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ANNOUNCING 

NEW DONORS 

THIS MONTH 
 

Xytex Donors 
 

5397 - Caucasian 
4996 - Caucasian 
10015 - Caucasian 
3090 - Caucasian 
4977 - Indian 
5381 - Latino 
5383 - Caucasian 
5387 - Caucasian 

 

Fairfax Donors 
 

4719 - Caucasian 
4257 - Caucasian 
4839 - Caucasian 
4935 - Caucasian 
4760 - Caucasian 
4746 - Caucasian 

 

Seattle Donors 
Radclif - Caucasian 
Hobart - Caucasian 
Sherman - Multi 

Check out our  

Website! 

THOUGHT OF 

THE MONTH 
 

“The best   
preparation for  

tomorrow is   
doing your best 

today.” 

H. Jackson Brown Jr.  

NEXT EXCITING WEBINAR!!! 
 

We encourage both fertility patients and pro-

fessionals to join us for our 9th live webinar 

event!  “How to Implement Coping Strate-

gies Regarding Fertility During the Holi-

days”, Featuring Jan Silverman, M.Ed.  
 

Please join us for our event on Tuesday November 

24th, 2015 at 7pm EST. To register, please email 

info3@creatingcanadianfamilies.ca today! 

Your doctors tell you one thing, your 
family and friends tell you another. And 
let’s not forget what Dr. Google has to 
say. In an age of information overload — 
an age where everyone’s an expert — it 
can sometimes be difficult to distinguish 
fact from fiction. 

When it comes to infertility treatments, 
this couldn’t be more true. 

I am one of the countless number of wom-
en who has had to seek out evidence, 
research contradictory advice, and debunk 
misconceptions in an effort to find infertili-
ty treatment options that best suited my 
personal needs. In the four years I’ve spent 
trying to have a baby, I’ve had four miscar-
riages, seven IVF transfers, three IVF egg 
retrievals, and lost twins during delivery. 
As you can probably imagine, I’ve just 
about tried it all. 

Of the widely debated and misunderstood 
treatment options for infertility, genetic 
screening is at the top of the list. Preim-
plantation genetic screening (PGS) and 
preimplantation genetic diagnosis (PGD) 
are screening processes designed to in-
crease the chances of a healthy embryo 
implantation. PGS screens for extra or 
missing copies of chromosomes, while 
PGD looks for single-gene defects that 
may lead to genetic disorders. 

To help clear the air surrounding these 
preventative measures, here are five com-
mon misconceptions (and little-known 
facts) about PGS and PGD testing: 

Misconception #1: PGS is designed 
for women of advanced maternal 
age. 

It’s easy to understand why so many peo-
ple believe PGS is geared solely toward 
women of advanced maternal age. While 
it’s true that an increase in age results in 
an increased risk for fertility issues, the 
belief that younger women aren’t at risk 
just isn’t true. 

Fact: Women of all ages are at risk of 
having chromosomally abnormal embryos 
— even women under 30 years of age. 
Melissa Maisenbacher, a genetic counselor 
at Natera, explains in an interview that 
with Day 5 testing, for women under the 

age of 30, there’s a 30 percent risk for 
each embryo to be abnormal. For women 
in their late 30s, that number jumps to a 
whopping 50 percent. 

Misconception #2: PGS is only for 
identifying chromosome abnormali-
ties. 

There’s no denying that PGS can provide 
infertile couples with valuable genetic 
insight. By looking for chromosomal ab-
normalities, couples can identify and pre-
pare for conditions like Down’s syndrome. 

Couples who have a family history or are 
at risk of chromosome abnormality are 
ideal candidates for PGS, but so are cou-
ples that have had multiple failed pregnan-
cies or IVF transfers and simply want to 
find out why. 

Fact: Preimplantation genetic screening can 
also be used to help infertile couples learn 
the reasoning behind their infertility. Most 
people don’t know why their embryos 
either aren’t implanting or are resulting in 
early losses until after genetic testing. 
Especially for couples dealing with unex-
plained infertility, PGS can supply some 
much-needed answers. 

There are some who believe PGS is used 
for gender selection, or so-called “family 
balancing,” but most fertility clinics do not 
share the gender with patients until they 
are successfully pregnant following a trans-
fer — and for good reason. I am glad to be 
under the care of a clinic that operates 
this way. 

Misconception #3: PGD is “like play-
ing God.” 

Preimplantation genetic diagnosis is con-
sidered by some to be a controversial 
procedure. PGD is used in conjunction 
with in vitro fertilization (IVF) to screen 
for single-cell gene defects that could lead 
to genetic disorders. 

By screening for these genetic conditions, 
couples affected by an inherited disorder 
can reduce the risk that their children will 
also be affected — hence why so many 
liken the procedure to “playing God.” 

Fact: This one isn’t so black and white, as it 

plays on other factors, such as faith and 
morals. However, it’s important to re-
member that so much of what has come 
about from today’s medical technology can 
be subjected to the same interpretation, 
from preventative medications to C-
sections to ventilators. 

Misconception #4: PGD is recom-
mended for individual carriers of 
single-gene disorders. 

For individuals with a family history of 
single-gene disorders like cystic fibrosis or 
sickle cell anemia, PGD might seem like 
the obvious solution. But you may want to 
think twice before spending an arm and a 
leg on PGD to assess embryo risk. 

Fact: According to Maisenbacher, most 
couples are not at risk for single-gene 
disorders. Most individuals are actually 
carriers of four to six different genetic 
diseases, but their partner is not usually a 
carrier for the same genetic disease. And, 
in the case of most single-gene disorders 
that PGD is done for, both parents need 
to be carriers in order for their to be a 
risk to the child. 

Misconception #5: A low grade em-
bryo results in an unsuccessful preg-
nancy. 

IVF embryos are “graded” to help pick the 
best for transfer. While it might seem 
obvious to shoot for mostly grade A em-
bryos, low grade embryos also have the 
potential to result in a successful pregnan-
cy. 

Fact: While there seems to be a relation-
ship between embryo grade and chromo-
some abnormality, the two don’t neces-
sarily correlate. 

“We’ve seen couples transfer really low 
grade embryos and have a successful preg-
nancy after knowing that that embryo was 
chromosomally normal when,” says 
Maisenbacher, “if they hadn’t gone through 
the PGS screening, that wouldn’t have 
been one of the embryos considered for 
transfer based on the grade.” 

http://healthmedicinet.com/i/5-common-

misconceptions-about-pgs-and-pgd-you-need-to-

know/ 
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