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For the purpose of simplicity, when referring to an obstetrician in this book, I have chosen to use the male gender pronouns—he, his, him, etc. This gender rendering should not be viewed as a political or chauvinistic choice but rather as a means of greater clarification, making it easier to distinguish between the patient, who is always a she, and the doctor. On the same note, the baby is often referred to as he to distinguish it from its mother. From a scientific point of view, this designation is not completely correct, since in the United States, almost half of all newborns are girls. Statistics show that 1.9 million boys are born each year, as compared to 1.8 million girls.
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Today women decide to have babies at different stages of their lives. My pregnant patients are young women who want to start families right away, businesswomen in their thirties who long to be mothers, and women over thirty-five—often in their forties—who achieved personal goals before choosing parenthood. These expectant mothers, and their partners, intuit their ideal times to conceive.

Having a baby is an emotional, not an intellectual, decision, and whenever the moment of conception occurs is “right.” I have even examined newly pregnant women who had thought they would forgo motherhood for careers and, suddenly, they just changed their minds. A woman who decides on motherhood and finds herself pregnant, however, should take her pregnancy as a sign of nature’s perfect timing.

What’s important is that you’re going to have a baby, and for nine months, no one can safeguard your pregnancy and care for your soon-to-be-born daughter or son as well as you can. I advise every expectant mother to feel good and to take charge. Throughout pregnancy and during childbirth, you are heading a team that includes you, your partner, and your obstetrician. Your choice of a knowledgeable, skillful physician whose advice you can trust is your first big decision. This is an important selection, because your doctor will be your counsel during these nine months, and many questions will arise.

Although today’s expectant mothers are incredibly well informed about their options during pregnancy, they are often confused about which choices are “right” for the health of their unborn babies. My own patients, for example, find themselves in sudden quandaries. Should they eat a certain food? Take a medication? Pass through the detection system at an airport? They are also faced with decisions about genetic testing, amniocentesis, childbirth methods, episiotomies, and much more. Even with awareness, a woman often feels in conflict during pregnancy. She may seek the advice of her doctor, friends, and relatives before she selects a course of action.

After participating in seminars and being interviewed on television and radio subsequent to the publication of my recent books, I received telephone calls and letters from pregnant women all over the country who shared the questions and conflicts of my own patients. I have noticed that expectant mothers often rely quite strongly on the opinions of friends or relatives, and I have found myself saying, “But it’s your pregnancy, not hers.” Sometimes even the doctor’s word is heeded much too automatically. For example, if you are well informed about the pros and cons of amniocentesis, the decision to have the procedure, no matter what your age, is yours!

It’s Your Pregnancy grew from the questions I heard most often, from my own patients and from women who called and wrote from long distances. This book is designed as a guide to help all expectant mothers sort through the choices they must make as they move from conception to childbirth. At many points along the way, an expectant mother asks herself, “What is best for my baby?” I want her to know. Every woman deserves an honest answer.

I cannot emphasize enough that you are in control. With insight into the latest research and technological advancements, which are described in this book, you will be prepared for the tough job of decision-making during pregnancy. You, your partner, and your doctor are the team, but you are the captain. You are creating the perfect internal environment for the growth of a healthy human being. It’s your pregnancy, and, finally, it’s your beautiful baby.

Niels H. Lauersen, M.D., Ph.D.
Professor of Obstetrics and Gynecology,
New York Medical College,
New York City



CHAPTER 1
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You
Are in
Charge
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IT’S YOUR BODY
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In the seventies, health activists encouraged women to educate themselves about their bodies. The call to awareness was so widely heeded that today you probably take for granted the fact that you have a right to question your care. You can request a method of birth control that suits your life-style. You can seek a second opinion for surgery and inquire about the side effects of prescribed drugs, and you should never be less than inquisitive about the way your body works. The desire to conceive a child especially brings a need for great understanding. When you decide to become pregnant, knowledge of your body and alertness to your health options are particularly important. You are in charge of timing your conception, of creating a healthy internal environment for the developing fetus, of choosing a method of childbirth, and much more.

There are many decisions to be made during the nine months of expectancy. Do you want an obstetrician or a midwife to aid you? Where would you be happy giving birth? The foods you eat, the exercise you get, the tests you undergo are all under your control. You surely want your baby to have the best start on life, yet you can only achieve your goal by learning how to treat your pregnant body properly.

Even before you conceive, you must gain control of your body. You are preparing for your and your child’s future by taking charge now. Eat a well-balanced diet supplemented with vitamins; eliminate alcohol and drugs that might be harmful to the unborn; and get plenty of rest.

Sometimes conception does not happen as quickly as you would like, and you may have to make an effort to become more attuned to your menstrual cycle. Within these pages, you will discover how to solve fertility problems. Traveling from chapter to chapter, you will be guided through conception, pregnancy, and childbirth. During pregnancy, you will be introduced to new monitoring and testing techniques, and you will hear about different approaches to childbirth. Both doctors and their patients must grasp the changing face of motherhood. You should aim to add your knowledge to your doctor’s, and to strive for a perfect pregnancy.

An expectant mother must have special attention. Certain European countries require a pregnant woman to have ten to twelve prenatal checkups because so many conditions need monitoring. Through frequent screenings, complications such as high blood pressure that can lead to toxemia, the sudden onset of diabetes, premature labor, and the over- or underdevelopment of the fetus can be detected. Years ago women were not informed about the risks of pregnancy, and they suffered what today are better understood and often avoidable complications. It’s Your Pregnancy aims to enlighten all women to their options. A woman has among her responsibilities the final word on her physician, power over her uterine environment, choices during labor and delivery. Each decision she makes affects not only her but her child, so naturally she wants her choices to be right.

The anxieties and difficulties of the months that may precede the birth of your offspring can be eased with information. Using your finely tuned instincts and the knowledge you derive from this book, you can carefully nurture the child in your womb. You may choose to experience pregnancy only once, so while it is happening, you should know that your life is being richly filled. This is a thrilling time. Soon you will be embracing the child you have conceived, and these nine months will be transformed into a gratifying memory.

THE MIRACLE OF PREGNANCY
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Conception embodies all the mystery, drama, and action of life itself. For pregnancy to occur, the right egg has to link up with the right sperm, but before this encounter, a number of unbelievable events have to take place. By using only its dynamic thrust as impetus, moving as fast as a person swimming thirty miles per hour through a narrow tunnel, one sperm has to complete an awesome ten-minute mission. It has to force its way through the cervical barrier, beyond the uterus, and rush toward its target—the ovulated egg in the fallopian tube.

Millions of sperm begin that journey after ejaculation, but only a few thousand ever connect with the egg. Large numbers of sperm die in the vagina in the first few seconds of their existence. Others drop off at different points along the way as they swim toward their destination. The sperm that successfully make contact with the ovum (egg) are caught up in an intricate dance around it as they try to penetrate its outer membrane. Finally, when one sperm breaks through and enters the nucleus of the egg, a woman conceives. A chemical change in the egg then stops all other sperm from entering.

The next epic journey is the fertilized egg’s seven-day trip from the fimbriated (fingerlike) end of the fallopian tube to the uterus. The egg is helped in its passage by the cilia, microscopic hairs that line the inside of the fallopian channel and nudge the egg along with their constantly swaying movements. If the egg encounters no obstructions in the tube, in five to seven days, it will firmly implant itself in the endometrium, the vascular lining that has been building in the womb since the beginning of the menstrual month. Once it is secured, the fertilized egg gains nourishment from this complex web of blood vessels, which in a week or so will become the placenta, as the egg will become an embryo.

All the elements must be right for a new life to begin. A hardy sperm must meet a receptive egg, which can only be fertilized within twenty-four hours after ovulation, in an internal environment that will promote and continue conception. Emotional attitudes, physical health, and timing are so variable, conception can seem incredibly chancy when you think about it. Yet the miracle of pregnancy will repeat itself time after time as each new generation of women becomes mothers.

When you were a teenager, you probably learned that all you needed was intercourse once without contraception and you could become pregnant. The teenage years are exceptionally fertile ones, and while the warning, “All it takes is once,” may apply to those under twenty, as the years progress, the ability to conceive changes and once is sometimes not enough. Every menstruating woman must keep herself fit to enhance her fertility.

Today’s women frequently postpone motherhood, preferring to establish a career first. Sometimes a couple chooses to have only one child rather than plan for a brood, and that child is carefully scheduled. Modern women are more than ever before deciding when and how they want to experience pregnancy. Whenever a woman does begin to attempt conception, however, she should be in good health. You are in charge of your body, and now that you are going to make it a nine-month home for your future daughter or son, some preparations are in order.

THERE IS NO “RIGHT TIME” TO HAVE A BABY
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There really is no way to pinpoint a time in a woman’s life when having a baby would be ideal. If you were considering only physical factors, you would be able to generalize and say that usually in her early twenties, a woman’s reproductive organs and pelvic bones are at a stage that she could easily conceive, carry, and deliver a child. Fertility patterns change when a woman passes thirty, and conception can take longer then. But what about all the other variables in a woman’s life? Her physical condition is only one part of the overall picture. The psychological, financial, and professional aspects of her life also influence her timing.

The most fertile period for a woman is in her teens, but few people would advocate pregnancy until later in life, when a woman has had a chance to develop emotionally. Yet a woman in her thirties, a person who is psychologically prepared to raise a child, is statistically less able to conceive. That is not to say that some teens might not be mature enough to become parents or that a percentage of women over thirty might not easily get pregnant, but generally, there is no time when a woman can be advised, “This is it. This is when mind and body are in concert, and you are ready to become a mother.”

When you think about conception, you must look at the facts about reproduction, assess your life-style, and let your feelings about motherhood come to the fore. Yet do not plan too precisely. I have patients who have waited for the right moment to get pregnant because they were busy for a few years with this or tied up for a few months with that, and when they were finally ready, their bodies did not cooperate. Think about the timing of your children, but be flexible. I have watched couples find the greatest happiness in their lives after unplanned children have been born.

Perhaps you will be able to or already have been able to conceive exactly on schedule. Nevertheless, you should know that researchers have discovered interesting facts about fertility. The results of a study conducted by Dr. Christopher Tietze of the World Population Council show that one in ten previously fertile women will be infertile by the age of thirty-five, one in three by age forty, and seven out of eight women will be infertile by the time they are forty-five. A recent French study seems to confirm that the optimal reproductive years for a woman are those between twenty and thirty, but the extent to which fertility changes after thirty is another question. In a study of 792 unplanned first pregnancies, Dr. Alan Guttmacher discovered that on the average, women fifteen to twenty-four years old took 2 months to conceive, while those ages thirty-five to forty-four conceived in 3.8 months. Conception took longer for the older women, but only 1.8 months longer.

So women really have to know their own bodies and sense when they are drawn toward motherhood. In a study under the auspices of the Wellesley College Center for Research on Women, eighty-six couples who became parents in various decades of their lives were questioned about the timing of their children. The study showed that couples who had given birth to their first child in their early twenties later wished that they had postponed parenthood so that they could have developed more as couples. Early parenthood puts psychological and financial strains on a marriage. As a result of their findings, the researchers recommended that partners consider postponing parenthood until they reach the end of their twenties and are entering their thirties. During this delay, they can attain a coherent sense of self and develop resilient relationships.

I feel that the timing of parenthood is an intimate, individual, and at the same time shared decision. In my practice, I have seen young couples give birth with the strong support of their families. I never hear a word of regret about their decisions. On the other hand, I have watched couples in their forties, people who have finally achieved comfort and security in life, deliver offspring without any worries about having waited.

A difficulty in waiting, however, is that a woman over forty may have irregular ovulation, and conception may take a little time. Then, when she does conceive, she has to consciously pamper herself because the incidence of miscarriage is higher in this age group. These facts should not be discouraging to women who wait, because great care is being taken to see that high-risk pregnancies—which include over-forty pregnancies—are carried to term trouble free. Perinatology, or high-risk obstetrics, has become a more popular and more available medical specialty with the rise of expectant motherhood among older women. In fact, the U.S. Bureau of the Census has estimated that births to women age thirty-five and over will increase 37 percent in the 1980s. A woman who seeks the care of a competent perinatologist is giving herself the best possible chance for a good healthy pregnancy.

Now it must not be forgotten in all this talk about waiting that men who postpone parenthood are also going to be affected. An older woman’s difficulty conceiving can be due to the fact that her partner is older too. The sperm of a forty-year-old is not the same as the hardy, fast-swimming sperm of a twenty-year-old. Sperm slows with age. Also, conditions such as varicocele, a bulging of the veins near the testicles, can develop. When a man has this condition, his veins do not carry the blood from the testes, and sperm motility (movement) drops. The man who thinks that the right time to start a family will be when he has a fat bank account should weigh his fertility factor too. Most lives are constantly in flux, and if two people wait for all the facets of their partnership to fit perfectly together, they may be waiting forever. Ultimately the right time to have a baby arrives when your heart says now.

AFTER CONTRACEPTION
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Often women come to me asking whether the Pill or the intrauterine device (IUD) can affect their fertility. Some concerns over these contraceptives are sound, but misinformation also exists.

Scientists have never been able to name the Pill as a cause of infertility. In fact, women who have difficulty conceiving are sometimes put on the Pill to regulate their cycle and promote conception. If a woman develops health problems, such as high blood pressure, amenorrhea, or fibroid tumors while on the Pill, she should stop taking it and allow her hormones to balance themselves naturally. Her medical problems should then be alleviated. A number of statistical studies from the Centers for Disease Control in Atlanta have shown the Pill to have protective health benefits. It appears to reduce the incidence of ovarian cancer, pelvic inflammatory disease (PID), fibrocystic breast disease, and endometrial cancer.

Another plus for the Pill is that it may slow the spread of endometriosis, vascular tissue that, if unchecked, can grow and inhibit conception. While the Pill does not cure this condition, it is often used to prevent a recurrence following treatment with medication such as Danocrine (danazol).

On the minus side, however, two recent studies have suggested that oral contraceptives may increase a woman’s chance of developing chlamydia, the most common sexually-transmitted disease and a known cause of infertility. So far, these studies are noteworthy but not conclusive. Also, the Pill may stimulate the growth of fibroid tumors, and large fibroids can make implantation of a fertilized egg very difficult and sometimes impossible. A woman with fibroids should be monitored carefully by her doctor. If a woman on the Pill has no health problems, she should have no worries. Three months after she ends her contraception, her hormones are usually back in balance and baby-making can begin.

Doctors trying to help couples overcome infertility are not finding Pill-related problems, but they are concerned about the aftermath of the IUD. IUDs have been scientifically connected to fertility troubles. The plastic devices such as the Lippes Loop and the discontinued Saf-T-Coil and Dalkon Shield, which are much less frequently used than the copper-covered devices, seem to be the most harmful. Nevertheless, IUDs as a group have been linked to the growing incidence of PID (pelvic inflammatory disease), an infection of the reproductive organs that can scar the fallopian tubes. The theory is that the tail of an IUD acts like a wick that bacteria travel along to the womb. The more sexual partners an IUD user has, the greater her chance of infection. Risk is highest during the first few months after the IUD is inserted; later on, there is much less likelihood of harm.

Once a tube is scarred as a result of PID, the delicate cilia—the fine hairs lining the tube—become damaged and cannot successfully aid the passage of the fertilized egg as it journeys to the womb. If conception occurs at all, an ectopic (tubal) pregnancy may result and surgery will be needed to remove the conceptus. When an ectopic pregnancy is not discovered early, it grows and eventually bursts the tube. The internal bleeding that ensues can then threaten the life of the mother. Doctors, now alert to the prevalence of ectopic pregnancy, are especially concerned when a pregnant woman complains of abdominal pain or vaginal bleeding. Taking these symptoms quite seriously, a physician will perform a quantitative blood pregnancy test and order an ultrasonography to find out whether an expectant mother’s pregnancy is inside or outside her womb. One recent study estimated that 88,000 women in the United States might not be able to have children because they were IUD users. Many of the women with IUD-caused tubal damage might, however, be helped if the problem is diagnosed early. Tubal damage can often be corrected through microsurgical techniques that are able to shift the odds and make a normal pregnancy more likely than an ectopic one. (See Chapter 2 for more information about infertility.)

Other contraceptives such as the condom, diaphragm, cervical cap, sponge, and spermicidal jellies and creams leave no scientifically proven aftereffects, but these are all less effective methods of birth control than the Pill and the IUD. A woman who wanted the greatest protection before she decided to have a baby might understandably have chosen the Pill or the IUD. No matter what method of birth control you have used, however, now that you are ready to get pregnant, you should visit your doctor for an internal examination, prenatal vitamins, and general guidance on how to prepare your body for pregnancy.

PREPARING YOUR BODY FOR PREGNANCY
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Many women do not know they are pregnant until five, six, or even eight weeks after they have conceived (when the fertilized egg attaches to the wall of the uterus and begins to grow). (See Figure 1-1.) Yet those early weeks are crucial for the baby, because it is during this time that the brain and nervous system are being formed, and alcoholic beverages, cigarettes, and drugs can interfere. If you really want your body to be a safe home for your baby, you should eliminate habits that can hurt.

[image: image]

Figure 1-1. Female reproductive organs. The relationship between the uterus, the ovaries, and the fallopian tubes is illustrated. Pictured is ovulation with the release of an ovum, the subsequent fertilization of the egg in the fallopian tube, and the implantation of the embryo.

Alcoholic beverages. Any alcohol you consume enters your bloodstream—and the unborn’s—in the same concentration. Therefore, every time you drink, so does the baby. Eventually nature reacts, and a fetus in the womb of an expectant mother who drinks heavily arrives in the world as a newborn with fetal alcohol syndrome (FAS). An infant with FAS can have low birth weight, small head size (microcephaly), distorted facial features, damage to the central nervous system, and mental retardation. This is a serious situation. In New York City, restaurants have been ordered to post health warnings to prevent pregnant women from drinking.

Cigarettes. The nicotine and carbon monoxide that enter your system when you smoke can cause serious complications during pregnancy. Smoking can stunt a baby’s growth and lower its IQ. Miscarriage is greater among smokers, and problems such as placental separation, which can threaten the child’s existence, may occur. You should make a real effort to quit smoking before you conceive so that you are not tempted after pregnancy.

Drugs. Your body should be drug-free, since most prescription and nonprescription medications cross the placenta and affect the fetus. It’s possible, for example, that Valium and other tranquilizers have subtle, long-term effects on the development of a baby’s nervous system. Different drugs may cause lesser problems, but all drugs are suspect. So before you conceive, try natural remedies for minor illnesses and purify your body as much as possible.

Too much caffeine may be harmful. Caffeine is another substance that has been linked to possible birth defects, but the studies on rats are inconclusive for humans. Still, if you are trying to conceive, it might be best to reduce or eliminate caffeine from your diet until further investigations define its effects. For a start, you might switch to decaf coffee and herbal brews. Coffee, tea, cola soft drinks, over-the-counter stimulants, and chocolate all contain caffeine.

What to add:

Good nutrition and the power of vitamins. A woman who eats a well-balanced diet before she conceives is giving her future child the best start on life. I encourage every woman to eat plenty of fresh fruits and vegetables, whole grain products, lean meat, fish, poultry, and dairy foods, and to avoid refined and processed products. Once you have a good, healthy diet, you can only improve with vitamins.

The B vitamins, B6 in particular, seem to have an effect on the brain hormones that direct the menstrual cycle. I suggest that women trying to get pregnant take a daily multivitamin, a B-complex vitamin that contains 100 milligrams of vitamin B1, and an additional 100 to 200 milligrams of vitamin B6. British studies have shown that babies borne by women who took multivitamins and iron had fewer birth defects than the newborns of women who were not taking vitamins. You cannot go wrong taking vitamins throughout your lifetime. Also, since the water-soluble B vitamins are excreted from the body, you do not have to worry about the effects of an overdose.

Exercise. Exercises such as aerobic dancing, bicycling, and swimming are good for toning the reproductive organs. These activities help you prepare for the extra stress that your body will experience during pregnancy, but be careful not to overexercise. It is hard to say how much exercise is too much, but if you are a competitive athlete or just a serious jogger who does not enter races or marathons, you may notice that your monthly cycle and/or your menstrual flow are different. These changes are signs that the exercise in your life interferes with your chance of conception. So if you are having difficulty getting pregnant, scale down your physical activity a bit.

HOW YOUR DOCTOR CAN HELP
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You should stop taking the Pill or remove your IUD at least three months before you plan to become pregnant, because your hormones need time to flow naturally again. During this period of readjustment, make an appointment with your doctor for internal and breast examinations and a Pap test. Ask him if there’s anything in your medical history that might give you trouble during pregnancy, and then discuss the tests that you may need. It might be helpful when you’re talking to him to refer to the following list of conditions and tests that influence pregnancy:

• Pelvic pain. Abdominal pain just before your period is a symptom of endometriosis—also called the career woman’s disease—a condition in which part of the endometrium, the lining of the uterus, flushes backward into the abdomen rather than leaving the body as menstrual blood. Endometriosis can prevent pregnancy if it is not cared for in its early stage. Right now, danazol is the only FDA-approved medication for treating endometriosis, but other drugs are being researched. (NOTE: Birth control pills, sometimes used in high doses in the past, are no longer recommended for endometriosis, but surgery is still occasionally performed to remove large endometriotic tumors.) So bring up the possibility of this condition with your doctor if you have pain before your period. And don’t ignore pain during sex and difficult menstrual cramps, because they can also mean endometriosis.

Pain in the middle of the cycle may not be significant at all; it may just be what is called mittleschmerz, or pain during ovulation, which occurs for no particular reason. However, just in case your mid-cycle pain may be signaling endometriosis, again, discuss your discomfort with your doctor.

If you have pain right after your period, particularly if you use an IUD, bacteria may have entered your reproductive organs. If an infection creeps into your fallopian tubes, it could give you acute PID. Since PID is a serious condition that can make you infertile, it must be treated right away. In fact, if you have had any past problems with your IUD or have a history of ectopic pregnancy, your doctor may suggest a hysterosalpingogram, an X ray of your uterus and fallopian tubes, before you plan to get pregnant. From this X ray, your doctor can tell whether your tubes are open or blocked by scar tissue.

• Vaginal infection. A recurring vaginal infection can kill healthy sperm, so your doctor should do a Pap test and order vaginal cultures for venereal disease and the identification of any infection you feel. Douching with Betadine iodine solution can bring relief while you’re waiting for the lab report.

• Fibroid tumors. Fibroids, benign growths on the uterus, can cause miscarriage or premature birth if they grow. If you have fibroids, you and your physician should decide whether you should have them taken out before you become pregnant. The choice operation is a myomectomy—removal of fibroid tumors without a hysterectomy. (If your doctor wants to do a hysterectomy, always request a second opinion.)

• Thyroid problems. The thyroid influences the hypothalamus and pituitary gland in the brain, which, in turn, control the menstrual cycle. So a sluggish thyroid may mean that you don’t ovulate. To make sure that your thyroid is not going to cause a terrible fertility problem, ask your doctor to perform a blood test for thyroid values before you try to get pregnant.

• High blood pressure. Since hypertension can create a hostile environment for the baby in your body, a blood pressure test is an essential part of your prepregnancy checkup. Diet restrictions and exercise can often lower high blood pressure, but if your doctor feels that they aren’t enough, he may prescribe blood pressure medication.

• Rubella vaccination. Although a mild case of rubella, commonly called German measles, may hardly affect you, it can cause brain damage, deafness, and blindness to an unborn baby. This is the time to find out if you’ve ever been exposed to the disease. If your blood test shows no rubella antibodies, then you should be vaccinated at least three months before you plan to conceive. Remember, the vaccine is live and needs those three months to integrate itself into your system. The wait is important! If you become pregnant during this interval, you’ll be exposing your baby to the disease.

• Test for toxoplasmosis. Toxoplasmosis is a disease caused by a parasite that lives in the intestines of cats, cattle, sheep, and pigs. Lately women have been worried about getting toxoplasmosis when they change kitty litter, since the parasite can be found in cat fecal waste. Although the disease only causes mild flulike symptoms, if a pregnant woman catches it, there is a chance that it may cause brain damage and blindness in her child. Fortunately, since a house cat doesn’t hunt its dinner in the wild, it is not likely to carry toxoplasmosis. The virus usually breeds in cats that eat wild prey or uncooked meat. However, before pregnancy, a blood test can determine whether you have toxoplasmosis antibodies, and if you do, you’ve already been exposed to the disease and are immune. There is no vaccine against toxoplasmosis, so if you do not have its antibodies, you may want to take extra precautions around your pet. When you become pregnant, ask someone else to change the litter and wash his or her hands before touching you. I’ve never met a pregnant woman who minded giving up cleaning the litter!

• Genetic testing. Tay-Sachs disease is a rare and fatal biochemical condition that usually ends a child’s life before he or she is four. Although anyone can get Tay-Sachs, the disease appears with greatest frequency among a relatively small ethnic group: Jewish couples of Ashkenazi, or eastern European, descent. One in twenty-five Jewish-Americans carry the gene; however, both parents must be carriers for an offspring to be affected. Testing for the trait should be done before pregnancy, because it’s hard to identify the Tay-Sachs gene after conception. You should ask your doctor whether a test for Tay-Sachs or any other genetic disease—sickle-cell or Cooley’s anemia, for example—would be a good idea for you.

FOR THE FATHER-TO-BE
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Can a man prepare his body for the conception of his child? A man does not become pregnant, of course, but he can initiate health habits that will strengthen his sperm for the task of fertilization. Sperm cells are fatty cells, and fat has the capacity to bind substances such as the chemical components of drugs and alcohol. Although the studies are not conclusive for humans, researchers have found that marijuana affects the sperm of animal subjects and inhibits fertility. If marijuana can make a monkey sterile, imagine what it can do to a man! Considering the possibility of sperm damage, a man who wants to become a father would be wise to avoid alcohol, cigarettes, and all drugs. A healthy life-style can definitely improve his contribution to this joint venture called pregnancy.

When couples have difficulty conceiving, 30 percent of the time the man is the source of the problem. Varicocele, a swelling of the veins near the testicles, can slow sperm practically to a halt. Sometimes a former bout with gonorrhea or infections such as T-mycoplasma, nonspecific urethritis, and chlamydia can affect fertility. Varicocele can be surgically corrected, and bacterial infections can be identified and treated if conception is elusive, but even before a man encounters a problem—which he may not—he should be trying to enhance his potency.

Daily supplements of B vitamins can help. Stress depletes the body’s store of B vitamins, which are already in short supply due to contemporary diets. A man who is under a great deal of pressure needs the Bs to improve his well-being and boost the quality of his sperm. By taking one or two vitamin-B-complex supplements a day—I recommend a supplement that includes 100 milligrams of B1—a man will be caring for himself and his reproductive capacity.

Vitamin C has also been shown to have positive effects on sperm. In a study headed by Dr. Earl B. Dawson at the University of Texas Medical Branch in Galveston, vitamin C reduced infertility. Men with sperm agglutination—sperm that stick together and thus lose their potency—were given pure ascorbic acid (vitamin C) in 500-milligram capsules, and they were told to take one dose every twelve hours. After what researchers estimated was only three or four days later, the sperm separated and swam without difficulty. With this clear correlation between vitamin C and sperm motility, I suggest that men take 500 milligrams of vitamin C three times a day.

I also warn men who are trying to conceive children not to allow their genitals to become overheated. The testicles hang in the scrotal sac outside the body, where they remain one degree lower than body temperature, the level needed to produce fertile sperm. Sometimes when a couple is having a hard time getting pregnant, the man has unwittingly elevated the temperature of his testicles by wearing nonporous synthetic clothing during vigorous exercise. Nylon jogging shorts, for instance, contain the heat generated during physical exertion. When the testicles grow hotter than normal, sperm cannot survive. Tight athletic supporters, skimpy briefs, even body-hugging jeans can kill sperm, as can long soaks in a hot tub. “Wear loose cotton clothing during workouts and limit your time in steam baths, saunas, and hot tubs,” I tell prospective fathers. Then I remind them that they are creating another life and this child-to-be needs their concern before birth as much as after.

DO YOU WANT A SON OR A DAUGHTER?
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No one can guarantee a way that you will have a boy or a girl, but researchers never stop seeking a surefire method. Lately scientists are trying to separate sperm in a centrifuge so that the smaller male sperm will be parted from the larger female types. This technique is not successful yet, but it is being perfected.

There are also the Sephadex technique and filtration. In the Sephadex technique, sperm are put in a special Sephadex tube. The fast-moving male sperm immediately begin to swim through, but the Sephadex filter traps the larger, slower female sperm. The smaller, faster male sperm collect at the bottom of the tube. The male sperm are then gathered and used for artificial insemination. The filtration method is based upon the same principle—the separation of male and female sperm—but in this case, the filter is not a Sephadex material but human serum albumin, extracted from blood, which slows sperm speed. Sperm are placed in a glass column that is filled with the serum albumin. The rapid male sperm race through the substance and reach the lower end of the column much faster than the female sperm. The male sperm, then concentrated in the lower end of the glass, can be separated. Both these separation techniques rely on artificial insemination with the chosen male sperm. Sex selection with these methods is mostly designed to help couples conceive sons.

The most popular methods of sex selection remain the ones developed by Dr. Landrum B. Shettles more than a decade ago. He based his instructions for having a boy or a girl on the timing of intercourse and before-sex douching.

The following conditions are thought to favor a boy:


	
intercourse about the time of ovulation, preceded by abstinence from the beginning of the menstrual cycle



	
an alkaline (baking soda) douche (2 tablespoons baking soda to 1 quart warm water) before intercourse



	
intercourse with female orgasm preceding male orgasm



	
deep penetration during male orgasm, to be sure the sperm are placed close to the cervix



	
vaginal penetration from the rear





The following conditions are thought to favor a girl:


	
intercourse 2 to 3 days before ovulation



	
an acidic douche (2 tablespoons vinegar to 1 quart warm water) before intercourse



	
intercourse without female orgasm



	
shallow penetration by the male during orgasm



	
the “missionary” position





It is a fact that approximately 49 percent of all births are females and 51 percent are males. It is not understood why, but this ratio is reversed in cases of earlier infertility and among test tube babies. One possible explanation is that the Y-chromosome (male) sperm are more susceptible to injuries that render them less able to fertilize the egg. It has also been found that men with low sperm counts have a high incidence of female offspring. It has been suggested that the factors that reduce sperm count might adversely affect the Y-chromosome sperm to a greater degree. For example, it has been found that a higher percentage of female births has been associated with failure of the rhythm method of birth control, when women have had intercourse before and after ovulation. During those times, the cervical mucus is relatively scant, acidic, and generally hostile to male sperm.

Even with all the knowledge we have about ovulation, consistency of cervical mucus, and sperm speed, however, no method of sex selection is guaranteed. New ovulation predictor kits, which can indicate the time of ovulation up to thirty-six hours in advance, are helping to enhance the moment of conception and may actually favor male offspring, since the closer to ovulation that conception occurs, the greater the chance of conceiving a male! A commercialized sex selection kit called Gender Care, marketed by ProCare Industries Ltd., Englewood, Colorado, is available (in drugstores) for about $50, but this kit is basically a packaging of the Shettles technique. A woman may learn from the kit’s booklets and materials, which help her to chart her menstrual cycle for three months, but she would probably have the same chance of conceiving a son or daughter by reading the information in this section or purchasing Dr. Shettles’s book. (For additional information on how to gauge the best time of the month to conceive, see Chapter 2.)

In the end, I feel that your baby’s health is far more important than his or her sex. It may be fun to try sex selection techniques, but please do not forget to prepare a wholesome internal environment for the child you will be nurturing.

WHOM WILL YOU TRUST TO DELIVER YOUR BABY?
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Your mother may not have carefully chosen her obstetrician. She may simply have remained under the care of the gynecologist who confirmed her pregnancy. Today’s pregnant woman and her mate are different. The voice of each expectant parent is heard in the choice of that one experienced person who will ease and aid the birth of the long-awaited baby. Both women and men have learned that there are many decisions to be made about labor and childbirth, and the first important one is: who will deliver our child?

When the high number of unnecessary cesarean sections became known, the popularity of birthing centers rose. Couples began to see that hospitals might not be the only places in which newborns might arrive. Some expectant parents even gave birth at home. Many hospitals responded to the need for diverse and expanded facilities as women and men demanded the right to natural childbirth, in environments that would allow active participation by husbands. Some medical centers created midwife services, rooming in, birthing rooms, and nursery centers for newborns, and asked patients to suggest improvements. Maternity floors became sites for innovation.

Now a couple has the happy task of investigating hospitals and, if they so choose, birthing centers to find out where their needs can best be met. When you select a doctor or a midwife, you are also consenting to his or her affiliated facility. You are agreeing to a package deal that should include a competent professional and a facility equipped with the latest technology.

Chapter 4 is designed to help you reach decisions that will enrich the childbirth experience for you and your mate. Whomever you trust to be with you when you deliver should be an easily accessible person. It would be wonderful to have a private obstetrician at your side for the entire nine months, but since you probably won’t, you are the one who is going to monitor your daily ups and downs. You have to be able to tell your doctor everything you think is important.

As you go through Chapter 4 and weigh the qualities of the doctor you would like to have, you might consider that his personal availability should be equal to his competency. An obstetrician should always be ready, not only to answer questions but to comfort and console.

To help my own patients understand how I am going to care for them, to alert them to signs of trouble and assure them of my concern, I give my expectant mothers the following letter:

Dear Expectant Mother:

I am very pleased to congratulate you on this pregnancy. Please be advised that we will constantly be available in this office to answer any questions and problems that should arise during the pregnancy.

I would generally prefer to see a pregnant patient every three weeks until the thirty-second week of gestation, and then every two weeks for the following months, and every week for the last four weeks of the pregnancy. If there are any high-risk problems or complications, you might be asked to come even more frequently.

If there are any questions, dilemmas, or misunderstandings that have not been addressed during each follow-up visit, please feel free to call the nurse or myself at any time.

Each patient will be managed individually but it is extremely important that you avoid drugs, tobacco, alcohol, or any other damaging environmental agent during your pregnancy to offer your baby the best conditions for intrauterine growth.

The labor and delivery will be handled as naturally as possible and intravenous infusion, shaving and enemas during the admission to the hospital will only be used if absolutely necessary.

It is advisable for each person to have prepared childbirth education, but it is not a must.

If there are any doubts or feelings of unhappiness, please mention them at any of the follow-up visits or call me personally. When the office is closed, the answering service responds, and immediately contacts me. Please advise the answering service when you call that you are a pregnant patient. Please indicate your month of pregnancy and your complaint. The service will then recognize the urgency of the call and page me right away. This information is extremely important if you have symptoms of miscarriage or premature labor.

If you call during office hours, please advise my staff or myself that you are a pregnant patient, since if you are newly pregnant, the staff might not have familiarized themselves with your condition.

If any drugs or medicines are advised for other health problems, please ask the nurse or myself if these are safe during pregnancy. This is one time that you cannot be too careful, and misunderstandings must be avoided.

I hope that we will be able to help you through a wonderful pregnancy and that you will be sure to take extra care of yourself during this time. Remember, the best way to ensure a happy outcome to this pregnancy is to take extra care from the moment of conception until the birth. You are never alone; pregnancy is a time for union and teamwork—teamwork among yourself, your husband, your family and your doctor.

Best wishes for a wonderful pregnancy.

—NIELS H. LAUERSEN, M.D., PH.D.

ALWAYS STAY IN CHARGE[image: image]


During your pregnancy, you are the one who will physically and psychologically experience the growth of new life. Frequently this experience will be ecstatic, but at times you will have twinges, aches, worrisome symptoms. Never ignore something that troubles you. Sometimes a woman will feel inhibited about “bothering” her obstetrician, but she is the one in charge. You should inform the doctor, his partner, his nurse, whomever answers the phone in the physician’s office of your condition. Symptoms can be interpreted and questions can always be answered. If you are planning a trip, taking medication, undergoing dental work, planning to dye your hair, or expect to do anything out of the ordinary, check with your doctor. He, and sources such as this book, will give you the knowledge you need to direct your own safe and healthy course through pregnancy to its fulfilling culmination—the birth of your child.

Your Baby’s Sex: Now You Can Choose, David Rorvik with Landrum B. Shettles, M.D. (New York: Dodd, Mead Inc., 1970).



CHAPTER 2
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When …
and How …
to Get
Pregnant
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YOU CAN’T WRITE THE SCENARIO, BUT …
[image: image]


A few years ago, a book with a catchy title precipitated its author onto “Donahue” and other talk shows. The book was called The Baby Trap, and in it, author Ellen Peck provocatively advocated resisting societal pressures to have children in favor of a guilt-free child-free life. In the impassioned media debate that followed the publication of the book, thousands of those who joined the argument, pro and con, wrote in support of Ms. Peck’s contention that the joys of parenthood were largely hype. Yet, little by little, as the childless mid-seventies became the eighties, something happened. Patients who had regularly come in for gynecological examinations saying, in effect, “Children? Not for me; I’m not the baby-making type,” were suddenly phoning in for the results of their pregnancy tests, excited and optimistic about the new chapter in their lives. A Time feature writer, surveying the mini baby boom, asked whether it could be something in the water, or a side effect of jogging, that had made those adamantly childless women so abruptly change their minds.

Hard as it is to tear up the scenarios we’ve carefully crafted for ourselves, it is best to admit that over the years, wishes, hopes, and dreams are bound to change. A woman’s childbearing future may be clouded by ifs, buts, maybes, or apparently decisive nos, but whether she’s eighteen, twenty-five, or thirty-nine, a woman can’t listen to her body too closely or know too much about the way she functions best. The body is made to be tough and resilient, but fertility nonetheless is delicate—it can be damaged, and it can be lost, even in an age of test-tube babies and other scientific marvels.

To see how choices can affect childbearing options, take an apparently ordinary scene: a doctor’s office where a woman in her early twenties is hesitating over the selection of a good, reliable form of contraception. At that moment, is she or the doctor sitting opposite her thinking of what she might want when she is twenty-nine instead of twenty-one? Probably not. Yet a decision pro or con for a birth control device or the Pill could affect her fertility in the future. A form of contraception that makes sense in the short run is not necessarily a good long-term investment.

In the sixties, millions of women loved the Pill for its simplicity and reliability, yet later, thousands of them would temporarily be infertile following the years that the original high-estrogen/high-progesterone Pill had suppressed their ovulatory cycles. With the modern low-estrogen/low-progesterone Pill used nowadays, most women go back to a normal ovulation and menstruation pattern immediately after discontinuing its use. In fact, the Pill can sometimes make a woman who had had irregular cycles more regular and fertile. Later, the favored form of contraception of the early seventies, the IUD, was known to have increased the incidence of fertility-destroying pelvic infections among young childless women. Before choosing any particular type of contraceptive—and that means any contraceptive, even one bought over the counter—always ask your doctor what effect it might have on your fertility. Enough options exist even in this imperfect world so that a shortsighted choice could impose an unnecessarily heavy burden later on.

Cultural attitudes, too, can be unexpectedly harmful. Women pride themselves on being the tougher sex, but a woman who grimly battles severe menstrual cramps each month because she isn’t going to give in or complain could, little by little, be surrendering her future to a terrible disease like endometriosis, the silent factor in many cases of infertility. Early warning signals should never be ignored or explained away, and if one doctor doesn’t have an adequate explanation for your symptoms, keep changing doctors until you find one whom you respect. Don’t give up, even though a doctor may make you feel like a fool because he can’t find anything wrong. If you know your body, and you know something is amiss, recognize that you are probably a better fertility expert than the experts themselves.

KEEPING THE OPTIONS OPEN: HOW TO BE YOUR OWN FERTILITY SPECIALIST
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How can I live my life and still keep my options open? It’s a question every woman should ask herself periodically if she wants to keep an eye on her fertility.

Becoming your own fertility specialist is not as awesome a task as it might seem. Often all it requires is simply knowing your body and listening to your body. No one can be 100 percent sure that she is fertile unless she has conceived, but the normal everyday working of the body is a very good clue to its fertility. Just the simple events that happen between two menstruations are a reliable guide to the balance of the all-important hormones in a woman’s body. A grossly irregular menstruation usually means the meticulously timed ebb and flow of estrogen and progesterone has been disturbed, so that a woman is ovulating infrequently or not at all. A woman with a reasonably regular menstrual pattern, by comparison, ovulates in about nine out of ten menstrual cycles (it is normal for a healthy woman to skip ovulation once or twice a year). First, look for confirming signs in the change in the amount and appearance of the cervical mucus, which at mid-cycle is copious and almost ribbonlike if caught and stretched between the fingers. An easy, inexpensive, and more accurate way to corroborate the timing and frequency of ovulation is for a woman to take her basal body temperature every morning before she gets out of bed (movement will cause a rise in body temperature) and jot down the results on a basal body temperature chart. Body temperature normally fluctuates throughout the monthly cycle, dipping slightly about fourteen days after the start of the last menstrual period and then rising about one degree at the time of ovulation. Three months or more of basal body temperature readings should give a reasonably accurate guide to the day-to-day hormone fluctuations from menstruation to ovulation and back to menstruation once again.

The second item on the fertility checklist is the absence or presence of known enemies of fertility in a woman’s medical history. A severe pelvic infection contracted a few years previously might, for instance, have been the culprit if a woman finds she is unable to conceive. And since gynecological disorders only worsen with neglect, warning signs should always be heeded and acted on immediately, even if the first symptoms don’t seem very threatening. Any uneasiness about a known or suspected complication is best dealt with by a skillful infertility specialist and possibly diagnostic testing. Some important items in a woman’s medical history include:

Venereal diseases. These are potent enemies of conception. It takes only one episode of gonorrhea or chlamydia to cause serious scarring of the fallopian tubes and ovaries, which can lead to infertility. The more sexual partners a woman has had, the more likely it is that she will contract one or both of these diseases. Although a condom offers some protection, every woman who has had more than one sexual partner should ask for gonorrhea and chlamydia screening tests when she has her routine gynecological examination. Gonorrhea and chlamydia caught early on will respond to antibiotics, thereby sparing a woman’s reproductive organs from irreversible damage.

Pelvic imflammatory disease. This is another serious inflammation of the uterus and tubes. The risk of pelvic inflammatory disease, or PID, is again higher if a woman has had more than one sexual partner. She is more susceptible, too, if she is using an intrauterine device. Warning signs of PID are pain and tenderness in the lower abdomen, characteristically beginning during menstruation, when cervical cramping acts as a conduit for bacteria that are sucked up into the uterus. Pain and inflammation will persist after menstruation is over. Under the stress of the infection, the frondlike ends of the fallopian tubes close to seal off the abdominal cavity, but this natural defense system prevents the normal functioning of the tubes by creating a sticky mass out of the free-flowing fimbriated ends.

Several abortions or an abortion followed by complications. A single uncomplicated abortion done by a reputable doctor or clinic usually does not interfere with fertility. Several abortions or an abortion followed by infection, however, can lacerate the cervix or leave behind intrauterine adhesions, sticky masses that interfere with implantation by gumming up the tissues of the uterine lining. Symptoms of a damaged uterus include amenorrhea or a decrease in the amount of menstrual flow, but a diagnosis should be confirmed by an X ray of the uterus and tubes. A D&C (dilatation-and-curettage) will often clean out the uterine adhesions and free the uterus for conception.

Endometriosis. If the rule of thumb in detecting PID is pain after menstruation, with endometriosis, the warning sign is pain, usually felt as severe menstrual cramps, before a period begins. Endometriosis, a disease in which the uterine lining is pushed into the abdominal cavity (the pain occurs when tissue built up before the period is sprayed onto the ovaries and tubes), is still confused with the more familiar pelvic inflammatory disease by many doctors. Stress related and a major cause of infertility, endometriosis has blighted the lives of millions of women. Nourished by the menstrual cycle, endometriosis strikes at a woman’s ability to conceive right at the most fertile time of her life. More information about endometriosis is provided later in this chapter, since it is so prevalent. In fact, the condition has been labeled the career woman’s disease because it is frequently diagnosed among women in the labor force. Such women often postpone childbearing to have careers, but work creates emotional pressure. Research suggests that endometriosis may be a physical effect of emotional pressure, but, of course, all women, not just those involved with careers, may be subject to this stress.

Hormonal imbalance. Once the female hormones are out of sync, the normal menstruation/ovulation pattern is disrupted. Grossly irregular ovulation will leave a woman gambling blindly with her chances of conception and will sharply cut down her likelihood of conceiving within a given number of months. Uncertainty and discomfort go together, since many women with irregular ovulation experience acute premenstrual syndrome (PMS), which only adds to an existing infertility problem because the inadequate level of progesterone in the last two weeks of the cycle increases uterine cramping and decreases the chances of an egg adhering to the lining of the uterus. A doctor may recommend a mild fertility drug, usually Clomid, to regulate the timing of ovulation and allow a woman to conceive. Vitamin B6 given in tablet form will help balance estrogen and progesterone just before a period, and natural progesterone, given in suppository form, often reduces excessive cramping when a woman has proved hormonally related infertility.

And third: A woman delaying childbearing should, paradoxically, give herself time. An entry on a birth certificate is only one clue out of many where fertility is concerned; nonetheless, women and men are usually more fertile in their twenties than in their forties. It’s not only that fertility declines naturally with the passage of time (witness the increased number of anovulatory cycles by the mid-thirties); the additional bad news is that health conditions that inhibit conception tend to worsen with age. One obvious culprit is endometriosis, which often worsens as the years go on. Also, by their thirties, over 20 percent of women have fibroid tumors of the uterus. A fibroid nesting within the endometrial lining may expel the fertile egg. Additionally, with the natural aging of the immature eggs, which have been present in the ovaries since birth, come chromosome breakages and other genetic injuries that contribute to numerous early miscarriages among older women. One such miscarriage does not, of course, mean that a woman could not or should not try again. By the middle thirties, though, each disappointment pushes the timing of conception on a few more precious months.

Although the bad news should not make a healthy woman race to get pregnant to meet some hard and fast deadline (there is usually no clear cutoff point beyond which a woman cannot conceive), the pregnancy timetable would certainly need some hasty readjustment if a new circumstance were to cast doubt on her ability to have children. Anyway, to be slightly uneasy at thirty and downright uneasy by thirty-five is understandable and realistic, given that the odds only lengthen as the years go by. Pregnancy over thirty-five, however, can still be a safe, healthy experience for an expectant mother and her baby. Many facets of late pregnancy are covered in Chapter 11, Over 35: Is Your Pregnancy Safe?

The infertility workup. A detailed description of the complete infertility workup is to be found in a number of books, including my own book on gynecology, Listen to Your Body: A Gynecologist Answers a Woman’s Most Intimate Questions. Although the extensive coverage of infertility is really outside the scope of this book, I would stress one important point: both partners should work together to solve the mystery of an inexplicably delayed conception. It is hard to believe, but some gynecologists still treat infertility as a woman’s problem. In reality, as men and women age, both partners are often less than fertile: he could have a low sperm count, she could have an erratic ovulation pattern. Together, they need help.

QUESTIONS ABOUT DIFFICULTIES IN GETTING PREGNANT
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How Do I Know if I’m Ovulating?

Recently someone told me that you could have your period and not be ovulating. I never knew that. I thought that if you got your period every month, you were fertile. My cycle can be shorter or longer from month to month, but I didn’t think that mattered. Now I’m beginning to wonder whether I’m normal and whether I’m ovulating. I’m twenty-eight years old, and my husband and I have been trying to have a baby for two years now. Nothing has happened. I thought this would be easy and wonderful, but instead, I feel like a failure. What can I do? How do I know if I’m ovulating?

L.G
Decatur, Illinois

Ms. G. can assess her ovulation without ever having to visit her doctor. Today women are gauging their fertility by themselves, in the following ways: charting their daily basal body temperature readings, checking their cervical mucus, and using the new ovulation predictor kits sold at most pharmacies. These are all good indicators of ovulation, but before describing each technique individually, I would like to respond to the fact that Ms. G. has irregular periods.

Sometimes irregular periods can signal Stein-Leventhal syndrome, a condition that, besides menstrual irregularity, includes excessive hair growth and polycystic ovarian disease, a hereditary condition in which the ovaries enlarge and develop hard shells. This is a common condition, and Ms. G. should not become alarmed. What happens is that the hardened outer shell of an ovary entraps the egg that would normally be released during ovulation. The imprisoned egg then becomes a fluid-filled sac, a cyst within the ovary. As more and more eggs are trapped in the ovary, more and more cysts develop, and the ovary grows bigger and bigger.

Oversize ovaries produce excessive hormones—estrogen, progesterone, and testosterone. It is not as easy to spot excessive estrogen and progesterone as it is to see an overabundance of testosterone. Too much testosterone can cause hirsutism, excessive hair growth. If, along with her irregular periods, Ms. G. has pubic hair that grows upward toward her navel, if she notices hair around her nipples or facial hair, she may have Stein-Leventhal syndrome. During an examination, a doctor should be able to detect the enlarged ovaries of polycystic ovarian syndrome and see noticeable hairiness.

With Stein-Leventhal syndrome, ovulation is erratic and it is difficult to select the best time of the month for conception. Eggs do escape from the ovaries from time to time, however, and opportunities to become pregnant do arise. Before consulting with her physician, Ms. G. should chart her ovulation pattern for at least three months. A three-month record will help her physician evaluate her fertility.

I am saddened to learn that Ms. G. waited two years before questioning her fertility. When a woman trying to become pregnant is involved in a healthy sexual relationship, she should not allow more than six months to pass before she consults with her physician. A couple’s fertility problem should be targeted and treated right away, before frustration and anxiety occur.

Ms. G., or any woman trying to conceive, can find out exactly when she ovulates by using one or a combination of the following techniques:

Basal body temperature readings. By taking her temperature—an oral reading is fine—when she wakes up every morning, Ms. G. will get a sense of her ovulation pattern. She should start taking her temperature on the first day of her menstrual cycle, which is the first day she begins to bleed. She should keep a thermometer at her bedside, and in the morning, before she has any activity, eats, drinks, or even stands up, she should take her temperature and write it down. To keep track of her readings, she can request basal body temperature charts from her doctor, or she can note her findings on a calendar. Usually a woman’s morning temperature is 97.5 before ovulation. At ovulation, her temperature either dips slightly or remains steady. A day or two after ovulation, however, the temperature rises one degree to 98.5, where it stays until immediately prior to menstruation, when it drops. (If Ms. G. becomes pregnant, her first sign of conception will be a temperature that remains high.) She should record her basal body temperature for three complete menstrual cycles in order to assess the timing of her ovulation. Her records will considerably help a doctor’s evaluation of her in the future.

Cervical mucus checks. Right after the end of menstruation, the mucus is usually undetectable, but toward the middle of the menstrual cycle, the mucus starts becoming more obvious. By inserting her index finger and thumb into the opening of her vagina, Ms. G. should be able to withdraw her mucus. Near mid-cycle, it will have the clear, thin consistency of raw egg white. This is a sign that her estrogen is increasing. Soon the mucus will become abundant and very stretchy. During ovulation, there will be so much mucus that she will be able to create about a two-inch stretch of it between her fingers. When the mucus is plentiful and wet, she is ovulating. This is the best time for conception. After ovulation, the mucus seems to diminish, but in actuality, it just becomes thick. Ms. G. will not be able to withdraw or stretch it. If she checks her mucus every day from a few days after the end of menstruation for three menstrual cycles, she will be able to judge her ovulation by changes in its wetness and stretchability. Usually I suggest that my patients take basal body temperature readings at the same time that they check their cervical mucus. Then they have two ways to determine whether, and when, they ovulate.
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Figure 2-1. The relationship between hormonal fluctuation and basal body temperature. The top graph shows the level of the brain hormones FSH (follicle-stimulating hormone) and LH (luteinizing hormone) during the menstrual cycle. The center graph shows the level of the ovarian hormones estrogen and progesterone throughout the menstrual cycle. The bottom graph indicates basal body temperature. Note how the temperature rises immediately after ovulation.



Ovulation predictor kits. These are newly marketed products that take advantage of hormonal changes in a woman’s urine. One such kit comes with specially treated sticks, and each day one stick is dipped into a cup containing the first morning urine. As the menstrual month proceeds, hormonal changes cause the sticks to display a color progression. The sticks change from white to pale blue to dark blue as a woman nears ovulation. The ovulation predictor kit indicates the amount of LH, the luteinizing hormone that determines ovulation. When the LH surges, ovulation occurs twenty-four to thirty-six hours later. Intercourse should therefore be timed to occur after the darkest, bluest color appears.
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Figure 2-2. The cervix (the mouth of the womb) as it appears during a gynecological examination. A) Immediately after menstruation the cervix is closed and only a minimal amount of mucus is present. B) During ovulation the cervix is open, facilitating sperm penetration. The mucus is copious and stretchable, permitting easy passage of the sperm. C) The cervix in the luteal phase, shortly before menstruation. The cervix is closed, and the mucus is thick, forming a natural shield.



While Ms. G. uses one or all of these methods to assess her ovulation, she should also be eating nutritionally balanced meals and increasing her intake of B vitamins. If each day she supplements her diet with 100 milligrams of B-complex along with 500 milligrams of B6, she will be helping to maintain a good hormonal balance in her body. If after three months she still is not pregnant, she should consult her physician. To aid the doctor’s evaluation, she should bring the records of her ovulation, whether they be basal body temperature notations or ovulation predictor kits.

Her physician will check her for endometriosis, pelvic inflammatory disease (PID), and the previously described Stein-Leventhal syndrome—three of the major causes of infertility among women. He will probably order blood tests to evaluate her hormonal levels and thyroid function, and he may suggest that she have a hysterosalpingogram, an X ray of her uterus and fallopian tubes that reveals whether her tubes are obstructed or clear. All these are standard procedures involved in an infertility workup. It is my hope that Ms. G. will become pregnant once she is able to determine her ovulation, but if she needs an infertility workup, she should also remember that her husband may need one too. A sperm count should be performed before a woman undergoes any extensive testing.

INFERTILITY: DON’T FORGET YOUR PARTNER
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About 40 percent of all infertility problems are caused by the male. A man may have a low sperm count, sperm with poor motility (movement), or sperm with strange morphology (structure, shape). Infertility can also be due to an undescended testicle that lowers sperm production, or the absence of the vas, the sperm-carrying duct from the testicle to the penis. Varicocele, a bulging of the veins near the testicles, can also be the reason for a low sperm count. The veins actually become like varicose veins, which do not efficiently carry the blood from the testes. Another physiological reason for infertility in men is the presence of a silent infection (one that shows no symptoms). A man may have had a bout of gonorrhea in his past, or he might be harboring chlamydia or a microorganism called mycoplasma, which give no signs of their existence.

On the other hand, a man may be reacting to environmental or psychological factors. Exposure to pollutants or toxins, such as the Agent Orange cited by Vietnam veterans, may adversely affect sperm. Smoking, jogging, wearing tight-fitting pants, excessive drinking, and stress are a few of many far-ranging causes of infertility among men. A physician will try to pinpoint the problem.

First, a doctor must determine a man’s sperm count. A man must abstain from orgasm for two to four days before he ejaculates for the count. Some men worry that a sperm count is an assessment of their masculinity, and they have great trepidation about allowing the test to be done. I assure men that a sperm count is only a routine part of a couple’s infertility workup. Women undergo far greater analyses than men do.

A man usually releases from 3 to 5 cubic centimeters (cc) of semen with a pH ranging from 7.05 to 7.80. Today a normal sperm count is somewhere above 40 million per cc. During the sperm analysis, a portion of the semen will be cultured to rule out the possibility of infection.

Infertility is a sensitive issue that two people share. Until the problem is overcome, loving partners need comfort and support from each other.

Can I Try Fertility Drugs?

I was a young widow with a toddler when I met my present husband. He had been divorced after five years of marriage, and he has a son. Even though we each have a child, we want one of our own. I’ll be thirty next year and I don’t want to wait any longer. I say this because we haven’t been able to conceive after eighteen months of trying. I’ve had all the tests and the doctors tell me I’m fine. My tubes are open, and I’m ovulating. My husband has a slightly low sperm count, but the doctors don’t seem concerned. They all tell me to relax and nature will take its course. Well, I’d like to help nature along, but they refuse to give me fertility drugs. Why not? Aren’t they safe? I’d like your opinion.

E.V
Shreveport, Louisiana

Ms. V. writes that she has had “all the tests,” but I wonder if she has undergone a blood test for thyroid function. Sometimes a lab reports that the level of thyroid hormone in a patient’s blood is normal but on the low side. I have found that when a woman having difficulty getting pregnant has a low/normal reading, she can sometimes conceive after taking a small amount of Synthyroid, a thyroid medication. A low dosage of Synthyroid, 100 micrograms a day, can stimulate the metabolism enough to aid conception.

When she asks her doctor whether she has been tested for thyroid function, Ms. V. should also inquire about the possibility of endometriosis. As explained later in this chapter, endometriosis is a disease in which the tissue that forms the endometrium, the lining of the uterus, spreads to other organs. The condition, which is a major cause of infertility, can be difficult to diagnose. Ms. V. might want to find a doctor who has experience in diagnosing and treating endometriosis before she embarks upon a schedule of fertility drugs.

A heartening fact is that Ms. V. and her husband have both conceived children before. The likelihood is that they will both be able to conceive again; however, their bodies may have changed in the interim. Ms. V. mentions that her husband has a slightly low sperm count. I suggest that she use an ovulation predictor kit, as described in How Do I Know if I’m Ovulating? and that she and her husband refrain from sexual intercourse for three or four days before her indicated ovulation. Her husband’s sperm will then have time to build and acquire potency. Within twenty-four to thirty-six hours after the indicator in the ovulation kit turns darkest blue, Ms. V. is fertile and she and her husband should have sexual intercourse. After relations, Ms. V. should slide a pillow beneath her buttocks so that her pelvis is propped at an angle. If she can remain in this position for at least thirty minutes, she will be giving the sperm an opportunity to pass more easily through her cervix, and her chance for conception will be improved.

As for fertility drugs, if Ms. V. is unable to become pregnant after all the tests for causes of infertility have been exhausted, and she has had at least three months of intercourse timed with her ovulation, then I believe she might be aided by medication. First, she might try Clomid (clomiphene citrate), a fertility drug in 50-milligram tablets. She should take two tablets daily from day 5 to day 9 of her menstrual cycle. Three to seven days after she stops taking the Clomid, she should be fertile. She might check her ovulation with an ovulation predictor kit. If she does not conceive after taking Clomid this way for three menstrual cycles, then she might try three tablets for one or two cycles. If she still does not become pregnant, she might request a combination of fertility drugs.

Much of our current knowledge about fertility drugs has grown from the research and efforts of physicians at in vitro (test tube baby) centers. Clomid is now being given in combination with injected Pergonal (human menopausal gonadotropin), and the results are quite successful. The drugs, carefully monitored by a fertility specialist, are safe for mother and baby. When a drug regimen is meticulously supervised, the chance of a multiple birth is relatively small. Two 50-milligram tablets of Clomid are given daily from day 5 to day 9 of a woman’s menstrual cycle. Then, on days 10, 11, and 12, two ampules of Pergonal are injected. The Pergonal helps to stimulate the ovulating egg and a woman’s estrogen level improves. On day 13, she should receive an injection of 10,000 units of HCG (human chorionic gonadotropin), which triggers ovulation. Intercourse should occur on day 14, but a woman might also be fertile on days 13 and 15. This drug regimen has helped many women to become expectant mothers while they are being cared for by fertility specialists. Such physicians conduct regular blood tests of estradiol (estrogen) levels and monitor ovulation patterns with sonograms.

Meanwhile, British in vitro centers have produced an even newer drug combination. In England, women are now being given Clomid, in doses of two tablets daily, from day 2 to day 6 of the menstrual cycle. On days 5, 7, 9, and 11, three ampules of pure FSH, the follicle stimulating hormone, are injected. On day 12, a woman receives an injection of HCG, and on day 13, she is fertile. This technique, involving pure FSH, (Metrodin) is now available in the United States for women who do not respond well to the Clomid/Pergonal combination. The drugs must be administered and monitored by a fertility expert who understands their effects.

Ms. V.’s fertility may be improved by Clomid, Pergonal, or a combination of these two drugs. With the drugs, her fertility may be increased, which, in view of her husband’s lowered sperm count, may be just what they need to have their own family. Many of my patients have conceived when they began eating nutritionally balanced meals, taking vitamin supplements, and following a fertility drug program. I also advocate the use of natural progesterone suppositories if a woman’s basal body temperature is low in the last two weeks of her menstrual cycle. Anywhere between 25 and 100 milligrams of natural progesterone can be given in suppositories each day during the last ten to twelve days of the menstrual cycle. The added progesterone can help to maintain conception.

Ms. V. should ask for recommendations for a fertility specialist in her area. She impresses me as an aware woman who wants to be an active participant in her own health care. I appreciate her question and encourage her to seek a doctor who is capable of helping her.

Why Wasn’t I Told How Much Fertility Changes with Age: Have I Lost My Chance of Having a Baby?

I’m a married professional woman in my early thirties. I’ve worked hard for the last three years to get my MBA, and now I’m planning on a new career as a financial analyst. In a few years, my husband and I should be able to start a family without it being too much of a strain on our careers. When I went for my last checkup, my doctor looked me over and said that as far as he could see, I was perfectly okay and could probably have a baby anytime I wanted. I have one thirty-five-year-old friend who stopped using her diaphragm and got pregnant within a couple of months. Now I find there’s some study that has proved many women my age to be infertile. In other words, I could be over the hill as far as having children is concerned. How could my doctor not have given me the right information? Talk about fading options—except we’re not even allowed to make a choice because the information we’ve been given is inaccurate. Or is the study wrong? I do want children, but I don’t want to rush into becoming pregnant. What would you advise a woman in my position to do?

B.G
New York, New York

Ms. G. was only one of many women who were surprised and shocked by media reports of a recent French infertility study. Results of the study, first published in the United States in a 1983 edition of the New England Journal of Medicine, caused outrage and anxiety because they contradicted the widely held belief that a woman’s chances of becoming pregnant remain favorable up to her thirty-fifth birthday. Instead, the group of women investigated by the study, who were twenty to forty years old, experienced a dramatic 13 percent drop in conceptions just before and after their thirtieth birthdays, followed by a more gradual decline between the ages of thirty-one and thirty-five. An editorial accompanying the article even suggested, in light of the study’s finding, that women might want to reverse current trends by going back to having children in their twenties and waiting to work on their careers until their thirties. A common reaction among women interviewed by the press was that this conclusion was unrealistic. Many women, like Ms. G., felt bitter and betrayed.

Does this one study mean that Ms. G., a healthy woman in her early thirties, is over the hill? Of course not. There is nothing from her letter to suggest that she couldn’t have a child even if she waits a few more years. Ironically, the shock of finding out that she could be less fertile than she thought might help her keep her options open; it is all too easy to avoid looking at the calendar and to allow the most fertile years simply to slip away.

She naturally wants to know what she should do and whether the study is even accurate. I would not advise any woman to rush precipitously into pregnancy due to the results of one study, whether it is accurate or not. The simple, inescapable fact, however, is that fertility does decline with age. Over their reproductive life spans, women are most fertile in their teens and middle twenties, certainly less fertile in their thirties, and considerably less fertile in the years just before menopause. (The twenties are also the most fertile time for men, although there is no male equivalent to menopause.) The French study shows a drop of percentage points starting at the age of thirty, another decline at thirty-five. A woman beyond her twenties should not always assume it will be harder for her to conceive. The findings do not mean it necessarily will be harder; only that it might.

Ms. G. has already begun to keep an eye on her fertility. To make doubly sure, she could write down her medical history, jot down the dates her periods begin and end, and ask herself the following questions: First, has she ever been pregnant? She doesn’t mention any previous conception that would establish her fertility at some time in her life. Second, how regular is her menstrual cycle? Is she ovulating every month? A simple fertility check will establish that an egg is being produced in most, if not all, menstruations. A woman’s ablity to conceive is probably more closely related to the regularity of her ovulation/menstruation pattern than to her exact age. Third, does she now or has she ever had a gynecological disorder that might affect her fertility? Should Ms. G. have or develop one of those conditions that inhibits fertility and becomes progressively worse with age, she may want to speed up her pregnancy timetable. Anovulatory cycles, for instance, usually become more common in a woman’s thirties; so do fertility-crippling diseases like endometriosis. At the very least, a woman with a fertility problem should get used to the possibility that she may not give birth exactly when and how she originally planned. Even if no minuses appear on the fertility checklist, it would not be wise to let too many more years pass.

Waiting is terribly frustrating if a woman sees the passing months eating away at her chances of conception. Starting at virtually the eleventh hour also means there is less time to put things right, should a couple in their thirties need to get help. At her age, a consultation with an infertility specialist is highly recommended after six unsuccessful months of trying to conceive. Also, Ms. G. doesn’t give her husband’s age or a record of any previous conceptions. Since men in their thirties are quite often infertile or subfertile, it might be wise for him to have a semen analysis done a few months before Ms. G. plans to conceive, just to make sure.

Could That One Pelvic Infection Have Made Me Sterile? Who Is Right, My Girlfriend or My Gynecologist?

I’ve always been very healthy. I swim, jog, and play tennis regularly. At twenty-five, I went off the Pill because it made me put on weight. Instead, my doctor prescribed an IUD. I used it for about two years without any trouble, until last year, when I noticed an occasional sharp cramping just before I got my period each month. I put it down to pre-menstrual tension, and since I’m physically fit and hate complainers, I just ignored it. Then one day as I was crossing the street, I felt such a searing pain in my lower abdomen that I had to stop short to catch my breath. After my next period, I found I was spotting constantly, so I did go to the gynecologist. He said I had a pelvic infection and took out my IUD. I’ve used a diaphragm ever since. Recently I met a man I like very much. Really, at this point I’d love to get married and start a family, so you can imagine how upset I was when a girlfriend mentioned casually in conversation that having that infection probably means I’m sterile! My gynecologist has never said anything about my not being able to have children. Who is right, my girlfriend or my gynecologist?

R.B
Wichita, Kansas

It’s a pity that Ms. B. didn’t see her doctor as soon as she noticed those first symptoms of infection instead of simply explaining them away. Any untoward symptom, however minor, should be looked at as a warning signal, even by a young and healthy woman. Ms. B.’s doctor didn’t, I suspect, sufficiently describe the potential side effects of the intrauterine device, or I think Ms. B. would have detected the pelvic infection earlier on, before it became aggravated and caused her real pain. A woman with an IUD should be particularly alert because it comes with a higher risk of pelvic infection and tubal damage.

A minor intrauterine infection can usually be cured relatively easily with broad-spectrum antibiotics. Prompt treatment is important: an infection that is allowed to run wild can scar the delicate lining of the fallopian tubes or immobilize their fimbriated ends, the frondlike fingers that catch the egg and guide it into the tube. A seriously damaged fallopian tube could prevent conception altogether, or an obstruction in the tube might trap a fertilized egg, which would ultimately burst the tube (an ectopic pregnancy). I would doubt Ms. B. has experienced long-term damage from the infection, but if she is thinking of having children, it would be a good idea to go back to her gynecologist and review the situation. Right now she doesn’t complain of any pain or tenderness in the pelvic area, so I would guess the pelvic organs are infection free. If she wants to make sure the tubes are open, she can ask her doctor to schedule a special X ray of the uterus and tubes, which is known as a hysterosalpingogram. The procedure is a little painful, but it is worthwhile if a woman is worried about her fertility.

I don’t think a young, healthy woman like Ms. B. will have any trouble conceiving a baby. It’s a pity, though, that she and her doctor made a shortsighted contraceptive choice when she stopped using the Pill. The IUD is a very good form of contraception for a woman who has children already or who has one steady sexual partner. It’s not as good for a woman whose sexual partners change, because her immune system can’t always handle the “foreign” bacteria introduced into the reproductive organs during intercourse. Ms. B. might have better accepted the slight weight gain and stayed on the Pill. Or she could have switched to the diaphragm, even though it is not quite as reliable as the IUD. Either would have been a better choice, unless Ms. B. had been fully alert to the side effects of the IUD.

NOTE: Women often ask their gynecologists whether a hysterosalpingogram is worth the discomfort, trouble, and expense. It is a diagnostic procedure that, like any other, should not be undertaken lightly, but in the aftermath of a serious pelvic infection or a complicated miscarriage or abortion, the test, which involves a dye being injected into the uterus and watching its passage through the uterus and tubes, will establish the configuration of the reproductive organs and show damaged areas, if any. Sometimes the test will flush out obstructions in the tubes and aid conception. If this does not happen, improvements in surgical techniques have made it possible for a skilled microsurgeon to enter the abdomen with fine surgical instruments and clean out or repair scarred areas in the uterus and tubes.

ENDOMETRIOSIS—IS IT DESTROYING YOUR OPTION TO HAVE A CHILD?
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More than eight million American women suffer from the crippling, painful disease known as endometriosis. Yet many of them do not know it exists, let alone that they are victims of it. Struggling through recurrent episodes of pelvic pain and severe menstrual cramps, they may attribute the characteristic symptoms of endometriosis to the discomforts of a “normal” menstrual cycle. Months and years can go by before they seek help from their doctor, and even then, doctors unfamiliar with the disease may not know what it is. Meanwhile the endometriosis hidden inside a woman’s body slowly, painfully incapacitates one after the other of her reproductive organs.

Endometriosis is a disease in which the endometrium, or uterine lining, spreads beyond the uterus to implant itself outside the womb. At the end of the normal menstrual cycle, rhythmic contractions of the uterus detach the endometrium and push the discarded tissue fragments out the cervix, to leave the body in the form of menstrual blood. With the onset of endometriosis, the normal pattern is disrupted. The hard spasmodic contractions evident to a woman as severe menstrual cramps flush the tissue fragments backward and up through the fallopian tubes instead of downward and through the cervix and the vagina. Tissue fragments flushed through the tubes are sprayed into the abdominal cavity, where they implant themselves onto the outside of the ovaries and the fallopian tubes and the outside of the uterus. Fed by the monthly production of estrogen and progesterone, the misplaced endometrial tissue thickens, bleeds, breaks away, and spreads throughout the abdominal cavity, to be joined by yet more tissue from within the uterus. With each monthly cycle, endometriosis takes a firmer hold, until it seems as though a woman’s body has declared war on itself.

Symptoms of endometriosis include painful ovulation, severe cramps during ovulation, and a deep abdominal pain on one side or the other or an unspecific abdominal pain before or after menstruation. Women besieged by unremitting pain often say they have been taken over by the disease. But if pain is the first sign of endometriosis, infertility is the end result. Misplaced endometrial tissue, clinging like a parasite to its host, will eventually suffocate the ovaries, impeding the passage of the monthly egg. Tissue fragments creeping inside the fallopian tubes will block or scar the tubes. Even with a mild case of endometriosis, it is more difficult for a woman to become pregnant. With an advanced case, her chances are slim indeed.

Often the disorder is known as the career woman’s disease, as though endometriosis were to be found exclusively among women with high-powered jobs. Understandably, endometriosis is seen more frequently among women who have put off childbearing, because pregnancy and breast-feeding disrupt ovulation and menstruation and put the hormonal cycle temporarily to rest. But any woman in her childbearing years could get endometriosis, especially in times of stress. Healthy, untroubled women have immune systems that protect them against the onset of the disorder. Their functioning immune systems are usually able to reject any endometrial tissue that might mistakenly be pushed into the abdominal cavity during menstruation. The immune system, however, is less efficient under stress; thus a tense woman might not be able to fight off the endometrial tissue growth inside her abdomen, just as a woman under stress is less likely to fight off the common cold.

Perfectionists, achievers, women who are hard on themselves because they want the best for themselves are the typical endometriosis victims, whether they are caring for their children or their law practice. Career woman or housewife, any woman who fits this profile could have endometriosis.

GETTING HELP
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Inexplicable pelvic pain should never be ignored or explained away by a reassuring diagnosis. A woman trying to conceive who has suspicious pelvic pain that her doctor cannot seem to identify should not wait around for the symptoms to become easier to define. Her most fertile years are already slipping by.

A woman can usually find out if she has endometriosis by allowing a surgeon to perform the exploratory procedure called a laparoscopy. During a laparoscopy, the surgeon viewing the internal organs might spot the endometrial tissue right away. Unfortunately, the laparoscopy is only as good as the surgeon who is performing it, and arriving at a diagnosis of endometriosis is trickier than most people think. A surgeon will be able to see large masses of endometrial tissue if the disease is extensive, but if the endometriosis is minimal or located behind the uterus, it may elude his view and you may be told that you don’t have it. This possibility of hidden endometriosis should not confuse a doctor familiar with the disease who believes in his ability to diagnose endometriosis from a woman’s history and a straightforward clinical examination. A knowledgeable doctor who conducts an internal examination and who has the skill to feel small tender growths on or behind the uterus, ovaries, or tubes should, in my opinion, be able to diagnose endometriosis without surgery. This is important, since surgery should always, if possible, be bypassed because it exposes a woman to the unnecessary risks of both anesthesia and the operation itself.

If during a pelvic examination or a laparoscopy, a woman is diagnosed as having endometriosis, treatment should be started right away. An old form of treatment for endometriosis was the birth control pill. The Pill contains the hormones estrogen and progesterone, which create a pseudopregnancy and prevent the endometrium from developing to a greater extent each month. However, the Pill has enough hormones to continue to stimulate the endometrium so that the endometriosis tissue remains alive. Instead of incorrectly treating the condition with the Pill, knowledgeable doctors use a new breakthrough drug called Danocrine (danazol), a synthetic derivative of testosterone, which stops ovulation and thus provides a “pelvic rest.” Danazol, the only FDA-approved drug for endometriosis, blocks the release of the brain hormones that set the menstrual cycle in motion. A woman’s organs are not stimulated to release an egg, so there is no ovulation and estrogen and progesterone hormones do not increase. When a woman does not ovulate and her female hormones do not fluctuate, there is no buildup of the endometrium and no chance for endometriosis to grow. By taking Danocrine tablets every day for six to nine months, she is curtailing her hormone production and thereby cutting off the endometriosis from the hitherto continuous supply of blood vessels that it needs for its survival. The endometrial tissue dies, and like all dead tissue, it is slowly reabsorbed by the body and disappears.
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