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      Praise for The Complete Guide to Female Fertility:

      
      
      ‘This is the book that no woman who ever wants to have a baby should be without, no matter what her situation is or how old
         she is now! Kate Brian describes with great clarity how women’s fertility changes over the years, the different feelings that
         modern women have as they move their focus from contraception to wanting a baby, and the heartache that infertility can bring.
         There is well-researched, straightforward information between these covers but even better there is empathy and humour from
         someone who knows what it is like to decide the time is right to have a baby and not to be able to achieve this easily.’
      

      
      Olivia Montuschi, Donor Conception Network

      
      ‘Kate Brian’s excellent new book provides a helpful and easily understandable guide for a wide range of women; for those who
         are just exploring whether, when and how they might embark on having a child, through those needing guidance through the emotional
         and practical minefield of assisted conception, to those who have been struggling to conceive for years and need a sympathetic
         ear and approach as to what to do next. The frequent illustrative quotes from women “in the thick of it,” bring the facts
         to life and make the information relevant and personal.’
      

      
      Professor Peter Braude BSc MB BCh MA PhD FRCOG FMedSci, Head of Department of Women’s Health, Kings College London, and Consultant
            in Reproductive Medicine, Guy’s and St Thomas’ Foundation Trust, London

      
      ‘This book contains much useful information for couples struggling to come to terms with infertility, or for women who have
         anxieties about possible infertility in the future. It combines a useful description of the types of problems and their treatments
         along with commonsense advice and a comprehensive list of sources of further information. Kate Brian manages to discuss complex
         scientific concepts in beautifully plain English and gives a very modern view of infertility and its problems, including the
         possibilities open to single women and same-sex couples in this decade. It would be a valuable addition to the resources offered to patients by clinics and General Practices, and will help
         many couples to understand the possibilities and limitations of modern fertility medicine.’
      

      
      Professor William Ledger, Academic Unit of Reproductive and Developmental Medicine, University of Sheffield

      
      ‘A woman’s fertility is complicated, and can be affected by different factors. It is vital that all women understand their
         fertility and what affects their chances of having a family before it is too late. This book will ensure women don’t make
         the wrong decision at the wrong time.’
      

      
      Clare Brown, Chief Executive, Infertility Network UK

      
      ‘An incredible resource for any woman that has had (or will ever have) questions about her fertility. I found myself keenly
         devouring every chapter, even the ones that didn’t directly relate to me. Cover to cover was an education.’
      

      
      Rachel Hawkes, Verity

      
      ‘I shall recommend The Complete Guide to Female Fertility as an excellent primer for the modern woman seeking information to help in decisions about having babies in this rapidly
         advancing controversial aspect of life and medicine. None of my questions in this highly complex often daunting field of medicine
         so relevant to all were unanswered.’
      

      
      Professor Gedis Grudzinskas, The London Bridge Fertility, Gynaecology and Genetics Centre

      
      ‘Kate Brian’s The Complete Guide to Female Fertility is easy to read, being written in a style few will have difficulty in understanding. It stresses the important role a woman’s
         biological clock plays in her fertility and explores, more so than many books, the emotional and psychological consequences
         of failing to achieve what most take for granted. It’s honest enough to consider life without children as a possible end-point.’
      

      
      Professor Ian Craft, London Fertility Centre
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      Introduction

      
      Today, we grow up believing that becoming a mother should be just one aspect of a fulfilling life, and it is not something
         we expect to have to give up everything else to achieve. Many of us choose to delay motherhood until we feel we are ready
         for it. We may want to make sure we have met the right partner, to establish our careers, travel and enjoy our social lives
         before settling down to the responsibilities of a family of our own.
      

      
      I’d always known I wanted to have children one day, but it wasn’t until I hit 30 that I was suddenly overwhelmed by the certainty
         that this was the moment to start trying for a baby. The time had never seemed right before. My partner and I had both been
         busy with our jobs, and making an active decision to have children seemed a huge commitment, but finally we were ready, and
         looking forward to becoming parents.
      

      
      When just a few months had passed and nothing had happened, I decided to take the matter in hand. I specialised in health
         in my job as a television journalist, and was aware that there were often long waiting lists for fertility treatment, so I
         began to look into the subject. Soon, we had been referred to our local hospital and we were anticipating some kind of speedy resolution to our situation. Instead,
         we were faced with one inconclusive test after another, and none of them seemed to get us any closer to finding out why we
         couldn’t have a baby. It was only then that I realised this wasn’t going to be as straightforward as I’d anticipated, and
         that however much research I did, or money we spent, there were no guarantees that we would ever be able to have a child of
         our own.
      

      
      After four years of unexplained infertility, six months on clomifene citrate, two IVF attempts and a frozen embryo transfer,
         I had a positive pregnancy test and went on to give birth to my son. Having a baby was the best thing that had ever happened
         to me, but getting there had been a lonely, miserable experience and I wanted to do something positive to help others in the
         same situation. I wrote a book about patient experiences of IVF, In Pursuit of Parenthood, as there was no information of this kind available at the time. It led to many requests to give a patient perspective on
         infertility and treatment, and I learnt more and more about the subject as I spoke to experts in the field, and to others
         who had personal experience of fertility problems.
      

      
      When we decided we’d like to see if we could have a second baby, I gave up my job in television and started working freelance.
         At the same time, I became a trustee of the infertility charity, CHILD, which has since merged with another support group
         to become Infertility Network UK. We had one more full IVF cycle and four frozen embryo transfers before we were successful
         again with our daughter.
      

      
      
      I found myself becoming ever more fascinated by the whole area of female fertility and the way fertility problems impact on
         our lives. I worked with Infertility Network UK on a number of projects, writing information leaflets and packs, on patient
         surveys, media campaigns and training. I wrote articles about infertility for national newspapers and magazines, and was asked
         to join an expert advisory group which was looking into multiple births after fertility treatment for the Human Fertilisation
         and Embryology Authority.
      

      
      I wanted to write this book to help answer the questions women may have about their own fertility. Many of us wonder how late
         we can leave it to have a baby, whether we are ready to be a mother, and may fear that we will have difficulty conceiving.
         The book aims to explain the facts and explore some of the dilemmas women face, giving insights into the issues we need to
         take into account when we are considering starting a family, while also offering practical advice. It looks at how you can
         boost your chances of getting pregnant, explores what can go wrong and how modern medicine can help. It includes the views
         of many women who have a wide variety of experiences, and can give insights into different situations and circumstances, from
         choosing to have a child alone to going through assisted conception. I hope that this book offers something of interest to
         every woman who wants to know more about her own fertility.
      

      




      
      Chapter one

      
      
      Fertility Basics

      
      Most of us are pretty certain we know the basics already. Our understanding about how women get pregnant probably began with
         playground gossip and school biology books, perhaps including an embarrassing sit-down chat with our parents along the way,
         but by the time we reach adulthood we don’t need anyone to tell us anything about how babies are made. It’s often not until
         we decide to try it for ourselves that we may realise there are some fairly large gaps in our knowledge about how our reproductive
         systems work. Do you know how to tell when you’re ovulating? Or exactly how many days there are in your cycle when you could
         get pregnant? Will the method of contraception you’ve been using make a difference to how quickly you conceive? And how long
         should it take before you get a positive pregnancy test?
      

      
      The female reproductive system is complex, and getting pregnant involves a linked chain of events in a woman’s body, which
         begin long before the act of sexual intercourse. A minor imbalance anywhere along the line can cause major problems, and when
         you look more closely at what has to happen to make a baby, it starts to seem quite incredible that so many women manage to get pregnant without any
         problems.
      

      
      Basic terms

      
      It may be helpful to start by looking at the different parts of the female reproductive system, and the role they play in
         our fertility.
      

      
      Eggs and ovaries

      
      The word ovary comes from the Latin ovum, or egg, and we store our lifetime’s supply of eggs in our ovaries. Women have two ovaries, one on either side of their womb,
         situated just behind it. Each ovary is about the size of a walnut, and the eggs inside are so tiny that they are invisible
         to the human eye.
      

      
      Women begin making eggs before they are born. The process starts in the mother’s womb when a female embryo is still smaller
         than a grain of rice, less than a month after fertilisation. By the time a baby girl has been in her mother’s womb for five
         months, her ovaries contain several million immature eggs, the most they will ever hold. From this point onwards, eggs begin
         to perish, and by the time a girl is born about half the eggs in her ovaries will have died. This process will carry on throughout
         her life, and at puberty a girl has half a million eggs at most left in her ovaries. Of these, only four or five hundred will
         ever mature and have the potential to be fertilised, and the average woman will see fewer than three of them grow into children during her lifetime.
      

      
      A female’s ovaries cannot produce any more new eggs once she is born. This means that unlike men, who carry on producing fresh
         sperm into old age, women are governed by their biological clocks. Towards the end of her reproductive life, a woman is releasing
         eggs that have been in her body for more than 40 years. She becomes less and less fertile until eventually she stops ovulating
         (releasing ripe eggs) altogether, sometime between her mid forties and late fifties.
      

      
      
      The womb

      
      The uterus, or womb, is the size and shape of an upsidedown pear with thick, muscular walls. It is here that a fertilised
         egg will implant itself and grow, and the womb can stretch to accommodate a growing baby. The womb grows a special soft, spongy
         lining every month to create the right environment for a fertilised egg to implant, and if this doesn’t happen the lining
         is shed in your period.
      

      
      
      The fallopian tubes

      
      Leading from each ovary into the womb are two tiny paths called the fallopian tubes. They are around 10cm (4in) long, and
         about the thickness of a pin. The end of the tube closest to the ovary has a fluted, funnel shape and is edged with fimbria
         – delicate fingers that gather up the egg and send it on the journey down the tube. The tube is lined with tiny hair-like
         cilia that help the egg move towards the womb.
      

      
      
      
      The hypothalamus and pituitary gland

      
      The hypothalamus is a gland in the centre of the brain, and the pituitary gland is situated beneath it at the base of the
         brain. Together the hypothalamus and pituitary glands orchestrate the production of the hormones that tell the woman’s reproductive
         organs what to do and when to do it.
      

      
      
      Puberty

      
      In females, puberty usually begins between the ages of eight and 13. As a girl changes into a woman, her hips widen and her
         breasts swell, as fat accumulates and milk ducts form inside them. It is 18 months to two years after the start of these signs
         of puberty that a girl reaches the menarche, when her pituitary gland starts sending out hormones and the menstrual cycle
         begins.
      

      
      Periods are often irregular for the first year or two after puberty, because girls don’t always start releasing mature eggs
         immediately. It can take a couple of years before regular ovulation and a fixed menstrual pattern are established.
      

      
      
      
      The menstrual cycle

      
      The word menstruation comes from the Latin mensis, or month, and the menstrual cycle (the system of maturing and releasing eggs) is generally considered to be a 28-day process.
         In fact, each woman has her own individual rhythm and may have a cycle of anything between 25 and 35 days. Some women have
         even longer or shorter cycles, and many have irregular periods, which can indicate that they are not ovulating normally. The menstrual cycle is regulated
         by messages sent from the brain. They tell your body when to create the hormones to trigger each stage of the cycle.
      

      
      The period

      
      The monthly cycle begins when your period starts. The days of the cycle are numbered from the first day of bleeding, so this
         is known as day one. Your body prepares a soft lining, or endometrium, for your womb every month, just in case you get pregnant.
         If there is no fertilised egg attached to the womb lining, the levels of progesterone in your body start to fall, and the
         blood vessels in the endometrium contract. This causes the lining to break up, and it is shed through the neck of the womb,
         or cervix, into the vagina.
      

      
      A period may last up to a week, although between three and five days is more usual. It is common to experience some pain or
         cramping during your period, caused by contractions in the muscles of the womb. One in five women suffer with very heavy bleeding,
         or menorrhagia, which is defined as a period that lasts more than seven days or during which more than 80 millilitres (2½
         fluid ounces) of blood is lost. Most of us have absolutely no idea how many millilitres of blood we lose, or whether our periods
         are light or heavy compared to other women’s. There are wide variations in what is described as ‘average’ blood loss during
         a period, but it seems to be anything between a few spoonfuls and half a cup.
      

      
      During your period, the hypothalamus gland in the brain starts to release a hormone (the gonadotrophin-releasing hormone or GnRH, for anyone who likes to know the names of these
         things). This signals the pituitary gland to send out follicle-stimulating hormone, or FSH, which makes the eggs in the ovaries
         start to grow.
      

      
      
      Leading up to ovulation – follicular phase

      
      Initially, as many as 20 eggs may respond to the FSH. Each egg is contained in a little fluid-filled sac, called a follicle.
         As the follicles start to grow, they send out another hormone: oestrogen. One follicle becomes dominant by about day seven
         of the cycle, growing faster than the others and releasing more oestrogen. Once the oestrogen reaches a certain level, this
         alerts the pituitary gland to stop producing so much FSH. The other follicles will then shrink and the eggs inside them die,
         leaving just the dominant follicle to continue growing. Meanwhile, the lining of the womb, or endometrium, is thickening so
         that it will be ready in case there is a fertilised embryo to implant.
      

      
      
      Ovulation

      
      Once oestrogen levels have reached their highest point, it is time for an egg to be released. It normally takes 14 days from
         the start of the period to ovulation, but it can take longer for the egg to mature. When the egg is ready, the pituitary gland
         sends out huge amounts of luteinising hormone, or LH, in a surge that will last 24 hours. The follicle ruptures and the egg
         is released. Some women know when they ovulate, as they have what is known as Mittelschmerz, or mid-cycle pain. It is usually
         felt in the lower abdomen, often just inside the hip bone.
      

      
      The newly released egg is swept up by the fimbria and gathered into the funnel at the end of the fallopian tube, and then
         begins to travel towards the womb. An egg can survive for only 24 hours once it has been released, so it needs to be fertilised
         quickly.
      

      
      
      Fertilisation

      
      During sexual intercourse as many as 300 million sperm will be ejaculated, but just a tiny percentage – around two hundred
         at the most – will make it as far as the fallopian tube. The vast majority do not even manage to get through the cervix into
         the womb.
      

      
      Once they are inside the female body, sperm can survive for up to a week, although most will not live longer than a couple
         of days. An egg is more likely to be fertilised if there are fresh sperm ready to meet it in the fallopian tube when it is
         released.
      

      
      In order to be able to fertilise an egg, the sperm goes through a process called capacitation. The outer coating of each sperm’s
         head is stripped off, and at the same time the tail stops beating gently and begins to make wide, whiplash beats. This will
         help the sperm to make its way through the thick outer layer that surrounds the egg. Only the strongest will be able to do
         this. Once a sperm has successfully got past the outer layers, it binds itself to the egg. Enzymes immediately act on the
         shell to prevent any other sperm breaking through.
      

      
      
      The luteal phase

      
      When an egg has been released, the follicle surrounding it collapses. Soon it is filled with small cells that proliferate to occupy the space. These cells have a yellow pigment and
         the mass of cells is called the corpus luteum, or yellow body. The corpus luteum produces progesterone, which helps to build
         up a thick, healthy womb lining ready for implantation.
      

      
      Meanwhile, the egg travels down the fallopian tube towards the womb, a journey that takes about a week. If the egg has met
         a sperm in the tube and been fertilised, it then embeds itself into the womb lining and begins to develop.
      

      
      If the egg is not fertilised, it will disintegrate within 24 hours. The corpus luteum will carry on producing progesterone
         for a couple of days, but it then disintegrates. The drop in progesterone causes the lining of the womb to begin to break
         up, and it is shed as the period begins and we are back to day one of the cycle again.
      

      
      
      
      When am I most likely to conceive?

      
      We tend to have it in our heads that we are most likely to get pregnant around day 14 of our cycle, but in fact, that’s not
         particularly useful unless you have a regular 28-day cycle. Ovulation occurs roughly 14 days before your period arrives, no
         matter how long your cycle is, and it is the first half of the cycle, when the egg is growing and maturing, that causes most
         of the variation in menstrualcycle length. This means that if your cycle is 35 days long, you will ovulate somewhere around
         day 21, whereas a woman with a 25-day cycle will ovulate around day 11. It may sound confusing, but you just work two weeks back from your period to work out when you have ovulated. If you have a
         regular cycle, you can use this to tell when you are likely to be ovulating in future months.
      

      
      It is obviously far more difficult to pinpoint ovulation if your periods are not always regular. In general, if you are having
         sex every two or three days, you are likely to be hitting your most fertile time, and this will maximise your chances of conception.
      

      
      Fertility specialists estimate that women are usually fertile for between six and eight days of their cycle, up to and including
         the day of ovulation. You are most likely to get pregnant if you have intercourse a couple of days before you ovulate, as
         this will give sperm time to be ready and waiting in the fallopian tubes for an egg.
      

      
      Ovulation prediction kits

      
      Kits for predicting ovulation have become very popular with women trying to conceive, as they seem to offer some certainty
         and reassurance that ovulation has occurred. They work by measuring the surge of hormones that triggers ovulation using a
         simple urine test. In theory, this allows you to time your most fertile moment, just before ovulation, and make sure you always
         have intercourse when you are at the peak of your fertility.
      

      
      However, there are a number of problems with this. The surge in hormones is what sets ovulation off, and it is quite possible
         to have a surge without actually releasing an egg, so the kits can give a false sense of security. We have seen that there
         is a fairly short window of opportunity for an egg to be fertilised once you have ovulated, which means you will be most likely to conceive if you have intercourse a couple of days before ovulation, and before a test
         would show positive.
      

      
      The other problem is that ovulation prediction kits are most commonly used by women who don’t have regular cycles and who
         want to find out when they are ovulating. The tests usually contain enough test sticks for five days, which may not be sufficient
         for women who have irregular periods. You may end up needing a number of kits to get it right, and this can become an expensive
         business. So, the kits are least likely to be a real help to the women most likely to use them.
      

      
      
      Temperature charts

      
      Compiling temperature charts used to be one of the main ways to check whether a woman was ovulating, as it was discovered
         that progesterone, which is produced during the second half of the cycle, causes your body temperature to rise. For many years,
         keeping a temperature chart was suggested to any woman trying unsuccessfully to have a child. The idea is that you take your
         temperature as soon as you wake up every morning, and plot it out on a chart. The chart should show a rise at ovulation, when
         progesterone makes your temperature increase, and it should then remain slightly higher for the rest of the cycle until your
         period starts, when it will drop. You can buy special extra-sensitive thermometers and ovulation charts to help you monitor
         this, but there are many other reasons for your temperature to fluctuate, and current medical opinion does not recommend keeping
         temperature charts, as it is no longer believed they can predict ovulation reliably.
      

      
      
      
      Cervical mucus

      
      It is probably not something you are used to discussing, but your cervical mucus can be a useful indicator of when you are
         at your most fertile. This method of checking ovulation is sometimes called the Billings method, named after John and Evelyn
         Billings, the two doctors who developed it.
      

      
      If you stop to think about it, you will probably be aware that sometimes you have a fairly thick, white cervical mucus, whereas
         at other times it is watery and transparent. This is due to changing hormone levels in your body. If you watch out for changes,
         you should find that there are a few days in the middle of your cycle when the mucus looks almost like egg white and there
         is much more of it. This is sperm-friendly fertile mucus. It allows the sperm to swim freely, and indicates that you are about
         to ovulate. Immediately after ovulation the mucus becomes thick and dry again, acting as a barrier.
      

      
      Some women find it relatively easy to judge their most fertile time by a quick mucus check, indeed they may be aware of it
         anyway, but not everyone feels comfortable with this. Apparently, the best way to test it is by inserting a finger into your
         vagina and circling it about to collect some mucus to inspect, but the faint-hearted may prefer to use a piece of loo paper
         to wipe the entrance to the vagina and then examine that. If you’re really interested, you can start a fertility chart and
         plot your mucus changes. For the technically minded, there is even computer software that allows you to tap in your daily
         temperature, cycle length and mucus condition to work out a detailed cycle analysis.
      

      
      
      You can also feel your cervix itself, assuming you know exactly where to feel. It is at the top of your vagina, and should
         feel firm, low and closed for most of the month. At ovulation, it should feel open, raised and soft. You may need a bit of
         practice with this one, though.
      

      
      
      The right time

      
      Of course, it is vital that you’re having intercourse around the time of ovulation, but if you have a rough idea of when that
         might be, and make sure you have sex every two or three days around that time, you are going to be hitting your most fertile
         period. Some couples get very concerned about timing intercourse, but all the evidence suggests that this can just make you
         stressed and have a negative effect on your sex life. In general, more sex means you are more likely to get pregnant, and
         making sure you are getting enough around the time you think you are most fertile is better than trying to pinpoint specific
         days.
      

      
      
      
      Preventing pregnancy

      
      Women spend most of their fertile lives trying not to get pregnant, and primitive methods of contraception have been around
         for thousands of years. Women have inserted pastes, fruit acids or other dubious mixtures into the vagina, and used lemons
         or sponges as vaginal barriers. Some of these methods may have worked to a degree, but there were still many unwanted pregnancies.
         By the eighteenth century there were male condoms made of animal intestines, and Victorian women used an early form of rubber diaphragm, but it is only relatively recently that women have had easy access to reliable methods of contraception.
      

      
      We tend to think that as soon as we have unprotected intercourse we will get pregnant, but our choice of contraceptive can
         have an effect on our future fertility. It may take a while for a normal menstrual cycle, and normal fertility, to be restored
         after using some methods of contraception.
      

      
      Barrier methods are one of the simplest forms of contraception, which work by stopping sperm getting into the womb to meet an egg. Barrier
         methods include male and female condoms, which have the added advantage of helping to protect against sexually transmitted
         diseases, and the cap or diaphragm, which fits over the neck of the womb and stops sperm getting past. It is possible to get
         pregnant the moment you stop using barrier methods of contraception as they have no effect on your future fertility.
      

      
      Spermicides are put in the vagina before intercourse and can kill sperm. They may help protect against some sexually transmitted diseases
         as they can also kill bacteria and viruses, but the downside of this is that they can cause irritations and allergic reactions.
         Spermicides are not very reliable when they are used as the sole method of contraception, but it is possible to get pregnant
         as soon as you stop using them.
      

      
      Combination oral contraceptive pills contain synthetic oestrogen and progesterone. They work by stopping ovulation, thickening the cervical mucus to prevent sperm penetrating it and by thinning the lining of the womb to stop a
         fertilised egg implanting. There are no long-term links with infertility after taking the combined oral contraceptive pill,
         but it can take two or three months for the menstrual cycle to return to normal. Some women do experience longer-term difficulties
         conceiving after taking the pill, but these are usually related to underlying medical problems or age, rather than the pill
         itself.
      

      
      The contraceptive patch works the same way as the combination pill, but instead of swallowing the hormones in a pill, you stick them to your body
         in a sort of square plaster. Hormones are then slowly released through the skin. It can take a few months for your periods
         to return to normal when patches have been used.
      

      
      The progesterone-only pill is also commonly known as the mini-pill. It contains synthetic hormones similar to progesterone, and works by thickening the
         cervical mucus and thinning the lining of the womb. Some progesterone-only pills stop ovulation in some women too. One common
         side effect of the progesterone-only pill is irregular or unpredictable bleeding. There is also an increased risk of ovarian
         cysts, and if you do get pregnant while on this pill there is a small risk of having an ectopic pregnancy, which can cause
         fertility problems in the future. It may take a few months for your cycle to get back to normal when you stop taking the pill,
         but generally women on the progesterone-only pill return to normal fertility fairly quickly and longer-term problems are usually to do with underlying medical problems or age.
      

      
      The contraceptive injection is an injectable synthetic progesterone, which lasts for up to three months. Some women do suffer a loss in bone density
         with this method of contraception, leading to concerns about osteoporosis, and it can cause weight gain and irregular bleeding.
         After the last injection, it may take six months for the drug to leave the body entirely and for the menstrual cycle to return
         to normal. For some women, it can take more than a year for their fertility to be restored after using the contraceptive injection,
         but the length of time it takes to conceive afterwards does not seem to be related to the length of use.
      

      
      The contraceptive implant is a small flexible rod, thinner than a matchstick, which is inserted under the skin in your upper arm. It releases a synthetic
         progesterone and is effective for up to three years. It can cause weight gain, and irregular or heavy periods, but once the
         implant has been removed your normal cycle should return quickly.
      

      
      The intrauterine device (IUD) is a T-shaped plastic device that is fitted inside the womb. It contains copper, which immobilises sperm, and the IUD also
         makes it harder for eggs to meet sperm or for fertilised eggs to implant. Once the IUD is removed, your normal fertility usually
         returns immediately, but IUDs are associated with an increased risk of infection, which can cause infertility, and on very rare occasions they can damage the womb itself. Although the IUD is a highly effective contraceptive,
         it cannot prevent an egg implanting in the fallopian tubes, and so for the tiny percentage of women who do get pregnant while
         using one there is an increased risk of ectopic pregnancy, which can in turn lead to tubal damage and infertility.
      

      
      The intrauterine system (IUS) is another T-shaped device that has to be fitted inside the womb, but it works differently from an IUD and is sometimes referred
         to as a hormonal IUD. The IUS releases synthetic progesterone, which thins the lining of the womb, thickens the cervical mucus
         and can sometimes prevent ovulation too. The synthetic hormone in the IUS can lead to a delay in reestablishing a regular
         menstrual cycle but normal fertility should return fairly quickly.
      

      
      The morning-after pill is an emergency contraceptive that should be taken within 72 hours of unprotected intercourse, although it is most effective
         within the first 24 hours. It is similar to normal combined or progesterone-only pills, but has higher doses of synthetic
         hormones, and it works by stopping or delaying ovulation or implantation. It can disrupt your next period, but doesn’t have
         any other effect on your future fertility.
      

      
      Sterilisation should only be contemplated if you are absolutely certain you will never want it reversed. It involves cutting the fallopian
         tubes and tying them up or sealing them, or blocking them by clipping them with rings or clips. Reversing sterilisation is a difficult and expensive process, which is not always successful. It usually
         entails chopping out the section of tube that has been damaged, and joining the ends back together. If the ends of the tubes
         have been tied or sealed, it can be even harder to reverse the operation. Anyone who gets pregnant after they have had a sterilisation
         reversal has a higher chance of an ectopic pregnancy.
      

      
      For women who have a partner who has had a vasectomy, which involves cutting the tubes that carry sperm from the testes into the penis, the prospects are not much better. Vasectomy
         reversals don’t always work and this is a delicate surgical procedure with huge variations in success rates. In general, no
         more than half of vasectomy reversals are successful, but this seems to depend on how long it is since the original vasectomy
         was carried out. If it is less than three years, there is a higher chance of success. In some cases, there are sperm in the
         semen after a vasectomy reversal but the sperm motility is poor, and they are not capable of getting a woman pregnant.
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