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To Ian, my subsequent baby,
and Laura, the baby I never
got to take home.
–A.D.

To Beth and Stephen, who
tried again, and to
Marybeth and George, who
tried so hard.
–J.S.
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MOST EXPECTANT PARENTS assume that their pregnancy will result in the birth of a healthy baby. There probably was a time when you too thought that foresight, good judgment, living well, being a good person, or religious faith would protect you. Then, when your baby(s) died, those safe assumptions were shattered. You come face to face with the fact that you can’t always avoid tragedy. Your beliefs about pregnancy and birth, life and death, fate and justice all come into question. You start to realize that there are no answers to “Why me? Why my baby?” Your grief includes painful feelings of anger, guilt, failure, and powerlessness. You begin to understand that life is unfair and you are always vulnerable to tragedy.

As a result, when you embark on another pregnancy, it is normal for fear to color every aspect. You may feel uneasy because you know that even if you do all the “right” things, there are no guarantees. You may wish you could relax, but you can’t forget what happened before. You may even feel certain that you’re unable to have a baby who can survive. While intellectually you may know that the odds are in your favor, it can be difficult to convince yourself emotionally.

To get through this pregnancy, stay open to all your feelings. While pessimism and anxiety can be overwhelming, also embrace any optimism and confidence you feel, however fleeting. Optimism does not make bad things happen, and in fact, it can help you cope with your anxieties and your grief.

Make wishes for the new life that stirs within you. Let yourself feel close to this new baby. Collect mementos and memories, as they would offer great comfort in any case. You may believe that your detachment will keep you from getting your hopes up and shield you from having to deal with another tragedy, but this is only an illusion. As you well know, nothing can protect you from the grief that follows the death of a baby.

Recognize the source of your anxiety, and talk or write about your fears. As you grapple with your worries, let go of the ones that arise from your imagination or past experience. You only need to listen to the worries that are based on what’s actually happening now. And remember that even if you truly are high-risk, while you may be in the throes of horrific worry, your pregnancy—and the baby—may very well turn out just fine.

Be an informed advocate for this pregnancy. Read books, like this one you have in your hands, because the more information you have, the more empowered you’ll feel. This comprehensive book can arm you with knowledge, which can combat your fears and enable you to get the obstetric care you deserve.

Finally, continue to grieve for the baby(s) you miss so much. Accept that having fears is a normal part of your grief, and a natural part of a subsequent pregnancy.

You cannot recapture the innocence and blissfulness normally associated with pregnancy. But you can find a balance between anxiety and optimism. You can face your vulnerability and still reach for your dreams. So if you feel your hopes rising, let them flow. Dare to imagine the softness of a baby’s skin, and how full your arms will be. Caress little outfits, and enjoy your big belly. Even though you don’t feel like a normal pregnant woman, you can dare to nest like one. If it gives you hope, do it. With my best wishes,

DEBORAH L. DAVIS, PH.D.

Author of Empty Cradle, Broken Heart:

Surviving the Death of Your Baby
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IT TAKES COURAGE to attempt another pregnancy when you’ve already experienced the death of a baby through miscarriage, stillbirth, or infant death. You know there’s a chance you’ll end up experiencing another loss—a risk that any pregnant woman faces—but you’re willing to risk heartbreak again for a shot at the ultimate prize: a healthy baby.

No matter where you are in your quest for another baby—whether you’re thinking of trying to conceive, actively trying to become pregnant again, or already pregnant—you are likely hungry for information. You may be wondering how long you should wait before you start trying to conceive again, whether you’re at higher-than-average risk of experiencing the death of another baby, whether you should seek out the services of a high-risk pregnancy specialist, and how you’re going to manage to make it through the months ahead without driving yourself completely crazy!

WHY A BOOK ABOUT PREGNANCY AFTER LOSS?

As you’ve no doubt discovered by now, most pregnancy books choose to ignore the possibility that anything can go wrong before or after a birth. While these books typically devote entire chapters to such relatively minor issues as equipping the nursery or shopping for maternity clothes, you might not find more than a paragraph or two dealing with miscarriage, stillbirth, or infant death—something that can leave you feeling angry and betrayed if the unthinkable happens to you.

We wrote this book because we wanted to arm pregnant women and their partners with the information and reassurance they need to weather the physical and emotional highs and lows of a subsequent pregnancy. If you’re looking for a book that will answer the 1001 pregnancy-related questions that run through your head at 2:00 A.M. (but rarely while the doctor’s office is open!) and that acknowledges the unique challenges of embarking on pregnancy after miscarriage, stillbirth, or infant death, you’ve found it.

We’ve set out to focus on the types of issues that are of primary concern to couples who are either contemplating a subsequent pregnancy or are already pregnant again. You’ll find:


• A detailed discussion of the causes of pregnancy loss and infant death, including the highlights of some important new research in these areas

• Help in deciding whether you’re physically and emotionally ready to attempt another pregnancy

• The latest news about genetic counseling

• The facts you need to know about preconception health

• Information about how your reproductive history (e.g., miscarriages, stillbirths, pregnancy terminations, infant deaths, and/or the birth of a child with a disability) may impact on your next pregnancy

• Practical tips on increasing your odds of conceiving quickly

• A frank discussion of the emotions that you may experience when the pregnancy test comes back positive

• Detailed information about prenatal testing, including a discussion of the pros and cons

• Useful advice on coping with the unique physical and emotional challenges of a high-risk pregnancy

• Helpful hints on surviving the emotional highs and lows of the postpartum period, including a detailed discussion of the experience of “regrieving”

• A directory of organizations, Web sites, online support groups, books, and other resources that you and your partner may find useful during the months ahead



What makes the book truly special, however, are the numerous true stories of the joys and challenges of coping with a subsequent pregnancy that are sprinkled throughout the text. We interviewed more than a hundred parents while researching this book. During a three-month period, these parents answered a series of questionnaires that focussed on every imaginable aspect of pregnancy after a loss:


• How they decided that it was time to start trying to conceive again—and how they coped if the two of them didn’t agree on that timeline

• How they stayed sane if they didn’t manage to conceive as quickly as they wanted

• Whether they decided to stick with the same caregiver they had worked with in the past or whether they decided to switch to another doctor or midwife

• What they decided to do about the prenatal testing issue

• How they coped with their fear that something would happen to this baby, too

• What they did to prepare themselves for the upcoming birth, and so on.



We decided to write this book shortly after finishing work on our first pregnancy book, The Unofficial Guide to Having a Baby (IDG Books, 1999). While we are proud of the fact that the book was the first mainstream pregnancy book to tackle the issues of pregnancy loss, infant death, and pregnancy after a loss in great depth, we felt that we still had a lot to say on this subject—an entire book’s worth, in fact! The result is the book that you are holding in your hands.

You might be interested to know that we each had very personal reasons for wanting to write this book.

Ann’s fourth child, Laura, was stillborn three years ago due to an umbilical cord knot. Her youngest child, Ian, was born healthy eleven-and-a-half months later, after what Ann describes as the most emotionally draining forty-one-and-a-half weeks of her life! Because an earlier pregnancy had ended in miscarriage, she was beginning to wonder if she would ever be blessed with another living child. Ann wanted to write the type of book that she desperately needed, but yet was unable to find during her last pregnancy: a book that focussed on the unique challenges of planning another pregnancy. “I just couldn’t relate to mainstream pregnancy books that assume that the biggest crisis you’re facing in your pregnancy is whether the Winnie the Pooh wallpaper you ordered will arrive before the baby. I wanted a book that understood that my biggest concern was whether or not I’d end up with a healthy baby in my arms.”

John wanted to write a book that would address the types of concerns most often expressed by the couples he encounters in his obstetrical practice, couples who are embarking on pregnancy after miscarriage, stillbirth, or infant death. “My reasons for doing this book have to do with the pain I’ve shared with so many hopeful would-be parents over the years when I had to sit beside them in the ultrasound room, office, or emergency room, and explain to them that their baby was dead or that they had otherwise lost the pregnancy that they had been so excited about just days, hours, or minutes before.”

We think that this book is groundbreaking in many ways and hope that you will agree. Because we want this book to be as helpful as possible to parents experiencing miscarriage, stillbirth, and infant death, we would like to encourage you to write to us, in care of our publisher

Taylor Trade Publishing

1550 West Mockingbird

Dallas, TX 75235

if there’s an issue that you’d like us to address in a subsequent edition of the book. You can also E-mail your comments to us at

pageone@kawartha.com.

We hope that you enjoy this book and that you are blessed with the safe arrival of a healthy baby in the very near future.
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The Quest for Answers

I had an unyielding yearning to know what had happened and why.

—Roberta, who experienced two first-trimester miscarriages before giving birth to a healthy baby

 

 

WHEN YOUR BABY dies, you are often left with more questions than answers. Even if you are able to obtain an adequate explanation of the medical events that led to your baby’s death—and, frankly, that isn’t always possible—you will likely find yourself struggling with at least one question that can’t be answered easily: Why did this happen to me?

This chapter will focus on the hunger for information that many couples experience following the death of a baby: why the desire for information is so strong, where parents tend to turn for information, and why it can be so difficult to come to terms with your baby’s death when there is no adequate explanation for what went wrong.

THE HUNGER FOR INFORMATION

Couples who have experienced the death of a baby through miscarriage, stillbirth, or during infancy often feel a powerful need to find out as much as possible about the circumstances surrounding their baby’s death. In addition to obtaining as much information as possible from their caregivers, they may turn to other sources in their quest for answers: books, medical journals, the Internet (see Appendix C), and so on. Unfortunately, despite the hours that they spend meeting with doctors and researching the causes of their babies’ deaths on their own, many couples still feel dissatisfied by the amount of information that they are able to uncover.

That was certainly the case for Sara, whose first child was stillborn at twenty-three weeks due to a severe infection. “I don’t think anyone could have given me enough information about my loss,” she admits. “There just isn’t any answer to ‘Why me?’ ”

Laure, who has experienced four miscarriages as well as the birth of two living children, was similarly driven to try to uncover clues about what was going wrong with her pregnancies: “I joined E-mail lists, searched the Internet for information, and read any book that might help me to find out what was causing the miscarriages. I left no stone unturned.”

Mary found that she was able to work through some of her feelings of grief by attempting to learn as much as possible about the circumstances that had led to her five second-trimester losses. She also felt that she would be in a better position to decide whether to attempt another pregnancy if she had a better idea about what had gone wrong. “It was very therapeutic for me to be on this quest for information,” she explains. “I felt that if we found a cause for the losses that was correctable, I would try again; if we found a cause that was not correctable, we would call it a day.”

WHEN THERE’S A CLEAR-CUT CAUSE

In some cases of miscarriage, stillbirth, and infant death, the cause of death is obvious; in others, there is simply no clear-cut medical explanation for what went wrong. While it is always difficult to experience the death of a baby, most grieving parents find some measure of comfort to be had in trying to find out what causes some babies to die before birth, and why some babies are born too soon or with life-threatening illnesses.

Kim, whose first baby died at thirty-nine weeks, remembers feeling relieved that there was a concrete medical explanation for her baby’s death. “Seeing the knot in the umbilical cord, having that answer, offered a measure of peace—especially since the cause of her death was something that gave me no increased risk of another loss.”

Some couples feel that the medical explanation for what happened is just a small part of the puzzle. What they really want to know is why this tragedy happened to them and their babies. Lori lost her son at thirtynine weeks of pregnancy due to amniotic band syndrome, a condition in which bands of amniotic tissue interrupt the blood flow to all or part of the baby, occasionally resulting in the baby’s death. She was relieved that her doctor was able to provide her with a concrete explanation for her son’s death, but she was frustrated that he was unable to answer her biggest question: Why had this happened to her baby? “He spent an hour-and-a-half going into detail as to why stillbirths happen in general and what was known about amniotic band syndrome in particular,” she recalls. “As he told us, doctors do not know for certain how or why these bands form, so in many ways, he simply couldn’t answer our questions to our satisfaction.”

Janis, who chose to terminate her pregnancy at five months when her baby was diagnosed with severe heart defects, was also frustrated by the fact that no one could adequately explain why her baby had developed these problems. “The genetic counselor explained everything she could and really went the extra mile for us, but no one knows why our baby had a heart defect or what caused it,” she recalls. “It may have been a fluke of nature or a result of pesticides, pollution, food additives, preservatives, and so on. She didn’t have the answer and I am not sure who could answer any of these questions.”

For Laura, whose second child died during open heart surgery at eight days of age, the biggest challenge came from trying to make sense of all the highly detailed medical information she was given at the time of her baby’s death. “For the most part, we were satisfied with the amount of information we were given. We had to absorb so much information about congenital heart problems that we could take in only part of it at a time.” The only thing that the doctors weren’t able to tell her was the one thing that she really wanted to know: Why her daughter had died during surgery that the majority of babies survived. “As far as the specific causes for Sarah’s death, unfortunately they don’t really know. She did not survive a surgery that has a high mortality rate (30 percent), but they can’t explain why some babies don’t make it when others do.”

Monique was frustrated by the delay in obtaining an adequate explanation for her daughter’s death, especially since the information she was initially given in the hours after her baby’s death turned out to be inaccurate. “It took a long time for us to find out exactly what had happened,” she explains. “At first there was speculation that damage was done to the brain stem and this was the cause of death. It wasn’t until a few months later, after reviewing the autopsy report, that we discovered that Natalie had died because of an intraventricular hemorrhage.”

WHEN THERE’S NOT A CLEAR-CUT REASON

As hard as it may be for parents who have lost babies to accept, there’s still much that we don’t know about miscarriage, stillbirth, and infant death in this era of high-tech medicine. While some significant breakthroughs in both reproductive and neonatal medicine have been reported in recent years, scientists continue to struggle to unlock the mysteries of pregnancy and infant loss.

Many parents find it difficult to accept the fact that they may never receive a satisfactory explanation of the events that led to their babies’ deaths. Kelly was devastated when it turned out that the initial explanation for her son’s death was incorrect and that the doctors had no idea what had gone wrong. “At first, when the resuscitation failed, the hospital personnel told us he probably had a birth defect, like underdeveloped lungs,” she recalls. “This was a relief in a way because we felt like there was nothing anyone could have done to prevent it. But it was also scary because there was the possibility it could happen again. Well, it turned out not to be the case at all, and we were left with no explanation for why he died. There was an autopsy and we consulted with a perinatalogist, but we still didn’t find a reason. Not knowing why he died is the hardest thing for me to come to terms with, other than not having him here.”

Cheryl was also frustrated by the fact that the doctors weren’t able to provide her with more information about the causes of her three pregnancy losses: “A lot of my questions were answered with, ‘We really don’t know why this happened.’ There were a lot of suggestions that could not be confirmed with any certainty.”

Like Kelly and Cheryl, Debbie finds it difficult to accept the fact that she doesn’t have an adequate explanation for her two pregnancy losses. (Her first child was stillborn at thirty weeks of pregnancy and her second baby was miscarried.) “Sometimes I feel almost jealous when I hear that someone has discovered a reason for their loss, but then I remind myself that everyone asks why they lost their baby, even if there is a medical reason.”

Some women feel very angry that so little is known about the circumstances that led to their babies’ deaths. “I wish more research was done about early pregnancy,” says Molly, who has experienced two first-trimester miscarriages. “I get so sick of people saying, ‘We really don’t know much about this early stage.’ It’s sort of invalidating, like until you get to be four months along, they won’t bother with you because you’re not a good risk or investment of their time. In later pregnancy, they seem to know so much about problems and how to fix them. It’s very frustrating to have large problems early on and yet no answers—no proactive path to go down.”

Lori—whose son was stillborn due to amniotic band syndrome—is also angry that more isn’t done to prevent these types of tragedies. She feels that the quality of care offered to women who experience pregnancy loss should be given to every pregnant woman. “This may be awful to say, but I think the medical community gives you one ‘free pregnancy’—it’s like a throwaway. They don’t monitor you closely unless you have experienced a loss because the cost of that additional attention would simply be too great. My husband and I went to a loss support group soon after our loss and met a couple who had lost their first child at twenty-two weeks due to an incompetent cervix. During the next pregnancy, she’ll be monitored closely and she’ll have a cerclage performed, but the husband’s point was, ‘Why can’t doctors routinely check for these types of problems at the appropriate points in any pregnancy? Why do you first have to suffer a loss?’ ”

Kim—whose daughter was stillborn at thirty-nine weeks—shares similar feelings. “It continues to bother me that you get extra cautious care only after one baby has died. It’s too big a price. Every life is precious enough to be worthy of that level of care. My second baby had her cord around her neck, and thanks to close monitoring, they were able to take the baby at thirty-seven weeks and she was fine. Who knows: If they had monitored me that closely with Molly, she might still be here.”

Women who have experienced a series of first-trimester miscarriages can be particularly resentful of the fact that no type of treatment is attempted until after two or three consecutive losses. “I was never offered any explanations for my first three losses,” says Jennifer, who has experienced four miscarriages and one live birth. “When they occurred years ago, I was basically told that ‘These things happen.’ Even after three miscarriages, I was still naïve enough to think it was just bad luck. After my fourth loss, my current obstetrician offered me many tests and was very helpful in trying to find out what was causing my losses. When I think back, I am very angry with my past caregivers. Each loss was handled by a different obstetrician and all were aware of my miscarriage history. Why was no advice or further testing offered? I will never know what caused my previous losses and can only wonder if they were related or each a different problem.”

Kathy, who experienced a miscarriage at eleven weeks, felt less guilty than afraid. She was certain that she would experience another loss if the cause of her first miscarriage wasn’t determined. “My doctor was very sympathetic and understanding, but explained that she didn’t have the answers. She told me that most miscarriages are caused by chromosomal flukes, and that it wouldn’t happen again,” she says. “Of course, this was probably all true, but it wasn’t a good enough answer for me because I was convinced that it would happen to me every time if we didn’t find out what had gone wrong.”

THE BLAME GAME

In the absence of a concrete explanation for what has gone wrong and why, it’s easy for mothers who have experienced a loss to blame themselves for their babies’ deaths.

“I wanted answers, and there were none to be had,” explains Lisa, whose first pregnancy ended in miscarriage. “That was extremely frustrating because it left me wondering if I was somehow at fault. I knew intellectually that it most likely wasn’t the case, but there was still a little part of me that wanted to blame this tragedy on something. If there was no other source of blame, then it must be my fault.”

Jennifer, whose first child was stillborn at term, experienced similar feelings: “We had an autopsy as well as chromosomal studies and genetic testing done on Samantha and no cause was found for her death. ‘Unexplained fetal demise at term in a normal girl’ was the official phrase. I wasn’t sure how I felt about this. On the one hand, not having a cause for her loss confirmed for me that she really was as perfect as she appeared. Also, it helped me to feel that we still had the potential for living children if we decided to embark on pregnancy again. On the other hand, babies don’t just die for no reason and I wanted to know why this happened to our baby girl. I wanted to have something to rage against. With no cause, there was nowhere to place blame. Except, of course, on myself: I must have done something.”

While mothers who have experienced the death of a baby prior to birth have a tendency to blame themselves for an unhappy pregnancy outcome—after all, wasn’t it their “job” to keep the baby safe?—fathers can also be racked with feelings of guilt. For a long time, Michael, whose twin daughter Robyn died shortly after birth, felt that he should have been able to do something to prevent his daughter’s death.

“I was nagged for months with a feeling I could have done something to prevent Robyn’s death. I now know that this is called counterfactual thinking: It’s the ‘what if game that fries your intellect and emotions after a loss. During a routine ultrasound two days before Robyn died—where our twins were being measured, among other things, to avoid the possibility of twin-to-twin transfusion—it had seemed to me that the ultrasound technician actually measured the same twin twice,” Michael says. “At that ultrasound no appreciable difference in size was recorded. Yet two days later there was a five-hundred-gram difference in their sizes—significant at that point, and indicative of the twin-to-twin transfusion that caused Robyn’s death.

“As it happens, two to three years after Robyn’s death, I had the opportunity to sit on a discussion panel with the neonatal pediatrician who had cared for our daughters in the hospital,” he continues. “I asked the doctor if it was possible that Robyn could have been measured twice, given the facts of our case. He reflected for a moment and then observed that this was possible, and easy enough to happen. At that point, at that time, if we had known about the difference in the babies’ sizes [e.g., if Robyn hadn’t been measured twice, without her twin being measured at all], Robyn might have survived.

“It took me quite a while to forgive myself,” Michael says. “Now I had a new bit of information with which to play the ‘what if game. Could I have saved Robyn’s life by mentioning what I observed at the time? Or was I really only a nervous, uneducated father in the ultrasound room, in which case it might have made no difference at ail? Sometimes when we find out more, it can be more than what we want to know.”

While blaming yourself for your baby’s death is a normal part of grieving, it’s possible to work through these feelings and let them go as you come to terms with the fact that you don’t have total control over what happens to your beloved children. Deborah Davis, Ph.D., author of Empty Cradle, Broken Heart, offers these words of wisdom to grieving parents who are struggling to come to terms with feelings of guilt: “Bad stuff happens to good people. If you feel ready to get past your feelings of guilt, try looking in the mirror or writing yourself a letter, telling yourself that you are a good and loving parent. After all, no one loved your baby more than you did—and still do. And without a doubt, if there had been a known and guaranteed way to prevent this tragedy, you would have pursued it with all your might.”
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The Truth about Miscarriage

IT’S A SUBJECT pregnancy books tend to gloss over and prenatal classes generally choose to ignore: the possibility that pregnancy will end in anything other than the birth of a healthy baby.

While it’s easy to understand why authors and prenatal class instructors are eager to dodge the topic—it’s not the most happy or upbeat subject, after all—those who choose to ignore the possibility of pregnancy loss do expectant couples a tremendous disservice. Rather than acknowledging that miscarriage and stillbirth can and do occur, and arming these couples with information that would serve them well if they were to experience the death of a baby before birth, these so-called experts choose instead to leave parents-to-be in the dark. While the majority of couples are fortunate enough to give birth to healthy babies nine months down the road, just as their pregnancy books and prenatal instructor predicted, those parents who end up experiencing the heartbreak of losing a baby are left feeling isolated and alone.

This conspiracy of silence might lead you to conclude that the death of a baby prior to birth is an unusual event—something that happens only in a very small number of pregnancies. Of course, nothing could be further from the truth. Miscarriage and stillbirth are actually far more common than most people realize. Consider these facts:


• Between 20 percent and 25 percent of pregnancies end in miscarriage, ectopic pregnancy molar pregnancy, or stillbirth. This means that, each year, about one million American women experience the heartache of having a baby die prior to birth.

• Miscarriages (the death of a baby before the twentieth week of pregnancy) are the most common type of pregnancy loss, occurring in between 15 percent and 20 percent of confirmed pregnancies.

• Ectopic pregnancies (pregnancies in which the fertilized egg implants somewhere other than inside the uterus—typically the fallopian tube) occur in one out of every sixty pregnancies in the United States (between 1 percent and 2 percent of pregnancies).

• Stillbirth (the death of a baby after twenty weeks gestation but prior to birth) occurs in about 1 percent of pregnancies.

• Molar pregnancies (pregnancies that result in the growth of abnormal tissue rather than a healthy placenta and embryo) occur in one out of every fifteen hundred to two thousand pregnancies in the United States.



Because it can be so difficult to uncover the facts, you may still have a lot of unanswered questions about your baby’s death—questions that may be causing you a great deal of anxiety. You may be wondering what caused your baby to die and what your odds are of ending up with a healthy baby the next time around. Those are the types of issues that will be discussed in the next three chapters. This chapter will zero in on the factors believed responsible for ectopic pregnancies, molar pregnancies, and miscarriages; then we will look at what—if anything—can be done to reduce your chances having another baby die during early pregnancy. Then, in the following two chapters, we’ll consider the major causes of stillbirth and infant death.

ECTOPIC PREGNANCY

In an ectopic pregnancy, the fertilized egg implants somewhere other than in the uterus. In 95 percent of ectopic pregnancies, the fertilized egg implants in one of the fallopian tubes (the narrow passageways that are designed to transport the egg from the ovary to the uterus). In the remaining 5 percent of cases, the fertilized egg implants itself in the abdominal cavity, the ovaries, or the cervix.

An ectopic pregnancy is described as being unruptured (or subacute) if it is detected before a tubal rupture, and ruptured (or acute) if it isn’t detected until after the tube has burst, causing pain, internal bleeding, and shock.


The Symptoms of an Ectopic Pregnancy

The following are the most common symptoms of an ectopic pregnancy:

• Bleeding, especially bleeding that is either lighter or heavier than what you would normally experience during a menstrual period.

• Abdominal pain, either sudden and acute or sharp and aching, and typically felt more on one side of the abdomen than the other.

• Shoulder pain, caused by the pooling of blood from the ruptured tube in the abdomen—something that can irritate the diaphragm, triggering pain that is felt in the shoulder area.

• Weakness, dizziness, fainting, and/or a weak but rapid pulse, caused by substantial blood loss.



 

 

An unruptured ectopic pregnancy is characterized by vaginal bleeding; pain on one side of the abdomen; pain in the shoulder region (if there has been internal bleeding); and fainting (if the blood loss has been substantial). It can be diagnosed through a blood test that measures the level of human chorionic gonadotropin (hCG), an ultrasound, or both. If the condition is detected early enough, it may respond to medication or, if surgery is required, it may be possible to save the tube.

A ruptured ectopic pregnancy is characterized by pain and shock, a weak but rapid pulse, paleness, and falling blood pressure. A blood transfusion as well as removal of the tube may be required.

Some ectopic pregnancies are detected relatively early in pregnancy, while others aren’t detected until much later. If an ectopic pregnancy implants in the narrowest part of the fallopian tube, it will become symptomatic and, if untreated, rupture very early—typically within six to eight weeks of implantation. If, however, it implants in a wider section of the fallopian tube, the tube may be able to retain the growing pregnancy for up to fourteen weeks. Either way, it usually won’t grow much larger than the size of a walnut.

While it’s not possible for a tubal ectopic pregnancy to develop much beyond the fourteenth week of pregnancy without causing a tubal rupture, an abdominal ectopic may, in rare cases, continue until the fetus reaches viability. While this occurs in between 5 percent and 25 percent of abdominal ectopic pregnancies, these types of pregnancies are almost always terminated because of the very high risk of maternal hemorrhage and because of the poor prognosis for the baby. These babies are born extremely premature, and about 20 percent to 40 percent of fetuses who make it past twenty weeks have pressure deformities caused by inadequate levels of amniotic fluid.

An ectopic pregnancy can pose a significant threat to a woman’s health, and is one of leading causes of infertility. It can also put a woman’s life at risk if the tube ruptures and causes massive internal bleeding.

Some women face a higher-than-average risk of experiencing an ectopic pregnancy. The following are the key risk factors for ectopic pregnancy:


• Previous tubal injections (medically known as salpingitis). These are caused by pelvic inflammatory disease, sexually transmitted diseases such as chlamydia and gonorrhea, postpartum endometritis, or post-abortion infections. Tubal infections such as these can damage the mucus surface of the fallopian tube, causing adhesions that can obstruct the movement of the fertilized egg as it attempts to make its way through the tube and into the uterine cavity. Women with a history of pelvic inflammatory disease have a one in four chance of experiencing an ectopic pregnancy if they become pregnant.

• Previous tubal or pelvic surgery. Tubal adhesions may be caused by irritation to the mucus surface of the tube. This can happen if blood entered the fallopian tubes during surgery to treat infertility, an infection, or a previous ectopic pregnancy; during an appendectomy; or during a cesarean delivery.

• A structural abnormality in the fallopian tube. Women who are born with certain types of fallopian tube abnormalities are at higher-than-average risk of experiencing an ectopic pregnancy than other women.

• Abnormal hormone levels. Inadequate levels of progesterone can impair the fertilized egg’s ability to make its way through the fallopian tube by weakening the tube’s propulsive force. This can prevent the fertilized egg from reaching its destination—the uterus—and cause the egg to implant in the fallopian tube instead. Note: Ovulation-stimulating drugs, such as human menopausal gonatropin or clomiphene citrate, alter the hormonal balance, too, and can also interfere with the fallopian tube’s ability to force the fertilized egg into the uterus.

• Smoking. Women who smoke more than thirty cigarettes per day are five times as likely to experience an ectopic pregnancy as other women. Scientists say that nicotine’s effect on the hormone estrogen may interfere with the fallopian tube’s ability to contract and propel the embryo toward the uterus.

• Douching. A study conducted by the Centers for Disease Control and Emory University of Atlanta, Georgia, revealed that douching increases a woman’s chances of experiencing an ectopic pregnancy.

• Becoming pregnant with an intrauterine device (IUD) in place. Approximately one in every two hundred IUD users will experience an ectopic pregnancy. Although IUDs do an excellent job of preventing intrauterine pregnancies, they aren’t nearly as effective at protecting against ectopic pregnancies.

• Becoming pregnant after a tubal ligation (sterilization). While the vast majority of tubal ligations are successful (e.g., they serve as a permanent method of birth control), pregnancy does occur in a small number of cases. Women who become pregnant after a tubal ligation face significantly higher-than-average odds of experiencing an ectopic pregnancy. A recent study reported in the New England Journal of Medicine cited that an ectopic pregnancy rate of 7.3 per 1,000 procedures can be expected over a ten-year period.

• A history of ectopic pregnancy. A woman who has experienced an ectopic pregnancy in the past faces higher-than-average odds of experiencing another one in a future pregnancy (a 12 percent risk as opposed to the 1 percent risk faced by pregnant women in general). It’s important to put these numbers in perspective, however. Even if you have experienced an ectopic pregnancy, you still have 88 percent odds of not experiencing another one the next time around.



MOLAR PREGNANCY

A molar pregnancy (also known in medical circles as a hydatidiform mole or as gestational trophoblastic disease) results in the growth of abnormal tissue rather than a healthy embryo. It is believed to be caused by some sort of genetic error that occurs at the very beginning of pregnancy.

In a complete molar pregnancy, no fetus develops—just thousands of fluid-filled cysts that can reach the size of grapes. (If the pregnancy were developing normally, these cells would eventually develop into a standard-sized placenta.) A partial-molar pregnancy has an abnormal fetus as well as thousands of these fluid-filled cysts. In very rare situations (about one in every 22,000 to 100,000 births) a normal twin may also be present and will continue to develop until the woman goes into extremely preterm labor.

In rare cases, a molar pregnancy will become cancerous. Fortunately, this type of cancer—choriocarcinoma—is almost always curable if it is detected right away. If it’s not treated aggressively enough, however, it can spread to other parts of the body, including the lungs and brain. That’s why women who have experienced a molar pregnancy need to have their hCG levels tested frequently to ensure that this type of cancer isn’t developing. If test results are normal for six months to one year following a molar pregnancy, the woman and her partner may be given the go-ahead to try for another baby. (They need to postpone their next pregnancy because the rising hCG levels of a normal pregnancy would be difficult to distinguish from the rising levels of persistent gestational trophoblastic disease—the medical term for the cancerous form of this disease.)

In most cases, a molar pregnancy is spontaneously miscarried. In some cases, however, it is diagnosed only when a pregnant woman begins to experience some of the symptoms of molar pregnancy (See “The Signs and Symptoms of a Molar Pregnancy” following). Once a molar pregnancy has been diagnosed, it is terminated immediately and the womb is carefully emptied to ensure that no abnormal tissue is left behind.


The Signs and Symptoms of a Molar Pregnancy

The following are the most common signs and symptoms of a molar pregnancy:

• Vaginal bleeding during the first trimester

• A uterus that grows too quickly

• Enlarged ovaries (detected by ultrasound)

• Extremely high levels of hCG (detected through a blood test)

• Severe nausea, vomiting, and high blood pressure caused by unusually high hormone levels



 

 

The following are the key risk factors for molar pregnancy:


• A previous molar pregnancy. Women who have experienced one molar pregnancy have a 1.3 percent to 2.9 percent chance of experiencing another.

• A family history of molar pregnancies. Molar pregnancies tend to be more common in certain families than others, something that has led scientists to conclude that there may be a genetic link.

• Being of Southeast Asian descent. Molar pregnancies tend to be more common in women of Southeast Asian descent.



MISCARRIAGE

Miscarriage—the spontaneous death of an embryo or fetus before the twentieth week of pregnancy—is the most common type of pregnancy loss, occurring in between 15 percent and 20 percent of all confirmed pregnancies. (The medical term for miscarriage is “spontaneous abortion,” but we’ve chosen to use the term “miscarriage” throughout this book because couples who have been through such a loss tend to find the term “spontaneous abortion” to be rather insensitive.) Researchers think that miscarriages are actually more common than pregnancies that result in the birth of a healthy baby. They suggest that between 50 percent and 75 percent of all pregnancies are lost, but the majority of these pregnancies are lost so early that a woman often isn’t even aware that she was pregnant. Researchers estimate that 75 percent of miscarriages occur during the first eight weeks of gestation (e.g., anytime from two weeks to ten weeks after the first day of your last menstrual period).

While most women going through a miscarriage experience bleeding and other symptoms (see Symptoms of Miscarriage following), a woman may not realize her baby has died until her doctor or midwife is unable to detect a fetal heartbeat at her next prenatal checkup. (Note: An ultrasound can detect the fetal heartbeat as early as six weeks after the first day of your last menstrual period, but a doppler stethoscope won’t pick up a fetal heartbeat until ten to twelve weeks, and a fetal stethoscope won’t pick up a fetal heartbeat until eighteen to twenty weeks.) When the woman has no symptoms, this is medically known as a missed abortion (the baby has died, but has not been expelled from the mother’s body). (See “How Miscarriages Are Classified” following for a list of other important miscarriage-related terms.)


Symptoms of Miscarriage

The following are the most common symptoms of miscarriage:

• Spotting or light bleeding that isn’t accompanied by any pain (although not all first-trimester bleeding is necessarily an indication that you’re having a miscarriage)

• Heavy or persistent bleeding—with or without clots—accompanied by abdominal pain, cramping, or pain in the lower back

• A gush of fluid from the vagina that is not accompanied by pain or bleeding (an indication that your membranes may have ruptured)

• The sudden disappearance of all pregnancy symptoms, such as morning sickness or breast tenderness.




How Miscarriages Are Classified

The medical profession uses the following terms to classify miscarriages:

• Threatened abortion. A term used to describe a situation in which miscarriage is possible, but not inevitable. A woman who is having a threatened abortion is probably experiencing vaginal bleeding and possibly some pain as well.

• Inevitable abortion. A term used to describe a situation in which the cervix has begun to dilate and the pregnancy will inevitably be lost.

• Incomplete abortion. A term used to describe a situation in which some of the products of conception (the medical world’s term for the gestational sac, fetus, umbilical cord, and placenta) are left in the uterus after a woman has miscarried. In other words, the woman has experienced a partial miscarriage. A dilation and curettage (D&C) or suction curettage is usually performed to remove the remaining material.

• Complete abortion. A term used to describe a situation in which all of the products of conception are expelled from the uterus during a miscarriage.

• Missed abortion. A term used to describe a situation in which the pregnancy has been lost, but the fetus and the placenta have not been expelled from the uterus. Pregnancy symptoms begin to disappear, but because she hasn’t experienced any of the typical symptoms of a miscarriage, the mother may not realize there is a problem until a doppler or ultrasound fails to detect the fetal heartbeat during a prenatal checkup. Note: Sometimes the term “blighted ovum” is used instead of “missed abortion,” but “missed abortion” is the preferred term. “Blighted ovum” is both old-fashioned and medically inaccurate—to say nothing of offensive!

• Early miscarriage. A term used to describe a miscarriage that occurs before twelve weeks gestation.

• Late miscarriage. A term used to describe a miscarriage that occurs between twelve and twenty weeks gestation. (Sometimes miscarriages at this stage of pregnancy are referred to as second-trimester losses, or fetal deaths.)



THE CAUSES OF MISCARRIAGE

Even though miscarriage is the most common type of pregnancy loss, occurring in 15 percent to 20 percent of all confirmed pregnancies, medical science still doesn’t know a lot about the causes and possible treatments for miscarriage. In this section, we’ll look at what pieces of the miscarriage puzzle scientists have managed to put together in recent years.

Chromosomal abnormalities The leading cause of miscarriage is chromosomal abnormalities. In fact, recent studies have indicated that as many as 60 percent of miscarriages are caused by a nonrecurring genetic abnormality in the developing embryo. These randomly occurring genetic errors happen prior to conception (if there is a defective egg or sperm cell) or during the earliest stages of pregnancy, when cell division is occurring. Because there’s little room for error at this stage of human development, most of these pregnancies are miscarried. (If miscarriages didn’t occur, the number of babies born with congenital anomalies would increase significantly, jumping from the present rate of 2 percent to 3 percent of liveborn infants to a considerably higher 12 percent.)

Here’s some good news for couples who have experienced a miscarriage of this type: Most miscarriages caused by chromosomal abnormalities are random occurrences. They are therefore less likely to recur during subsequent pregnancies than other causes of miscarriage. (If, however, you have repeated miscarriage of this type, an underlying genetic problem could be to blame. Such a problem could potentially recur in subsequent pregnancies.)

Maternal disease Certain types of medical conditions are associated with higher-than-average miscarriage rates. They include:


• Immune system disorders, such as lupus

• Congenital heart disease

• Severe kidney disease

• Uncontrolled diabetes

• Thyroid disease

• Intrauterine infection



We will discuss these and other types of maternal diseases in Chapter 3.

Hormonal imbalances A hormonal imbalance can cause a woman to miscarry. If, for example, the corpus luteum that develops during the early weeks of pregnancy fails to secrete enough progesterone to maintain the endometrial lining of the uterus and to sustain the pregnancy, a woman may miscarry. (Note: The corpus luteum—or “yellow body”—is the structure that is created in the ovary when the egg is released from the follicle. Its purpose is to secrete progesterone, a substance that is vital to sustaining a pregnancy.) This condition, which is known as a luteal phase defect, is believed to be responsible for as many as one-third of recurrent pregnancy losses.

A luteal phase defect can be diagnosed through testing—either by measuring progesterone levels in the blood or by doing an endometrial biopsy during the second half (or luteal phase) of the menstrual cycle. This test involves inserting a narrow catheter through























SOLVING THE PUZZLE OF RECURRENT MISCARRIAGE
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