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For Richard, Alexandra, and William without whom my life would be inconceivable




In Loving Memory


Dorothy Gadasin Freedman


aka GGM


A terrific woman of extraordinary strength


who waited until her ninety-seventh year for the arrival


of her youngest beloved great-grandchild


Caryn Katkin Pally


Mother, daughter, sister, wife


who believed in family


and the power of sibling love


Elizabeth and Walter Wawrzyniak


who overcame inconceivable obstacles


to raise their children with unconditional love


and instill the belief that anything was possible
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Fall down seven times, stand up eight.


Japanese proverb




If opportunity doesn’t knock, build a door.


Milton Berle


Introduction


“If you have to write a book, why can’t you write a book about recipes, like how to make cookies?” asked my then five-year-old daughter, with her impish little grin.


I scooped out the dough onto a baking sheet, smiling. “Because I want to write a book about how to make babies,” I answered, “so that other parents can have wonderful babies like you and your brother.”


Alexandra looked at me, her striking green eyes wide with indignation. “I am not a baby,” she cried.


“You know what I mean,” I replied. “You were a baby.”


“But having babies is easy,” Alexandra declared. “Everybody has babies.” She twirled around on her toes, practicing to be a ballerina. “When I grow up, I am going to have a girl and a boy. An older sister and a younger brother. Sarah and Henry.”


“Just like that?” I asked.


“Just like that.”


I had thought so too. Like Alexandra, I used to believe I would grow up and get married and have two children, one boy and one girl, just like my parents did. Just like that.


I never thought for even a second about the possibility that it might not happen. Until the time came when I actually tried to get pregnant, my only pregnancy concern had been ensuring that it didn’t happen accidentally.


I looked at my beautiful daughter practicing her ballet steps in the kitchen and, not for the first time, marveled at her very existence. If she only knew the amount of time, energy, and money—not to mention the physical and emotional ordeal—that her father and I had gone through over the last decade to create her and her brother.


I never could have imagined that my quest for children would ultimately look like this:


Seven miscarriages


Eight fresh IVF cycles


Two frozen IVF attempts


Five natural pregnancies


Four IVF pregnancies


Ten doctors (four of whom told me to give up trying)


Six countries


Two potential surrogates


Nine years


$200,000


That’s my recipe. And now my husband and I have two beautiful, healthy children. One boy and one girl. Just like that.





I am an accidental fertility expert. I did not go to medical school, and did not, in my college and graduate years, prepare to devote myself to helping other women, let alone myself, get pregnant. Fertility was not something I ever thought about, until confronted with years of “trying” and the devastating pain of my first miscarriage—sadly followed by six additional miscarriages and almost a dozen failed IVF attempts. Yet I surprised even myself in my absolute, unshakable refusal to take no for an answer. In the face of overwhelming challenges, I gradually undertook my own quest to find solutions.


In so doing, I was willing to sacrifice a lot—too much, some might say, and some did. I submitted my body to punishing rounds of fertility treatments of every kind. I was willing to spend every cent of our life savings. I saw doctors at top clinics in six countries—the United States, the United Kingdom, Switzerland, Germany, the United Arab Emirates, and Russia—and educated myself on state-of-the-art Western practices, as well as ancient Eastern and traditional approaches to overcoming infertility. I tried intrauterine insemination (IUI), in vitro fertilization (IVF), intracytoplasmic sperm injection (ICSI), preimplantation genetic diagnosis (PGD), and in vitro immunoglobulin (IVIG). I worked with egg donors and surrogates, and completed an adoption home study. I drank Chinese herbal teas, served as a cushion for an uncountable number of acupuncture needles, and took a variety of homeopathic remedies and tinctures derived from Germany to the Arabian Peninsula. I wore a fertility necklace, touched a fertility stone, and sat under a fertility tree. Alternately a fan and a skeptic, and ultimately a realist, in my 3,285-day crusade to complete my family, I left no stone unturned, and I opened my mind to paths previously unknown to me.


I know I must sound like a zealot. I didn’t start out that way. I was just a stubborn woman who wanted to have a baby, who wanted to understand why she was having difficulty, and who wanted to fix whatever was causing it. What was happening in my body? Why couldn’t the doctors answer my questions? If there had been an explanation—a credible explanation—for what was wrong, I might have accepted it and moved on. But I had been trained as a lawyer, and I thought like one, and the reasons I was given didn’t make sense to me and didn’t hold up under interrogation. Didn’t modern medicine have a way to fix what were described as commonplace problems?


Each problem I encountered had a simple, doctor-prescribed solution. I’d try the simple solution, and it worked. But I still didn’t have a baby. We’d then discover a second problem, and I’d try a second solution, and it worked too. On and on it went. New problems, new solutions. I followed each prescription to a tee. But I still didn’t have a baby. After multiple miscarriages and four years, instead of satisfactory explanations, there were only pieces of a puzzle that didn’t seem to connect. So I did what lawyers do. I looked for answers in the facts.


I talked to doctors and researchers, communicated with other women with fertility issues, and read anything and everything available on the topic, whether written for medical professionals, laypeople, or patients. I transformed from an ardent believer in following doctors’ orders to an active advocate for myself. Gradually, and somewhat unwittingly, I began to take over the management of my own case. Sometimes I knew as much as or more about my problems than my doctors. Instead of accepting the word of one doctor, I aggressively consulted with multiple doctors to create a more complete picture. I experimented on my own body with numerous mainstream, alternative, and complementary treatments.


In my elusive, and obsessive, quest for a baby, over the course of nine years I explored every conceivable—and inconceivable—path, including not only most forms of assisted reproduction but also third-party parenting (surrogacy and egg donation) and adoption.


When I was trying to conceive, there was plenty of material about IVF and how it works, but it was rare to find good advice on next steps when it doesn’t work. And though there were books on coping with miscarriage, I couldn’t find any on how not to miscarry.


Shockingly, it was not until the final stages of my journey that I learned that there were different perspectives—indeed, entirely different philosophies—on infertility treatment that might have shortened my journey. Doctors in other countries had varied approaches to infertility based on their markedly different perspective on egg quality—a major, if not the primary, culprit in failed pregnancies. It was also not until the end of my quest, in 2010, that I understood the extent of the differences between basic scientific research, the protocols of the majority of doctors treating infertility in the United States, and those used elsewhere around the world.


After nine years of seeking fertility advice and treatments, still trying to build our family, I sat in a spare, white medical examining room in a yellow house in the outskirts of Moscow, and was abruptly informed by a fast-talking Russian doctor that, in her view, the very treatments I had been pursuing for years as “the answer” had likely hindered rather than aided my chances of having a healthy baby, or any baby at all for that matter.





Fertility, like life, is complex, yet we usually consider it in the most simplistic fashion. We may not all be able to go to Harvard, or become president of the United States, but we can all grow up to have a family, can’t we? In fact, from our teenaged lives onward, we are taught that we are likely to get pregnant any time we have unprotected sex, as long as we are not too old. For as we age, we are told, our chances of conceiving decrease as the forces of time take their irreversible toll on our eggs.


Doggedly trying to fulfill my desire to become a mother, I pursued methods consistent with this narrative. But in that clinic in Moscow, I learned that the narrative was at best oversimplified and not necessarily in line with the evolving science relating to egg and embryo quality. The doctors in Russia raised new, fundamental questions. What if, contrary to common Western medical belief, egg quality can be improved over time, not just left to degrade? What if our immediate environment affects the chromosomal makeup of our unborn children? What if large doses of fertility drugs, as commonly prescribed by most American fertility clinics, are not the most effective path for some of the fertility challenged among us?


Eventually, my husband and I found our way to having two biological children—the first conceived in New York following a traditional Anglo-American IVF protocol under the care of a South African–born doctor, the second conceived in Russia using a lower-dosage protocol after US specialists told me to give up trying—both born in the United Kingdom. Based on the knowledge I acquired along the way, I became convinced that it should not have taken so long.





The infertility problem in America—and much of the Western world—is large and growing. In 2016, fertility rates in the United States reached an all-time low.1


Every year, more than seven million women in the United States alone experience trouble conceiving or maintaining a pregnancy; that’s more than one in eight women and one in six married couples.2 While this book stems from and reflects my own quest for motherhood, the challenges and obstacles I faced are shared by so many. More than one million women a year in the United States alone seek medical help for their infertility, and at least 10 percent of all American women seek help at some point in their lives.3 In this book, I will introduce you to some of them.


The insatiable drive to have a baby, paired with the steady rise in infertility, has set the stage for explosive growth in the fertility “industry,” which is, as the word implies, as much a commercial endeavor as it is a medical practice. In addition to its stated objective of helping patients have babies, it is a business strongly influenced by other factors—clinic success rates, profits, and “the tyranny of the orthodoxy” among them. It is also a business in which the “customers,” desperate for a baby and largely lacking a medical background, tend to optimistically and unquestioningly follow the advice of their doctors or fertility clinics—if they can afford such help or are fortunate enough to have insurance coverage for it.


My journey raised many questions. Why is IVF in America the most expensive in the world, but not necessarily the most successful? How do doctors and clinics define “success,” and how can one be sure that the success rates clinics report are accurate (and comparable)? What are clinics in Russia and Israel and other countries with higher success rates doing right that many clinics in the United States and the United Kingdom are not? Why do many, if not most, US clinics prescribe higher levels of drugs for longer periods of time than low-dosage protocols used successfully in many other countries? Why are the “ethics” involved in reproductive technology so inconsistent (at best) and ignored (at worst)? What are the health risks of the various treatments, and, underlying all these questions, why are key aspects of fertility treatment unregulated in the United States? Finally, and perhaps most critically to evaluating paths to success, is egg quality influenced, for better or worse, by external factors, and if so, what can be done about it?


They were questions without easy answers. So I set out to answer them. Initially driven by the desire to discover the solution to my own fertility issues, I am now driven by a desire to share what I learned with others struggling to have their own children, and anyone else interested in understanding and navigating this challenging landscape.


I cannot pretend to know the solution to everyone’s infertility problems. But I have learned how to ask the right questions. I have learned that there are varied perspectives. I have learned that the American way is not the only—or necessarily the best—way for all women. I have learned that individuals need to become their own medical advocates and push for the very best care available to them. I have gained a wealth of knowledge about the medical, legal, financial, and emotional terrain involved in trying to have a child, both domestically and internationally. The information and insights I have obtained may help others who do not have the luxury to spend so much time and money searching the world for best practices. Because I was fortunate enough to be able to seek advice from a wide variety of medical professionals around the globe, I have benefited from state-of-the-art knowledge that might help others have a child more easily—specifically, evolving knowledge about the ability to improve egg quality, therefore radically improving the odds of healthy embryos and healthy babies.


Ever since I had my children, I have been helping friends, and friends of friends, and cousins of friends all over the world to conceive and carry their babies. My husband calls it my “side practice.” Playing a role in any way toward helping would-be parents bring a baby into this world is the most gratifying thing I’ve ever done. Strikingly, these families did not need vast resources or an ability to travel the globe to benefit from my knowledge. To the contrary, many of the families I have advised have never left their hometown, and others have traveled to places in which treatment is in fact significantly cheaper than in the United States.


At its core, Conceivability represents a mind-set: a willingness to reexamine the fundamentals of our fertility practice; an ability to imagine differing conceptions of conception, whether in diagnosis, treatment, or general perspective; an acceptance of the idea that there are ways of bringing a child into the world other than the fairy-tale path we all imagine. For I have learned that options nearly always exist, and the dream of having a family should not be left on the doorstep of a fertility clinic.


There are many women and couples who walk on this journey. I wrote this book to let them know their experience is not isolated, and they are not alone.




Houston, we have a problem.


Apollo 13
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From Here to Infertility


Frontline Infertility Treatments


When Richard and I got married, I was thirty and he was thirty-five. We are both big planners, and along with organizing our wedding and honeymoon, thinking about where we wanted to live now and in the future, and picking out colors for our new house, we had negotiated the kid thing at length well before the wedding. Two kids, not right away, but not too delayed either. I imagined we’d be a foursome by the time I was thirty-five, or shortly thereafter. I was a lawyer, working for the Washington, DC, office of a big Wall Street firm. Richard was a fund manager for an emerging-markets private-equity firm. We both worked a lot, traveled a lot, and had more than our fair share of fun. It was important to us that we have plenty of adventures together before our two kids arrived.


Eighteen months later, weary of the corporate-law grind and encouraged by Richard, I left my law firm for a job at a start-up in Silicon Valley. So what if it required me to commute regularly from DC to California? It was the year 2000, the start-up world was exploding, and I had the energy and drive. I threw myself into preparations for my new life as a West Coast entrepreneur. Before my first trip to Mountain View, California, I was so busy agonizing over what clothes to pack that I forgot to pack my birth control pills. When I discovered them missing, I ran through my options. I wouldn’t have time to get them before going to the new office in the morning. Could Richard overnight them to me? Could my doctor call in a prescription to a nearby CVS? Or . . . Wait a minute. We’d been married for a year and a half. Maybe I’d just stop taking the Pill altogether. The thought was a strange relief.


I called Richard, nervous and excited. Was he ready for a baby?


No, it turned out he was not ready for a baby. Like me, he still lived in a universe in which as soon as a healthy not-too-old woman goes off the Pill, she gets pregnant. He needed time to prepare. “Just a few more months?” he asked. I sighed, made a frantic call to a doctor cousin who faxed off a Pill prescription, and dashed to the pharmacy before it closed. It’s OK, I consoled myself. I could use a few more months too.


As agreed, that June I stopped the Pill. When I tossed the empty pack, I thought to myself that with a little luck, I would be pregnant by the end of the year.


But things didn’t go according to plan. Time passed, yet my period never returned. Month after month: nothing. I grew more agitated by the day, increasingly believing in my gut that something was terribly wrong yet not quite ready to confront it. Work was very stressful, and I buried myself in my new job.


No woman wants to believe that she has a fertility problem. And no one wants to go to that first appointment to find out. Although it should have been pretty clear that I needed an appointment—given that nearly six months after going off the Pill I was not yet ovulating, making it impossible to conceive—I still didn’t make my first appointment with a gynecologist until I felt pushed. By my mother, of course. Richard and I were due to fly to my parents’ home on Long Island for Thanksgiving. My not-so-subtle mother had been dropping lots of hints about grandchildren, and I hadn’t had the heart to tell her that we were actually trying—or more accurately, trying to be trying. But now I wanted to have something to share with my parents when we saw them.


Although it might seem surprising, my conversations with dozens of women revealed that they too held off seeing a doctor. Many dragged their heels before going to a specialist, or even their own gynecologist, and the overwhelming majority did not commit a great deal of time or effort to choosing a fertility clinic—at least their first fertility clinic. When women or couples are ready to seek help, they often choose a doctor or clinic that was referred to them, or that was convenient, or that they have heard of, and they rarely do much digging into things like success rates. Fortunately, in the initial stages at least, the front line in fertility treatment should be fairly standard from clinic to clinic and country to country.


A first visit to a fertility clinic typically involves an exploration of a woman’s cycle and health history, as well as at least a discussion of potential male issues. The initial task is diagnosis—or at least attempting a diagnosis. Is the woman ovulating? Are her tubes blocked? Does she have endometriosis? Are polycystic ovaries or polycystic ovarian syndrome a concern? Does the man have sperm issues? Inadequate sperm count? Low motility (slow swimmers)? Poor morphology (form)? Are any of these identifiable issues possibly masking another issue? In assessing a woman’s odds of conception, doctors will invariably try to assess both egg quality and egg quantity.


My first visit, unfortunately, did not follow this pattern. I began by seeing a recommended ob-gyn in Washington, DC, not dreaming that I needed a fertility clinic. I quickly received my unwelcome first clue that becoming parents was not going to be quite as simple for us as Richard and I had anticipated. Near the end of a brief conversation with the doctor, she told me that I had a condition called polycystic ovarian syndrome (PCOS), a syndrome experienced by an estimated five million women in America (5 to 10 percent of all women of childbearing age), and one of the leading causes of infertility.


I was truly shocked by the diagnosis. There was nothing in my family history, and nothing in Richard’s either, that had caused us concern about getting pregnant. Delivering the news of my diagnosis, the somewhat lethargic gynecologist blithely informed me that it was normal to go a while without a period after coming off birth control pills.


“Six months?” I asked.


“Sure. It’s the polycystic ovarian syndrome. It’s common,” she said, thrusting a pamphlet into my hands. “Read this. It’s no problem. Take Clomid, it makes you ovulate, and you can still conceive naturally.”


I had a syndrome? “Can you tell me a little more about it?” I asked, my heart beating just a bit faster.


“Read the pamphlet,” she shot back, her disorderly salt-and-pepper curls obscuring her face.


“Side effects?”


She headed for the door. “Headaches, nausea.” Just as she pulled the door open for me, she added, “Take Advil.”


I took the pamphlet and prescription from her hands. Clomiphene citrate, or Clomid, 50 mg taken daily, days five through nine of my (theoretical) cycle. It would assist my body with ovulation, and presumably therefore conception. I had no reason not to believe her. I was accustomed to a world in which medicine could fix many problems, even my mother’s life-threatening leukemia several years earlier.


Off I went, home for Thanksgiving turkey with my polycystic ovaries, a synthetic hormone to kick-start the process by inducing a period, 50 mg tablets of Clomid, and a bottle of Advil. My head was spinning with the diagnosis, but I decided I would wait until after Thanksgiving dinner to mention our new problem to my parents. I wanted to eat my turkey and stuffing in peace. But no sooner had I taken off my coat than my mother asked me hopefully, “Any news?”


My mom is an academic, as is my dad. And my brother. And my sister-in-law. No major obstacle or decision in our lives escapes mention without being examined and discussed in minute detail. I had no choice but to tell them about my difficulties and try to field their questions.


“What exactly is polycystic ovarian syndrome?” asked my dad.


Uncharacteristically, I had no real response.


“How does the Clomid work?” asked my mom.


Again, no good answer. I shoveled turkey into my mouth in an unnatural silence.


Those who know me know that I am rarely at a loss for words, and I am usually quick to search for answers. But the doctor had been so dismissive, treating my problem as a triviality, and it wasn’t clear to me what to do or where to go next.


The reality is that I didn’t probe too deeply when I was diagnosed, or for a long time after. And I have discovered that I am not alone in this passivity. Looking back, I realize that I was just happy to have an answer. The doctor told me I had a problem, and that Clomid was the answer. If I just took Clomid, I would ovulate, and then I would become pregnant. Who wouldn’t want to believe that?


Had I done any research then, I’d have learned that Clomid, often the first line of attack in the war against infertility and taken by countless women in America, yields somewhat controversial results.


At first, the Clomid wasn’t so bad for me. I didn’t have painful headaches, as my doctor warned I might, but I also didn’t ovulate. I experienced insomnia and mood swings but, for the most part, life went on. I had other things, for better or worse, to think about. The Internet bubble was bursting, along with company valuations and opportunities for fund-raising. What had started as a challenging but electrifying job in Silicon Valley had turned on its head. Deciding that the hours, travel, and stress could not be helping my poor little eggs to ovulate, and amid a tumultuous shake-up at the firm, I quit. Maybe now I would get my period.


But it was not to be. Three months after my first visit, I was back in the doctor’s office. This time, it took two hours of waiting-room time for her to see me. When else would I have a chance to read People, Cosmopolitan, and AARP The Magazine all in one sitting?


“Still no period?” the ob-gyn asked, in her signature irritated voice.


Still no period.


“Don’t worry. We’ll double the dose. Take one hundred milligrams. Should do the trick.” She wrote up the prescription for Clomid in chicken scrawl and handed it to me. “If it doesn’t work after two cycles, we’ll go up to one hundred and fifty milligrams.” And then she was gone. I was in the office for about three minutes. The waiting-time-to-visit-time ratio was an all-time personal record.


At 100 mg, my head hurt. It was harder and harder to sleep through the night. I snapped at my husband. And still no period.


About three months later, now nearly a year since we began trying for a baby, my dosage was increased again to 150 mg, this time prescribed by phone. I didn’t know then that a third of women with polycystic ovaries—which often occur together with irregular periods—are actually resistant to Clomid, a fact my doctor either didn’t know or neglected to tell me. Head throbbing, and seeing no progress, I started looking for a fertility specialist.


Clomid


The number one response to egg, ovulatory, or unexplained fertility problems is to prescribe clomiphene citrate, commonly known as Clomid. Taken orally in the early stages of each cycle, the drug is intended to assist a woman’s body with ovulation, and presumably therefore conception, by stimulating the ovaries to release eggs. The most widely used of fertility drugs, Clomid has been on the front line of fertility treatment for more than fifty years and is now a major player in the multibillion-dollar fertility-drug industry.


Perhaps not surprisingly, the business of selling hormonal treatments has existed almost as long as the discovery of hormones. In the early 1900s, a group of British researchers labeled the mysterious secretions that seemed to affect human behavior “hormones” and began to experiment with ways in which they could be transferred from one person to another; for example, using testosterone from a fertile male to help an infertile one.1 These processes evolved over time, making a critically important leap from the exceedingly difficult task of extracting existing hormones—from people, cows’ ovaries, bulls’ testicles—to creating synthetic ones. A major fertility breakthrough occurred unexpectedly in the 1960s when researchers studying clomiphene citrate as a potential oral contraceptive discovered that, to the contrary, it induced ovulation and increased the chances of pregnancy.


Although attempts to control fertility are likely as old as childbirth itself, what was new about Clomid was its method of control: it was the world’s first successful synthetic hormone. Approved by the Food and Drug Administration (FDA) in 1967, fittingly at about the same time that birth control pills first burst onto the scene, Clomid provided the sense that women now were liberated to choose when they wanted to start their families. They could use birth control pills to prevent unwanted pregnancy, and then, when they were ready for a family, take Clomid to help stimulate the body. Compared to the previous options of an invasive surgical procedure with questionable efficacy or lifelong infertility, the orally administered clomiphene citrate was revolutionary.


With the advent of Clomid, the modern-day fertility industry was born. By 1970, demand for Clomid was so great that one doctor in Los Angeles reported, “We don’t have a vial in the house.”2 From its explosive beginnings, Clomid has achieved pride of place over the last fifty-plus years as the knee-jerk prescription doctors write when confronted with a woman trying to get pregnant. Yet unlike with other fertility treatments, the underwhelming pregnancy rates (approximately 10 percent pregnancy rate per cycle) with Clomid have in fact varied little over time,3 while questions about its detrimental impacts have only grown, in light of controversial studies—with conflicting results—examining its possible links to cancer, increased incidence of miscarriage, and birth defects.


Clomid works by blocking the effects of estrogen in a woman’s body, essentially preventing the estrogen from binding to its target on the egg cell. This blocking effect tricks the body into producing greater levels of the two other hormones that are essential to ovulation: follicle stimulating hormone (FSH), which causes the eggs in the ovaries to ripen, preparing for release; and luteinizing hormone (LH), which triggers the release of one or more mature eggs from the follicle. The potential side effects of these hormonal changes, however, include decreased cervical mucus and thinning of the endometrial lining, both critical elements to a successful and healthy conception and implantation.


And that’s not all. Less important, but truly uncomfortable side effects include blurred vision, headaches, hot flashes, mood swings, abdominal pain, weight gain, insomnia, and nausea. Some women find the side effects so challenging that they opt to quit. The actress Helena Bonham Carter, who publicly revealed her and her husband’s struggle to have their second child, cautioned of Clomid, “I had a terrible reaction to it . . . . It stressed me out beyond belief. Hormonally, I was all over the shop, and I got really low emotionally.”4 After quitting the tablets, she joined the “Clomid Club” of disbelievers.


“The Clomid wreaks havoc on some women, particularly those who tend toward depression . . . . It seems especially detrimental to women over forty or those who have low ovarian reserve, since it rarely results in the maturation of more than one follicle for them,” says Jane Gregorie, owner and clinic director of Acupuncture Denver, who often treats women for the side effects of Clomid, which run the gamut from mood swings and depression to headaches and blurred vision, and perhaps most frustratingly, the thinning endometrial linings that present an additional challenge to pregnancy.


“It made me batshit crazy,” Anna told me over coffee at our first meeting, and, adding insult to injury, “it didn’t work.” Now happily the mother of a healthy toddler, Anna battled infertility for more than three years. Although her problems were largely immunological, her journey, characteristically, began with Clomid. A social worker who counsels teens, Anna “was surrounded by people who had sex once and got pregnant.” The Clomid certainly wasn’t helping her cope.


Rose, a teacher in her midthirties, had a similar reaction. “I heard the drugs were going to make me a little weird, but my doctor said no, they wouldn’t,” she told me. Her fears were confirmed, however, after a couple of months of taking the pills. “I had the hardest emotional time on Clomid. I felt angry. I had temper tantrums. I was afraid it would lead to divorce.”


While most fertility patients are only concerned with whether Clomid will work, there is also reason to worry about it working too much. Doctors don’t always inform patients that when it works “too well,” Clomid leads to overstimulation of the ovaries, resulting in a range of problems, from the benign “complication” of twins—occurring 8 to 10 percent of the time5—to the rather more threatening problems of quintuplets or ovarian hyperstimulation syndrome (OHSS), a condition in which a woman’s ovaries swell, causing severe abdominal bloating.6


Its hormonal effects are not lost on those outside the fertility world too. Clomid, which enhances the body’s natural production of progesterone and also conveniently masks steroids on drug tests, is included on the World Anti-Doping Agency list of doping agents in sports. In 2003, the celebrated baseball player Jason Giambi testified to a grand jury that he had taken steroids.7 Included in his cocktail was a white pill that he said might have been Clomid, which some medical experts believe may have exacerbated Giambi’s pituitary tumor a year later.


My doctor’s belief that Clomid would stimulate my ovulation was reasonable. The majority of women who take Clomid do in fact ovulate. Yet this statistic can be misleading. In fact, while up to 60 to 80 percent of women ovulate in response to Clomid, only 15 to 20 percent of women with an irregular or nonexistent cycle actually conceive in a given cycle.8 And while Clomid is prescribed routinely for women with “unexplained infertility,” there is surprisingly little evidence that it really helps them—data reported by top fertility clinics, such as Shady Grove Fertility in Maryland, reveal that using Clomid for anything other than ovulatory irregularities results in a less than 10 percent pregnancy rate per cycle, even when combined with artificial insemination.9 A Cochrane meta-analysis of seven randomized controlled studies showed that in the case of women with unexplained infertility, taking Clomid, whether alone or in conjunction with artificial insemination, had no statistical impact on pregnancy rates or live birth rates.10 This may be in part due to some of the side effects of Clomid, which are not only unpleasant but may actually decrease the odds of getting pregnant.


Polycystic Ovaries and Polycystic Ovarian Syndrome (PCOS)


One in ten women of childbearing age in America has PCOS.11 That’s approximately five million women.12 Though common, polycystic ovaries present a great challenge to fertility. In essence, the ovaries with the cysts do not possess all the hormones needed for an egg to fully mature. In a normal ovary, follicles (little balloon-like sacs that hold and nurture the eggs) grow and fill up with nourishing fluid. One follicle becomes the dominant follicle that, upon ovulation, bursts like an overstuffed balloon, releasing a mature egg into the womb. With polycystic ovaries, however, the follicles start to fill up with fluid as they normally would, but due to insufficient hormones, no dominant follicle develops or pops; rather, the follicles slowly shrink, like balloons losing their air. They remain in the ovaries, some calcifying into cysts. Over time, the number of cysts may increase, causing even greater challenges to ovulation and conception.


Some women with polycystic ovaries experience other changes caused by their hormone imbalance, resulting in a syndrome known as polycystic ovarian syndrome, or PCOS. Acne, weight gain and trouble losing weight, excessive hair growth, depression, and infertility are signs of PCOS. Yet what woman hasn’t experienced at least one or two of these issues in the past? It is precisely because of the vagueness of these seemingly unrelated symptoms, and for many, a lack of discomfort, that the most common hormonal disorder among women of reproductive age often goes undiagnosed. I probably had my polycystic ovaries for years and had absolutely no idea until I tried to get pregnant. In my teen years, I experienced an inexplicable weight gain that in retrospect was likely linked to my PCOS, but no one suspected this, or even raised the possibility, at the time.


The idea behind using Clomid to battle PCOS is simple: the suppression of estrogen is intended to force the struggling body to ovulate by artificially stimulating the necessary hormone production. However, despite its promise in theory, it is now known that Clomid is not the magic solution many hope it to be. In addition to the many women who fail to ovulate with Clomid, many others who do ovulate fail to conceive, likely because of poor egg quality—another challenge I, like a great many women with PCOS, later faced.


Fortunately, women with PCOS facing the challenge of trying to conceive now have another potential option to pursue: a drug called letrozole. Letrozole, an aromatase inhibitor approved by the FDA for the treatment of breast cancer, seeks to achieve the same goal as Clomid—stimulating ovulation—through a different physiological mechanism. Letrozole blocks the production of estrogen, as opposed to preventing the estrogen from binding to the egg cell, as Clomid does.13 A study of 750 women, one of the largest to date examining infertility in women with PCOS, found letrozole to be more effective than Clomid, resulting in higher rates of ovulation, conception, pregnancy, and live birth rates.14 Women assigned to take letrozole experienced an ovulation rate of 61.7 percent and a live birth rate of 27.5 percent, as compared with 48.3 percent and 19.1 percent, respectively, for the Clomid group. Although some experts urge caution, wanting to see more safety data on letrozole,15 Dr. Richard Legro, the lead author of the study, said that the researchers were “extremely encouraged that letrozole could provide a new, oral, first line therapy for this common disorder . . . with a much lower risk of multiple pregnancy.”16


Teen weight gain aside, I luckily suffered almost none of the other side effects of the syndrome—except the most emotionally painful effect: the cysts prevented me from ovulating, making it impossible to conceive without intervention.




The nursery is the room I’ve been longing for . . . .


Clara Andrews Williams,


The House That Glue Built
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Finding the Yellow Brick Road


Navigating the Fertility Labyrinth


While taking the 150 mg of Clomid, I started polling nearly every female friend and acquaintance I had in Washington, DC, asking for recommendations for a fertility specialist.


“Dr. Sacks,” said Cori.


“Preston Sacks,” said Katherine.


“I don’t like my doctor,” said Melissa, “but I hear someone called Dr. Sacks is supposed to be great.”


Dr. Sacks! Was there only one good fertility doctor in all of Washington, DC? It seemed that way. When I called to make an appointment, the first available date was more than three months away. It felt like an eternity.


In the meantime, to my surprise and relief, I discovered that I was not alone with my fertility concerns. My friend Cori, from law school, provided not only a sympathetic ear but also a Clearblue Fertility Monitor. The Baby Computer, as we affectionately called it, goes far beyond a typical drugstore ovulation predictor kit. Rather than peeing on a stick for a few days to find out the one magic day that a woman might ovulate, the Baby Computer measures urine samples for many days of the cycle, indicating days of high fertility as well as two days of peak fertility, rendering a much broader window in which to potentially conceive.


My daily routine of peeing on a stick and taking the Clomid kept me busy while waiting for Dr. Sacks. It was beginning to consume more and more of my time and energy. Little did I know that it was just the beginning, that I soon would be fighting the fight of my life, encountering and surmounting obstacle after obstacle.


I realize now that at the start of my journey I had so little knowledge of not only the medical miracle of getting pregnant but also of the vast universe of fertility options that I was, without really knowing it, beginning to confront. Back then, as I followed my doctor’s advice blindly, and went from one failed course of action to another, I never fully understood why certain choices were being made. It would have been helpful to have known from the start why and how the treatment progresses from one stage to the next.


In stark contrast to the notion of a baby made by nothing but one man, one woman, and pure love, evolution along the assisted-fertility spectrum is progressively less starry-eyed—and significantly more convoluted. Treatment options fall broadly into five, often overlapping, categories: non-invasive (Clomid and superovulatory drugs); complementary and alternative therapies (traditional Chinese medicine, acupuncture, nutrition, yoga); minimally invasive (intrauterine insemination, or IUI, also known as artificial insemination); invasive assisted reproductive technology (in vitro fertilization, or IVF, and its variations); and third-party parenting (sperm donation, egg donation, surrogacy).


During the course of my journey, I had an opportunity to explore nearly every option.



The First Visit with the Specialist


Going to the initial visit with the fertility specialist already somewhat knowledgeable about the treatment options is a good way to start. First, the task is to determine the specific nature of particular problems. For men, this consists of determining sperm quality and quantity. For women, the process is more complex, and it begins with analyzing the reproductive organs and assessing hormone levels. During the “get to know you” phase of what may turn into a very long-term relationship, in addition to taking a detailed patient history, a good fertility doctor should conduct a physical exam, including a pelvic ultrasound, and blood tests. The ultrasound may reveal abnormalities in the uterus, fallopian tubes, or ovaries, and it might also shed light on ovarian reserve (essentially, egg quantity) through measurement of the number of antral follicles. Antral follicles are tiny follicles in the ovaries, each of which contains an immature egg that can potentially develop and be ovulated in the future. It is believed that higher numbers of follicles will translate into higher numbers of eggs, rendering more chances of conception.


Blood tests to assess hormone levels can further help to get a sense of egg quantity and other ovulatory problems. Many doctors will want to start by analyzing levels of five hormones: FSH (follicle stimulating hormone), LH (luteinizing hormone), E2 (estradiol), AMH (anti-Mullerian hormone), and progesterone. Additional hormones, including prolactin (high levels of which may suppress the growth of egg follicles), testosterone (high levels likely indicate polycystic ovaries), and thyroid hormones (imbalances can result in ovulatory problems), may also be tested when there is reason to believe that they might come into play.


While I know this sounds like a lot to take on board, there are two main hormones believed to be the culprit in many cases of the fertility challenged: FSH and AMH. Although LH, E2, and progesterone are useful in detecting the health and regularity of a woman’s cycle—whether a woman is ovulating, if the timing is correct, and if normal amounts of hormones were secreted in the process—doctors have historically turned to FSH levels, and are increasingly focusing on AMH levels, to determine whether a woman has a low ovarian reserve, meaning essentially that she has fewer eggs and presumably fewer chances to create a baby.


FSH is one of the primary hormones involved in a natural menstrual cycle as well as in drug-induced stimulation of the ovaries. It is the main hormone promoting the production of mature eggs in the ovaries, essentially providing the fuel for each egg inside its tiny follicle to start its development. In women with large supplies of eggs, it doesn’t take much FSH to trigger the growth process. In women with fewer eggs, however, it takes a lot more FSH to stimulate an egg to grow, and the body will keep producing FSH until it gets one going. Testing a woman at the beginning of her menstrual cycle, typically on day two, three, or four of the cycle, gives an indication of how hard her body needs to work to produce an egg capable of ovulation. High levels of FSH indicate that a woman likely has a low ovarian reserve; in other words, not so many eggs left.


But high FSH levels are not always the harbinger of doom that many doctors and patients assume. For starters, FSH levels can be hard to interpret accurately for a number of reasons. First, they fluctuate. Second, they are measured by different diagnostic tests produced by different labs, resulting in a variety of “normal” ranges, making it difficult in certain cases to determine if a result is too high. Further, as noted by the respected fertility clinic Advanced Fertility Center of Chicago, while high baseline FSH “tends to be very predictive of low egg quantity, a normal result does not mean that the egg quantity is good.”1


And while it flies in the face of conventional wisdom, the reverse can be true as well. Ilona, a thirty-eight-year-old African-American woman in Denver, was told that her odds of conception were very low due to her FSH level of 18 (on a scale in which less than 9 is considered normal, 9 to 11 is fair, 11 to 15 indicates a reduced ovarian reserve, 15 to 20 is a marked reduction, and more than 20 is a no go). After lowering her FSH to 14 following three months of acupuncture and traditional Chinese medicine (TCM), Ilona got pregnant naturally and gave birth to a healthy baby girl. Mary, a thirty-five-year-old with an FSH of 21.5 (a clear no go in the clinic’s eyes) similarly had a healthy baby, naturally conceived after a few months of TCM and acupuncture. And Marcy, with a poor-looking FSH level of 17.6, eventually got her FSH down to 9.7, below the critical number of 10, which was the bright-line test her insurance company used to determine whether to cover her treatment. Ironically, she didn’t require the expensive IVF she was so desperate for Aetna to cover, as Marcy too became pregnant the old-fashioned way.


Interestingly, while FSH is widely used to measure egg quantity, recent research indicates that it may be a strong indicator of egg quality as well. Whereas traditional thinking holds that FSH levels do not affect the chromosomal makeup of the eggs they are stimulating into ovulation, new studies suggest that high FSH levels correlate with, and may in fact cause chromosomal abnormalities in developing eggs. Studies in mice have shown that when FSH levels decrease, chromosomal abnormalities also decrease. Although similar studies with humans are in their very early days, there are promising initial results of women lowering their FSH levels and producing higher numbers of chromosomally normal, healthy eggs. FSH levels are not necessarily static, and women like Ilona and Marcy have both successfully lowered their FSH, relying on acupuncture, TCM, and supplements, and gotten pregnant.


Over the last five years, fertility clinics have increasingly turned toward testing AMH levels in addition to, or in some cases, instead of, FSH as the gold standard in predicting ovarian reserves, and assessing AMH is now a routine part of the initial fertility evaluation in many clinics. AMH is a hormone that is released during the growth of the antral follicles (those tiny follicles that each contain a developing egg). As a result, AMH levels correlate with the number of active antral follicles present; the higher the antral follicle count, the higher the AMH levels. Early studies are starting to show that it may be more accurate than FSH, due in part to the fact that AMH does not fluctuate significantly throughout the cycle as do FSH and other hormones, which also, conveniently, enables testing on any day of a woman’s cycle, as opposed to during a limited window.2 However, as a relatively new blood test, interpretation can be somewhat tricky as baseline “normal” levels (generally from 1.0 or 1.5 to 4.0) are not yet standardized and agreed on by all experts.3


Another reason the level of AMH may be more accurate is that it reflects the number of active follicles in the ovaries—those follicles that are growing and have a developing egg inside. While not believed to be indicative of egg quality, AMH levels can shed light on the size of the remaining egg supply. This distinction has important implications for treatment, for although women with low numbers of eggs are not likely to be good candidates for traditional IVF, it does not necessarily mean that they do not have good-quality eggs.


As with FSH, examples abound of women with alarmingly low AMH levels who have gone on to conceive healthy babies. Marcy, for example, was first told that her AMH was undetectable, and later told that it was .01, on a scale where 1.5 to 4.0 is considered normal and below 1.0 is considered worryingly low. She went on to conceive, without IVF. Ilona, similarly, had an AMH that was at first undetectable, and eventually rose to .5 and was discouraged from pursuing fertility treatments with her own eggs, yet she too conceived naturally. And Julia, a thirty-two-year-old woman with microscopic levels of AMH (.03), conceived and gave birth to a bouncing baby boy without assisted reproductive technology.


And then, of course, there are plenty of cases like mine. Normal FSH, LH, and E2. Normal thyroid. Normal insulin. But no baby.


So, while a patient can and should expect doctors to test hormone levels on that first visit, it is worth bearing in mind that they do not always provide definitive answers in and of themselves.



An Infertility Road Map?


While it would certainly be nice if all the testing I just described led to clear instructions, like those generated in mere seconds by the GPS in your phone or car, unfortunately, finding one’s way through the maze of infertility treatments more closely resembles navigating through the woods with a compass.


In certain cases, the path will be clear. Many people facing infertility, for example, discover quickly that they have an identifiable issue, such as blocked tubes, or a low sperm count, which leads them down a specific treatment path. A woman with blocked tubes, for example, will be directed straight to IVF (which, by inserting the fertilized egg directly into the uterus, bypasses the need for the egg to travel through the fallopian tubes), while a man with a low sperm count is likely to be encouraged to undergo intracytoplasmic sperm injection (ICSI), a procedure that entails injecting the sperm directly into the egg, rather than taking the chance that the sperm and egg will find each other as nature intended.


When the panoply of clearly identifiable problems is eliminated, however, one enters the rabbit hole of “unexplained infertility,” a world in which the culprit in the failure to conceive is generally assumed to be irreversibly poor egg quality, often coupled with irregular ovulation, or egg quantity—and frequently blamed on age. Yet contrary to conventional wisdom, research now shows that not all unexplained infertility is in fact due to advancing years.


The treatment of unexplained fertility is anything but straightforward. It requires a trial-and-error approach—channeling a bit of Sherlock Holmes, a touch of Dr. Watson, and a healthy dose of Monty Python in the search for the Holy Grail of eggs capable of fertilization. It also requires tenacity on the parts of both doctor and patient. A woman who finds herself entering this rabbit hole would be wise to put a lot of thought and research into the choice of treatment clinic, as they will vary in their approach, knowledge of cutting edge protocols, and success rates over time. Yet, ironically, the vast majority of doctors start the process in the exact same way: they prescribe Clomid. And if that fails, next in the noninvasive chain often comes superovulatory drugs.


Superovulatory Drugs


When ready to move on from Clomid, or perhaps now letrozole, each intended to stimulate one or two eggs to ovulate, many doctors and patients turn to superovulatory drugs, known as gonadotropins (which contain FSH, LH, or both), which aim to stimulate the production of multiple eggs. Unlike Clomid and letrozole, almost all gonadotropins, sold under the brand names Gonal-f, Puregon, Follistim, Menopur, Menogon, and many others, are injectables. Getting the balance right here is key. The goal is to help produce one or two high-quality eggs, but not too many, for if the injectables work too well, having unprotected sex (or, of course, any insemination) bears a great risk of pregnancy with multiples, enhancing risk for the mother and babies. My conversations with several women who took gonadotropins illustrate the unpredictable course that may follow when stimulating many eggs.


When Jessica and Ethan began their infertility treatment in North Carolina, their doctor suggested superovulatory drugs. With Jessica only twenty-seven years old, feeling like she was still very young, they did not plan to move to more invasive procedures such as IVF for some time. Facing extremely irregular periods, Jessica took superovulatory drugs during her first cycle at the clinic, but the drugs failed to stimulate any eggs. Switching drugs for a second cycle, Jessica forged ahead, to find that this time she was overstimulated and had too many eggs to safely proceed; the risk of becoming pregnant with multiples was too great. Jessica and Ethan faced a choice that needed an immediate answer: cancel the now high-risk cycle and try again with a lower dosage in an effort to stimulate fewer eggs, or harvest the eggs and convert to an IVF cycle. Forced to confront the IVF question much sooner than they anticipated, they uneasily opted to proceed. Her eggs were extracted and fertilized in the lab. They transferred their sole surviving embryo back to Jessica’s womb on day three. A beautiful baby girl was born nine months later.


Paula and Derrick experienced the flip side of the equation. Having suffered a miscarriage and multiple failed attempts at conceptions, they turned to a treatment plan consisting of high levels of superovulatory drugs to be used in combination with IVF. Although the drugs did stimulate the production of eggs, there were not enough to proceed with IVF. Like Jessica and Ethan, they faced an immediate choice. Abandon the cycle altogether as they had the first time, or switch to IUI (intrauterine insemination)—essentially attempting fertilization with a “turkey baster”—which had a risk of multiples. Anxiously, they went ahead with the IUI and Paula became pregnant. Sadly, she miscarried at seven weeks.


In my case, my various doctors and clinics in the United States and the United Kingdom never turned to superovulatory drugs, since I seemed to produce plenty of eggs on Clomid alone—although those eggs did not transform into a viable baby.




In the confrontation between the stream and the rock, the stream always wins—not through strength, but through persistence.


Anonymous
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Go East, Young Lady


The World of Complementary and Alternative Therapies


The months waiting for my appointment with Dr. Sacks went slowly. While waiting, I turned thirty-three years old. I was still taking Clomid, still not ovulating, and I couldn’t help feeling like I was wasting valuable time.


Over tea one day, Melissa, a close friend, former colleague, and fellow type A personality, suggested I look at acupuncture to help induce my period. She’d used it to calm muscle spasms. Another friend, who was a doctor, told me that in Europe, a study had demonstrated an increase in IVF success rates when acupuncture was paired with traditional treatment. And my friend Julie’s boyfriend used it for relief of back pain. I had never been one for alternative therapies, but what did I have to lose? At a minimum, perhaps it could help with the dreaded Clomid headaches.


The acupuncture clinic of Dr. Mengda Shu was not at all what I expected, although I am not sure exactly what I thought it would be like. A corporate attorney with a severe needle phobia, I was a bundle of nerves, skepticism, anxiety, and also excitement. Would it help? Would it hurt? Would I faint at the sight of needles? As soon as Dr. Shu greeted me in the welcoming waiting room, a sense of calm blanketed me. It was uncanny. A slim, graceful woman wearing a white lab coat, she exuded confidence and gentleness. Despite the extreme skepticism I brought with me into the room, I trusted her from the minute I met her.


This elegant woman in her fifties moved with a peacefulness that was infectious and intoxicating. She escorted me to a treatment room, deftly extracting my personal and medical history in fluid conversation, without need of the all-too-familiar medical history form. After telling me about her background, her training in China, her experiences in the United States, and a brief but very clear explanation of how acupuncture works, she felt the pulses on both of my wrists.


She proceeded. “Now please stick out your tongue so I may look at it.”


My tongue? How bizarre.


I complied. She studied its color, coat, shape, and size, and then rendered a startlingly accurate report of how I was feeling. My tongue apparently also provided a road map for plotting her course down the pincushion that was my body. She poked me full of tiny little (painless!) sterile needles and stood by my side during the treatment, sometimes talking to me, sometimes silent, sometimes gently tweaking my needles. I went into a state of relaxation that is hard to describe, rivaled only by the state of bliss attained after the best massage imaginable. She sent me home with noxious herbal potions that ironically were more painful to drink than the acupuncture needles that I had feared, and told me that I had to be patient.


“Do not expect any results in less than three months,” she told me. “But in about three months, we will see progress.”


I saw her every Saturday. Amazingly, the headaches went away with each treatment, and stayed away for days. After about a month, Richard mentioned that he couldn’t remember the last time I had a headache, or nausea, or any effects from the 150 mg of Clomid I was still taking, and we realized that all my symptoms were gone. Even if the Chinese medicine and acupuncture were not helping me to get pregnant, they were at least the antidote to the dreaded Clomid, enabling me to live a normal life on the pill that Western medicine believed would get me pregnant.





On a Saturday morning in May, three months after I began the weekly appointments that transported me to a land of hopefulness and bliss, and just a week before my coveted appointment with Dr. Sacks, Dr. Shu offered her congratulations. “Your pulses have changed,” she beamed.


“What does that mean?” I asked.


“It means you are pregnant.”


Silence.


“Pregnant? How?” I had still not had a period. I couldn’t be pregnant.


Dr. Shu laughed. “The old-fashioned way,” she said. “It is very early, but you are definitely pregnant.”


I left her office with my mind in a whirl. She was either brilliant or crazy.


If I was actually pregnant, I was a confirmed believer in acupuncture and traditional Chinese medicine forever. If I was not, should I even continue with the treatments? How could she tell me that news and get my expectations up when she couldn’t possibly be sure? But she told me she was positive, that the pulses, read by the Chinese for thousands of years as an early indicator of conception, were as certain as a urine test and more accurate in the early days. I wanted to believe her, especially since she had made my headaches go away, but I wasn’t convinced. I went straight to a pharmacy, picked up an over-the-counter pregnancy test, and raced home. I drank tons of water, forced myself to take a test.


Negative. I tried to console myself. Richard was away for work for three weeks, and I suddenly missed him desperately. Only he could console me. How could I possibly explain to family and friends the overwhelming disappointment of a negative pregnancy test after having my expectations raised by a Chinese herbal doctor and acupuncturist, who nobody knew I was seeing for a fertility problem that nobody except my parents really knew that I had? I was furious with myself for getting my hopes up.
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