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Emergency medicine is a field full of  individuals looking to meet the needs of  
their communities and most needy patients. The characteristic dedication, 
work ethic, and self-sacrificing nature of  most EPs sometimes leads to self-
neglect, and all too often, a failure to reflect periodically on the state of  our 
own lives. As we rush from patient to patient, shift to shift, year to year, we can 
find that more time has passed than we imagined. Sometimes the changes 

that occur without our noting can be significant, particularly for female EPs.

During the start of  my intern year, I was laser-focused on my residency training. My husband and I 
were finally together after four long-distance years, I had matched at my top choice program, and I 
was living in a lovely, vibrant city. In my mind, all I had to focus on was becoming the best physician 
I could be. The learning curve was steep, but I was graced with plenty of  attendings who loved to 
work with residents. Not only did they help me hone my clinical knowledge, but frequently they also 
took time to learn about me as a person. A few even dared to offer advice from time to time.

One shift in particular stands out in my mind; it was a day during which I was working with one 
of  the most admired physicians in our city’s safety net hospital. It was a busy shift, but we had 
worked several together already that month and thus he knew a little bit about me. He knew I was 
a latecomer to medicine after having been a teacher, that we both shared a passion for endurance 
sports, and had similar value systems. I was always a bit intimidated, albeit inspired, on shifts with 
him because he is one of  the most efficient but thorough EPs I have ever worked with. He is clini-
cally brilliant with a fabulous bedside manner to boot.

For some reason, that day we started talking about family. He has a large family, and asked about 
my plans for children. I was never shy about admitting that I wished for several children, and was 
honest in telling him this. I dreamed of  a loud, boisterous house with my children and their friends 
gathered in my kitchen or playing in the yard, I found myself  telling him. As a former educator, I 
have a deep respect for and love of  children, and I think he perceived this in me during our previ-
ous conversations.

“Well, Maria, what are you waiting for?” he pressed. I was somewhat taken aback by this comment, 
but it was appreciated. Out came the excuses I had been practicing for the past 10 years: I need 
to finish my training. I need to pay off some debt. I need to travel a little bit more. I want to buy a 
house first. After all, my husband and I had just started living together full-time; what was the rush, 
I thought? 

“You might be surprised that it is harder than you think to get pregnant. Just give it some thought... 
that’s my two cents’ worth.”

Needless to say, I went home and mulled over this commentary. I ruminated, digested and felt 
these words impossibly folding and twisting in my mind over several weeks. Finally, I summoned 
the courage to tell my husband about this conversation and ask his thoughts about the idea of  
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“Thank you, Dr. C:” The Stigma of the 
F-word (Fertility)
Maria L. Sturchler, MD EdD

MY PGY-2 YEAR WAS OFF 
TO A GREAT START, WITH 
EXCEPTION OF MY PERSONAL 
BIOLOGY.”
moving up our family planning timeline. It 
prompted some thinking on both of  our parts, 
and we ultimately decided that we should start 
trying to conceive at the tail end of  the aca-
demic year, just so I had a little bit more time to 
find closure for my harbored excuses.

Spring turned into summer, and summer to fall, 
and in exchange for my sunny optimism, I had 
five negative pregnancy tests. My PGY-2 year 
was off to a great start, with exception of  my 
personal biology. In my frustration, I divulged 
to one of  my closest mentors that I was strug-
gling to conceive. She suggested using ovula-
tion kits, so I stocked up and pressed onward. 
Three more failures came my way and I could 
not shake a deep, unsettling feeling in my gut. 
Was something wrong with me? With my part-
ner? Was having children just not in the cards 
for me?

We sought out help from a specialist, trying 
fertility drugs along with IUI (intrauterine in-
semination) to no avail for three more cycles. 
All my life I had expected pregnancy to occur 
for me without difficulty, and avoided becoming 
pregnant like it was the plague. Now here I was, 

MOST PEOPLE FEEL THAT FERTILITY IS A TOPIC THAT IS TABOO, AN 
UNSPEAKABLE “F-WORD,” PARTICULARLY AMONG COLLEAGUES.” 
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staring down IVF, the “worst case scenario” I mentioned to my husband 
when our fertility journey began over a year prior. The loss of  control was 
overwhelming, not to mention the price tag.

We applied for a personal loan, and meanwhile I scoured online forums, 
message groups, read our local infertility specialists’ statistics online, and 
finally asked my husband to accompany me to our first appointment for 
IVF consultation. Long story short, there were several more complica-
tions and quite the rollercoaster ride along the road to pregnancy, but 
ultimately I write this while feeling my 35-week-old daughter kicking away 
in my womb as we await her birthday. 

Most people feel that fertility is a topic that is taboo, an unspeakable “F-
word,” particularly among colleagues. Luckily for me, I was able to train 
under several attending physicians who were brave enough to broach 
this topic with candor and grace. I firmly believe they saved my life; not in 
the way one would think of  typically, but they forced me to come to terms 
with a key facet of  what I wanted in life before it was too late. 

Thank you, Dr. C, for being selfless enough, even while working a busy 
ED shift, to look out for my best interests both in and out of  the hospital. 
You have made all the difference. 
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History of Present Illness
CC: shortness of breath

48-year-old man history of hypertension and HIV, 
unknown CD4 count, brought in by EMS for 
shortness of breath. Patient states that he became 
short of breath just prior to arrival. Patient is awake 
and alert, but confused and has difficulty answering 
many questions. 

As an IV is being placed, the patient apologizes that 
his arm keeps on moving. He states that he is short 
of breath because he has not been able to stop his 
arm from moving for 3 hours.

Physical Exam
Vitals: BP 114/71 HR 92 RR 20 T 36.9C
General: oriented to person and place, NAD
CV: nl s1s2, RRR, no MRG
Resp: tachypneic, CTAB
Abd: SNDNT
Neuro: intermittent flinging of right upper extremity, 
CN II-XII intact, normal strength and sensation.

Labs
POC Glucose >600
VBG pH 7.60, pCO2 21, HCO3 20.6, BE 1.0
CBC: WBC 5.21, Hgb 12.9, Hct 40.5, Plt 41
BMP: Na 116, K 4.1, Cl 78, CO2 19, BUN 14, 
Cr 0.8, Glu 1,397
Osmolality 327

Questions
1. What is the differential diagnosis of the rash?

2. Why is the patient flinging his right arm? 

Case Discussion
The patient’s rash, in the setting of HIV, was 
immediately suspicious for secondary syphilis. In 
the morning, the patient’s RPR and FTA-ABS were 
positive. The patient had no recollection of a 
chancre and thought he had the pictured rash for a 
long time.  Infectious disease saw the patient in the 
morning and felt this was residual 
hyperpigmentation from a previous rash associated 
with secondary syphilis. Because the rash was no 
longer pink or violaceous, typical of secondary 
syphilis, he was deemed to currently not be 
infectious. Because the patient did not know when 
he was infected or started having the rash, he was 
treated as late latent syphilis with 3 weekly doses of 
penicillin G benzathine.

Because of the patient’s unmanaged HIV and 
syphilis, we had a broad differential for the cause of 
the patient’s hemiballismus. The patient denied any 
personal or family history of epilepsy. Because of 
his history of HIV we considered the possibility of 
seizures caused by an intracranial infection such 
as, toxoplasma, cryptococcus, and herpes 
encephalitis. Other potential causes included CNS 
lymphoma and progressive multifocal 
leukoencephalopathy. We also considered that the 
patient’s altered mental status and involuntary 
motions could be due to neurosyphilis.

Early in the ED course, the patient was newly 
diagnosed with diabetes and found to be in a 
hyperosmolar hyperglycemic state. The patient’s 
mental status and hemiballismus improved with IV 
hydration. CT of his head was unremarkable. At the 
time of admission, he was fully oriented and 
hemiballismus had ceased. When the patient was 
signed out to the ICU, we discussed that if the 
patient continued to have hemiballismus, change in 
mental status, or seizure-like activity, the above 
differential should be explored. Ultimately, none of 
these symptoms returned and he was clinically 
diagnosed with hyperglycemic hemiballismus 
syndrome. If an MRI is done there is often 
hyperintensity of the contralateral basal ganglia, 
most commonly of the putamen.
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Pearls
• Patients with fading or hyperpigmentation 

after the rash of secondary syphilis may 
need a longer course of treatment (3 doses 
versus 1 dose of penicillin G benzathine) 
than those with an active, violaceous rash. 

• Keep a wide differential for those with 
syphilis or HIV and neurological symptoms.

Answers
1. Secondary syphilis, pityriasis rosea, lichen 

planus, guttate psoriasis, rocky mountain 
spotted fever

2. The patient was clinically diagnosed with 
hyperglycemic hemiballismus syndrome, but we 
were suspicious for partial seizures.
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