


responsibility of sustaining the pregnancy falls on the corpus
luteum, or post-ovulatory cyst that continues to produce
progesterone. There is also a strong belief that a shortened
or deficient post-ovulation (luteal) phase is associated with
early pregnancy loss. Historically, this defect was investigated
by performing an endometrial biopsy in the luteal phase

to find a histologic discrepancy in the development of the
endometrium. Due to a wide variation of normal vs. abnormal
results, this methodology has fallen out of favor and is not
commonly used. While many physicians treat a defective
luteal phase by adding progesterone supplementation, the
most effective way to manage this situation is with ovulation
stimulation to enhance follicular growth with the expectation
of having more progesterone production after ovulation to
support the early pregnancy.

Thromobophilic disorders: Certain factors may cause
increased blood clotting in small network of vessels in

the placenta. This has been associated with miscarriages,
pregnancy complications, second trimester loss, and also
thromobosis and stroke. While the cause of this phenomenon

is not completely understood, it is believed that autoimmunity
(body attacking itself) along with genetic factors are involved.
Antiphospholipid syndrome (autoimmunity) is diagnosed
when high levels of antiphosophlipid antibodies (APA),
anticardiolipin antibodies (ACA) and lupus anticoagulant
(LAC) are found.

Other causes of thrombophilia stem from chromosomal
abnormalities related to certain clotting factors. These include
Prothrombin gene mutation, Factor V Leiden, Antithrombin
Ill, Protein C & S, plasminogen activator inhibitor-1 (PAI-1),
and more controversially, hyperhomocysteinemia (MTHFR
mutuation). Thrombophilia disorders are commonly treated
by low dose aspirin therapy, heparin, or low-molecular
weight heparin.

Other controversial causes: While many care providers
screen for active infection, it is not truly known how

much of an effect the presence of an infection has on
pregnancy loss. Despite the strong relationship between
infection and preterm labor, the association with miscarriage
is not well defined. Specifically, mycoplasma hominis and
ureaplasma urealyticum have been implicated with little
scientific data to support this claim. These bacteria have a
high prevalence in the general population and the screening
and treatment of these organisms is not recommended.

Perhaps the most controversial of RPL treatments is that of

a supposed alloimmune response to a perceived “foreign”
pregnancy (maternal immune response to the pregnancy).
While the body undergoes changes to accommodate a
pregnancy, some theorize that disorders in this process may
result in rejection. Research into natural killer (NK) cells and
placental HLA factor has yielded some positive information,
but the evaluation and treatment of these syndromes is often
expensive and may not yield beneficial results. Some fertility
centers offer intravenous immunoglobulin (IVIG) therapy

to help “treat” pregnancy loss patients. ASRM’s official
statement on IVIG therapy is that the treatment is “unproven
and should be considered “experimental” and only be
approved in a research setting.
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Regardless of the cause of the recurrent losses, many couples
feel a deep sense of sorrow or hopelessness with each loss.
While medical expertise can help to diagnose and treat your
condition, we also understand the emotional toll this process
can take on the patient and the couple’s relationship. Our
physician and support staff provide the care you will need to
understand and treat this condition and move forward as we
help grow your family.
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