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Preface
Getting Pregnant in the New Millennium

      


      


      


      

        Dear Mother-to-Be:

      


      


      When the first edition of this book was published—in 1991—the world of reproductive medicine was, in a sense, just beginning to turn. Procedures we take for granted today, such as in vitro fertilization (IVF) and donor eggs, were in their infancy, and we had just begun to recognize the power of our individual lifestyles to influence the success and the health of the children we bring into the world.


      Over the past decade, however, we have come to witness, firsthand, just how quickly that world has turned. Indeed, advances in reproductive medicine have been, at times, so astonishing that even the most enlightened visionaries could not have predicted what is commonplace today.


      Equally important, much of what we have learned while solving the riddle of infertility has helped to resolve a myriad of other pregnancy puzzles as well. Today, every couple can have a faster, easier conception and, ultimately, a healthier baby than they could just a decade ago, largely due to the vast array of knowledge that research on reproductive health has provided.


      Indeed, as we go forward into this new century, we can now say with some degree of certainty that nearly every couple who wants to have a baby, will have a baby—and there are few exceptions to that rule.


      And this is precisely the reason we decided to write this brand-new version of Getting Pregnant—a book we have updated from cover to cover with what we believe is the most significant information you will need to have the family you have always dreamed of, regardless of what you think your reproductive odds may be.


      

        	For those of you grappling with the concept of infertility right now, we offer hope and help, in the form of the latest, most important treatments for the most significant fertility problems affecting couples today.

 


        	For those who have no problems conceiving but simply want to have the healthiest pregnancy possible, we give you the most significant new data on how to take charge of your reproductive health in ways that were never before possible.

 


        	And finally, for those of you who may be trying to decide if motherhood is for you—whether you be a newly remarried woman over forty, or perhaps even a single woman whose biological clock is ticking louder than ever—we offer an array of new possibilities that we know can give you the confidence to pursue your dreams of motherhood.

 


      


      But in many ways, we have also written this new book to say “thank you” to the countless couples who, after the publication of our first book, shared with us their trials, tribulations, and mostly their triumphs on the road to becoming parents. We are grateful that you let us be part of your journey, and we know no better way of honoring your accomplishments than to continue your legacy of hope and inspiration by inspiring yet another generation of couples to go forward with their parenting dreams as well.


      So now, as we get ready to “retire” that first edition of Getting Pregnant, we celebrate the past and happily look to the future of our new book, and to the many new lives we hope it will help bring into our brave new world.


      We look forward to hearing the good news about your pregnancy very soon. In the meantime, if we can ever be of help, please let us know. And thank you for making us a part of your parenting dreams.


      Sincerely, 
Dr. Niels Lauersen and Colette Bouchez
 The New York Medical Center for Reproductive Medicine
 784 Park Avenue
 New York, NY 10021
 212-744-4222


      


      E-mail:
 NLauersen@aol.com;
 GettingPregnant@earthlink.net;
www.GettingPregnant.net


    










      

          Introduction

 The Really Good News About Getting Pregnant

      


         When I was in medical school in the 1960s, the birth control pill was the prescription of the decade. Indeed, young men and women were far more concerned with avoiding pregnancy than with getting pregnant. Happily, this is no longer the case. Today, getting pregnant is something more and more couples view as a joyous life-expanding experience to be celebrated and cherished. And, too, we have seen the “birth” of the single mother, with many women choosing to honor the alarm on their biological clock by becoming mothers whether or not they have a suitable mate in mind.


      Fortunately, along with these changes in our attitude about pregnancy came some equally important scientific advances that made it faster and easier for all women to get pregnant, and for most couples to achieve their parenting goals.


      


      New information about both male and female biology has given us ways to encourage not only faster but healthier conceptions, with fewer chances for miscarriage and birth defects.


      


      Discoveries concerning the cause of infertility have given us new ways for men and women to protect their childbearing ability as well as their sexual vitality while they safely postpone childbearing.


      


      Outstanding advances in nutritional therapy have given us new ways to harness the power of vitamins and minerals and in the process helped us not only reduce the risk of birth defects but also protect and even increase fertility, in both men and women.


      


      Stellar progress made in the treatment of infertility itself—including powerful new medications, new forms of microsurgery, and brand-new laboratory-assisted procedures—has not only allowed more previously infertile couples to get pregnant, but has given us new ways that even parents over age thirty-five can have a safer, healthier pregnancy.


      


      In fact, thanks to what we have learned in the past several years alone, almost every woman who wants to have a baby can have one!


      


      Why I Wrote This Book

      


      


      Although the field of reproductive medicine continues to explode with new advances, my deep commitment to fertility research goes back several decades. As a member of several key scientific teams I have devoted thousands of hours to reproductive research, and my work has taken me around the world more than three times, to the capitals of Europe where the first “test tube” baby was conceived, to Russia, South America, and the Far East—anywhere I could learn the latest information on the reproductive system. Beginning in 1990, I joined forces with a team of dedicated physicians and researchers to create a medical center specifically to deal with infertility problems. As a result I have been able to see, firsthand, the exciting, almost miraculous ways in which the field of reproductive medicine has continued to grow, and how it can and does change peoples lives.


      


      Couples who were thought to be hopelessly infertile are now able to conceive and deliver not just one, but two and three perfect children.


      


      Those who previously miscarried up to fifteen times are now giving birth to healthy, full-term babies.


      Women who thought they were “too old” to have a baby are now giving birth to wonderful, beautiful children. Even those women who reach menopause prematurely—in their mid-forties, for example—have brand-new options for having a baby of their own.


      


      Time and again my colleagues and I have witnessed a dramatic rise in the number of our fertility patients who are able to have all-natural conceptions and healthy pregnancies just by making a few simple dietary and lifestyle changes.


      As astounding and important as these advances were, as I traveled the country giving lectures and making television appearances, I began to see that too many couples were still not taking advantage of all the possibilities. My colleague and coauthor Colette Bouchez, an award-winning and respected medical journalist and researcher, began to see the same thing, even among her sophisticated urban readers. While we both did our best to bring much of the good news about reproductive medicine to the public, we could see that too often, too many couples were still “in the dark” about all of their options. While some, certainly, had the basic information about such procedures as in vitro fertilization and artificial insemination, both Colette and I were continually amazed at how few people were informed about the really dramatic advances. Indeed, even many physicians were not aware of some of the great and relatively easy new fertility procedures that we knew could change people’s lives.


      Thus, we conceived the idea for this book—a resource and a guide to the newest, most important fertility information available today, data that has made and will continue to make a significant difference in people’s lives. It is our hope that this book will make a difference in your life as well.


      


      Part One: How the New Discoveries Can Help You


      


      If you are planning to have a baby in the very near future or even if you haven’t yet decided when motherhood will be right for you, knowing the factors that could affect your childbearing potential will enable you to take the necessary steps to protect your reproductive options and ensure that your body remains ready for pregnancy throughout your childbearing years. Part One of this book was developed to help you do just that.


      It begins by exploring the very latest information on how your reproductive system functions and what biological factors can cause it to malfunction. It also explains how you can use your family history to help predict fertility problems and discusses the preventative treatments you can begin right now. It also shows how the ways in which you and your partner live, work, and play may be affecting your reproductive health, and suggests things you both can do, starting today, to make the most of your most fertile years. In Part One you will also discover:


      

        	New information on how your immune system affects your fertility, and on the power boosters that can save your reproductive health

	 


        	How to tell if your job is harming your fertility


        	The influence that alcohol, caffeine, and medication, as well as cell phones, computers, and other new technologies may be having on your reproductive health, and the steps you can immediately take to protect your childbearing options

	 


        	The kind of birth control to use to safely postpone a pregnancy without harming your fertility


      


      Here, you’ll also find a primer on the most common sexually transmitted diseases, with new information on how to keep even the most devastating infections from harming your reproductive health. You’ll learn to recognize the early signs and symptoms—in both yourself and your partner—and find out the latest treatment options.


      And, finally, you ‘I learn important new truths about male fertility, along with vital new ways your partner can protect his virility and his potency, while decreasing your risk of miscarriage and protecting your baby from birth defects.


      


      

        Part Two: Getting Pregnant Right Now—More Good News

      


      


      If you are thinking about getting pregnant in the near future, and especially if you are actively trying to conceive right now, Part Two was written for you. It provides the very latest information on the factors that may influence your immediate ability to conceive, and to sustain a healthy pregnancy.


      In this section you’ll find:


      

        	Breakthrough treatments for preventing miscarriage—and what you can do before you conceive to reduce your risks


        	The links between dieting and conception—and how to find your ideal fertility weight


        	How your fitness workouts may be blocking your ability to get pregnant—plus the exercises that can help you get pregnant faster

 


        	How stress affects conception


        	How to avoid major pregnancy complications


        	How to get pregnant fast—including how sex affects conception


        	What you can do to influence the sex of the child you conceive


      


      Want to have a boy? Can’t wait to have a girl? Well tell you how!


      In addition, you’ll find an exciting new kind of nutritional guide with information on the foods that can increase your fertility and encourage your reproductive health. You will also find all the latest information on the vitamins, minerals, and herbs that can not only influence your ability to get pregnant but help reduce your baby’s risk of problems from the moment of conception. You’ll even learn how making love on your birthday can give your fertility a secret boost, and may help you get pregnant faster!


      Finally, you’ll read about the new Fertility Exam 2000, the very latest form of pre-conception counseling that can help ensure your pregnancy right from the start. Included are all the tests and treatments your doctor should be administering to help ensure that any baby you conceive will be healthy right from the start. What’s more, with the information provided, you will be able to uncover any potential fertility problems you may not know you have and learn how to correct them before they seriously harm your reproductive health.


      


      

        Part Three: If You Don’t Get Pregnant Right Away—What to Do

      


      


      In Part Three you will find the most advanced and most important new technologies developed to help you have a baby, even if you believe you are infertile. The data in Part Three not only will help you understand why you are having a problem getting pregnant, but will offer a multitude of options for solving your problem. Some of what this section offers:


      

        	How to tell if you can have a baby long before you try to conceive—plus how to turn the pregnancy odds in your favor

 


        	Superovulation, one of the newest ways for every woman to increase her chances for conception


        	The surprising truth about fertility drugs, including new information about their safety, and how they can help you have a natural conception

 


        	Brand-new time- and money-saving fertility surgeries that require no hospitalization and can help you get pregnant in record time

 


      


      Because we now know that male fertility is a factor for nearly half of all couples who cannot conceive, this section will also offer the very latest treatments for male fertility, including the brand-new ICSI procedure.


      In addition, you’ll learn about the astonishing new ways that artificial insemination is helping millions of couples get pregnant, and you’ll find information on the breakthroughs that can increase the success of all laboratory-aided conceptions, including in vitro fertilization, and even let you know beforehand which of the new methods is going to be best for you.


      You’ll also learn about the GIFT procedure and it’s newest cousin, called ZIFT, both of which can help you achieve a faster, easier, healthier conception regardless of your age or how long you have been infertile.


      Later in this section you will also find the latest information on donor eggs and donor sperm, as well as the new data on embryo freezing. And in a special chapter devoted to the midlife pregnancy you will find all the information you need to help you get pregnant after age thirty-five, including special dietary precautions and the treatments that will and won’t help you conceive.


      


      

        Part Four:Your Personal Pregnancy Planner

      


      


      In Part Four of this book you’ll find a Personal Pregnancy Planner—a six-month guide that takes you step-by-step through everything you need to do to have a healthy baby, whether you conceive on your own or with laboratory assistance.


      Whether showing you ways to protect your fertility from current dangers or helping you restore it from dangers past, the programs in this book were developed to help you have a fast, easy, healthy conception. Not only can you be sure of your ability to get pregnant right now, but you can retain your reproductive options throughout your childbearing years. You have the power to achieve your parenting dreams. Good luck and go for it—we’re on your side!


    





      

        Part I

      


      

        [image: image]

       

      


      

        New Discoveries: What Affects Fertility Most

      


      

      

      

      

      

      

      

    





        

            Chapter One

          


          

         

        


        

          How Your Body Works:

          


          The Latest News

        


        

          

          From the first moment you saw him smile, you knew he was the man for you. Well, perhaps it didn’t happen quite that quickly Maybe you dated each other for months or possibly even years before that mysterious and very wonderful feeling took over and you knew you were in love.


        Regardless of when in your relationship it occurred, if you are like many women, finding that special someone may have elicited another, even more powerful feeling: the desire to have a baby. While childbearing was once the farthest thing from her mind, many an obstetrical patient has told me that from almost the instant she met her mate her babylust began.


        For other women, however, things can work just the opposite: The desire for motherhood may come long before a potential partner appears. In fact, some patients confide to me that it was their unrelenting desire to have a baby that prompted their search for a soulmate or at least a suitable parenting partner!


        While no one is really certain what causes a woman’s baby alarm to ring, the recognition that it exists was one of the elements that led researchers to a key discovery about how and why a woman gets pregnant. What was it they discovered? The vital role of reproductive hormones.


        And while it was once thought that conception was strictly a physiological function of reproductive organs, today research shows that the same biochemicals that influence the desire to have a baby also play a key role in achieving conception. In fact, without your reproductive hormones, you could not get pregnant!


        

          

              The New Conception Chemistry: How It Works

          


          From the moment puberty starts and throughout your childbearing years, your body and your brain work together in a unique biological partnership to produce a series of hormones that can affect everything from your mood to your desire for sex—even your appetite for certain foods. Some new studies also suggest that some of these same hormones are what cause a woman’s baby alarm to ring, stimulating a natural mothering instinct that is often perceived as a desire to get pregnant.


          The strength of this feeling and when (and how often) in your childbearing years it occurs are also thought to be influenced, at least in part, by hormonal activity.


          Even more important, however, is the way hormones affect your ability to get pregnant. Although the total number of eggs your ovaries can produce is predetermined before you are born (in most women, about four hundred thousand follicles exist), we now know that for you to get pregnant these follicles must be able to develop and grow, be released from your ovary into your fallopian tube, be fertilized, and implant in your uterus and grow. While it is your reproductive organs that actually perform these vital tasks, the latest research shows that it is your reproductive hormones that provide the biochemical signals necessary to put these organs into motion.


        


        

          

              The Hormones That Help You Get Pregnant

          


          Five reproductive hormones are necessary for conception. They send their signals to your various organs by rising and falling in a distinct and carefully timed pattern throughout the course of a single monthly menstrual cycle. The effects of all five are felt in your body, but three of these hormones are continually being manufactured and released into your bloodstream by your brain. The first two are:


          

            	
Follicle-stimulating hormone (FSH): Secreted by your pituitary gland (which is located at the base of your brain), it stimulates the follicles inside your ovaries to produce eggs.

 


            	
Luteinizing hormone (LH): Also secreted by your pituitary gland, it signals to your egg when the time is right to leave your ovary and be ovulated into your fallopian tube so that fertilization can take place.

 


          


          Collectively they are called gonadotropins. Although some FSH and LH remain in your body at all times, both are secreted in greater amounts during the first half of your menstrual cycle, and levels of both drop sharply after ovulation. It was recently discovered that in order for this fluctuation to occur, another hormone must enter the fertility equation: gonadotropin-releasing hormone (GnRH). This helps release the proper amounts of gonadotropins (FSH and LH) into your bloodstream. Secreted by your hypothalamus, a tiny gland located near your pituitary, GnRH functions as a kind of biochemical radar system that pulses through your body every 90 to 120 minutes, twenty-four hours a day. It monitors your bloodstream for levels of FSH and LH and then at the proper time directs your pituitary to release more of each into your bloodstream. Finally, getting pregnant also requires estrogen and progesterone, two more fertility hormones. They are manufactured in your ovaries (and elsewhere in your body) and also rise and fall in a precisely timed pattern throughout each menstrual cycle. Their purpose is to orchestrate various steps in the egg production and release process, which you’ll read more about later in this chapter. After you become pregnant estrogen and progesterone help maintain your pregnancy and protect you from miscarriage.
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                  The Hormones That Help You Get Pregnant

                

              


              In order for you to get pregnant, your body must maintain a fine biochemical balance among at least four of the five major reproductive hormones: FSH (follicle-stimulating hormone), LH (luteinizing hormone), estrogen, and progesterone. As their levels rise and fall, distinct patterns are formed which can be documented throughout each menstrual cycle. The changes are also reflected in corresponding changes in your body temperature. The ebb and flow of all these factors work together to create your fertility curve, the time of the month when you are most likely to conceive.


            


          


        


        

          

              Getting Ready to Get Pregnant: How Your Body Works

          


          Each month, at the start of every menstrual cycle, your body begins to prepare you for a new opportunity to get pregnant. This is a five-step process.


          


          

            Step 1: Egg Production

          


          


          Starting on the first day of your menstrual cycle (the day you start to bleed), your GnRH messengers sense that FSH is low. In turn your hypothalamus gland sends a signal to your pituitary to begin producing and releasing more FSH into your bloodstream. The purpose is to stimulate a new group of follicles inside your ovary to begin producing eggs.


          


          

            Step 2: Getting Your Uterus Ready

          


          


          As your eggs start to grow, the follicles release estrogen. In a natural anticipation of fertilization, these rising estrogen levels stimulate the tissue that lines the inside of your uterus (called the endometrium) to begin growing thicker. This helps to form a spongy nest into which your embryo (the fertilized egg) can easily implant and start to grow.


          


          

            Step 3: Selecting the Egg of the Month

          


          


          Within a few days after the stimulation of your egg follicles, one of them begins to surpass the others in growth and maturity. Called the Graafian follicle, it produces what is thought to be the strongest egg, the one you will eventually ovulate.


          


          

            Step 4: Ovulation

          


          


          As your egg of the month continues to mature, it begins to push against the top of your ovary, forming a tiny bubble on the surface. When it reaches its peak maturity, estrogen levels soar. Sensing this intense rise, your hypothalamus sends a second message to your pituitary gland to release the hormone LH, which also shoots into your bloodstream with a rapid surge. It is this fast and immediate rise in LH that stimulates your egg to leave your ovary and travel to your fallopian tube. After this occurs, your endometrium continues to grow thicker in anticipation of the arrival of a fertilized egg.


          


          

            WHAT HELPS OVULATION

          


          


          In addition to the push your egg receives from the hormonal surge of LH, your fimbria, the petal-like fingers of your fallopian tube, also play an important role. Using a gentle sucking action that coaxes your egg from its shell, your fimbria actually reach down and massage your ovary just before ovulation. As your egg bursts through your ovary, the fimbria act like a fertility safety net, catching and gently guiding it inside your fallopian tube so that it can meet your partner’s sperm and become fertilized.
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                  How a Pregnancy Occurs

                

              


              At the start of each menstrual cycle, signals sent from the body to the brain help initiate the production of hormones that set your monthly egg production-and-release process in motion. When your egg is ripe and ready to be ovulated, it gently pops from your ovary and is caught by the fimbriated ends of your fallopian tubes and quickly swept inside. If you have had unprotected intercourse just prior to this event, sperm waiting in your tube will meet your egg and fertilization is likely to occur. Once this happens, the resulting embryo begins to travel down the length of your tube as it simultaneously begins to multiply and divide, first into two cells (A), then four (B), and finally eight cells (C). At this point the embryo leaves the tube and enters the uterus (D), where it implants in the lining (E) and begins to grow. You are now considered to be pregnant.


            


          


          

            Step 5: Getting Pregnant

          


          


          Once your egg is in your fallopian tube, it is ready to be fertilized. However, it only remains fertile for about twelve to twenty-four hours, after which time it begins to disintegrate. In order for conception to occur, your partner’s sperm must make contact with your egg within the twelve-to twenty-four-hour time period following ovulation. You’ll learn later how you can ensure that this occurs.


        


        

          

              How Your Life Cycles Function

          


          Whether or not you get pregnant, from the moment you ovulate, the follicle your egg leaves behind becomes a fully functioning endocrine gland. Called the corpus luteum, it continues producing estrogen (much the way your egg did) and begins producing progesterone, which helps soften the lining of your uterus and makes implantation easier, and therefore stronger. This can help you avoid miscarriage.


          If you don’t become pregnant (either by choice or for other reasons, discussed later in this book), your corpus luteum is programmed to produce progesterone and estrogen for just fourteen days, after which time it begins to disintegrate. As it does, estrogen and progesterone levels drop sharply. Since without high levels of these hormones your spongy uterine lining cannot exist, it begins to disintegrate as well.


          

            

              

                [image: image]

               

              


              

                

                  The Menstrual Cycle

                

              


              The purpose of the menstrual cycle is to prepare the uterus, or womb, for possible pregnancy. Beginning on the sixth day of your cycle, just after menstruation ceases, estrogen and progesterone begins to rise. This causes the lining of your uterus to thicken and grow, in anticipation of a fertilized egg.


              Approximately halfway through your cycle—on about day 14—your egg is released from your ovary and whisked into your fallopian tube. If the egg is fertilized, the resulting embryo makes its way to your uterus in about 5 to 6 days, where it implants and begins to grow.


              If fertilization does not take place, estrogen and progesterone levels drop sharply, and the endometrial tissue breaks down and leaves your body in the form of menstrual blood. This completes one menstrual cycle. The reproductive organs are then ready for another to begin.


            


          


        


        

          

              

                Why You Get a Menstrual Period

              

          


          To help cleanse your system of this now needless tissue, your body begins to produce a substance called prostaglandin, which, in turn, stimulates powerful uterine contractions. This action pulls the excess tissue from the walls of your uterus and expels it from your body. It is the combination of this tissue and the blood from the tiny vessels that rupture during the extracting process that forms the basis of your monthly menstrual flow.


          Although this process should cause only minimal discomfort, some of my patients report pain ranging from mild to severe accompanying every menstrual period. Why does this happen? It was recently discovered that when, for various reasons, a woman produces extremely high levels of prostaglandin, her uterus can contract so violently during the shedding process that painful cramping occurs just before every period.


          With or without pain, however, from the moment your menstrual flow begins, the entire hormonal network is reactivated, and your body begins to prepare for another twenty-eight-day cycle—and a new chance to get pregnant.


        


        

          

              How Your Personal Biology Affects Your Fertility

          


          In order for you to become pregnant, your body must maintain a finely balanced biochemical equilibrium. Unfortunately, current research shows this is not always possible. In fact, a woman’s reproductive chemistry can be so fragile that sometimes something as simple as a cold or flu or even not getting enough sleep can throw things out of sync. As a result, you probably experience short spans of infertility far more often than you realize. This is one of the reasons you don’t automatically get pregnant each time you have unprotected intercourse, even if relations take place at the time of ovulation.


          Additionally recent research has found that certain more serious personal biological factors have the power to affect your fertility in myriad ways. If left untreated, some of these factors may render you permanently infertile. In the next several chapters, you’ll learn more about what these factors are. More important, however, you’ll also learn how, in many instances, you have the power to prevent problems from ever occurring, as well as to reduce the effects of any problems that have affected you until now.


        


        

          

              You Can Prevent Infertility!

          


          With the new methods your doctor has for identifying potential problems long before they exist and a plethora of revolutionary, fast, and easy ways to treat those that do occur (all discussed in the next chapter), it’s now possible to significantly reduce your risk of some of the major causes of infertility.


          How can you begin to assume this new and exciting control over your reproductive fate? By becoming an active, aggressive, educated partner in your own fertility care. This is especially important if you are planning to preserve some of your childbearing options for the future. Why?


          Very often the effects of reproductive damage are cumulative and silent: What is happening in your body today might not be evident for several more years. However, by remaining critically aware of what has the potential to harm you, you can catch most problems before significant damage has occurred. In this way you can have total control over your ability to get pregnant, both right now and in the future.


        


      





        

          Chapter Two

          

        


        

          Seven Super Fertility Threats and How to Avoid Them

        


        

          

          Not every physiological factor that threatens reproductive health will necessarily harm your fertility of course, but recent research has shown that certain conditions do routinely affect a significant number of women. Although some of these factors are obvious (for example, the much-publicized link between infertility and IUDs), some may not be so easy to see. Many of the patients who come to my fertility center are surprised, even shocked, to learn that their inability to conceive could be the result of menstrual-related conditions like endometriosis, or problems like fibroid tumors. Even simple vaginal or cervical infections that have remained undiagnosed and untreated for too long can cause fertility problems. For many women, the signs of infertility can be so subtle that problems are not even noticed until they find they cannot conceive.


        How can you tell what aspects of your personal biology may be placing your fertility at risk? By listening to your body for the important signs and symptoms listed in this chapter and, when applicable, checking into your personal and family health history for factors that place you at high risk. Using this information, you and your doctor can work together to avoid or stop the most common and harmful threats to your fertility.


        

          

              Threat 1: Surgical Adhesions (Scar Tissue)

          


          One of the most devastating threats to a woman’s fertility can occur as a direct result of medical treatment. I’m speaking of adhesions, also known as scar tissue. These are bands of fibrous material that develop in and around your uterus or cervix in response to any number of gynecological or obstetrical procedures, such as a Cesarean section, or a D&C (dilation and curettage) surgery. As the internal tissue is manipulated during a surgery, the body responds as if it were being wounded. In an effort to protect itself, it begins manufacturing “protective” layers of tissue in the area where it perceives inflammation. This “scar tissue” is then perceived by the body as even more inflammation, which in turn causes more protective layers to be laid down. As the vicious cycle continues, layer upon layer of adhesions can develop throughout the reproductive system.
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                  The Female Reproductive System

                

              


              Enclosed in the bony structure of the pelvis are all of the organs necessary for reproduction:


              

                	The vagina, the gateway to your reproductive tract


                	The cervix, or “mouth of the womb,” the entrance to the uterus


                	The uterus, the layer of muscle that surrounds your endometrium, the cavity in which your baby will grow


                	The fallopian tubes, the two passageways leading from the ovaries to the uterus. They provide a route allowing sperm to get

  to your egg and a fertilized egg subsequently to reach your womb

 


                	The fimbria or tube ends, which help your egg to ovulate


                	The ovaries, which house your lifetime supply of egg follicles


              


              When any factor (such as disease, scar tissue, a cyst, or a tumor) blocks or restricts the function of any of these organs, or if a carelessly performed medical procedure (like an abortion or an IUD insertion) damages a portion of your system, your fertility can be placed at great risk.


            


          


          

            How Scar Tissue Affects Fertility

          


          


          When scar tissue forms inside the uterus it is medically known as Asherman’s syndrome. Even when scarring is mild, it can block the uterus from receiving the hormonal stimulation necessary to build the soft, spongy lining necessary to maintain your pregnancy And this can increase the risk of miscarriage. In more severe cases of Asherman’s syndrome, so much scar tissue forms that the uterus is sealed shut—meaning pregnancy becomes impossible.


          Scar tissue can also form in your cervix, as a result of the dilation process necessary to perform a D&C. This causes it to become rigid and narrow, a condition known as a “stenotic cervix.” The dilation process can also damage the mucus-producing glands inside your cervix, which in turn can leave your internal environment so dry that it becomes very difficult for sperm to reach the fallopian tube.


          

            Protecting Your Fertility from Adhesions

          


          


          For some women, the development of scar tissue is inevitable. However, the quicker it is discovered, the easier it is to fix, and the faster pregnancy odds will improve. But how can you tell if you have scar tissue? Use your menstrual cycle as a guide: If your period does not return within three months following a D&C, scar tissue should be suspected. Although you may be ovulating, scar tissue could keep your uterus from responding to normal hormonal stimulation. As a result, no lining is building, so no shedding (in the form of menstrual blood) can take place.


          It’s also important to note that sometimes your surgeon can increase your risk of adhesions by being particularly aggressive when removing uterine or cervical tissue. Complications can be reduced, however, with the use of anti-inflammatory steroid medications in conjunction with your surgery.


          I have found that, when given just before the start of surgery and continued for three or four days afterward, these powerful anti-inflammatory drugs can help offset the development of scar tissue by calming the body’s inflammatory response in the critical forty-eight to seventy-two hours following the procedure.


          Additionally, talk to your doctor about the use of laparoscopy, a minimally invasive way of performing many types of operations that dramatically reduces the incidence of scar tissue. You can read more about laparoscopy in Chapter 17.


          

            

              

                

                  Abnormal Pap Smear and Infertility

                

              


              In the event that a Pap smear indicates the presence of abnormal cells, your doctor may recommend surgery. However, you may be able to avoid an operation and spare the formation of fertility-robbing scar tissue as well. How?


              Advances in cytology are now so sophisticated that a Pap smear can detect far more abnormalities than ever before. While this can mean that cancer cells are caught at the earliest possible stage, it can also mean that sometimes a reading of “mildly atypical” or “abnormal” cells can be the result of a cervical infection or other source of inflammation—problems that can be easily remedied with medication.


              As such, I strongly suggest you talk to your doctor about postponing surgery, and instead opt for a prescription of an anti-inflammatory vaginal cream or suppository, to be used daily for up to ten days. Your Pap smear can then be repeated. I have found that the second test following treatment is usually normal—meaning no surgery is necessary. If, of course, your second Pap smear still reveals abnormal cells, aggressive treatment to remove the suspect tissue is essential. To help preserve your fertility, ask your doctor about the use of a carbon dioxide laser, which gently removes the suspect tissue, or a procedure known as LEEP, a type of electrosurgical cutting that minimizes trauma to the cervix. These are the forms of surgery least likely to cause scar tissue formation.


            


          


          

            If You Have Scar Tissue: The Treatments That Can Help

          


          


          If significant adhesions have developed, and you are experiencing pain or problems conceiving, it may be necessary to surgically remove them. Unfortunately, for women who make scar tissue, the corrective surgery can cause additional adhesions to develop, with an increase in fertility problems as well.


          As I mentioned earlier, one solution is to use laparoscopic surgery to remove your adhesions, which will help reduce the formation of additional scar tissue.


          However, in many instances, it may be easier and more effective if you bypass the surgery altogether and proceed directly to one of the newer forms of assisted reproduction discussed in Part Three of this book. Not only will this save you the time, trouble, and trauma of a potentially unnecessary surgery, it can make the best use of your fertile time, by helping you achieve a pregnancy much more quickly.


        


        

          

              Threat 2: Pelvic Inflammatory Disease

          


          Although your reproductive functions are orchestrated by the hormonal activity that occurs in your brain, the conception of your child, as well as his or her growth and development, takes place within your body. The general area where this occurs is your pelvis, a bony structure that contains your uterus, as well as your fallopian tubes, ovaries, appendix, and part of your intestines. Surrounding your entire pelvic cavity is a slick, slippery membranelike material called the peritoneum. Its job is to act as a kind of semi-liquid barrier that keeps organs from sticking to each other.


          However, should harmful bacteria, viruses, or other microorganisms make their way into your pelvic region, the peritoneum can become inflamed. When it does, a variety of conditions collectively known as PID, pelvic inflammatory disease, can result. Specifically, these infections include:


          

            	Endometritis: inflammation of the uterus


            	Salpingitis: infection of the fallopian tube


            	Oophoritis: ovarian infection


          


          You can also develop peritonitis, the most extreme form of PID. This results in an infection of the entire pelvic cavity and the membrane surrounding the abdomen.


          Although just about anything that allows harmful micro-organisms to pass through your vagina and into your reproductive tract has the ability to cause PID, there are several factors that experts have observed (and I personally have found) to be most often responsible for these infections:


          

            	Untreated sexually transmitted diseases (STDs) such as gonorrhea and chlamydia (see Chapter 5)

 


            	A ruptured appendix


            	An abortion performed under unsterile conditions


          


          

            

              

                

                  PID—The Signs and Symptoms

                

              


              The most obvious sign of PID is extreme pelvic pain, which can either build over a period of time or be sudden and severe. Other warning signs include odorous vaginal discharge, uterine bleeding, fever and chills, painful urination, and nausea and vomiting. Sometimes, however, a woman with PID has no symptoms, or nothing more than a slight backache.


            


          


          

            How PID Affects Your Fertility

          


          


          When diagnosed and treated early on, PID will not usually cause any permanent damage to your fertility. However, as I often caution my patients, once these infections make their way inside your reproductive tract, there is always a chance for serious damage to occur.


          If infections are left untreated, your organs can simply deteriorate from disease, making removal your only alternative. Fortunately, the pain leading to this drastic stage is generally so severe that most infections are caught before surgery is necessary.


          Far more likely, however, is that PID will cause the formation of scar tissue within your reproductive system, particularly in and around your fallopian tubes. This makes it difficult for sperm to reach your egg, and even if it does, the resulting embryo may become stuck in the tube, increasing your risk of a life-threatening ectopic pregnancy. (You’ll read more about this later in this chapter.)


          In addition, if the scar tissue forms in and around the fingerlike ends of your tube (called the fimbria), the tubes may actually seal shut, in which case all chances for natural conception are lost.


          In its most severe form, scar tissue can affect the peritoneum, causing organs to begin sticking together. Thus, your ovary can become “glued” to your fallopian tube, your tube to your bowel, and so on down the line. The end result here: complete infertility


          Fortunately, for most women, PID is diagnosed and treated before any of these dramatic and drastic events occur. That they can and do happen, however, underscores the need for you to see your doctor the moment you suspect you have been exposed to a sexually transmitted disease—and certainly at the very first sign of any symptoms.


          

            Protecting Your Fertility from PID: What to Do

          


          


          The best way to protect your fertility from the ravages of PID, of course, is to be on the lookout for its earliest signs and symptoms, especially vaginal discharge and pelvic pain, and to seek treatment immediately. Sometimes your doctor can see or feel the presence of PID during a pelvic exam. At other times, a procedure called culdocentesis may be needed to lock in a diagnosis. (Here, your doctor will insert a thin needle through your vagina into your abdominal cavity to aspirate fluid that is then tested for infection.) In some extreme cases, I have found that a laparoscopy—which allows me to view all the reproductive organs—is also helpful in confirming a diagnosis.


          Once PID is diagnosed, an antibiotic regimen taken for two to three weeks can help. If need be, a laparoscopy can be performed later to help free the system of scar tissue that may have formed.


          In addition, I have seen the following suggestions help protect many high-risk patients from contracting PID:


          

            	Always use condoms when having sex with a high-risk partner (one who might have multiple partners or who displays any physical evidence of possible infection, especially abnormal penile discharge; see Chapter 5).

 


            	Seek testing for STDs if you have had sex with someone you don’t know well.


            	Remain aware of the symptoms of all STDs (described in Chapter 5) and get tested at the first sign of infection.

 


            	• Recognize your high-risk factors: PID occurs more frequently if you are under age twenty-five, you have had a sexually transmitted disease or PID in the past, or you use an IUD.


          


          

            If You Have Had PID in the Past

          


          


          Don’t panic now. As long as you received treatment, chances are your reproductive system did not suffer any fertility-related trauma. If you suspect you may have developed scar tissue as a result of a past infection, talk to your doctor about a simple procedure known as a hysterosalpingogram, a special X-ray of your uterus and fallopian tubes, described in Chapter 17. This can help identify scar tissue and possibly indicate whether it will affect your ability to get pregnant. There are, however, cases where the tubes will look open on the X-ray, but a laparoscopy still reveals the existence of scar tissue.


        


        

          

              

                Threat 3: Fibroid Tumors

              

          


          I don’t think I have ever seen a patient who does not freeze with fear the moment her doctor uses the word tumor. As frightening as it sounds, however, I am always pleased to tell my patients that the majority of fibroid tumors are simple, benign, noncancerous growths that cause few, if any, life-threatening complications.


          Composed of a solid mass of fibrous and muscular tissue, fibroid tumors grow in and around the uterus, and therein lies their link to fertility. Ranging in size from a tiny seedling no bigger than a pea to melonsized growths, fibroids are found both individually and in clusters (one patient of mine had thirty-two growing at the same time). Primarily, they interfere with conception by causing blockages in the reproductive tract.
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                  Where, Why, and How Fibroid Tumors Grow

                

              


              The composition of all fibroid tumors is basically the same, and they all begin growing within the half-inch wall that surrounds your uterus. Depending on the direction in which they grow, they are categorized into three types:


              

                	
Intramural fibroid: The most common type of fibroid, these remain within the wall of the uterus and usually cause no symptoms.

 


                	
Subserous fibroid: Rooted in the outer portion of the uterine wall, they push outward into the abdominal cavity and can sometimes form a stem

  at their base (called a pediculated fibroid). If the stem twists (a common occurrence), it can result in severe pelvic pain.

  These fibroids can also cause pressure on the bladder, with pain before urination.

 


                	
Submucus fibroid: Pushing inward, these fibroids can grow so large they burst through the uterine lining and inflate the entire uterus. During

  the menstrual cycle, uterine contractions often attempt to push them out. This can cause severe pain and exceptionally heavy

  bleeding. If these growths also develop a stem, they can dangle down into the cervix and cause pain during intercourse as

  well.

 


              


            


          


          

            Where Do Fibroids Come From?

          


          


          Studies show that 20 percent of all women between the ages of twenty and twenty-five and up to 30 percent of women over the age of thirty are the most susceptible to fibroids. Most often they begin growing when a woman is in her late twenties and early thirties and then continue throughout the childbearing years.


          Because it is often high levels of estrogen that spark their growth, fibroids can grow especially fast during pregnancy or if a woman is very overweight (see Chapter 9 for information on weight and fertility). For this same reason, I have often seen them diminish and even disappear once a woman finishes menopause and estrogen levels drop dramatically. I have rarely seen a woman develop fibroids after menopause has been completed.


          In addition to estrogen, these other factors can also make you more susceptible to fibroids:


          


          Heredity: If your mother or a close female relative had these growths, you may be at higher risk.


          


          Predisposition: One theory tells us that some women are born with the seedlings for fibroid tumors already in their uterus. As they reach adulthood, some biochemical event sparks an excess of estrogen, and the fibroids begin to grow. This is also why small tumors can grow like wildfire during pregnancy, when estrogen levels are constant and high.


          


          

            How Fibroids Affect Your Fertility

          


          


          Although I have seen a few patients who were not able to conceive due to excessively large intramural fibroids, the submucus tumors seem to cause the most fertility-related problems by far. When left to grow large enough, submucus fibroids can:


          

            	Interfere with the development of your uterine lining, causing implantation problems and increasing your risk of miscarriage


            	Block your fallopian tube, keeping your fertilized egg from being transported to your uterus, which in turn increases your risk of ectopic (out-of-womb) pregnancy (see Threat 7: Ectopic Pregnancy)

 


            	Alter the position of your cervix, which in turn blocks sperm from getting into your uterus, thus keeping fertilization from occurring

 


            	Distort the shape of your uterus, making implantation impossible or difficult


          


          In addition, because the high levels of estrogen associated with pregnancy can make even the tiniest fibroid seedlings grow extremely large, if you do conceive when these tumors are present, studies indicate you may be at a somewhat higher risk for premature labor or miscarriage.


          

            How You Can Protect Your Fertility

          


          


          The best way to protect your fertility from fibroid tumors is early diagnosis and treatment—if possible, long before you plan to conceive. I have found that one of the simplest ways to do just that is via medications that decrease estrogen levels. By creating a kind of temporary menopause, they encourage tumors to shrink and disintegrate, much the way they often do when you undergo menopause naturally.


          Drugs in this category include danazol (Danocrine), leuprolide acetate (the same medicines used to treat endometriosis), and a promising new treatment called LHRH. This is a synthetic version of several natural hormones that suppress estrogen levels by decreasing the activity of the pituitary gland.


          For most of my patients these drugs have posed no significant side effects or problems. However, in a few women, I have observed certain menopauselike symptoms, such as hot flashes and a dry vagina, as well as temporary infertility. In addition, in some patients, fibroids resume growing as soon as the drugs are withdrawn. You should also be aware that danazol can increase cholesterol levels. Therefore, I believe it should not be used for more than six consecutive months, and blood tests for liver function and cholesterol should be checked every four to six weeks during the time it is used.


          

            

              

                

                  Can Fibroids Disappear on Their Own?

                

              


              Sometimes—most often as a result of spontaneous changes in biochemistry. For this reason I sometimes prefer a wait-and-see attitude, so long as the fibroids are not interfering with conception. If your doctor offers you this alternative, be certain

 not to use birth control pills during this time. The estrogen they contain can spark the growth of your tumors or at least discourage their disintegration.


            


          


          

            Myomectomy:The Fibroid Surgery That Preserves Fertility

          


          


          If, in fact, you do not respond well to medication, or if your fibroid tumors are so large that drugs are not an option, there is a form of fertility-sparing surgery that can help. The operation is called a myomectomy. It works to remove only the tumors, leaving the rest of your reproductive organs intact.


          When performed by an experienced and skillful surgeon, this operation is relatively simple. Unfortunately, many gynecologists claim to have this expertise, when in fact they do not, and the consequences can affect your fertility.


          Therefore, I advise you to not only get several opinions before deciding whether this operation is for you, but also speak to other women who have had this surgery and find out their doctors’ success rate, particularly in terms of fertility.


          If you do decide to proceed with this surgery, there are two ways in which a myomectomy can be performed. Depending on the size of your fibroid tumors and where they are located, your doctor can choose from the following operations:


          Hysteroscopic myomectomy: In this procedure your tumors are removed via the diagnostic procedure called hysteroscopy Here, a periscopelike device is inserted through your vagina and cervix, allowing your doctor to visualize your uterine cavity. Once the exact location of the fibroids is noted, surgical instruments are inserted through the vagina, and the tumors are removed. No major incision is necessary. This procedure works best on submucus tumors, which are located inside the uterine cavity and are the most likely to interfere with your fertility.


          


          Laparotomy myomectomy: This more traditional form of fibroid removal uses a small but significant abdominal incision, through which your tumors will be removed. It is used primarily to excise a subserosal fibroid (on the outside of the uterus) or an intramural fibroid

 (located in the uterine wall). Since it is impossible to reach these growths either through the vagina or via laparoscopy, traditional open incision surgery becomes necessary. Your doctor, however, must take steps to ensure that your uterus is properly reconstructed (thus enabling you to carry a child), that your ovaries and tubes are in good condition, and that you are given special medications to prevent the formation of adhesions. You can read more about myomectomies in Chapter 17.


          


          

            The New Fibroid Therapies: A Gentle Warning

          


          


          Some of the very newest approaches to fibroid removal rely on a process called “embolization.” Here, medications are infused into the blood vessels that feed the tumor. This helps to form tiny clots or “embolisms” that in turn choke off the tumor’s nutrient supply. Without nourishment, the tumor eventually dies and disintegrates.


          Although results are promising thus far, there are no long-term studies, particularly in regard to effects on future fertility. This is especially important since the procedure appears to cause a high rate of scar tissue formation, which can adversely affect your ability to conceive. If you are interested in getting pregnant in the future, it’s probably a good idea to stick to more traditional forms of fibroid removal until further research verifies that these newer techniques will not interfere with conception.


          

            Fight a Hysterectomy

          


          


          If, at any time, your doctor suggests a hysterectomy for fibroids, I urge you to resist. This procedure will completely destroy your fertility, and every day evidence continues to mount that a hysterectomy for fibroid tumors is unnecessary for the majority of women in their reproductive years.


          

            

              

                

                  The Fake Fibroid—What You Should Know

                

              


              Occasionally your sonogram or even your gyn exam may reveal a uterine growth your doctor believes is a fibroid tumor, when in fact it is not. Often it is a uterine or endometrial polyp, a growth that develops when a piece of the lining bulges away and begins to thicken. Normally benign, polyps can interfere with your fertility by disrupting your uterine lining and making implantation difficult. For this reason they should be removed before conception. The quickest and easiest way is via a D&C surgery.


              Could you have a polyp and not know it? Definitely, since they often do not cause any symptoms. In some women, however, there are a few telltale signs, most notably abnormal vaginal bleeding or staining between periods, and particularly after intercourse. If your polyp becomes infected you may also experience a foul-smelling vaginal discharge.


              If your doctor detects any uterine growths, ask about a saline sonogram, a new twist on the traditional ultrasound scan. (You’ll learn more about how it’s performed in Part Three of this book.) This test can be a big help in accessing the uterine lining and determining the exact nature of any growths or tumors seen on a normal sonogram or felt during an internal exam.


            


          


        


        

          

              Threat 4: Ovarian Cysts and PCOD

          


          If you have ever felt a sharp, nagging pain near your ovary, especially during ovulation or right before your period, you may already have experienced an ovarian cyst. While for most women these harmless growths come and go, with only temporary restriction of egg production or release, for others the condition can be more serious and present a more severe threat to fertility.


          Different from a tumor in both structure and content, a cyst is a soft, fluid-filled sac that can appear in two different forms:


          

            	
Functional cysts, which are most often benign and may disappear on their own

 


            	
Adenomas cysts, which are solid, long-lasting, potentially cancerous growths that almost always have to be removed

 


          


          Because at the onset it can be hard to distinguish between functional and adenomas, no ovarian growth should be ignored. If I discover that a patient has an ovarian cyst, I make certain to examine her again after her next menstrual cycle—and possibly again the following month—to ensure that the growth is indeed disintegrating. In order to make an accurate diagnosis, sometimes a pelvic sonogram is also used, as well as a magnetic resonance image (MRI) scanner or a computerized topography (CT) scan. For a final diagnosis, a laparoscopy is often indicated. (These methods are explained later in the book.)


          


          

            How Cysts Affect Your Fertility

          


          


          Regardless of the type of cyst, your fertility can be affected in a number of ways:


          

            	If your ovary is covered by the cyst and unable to function, eggs can fail to develop. Ovulation timing and function is also disrupted and uterine preparation can be halted.

 


            	If your cyst grows large enough, it can block your egg from leaving your ovary. This stops ovulation completely, and conception becomes impossible.

 


            	If it turns out that your cysts are malignant (contain cancer cells), removal of part or all of your ovary may be indicated. Although you can conceive with as little as one-quarter of one ovary, whenever a reproductive organ is removed, your fertility is compromised.

 


          


          

            

              

                [image: image]

               

                


                

                  Ovarian Cysts

                

              


              In most women, a single cyst may form inside an ovary during any given month. It usually results when an egg fails to ovulate

 (leave its shell) and instead remains inside the ovary, where it fills with fluid and becomes a cyst. Sometimes the cyst can rupture on its own, usually within one or two cycles. Sometimes, however, it must be treated medically, either by draining the fluid and allowing the cyst to collapse or by surgically removing it. In a condition called PCOD—poly cystic ovarian disease—ovulation is rare or never occurs. As a result, each egg gets trapped inside the ovary, causing multiple cysts, forming the classic “chain of pearls,” a series of white cysts that can be seen on the surface of the entire ovary.


            


          


          

            

              

                

                  Ovarian Cysts: The Symptoms

                

              


              How do you know you have an ovarian cyst and not just a stomach flu? Look for these symptoms to recur each month, in a cycle that worsens when you ovulate, and right before your menstrual bleeding begins: pain localized on one side of your abdomen, pain during ovulation, menstrual irregularities, PMS, fever during ovulation or just before menstruation. Unfortunately, however, sometimes there are no symptoms.


            


          


          

            Protecting Your Fertility: Early Treatment

          


          


          To help promote the demise of cysts, I have sometimes prescribed birth control pills with a steady hormone level. Unlike the triphasic pills, which supply varying levels of hormones throughout the month and have been linked to the formation of ovarian cysts, pills that provide a constant level of hormones can encourage disintegration. When I come across a patient who, for one reason or another, does not respond to birth control pills, or when other health factors preclude their use, the drug danazol (Danocrine) has been successfully substituted.


          If a cyst fails to disappear after two or three months, however, and especially if it does not respond to treatment, it may be one of three other types of solid ovarian growths, all with potentially serious fertility and health-related consequences:


          

            	
Serous cystadenoma: These are also known as the 50-50 cyst because they are malignant about 50 percent of the time and because they occur in both ovaries 50 percent of the time. They range from small to large and can cause various levels of discomfort.

 


            	
Mucinous cystadenoma: Filled with a thick fluid, these growths account for 10 to 15 percent of all malignant cysts. They are usually found on only one ovary, can grow very rapidly, and often become extremely large rather quickly. This can cause acute pain and discomfort.

 


            	
Dermoid cysts: Representing about 10 to 20 percent of all potentially malignant cysts, they themselves are cancerous only about 1 percent of the time. They are unique in structure in that they contain a variety of the elements of human physiology, including teeth, hair, skin, and human cells. A woman is most likely to get this type of cyst in her twenties. If they rupture, the highly toxic fluid can poison the entire system, indicating emergency treatment.

 


          


          

            Treatment Options

          


          


          If a cyst turns out to be one of the above three but is not malignant, the cyst alone—and not your ovary—may be removed. This can often be accomplished via a laparoscopic procedure or by a slightly more complex operation called an ovarian cystectomy, which removes the cyst without removing the ovary.


          Another alternative is to drain the cyst by means of a needle inserted through the vagina and into the growth. Once the fluid has been removed, the cyst collapses and fertility can be restored.


          To help rule out the possibility that your ovarian cyst is malignant, a blood test called a CA 125 can help. When used in conjunction with the pelvic sonogram, the CA 125 can rule out almost completely the possibility of malignancy. If it turns out your cyst is malignant (and I stress already malignant and not just impending), then and only then is organ removal necessary.


          

            

              

                

                  Just Say No!

                

              


              At no time should you consent to a hysterectomy for a nonmalignant ovarian cyst. Some surgeons may try to frighten you into this operation, claiming that it is a preventative measure against ovarian cancer later in life. Always get a second and if necessary a third opinion.


              The actual incidence of ovarian cancer among women in their forties and fifties is only between 1 and 2 percent. Even in the case of exceptionally large cysts, in most cases, your ovaries can safely remain inside your body.


            


          


          

            

              Poly Cystic Ovarian Disease and Infertility

            

          


          


          In addition to cysts, there is another type of ovarian condition that can seriously influence your reproductive health. The problem is called poly cystic ovarian disease (PCOD), or Stein-Leventhal syndrome, named after the two men who pioneered its research.


          


          

            HOW PCOD DEVELOPS

          


          


          In most women, PCOD begins between puberty and age twenty. The onset is often marked by highly irregular cycles, which continue for many years. In extreme cases, there is no menstruation at all.


          First identified in the 1930s, PCOD is now considered the most common endocrine disorder among women, and a leading cause of infertility in women under age forty. Today, more than 6 percent of all women of childbearing age suffer with PCOD, accounting for some 3 million cases of infertility.


          The problem itself is the result of a snafu in body chemistry, one wherein the ovaries, which normally produce tiny amounts of the male hormone testosterone, suddenly begin producing an abnormally large amount. In addition, the body also produces excess amounts of LH (luteinizing hormone) and together these two malfunctions disrupt the menstrual cycle. Although there are many theories as to why these problems occur in the first place, the most recent suggests the trouble may lie in the body’s inability to properly use insulin, a hormone which, in addition to controlling blood sugar, also affects ovarian function—in this instance acting to suppress normal activity.


          When the ovary can’t function as it should, the developing follicles normally ovulated each month remain continually trapped inside. At some point, so many follicles collect in the ovary that cysts begin to form—often referred to as the characteristic “string of pearls” because of their white, round appearance.


          Eventually, a hard shell also forms around the outside of the ovary, which further reduces any chance for ovulation to occur.


          In addition to causing infertility, PCOD can also increase a woman’s risk of uterine cancer. How? In all women, fat cells convert testosterone into estrogen (see Chapter 9). Since it is estrogen which stimulates the uterine lining to grow thick, the more estrogen a woman has, the thicker her lining will be.


          Under normal circumstances, this presents no problem, particularly since that lining is shed each month in the form of menstrual blood.


          In women with PCOD, however, not only is there more testosterone available for conversion, leading to higher-than-normal levels of estrogen and a thicker-than-normal uterine lining, but without a monthly ovulation and menstruation to help that lining shed, cells continue to build, month after month. Eventually, this results in a medical condition known as uterine hyperplasia, or cell overgrowth, which is a common precursor to uterine cancer.


          Interestingly, some new research has shown that PCOD may, in fact, have a genetic component. In studies published in the British medical journal Lancet in 1997, researchers reported that PCOD occurred more frequently when both the baby and her mother were overweight at birth. Additional research showed that the incidence also increased when mothers were at normal weight but had a higher concentration of the hormone LH and a long gestation period of forty weeks or more.


          

            

              

                

                  PCOD: The Symptoms

                

              


              

                	Menstrual irregularities


                	Excess body hair


                	Obesity, particularly in the trunk


                	Inability to conceive


              


              In addition, blood tests to verify PCOD will reflect the following:


              

                	Elevated prolactin


                	Estrogen levels that remain steady throughout a cycle


                	Elevated DHEA


                	Elevated testosterone


                	Abnormal ratio of LH to FSH


              


            


          


          

            PCOD: TREATMENT AND YOUR FERTILITY

          


          


          Traditionally, the treatment of choice for PCOD has been either surgery to reduce the size of the ovary and remove the cysts or drugs that disrupt the production of sex hormones. Medications were used to lower the level of male hormone, for example, and often birth control pills were prescribed to regulate the menstrual cycle. Women who wanted to get pregnant were sometimes treated with fertility medications, such as Clomid (see Chapter 17), and laparoscopic surgery, sometimes followed by an IVF procedure. In extreme cases of PCOD, virtually nothing could be done to increase pregnancy odds, and in those women who did conceive, the rate of miscarriage was disproportionately high.


          Now, however, the focus of treatment has changed. According to such experts as Dr. Michelle Warren, medical director of the Columbia Presbyterian Center for Menopause, Hormonal Disorders and Women’s Health in New York City, natural conception is not only possible for women with PCOD, but the success rate is quite impressive.


          The treatment that’s making the difference, says Dr. Warren, is drugs designed to help the body better utilize insulin. With less insulin available to stimulate ovarian production of testosterone, the ovaries function more normally, and eventually, ovulation kicks in.


          Currently the treatment of choice for PCOD is the medication Metformin—the same drug often used by diabetes patients to help control insulin levels. However, most recently, a nutritional factor known as D-chiro-inositol has made big headlines for PCOD patients.


          Specifically, in a recent study conducted at Johns Hopkins University, forty-four women diagnosed with PCOD received twelve hundred milligrams of D-chiro-inositol daily for six to eight weeks. The result: 86 percent ovulated, compared to 27 percent who were given a placebo. The women taking the nutritional supplement also showed a decrease in insulin and testosterone levels.


          Perhaps most important, the new drug appears to not have any side effects. This medication is expected to be on the market in the not-too-distant future, so check with your local pharmacy as to the availability.


          According to Dr. Warren, it is not surprising that D-chiro-inositol would have such positive results. The reason? This same nutrient is found in most fresh fruits and vegetables, which, says Warren, are the foods she has personally found to hold the most benefits for women with PCOD. I also believe this to be true, since many PCOD patients I have treated were able to get pregnant after I placed them on a diet that was high in these same fresh foods and when they increased their vitamin supplement intake, particularly of the B vitamins.


          


          

            DIAGNOSING PCOD—AND PROTECTING YOUR FERTILITY

          


          


          The sooner your PCOD is diagnosed, and you receive treatment, the less likely you are to suffer any permanent fertility-related consequences. This, however, may be easier said than done, particularly since a diagnosis of PCOD can be easily overlooked, even by fertility experts. One reason is that the symptoms can be so vast, and there are a variety of conditions and problems that also affect ovulation.


          And because there is no single test that points to PCOD, your doctor may not initially make the correct diagnosis.


          If, however, you suspect this may be your problem, I urge you to speak to your doctor right away and discuss these possible diagnostic tests:


          

            	An ultrasound of your ovaries, to assess their size and the presence of cysts (which, incidentally, don’t always occur on every woman with PCOD)

 


            	A laparoscopy to view and, if necessary, biopsy the ovaries


            	Blood tests to check for elevations of androgens (male hormones)


            	Blood tests for high levels of LH (luteinizing hormone) or an elevation in the ratio of LH to FSH (follicle-stimulating hormone)


            	Monitoring ovarian response to a stimulating drug such as Lupron, or the suppressive reaction of a drug like dexamethasone


          


          Your doctor should also seek to rule out other causes of ovulation problems, such as Cushing’s syndrome (affecting the adrenal glands), or other disorders of the adrenal or pituitary glands.


          If you currently suffer from PCOD and are trying to get pregnant, your doctor may suggest IVF (in vitro fertilization) as your only alternative. While for some women this is a necessary procedure, studies show that for some, once insulin levels are controlled, stimulation with egg-enhancing fertility drugs (such as Clomid—see

 Chapter 18) is all that’s necessary to bring about a natural conception. According to Dr. Warren, controlling insulin with the new medications and using a regimen of fertility drugs for at least one cycle gives women with PCOD a very good chance of conceiving naturally and giving birth to a healthy baby.


          My precaution, however, is to make certain that you also control your weight before conceiving, and that your blood sugar is under good control as well. Women who develop diabetes during pregnancy can suffer some serious consequences, as can their baby, so certainly, any steps you can take beforehand to minimize these risks can be very helpful.


        


        

          

              Threat 5: PMS

          


          If you are like most of my patients, at some point in your life you have probably experienced PMS—premenstrual syndrome. Usually arriving about ten days before the onset of each monthly cycle, this hormone-driven condition can result in a variety of unpleasant symptoms, including bloating, anxiety, depression, achy joints, headaches, dizziness, hunger, and food cravings. The most “famous” PMS symptom is a personality change that can turn an otherwise sweet-tempered woman into one who is disagreeable, argumentative, and even downright nasty, for ten days or more out of every month. The most troubling symptom of all is a feeling that your body and your mind are out of your control.


          


          

            What Causes PMS?

          


          


          The culprit behind nearly all PMS symptoms is a hormone imbalance, usually involving the ratio of progesterone to estrogen. While you might have the proper amount of each hormone, levels do fluctuate throughout each monthly cycle. If, for whatever reason, they do not rise and fall with the proper timing, the ratio of one hormone to another is disrupted. When this occurs, a variety of brain chemicals are also out of sync, resulting in any number of PMS symptoms.


          


          

            How PMS Affects Fertility

          


          


          Fortunately, for most women, PMS is a passing phase. Although strongest from age twenty to age thirty, symptoms usually abate in the later stage of your reproductive years.


          For some women, however, not only do PMS symptoms continue, but more important, the underlying hormone imbalance continues as well. And this is where some serious fertility-related consequences can occur.


          More specifically, in order for you to become pregnant, you must ovulate an egg, a process that requires precise coordination of the very same hormones involved in PMS—estrogen and progesterone. When your monthly hormone timing is out of sync, a variety of egg-related functions can also suffer, from growth and maturation to ovulation. Even the preparation of the pregnancy lining inside your uterus can be disrupted.


          When PMS goes untreated for a significant amount of time the resulting hormone imbalances can snowball, taking you from mild fertility problems to full-fledged infertility.


          


          

            Protecting Your Reproductive Health: What You Can Do

          


          


          The important news here is that even if you do suffer from extreme PMS, treatment is readily available. In fact, if the hormone imbalance of PMS is behind your inability to conceive, you have one of the easiest fertility problems of all to fix. Later in this book you’ll read about the fertility drugs that can help.


          More important, however, you may be able to avoid fertility treatment altogether by simply getting your PMS symptoms under control before attempting conception.


          Among the easiest ways to do just that is with diet, vitamins, and minerals. Specifically, research shows the B vitamin family, particularly B6, can be extremely helpful in rebalancing fertility hormones. I normally recommend that my patients with PMS take between two hundred and five hundred milligrams of B6 daily, for a minimum of six weeks before conception. Because it’s also important that all your B vitamin requirements are met, you should take the extra B6 in conjunction with a high-potency B-Complex supplement.


          In addition, I have found that the minerals calcium and magnesium can have a calming effect on flaring hormones, helping to alleviate some symptoms of anxiety and depression and helping you to sleep better as well. Indeed, getting adequate rest may have beneficial effects on hormone balance as well as on your fertility


          


          

            What to Eat if You Have PMS

          


          


          In terms of diet, I suggest that you divide your menu into six small meals daily Eating more frequently will help prevent a drop in blood sugar that can exacerbate PMS symptoms. Foods should be low in fat and sodium and high in protein, such as chicken, fish, turkey, and some cheeses. You may also benefit from increasing your intake of complex carbohydrates, such as whole grain breads and crackers, and cereals such as oatmeal and bran flakes, as well as fruits and vegetables.


          Some of my patients have also found relief by increasing their intake of garlic, onions, and beans, all of which are rich in amino acids linked to hormonal activity.


          At the same time, you should decrease your intake of high-fat foods, milk and most dairy products, and limit your intake of foods made of white flour, particularly cakes and cookies. You may also want to limit consumption of caffeine-rich foods and beverages, particularly if your PMS symptoms include breast pain and tenderness.


          


          

            What Your Doctor Can Do to Help

          


          


          While I always advocate natural treatments as a first line of defense, I also realize that for some women, additional help is necessary in the form of medication. Among the most helpful is progesterone therapy.


          

            

              

                

                  The Herbs That Can Help

                

              


              In addition to vitamins and minerals, I have long been a proponent of natural herbal remedies, particularly for the treatment of hormone-related problems such as PMS. In many instances I have personally seen a number of herbal preparations play an important role in orchestrating a major change in hormone balance, and in that way, encouraging fertility.


              If you find that PMS symptoms recur on a regular basis, you may want to try the following herbs, taken in either tea or supplement form:


              

                	Ginseng


                	Evening oil of primrose


                	Dong Quai


                	Black currant seed oil


              


              To help reduce bloating and water retention try brewing a tea made from a combination of dandelion, nettle, and chickweed leaves.


              In addition, many studies show that one of the most helpful herbs for women with PMS is Vitex. You’ll find more information about how it works, and how it can help increase your fertility, in Chapter 12.


            


          


          Available as a gel, vaginal suppository, or tablet, progesterone supplements are useful during the second half of your menstrual cycle, a time when your natural progesterone levels should be climbing. By supplementing your body with this hormone (you can read more about your progesterone treatment options in Chapter 15), you can not only help relieve your PMS symptoms, but also help restore the important balance between estrogen and progesterone necessary for peak fertility. I have found that in many instances a patient will need progesterone therapy only for two or three cycles before her body takes over and begins working in perfect order on its own. In any event, the sooner you correct a hormone imbalance, the less likely it is to snowball out of control.


          Your doctor may also prescribe birth control pills as a way of controlling PMS symptoms. They work by shutting down your normal production of hormones, allowing only the measured amount found in the pill to circulate through your system. While this can help mediate some PMS symptoms, I do not recommend this if you plan to get pregnant in the near future. For obvious reasons, the pill will prevent conception. But more important, very often when a woman stops birth control pills, her hormones go into a tailspin that can adversely affect fertility. Pregnancy can be difficult, even in women with no fertility problems, after stopping birth control pills. As such, you should only consider this option for controlling PMS if you do not plan to get pregnant for at least a year or more.


          


          

            Reduce Your Stress—Revive Your Fertility

          


          


          Finally, you should be aware that stress can play a major role in disrupting hormonal activity and can, in some women, bring on a whopping case of PMS. In fact, I can recall a number of my patients who, after undergoing personal life stresses, such as a divorce, job change, or even a change of address, began to experience severe menstrual-related problems, particularly PMS. If you are actively trying to get pregnant—and it’s just not happening as quickly as you would like—the associated stress can and will affect you, sometimes turning a mild hormone imbalance into a raging case of PMS. In a round-robin effect, the PMS leads to more stress, which in turn causes more PMS, and so on down the line. Before you know it, biochemical infertility can result.


          The good news: By making a conscious effort to reduce whatever stresses in your life you can control, and by making time for regular relaxation for at least fifteen minutes every day, you can keep your PMS and its resulting hormone imbalance from spinning out of control and taking your fertility with it.


        


        

          

              Threat 6:Abortions

          


          While no surgical procedure is totally without risk, most medical experts agree that when performed properly, in a sterile, clinical environment, by a skilled physician, an abortion is safe and poses little threat to the future of your reproductive health. However, all too often, abortions are not performed correctly, causing three main fertility-related consequences to occur:


          

            	A damaged cervix


            	A torn uterus


            	A perforated bowel


          


          In all cases, instruments involved in removing the fetus can tear open these areas, causing hemorrhaging and making future pregnancies difficult or impossible. In addition, occasionally an abscess can form inside your abdomen as a result of the abortion. If left untreated, this can lead to PID. Also, if there are bacteria or viruses present in your vagina before the abortion, the procedure can exacerbate their travel to other parts of your reproductive system, also resulting in PID.


          


          

            The More Abortions, the Greater the Risk

          


          


          When they are performed correctly, it is unlikely that one or even two abortions will have negative effects on your ability to conceive in the future. However, if performed repeatedly, especially at close intervals (when used as a method of birth control, for example), the operation itself can cause a number of serious problems, some of which will place your fertility in grave danger. These include:


          


          Incompetent cervix: This occurs when, as the result of too many abortions, your cervix becomes too weak to sustain a normal pregnancy. This can place you at higher risk for miscarriage or premature labor.


          


          Stenotic uterus: Because scar tissue can form after every abortion, too many operations, especially when performed at close intervals, cause potentially dangerous adhesions to develop. When they do, your uterus can become stenotic, or “too tight” to function. Eventually it can seal shut, and pregnancy becomes impossible.


          


          Damaged uterine lining: Because an abortion involves scraping the tender uterine lining in which your fertilized egg is implanted, when the procedure is performed too often, that lining can become too thin and too weak to sustain a future embryo or nourish its growth. If you do conceive, miscarriage, birth defects, or premature labor can result.


          


          

            Abortion and Fertility Protection: What You Can Do

          


          


          Although the majority of abortions performed today are safe, in the event that you find it necessary to have this procedure, there are some precautions you can take to ensure an extra measure of fertility protection:


          


          Refrain from sexual intercourse for at least four to six weeks following your abortion. Penetration that takes place too soon increases your risk of structural damage and infection.


          


          Remain on the lookout for signs of infection following your abortion—severe pelvic pain, prolonged abdominal cramping, fever, or hemorrhaging. Although you can expect some bleeding for two to four weeks, it should amount to no more than a light menstrual flow.


          


          Receive comprehensive follow-up care. This should include administration of antibiotics for five to seven days following the abortion to help decrease the potential for infection.


          


          Be tested for sexually transmitted diseases before your abortion and take prescribed antibiotics for seven to ten days if there is any chance you are harboring an infection.


          


          

            Did a Past Abortion Harm Your Fertility? How to Tell

          


          


          In the unfortunate event that complications do arise, they normally do so soon (hours or days) after your abortion, when immediate treatment can usually prevent any fertility damage. That means if you suffered no postoperative problems or symptoms of infection, such as heavy bleeding or excessive pain, following your last abortion, chances are your fertility was not compromised.


          If, however, problems such as a torn uterus or a perforated bowel occurred, it may be wise to review your reproductive options with a fertility specialist, especially if your abortion was recent. This can help minimize damage to your reproductive organs and increase your chances for a healthy conception in the future.


        


        

          

              Threat 7: Ectopic Pregnancy

          


          In an ectopic pregnancy, some biological malfunction keeps your fertilized egg from reaching your uterus. Instead, it implants itself somewhere else in your body, such as in your abdomen, on your ovary, or, most commonly, in your fallopian tube, and starts to grow. When this occurs, your conception cannot survive.


          In the past it was believed only one out of every two hundred pregnancies was ectopic. The American College of Obstetrics and Gynecology now suggests that the ratio is one out of every one hundred—possibly due to the concurrent rise in PID, the leading cause of ectopic pregnancy. When not treated promptly, complications stemming from ectopic pregnancy are currently the leading cause of maternal death.


          


          

            How Ectopic Pregnancies Harm Your Fertility

          


          


          Because most ectopic pregnancies take root in your fallopian tubes, the space in which your fetus can grow is severely limited. Not realizing it is in the incorrect location, your embryo begins to develop normally, expanding at a fairly rapid rate.


          Once it starts growing, however, it isn’t long before that embryo is straining against the sides of the tube. If this condition is left untreated, that tube can rupture, sometimes causing a fatal hemorrhage. In most instances, however, it is more likely to cause severe damage to the tube itself, which ultimately reduces your ability to conceive naturally in the future.


          Although you can still get pregnant with your remaining healthy tube, ectopic pregnancies are likely to recur, so it’s highly possible that both tubes can be destroyed within a relatively short period of time.


          

            

              

                

                  Are You at Risk?

                

              


              Unfortunately, ectopic pregnancy can affect any woman who conceives. However, there are some factors that can place you at a higher-than-average risk:


              

                	A history of PID


                	IUD use (which leads to PID)


                	Previous ectopic pregnancy


                	Endometriosis


                	Tubal sterilization


                	Pregnancy over age thirty-five


                	Two or more abortions


                	Heavy smoking


                	Progesterone only (minipill)


                	Your mother took diethylstilbestrol (DES)


              


            


          


          

            The Symptoms

          


          


          One of the most devastating aspects of ectopic pregnancy is that, in the beginning, your conception appears to be normal. A pregnancy blood test will read positive, with no qualifying factors. Because, from a fertilization standpoint, your conception was successful, you will feel pregnant and have all the physical symptoms. However, an ectopic pregnancy is not normal, so as your baby begins to grow, these distinct signs will appear:


          

            	Abdominal tenderness


            	Lower abdominal pain on both sides or on the side opposite your egg’s site of implantation


            	Pain in your shoulder (caused by bleeding into your abdomen)


            	Dizziness


            	Fainting


            	Urge to defecate


          


          If your abdominal pain becomes severe or if you experience sudden and overwhelming cramping, seek emergency medical treatment immediately. These may be signs that your tube is starting to rupture.


          


          

            Protecting Your Fertility: What You Can Do

          


          


          There is no way to stop an ectopic pregnancy, but if you are at high risk for this problem, a hysterosalpingogram (an X-ray of your fallopian tube, which you will read about later in this book) can help show whether there is a blockage capable of stopping egg transport. If a blockage is discovered, a laparoscopy or other surgical procedure can be performed to help clear your tubes before you conceive again. This can substantially reduce your risk of another ectopic pregnancy and thereby increase your fertility.


          


          

            Early Diagnosis: Another Way to Protect Your Fertility

          


          Even if you are not considered high risk for ectopic pregnancy, there is no way to guarantee it will not occur. Conversely, if you are at high risk, your pregnancy could still be normal and healthy For this reason I strongly advise every woman to have an early sonogram, which can help rule out an ectopic pregnancy. Although your doctor will rarely be able to see your baby at a very early stage, what he or she can detect is whether your pregnancy sac is inside your uterus. If it is not, and all other tests indicate a pregnancy has occurred, then there is a strong likelihood that it is in the tube. The earlier this problem is diagnosed, the better your chance of avoiding a potentially fatal tubal rupture.


          In addition, the development of the ultrasensitive human chorionic gonadotropin (hCG) pregnancy blood test has also proven to be a major advancement in early diagnosis of ectopic pregnancy. Whereas it once was necessary that a pregnancy be in its eighth to tenth week for a diagnosis to be made, now, combining the results of the HCG tests and an ultrasound, correct diagnosis can sometimes be made just four to six weeks after conception. And this could very well save your fertility, or maybe even your life.


          

            If an Ectopoic Pregnancy Is Diagnosed

          


          


          Should your doctor suspect an ectopic pregnancy, the fetus must be surgically removed.


          If an unruptured tubal pregnancy is diagnosed, the most common treatment is a salpingostomy (performed during a laparoscopy or laparotomy). Here, an incision is made into the wall of the fallopian tube directly over the site of the pregnancy, and the conceptus is removed. This will likely save your fallopian tube.


          To help safeguard against infections that can cause PlD, as well as additional ectopic pregnancies, your doctor should prescribe an antibiotic as soon as your problem is diagnosed, and add one hundred to two hundred milliliters (ml) of dextran 70 (brand name Hyskon) to your peritoneal cavity (the area surrounding your fallopian tube) as soon as the surgery is completed. If your blood type is Rh negative, you should receive a Rhogam injection immediately after the procedure (see Chapter 8).


        


        

          

              A Final Thought About Your Fertility

          


          Although anything that has the potential to harm your fertility is a threat that should be taken seriously, it’s also important to realize that in many instances fertility problems can be prevented or damage minimized by early treatment. Use the information in this chapter to learn more about your body and your fertility and to protect against complications. Use it, too, to help find a doctor who will be your partner and treat you with the respect and care you deserve.
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