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Foreword

For the first time in history, couples contemplating pregnancy have the option of pre-selecting, with virtually 100 percent certainty, the sex of a child resulting from a pregnancy they may be planning. For those who may be considering sex selection of any type, Robin Elise Weiss’s Guarantee the Sex of Your Baby offers an extremely well-researched, accurate, complete and long-overdue new guide to the complex modern science and techniques involved in modern-day sex selection. Having now provided sex selection services to more couples than any other program worldwide, our center was excited to hear about Robin’s new work and have found it to be the most valuable resource for couples who are beginning to learn about and participate in modern sex selection. As Robin details in the book, couples today may choose from a variety of sex selection options that ranges from the most modern preimplantation genetic diagnosis (PGD) treatments, offering 100 percent accuracy, to long-standing, widely practiced but totally ineffective methods that offer no more chance of obtaining a baby of a desired sex than nature’s own 50-50 (or even lower) odds. Guarantee the Sex of Your Baby offers an important overview of the history of the scientific advances that have occurred in sex selection. It aids those considering the process in becoming fully educated about what is in store for them. And this education is vitally important. It provides a safety net that will help couples ask the right questions and make the right decisions.

The book provides a level of accurate counseling and guidance that those of us performing these modern procedures wish all potential sex selection parents were able to take advantage of. Every week, our center sees dozens of patients who are chasing their dream of a baby of a desired sex and attempting to balance their families. I personally spend the initial part of a new-patient interview dispelling the myths that abound concerning achieving a desired sex. Most of these patients have spent days, and often months, researching available technologies. But the available information has been confusing and, in many instances, misleading and often wrong. Guarantee the Sex of Your Baby, with its easy-to-read, easy-to-understand format, will abate the state of overwhelmed confusion and encourage full understanding of what science can now offer.

I recall my initial contact with sex selection techniques as a resident in obstetrics and gynecology at Rush Medical College and Presbyterian-St. Luke’s Hospital in Chicago. I had been assisting a young woman and her husband through a lengthy labor and delivery. The husband was calling the babysitter at home every 30 minutes to check up on the couple’s other children. Relatively new to the field, I felt good assisting in the birth of a baby whose waiting family seemed to be a very loving and welcoming one. All went well, and a healthy baby boy was born. As I did rounds the next morning to check up on the mothers who had deliveries the night before, I was surprised to find this same young mother weeping quietly in her hospital bed. I asked what she was feeling and learned that the couple had three healthy children at home, all boys. My patient confided that she and her husband had bought the most popular book available allegedly explaining how to achieve a baby of a desired sex. They practiced the rigors and acrobatics of the “formula” religiously. She was certain that they  would deliver a baby girl whom they so longed for. I wondered why she was so surprised to see the baby boy. She had undergone ultrasound studies, one of them at a point in the pregnancy where the sex should have been obvious. I inquired about this. She told me that she had asked not to be told the sex with her ultrasound studies. She “wanted to feel what it was like to carry a girl...even if it turned out not to be true.” It was then that I decided to investigate the “miracle” book she had relied upon. Fresh out of medical school, and with science deeply engrained in my training, I was astonished at what I learned. The “method” my patient had relied upon and placed her faith in had not one shred of scientific credibility! As I delved further, I learned that I should not have been surprised. In those days, there was no method that offered any sort of scientifically credible alteration of the chances of achieving a desired sex. Despite this, millions of copies of various “method” books, instruction manuals, and formulas were being sold.

Now, years later, there has been a renaissance in the science of sex selection. One-hundred-percent success is readily achievable and we offer it on a daily basis. While sex selection has been legislated out of use in most of the world, the United States, in its rigorous defense of reproductive freedom and choice, continues to not abridge a couple’s right to make their own reproductive choices. Yet, in spite of the huge advances in sex selection success, I still remain frustrated by the number of patients who are quietly disappointed by the same outdated techniques I found years ago to be essentially worthless.

Whether you are content to elect one of the modern techniques, with success ranging from 70 to 80 percent, all the way up to the scientifically validated and proven PGD process at 100 percent, or prefer to rely on pure luck with a copy of one of the outdated method books, you could not make a better choice than reading Guarantee the Sex of Your Baby. It is destined to become the  new gold standard in sex selection education for those truly interested in finally balancing their families with the arrival of that elusive baby girl or boy.

 

 

Jeffrey Steinberg, M.D., FACOG  
Medical Director, The Gender Selection Program  
The Fertility Institutes; Los Angeles, Las Vegas, New York, Guadalajara






Introduction

“Girl or boy?” Whether you have just given birth to your first or fifth baby, that is the question everyone wants to hear you answer. If you’re having an ultrasound done, the first thing your friends and family ask is not “Is the baby healthy?” but rather, “Is it a boy or a girl?” Today’s society has become inordinately obsessed with the sex of the baby. Our desire to know even if the child is healthy is surpassed by this assignment of sex.

The preference to select the sex of your child predates the ability to accurately do so by a very long time. Since the beginning of time, men and women have done many things to influence the sex of their offspring. The desire is not new, nor is it likely to wane anytime in the foreseeable future. Although each generation has its own spin on sex selection, the generation of young parents having babies today will go down in history as the one for whom it became both a possibility and a reality for nearly all of them to accurately choose their babies’ sex.

There are new technologies that allow couples to choose with astonishing accuracy the baby of their dreams. For today we have the revolutionary ability to sort the male from the female sperm to increase the odds of having a baby of a desired particular sex. You can actually pick and choose a specific embryo based on a series of criteria, including the sex of the embryo and the health of that embryo. These amazing advances were only dreamed of in the not-so-distant past.

Yet this is a far cry from what some mockingly call “designer” babies. There is no choice of eye color, hair color, or hand preference.  You don’t simply fill out a form and swipe your credit card, then pick up your prewrapped “perfect” baby at the drive-through window on your way out. There’s much more to the process than that.

Some families choose their baby’s sex; having children of both sexes within the family is what is defined as family balancing. The practice may call for adding a girl to a long line of sons, or selecting to have one child of each sex. There are also those who may choose to add a certain sex to try to even the numbers—for example, if they already had at least one child of each sex, but ended up with more of one than the other. Families choosing sex selection for family balancing purposes make up the majority of those who are investigating sex selection.

For other families, there may be this deep desire for a certain-sex child so that it won’t be prone to a sex-linked genetic disorder that they’re aware of. Having one of these disorders, like Duchenne muscular dystrophy (DMD), Tay-Sachs disease, sickle cell disease, thalassemia, Huntington’s disease, or hemophilia, would mean that a child of a certain sex would suffer a lifelong course of medical treatments, pain, and maybe even premature death. When such parents are empowered to select the sex of their baby, they can prevent this pain and suffering in their offspring—a gift that most reasonable mothers and fathers would want to be able to bestow on a newborn.

These preferences have, of course, been debated for years as an ethical concern. The side speaking against sex selection thinks that nature has a plan. They believe that the sex of children is predetermined and that diversion from that predetermined path can seriously harm the balance of the earth and the cultures living on it.

On the other side of the argument are proponents of sex selection who say that by using the high-tech, effective methods of sex selection we as a society can reduce the numbers not only of  ill children who are destined to suffer a life of affliction, but also of unwanted children who may not have a pleasant life in foster families, or worse. Others on this side are quick to point out that sex selection can also reduce abortions for sex selection purposes, and even infanticide in areas where it’s still practiced.

The debate over sex selection, however, is not the subject of this book. The Resources section provides many references and websites where you can learn more on this topic; I encourage you to read these thoughtful documents from both sides of the issue so that you can make informed decisions about what would best meet your family’s needs.

Regardless of the reasons you might have for investigating sex selection, it remains a personal issue, no matter what justification you use for wanting to do it. The good news is that many opportunities are available these days for sex selection that are both safe and amazingly accurate. No longer are you required to take your best guess and throw caution to the winds while using anecdotal evidence, or perhaps odd or even unsafe methods, to try to have a baby of the sex that you desire.

One of the hottest issues within the sex selection realm is the arena of privacy. The doctors, lab directors, nurses, and others involved with the facilities that do sex selection are all quite used to the idea of maintaining your privacy and are entirely respectful of your desires and wishes. Both before and after birth, there’s no reason to let others know about the facts surrounding your baby’s conception, unless you and your spouse or partner choose to tell.

So while the desire to be able to choose the sex of your children is not original, the great news is that there is new technology available that can virtually assure you that you’ll have the baby of the sex you prefer. And this technology works, regardless of the reason behind the procedure being done.

This book is designed as a tool and resource guide to help you look at all your choices in sex selection. While it will include a discussion of most major methods of sex selection, its goal is to help you “get it right” nearly every time by using the best and latest methods of sex selection. By “best” I mean the ones that are the most accurate in providing you with that baby girl or boy of your dreams.

Robin Elise Weiss, BA, CLC, 
ICCE-CPE, CD(DONA), LCCE, FACCE






PART ONE

 The History of Sex Selection, Family Planning, and Reproduction
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A Brief History of Sex Selection

The yearning to influence the sex of a baby is an ancient one. The historical accounts of sex selection show examples that, in light of today’s science, seem barbaric and strange, yet were exactly what the doctor of the day ordered. As you read some of these examples, imagine asking your husband or wife to try some of these ancient sex selection rituals. Suddenly, merely asking for a semen sample seems quite polite and civil….

Some “physicians” or shamans or village elders in the distant past would recommend things for people to ingest in order to have a girl or a boy. These concoctions might be a mixture of nasty-tasting herbs or even a selection of not truly edible items, depending on the working theory of the prescriber.

For years, theories abounded on how to produce a baby boy that border on what, today, we would call ridiculous. How could bringing an ax to bed actually ensure that a male child would be conceived? I suppose that notion went along with the man wearing his boots to bed—a “manly” act produces manly issue.

In ancient China, it was believed that the mother was in control of the baby’s sex. In fact, the woman had so much control that she could supposedly change the sex of the baby she was carrying during pregnancy. She was purportedly able to do this, at will, up until the third month of her gestation.

Theories also surrounded the moon and the lunar calendar. The moon has often been thought of as a fertility symbol. In  ancient times, having sex during the full moon would help ensure that your baby would be a boy. Other theories held during the same era would say that this was wrong, that sex during a full moon would only produce a girl. If you wanted a baby boy, you needed to wait until the quarter moon.

Herein lies part of the problem with ancient sex selection methods and theories—they rarely worked as they were supposed to, meaning that sometimes you got “lucky” and sometimes you didn’t. When you didn’t get lucky, you still had a baby, even if it was of the “wrong” sex.

The contradictions abounded from method to method. Try it this way for a girl, one theory says, but then a parent would hear about another theory that says precisely the opposite. More often than not, of course, these methods were not based on scientific fact, nor did they reliably produce the results that were desired.

The truth is that even today, these methods and theories continue to be used, and they can actually do great mental and sometimes even physical harm. The harm comes when parents’ deep-seated desire or dream is shattered after failure of the “perfect” attempt at a low-tech sex selection method. Harm can also be caused by ingesting some of the supplements advised in folk methods, or by altering the natural flora of the vaginal tract with a variety of strange douching concoctions that are sometimes recommended. One mother recalls:“I read that I was supposed to douche with lime juice. Then I read about someone trying to figure out how to get the pulp out of the juice. That just can’t be healthy for my body.”





But physical harm in sex selection is nothing new. In ages past some subscribed to the theory that since a male had two testicles, the key to sex selection lay in that area. While not far from the truth of how the sex of a baby was determined, they missed the mark in their cures. Some ancient practitioners would actually  have men tie something tight around one testicle or the other, depending on which sex baby was desired. If you wanted a boy, you would tie up your left testicle, theoretically allowing only sperm from the right testicle to be ejaculated.

These ancient attempts were usually ridiculous and even potentially harmful to the participants. Worse than that, these ancient theories and practices often failed. When they failed the results were often even more disastrous, particularly for the baby in question, as it often meant infanticide.

Thankfully, today the killing of babies is not a common practice when a baby is born and is of the opposite sex than what parents had planned or hoped. And now technology is available that virtually guarantees parents the sex of the child for which they are planning and hoping. It is these new technologies that we will focus on in this book, but before you can understand where we are going with new technologies in sex selection, you need to know where we have been.




 The Politics of Sex Selection 

Boy or girl? What’s the big deal—all we really want is a baby, right? While most couples considering sex selection would dismiss the thought that having a healthy child is less important than having a child of a chosen sex, many parents still think that sex selection is a really big deal. It may be considered a taboo subject to even talk about.

When something becomes difficult to even discuss within a family, it can be challenging to sort out the potential conflicts and feelings surrounding the issue. Many families have multiple issues to deal with when it comes to the subject of sex selection as it applies to their families.

One of the more commonly discussed reasons for sex selection given is to avoid medical problems for the baby. These genetic  issues usually surround an X-linked disorder inherited by the baby. Yet by using today’s technology to select a specific sex, the disorder can be avoided nearly 100 percent of the time. We also have the technology to screen an embryo before it is even implanted in the uterus, not only against multiple genetic disorders but for the sole purpose of sex selection as well.

While selecting by sex is a highly emotional issue for most, there is a financial dimension to it as well, both before and after birth. The financial costs of raising a child with a severe disability are quite extensive. This strain on the family can cause many problems, including feelings of guilt should the parents not be able to afford the best care they would desire for their child. The emotional costs are too numerous to even comprehend, let alone describe here. As one mother considering sex selection for genetic reasons says:“I can’t even begin to calculate the financial drain on our family that having an ill child would be, nor can I fathom the emotional drain of choosing to have no children, or having a child with a debilitating and fatal illness.”





Even the most stringent critics of sex selection avow that the practice is acceptable for genetic reasons. The real surprise? Genetic issues make up only a reported 10 percent of all sex selection requests, according to some practitioners.

That leaves about 9 out of 10 sex selection cases that are done for other reasons. These other reasons vary, but generally can be grouped into a category called family balancing. Typically, we think of family balancing as meaning achieving a family with children who are all the same sex, whether several sons or several daughters. The real surprise is that there is no one typical profile of parents who select their next baby by sex alone.

While some families have many children all of one sex, others have only one child. In the end, the numbers of girls and boys will be nearly the same, even if there are large differences among specific  families—across the board, even if specific families have varied assortments of boys or girls. The parents with only one child may want merely two children and yet they desire to have the joy and pleasure, the experience, of raising both a son and a daughter. “They are buying an experience,” says one physician.

Women will tell you stories of their dreams, beginning when they were little girls fantasizing about their future children. These women wistfully talk about how they had such big plans. They speak of shopping trips with their daughters, wedding dances with sons; of painting rooms pink or blue, using names they have had chosen years earlier with their husbands, and of picking out clothes and other things for their dream babies.

The pain that these mothers feel when they fail to bear a child of the “right” sex is more than just emotional angst, as strong as that might be. The longing and desire that they hold in their hearts can translate into real physical pain. One mother even spoke about not having the daughter of her dreams in this way: “Where is she? Where is the daughter I always knew I’d have? I’ve put a lot of thought into this and if she’s not here, then she’s lost. Gone. It’s like a mental miscarriage, of sorts…something that I need to grieve.”





Lest you believe that sex selection is always the dream of the mother, listen to some of the fathers. One dad smiles as he recalls:“I was always friends with women growing up. I just knew I’d have daughters. I couldn’t wait to have that relationship. I’m thrilled to be the father of a baby boy, but it’s just plain weird to me. I’ve had a lot more learning to do to be the parent of a baby boy.”





And when those dreams look like they are slipping away from the expectant and hopeful parents, all because their children aren’t coming out as they had mentally planned, some decide to take fate into their own hands. The good news is that today, they are able to actually do something productive when it comes to sex selection. 




 Preference for a Specific Sex 

The thought that boys are more popular than girls is not necessarily false. We have all heard about the heirs “required” by monarchies over the centuries and right up till today. The truth is that in nature more baby boys are born than girls. In fact, about 1,050 baby boys are born as against every 1,000 baby girls.

Historians talk about the need for boys in certain communities or tribes. A boy was more useful and welcome in a group that depended for its survival on vigorous hunting or strenuous farming. A young man was felt to be strapping and strong, whereas a female was seen as more of a liability and less productive. Certainly this has been told to us often enough to believe it.

However, the days of boys being more popular than girls may be over. In a poll conducted on pregnancy.about.com, 91 percent of the more than 1,000 respondents said that if they had a sex preference at all, it was for a baby girl. Dr. Ronald Ericsson, a sex selection pioneer, hypothesizes:“Women are primarily the ones that decide whether or not to have another child. Those of age to reproduce have a much different opinion of themselves and their position in society than did their mothers and grandmothers. Therefore, they are motivated to have daughters, as they see a bright future for them.”





When asked about how long this current trend will last, the doctor offers this: “The era of wanting a first-born male is gone, not to return.” While only time will tell for certain, the desire of parents to have a baby girl remains extremely popular today. Will this swing the balance out of proportion, as it supposedly has in favor of males in other countries?






2

A Crash Course in Reproduction

Reproduction is a basic bodily function for most people. Unless couples are trying to get pregnant or are having fertility issues, getting pregnant is something the majority of families put little thought or effort into. They want a baby? They have a baby. Issues of substance that concern them may be of a genetic variety, such as the question of gene disorders, or issues of family balancing to even out the numbers of males and females in one family, or simply issues of preference for one sex over another.

Before you can go on to understand how sex selection works, you must first understand the basics of the human reproductive cycle. With a working knowledge of reproduction, you can positively influence your ability to get pregnant. You also need to understand the basics of the menstrual cycle, including what ovulation is and when it’s likely to occur. You will also want to know how the male contribution, sperm, to the pregnancy affects your chances of conception, as well as how the female contribution, an egg, does as well. This information will help you understand how each method of sex selection supposedly works—or doesn’t work, as in the case of many of the low-tech methods used to select for a specific sex.




 The Human Sperm 

Sperm is at the heart of sex selection. You may have heard of “girl sperm” and “boy sperm.” This is how the average person thinks of  the genetics behind the differences in sperm. Each sperm contains the genetic makeup, when combined with an egg, to become a boy or a girl. It’s the sperm that will decide which the fertilized egg will be, because of the sperm’s varying contribution.

Sperm is made in the testes of a man in a process known as spermatogenesis. Sperm are continuously produced from puberty until a man dies. Theoretically, every man can impregnate a fertile, egg-bearing woman from his puberty until he dies. Although it was once believed that there were no ramifications of aging on the sperm or reproductive health, today we know that aging in fact causes a decrease in a man’s fertility and poses increased risks of miscarriage, whatever the age of the woman.

The cycle to produce a mature sperm (spermatozoa) takes about three months. This means that having a drink today will affect your sperm quality and quantity for some 90 days. The same is true for medications and illness. This is why what a man does in the preconception period, and just before it, does affect how likely the woman is to conceive, based on the quality and quantity of his sperm.

The testes are located outside the man’s body, in the scrotum, the fleshy sack underneath the penis that cradles the testicles. The scrotum allows the testes to regulate the temperature of the sperm by raising and lowering themselves to keep them slightly below a normal body temperature. So when the testes are overheated, they’re lowered away from the man’s body. When they’re too cool, the testes are pulled closer for warmth. This keeps them at a constant, near-perfect temperature.

You may have heard that if a man wants to be fertile he should wear boxers. This is true, because tight underwear can keep the testes too close to the body and thus prevent the scrotum from being able to regulate their temperature. And this can decrease a man’s fertility.

Ejaculation is the process by which sperm, mixed with other fluids (known as semen), is released at orgasm through the opening at the end of the penis. Sperm that isn’t released through ejaculation is reabsorbed back into the body.

A sperm is divided into two parts: a head and a tail. The tail is what helps propel the sperm through the cervical secretions toward the egg in the race to conceive. The sperm contains precisely half the genetic makeup of a baby. The chromosomes are stored in the head of the sperm. It contains 22 chromosomes plus an X (girl) or Y (boy) chromosome. It is this X or Y chromosome that will determine the sex of the baby from the moment of conception.




 The Human Egg 

The human egg is absolutely necessary for human reproduction. Without the human egg, there can be no conception—and no human reproduction. The egg is required for conception, no matter how you get pregnant.

The egg, or ovum, is produced in a process called oogenesis in a woman’s ovary. A baby girl is born carrying all the eggs she will ever have in her life. Once a female reaches puberty, her eggs begin to mature through a hormonal process. As she begins to have menstrual cycles, typically about once each month, usually one egg is prepared to be released each cycle in a process called ovulation.

Each egg released from the ovary contains exactly half the chromosomes needed to create a baby, matched by the number of chromosomes contained in the sperm. The egg is only able to provide a new life with an X chromosome. The meaning of this is that the female alone cannot determine the sex of a child, since the eggs will only be X bearing. This certainly breaks the myth that women are in control of the sex of their baby! In ancient times, painful as it is to think about, women were put through torture  and sometimes murdered for failure to produce a male heir. Thankfully, this practice is also not a common one today.




 The Menstrual Cycle 

The process known as the menstrual cycle builds the lining of the uterus to accept a fertilized egg, produces hormones that allow the process of ovulation, and finally sheds the uterine lining if a pregnancy fails to occur. The menstrual cycle is often talked about as being a 28-day cycle. While this is certainly true for many women, it is by no means the cycle length for every woman.

The first day of the menstrual cycle is always calculated from the first day of bleeding, also known as a woman’s period. The number of days in a menstrual cycle can vary from woman to woman and cycle to cycle. The number of days in your cycle is a critical number to help maximize your chances of conception. It is even more vital to a family using sex selection, for no matter what technique they use, they must be able to pinpoint ovulation. In the high-tech method of sex selection, setting the time of ovulation is employed either to harvest eggs for later use or to do a timed medical procedure to help ensure that pregnancy occurs, with a baby of whichever sex you have chosen.

During the first half of your menstrual cycle, called the follicular phase, the levels of estrogen will increase. This helps build the uterine lining so that it can accept a fertilized egg for pregnancy. Simultaneously, a follicle is maturing with the ovum inside, as a result of the production of a hormone known as follicle-stimulating hormone (FSH). As your body has a surge in the luteinizing hormone (LH), known as the LH surge, the egg is released in ovulation.

The second half of your menstrual cycle, after ovulation, is known as the luteal phase. It’s called that because it begins with the formation of the corpus luteum, the spot where the egg broke free from the ovary, which will now produce progesterone to sustain  a hopeful pregnancy. In this phase the levels of progesterone rise, helping to prepare the uterus for pregnancy. Meanwhile, the egg is on its journey through your reproductive tract awaiting fertilization by sperm.

If the egg is not fertilized, no pregnancy has occurred. Then the progesterone and estrogen fall sharply. This causes your uterine lining to shed itself, restarting the menstrual cycle to day one.




Ovulation 

The process of ovulation is a primary part of the menstrual cycle. Ovulation is critical for conception to take place. Without an egg to fertilize, there can be no pregnancy—girl or boy. Therefore, if you are fertile, you must be ovulating. If you are not ovulating you will have a confounding fertility issue. Many of the high-tech methods of sex selection can help you overcome this fertility problem, as well as increase the likelihood that you will have a baby of the desired sex.

For most women, ovulation takes place during most menstrual cycles. If a woman isn’t ovulating, she’s said to have a fertility problem, namely an ovulation disorder. An often-quoted average is that ovulation takes place 14 days prior to the beginning of the  next menstrual cycle beginning.

Examples:
 25-day menstrual cycle—ovulation on day 11 
28-day menstrual cycle—ovulation on day 14 
31-day menstrual cycle—ovulation on day 17 
43-day menstrual cycle—ovulation on day 29



Yet these are only averages, used to show the range of “normal.” This range actually extends even beyond what is shown here. And because most methods of sex selection, both high- and low-tech, require that ovulation be pinpointed exactly (to the best of your ability), averages need to be avoided.

Occasionally, during ovulation more than one egg is released. This can mean that a woman will get pregnant with more than one baby, leading to fraternal or dizygotic twins, meaning that two separate eggs were fertilized.

Early division of the single egg-and-sperm union can also cause twins or other multiples. This results in identical or monozygotic twins. In general, the number of multiple births increases when parents use technology to get pregnant. This is true even after using simple, ovulation-inducing medications like Clomid®, though the number certainly rises with the use of in vitro fertilization (IVF). The number of multiples conceived from in vitro fertilization depends largely on the number of embryos returned or placed back inside the uterus at the time of the transfer of the embryos.




Conception 

Ovulation occurs and an egg is released from the ovary. The fimbria sway back and forth, trying to move the egg into the fallopian tube. This is where the egg will begin its journey toward the uterus.

The fallopian tube is connected near the top portion, or fundus, of the uterus. It is in the fallopian tube that conception occurs. Once a single sperm penetrates an egg, the race is over. The sex of the baby is determined, but the journey is only just beginning.

From here the fertilized egg will slowly make its way down the fallopian tube. The end location, with luck, will be the uterus, which has built up a nice thick lining to nourish the fertilized egg. Once the egg burrows into that lining, a pregnancy is said to have occurred. By a variety of signals the body will now know it’s pregnant, so ovulation and the menstrual cycle will stop for the duration of the pregnancy.
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Testing and Procedure Basics

The key to almost every method of sex selection is to accurately predict ovulation. This means the ability to predict before-hand, when you ovulate. Knowing the time of ovulation helps you time intercourse to maximize your chances of conception, attempt to do a low-tech sex selection technique, or instead choose a high-tech, more accurate method of selecting for sex.

The basal body temperature (BBT) method of fertility charting is one of the more accurate ways to predict when you ovulate. The beauty of this method is that it’s very inexpensive to do and can be done no matter the length of your cycle. Others who believe strongly in this method talk about the additional benefits it provides, by way of knowing your cycle characteristics.

To use this method, you need a thermometer specifically designed as a basal thermometer. This means that it measures your temperature in tenths of degrees. The smaller units of measure are good for detecting slight shifts in your temperature, making you more aware of potential changes in your body. These shifts are key in determining when you ovulate.

A basal thermometer can be purchased at nearly any drugstore. Some high-tech versions are available at many online retailers. For the purposes of conception, nearly any basal thermometer will do, as long as it measures in tenths of degrees, which is what’s needed to detect the minute changes in your basal body temperature.

You’ll also need something with which to chart. Some families choose the standard paper and pen method of charting. This works very nicely and is low-tech. The chart that many people use will typically be found for free either with the basal thermometer or online. Simply make multiple copies of the chart to use for multiple cycles. I would encourage you to play around with different charts to find one that works the best for you. If you have a chart that’s easy for you to use, then you’re more likely to use it regularly, and therefore you’ll derive more benefits from your charting.

Various computer-based programs are also available online for you to do your fertility charting. Some of them are free and offer handy databases as well as some neat tools, including ovulation prediction based on past cycles, and the like. Certain programs charge a fee, usually under $10 a month for the manufacturer’s services, including enhanced charting, more detailed storage of information, and other extras, depending on the website. Many women choose this option because of the ease of sharing and storing information from cycle to cycle.

Taking Charge of Your Fertility, the website inspired by the book, has a unique set of programs online to help you track your menstrual cycles in an attempt to learn more about your cycles, including pinpointing your ovulation. You can find this site at  www.ovusoft.com. Fertility Friend is another such site; you can view its offerings at www.fertilityfriend.com. Many of these sites offer a free trial of use.

A ferning microscope can also be used. This is a small, pocket-sized microscope used to test oral or vaginal secretions. When changes in these secretions occur, a distinct “ferning” pattern can be seen through the microscope. These small microscopes are nice because they’re reusable over and over. This can save money  in the long run while helping you predict ovulation. They are also a great tool if you are someone who wants to test every hour, which you can easily do with this type of testing device.

The ferning microscopes have been harder to find in retail stores. Many online merchants do offer them for fairly reasonable fees. A quick search online will turn up a couple of brands; one is Maybe Mom®.

The high-tech method that many people use, and that many fertility centers consider the gold standard, is the ovulation prediction kit (OPK), which is sold over the counter in many stores. These kits use urine to predict ovulation by detecting the LH surge in your cycle. You begin testing on a certain day, based on the length of your cycle.

Using an ovulation prediction kit can get expensive if you have a long cycle, because you will need one stick for every day on which you test. An inexpensive testing kit might cost just under $1 per stick.

You can find the fertility monitors in some local stores and at online retailers. I would encourage you to shop around for the best price, as the differences in cost vary widely. You’ll also want to price check where to buy replacement monitoring strips for your monitor. Sometimes you can find great deals if you buy in bulk.

Each method of ovulation detection has its benefits and risks. You’ll find that many women use a combination of many, or even all, of these detection methods. This allows them to feel that they have covered all their bases and increases their confidence in conception.




Infertility 

The inability to conceive a child after at least one year of well-timed, unprotected intercourse is called infertility. It affects several million couples a year in the United States alone. It’s said that 1 of every 7 couples is experiencing infertility. The problems that  cause infertility can originate with the man, with the woman, or with both—or can just be unexplained.

Testing by a reproductive endocrinologist or fertility specialist can help you define what the problem is with conception. It might be related to ovulation or the menstrual cycle. It could be with sperm or egg production. It may be a hormone issue. There are many reasons that you may be infertile. The good news is that many treatments are available to help couples experiencing infertility.

Some of these assisted reproductive technologies are also what are beginning to be used to help couples select babies for their sex for reasons other than medical need. A number of these techniques were found accidentally, like the fact that more females are born after a couple of uses of Clomid® to induce ovulation. Then there are techniques like MicroSort® and preimplantation genetic diagnosis (PGD), both of which have been used for sex selection.




 Medical Procedures You May Have to Undergo for Sex Selection 

When you begin to look into sex selection, you will find that there is nothing natural or easy about any of the methods, whether high- or low-tech. In general, though, the higher tech you go, the more medically intensive the whole process becomes. This can lead to an increase in the number of medical procedures that you and your partner need to understand or undergo, or both.

The basics of those procedures are listed in this chapter. While each form of sex selection may use only one or two of these procedures, knowing about each will prevent surprise and help prevent miscommunication or inappropriate expectations between you and your practitioners.


Intrauterine Insemination (IUI) 

The intrauterine insemination, or IUI, is used as a way to bypass intercourse as a means to achieve pregnancy. For some, the procedure is chosen to deal with fertility issues, such as certain forms of male factor infertility, hostile cervical mucous, the use of donor sperm, or other needs. But intrauterine insemination is often employed in sex selection as well.

The reason for the popularity of intrauterine insemination in sex selection is that most of the other techniques typically done on a semen sample will leave the sample with such a small number of sperm that the chances of pregnancy are relatively low. The goal of using intrauterine insemination is to increase pregnancy rates when doing sex selection.

Before an intrauterine insemination is scheduled, you must first pinpoint your date of ovulation very precisely. Once that date is found, you will call the fertility center to schedule your intrauterine insemination. This appointment is usually within 24 hours of your call. Sometimes it can be as soon as the same day, depending on when you tested for ovulation and what type of ovulation testing you were doing.

You may be asked to come to the fertility center early to provide a semen sample before your intrauterine insemination. This will not be necessary if you are using donor sperm (which will already have been tested) or sperm that has been previously processed and is stored at the fertility center.

The actual intrauterine insemination is a very quick procedure, much like a Pap smear. You will be asked to undress at least from the waist down. The practitioner, who may be a doctor or a nurse, will then insert a small plastic catheter into your uterus to deliver the specially prepared specimen of sperm. Some women report that it feels a bit strange, though most say that other than a slight pinch as the catheter goes through the cervix it’s not bad  at all. All in all, the business portion of the intrauterine insemination takes only a minute or two.

Some couples try to make this a special time, since they hope it will result in the conception of their child. One couple I know were really upset at their doctor, who just barged in, very businesslike, without even a hello. After making him stop to talk to them about their ideas, they brought him to realize that they needed him to go more slowly. He actually wound up helping make them more comfortable by talking them through a nice relaxation exercise just before he did the actual intrauterine insemination.

When this couple got pregnant from that intrauterine insemination, they felt that it was the relaxation as well as the doctor’s change in attitude that helped them. While there are no studies to say that either way is best, it’s true that any success is at least partially about the experience. Either way, it worked for the couple, and they were thrilled.

Consider what might make your insemination feel special to you. It may be a relaxation exercise, or it may be music or any other personal touch. Many women bring good luck charms on their visit. Several of the mothers interviewed said that they brought something with them that represented the sex of the baby they were hoping for. Explains one such mother:“When I woke up that morning I chose these horrendous pink socks because they screamed ‘girl!’ to me.”





Depending on the protocol of your fertility center, you may be asked to wait for a bit before leaving after your insemination. Other centers have you immediately leave as soon as you are ready. Discuss this protocol before your intrauterine insemination so that you can make an informed decision. This also prevents surprises on the day of your treatment.

Hardly any home care is needed after your insemination. One mother said she wished she had known earlier that sometimes  she would feel a bit of fluid seeping out. Her main concern was that the semen was leaking out and therefore that her chances of pregnancy were falling. This is not true. In fact it is common to feel “wet” after an intrauterine insemination.

Out of superstition, there are certain things that some women do, or don’t do, at home. Sometimes women will resort to doing rituals or taking actions that they know they did in other successful cycles. Others will be overcautious, just in case. The best advice is to just “act pregnant,” the way any other mother trying to conceive should be doing at that point in her cycle. This can include avoiding potentially hazardous substances like alcohol and should include measures like taking prenatal vitamin supplements to protect your future baby.

You will be instructed to report to the fertility center for a pregnancy test in 14 days. Some centers allow you to do local or home testing if you live far away from the clinic. This is also something that should be discussed early on in your care. It is unwise to try to take home pregnancy tests before this time. While some claim to be sensitive enough to detect pregnancy prior to the 14-day window, it doesn’t pick up every pregnancy this early. This can lead to emotional turmoil when it’s not necessary. Unfortunately, pregnancy tests can’t tell you the exact amount of hCG in your urine; they can only tell you if your hCG level is above or below the threshold of that specific pregnancy test.


Collecting a Semen Sample 

Semen samples are usually required for virtually all methods of high-tech sex selection. The reason is that it is in the sperm where the sex of the baby is determined. By collecting the semen, you can separate the sperm from the seminal fluid and work your sex selection magic on it—of whatever variety you choose.

Many fertility centers that also offer sex selection prefer to do a basic semen analysis before proceeding with sex selection techniques.  This is by no means done by all of them. Many find that the small cost of a semen analysis is worth it to a couple, to save them from spending a lot of time, effort, and money only to discover that there is an issue of male factor fertility at hand.

After the semen sample is delivered, doctors and lab directors look for problems with the sample, such as a low sperm count, decreased mobility of the sperm, abnormal shapes or other malformations, and other issues that might be noticeable in a sample. They can only do this by looking at actually ejaculated semen.

Since this test is relatively easy and painless, most couples do not object to the testing. It consists of collecting ejaculate—that is, the fluid that leaves the penis during male orgasm—in a container to look at it under a microscope.

Most practitioners prefer that the male partner produce the semen sample at their offices, though alternatives are sometimes available. Some practitioners will agree to collection done at home, if it can be brought to the center within a specified amount of time, usually about an hour. (As always, check with your fertility center for their rules.) Some women report, romantically, that carrying the container of semen in their bra helps keep it warm for the drive to the clinic.

You will collect the specimen in a container made specifically for this purpose. It can be marked with your name or an identifying number to prevent lab mix-ups. This rigor usually allays most couples’ fears of its getting lost. Occasionally you can find a practitioner willing to let you use a special collection condom made from polyurethane. If you use a condom with intercourse to collect the ejaculate, you must use the special collection condom. Regular condoms, even without spermicide, may negatively affect the semen analysis.

Preparation for the semen analysis usually involves a short period of abstinence from all forms of ejaculation. This means no sexual intercourse, no masturbation, no oral or anal sex, for at  least three days before the test. The purpose is to get the best sample possible for the analysis.

When collecting the sample, you can allow your partner to collect it. The infamous collection rooms and their “reading” material do exist to help set a sexy mood. Many women choose to help their partners in the collection process. The collection process can be a team effort, through masturbation with a partner. It is wise to point out, though, that oral sex is not a good collection option because of the damage that saliva can do to the semen sample.

Once your doctor has the sample, she or he will perform numerous tests on it. These include the volume of the total sample, the number of sperm present, how mobile (or “motile”) the sperm are, the contents of the seminal fluid, and the size and shape of the sperm. If these are all found to be within normal limits, you will be cleared for further steps toward sex selection.

Sometimes, however, these factors are outside the normal limits. This can happen for lots of reasons, including recent sexual activity or illness. Even something like alcohol or tobacco can influence the semen sample. Your doctor might recommend ways to boost the outcomes. Something simple might be suggested, like taking vitamins, avoiding smoking, or even wearing boxers, depending on the outcome of the testing.

While the cost of a semen analysis will vary from lab to lab, it typically runs less than $250 per sample. Some labs include this test with the cost of the sex selection process, while others do not. Be sure to ask up front if this lab work is included. Some insurance companies or plans will cover the cost of the semen analysis, even if they happen not to cover other costs of sex selection or fertility treatments.




 Ovulation Prediction 

Predicting ovulation is the heart and soul of trying to get pregnant. Whether you choose to do anything about the journey in sex selection,  if you have chosen to have a baby, you will most likely need to know something about ovulation. The most common fact to know is when you ovulate, because it is ovulation that signals when you’re most likely to be fertile and therefore able to conceive.

Tracking ovulation is an ancient skill, passed along from mother to daughter. Today’s methods of tracking ovulation can incorporate a bit of the old tried-and-true methods as well as some high-tech, hormonally based methods. Many women choose to use a combination of methods, either because of the added assurance or because of cost.

Ovulation generally occurs once in each cycle for a woman who is having normal menstrual periods. It is not unheard of to have a cycle when she does not ovulate at all, though most women will be oblivious to it. Problems associated with charting, or discovered by it, may indicate a lower level of fertility, which might change your method of choice for sex selection.

Signs that you might be having trouble ovulating can include:• Irregular cycles
• Heavy bleeding
• Lack of cycles



If you experience any of these symptoms, you should report them to your practitioner. Often therapies are available that can help you overcome ovulation problems fairly easily. Only your reproductive endocrinologist can help, however.


Basal Body Temperature (BBT) Methods 

Detecting ovulation through the basal body temperature method is also known as fertility charting. It has been used for a very long time, both to increase the odds of conception and to prevent conception.

With this method, as briefly described earlier, you will use a basal thermometer, a special thermometer that measures in tenths of degrees, to take your temperature first thing every morning.  This should be the first thing you do before you even get out of bed. You can take your temperature orally, vaginally, or rectally. The key is to always use the same method, at the same time and in the same location each day.

You will do this charting on a special piece of graph paper. You will note anything that changes your temperature—whether it be a late night out, more physical activity than normal, illness, and, of course, ovulation. Because not every woman ovulates within the 14-day window that many so-called conception experts talk about, charting will help you figure out when you ovulate, though it can take several cycles to do so accurately.

Your best clue as to when ovulation occurs will be a shift of at least four-tenths of a degree over temperatures in the first phase of your chart. Some women will notice a drop and then the rise, indicating that ovulation has occurred. The dip may be your cue to predict ovulation, should you need to know before you ovulate. Once you ovulate you’re considered to be in the luteal phase of your menstrual cycle.

The continuation of charting is also helpful at detecting pregnancy. Toward the end of the luteal phase of the cycle, your temperatures will normally drop. If a pregnancy has occurred, the hormone levels are such that the temperatures stay up, as indicated by the basal body temperatures.

One of the many benefits of using the basal body temperature charting is that it is inexpensive. Other than the purchase of the thermometer for around $10, there is no other forced investment. Some women choose to use books to help them learn the finer points of charting as well as the symptoms that their body shares as cues to fertility.

Many women also prefer to chart as a way to stay in control. One of them, April, shared with me that she needed to know when she ovulated anyway, so: “Why not use what I already had for free? It gave me a sense of control, even if it was all in my head.”





Many women echo what April has expressed. They gain a sense of control from recording their temperature every morning and then using that data to interpret bodily symptoms. They also find it nice when it confirms what other methods are telling them about their cycle. For some women this is the only control that they feel that they have in the whole process.

“I’m a control freak, I’ll admit it. But I couldn’t give everything up,” relates one anxious mother-to-be. “Taking my temperature gave me something to do and more importantly something to write down every morning. It kept me focused and sane during the insanity of the whole process.”




Ovulation Prediction Kits (OPKs) 

Stores everywhere sell ovulation prediction kits (OPKs). They are not at all difficult to find. These work by detecting the luteinizing hormone (LH) that is released at the time of ovulation. These kits use your urine to screen for LH.

You may need a number of test kits throughout your cycle. How many kits you need will depend on how long your cycle is typically, and when you ovulate. Some women use about 7 monitoring strips or tests in a cycle, while others use 20 for very long or odd cycles.

The ovulation prediction kits found in drugstores can be quite costly, at several dollars a kit. Many online stores sell ovulation prediction kits in bulk. While the quality is the same, these kits have less packaging. For some women, the easier-to-use, larger-packaging kit is worth the extra money. Overall, though, there is typically not much difference in the kits, what they test, or how sensitive they are.

Depending on the lab or practitioner with which you are doing your sex selection, you may be requested to use a certain  brand of kit or method. Be sure to find this out before buying any product in bulk. You will also want to check for expiration dates with tests of this nature. And it’s important to point out that these tests are one-time-use only.


Other Monitors Available for Ovulation Detection 

Two additional types of fertility monitors are worth mentioning. One is something simple, inexpensive, and reusable: a simple lens or microscope that uses your saliva or vaginal secretions to detect ovulation. The other is a fertility monitor that measures hormone output from your urine.

The microscope, or lens, is the size of a lipstick container. It’s that small, and it typically costs about $40. You place a drop of saliva or vaginal secretion on the lens and slide it back into the case. When you look through one end of this small device you see the pattern the fluid makes when dry. If the pattern looks like a fern plant, you’re ovulating.

The benefits of using one are that it provides highly accurate and inexpensive results. Because it can be reused thousands of times, you could literally check every hour for ovulation without added cost. This is great for women who are obsessing about getting pregnant and need something to do instead of thinking about it. It’s easy to use, and most women really like it.

The other fertility monitors are actually fairly expensive to purchase. They also require that you purchase monitoring sticks, for about a dollar a day. This price may come down if you purchase the test sticks in bulk.

While you can’t use this machine whenever you want, it will record data, predict ovulation, and not only tell you when to test for ovulation based on your cycle, but also give you a cycle count. This machine is a bit fancier and many women like its high-tech feel, though it is not good for use with long cycles.




 In Vitro Fertilization (IVF) 


Who Is the Typical Patient for In Vitro Fertilization? 

An infertility patient is typically someone who has been trying for a long time to get pregnant. She may or may not have spent years using low-tech methods to conceive, though chances are that she’s spent some time doing “simple” infertility treatments like Clomid® and intrauterine inseminations (IUI).

Some of the women and men who suffer from infertility are also interested in doing sex selection. This may be for medical reasons, such as reducing the likelihood of a single gene defect, or for other, more personal reasons.

In vitro fertilization can be a frightening process. If you prepare yourself ahead of time with information about the process, you likely won’t feel so alarmed. One of the most important things to know is that you are not alone. Many families have done “in vitro” before you, and have had great successes and gone on to bear babies. There’s no reason you can’t be one of those families.

One of the most frustrating things about in vitro fertilization is that it’s a lengthy process. Rather than speaking of days, we’re talking weeks and months of scheduling, which is the first step in the process. Deciding when to start an IVF cycle will depend on your menstrual cycle, the availability of your clinic and their personnel, and your availability. You may also need to look at other factors.

Before doing a cycle of in vitro fertilization, you will need to do some precycle lab work and testing. Commonly, the first step is lab work. This will include blood work, but it may also include a semen analysis, depending on when the last one was done. You may be required to do other testing too.

Many fertility centers will want you to do, at the very least, an ultrasound of the uterus. This is done to screen for uterine anomalies  that might prevent your from getting pregnant. Other centers require that you have a hysterosalpingogram (HSG), in which dye is injected into your cervix while X-rays are taken. This test allows doctors to check both for uterine anomalies and for any blockages in the fallopian tubes.

While each treatment cycle will vary somewhat, in length and in the exact dosages of medications, there will be some similarities, depending on your normal fertility, your body’s response to the medications, and the criteria of your clinic. In most centers you’ll be assigned to a treatment coordinator or other case manager, who will be specifically available to answer your questions or find answers for you. This can be a great thing, because it keeps you from getting the runaround, which can be frustrating when it’s 10 o’clock at night and you’re not sure which medication to get, or how.

The precycle warmup typically includes a prescribed month or more of birth control pills. The reason behind using oral contraceptives is that they are an inexpensive, effective way to quiet your ovaries and keep your female hormones in check. By doing this, your doctor and staff have a better chance of controlling your cycle with other medications to come. This can be baffling for some families. Cried one mother:“I wanted to be pregnant! So why would I do birth control pills? I totally understood on a mental level, but every night as I’d choke down a pill, it was very hard to understand emotionally.”





Then there are others who are simply glad to be started on their journey, no matter what leg of it they’re on. This can be particularly true if the wait has been long, for whatever reason. One mother explained that she felt the process was all about her attitude and perspective, pointing out that she could choose to be excited as a valid option.


Getting Started 

If you are using in vitro fertilization, regardless of your fertility status, your medication protocol may—and most likely will—be quite different from that of other women you know, even at similar stages and ages. This is not at all unusual. You should never attempt to change the amounts of medication you take, because doing so may add risks and possibly even cause your cycle to be cancelled. You may also find, if you discuss your cycle protocol with others, that your fertility center does things radically differently than others. This is common and not a cause for concern or alarm. Remember that in getting pregnant, there are many ways to achieve successful results. If you have questions or concerns, you should take them to your reproductive endocrinologist and get an explanation.

After the oral contraceptive phase of the cycle, most commonly a gonadotropin-releasing hormone agonist (GnRH agonist) will be employed to down-regulate the patient’s own hormonal control of ovulation and allow the doctor better control of the ovarian stimulation portion of the cycle. The most common such agonist is called Lupron®, given as a subcutaneous (sub q) injection. The Lupron® fools the body into believing that estrogen levels are very low. Cetratide®, a GnRH antagonist, may also be used for this same purpose.

GnRH agonists can be started either at the end of the previous cycle or in the earliest portion of the current cycle.

The next step in the cycle of in vitro fertilization is to stimulate the ovaries. This is done with gonadotropins, medications that cause your ovaries to respond by producing oocytes (eggs). A typical length of gonadotropin treatment will be between 6 and 12 days, depending on many factors. The type of gonadotropin most often used is follicle-stimulating hormone (FSH). Many different  brand names and variations of FSH may be used. Two of the more commonly prescribed are Gonal-f® (follitropin alpha) and Follistim® (follitropin beta). Occasionally your doctor may also use a bit of a second gonadotropin, luteinizing hormone (LH), in combination with FSH. Most of these medications are given subcutaneously, but a few can or must be administered intramuscularly (IM). Other names you may hear include Bravelle®  (FSH/LH, IM, or SQ), Repronex® (FSH/LH, IM, or SQ), and Menopur® (FSH/LH).

Since you will be giving yourself these medications in shot form, you will need to learn how to give yourself injections. Self-injecting medications can be very frightening, particularly at first. Some women find friends to help, or teach their partners to inject the medications.

You will be carefully monitored throughout your cycle. This monitoring will include both laboratory blood work and frequent ultrasound screenings. By carefully following your hormonal levels and the size and number of follicles, doctors can determine when to trigger the final development of the eggs, when to schedule the retrieval, whether the uterine lining is optimal for return of fertilized pre-embryos, and also whether you are at risk for developing ovarian hyperstimulation syndrome. If OHSS develops, the cycle may be cancelled.

Ovarian hyperstimulation syndrome is a condition in which the ovaries enlarge so drastically and quickly that they leak fluid into your abdomen and cause multiple symptoms. These can include nausea, dizziness, weight gain, shortness of breath, and others. Few women will need to treat ovarian hyperstimulation syndrome, though occasionally a woman will need to be hospitalized. Most symptoms go away completely, though slowly, usually within 10 weeks. This phenomenon occurs in less than 1 percent of the patients undergoing ovarian stimulation. If a patient is likely to  develop ovarian hyperstimulation syndrome, signs and symptoms usually appear within 3 and 6 days after ovulation. In addition to physical discomfort and medical risks for the patient, ovarian hyperstimulation syndrome can cause a cycle to have to be cancelled. For both these reasons, it is something that your practitioner will try to prevent.

During the ultrasound screenings, your physician and his or her staff are trying to assess when you have reached the maximum number of oocytes, the optimum size of the follicles, and the condition of the uterine lining. During the menstrual cycle, the uterine lining grows to prepare to receive a fertilized egg. The uterine lining should usually be from 8 to 16 millimeters thick to be considered appropriate for implantation.

While it is tempting to get caught up with pondering the right number of follicles, there is also the fact that in oocytes, size does matter. Typically the goal is to have the follicles be between 16 and 23 millimeters in length. Once your doctor believes yours have reached this point, you will receive another injection.

This injection is of human chorionic gonadotropin (hCG). Because hCG is chemically similar to the luteinizing hormone that signals the follicles on the ovaries to ripen and release their oocytes, it is used now to help ready the follicles for the egg retrieval. So the hCG injection is used as a form of luteinizing hormone (LH) surge. The hCG injection is given about 36 hours before the retrieval is to be done.

The more commonly prescribed hCG medications are Pregnyl®, Profasi®, and Novarel®. These medications are given as an intramuscular injection.

Other medications may be used in any given cycle of in vitro fertilization. During the course of your routine blood work, if it is found that your estrogen levels need supplementing, you may be prescribed an estrogen patch. Some women also have other disorders  that require treatment during the cycle, such as treatment with baby aspirin for blood clotting disorders. Estrogen levels may be supplemented with patches or baby aspirin, and/or vaginal Viagra® may be used to increase blood flow to the uterine lining. Patients with specific fertility disorders such as PCOS (polycystic ovarian syndrome) may be asked to use medications such as Metformin® as part of their regimen. You should not be surprised if your doctor or clinic suggests additional medications for your cycles, based on your underlying health conditions and their professional experiences and protocols.

Other GnRH agonists include:• Leuprolide (Lupron®, Eligard®)
• Buserelin (Suprefact®, Suprecor®)
• Nafarelin (Synarel®)
• Historelin
• Goserelin (Zoladex®)
• Deslorelin



All of these may be administered as sub q injections or, in the case of Synarel®, as a nasal spray.


Egg Retrieval and Sperm Collection 

Once you have your appointed time for your retrieval and your hCG shot is done, you simply show up at the fertility center to await the removal of the oocytes from the follicles. The sperm collection will need to have happened before and be brought with you, or be scheduled to happen that same day at the clinic. If you’re using donor sperm, the sample will already be waiting for you at the fertility clinic; you won’t need to do anything special for this service.

If you are doing MicroSort® at the Huntington Reproductive Center or at Genetics & IVF Institute, the sperm sample will be made earlier that day and processed for your choice of an XSORT® or YSORT®. If you are using a local collaborator, the sorted  sample has been prepared before-hand and shipped, frozen, to your collaborating physician. The lab at your fertility center will then be responsible for preparing the specimen.

On the day of your retrieval, you will be asked not to eat or drink for at least 6 to 8 hours before your appointment. This is for your safety, because staff will typically be using some form of sedation or general anesthesia to help ease the physical and mental discomfort of the egg retrieval.

The vast majority of women will have the egg retrieval done as a vaginal ultrasound-guided procedure. The ultrasound is used to guide the needle to find the oocytes within the follicles. Each follicle is aspirated and the contents are handed to the embryologist in the lab. This procedure usually takes 30 minutes, though it may take longer in some women.

Occasionally a woman will require an abdominal retrieval, which is done through an incision in the abdomen with a laparoscope. You may need this if you’ve had certain surgeries or have certain anatomical issues that prevent the reproductive endocrinologist from doing the retrieval vaginally. You may know this ahead of time, or at least you may know that there’s a possibility of your needing an abdominal retrieval.

By the time you are resting in the recovery room, the doctor is usually able to tell you how many eggs were retrieved. The number depends on your age, the medications you are taking, and your body’s response. Your eggs will be inspected by the embryologist and her or his staff.


Progesterone Injections 

Normally, the corpus luteum would produce progesterone to help build and sustain the uterine lining. Now you need help with that, because the corpus luteum might be compromised in the process of retrieving your eggs.

Progesterone can be given by injection, as an oral medication (Prometrium®), as a vaginal gel, or even as a vaginal suppository. In most cases treatment is started on the day of your retrieval though procedures in your clinic may vary.


Your Embryos 

From the time when your reproductive endocrinologist hands over the follicular fluids, the embryologist goes to work. First he or she will examine all the fluid that has been collected, removing any oocytes (eggs) that are found. Either the eggs and the prepared sperm are placed together in the petri dish to progress to fertilization, or an intracytoplasmic sperm injection (ICSI) is used to fertilize the eggs. (ICSI is often used in cases of preimplantation genetic diagnosis to ensure that only one sperm gets near the egg.) The embryologist will usually call you to give you updates. The news might include how many eggs were retrieved, how many actually got fertilized, and how they are all doing.

The fertilized eggs, or pre-embryos, are graded based on the number and appearance of cells. By day two, 48 hours after the retrieval, it is preferred that you have four celled embryos. At day three, 72 hours after retrieval, seven or more cells are preferred. Ideally, the cells will be similar in size and shape, with little fragmentation around them. You will usually not have a cell graded until day two.

It’s generally believed that the higher grade the cell, the more likely a pregnancy is to occur. The problem is that perfectly fine-looking embryos can fail to implant. It is also true that very low-grade embryos can be transferred and still successfully implant. This is where preimplantation genetic diagnosis has made huge strides. Fertility specialists and embryologists have learned that cells can look perfect but still be of poor quality, or can carry genetic imperfections like severe diseases. Simply put, there is no way to look at an embryo and be able to predict its quality  perfectly. This is where other genetic testing, like preimplantation genetic diagnosis, comes into play.


How Many Embryos Should Be Put Back? 

One of the biggest decisions regarding in vitro fertilization is the number of embryos to be put back in the embryo transfer. This number has been argued back and forth by many entities. Some physicians believe that more is better, but in general that has not been borne out by the science. This controversy is ongoing.

The American Society for Reproductive Medicine (ASRM) published guidelines in October 2006 outlining the number of embryos that should be transferred. The number of embryos, it said, independent of maternal or donor age, should depend on the prognosis of pregnancy. A pregnancy is more likely in the first cycle of in vitro fertilization and if the quality of the embryos is high. The guidelines also recommend looking at the number of good-quality embryos available for cryopreservation.

For a woman who is under 35 years of age with a good prognosis for pregnancy, it is recommended that only one embryo be placed into the uterus. If the prognosis is not as favorable, no more than two embryos (cleavage-stage or blastocyst) should be transferred. Two cleavage-stage embryos are also recommended for women between age 35 and 37 with favorable pregnancy prognoses. ASRM recommends that three embryos be the limit for women of the same age range but with less-positive prognoses. For women in the 35-37 age group, no more than two blastocysts should be returned to the uterus. For women between 38 and 40 years old, ASRM suggests that three cleavage-stage embryos or two blastocysts are sufficient if the prognosis is favorable, but up to four cleavage-stage embryos or three blastocysts can be considered.

Women over 40 are not eligible for the MicroSort® procedure, but may do preimplantation genetic diagnosis alone. ASRM says that for that age five is the maximum number of cleavage-stage  embryos, or three blastocysts, to place in the uterus. Its guidelines also urge women to make decisions based on their specific situation, including their cycle history. For example, even if you’re younger than 40, but have a history of two or more failed cycles, you might consider adding more embryos.

If you are using donor eggs for your in vitro fertilization cycle, you should look at the age of the donor, rather than your own age. So if you’re over 40 and your donor is 28, you would use the guidelines for embryo return based on the age of 28, meaning that fewer embryos are placed back into the uterus.

It is wise, however, to point out here that part of the reason for implantation failure actually lies in the quality of the embryos. When preimplantation genetic diagnosis is used, the pregnancy rates, even for women in their 40s, are very similar to that of younger women. This is supposedly because of the higher-quality embryos. Therefore, one could surmise that high-quality embryos, together with a large quantity of them, are more likely to result in a multiple pregnancy, even in a woman over 40.

The rationale for taking a moderated approach to embryo return is to reduce the risks of multiple pregnancy. Multiples pregnancies are more likely using this technology, plus risks are inherent with multiples, both to the mother and to her babies. For the babies, these risks include pregnancy loss, preterm labor, premature birth, low birth weight, and others. Mothers of multiples often have problems associated with bed rest, preterm labor, high blood pressure, gestational diabetes, and other severe complications of pregnancy and birth.


Embryo Transfer 

The embryo transfer will happen two to five days after the retrieval. Which day will depend on whether your clinic has a policy in place, and whether you did preimplantation genetic diagnosis. It  may also depend on the quality of your embryos. For most women, the embryo transfer is seen as anticlimactic. One mother recalls:“I remember lying there while the nurse transferred the two embryos back into me. It was like ‘That’s it?’ After everything else being such a big deal, the ‘conception,’ at least my part, was pretty low key.”





A doctor or a nurse may do the vaginal exam-like procedure. In some clinics a resident in obstetrics and gynecology or a Fellow in reproductive endocrinology may also do your embryo transfer. Be sure to ask, if you aren’t told, who will attend your transfer. Many parents say that they wish they had done something special during the transfer to mark the solemnity and joy of such a moment, such as play favorite music, pray, or meditate.

The actual transfer of the embryos by catheter into your uterus is a gentle one. Your practitioner will delicately release the embryos into the uterus. This will give them the best chance to gently stick to the surface, then burrow or implant into the uterine lining. The whole procedure may also be done with ultrasound guidance. (If you do a transfer with ultrasound, you might experience discomfort due to a need for a full bladder.) After the procedure, the embryologist will also ensure that there are no embryos left in the catheter.


Other Forms of Embryo Transfer 

For a variety of reasons, a standard embryo transfer may not be your best option for getting pregnant. Luckily, there are multiple ways to get your embryos or genetic materials back inside your body where they can go to work to make a baby.

Gamete intrafallopian transfer (GIFT) is used to help some couples get pregnant, though technically it is not an embryo transfer. If a couple also desires sex selection, then MicroSort® is also necessary. Here, while the cycle looks very similar to in vitro fertilization, the eggs and sorted sperm are placed inside the woman’s  fallopian tube via a laparoscope. This allows conception to take place naturally inside the fallopian tube. The fertilized egg will then travel down through the fallopian tube and, with any luck, implant inside the uterus. Gamete intrafallopian transfer has very high success rates, particularly if the couple typically has not done well with in vitro fertilization.

Zygote intrafallopian transfer (ZIFT) is another option for embryo transfers. It is also known as tubal embryo transfer (TET). In these methods, about one day after the retrieval the embryos are placed into the fallopian tube using a minor surgical procedure. While this does pose a higher risk of multiples pregnancy, you will know how many eggs actually fertilized, unlike with the gamete intrafallopian transfer.

Another benefit of zygote intrafallopian transfer is the ability to use some forms of sex selection. These include the use of intracytoplasmic sperm injection (ICSI). This can dramatically increase the chances that your sex selection will be accurate.


The Two-Week Wait 

And now the hard part: you sit back and wait. Your recovery from the egg retrieval is usually straightforward. You may want to take it easy for a day or two. Many women feel slightly “out of it” from the anesthesia. You will be advised to stay home from work and not to drive a car or make important decisions for 24 to 48 hours.

Your fertility clinic should call you with updates on what is going on in the embryology lab. At specific intervals, you may receive reports on fertilization and cell division. Ask before you leave the clinic when you can expect to hear news.

The hardest part of the two-week wait is the emotional strain and turmoil. Mary remembers this about her wait: “It was not a fun thing, but you’re obsessed. Doing pregnancy tests at day 10.… It’s a roller coaster of emotions.”





Many women need a lot of support during this fallow period. This is a great time to call on that support system that you have built. A number of online fertility forums are filled with messages from women obsessing about their two-week waits, and many of them receive knowing advice and compassionate support from others who have been there, or who will be there in the near future. This support can be invaluable while your mind goes back and forth with all the possibilities and craziness of waiting for the pregnancy test.

Many women spend this time trying to busy themselves with anything other than obsessing over the outcome of the pregnancy test. Some women said that they did their best not to think about it at all, while others took a more moderate approach and tried to limit the time they spent dwelling on pregnancy in general. The rule here is that you should do whatever mentally and emotionally gets you through this time period, whether it be ignoring every symptom and sign of pregnancy or totally wallowing in it.


Pregnancy Testing 

Most fertility centers recommend that you do not test for pregnancy until day 14 after your retrieval. With the advent of super-sensitive pregnancy tests, many women do self-testing much earlier.

Pregnancy tests detect human chorionic gonadotropin in either urine or blood. The home pregnancy tests (HPTs) are done with urine. They are readily available and fairly inexpensive, particularly if you buy them in bulk—which is often preferred by women undergoing infertility or sex selection treatments. But this means a lot more of a roller coaster ride because of the testing. One woman, C. K., recalls:“I remember testing from day 10 and debating whether or not that negative test was really negative. Was it negative because I wasn’t pregnant? Or was it negative because it was simply too early to test?”





Many women promise themselves that they will get off the roller coaster of pregnancy testing, but it simply calls to them, alluringly. April says, laughing: “We have this technology. Why not use it? Even if it’s driving us crazy. It at least kept me occupied.”





Many fertility centers will want to do their own testing to confirm a pregnancy. This is typically a blood test. The blood tests also have the ability to give a specific number of human chorionic gonadotropin (hCG). By measuring this number repeatedly, the reproductive endocrinologist has a better idea of the health of the pregnancy. In a healthy one, the hCG will about double every 48 hours in early pregnancy. Following this is as simple as doing several blood tests. These blood tests can be done wherever you live, so it’s not necessary to go to the location of your center, if you traveled for treatment.

The overwhelming feelings of joy and excitement that accompany a positive pregnancy test are indescribable. Many women simply break down in tears of happiness. But now they start a different wait—the wait to see if the sex selection was right on the money.

Typically you’ll be seen for an ultrasound test around the sixth week of pregnancy, as calculated from the cycle day one. The test will look for a heartbeat and count the number of babies in the uterus. Another scan may be done around weeks 10 through 12 just for reassurance that all is well. Then you are usually released to your normal midwife or obstetrician. Follow-up care typically consists of only recording the pregnancy outcome and revealing the sex of the baby.

If the test is negative, there is no need to say that the parents feel awful. Their hopes and dreams are shattered in a few moments. Some couples immediately know that they will do  another cycle, while others feel so raw and fragile from the current cycle that they can’t imagine doing that to themselves again.




 Donor Cycles 

If you will be using an egg donor, the process for the donor will be much the same as outlined above. The big difference is that your body will be synchronized to the donor’s cycle to prepare for the embryo transfer.

Cycle synchronization is done by using a variety of medications. This cycle synchronization prepares your uterus to accept the eggs precisely when they’re ready. If that doesn’t happen, then the cycle is completely wasted and will have to be scrapped and restarted, which is costly for everyone, mentally and physically, not to mention financially.

Egg donor cycles may actually result in higher pregnancy rates for women who have been suffering from certain forms of infertility. There has been a lot of news about the use of egg donors. Their use in cases involving sex selection, however, has not been covered widely.
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