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CHAPTER 1
DO YOU KNOW YOUR        

REPRODUCTIVE 
SYSTEM?

THE FEMALE REPRODUCTIVE 
SYSTEM

Q. What are the female outer sex 
organs?

A. The female outer sex organs 
consist of: vulva, labia majora and 
minora, clitoris and an opening to the 
vagina.

Q. What is the vulva?

A. The vulva or private part is the 
whole area of soft skin between the 
legs of a female.

Q. What are the Labia?

A. In Latin, labia means lips. These 
are two sets of soft folds of skin 

inside the vulva. They are called labia 
majora and labia minora. They cover 
the clitoris, the opening of urethra 
and the opening of vagina.

Q. What is the clitoris?

A. At the tip of the labia minora sits 
the clitoris, a small pea-like structure 
equivalent to penis in the male. The 
clitoris is very sensitive and becomes 
turgid and swollen when sexually 
stimulated.

Q. How many openings are there 
in the vulva?

A. There are 3 openings in the vulva. At 
the top is the urethra.This is where the 
urine comes out. The second opening 
is the vagina, the largest of the three. 
It is the place where the male inserts 
the penis during sexual intercourse. 
It is also the passage for menstrual 
flow and where a baby comes out at 
birth.The last opening is the anus, 
the passage for passing out stools.

Q. What is the hymen?

A. The hymen is a thin piece of skin 
that covers part of the entrance of the 
vagina. When a girl is very active in
sports, or when she inserts a tampon 
or during sexual intercourse, the 
hymen may tear.

Q. What are the female internal 
sex organs?

A. The female internal sex organs 
consist of vagina (birth canal), cervix 
(neck of the womb), uterus (womb), 
2 fallopian tubes and 2 ovaries.

Q. What is the vagina?

A. The vagina is a muscular passage 
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Q. What is the uterus?

A. The uterus (womb) is a muscular 
organ positioned like an upside down 
pear inside the pelvis. It is about 
7.5cm by 5cm by 2.5 cm in dimension. 
It has a muscular layer (myometrium) 
and an inner lining (endometrium). 
Endometrium changes in structure 
and function according to the 
hormones affecting it. Normal 
menstruation is the cyclical shedding 
of the endometrium. Seen from 
the side, the uterus is sandwiched 
between the bladder in front and the 
large intestine at the back.

Q. What are the fallopian tubes?

A. The fallopian tubes  extend from 
the top two corners of the uterus 
and open near the ovaries. Each 
tube is about 7.5 cm long and is the 
passageway for the sperm to meet 
the egg. Once the egg is fertilized, 
the fallopian tube assists in moving 
the baby towards the uterus.

Q. What are the ovaries?

A. The ovaries, one on each side of 
the uterus, are about the size of large 
strawberries (about 4cm by 1.5cm 
by 1.5cm). They release the eggs 
cyclically every month and produce 
female hormones which stimulate the 
endometrium.

At birth, the ovaries contain about 
1-2 million eggs. These eggs are not 
mature enough to produce babies 
until a girl begins to go through 
puberty. At puberty, a girl has about 
300,000 - 400,000 eggs left.
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between the womb and the outside 
of the female body. It is a tubular 
organ about 7-10cm long. During 
sexual intercourse, the upper part 
balloons out and the muscle walls 
contract. At rest, its walls are near 
to each other. It is normally kept 
moist by an acidic secretion. During 
menstruation (“period”), small 
amount of blood and tissues leave the 
womb and pass through the vagina.

Q. What is the cervix?

A. The cervix (neck of the womb) 
is situated at the lower part of the 
uterus (womb) and connects it to the 
upper part of vagina. It has many 
glands that produce mucus, which 
varies in consistency and amount in 
a cyclical manner. Observations of 
these changes can help the woman to 
determine the fertile window.
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Q. What is the vas deferens?

A. The mature sperms travel from 
the epididymis into the vas deferens. 
Each vas deferens is a long, narrow, 
flexible tube that winds all the way to 
the urethra.

Q. What are the seminal vesicles?

A. The seminal vesicles are 2 pouch-
like glands behind the bladder. They 
produce fluids that combine with 
the sperm to form a mixture called 
seminal fluid or semen. This is 
ejaculated through the urethra during 
sexual intercourse.

Q. What is the prostate gland?

A. The prostate gland is located below 
the urinary bladder and discharges 
the secretions to the urethra. Its 
secretions provide most of the semen 
and make the semen alkaline.

Q. What is the urethra?

A. The urethra is a long narrow tube 
that carries urine from the bladder to 
the penis and out through the opening 
at its tip. It is also the passage for the 
semen to be discharged during sexual 
intercourse.

Q. What is the penis?

A. The penis is made of soft, spongy 
tissue and blood vessels. It is the 
male organ for sexual intercourse. 
During sexual stimulation, it becomes 
hard and erect. The head of the penis 
(glans) is covered by the foreskin. 
Both contribute to the erotic sensation 
during sexual intercourse.

THE MALE REPRODUCTIVE SYSTEM

Q. What are the male sexual 
organs?

A. The male sexual organs consist of 
scrotum, testicles (testes) epididymis, 
vas deferens, seminal vesicles, prostate 
gland, urethra and penis.

Q. What is the scrotum?

A. The scrotum is the fleshy pouch of 
wrinkly skin located below the penis. 
It covers, holds, and protects the 
testicles.

Q. What are the testicles?

A. The two testicles are soft ovoid organs, 
measuring 4cm by 3cm by 2.5cm. 
They are located in the scrotum and 
produce both sperm and testosterone, 
the male hormone that helps to 
maintain male sexual characteristics. 
Unlike the eggs which exist in female 
at birth, sperms are not made until 
a boy begins to go through puberty.

Q. What is the epididymis?

A. As sperm is produced, they pass from 
the testicles through the coiled, tube-
like channels called the epididymis. 
Sperms get nourishment and “grow up” 
in the epididymis. 



cHAPTER 2
HOW IS MY BIOLOGICAL 
CLOCK A RACE AGAINST 

TIME?

Q. I have just turned 35 years old.    
Should I be concerned if I do get 
pregnant?

A. There is really nothing magical 
about being 35, but at 35 years old 
your chances of becoming infertile 
rapidly increase. Your fertility 
decreases as you become older. Many 
doctors feel that at 40 years old and 
beyond, your chances of delivering 
a healthy baby decrease even more 
rapidly.

Q. Does the 35th year ‘cutoff’ age 
for fertility apply to all races?

A. Yes. This ‘cutoff’ age applies to all 
women, independent of their race. 

Q. What about men? When does
fertility for men decrease?

A. As for males, the testicles tend 
to get slightly smaller and softer 
with age. The quality of the sperm 
also tends to decline with age, 
although not as drastic as seen 
in the eggs of women. However, 
decline in sexual drive and difficulty 
in achieving erections in older men 
may be important factors in affecting 
chances of conception. Studies have 
shown that men aged 35-39 have 
significantly lower fertility than 
younger men. Risks of miscarriage 
and genetic abnormalities in babies 
increase with the age of the father. It 
is suggested that for males, fertility 
decreases significantly probably after 
50 years old.

Q. What is the optimal age for
conception?

A. From the medical point of view, the 
optimal age to have a child is between 
22-26 years old. However, there 
are many other considerations such 
as emotional and financial aspects 
besides medical aspects which helps 
in decision making.
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Q. What are the challenges faced by older women during pregnancy?

A. Risks of miscarriage increase as the mother ages and more so after 40 
years old.There are many factors causing this. For example, the egg quality 
is not optimum to be fertilized into a viable and healthy baby or the womb is 
more likely to have muscle growths such as fibroids which may increase the 
chances of miscarriage.

Endometriosis and medical conditions such as heart diseases, diabetes, and 
kidney diseases are more common in older women. All these may cause 
miscarriage.

Increased chances of abnormal baby: Statistics have shown that chromosomal 
abnormalities (common one being Down’s Syndrome) rise sharply after 35 
years of age. The risk of Down’s Syndrome at 35 years old is about 1 out of 
400 pregnancies. At 40 years old, the risk is l out of 100.

Complications during pregnancy and delivery: Premature births are more 
common in older women. Probability of stillbirths increases with age. High 
blood pressure, diabetes and other medical conditions are more common 
during pregnancy. All these conditions affect both the mother and baby. 
Labour is usually more difficult and a Caesarean section is more likely to be 
the mode of delivery.
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cHAPTER 3
IS MY FERTILITY          

ON TAP?

Many Singaporeans appear to 
have the misconception that 
procreation can happen at will 
and that fertility can be turned on 
and off like a tap. Unfortunately, 
this is not true.

Q. Can lifestyle affect fertility?

A. Smoking, alcohol, drugs and 
toxic exposure from environmental 
pollutants can cause fertility to 
decline.

Q How does smoking affect 
fertility?

A. Nicotine and other harmful 
chemicals in cigarettes can deplete 
egg supply. They can cause menses 
to be irregular and menopause to set 
in earlier. The sperm count, quality 
and motility can also be affected by 
smoking. These factors increase the 
risks of miscarriage and delivery of 
abnormal babies.

Q. How does alcohol affect 
fertility?

A. Alcohol can cause infertility, 
increase the risk of miscarriage and 
impair the growth and development 
of the baby in the womb. Excessive 
drinking in women results in absence 

of menses, no ovulation and poor 
development of the lining of the 
womb.

In men, alcohol may interfere with 
sperm development and hormone 
levels. Alcohol may also kill the 
sperm-generating cells in the 
testicles.

Q. What are the environmental 
toxins and drugs that can affect 
fertility?

A. Environmental toxins such as 
lead, cadmium and pesticides can 
affect fertility. Workers in printing, 
painting, medical, dental and 
hairstyling industries may have 
infertility problems due to exposure 
to the toxins. Drugs such as steroids 
and marijuana are associated with 
decreased sperm production and 
abnormal sperms.

Chemotherapy and radiotherapy for 
the treatment of malignancies are 
associated with severely depressed 
sperm counts that are sometimes 
irreversible.

Q. What other factors can affect 
fertility?

A. Body weight, stress and sexually 
transmitted diseases are important 
factors affecting fertility.

Q. How does body weight affect 
fertility?

A. An average of about 20% of body 
fat is necessary for normal ovulation. 
Malnourishment or overexercising 
may stop the menstruation. On 
the other hand, being overweight 
can alter hormone chemistry and 
prevent conception. Many women 
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conceive spontaneously once they reach healthy weight parameters.

Weight not only potentially impacts fertility but pregnancy as well. Overweight 
women who become pregnant are at greater risk of pregnancy-related high 
blood pressure and diabetes, and underweight women are more likely to deliver 
a low birth-weight baby.

Q. I am feeling stressed at work.Can this affect my chances of conception?

A. Extreme stress can interfere with normal ovulation in women and may reduce 
sperm production in men. However, while it is possible for stress to cause 
infertility, it is far more common for infertility to cause stress. According to the 
American Society of Reproductive Medicine, “infertility can be a major crisis 
because the important life goal of parenthood is threatened.” For couples who 
have problems conceiving, stress-reduction programmes can help.

Q. Can STDs (Sexually Transmitted Diseases) affect fertility?

A. STDs are transmitted by infectious agents that include bacteria, viruses, 
parasites, and fungi. They thrive in warm and moist environments like the 
genital area. Some STDs such as chlamydia and gonorrhea often have no 
symptoms, and can be treated by appropriate medical therapy. They can lead to 
scarring and blockage of fallopian tubes, ectopic pregnancy, other reproductive 
problems, and ultimately infertility if left untreated. They can also affect male 
fertility by damaging the sperm-producing cells and block up the vas deferens. 
Because women and men are frequently unaware that they have an STD, they 
fail to seek proper treatment and this threatens their fertility.

Q. How do I protect my fertility?

A. There are things you can do now to protect your fertility: 

1. Know the facts about your fertility The more knowledge you have the better 
choices you can make.

If you and your partner have been trying to conceive a child for one year and it 
has not happened yet, it is not just a 
female problem — men and women 
contribute about equally to the 
cause. If you discover you do have 
a problem getting pregnant, the 
sooner you see a doctor, the better. 
Women in their 20s and early 30s   
have higher success rates with 
fertility treatment than older 
women.
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2. Plan ahead
Biological Clock Marches On - It is a
biological fact that fertility decreases 
with age.

3. Listen to your body
There are certain signs in your body 
that might indicate whether your 
fertility is compromised.

Regularity of menstruation: Irregular 
menses imply that you probably 
ovulate infrequently. Thus, chances 
of conception are reduced.

Menstrual pain: If the menstrual pain 
gets worse with time, it may indicate 
some abnormality in the womb and 
thus affecting fertility.

Vaginal discharge: If the discharge is 
smelly, associated with itchiness and 
soreness of the private part, it may 
indicate infection. This may reduce 
the chances of conception.

Pain during sexual intercourse: If the 
pain is getting worse with time, it 
may be a sign of pelvic abnormality 
which may compromise fertility.

4. Exercise!
Sound health is the foundation of 
fertility. The way you live your life on 
a daily basis can affect your fertility. 
Keeping fit with a regular exercise 
programme helps keep your weight 
and blood pressure down. But too 
much exercise on the part of the man 
and the woman can affect hormones, 
and make it difficult to become 
pregnant.

5. Diet
It is important for both partners 
to eat a balanced diet and focus on 
weight issues. Consider organic food 

and food free from added hormones, 
preservatives, or artificial ingredients. 
Protein, iron, zinc, folic acid and 
vitamin C are essential to a regular 
and healthy menstrual cycle. Eating 
too little protein can affect a woman’s 
ovulation.

6. Avoid drinking and smoking, and 
moderate caffine intake. Smoking 
and drinking both make it harder 
for a couple to conceive. Though 
research indicates that caffeine does 
not interfere with fertility or the 
dynamics of conception, it is probably 
a good idea to exercise moderation. 
If caffeine causes added stress, 
sleeplessness, or nervousness, it may 
have indirect effects on fertility. So, 
curb coffee and tea breaks.

7. Decrease stress and think positive
Take an objective look at the sources 
of stress in your life, and try to 
diminish them so they do not pose a 
problem later.

8. Avoid sexually transmitted 
infections 
Listen to your body. If you have been 
exposed to an STI, see your doctor 
immediately.

9. Avoid exposure to high 
temperatures 
Exposure to high heat, such as sauna 
or a hot tub, can affect your fertility 
by lowering sperm production due 
to excess heat in the scrotal area. 
In addition, men whose occupations 
require long hours of sitting or 
who wear tight underclothes may 
also experience decreased sperm 
production.

10. Avoid drugs such as steroids and 
marijuana.



pregnancy. Women who are 
overweight may experience medical 
problems such as high blood pressure 
and diabetes.

4. Medical management of pre-
existing conditions
Any current or pre-existing medical 
problems should be treated 
accordingly and advice should be 
taken regarding the optimum time 
to have the baby. If the wife has 
thalasseamia, it is important to check 
the husband’s status as stillbirth 
may occur if both have same type of 
thalasseamia.

5. Avoid smoking, alcohol and drugs
Studies have shown that babies 
born to mothers who smoke tend 
to have lower birth weights. In 
addition, exposure to secondhand 
smoke may also adversely affect the 
foetus. Avoid exposure to alcohol and 
drugs. In addition, any medications 
(prescription and over-the- counter) 
that are currently taken may have 
adverse effects on the developing 
foetus and therefore should be 
stopped before pregnancy.

6. Avoid exposure to harmful 
substances 
Pregnant women should avoid 
exposure to toxic and chemical 
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cHAPTER 4
HOW DO I PLAN FOR 

BABIES?
Myths and 

Misconceptions on 
fertility

Q. What is the checklist for
preparation for conception?

A. 1. Healthy lifestyle 
What is your lifestyle and general health? 
Are you or your husband regularly 
exposed to hazardous substances in the 
workplace? You may need to consider a 
job change or job modification before 
you start your family. Women who suffer 
from depression are twice as likely to 
have problems with fertility as women 
who don’t. Get a mental health check if 
you notice signs of depression. Also, try 
stress management techniques, such 
as yoga and meditation, which can also 
help in getting pregnant.

2. Good diet
Eating a balanced diet is not only good 
for the mother’s overall health, but also 
essential for producing a healthy baby. 
Folic acid which is  a nutrient found 
in green, leafy vegetables, nuts, 
dried beans, citrus fruits, and fortified 
breakfast cereals can help reduce 
the risk of birth defects of the 
brain and spinal cord (also called 
neural tube defects). Take folic acid 
each day for two to three months 
before you start trying to conceive.

3. Keep fit
It is important to exercise regularly 
and maintain a proper weight before 



days than fertile days.The fertile days 
are days when there is a possibility 
of conceiving. However, within your 
fertile period, there are windows 
of “peak fertility”. Identifying these 
peak times and planning accordingly 
can help maximize your chances of 
becoming pregnant.

Q. What are the methods of 
predicting ovulation?

A. There are a number of ways to 
predict ovulation:

1. Basal Body Temperature chart 
(BBT)
This test is simple and easy to 
learn. It is cheap and has been used 
for ages as a guideline to detect 
ovulation. It is done by charting 
daily oral temperatures using a 
special thermometer with Centigrade. 
Although normal temperature is 
stated to be around 36.5 degrees 
Centigrade, slight variations from the 
value occur. A woman’s temperature 
is lower during the first part of the 
menstrual cycle than it is during 
the last two weeks of the same 
cycle. The shift from lower to higher 
temperatures occurs at the time of 
ovulation.
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substances (eg. lead and pesticides) 
and radiation (eg. x-rays). Exposure 
to high levels of some types of 
radiation and some chemical and 
toxic substances may adversely affect 
the developing foetus. 

7. Vaccinations
Vaccination against German measles,
chicken pox and hepatitis B before
pregnancy is advisable to avoid 
contracting the diseases during 
pregnancy.

8. When is the right time to come off
contraception? 
For women using hormonal 
contraception, you may notice certain 
irregularities in your cycle and may 
take a few months for your cycle to 
return to normal.

9. Get a preconception check

10. Determine your most fertile time
and make your vaginal environment
as sperm-friendly as possible. Avoid
vaginal sprays and scented tampons,
artificial lubricants and douching.

11. Ask your husband to wear boxer 
shorts for a healthy sperm count.

12. Have intercourse on your fertile 
days using the missionary positions 
Try to keep sex fun. Lying down for a 
while after intercourse increases the 
chances of conception.

Q. I am planning for a baby. How
do I enhance my chances of 
conception?

A. Understanding how the menstrual 
cycle functions and what happens 
during ovulation is key to enhancing 
conception. During your menstrual 
cycle, there are far more infertile 



2. Observations of cervical mucus
About few days before ovulation, cervical fluid or mucus starts to flow into the 
vagina. Your fertile time begins when you feel a sensation of discharge from the 
vagina. The mucus usually starts with a day or two of sticky mucus, which becomes 
increasingly wet  and slippery like egg white as ovulation approaches. The fertile 
mucus helps protect sperm from acid secretions in the vagina, nourish and keep 
sperms alive for several days and assist sperm migration.

3. Use of ovulation kits
When you are about to ovulate, your body produces a large quantity of a hormone 
called LH, which triggers the release of a ripened egg from your ovary. 

The phenomenon tells you that ovulation is likely to occur in the next 24-36 hours. 
An ovulation kit testing the hormone in your urine can help you to determine when 
you ovulate.

4. Ultrasound scan 
Ultrasound scan on the day of LH surge would give indication whether the egg is 
impending to ovulate.
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Q. Are there any preparations 
that a couple should go through 
before   trying for a baby? What is 
preconception examination? 

A.Preconception examination or 
prepregnancy care is important in 
helping couples to have a healthy 
pregnancy and a healthy baby. It 
involves assessment of a woman’s 
overall health and identification of risks 
factors that may complicate pregnancy.

During the visit to the gynaecologist, 
a detailed medical history including 
family history of high blood pressure, 
diabetes, and/or mental retardation 
will be taken.

Medical conditions that may require
special care during pregnancy, such 
as epilepsy anemia, and allergies will 
be recorded.

Past surgical history especially surgery 
involving reproductive organs, 
hernia repair and appendicectomy 
is important as the fertility potential 
may be compromised.

Past  pregnancies, including the number, 
length of pregnancies (gestation), 
previous pregnancy complications, 
and pregnancy losses (miscarriages 
and stillbirths) will be asked in detail.

Vaccination status especially German
measles and chicken pox will be
assessed.

Sexually transmitted infection, urinary 
tract infection, or other infection that
could be harmful to the foetus and to
the mother will also be recorded.

During the physical examination, the 
general state of health will be noted.
Pelvic examination will be done to find

out the presence or absence of tumour
such as fibroid or ovarian cyst.

Investigations will include blood
tests for diabetes, hepatitis B status,
thalassaemia (a hereditary disease
causing lack of blood (anemia) in the
mother), German measles and 
other sexually transmitted diseases.

A parasite called Toxoplasma Gondii 
can cause repeated miscarriages. 
A blood test before pregnancy can 
determine if a woman has been 
exposed to the parasite.

Q. I have been married for 2 
years. I would like to know what 
the fertility tests are and how 
accurate are they?

A. The fertility tests can be 
• Non-invasive 
• Invasive

The non-invasive tests include:
1. Basal Body Temperature (BBT) 
chart.
This test is simple and easy to learn. 
It is cheap and has been used for ages 
as a guideline to detect ovulation.

2. Blood tests on sexually transmitted 
diseases (STD) such as syphilis, 
chlamydia, hepatitis B and HIV. These 
tests may indicate genital infections 
which may contribute to the fertility 
problem.

3. Blood tests to check the levels of 
female hormones, thyroid hormones, 
and milk hormone (Prolactin). These 
would be useful if the menstrual cycle 
is irregular or absent.
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4. Semen Analysis is easily done 
by masturbation or by using non 
spermicidal condom during sexual 
intercourse. The semen analysis 
will check the number, shape, and 
motility of the sperm. However, if the 
test is not normal in the first instance, 
it should be repeated as the values 
fluctuate considerably day by day 
and are dependent on many factors.

5. If the semen analysis suggests 
low sperm count, blood tests on 
male hormones may be required.

6. Ovulation kits. There are many 
test kits in the market. The level of 
accuracy varies but generally, they 
are useful in predicting ovulation.

7. Postcoital test. This test requires 
that you have intercourse several 
hours in advance before visiting 
your doctor to have a sample of 
cervical mucus taken for microscopic 
examination. It is a way of testing 
both the viability of the sperm and 
their interaction with the cervical 
mucus. The accuracy of this test 
varies depending on whether it is 
done at the time of ovulation and if 
the cervical mucus is of good quality.

8. Transvaginal (pelvic) ultrasound 
scan. An ultrasound is done to check 
the condition of the womb (uterus) 
and ovaries. Often the doctor can 
determine whether the follicles 
(eggs) in the ovaries are working 
normally. Thus, the ultrasound is 
often performed 15 days before a 
woman’s expected menstrual period.

9. Hysterosalpingogram (HSG). This 
is a procedure where a series of 
X-rays is taken of the fallopian tubes 
after a liquid dye has been injected 

into the womb (uterus) through the 
cervix and vagina. The HSG can help 
diagnose fallopian tube blockages 
and defects of the uterus. If one of 
the tubes is blocked, the obstruction 
should be apparent on the X-ray since 
the liquid dye won’t get past it. A HSG 
is usually scheduled between days 6 
and 13 of your cycle. The procedure 
can be uncomfortable and a blocked 
tube could be due to spasm since the 
patient is conscious.

Invasive tests include:
1. Hysteroscopy. In this procedure, 
a thin, telescope-like instrument 
is inserted into the uterus through 
the cervix to allow the doctor to see 
and photograph the area to look for 
problems. It is done under local or 
general anesthesia.

2. Laparoscopy. In this procedure, 
a laparoscope is inserted into the 
abdomen through a small incision to 
look for endometriosis, scarring, and 
other conditions. It is done under 
general anesthesia.

3. Endometrial biopsy. This procedure 
is done by removing a sample of 
tissue from the lining of the womb 
(endometrium) with a catheter that 
is inserted into the uterus through 
the vagina and cervix to see if it is 
normal. The procedure is somewhat 
uncomfortable therefore, a painkiller 
is given beforehand.

Not all women need to undergo all 
these tests. Your doctor will guide 
you through those that are most 
appropriate for you. After the testing 
is done, about 85% of couples will 
have some idea why they are having 
problems getting pregnant.
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MYTHS AND 
MISCONCEPTION ON 

FERTILITY
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4. Myth: Stress can cause 
infertility. Therefore if I relax, I 
will get pregnant

Truth: Infertility is a disease of the 
reproductive system. Although stress 
can sometimes affect hormone levels 
and ovulation, emotions are not 
keeping you from getting pregnant. 
The stress and intense emotions you 
feel are the result of infertility, not its 
cause.

1. Myth: Conception only occurs if 
the wife has orgasm

Truth: Orgasms help to increase 
the chances of conception. Orgasm 
increases the blood-flow to the 
reproductive organs, helping them 
to function better. Orgasms also help 
the cervix to “suck” up sperm in the 
vagina, thus helping the sperm to 
reach the awaiting egg. However, 
conception is also possible without 
female orgasms.

2. Myth: Ovulation only occurs at 
day 14 of the menstrual cycle

Truth: This is not true. Women can 
ovulate as early as day 6 and as late 
as day 30 and beyond. Many factors 
affect ovulation - hormones, stress, 
health, etc.

3. Myth: Infertility is always due
to problems in the woman

Truth: Studies have found that about 
1/3 is due to problems in men and 
another 1/3 is due to problems in 
both partners. Only 1/3 is due to 
female problems.



Infertility is a medical problem that usually requires treatment. At least 50% of those 
who completed an infertility evaluation will respond to treatment with a successful 
pregnancy. Those who do not seek help have about 5% rate of success. This means 
couples have a 10 times greater chance of conceiving if they get medical help.

If you have regular sexual intercourse for a year without any birth control and still 
do not conceive, you should consult your gynaecologist to find out the reason.

5. Myth: Infertility runs in the family

Truth: Most infertility problems 
are not hereditary. Medical examinations and investigations are necessary to find 
out the cause.

6. Myth: The sperm count will remain the same all the time. Therefore, 
there is no need to repeat a semen analysis

Truth: Sperm counts will vary with time and can be affected by medications, 
illnesses and stress.

7. Myth: It is very easy to get pregnant

Truth: A normal couple with regular 
sexual intercourse has only about 
25% chance of conceiving 
each month.
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cHAPTER 5
How does 
life begin?

gland to produce 2 hormones called 
Follicular stimulating hormone (FSH) 
and Luteinising hormone (LH). These 
hormones are so called because they 
stimulate and nourish the ovaries. 
FSH promotes the growth and the 
development of the egg while LH is 
responsible for ovulation.

Q. What is the natural sequence of 
events during a normal menstrual 
cycle?

A. FSH is mainly released in the 
first 2 weeks of the menstrual cycle. 
Several hundred eggs which have 
been dormant since a woman was a 
baby in her mother’s womb become 
stimulated each month.Together with 
local changes in the ovary, only one 
egg is released each month. The 
egg that is destined to be ovulated 

The Journey of The 
Egg
Q. What are hormones?

A. Hormones are substances that 
are made by one part of the body 
(e.g. the ovary) but affects another 
part of the body (e.g. the uterus). 
Hormones usually travel in the 
bloodstream.

Q. What are the female sex 
hormones?

A. The female sex hormones are 
produced by the ovary. They are 
mainly estrogen and progesterone.

Q. How are the female sex 
hormones regulated?

A. They are regulated and controlled 
by the area of the brain called the 
hypothalamus and the pituitary 
gland, which is a pea-sized organ 
located at the base of the brain. The 
hypothalamus acts as a computer, 
analyzing nervous signals from 
other areas of the brain including 
those generated by the emotions 
and by environmental factors, such 
as dark and light; it also analyses 
hormonal signals generated in the 
ovaries. It then directs the pituitary 
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usually lasts about 3-7 days.

The time from the beginning of one 
menstruation to the next is called 
menstrual cycle and it can vary 
greatly from woman to woman and 
from month to month and still be 
normal. Generally, the length of the 
menstrual cycle can fluctuate from 3 
weeks to 5 weeks.

Q. What is conception?

A. Conception is a complex process 
when the egg is being fertilized by 
the sperm. The union marks the 
beginning of a new life.

Q. What is the natural sequence of
conception?

A. After ovulation, the egg lives in 
the body for about 24-36 hours. It 
is picked up by the tiny fingerlike 
projections of the fallopian tube. If 
sexual intercourse takes place around 
this time, the sperms travel up the 
cervix and uterus and meet the egg 
at the fallopian tube. If all goes well, 
one sperm penetrates the membrane 
of the egg and unites with genetic 
materials of the egg (fertilization).
The fertilized egg continues to travel 
through the fallopian tube to the 
uterus. It divides several times and 
is called the embryo. The embryo 

lives inside a water balloon-like 
structure called a follicle. The follicle 
fills with fluid as the egg gets closer 
to ovulation. By the seventh day 
of a woman’s menstrual cycle, a 
dominant follicle, which will ovulate 
at mid-cycle, is usually found.

The remaining eggs that started the 
month with the dominant follicle, 
but were not selected to ovulate will 
disintegrate. As the dominant follicle 
grows and fills with fluid, it makes 
increasing levels of estrogen. At 
mid-cycle, there is a sudden surge 
of LH which triggers and initiates 
the rupture of the follicle (ovulation) 
approximately 24-36 hours after 
the beginning of the surge. The egg 
emerges from the ovary and the 
process is called Ovulation.

The estrogen in turn stimulates the 
lining of the womb (endometrium) to 
get thick and also causes the sticky 
mucus in the cervix to liquefy. 

After ovulation, the remains of 
the follicle form the yellow body 
(corpus luteum), which secretes 
another hormone, progesterone. 
Progesterone stimulates the 
endometrium to make it soggy and 
wet in preparation for the fertilsed 
egg to implant.

If the egg is not fertilsed, it gets 
broken down and absorbed in the 
body. The estrogen and progesterone 
levels slowly decline and the 
endometrium starts to shed off and 
passes out through the uterus and 
vagina in the form of small amount of 
blood. This shedding of endometrium 
every month is called menstruation.

The dribbling continues over a period 
of a few days. That is why it is also 
called a menstrual period, which 
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takes about a week to make its way 
to the uterus and implant itself in the 
endometrium. This is how pregnancy 
begins.

The journey of The 
sperm
Q. What is the male sex hormone?

A. The main male sex hormone is
testosterone.

Q. What is the natural sequence of 
sperm production?

A. The male reproductive system is
dependent on testosterone for
proper function. Under the control
of the hypothalamus and pituitary
gland, FSH directs the testicles to
produce the sperms and LH 
stimulates testosterone synthesis. 
Production of sperms is regulated 
by FSH, LH and testosterone.

The testicles make phenomenal 
number of sperms, about 100,000 -
300,000 sperms a day. The scrotum
protects the testicles by keeping them
at the right temperature to produce 
sperms, not too cold and not too 
hot, just a few degrees below 
the body’s temperature.

Sperms travel through the 
vas deferens and pass by the 
seminal vesicles. They mix 
with the fluid from the 
seminal vesicles and 
prostate gland. The mixture 
is now called semen, which 
is sticky, cloudy and 
whitish when 
ejaculated. 
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Chemicals in the semen keep the 
sperms healthy.

Q. How  does ejaculation take place?

A. When a man is sexually stimulated, 
blood flows into his penis at a faster 
rate than it flows out. This causes 
the penis to get larger and harder. It 
becomes stiff, erect and stands out 
from the body. This is called erection.

The erected penis allows it to enter
the vagina during sexual intercourse.
Muscles in the epididymis, vas 
deferens and in the seminal vesicles, 
together with the muscles around the 
prostate gland, tighten and push the 
semen into the urethra and out through 
the penis. This is called ejaculation.



Q. What is morning sickness?

A. Morning sickness refers to the 
nauseated feeling you get during 
the first trimester of pregnancy. 
This often begins two to four weeks 
after you miss the period. It affects 
about 80% of all pregnant mothers. 
One of the best remedies is to eat 
small, frequent meals and snacks. 
Many expectant mothers keep boxes 
of crackers or other bland snacks 
beside their beds so that they can 
eat before getting up. An empty 
stomach can increase the feeling of 
nausea. Getting something into your 
stomach before you rise may prevent 
an attack. Ginger or peppermint teas
can help; sea sickness bands work 
well too. Vitamin B supplement can 
also offer relief from nausea. 

Some tips:
• Avoid food that makes you sick 

e.g. spicy, oily and fatty food.
• Avoid smells that you are not 

fond of.
• Sleep. Most women don’t throw up 

while sleeping, so rest whenever 
you get a chance.

• Stress can also trigger nausea.
Keep yourself as relaxed as 
possible. Listen to soothing music 
and have your partner give you a 
massage.

Q. What are the common
discomforts in pregnancy?

A. They include:
 • Morning sickness
 • Breast tenderness
 • Frequent urination
 • Constipation
 • Stretch marks
 • Leg cramps
 • Swelling feet and ankles
 • Varicose veins
 • Heartburn
 • Back and abdominal pain
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cHAPTER 6
How To cope wiTh 

common pregnancy 
discomforTs?
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Q. Why should my breast be
painful?

A. Early in the pregnancy, the breasts
will enlarge and change shape as they
prepare to produce milk. They may
become very tender and sensitive for a 
few months as a result. Stretch marks 
may appear. A larger, supportive and 
well-fitting bra is helpful.

Q. Why do I have to pass urine
very often?

A. This is common in early pregnancy 
as the growing uterus is pressing 
directly on your bladder, and again in 
the last trimester of pregnancy due to 
the entrance of the baby’s head into 
the pelvis (engagement). If there is 
pain, burning sensation, or blood in
urination, it may be a sign of urinary
tract infection. Treatment by the 
doctor may be necessary.

Q. I have difficulty passing 
motion, what should I do?

A. Constipation is usually due to lazy
movements in the small and large 
intestines caused by hormonal 
changes in pregnancy. The added 
pressure of pregnant uterus on the 
intestines can also cause constipation. 
Antenatal vitamins containing iron 
further contribute to this problem. 
Drinking plenty of water and eating 
lots of fiber e.g. fruits and vegetables 
may help.

Q. I have a lot of stretch marks
on my abdomen. I am only
5 months pregnant. Can the
cream help?

A. Stretch marks or striae gravidarum
 are due to small tears in blood vessels
(capillaries) in areas of stretched skin.

They are usually red lines and occur 
on the abdomen as the womb grows.
They may also occur on the breasts 
and buttocks. The color usually fades 
and becomes silvery white months 
after delivery. They become less 
noticeable but would not go away 
completely. Unfortunately, there is no 
reliable way of avoiding stretch marks. 
No pills, creams or exercise can stop 
these marks from developing. There 
is no harm in trying the products, but 
they probably would not help.

Q. I have frequent leg cramps at
night. What should I do?

A. Muscle fatigue is the cause of the 
leg cramps. It usually happens at night 
and can wake you up from sleep. Too 
much phosphorus (e.g. in processed 
meat and snack foods), and too little 
calcium and potassium in the blood 
can also cause muscle spasms. When 
a leg cramp occurs, immediately 
stretch out the leg. Massage it until 
the cramp is gone. Taking a glass of 
milk for extra calcium and eating a 
banana for potassium before bed may 
help. Avoid standing or sitting with 
your legs crossed for long periods of 
time.

Q. I am in my last trimester and
both my feet are swollen. Is it
normal?

A. Swelling of feet or edema is due to
excessive water retention. This is very
common in the third trimester, 
causing discomfort, particularly in the 
ankles. The swelling increases over 
the course of the day. However, if 
hands or face begins to swell, it could 
be a sign of hypertensive disease in 
pregnancy and you should consult 
your obstetrician immediately. If 
there is no hypertension, you can prop 



up your legs more often and wear 
support hose designed specifically for 
pregnant women. Wear comfortable, 
low-heeled shoes. Avoid wearing 
elastic-top socks or stockings. Avoid 
crossing your legs when sitting. Avoid 
salty food including soya sauce. 
Continue to drink plenty of water. This
does not cause more swelling.

Q. What are varicose veins?

A. Varicose veins are swollen veins 
that bulge near the surface of the 
skin. As the uterus grows, it presses 
on the large vein on the right side 
of the body which in turn increases 
pressure in the leg veins. Usually 
they do not cause any discomfort but 
may make the legs feel heavy and 
achy. The surrounding skin may also 
itch.The symptoms tend to be worse 
at the end of the day, especially if 
the pregnant mother is overweight,    
carrying twins or standing for long    
period of time. Varicose veins often   
improve within three or four months   
after delivery.

To relieve the symptoms, you can 
raise your feet and legs whenever
possible. Use a stool to rest your legs
when you are sitting, and keep your 
feet elevated on a pillow when you 
are sleeping. Try to sleep on your left 
side. This will relieve the leg veins of 
the pressure from the weight of the
uterus.

A special support hose, twice as thick
as normal pantyhose will also help 
and may keep varicose veins from 
getting worse.

Q. I am 8 months pregnant. 
Recently, I have burning 
sensation in the stomach. Is this 
heartburn? What can be done?

A. Heartburn is fairly common in 
many women especially during the 
last part  of pregnancy. It is a burning 
sensation that often extends from 
the bottom of the breastbone to 
the throat. The acid contents of the 
stomach may also give an intense 
sour feeling at the back of the throat.

During pregnancy, the placenta 
produces the hormone progesterone,
which relaxes the smooth muscles of
the valve that separates the esophagus 
(food pipe) from the stomach. This
allows gastric acids to seep back up
the pipe and cause the uncomfortable
burning feeling. In later part of 
pregnancy, the growing baby crowds 
your abdominal cavity and pushes up
the stomach acids to cause heartburn.

The following steps may minimize
the discomfort of heartburn:

Sleep with several pillows or elevate
the head of your bed. Gravity will
help keep your stomach acids down.

Bend at the knees instead of at the
waist.

Watch the food you eat. Avoid
food and drinks that cause stomach
upset. Examples are carbonated
drinks, alcohol, caffeine, chocolate,
high-acid food like citrus fruits and
juices, vinegar, spicy, highly seasoned,
fried, and oily food.

Don’t eat big meals. Instead, eat
several small meals throughout the
day. Take your time eating, and chew
thoroughly. After meals you should 
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stay upright for at least 20 minutes.

Avoid drinking large quantities of fluids 
during meals so as not to distend the 
stomach. However, it is important to 
drink 8 to 10 glasses of water daily during 
pregnancy, but drink it between meals. 

Do not eat your meal 1 hour before bedtime.

Wear loose, comfortable clothing; avoid any 
tightness around your waist and tummy.

Unfortunately, heartburn during pregnancy 
is a very unpleasant experience. It can 
become so bad for some pregnant mothers 
that not eating at all seems like the best 
option. It usually comes and goes until the 
baby is born.

If these solutions do not work, antacid may 
be prescribed by your doctor to neutralize 
the gastric acid.

Q. My friend told me that 
pain in the lower abdomen 
and backaches are normal in 
pregnancy. What causes them?

A. As the uterus grows, the 
growing weight of the baby causes 
the ligaments that support it to 
gradually stretch.This may cause 
occasional sharp pains in the lower 
part of abdomen. Relaxation of 
ligaments supporting the back 
during  pregnancy can cause 
backaches. Bad posture worsens 
the aches. To ease the symptoms, 
wear low-heeled shoes and a 
supporting maternal girdle. Make 
sure your back is well-supported 
when you sit down. Avoid carrying 
heavy objects and practise the 
correct way of bending   and lifting, 
and exercise to avoid back strain.



cHAPTER 7
CongraTulaTions! 
You are going To 

be a FaTher!

looking for books on pregnancy are 
ways to begin your transition into 
parenthood. Make sure that she 
gets the best possible medical care 
and eat nutritiously. Share with your 
wife about the hopes and dreams, 
fears and anxieties of having a child 
together. Have quality time together 
and plan how both of you can enjoy 
the pregnancy together.

Q. Will I be a good father?

A. This thought process is very normal
and begins at some point during 
your wife’s pregnancy and probably   
continues after the baby’s birth. The    
concept of fatherhood is formulated   
from your own experiences when 
you were a child. Take what you like 
best about your father, teachers, 
friends, and relatives to create your 
own identity as a father. Anyone who 
has nurtured you can be a good role 
model. There is no one definition of 
a “good father.” You will have to craft 
your own idea of what it means to 
be a father in a way that meets the 
needs of you and your family.

Q. Can I handle her emotional
changes?

A. The hormonal changes within her 
body can cause all sorts of strange    
emotions even after birth. However,    
most problems are short-lived 
and sporadic. Each woman reacts 
differently to pregnancy, so no one 
can tell you exactly what to expect. 

Be patient and listen to your spouse
actively. Re-examine your work 
schedule and let her know that you
will “be there” at the birth of 
your baby. Be involved with 
your baby right from the start.
This will reduce the risks of postnatal

Q. My wife is now 6 weeks 
pregnant. I am very excited and 
anxious. What should I expect 
during this time? How can I help 
her?

A. You are starting to be aware of the
transition into parenthood and 
becoming a father. Most men have a 
positive feeling towards pregnancy. 
You may have feelings of both fear 
and hope. These feelings are normal 
as you anticipate changes in your role 
and responsibilties.

Common anxieties at this time are
fears about the health of your wife. In
the first trimester, she may experience
morning sickness, mood swings, 
fatigue and changes in eating habits. 
You are not used to seeing your wife 
this uncomfortable. However, the 
more you can comprehend about 
what is going on inside the womb of 
your wife, the more sympathetic you 
will be to her condition. You need 
not feel that you are outside of the 
whole process of pregnancy and 
childbirth. The more you know about 
the subject, the more you can assist 
her in the various decisions that need 
to be made.

Accompanying your wife to antenatal
visits, talking with the obstetrician 
and other expectant fathers and 
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let it have much effect on you.

Q. I do not like children, so how
can I cope with this?

A. You may not like children in general, 
but you will certainly love yours. More 
men than ever feel that being a father   
is a significant accomplishment in life   
and are choosing to make it a priority   
because they want to. Many men fear   
the unknown elements of children    
because their knowledge is restricted   
to their experience as young boys.

The best way to look at this is probably
to remember that for the first child, 
both you and your wife are learning 
how this all works. So, do as much 
together as possible or share
the load and laugh about it over 
dinner whilst you swap hints and tips. 
Spending time with your baby by 
playing, bathing, feeding and taking 
the baby out to the park will help 
you bond with your baby. Expect and 
accept the changes in your life. Being 
willing to make sacrifices will certainly 
bring you the joy of parenthood.

“blues” or depression in your spouse.

Q. Will I do a good job at the
birth of my baby?

A. The father’s role in childbirth has   
changed dramatically. Today, many 
men are involved at the birth of their 
baby. Most men are comfortable with 
the involvement, and seeing their 
child born is one of life’s greatest 
moments.

Childbirth classes are useful. You will
feel more confident after learning 
what to expect during labour and 
childbirth, acquiring ideas and 
techniques to help your wife through 
the experience. 

Make sure you know the labour wards
of the hospital where your wife plans 
to deliver. Take a tour of the facilities. 

A fear that many husbands have 
before the delivery is that they will 
not be able to handle all the blood 
and body fluids that will be around. 
They fear that they may faint or throw 
up. In reality you will probably be too 
concerned with your wife and child to 



cHAPTER 8 
WhaT can go 
wrong wiTh 
pregnancy?

miscarriage during mid-pregnancy.

Q. How do I know if I’m having a
miscarriage?

A. When miscarriage occurs, there 
may be some vaginal bleeding, which 
may be light or heavy, constant or 
irregular with red or brown stains. 
Lower backache or abdominal cramps 
may be present and some fleshy 
tissue or blood clots may pass out 
from the vagina. Some miscarriages 
may not have symptoms for a while 
after the foetus has died. This is 
called a missed miscarriage (missed 
abortion). Over time, symptoms and 
signs of pregnancy, such as nausea 
and breast tenderness disappear. An
ultrasound examination and blood 
hormone test of B-HCG may be 
performed to determine whether the
baby is dead.

Q. Do I need to have D&C?
 
A. Once the baby is dead, there is 
no way of reversing a miscarriage. 
Usually a minor procedure called 
Dilatation and Curettage (D&C) is 
performed to remove the remaining 
products of conception (placenta 
and the dead foetus) as there is 
an increased risk of infection and 
bleeding.

Recently, there are some studies that
show that it is safe to treat miscarriage
conservatively. In other words, under
doctor’s supervision, it is possible 
to wait for the placenta and foetus 
to be expelled spontaneously. D&C 
is only performed when ultrasound 
examination shows that the womb is
not completely empty.

Some doctors also recommend a D&C

MISCARRIAGE

Q. What is a miscarriage?

A. A miscarriage is the loss of a baby  
before the 20th week of pregnancy.    
About one in five pregnant women   
has some vaginal bleeding or staining    
in the first 3 months (trimester). Of 
these women, about 30% will suffer a 
miscarriage (spontaneous abortion).   
Most women miscarry in the first   
trimester; occasionally this may occur   
in the mid-pregnancy.

About 85% of women who miscarry 
go on to have a healthy pregnancy 
the next time.

Q. What are the common causes
of miscarriage?

A. The most common cause 
(more than 50%) is death of the 
developing baby (foetus), either as 
a result of chromosomal (gene) or 
developmental abnormalities. In other 
words, the foetus that is miscarried 
probably would not have lived 
anyway. Infections such as German  
measles, uncontrolled diabetes, 
kidney problems, heart diseases, big 
fibroid(s) or womb defects can also 
cause miscarriages. Induced abortion 
causing laxity of the neck of the womb 
(cervical incompetence) can cause 
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Q. How do I confirm whether my
baby is dead?

A. An ultrasound examination would
confirm that the heart has stopped 
beating and the baby has died.

Q. If I have a stillbirth, should i 
induce labour or should I wait

A. In most cases, a woman will go into 
induced labour within two weeks after 
the death of the baby. There is little 
risk to a woman’s health if she chooses 
to wait for labour to begin naturally. 
However, because of the emotional 
trauma of carrying a dead baby, 
most women choose to have labour 
induced. This is done by inserting 
a vaginal suppository containing a 
hormone (prostaglandin) to help the 
cervix open up and stimulate uterine 
contractions. If the mother chooses to 
wait and labour has not begun after 
two weeks, induced labour would be 
recommended as there is a risk that 
dangerous blood-clot problems can 
occur.

Q. What are the causes of
stillbirth?

A. In many cases, the cause of death
cannot be established. Common 
causes include: 

Severe malformations in the baby.
Stillborn babies can have structural
malformations caused by genetic,
environmental or unknown factors.

High blood pressure in pregnancy
causing decreased supply of nutrients
and oxygen to the baby.

as soon as possible to examine fresh
placental and foetal tissue to check 
the chromosomes and find possible 
causes of the miscarriage.

In general, the further along in 
pregnancy a woman is, the more 
likely a D&C may be necessary.

Q. How long will the bleeding last
after the D&C?

A. Bleeding should last about a few    
days to a week. However, sometimes   
staining may go on for a while until 
the next period. You may experience 
some minor cramping for a few days. 
The bleeding should never be heavier 
than the heaviest day of a period.

Q. When will my period return?

A. Most women with regular cycles 
will have the period within four to six 
weeks following the evacuation.

STILLBIRTH

Q. What is a stillbirth?

A. When foetal death occurs after 20
weeks of pregnancy, it is referred to 
as stillbirth. It occurs in about one in 
200 pregnancies. The dead baby is 
usually fully formed and may have 
occurred in the uterus weeks or hours 
before labour, or during labour.

Q. What are the symptoms of
stillbirth?

A. For many parents, the loss is 
completely unexpected, because 
up to half of all stillbirths occur in 
pregnancies  that appear problem-
free. The pregnant woman may suspect 
that something is wrong if the baby 
suddenly stops moving or kicking. 
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Seizures in pregnancy (eclampsia) due to hypertension, causing death to the 
mother and the baby.

Problems with the placenta e.g. placenta peels away, partly to almost 
completely, from the uterine wall before delivery. It results in heavy bleeding 
that can threaten the life of mother and baby, and deprives the baby of 
adequate oxygen.

Growth restriction. Babies who are small for gestational age or not growing 
at an appropriate rate are at increased risk of death from asphyxia (lack of 
oxygen) both before and during birth, and from unknown causes. Women with 
high blood pressure are at an increased risk of having a growth-retarded baby.

Premature rupture of the membranes (water bag burst prematurely) causing 
infection. 

Blood disease such as Thalassemia and Rhesus Factor disease.

28



prompt cesarean delivery can be 
lifesaving. A woman who has had 
a stillbirth in a previous pregnancy 
should be monitored carefully, so 
that all necessary steps can be 
taken to prevent another death.

Q. Can stillbirth recur?

A. For many stillbirths, the cause 
is never clear, and a stillbirth is not 
likely to occur in a subsequent birth. 
When a cause can be identified, it is 
often traced to defects in the baby, 
especially chromosomal, or lack 
of oxygen, sometimes caused by 
the position of the umbilical cord. 
Smoking and high blood pressure 
may all be risk factors.

Women are less likely to have a
stillbirth if they eat well and get early
prenatal care.

ECTOPIC PREGNANCY

Q. What is ectopic pregnancy?

A. Ectopic pregnancy is a dangerous
medical condition where the baby,   
instead of embedding in the womb, is    
implanted outside. The most common   
site is within a fallopian tube (tubal   
pregnancy). Very rarely, it can occur   
in the ovary, the abdomen, and the   
cervix.

Q. What  causes  ectopic  pregnancy?

A. Ectopic pregnancy is usually 
caused by conditions that obstruct 
or slow the passage of a fertilized 
egg through the fallopian tube. Most 
cases are a result of scarring caused 
by infection or tubal surgery. In a few 
cases, the cause is unknown.
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Undiagnosed or poorly controlled 
diabetes in pregnancy.

Infections. Bacterial infections 
such as Toxoplasmosis, Group  B  
Streptococcus, German measles 
(rubella) are important causes of 
foetal deaths that occur between 24 
and 27 weeks of gestation. These 
infections often cause no symptoms 
in the pregnant woman, and may go 
undiagnosed. After delivery, tests on 
the placenta can show whether or not 
a bacterial infection caused the death.

Other infrequent causes of stillbirth
include:
• Difficult delivery
• Umbilical cord accidents
• Trauma to the baby
• Postdate pregnancy (a pregnancy
   that lasts longer than 42 weeks)

Q. Can stillbirth be prevented?

A. Regular antenatal visits with early
detection and treatment of maternal
high blood pressure and diabetes will
prevent a number of stillbirths.
Women with high-risk pregnancies 
are carefully monitored during late 
pregnancy. Foetal heart rate monitor 
(CTG) can often tell if the baby is in 
trouble. This can allow treatment, 
including early delivery, which can be 
lifesaving.

Women should not smoke or drink
alcohol, all of which can increase the
risk of stillbirth and other pregnancy
complications.

Vaginal bleeding during the second
half of pregnancy can be a sign of
placental peeling (Placental 
abruption). When the foetus is 
in trouble due to an abruption, a 



Q. What can increase the risk of
an ectopic pregnancy?

A. The risk of an ectopic pregnancy
increases in the following 
circumstances:

• Patients with endometriosis,          
appendicitis, or scarring from 
past pelvic surgery and previous 
ectopic pregnancies. 

• Oral contraceptive pills including   
“morning-after pill” can slow the   
normal movement of the fertilized  
egg through the tube.

• Usage of Intra-uterine 
contraceptive device(IUCD)

• Patients who conceive after 
sterilization.

Women who have had surgery to  
reverse previous tubal sterilization 
in order to become pregnant (when  
reversal is successful).

Q. What are the symptoms of
ectopic pregnancy?

A. Symptoms of ectopic pregnancy
include:

• Menstrual period is overdue
• Abnormal bleeding from the 

vagina,usually scanty amounts or 
spotting

• Breasts sensitive and swollen
• Nausea and vomiting as in early 

pregnancy
• Sudden severe lower abdominal 

pain 
• Feeling faint or collapsing
• Pain over the shoulder areas
• Lower back ache or mild cramping 
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Q. How do I know I have an 
ectopic pregnancy?

A. You may be pale-looking breaking 
out in cold sweat, or in a collapsed 
state with low blood pressure.

The abdomen may be very tender
(painful) and sensitive (guarded) when 
examined. Internal examination by 
the gynaecologist is very painful. The 
doctor may do the B-HCG pregnancy 
test which is usually positive. A blood
test is more accurate than a urine 
test. Occasionally, the urine test may 
be negative.

Ultrasound examination shows no 
baby in the womb.

Laparoscopy may be required in
suspicious cases when the signs and
symptoms are minimal.

Q. How is ectopic pregnancy 
treated?

A. When the fallopian tube bursts, 
there is internal bleeding leading to 
shock. This is an emergency condition. 
Oxygen administration and blood 
transfusion may be required. Surgery 
is done immediately to stop internal 
bleeding and the pregnant tissues are 
removed. The involved fallopian tube 
may be removed in the process.

If the pregnancy sac has not ruptured
(non-emergency case), laparoscopy
is usually done. The tube is usually
preserved after removal of the 
products of conception. The baby so 
removed is non-viable and cannot be 
re-implanted into the womb.

Recent ly,non-surgical(medical) 



management has been used 
in non-ruptured cases using 
toxic chemotherapeutic drug, 
metrotrexate. However, this requires 
careful monitoring of the patient in 
the hospital.

Q. Can the ectopic pregnancy
recur?

A. About 85% of the women who 
have experienced one ectopic 
pregnancy are later able to achieve 
a normal pregnancy. A subsequent 
ectopic  pregnancy may occur in 
10% to 20% of cases. Some women 
fail to become pregnant again, 
while others become pregnant and 
spontaneously abort during the first 
trimester.
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Q. Can ectopic pregnancy be
prevented?

A. Tubal pregnancies, which make up 
the majority of  ectopic pregnancies,
may be prevented by avoiding 
conditions that might cause scarring 
of the fallopian tubes.

Such prevention may include:
• Avoiding risk factors for pelvic 

infections e.g. avoid casual sex, 
sex with multiple partners.

• Early diagnosis and adequate 
treatment of sexually transmitted 
diseases.
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Enquiries
If you have fertility, sexuality and

pregnancy-related questions, please contact aLife.

aLife

Blk 308 Shunfu Rd

#01-165

Singapore 570308

Tel: 6258 8816

www.alife.org.sg
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