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Foreword


We males are curious creatures. From infancy, we are preoccupied with locating ourselves in the pecking order. Our rough and tumble play, risk-taking, and passionate pursuit of winning the game of life set us up for injury, rejection, and isolation. The poet Anais Nïn asked in “The Four-Chambered Heart,” “Why do men live on shoals?” As we grow up, our struggle to find and define ourselves pitches us in and out of jobs, relationships, and marriages. It’s hard for us to stay the course; far more of those fathers in the elevator on the way to my sixth floor pediatric clinic seek divorce, for example, than fathers of children in good health. We men live shorter lives, not least because we don’t take care of ourselves. With reason, it is said that few of us really ever grow up.

This book by Emily Senay and Rob Waters gave me new insight and reframed my doctor’s worldview in a way that I’ve rarely experienced in my thirty-eight-year career. Dr. Senay discovered, from her unique perspective as a discerning connoisseur of medical science, as well as daughter, spouse, and mother, that not only do most men remain boys at heart, but that the keys to their health and survival are often held by women.

The publication of this book represents a remarkable and significant event, both for women and for men. Never before has there been presented in one volume a compendium of information that turns on its head all previous notions of where the real power resides, and who conducts the most important interventions to advance the health of boys and men. And it’s not that we men can’t take care of ourselves. We should, but we mostly don’t—although I think that if every man and every physician read this book, that would change. It’s that women appear to have far greater capacity and interest, not to say the commitment and courage, to care for us and attend to what’s important in sustaining us from infancy to old age.

Acknowledging this, and celebrating it, should elevate our respect and esteem for what our mothers and partners do for us. One important way to do this would be to take better care of ourselves—and to better appreciate their vital role in our lives. Dr. Senay and Waters’s remarkable insight requires the tools with which to guide and support their life-saving and life-enhancing work. She has provided here exactly this tool kit to all who would use it. All of us can, and should.

Perhaps because of her career as a health journalist for a leading television network, but also because of the deeply embedded sense of responsibility that flows from these pages, Dr. Senay selects the important issues unerringly. She is on target about which prevention activities are essential, those symptoms that require urgent attention, and whom we can turn to for specialized care at every age, in every organ system, and from every medical specialty vantage point. If there was truth in the proclamation on the cover of my mother’s favorite cookbook that the way to a man’s heart is through his stomach, now it can be said that the way to a man’s health is through a woman reading this book.

This is a work of stunning breadth and depth that can and should be read from cover to cover, but will also save lives and sustain loving relationships, as specific male symptoms and illnesses inevitably rear their heads. I stand in admiration of what Emily Senay and Rob Waters have accomplished in writing it and do not doubt it will assume its deserved place among the few classics in medicine that can be appreciated and enjoyed by everyone.

Well, by at least half of us.

Eli H. Newberger, M.D., Department of Pediatrics, Harvard Medical School, author of The Men They Will Become: The Nature and Nurture of Male Character
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 Introduction


Men are the weaker sex. I don’t say this to be glib; I say it because it’s a fact. I know what you’re probably thinking. Men are stronger. They have bigger muscles. They have more power. And they make more money, too. You’re right about all that, of course. But it’s not really that simple. The truth is that at every age and stage of life, the male of our species is less healthy and more vulnerable than females. They begin life as more fragile beings, then compound it with an attraction to risk, an aversion to self-care, and an arsenal of unhealthy habits. Consider:





	For every 100 females, 120 males are conceived, but the males are far less likely to survive. By the time of birth, that ratio has changed: 105 boys are born for every 100 girls.

	Boys are more likely than girls to die from nearly every cause imaginable, from sudden infant death syndrome (SIDS) to drowning, from suffocation to car accidents. They’re more likely to be injured in falls, and even to be bitten by dogs!

	Teenage boys are three times as likely as girls to die of any cause. They’re twice as likely to be killed in a crash, and nearly five times as likely to be murdered or to take their own lives. And although it’s uncommon, teenage boys are also more likely to die from cancer, heart disease, birth defects, asthma, and flu.

	In young adulthood—through the twenties and thirties—this mortality gap grows, so that men now die at nearly four times the rate of women. As a result, women begin to outnumber men for the first time at age thirty-six. Men are almost three times as likely to die in a car crash, almost five times as likely to commit suicide, and four times as likely to be murdered. They’re also more likely to die of heart disease, AIDS(acquired immune deficiency syndrome), diabetes, and liver disease (thanks to their much higher rates of alcohol consumption). They’re even three times more likely to be poisoned. Young women die more often from only one cause—cancer—but men will soon catch up.

	At age forty-two, heart disease becomes the leading killer of men. Overall, men have twice as many heart attacks as women and are nearly twice as likely to die from heart disease. And from the age of fifty on, men are more likely to die of cancer as well, along with every other leading cause of death.


	Men are more likely to be killed on the job. Between 1980 and 1997, nearly 104,000American workers were killed at work and more than 90 percent were men. That’s because men do the most hazardous jobs, making up over 98 percent of firefighters, coal miners, loggers, and truck drivers.

	These problems are compounded by men’s lack of attention to their own health care. Recent surveys show that one man in three has no regular doctor to go to. And one third of men say they would not go to a doctor even if they were experiencing severe chest pains or shortness of breath—two of the most common signs of a heart attack.

	The end result is a glaring longevity gap. Men die, on average, about five and a half years younger than women. Among people over eighty-five, there are only thirty-nine men to every one hundred women. By age one hundred, there is only one man for every five women.







But what does this have to do with us—women? Why should we care—and what should we do—about men’s health? On a political or societal level, these are thorny questions, but on a personal level, the answers are obvious: We care about the health of males because we are married to them, we are raising them, we have brothers and fathers, and we love them. And we want them to live long, healthy lives.

We know that as women, we do a lot to make that happen. We take our boys to the pediatrician and stay up with them when they’re sick. We make sure our husbands and boyfriends go to the doctor; we remind them to take their medications. We try to make sure that everyone eats right. In doing all this, we take on a role we never really asked for—medical manager for our family. We do it because we love them. Indeed, we love them, in part, for many of the same characteristics that make it hard for them to admit illness or look after themselves—their strength, their physicality, their maleness. We do it because we’re observant and often see them struggling with a problem long before they admit it to themselves or anyone else. And we do it because their health affects us—our physical and mental health, our strength, the very quality of our lives.

For the most part, we’re happy to do these things, yet it’s hard not to be exasperated sometimes by the lack of attention our men give to their health and their bodies. We want them to be healthy, and we want them to change. We want them to become more aware and more responsible about their health. And most of all, we want our sons and grandsons to grow up with a different attitude toward health care.

I haven’t always thought much about this. But in recent years, changes in my own life have led me to reflect on these issues. Let me tell you a bit about my own story.

I am a physician and the medical and health correspondent for a major network morning news show. I came to CBS News in 1995 to cover women’s health, the hot new topic in medical news. Newspapers and networks began to cover this beat, launching columns and segments, working to hook the female audience.

Women’s health was finally getting the attention it deserved. After years of lobbying by women’s health advocates, the government and the research community were finally listening. Large medical studies of women were under way, and researchers were finally looking at the important physiological differences between men and women. I didn’t cover men’s health back then and didn’t think a whole lot about it.

Then a few things changed. The first was the birth of my son Harry. I grew up with three sisters and no brothers. When I discovered that my baby would be a boy, I realized that I didn’t know the first thing about them. Oh sure, I’d known boys as a child, had plenty of male friends, and, after all, married one. Still, I was seized with panic at the prospect of actually raising a baby boy. I was caught off guard about basic decisions, such as what to do about circumcision. And I was unprepared for Harry’s amazing level of activity.

From early on, Harry was “all boy,” and by the time he was fifteen months old, my husband and I had a saying: “No mere mortal can contain him.” We had an adorable, squeezable, delicious little alpha male on our hands, one who seemed never to stop moving. I collapsed exhausted at the end of each day, while he rarely slept through the night.

When it came time to look for preschools, we started to hear about differences between boys and girls: that boys are behind, boys are more trouble, boys are a special challenge. This was usually accompanied by a sigh or a knowing shake of the head. The “boy thing” was going to be a challenge, and I realized I wanted to learn more about them.

The second event was more troubling. One afternoon my husband, Avery, called me at work complaining of a sharp pain in his upper back. Even though I told him that these were symptoms of a possible heart attack, I still had to convince him to go with me to the emergency room. Frankly, I had been waiting for this call. My husband is outwardly the picture of health. But as a physician I knew he was cheating the devil. High blood pressure, high cholesterol, prediabetes, and the diet of a teenage boy—all were at work inside his arteries, waiting, just waiting.

Things turned out okay that day. Tests showed he did not have a heart attack. That was the good news. The bad news: Tests showed definitively he had diabetes, with very high cholesterol and high blood pressure. The doctor told him point-blank that if he wanted to prevent catastrophe, he needed to take immediate action.

He didn’t. So I did. I scheduled the follow-up appointments and made sure he went. I sat in on examinations so Avery couldn’t play down his health problems as he always did. I didn’t do this because I’m a physician. As any woman reading this will already know, I did it because I’m a woman, and this is what women do. We take charge of health matters, we become “Dr. Mom.”

In dealing with these issues, Avery was jocular, breezy, his usual self. I was perplexed and sometimes infuriated by his lack of alarm. I could not understand why he didn’t do everything in his power to prevent a disaster—read: massive heart attack. He was an Ivy League-educated lawyer who was acting like a boy.

It gnawed at me that he didn’t take the whole thing more seriously. Eating a donut, he would swagger and laugh, practically taunting his body to betray him. “What are you doing?” I would screech. But then I would rationalize: “I’m overreacting. I worry too much because I’m a physician. If he were really in trouble, he would take care of himself.” I did not want to be smothering or hysterical.

When I did try to start a serious discussion about his health, our conversations were, shall we say, oblique. I’d say something and get an evil look in response, a quick denial, or a long-winded rationalization. He refused to examine what was going on, and I could not break his denial. To avoid a fight I would shrug and concede, “Okay, you’re probably fine.”

We were getting nowhere. I love my husband and did not want to see him become ill. Plus, we had a growing family. If anything happened to him, it would devastate his son and daughters.

Around the same time, I received a letter from a viewer, a woman who wanted to know more about a prostate cancer story we had covered. By this time, I was covering general medical news on the morning show. Why, I thought, doesn’t her husband ask these questions for himself? That’s when it hit me: Because that’s not what men do!

Most men do not take care of their bodies the way women do. They don’t seek out health information, lay themselves bare to doctors, or recognize when they are on the brink of medical disaster until it’s too late. But their mothers, partners, wives, sisters, and daughters do.

Reading this woman’s letter, her love and concern came through in every line. I also realized that viewer letters and e-mails came mostly from women, even when the topic was men. I was not the only woman who was functioning as health advocate for the men in the family.

As I asked my women friends and coworkers about the roles they played in the health of their sons, partners, and fathers, things became clearer. Women were intimately involved in many aspects of boys’ and men’s health. The stories they told were funny, and sometimes sad.

One woman told me her husband refused to seek help though he was seriously depressed. A young mother wanted to know if her son was headed for trouble, because he insisted on sitting, rather than standing up to pee. Another friend, a single mom, was shocked to find pornography on her twelve-year-old son’s computer. One woman told me her husband refused urgent coronary bypass surgery until after an important business meeting. Another friend’s father is dying of colon cancer because, she believes, he ignored symptoms and refused to get checked.

These problems play out everywhere you look. During the war in Iraq, NBC News correspondent David Bloom did a brilliant and courageous job of covering the war live as it happened. But his cramped post in an armored vehicle was causing him pain in his legs. He complained to medics and consulted doctors by phone; they all advised him to seek medical attention. But he refused to leave the battlefield and died when a blood clot traveled to his lung. How terribly sad. For me, his death raises the question: If Bloom were a woman, would he have listened to those medics? Would he possibly be alive today?

No one, of course, can answer those questions with certainty. Yet it is clear that on matters of health, the gender divide operates as strongly as ever. Men do things that most women wouldn’t, and they fail to do things that, for women, are routine. Scott Hensley covers health and medicine for The Wall Street Journal so he should, as he says,“know better.” A couple of years ago, he got his cholesterol checked—“practically against my will”—by a nurse at a clinic he was writing about.

“My blood sugar was fine, but my total cholesterol and LDL [bad cholesterol] were through the roof,” Hensley recalls. “Did I go to the doctor? Nope. Do I even have a primary-care doctor? Nope. Didn’t then and still don’t. Pathetic. For the past ten years, my trips to the doctor have been prompted by acute problems I couldn’t ignore—broken bones and accidents pretty much.”

Men don’t act this way because they are dolts or because they have a deep-seated death wish. They don’t act this way because they want to burden us with undue worry about their health. They act this way because eons of evolution and centuries of cultural conditioning make it difficult for them to act otherwise. The risks they take, their visceral fear of appearing vulnerable, their preference for “gutting it out”—all are so deeply ingrained that they’re almost second nature. It’s what makes them men.

As I thought about these attitudes and the issues in my own family, the idea for this book was born. I wanted to get to the bottom of what was going on in men’s health, if for no other reason than to understand my own son and husband.

To get my arms around the topic was going to be a huge undertaking and one I could not do alone. So I roped my old friend Rob Waters into helping me out. As former editor of the “Men’s Health” section of WebMD, a former writer for Health magazine, and a contributing editor to Psychotherapy Networker magazine, Rob immediately understood what I was trying to do. He’s researched and written a lot about mental health and the psychological aspects of health. He’s also a man, of course, and readily admits to falling into many of the attitudes and habits that are so typical of his sex. And perhaps most important, he too has a young son.

We spent a year doing research, identifying the major issues in the health of boys and men. We interviewed experts in each area, more than one hundred fifty in all. We asked medical societies, academies, and institutions to identify leading thinkers. And then we consulted more experts to hone our findings and make sure we provided the most cutting-edge and accurate information available. Each chapter has been read and vetted by experts in that field.

The result is a book that does three things: It outlines the conditions, illnesses, and health habits that are more common to males, offering tips for prevention and treatment. It looks at the biological, cultural, and psychological reasons behind men’s health-related attitudes and practices. And it suggests ways that women can work with their sons, husbands, fathers, or any man they want to help to be healthier.

We’ve organized the book to follow the arc of the relationships with the men in your life: as the mother of a boy, the wife of a still-healthy man, and the partner of a man with health problems. We explain everything from circumcision to heart disease, and offer suggestions on what you can do if you think the man in your life eats the wrong foods or drinks too much alcohol. We weave in firsthand accounts to illustrate what happens between mothers and sons and husbands and wives. We avoid going through the usual litany of symptoms and tests, followed by treatments, but we suggest many excellent books and websites where you can find that sort of information and more. Always check our resource section for additional information. We offer concrete advice and information that helps you understand what’s going on physically, developmentally, and emotionally with the men. We point out the areas of major risk to their health and tell how you can help. And we offer suggestions on how you can share your knowledge with your husband, along with some ideas about ways you can motivate him to take better care of himself and be a better health role model for your sons.

So this is a book about men’s health issues—for women. Many women, including some thoughtful feminist thinkers, believe that we should not have to take care of men’s health, that men should bear this responsibility themselves. On one level, I agree. We ought not to have this job. It should be enough that we take care of ourselves and our children without having to be responsible for our men’s medical care as well. But the reality is that we often are. Clearly, this needs to change. Men need to feel that taking care of themselves is not a mark against their masculinity. But until this happens, we are not about to abandon the men and boys we love. Why should we? How could we?

That said, let me be clear about what this book isn’t. It isn’t about how to be your husband’s, or lover’s, or even your son’s caretaker. The goal is not to make men more dependent. Rather, our goal is to arm you with information and to help you educate the boys and men in your life so that they can take care of themselves.

We hope you do enjoy this book and we offer one suggestion: After you read it, leave it around someplace obvious. Maybe he’ll read it, too.



Overview: Being a Man May Be Dangerous to Your Health


Six years ago, after an arduous delivery, I held my newborn son Harry in my arms for the very first time. After hours of labor and a C-section, I was a total wreck. But not Harry. On that day, in the first moments of his life on Earth, he felt to me just the way I always figured a little boy would feel: full of strong, masculine energy. So confident, so sturdy, so solid. I suspect that a lot of people think as I did, that baby boys are somehow hardier and more durable than baby girls. After all, they grow up to be big, strong men. Doesn’t it make sense that they should be that way from the start?

In fact, nothing could be further from the truth. Harry, I realize now, was actually lucky. Like all little boys, he started life in the womb at a distinct biological disadvantage—a disadvantage, it seems, that men face for the rest of their lives.

Here is the reality: From the moment they’re conceived, males are more likely to experience a host of problems that females do not. They’re more prone to birth defects, more likely to be stricken by injury or disease, and more likely to die prematurely than are women.

Actually, things start happily enough for Harry and his buddies. In fact, for one brief shining moment, they actually have a biological advantage over girls: About one hundred twenty baby boys are conceived for every one hundred baby girls. “From this point on,” writes researcher Sebastian Kraemer, “it is downhill all the way.”

Indeed, this fleeting numerical superiority may be nature’s way of compensating for the fact that boys are more likely to be miscarried, to suffer from all sorts of medical and developmental problems, and to die in infancy and boyhood. Kraemer, a child and adolescent psychiatrist in London, recently presented the growing body of evidence about the vulnerability of males in a paper entitled “The Fragile Male,” published by the British Medical Journal.

“The male fetus is at greater risk of death or damage from almost all of the obstetric catastrophes that can happen before birth,” he writes. These include genetic abnormalities, cerebral palsy, perinatal brain damage, premature birth, and stillbirth. The result is that by the time of birth, the male advantage in numbers has dropped dramatically—to a ratio of about one hundred five boys to one hundred girls.

This pattern continues after birth and for the rest of men’s lives. At every age and stage—boyhood, adolescence, adulthood, and old age—males are more likely than females to die. Indeed, for every one of the top ten causes of death in this country, from heart disease to alcoholism, from cancer to suicide, men die at greater rates than women.

LONGEVITY GAP, RACIAL DIVIDE

What all this adds up to is a pronounced difference in life expectancy between men and women, what some researchers call the “longevity gap.” It’s a gap that has widened over the past century.

In 1920, the life expectancy of American men and women was virtually the same: on average, 54 years. But throughout the twentieth century, life expectancy increased dramatically, especially for women. Today, women outlive men by an average of 5.5 years, with the average American man living to almost 74 and the average women to 79.5.

For African-American men, this picture is even more grave. With a life expectancy of 68, they die, on average, twelve years earlier than white women and six years earlier than white men. Part of the reason—and one that’s gotten a great deal of attention—is the fact that so many black men die in their teens and twenties from violence and diseases such as AIDS. But millions of African-American men die in middle age from the same diseases that kill white Americans years later.

According to the American Heart Association, nearly 37 percent of African American men have high blood pressure, nearly double the rate of white women, and among the highest rates in the world. African-Americans develop high blood pressure at earlier ages and die from it and related diseases at much greater rates. Compared to whites, African-Americans are twice as likely to die of heart disease, two to three times as likely to die from stroke, and four times as likely to develop end-stage kidney disease.

There are a number of factors for these glaring disparities, but one of the biggest is that many blacks have no health insurance or regular access to health care. In 1999, for instance, 23 percent of African-Americans were uninsured—compared to 13 percent of whites—and 39 percent of African-Americans didn’t have a regular doctor, according to the American Medical Association. These days, thanks to the faltering economy, those numbers are probably worse.

Continuing racial discrimination also looms large. A recent report from the Institute of Medicine found “overwhelming” evidence of racial disparities in heath care that contribute to higher death rates for minorities. The report found that minorities are far less likely to be given appropriate heart medication, undergo bypass surgery, or receive proper treatment for kidney disease. They’re also less likely to get the latest treatments for cancer and AIDS. And even when they have health insurance, minorities are more likely to be enrolled in lower-end plans that provide limited coverage and access to specialists.

Cultural and historical forces also play a role. Men in our culture have a tendency to deny their pain and refrain from seeking help, and for black men, many observers note, this trait is even more pronounced. Jean Bonhomme, M.D., president of the National Black Men’s Health Network, calls this trait pathological stoicism. “African American men have had to deal with tremendous hardships and not complain, because complaining didn’t help,” Dr. Bonhomme says. “Now we push ourselves to distorted extremes without asking for help in order to ‘be a man.’ It is a matter of pride to brush off pain.”

In a recent conversation, Dr. Bonhomme described an incident that is typical of many men. “Several years ago, I injured my back so badly I could hardly walk. Although I was in considerable discomfort, I went in to work that day. My wife, who was employed in the same workplace, saw me drop to my knees in order to get out of a chair and said to me, ‘What the hell are you doing?’ I looked at myself and realized how crazy I was being. All I could think of earlier that morning was the patients I had to see, the charts I had to write. Men’s traditional reluctance to slow down or see doctors even when obviously exhausted, ill, or injured understandably perplexes women. I came to realize that as men, we have been taught since childhood to downplay the signals of our own bodies. This kind of traditional male upbringing leads to attitudes that block health-conscious behavior and participation in health care among adults.”

MEN’S HEALTH CRISIS

If you want to see the longevity gap in action, just visit any nursing home and you’ll see at least twice as many women as men. And members of that exclusive club called centenarians—people who live to one hundred years old—are almost all women, with a ratio of four to one, according to the 2000 U.S. Census.

When you really think about it, what’s going on here is nothing less than a major health crisis for men. Men are dying years earlier than they should, yet the problem receives little attention. I can’t help thinking sometimes that if women were dying five or six years earlier than men, they’d be marching on Washington, demanding money for research and health programs. But most men are not up in arms about this. My guess is they’re barely aware it’s happening. Nor, for the most part, are they changing their behavior in the ways that would bring them longer life.

So why are men dying so much younger than women, and what can be done about it?

A FAMILY’S TRADEGY

For one solid month in 2001, Gary Small complained to his wife, Georgeanne, that he was suffering from headaches and feeling run-down and fatigued. Gary thought it was his allergies and the fact he was working so many hours at his job as a gold electroplator at IBM. “We knew he was more tired than normal,” recalls his wife Georgeanne, “but neither of us thought it was anything serious.” Gary didn’t seek medical attention, and in fact, had not seen a doctor in at least two years.

On April 25, 2001, Gary came home at seven in the morning after working the night shift. He passed his wife as she was leaving for work and stopped to talk with his son, Travis, who was waiting for the school bus. He told Travis, then thirteen, that he had an upset stomach and was going to rest but promised to pick him up that afternoon after Spanish class. He prepared his daughter’s breakfast and got her ready for school but told her she would have to walk to the bus stop by herself because he wasn’t feeling well. As she was leaving, she thought she heard him getting sick in the bathroom.

Later that afternoon, Georgeanne got a call from her son. His father had not picked him up after school as promised. She called home and talked to her daughter Heather, eleven, who told her mother “Daddy wasn’t feeling too well that morning.” She went to his room and tried to wake him up by jumping on the bed. But he didn’t stir.

Georgeanne rushed home and found her husband dead on the bed. An autopsy revealed that he had suffered a massive heart attack.

Gary’s death was a heartbreaking loss for Georgeanne and her children made all the more tragic because it was likely preventable. Had Gary Small paid attention to his body’s signals and seen a doctor, there’s a good chance he would be alive today. Instead, Georgeanne lost her lover and companion of fourteen years and her coparent, whose income helped support the family. Georgeanne must now care for their two children and hold the family together by herself.

OUT OF TOUCH

In 2000, a highly respected health research organization, the Commonwealth Fund, published a report on an important but little-studied issue: how men look after their health. The title of the report says a lot about what these researchers found: Out of Touch: American Men and the Health Care System.

For the report, the researchers surveyed fifteen hundred men about their health habits. They began their report by noting “an alarming proportion of American men have only limited contact with physicians and the health care system generally. Many men fail to get routine checkups, preventive care, or health counseling, and they often ignore symptoms or delay seeking medical attention when sick or in pain.”

Specifically, they discovered:





	One man in three had no regular doctor to go to.

	One in four had not seen a doctor even once in the year before the survey.

	One third of the men over age fifty had not been screened for prostate cancer or colon cancer in the past five years, even though many experts recommend that men in that age group be screened every few years for both these cancers.

	One fourth of men said they would wait as long as possible before seeing a doctor if they felt sick, were in pain, or were worried about their health. Seventeen percent said they would wait at least a week to see if they got better.







Other studies have made similar findings. In a 1999 survey by CNN and Men’s Health magazine, one third of men said they would not go to a doctor even if they were experiencing severe chest pains or shortness of breath, symptoms of a heart attack. And one in five men wouldn’t go if they were experiencing blurred vision. Talk about denial!

Men and women deal with doctors and health care very differently. As women, we begin early on to see doctors on a regular basis for birth control, Pap smears, and other gynecological needs. For most girls, this begins at puberty, when mothers sit down with their teenage daughters to talk about their first period and get them ready to see a doctor about it. For us, making regular visits to a doctor is normal, something you do even when you’re not sick. But most men never develop this habit. They see a doctor as someone you go to only when you’re sick—really sick.

Men have lots of other bad health habits as well: They’re less likely to take the medicine they’ve been prescribed. They sleep less than women—six hours on average, compared to eight for women. And they’re much less likely to seek mental health counseling, according to an article in the September 2000 issue of the Journal of Men’s Studies.

You may be thinking, Sure, we go to the doctor more because we have babies. But that’s not the whole story. In 2001, the Centers for Disease Control and Prevention(CDC) showed that even when you exclude visits for pregnancy, women see doctors about 33 percent more often than do men. And women are much more likely to go for preventive care visits and annual checkups. This gap narrows as men and women age, but by then many men have missed crucial opportunities to identify problems in the earliest stages, when they can be treated most easily.

The male tendency to avoid the doctor or dally about going to see one has far-reaching consequences. Delaying seeking attention for chest pain, for example, contributes to mortality from the disease, according to the American Heart Association. More often, though, the effects are subtler. A man puts off going to the dentist and ends up with a mouthful of cavities or a tooth that needs pulling. In this way, many men allow small, manageable problems to become larger, more serious ones. How did this happen? How did men become so out of touch? Some say this is the way they are by nature, that they’re a product of their hormones and centuries of evolutionary conditioning. They say men are wired to be aggressive risk takers whose body chemistry programs them to seek quick gratification and physical release. They point out that male and female brains have key structural differences, differences that begin in the womb when the developing male brain is bathed in the hormone testosterone. Add to that the centuries of conditioning that have shaped men’s responses, and you end up with a creature wired to be alert to immediate dangers—like the sudden charge of a mastodon—but not built to pay much attention to more subtle, internal, or distant cues.

I believe that testosterone gets blamed far too often for male impulsiveness and aggression. Obviously, testosterone affects the behavior of boys and men, as does the evolutionary conditioning that has left males quick to jump to alert, more ready to launch into a fight-or-flight mode. But boys and men are more than the sum of their hormones, and testosterone is just one of many factors that shape male personality.

The bigger part of the answer to the question “Why are men out of touch with their health?” is that boys spend their earliest years absorbing powerful lessons about what it means to be a man in this culture. From a very young age, boys get the message they shouldn’t cry or complain, that they should tough out pain and hardship. Harvard psychologist William Pollock, Ph.D., calls these counterproductive messages the “Boy Code” and notes in his best-selling book, Real Boys: Rescuing Our Sons from the Myths of Boyhood, that boys pick them up early on.

“Even very young boys reported that they felt they must ‘keep a stiff upper lip,’ ‘not show their feelings,’ ‘act real tough,’ ‘not act too nice,’ ‘be cool,’ and ‘just laugh and brush it off when someone punches you,’ ” Dr. Pollock writes.

By the time they’re teens, these messages are strongly ingrained: The “Boy Code” rules. When researchers interviewed fifteen-to-nineteen-year-old boys for the National Survey of Adolescent Males several years ago, they found that large numbers believed the notion that men must constantly prove their manhood by showing how strong and stoic they are. Here are some of the notions they subscribe to about what it means to be a man:


	A man will lose respect if he talks about his problems.

	A young man should be physically tough even if he’s not big.

	It bothers me when a guy acts like a girl.



To make matters worse, the researchers also found the more boys bought into this image of manhood, the more likely they were to engage in all kinds of risky behavior, from drinking to having unprotected sex. In other words, adopting the “Boy Code” as a life philosophy leads to a double hit on the health of men and boys. First, boys are primed to ignore their bodies and their health problems for fear of being seen as “sissies.” Then, these very same attitudes lead boys and teenagers to be risk takers, to engage in such potentially harmful behaviors as smoking, drinking, using illicit drugs, and driving recklessly.

These patterns continue into adulthood. Men drink and take drugs far more often than women. They’re more likely to use steroids, work in dangerous jobs, and play sports where they might get injured. They’re less likely to wear seat belts or bicycle helmets. They pay less attention to their diet and often eat poorly. They are three times more likely than women to drink and drive, according to the CDC. All this reminds me of the stories my father, a physician, told me about his days as a college football player. Rather than quit the game because of pain, a player would get an injection of painkiller and play on—to do anything less was unthinkable. This general recklessness is an accepted and even valued quality among men.

The Commonwealth Fund survey suggests that when men finally do get medical attention, the doctors themselves are often content to do exactly what many men probably want them to do: let them out the door as quickly as possible. Only one man in three over the age of forty reported that his doctor had ever asked about his family’s medical history of prostate cancer, even though men with a family history of that disease have a greater chance of contracting it themselves.

Here’s another example: Men who smoke cigarettes have a much higher risk for many problems, including heart disease. But when smokers see their doctors, do the physicians talk to them about the implications of their habits? Sadly, a lot of them don’t.

Some physicians argue that there’s no point in lecturing men about their bad health habits. “If we make them feel bad, they’ll avoid us all the more,” doctors say. It’s true, most men don’t want to hear finger-wagging lectures about their health. But there’s a deeper problem. Many physicians subscribe to the belief that you can’t get people to change so there’s no point in trying.

In fact, there is growing evidence that fairly brief messages about health behavior can help people make important changes. A recent study from the National Heart, Lung and Blood Institute found that when sedentary patients—your basic couch potatoes—got just three hours of counseling from doctors and other health professionals over a two-year period, many started to exercise. Before the study, only 1 percent of them exercised regularly. After the study, 20 percent did. Bottom line: Doctors can have a positive influence on their patients’ health habits. Maybe if most doctors did a little more nagging—in a humorous and friendly way, of course—we women wouldn’t have to do quite as much.

DR. MOM

Remember this famous commercial? The members of a family are at home and in misery, sneezing and hacking away. The door swings open and in swoops Mom with a knit brow and a teaspoon of Robitussin cough syrup. The ending is always the same: Dad, kids, and finally Mom snuggle under blankets for a good night’s rest. Then comes the tag line: “Recommended by doctors, pharmacists, and Dr. Mom.”

At every stage of our sons’ and partners’ lives, women look out for their health. It starts with the kids. Mothers choose and deal with the pediatrician and take the children in for checkups and immunizations. We quiz them about how they feel and stay up with them when they’re sick. It’s not that husbands don’t help; we need to give men credit. Most of today’s dads are far more involved in caring for their kids than their fathers’ generation. Still, in most families the responsibility for the health of the children falls squarely on the shoulders of Dr. Mom.

Long Island pediatrician Steven Kellner, M.D., says that mothers take the lead in dealing with their children’s medical issues the vast majority of the time. If he reaches a father when he’s returning phone calls to families, most will simply hand the phone over to their wife. “They’ll tell me, ‘Hold on a second, let me get my wife.’ And you’d be surprised how often the father had no idea the mother even called.”

Dr. Kellner observes that when children are born, fathers are very involved, coming with mother and baby for appointments. “But by the end of the first year, they’re not coming. They fall off the wagon,” Kellner says. It’s not that these dads aren’t involved in their children’s lives, Kellner hastens to add. “They’re very involved, but the way the roles are set up, the mother is the one who’s taking care of the children’s health.”

There are, of course, some good reasons for this. Most mothers take some time off work after their children are born, while most husbands continue to work. Many families today consist of single mothers, who have no choice but to make all the family’s health care decisions. And since most of today’s parents were raised in families in which mothers looked after everyone’s health, this kind of arrangement is familiar. So the pattern continues. And it doesn’t just involve looking out for the health of kids.

In early 2001, the Bayer company commissioned a survey of some two thousand households about how they handled respiratory tract infections in the family. It turned out that women are nearly twice as likely to take care of a sick husband than men are to care for an ill wife.

“Score one for conventional wisdom,” says Paul B. Iannini, M.D., a clinical professor of medicine at Yale University and scientific adviser for Bayer. “The research supports the stereotype of ‘Dr. Mom’ managing the health care needs for her family.”

Here are a few other statistics that hint at the role women play as the medical leader of their family:





	Women make three quarters of the health care decisions for their families, according to the U.S. Department of Labor.

	Women do nearly 80 percent of the shopping in chain drugstores, according to a 2001 survey conducted by Chain Drug Review, a trade journal for the retail drug industry.

	Women buy most health books, and 76 percent of women use the Internet to search health-related sites, compared to 58 percent of males, according to Jupiter Consulting. Even men’s health sites get a significant chunk of their hits from women.

	Women decide on their own about health insurance for their families about 40 percent of the time, more than twice as often as men do, according to the 1997 book Marketing Health Care to Women, by Patricia Braus.







When men do seek health information, their partner is often their primary source. A Weight Watchers survey in the early 1990s asked people about their preferred source of health and nutrition information. Women said they used physicians, health care providers, and books, while men said they used their wives. “Men are not going to go out and learn,” says Karen Miller-Kovach, Weight Watchers’ chief scientist. “They want to ask the wife.”

The key role played by women in buying health products and making health decisions is well understood by drug companies, hospitals, and doctors, who increasingly aim their extensive marketing machines directly at women. That’s what Robitussin’s Dr. Mom commercials were all about.

Men benefit greatly from this medical mothering—and just from being with us. Marriage, it seems, is good for men’s health. A number of studies have found that married men are healthier and live longer than unwed men. “Being unmarried can actually be a greater risk to one’s life than having heart disease or cancer,” claim marriage advocates Linda J. Waite and Maggie Gallagher in their book, The Case for Marriage: Why Married People Are Happier, Healthier, and Better Off Financially. “For example, having heart disease shortens the average man’s life span by slightly less than six years. But being unmarried chops almost ten years off a man’s life.”

The book cites a study, coauthored by Waite, which followed some six thousand families over time, tracking their life changes and health status. It turned out that the men who stayed married lived a lot longer. Specifically, nine out of ten men who were married at age forty-eight were still alive at sixty-five, an age reached by only six out of ten men who were unmarried at forty-eight.

Waite and Gallagher, unabashed advocates of marriage, think divorce laws are too lax, and their book has drawn fire from many quarters, including feminist thinkers who believe that the benefits of marriage accrue chiefly to men. Whatever your feelings about marriage, the evidence that it protects men’s health is compelling and comes from many sources. But it’s hardly surprising, since being married to a woman gives most men their own personal health manager.

In the long run, however, this pattern is unhealthy—for men and women alike. Boys grow up watching Dad pay little attention to his health care or trying to tough out ailments when he’s injured or sick. They learn not to talk about health problems with Dad because that’s not what fathers—or men—do. So they go to the doctor with Mom and, when they’re still young, discuss their health problems with her. In adolescence, they start acting more and more like their fathers, not paying much attention to medical matters and trying to ignore it when something hurts.

The result is that men of all ages learn to ignore their health, relying on mothers and wives to notice for them. Women find themselves saddled with the responsibility—and stress—of being Dr. Mom to their children, health nag to their husbands, and caregiver to their aging fathers. They may be caring for three generations of men at once.

Women have always been the caregivers in families—a role that doesn’t get us much credit or reward, but one we perform anyway. But before you get the idea I’m resentful about this, let me tell you that I am proud of women’s long history of being nurturing caregivers. Women like Florence Nightingale, who wrote the first book on nursing, and Clara Barton, the founder of the American Red Cross, have not only helped take care of sick and injured patients, they’ve also helped to bring about tremendous changes in medicine. It’s fantastic that women such as Ali Torre, the wife of New York Yankees manager Joe Torre, have gotten so involved in men’s health issues. After the Yankee skipper was diagnosed with prostate cancer, the couple helped create a program called Two Against One. Its goal was to reach women and men with the message that prostate cancer affects both partners and that the best way to fight it is with a team approach.

Betty Gallo takes it one step further. Since her husband, Congressman Dean Gallo of New Jersey, died from prostate cancer in 1994, she has become an advocate for men’s health issues and for women’s involvement in those issues. She is the cofounder of the National Prostate Cancer Coalition and a spokesperson for the Men’s Health Network. Her goal is simple: “I don’t want what happened to Dean to happen to anyone else.”

CLOSING THE LONGEVITY GAP

Men pay a steep price for their failure to pay attention to their bodies. But so do we—their mothers, wives, daughters, and sisters. It affects our stress level, our peace of mind, and our health. When the men in our lives suffer, we do too.

Like it or not, women have a major stake in the health of men. So the question is: What can—and should—we do to help the men in our lives live longer and be healthier? This issue challenges us to walk a tightrope: We love the men in our lives and we want to help them stay healthy. But we also want them to learn to take better care of themselves—for their sakes, for our sakes, but especially for the sakes of our sons, who model so much of their behavior and attitudes on what Dad does. How do we help our husbands without letting them off the hook? And if we help them, aren’t we just making them more dependent, enabling them not to care for themselves?

Some women argue that women should step back from their role as de facto home health aides, that we should stop being Dr. Mom—at least to our husbands. Barbara Risman, Ph.D., a professor of sociology at North Carolina State University, argues that in order to achieve greater equity between men and women, we must go through a major social reorganization in which women and men consciously move away from traditional roles. She calls this wrenching change and the dislocation it will cause “gender vertigo.” As women, she says, we need to step back from our role as the nurturing caregiver so that men are forced to fill the vacuum.

While I agree with Dr. Risman’s long-term goal of a more equitable social order, I disagree with her prescription for getting there, at least when it comes to our families’ health. We can’t stop looking out for the health of the boys and men in our lives for one overriding reason: We love them and want what’s best for them. As frustrated as we are by their negligence, we want them to be healthy and to live long lives.

AN INTIMATE BOND

The health of men and women in a couple are intimately connected. Surprisingly, marriage seems to be good for our health, too. Married women live longer than their unmarried sisters: According to The Case for Marriage, nine of ten married women live to sixty-five, compared to eight of ten who are single or divorced. What’s more, when a man’s health is poor, his partner’s health can suffer, too. Some surprising new research suggests that women whose husbands have heart attacks or undergo bypass surgery have a higher risk of developing the same problems. One reason is that many women share the same unhealthy diets and exercise habits of their spouses.

Plus, if men start getting sicker younger, who’s going to take care of them? You know the answer to that one. We’re not about to abandon our husbands when they’re ill (though husbands often leave sick wives). The bottom line is that having unhealthy husbands makes our lives even more difficult.

Indeed, caring for an ill spouse is one of the most stressful of tasks. Two thirds of the women whose husbands were undergoing cardiac rehabilitation after a heart attack or heart surgery reported high levels of tension and stress, according to a 2000 study in the journal Heart and Lung. Many of the women said they had trouble falling asleep and were emotionally brittle. Caregivers also suffer from high rates of depression, and these feelings can last well beyond the death or recovery of a spouse.

All this means that we have plenty of reasons to help the men we love stay healthy and to encourage them to change their habits for our own sakes. But while we’re trying to get them to change their ways, we may want to look at the ways we sometimes hold them back. It’s sad but true that some women are so invested in their roles as the family’s domestic and medical managers that they resist their partners’ efforts to take on more responsibility. If we insist on always being the one to quiet a crying baby or attend to a child’s needs, we may end up discouraging the very behaviors we want to see. Psychologists and sociologists call this “gatekeeping.” Many women are not even aware they are being gatekeepers, but their behavior builds walls between fathers and children. Family change will require all of us to reflect, communicate, and act.

Fortunately, women are not alone in the effort to improve the health of men. There is a growing awareness among male researchers and health advocates that American men are far less healthy than they ought to be and that this can and ought to change. In the early ’90s, men’s health activists started the Men’s Health Network in Washington, D.C., to raise awareness about men’s health issues. The group succeeded in getting Congress to designate the week before Father’s Day as Men’s Health Week. The Network kicks off the week with free diabetes and cholesterol screenings for men who work on Capitol Hill, from janitors to senators. Similar events are held nationwide.

The Network has also pushed for more funding for men’s health problems and has been working to establish an Office of Men’s Health in the Department of Health and Human Services—where an Office of Women’s Health has existed for years.

These ideas are slowly catching on. A number of colleges and universities have men’s health clinics that offer health care and information to male students. Researchers in the new field of gender-based medicine now devote much greater attention to the biological differences between men and women and how these differences affect responses to medication, diagnostic tests, and treatments.

Other researchers like Tamara Sher, Ph.D., assistant professor of psychology at the Illinois Institute of Technology, are looking closely at the role of social support in preventing illness and aiding recovery. Armed with a $2.4-million grant from the National Institutes of Health, Dr. Sher is working with couples to see how communication and connection within a relationship strengthen health.

All this needs to be encouraged as do changes within families. More men than ever are involved in child care. The number of hours men devote to household tasks is slowly rising. But women are still much more likely than men to define themselves as the caretakers of children, spouses, and parents.

In this age of managed health care, when people spend less time in the hospital than ever before, women are being asked to take on more responsibility for the care of ill family members. This caregiver role is unlikely to go away anytime soon. We will continue to care for the men in our lives and for other family members. As long as we’re fulfilling these roles, we might as well do it smarter.
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It’s a Boy! (But First It’s a Girl)


Six years ago, my coauthor, Rob Waters, attended the birth of his child. As the baby was emerging after a long night of labor, Rob let forth with that world-famous cry, “It’s a girl!”—which he immediately amended (after a closer look) to “It’s a boy!” In truth, all boys—or male embryos, anyway—actually do go through a sexual transformation, though it’s quite a bit different from the one Rob seemed to describe. Let me explain.

The process of creating a human child begins when a man’s semen—containing millions of sperm—is deposited inside the woman’s vagina. Each of these sperm carries twenty-three chromosomes, as does the mother’s egg. Chromosomes, found in the nucleus of every cell in our body, are tiny threadlike packages of genes and other DNA—the basic cellular blueprint for the person each embryo will become. Normally each cell of the body has forty-six chromosomes—twenty-three matched pairs, consisting of one from Mom and one from Dad.

Twenty-two of these chromosomes determine physical traits such as hair and eye color, or, say, the ability to curl the tongue. They also help shape other traits such as intelligence, personality, the ability to carry a tune or dribble a basketball. The twenty-third chromosome in the sperm is what determines the sex of the baby. That number 23 chromosome can be either an X chromosome—which will lead to a girl baby—or a Y chromosome—which will result in a boy.

[image: Image]



The sex of the baby is determined by the father, because the mother can only contribute an X (female) chromosome while the father can deliver an X (female) or a Y (male). Pretty amazing when you think of all the pressure that queens, empresses, and czarinas have been under to bear their husbands a son. If only Henry VIII had understood this, poor Anne Boleyn might have kept her head! (Or maybe not.)

Once released by the man, sperm have some twelve to forty-eight hours to complete their mission before they die. They will cross the woman’s cervix, swim through the uterus, and then into the Fallopian tubes. Most will die along the way, with only a few hundred completing the journey. Those plucky survivors then surround the egg and try to penetrate the membrane that surrounds it. Only one will succeed. Once it does, the membrane of the egg will swell, pushing away those other unlucky sperm. The nucleus of the victorious sperm will then seek the nucleus of the egg and the two will merge. The fertilized egg—now an embryo—will start to divide. Within four days, it will have about one hundred cells.

As it starts on the path of development, every embryo is essentially female. In other words, if nothing happens to alter events, its undeveloped genitals will become female. Thus, some researchers call females the “default sex.” But the early embryo hedges its bets by being truly prepared for all possibilities. Amazingly, every embryo contains two sets of ducts: one that can turn into the vas deferens and seminal vesicles of a male and another that can turn into the Fallopian tubes and uterus of a female. If the embryo follows the male path, the male ducts will develop and the female ducts will fall away; if it becomes a female, the opposite will happen. And what decides all of this is the twenty-third chromosome carried on the man’s sperm.

Time here for a brief word about that little Y chromosome. For decades, scientists looked upon the Y as the Rodney “I can’t get no respect” Dangerfield of chromosomes, “an empty dance partner for the X chromosome” in the words of one scientist, whose sole role was determining the sex of the offspring. Just compare its gene count to that of the X. The Y possesses a few dozen genes, the X at least three thousand. To make matters worse, some new research suggests that the Y chromosome needs help from the X even on that most male of tasks—making sperm. Scientists have found that almost half of the genes connected to sperm production are found on the X.

Still, in recent years, the Y has gotten some respect as scientists, using new technology, have been able to map it and learn more about it. Experts now see the Y as critical and uniquely specialized. In addition to triggering maleness, it carries genes that focus on two other tasks: enhancing male fertility and helping cells carry out some other key chores, including building proteins.

But its most important job—turning on the boy-making machinery—is the one we’ve long known about. What we have found recently is that a single gene actually activates that process. Scientists have named that gene SRY for “sex-determining region Y.” During the sixth or seventh week of gestation, it will switch on, starting a process that leads to the development of testes. Over the coming weeks, these tiny testes will produce and secrete that essence of maleness—the hormone testosterone—as well as other androgens, or male hormones. Throughout its life in the womb, the male fetus is literally bathed in testosterone, spurring its transformation from potential female into actual male.

At about nine weeks, this wave of testosterone triggers the genital tubercle, a small nodule on the surface of the groin area, to start lengthening. The genital swellings enlarge and by thirteen weeks, the urethra—the tube in the penis that carries urine and semen—is nearly complete. The last part of the penis to develop is the foreskin. Then at about twenty-six weeks, the testicles begin their descent into the scrotum, a process that continues until shortly before birth. Sometimes, this process doesn’t happen before birth and the boy is born with undescended testicles. If this happens to your baby boy, don’t worry, it’s not a big problem. See page 50.

But testosterone doesn’t just determine what kind of genitals the fetus will develop. It also “sexes” the brain, sculpting and organizing it quite differently depending on whether the fetus is male or female. This process shapes differences in behavior and personality that will last a lifetime. Over the last twenty years, scientists have learned a great deal about the distinctions between the male and female brains and the role that sex hormones play in shaping them. For example, some researchers have found that the corpus callosum and the anterior commissure, two nerve bundles that connect the two sides of the brain are a bit larger in females. This may help explain why, according to some studies, women tend to use both sides of their brain when they perform language tasks, while men use only their left side.

There are many mysteries and paradoxes in this process of human conception. For one thing, even though fetuses are considered to be female by default, a male is actually more likely to be conceived. As we noted earlier, researchers estimate that one hundred twenty boy babies are conceived to every one hundred girl babies. (Some experts believe that this is because sperm carrying the smaller Y chromosome can swim faster than those carrying an X.)

But this advantage is short-lived. As we’ve said, male fetuses are more likely to be miscarried or to die as the result of prematurity, birth defects, or delivery complications. By the time of birth, the numbers are much more even: about one hundred five boys are born to every one hundred girls. This doesn’t mean, of course, that your pregnancy is likely to be anything other than normal. The vast majority of pregnancies in America, of girls and boys alike, go quite smoothly. If you are pregnant with a boy, the odds are excellent that if you take good care of yourself and get good prenatal care, you will end up with exactly what you want: a healthy, happy baby boy.

WISHING, PRAYING, AND PAYING FOR A BOY


For as long as people have been making babies, they’ve been trying to select the baby’s sex. Anaxagoras of Clazomenae, a late fifth-century B.C. Greek philosopher, believed that baby boys were the product of sperm from a man’s right testicle. So men in ancient Greece adopted the practice of tying off their left testicle before having intercourse in order to conceive a boy. A popular theory in the Middle Ages was that a woman who consumed the blood of a lion mixed with wine and had intercourse under a full moon would have a boy.

There are lots of reasons for wanting a child of a certain gender. Some parents dream of a little boy who can carry on the family name. Others already have a pack of boys and yearn for a girl for balance. And in some cases, the mother carries a gene for one of the approximately five hundred X-chromosome-linked disorders—such as hemophilia and muscular dystrophy—that are inherited mostly by boys; if they can have a girl, they know she will be safe.

Whatever the reason, literally millions of people have gotten into the game of gender selection. Internet bulletin boards are swamped with posts from women whose screen names—like 1princesswanted or coulditbeaboy4me?—make their desires quite clear. And even today, many people use techniques from old wives’ tales to get the kind of baby they want. BabyCenter.com, the leading website for new and soonto be parents, receiving over 3 million hits per month, uncovered some of the more popular tales, and surveyed its readers about whether they would use them; 37 percent said they would. These folktales included the idea that eating lots of red meat would help produce a boy, and that having sex at night, or while standing up, or on odd days of the month would also lead to a boy.

But in this age of high technology, a growing number of Americans are looking for more scientific ways to choose their baby’s sex. The Gallup organization has been asking Americans about their preference in babies since 1941 and surprisingly, the numbers haven’t changed much. In its December 2000 survey, 42 percent of Americans said they would choose a boy if they could have only one child, while 27 percent would choose a girl.

It’s worth noting that these numbers reflect a gaping gender gap: 55 percent of the men surveyed would prefer a boy, while just 18 percent would choose a girl. Among women, Gallup reports, the numbers were much more balanced: 32 percent prefer boys and 35 percent prefer girls. Nevertheless, there may be an unconscious preference for boys that leads to subtle but important differences in the way families operate. Research has shown when girls are the only product of a marriage divorce is more likely. But when a son is born dads will invest more emotionally and financially compared to when a daughter is born. He’ll put in more work time, increase his earnings, and then reinvest that money back into the family by spending more on housing, according to research from Princeton University. Despite this, many of the clinics in the United States that offer sex selection see more of a demand for girls than boys, and much of that demand is coming from women. But more about that later.

Probably the most popular sex selection method being used today is named after its developer, Landrum B. Shettles, M.D. His book, How to Choose the Sex of Your Baby: The Method Best Supported by Scientific Evidence, claims that you can increase the odds of getting the sex you prefer by knowing when you ovulate and timing intercourse accordingly. This theory is built on the fact that sperm carrying a Y chromosome are smaller and swim faster, but don’t live as long as X sperms. So Shettles says that if you have sex very close to the time of ovulation, a speedy Y should cross the finish line first, giving you a good shot at having a boy. On the other hand, if you have sex two to four days before you’re due to ovulate, most Y sperm won’t last that long, leaving X sperm with a clear field to your egg.

The Shettles method has gained a significant following. Thirty percent of people responding to a BabyCenter.com poll say they’ve used it to try to choose their baby’s sex. But though the book has sold more than a million copies, and thousands of people swear by it, there’s little hard evidence that it works. In a 1995 study on the timing of intercourse and its effect on fertility, Clarice Weinberg, Ph.D., of the National Institute of Environmental Health Sciences, looked at what happened to 221 women who were trying to become pregnant. She found that among those who succeeded, the timing of intercourse had no relationship at all to the sex of the baby.

At least the Shettles approach is relatively unobtrusive. True, you have to take your temperature a lot to pinpoint when you’re ovulating, but at least you still do it—conceive a baby, that is—the old-fashioned way. That’s not the case with several other approaches, which all attempt to segregate X-bearing sperm from Y-bearing sperm in the laboratory. The would-be mother can then be inseminated with semen made up primarily of the desired sperm type.

One such technique, called sperm spinning, uses a centrifuge to spin semen rapidly. Theoretically, heavier X sperms gather at the bottom while the Y sperms congregate at the top. Some reports suggested this technique has a 77 percent success rate in separating Xs from Ys, though there are no published studies on pregnancies.

Another technique, developed by a scientist named Ronald J. Ericsson, Ph.D., sends sperm swimming through a solution of albumin, a sticky protein. The idea is that more Y-bearing than X-bearing sperm will speed through the albumin, and can then be stained and segregated for use in artificial insemination. Ericsson’s company, Gametrics Ltd., website (www.gender-preselect.com), says his technique is offered in forty-eight fertility clinics around the world; it also claims the method is “safe, reliable, and proven.” That is a stretch.

In fact, these and other techniques practiced in fertility clinics and promoted in hundreds of sites on the Internet, are largely unproven and are regarded as little more than expensive snake oil by the medical establishment. Alan H. DeCherney, M.D., professor of obstetrics and gynecology at UCLA Medical School and editor of the journal Fertility and Sterility, put it succinctly in a 1999 interview with The New York Times: “They don’t work, nothing works.”

But there is now one exception to that blanket statement, Dr. DeCherney says today. In 1998, a Virginia fertility clinic, the Genetics & IVF Institute (IVF stands for in vitro fertilization) announced that it had successfully tested a new sex-selection method that was originally developed to sort the sperm of farm animals. The technique, MicroSort, makes use of the difference in the amount of DNA between X- and Y-bearing sperm to separate them. This is done by dying the DNA and separating the sperm into batches of semen that consist mostly of one or the other. This processed sperm can then be used to artificially inseminate a woman. The institute is currently using this technique in an FDA-approved trial to help couples who have a family history of genetic diseases and want to avoid passing them on to a child. But it is also being used for “family balance,” meaning to conceive either a boy or a girl in a family that already has several children of the opposite sex.

So far, the clinic claims more than three hundred babies were born using this technique. It boasts a 90 percent success rate in producing girls and up to a 75 percent success rate in birthing boys. Impressive though it sounds, it gives you only a 25 percent better shot of having a baby boy than your odds with Mother Nature. Perhaps because of the higher success rate with females, most of the parents who contact the clinic—around 80 percent—are seeking girls. In any case, the procedure costs around $3,000 per treatment. Not cheap, perhaps, but much less than the cost of in vitro fertilization, which starts at about $6,000 per treatment but can run significantly higher.

What about the risks? Some experts have expressed concern that the process of dying sperm and then training a laser on them could potentially damage the sperm’s DNA. To date, none of the babies born thus far through the MicroSort process show signs of genetic damage, institute representatives say.

The most sophisticated and surest way to determine sex combines in vitro fertilization (sperm and egg are brought together in a lab dish, fertilization occurs, and an embryo results) with genetic analysis in a technique called preimplantation genetic diagnosis (PGD). Here an eight-celled embryo is created in the laboratory and then a single cell is removed. That cell can be tested for a variety of genetic qualities including its sex. Right now reputable clinics perform PGD only in cases where there is a high risk of a life-threatening genetic disease such as sickle-cell anemia or spinal muscular atrophy.

Before trying any type of sex selection, you should think long and hard about your reasons. Say you’re trying to have a boy. How will you react if you don’t succeed and have a girl instead? Will you treat her any differently? Will she somehow feel or understand that she was not the “right sex”? On the other hand, the same feelings are undoubtedly experienced by some children and parents who have large families as a result of their repeated attempts to have a child of the “right” sex. They haven’t made use of this technology but have simply hoped that they’d eventually have a child of a particular sex.

By the way, if you really want to have a boy, there’s a simple thing you can do to boost your odds: quit smoking. A recent study from Japan found that the chances of having a boy dropped a little when one parent smoked a pack a day, and dropped a lot when both did. When both parents were smokers, only eighty-two boys were born for every one hundred girls. Another good reason to kick the habit!

GUESSING THE SEX OF YOUR BABY

If, like most people, you do leave the sex of your baby to chance, and you don’t rely on technology such as a sonogram or amniocentesis to tell you, you’ll still be guessing and obsessing about pink or blue just as soon as you find out you’re pregnant. And again you can find no shortage of systems for divining the sex from ancient myths and old wives’ tales. Some four thousand years ago Hippocrates wrote that being pregnant with a female baby made mothers look pale. In the Middle Ages, if Mom’s right breast was bigger than her left, that meant a boy was on his way. And of course any woman who’s ever been pregnant can tell you how other people—usually another woman—will stop you in the supermarket to congratulate you on your baby boy or girl. “Must be a boy,” she’ll say, “the way you’re carrying low.” Or “That’s a girl, all right, since you’re carrying so high.” Or vice versa.

The Internet site BabyCenter.com looked into some of the most popular methods people use for guessing the sex of their babies. Here are a few of the surefire, can’t-miss ways they uncovered:





	If your baby’s heart rate is slow, you’ll be having a boy; if it’s fast, expect a girl.

	If you’re carrying out front, it’s a boy; if you’re wide, that’s a girl.

	If your looks improve during your pregnancy, expect a boy; if they worsen, prepare for a girl.



Source: Material from BabyCenter.com, excerpted with permission. Copyright © Baby Center, L.L.C., 2004. All rights reserved. For additional information on preconception, pregnancy, birth, or caring for a baby or toddler, visitwww.babycenter.com.





I remember conducting a little study for a course in hypnosis when I was in medical school. We were testing the power of autosuggestion on pregnant women who were trying to guess the sex of their unborn baby. We used one of the oldest tests of sex determination—dangling the woman’s wedding ring on a string over her stomach and seeing how it moves. If it goes in a circle, it’s supposed to be a girl; if it moves back and forth, a boy. Before doing the test, we quizzed the women on whether they actually believed in it. And guess what? The women who believed the test could work had a higher rate of success in divining their baby’s sex than those who didn’t. Spooky.

In truth, there’s almost no way to accurately guess a baby’s sex. I say almost because there are a couple of things that happen in some pregnancies that seem to hint at a girl baby. Women who suffer from a great deal of nausea and vomiting during their first three months are more likely to have a girl, as are women whose asthma symptoms get worse during pregnancy, according to a study conducted at Guy’s Hospital in London by physician Heather J. Milburn. What’s more, women carrying boys seem to eat more than women carrying girls. The authors of the study in the June 2003 British Medical Journal theorize testosterone secreted from the fetal testicles could boost appetite. It seems that boys have higher energy requirements than girls, and that boys may be more susceptible to low energy intake.

You can, of course, get the answer through technology. These days, the way most people first find out is by looking at an image of their baby during an ultrasound examination. This procedure, usually done around the twentieth week of pregnancy, allows your doctor to diagnose certain birth defects, evaluate fetal growth, and check the position of the fetus, among other things. What it does for parents is give you your first look at your coming attraction. You’ll squint and stare at the computer screen, struggling to make out what it shows. One thing you’re looking for, of course, is that telltale bit of male genitalia, but it’s not always easy to see, even for your OB or ultrasound technician, especially if the baby’s hand happens to be in the way.

The more certain way to learn your baby’s sex is to examine his or her chromosomes. Two tests—amniocentesis and chorionic villus sampling (CVS)—do this. These tests are used primarily in women over the age of thirty-five and/or those who have a higher risk of bearing children with birth defects. Amniocentesis, the more common of the two, is usually performed in the second trimester of pregnancy, while CVS can be done earlier, at the end of the first trimester. In both tests, a needle is inserted into the womb to extract some cellular material. Under a microscope, the telltale X or Y chromosomes can be seen, as can some serious problems, such as when a whole chromosome is missing or when an extra chromosome is present, as in Down’s syndrome.

Do you need these tests? That depends on a number of factors, including your age and family history. Talk with your doctor about whether and when to take them.

Most people today choose to find out their baby’s sex, though a significant number decide they want to be surprised. For many people, including me, it was not an easy choice. On the one hand, if you know you’re having, say, a boy, you can name him, buy clothes for him, and dream about him in a deeper way. On the other hand, the months of anticipation and that moment of excitement you feel when you first find out are incredible.

For me, finding out in advance that I was going to have a boy was definitely the right thing. I’ll always remember how happy I felt to be having a boy but also how anxious it made me. On the one hand, I would learn about boys and men in a whole new way. It was as if I was about to be let into some secret society that I knew nothing of, and would be able to learn their secret handshakes and rituals.

On the other hand, it terrified me. I didn’t know the first thing about these strange beings and I wasn’t so sure I could relate. It turns out I’m far from alone in having these worries and anxieties.

BOY ANXIETY

The more I talked to other women and looked at the postings on various websites, the more I realized my anxiety about having a boy is a common reaction among women pregnant with boys, yet largely undiscussed in professional circles. When I asked one of New York City’s most popular pediatricians if any of her moms had expressed anxiety about caring for and raising boys, she literally yelled at me, “In my twenty-five years of practice I have never heard one question along these lines. This is ridiculous!”

Under the surface, however, this feeling is widespread. Here is a sampling of some of the comments found on Internet bulletin boards.

“I was afraid to have a boy,” said Tina, in a story she wrote about the birth of her son, Mark. “I thought that since I was a woman, and I’d had a daughter, I wouldn’t know what to do with a boy.”

“When I found out I was having a boy, I was distressed, given that I come from a family of all girls and had no experience with boys,” wrote Bridget, in a book review posted online. “I doubted my ability to have and maintain a close relationship with a boy-man and this was a matter of some sadness to me.”

And here’s what Lisa wrote in an account of the birth of her son:


Every time I was pregnant I would pray that I would have a little girl. Even after I already had two of them, I wanted another one. Why? I was deathly afraid of having a boy. What in the world would I do with one? The only little boy I have ever known was my little brother. The little brat who would pick his nose and wipe it on me, the boy who would rip the heads off of our dolls, the boy who thought it was funny to pee in the backyard and thought touching dead animals was cool. I’m sure you can understand why I wouldn’t want one of those strange creatures for my own. I prayed that God would listen to my prayers and understand that I just wasn’t capable of taking care of a little boy.



For some women, anxiety about having a boy comes out in dreams. For her 1985 book,Mothers and Sons, Carol Klein interviewed a number of pregnant women who reported dreams about their boy stretching them beyond repair or even killing them during childbirth. Hillary Grill, a New York City psychotherapist, says such dreams are far more common than we realize. Grill and two colleagues recently interviewed more than one hundred pregnant women and new mothers for their book Dreaming for Two: The Hidden Emotional Life of Expectant Mothers. She says that a lot of women are apprehensive about having a boy, so they express their anxiety in their dreams.

One woman dreamed of giving birth to a hairy, half-camel teenage boy who was not cute, was out of control, and decapitated her Christmas cookies. Another dreamed she gave birth to a big, unruly three-year-old. “Then,” Grill says, “she comes across a friend of hers who’s having this idyllic experience as a mother. She has a tiny little girl, it’s only about six inches and it’s really cute and she’s very envious about this woman’s experience.”

Grill says two common themes in the dreams are giving birth to boys who are big and wild, and anxiety about birthing an unfamiliar kind of person. “It’s a sense of ‘How do I connect with someone who is so different? How do I take care of someone who is so different? How do I understand someone who is so different?’Women have all already been in mother-daughter relationships so they have a sense of what that relationship is and can feel more comfortable having another.”

Their anxiety can be particularly acute, Grill says, if a woman has a difficult relationship with her father, especially if it involved abuse. “Girls that have been sexually abused or even physically abused by men—whether it’s their father or any other man in their lives—they have a lot of anxiety about having anything to do with boys, because it brings up those feelings. They don’t want to be that close to a boy.”

One of the reasons their worries come out in dreams, Grill says, is that many women won’t allow themselves to talk about these issues openly. It’s an underground phenomenon, she says. “I have a lot of patients who say things like: ‘I’m really worried that I might have a boy, and I really don’t want to have a boy, and I really feel bad about this, and I really feel guilty.’ I think it’s something that women often feel ashamed about. I think they feel that they shouldn’t have a preference, that they should only want a healthy baby and that whatever anxieties they may have are not really justified and they shouldn’t really have them.”

Grill tries to help these women by letting them know that their feelings aren’t unique and it’s okay to express them. “It’s like anything else, it’s important to be able to recognize that you’re having them, to not feel so ashamed that you can’t accept that you’re feeling them. And then to work them through. Then they can look back and say, for example ‘Oh, I had this really rough relationship with my father, and I’m nervous that I’m going to have a son who’s like that.’ Once you recognize that, you [can] say, ‘Well, just because my father was that way doesn’t mean that I’m going to have a son like that.’ The goal is to accept that you might prefer one over the other, but then move on to the next step, which is the idea of ‘I’m just happy if I have a healthy baby.’ So that when the baby comes, you can treat that baby well, rather than wishing that baby was something else.”

Bridget, who posted her anxiety about having a boy on a website, came to grips with her worries by reading good books on boys. “I wanted to have a friend, and I didn’t think that would be possible with a boy,” she said in an interview. “I felt like it was inevitable I wouldn’t feel as close to my child. I started reading a lot, and that was what really changed my mind. The book that helped me the most was The Courage to Raise Good Men, by Olga Silverstein. When I read that book, about the very issue that concerned me, that changed my mind and helped me see it wasn’t inevitable that I wouldn’t be close, that I could be involved in his life.

“Christopher is now two and a half and he’s wonderful. He’s very sweet—and completely obsessed with tractors and trucks. I now know every kind of tractor there is. He definitely has a boy’s interests. And I feel completely connected to him. I hate to see him grow up.”

Like Bridget, and like most women, I fell totally in love with my son and quickly became grateful that I’d had a boy. But despite the scolding I got from the famous pediatrician—the one who called me ridiculous—I think there are plenty of women who worry about having a boy and their ability to take good care of him. I also think that when people in authority, like that pediatrician, deny this as an issue, they push many women in the closet with their feelings and fears. That’s why I’m grateful that women like Hillary Grill talk about this issue and help us all realize that such feelings are quite normal, and that we can handle them so we don’t deprive our boys of love.

The truth is that once these boys come into the world and into our lives, many of us begin to appreciate that we can move beyond feeling unprepared and ignorant about the male world. Now, by raising boys, we get a window into a world we’ve never really known before. In Mothers and Sons, Carol Klein expressed this idea of both great love and new insight:


The tie [between mother and son] is stronger than that between father and son and father and daughter. The bond is also more complex than the one between mother and daughter. For a woman, a son offers the best chance to know the mysterious male existence.



And let me tell you: It is mysterious. It is strange. And I wouldn’t miss it for the world.

THE WEAKER SEX

Like many boys, my first child and only son, Harry, was in no hurry to come into this world. I sometimes think he began life as a linebacker. He had broad shoulders, weighed nine pounds, and was determined to hold that line, and slow things way down. After thirty-six punishing hours of labor, he barely budged. In the end, I had a cesarean section.




Average weight for boys born in 2000:
7 pounds, 7 ounces

Average weight for girls born in 2000:
7 pounds, 3 ounces

Source: National Center for Health Statistics.





My experience with Harry was typical. Of course, every child is unique, but on average, newborn boys are slightly heavier—by about a half pound—than newborn girls.

Nearly two thirds of heavy babies—those, like Harry, who weigh nine pounds or more—are boys. Since it is more difficult for larger babies to pass through the birth canal, they often take longer to be born. Which could be one reason that if you spend more than twenty hours in labor, odds are your baby is a boy! And the longer it takes to deliver, the greater the chance a C-section will be required. In fact, one large study of first-time mothers published in 1997 in the American Journal of Obstetrics and Gynecology found a higher rate of C-sections among women pregnant with boys: 13.2 percent for boys and 9.6 percent for girls. A more recent study, published in early 2003 in the British Medical Journal, found that women in Ireland who were pregnant with boys needed more medical intervention during the birth, including C-section and forceps delivery. They used oxytocin, a hormone that triggers contractions, and an epidural analgesic for pain relief more often. All of which prompted the researchers to note that when doctors joke “it’s a boy” as a humorous explanation for complications during labor and delivery, they are scientifically more correct than previously supposed.

A long labor isn’t only hard on the mother. It makes the birth process more traumatic for the baby and increases the chances that the baby will suffer other complications. That, in turn, can make it more likely that a baby will be fussy or have trouble sleeping in the weeks and months ahead. Several studies have found that boys are more fussy than girls during those first weeks of life. They cry more, have more disturbed sleep, and are more active, according to Carole Beal, Ph.D., a psychologist and gender researcher at the University of Massachusetts.

Other complications are also more common in the birth of boys. Women pregnant with boys face an increased risk of developing a condition called preeclampsia, which causes high blood pressure, fluid retention, and kidney problems. If left untreated, it can be fatal. Why is it more frequent in pregnancies of boys? No one knows for sure, but some speculate that it may be hormonal and that perhaps a woman carrying a male fetus tends to have higher testosterone and this may contribute to the development of preeclampsia.

But while some boys seem reluctant to leave the womb, others can’t wait to get out. Boys are more likely to be born prematurely, about 11 percent more likely, according to the authors of one large study done in Finland in 1987. And in general, premature boys don’t fare as well as premature girls. “When a premature baby boy comes in, we do worry more,” says Ian R. Holzman, M.D., the head of the neonatal intensive care unit at Mount Sinai Medical Center in New York. “I worry more, the nurses worry more. Premature baby boys just don’t do as well as baby girls. Boy preemies are at a disadvantage—they have more problems and get into more trouble.”

The fragility of boys is not confined to preemies. Though there is no research that tells us why boys are developmentally behind girls at birth, it is a fact they are. So even full-term boys tend to be more vulnerable, perhaps partly because they are born four to six weeks behind girls in their development. Their relative immaturity means that boys don’t weather insults in the womb as well as girls, Holzman says. When a mom smokes or has gestational diabetes, boys are more likely to suffer complications. Newborn boys are also more likely to suffer bleeding in the brain, develop an infection, or need mechanical ventilation for poor lung function.

Boys’ frailty shows up even when they are born without any apparent abnormalities. Sudden infant death syndrome (SIDS) is the unexplained sudden death of a baby under one year of age. Parents often find the baby dead when they go to check on a supposedly sleeping baby. SIDS is the leading cause of death in infants between the ages of one month and one year, with most of the deaths occurring between two and four months. Once again boys are at greater risk; they are 20 percent more likely to die from SIDS. Why? No one knows for sure, but one theory is that the developmental lag in baby boys makes their sleep-wake cycle less mature and leaves them more susceptible to the breathing abnormalities that can lead to SIDS.

This fragility is seen in other ways as well. The Finnish study I mentioned earlier paints a distressing picture of the health of boys. Probably the most comprehensive examination to date of the differences in the health of boys and girls, the study looked at every baby born in Finland in 1987, then followed the children for seven years. It showed that boys had a greater risk of problems from their first moments of life. They were 20 percent more likely than girls to have low Apgar scores, the measure of a newborn’s breathing, response to stimulation, muscle tone, skin color, and pulse taken at one minute and at five minutes after birth. Over the next seven years, boys were 22 percent more likely to die of various natural causes and had a 64 percent higher incidence of asthma. They would spend many more days in the hospital and need more medications. And the list goes on.

Boys also get more ear infections and have a harder time fighting them. They are much more likely to suffer from a host of developmental problems including autism, hyperactivity, stuttering, Tourette’s syndrome, and a wide range of learning disabilities (see chapter 2). And if that weren’t enough, they’re also susceptible to diseases and birth defects that strike mostly, or exclusively, boys.

BIRTH DEFECTS AND OTHER PROBLEMS

Remember that males have only one X chromosome, and it comes from Mom. If that X has any genetic damage or irregularity, it has no “partner” chromosome that can pitch in and help by providing a healthier copy of the gene. In other words, the Y boys get from Dad can’t make up for defects on the X. In contrast, girls get two doses of X chromosomes, so if there is a problem with one, the other can step in and take over. That’s why so-called X-linked or sex-linked conditions such as hemophilia and muscular dystrophy strike only boys (with rare exceptions). Mothers are “carriers” of these genetic disorders, though they rarely show signs. When a carrier has a boy, there is a 50 percent chance he’ll inherit the mutated X chromosome and develop the condition. If a carrier has a girl, the baby won’t get the disorder but has a 50 percent chance of being a carrier, like Mom. Let’s take a look at some of the birth defects and problems that disproportionately affect boys. There are more than five hundred sex-linked diseases, but just a few represent the majority of cases.



Sex-Linked Problems

Red-Green Color Blindness

The gene for the most common kind of color blindness is also carried on Mom’s X chromosome and thus affects mostly boys. About 1 in 12 males (compared to 1 in 230 females) have red-green color blindness, meaning they can’t distinguish between the two colors. That amounts to up to 10 percent of all men! Consider the difficulty red-green color blindness presents. Colorblind men may have trouble with traffic lights, can’t appreciate red flowers, can’t pick ties that match, and have trouble telling if hamburgers are fully cooked. And many careers, including fire fighting and law enforcement, require the ability to accurately perceive color.



Duchenne’s Muscular Dystrophy

This, the most common form of muscular dystrophy, causes deterioration of the muscles and eventually death, usually around age twenty. It affects about 1 in every 3,000 boys worldwide. Boys with Duchenne’s usually experience symptoms by age six, although symptoms can begin in infancy. As a boy’s muscles weaken, he gradually loses use of them. By age ten, many need braces to walk, and by age twelve, most are confined to a wheelchair. While there is no cure or treatment, exercise and physical therapy can help maintain the use of muscles for a longer time. Since the mothers are carriers, each additional boy stands a one-in-four chance of being affected.



Hemophilia

People with hemophilia have blood that doesn’t clot normally. Boys with hemophilia are missing a gene that produces clotting factors, the proteins in our blood that make it clot. Normally, a complicated cascade of proteins and cells helps to form a blood clot and prevent hemorrhaging. In hemophilia, however, the lack of an essential protein thwarts the entire process. People with hemophilia don’t bleed faster, but they do bleed longer, and it’s hard for their bleeding to stop. There are two kinds of hemophilia: hemophilia A, the most common type, and hemophilia B; both almost exclusively affect boys. The two genes are normally carried on the X chromosome, so if one is missing from Mom’s X, a boy has no place else to get it and will have hemophilia. Although there is no cure, medications that replace the missing clotting factor can allow boys and men with hemophilia to lead relatively normal lives. Genetic tests can now determine if a woman is a carrier and whether a developing fetus has hemophilia. About 1 in 5,000 baby boys is born with hemophilia and some 17,000 Americans have the disease, nearly all men. Women sometimes develop it, but that’s rare.

If you have a family history of either hemophilia or Duchenne’s, genetic testing can determine if you are a carrier. Ask your physician to refer you to a genetic counselor. To find one on your own, check out the website of the National Society of Genetic Counselors, http://www.nsgc.org.



Fragile X Syndrome

This genetic disorder is the most common known cause of mental retardation. It results from abnormal repetitions of the genetic code of a gene on the X chromosome. Affecting approximately 1 in 3,600 males and 1 in 4,000 to 6,000 females, Fragile X syndrome is usually more serious in males, because males lack a second, nondefective X chromosome to help compensate. Most boys with Fragile X will have distinctive mental disabilities that can range from subtle learning disabilities to severe mental retardation and/or autism spectrum disorders, as well as distinctive physical characteristics, typically big ears and enlarged testicles, and behavioral problems, attention deficit disorder, and speech disturbances. There is no cure for Fragile X, but various kinds of therapy, education, and support can do much to help. Researchers at the Genetic & IVF Institute, a well-known Virginia fertility clinic, have found that about 1 in 300 women are carriers for Fragile X. They suggest that women whose sons, brothers, or maternal uncles have learning disabilities or mental retardation consider genetic testing for Fragile X before conceiving.

Chromosomal Abnormalities

Some genetic birth defects and disorders are not inherited, but arise spontaneously as a result of onetime mutations or chromosomal abnormalities. Two conditions that affect males exclusively occur when an extra chromosome, either an X or a Y, appears by chance at the time of conception.



XXY Males

In the early 1940s, Dr. Harry Klinefelter and two colleagues at Massachusetts General Hospital published an article about a group of men who had enlarged breasts, small testicles, and scant facial and body hair. The men were also unable to produce sperm. Fifteen years later, researchers discovered that such men may have an extra X chromosome, making them XXY instead of the normal XY. Since then, large-scale studies of newborn infants have shown that the XXY pattern is one of the most common of all genetic abnormalities, affecting as many as 1 in every 500 to 1,000 newborn boys. It also turns out that XXY males vary greatly in how they express their genes. Some have the kinds of symptoms that Dr. Klinefelter described, and may also have difficulty with language and learning to read and write. But many others show very few symptoms and indeed they may go through their lives never knowing they have an extra chromosome.

“I never refer to newborn babies as having Klinefelter’s, because they don’t have a syndrome,” said the late Arthur Robinson, M.D., who, as a pediatrician at the University of Colorado Medical School, directed a large study of XXY males for the National Institute for Child Health and Human Development (NICHD). “Presumably, some of them will grow up to develop the syndrome Dr. Klinefelter described, but a lot of them won’t.” Robinson’s attitude, as expressed in the quote above, published in an NICHD brochure, helped remove some of the stigma of XXY disorder. This excellent brochure can be viewed online at http://www.nichd.nih.gov/publications/pubs/klinefelter.htm.

Babies born with the XXY pattern show no signs of their unusual genetic arrangement at birth and are not likely to for several years, if ever. For those who do, the first hint is often that they learn to speak later than other children. Their language problems can usually be addressed with therapy and almost all can learn to converse normally. That’s one reason it’s important that you seek help if your child experiences these difficulties, so you can identify the problem and get the support you and your son need. For many years, XXY males were thought to be at greater risk for psychotic and even criminal behavior, but that idea has been disproved.



XYY Males

Males born with two Y chromosomes—XYY instead of the normal XY—tend to be tall and thin and often have severe acne during their teen years. But they are usually fertile, have relatively normal intelligence, and lead ordinary lives as adults. In fact, most XYY males probably never know they have a chromosomal abnormality. Sixties serial killer Richard Speck’s claim that he murdered eight nurses in Chicago because he was XYY, coupled with some faulty research, fueled the notion men with an extra Y chromosome were at greater risk for violent behavior and that there were lots of XYY males in prison. Years later, genetic analysis proved that Speck did not have an extra Y, and the theory that an extra Y can lead to criminality was disproved by later research.

Birth Defects That Affect More Boys Than Girls

Other problems not related to the sex chromosomes can affect boys more than girls although there is no easy explanation why.



Clubfoot

People with clubfoot have twisted feet that point down and in. It is one of the most common birth defects and affects about 1 out of 1,000 babies born in the United States every year. Boys are twice as likely to have clubfoot as girls. First described around 400 B.C. by Hippocrates, it is one of the oldest known orthopedic problems.

Clubfoot is usually evident at birth and, fortunately, is not painful. Still, treatment should begin right away. Doctors manipulate the feet to get them in the best possible position, then hold that position with a cast. For the next several months, doctors continue this process of manipulating, then placing the foot in a new cast. Sometimes, this corrects the problem and molds the bones into a normal posture. Other children need surgery, which is usually done before walking age (eight to twelve months). The exact timing varies from child to child and from surgeon to surgeon. Many kids need to wear braces for a while whether or not they have surgery. And some kids with mild forms of clubfoot may respond well to simple stretching exercises and special orthopedic shoes.

What causes clubfoot? It’s not clear. Doctors used to think it had to do with the way the baby was positioned in the uterus. That may be a factor in mild forms of clubfoot, but doctors no longer think this is true for more serious cases. Rather, experts now believe that a combination of environmental and genetic factors interfere with normal development, causing problems somewhere around the tenth or twelfth week of pregnancy. Heredity is definitely a factor; a family history of clubfoot increases the likelihood that a child may have it. Some intriguing new research suggests that a mother’s smoking during pregnancy increases the risk. And if Mom smokes and there’s a family history of clubfoot, the risk can be even greater.

The good news is that the vast majority of kids with clubfoot grow up to wear normal shoes, play sports, and have full, active, normal lives. Plenty of children with clubfoot have gone on to be professional athletes, among them Troy Aikman, former quarterback for the Dallas Cowboys, figure skater Kristi Yamaguchi, and soccer player Mia Hamm.

Cleft Lip and Cleft Palate

Somewhere around the fifth or sixth week of pregnancy, the basic structures of the mouth and face are formed. Sometimes these structures don’t fully close and a baby can be born with openings, or clefts, in the lip, the roof of the mouth (hard palate), or back of the mouth (soft palate). The opening can be a small notch in the lip or a large gap that extends from lip to hard and soft palate and base of the nostril. In the United States, cleft lip and/or cleft palate is the fourth most common birth defect, affecting 1 in 700 newborns. The condition is more common among Asian and Native American babies than whites, and less common among African-Americans. The most common form is a cleft lip combined with a cleft palate, and this affects boys more often than girls. Cleft palate alone is less common and tends to affect girls more often.

Babies born with cleft lips alone usually don’t have trouble feeding, but those with clefts in their palates may. The opening in the roof of the mouth makes it hard for the baby to suck strongly enough to pull milk from the nipple. Babies with cleft palate are also prone to ear infections and sometimes hearing loss. These problems can usually be treated leaving no permanent effects.

Surgery can repair clefts, though children with more severe malformations may need more than one, even several operations. Cleft lips are usually repaired by about three months, while cleft palate surgeries are usually done between nine and eighteen months.

Research suggests that expectant mothers who smoke, take illicit drugs, or take several prescription medications, including antiseizure drugs, methotrexate (used for arthritis, cancer, and psoriasis), and Retin-A (tretinoin) or Accutane (isotretinoin) may be more likely to have babies with clefts. Very often, though, there is no known cause. Taking multivitamins containing folic acid during conception and in the first months of pregnancy seems to reduce the risk.



Protecting Your Boy

So now that you’ve heard all this bad news, let’s try and put it in context. The vast majority of boys do not have any of the problems I just mentioned and the odds are yours won’t either. Still, if you or members of your family have a history of birth defects or genetic disease, there is a chance your child could have these problems as well. Let your obstetrician know your history so he or she can refer you to a genetics specialist for counseling and testing, if necessary.

Before a pregnancy, take care of yourself. During pregnancy, get good prenatal care. See your doctor regularly. Take prenatal vitamins, especially folic acid. If you smoke, drink, or take street drugs, do whatever it takes to quit. Do these things for any child, boy or girl. But if you fail, the impact on boys can be especially harsh. Smoking during pregnancy, for instance, is more likely to cause boys to be born with a low birth weight. Smoking also triples the risk of SIDS—and we know that boys are more susceptible. To reduce the risk of SIDS after your baby is born, do not allow someone to smoke around him or in your home. And above all, always put him to sleep on his back. A national effort educating parents to put their babies to sleep on their backs has cut the number of SIDS deaths by half in recent years. Be sure to include plenty of “tummy time” when he’s awake to help develop all muscles. Check out this website from the American Academy of Pediatrics for a summary of tips on putting baby to sleep: http://www.aap.org/new/sids/reduceth.htm.

THE CIRCUMCISION DECISION

Looking back I can hardly believe that we never talked about it. After all,Avery, my husband, and I had known for weeks our first child would be a boy. We talked about names. We talked about what he might be like and who he might become. You’d think that as a doctor, I would have thought about it. I didn’t. I was too exhausted from the pregnancy and a bout of the flu to think about anything but the day when I would finally see my baby and the ordeal of pregnancy would be over.

Forty-eight hours later, the trauma of a difficult delivery all but forgotten, I sat upright in bed, the sun streaming through the windows of my hospital room, my miracle, my perfectly formed son, Harry, cradled in my arms. Avery sat in a chair next to me. “I think we better ask the doctor to perform the circumcision before we leave the hospital,” he said, not quite looking at me.

I looked at him blankly, exhausted but awash in postdelivery hormonal bliss. “What?” I asked. When it hit me what he meant, I was horrified and angered. “Are you crazy?!” I screamed. “You want to cut my brand-new baby boy? This is insane. Just look at his little body! It’s perfection. Why would anybody want to change it? Who in their right mind does such things to tiny babies?” I burst into tears and clutched Harry tighter. I was not going to let anyone hurt my baby.

Poor Avery. He hardly knew what hit him. I think he was as taken aback by my reaction as I was by his announcement. Avery is Jewish; I’m not. Circumcision—the surgical removal of the foreskin around the glans, or head of the penis—was a foregone conclusion to him, a ritual as old as his faith. It had never occurred to us to discuss it. Now here we were: He was astonished; I was outraged. With me in tears, round and round we went, and slowly I came to realize that I wasn’t just dealing with my husband and my son; I was dealing with human history.

No one really seems to know when circumcision started or why. In the Old Testament, God tells Abraham he will create a great nation if Abraham obeys His covenant. The covenant includes circumcision. The penalty for not being circumcised was severe: Uncircumcised men were “cut off” from their people, cast out. But the practice did not begin then, ritual male—and female—circumcision dates to prehistory. Male circumcision is evident in Stone Age cave drawings. Ancient Egyptian mummies are circumcised. The practice is widespread not just among Jews but also Muslims, many African cultures, and even Australian aborigines.

While many ancient practices—such as the Jewish (and Muslim) prohibition against eating pork—arose from legitimate health concerns, it’s less clear if removal of an infant’s foreskin was justified medically. Some theorize that circumcision arose amongst desert-dwelling people because sand, trapped under the foreskin, caused irritation and infection. There is some modern backing for this theory. According to historical documents published by the Office of the Surgeon General and Center of Military History, United States Army in 1987,American soldiers fighting in the North African desert during World War II experienced this problem because of sand and poor hygiene in combat conditions. As a result almost 150,000 of them were hospitalized with infections of the foreskin and many ultimately underwent circumcision in the field. There were probably other reasons our ancestors practiced circumcision—something far more compelling, far more primitive. It was as a way to distinguish friend from foe and keep members of one tribe from deserting to another.

When the anger, misunderstanding, confusion, and fear settled in that hospital room years ago, I understood finally what my husband wanted: He wanted his son to look like him. It was that simple, that tribal, that deep. And when, in the end, I agreed and the doctor took my son away to be circumcised, I felt I’d somehow failed him, right at the start. I feel that way still and suspect many mothers feel the same. We were both wounded that day.

Is there any medical justification for circumcision today? That depends on whom you ask. What moved male circumcision from religious ritual to a common lay practice by the nineteenth century—at least in some Western societies such as the United States—was its alleged medical benefits. The natural, intact foreskin was blamed for an incredible array of maladies for which there was no known cause, from eczema to tuberculosis, even paralysis. But one of the main targets was masturbation, the great demon of the nineteenth century, the purported cause of epilepsy, blindness, and madness.

By the mid-twentieth century, the practice was widespread in this country. After the experience in WWII and because of a better understanding of the relationship between certain diseases and lack of circumcision, the practice became an article of faith, and the majority of baby boys underwent circumcision. It also became a social marker since, before the advent of medical insurance, only those with money could afford the additional surgery.

Then, in 1971, the American Academy of Pediatrics announced that there was no clear medical or hygienic benefit to circumcision. In the years that followed, a growing and vocal anticircumcision movement arose, with advocacy groups like the National Organization of Circumcision Resources Centers (NOCIRC), Mothers Against Circumcision, and Infants Need to Avoid Circumcision Trauma (INTACT), crusading against the procedure. Even Dr. Benjamin Spock reversed his position on circumcision in the 1970s and recommended that parents leave baby boys alone.

Some of these groups see circumcision as a savage violation of children’s human rights in which innocents are subjected to a barbaric procedure without any say in the matter. It’s not harmless surgery, they say, it’s mutilation because it removes healthy tissue. Some men have even attempted to restore foreskin by hanging weights from the remaining skin or trying other ways of stretching it back over the glans. Some report that the glans becomes moist again and their sexual sensitivity increases, though there is no scientific documentation for this.

The debate rages, with the staunchest opponents arguing that the trauma of circumcision may be related directly to male defensiveness, even aggression. But wait. Is there any evidence that these are characteristics or attitudes shared only by circumcised men? Hardly. Personally, I find it a bit of a stretch to attribute such complex lessons to an admittedly painful experience during an infant’s first days of life.

On the other hand, it’s also far from clear that routine circumcision provides any definitive health benefits to infant boys or the men they become. The latest statement from the American Academy of Pediatrics (AAP), issued in 1999, says that although there may be potential medical benefits, the evidence is not enough to recommend routine neonatal circumcision. In other words, they take no firm stand for or against. Data from 1999 shows that about 65 percent of American boys were circumcised, but also finds great geographical variation. In the western states (with their higher Hispanic and Asian population), only 37 percent of newborn boys were circumcised, whereas in the Midwest, 81 percent underwent the procedure, an increase over 1971. There is also a great deal of international variation. In Britain, for example, circumcision rates are estimated at 5 percent or less.

Many parents feel that since the AAP does not endorse circumcision, it is unnecessary. Several new parents told me just that. But I think the real point of the AAP position is that there is no overwhelming medical rationale for performing or not performing a circumcision. It remains a personal choice-not of the infant, of course, but the mother and father. To help with that decision, here’s a rundown of the pros and cons of circumcision followed by some advice on when and how to make the decision. Good luck.




CIRCUMCISION RATES IN OTHER COUNTRIES

Britain: 3.8 percent of boys are circumcised.

Canada: 48 percent of boys are circumcised.

United States: 65 percent of boys are circumcised.





Circumcision: The Pros and Cons

Infant Urinary Tract Infections (UTIs)

Dr. Tom Wiswell was a skeptic when he set out to look at the evidence that circumcision would reduce the risk of UTIs. As a researcher at Walter Reed Army Medical Center, with access to a database of 200,000 boys, he reasoned that if there were any evidence of a link between being uncircumcised and UTI, he would find it there. What he found surprised him: Boys with foreskins were much more likely to develop a UTI than those without. Since Wiswell’s research first appeared in the journal Pediatrics in 1986, at least nine other studies have confirmed the connection. Some research also suggests that UTIs can contribute to scarring of the kidney, leading to a risk of high blood pressure and severe kidney problems later in life.

UTIs are a less than compelling reason for circumcision, though, because UTIs in boys are relatively rare, circumcised or not. They’re just less rare in boys without foreskins. According to the AAP, a review of the literature finds 1 of every 100 uncircumcised baby boys will develop a UTI by age one, which adds up to about 20,000 cases a year in the United States. Among circumcised baby boys, 1 of every 1,000 boys will develop a UTI.



Sexually Transmitted Diseases (STDs)

A number of studies suggest that uncircumcised men have a higher risk for STDs, possibly because the foreskin provides a moist environment for bacteria and viruses, but the increased risk is relatively small. In fact, many experts argue that behavioral factors, such as safer sex practices, are more important risk factors in STD prevention. What is becoming increasingly clear—largely from research in other countries—is that uncircumcised men may have a dramatically higher risk for contracting HIV. Some researchers believe that circumcision is the key to the huge difference in infection rates in parts of the world that are otherwise similar. A case in point: The rate of HIV infection is 25 times higher in Thailand than in the Philippines. Both countries have lots of prostitution and STDs. The big difference: circumcision is routine in the Philippines (98% of men are circumcised), but rare in Thailand. Interestingly, Thailand has more HIV infection even though it also has a much higher rate of condom use.

In 2000, the British Medical Journal reviewed more than forty studies conducted over the past decade. All of them showed a strong connection between lack of circumcision and transmission of HIV. So why would having a foreskin increase the risk of contracting AIDS? The authors of the BMJ review outlined three possible reasons. First, the foreskin is specialized tissue with a high concentration of immune cells that can act as entry points for the AIDS virus. Second, the foreskin tissue is delicate and more likely than other parts of the penis to be torn or scraped during intercourse. Finally, the intact foreskin can be a common site for other STDs. Since STDs can cause open sores or lesions, they give HIV a way to enter the body.

The research is so compelling that some health experts have suggested circumcision should be used as a way to combat the AIDS epidemic, especially in those African countries where circumcision is rare and AIDS is all too common. What the research doesn’t explain is why AIDS is not raging through the heterosexual population of say, Europe, where circumcision is also rare. Perhaps, says researcher Daniel Halperin, Ph.D., it takes a combination of factors including a high level of untreated STDs and numerous sexual partners to create an AIDS epidemic among heterosexuals.

Perhaps the most compelling evidence that circumcision can reduce HIV transmission comes from a study of couples in Uganda. In one group, women were infected with HIV but men were not. Over a thirty-month period none of the men who were circumcised contracted HIV, while 29 percent of the uncircumcised men did. In couples where the man was HIV positive and the woman not, circumcised men were less likely to transmit the virus to their partners. Interestingly only those circumcised men who also had the highest amount of virus in their bodies transmitted the virus to their partners.

The latest research on the issues comes in a 2003 report from the U.S. Agency for International Development (USAID), which found that circumcised men are at least 50 percent less likely to contract the AIDS virus than uncircumcised men. But the authors point out that advocating circumcision in developing countries may send the wrong message: that circumcised men are invulnerable to the AIDS virus. They, of course, are not.



Penile Cancer

This is a rare disease. An estimated 1,400 cases are diagnosed each year in the United States, according to the American Cancer Society. That’s about 1 in 100,000 males annually in the United States. It is, however, more common in developing countries, where hygiene is poor. When it does occur, it is always in uncircumcised men.



Infections

Infections or inflammations can occur in both circumcised and uncircumcised boys and men. However, uncircumcised males of any age can get phimosis, a condition in which the foreskin cannot be retracted over the head of the penis. Up to 7 percent of uncircumcised boys and men will have to have a circumcision later due largely to recurrent foreskin infections. It is the leading reason to circumcise older boys and adults. Both problems are discussed more extensively in chapter 6; the point here is that some problems happen only to uncircumcised males. One reason many urologists (though by no means all) lean toward circumcision is that they see these problems in boys and adults every day. The poor men who suffer these illnesses are not happy campers, so it’s hard to blame urologists for wanting to eliminate these problems completely.



A Possible Benefit for Women

The newest wrinkle on the health effects of circumcision relates to women. A recent study in the New England Journal of Medicine found that women with circumcised partners may be less likely to get cervical cancer because men with intact foreskins are more than three times as likely to harbor certain strains of the human papilloma virus (HPV). In the study, women whose partners were uncircumcised and had more than six sexual partners were at greater risk of developing cervical cancer. This is probably not as big an issue in the United States, where most women get regular Pap smears. It could be a factor in poorer nations, where access to Pap smears and medical care is limited.



Sexual Response

One of the central arguments against circumcision is that the removal of the foreskin deprives a man of a certain type of sexual pleasure. Circumcision opponents point out that foreskin contains sensitive nerve endings that are lost when removed, and argue that if the head of the penis is not covered and protected, the skin can become tough and desensitized. This is hard to prove, although anecdotally some men who were circumcised as adults report lost sensitivity. Doctors from Montefiore Medical Center in New York presenting at the 2003 American Urological Association meeting in Chicago actually tested penile sensitivity in circumcised and uncircumcised men and found there was no difference in the two groups in penile sensation to a variety of measures such as vibration and pressure.

As for women, one survey by Williamson and Williamson published in the Journal of Sex Education in 1988 suggested they prefer a circumcised penis by a margin of three to one. Sex researcher Dr. Edward O. Laumann in Sex, Love, and Health in America: Private Choices and Public Policies says circumcised men report more oral and anal sex than uncircumcised men.



Concerns About the Locker Room

Some parents worry that if their son is the only one uncircumcised, he will look different. That may be true in certain geographical areas but in others there will be lots of boys with intact foreskins sharing benches and showers. Kids will tease about many things, but I don’t think fear of teasing should weigh heavily in a decision about circumcision.

Looking Like Dad

For many men this is a big factor in the circumcision decision. After weighing benefits and downsides, it may come down to this: They’d like their sons to look like them, and that may or may not mean circumcision. This, obviously, is a question for you and your husband to resolve.



Hygiene

Many people say a circumcised penis is easier to keep clean. The truth is that good hygiene can be taught to uncircumcised boys easily and should avoid problems down the road (see below and chapter 6).



The Procedure

Circumcision takes no more than five minutes in skilled hands. After an analgesic cream is applied or pain-numbing medicine is injected into the penis, a small slit is made in the foreskin. A clamp is placed around the tip of the penis to protect the glans. Then using a scalpel, the foreskin is removed. The most commonly used devices for neonatal circumcision are the Gomco clamp, the Mogen clamp, and the PlastiBell. No one method has been proven better by any scientific study. The most important thing is that the person performing the circumcision is skilled and has done it many times.

The procedure is normally performed by obstetricians or pediatricians, usually before the family leaves the hospital. For people of the Jewish faith, circumcisions are performed by a trained religious practitioner called a mohel during the Bris Milah, a ceremony that occurs eight days after the birth. Some mohels are also licensed physicians. When selecting a practitioner, find one with a lot of experience and make sure pain medicine is administered and has a chance to work prior to the procedure.



Risks and Pain

So how risky and painful is circumcision? Experts once argued that infant boys did not feel pain during circumcision. How could anyone believe that? No one really argues that anymore. These days, pain is a legitimate concern. The American Academy of Pediatrics states that all boys undergoing circumcision should have some anesthetic. Pain control methods include a topical analgesic cream called EMLA and the injection of pain medicine such as lidocaine. This recommendation only came in 1999! Research shows that newborns circumcised without analgesia experience pain and stress that is reflected in their heart rate, blood pressure, oxygen saturation, and stress hormone levels.

Circumcision complications are uncommon and rarely serious. According to the AAP, research suggests that complications occur in one in two hundred to one in five hundred circumcised males. Bleeding and infection were most common. Foreskin can also be cut too long or too short. Over time the bare glans (tip) can become irritated and cause the opening of the penis to become too small or constrict, leading to urination problems and sometimes requiring surgery.

For many couples, circumcision is a nonissue. They are for or against based on religious, cultural, scientific, or moral grounds. For others, the decision can be harder. Before you decide, it’s worth doing what we didn’t do in my family: take time to investigate medical research and the arguments for and against. I’ll always remember those moments of decision in the hospital as unhappy ones. I believe that if my husband and I had discussed circumcision earlier, much unhappiness would have been avoided.

Here’s another reason to decide ahead of time. If you delay the procedure, there is some evidence it becomes riskier. A 2001 study in the journal Pediatrics found that many parents delay the circumcision decision until the baby is two to four months old. The reason, according to the authors, is that many parents do not discuss circumcision with their doctors in advance. While 36 percent were asked about their decision before, 14 percent were not asked until they were in the delivery room—not exactly a place conducive to clear thinking. Big mistake. If a baby weighs more than fifteen pounds, the risk of bleeding during the procedure goes up says Phillip Nasrallah, M.D., pediatric urologist at the Children’s Hospital Medical Center of Akron. In order to best control any bleeding, doctors will use general anesthesia rather than simple local anesthesia. If general anesthesia is necessary, it will increase the risk of a medical complication and will cost thousands, rather than hundreds of dollars. According to the same study, many parents were swayed initially not to circumcise their sons because insurance did not cover it.

As you investigate the circumcision debate, and it is a lively one, try not to be swayed by the overheated passion of either side. Talk it through and think as calmly as you can, and do it long before the baby is born. Whatever decision you make, your son will thrive and enjoy his penis, circumcised or not.



Caring for the Uncircumcised Penis

A lot of people believe—mistakenly—that the uncircumcised penis of a baby needs to be scrupulously cleaned and cared for. Perhaps the biggest misconception is that you have to retract the foreskin and clean underneath it. “This is completely false,” says Dr. Nasrallah. “You will only cause more problems.”

The foreskin of an uncircumcised baby stays connected to the glans, or head of the penis for months or years. Though most often the foreskin separates and can be retracted by age five, some boys won’t be able to retract their foreskin until they reach puberty, and it’s not a problem. Until it disconnects from the glans, there’s no reason to pull back the foreskin. Cleaning beneath it can cause a child pain and the risk of bleeding, irritation, or skin damage.

How should you care for an uncircumcised penis? Just gently wash the outside with soap and water, and dry it as you would any part of the body. Beyond that don’t do anything. No need to use a Q-tip. No need to scrub vigorously or to use an antiseptic. Dr. Nasrallah’s advice is clear: “Leave it alone.”

Unfortunately, this advice is not widely known, even among many physicians. In years past, most American boys got circumcised, so pediatricians had little experience with uncircumcised penises. Now more parents are leaving their boys uncircumcised and some health care providers are giving them bad advice, urging mothers to push back the skin and clean thoroughly, Dr. Nasrallah says.

“I would say in my practice the most irate parents are those who come in and have had their little kid tortured because of improper advice regarding the care of the fore-skin,” Dr. Nasrallah says. “The pediatrician has yelled at the mother for not pulling it back far enough and not keeping it clean and then I tell them, ‘No, you don’t have to that.’And they want to know, ‘Well then why did my pediatrician order me to?’” Good question.

If your baby is uncircumcised, you should occasionally watch him urinate to make sure the opening at the tip of the foreskin is big enough for a normal stream of urine flow. If it comes out in a slow trickle, that’s something to talk to your doctor about.




TIPS FROM THE AAP

Here are some tips from the American Academy of Pediatrics information sheet on caring for an uncircumcised penis:


	Never force the foreskin to retract over the head of the penis!

	Wash the penis with soap and water as you would any other body part. When the foreskin begins to naturally separate, it is okay to retract it to a comfortable level for washing.

	When the foreskin separates from the glans, skin cells are shed. These may look like white lumps, resembling pearls, under the foreskin. These are called smegma, and it is normal and nothing to worry about.

	When your son is able to wash on his own, teach him to gently pull back the foreskin to wash with soap and water and then pull the foreskin back over the glans.

	
Things to watch out for in an uncircumcised baby: a stream of urine that is never more than a trickle; the baby appears to be uncomfortable during urinating; the foreskin becomes considerably red or swollen.








Later, once the foreskin has separated from the tip of the penis on its own, then it’s okay to gently pull down the skin and clean underneath. When he’s old enough, teach your son to clean it himself. He should also learn to keep the foreskin dry, since skin that’s chronically wet with urine may become irritated.



Caring for the Circumcised Penis

Usually a penis heals in seven to ten days after a circumcision. During that time, the tip may look quite red and there may be a yellowish secretion. This is normal. After circumcision, a small bit of foreskin often remains. Once the wound from the circumcision heals, gently push down the skin and clean around it. But as with an uncircumcised penis, you should not force the remaining foreskin back.




WHEN TO CALL A DOCTOR AFTER A CIRCUMCISION


	If your baby doesn’t urinate normally within four to six hours after circumcision.

	If his penis bleeds steadily, oozes blood, or forms large blood clots. (There should be no more than a drop or two of blood for a day or two.)

	If redness around the tip of the penis grows worse after three to five days.

	If the normal yellow discharge or coating around the tip of the penis lasts longer than a week.

	If your son’s doctor applied a PlastiBell and the plastic ring does not fall off after a week to ten days.

	If the baby develops a fever.







THE FAMILY JEWELS

Some Things to Know About the Family Jewels

It’s inevitable. One of the first things that many moms and dads really notice about their newborn boy is his genitals. For many parents, those first looks can bring quite a shock, and while they may have questions or concerns about their new baby’s genitalia, they are often embarrassed to ask doctors or male relatives. When a boy is born, his penis and testicles are often very red and large. This can be striking, like your boy is some kind of oversexed superstud. But don’t worry. The redness and swelling is caused by exposure to female hormones from the placenta and fades in a few days or weeks.

It’s important to remember that the genitals of baby boys, like those of adult men, do not all look alike. There’s variation from penis to penis, as well as a number of problems that can affect the genitals. Most are easily solved, and many aren’t really problems at all, though they can be quite alarming to parents.

[image: Image]

Some parents worry their son’s penis appears extremely small. Most of the time, a small-looking penis is actually normal in size but partially hidden inside a pad of flesh around the pubic bone in chubby babies and in young boys. In these cases, a “buried penis” or “inconspicuous penis,” as it is called, will fully emerge as the boy grows. Sometimes, though, the problem persists beyond childhood, especially in overweight children. In this case, some experts recommend surgery to give the boy a more normal-looking penis, but this is controversial. Doctors can usually determine early whether a buried penis will unbury; the physician simply pushes on the baby fat and sees if the penis projects forward.

In rare cases, a boy can be born with an extremely small penis, which doctors call micropenis. Doctors define micropenis as about three quarters of an inch in length stretched at birth. This is usually the result of a testosterone deficiency during fetal development and is normally treated with testosterone and other male hormones. Most boys who get hormone treatments end up with a penis of normal length.

A couple of other things often surprise or worry parents. Baby boys, even young infants, get erections. This is completely normal and nothing to be concerned about. Even more surprising is that babies—boys and girls—can have firm, swollen breasts for several weeks after birth. Sometimes their breasts will release a few drops of milk, the result of the big dose of Mom’s hormones a baby gets in the womb.



Troubles with Testicles

A baby’s scrotum—the sac of skin below and behind the penis that holds the testicles—can be wrinkly and red or small and smooth. The testicles can move around in the scrotum, but sometimes after about six months of age they may move up so far they seem to disappear. Doctors refer to this as retractile testicles. It usually happens in response to fear and cold. Sometimes the mere act of looking for them will make them retract. They come back down into the scrotum just as rapidly when in a warm, safe situation. Fortunately, there are no medical problems associated with retractile testicles. The real problem with retractile testicles is they are often confused with a more serious problem, undescended testicles (cryptorchidism).

To understand undescended testicles, let’s look at how testicles are formed. They form inside the abdomen when a male fetus is six or seven weeks old. Shortly before birth, they migrate down from the abdomen, traveling through a tube called the inguinal canal into the scrotum. Sometimes one or both testicles don’t start or complete the journey before birth and remain lodged in the abdomen. About 3 percent of boys have at least one undescended testicle at birth, and it’s even more common with premature boys.

The good news is that in most cases, the testicles come down by themselves in the first three or four months after birth without treatment. If, however, the testicles have not dropped by the time the boy turns one—and they don’t for about 35 percent of boys with undescended testicles—then it makes sense to help get them where they ought to be. Why does it matter? There are several reasons.

First, testicles are in the scrotum and not the abdomen for a reason: Sperm don’t like it hot. It’s several degrees cooler in the scrotal sac, which hangs free from the warmth of the body. Testicles that aren’t in the scrotum simply can’t make many sperm, and that can greatly reduce a man’s fertility.

The other reason to seek treatment is that undescended testicles are at a higher risk of developing cancer. Further, it’s difficult to detect testicular cancer when the testicle is not accessible and can’t be examined.

Then there’s what may be, for your boy, the most important reason: The scrotum of a boy with undescended testicles looks different, and that can result in anxiety or expose him to teasing.

The most common treatment is a minor outpatient surgery called an orchiopexy. A small incision is made in the groin that allows the surgeon to move the testicle down. This procedure works best if the testicle is in the groin area, not higher up in the abdomen. A more complicated surgery with a laparoscope, a kind of surgical telescope with tiny instruments, can be used when the testicles are in the abdomen. An alternative to surgery is hormone injections, which may stimulate the testicle to move down on its own.

Sometimes doctors find the testicle is either abnormal or missing. In that case, the abnormal testicle can be removed and a prosthetic inserted in the scrotum to simulate the appearance of normal genitals. For more on this in older boys and teens, see chapter 6.



Swollen Testicles

Besides being bathed in mother’s hormones, a baby’s scrotum may be swollen for other reasons. Fortunately, most are not serious. Here are some of the most common causes:



Hernias and Hydroceles

The most common cause of swollen testicles in young boys is a hydrocele, which means “water sac” in Greek. When the inguinal canal—the opening that allowed the testicle to drop down—doesn’t close, fluid leaks into the scrotum. Usually hydrocele happens to only one testicle, but occasionally, both sides are affected. Usually it’s painless and it generally disappears within a year without treatment. If not, outpatient surgery can take care of it.

A doctor can identify a hydrocele by shining a light on the scrotum, in a procedure called transillumination. An area of the scrotum will glow red when a hydrocele is present because the light can shine through. A solid mass, such as a tumor, blocks the light.

A hydrocele is often accompanied by an inguinal hernia, though hernias also happen on their own. Between 1 percent and 3 percent of full-term babies are born with hydrocele and hernia, though the rate is higher in premature babies. A hernia is a piece of intestine that bulges through the wall of the abdomen or slips down into the groin, often creating a painful swelling in the scrotum. Sometimes, the bit of intestine slides into the scrotum when a boy is standing and moves back out when he lies down. A hernia can also appear when the baby strains or cries, or anytime there is increased pressure from the abdomen that makes the bulge grow. It usually recedes again when pressure subsides. As long as the bulge can be pushed back in, there is no danger.

Occasionally, the intestine gets stuck in the groin and kinks. This can be painful and cause fussiness and vomiting. It can also cut off the blood supply to this part of the intestine. The bulge will then become red, hard, and cannot be pushed back. This is a medical emergency and the doctor should be called, since immediate surgery is needed.

To avoid these complications, inguinal hernias should be repaired surgically. The operation is routine, but it does require general anesthesia. Hernias can run in families, girls can be born with hernias, too. Most inguinal hernias are found on the right side, and they are nine times more common in boys. Another type of hernia is called an umbilical hernia, and this happens to both boys and girls. Here a piece of intestine pushes through the abdominal wall near the navel. It usually closes on its own and rarely needs treatment.



Testicular Torsion

Testicular torsion is rare, and that’s a good thing. It’s painful even to talk about. When the spermatic cord gets twisted, it cuts off the blood supply to a testicle and other connecting tissues in the scrotum (see diagram on page 49). It most often occurs during puberty, although in about 5 percent of cases, testicular torsion occurs before birth or shortly after, according to Dr. Nasrallah. At birth, the doctor may feel a firm mass in the testicle rather than the typical spongy, soft consistency. In older babies, it can be hard to recognize. Parents often see their boy in distress—crying a lot and perhaps vomiting—but have no idea where the pain is coming from. That’s one reason it’s important to undress a distressed baby and look for signs in the groin. Here’s what to look for:




swelling on one side of the scrotum, most often the right.

one testicle that is elevated in the scrotum.

extreme tenderness in the whole area.





Testicular torsion is a serious medical emergency. It’s extremely painful, and if not treated in a few hours, the testicle will be seriously damaged and need to be removed. Get to the doctor immediately. In some cases, a doctor may be able to manually untwist the cord. If not, surgery is required. (For more about torsion in older boys, see chapter 6.)



Problems with the Penis

Hypospadias

Hypospadias is a condition in which the opening of the urethra is not located on the tip of the penis, as it should be, but at the bottom of the shaft, somewhere between tip and base. As a result, urine flows out from the middle of the penis instead of the tip. As a boy grows and potty trains, hypospadias may make it difficult for him to stand while urinating.

A few years ago, I met a young couple who had just given birth to a boy we’ll call Jacob.* Jacob was a beautiful, healthy child but he had hypospadias and his parents were beside themselves. Like most people, they had never heard of this problem before, and were embarrassed and afraid about the future. Fortunately, this is one problem that can be corrected quite easily.

There appears to be a wide variation in where the opening of the urethra occurs, even in “normal” males. One 1995 study, in the Journal of Urology, found that of five hundred “normal” men only 55 percent had an opening exactly at the tip of the penis. Even men with hypospadias reported no cosmetic or functional problems.

No one knows exactly what causes hypospadias, but it seems to be on the rise. The Centers for Disease Control reports that it is the most common congenital anomaly of the penis and has more than doubled over the past thirty years; it now affects almost one in one hundred newborn boys. Not all experts are convinced this represents a real increase in the number of cases. They argue that hypospadias is more likely to be reported today than it was in the past. It sometimes runs in families and if a child is born with hypospadias, there is a small chance of finding it in another family member. Nevertheless, many experts believe that the dramatic increase of hypospadias may have environmental causes. They believe that exposure to pollutants that mimic estrogen may impede the circulation of testosterone in the developing male fetus.

Testosterone is essential to the formation of the urethra, which occurs somewhere between the eighth and twelfth weeks of gestation. Triggered by testosterone, two folds of tissue fuse together leaving a tube between them, which forms the urethra. If they don’t fully fuse, a hole may be left anywhere from the base of the penis to the area near the tip.

Hypospadias is sometimes accompanied by another problem, called chordee, which causes the penis to bend downward when erect. If the bend is significant, it can be corrected surgically. Boys born with hypospadias should not be circumcised at birth because the foreskin may be needed later to correct the problem.

The most important thing about hypospadias is this: As alarming and strange as it may seem, it can usually be solved easily. Jacob’s family is a good reminder. Although families are understandably upset about the condition and worried about what it will mean for their son, surgery to repair hypospadias has improved dramatically in recent years. Rather than multiple surgeries starting at age two, today just one procedure performed by six months is typically needed. Jacob had his when he was three months old. It was quick and easy, and now at age five, it is almost impossible to tell there was ever anything unusual about his penis.



Epispadias

A similar but rarer condition is called epispadias. In boys with epispadias the opening to the urethra is on top of the penis instead of on the tip. In some cases, these boys may also have a serious malformation of the bladder called bladder exstrophy, where the bladder is outside the abdomen and actually exposed to the air. Once again, these extremely rare problems can normally be corrected with surgery.

A Tight Squeeze

Another occasional problem occurs when a hair (a loose hair from a parent or even the child) gets wrapped tightly around the penis. This can be very painful, and if it happens to a baby, you may be mystified about the cause of his discomfort. This is another good reason you should undress an inconsolable baby and check his whole body, including his penis.

For more on genital conditions that affect older boys and how to recognize them and their treatments, see chapter 6.

IS IT A BOY OR IS IT A GIRL? THE INTERSEX CHILD

Discovering the sex of a newborn child as it emerged from its mother’s womb used to be one of life’s great dramatic moments. These days, few parents leave this discovery to the day of birth, and even those who do usually know for sure within a minute of birth whether to paint the nursery pink or blue. However, in some births a baby’s gender is unclear even after it emerges from the womb. Few things are more confusing and frightening to new parents.

Babies of unclear gender are more common than most people think. Approximately 1 in every 2,000 to 3,000 newborns comes into the world with “ambiguous” genitals; that is, their genitals differ in size or shape from what is considered “normal” for the child’s genetic sex. These intersex babies, as they are known, may have no evident testicles but seem to have a penis. Or they may have a penis so small that it appears to be a clitoris, but they also have testicles. Intersex babies are the result of a number of hormonal or, more rarely, chromosomal variations from the normal pattern. Here are some of the main causes of intersexuality and the ways children express them:



Congenital Adrenal Hyperplasia (CAH)

By far the most common cause of intersexuality, CAH is a disorder in which either an XX (chromosomally female) or XY (chromosomally male) child has an enzyme deficiency that causes the adrenal glands to enlarge and function abnormally, producing too little corticosteroid (cortisone) and too much androgen (such as testosterone.) When a female fetus gets bathed in excess testosterone, it triggers the clitoris to grow larger and can cause the labia, or vaginal lips, to partially close. Her internal organs (the ovaries, Fallopian tubes, and uterus), however, remain normal. An XY (male) fetus with CAH will not have ambiguous genitals. He may have early puberty or he may have no symptoms at all.

The most severe form of this disorder, known as salt-wasting CAH, is life-threatening. It disrupts the adrenal gland’s production of the hormone aldosterone, which maintains the balance between salt and water in the body. Boys or girls with this problem can go into shock and die unless treated promptly. Children with severe CAH must take medication daily, and missing even a day or two may prompt a life-threatening adrenal crisis. The condition can be detected with a blood test and can even be diagnosed prenatally in affected families. Prenatal treatment of the mother with corticosteroids can minimize the effects on the newborn.



Androgen Insensitivity Syndrome (AIS)

This genetic condition leaves the cells of an XY (chromosomally male) baby either partly or completely unable to respond to androgens, or male hormones. An XY fetus with complete AIS will develop testes and release a hormone that prevents development of a uterus and other internal female structures, the same as any other normal XY baby. However, because the cells fail to respond to testosterone, the baby will be born with external genitals that are female and not male, along with undescended testicles, giving the baby the appearance of a normal girl. In some cases, the problem goes undetected until adulthood, when a woman fails to have menstrual periods. Because her internal structures are undeveloped she is infertile.

Partial AIS (PAIS) expresses itself in a variety of ways, some more obvious than others. Affected babies may have slightly impaired, greatly impaired, or almost no response to androgens. As a result, babies with PAIS can look like females with slightly enlarged clitorises or like boys with small or average penises. In most cases, the problem is obvious at birth.



Klinefelter’s Syndrome

(See page 36.)



Controversy Brews

At one time people born with ambiguous genitalia, now called intersex, were called hermaphrodites or pseudohermaphrodites. The change in terminology in many ways mirrors the revolution in knowledge about and attitudes toward this very sensitive condition. The dilemma for the parents begins the day they find out their child is intersex. Parents are typically shocked, afraid, and desperate for answers, which doctors scramble to provide. The American Academy of Pediatrics calls such births a “social emergency” that requires “urgent medical attention.” Since the late 1950s, the practice has been for a team of pediatricians, endocrinologists, and psychologists to assess the baby’s chromosomal gender, hormonal balance, and anatomical structure, and to advise the parents on whether to raise the baby as a boy or girl. Then, with the parents’ consent, they assign the baby a sex, and surgically remove or alter sexual organs that do not fit that choice.

That means in practice that in girls with CAH, for example, doctors may recommend surgically reducing the size of a significantly enlarged clitoris. Doctors have argued that this surgery should take place in the first year or two of a child’s life in order to minimize psychological distress to the child—and to the parents—of growing up with genitals that are markedly different from other children’s.

But what if it’s not clear what the right decision is? What if the sexual organs are surgically removed, and that later turns out to have been a mistake? What if the surgery to reduce the size of the clitoris disrupts important nerves impairing the person’s ability to enjoy genital stimulation or reach an orgasm? For many years, leading experts didn’t worry about the sexual or psychological consequences of making a “wrong” decision because they assumed that the child’s sexual identity was malleable. If the parents, the professionals, and the world at large treated a child as a boy, then “he” would come to identify himself as a boy, since that’s all that he knew. Unfortunately, there has been little scientific follow-up in most cases of infant genital surgery and it is hard to draw any broad conclusions about what happens to these children as adults. It has been generally assumed that most do okay, but without studies proving this, there is really no way to know with any certainty. This issue came to national attention following journalist John Colapinto’s profile of David Reimer in Rolling Stone magazine and then in a full-length book, As Nature Made Him. Though David was not, in fact, born with ambiguous genitalia his story is a cautionary tale of what can go wrong when assumptions about an individual’s gender are made in infancy.



The David Reimer Story

The David Reimer story begins when he was eight months old, when David and his identical twin were being circumcised. During David’s circumcision the doctor made a horrible slip and destroyed his penis. His horrified parents turned to John Money, a psychologist and renowned sexuality expert at Johns Hopkins University in Baltimore, who had become an outspoken champion of the possibilities for sexual transformation. He believed that children were born, psychologically speaking, without a fixed gender identity and developed one only through their experiences growing up.

Babies born with ambiguous genitals could, in Money’s view, be made into either sex. At the time, penile reconstruction was not feasible, and surgeons were better able to fashion genitalia resembling a vulva than an appendage resembling a penis. Hence, most babies with ambiguous genitals were destined to become girls. That was the case for David, who would be renamed Brenda.

Though David was born a boy with unambiguously male genitals, Money advised David’s parents to turn him into a girl, through reconstructive surgery, female hormones, and raising him as they would a girl. They debated and agonized briefly, then decided to follow the advice of this famous and supremely confident man whom they “looked up to like a God,” as David’s mother later told Colapinto. At twenty-two months, David’s testicles were removed and he began his life as Brenda.

Money wrote about the case in papers and books; discussed it in lectures and media interviews. He portrayed the treatment as a great success that had left “Brenda” a normal girl, interested in dolls and feminine clothes, while her twin brother played with cars and gas pumps. “Her behavior is … that of an active little girl,” he wrote in one paper, “clearly different by contrast from the boyish ways of her brother.”

Money’s claims were, in fact, completely inaccurate. “Brenda” was wildly unhappy. She got into fights frequently, refused to play with dolls, and insisted on urinating standing up. She flunked first grade, was miserable and virtually friendless at school, and, when she hit puberty, resisted taking estrogen and refused to have surgery to create a vagina. When she eventually learned the truth about her history, she insisted on a very different kind of surgery—surgery that would return “her” to being a male.

For many years, Money’s theories, bolstered by the supposedly successful adjustment “Brenda” had made as a girl, were the principal rationale for the standard method of treating intersex babies with surgery and hormones. But some of these intersex children have now grown up and, as adults, are outraged by what was done to them. Some have even undergone surgery to reverse the sexual assignment given by doctors.

Activists Fight Against Shame, Secrecy, and Surgery

One of these adult children, Cheryl Chase, was born in 1956 with ambiguous genitals including what could have been interpreted either as a large clitoris or a small penis. At eighteen months, she underwent a clitorectomy and was raised as a girl, leaving her no way to have an orgasm and no knowledge of her true history. In her early twenties, she gradually uncovered the truth of her birth and began to contact other intersex adults. Her efforts bore fruit and, in the early 1990s, she and others founded the Intersex Society of North America (ISNA.) Today, the group works to change the way intersex children are treated, campaigning against the standard practice of performing irreversible surgery on intersex children, then concealing the truth as they age. Says Chase: “Every child should be allowed to grow up free of shame, secrecy, and unwanted sexual surgery.”

The group argues that children born with ambiguous genitals should be evaluated at birth and given a preliminary sex assignment. The medical team, in consultation with the parents, should try to make the best choice they can at that moment. They should raise the baby accordingly but refrain from genital surgery unless necessary for the health of the child. Once old enough to make the decision, the child can then determine whether he or she wishes to change the preliminary gender assignment given at birth.
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