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I DEDICATE THIS book to my mother, Barbara Dunn Shanahan. I used to call you an “old fart” because you had me when you were 35. I am older and wiser now, and am eternally grateful for everything you have done for me, Mom.

And to my husband, Jeff Turney. Without you, I wouldn’t even have thought of having a child. Thank you for keeping me young at heart—and I promise I won’t reveal your true age! Thank you for not only putting up with my normal contrariness, but for never complaining when I neglected my wifely duties writing this book.

And, mostly to my daughter, Hunter Katherine Shanahan Turney. Because of you, the M.D. after my name now stands for Mommy-Doctor. You are my little miracle, and I love you more than words can say. Thank you for being such a great kid and going to bed without a fuss so I could get to the computer. Thank you for not coloring, shredding, or otherwise destroying the research materials that cover every square inch of floor around my desk. Thank you for just being.



[image: ] CONTENTS [image: ]


Cover

Title Page

Copyright

Introduction



    Preface


    Acknowledgments



Pregnancy Planning



 Week 1       The Menstrual Cycle

 Week 2       Ovulation and Fertilization

 Week 3       Implantation

 Week 4       Where’s My Period?

 Week 5       Why Am I So Tired??

 Week 6       First Doctor’s Visit

 Week 7       Morning (and Noon and Night) Sickness

 Week 8       Dashed Hopes

 Week 9       Teratogens, or What to Avoid When You’re Expecting

Week 10      Chorionic Villus Sampling

Week 11      Eating for Two

Week 12      No, You’re Not Losing Your Mind, You’re Just Pregnant

Week 13      Interpretation of Prenatal Blood Tests

Week 14      Telling the World

Week 15      More Blood Tests: The “Triple Screen”

Week 16      Amniocentesis

Week 17      Financial Considerations

Week 18      Baby Pictures

Week 19      There’s a Whole Lotta Shakin’ Going On!

Week 20      Baby Is Exercising—And So Should You

Week 21      Why Do I Have to Get On That Darn Scale!

Week 22      Baby, Oh Baby, the Places You’ll Go

Week 23      Mirror, Mirror on the Wall

Week 24      Born Too Soon

Week 25      Bleeding

Week 26      Working Nine to Five

Week 27      It’s a Boy and a Girl and …

Week 28      Too Sweet

Week 29      Divide and Conquer

Week 30      Preterm Labor

Week 31      It’s a Family Affair

Week 32      Learning About Labor

Week 33      Blueprint for Birth

Week 34      High Blood Pressure and Pre-Eclampsia

Week 35      Here’s Looking at You, Kid

Week 36      To Breast or Not to Breast, That Is the Question

Week 37      The Home Stretch

Week 38      Pain Control

Week 39      Cesarean Section and VBAC

Week 40      Labor Day

Postpartum    Where’s the Instruction Manual?


Epilogue

Glossary






[image: ] PREFACE [image: ]

IT WAS FATE when I was approached in early 2000 by Prima Publishing to write a book; in our family’s annual holiday letter just a few weeks before, I had closed the letter with the comment that the only thing I hadn’t yet done was to write a book! The proposed subject—a week-by-week guide to pregnancy after the age of 35—was fate as well. Not only am I a board-certified obstetrician-gynecologist, but the year before, at age 38, I gave birth to my first child. Been there, done that, write a book about it!

And writing this book was a lot like being pregnant. After the initial exhilaration (“Guess what, honey, they want me to write a book!”), there was the first-trimester anxiety (“What the heck am I going to write about? What did I get myself into?”). Then came the second-trimester honeymoon period, during which I was energized and could finish a chapter every day or two. But then came the third trimester (“I have to go sit in front of the computer again. I can’t wait until this damn book is done!”). If you’ve already had a baby, you’ll know what I mean, and if this is your first, the understanding will unfold, week by week.

Why did I want to write a book in the first place? Partly because I love to pass on what I know as an ob-gyn to other women. I could have limited my work to seeing my own patients four days a week, like most doctors do, but for the past few years I’ve been writing on the Internet, answering questions and writing articles for iVillage (allHealth.com), drugstore.com, and obgyn.net. I find great fulfillment in helping other women find answers to their questions and solutions to their problems. Writing a book, I felt, would be a logical extension of what I already love to do.

Why this book on pregnancy after 35? The time was ripe, for one thing. While in 1960 it was considered quite unusual that my mother had me, her first child, at age 35, today it is anything but uncommon. Today, more and more women are waiting until their mid- to late thirties—or even forties—to start a family. Some women who had their first children at a younger age complete their childbearing, either through choice or happenstance, after 35. There are special challenges and considerations—and, I believe, special joys—in being pregnant in our middle years. We have issues about chromosomal abnormalities that younger women don’t. We are more likely to be troubled by complications like diabetes or high blood pressure. And, I think, we are more likely to be grateful to have the opportunity to be pregnant, and treasure each moment of it. When I started this book, my daughter was 14 months old. My experiences as an over-35-year-old pregnant woman were fresh in my mind. I wanted to pass on what I know as a doctor, to allay your fears and answer your questions. I also wanted to pass on what I know as a woman who had the same fears about being an older mom, the same questions about having genetic testing or not, the same joy in finally having a child. I went through infertility testing and treatments and two miscarriages before I was given the gift of being pregnant and having my daughter. I really have been there, done that.

This book is a resource for all women who find themselves “with child” at age 35 and beyond, whether they are first-time moms-to-be or veterans. It is arranged week-by-week; each chapter discusses what your baby is doing as well as what you are doing. Special considerations for each week are detailed, with emphasis on concerns of mid-life moms. I’ve included excerpts from the journal I kept when I was pregnant, because I thought the nine months of pregnancy were awesome, and I want to share that with you.
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YOU CARRY A Day Timer or Palm Pilot that has your week’s activities scheduled to the minute. You budget for every expense, and you’ve never paid a bill late. You have an itinerary to account for every second of every day of your vacation. The birth of your child should be planned with the same care.

The Preconception Visit

One of the first things you should do once you’ve decided you’d like to have a baby is make an appointment with your ob-gyn and your general medical doctor, if you have one. This is especially important if you have any chronic medical conditions like asthma, diabetes, or high blood pressure. We over-35-year-olds are more likely to have chronic conditions than our younger sisters.

During a preconception visit, your doctor will ask you a lot of questions—ones you expect (“Do you have any medical problems?” “Have you had any surgery?” “Anybody in your family with cancer, diabetes, or high blood pressure?”) as well as some you have probably never been asked before (“Have you had or been vaccinated for chicken pox?” “Anyone in your family with infertility or miscarriages?” “Do you work around chemicals?”). The answers to questions about whether you have ever been pregnant and what happened with each one can identify factors that may have contributed to miscarriages, preterm labor, or other poor outcomes in the past. You may be able to be screened for genetic diseases that can occur in people of your ethnic background or that run in your family. Table 1 lists some of the diseases for which carrier testing is available. Although you will be offered genetic testing because of your age (see week 10), if there is a family history of certain birth defects, mental retardation, or inherited conditions, you can undergo genetic counseling even before you try to get pregnant so that you may determine the risk of having an affected child.


TABLE 1

Carrier Testing Available



	Condition
	Who Should Be Tested



	α-thalassemia
	Southeast Asian or African ancestry



	β-thalassemia
	Mediterranean, Southeast Asian, Indian, Pakistani, or African ancestry



	Cystic fibrosis
	Positive family history



	Fragile X syndrome      
	Family history of mental retardation



	Sickle cell anemia
	African, Caribbean, Mediterranean, Middle Eastern, Latin American, or Indian ancestry



	Tay-Sachs
	Eastern European Jewish (Ashkenazi), Cajun, or French Canadian ancestry






If you have a chronic medical condition like diabetes, high blood pressure, or seizures and are on medications, those medications may need to be adjusted. (This is discussed in detail in week 9.) Also, your medical condition should be as stable as pos-sible before you get pregnant. This is especially true with diabetes; women who are diabetic are more likely to have babies with birth defects if their sugars are not well controlled at the time of conception.

Ideally, all immunizations should be brought up to date before getting pregnant. This would include the MMR (measles, mumps, and rubella), varicella (chicken pox), and hepatitis B vaccines. Immunity to all of these can be assessed by a simple blood test during the preconception visit. If a vaccination is necessary, conception should be delayed 3 months. Also, if you are exposed to toxoplasmosis (cat owners), cytomegalovirus (workers in child care facilities, intensive care nurseries, or dialysis units), or tuberculosis (recent immigrant, live in crowded conditions), you can be tested to see if you are already immune to these diseases; if not, you will know to take special precautions to avoid contracting these infections during pregnancy.

Lifestyle issues are also extensively discussed during the preconception visit. It is best to get in shape and get to your ideal weight before getting pregnant. If your diet is primarily fast foods or prepared foods, now is the best time to learn new eating habits. If you smoke, you—and your partner if both of you smoke—should stop before you think about bringing a child into this world. Babies of parents who smoke are more likely to have asthma and other respiratory problems and to die from SIDS in their first year of life. You owe it to yourself and your baby to quit smoking before you conceive. The same goes for the use of illegal drugs or heavy drinking. And if you are a victim of domestic violence, don’t think the abuse will stop once you get pregnant—talk to your doctor so you can get help before you bring a baby into an already volatile situation.

Your doctor will tell you about the importance of folic acid before conception and in the first few vital weeks of pregnancy. But just in case you get pregnant before that preconception visit, here’s the scoop on folic acid: Folic acid helps lower the chance your baby will be born with a type of birth defect called neural tube defects. Sufficient levels must be present from the time fertilization happens, so all women who might get pregnant should get 0.4 mg (400 mcg) of folic acid daily. If you have had a child with spina bifida or another neural tube defect in the past, you should take 4 mg of folic acid beginning at least 1 month before getting pregnant and continuing for the first trimester. Folic acid is found in many foods such as spinach, whole grain breads, dried legumes, and citrus fruits, but for extra insurance, a supplement of 0.4 mg folic acid should be taken as well.

In addition to talking to your doctor, you should also talk to your health insurance agent and the benefits person at your workplace. You will need to find out if your current insurance plan covers pregnancy, and how much your deductible will be if pregnant. Also, explore your company’s maternity leave policy. It is not too early to think about how much time you will want to take off after your baby is born, and what kind of disability benefits you will receive. If it is going to be difficult to pay all your bills without your full income, you can begin setting money aside now to offset your lost wages.

How to Get Pregnant

Okay, I know—or at least I hope—you know how to get pregnant! What I’m talking about is how to optimize your chances of getting pregnant. After all, you are older and it is a sad fact of nature that fertility declines with age. In any given month, a woman in her early twenties has a 25 percent chance of getting pregnant. In her late twenties to early thirties, that drops to 15 percent; we over-35-year-olds have only a 10 percent chance of getting pregnant in any given month, and that drops to 5 percent after age 40. While 95 percent of twenty-somethings will conceive within a year (taking an average of 4–5 months to do so), we over-35-year-olds have only a 65–70 percent chance, and it’s likely to take us almost that whole year to be successful. Time is not on our side, ladies.

I’m not going to talk about infertility treatments here, as I could write an entire book on that subject, but if you have been trying to get pregnant for more than 6 months, and you are 35 or older, you should see your gynecologist to begin an infertility investigation. In general, about 40 percent of infertility is due to a male factor (low sperm count, poor sperm quality), 40 percent to a strictly female factor (not ovulating, blocked tubes), 10 percent to a little here and a little there, and the final 10 percent is unexplained. While 10–15 percent of all couples will have challenges getting pregnant, a third of women between 35 and 40, and a full half of women over 40 will be diagnosed with infertility.

In order to conceive, a sperm has to fertilize an egg. One or more eggs are released at ovulation, which usually happens about 14 days before you get your next period. The egg can only be fertilized within a 24-hour period after ovulation. Sperm, however, may survive in the reproductive tract for up to 5 days, leading to the concept of the “fertile window,” this is the time frame in which an act of intercourse could potentially lead to pregnancy, and is 6 days total—the day of ovulation plus the 5 days before that. Your most fertile day is the day you ovulate, then the day before ovulation, and so forth. If you know when you are ovulating and make sure you have sex then, you will optimize your chances of getting pregnant. Having sex 2 days after you ovulate may be fun, but it’s not going to get you a baby.

How can you tell when you ovulate? Ultrasound is the most reliable way, but face it, it is impractical and expensive, and should be reserved for women who are undergoing infertility treatments. Basal body temperature (BBT) charting is popular, but the rise in temperature does not happen until after ovulation occurs. BBTs can be useful to help you figure out when you usually ovulate, so you can make sure you are having sex around that time, but they cannot help you pinpoint ovulation in any given cycle. Cervical mucus can also be used as a clue; for a day or two right before and at ovulation, cervical mucus will become copious, clear, and stretchy, very reminiscent of egg whites. Table 3 outlines how to do and interpret BBTs, and the graph (table 2) shows BBTs and cervical mucus for an ovulatory cycle. Ovulation predictor test kits (OPKs) measure the surge in luteinizing hormone (LH; see week 2 for how LH stimulates ovulation), and a positive result precedes ovulation by 24–36 hours. An OPK can be used to make sure you have sex at your most fertile time, and can also be used to time special procedures like inseminations. I suggest OPKs rather than BBTs to my patients. I like the ability to use the test to time intercourse in a particular cycle. I like the ease of use (just urinate on a stick in the morning and wait for the result), and I myself could never do the BBTs—middle of the night phone calls, deliveries, and surgeries do not make for an accurate BBT!

If you are over 35 you’ll need to put a little more effort into pregnancy planning. Take the time to see your doctor. Make the effort to get in shape and eat healthy. Think about how having a baby is going to change your life, and how you are going to adapt to those changes at home, at work, and at play. Discuss the risks of having a baby with a chromosomal abnormality with your partner, and begin to think about whether or not you will have genetic testing; it is a very difficult situation when you do not agree on this issue. Planning a pregnancy is exciting, like opening the pages of a new book—you don’t know the ending, but you know you’ll enjoy getting there.

TABLE 2
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TABLE 3

Basal Body Temperature Charting

Doing the BBT


	Buy a good quality digital thermometer or a glass fertility thermometer. The digital thermometer is faster. Special fertility thermometers only cover a small range of temperatures, so it is easier to read small differences than it would be with a regular thermometer.

	Take your temperature first thing in the morning, before getting out of bed. If you forget and get up, or drink something, the temperature will be invalid.

	Chart the result on graph paper. The horizontal axis is the day of your cycle (day 1 = the first day of your period) and the vertical axis is the temperature. There is an example of a BBT graph preceding.

	Note things like a restless night, cold or flu, going to bed later than usual, and when you have sex on the chart.



Interpreting the BBT


	Place a ruler horizontally along the 2 or 3 highest low temperatures. This is your coverline.

	Look for a rise of at least 0.4° F (0.2° C) from your coverline.

	The temperature will remain elevated until you get your period. If you are pregnant, it will stay high.

	The rise in temperature usually is abrupt and happens the day after ovulation.






Week 1 (Start with first day of your last period)
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What Happened This Week?
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How I Feel Physically and Emotionally
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The Menstrual Cycle

TODAY, YOUR PERIOD begins. Be sure to jot this date down on your calendar: your doctor will use the first day of this last menstrual period (LMP) to determine your due date. Although you will not be pregnant for about another two weeks, today is the day your body starts the process that will culminate in your becoming a mother.

Also use this date to start the journal on this page. You may want to use the journal to record important events and to note how you feel each week. If you’re like me, you’ll return to these pages over and over and over again—even after the baby is born.

How a Pregnancy Is Dated

Because most women do not know exactly when they ovulate and when they conceive, we use the first day of the last menstrual period to date pregnancies. The due date (EDC, or estimated date of confinement, a term left over from the days when women were put to bed for two weeks after giving birth) is 280 days—40 weeks—from the LMP. A quick way to determine your EDC is to count back 3 months from your LMP and add 7 days. For example, if the first day of your last menstrual period was April 10, back 3 months would be January, plus 7 days would be 17, for an EDC of January 17. This date has a margin of error of plus or minus 10 days, which is why it is called the “estimated” date.

The Menstrual Cycle

The first day of menstrual bleeding is designated cycle day 1. Menstrual bleeding happens because you did not get pregnant last month. Progesterone levels, which skyrocket after ovulation, drop precipitously if fertilization does not occur; this drop in progesterone leads to shedding of the uterine lining. Over the next few days, the follicle destined to ovulate begins to grow. Sometimes, there will be more than one dominant follicle recruited; this could result in fraternal twins. FSH, follicle stimulating hormone, is high at this point. FSH begins to stimulate production of estrogen around cycle day 5. Estrogen is necessary for growth of the soon-to-be-ovulated egg and also for growth of the uterine lining. FSH also begins to induce the formation of receptors for LH, luteinizing hormone. LH, as we will see in week 2, is vital for ovulation.

[image: ] DOCTOR’S MEMO

Because I am an ob-gyn and because I am a woman, I use “doctor” throughout this book to refer to an obstetrician, a family practitioner, or a midwife, and her instead of the awkward he/she or him/her. I do not mean to imply that one type of practitioner—or gender of practitioner—is any better than the other.



Frequently Asked Questions

Q All I can think about is getting pregnant, but so far no luck. Friends have told me it’s because I’m trying too hard. Is that possible?

A While it is difficult to design a scientific approach to study it, the stress associated with trying too hard may impact fertility. Stress can lead to changes in hormone levels that are not conducive to conception. Because you are over 35, however, there are many, many other potential factors, so if you have been trying for over 6 months, see your doctor or a reproductive endocrinologist (fertility specialist) to have a few tests run.

Q I like to take herbs and supplements. Is it okay to continue taking these while I am trying to get pregnant?

A There is a common misperception that if it is an herb it is safe and good; that just is not true—herbs are medicines, Mother Nature’s pharmacy, if you will. Some herbs are safe for use in pregnancy, while others are extremely harmful, causing miscarriages or birth defects. You should never use any herb, over-the-counter, or prescription medication in pregnancy without clearing it with your own doctor, but here is a partial list of okay, maybe okay and never okay herbs in pregnancy:

OKAY TO USE IN PREGNANCY


	Raspberry leaf

	Lemon balm

	Dandelion (but don’t pick them from your yard if you use fertilizers or weed killers!)



MAY BE OKAY, UNDER THE SUPERVISION OF A HEALTH CARE PROVIDER


	Echinacea

	Black cohosh (only in the last month of pregnancy to calm false labor)

	Ginger root



NEVER OKAY


	Ginseng

	Bloodroot

	Celery seed

	Chaparrel

	Comfrey

	Ma Huang (AKA ephedra)

	Fenugreek

	Feverfew

	Gingko

	Hops

	Hyssop

	Jimson weed

	Juniper

	Licorice (most licorice candies do not actually contain licorice, but only flavoring, which is okay)

	Nasturtium

	Pennyroyal

	Poppy

	Sage

	Sassafras

	Saw palmetto

	Senna

	Thyme (small amounts okay in cooking)

	Yucca



Q I don’t think I can make it through the day without coffee? Do I have to quit if I want to have a baby?

A You do not have to give up all of life’s little indulgences in order to conceive and carry a healthy baby, but you do have to moderate. Research has shown that more than three servings of caffeine a day can increase the risk of miscarriage. Plus, caffeine is a diuretic, and can rob your body of vital fluids. My recommendation is to have only two caffeinated beverages a day. You can begin to wean yourself off the real stuff now, by mixing half regular and half decaf coffee. I went from two to three cups of coffee a day to two to three cups of decaf a week while I was trying to conceive—and I haven’t gone back to the “leaded” version yet!

Q I am 42, remarried, and considering IVF (I had a tubal 8 years ago). My doctor wants me to have some blood work done on cycle day 3. Two questions: What is cycle day 3 and what is the blood test looking for?

A Since cycle day 1 is always the first day of menstrual bleeding, cycle day 3 is the third day of your period. Your doctor has probably ordered a FSH (follicle stimulating hormone) test. FSH helps stimulate egg development in preparation for ovulation. If the FSH is elevated on cycle day 3, then that suggests a poor egg reserve. In other words, you don’t have a lot of good eggs left, and your chances of a successful outcome with IVF—or spontaneous conception—are low. In general, a cycle day 3 FSH> 15–20 mlU/ml (milli international units per milliliter) is a poor prognostic sign.


Week 2
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What Happened This Week?
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How I Feel Physically and Emotionally
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Ovulation and Fertilization

AT THE END of week 1, the menstrual flow has ended, and estrogen levels are rising, leading to growth of the dominant follicle (the egg destined to be ovulated); the uterine lining is beginning to thicken. This second week is chock-full of activity.

Ovulation

Thanks to estrogen, the uterine lining is growing from 0.5 mm to about 5 mm in thickness. The dominant follicle grows from 0.05 mm to 20 mm at the time of ovulation. Estrogen levels increase to 400 pg/ml (picogram/milliliter), 24–36 hours prior to ovulation, then begin to fall. The rapid increase in estrogen leads to a surge in luteinizing hormone (LH). Ovulation occurs twelve hours after peak LH levels are achieved. This LH surge is the basis of home ovulation predicting. Ovulation predictor kits (OPKs) test positive 24–36 hours prior to ovulation, allowing one to better time intercourse (see Pregnancy Planning).

Another interesting phenomenon that occurs during week 2 is an increase in androgen levels. Androgens are “male” hormones, but just as men have low levels of estrogen, women have low levels of testosterone. Non-dominant follicles, which started to grow earlier in the cycle, die off and produce androgens. This increase in androgen levels around the time of ovulation is thought to increase sexual desire in the woman, thus increasing the chances that she will have sex at a time that could lead to pregnancy! Mother Nature has all bases covered in her plan for us to continue reproducing.

The LH surge produces increases in progesterone. Progester-one acts on the follicle walls to increase distensibility (ability to expand, stretch, or fill with fluid). Fluid within the follicle rapidly accumulates. FSH, LH, and progesterone stimulate the activity of enzymes that break down the follicle wall. The follicle ruptures, the egg is released, and—voilà—ovulation has occurred!

[image: ]

The large follicle (outlined by calipers) is the dominant follicle, about to be ovulated. A smaller follicle is also seen, just above. I just finished reading Pinocchio to that dominant follicle!

Fertilization

Once ovulation occurs, the egg (or eggs, if more than one was released) must come into contact with a sperm. While sperm can survive in your reproductive tract for up to 5 days, the egg is toast after 24 hours. This leads to the concept of the “fertile window,” the time in which an act of intercourse could lead to a pregnancy. The fertile window encompasses the five days before ovulation and the day of ovulation; the day on which sex is most likely to lead to pregnancy is the day of ovulation, followed by the day before ovulation, and so on.

When a man ejaculates, he deposits between 200 and 300 million sperm into the woman’s vagina. Of those millions and millions of sperm, only about 200 get near the egg. During the journey from vagina, through the cervix and uterus, and into the tubes, the sperm undergo a process called capacitation, which gives sperm the ability to attach to and penetrate the egg. Once one sperm attaches to the egg, a reaction occurs that prevents other sperm from gaining entry. The genetic material from the victorious sperm and the egg join and fuse—and your baby is begun!

At the time of fertilization, the 23 chromosomes from Dad and the 23 chromosomes from Mom are joined into 23 pairs of chromosomes, one from each parent. These chromosomes determine hair and eye color, height, body type, and everything else about your baby. The chromosomes are matched, with the exception of the sex chromosomes, X and Y. Females have two X chromosomes and males have one X and one Y. The egg always supplies an X, but the sperm can supply an X or a Y; if a Y-bearing sperm fertilizes the egg (for an XY combination), the result will be a boy, but if the sperm carries an X (for an XX), you’ll have a girl. If Dad complains about what he gets, remind him that he determines the gender of his children!

Frequently Asked Questions

Q I have a friend with a blue-eyed daughter, but my friend and her husband have brown eyes—how can that be?

A This is a good example of recessive and dominant genes—and not a sign your friend was friendly with the milkman! We have two copies of each gene (with the exception of males, who have one X chromosome from mom and one Y chromosome from dad); some genes are dominant, meaning only one copy is required to express that gene’s trait, while others are recessive—both copies are needed for that trait to be expressed. The gene for brown eyes is dominant, while blue (and green) are recessive. Your friend and her husband each have one brown and one blue gene (but remember, brown is dominant, hence they each have brown eyes). They each gave a blue gene to their daughter—two copies of blue equals blue eyes. Similarly, brown or black hair is dominant, while blonde or red is recessive.

Q I know I am paranoid, but what if I have some odd genetic problem, but don’t know about it?

A If you have an isolated genetic defect, and you are fine, it is unlikely that you will meet up with a man with the same defect and you both pass the defect on to your child, and have your child be adversely affected by it.

Cystic fibrosis is one of the more common genetic defects in Caucasians, with 1:20 carrying the gene; this translates into a 1:400 chance of a baby having cystic fibrosis. Now, if there are birth defects in the family, even in distant relatives, then genetic counseling may be helpful. We do not have the technology—or the financial resources—to screen every single person for every single genetic problem.

Q I’m 36 and trying to have my first baby. My best friend says she can always tell when she is ovulating because she has pain off to one side in her pelvic area. I’ve never felt this. Does this mean I’m not ovulating?

A Your friend is having mittleschmertz, German for “middle pain.” This short lived, usually sharp pain lasts for several hours to a day midcycle, around ovulation. Some women feel it, but many do not. You can be ovulating every month and never have a twinge. You can always do an ovulation predictor test to see if you are ovulating, and, remember, if you have been trying for more than 6 months, see your doctor for an evaluation.


Week 3
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What Happened This Week?
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How I Feel Physically and Emotionally
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Implantation

FERTILIZATION IS THE first step on the long journey that will end in the delivery room. From now on, for each week I will explain what your baby is doing, what you are doing, and what the special considerations are for that week.

What Baby Is Doing

Right now, your baby certainly does not look like a baby. Once fertilization occurs and the genetic material from sperm (Dad) and egg (Mom) joins together, the 1 cell formed begins to divide. Over the course of the next 3 days, this cell, as it travels down the fallopian tube toward the uterus, will slowly divide into two, then four, then eight cells, called blastomeres. A solid ball of 12–16 cells, called a morula, enters the uterine cavity about 3 days after fertilization. Fluid be-gins to accumulate between the blastomeres, forming a blastocyst, with a bunch of cells at one end that will eventually be your baby and a rim of cells (trophoblasts) all around. During this stage, your baby is called a zygote.
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This drawing illustrates a blastocyte a few days after implantation has occurred. The embryonic disc lies between the smaller amniotic cavity on the top and the larger primary yolk sac on the bottom.

During the next 72 hours, the zygote floats around in the uterine cavity. Six or 7 days after fertilization, at the end of week 3, it implants into the thick, lush uterine lining (see next section for what your body has been doing to prepare for this). At this point, your baby is composed of between 107 and 256 cells and measures 0.15 mm—about the size of a period on this page! Implantation usually occurs in the upper, back wall of the uterus; implantation in the lower portion of the uterus may result in a placenta previa (see week 25). The trophoblast cells burrow between the uterine lining cells, until the zygote is completely covered by the uterine lining.

The trophoblasts (and their descendants, the fetal membranes and placenta) are the only cells that come into direct contact with maternal tissue and blood. One of the great mysteries of human reproduction is why Mom’s body does not reject a baby. After all, the developing baby is a mix of your genes and those of your partner; it is genetically different from you, and therefore foreign. Our bodies are very good at rejecting foreign invaders—think of our response to infection, or the need for people who have received transplanted organs to take powerful drugs to avoid rejection of the organ. Why doesn’t our body reject this tiny bundle of cells invading the uterine lining? Doctors and scientists think there is something special about the trophoblasts that “trick” Mom’s body into thinking the developing baby is not foreign tissue. I like to think of it as one of many miracles associated with having a child.

What You Are Doing

While the egg and sperm were getting to know one another, your body was keeping pretty busy, too. Under the influence of estrogen, glands within your uterine lining (endometrium, in medical terms) are growing and becoming more branched and tortuous. At the time of implantation, the uterine lining has increased to 10–14 mm in thickness. Active secretion from the glands produces a fluid in which the zygote (scheduled to arrive in the uterus the middle of this third week) will be bathed until it implants in the uterine lining at the end of this week. Many of these secretions are necessary for successful implantation.

Your ovary has been busy, too. The site of ovulation, now called the corpus luteum, is producing great quantities of progesterone. Progesterone is required to support the pregnancy until the placenta begins to secrete sufficient amounts, around week 10. If the corpus luteum is disrupted, a miscarriage will occur unless supplemental progesterone is given.

All of these things happening in your body occur without any conscious input from you. You will not feel any different than normal at this point—breast tenderness, nausea, showing, and glowing are all to come.

Special Considerations

Shortly after implantation, some women will experience spotting. As your baby burrows into the uterine lining, small blood vessels may be disrupted. This bleeding is usually very light and lasts only a day or so. It is sometimes red and sometimes brownish. Because it occurs close to the time of an expected period, many women mistake this spotting for a period and do not realize until several weeks later that they are pregnant.

Frequently Asked Questions

Q I am trying to conceive and I may have ovulated about a week ago. Tonight is our tenth anniversary. Is it okay for me to have some champagne?

A Even if you did conceive last week, the baby probably has not implanted yet, so there is no connection between you and the baby. Any alcohol you drink, therefore, will not be passed on. It is fine to enjoy your anniversary dinner; if you are pregnant, anniversary number 11 will be spent burping baby and changing diapers!

Q I had a little spotting today, but my period is not due for a few more days. I really want to be pregnant. Can I do a pregnancy test yet?

A A very sensitive blood pregnancy test may be positive the day after implantation, but home tests will not be. If you do not have a full-blown period within a few days of when it was due, spotting may be from implantation and you should do a home pregnancy test. While the waiting game is difficult, if you think of it as an exercise in the patience you will need once you have a child, it is more tolerable!

Q I did a home pregnancy test because I just felt pregnant. My last period started only 15 days ago, but the test was positive. I thought I had to miss a period before a pregnancy test would be positive?

A You do not have to miss a period before a sensitive pregnancy test will register the result; however, the implantation must have occurred before HCG can be detected. Implantation occurs around 6 days after fertilization, so unless you ovulated unusually early this cycle, implantation would not have occurred yet.

What is more likely is that your last period wasn’t really a period at all, but rather implantation bleeding and you conceived last month! Make an appointment with your doctor for an exam, a blood HCG level, and perhaps an ultrasound to determine exactly how far along you are.


Week 4
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What Happened This Week?
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How I Feel Physically and Emotionally
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Where’s My Period?

AT THE END of this week, you may be wondering where the heck your period is and beginning to suspect you are pregnant. Blood pregnancy tests will be positive early in the week, and home urine tests generally will reveal the good news the first day of a missed period.

What Baby Is Doing

Your baby has been producing HCG (human chorionic gonadotropin), the pregnancy hormone, since 2 to 3 days after fertilization. Now that implantation has occurred, a connection between your blood and the trophoblasts is being established. Using very sensitive blood tests, HCG can be detected in your blood the day after implantation. This hormone is extremely important; it signals your body that you are pregnant (see next section for what your body does in response to HCG).

During this week your baby zygote becomes an embryo, as it will be called until the tenth week. The bunch of cells at one end of the blastocyst (discussed in week 3) begins to form distinct layers and is now called the embryonic disc. A small cavity, the precursor to the amniotic cavity, forms as well. On the opposite side of the embryonic disc from the amniotic cavity, the yolk sac begins to form. The yolk sac is important in the transfer of nutrients to the developing embryo, and next week will begin supplying blood cells.

By the end of this week, the deepest layer of trophoblasts have formed tiny finger-like projections and are now called chorionic villi. Some of your blood vessels are invaded by these cells, establishing the maternal-fetal connections that will supply the developing baby with nutrients and oxygen and will take away wastes until delivery.

At the end of this week, your baby is 0.4–1.0 mm in length—about the size of a grain of sand.

What You Are Doing

HCG from the baby signals the corpus luteum to continue to produce progesterone; without this signal, the corpus luteum would degenerate, progesterone levels would fall, and a period would begin. High levels of progesterone and estrogen stimulate continued growth of the uterine lining and promote the decidual reaction. The decidual changes in the uterine lining help ensure the success of implantation and supply nourishment to the baby until the placental circulation is established. By the end of this week, the site of implantation is covered by a layer of decidual cells.

From My Journal

“3/29/98. + UHCG [urine pregnancy test] yesterday!!!! It’s funny, I don’t feel pregnant—breasts aren’t particularly full and tender like they have been before [I had 2 miscarriages before my daughter]. I hope the little spirit(s) have taken hold.…”



Soon after implantation occurs, early in this fourth week, tiny blood vessels in the uterine lining are invaded by the trophoblasts. This establishes a connection between you and the developing baby. HCG produced by the baby can now enter your circulatory system and be detected by blood and, a few days later, urine tests.

At this point, you may feel as if you are about to get a period—you may have a sensation of pelvic fullness or heaviness and your breasts may tingle a bit. Your uterus is the same size as it was pre-pregnancy and examination alone is not adequate to confirm pregnancy.

Special Considerations

Now that there is a physical connection between you and the baby (some women feel an emotional connection from the moment of conception), your actions can affect the baby. Smoking, drinking alcohol, using drugs, or exposure to chemicals can have long-term consequences for this rapidly dividing group of cells in you. (This is discussed extensively in week 9.)

This connection also allows you to find out you are pregnant. As explained earlier, once endometrial blood vessels are invaded by the trophoblasts, HCG secreted by the baby enters your circulation. Sensitive blood tests can detect this HCG as early as the day after implantation, or right at the beginning of week 4. Unless you have been undergoing infertility treatments, it is unlikely you will have a blood test done so soon. By the end of this week, right around the time you should be getting a period, however, you may suspect you are pregnant and wish to do a test. By the day you expect your period, over-the-counter home pregnancy tests can detect HCG that is passed into your urine. One brand, First Response, received FDA approval in early 2000 to market a home test that can detect HCG three days before a period is due! Home tests are much less expensive than blood tests, and are 99 percent accurate. False negatives (indicating you are not pregnant when you really are) are much more common than false positives. If you do a test and get a negative result, retest a few days later. Sometimes we ovulate—and therefore conceive—a few days later than we think, so the entire timetable, including HCG’s appearance in your system, is delayed. Because home tests are so accurate, it is not necessary under most circumstances to have a positive test repeated in your doctor’s office.

[image: ] DOCTOR’S MEMO

Watching urine move across the test stick of a home pregnancy test is an exciting moment for many women. One of my patients wrapped the test up, placed it on the kitchen table where her husband sat and watched his expressions change from bewilderment (“It’s not my birthday”), to confusion (“What the heck is this thing?”) to utter joy when he figured out what it meant (“I’m gonna be a dad!”).



Frequently Asked Questions

Unless you have undergone infertility treatments, you will probably not see your doctor yet. If you have had a prior ectopic pregnancy or multiple miscarriages, call your doctor now. Blood tests for HCG levels may be done to determine whether this pregnancy is in the proper place. With an ectopic pregnancy, HCG levels will not rise properly. (This is discussed in detail in week 8.) If you have had miscarriages or been diagnosed with a luteal phase defect, your doctor may wish to test progesterone levels as well; if low, progesterone supplements may help prevent another miscarriage. (See week 8 for more information on ectopic pregnancy and miscarriage.)

Q I did a home pregnancy test, but the line is very faint. What does this mean?

A It means you are pregnant. Unlike ovulation predictor testing (see Pregnancy Planning), the darkness of the line on a home pregnancy test does not factor into the interpretation of positive versus negative; any second line is considered positive. The line may be fainter because you are very early, or because your urine was more dilute, lowering the concentration of HCG in the sample. The darkness of the line tells nothing about the health of the baby or whether you will miscarry or have a tubal pregnancy. All it does is let you know you need to call your doctor for a prenatal appointment!

Q I know I’m pregnant (woman’s intuition, or something), but the pregnancy test is negative and my period is three days late.

A I am a firm believer in woman’s intuition. Some women just do not produce HCG that can be detected on home tests. Sometimes you ovulate later than you think and there may not be any HCG in your system yet. Retest in a few days, when levels may be higher. (Retest using your first morning urine, because it is more concentrated and lower levels of HCG may be detected.) If the test is still negative, see your doctor for a blood test and exam. The blood tests are much more sensitive than the urine tests.

Q I did a pregnancy test this morning and it was positive! Father’s Day is in two weeks and I’d love to wrap the stick up and give it to my husband with a card, to let him know we’re going to have a baby. Assuming I can keep a secret for two weeks, will the test still register positive?

A That is a great way to tell Dad-to-be the good news! And, yes, the positive result will still show. In theory, a second line will remain indefinitely. I have a couple of patients who have kept the stick for the baby’s keepsake box, but I must admit I don’t know if they’ve looked at it since the baby was born.


Week 5
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What Happened This Week?
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How I Feel Physically and Emotionally
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Why Am I So Tired??

DURING THIS WEEK, you may begin to feel pregnant. You may notice a surprising (to first-time moms) sense of fatigue, and your breasts may be very sensitive. Your baby is changing every day, and equally significant changes have already begun in your body.

What Baby Is Doing

Last week, the baby consisted of two layers; this week a third layer forms. The ectoderm will become skin, hair, the nervous system, the lenses of the eyes, and tooth enamel; the endoderm will develop into the lungs and digestive system; and the mesoderm becomes the skeleton, muscles, urinary system, reproductive system, and circulatory system. A groove, called the neural groove, is forming down the baby’s back. The neural groove will begin to fold over, forming the neural tube. The neural tube eventually becomes the spinal cord, brain, and nervous system. If this process is disturbed, abnormalities of the brain and spinal cord (neural tube defects) such as spina bifida or anencephaly may result (see week 15).

[image: ]

By the end of this week, several somites, looking like stacked-up blocks, form on either side of the neural tube; these somites are the precursors to muscle and bone. The cardiovascular system is beginning to form as well. First, small blood vessels begin to form from mesodermal cells in the baby as well as in the yolk sac and chorionic villi. A primitive heart tube develops in the chest area and connects with these blood vessels. Blood cells develop from the lining of the yolk sac and are circulated through
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