor sperm health:

			
				Smoking and using recreational drugs

				Exposure to toxins and testicular heat

				High caffeine and/or alcohol intake

				Being underweight or overweight  (BMI of less than 18.5 or more than 25)

				An unbalanced diet, especially one low  in antioxidant-rich foods

				Not getting enough sleep on a regular basis

				Overexercising

			

			Chronic Health Conditions

			Chronic conditions such as diabetes and liver cirrhosis can cause abnormal ejaculation. Again, it’s best to consult a reproductive urologist if you have any ongoing health concerns that might impact your fertility.

			Signs and Symptoms of  Male Infertility

			
				 Changes in hair growth or sexual desire

				 Pain, lump, or swelling in testicle(s)

				 Problems with erection or ejaculation

				 Small, firm testicles

				 Being underweight or overweight  (BMI of less than 18.5 or more than 25)

				 Past cancer treatments

				 Exposure to toxins or heat

			

			Changes in hair growth or sexual desire. Either of these could indicate a hormonal imbalance. 

			Pain, lump, or swelling in testicle(s). Swelling could be a varicocele—a swollen varicose vein in the testicle. This dramatically decreases sperm count and, in turn, decreases your chances of successfully conceiving. Pain or a lump could be a sign of testicular cancer.

			Problems with erection or ejaculation. Either of these could be due to a hormonal imbalance.

			Small, firm testicles. This is another sign of a possible hormonal imbalance. In more serious instances, small, firm testicles are a symptom of premature testicular failure. 

			Being overweight. Being overweight can produce an excessive amount of estrogen and decrease sperm production. 

			Past cancer treatments. Chemotherapy can damage a testicle’s ability to produce sperm. 

			Exposure to toxins or heat. Sperm are very sensitive to toxins and heat. People who are often exposed to chemicals can have a lower sperm count and difficulty conceiving. A low sperm count can also be caused by heat from hot tub use, hot baths, and excessive bike riding. 

			
				
Busted


				
Myth: Infertility is something shameful.

				Many people feel that infertility makes them “less than”—less valuable to their partner or a disappointment to their family. If there’s anything I want you to take away from this book, it is that your infertility is not your fault. It’s important to feel all your feelings surrounding infertility, rather than trying to shove them down. But struggling with infertility isn’t shameful. It does not define you or affect your worth as a human being. 

			


			When to See an Ob-Gyn vs.  a Reproductive Endocrinologist

			Many warriors were initially reluctant to seek medical advice. Melinda waited 4 years—until she was 38—before seeing a reproductive endocrinologist (RE).

			Lilly from Indiana had previously given birth, so she never thought conceiving again would be an issue.

			“I was very naive and didn’t think anything was wrong with me,” she admits. “I kept assuming it wasn’t happening because my husband was a long-haul truck driver and gone for 10 to 12 days at a time.”

			After about a year, Lilly saw her ob-gyn but didn’t find the appointment helpful. A year later, she consulted another general practitioner, who sent her for blood work and an ultrasound, but the results were never shared with her. Finally, after more than 4 years of trying for another child, she and her husband, Paul, went to a fertility clinic for help.

			Brad from Illinois was not ready to consult an RE until he and his wife, Lisa, had been trying unsuccessfully for more than 2 years.

			“We started trying when I was just a month shy of 27,” Lisa explains. “I had regular periods prior to going on the pill when we got married and had no worries about being able to become pregnant. The month after going off the pill, my cycle returned and came every month on the dot. A year passed, with no positive test. My husband was not ready to see a doctor. Another year and a half went by before we called the RE my PCP recommended.” 

			Unfortunately, they had to wait 2 additional months for the initial fertility clinic consultation, which is not uncommon. 

			Greg from Vermont also wanted to wait before seeking medical help. Although his wife, Suzanne, knew they should see a doctor after only 6 months due to their ages, he wasn’t on board until they had been trying for 10 months—at least partially due to stress in other areas of his life.

			“It was very stressful after the first 3 to 4 months,” says Suzanne. “We started trying to time things better, but it felt like sexual coercion and I hated it. We also were going through some difficult times with his father dying and his mother falling ill and needing intensive care. So, there were a lot of stressors.”

			If you are still on the fence, consider this: If you are 35 or older and have been trying for 6 months, or if you are younger than 35 and have been trying for a year, and you have not achieved pregnancy or have experienced more than one loss, it’s time to get evaluated.

			Dr. Rodgers says, “It really breaks my heart to hear stories of people trying for years without success when, sometimes, easy minimal treatment could have helped them have a child years sooner.”

			Once you decide to schedule a preconception appointment at a minimum, there’s another determination to make: whom to ask for help. Advocating for yourself and your future family isn’t an easy job. You need the best team of doctors supporting you along the way, and you have a few options about where to start. 

			It’s extremely likely that your ob-gyn has expertise in general women’s health and pre- and postnatal care—not helping people become pregnant. Unless there’s an obvious cause, most ob-gyns won’t be looking for signs of infertility.

			“Most ob-gyn offices are focused on health maintenance and addressing current issues,” points out Dr. Westphal. “They may not have time or may not feel comfortable bringing up the topic of fertility.”

			Dr. Rodgers points out that many ob-gyns do great low-invasive infertility work. However, those who are interested in it usually stick to prescribing Clomid (an ovulation-stimulating drug—more on this in chapter 5) and timed intercourse (see chapter 6). And sometimes this just isn’t enough. 

			“If you’ve done three courses of treatment and you’re not successful, it’s time to move on,” she advises. Some patients, such as those of advanced reproductive age, would benefit from seeing an RE even sooner. 

			An RE starts out as an ob-gyn and then receives 3 years of additional training that focuses specifically on reproductive endocrinology and infertility. 

			Sarah, the woman with an autoimmune condition, had no choice but to start with her ob-gyn because, in Canada, “they are the gatekeepers to the fertility world.” However, she regrets not seeing a specialist sooner. “In retrospect, I spent a lot longer with the ob-gyn than I should have before going to an RE.”

			Emily from Oregon also started with her ob-gyn because “the cost of an RE made me scared to go that route.” Looking back, she too has second thoughts about that decision.  “I wish I had just started with an RE. It would have saved me precious time.”

			If you’re particularly attached to your ob-gyn, perhaps start by having an open and honest discussion. Find out how they’ll assess you, what treatments they’re willing and able to administer, and if they feel your situation requires the immediate attention of an RE. Divyagiri from Germany says, “My ob did an exploratory laparoscopy with hysterosalpingogram, which came back normal. Then we were referred to the RE, who did a full workup for both my husband and myself.”

			But you don’t have to wait. “If you are even thinking about it, you shouldn’t hesitate to make an appointment [with an RE],” says  Dr. Rodgers. “A reproductive endocrinologist will be able to identify whether there is something preventing your success. Remember that you are the captain of your fertility journey and have the power to make decisions about what you want and don’t want. It’s important to find a doctor who is a good fit and can work as a teammate with you to empower and involve you in clinical decisions.”

			
						
					
							
							OB-GYNs vs. Reproductive Endocrinologists

						
					

					
							
							OB-GYNs

							Reproductive Endocrinologists

					

						
						
					
							Specialization

							Focused on women’s health and pre-  and postnatal care. Most are not trained extensively in fertility.

							Ob-gyns with years of additional medical training who specialize in both female and male aspects of fertility.

					

					
							Cost

							A visit is typically inexpensive and,  in most cases, covered by insurance.

							Appointments and treatments are more expensive and may not be covered by insurance.

					

					
							Fertility treatments offered

							Many, but not all, can help with timed intercourse or intrauterine insemination.

							Trained in a wide variety of fertility treatments,  from timed intercourse to in vitro fertilization (IVF).

					

					
							When to make  an appointment

							You should be seeing your ob-gyn annually. When you’ve decided to start building your family, you can schedule  a preconception visit to request an initial female and male workup.

							When you’re younger than 35 and haven’t conceived after a year of trying, or when you’re older than 35 and haven’t conceived after 6 months of trying. Also consider making an appointment if you have known health conditions that can impact fertility.

					

				
			





				
Coping and Getting Support 

		
	It’s essential to set up a supportive foundation at the beginning of your journey.

			
[image: ]  Warrior Action Steps 

			Discuss Possible Infertility with Your Partner

			

			When you start to suspect that you and your partner are facing a fertility issue, find a time—when both you and your partner are calm and unemotional—to have a conversation. Without placing blame or being judgmental, discuss the following topics:

			• How important it is to build your family.  Most couples have this conversation more than  once throughout the course of their relationship. But as situations change, so do people’s feelings. Infertility journeys are marathons, and it’s important to discuss early and often how important it is— for you as a couple and as individuals within the relationship—to build your family.

			•  Your worries about possible infertility.  Are you scared your partner will leave you? Or vice versa? Does infertility threaten your identity? Is it painful to think that your path to a family won’t look like what you had hoped? Get your fears out in the open so you can both be sensitive to each other’s needs.

			•  Why you love each other. You didn’t pick your partner based on their ability to have children. It was their personality, your shared values, and a million other factors that brought you two together. Reassure each other as you begin on this journey—and throughout.

			
[image: ] Warrior Action Steps

			Single Parents: Gather Your People

		

	I’ve worked with and interviewed many single infertility warriors over the years and all agree that building a support system is vital. No one should walk this journey alone.

			•  Find a support group. There are a lot of options. Motherhood Reimagined, led by single mom Sarah Kowalski, is my favorite. RESOLVE: The National Infertility Association also has local support groups all over the country, so check out the map on its website. There are also Facebook groups, such as Surviving Single Parenthood.

			•  Don’t forget friends and family. Unless someone you know has told you they struggled with infertility or is pursuing single parenthood, you might feel like you’re living alone on an island. But if you already have any close relationships, consider inviting them into your world.

			•  Narrow down your circle. The exact number  of people is up to you, but most people cast a wide net and select only a handful for regular, ongoing updates and support.

			•  Check your gut. Sometimes sources of support—online, in-person, friend, family— can get overwhelming, especially for people  who are already stressed out by the infertility journey. As always, do what feels best for you.  


			Warrior Wisdom

			Know When to Ask for Help

		

	“I have never been someone to ask others for help. My mother died when I was young, and I have been fiercely resourceful. Learning to ask for help and seeing people rise to the call and go above and beyond was gratifying  and a life lesson beyond infertility.”— Allison, New York

			
[image: ] Warrior Checklist

			Understanding Infertility

		

		
		❑ Learn the definition of infertility and the difference between primary and secondary infertility.

				❑ Get familiar with both the female and male reproductive systems and how they should function.

				❑ Understand the factors that impact egg and sperm health and how they can cause infertility.

				❑ Know the signs and symptoms of both female and male infertility.

				❑ Consider whether it’s time for you to see a reproductive endocrinologist.

				❑ Begin practicing coping mechanisms and leaning on your support system to make it through  the tough times.

		

			Add more items to your Warrior Checklist or jot down any notes here:

	



		

	
		
			
How to Select the Right Doctor and Prepare for Your First Visit 
Chapter 2


			I met my future husband in my second week of college. I had just started a job as a staff writer at one of the university’s student newspapers. The paper’s photo editor, Brett, offered to lend me a camera for my first story. Because we’d only communicated via email, he suggested that we meet at the dumpster next to the main administration building on campus. Why the dumpster? His rationale was that no one else would be standing there, so it would be easy to identify each other. I later learned that he’d fallen in love with me that fateful day by that stinky dumpster. “She’s beautiful,” he told one of his best friends at the time, “and I’m going to marry her one day.” 

			And marry we did, three years later. 

			I’ve always been a focused, driven person, but that doesn’t mean I was uptight. Pre-infertility, one might have even called me easygoing. Things, especially with me and my husband, just had a way of working out. For example, our destination wedding was a disaster from start to finish: our wedding bands didn’t fit, our train to the airport caught fire, the flight to Jamaica was canceled, my mom lost her dress, the men’s suits hadn’t been properly hemmed and had to be held together with pins, and my husband forgot the music for our first dance. Oh, and it was June and the heat index in beautiful Montego Bay was about 100 degrees. Nearly all of our wedding photos are of people fanning themselves—you can practically chart the time of day based on the makeup-to-sweat ratio. 

			Even the earthquake that hit the island 2 days later, while we honeymooned, didn’t (pardon the pun) shake us. We rolled with all of it.

			If I planned a big event today and everything went wrong, I honestly would not be as relaxed and accepting. Infertility has changed me. I used to go with the flow—whatever happened, it wasn’t the end of the world. Earthquakes, train fires, dancing our first dance as a married couple in absolute silence—I could handle it. We both could. We loved each other and that was all that mattered. 

			When my husband wasn’t ready to start trying to conceive like I was a year after we were married, I didn’t press the issue. After all, we weren’t financially ready to support another human being, and I was more than happy to focus on building my career in public relations—for a while, at least.

			Five years later, when he gave the green light, I was excited—but I still wasn’t overly anxious or impatient.

			Even after my second miscarriage, I didn’t feel particularly hurried or concerned. We were sad about our two losses, of course, and desired answers, but we were certain that ultimately everything would just work itself out. We were so laid back that we selected our first fertility clinic based on how close it was to our house—because, you know, traffic. 

			And it was that sense that things will work out that kept me at that clinic for 8 months without a treatment plan, much less a pregnancy. 

			Finally, we were to start a timed intercourse cycle (see chapter 6), but the clinic lost my baseline blood work. In that moment, it hit me: I didn’t have to stay and shouldn’t just roll with the punches. If I wanted things to work out, I had to play an active part—a role I hadn’t assumed up until then. So, I did what I should have done originally and identified the best fertility clinic—not the closest—to help us achieve our goal.

			
				
Busted


			
Myth: I can choose my reproductive endocrinologist the same way I pick other doctors.

			It’s not only okay to have high standards when you’re looking for a reproductive endocrinologist, it’s encouraged. You deserve this! It’s important to consider the level of specialty care you’re seeking. Jody Madeira, a law professor at Indiana University, sifted through hundreds of interviews with infertility patients and doctors to write the book Taking Baby Steps. She points out that you wouldn’t use the same criteria to find a doctor to treat a sinus infection as you would to perform open-heart surgery. That same principle applies to picking a reproductive endocrinologist. 

			“They’re actually helping you and your partner to create life,” she says.

			

			How to Choose the Best Fertility Clinic

			Deciding to seek help from a reproductive endocrinologist is a huge step. It’s a scary, internal admission that something might be “wrong” with your (and/or or your partner’s) body, and as a result, the path that possibly lies ahead feels daunting.

			Making an educated decision about your fertility clinic and reproductive endocrinologist is a complicated process that involves weighing several factors, from location to reputation to success rates.

			In this chapter, I’ll help you figure out your priorities and provide a framework to help you walk through this big decision.

			I cannot say this enough: Not all fertility clinics are created equal. I’ve come up with nine criteria for selecting a clinic—a list I wish I had when I was starting my own journey. 

			
				 Your insurance coverage 

				 The clinic’s location 

				 The size of the clinic and the services it offers

				 Recommendations and reviews

				 The perfect-fit fertility treatment team

				 The quality of the clinic’s lab

				 Your experience at the initial consultation 

				 The doctor’s sense of urgency and ability to empathize 

				 Your gut feeling

			

			Your Insurance Coverage

			Don’t become a patient at a clinic just because it’s covered (in part or in full) by your insurance. Free or discounted infertility treatments will be of little comfort when you’ve been unsuccessful over and over again because you are at a subpar clinic.

			
			[image: lightening bolt icon] As someone who spent tens of thousands of dollars to have my daughter, I know that expenses throughout this journey are not taken lightly. However, I encourage you to consider cost as only one of many factors when making your decision. (See chapter 20 for creative funding options.) 

			

			The Clinic’s Location

			Treating infertility means a lot of appointments. A lot. If there are excellent clinics around you, then by all means pick the one that is most convenient. But if you have to travel an hour (or two) or across state lines to see the top specialist versus 15 minutes to see your third or fourth choice, to me, the answer is obvious: Go the distance. Yes, it’s a pain. And yes, you will have to do some explaining at work (see chapter 21). But it will be worth it in the long run.

			Most clinics can accommodate you even if you’re hundreds (or thousands) of miles away. Kara lives in North Dakota, a state where there is only one fertility clinic—200 miles away from Kara’s home. Luckily, the staff worked to limit how much she needed to travel.

			“In the first few treatments that we did, a lot of it was remote where I would—here in my own town—get the ultrasounds done so that they could look at my follicles. Then I would Skype with the doctors. They would get my blood work, and we would decide where to go from there,” she says.

			
			Warrior Tips 

			Discovering What Your Insurance Covers

			Hopefully you’re one of the lucky ones who lives in a state with mandated infertility coverage. As of this writing, those states include Arkansas, California, Colorado, Connecticut, Delaware, Hawaii, Illinois, Louisiana, Maine, Maryland, Massachusetts, Montana, New Hampshire, New Jersey, New York, Ohio, Rhode Island, Texas, Utah, and West Virginia (see chapter 19). If you don’t live in one of those states, call your insurance company to see what, if anything, they cover. (Mine, for example, covers all diagnostic procedures, including ultrasounds.)

			When researching how your insurance coverage will impact your fertility clinic options, find out the following:

			
				 What types of medications, diagnostics, and treatments are covered

				 If there’s a limit on the number of cycles or overall dollar amount they cover

				 If they cover only certain doctors or clinics

				 If there’s supplemental coverage you can purchase

				 How you can appeal a denied claim

			

		


			The Size of the Clinic and the Services It Offers

			There are several types of fertility clinics, from solo practitioners to sprawling fertility networks. Weigh the pros and cons of a clinic’s size and services, and choose the one that best aligns with your needs. 

			
Solo Practitioners and Small Practices 


			These specialty doctors offer treatment on a smaller scale. Some will offer only the treatments they’re familiar with and thus may have to refer you to other specialists as needs arise.

			Pros: 

			
				 Most offer a personable experience.

				 Direct access to your doctor rather than a fertility nurse

			

			Cons:

			
				 Accept fewer patients and might be more selective about whom they choose to treat

				 May not offer as many services

				 Limited resources when compared to large-scale practices

				 Limited discounts and financing options

				 May have you take birth control pills to time treatment cycles around their limited availability rather than your unique body

				 May not be open on weekends 

			

			Large, Full-Service Practices

			This collection of multiple specialists and doctors works together to provide mostly in-house treatment to patients. 

			Pros: 

			
				 Typically have in-house, state-of-the-art labs, equipment, and other resources 

				 More financing options than small practices

			

			Cons: 

			
				 May be impersonal; you are one of hundreds of patients 

				 You may not see the same doctor every visit, and your doctor might not be the one to perform procedures like IUI and IVF. 

				 You are more likely to communicate with a fertility nurse and other staff than with your doctor.

			

			Fertility Networks

			A fertility network is a group of clinics—typically large practices—that operate under the same parent company. 

			Pros: 

			
				 Often have even more resources than large practices 

				 More financing options than large practices

			

			Cons: 

			
				 May be impersonal; you are one of thousands of patients 

				 You may not see the same doctor every visit, and your doctor might not be the one to perform procedures like IUI and IVF. 

				 You may have to travel to other office locations for certain procedures.

				 You are more likely to communicate with a fertility nurse and other staff than with your doctor.

			

			
			IUI and IVF: What do they stand for?

			• IUI, or intrauterine insemination, is a procedure where the doctor bypasses the vagina and cervix and puts sperm directly into the uterus using a small tube (catheter).

			• IVF, or in vitro fertilization, is a procedure where eggs are retrieved from the ovaries, fertilized by sperm in a lab, developed into embryos, and transferred back into the uterus using a catheter.

			


			University- or Hospital-Based Clinic

			These treatment centers are affiliated with academic institutions or larger health-care organizations, often with a focus on research or teaching.

			Pros: 

			
				 Particularly when tied to a university, the doctors tend to take a research- and teaching-based approach, which could mean access to experimental techniques and steep discounts.

				 Access to resources similar to that of large clinics

			

			Cons: 

			
				 Medical students may observe appointments. 

				 You likely have to navigate a lot of red tape and bureaucracy.

			

			
			Warrior Wisdom

			You Don’t Have to Jump on the IVF Train 

			Beware of clinics that offer only IVF—or at least push it much, much harder over other less expensive and less invasive treatment options. Many infertility cases don’t require even IUI—just some Clomid and timed intercourse (see chapter 6). It’s worth going to the initial consultation appointment and hearing them out, but if the reproductive endocrinologist jumps straight to IVF without a really good reason—and you’re just not ready to take that step—that’s a major red flag that this clinic might not be a great fit.

			

			Recommendations and Reviews

			Infertility warriors understand the difficulty of choosing a clinic and doctor, so many will leave detailed reviews of the clinics and doctors they’ve used. Seriously, we write pages and pages about our experiences on review sites like FertilityIQ to make sure others have the best information at their disposal. Take advantage of these reviews. (FertilityIQ is a great resource, offering the latest research and a searchable database of doctors and clinics.)

			But don’t just look at the overall score. Remember, everyone has different priorities in choosing a doctor, so actually read the reviews so you can give more weight to reviewers who went through situations similar to yours. 

			For Brianna from Pennsylvania patient- doctor relationship and communication were important, so she wanted “someone with ‘raving’ reviews.” To achieve that goal, after much research, she chose an out-of-state clinic about an hour away from her home.

			Also, don’t be afraid to ask other infertility warriors—even people you’ve met online—for their recommendations. They can provide insights about how the clinic as a whole treats patients.

			If you start with your ob-gyn, the doctor might refer you to an RE. (Your insurance may even require this step.) However, proceed with caution, advises Katie from Wyoming. “I found my first RE through the recommendation of my ob-gyn. I later learned that this clinic aggressively recruited referrals from area ob-gyns through frequently taking them out to very fancy dinners. So, referrals may have substance, or they may mean nothing.” 

			
The Perfect-Fit Fertility Treatment Team

			A team-based approach to treating fertility is becoming more and more common. There are always outliers, especially in remote areas and at solo practitioner clinics, but chances are your fertility clinic team will consist of at least some of the following professionals: a reproductive endocrinologist, a fertility nurse, a reproductive urologist, and an embryologist. 

			Reproductive Endocrinologist

			As noted earlier, reproductive endocrinologists are ob-gyns who specialize in infertility. Their focus isn’t on pregnancy itself but rather achieving it. 

			I can’t stress enough how important it is that your RE is board-certified. This holds them to a higher standard. In order to renew their board certification, for example, they must complete a certain number of continuing education credit hours, which means staying up-to-date on the latest research and techniques. 

			Katie and her husband, Michael, from Kansas initially went to the clinic where Katie’s sister had been successful. “I regret not meeting with any other clinics,” Katie says. “My husband didn’t like the RE, but I ignored that because I tended to do what my sister always did, especially in this realm of unknown medical territory.” 

			
			[image: lightening bolt icon] Looking back, Katie wishes she and Michael had advocated for themselves. “I think it’s necessary to get more than one opinion to see if your RE is a good fit for you, personality-wise, and if you are comfortable with them. I wish I would’ve slowed down a little bit, talked to my husband more about his opinions, and met with at least two or three different clinics before making a decision.”

			

			Once you choose an RE, they will direct your diagnostic testing and treatment plan. In many cases, they will also perform your fertility treatments. However, know that this isn’t always the case. At some clinics, especially the large practices and fertility networks, a different doctor might perform your IUI or IVF cycles. 
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			Understanding SART Data

			The Society for Assisted Reproductive Technology (SART) collects the results of cycles performed at every fertility clinic and offers it on their website, so you can make an educated decision about your chances of success with a particular clinic. However, this information isn’t completely cut-and-dried. Remember the following factors when reviewing a clinic’s SART numbers:

			
				 Live births vs. pregnancies. Unfortunately, getting pregnant does not guarantee a baby. You’re looking for a clinic that has a high rate of live births.

				 Clinics don’t have to accept all patients. There are some clinics that refuse to take on difficult cases because high-risk patients can hurt their success rates. Supplement SART scores by asking clinics how many cases they turn away and why.

				 eSET vs. 2BET. eSETs are single embryo transfers, and 2BETs are double embryo transfers. Clinics more confident in their results will trend toward eSET. However, SART does not include the number of embryos transferred during a reported cycle. So, the “success” listed could be as a result of an eSET or 2BET—you’ll never know. But don’t make the mistake of thinking more embryos means a higher chance of success. Transferring two embryos just increases the odds of multiples and the associated complications of those pregnancies (see chapter 9). 

			

			

			Fertility Nurse

			Nurses are the linchpin of the fertility treatment team cogwheel. As Amber Kiddie, a fertility nurse with Fertility Centers of Illinois in Chicago, explains, although the RE leads your care and finalizes medical decisions, a nurse will likely be your main point of contact. 

			“The doctor will put together a treatment plan,” she says, “and the nurse really helps orchestrate it. We’re the ones who communicate with the patient. We order the medications. We do the training about how to give the medications. We really help facilitate this process. Of course, the doctor’s the head of the team and they help us know which way we’re going, but we’re bridging that gap between the doctor and the patient to help them to get to where they need to be.”

			Your nurse will also monitor treatment cycles, assist with ultrasounds, and perform some in-office procedures, like IUI. And they are an invaluable guide, helping patients understand the procedures, their test results, and medical terminology. 

			“We also really help advocate for the patient,” says Kiddie. “If the doctor wasn’t aware of something going on, we can say, ‘Hey, this is what’s going on in their life. Can we adjust this in this sort of way?’ We have to help them think outside of the box. It’s a really nice and unique position to be in.”
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			Asking for a Different Nurse

			Just as you don’t have to stick with a doctor you don’t mesh with, you also have the right to ask for a nurse who better meets your needs.

			“Sometimes there’s a nurse who you just don’t agree with or seems to not return calls,” says Jody Madeira, author of Taking Baby Steps. “If you are part of a clinic that has a nurse pool, you can often just ask for another nurse or work around that individual.”

			It might be awkward, but over the course of your journey, the person you’re going to spend the most time with is your nurse. They offer you emotional support and take your calls. It’s vital that you and your nurse are a good fit.

			

			Urologist (or Andrologist)

			“Male reproductive problems are often complicated because there are multiple systems involved,” explains Dr. Craig Niederberger, a professor at the University of Illinois at Chicago and board-certified urologist specializing in male infertility. “A urologist who specializes in male reproductive medicine and male reproductive surgery is a really good resource.” 

			Most fertility clinics will run a semen analysis and blood work at your initial consultation appointment, although some may request it in advance. A laboratory technician analyzes the semen sample and blood for abnormalities. If the results are normal, it’s unlikely you’ll ever even meet a reproductive urologist. If the results are abnormal, a separate appointment is scheduled—and I recommend both partners attend.

			Embryologist

			If you decide to pursue IVF, a final member joins your fertility clinic treatment team: an embryologist. The embryologist “builds” embryos by placing the egg and sperm together—or in the case of intracytoplasmic sperm injection (ICSI), injecting the sperm directly into the egg. They also monitor the progression and status of embryos while they are in the clinic’s lab and ensure proper cryopreservation (this goes for eggs and sperm, too, not just embryos). Jody Madeira says she once met an embryologist who described her job as “the first babysitter that couples will ever have.” 

			The importance of an embryologist’s role cannot be overstated. Sometimes embryologists discover additional diagnoses while analyzing eggs, sperm, and embryos. After my second retrieval cycle yielded only one poor-quality embryo and nothing left to freeze, the embryologist determined that I produce poor-quality eggs, likely due to my endometriosis and frequent ovarian cysts. It turned out we’d been extremely lucky with embryo quality during my first fresh transfer that had resulted in our twins. Had I known that further study of the embryos could be useful, I could have asked the embryologist for feedback at that time instead of 18 months later.

			Finally, embryologists assist with preimplantation genetic testing (see chapter 4). For these tests, the embryologist removes a single cell from the embryo and sends it on for further testing to determine whether or not chromosomal abnormalities exist within that specific embryo.

			
			Warrior Wisdom

			Be Aware of the Medical Review Board

			While your fertility treatment team hopefully lives and breathes your case, there’s a good chance that a medical review board composed of people who’ve never met you is pulling the strings behind the scenes. Never forget that fertility clinics are businesses. If your reproductive endocrinologist finds something in your initial testing that makes you a less-than-optimal candidate for IVF, the most invasive (and expensive) procedure, you might be turned away.

			If this does happen, I consider it a good thing. Why? Because if that’s how the clinic makes its decisions, you didn’t want to be a patient there anyway. A fertility clinic that turns down a patient just because that patient might impact their success rate is one you want to run away from as far as possible. Fertility clinics should work to be successful on the first try, but it should be for the right reasons.

			

			The Quality of the Clinic’s Lab

			If you end up needing IVF, the quality of the lab at your fertility clinic is a vital factor. The clinic is responsible for fertilization (successfully inseminating eggs with sperm); growing embryos (developing healthy embryos into blastocysts); biopsying embryos (removing cells for genetic testing); and storing eggs, sperm, and embryos (ensuring cryosurvival). 

			According to Jake Anderson-Bialis of FertilityIQ in San Francisco, which he co­founded with his wife, Deborah, after struggling to find the best fertility doctor, we should evaluate the following in a lab:

			• Laboratory volume. High volume means that the lab is experienced. Look for the total cycle volume to be at least 200 cycles per year—but the more the better. Anderson-Bialis reports that clinics with fewer than 200 cycles per year have lower success rates per IVF patient (63 percent versus 69 percent). 

			• Embryologist experience. Remember when I said the importance of an embryologist cannot be overstated? Anderson-Bialis recommends seeking out clinics with embryologists who perform at least one procedure per day and have a minimum of 2 to 5 years of training.

			• Intracytoplasmic sperm injection (ICSI) fertilization rate. Even without a male factor playing a role in the fertility issues, there is a more than 60 percent chance that ICSI (see chapter 7) will be utilized during an IVF cycle. This chance increases to 95 percent when a male factor is present. The clinic should have an ICSI fertilization rate of at least 70 percent—meaning if you provide ten eggs, at least seven of them fertilize. 

			• Incubator type and oxygen. Ideally, your lab would use “desktop incubators,” which have separate chambers for each sample, and 5 percent oxygen—not 20 percent, like nearly one-third of labs in the United States. The air we breathe contains around 20 percent oxygen, but the oxygen level within our bodies—where embryos grow and develop—is about 5 percent. If the lab uses “big-box incubators,” ask how many other patients share the same incubator. Incubators with more samples inside will be opened more frequently, which can increase oxygen levels and decrease temperature. If the incubator is shared, Anderson-Bialis suggests asking if your samples can get their own shelf, preferably the middle shelf. 
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			Three Additional Specialists to Consider for Your Team

			Although some clinics—especially the large practices and fertility networks—are beginning to offer these services in-house, you’ll likely have to find the following professionals on your own:

			
				  Traditional Chinese medicine (TCM) provider. Although somewhat controversial in the infertility world, some studies have shown that TCM—the combination of acupuncture, nutrition, lifestyle, and Chinese herbal medicine—can increase chances of conception. At a very minimum, it decreases stress, which is never a bad thing (see chapter 8). To find the right specialist, go to the American Board of Oriental Reproductive Medicine (ABORM) website to locate a board-certified practitioner who specializes in fertility in your area. If there’s no one local to you, ask friends and/or your clinic for a referral.

				  Mental health professional. Your mental health will be challenged over and over again while battling infertility. I recommend that you find a counselor with whom you have a good rapport early on. If possible, find someone with knowledge of infertility and/or personal experience with infertility. To find a mental health partner, visit the RESOLVE website. 

				  Maya abdominal therapist. Abdominal massage is an external, noninvasive manipulation that repositions internal organs that have shifted. To find a certified practitioner, visit the Arvigo Techniques of Maya Abdominal Therapy website.

			

			


			• Blastocyst conversion rate. By day 5, at least 30 to 40 percent of embryos should become blastocysts—embryos with two distinct cell types, cells that have started to differentiate, and a central cavity filled with fluid (see chapter 7). By day 6, the number of embryos that become blastocysts should increase to 40 to 50 percent. Although there are individual cases in which transferring embryos prior to day 5 make sense, defaulting to earlier transfers should be a red flag. 

			• Staffing and availability. Labs should have at least two embryologists and should be operational 7 days a week. Each embryologist should oversee no less than 100 cycles but no more than 150 cycles per year. 

			• Natural disaster plan. From hurricanes to earthquakes and everything in between, natural disasters—and the subsequent power outages—are unavoidable. So, it’s important the clinic have real-time incubator monitoring and a plan in place should systems fail. 

			• Number of embryos transferred per cycle. Guidelines from the American Society for Reproductive Medicine (ASRM) currently read as follows: “In patients of any age, transfer of a euploid embryo has the most favorable prognosis and should be limited to one. Even in patients of advanced maternal age where euploid embryos are available, a single blastocyst transfer should be the norm.” Clinics that perform an overwhelming number of eSETs are following ASRM’s best practices and likely have the most cutting-edge lab equipment. 

			• Success rate of fresh donor egg cycles. Fresh donor eggs (versus frozen) should, in theory, be of similar quality across clinics. Patients most often refer to success rates provided by SART and the CDC. However, as we already discussed, this data is often skewed, as clinics can selectively treat low-risk patients or report only select data to the organization. 

			
			[image: lightening bolt icon] Most clinics will be willing to share this information with you if you simply ask. Some will even grant a tour of their lab. If they won’t answer your questions, consider another clinic.
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			Do Your Homework and Come Prepared to Ask Questions

			Research the questions you want to ask. This is important! Write down your questions in advance so you don’t forget to ask them. Some examples include:

			
				 Why haven’t we/I been able to conceive?

				 How does our/my age affect our/my fertility and chances for a healthy pregnancy?

				 What type of testing will we/I need to determine the cause of our/my infertility?

				 How long do you think it will take to get the initial fertility workup completed and potentially start some form of treatment? How can we/I best get these tests scheduled?

				 If we/I already know what’s causing our/my infertility, is this condition likely to get worse over time, stay the same, or maybe improve?

				 If our/my infertility diagnosis remains unexplained after the initial fertility workup, what additional tests will you run to narrow down the possible causes?

				 What do you think about lifestyle modifications? Is there anything we/I can do to increase our/my chance of becoming pregnant?

				 What type of treatment should we/I try first, and why?

				 What does this treatment involve? Walk us/me through it step-by-step.

				 What are your success rates with this treatment for patients like us/me? How do you define success?

				 Are there any risks or side effects of your recommended treatment?

				 How many cycles do you recommend before we/I try something else?

				 What does this treatment cost? What if our/my insurance doesn’t cover certain aspects of this treatment? Do you offer financing plans?

				 Do you see patients every day of the week? What are your monitoring hours?

				 Do you have an after-hours line for emergencies?

				 Who is the best person to contact if we/I have any questions? How do we/I contact this person?

				 Do you truly believe you can help us/me build our/my family?

				 Are there any other questions you think we/I should be asking?

			

			Finally, inquire whether or not you need to follow any special instructions. Should you be fasting for certain blood tests? Should a male partner get a semen analysis in advance? How long does he need to refrain from ejaculating before his semen analysis? (Typically, it’s no less than 1 and no more than 11 days.) Is there anything else you need to do to prepare for the tests?

			

			Your Experience at the Initial Consultation

			Once you’ve found a fertility clinic that looks good on paper, schedule an initial consultation—and prepare to self-advocate. Think of it as a job interview where you are the employer. Your main duty is to yourself, your partner (if you have one), and your future child(ren)—not the clinic or doctor. I’m looking at you, people-pleasers!

			“I personally have met doctors who are rushed. And I’ve met doctors who could talk with you all day to the point the patient would want to leave before the doctor would want to conclude the appointment,” says Madeira.

			Before the Consultation

			Gather your medical records from your primary care physician, ob-gyn, and other specialists—anything and everything that might be relevant and useful to your reproductive endocrinologist. If you have a partner, bring their medical records as well. 

			If possible, fill out the clinic’s required paperwork in advance so you don’t have to rush through it before your appointment. Additionally, consider preparing an overview of your journey thus far—how long you’ve been trying, whether or not you’ve been temp­ing and charting, and so on—to turn in with the rest of the forms. Don’t forget to bring a copy for yourself for reference!

		
			Busted

		
Myth: I have to be an “ideal” patient.

		I understand this instinct. (My husband and I actually dressed up for our initial consultation, as though we would be judged on our potential as parents based on our appearance!) Your fertility team is working to make your dream of being a parent come true, so you feel like you have to make their lives as easy as possible. Jody Madeira’s research found that most infertility warriors feel a pressure to seem calm, educated, and unemotional in front of their doctor.

		However, this couldn’t be further from your medical professionals’ expectations.

		“In fact,” says Madeira, “[doctors are] kind of alarmed when they expect patients to be emotional—like after a negative pregnancy test—and the patient is completely, ‘OK, so what?’” 

		Your journey will be a lot easier and possibly faster if you are open and honest. After all, they’ve agreed to treat you, not a robot. 

		

	During the Consultation

			If you have a partner and they cannot attend for some reason—although I always recommend partners make every effort to be there—or if you are embarking on this journey by yourself, bring a friend who can help you take notes so you can actively listen and participate in the conversation. You’ll need to absorb and process a lot of new information to make an informed decision about next steps. Ask questions, but prepare a list of topics to research when you get home.

			In general, during the initial consultation, you’re grading the clinic and its team in two ways: (1) whether their operations meet your needs and expectations and (2) whether they mesh with you and your personality.

			Let’s start with operational considerations.

			• Whether or not they see patients 7 days a week. To me, this is nonnegotiable, but you might feel differently. Just remember, the ideal time to perform an IUI, IVF egg retrieval, or embryo transfer—or the first day of your period—doesn’t always happen during non- holiday weekdays.

			• How they communicate with patients. At the first clinic I went to, if I had any questions, I had to leave messages with the front desk and wait for the doctor to call me back. My second clinic was a large practice in a fertility network, so I was assigned a nurse whom I could reach during normal business hours via both phone and email. And she heard from me a lot! That arrangement worked for me, but if you prefer direct communication with your doctor, seek out a clinic that offers that relationship. They do exist! 

			• How accessible they are after-hours. While I didn’t expect my nurse to take care of my needs at all hours of the day, it was nice to know my clinic had an answering service for evenings and weekends.

			• Their hospital affiliation. If you experience a complication that requires hospitalization, you want to make sure they plan to send you to a hospital covered by your insurance. These kind of complications don’t happen often, but they can happen. And anyway, I’m a big believer in being prepared for all possibilities. 

			• Their financial options. Most clinics require you to pay for procedures 100 percent up front, but if you’re paying out of pocket, they should have programs to help you with the burden (see chapter 20).

			• What diagnostic tests they plan to perform. Educate yourself on the many tests that should be performed (on both you and your partner; see the next section). If the clinic didn’t plan on testing a specific hormone you feel might be relevant to your case, this shouldn’t be a deal-breaker. Remember, you can always self-advocate! 

			
			[image: lightening bolt icon] Some infertility warriors don’t understand why personality should play into their decision when they’re choosing a clinic. If the doctor gets you pregnant, what else matters? But as Madeira points out, how your experience feels is important.

			“Patients really love when their physicians are personable and empathic. Cold and clinical providers can be alienating, and leave patients wondering if they can ask questions or discuss the more emotional or relational impacts of going through treatment,” she says. “Patients really like when their physicians know their names, listen to them, and converse with them, making them feel as if they are the physician’s immediate priority, and that the physician responds to them as individuals.” 

			

			
			Warrior Wisdom

			Use Only Reliable Resources 

			Dr. Google is not your friend. Instead, search for information on these sites:

			
				 American Society for Reproductive Medicine (asrm.org)

				 Fertility Answers by MedAnswers (fertility.medanswers.com)

				 FertilityIQ.com

				 Healthline.com

				 ReproductiveFacts.org

				 RESOLVE: The National Infertility Association (resolve.org)

			

			

			Look for the following:

			• How you’re greeted. Does the staff seem warm and welcoming? Do you feel like a number—just another patient—or like you’ve finally found “your people”?

			• How they define success. Again, live births should be the only statistic that matters—to both you and your clinic. If you’ve never seen those two pink lines, you might think being pregnant even for a short time is better than never being pregnant at all, but you deserve better.

			• What wellness and mental health services they provide. Do they offer support groups or counseling? What about acupuncture? Even if they don’t offer these resources in-house, they should have a list of pre-vetted providers. 

			• Whether they seem hopeful for you—and make you feel hopeful for yourself. You should walk away from this appointment feeling energized—a little overwhelmed, perhaps, but definitely energized.

			That last point is huge. Although they can never offer guarantees, you want a team who strongly believes they can help you complete your family. Beth from Utah says her doctor filled her and her husband, Wesley, with optimism from the very first day and throughout their journey.

			“He made us feel like there was definite hope, and he was for sure going to get us pregnant. I never let go of that hope. I always felt like there was a next step in the right direction,” she says.

			Regardless of what kind of clinic you choose, the initial consult and fertility workup should look pretty much the same. 

			Fertility Workups for Women 

			Ideally, you should schedule it for day 2 or 3—or day 4 at the latest—of your menstrual cycle. Again, ask for any special instructions, like whether you need to fast before the test, in advance.

			The appointment typically starts with a conversation about your medical, surgical, gynecological, and obstetric history, as well as your lifestyle (whether you smoke, drink, regularly exercise, and so on). Although the doctor might not be able to answer many of your questions until you’ve completed an initial fertility workup, this is a great opportunity to go through your list—especially the questions about doctor-patient communication and overall clinic operations. Just keep in mind that you might need to circle back to your treatment plan questions after your results are available.

			If you are on cycle day 2, 3, or 4, you should receive a transvaginal ultrasound (see chapter 3) to visually assess your uterine lining and ovaries, including an antral follicle count (AFC). The number of antral follicles—or “resting” follicles containing immature eggs—along with blood work and your age allow the doctor to estimate your ovarian reserve and anticipated response to ovarian stimulation medications.

			Again, assuming you are on cycle day 2, 3, or 4, here’s the blood work the doctor should order (we’ll talk more about normal ranges and what abnormal results might mean in chapter 3):

			
				
 Anti-Müllerian hormone (AMH). Secreted by the antral follicles found in the ovaries at the start of the menstrual cycle. Can help indicate the size of your ovarian reserve.

				
 Dehydroepiandrosterone sulfate (DHEA-S). A hormone produced by the adrenal glands. High levels can interfere with ovulation. 

				
Estradiol (E2). Stimulates the growth of follicles and the production of fertile cervical mucus. Thickens and prepares the uterine lining for the implantation of a fertilized egg.

				
 Follicle-stimulating hormone (FSH). Stimulates egg development.

				
 Luteinizing hormone (LH). Stimulates ovulation.

				
 Progesterone (P4). Maintains the health of the uterine lining in preparation for the implantation of a fertilized egg. Supports early pregnancy.

				
 Prolactin. Inhibits FSH, which stimulates egg development, and gonadotropin-releasing hormone (GnRH), the hormones that trigger ovulation and allow eggs to develop and mature. This test requires fasting, so inquire in advance of your appointment. You likely will also be asked to avoid exercise, intercourse, and hot showers in the 24 hours beforehand.


				
 Testosterone. High levels in women can interfere with ovulation.

				
 Thyroid-stimulating hormone (TSH). Produced by the pituitary and controls thyroid gland activity. Low levels indicate hyperthyroidism. High levels result in high prolactin levels and indicate hypothyroidism. 

				
 Thyroxin (T4) and triiodothyronine (T3). Produced by the thyroid, T3 is the more active form of thyroid hormone that tells cells what to do, and T4 is converted into T3 inside the target cells. Low levels can result in high levels of prolactin and indicate hypothyroidism. High levels indicate hyperthyroidism.

				
 Vitamin D. Low levels of this fat-soluble vitamin have been linked with infertility.

				
Infectious diseases. Hepatitis B, hepatitis C, HIV, and other infectious diseases may impact fertility.

			

			
			[image: lightening bolt icon] If you’ve experienced two or more pregnancy losses, advocate for a recurrent pregnancy loss (RPL) panel. The tests included in a RPL panel are extensive and look for autoimmune, genetic, and thrombophilic (blood clotting) abnormalities—all of which have been most strongly associated with recurrent miscarriage. 

			

			Workups for Men

			For male patients, you will have to give the doctor information about your medical and surgical history. You’ll also answer questions about your lifestyle and factors that might put you at higher risk for infertility issues.

			With regard to your semen analysis (we’ll talk more about normal ranges and what abnormal results might mean in chapter 3), the doctor is looking at:

			
				
 Abnormal cells. The presence or absence of white or red blood cells or immature sperm.

				
 Concentration. Your total sperm count.

			
 Liquefaction time. How long it takes your fresh sample to break down into seminal fluid.

			
 Morphology. The shape and appearance of your sperm.

			
 Motility. What percentage of your sperm moves.

			
 pH. The level of acidity in your semen.

			
 Total motile count. The amount of sperm typically left following a sperm wash (determined by multiplying the volume by the concentration, then multiplying that number by the motility percentage, then multiplying that number by the percentage of sperm with normal morphology, and finally dividing the resulting number by half). 

			
 Viscosity. The thickness and consistency of the sample.

			
 Vitality. The percentage of dead cells in the sample. 

			
 Volume. How much semen you ejaculate at once.

			

			If you provided a semen analysis in advance and it revealed any abnormalities, your doctor may also run blood tests checking your hormone levels—estrogen, LH, FSH, and testosterone. They may also perform blood tests for hepatitis B and C, HIV, and other infectious diseases. 

			If the appointment is early in the morning, you might receive most of the blood work results later that afternoon, although some may take up to a week. However, the testing doesn’t end there—especially if you fall under the dreaded “unexplained infertility” category. You’ll learn more about additional diagnostics in chapter 3. 

			After the Consultation

			You should have a follow-up with your reproductive endocrinologist when all of the initial fertility workup results are available. Some of the questions listed earlier—especially the ones about specific treatment paths—might not be answerable until this follow-up. Bring that list and any other questions you have to this appointment.

			Remember, evaluating your doctor and clinic is an ongoing process. Your initial consultation could be fantastic, but subsequent appointments might reveal issues. Continue paying attention to:

			• How your doctor explains results, plans, outcomes, and next steps. Unless you have a medical degree, the information you discuss may be confusing. Ask your doctor to break everything down and explain what it means for you moving forward. If you do this and continue to leave appointments confused, that’s not a good sign. 

			• The ease of scheduling follow-up appointments. Even if you had to wait for your initial appointment, all subsequent appointments should be easy to schedule. 

			• The proactiveness and creativity of your doctor. You should always have a treatment plan, even if you cannot execute it right away for one reason or another. And it shouldn’t be a cookie-cutter approach. All treatments should be tailored to you as an individual or couple—and tweaked when needed. When a doctor continues trying the same unsuccessful approach over and over, that’s a red flag.

			• Staff turnover. Over the course of your infertility journey, it’s likely that some of your nurses or other friendly faces will change jobs. However, if you notice that the office seems to have a revolving door, it could be a bad sign.

			
			Busted

			
Myth: I have to stick with my doctor.

			I’m living proof that sometimes firing your doctor is the right choice. 

			While I’d like to tell you my situation is unique, many infertility warriors find it necessary to make a change. Some people know right away, like Stephani from Kansas. “I saw a reproductive endocrinologist for one appointment, and he really rubbed me the wrong way. He didn’t read my history. He went straight to recommending IVF and didn’t ask me very many questions. It all felt very impersonal and didn’t really fit for us.” 

			Even if you’ve spent months or years with a doctor or clinic, you don’t have to stick it out if you have doubts.

			

			The Doctor’s Sense of Urgency and Ability to Empathize

			Let’s say you found a clinic that you felt comfortable with after the initial consultation and you’ve just completed the diagnostic phase.

			At this point, the only person more excited and ready to get started with a treatment plan than you should be your doctor. If they have no sense of urgency and don’t prompt you with a clear plan of action immediately after testing is complete, you may want to take your results and transfer to another clinic.

			“It hurts me when a patient doesn’t get pregnant or loses a pregnancy, and it elates me when everything goes well,” says Jill Mathews, an embryologist at Fertility Centers of Illinois. “Some of my proudest moments are when former patients seek me out to share their stories and show off their beautiful, healthy babies. It is really gratifying when we see that we have helped to positively change [someone’s] life in that way.”

			Doesn’t that sound like someone you’d want managing your care?

			
Your Gut Feeling

			Time for some more self-advocacy talk. While you’re not a medical expert, trust your intuition when something tells you that you’re not getting the care you deserve. “You know your case better than any RE ever will,” encourages Katie, whom we heard from earlier in this chapter. “You have your own ideas about what is wrong that are likely being continually brushed off by doctor after doctor. Stick with those ideas, and find a clinic that will take them seriously.”

			And don’t be afraid to get a second opinion, whether you’ve been with your current clinic for a day or a year. It took Katie four clinics before she found the right fit, and she expresses doubt that she would ever have been successful had she stuck with her first clinic. 

			She says, “Despite all ostensibly doing the same things, each of these experiences has been so completely different. I tell [anyone] going through this to seek out multiple opinions—even if you like the first clinic. For most of us, this is such a huge investment that it is worth knowing what different options are out there. Maybe something will feel like a better fit than the first clinic that you set foot in.”

			Carley from Illinois said that listening to her gut and speaking up put her on a path with which she was more comfortable. 

			“I sought out a second opinion after my second miscarriage and have never been happier,” she shares. “My new RE tested me using the recurrent loss panel and found out that I have a blood clotting disorder that was interfering with pregnancy. I’m now happily pregnant because of the medical interventions I was able to get thanks to my new RE.”

			
			[image: lightening bolt icon] Never feel like you don’t have options when it comes to your fertility clinic. You don’t owe your doctor or the clinic a long-term relationship. If you have doubts, trust your instincts and move on.

			

			
			Warrior Tips 

			When to Seek a Second Opinion

			A second opinion may come from another doctor within the same practice—especially if it’s a large one or part of a network—or from another clinic altogether. If you find yourself in any of the following scenarios, it’s time to seek one:

			• You feel you cannot trust your doctor or are questioning their advice after you’ve raised valid concerns. Expect nothing less than to be taken seriously at every turn.

			• Your doctor isn’t changing your treatment plans despite repeated failed cycles.

			• The clinic staff is rude, insensitive, or incompetent. 

			• Your doctor is too optimistic given your medical history. In other words, there is realistically little hope of conceiving or carrying a child with a particular fertility treatment (such as IUI), yet your doctor encourages you to continue. This might be an indication that they just want your money. 

			


				
Coping and Getting Support 

		
	Every reproductive endocrinologist and fertility clinic is different. Identifying your needs and expectations is the first step to making your decision less overwhelming. 

			
[image: lightening bolt icon] Warrior Action Steps

			Figuring Out What You Want

			

Think about the following topics to find the medical support that is right for you:

			•  The size of your team. Some people prefer a lot of one-on-one time with just a few health-care providers. Others want access to as many specialists as possible. Think through the pros and cons of each option and determine how to move forward—at least at first. Keep in mind that your needs might change.

			•  The type of alternative support you want. If you have a predisposition for certain mental illnesses, having access to a therapist might be a must-have (see chapter 14). Other infertility warriors may want to balance Western medicine with Eastern practices. 

			•  Your deal-breakers. Identifying your deal-breakers before choosing a doctor and clinic ensures you’re on the lookout for red flags from the beginning. You can have a clear idea about when you absolutely need to walk away from a medical care provider.

			•  If you have a partner, make sure you’re on the same page. You’re going to be on this journey together—it’s important you both start on the same foot. 

			Warrior Wisdom

			Finding the Empathy You Deserve

			

“I decided to go with the RE mostly because of the empathy he displayed. Although I am pretty independent and okay with people being straightforward with me, [when things are] incredibly stressful, I want somebody who’s going be able to show me empathy.”— Lindsay, Missouri

			
[image: checklist icon] Warrior Checklist

			Selecting a Fertility Clinic

			
				❑ Know the nine criteria to consider when researching doctors and fertility clinics.

				❑ Remember that not all fertility clinics are created equal, and know your priorities.

				❑ Become familiar with the different people who might be on your fertility team. 

				❑ Understand what you should expect during your first appointment at a fertility clinic and how to prepare.

				❑ Don’t be afraid to change doctors if your first choice turns out to be a bad fit.

			

		



		

	
		

			
Getting—and Understanding— Your Diagnoses 
Chapter 3


			My first period arrived  on my 12th birthday. I was at a sleepover and the rush of blood woke me. Of course, I was not prepared. I was particularly upset about the timing—having to sneak away from my friends in the middle of the night—but there was so much blood, and I was in a tremendous amount of pain. It was nothing like my mom had described.

			Once the floodgates opened, they didn’t really stop. I would have a couple of days of relief, then my period would return. I could hardly change pads quickly enough. Because my school system did not allow students to use the bathroom during class, my thick pads often overflowed. To prepare for the inevitable, I began carrying a cleaning spray, paper towels, and a coat to tie around my waist. I passed frequent, large clots. And the pain, oh the pain. I doubled over—and at times, completely blacked out. 

			My parents didn’t know what to do with me. My dad had no interest in discussing “women’s troubles,” and my mom had always had light, painless periods, so this was foreign to her.

			Over the years, I saw many gynecologists,  all of whom told me to “suck it up” and “this is just how periods are.” Eventually, I believed them. 

			
			[image: lightening bolt icon] In the summer of 2007, then 23 years old,  I had been in such constant, excruciating pain—particularly on my right side—that my husband and I actually switched sides of the bed because I could no longer comfortably lie on the right. I couldn’t take it anymore and reached out to  a doctor at Johns Hopkins University, begging him to see me. I was in his office 3 days later.

			

			A transvaginal ultrasound identified the problem—or at least one: an ovarian cyst the size of a baseball on my right ovary. I had been on various forms of hormonal birth control pills since I turned 18 to reduce my period symptoms. The doctor told me the cyst was likely from the birth control pills and to stop them immediately. 

			A few weeks later, I felt the cyst burst. I honestly thought I was going to bleed out and die. I contacted my doctor and headed into laparoscopic surgery. When I woke up, he told me and my husband that he’d found endometriosis in multiple places, including my bladder. He showed us lots of pictures and said he’d removed it all. But, he warned, the surgery wasn’t a cure—it would return.

			Still, I felt satisfied that he’d removed it for the moment. My periods became shorter—sometimes I had a whole week in between bleeds—and slightly less painful. But honestly, I mostly pushed the diagnosis out of my mind. 

			My first reproductive endocrinologist performed another laparoscopy in January 2013 to clear out my endometriosis again, but for the most part, endometriosis was treated as a non-factor in my fertility. The same was true when I switched clinics and underwent my first IVF retrieval cycle. It hardly even came up. 

			All of that changed following my second retrieval, in April 2015. 

			Despite our success the first time around, this time we ended up with only one barely viable embryo, whereas in the first cycle we had had six. 

			Turns out, I had poor-quality eggs—because of the endometriosis. Finally, it was time to discuss it.

			
			Busted

			
Myth: Everyone gets a diagnosis.

			If only. Many infertility warriors never receive concrete answers about why they’re struggling to conceive. And as Elizabeth from California puts it: “Unexplained infertility is kind of a funny diagnosis because a lot of us are problem-solvers, and so it’s frustrating to not have a problem to solve.” 

			However, you don’t need a diagnosis to start fertility treatments. Your reproductive endocrinologist (RE) will most likely recommend that you start with the least invasive treatment options—which might provide some answers—while you continue to undergo additional testing. You also might work your way up to IVF or get pregnant and never identify the underlying issue. Sue from Michigan went through seven IVF cycles and transferred forty embryos before one finally implanted.

			“My doctors told me that my cycles were ‘picture perfect.’ But if everything was so perfect, then why couldn’t we get pregnant?” she says. “Infertility was the toughest battle we fought!”

			

			Introduction to Diagnostic Tests

			In this chapter, we’ll go through the diagnostic process—the possible diagnostic tests you’ll get, how to navigate the ups and downs of the process, how to learn more about a diagnosis, and how to process and accept the results of all that testing. 

			
			[image: lightening bolt icon] Once your initial fertility workup results are in, it’s time to review them with your doctor at a follow-up consultation. I recommend asking for a copy of your results in advance of this appointment so that you can come armed with questions. 

			

			There are a few things to keep in mind:


			• It’s possible that the test you need is not described here because it is rare or was developed after this writing. 

			• I’ve noted which tests you’ll likely receive first. The majority of these tests are conducted once a problem has been identified or once you’ve been lumped in the “unexplained infertility” category. 

			• Use this section as a reference guide when reading about the various diagnoses described later in this chapter and in the appendix.

			• Note that what is considered a “normal range” may change overtime. Be sure to consult with your doctor for the latest wisdom.

			Female Diagnostic Tests

			The initial diagnostic phase of your journey might feel long—especially depending on what’s found—but it’s a crucial step in the overall process. After all, it’s hard to make sound decisions without data.

			
Initial Fertility Workup


			It’s important to understand not only what tests should be included in the fertility workup, but also the normal ranges for each and what abnormal results might mean. 

			For a woman, the workup usually begins with a transvaginal ultrasound, which visually assesses your uterine lining for thickness and appearance and your ovaries for an antral follicle count (AFC). The number of antral follicles, your blood work results, and your age allow the doctor to estimate your ovarian reserve and anticipated response to ovarian stimulation medications.

			Your doctor or the sonographer will insert the ultrasound wand several inches into your vagina. Using high-frequency sound waves, it creates an image of your reproductive organs. This process is routine and painless, although you may be asked to place the wand yourself to ensure your comfort.

			
				
					
							Uterine Lining Thickness Results

					

					
							Menstrual Cycle Phase

							Normal  Range

							What Abnormal Results Could Mean

					

				
				
					
							Menstrual phase 

							2–4 mm

							
Too thick: Endometrial hyperplasia, a noncancerous condition caused by too much estrogen and not enough progesterone

							Too thin: Amenorrhea (the absence of menstrual periods) or another condition that results in low estrogen production


					

					
							Early follicular phase

							4–6 mm

							
Too thick: Endometrial hyperplasia or irregular ovulation, especially with long cycles

							Too thin: Amenorrhea (the absence of menstrual periods) or another condition that results in low estrogen production


					

					
							Late follicular phase

							6–8 mm

							Too thin: Poor ovarian response, use of certain ovarian stimulation medications (such as Clomid; see chapter 5), or amenorrhea  (the absence of menstrual periods) or another condition that results  in low estrogen production

					

					
							Luteal phase

							≤ 12 mm

							
Too thick (15+ mm) or too thin (< 6 mm): Reduced likelihood of embryo implantation or increased likelihood of early miscarriage 

							Too thin (< 6 mm): Poor ovarian response or luteal phase defect, caused by low levels of progesterone after ovulation


					

				
			



			

				
					
							
							Uterine Lining Pattern Results

						
					

					
							Grade

							Name

							Description

					

				
				
					
							A 

							Homogeneous and hyperechogenic

							Lacks a central line

					

					
							B

							Isoechogenic

							Poorly defined or absent central line

					

					
							C

							Trilaminar

							Triple layered, with a clearly defined outer layer, central line, and inner layer

					

				
			



			
				
					
							
Antral Follicle Count

					

					
							Antral Follicle Count (AFC)

							Count Considered

							Expected Response to Ovarian Stimulation Medication

							Chances for  IVF Success

					

				
				
					
							Less than 4

							Extremely low

							Very poor or none

							Cycle cancellation likely

					

					
							4–9

							Low

							Possible poor response

							Lower than average

					

					
							10–19

							Average

							Usually good

							Good

					

					
							20–29

							High

							Excellent, although at greater risk for ovarian hyperstimulation syndrome (OHSS)

							Excellent

					

					
							More than 30

							Polycystic

							Excellent, although at high risk for OHSS; cycle cancellation possible due to high estrogen levels

							Cycle cancellation possible due to high estrogen levels

					

				
			



			Antral Follicle Count (AFC) 

			As you learned in chapter 1, follicles are the small cavities that surround developing eggs. Antral follicles (or “resting” follicles) contain immature eggs, each with the potential to mature. Using a transvaginal ultrasound administered on cycle day 2, 3, or 4, a sonographer will count and measure the number of follicles on each ovary. No matter your results, remember that quality is more important than quantity!

			Endometrial Stripe

			Your uterine lining, or endometrium, appears as a dark line during a transvaginal ultrasound. This dark line is your endometrial stripe. Your doctor will measure the thickness and grade the pattern of your endometrial stripe to evaluate how receptive your uterus is to embryo implantation. If the stripe is too thick or too thin or the pattern is not grade C immediately before ovulation, insemination, or an embryo transfer, your doctor might recommend canceling your cycle (see box).

			Blood Tests

			The rest of your initial female fertility workup consists of blood tests. Again, assuming you are on cycle day 2, 3, or 4, here’s the blood work the doctor should order, the normal ranges, and what abnormal results might indicate.

			Anti-Müllerian Hormone (AMH)

			AMH is secreted by the antral follicles found  in the ovaries at the start of the menstrual cycle. Together with other tests—specifically those for AFC and follicle-stimulating hormone (FSH)—it helps indicate your ovarian reserve.

			
				
					
							AMH Results

					

					
							Age

							Normal Range

					

				
				
					
							< 33

							≥ 2.1 ng/mL

					

					
							33–37

							≥ 1.7 ng/mL

					

					
							38–40

							≥ 1.1 ng/mL

					

					
							41+

							≥ 0.5 ng/mL

					

				
			



			
Dehydroepiandrosterone Sulfate (DHEA-S)

			DHEA-S is a hormone produced by the adrenal glands. High levels can interfere with ovulation. 

			
				
					
							DHEA-S Results

					

					
							Age

							Normal Range

					

				
				
					
							20–29

							
65–380 µg/dL 

1.75–10.26 µmol/L


					

					
							30–39

							
45–270 µg/dL 

1.22–7.29 µmol/L


					

					
							40–49

							
32–240 µg/dL 

0.86–6.48 µmol/L


					

				
			



			Estradiol (E2)

			E2 stimulates the growth of follicles and the production of fertile cervical mucus. It thickens and prepares your uterine lining for the implantation of a fertilized egg. At the start of your cycle, E2 should be 25 to 75 pg/mL. While low levels are preferred, too low can potentially cause a slow response to ovarian stimulation medication and/or a uterine lining that does not properly thicken. High levels, on the other hand, may indicate the presence of an active or functional (estrogen-producing) ovarian cyst or diminished ovarian reserve (DOR).

			
					
					
							 E2 Results

					

					
							Cycle Day Tested

							Normal Range

							What Abnormal Results  Could Mean

					

					
					
					
							3

							25–75 pg/mL

							May indicate the existence of a functional cyst or diminished ovarian reserve

					

					
							LH surge day

							200+ pg/mL  per mature  (18+ mm) follicle

							Poor ovarian response

					

				
			

			Follicle-Stimulating Hormone (FSH)

			FSH stimulates egg development. A high FSH level may reduce the likelihood of pregnancy and mean primary ovarian insufficiency (also known as premature ovarian failure) or impending age-related menopause.



			
				
					
							FSH Results

					

					
							Age

							Normal Range

					

				
				
					
							< 33 years

							< 7.0 mIU/mL

					

					
							33–37 years

							< 7.9 mIU/mL

					

					
							38–40 years

							< 8.4 mIU/mL

					

					
							41+ years

							< 8.5 mIU/mL

					

				
			



			Luteinizing Hormone (LH) 

			LH stimulates ovulation and should be less than 7 mIU/mL. If your LH level is higher than your FSH level on cycle day 3, it could indicate polycystic ovary syndrome (PCOS). 

			
				
					
							LH Results

					

					
							Cycle Day Tested

							Normal Range

					

				
				
					
							3

							< 7 mIU/mL

					

					
							LH surge day

							> 20 mIU/mL

					

				
			

			Progesterone (P4) 

			P4 maintains the health of your uterine lining in preparation for the implantation of a fertilized egg and supports early pregnancy.

			
				
					
							P4 Results

					

					
							Cycle Day Tested

							Normal Range

					

				
				
					
							3

							< 1.5 ng/mL

					

					
							Post-ovulation

							> 3 ng/mL

					

					
							21

							≥ 20 ng/mL

					

				
			


			
Prolactin

			Prolactin inhibits the production of hormones that trigger ovulation and allow eggs to develop and mature. This test requires fasting, so inquire in advance of your appointment. You likely will also be asked to avoid exercise, intercourse, and hot showers in the 24 hours beforehand.

			
				
					
							Prolactin Results

					

					
							Cycle Day Tested

							Normal Range

					

				
				
					
							3

							< 24 ng/mL

					

				
			

			Free Thyroxin (T4) and  Free Triiodothyronine (T3)

			Produced by the thyroid, T3 is the more active form of thyroid hormone that tells cells what to do, and T4 is converted into T3 inside the target cells.

			
				
					
							Free T4 and Free T3 Results

					

					
							Thyroxin (T4)

					

					
							Cycle Day Tested

							Normal Range

							What Abnormal Results Could Mean

					

				
				
					
							Any time

							0.8–2.0 ng/dL

							Low levels can result in high levels of prolactin and indicate hypothyroidism, and high levels indicate hyperthyroidism.

					

					
							Triiodothyronine (T3)

					

					
							Cycle Day Tested

							Normal Range

							What Abnormal Results Could Mean

					

					
							Any time

							1.4–4.4 pg/mL

							Low levels can result in high levels of prolactin and indicate hypothyroidism, and high levels indicate hyperthyroidism.

					

				
			



			Testosterone

			High levels in women can interfere with ovulation. Total testosterone measures testosterone concentration in the blood. Free testosterone measures the “bioavailable”—free rather than attached to a protein—testosterone. Total testosterone will always be greater than free testosterone.

			
				
					
							 Testosterone Results

					

					
							Type

							Cycle Day Tested

							Normal Range

					

				
				
					
							Total testosterone

							3

							6–50 ng/dL

					

					
							Free testosterone

							3

							0.7–3.6 pg/mL

					

				
			



			Thyroid-Stimulating Hormone (TSH)

			TSH is produced by the pituitary and controls thyroid gland activity. Abnormal TSH levels disrupt both ovulation and the luteal phase—potentially preventing pregnancy or resulting in poor implantation and an early miscarriage.

			
				
					
							TSH Results

					

					
							Cycle Day Tested

							Normal Range

							What Abnormal Results Could Mean

					

				
				
					
							Any time

							Normal TSH levels range from 0.5–4.0 uIU/mL. For conception, you want your range to be between 1.0 and 2.0 uIU/mL—although it can  be as high as  2.5 uIU/mL. 

							Low levels indicate hyperthyroidism, and high levels result in high prolactin levels and indicate hypothyroidism.

					

				
			



			
Vitamin D

			Vitamin D is a fat-soluble vitamin needed for overall health, maintaining strong bones, and optimal fertility.

			
				
					
							Vitamin D Results

					

					
							Cycle Day Tested

							Normal Range

					

				
				
					
							Any time

							
Good: 30+ ng/mL 

							Better: 40+ ng/mL 

							Best: 50+ ng/mL


					

				
			



			Additional Tests for the Initial Fertility Workup

			Like assessing your AFC and evaluating your hormones, there are some additional tests you should undergo at a specific time in your menstrual cycle. However, these take place during the mid-to-late follicular phase.

			Hysterosalpingogram (HSG)

			It’s important to note that although the HSG might be included in your initial fertility workup, many reproductive endocrinologists are moving away from it in favor of the saline infusion sonogram.

			With this test, your doctor uses an X-ray and contrast dye to evaluate your uterus for abnormalities and your fallopian tubes for any blockages. The HSG is conducted after your period ends but prior to ovulation to avoid the chance of disrupting a pregnancy and reduce the risk of infection. 

			You will be asked to change into a gown, lie on your back, and put your feet into stirrups, just like you would for a gynecological exam. A radiologist will place a speculum in your vagina, clean your cervix, and possibly inject a local anesthetic into your cervix to reduce potential pain. A long tube (cannula) will be inserted into your cervix, at which point the speculum is removed. Contrast dye is injected into your uterus and fallopian tubes through the cannula. An X-ray machine takes pictures, and you may be asked to change positions to get all the angles the radiologist requires.

			Many women, including me, find this test painful, especially if a blockage is discovered. Jahsmyn from Queensland, Australia, had a very difficult experience with this test: “My doctor tried pushing the dye through six times with no success. Everyone heard my screams from the waiting room. Afterward he said cheerfully, ‘Well, IVF is your only option.’ I was destroyed and still in so much pain that I couldn’t breathe. My husband carried me out of the hospital.”

			Katie from Kansas says she’s happy she didn’t know what she was getting into prior to her HSG and describes it as “probably the most painful [experience] I’ve ever had.” However, she says it didn’t last long. She went alone and advises other warriors to bring someone to drive them home.

			“But even through the pain,” she adds, “it felt good to be actively doing something to help me get answers.”

			For Katie from Wyoming, on the other hand, the pain was manageable. “For me, the HSG was not bad. The technicians were very kind and went slowly, and the pain was not bad with some ibuprofen taken a couple of hours before the procedure. It was uncomfortable, but not for very long.”

			Because of the risk of pain, your doctor may suggest premedicating with over-the-counter or prescription pain medication. 

			Saline Infusion Sonography 

			Saline infusion sonography (SIS), sometimes called sonohysterography (SGH), is an ultrasound that evaluates your uterine structure and lining. If your doctor wants to check your fallopian tubes for blockages, this procedure— performed at the same time—is called a sonosalpingogram. 

			As previously mentioned, the SIS/SHG is often now the initial female reproductive system diagnostic test of choice over the HSG. If you’ve never been pregnant or have had miscarriages, this test can help doctors understand why. In addition to getting a good look at your fallopian tubes, it allows doctors to identify scar tissue, abnormal growths (fibroids or polyps), and irregularities in the uterine lining and to visualize the shape of your uterus. 

			A SIS/SHG is conducted after your period ends but prior to ovulation to avoid the chance of disrupting a pregnancy and reduce the risk of infection. You will be asked to empty your bladder, lie on your back, and put your feet into stirrups. The first step is a transvaginal ultrasound to obtain an image of the uterine lining. Your doctor will then place a speculum in your vagina, clean your cervix, insert a tube, and send liquid through the tube to widen your uterus and make the uterine lining easier to see. Finally, your doctor will reinsert the transvaginal ultrasound probe, send more liquid through the tube, examine your uterine lining, and observe how the liquid flows from your uterus into your fallopian tubes. 

			At this point, you may feel pain from the liquid entering your uterus. Some doctors will use the ultrasound’s Doppler feature to identify blood flow blockages, blood clots, and blood supplies to polyps and other abnormalities. The SIS/SHG is a common, safe test with a very low risk of infection, although you may experience spotting or cramping afterward.

			Further Diagnostic Testing

			If your doctor discovers an issue during your initial fertility workup, or if your fertility issues have been categorized as “unexplained,” or if you’ve had recurrent implantation failure or pregnancy losses, your doctor might recommend that you undergo additional diagnostic testing.

			Abdominal Ultrasound 

			This procedure allows your doctor to see organs and structures inside your abdomen. Abdominal ultrasounds are common, safe, and pain-free. You may be asked to remove your clothes and change into a gown or simply to lift your shirt. You’ll lie on a table with your abdomen exposed, and a sonographer will use lubricating jelly and an ultrasound wand to send high-frequency sound waves that echo as they hit dense objects, like your organs.

			Endometrial Biopsy

			This test may be used in several possible ways to evaluate the lining of your uterus: 

			• Hormone ranges. Recall from chapter 1 that your uterine lining requires both progesterone and estrogen to grow and stabilize to allow implantation and support a pregnancy. An endometrial biopsy may be taken by your doctor around cycle day 21 and sent to a pathologist for hormonal evaluation. 

			• Abnormal bleeding. If you are bleeding too much, not at all, or at the wrong time of your cycle, your doctor may take an endometrial biopsy and send it to a pathologist for hormonal evaluation and/or the presence of fibroids or polyps.

			• Chronic endometritis. An endometrial biopsy,  in this case called an analysis of infectious chronic endometritis (ALICE), may be used to test for chronic endometritis—inflammation of the uterine lining caused by an infection. It is often asymptomatic and either hinders implantation or causes early miscarriages. Thankfully, this condition is easily addressed with antibiotics. 

			• Endometriosis. Not to be confused with endometritis, endometriosis is when your uterine lining grows outside the uterus. A test called ReceptivaDx can detect the type of inflammation of the uterine lining that is most commonly caused by endometriosis, and an endometrial biopsy is conducted during your implantation window in order to collect a sample for that test.

			• Uterine receptivity. A biopsy to assess uterine receptivity—also known as an endometrial receptivity analysis (ERA)—is often recommended when you’ve had two or more failed frozen transfers—either no implantation or biochemical pregnancies—with genetically normal embryos. It must be taken during your implantation window. It determines whether your lining is prereceptive (not ready to receive an embryo), receptive (optimal time for implantation), or postreceptive (past the optimal time for implantation). The biopsy sample is sent to a genetics company for gene expression evaluation. 

			• Endometrial microbiome. The endometrial microbiome metagenomic analysis (EMMA) test helps identify potential reasons for recurrent implantation failure. It looks for the presence of bacteria associated with higher pregnancy rates and determines if the uterine environment is friendly at a microbial level.

			To conduct the biopsy, your doctor will place a speculum in your vagina, insert a small catheter into your uterus through your cervix, and remove a small sample of your uterine lining. You might have light spotting afterward—it could even last until your next period. A word of caution: Do not try to conceive during the same cycle as an endometrial biopsy, as the test could disrupt the chance of pregnancy. 

			The procedure is short, but I personally found it very painful. However, most doctors will tell you that you’ll feel “a pinch and some cramping,” so it’s quite possible you’ll have a better experience, like Rachel from North Carolina. “It was much like a Pap smear, only more uncomfortable,” she says. “They had to take a few samples and it was not terribly pleasant, but it was over fairly quickly and well worth the knowledge we gained from the results.”

			Rachel had a ReceptivaDx biopsy to test for endometriosis after exhausting all other possible reasons for her recurrent miscarriages. “After the biopsy came back positive, I had laparoscopic surgery to confirm and remove the endometriosis. They found and removed stage two endometriosis, mostly on one of my ovaries and some on my uterus.”

			Laura from California had unexplained infertility for 3 years before the ReceptivaDx test provided some answers. “It wasn’t until after our first failed frozen embryo transfer that I pushed to have a ReceptivaDx biopsy, which revealed probable endometriosis. I felt relieved that there was finally something I could direct my research energies toward, but also nervous that I might develop more pain with each cycle that did not result in pregnancy.” 

			Three years after my daughter was born, I did an ERA at the recommendation of my doctor in preparation for a frozen embryo transfer. With my daughter, I had taken 123 hours of progesterone prior to the embryo transfer. However, my uterine receptivity seemed to have changed because the test came back showing me to be prereceptive—and suggesting 149 hours of progesterone instead. That’s an extra 26 hours of progesterone! Had we followed the same plan we’d used for my previous transfer, we would have been unsuccessful.

			Hysteroscopy

			In this procedure, a device with a light and small camera is inserted into your uterus to look for abnormalities. A hysteroscopy is conducted after your period ends but prior to ovulation to avoid the chance of disrupting a pregnancy and reduce the risk of infection. 

			Depending on the complexity and length of the procedure, a hysteroscopy might take place at your fertility clinic, a surgical center, or a hospital. Also depending on the scenario, you might be fully awake, under light anesthesia, or completely asleep under general anesthesia. 

			You will be asked to change into a gown, lie on your back, and put your feet into stirrups. Your doctor will dilate your cervix and insert the device through your cervix and into your uterus. Because there is normally no open area in your uterus, a gas or liquid will be sent through the device into your uterus to help widen it. The light and camera help your doctor see your uterus and the openings of your fallopian tubes. 

			If an abnormality is discovered and you are already under anesthesia, your doctor may correct it without the need for another procedure. Afterward, you may experience cramping, spotting, and/or shoulder pain (if carbon dioxide was used). 

			Possible complications include infection, uterine scarring, heavy bleeding, or side effects related to anesthesia.

			Contact your doctor if you develop a fever, experience heavy bleeding, or are in pain post-procedure. 

			Laparoscopy

			A laparoscopy is a surgical procedure that allows your doctor to examine your abdominal organs and potentially correct any issues discovered. Most often, a laparoscopy is performed when endometriosis, pelvic inflammatory disease, pelvic adhesions, or ectopic pregnancy are suspected. Other situations in which a laparoscopy might be suggested include when:

			
				 Hydrosalpinx (explained in the appendix) is suspected.

				 At least one fallopian tube is blocked or  in need of repair.

				 A large ovarian cyst is blocking a tube or causing severe pain.
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