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fact sheet
TAKING BABY STEPS:
SAYING GOODBYE TO YOUR INFERTILITY TEAM
AND HELLO TO YOUR OBSTETRICIAN

Congratulations on your Pregnancy! You have just graduated from
your IVF practice. It should be celebrated as an important stepping stone in
your path to becoming a parent.

TRANSITIONS CAN BE DIFFICULT
It is not always easy to make the transition from your IVF Center to an
Obstetrician/Gynecologist (Ob/Gyn). You may have gotten used to weekly
visits with your Reproductive Endocrinologist, a physician you have known
for a long time and trust. Now that you are pregnant, you have probably
been seeing your RE for weekly ultrasound scans and of course, that
constant TLC has been very reassuring for you. But rest assured! Now that
you are ready to move on, those weekly ultrasounds are simply no longer
necessary.

When a patient has conceived through IVF, early diagnosis and the appropriate assessment and
management of the pregnancy are very important. This helps your doctor to identify any potential
difficulties that may arise, such as multiple gestation (twins or greater), an ectopic pregnancy, or
unfortunately, pregnancy loss. However, as time goes on and your pregnancy becomes more advanced,
these frequent monitoring visits are no longer needed. This is good news! It means your pregnancy is
proceeding as it should.

You will most likely be discharged from your IVF center to the care of an Ob/Gyn at around 7-9
weeks gestation. At that time, your pregnancy’s risk level is almost equivalent to that of a woman
who has conceived without any medical support. While all pregnancies that result through IVF are
considered to be high risk, It may be comforting to know that this is not a result of the procedure
itself. Your pregnancy may be classified as high risk due to advanced maternal age, multiple gestation or
other factors such as a chronic condition that you may have, such as diabetes, obesity or high
blood pressure.

CONNECTING (OR RE-CONNECTING) WITH YOUR OBSTETRICIAN
Once you become pregnant and a fetal heart tone has been detected, it is a good idea to set up your first
Ob/Gyn appointment. Before going to your Ob/Gyn, make sure to obtain copies of all your medical
records, as well as the hard copy of all laboratory results. It is also a good idea to keep a copy for your
own records. Many women opt to return to the Ob/Gyn that saw them regularly prior to infertility
treatment. This is a personal decision that you should discuss with your current doctor. It may also be a
good idea to speak to women that you know who have used doctors in your geographical area.
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Ob/Gyn’s typically ask for the date of your last menstrual period (LMP) in order to calculate your due date,
also known as estimated date of confinement (EDC) or delivery (EDD). For those who have gotten
pregnant as a result of IVF, the best way to calculate your EDD is to consider the time of egg retrieval to
be when you ovulated. It is best to confirm your EDD with your fertility specialist prior to discharge.

A typical prenatal visit schedule looks something like this:

• Prenatal Visit every 4 weeks until 28 weeks gestation

• Prenatal Visit every 2 to 3 weeks until 36 weeks gestation

• Prenatal Visit every week until delivery

SO, WHAT HAPPENS AT THE FIRST VISIT?
1. Your Ob/Gyn will take a detailed medical history, including any medical, surgical, psychiatric, or
neurologic histories you may have. These will also include a review of:

• Current medications, both prescription and non-prescription

• Any known drug allergies you may have

• Any health problems you may have

• The date of your last menstrual period

• Use of alcohol, tobacco or illicit drug use

• Prior pregnancies, miscarriages or abortions

• Gynecological history

• Family history of birth defects

• Risk factors for sexually transmitted diseases

• Environmental and occupational exposures

• Your nutrition and exercise habits

2. A physical examination will be given to determine:

• Height

• Weight

• Blood pressure

• Pelvic exam

• Fetal heart tone, typically monitored using a Doppler fetal monitor or an ultrasound

3. An estimation of your due date will be determined

4. Additional tests will be done, including:

• Urine sample to check your glucose and protein levels along with a bacteria check.

• Blood tests. It is important to note that your IVF doctor most likely ran many of the tests that your
Ob/Gyn will currently want you to have. You may be able to utilize your medical records, but most
likely will still need to have some blood work done.

AS YOUR PREGNANCY PROGRESSES, TYPICAL VISITS TO THE OB/GYN’S OFFICE
WILL INCLUDE:
1. Physical exam:

• Weight and blood pressure. Your doctor may discuss weight gain patterns with you and make
recommendations for the balance of your pregnancy.

• Check for fetal heart tones along with fetal movement.
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• Beginning at around 12 weeks your doctor will also measure fundal height (the distance from the
top of the uterus to the pubic bone, measured in centimeters). This is usually done with a tape
measure and gives a rough idea as to how the baby’s growth is progressing.

2. Tests:

• Urine sample: You will provide a urine sample at each visit. This is because your Ob/Gyn is checking
glucose levels for signs of possible gestational diabetes and also protein levels as a warning for
pre-eclampsia, along with bacteria, to check for infection.

• Special testing as indicated, such as:

– OB ultrasound (as indicated)

– Chorionic Villus sampling (if indicated at 10-12 weeks)

– Quad screen at 15-18 weeks

– Amniocentesis (if indicated at 14-18 weeks)

NUTRITION
The best advice is to simply eat a well-balanced diet, supplemented with the prenatal vitamins
prescribed by your physician. The old adage that you are “eating for two” however, can be misleading.
During pregnancy, your caloric intake should only increase on average by 300 calories per day. So, you
not only need to pay attention to what you are eating, but also how much you are eating. The United
States Department of Agriculture recommends that a healthy diet for pregnant women consist of two
to three servings of milk and meat products, three to five servings of vegetables, two to four servings
of fruit and six to eleven servings of grain daily. It is also recommend that fats, sweets and oils be
used sparingly.

SUPPLEMENTING YOUR DIET WITH PRENATAL VITAMINS:
Even pregnant women who eat a healthy and well balanced diet will need to supplement their food
intake with extra folic acid, iron and calcium. Folic acid is a B vitamin that has been shown to help
prevent major birth defects, such as neural tube defect. Your prenatal vitamin will typically contain
1,000 micrograms of folic acid; this will cover the minimum requirement of 400mcg. Pregnant women
also need more iron in their diets in order to support the higher volume of blood that is circulating
within their bodies, along with the needs of the growing baby, or babies. Women who don’t have
enough iron stored in their bodies may develop anemia. Calcium and Vitamin D are also essential
nutrients for pregnant women. Prenatal vitamins typically do not have enough calcium, so be sure to
include milk, yogurt, cheese and leafy green vegetables into your diet as well.

While proper nutrition is important, it is also critical to drink plenty of fluids. Sometimes, this fact is
overlooked by pregnant women, due to the fact that they find themselves having to urinate with such
frequency. Your urine output, however, may not be an accurate indicator of how much fluid you need to
be taking in. Inadequate fluid intake may lead to feelings of dizziness or weakness and most
importantly, dehydration can actually cause premature contractions. Drinking plenty of water is a
simple fix.

PLEASE, JUST SAY NO TO ALCOHOL AND TOBACCO!:
These substances can harm a developing fetus. When you drink, smoke or engage in illicit drug use, so
does your unborn baby!

According to the Centers for Disease Control, pregnant women who are exposed to secondhand smoke
increase their risk of giving birth to a low birth weight baby by 20%.
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A NO HERE ISN’T A BAD IDEA EITHER
Fish Containing High Levels of Mercury
Fish containing high levels of mercury can affect the developing fetal nervous system. FDA guidelines
currently suggest that pregnant women avoid fish that are high in mercury; this is a good rule of thumb
for women who are trying to conceive and young children as well. Fish to avoid include sword fish, shark,
tilefish and king mackerel. You should also limit your consumption to less than 12 oz per week of fish and
shellfish with lower levels of mercury, such as tuna, salmon and shrimp, and no more than 6 oz. of
albacore (solid white) tuna.

In addition, due to the additional risk of hepatitis or parasitic infection in uncooked seafood, these should
be completely avoided during pregnancy. Fish and seafood in this category includes, but is not limited to,
oysters, clams, raw sushi and sashimi.

Unpasteurized Milk, Soft Cheeses and Deli Meats
The problem here is the risk of Listeria. Listeriosis is an illness caused by bacteria. Although the risk of
actual infection is actually quite low, Listeria, if contracted, can be potentially harmful to pregnant women
and their babies. So consider avoiding soft cheeses such as feta, brie, camembert cheese, and bleu
cheese for the duration of your pregnancy. Don’t avoid calcium rich foods completely however! Good,
safe sources of calcium include pasteurized milk, cream cheese, yogurt, and cottage cheese.

IT’S ALSO BEST TO AVOID
Caffeine
Conflicting studies have been published over the past several years about caffeine and its potential impact
on miscarriage. But it is important for you to be aware that some studies show that high levels of caffeine
consumption (200mg or greater) have been correlated to an increased miscarriage rate. In addition, it
may be a good idea to avoid caffeine for other reasons. Caffeine is a diuretic and can lead to dehydration,
increase urination and also interfere with much needed sleep.

Here’s some good news however! Chocolate contains much lower levels of caffeine (approximately 6mg
average sized chocolate bar or cup of hot cocoa) and can be consumed on occasion as a treat.

MINDFUL EATING
It is a simple, good rule of thumb to think about everything you are putting into your body. You know
that most nutrients or toxins that will pass through the placenta wind up going into your growing
baby. Before putting anything into your body, you might want to think “Would I give this to my two
year old?”

MEDICATIONS
If you regularly take any prescription medications, check with your doctor to determine if it is safe to
continue with it during pregnancy. Also, it is important to note that you should avoid taking aspirin and
NSAID pain relievers such as ibuprofen, during pregnancy as well.

Acetaminophen, or Tylenol, is considered to be safe to take for pain relief. It is always a good idea
however to check with your Ob/Gyn prior to taking any medications, and no fact sheet, including this one,
can take the place of your doctor’s advice. Many Ob/Gyn’s will provide you with a list of safe medications
at your initial visit so you won’t have to call every time you have a cold.

CAN I EXERCISE?
If you are someone who is physically fit and exercised regularly prior to conceiving, you may be able to
tolerate the same level of exercise during pregnancy, with only minor modifications. If you are someone
who never exercises however, this is not the time for you to begin. Before starting any exercise program,
consult with your doctor.
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The following guidelines for exercise in pregnancy are adapted from the American College of
Obstetricians and Gynecologists:

• Regular exercise (at least 3 times per week) is preferable to sporadic activity.

• High impact activities along with competitive activities should be avoided.

• Vigorous exercise should not be performed in hot, humid weather or during illness.

• It is important to drink fluids before, during and after exercise to prevent dehydration.

• Strenuous exercise should not exceed 15 minutes.

• Exercise should be preceded by a 5 minute muscle warm-up and followed with a cool down period.

• Activities that require jumping or rapid changes in direction should be avoided because of
joint instability.

• It is best to avoid high risk activities such as skiing, horseback riding or contact sports.

• Swimming, biking and walking are ideal during pregnancy.

• Women who have a history of miscarriage, premature labor, multiple pregnancies, vaginal bleeding or
heart disease should consult with their physician about exercise during pregnancy.

CONSIDER PRENATAL YOGA
Prenatal yoga is considered to be safe, and can have many benefits for pregnant women and their babies.
Prenatal yoga can also help you meet and bond with other pregnant women and prepare for the stress of
being a new parent. In order to obtain the greatest benefit from these classes, be sure to look for a
program taught by a certified instructor who has training in this particular area.

WHAT ABOUT SEX?
First off, not all pregnancies are the same, and sex during yours is absolutely an issue that you should
discuss with your physician or midwife. Many professionals will encourage an expecting couple to have
sex, however, if your pregnancy is considered high risk, that may not be the case, particularly if you are
experiencing any vaginal bleeding or cramping. If this is so, you should probably refrain from having sex
and absolutely should discuss it first with your physician.

Now may be the first time in a while that you and your partner can engage in sexual activity strictly for
pleasure without the previous pressures of trying to conceive!

WHAT ARE THE CHANCES OF MISCARRIAGE?
Miscarriage is defined as the loss of a pregnancy at less than 20 weeks and occurs in approximately
15–20% of all pregnancies, as recorded by hospital episode statistics. The actual figure, from community-
based assessment, may be up to 30%, as many early pregnancies remain unreported to the hospital.1

There is an increase in pregnancy loss rate with advanced maternal age. Most of these early losses are
due to abnormalities of the embryo’s chromosomes. Treatment includes D&C (dilation and curettage of
the uterus) or allowing the pregnancy to be passed naturally. The great majority of miscarriages occur
early, before 12 weeks gestational age and fewer than 5% occur after identification of fetal heart activity.2

WHAT SHOULD I DO IF I AM BLEEDING?
First of all, do not panic! Bleeding is not always associated with miscarriage. The first thing you need to
do is assess the amount of bleeding you are experiencing. Spotting can be very common and is not a sign
of impending pregnancy loss. During pregnancy there is an increase in blood flow to the cervix and
vaginal area which can sometimes lead to spotting.
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If you do notice bleeding, it is best to notify your Ob/Gyn. Depending on the amount of bleeding you may
be instructed to go into the office so that your pregnancy can be assessed. Once they have verified that
the pregnancy is ongoing, you may be placed on bed rest or restricted activity until the bleeding stops.
Although there is little scientific evidence to show that bed rest improves the chances of a good outcome,
this may be prescribed for you depending on the specifics of your case.

Heavy bleeding is most strongly associated with miscarriage.3 Still, the pregnancy may remain viable during
a heavy bleeding incident and the bright red blood can be caused by a subchorionic bleed (SCB) or
hematoma. SCB is the pooling of blood (hematoma) between the chorion, a membrane surrounding the
embryo, and the uterine wall. With an incidence of 3.1% of all pregnancies, it is the most common
sonographic abnormality and the most common cause of first trimester bleeding.4

For women with a subchorionic hematoma that is identified via ultrasound, fetal outcome is dependent on
size of the hematoma, maternal age, and gestational age.5 Upon evaluation, it may be found that the fetus
remains viable and the pregnancy continues without further problems. It has been suggested that bed rest
improves the chances of the pregnancy continuing when a small subchorionic hematoma has been found
on ultrasound scans.6

IVF MOTHERS DO WELL WITH THE STRESS OF MOTHERHOOD!
The results of a longitudinal study suggest that the clinical lore raising doubts about IVF mothers’ capacity
to adapt to the demands of motherhood is in error. It did not find differences between the IVF and non-IVF
groups on standard psychological measures. This indicates that IVF mothers are for the most part facing
the same issues that non-IVF mothers are and they are coping equally well. In fact, over time, IVF mothers
had a significant reduction of parenting stress over time.7

SART
After you have delivered, remember to provide your IVF center with all pertinent delivery information as
they are required by law to report this information to the Centers for Disease Control as part of their
annual report through the Society for Assisted Reproductive Technologies (SART).

Fact sheet written by Monica R. Benson, BSN, RN, RNC, Reproductive Medicine Associates of New Jersey

Attain FertilityTM Centers, an IntegraMed Specialty and provider of the Attain® IVF Programs,
is a proud sponsor of The American Fertility Association’s commitment to fertility education and

community support. Talk to a fertility expert at an Attain Fertility Center: 800-649-5315.

www.attainfertility.com
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