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Welcome to the March 2015 Fertility Flash newsletter 

from Medfem Fertility Clinic.  

As always, we are very grateful to everyone for your 

feedback and suggestions for content.  

The entire month of March is dedicated to the celebration 

of women across the world. See our spotlight on some of 

our Miracle Makers and Miracle Mommies in celebration 

of women everywhere. We also have a wonderful article 

from Gift ov life ‘Giving the Gift. Celebrating the Givers’ to 

celebrate the wonderful egg donors we are all privileged 

to have met.  

March is also Endometriosis Awareness month and as 

such we have a number of articles that discuss this 

debilitating disease. We have also included a question 

and answer section on endometriosis. On Saturday 28th 

March hundreds of women will be marching to Pretoria 

Union Buildings to build awareness of endometriosis. See 

below for details or visit www.facebook.com/endowarrior 

Embryo Testing is also featured this month. Embryo 

Testing has enabled many couples to have their own 

biological children where it was otherwise impossible.  

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.facebook.com/endowarrior
mailto:communications@medfem.co.za


 

 

 

 

Classically, endometriosis has been considered an 

inflammatory condition with oestrogen dependence. 

No single theory exists as to the pathogenesis and a 

clear understanding of the cellular origin is still far off. 

Convincing support for multiple theories is abundant 

with the primary division being either uterine 

endometrial origin or other tissues giving rise to 

endometrial cells. 

 

Causes 

Retrograde menstruation remains the strongest theory 

of uterine endometrial cell origin. It is well documented 

to occur widely and a higher incidence of clinical 

disease is seen in outflow blockages that result in 

larger reflux. The questions are what keeps the cells 

alive and how does attachment and invasion occur? 

Under normal circumstances, immune clearance 

occurs, but in endometriosis, alterations to the 

apoptotic process are seen leading to extended cell 

survival. 

 

Microarray comparisons of normal endometrial cells 

and endometriosis show differences in gene 

expression. An inherited component has been 

demonstrated but survival advantage is the key. Much 

has been written about nuclear factor-kappaB up 

regulation and its link to pro-inflammation and cell 

survival. Natural killer cell responses are altered 

through endometrial stromal cell release of 

intercellular adhesion molecule-1 (ICAM-1). This 

elevation to an immune-privileged status may 

predispose to disease. Abnormal macrophage 

behaviour is seen in endometriosis leading to reduced 

clearance. Women with autoimmune diseases have a 

higher incidence of endometriosis adding to the 

altered immune regulation evidence.  

 

Epigenetic alterations resulting in abnormal endocrine 

behaviour of endometriotic tissue have been well 

demonstrated. Aromatase activity is increased,  

resulting in higher local concentrations of oestrogen. 

Progesterone responses are altered, resulting in 

abnormal proliferative to secretory phase endometrial 

transition. 

 

Apart from retrograde menstruation explaining uterine 

cell origin a metastatic theory has been investigated 

with lymphatic spread being documented.  

 

Coelomic metaplasia is the main theory of non-uterine 

cell origin. This is peritoneal cell transformation into 

endometrial cells. The concept of endocrine-disrupting 

chemicals and inducing agents as candidate 

promoters is key. Other sources of cells from bone 

marrow and embryonically derived Müllerian rests are 

both supported by some studies. 
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Endometriosis: Managing a complex condition 
Endometriosis is defined as the finding of endometrial cells outside of the uterus. The 

commonest locations are the pelvic peritoneum, ovaries and rectovaginal space. In women 

between menarche and menopause, it is found with a background incidence of 6% to 10%. 

The incidence is 35%-50% in women with pelvic pain, subfertility or both. 
 

Dr Nicolas Clark Fertility Specialist, Medfem Clinic 

While surgery remains the 

cornerstone in definitive treatment, 

the pharmaceutical approach is 

paved with potentially more to offer in 

the future as we gain a clearer 

understanding of all that is at play in 

this chronic and often misdiagnosed 

condition. 



Diagnosis 

Clinically, endometriosis is an interesting condition, as 

in many cases it is asymptomatic. At the other 

extreme, it is responsible for chronic pelvic pain 

resulting in debilitation and suffering of great 

magnitude. Additionally, fertility problems may occur in 

symptomatic or, more commonly, the asymptomatic 

group. Diagnosis is classically made through 

laparoscopy as imaging is often unrevealing. A greater 

understanding of the operative findings exists now 

linked to the pathophysiological mechanisms at play. 

 

Endometrial cell attachment mediated through 

elevated cytokines and the balance of matrix 

metalloproteinase (MMP)-3 with tissue inhibitors of 

metalloproteinases (TIMPs) leads to induction of the 

vascular supply. Nerve development possibly 

implicated in the pain is seen accompanying 

angiogenesis.As a result, red haemorrhagic vesicular-

type lesions appear first and progress through ‘powder 

burn’ lesions then fibrotic and finally Allen- Masters 

peritoneal defects. Vascular endothelial growth factor 

(VEGF) levels are higher with increasing stages of 

endometriosis. Inflammation is part of the disease 

process mediated through prostaglandins and 

clinically manifests in the adhesive nature of the 

condition. 

 

Endometriosis is staged by site between levels 1-4. 

Involvement of the ovaries is considered a stage 3 and 

bowel or beyond a stage 4. Clinically, there is poor 

inter-observer consistency in the recognition and 

classification of findings, as subtle distortions of 

anatomy can be easily missed, signifying a more 

advanced disease than superficially apparent. 

 

Management 

The management of endometriosis is dependent on 

the presentation but falls into two categories namely 

medical or pharmaceutical management and surgical. 

Surgical ablation or resection, effectively debulking, 

remains the gold standard for advanced symptomatic 

disease. Advances in medical imaging and the use of 

multi-slice CT scanning is now considered vital in the 

preoperative assessment and planning stages. 

Surgery for advanced disease requires appropriate 

levels of skill to achieve meaningful results. It is a 

specific disease entity in itself. Mild-to-moderate 

disease easily treated by endoscopic ablation or 

resection has been shown to improve fertility 

outcomes both with natural conception and in ART. 

Inadequate treatment of advanced disease is unlikely 

to confer any benefit. Ovarian care is of paramount 

importance, since the follicular reserve can be 

adversely affected by destruction of ovarian tissue, 

which, in itself reduces, fertility potential. 

 

Many drugs have been used for the management of 

endometriosis. Simple intermittent NSAID use might 

be adequate for some. Progestagens and 

gonadotrophin-releasing hormone (GnRH) analogues 

remain the mainstay of targeted drugs to counter the 

oestrogen aspect of endometriosis. Side effects might 

influence the duration of treatment, especially with 

GnRH analogues. The levonorgestrel intrauterine 

device has become popular as a progestagen source. 

Statins, metformin, VEGF inhibitors, valproic acid and 

aromatase inhibitors, among others, have been looked 

at favourably, but data is limited. 

 

Conclusion 

Endometriosis represents a complex condition with 

variable presentation if it presents at all. Effective 

management choices are based on the specific 

symptoms. Lifestyle is thought to be important, as 

‘stress’ effects on the immune system and 

inflammatory pathways promote epigenetic changes 

that may cause a disease state, so a holistic approach 

is important. While surgery remains the cornerstone in 

definitive treatment, the pharmaceutical approach is 

paved with potentially more to offer in the future as we 

gain a clearer understanding of all that is at play in this 

chronic and often misdiagnosed condition. 

 

 The Endometriosis Society of South Africa 

(Endometriosis-SA) is a national organisation that is 

committed to providing support and information for 

anyone affected by endometriosis. For more 

information, go to: www.endpain.co.za 



transportation from the ovary to the fallopian tube. 

In contrast, advanced endometriosis is characterised 

by the presence of pelvic adhesions sufficient to 

distort normal pelvic anatomy and interfere with 

fertilisation as well as egg/embryo transportation 

mechanisms. Women who have this condition are 

much more likely to experience infertility.  

 

There are several reasons for this: 

• In its most severe form, the condition is associated 

with scarring and adhesions in the pelvis, resulting 

in damage to, or blockage of, the fallopian tubes, 

thereby preventing the union of sperm and eggs. 

• Endometriosis is associated with the presence of 

toxins in peritoneal secretions. As sperm and 

egg(s) travel towards the fallopian tubes they are 

exposed to these toxins which compromise the 

fertilisation process. It is also associated with 

abnormalities of the woman’s immune system 

which interfere with the ability of the fertilised egg 

to attach (implant) to the uterine wall. It also has a 

negative effect on the mucous created by the 

cervix. 

• In about 25-30% of cases, the condition is 

associated with ovulation dysfunction. 

• There is even evidence that endometriosis itself is 

a symptom of an underlying hormonal imbalance 

which may be impacting fertility. 

 

Until quite recently, we really had no clue as to how 

reproductive problems associated with endometriosis 

evolve. Recent medical research has helped shed 

light on the subject and offers promise with regard to 

the future treatment of infertility/reproductive failure 

associated with this condition. 

 

Grading Endometriosis 

Since the diagnosis of endometriosis can only be  

made by identifying it at the time of surgery, the extent  

of the disease is based upon where it is located  

and the extent of the damage it has caused. One 

perplexing issue is that there is poor correlation 

between the severity of this illness and the resulting 

symptoms. There is correlation however with the 

“stage” of endometriosis and its impact upon fertility. 

Reproductive specialists divide patients into one of 

four levels based upon what is seen at the time of their 

surgery. 

 

Factors Influencing Outcome Following Fertility 

Treatment 

In cases of severe endometriosis, pelvic/tubal 

adhesions that interfere with egg transportation to the 

fallopian tube and/or ovarian “chocolate” endometriotic 

cysts (endometriomas) of the ovary certainly 

contribute to infertility. However, this does not explain 

the reduced fecundity (chance of conceiving) in 

women with mild to moderately severe endometriosis, 

where anatomical barriers to fertility are usually 

absent. We believe that the two key factors that 

explain the obstacles created by infertility are those 

related to its toxicity and its relationship with the 

immune system. 

“Toxins” in the peritoneal fluid. “Toxins” that impair 

fertilisation of the egg are present in the peritoneal 

secretions of most women who have endometriosis. 

Impaired fertilisation is a feature of endometriosis 

regardless of its severity. This explains why women 

with endometriosis are about three times less likely to 

conceive per month of trying and why procedures 

such as intrauterine insemination do not substantially 

increase the chances of pregnancy over no treatment 

at all. It also explains why in vitro fertilisation (which 

relies upon removing eggs through aspiration of the 

ovarian follicles before they can be affected by 

peritoneal toxins), by bypassing this handicap 

improves pregnancy rates dramatically, making it the 

treatment of choice for most endometriosis patients 

with infertility. 

Treatment should include surgery and improving the 

immune system. This includes managing time-urgency 

perfection stress( www.timeurgency.com ). 

 

Endometriosis as a cause of Infertility 
 

Dr Antonio Rodrigues Fertility Specialist, Medfem Clinic 

Endometriosis is a 

condition where the uterine 

lining (endometrium) grows 

on pelvic structures outside 

the uterine cavity. In early-

stage endometriosis there 

is usually little, if any, 

visible evidence of 

anatomical distortion 

sufficient to compromise 

the release of an egg 

(ovulation) or its  



Endometriosis questions and answers 
The reproductive specialists at Medfem Fertility Clinic are experts in dealing with fertility 

related endometrial problems. If you believe that endometriosis is preventing you from falling 

pregnant you can arrange to see one of our specialists on +27 (11) 463 2244.  

 
Q: Why do we not have enough Endometriosis 

Specialists in South Africa? A: There is a 

decreasing number of medical specialists in relation to 

head of population in general and some specialties are 

more popular than others at different times.  

Endometriosis is a condition seen and managed by 

just about all gynaecologists at some point. 

 

Q: Why do we only have a handful of doctors in 

South Africa that provide excision surgery?  A: 

Excision is the treatment of choice for severe 

symptomatic endometriosis and many of the cases are 

complicated. The surgery is best done after detailed 

imaging by adequately trained individuals often in 

combination with other specialist surgeons skilled in 

other organs that might be involved. Most of the 

patients with endometriosis facing fertility issues are 

non-symptomatic and have mild to moderate disease 

with a choice in surgical approach to improve fertility 

outcomes 

 

Q: Why do doctors misdiagnose Endometriosis so 

often? A: It is often difficult to diagnose as 

investigations generally do not help. Patients may 

seek help from different specialists for the same 

symptoms, for example gastroenterologists for irritable 

bowel like symptoms. Surgical recognition is the most 

definitive way to diagnose it but even at surgery mild 

to moderate endometriosis might not be easily 

detected to the unfamiliar eye. It is often not a 

misdiagnosis but failure to make a definitive diagnosis. 

 

Q: Can endometriosis be cured? A: Endometriosis 

can be removed surgically and medically and the body 

can clear it as well so it may regress to the point of not 

being visibly or symptomatically present any more.  

 

Q: I had stage 3 Endometriosis and my doctor 

managed to remove all of it. What are my chances 

of falling pregnant naturally now? How long does 

it take for your menstrual cycle to regulate? A: 

Surgical removal of endometriosis increases 

pregnancy rates whether spontaneous or assisted. 

The menstrual cycle is related to multiple factors so it 

would depend on how it was before.  

 

 

 

 

 

Q: I came across a product in Dischem called 

Fertivor? Is this a legit product and is it safe to 

use with Glucophage XR 500mg? A: Fertivo is a 

nutritional supplement and will not be a problem with 

Glucophage. 

 

Q: How long after surgery to remove 

endometriosis is the ideal time to fall pregnant? A: 

The ideal time to fall pregnant after surgery to remove 

endometriosis is from the next cycle onwards. 

 

Q: Is Preg Omega Plus a good supplement to take 

while TTC (when you have endometriosis)? A: It is 

a pregnancy supplement so a reasonable choice. 

 

Q: Is dysmenorrhoea a symptom of 

Endometriosis? A: Dysmenorrhoea certainly can be 

a symptom of endometriosis but not necessarily.  

 

Q: What kind of doctor should one see to have 

endometriosis removed? A: A gynaecologist or 

fertility specialist if the problem is specifically fertility 

related. Fertility specialists are not the doctors to treat 

symptomatic endometriosis unrelated to trying to 

conceive. Most gynaecologists have experience with 

endometriosis and will refer if they are not experts. 

 

Q: Is it possible to have PCOS and fibroids at the 

same time? A: Yes because they are part of a 

polygenetic predisposition to oestrogen related 

disorders. 

 

Q: Is there any way to prevent endometriosis from 

recurring once it has been removed? A: Prevention 

is through medical adjuvant therapies sometimes 

combined with lifestyle management, stress, diet, 

exercise etc. 

 

Q: Does endometriosis go away… how do I check 

if it’s still there.. what risks besides infertility are  

there? A: If there are no symptoms then no checks 

are recommended, many people have endometriosis 

without knowledge and symptoms so it is not 

necessary to intervene.  

 

Q: Is the disease deadly? A: Endometriosis is not a 

deadly disease. 

 

. 



March is International Women’s Month 
At Medfem Fertility Clinic we work with phenomenal women every day, both our staff and our 

patients. We would like to take this opportunity to celebrate all these wonderful ladies! 

 

Some of Our Miracle Makers 

 
Edolene Bosman: Lab 

Director, Medfem Fertility 

Clinic 

Edolene has been working 

for Medfem in the IVF 

laboratory since it was first 

established in 1989. She 

completed her Msc at The 

Rand Afrikaanse University 

Natalie-Anne Palk: Lab Assistant 

Medfem Fertility Clinic 

Natalie has been working at 

Medfem since 2005 and has a PA / 

Executive Diploma. She is 

responsible for frontline reception 

and is normally the first friendly face 

the patients see.  

Through the years, Natalie has 

(RAU) in 1986 and then joined the IVF team at the 

Pretoria Academic Hospital where she registered with 

the HPCSA as an Embryologist. While working at the 

Academic Hospital, she had the opportunity to 

participate in research programmes and has also 

published a number of articles during this time. She 

further broadened her knowledge and experience in 

Andrology when she joined a routine pathology 

laboratory and a few years later, went on to establish 

the Andrology Laboratory at Medfem Clinic when she 

joined the practise. She also assisted in launching the 

Medfem donor sperm bank in 1990 and we are still 

assisting many patients in reaching their dreams 

through this treatment option. Her main interest is 

male infertility and cryopreservation. Edolene has 

pursued furthering her education and completed her 

doctorate studies at the Tshwane University of 

Technology (TUT) in 2014. 

Her study titled “The Influence of insulin on male 

infertility”, has contributed to understanding the 

detrimental effect on IVF outcomes and helped to gain 

important clinical data in this field. The articles 

published on this subject have been well received 

internationally and has been, according to the 

BioMedLib, one of the top 20 most read articles in this 

scientific domain. She was also invited to have her 

work published in the handbook titled: Handbook of 

Fertility: Nutrition, Diet, Lifestyle and Reproductive 

Health. One of her first projects as Lab Director was to 

supervise the lab’s participation in an international 

culture media trial. Medfem is proud of the outstanding 

results that were obtained from this study. Edolene 

looks forward to introducing new technologies in the 

lab and she constantly strives to improve the quality of 

service and results at Medfem. 

 

Sr Krina Von Molendorff: Egg 

Donor Coordinator Medfem 

Fertility Clinic 

Sr Krina is our veteran IVF nurse 

and egg donor coordinator, with 

over 25 years of experience in 

reproductive healthcare under her 

belt. A typical egg donation cycle 

requires a complex network of 

acquired a solid understanding of the processes 

involved in IVF and is always willing to assist patients 

with general queries. She is also responsible for 

booking sperm donors and is therefore a great source 

for information and insight regarding the sperm bank 

and donors.  

Natalie is also responsible for all general 

administrative duties including answering e-mails and 

has a reputation for being friendly, informed and 

aware of patients’ needs and requirements. She is 

well loved by patients and colleagues and is an 

integral link of the IVF chain. 

communication between the clinic, the egg donation 

agency, the recipient individual/couple, the egg donor, 

the psychologist, and sometimes a legal team. Krina 

manages the entire process between patients, egg 

donor agencies, and the egg donors themselves, 

ensuring everyone is treated with the utmost of 

professionalism and care to ensure the best possible 

outcome. In addition to her vast experience in helping 

IVF patients, Krina coordinates all surrogacy cycles at 

Medfem Fertility Clinic. She is always accessible to 

patients, extremely knowledgeable, confident, and 

most importantly caring. 

 



Some of Our Miracle Mommies 

 
End of the long hard road  
We battled for a very long time to get pregnant. We tried AI 

(artificial insemination) which didn't work. After a series of 

tests and a laparoscopy, it was discovered that I had 

PCOS, level 3 endometriosis; I didn't ovulate or grow 

proper sized eggs. My body also wasn't a good 

environment for sperm to survive nor was my uterus lining 

thick enough for an implantation to take place. I felt like a 

walking contraceptive. 

It was devastating to hear that my body wasn't a safe place 

to grow a baby and that the one thing that a woman was 

put on earth to do, I couldn't do. It was the worst feeling to 

know that I couldn't give my husband the family he so 

wanted. 

Overwhelming support & encouragement  
After 5 years of trying to have a baby and 2 miscarriages someone suggested that we 

consult a doctor at Medfem. Both my husband and I were sent for tests before a doctor 

would even see us which was comforting as my previous gynae of 5 years had not 

once asked to see my husband. Dr Rodrigues looked at every “natural” way of solving 

our problem before even talking to us about assisting with fertility treatment.   

After 2 years of correcting hormones and removing endometriosis we decided to try 

Artificial Insemination The first 2 attempts were unsuccessful and we were third time 

lucky!  After 7 years of tears and prayers and broken hearts and dreams, Dr Rodrigues 

confirmed that we were pregnant. The staff at Medfem were amazing throughout the 

process and Dr Rodrigues and the team ensured that I was taking the right medication 

and doing everything necessary for the pregnancy to hold. I went through the entire 

team of Doctors for emergency visits in the first 3 months and they all willingly came 

out on weekends to help me. Today, I am the proud mum of a happy, healthy baby and 

I could never have fulfilled this dream without the help of Medfem Clinic. Infertility is a 

long, lonely road but with an amazing team at Medfem we were not only able to cope 

but we were able to realise our life’s dream. The support and encouragement we 

received was overwhelming. Thank you Dr Rodrigues and Team. 

Anonymous 

Then my boss suggested we visit Medfem Clinic. I did a bit of reading on the website and booked my appointment 

with Dr Clark early in June 2013. After an examination and some blood tests, Dr Clark discussed my options with 

me. We went onto a fertility pill and it was unsuccessful, so he recommended we try a week of FSH injections to 

help my eggs grow.  

It turned out that it sent my eggs into over drive and I produced 10 beautiful eggs on each ovary. 20 eggs! I had two 

options, either to abandon and try naturally the following month or do IVF. 

We opted for IVF and we were pregnant in August, with TWINS! Just two months with Dr Clark and our long hard 

road had come to an end. We now have 2 beautiful healthy babies and couldn't be happier. Thank you Medfem, 

thank you Dr Clark.  

Jace  



Some of Our Miracle Mommies 

 
The Most Amazing Gift  
In 2011, following a couple of years of trying to conceive 

naturally and four attempts at IUI, my husband and I 

finally walked through the door to Medfem Fertility Clinic. 

I remember the sense of dread we both felt and how 

overwhelmed we were to see others in the waiting room 

– was infertility this common? We had no idea of the 

statistics (one in six), and had never investigated 

infertility and were completely innocent to what was 

ahead of us. I remember that day having the most 

comprehensive consultation I ever received in my life. 

We walked out of there feeling a hundred times better 

and knew exactly what the future held in terms of tests 

and investigations. 

As I was suffering from premature ovarian failure time was not on our side. We needed to harvest whatever eggs 

we could as fast as possible. And so began IVF.  I can honestly say I hated every moment of it. The hormones, 

the pure fear of whether my body would yield eggs, would they fertilise, would they implant, would I fall pregnant. 

Thankfully I had been seeing Mandy Rodrigues the counsellor at Medfem, who was able to guide me through the 

process and help me get through all the hurdles. My husband and I were devastated to find out we had only one 

viable embryo and held out little hope for a pregnancy. But miracle of miracles happened and we received a 

positive pregnancy blood test 12 days later. Both Dr Rodrigues and Sister Heather had looks of complete 

satisfaction/happiness on their faces giving us the news.  Roll on our six week scan and Dr Rodrigues nearly fell 

off his chair – our little embryo had split and we were expecting identical twins. Dr Rodrigues did warn us of the 

complications that could arise from identical twins but nothing could burst our bubble. We were over the moon.  

Fast forward to our ten week scan and it was with great sadness that Dr Rodrigues told us that it looked like our 

twins were developing some problems. We then had an emergency appointment with a fetal specialist who 

confirmed that our little boys had twin-to-twin transfusion syndrome, and one of the boys had a condition called 

Prune Belly Syndrome – the outlook was dismal. Unfortunately the boys passed away at 14 weeks gestational 

age.  

A few months later we decided to try again. We knew there was little hope of falling pregnant with my own eggs 

but we had to try. IVF #2 and #3 yielded such bad quality eggs that they barely made it past fertilisation – we 

never managed to do another transfer. Dr Rodrigues had warned us of this and had also suggested to us to start 

investigating using donor eggs. During this period I spent a great deal of time discussing how I felt about using 

donor eggs with Mandy the counsellor. After our last IVF failed I had reached a point that I was totally 

comfortable with using donor eggs to help us build our family. Our goal was to have our own healthy baby – not 

necessarily one of my own genes – just our own baby.  

Again the staff at Medfem were amazing, talking to us about the process, helping us to choose a donor, and 

giving us all the support they possibly could. Eventually, on the 28th June 2013, after our second IVF cycle using 

donor eggs we found out we were pregnant.  

Our darling daughter is now a year old and the most amazing gift we could ever have received. She makes our 

hearts smile and laugh with each breath she takes. We will be forever grateful to the Medfem Fertility Clinic 

doctors, nurses and staff (and their amazing modern technology).  This wonderful team were behind us all the 

way. IVF is a stressful process and donor egg IVF a more elevated stressful process. To have members of the 

team visit us on the morning our daughter was born says it all about Medfem. I doubt we could have made it 

through all we had been through without this wonderful team.  

Angela  

 

 

 



The statistics are that 33% of 

women older than 37 years, 

who present to a fertility clinic 

with infertility, will require the 

use of donor eggs to achieve a 

pregnancy. Even couples 

resorting to IVF with their own 

eggs, at age 40, only have a 

27% chance of conceiving and 

this drops to 6% between ages 

40 and 44. The declining 

success rates relate to the fact 

As one recipient couple said: 

“I just wanted to give you an update, I haven’t emailed 

earlier as my husband and I have been waiting to 

reach further down the line and have our 12 week 

scan before we got back in touch.  

We have now reached 14 weeks. As you can imagine 

it’s an overwhelming time for us both as we are still in 

shock (in a very happy way….) having waited many 

years for this. Please could you also pass on again 

our huge thanks and gratitude to our wonderful donor 

for making this miracle for us happen, its wonderful 

people like herself that make dreams possible. We 

hope all continues well and we will be in touch again 

later in the future. Many thanks.” Recipient Couple 

October 2014 

 

A “gift” is defined as “a thing given willingly to 

someone without expectation.” The hope restored, joy 

created and life enabled, that these woman give to 

others as egg donors, is often difficult to comprehend. 

 

Irrespective of the donors personal motive for 

donating, one can only celebrate these woman for the 

special human beings that they are. 
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Giving the Gift. Celebrating the Givers. 
 

By Dawn Blank Co-Founder, Gift Ov Life 

that the DNA in a woman's eggs, develop 

abnormalities with age.  It is initially emotionally 

overwhelming to learn you may have to use an egg 

donor to become parents. It does however also offer 

“a world of hope restored” that was not available to 

previous generations. 

 

There are two lessons here, firstly, don’t feel alone. 

There are hundreds of egg donor IVF babies 

conceived each year in South Africa. Because most 

recipients prefer not to share with the world “how” they 

conceived, the incidence of woman talking about their 

journey is very low. Often you hear of woman in their 

late 30’s and 40’s falling pregnant, which creates an 

expectation that it is the norm. The reality is that it is 

the exception. Many, many woman make use of a 

donor as a means to family creation. 

 

Secondly know that there is a very real chance of 

conceiving and carrying a healthy baby with the 

assistance of a donor egg, which is the size of this full 

stop. The success rate, on a first attempt using an egg 

donor is between 50% and 70%. The success rate on 

a third attempt is up to 92%. The variation because of 

other factors involved, like the quality of the sperm, as 

well as the suitability of the uterus. The truth is 

however, that once you remove the egg “variable” (the 

biological clock ticking away!) and replace it with 

young healthy genetic material, that is able to 

successfully replicate itself, your changes of carrying a 

baby well into your 40’s is very high. 

 

 



As one donor wrote (anonymously) to her recipient, 

who she refers to as “mommy,” she, as the donor, 

celebrates the intended mother as an inspiration for 

her own life! 

 

“My heart is filled with love and hope and faith for 

mommy and she is truly such a special lady because 

she has been determined and has had the faith in this 

process. I believe this will be her time and the love 

and power of God and the faith we have in him and all 

things around us is what keeps us going. I am a very 

positive person and I have been amazed at mommy's 

kindness and perseverance with her journey. I really 

would be honoured if she was able to have this baba it 

will be my greatest reward to help somebody so 

amazing. It will be my most fulfilling thing I have ever 

done for another person. As the time grows nearer I 

feel my anxiety for myself and for mommy and I am 

praying for her, keeping her in my thoughts and heart. 

My journey is almost done, and I am looking forward 

to mommy's journey now. Have faith and do not allow 

any doubt or anxiety to creep into your heart. The 

power of the law of attraction is a powerful thing and 

together; you and I will double that power by wanting 

the same thing for you - a sweet angel. Be blessed 

and stay as amazing as you are. You are a true 

inspiration to me. Most people I have met in my life 

give up easily and you truly are an incredible woman!! 

All my love,X” 

Giving the Gift. Celebrating the Givers. 

Partnering for Fertility with Gift ov life 

Founded in 2009 and personally managed by two 

South African women who both have a personal 

understanding of the pain of infertility. As a global egg 

donation agency, based in South Africa, and as 

founding members of the medical SASREG code of 

conduct, Gift ov life assists fellow South Africans and 

international recipients. Our online database of 100's 

of quality egg donor angels, ensures no waiting period 

for a donor of your choice. We have offices and 

consulting rooms in Johannesburg and Cape Town, 

managed personally by founders Tami Sussman and 

Dawn Blank. Known for our professionalism, integrity 

and high care of recipients and donors alike, the Gift 

ov life team support you through a seamless egg 

donation process, in what we hope will be an end to 

your infertility journey. 

 

 

Egg Donor Agencies  

Medfem Clinic uses a number of SASREG accredited 

donor egg agencies to recruit donor eggs for our 

patients: 

• GiftovLife: Contact Dawn at www.giftovlife.com, 

+27 83 382 0108 or info@giftovlife.co.za 

• ababySA: Contact Lara at www.ababysa.com, +27 

79 111 2129 or info@ababysa.com  

• Nurture: Contact Tertia at – www.nurture.co.za, 

+27 82 441 8639 or info@nurture.co.za 

• Baby Miracle: Colleen at www.babymiracles.co.za, 

+27 83 380 2354 or colleen@babymiracles.co.za 

• Baby2Mom: Contact Jenny at 

www.baby2mom.co.za, +27 84 465 8353 or 

baby2mom@telkomsa.net 

 

Once a donor is found they are extensively and 

professional assessed by Medfem Fertility Clinic. If 

they are psychological and physically fit to be a donor 

they are allocated to a recipient for further therapy. 

 

For more information on how the process of egg 

donation works visit www.medfem.co.za/egg-donor-

agencies 
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The 21st March marks the celebration of World Down 

Syndrome Day. There is no greater blessing on this 

earth than to be a parent. But sadly some couples 

carry a gene disorder which can prevent them from 

carrying a healthy pregnancy. Others may be carriers 

of specific inherited disorders. Embryo testing allows 

couples to select the healthiest and most viable 

embryos for transfer and has enabled many couples to 

have their own biological children where it was 

otherwise impossible.  

 

How Does It Work? 

Studies have shown that as many as 50% of embryos 

are chromosomally abnormal and if transferred such 

embryos are likely to fail to implant in the uterus or 

may result in a miscarriage. Embryos have 

traditionally been chosen according to their 

appearance under the microscope after 3 or 5 days of 

development in the incubator.  High-tech methods now 

allow us to perform embryo screening for genetic and 

chromosomal information. 

New techniques of embryo analysis can indicate the 

chromosomal status of each embryo. This allows us to 

select high grade embryos for transfer thus reducing 

the risk of pregnancy failure and improving the 

chances of having a healthy baby. These advanced 

techniques of genetic analysis make it possible to 

screen eggs and embryos for specific abnormalities. 

The most common embryo testing techniques are 

preimplantation genetic diagnosis (PGD) and 

preimplantation genetic screening (PGS). 

 

What is Preimplantation Genetic Diagnosis (PGD)? 

PGD is a screening process that enables us to test the 

embryos of a couple who carry a known genetic 

marker for a specific inherited disorder so that only 

healthy embryos are selected to be transferred to the 

woman’s uterus in order to attempt to achieve a 

pregnancy. PGD is of great benefit to women with a 

history of miscarriage, failed IVF cycles and in those of 

an older maternal age.  

Previously, couples carrying the risk for transmitting 

genetic disorders were only able to diagnose the 

health of their unborn child after conception had 

occurred by amniocentesis. Subsequently, if the 

pregnancy is affected with the abnormality, couples 

are faced with the dilemma of having to decide 

whether they would terminate or continue with the 

pregnancy. For couples who carry the known risk for a 

serious inherited disorder, PGD offers an alternative to 

prenatal testing and pregnancy termination. 

Embryo Testing. 

What is Preimplantation Genetic Screening (PGS)? 

PGS generally refers to the screening of 

chromosomes for aneuploidy (an abnormal number of 

chromosomes). PGS is the term used more often by 

fertility specialists when discussing infertility with 

couples struggling with issues involving age, repeated 

IVF failures, recurring miscarriages, or having had 

pregnancies that were genetically abnormal. At 

Medfem we use PGS to refer to the detection of 

chromosomally abnormal embryos. This avoids having 

abnormal embryos transferred to the womb during 

IVF.  

The most commonly known technique for PGS is 

Array comparative genomic hybridization (aCGH), 

which analyses a cell from the developing embryo for 

the correct number of chromosomes. This test can be 

useful as a screening method for chromosome 

syndromes and other chromosomal structural changes 

such as translocations.   

 

What is the difference between PGD and PGS? 

PGD involves detection of single gene disorders and 

PGS involves the detection of chromosomally 

abnormal embryos that result in IVF failure, 

miscarriages or babies born with Down’s syndrome 

(Trisomy 21) or Edward’s Syndrome (Trisomy 18).    

 

Who can benefit from PGD and PGS? 

Possible candidates include: 

• Women aged 35 and over 

• Carriers of sex-linked genetic disorders 

• Carriers of single gene defects 

• Those with a family history of chromosomal 

disorders 

• Women experiencing recurring pregnancy loss 

associated with chromosomal concerns 

• Those who have had several unsuccessful cycles 

of IVF where embryos have been transferred 

 

Benefits or advantages of PGD and PGS: 

• PGD enables couples to pursue biological children 

who might not have been able to do so otherwise. 

• Performing PGD prior to implantation can reduce 

the need for amniocentesis later in pregnancy. 

• PGD helps reduce the chance of conceiving a child 

with a genetic factor. However, it cannot completely 

eliminate this risk. In some cases, further testing 

may be required during pregnancy.  

 

For more information on embryo testing visit 

www.medfem.co.za/embryo-testing  
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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 
 

• Today is World TB Day. Did you know that Genital 

TB can cause infertility? 

• Valentine’s Day and Infertility – Keeping the Love 

Alive  

• World Cancer Day – Do You Need To Preserve 

Your Fertility?  

• Can I Improve My Egg Quality? 

• Tips For A More Fertile 2015 

• How Our Laboratory Maintains Its Golden Standard 

• Embryo Grading 

• http://www.medfem.co.za/blog 

 

 

 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 
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