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Welcome to the August 2015 Fertility Flash newsletter 

from Medfem Fertility Clinic. 

 

We are delighted to announce that we will be hosting an 

event in October to discuss “alternative pathways to 

parenthood”. See below for more information.  

 

In this month's bumper newsletter we present: 

• An interview held with one of our infertility specialists 

Dr Nicholas Clark,  

• Information on what you need to know about your egg 

supply, 

• The details behind the high-court ruling on the genetic 

link requirement in surrogacy, 

• Information on getting pregnant after birth control,  

• The benefits of a holistic approach to fertility, and  

• Details on the upcoming Johannesburg Pride 

celebrations.  

Join Medfem Fertility Clinic as we explore ways to 

make the dream of having a family a reality.  

 

Topics include: Treatment options, selecting an egg 

donor/sperm donor, surrogacy and legal 

implications.  

 

Wednesday 28th October 2015 

17h30 – 19h30 

RSVP: communications@medfem.co.za 

 
Your Miracle. Our Mission. 

Alternative Pathways to Parenthood Information Evening 

We would love to hear your feedback, as well as 

topics you would like to see covered in future 

issues. We can be emailed at 

communications@medfem.co.za  

 

From all at Medfem Fertility Clinic 

 

http://www.google.co.za/url?sa=i&source=imgres&cd=&cad=rja&uact=8&ved=0CAkQjRwwAGoVChMIv_WBx963xwIVRZrbCh1LNwDq&url=https://www.pinterest.com/pin/420664421413634880/&ei=WNLVVb_pJMW07gbL7oDQDg&psig=AFQjCNFE9-vS1wCPgB0HWJvzmrmuo6mVGQ&ust=1440162776727143
mailto:communications@medfem.co.za


 

 

Your egg supply, or ovarian reserve, is the number of 

potential eggs that remain in your ovaries. The more 

eggs you have, the better your chances are of being 

able to conceive.  

One of the strongest predictors of ovarian reserve is a 

woman’s age. All women are born with a finite number 

of eggs, typically around a few million. By the time 

puberty is reached the number of eggs is reduced to 

approximately 350,000 to 500,000. From puberty 

(around age 12) to menopause (around age 51+) 

there is a progressive depletion of egg number and 

quality in the ovaries, and, therefore, a decrease in 

ovarian reserve and reproductive potential. The rate of 

loss of oocytes within the ovary is genetically 

predetermined. Some women will experience a 

significant decline in the quantity of their oocytes in 

their forties while others may experience this much 

earlier. Those women who experience premature 

decline are considered to have diminished ovarian 

reserve. 

 

How does egg development work? 

In the months leading up to ovulation, the egg gathers 

all of the proteins, DNA and energy-producing 

mitochondria needed for the creation of an embryo. 

The egg must segregate and duplicate chromosomes 

over and over as they go from a single cell in the 

unfertilised state to an embryo composed of hundreds 

of cells. It requires an incredible amount of energy to 

create a chromosomally normal embryo. It there is not 

enough energy for this task, the embryo will die in the 

fallopian tube or fail to create a viable chromosomally 

normal embryo (which is usually miscarried by the 

12th week of pregnancy).  

 

What is egg quality? 

We use the term egg quality to describe an egg’s 

ability to create a chromosomally normal embryo. As 

women age, egg quality declines and the rate of 

infertility and miscarriage increases leading to even 

lower live birth rates. Age is a good indicator of egg 

quality with live birth rates declining over age in a 

predictable manner for the majority of women.  

 

What is egg count? 

Women build their lifetime supply of eggs when they 

are babies inside their mother. Eggs are a time-limited 

and time-released supply: time-limited because all 

women will someday go through menopause, and 

time-released because each month only a small group 

 

What You Need to Know about Your Egg Supply 

 

 

of eggs gain the ability to compete to ovulate. By the 

time puberty is reached only 350,000 to 500,000 eggs 

remain. Nothing, not even pregnancy or birth control, 

can slow the monthly recruitment and loss of eggs. 

Unlike men, who reproduce new sperm every 90 days, 

women cannot replenish their egg supply.  

 

I think my eggs are fine? 

The only way to know if your egg supply is fine is to 

see a fertility specialist for ovarian reserve tests. Your 

monthly period is not an indicator of a good egg 

reserve. Most gynaecologists cannot determine your 

ovarian reserve either.  

 

What is diminished ovarian reserve? 

Diminished ovarian reserve refers to a clinical 

situation in which a woman’s ovaries do not contain as 

many oocytes as would be expected for her age. 

Ovarian reserve affects the ability to conceive and 

deliver a live birth.  

There are other causes of diminished ovarian reserve 

such as the ovary having been damaged or destroyed 

from a disease process such as endometriosis, 

ovarian tumours or autoimmune issues. Other factors 

may include exposure to certain chemotherapy agents 

or radiation treatment, ovarian surgery, and pelvic 

infection. 



What You Need to Know about Your Egg Supply  

 

It is very difficult to adequately stimulate a woman’s 

ovary in the presence of diminished ovarian reserve, 

however, superovulation can increase the chance of 

conception in a treatment cycle by causing more 

oocytes to ovulate. In some cases it can prove very 

difficult to stimulate the ovaries, in which case there is 

limited ability to increase the chance of achieving 

pregnancy. If the diminished ovarian reserve is so 

significant that a woman cannot respond to 

superovulation then her best option for achieving a 

pregnancy is through the use of donor oocytes.  

While diminished ovarian reserve does not eliminate 

the possibility of a pregnancy, it does reveal that the 

woman needs to be aggressive in her quest to 

become pregnant as time is clearly of the essence. 

 

What is Premature Ovarian Failure? 

The average age of menopause is approximately 51 

years of age. Premature ovarian failure is defined as 

the loss of ovarian function before age 35. Ovarian 

failure results from the loss of oocytes from the ovary, 

which leads to an inability of the ovary to produce 

estrogen, leading to a menopausal state. Common 

symptoms include the cessation of menses, and the 

development of hot flushes, night sweats, sleep 

disturbance, irritability and vaginal dryness. Hormonal 

tests may also show elevated FSH levels. Obviously, 

complete ovarian failure results in permanent infertility.  

There are many causes for premature ovarian failure 

which can include autoimmune factors, genetic 

defects, endometriosis, ovarian tumours, 

chromosomal abnormalities such as Turner 

Syndrome, and cancer treatment 

(chemotherapy/radiation). In some cases premature 

ovarian failure is a result of the genetically 

predetermined loss of a woman’s oocytes.  

Though chances are very limited, it may still be 

possible to fall pregnant with your own oocytes with 

aggressive fertility treatments. Fortunately, women 

with premature ovarian failure have an excellent 

chance of conceiving with egg donation. 

 

 

 

When will my ovarian reserve begin to decrease? 

The decline in a woman’s ovarian reserve usually 

beings in the early 30s and accelerates in the mid to 

late 30s. If your eggs are of poor quality, then they will 

either not fertilise, or may be chromosomally abnormal 

leading to a miscarriage.  

 

Can my egg supply/ovarian reserve be tested? 

At Medfem Fertility Clinic, a routine part of the 

infertility evaluation includes comprehensive testing for 

ovarian reserve to determine a treatment course and 

to predict the likelihood of pregnancy with any specific 

treatment protocol. Multiple tests are available 

including cycle day 2/3 hormonal FSH and AMH 

testing, and transvaginal ultrasound evaluations to 

perform an antral follicle count as well as ovarian 

volume testing. The FSH level should be less than 10-

12 miu/ml. An FSH greater than 18 miu/ml suggests a 

significant reduction in ovarian reserve with a 

corresponding marked reduction in the chance of 

achieving pregnancy, even with advanced fertility 

treatment. Ovarian reserve may also be determined by 

the outcome of ovarian hyperstimulation with 

gonadotropin hormones. 

 

 
All women are born with a finite 

number of eggs, typically around 

a few million. By the time puberty 

is reached the number of eggs is 

reduced to approximately 

350,000 to 500,000. From 

puberty (around age 12) to 

menopause (around age 51+) 

there is a progressive depletion 

of egg number and quality in the 

ovaries, and, therefore, a 

decrease in ovarian reserve and 

reproductive potential.  



Fertility Specialist Interview: Dr Nicholas Clark 
 

Dr Nicholas Clark is a fertility specialist and director of Medfem Fertility Clinic, 

which offers a holistic approach to helping infertile people start a family.  
 

 

What makes Medfem Fertility Clinic different? 

Medfem Fertility Clinic has been helping people build 

families since 1980. Our specialists are accredited 

reproductive medicine specialists and have over 100 

years of collective experience and are responsible for 

some of South Africa’s first IVF babies. We are proud 

to have played a role in bringing more than 16,000 

babies into the world. 

Our fertility specialists are recognised throughout the 

world for their ability to achieve pregnancies in a 

diverse group of patients, many of whom have failed 

prior fertility treatment cycles.  

At Medfem, we offer comprehensive fertility testing 

and customised fertility treatments. Working closely 

with our patients, we map out a strategy and infertility 

treatment plan to achieve the desired outcome for a 

healthy baby. To help keep treatments on track, each 

of our specialists cares for our patient’s personal 

treatment plan themselves. Also, we host weekly 

patient care meetings to review every protocol plan, 

ensuring our patients undergo a well-coordinated, 

well-executed, holistic experience with some of the 

best success rates achievable. 

 

You specialise in cases where patients have a less 

than optimal chance of pregnancy, and you 

provide fertility services for same-sex couples. 

What are your success rates? 

Many patients may have had failed treatments or a 

complicated path on the way to Medfem often feeling 

pressured into a specific action. Where alternatives 

exist we will reassess and optimise with a view to 

offering a patient centred approach and choice.  

Success rates depend on many factors and they 

reflect the highest achievable in a given scenario 

when compared with our standard setting peers 

across the world. 

Our success rate with same-sex couples is extremely 

high. Typically same-sex couples face few if any 

infertility problems. They are more likely to face 

problems with finding a clinic who will work with them, 

as well as social, emotional and legal issues. Medfem 

has long worked with same-sex couples since we 

began operating, and our entire team is experienced 

and focused on helping these people to realise their 

goal of building a family.  

 

What are your goals for Medfem Fertility Clinic? 

We would like to continue to expand our practice to 

help more people conceive and build their families. 

One in six couples in South Africa faces some sort of 

infertility problem.  Many fail to get the information and 

appropriate management they need. However, our 

personal touch and holistic approach to treatment is 

very important to us and providing a caring and 

comfortable environment for our patients is our 

priority.  

We are also working with SASREG and IFAASA to 

canvas the medical aid schemes regarding financial 

support towards infertility treatments. At present 

infertility is not seen as a PMB and, therefore, many 

people are denied access to treatment for what is 

recognised as a disease.  

We are also working closely with IFAASA to help 

create more awareness in the South African 

community about infertility and the challenges couples 

face when dealing with it. Infertility still carries a huge 

stigma in our community which causes enormous 

social and family problems.  

As a fertility specialist, educating 

and sharing in the fertility journey 

is the most rewarding part of my 

job 



Fertility Specialist Interview: Dr Nicholas Clark  

 

By building awareness of infertility, we hope that more 

people will seek advice and treatment earlier on which 

will allow them to build the family they have always 

dreamed of.  

 

Was there a defining moment when you just knew 

you wanted to be a physician? Why did you 

decide to become a fertility specialist? 

I became aware of my interest in female health whilst 

studying medicine. I was exposed to the world of 

fertility in a pioneering clinic in London where my early 

interest began. 

 

What is the most challenging part of your job? 

Educating couples or individuals to address general 

wellbeing and lifestyle beyond the immediate issue. 

Acknowledging and nurturing the whole is far more 

likely to restore balance and result in a favourable 

long-term outcome. Delivery of a healthy child is the 

beginning, it is not an endpoint. 

 

What is the most rewarding part of your job? 

Assisting people to achieve their goal. For many this 

may be the delivery of a healthy baby however for 

others it may be understanding and acceptance of 

their state. Serving others in the way we know how is 

always a privilege and pleasure as well as a 

fundamental human drive to achieve equilibration. 

 

What would you advise a patient to do first when 

dealing with a fertility issue? 

Once a patient finds out that they are experiencing a 

challenge with their fertility we encourage them to 

educate themselves on the diagnosis. Fertility 

problems are very common, and it is important for 

patients to know they are not alone. Also, knowledge 

is power, and an educated patient will gain a great 

advantage in their pursuit of building their family.  

 

What should patients expect when they first meet 

with you? 

In our experience at Medfem Fertility Clinic, most of 

our patients have already been through a great deal 

by the time they see us. We understand and care, 

which is why our patients can expect highly competent 

and compassionate care from everyone at Medfem.  

During the first appointment, both partners will spend 

between 30 minutes and 1 hour with one of our fertility 

specialists. 

 

 

 

The first visit is dedicated to an extensive review of the 

couples medical history, a comprehensive infertility 

work up and in-depth explanations and answers to all 

their questions. Reaching a diagnosis is paramount to 

subsequent success, and as such this consultation is 

a very important first step in treatment. It is necessary 

to determine whether the infertility is of male or female 

cause although commonly a joint picture emerges. It is 

important for the specialist to know such aspects as 

how long the couple have been trying to conceive, 

cycle regularity, fluctuations in weight, previous 

abdominal surgeries, or a history of hereditary 

disease. At this consultation we will: 

• Take a detailed history 

• Review any previous tests  

• Do a physical exam 

• Examine a broad range of fertility treatment options 

with the patient so we can develop a personalised 

fertility treatment plan that fits best 

• Often arrange blood tests 

• Answer any questions or concerns  

• Order additional testing 

 

Can alternative therapies help infertile people? 

There are several alternative therapies that have been 

shown to improve certain fertility treatment success 

rates. I believe that a discussion of those and an 

integrated approach is valuable. Both males and 

females can benefit greatly from this holistic approach 

even though it often not well understood or managed 

efficiently. Structured programmes have been 

examined in various trials and should form the basis of 

an evidence based approach. 

 

What do you do outside of work? 

I enjoy the company of loved ones two legged and 

four. I have many interests including horse riding, 

music and photography. 

 

What is something people might not know about 

you? 

I live primarily to learn new things daily so there is no 

danger of boredom! Western style horse riding 

instruction has opened up a new world.  “Ride With 

Your Mind” as well as the pursuit of improved 

communication and connection has been truly 

liberating and thrilling. 

 

 

For further information visit www.medfem.co.za  

 

 

http://www.medfem.co.za/


Genetic Link Requirement in Surrogacy 
 

Mandy J. Rodrigues, MA (Research: Behavioural Medicine), MA (Clinical 

Psychology 
 

 

I feel very humbled to have been called upon as an 

expert witness for this landmark decision.  And this is 

a huge victory for surrogacy.  After winning this case, 

the attorneys can now approach the Constitutional 

Court and hopefully change the law as regards the 

genetic link requirement for surrogacy. 

 

Surrogacy has gone through numerous changes over 

the recent years in order to iron out any potential 

problems with the surrogate mother giving up the 

baby.  The law has made it more formalized and a 

more secure option for couples who have no choice 

but to use a surrogate mother (SM).  One of these 

changes must be highlighted: 

 

Prior to 2010, surrogate mothers had sixty days in 

which to change their minds about giving the baby up.  

This is a scary thought.  Even when the baby is of our 

own genetic material, the surrogate mother could 

change her mind – leaving many Commissioning 

Parents (CP’s) with huge insecurity and concern.  

There were also implications for the birth certificate.  

The baby legally took on the name of the surrogate 

mother.  Now the application to the high court happens 

before conception, and the baby is deemed legally to 

be yours.  So the surrogate mother is assessed 

psychologically, and the decision is made even before 

pregnancy that she is willing to relinquish all rights to 

the baby at birth. 

 

However, a strict prerequisite in surrogacy was that at 

least one gamete must be that of the Commissioning 

Mother or Father.  Donor embryos could not be used.  

This limited opportunities for those who had both egg 

and sperm difficulties, and left them with no option but 

to look at adoption.  It also limited single mothers who 

were perhaps older and could not carry babies of their 

own or who had health issues like cancer rendering 

them unable to carry a baby of their own.   

 

When arguing this case, there was an opposing 

argument that if couples got to choose their egg 

donors, sperm donors and surrogates – then they 

were likely to try and produce “designer babies.” 

 

There was also a question as to whether children born 

of donor gametes were less stable and had more 

issues than those born with at least one gamete 

relating to the parent.  Finally, there was the issue of 

bonding with one’s child if the gametes were not one’s 

own.  

 

It has been argued that for all surrogacy, the decision 

to use a surrogate is not made lightly.  There must be 

medical evidence that a surrogate is required, and the 

attending fertility specialist must give a letter to this 

effect.  The same can be said for donor gametes.  

There must be no choice but to use donor gametes.  

Having said that, through all my years of experience in 

this field, I have never come across anyone who 

makes the decision to use donor gametes, be it egg, 

sperm or both, simply because they feel they can 

create a “designer baby.”  It is a huge emotional 

adjustment to make use of donor gametes, and one 

that is fraught with sadness, grief, questions and 

ultimately acceptance – often after many years of 

taxing fertility treatments.  It is not an easy decision, 

and not one that a person or couple willingly uses as 

their first choice.   



Genetic Link Requirement in Surrogacy 

The argument also included the fact that there is too 

little research done in South Africa which shows that 

parents are less attached to their own gametes and 

this has a negative impact on the child.  This has not 

been seen in my practice clinically.  Further research 

is obviously needed.  The mere fact that one is 

assessed in depth to use a surrogate includes one 

addressing these motivations and the future.  Because 

one is already using a surrogate, the IP’s are more in 

tune with the fact that they must use strategies to bond 

with their unborn baby.  They almost seem to research 

more and be more prepared for the journey ahead in 

terms of bonding as they are aware they might be at a 

disadvantage.  They have made a concerted decision 

to engage in such a process, and this decision is not 

reached easily.  It is spoken about, thought about and 

researched.  

Our argument was successful in demonstrating that a 

child born via a surrogate mother with no genetic link 

to the IP’s will not be discriminated against in terms of 

bonding.  Nor in terms of the future of the child in 

terms of stability.  Many couples are now willing to 

make use of this as an option before they consider the 

next step of adoption.  



Getting Pregnant After Birth Control 

After discontinuing most forms of reversible birth 

control, your fertility should return quite quickly to what 

it was destined to be. In fact, some women manage to 

conceive within a couple of weeks after stopping 

contraceptives such as the birth control pill. It should 

be noted that your level of fertility still depends on 

many things that have nothing to do with your 

contraceptives, such as your age, weight and health 

and lifestyle.  

 

Here’s when you can expect your fertility to return 

after discontinued use of some popular contraceptive 

choices: 

 

• Birth Control Pills: The birth control pill prevents 

pregnancy by preventing ovulation. Without 

ovulating you cannot get pregnant. You should 

ideally complete the cycle so you don’t have 

irregular bleeding. Ovulation should begin within 

weeks, but for some it may take several months. 

The first sign that your ovulation has returned is 

usually the reappearance of your regular menstrual 

cycle, a couple of weeks after ovulation. No matter 

how long you have been taking the pill, the 

answers remain the same. If your menstrual cycle 

has not returned by three months or more, after 

you stop the pill, you should see a specialist to 

discuss what to do next. 

 

• Depo-Provera: This contraceptive is injected into a 

woman once every three months to prevent 

ovulation. Depo-Provera can linger in your body for 

longer than the stated three months as it is 

deposited into the muscle. It may need a little extra 

time to work its way out. While pregnancy can 

occur three months after the last shot, it can take 

as long as six to nine months for others. Depo-

Provera is not a perfect contraceptive for women 

who are considering getting pregnant soon. 

 

 

• IUD (Intrauterine Device): When the IUD is 

removed your return to fertility should be fairly 

rapid. Within a cycle or so your uterus should 

recover completely. Removing an IUD is usually a 

quick and painless process at your doctor’s office.  

 

Remember that one in six couples will experience 

infertility, for a variety of reasons. If you struggle to 

conceive after six months of actively trying (and once 

all hormones are out of your system in the case of the 

Depo-Provera injection), then you should see a fertility 

specialist. You should also see a specialist if: 

• You don’t get your period back within three months 

• Your cycles are irregular or you have other 

worrisome symptoms 

 

If you are trying to conceive, we recommend you 

begin taking a daily supplement such as Stamino Gro. 

For more information visit 

http://medfem.co.za/recommended-supplements 

 

 

 

It's safe to get pregnant the day 

after you stop the pill. Once you 

stop the pill, the hormones are 

gone.  

http://medfem.co.za/recommended-supplements
http://medfem.co.za/recommended-supplements
http://medfem.co.za/recommended-supplements
http://medfem.co.za/recommended-supplements
http://www.google.co.za/url?sa=i&source=imgres&cd=&cad=rja&uact=8&ved=0CAkQjRwwAGoVChMIkMn8iMHbxwIVRzoUCh0vDAwd&url=http://www.thechaff.co/best-man-bemoans-birth-control-in-wedding-speech/&psig=AFQjCNGlCtcgPk_VdlNmsQc0lZEpP2_onw&ust=1441391812732576


The benefits of a holistic approach to fertility 
The value of Integration: Benefits of a holistic approach to fertility using complementary 

therapies alongside conventional medicine.  Helen Walker, Walker Wellness 

A clinical diagnosis of sub- or infertility often sets off a 

whole chain of events and previously unforeseen tests and 

treatments for couples who may have already been starting 

to stress at their failure to fall pregnant as the months pass 

by. 

 

As if the myriad of life challenges aren’t enough; a 

diagnosis of poor fertility adds to the burden of stress and 

disappointment that people face.  The greater the 

awareness of all of these aspects – a holistic perspective – 

as well as the ability to control and reduce them, lessens 

the toxic load of pressure on people which, whether we like 

it or not, has an impact. 

 

To understand more about the combination of methods and 

therapies available to support and strengthen clients 

holistically, visit http://www.ifaasa.co.za/the-benefits-of-a-

holistic-approach-to-fertility/ 

 

Facebook: www.facebook.com/walkerwellnesstherapies  

http://www.ifaasa.co.za/the-benefits-of-a-holistic-approach-to-fertility/
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26th annual Johannesburg Pride Celebration & Parade - 31 Oct 2015 

The 26th annual Johannesburg 

Pride Celebration & Parade takes 

place 31 October 2015 at 

Wanderers rugby fields. The 

theme for 2015 is 'I AM WHO I 

AM'.  
 

Johannesburg Pride is the largest 

celebration of its kind on the African 

continent, and has been described as highly 

incredible.  

 

Why do we have Johannesburg Pride? 

Pride is a positive stance against 

discrimination and violence towards lesbian, 

gay, bisexual, transgender, queer, + people. 

The event provides a platform to promote 

our self-affirmation, dignity, equal rights, 

increase visibility as a social group, build 

our community, as well as celebrate sexual 

diversity and gender variance. Pride, as 

opposed to shame and social stigma, is the 

predominant outlook. 

 

By supporting us you are empowering 

awareness and goodwill. 

 

The theme 'I AM WHO I AM' is about not 

judging a person for who they are, 

embracing diversity, and to have tolerance 

for who others are. In South Africa we have 

the freedom to love and to be ourselves; it’s 

not like this everywhere else in the world. 

Many face harassment, imprisonment or the 

death penalty just for being different. 

 To learn more about Johannesburg Pride and to get regular 

updates please visit our website www.johannesburgpride.co.za 

or our facebook page Johannesburg Pride. 

http://www.johannesburgpride.co.za/
http://www.johannesburgpride.co.za/


 

 

 

Most people take it for granted that they’ll 

have children one day.  Yet one in six 

couples is infertile. Approximately 40% of 

this unfortunate event is due to male factor 

infertility. Azoospermia (no sperm present) 

may exist from birth or may have 

developed  later on in life due to illness, 

injury, or surgery (including cancer 

treatments, hormonal problems, cystic 

fibrosis, mumps, obstruction to the ducts 

leading out from the testis, ejaculation 

issues, paralysis, sperm antibodies, and 

much more).  

 

Assisted reproductive treatment (ART) 

using donor gametes, has provided new 

opportunities for treating infertile couples, 

single women and same-sex couples.  

Sperm banking or more formally referred 

to as sperm cryopreservation has become 

one of the major assisted reproductive 

treatments. 

 

As a sperm donor you are only allowed by 

law to donate at any one institution, and 

can have only five live births resulting from 

your sperm. You have the right to indicate 

to whom you would like to donate your 

sperm to e.g. marital status of the 

receiving couple, ethnic grouping, sexual 

preference, and religion.  

 

Non-smoking men, between the ages of 21 

and 40, who hold a matric qualification and 

higher are invited to donate their sperm. 

We require sperm donations from all 

ethnic groups. If you would like to become 

a sperm donor at Medfem Fertility Clinic, 

we invite you to set up an appointment 

with us.  

 

Inside Every Hero, There’s a Million More. 

 
Medfem Fertility Clinic is currently recruiting sperm donors from all ethnic 

groups. If you are a healthy non-smoking male between the ages of 21 – 

40, give us a call! (011) 463 2244 

By becoming a sperm donor you are 

helping others to have the family 

they have always wanted. 



Endometriosis South Africa is a national organisation providing  

information and support to those living with this chronic condition.  

Endometriosis South Africa has been created especially for South  

African women living with this chronic disease and hopes to soon  

become a recognised and credible organisation whose major goal  

it is to provide education and build a network of support.  

http://www.endpain.co.za/  

IFAASA, the Infertility Awareness 

Association of South Africa NPC, is a 

non-profit organisation that aims to 

break the silence for those suffering 

from infertility by supporting Southern 

Africans living with reproductive 

health issues through education and 

advocacy, and by educating the 

public about reproductive diseases. 

 

IFAASA is the only South African 

NPC dedicated to educating and 

advocating for those suffering from 

infertility. 

Endometriosis Warriors South Africa is a Facebook support group for women suffering from endometriosis. If 

you or a loved one suffer from endometriosis this group may add much needed support and understanding.  

http://www.endpain.co.za/
http://www.endpain.co.za/
http://www.endpain.co.za/


When to Test for Infertility 
 

We believe that anyone worried about their fertility 

should take immediate steps to have their situation 

assessed. Immediate evaluation and treatment of 

infertility is warranted in cases of known problems 

such as anovulation, tubal occlusion, and severe male 

factor infertility. Otherwise the standard guideline is 

that an evaluation of infertility is warranted for a couple 

when the female partner is older than 35 and has been 

trying to conceive for 6 months without success. It is 

also indicated if the female partner is 35 years of age 

or less after the couple has been trying to conceive for 

one year. We also must be aggressive in evaluating 

and treating women 40 years and greater because of 

the increased potential for significant loss of ovarian 

reserve in this age group. 

 

 

 

 

For further information on Infertility Testing visit 

http://www.medfem.co.za/where-to-start 

 

Facebook? Blog? Pinterest? 
 

Social media is changing how Medfem Fertility Clinic 

connects with the world. We can now be found on 

Facebook, Pinterest, Youtube, Linked-In and Google+. 

Along with our new website, we’ve launched a blog to 

talk about current fertility topics. Visit 

www.medfem.co.za for quick links to our social media 

pages and our informative blog. 

Following us on Facebook will allow you to stay 

informed about our latest articles, events and more.  

 

Latest Blog Posts 
 

• ESHRE Updates 2015 

• Women’s Guide to Ovulation 

• Easy For You To Say 

• Tubal Disease and Infertility 

• World Infertility Awareness Month 

• Men’s Health Awareness Month 

• Tips to Increase Fertility for Men 

• International Cancer Survivors Day  

 

Patient Testimonials 
 

Tell us your Medfem Fertility Clinic story! We would 

love to share your experience of how Medfem helped 

grow your family. Please know that all testimonials will 

be posted anonymously, unless you give us 

permission to use your name. Email us at: 

communications@medfem.co.za 

Medfem Fertility Clinic  

Cnr Nursery and Peter, Bryanston, Gauteng, South Africa 

Telephone: +27 11 463 2244 

Email: info@medfem.co.za 

Website: www.medfem.co.za 

Manage Your Newsletter 
 

If you would like to subscribe to our newsletter email 

communications@medfem.co.za 

If you don't want to receive this newsletter anymore, 

let us know at communications@medfem.co.za 

 

 

http://www.medfem.co.za/where-to-start
http://www.medfem.co.za/where-to-start
http://www.medfem.co.za/where-to-start
http://www.medfem.co.za/where-to-start
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