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Introduction

Dear Reader,

The causes of infertility and the ways to treat
it are numerous and complex. This summary
aims to explain the reproduction cycle, to supply
information on the preconditions for a pregnancy and the possible treatments available both
for females and males.

It is important to us that you have the most
comprehensive information possible so that you
can make the decision that is right for you.
This brochure does not in any way replace a
consultation. As your doctors, we will be
happy to answer your questions and provide
explanations at any time.

There is more than just one way to treat infertility. The first step is to pinpoint the obstacles
to conception. Once the cause of infertility is
understood, different procedures and combinations thereof can be administered to help achieve
your goal of having a baby.

Dr. med. Alice Andenmatten

Dr. med. Paola Minikus

Dr. med. Michael Häberle

Benjamin Kamber

3

becomes the corpus luteum, which produces the
luteal hormone progesterone. This prepares
the lining of the uterus for a possible pregnancy. In addition, the progesterone causes
an increase of around 0.5° Celsius in the basal
temperature curve, one to two days after
ovulation. The temperature remains constant
at this new level during the second half of
the cycle.

The female cycle
The female menstrual cycle is a process that
recurs periodically, creating the conditions for
reproduction in the woman. When a woman
reaches the age of sexual maturity, her pituitary
gland secretes two reproductive hormones:
follicle stimulating hormone (FSH) and luteinising hormone (LH).
FSH works in the first half of the cycle causing
usually one follicle to grow in one of the ovaries.
The egg cell itself matures in the follicle. The
follicle also produces a hormone (oestrogen),
which encourages the growth of the lining of the
uterus. When the size of the follicle reaches
around 2 cm, a sudden increase in LH triggers
ovulation. In a regular cycle, this takes place
around days 14 to 16. The follicle ruptures and
the mature egg cell, which can be fertilised for
around 12 hours, is caught by the infundibulum of
the fallopian tube. The remainder of the follicle

Ovulation
Pituitary gland
hormones

FSH
LH

Ovarian
hormones

Oestrogen
Progesterone

What happens
in the ovary
Immature
follicle

Maturing
follicle

Ovulation

Corpus
luteum

Corpus luteum
shrinking

Change in body
temperature

Lining of
the uterus
Muscle
Menstruation
Fertile days
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Fertilisation takes place in the fallopian tube.
Fertile sperm cells are essential for this. Out of
the many sperm, there is only one single sperm
that breaks through the protective coating of
the egg cell: hereby factors from the mother and
the father combine and cell division begins.
We now speak of an embryo. As the cells divide,
the embryo moves towards the uterus, where
five days after fertilisation, it implants in the
lining of the uterus (endometrium) prepared
by the hormones. The pregnancy begins. From
this point onwards, hormones are secreted into
the mother’s body, especially Human Chorionic
Gonadotropin (HCG). Over the next few weeks,
they maintain the corpus luteum in the ovary.
Hormone production to maintain the pregnancy
is taken over by the placenta as the pregnancy
advances.

If no embryo implants in the lining of the
uterus, the signals to the mother’s body do not
appear. The lasting corpus luteum does not
form and progesterone falls. The no longer
needed lining of the uterus is shed and lost
as a period (menstruation).
Even with a perfectly functioning cycle and
regular intercourse, the chances of pregnancy
each month are only around 5 to 30 %
(depending on age).
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Maturation of a follicle in the ovary
Ovulation
Sperm and egg meet,
one sperm penetrates the egg’s coating,
fertilisation
Two cell embryo
Embryo develops further
into a blastocyst and moves into
the uterine cavity
The blastocyst “hatches” and implants
into the lining of the uterus
Cross section through the uterus,
fallopian tube and ovary

Sperm cell maturation in men

When do we speak of infertility?

As in women, reproduction in men is primarily
coordinated and regulated by hormones.
Here too, the reproductive hormones FSH and
LH are initially released by the brain into the
blood. Both hormones control the processes
in the testicles. FSH is largely involved in
the formation of sperm cells. From puberty
onwards, millions of sperm develop every day
in the semeniferous tubules. From there, they
move to the adjacent storage area (epididymis),
where they finally mature. On ejaculation,
the sperm are forced outwards under pressure
by contractions of muscles surrounding the
vas deferens and the urethra. Every ejaculation
contains around 300 to 400 million sperm.
This high number is necessary because only a
few hundred sperm will actually reach the egg in
the fallopian tube. A sperm consists of a head,
midpiece and tail. The father’s genetic material
is contained in the head, which in the event
of successful fertilisation will determine whether
the baby will be a boy or a girl.

We speak of infertility if no pregnancy has
been achieved after more than a year with regular
intercourse.
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Female causes of infertility

2. Infertility caused by the fallopian tubes
Issues in the fallopian tubes are the cause
of infertility in a third of cases: they may
be completely or partially blocked (including
as a result of ligature for contraceptive purposes). The fallopian tubes are most frequently
damaged by inflammation. A previous ectopic
pregnancy, adhesions after an operation or
spontaneous growth of the lining from the
uterus (endometriosis) may also be possible
causes.

1. Egg maturation problems
Hormonal balance is very important for receptiveness. Poor hormone function can lead
to problems with egg maturation, a lack of
ovulation and inadequate formation of the
corpus luteum. Raised levels of male hormones
(androgens are also found in the female body)
associated with ovarian cysts are often the cause.
Being excessively under- or overweight, large
changes in weight in a short time, extreme
physical exercise, thyroid problems, tumours
(extremely rare), medications and stress can
also disrupt the delicate balance of hormones.

Possible causes of blockages
in the fallopian tubes:
• Inflammation (e.g. Chlamydia)
• Endometriosis (see below)
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3. Endometriosis
15 to 20% of all women with fertility problems
have endometriosis. Endometriosis is associated
with many different, often deceptive, symptoms,
and is sometimes only revealed by an unfulfilled
desire for children.

A rare specific location for endometriosis is
when lesions grow within the uterine muscle
(adenomyosis). Because this is usually quite
diffuse, treatment while retaining the uterus is
usually difficult, and unfortunately sometimes
impossible.

Endometriosis is the growth of the lining of
the uterus outside the uterus itself. It is not yet
precisely known how this occurs. It is probable
that minute quantities of the lining of the uterus
pass through the fallopian tubes during menstruation and reach the abdominal cavity, where
they take root and can form growths. These
endometrial lesions can affect the reproductive
organs such as the fallopian tubes and ovaries
as well as the bladder, intestine and abdominal
cavity. Endometriosis can lead to severe pain
during menstruation. Cysts may form in the
ovaries which are known as endometrial cysts
(endometrioma). Endometriosis leads to an
inflammation reaction which can cause adhesions.

The only diagnostic method which provides
certain evidence of endometriosis is a laparoscopy. This is a small operation carried
out under general anaesthetic.
Detailed information on endometriosis can
be found in our separate brochure on this
disease.
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Endometrial cyst
(“Chocolate cyst”)
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Possible locations of
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Ovary
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3 Space between bladder/
uterus or uterus /
bowel
4 Bladder
5 Bowel
1
2
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Submucosal myomas that also grow into
the cavity of the uterus can lead to bleeding
problems and hinder the implantation of
an embryo, because they have the same effect
as a foreign body in the uterus and disrupt
blood flow to the lining of the uterus. These
should be removed in the case of an unfulfilled desire to have a child.

4. Changes to the uterus and cervix
Like the neck of a bottle, the cervix is the
narrowest point for sperm to pass through
on the way to meet the egg. Scarring (from
operations), blockages or inflammations of
the cervix can hinder reproduction.
5. Fibroids / myomas
Fibroids are benign changes to the muscles of
the womb (uterus). They do not necessarily
cause any problems, although they can lead to
bleeding problems, pressure and pain in the
lower abdomen and sub-fertility.

Whether fibroids in other layers can make
the establishment of a pregnancy more
difficult or impossible depends on their position, number and size.

Fibroids or myomas may be found in the outer
(subserosal), middle (intramural) and inner
part (submucosal) of the uterine muscle or in
all layers at the same time (transmural).

Fibroid
(Growth of uterine tissue)

It is assumed that at least 2 to 3 smaller
(from 2 to 3 cm) or at least one large fibroid
(above 5 cm) can disrupt blood flow in
the uterus to such an extent that it is difficult
for a pregnancy to become established.
In this situation, the removal of the fibroids is
frequently recommended to improve fertility.
Before any operation is undertaken, any other
infertility factors should be investigated.

Uterine Polyp
(Growth of endometrium)

Cervical Polyp
(View when speculum inserted
by a doctor)

3

3
4

2
1

1
3

3

Twisted stem
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subserosal, external myoma
submucosal, internal myoma

6. Malformation of the ovaries, fallopian tubes
and uterus
In very rare cases, generally congenital malformations of the reproductive organs may be the
reason for infertility.

Male causes of infertility
1. Sperm maturation problems
The most common male fertility problem is
inadequate production of normal sperm with
good motility in the semeniferous tubules.
A man is considered to have normal quality
sperm if there are more than 15 million
sperm per ml semen. Of these, 4 % should be
normally formed and 32% should have good
motility. If these figures are not attained, the
man’s fertility is limited. However, even if
the semen analysis produces normal findings,
a functional problem may prevent the penetration
of the egg by the sperm. Problems with sperm
maturation may be the result of a mumps
infection as a child, and varicose veins in the testicles (varicocele) may also lead to poor sperm
quality. Other causes can include hormone
problems, stress, poor lifestyle habits (eg. smoking), environmental pollution, undescended
testicles, a tumour which has been operated
on or congenital causes, such as a chromosomal
defect. Acute infections can also temporarily
limit the quality of sperm.

7. Problems with the immune system
An equally rare reason for infertility in women
is a problem with the immune response. When the
immune system goes wrong, it regards the egg
or sperm as foreign bodies which are attacked as
invaders.
8. Age
In today’s society people often wait longer to
have children. This “delayed” desire for children
is partly responsible for the increase in fertility
problems. The biological clock has unfortunately
not adapted to the changes in our lifestyles.
A woman’s fertility falls continuously as she
grows older.
For example, a 30 year old woman has around
a 20 % chance of falling pregnant each month,
but by the age of 40 this has fallen to just 5 %.
Alongside this reduction in the chance of falling
pregnant, the risk of miscarriage also increases
with age. This phenomenon is a consequence of
the reduced number and quality of eggs with
increasing age.

2. Sperm transport problems
In 4 % of cases, although sufficient sperm are
formed, they cannot enter the woman’s body on
ejaculation due to a blockage in the vas deferens.
This situation can be compared with a blockage
of the fallopian tube in a woman. Causes may
be prior sterilisation or undeveloped or adhesions
in the epididymis. Adhesions in the epididymis
may be the result of inflammation, for example.

Causes in both partners
In 15 to 30 % of couples affected by infertility,
there are issues in both partners. In 5 to 10%
of cases, no organic cause for the infertility can
be found in the man or the woman. We describe
such cases as unexplained infertility.
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Diagnosis of infertility

6. Malformations
To identify any malformations, problematic muscle
growths (fibroids) or changes to the lining of
the uterus, a very fine probe is introduced into
the uterus via the vagina in a hysteroscopy. Using
this method, the doctor can examine the cavity
of the uterus and the entrances to the fallopian
tubes using the camera in the probe and, if necessary and under anaesthetic, can even carry out
operations.

The first step is a detailed discussion with the
couple concerned. Many questions are asked and
a personal medical history is taken. Depending
on the previous history and the couple’s problems,
the next stage of diagnosis will be tailored and
personalized to fit individual needs.

Female diagnosis of infertility
Male diagnosis of infertility

1. Hormone levels
The hormones in the blood at the start of
the cycle and in the 2nd half of the cycle help us
to draw conclusions about egg maturation
problems, thyroid problems and luteal defects.

1. Sperm analysis
The sperm analysis is the first step in investigating the level of male fertility. After abstaining
from sex for 3 to 5 days, the ejaculate is collected by means of masturbation. The volume
of ejaculate, the number of sperm, their motility
and appearance as well as an infection indications are analysed. Depending on the findings,
a 2nd sperm analysis and /or an examination
of the male genital organs by a specialist may be
required.

2. Ultrasound examination
A trans-vaginal ultrasound examination allows
us to assess the uterus, its lining, the ovaries and
the growth of egg follicles.
3. Post-coital test
The post-coital test, carried out after intercourse
and around the time of ovulation, tells us about
the quality of the cervical mucus and the motility
of the sperm found in it.

2. Urological / andrological investigations
An examination by a urologist (doctor specialising in illnesses of the urinary tract) and/or an
andrologist (doctor specialising in male medicine)
helps with the diagnosis and may identify the
following causes of infertility:
– Anatomical anomalies (e.g. undescended testicles,
varicose veins in the testicles)
– Hormone problems
– Tumours
– Genetic causes
– Other, rare causes

4. X-ray of the fallopian tubes
An x-ray of the fallopian tubes (hysterosalpingography, HSG) provides an image of the
fallopian tubes and the uterus. A contrasting
dye is introduced into the uterus via the vagina
and then the condition of the uterus and any
blockages in the fallopian tubes are examined
by x-ray.
5. Laparoscopy
A laparoscopy can provide further information
if an HSG is unclear, if there is pain and if there
have been previous operations. In a laparoscopy,
the patient is anaesthetised and an optical instrument (laparoscope) is inserted through a small
incision in the abdomen, near the navel. The
pictures of the female genital organs transmitted
by the camera provide a good basis for a diagnosis. By injecting blue dye through the cervix,
the fallopian tubes can be checked to ensure that
there are no blockages.
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2. Insemination
(IUI intrauterine Insemination)
In homologous insemination, the washed and
concentrated sperm from the partner are injected
into the uterine cavity via a fine catheter through
the cervix. This reduces the distance the sperm
have to travel to meet the fertile egg. Insemination
is generally painless and takes only a few minutes.
The method is used in the case of cervical sterility
(sperm cannot move through the cervical mucus),
if sperm quality is limited, in the event of male
sexual dysfunction or unexplained infertility.
It may be combined with hormone stimulation in
advance.

Female treatment options
1. Hormone stimulation
In the case of egg maturation problems, tablets
or daily hormone injections can stimulate the
ovary to form egg follicles. Ultrasound examinations and hormone analyses can determine the
optimum time for intercourse and ovulation can
be triggered with a hormone injection (HCG).

1

1

2

Note:
• Homologous insemination:
the use of sperm
from husband /partner
• Heterologous /donor
insemination: the use of sperm
from a sperm donor

Sperm in solution
(after preparation)
2 Insemination catheter
3 Syringe with prepared sperm
in nutrient solution
1

3
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Blockages at the end of the fallopian tube
(Sactosalpinx) are, however, caused by inflammation which has affected more or less the
whole fallopian tube. In large studies, surgery
on these blockages (microsurgical salpingostomy) results in a cumulative pregnancy rate of
20 to 24 % and an ectopic pregnancy rate
of 16 %. Blockages at the end of the fallopian
tube (sactosalpinx) lead to an accumulation
of fluid formed in the fallopian tube. This can
no longer exit into the abdominal cavity.
Consequently, in the case of IVF (In-vitro fertilisation) the prospects of success are reduced by
around 50 % in the presence of a sactosalpinx.
In this case it is worth having surgery on the
sactosalpinx or having the tube removed to
significantly improve the results of IVF.

3. Repair of fallopian tubes in the case
of tubal sterility
Microsurgical repair of the fallopian tubes after
ligature (microsurgical refertilisation), when
blocked at the outlet from the fallopian tube
(proximal blockage) or when blocked at the
end of the fallopian tube (sactosalpinx).
Ligature of the fallopian tubes is widespread
as a contraceptive method when a family is
complete. Changed circumstances, however,
mean that today around 10 % of women want
to restore their fertility.
After a ligature, the fallopian tube is disconnected,
although not by inflammation or any other
disease. This is where the chances of pregnancy
after a repair are greatest. Success depends
on the length of the fallopian tube after the operation, the age of the patient and other infertility
factors (e.g. sperm analysis). A fallopian tube is
usually 8 to 10 cm long, but after a ligature a
2 to 3 cm piece of the fallopian tube is usually
destroyed. If a fallopian tube is at least 6 cm
long after the operation, the patient is under
the age of 37 and the other fertility factors are
normal, we can assume a cumulative pregnancy
rate of 90% after 1 or 2 years. Unfortunately,
the conditions are not always so optimal. In large
scale studies, the cumulative pregnancy rate
in all patients is 63% after 1 or 2 years, with the
ectopic pregnancy rate at 2 to 3%.

Before any microsurgical operation, other infertility factors should be investigated in order to
be able to formulate a precise prognosis for
after the operation. This includes determining
the ovarian reserve, a sperm analysis and a cycle
diagnostic. If anything comes to light in these
investigations, further treatment may be required
after the operation, or an alternative treatment
(e.g. IVF) may be recommended.
The repair of the fallopian tube after ligature
and proximal anastomosis are carried out using
a surgical microscope. This requires a small
incision in the abdomen. In contrast, blockages
at the end of the fallopian tube (sactosalpinx)
are operated on by laparoscopy.

A blockage at the outlet from the uterus (proximal ligature) is caused either by inflammation
or an autoimmune disease (Salpingitis isthmica
nodosa). Because the blockage is usually localised
and not very extensive, a proximal anastomosis
can produce a similarly good result to a microsurgical refertilisation after a ligature.
The results show a cumulative pregnancy rate of
56 % and an ectopic pregnancy rate of 9 %.
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5. In-vitro fertilisation (IVF) and
Intracytoplasmic sperm injection (ICSI)
If there is no prospect of becoming pregnant
using the methods mentioned above, in-vitro
fertilisation (IVF) or intracytoplasmic sperm
injection (ICSI) are further options. This is the
case if, for example, the fallopian tubes are
damaged, the patient has endometriosis, the
man’s sperm quality is significantly limited
or also if no cause can be found.

4. Surgical removal of fibroids / myomas
Submucosal fibroids are removed by hysteroscopy.
This is usually a minor, out-patient procedure.
An overnight stay in hospital is sometimes recommended, if the size and location mean that there
is a risk of haemorrhage from the site of the
operation.
If only 1 or 2 subserosal, intramural or transmural fibroids are present, these may be removed
by laparoscopy. The laparoscopic operation
reduces the injury to the abdominal wall, leading
to less pain after the operation. Because it is
not possible to touch the fibroids in this operation,
they must first be precisely located, because they
are not always visible during the laparoscopy.

With both types of treatment, the egg is fertilised outside the mother’s body: for in-vitro
fertilisation, egg and sperm cells are brought
together in a glass dish and then, after fertilisation, returned to the uterus via a catheter. For
intracytoplasmic sperm injection, the sperm
are mechanically introduced into the egg using
a micropipette under a microscope.

If 3 or more fibroids are present, open removal
of the fibroids is preferred. This takes place
via a small incision in the abdomen. Experience
shows that there are usually more fibroids
than initially suspected prior to the operation.
These patients have a tendency towards the
formation of fibroids and the aim of the operation must be to remove all fibroids, including
the very small ones. This can extend the time
until new fibroids reappear and expands the
time frame for having a child. An operation of
this kind requires a hospital stay of 3 to 5 days.
(See also illustration on page 9.)

5.1 Preparatory phase
Before in-vitro fertilisation (IVF) or intracytoplasmic sperm injection (ICSI), the precise course
of action will be extensively discussed with
the couple. An IVF / ICSI cycle must be carefully
planned, at least 6 to 8 weeks in advance. The
preparatory phase is an important part of
the treatment and is essential to later success.
The cycle is calculated based on the date of
menstruation. The couple is given a written protocol containing a timetable. This states the
weeks for egg collection and embryo transfer.
Both partners must be largely flexible and
present during this period. Cycle related delays
only occur in rare exceptions.
A declaration of consent should be made
and signed by both partners before the start of
stimulation.
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In the cycle before the hormone stimulation
itself, the woman receives initial treatment with
hormone tablets for 2 to 3 weeks. These tablets
(contraceptive pill or progesterone preparation)
are used to control the cycle. The start of treatment involves making the ovaries dormant (down
regulation) by means of injections and this often
falls during this period, although it may only
take place when the stimulation cycle begins or,
depending on the drugs used, during stimulation itself. A menstrual period will arrive again
when the hormone tablets are stopped. The
actual stimulation cycle may be started either
during or after this menstrual period.

5.2 Ovarian stimulation
After menstruation, the ovaries are stimulated
using follicle stimulating hormone (FSH) to
mature several eggs. Several eggs increase the
chances of the treatment’s success. The hormones must be injected daily, preferably at the
same time of day. The patient can administer
the injections herself under the skin (subcutaneously).
The growth of the follicle is regularly checked by
ultrasound and sometimes also by monitoring
the levels of hormones in the blood. Depending
on the findings, the dose of FSH can be readjusted. As soon as the growing follicle reaches
the ideal size (usually after 10 to 14 days of
stimulation), ovulation is triggered. The precise
time of the HCG injection (generally around
10 pm) is very important. This makes it possible
for the egg to be fertilised and thus sets the
time for the egg collection 36 to 38 hours later.

Follicle

9 mm / Cycle day 7

14 mm / Cycle day 10

20 mm / Cycle day 14

7 mm

10 mm

12 mm

Lining of
the uterus
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After egg collection, the patient remains in
the out-patients’ department for monitoring for
1 to 2 hours. Her condition and blood pressure
will be checked regularly. Because of the drugs
she has been given, she should be collected
rather than driving herself and should spend
the rest of the day resting.

5.3 Egg collection
What happens in the operating theatre
The ovary becomes enlarged due to the stimulation and now lies in the pelvis minor directly
next to the vagina. This provides good access
to the follicle for egg collection. With the aid
of ultrasound and a fine needle, the eggs are
collected via the vagina. The out-patient procedure is carried out in our operating theatre
and takes around 10 to 15 minutes.

What happens in the IVF laboratory
From the moment of egg collection and sperm
handover to the embryo transfer, the eggs, sperm,
zygotes and embryos are treated with the
greatest possible care in our IVF laboratory.

The patient must fast from midnight and is only
permitted to drink water before the procedure.
An effective pain reliever is given intravenously
during the procedure. The patient is awake
and responsive, but feels no pain. The partner
may be present for the egg collection. We
will require his sperm on the day of the egg
collection.

3

2

1
4

Egg collection needle to aspirate an egg from
a follicle (after hormone stimulation)
2 Ultrasound probe (vaginal probe)
3 Flushing fluid
4 To the suction pump
1
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In-vitro fertilisation can be done using two
techniques:

Day of egg collection (Day 0)
Sperm preparation
The sperm sample is required between 7 am and
noon. In most cases it is possible to bring the
sperm sample from home. If the journey would
take significantly more than an hour, we recommend obtaining the sperm sample at the clinic.
A room is available for this purpose.
The sperm sample is analysed after liquefaction
and then prepared using the appropriate processes. The washed sperm remain in a special
culture cabinet until the moment of insemination
of the eggs.

Classic in-vitro fertilisation (IVF)
With classic in-vitro fertilisation, around 3 to
6 hours after egg collection a sufficient number
of sperm with good motility are added to the
eggs in the test tube. Fertilisation takes place
naturally between the eggs and the sperm. For
a good fertilisation rate, it is essential that
there are enough good quality sperm and eggs.
Intracytoplasmic sperm injection (ICSI)
In intracytoplasmic sperm injection, around
2 hours after egg collection, the eggs are prepared and separated from the cumulus and
corona cells and their fertility is assessed. For
all mature eggs, one individual sperm is injected
directly into the egg around 3 to 6 hours after
egg collection. This is carried out using glass
capillaries (micropipettes) under 200x magnification with a microscope.

Eggs
During the egg collection, the follicular fluid
which surrounds the eggs is collected in test tubes.
The eggs are located under the microscope,
washed and transferred to a culture medium.
Until insemination with the sperm, the eggs
are kept in the culture cabinet. Following
these steps in the laboratory, which take 10
to 20 minutes, the couple is informed of the
result, i.e. the number of eggs obtained.

IVF

ICSI

Culture medium
with a layer of oil droplets

Injection of a sperm into an egg under
microscopic control

A sperm independently
penetrates the egg
after the addition of
prepared sperm
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Day after egg collection (Day 1)
16 to 18 hours after the eggs and sperm are
brought together, the eggs are checked to see if
any have been successfully fertilised. The exact
time for the transfer (2 to 3 days after egg
collection) is agreed.

Mature egg cells, ready for
fertilisation

Normal fertilised egg cell with
two pronuclei

Degenerated egg cell

Abnormal fertilisation; egg cell with
only one pronucleus

Non-viable egg cell

Abnormal fertilisation; egg cell with
three pronuclei

Vitrification
Vitrification is a new method for the cryoconservation of fertilised egg cells. It uses higher
concentrations of so-called cryo-protectants and
extremely rapid cooling (-23,000 °C/min).
Until a few years ago, the only method used
for the cryoconservation of egg cells, zygotes,
embryos and blastocysts was the slow freezing –
rapid thawing method. What works with great
success for zygotes and embryos, with a survival
rate of up to 70%, leads to poor survival rates
for egg cells and blastocysts. With vitrification,
survival rates of over 90 % are now possible.
This method has also been successfully used for
the conservation of eggs, zygotes and embryos
in the meantime. This makes it possible to achieve
similar pregnancy rates to “fresh” transfers.

Under Swiss law, three fertilized eggs may be
used in a single IVF procedure. If there are
more fertilised eggs, the “surplus” will be deep
frozen (cryoconservation). In this process, the
fertilised eggs are slowly cooled over 3 hours
to a temperature of – 80 °C and then put into
storage at -196°C.
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Before the transfer, the couple is shown the
embryos on the screen. Depending on the
biological requirements, they agree how many
embryos should be transferred. The aim is
to achieve an optimum pregnancy rate with the
fewest possible multiple births.

5.4 Embryo transfer
Day of embryo transfer (Day 2 or 3)
In the transfer, the embryo or embryos (max. 3)
are transferred into the uterine cavity through a
fine, soft catheter.

Perfect two-cell embryo (Grade I)

During the embryo transfer, abdominal ultrasound is used to ensure ideal placement of the
embryos in the uterine cavity. Consequently,
a full bladder is important for this appointment.
Patients who wish to have acupuncture to
accompany the embryo transfer should arrive
30 minutes before the agreed time.

Two-cell embryo (Grade II)

The success of the treatment is the same for
transfer on day 2 or day 3. In very special cases,
it may make sense to culture the embryos until
the 5th day.
Four-cell embryo (Grade I)

Eight-cell embryo (Grade II)

The embryo transfer is painless. The patient must
rest for 30 minutes afterwards.

Embryo Transfer
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5.5 Luteal phase
Now begins what is for many the most difficult
period of the treatment. Optimism and inner
calm, fear and unease alternate. We recommend
continuing your life as normally as possible.
Hot baths, saunas, extreme sports activities and
other stress situations for your body should
be avoided.

5.6 Thaw cycle
There are essentially two options for a thaw
cycle using deep frozen, fertilised eggs (zygotes).
The thaw transfer can be carried out within a
lightly stimulated cycle (clomifen or FSH).
The ideal moment for ovulation is determined
using ultrasound and blood tests. The lining of
the uterus should be well developed and thick.
Ovulation is triggered with the HCG injection,
enabling the day of thawing and transfer to
be calculated precisely. Here too, the luteal
phase will be supported with medication.

In terms of medication, the 2nd half of the cycle
is supported with either HCG injections or vaginal progesterone pessaries (or gel). A pregnancy
test can be carried out on a blood sample two
weeks after embryo transfer. If this is positive,
medication will be continued and followed by
an ultrasound examination 10 days later.

For women with ovulation problems, the lining
of the uterus can be built up artificially using
oestrogen tablets. As soon as the ultrasound
shows that the lining is thick enough, the luteal
phase can be started with vaginal progesterone
pessaries alongside the oestrogen tablets. From
this time, the oestrogen tablets and progesterone
pessaries must be continued at the prescribed
dose in the event of a positive pregnancy test
until the 11 th week of pregnancy.
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Slight and moderate forms of ovarian hyperstimulation may be treated on an out-patient
basis at the clinic. Severe forms are usually
treated as in-patients in hospital.

5.7 Risks and complications of IVF/ ICSI
Ovarian hyperstimulation syndrome (OHSS)
The most common complication of IVF / ICSI
is ovarian hyperstimulation syndrome (OHSS),
which can affect any patient undergoing hormonal stimulation for IVF/ICSI. The majority
of patients suffer a slight or moderate form of
ovarian hyperstimulation. Symptoms generally
begin 4 to 5 days after egg collection and show
as a swollen abdomen, pressure or slight pain
in the abdomen. The symptoms generally disappear a few days later, unless the embryo transfer
was successful and the patient is pregnant, in
which case the symptoms disappear slightly later.
Ovarian hyperstimulation syndrome can be
divided into slight, moderate and severe cases.
Severe cases are associated with a pregnancy after
successful treatment in 70 % of cases.

Ovarian torsion
Because the ovaries are significantly enlarged
after stimulation, there is a risk that they can
become twisted on their ligaments. This cuts off
the blood supply causing sudden, very severe
pain in the lower abdomen. Treatment consists
of an emergency laparoscopy, which is usually
sufficient to untwist the ovary. In rare cases,
the ovary has to be removed, if for example the
blood supply has been interrupted for too long
and the ovary has already died.
The risk of ovarian torsion is around 0.2 %

Signs of the severe form of OHSS are:
– The formation of large cysts on the ovaries
– Weight gain of 2 kg or more in a short period
– Severe pain, swollen abdomen, nausea and
vomiting, loss of appetite
– Accumulations of fluid in the abdomen and
chest areas, may lead to shortness of breath

Symptoms of OHSS:
•
•
•
•
•

Bloating and weight gain
Feeling of tension in the belly 1
Stomach ache, nausea, vomiting
Enlarged ovaries and luteal cysts 2
Possible accumulation of fluid
in the abdomen 3
• Possible breathing difficulties
• Possible reduced urine quantity
• Possible “thickening” of the blood
and increased risk of thrombosis

1

3

2
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Multiple pregnancies
In general, less than 20 % of transferred embryos
implant. That is why more than one embryo
is usually transferred. The law prohibits the
transfer of more than three embryos, to avoid
high numbered multiple pregnancies (quads, etc.).
Despite such restrictions, large scale European
statistics from the IVF Register show that around
25% of all births are twins and around 1.7%
are triplets.

Risks to the mother in multiple pregnancies
– Risk of miscarriage
– Bleeding during pregnancy
– Pregnancy induced high blood pressure
– Pre-eclampsia occurs 3 to 5 times more
frequently
– Gestational diabetes
– Anaemia (under-nourishment)
– Polyhydramnion (overproduction of
amniotic fluid)
– Caesarean birth is often necessary
– Early and lengthy hospitalisation during
the pregnancy

The birth of twins is considered to be an advantage by some couples. However, multiple
pregnancies and births represent a greater risk
of complications for both the mother and
the babies during the pregnancy and birth. The
extra work associated with multiples after
the birth should also not be underestimated.

Risks to the children in multiple pregnancies
– Premature birth. The normal duration of a
single pregnancy is around 39 weeks, falling to
35 weeks for twins and 33 weeks for triplets.
More than 50 % of twins are born early, and
more than 90 % of triplets.

Embryo transfer
Risks Associated with
Multiple Pregnancies
• Premature birth
• Early labour
• Premature rupture of membranes
(waters breaking)
• Possible extended stay in neonatal
clinic for the newborn(s)
• Possible developmental difficulties
and childhood illness /disability

75,47 % single baby

22,99 % twins

1,6 % triplets
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– Multiple pregnancies have a 4 times higher
risk of premature birth and low birth weight
in comparison with a single pregnancy. 7 %
of all twins and 15 % of all triplets are even
born before the 30th week of pregnancy. These
children have an increased risk of severe and
lifelong health problems such as cerebral palsy
and other disabilities. The risk of cerebral
palsy is 8 times higher in a twin pregnancy
and 47 times higher in a triplet pregnancy
than in a single pregnancy.
– Low birth weight is more common in multiple
pregnancies. Children with a birth weight
of less than 1 kg have a 25 % risk of lifelong
health problems.
– Perinatal mortality is less than 1 % in
single pregnancies. This figure rises to 4.7 %
for twins and 8.3 % for triplets.
– Congenital deformities are twice as common
in twins as in single pregnancies.

Ectopic pregnancies and heterotopic
pregnancies
Ectopic pregnancies are rarer after embryo
transfer than in natural pregnancies. The rate is
around 1%. In very rare cases, embryos may
implant in different places after transfer. For
instance, there may be one pregnancy in the
uterus and one in the fallopian tube (heterotopic
location) at the same time. The embryo in the
fallopian tube must be removed.

Twins after IVF / ICSI usually occur because
two different embryos implant. They are not
identical. However, in up to 4 % of all twin
pregnancies, there was only one fertilised egg.
An embryo split into two again shortly before
implantation. The risks to the babies during the
pregnancy and birth are 2 to 3 times higher
in this situation than in a two egg pregnancy.

Week of pregnancy
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24

25

26

27

28

Moderate and severe disability

65%

50%

40%

20%

15%

Under 10%

Survival rate

15%

45%

60%

75%

80%

Over 90%

EPICure study, New England Journal of Medicine, 2005
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The following procedure are available to treat
azoospermie:
1. In the case of a ligatured vas deferens and
good conditions, repair (microsurgical vasovasostomy) of the vas deferens is indicated.
2. In the case of congenital absence of the vas
deferens, sperm can be microsurgically
extracted from the epididymis (MESA) and
then used for intracytoplasmic sperm injection
(ICSI). The caput epididymis generally
contains a very large quantity of motile and
mature sperm. These can also be deep
frozen (cryoconserved).
3. If there is a production problem in the testicle,
a testicular biopsy (TESE) can be carried
out. This is the only way to precisely classify
the production problem. In 50% of men,
there will be a few small places where uninterrupted sperm maturation still takes place.
These few sperm can be isolated in a reproductive laboratory and used for ICSI or cryoconserved. These sperm are usually immature and
are not motile, and are only present in very
small numbers. They must be matured before
use for ICSI. Because of the poor selection and
relative immaturity, there is a reduction in
the success rate of ICSI of 30% in comparison
with ejaculated sperm or sperm extracted
from the epididymis.

Male treatment options
If there are no sperm in the ejaculate, it may be
because of a blockage in the transport path
(obstructive azoospermia) or a formation problem
in the testicles themselves (non-obstructive
azoospermia). It is estimated that around 10 %
of fertility problems in men can be traced back
to azoospermia. To provide a certain diagnosis,
2 sperm analyses with ultracentrifugation are
required at specific intervals.
Obstructive azoospermia
The most common cause is ligature of the vas
deferens for contraceptive purposes. Another cause
is the congenital absence of the vas deferens
and /or part of the epididymis. This congenital
malformation is often found in conjunction with
a genetic predisposition to the transmission of
cystic fibrosis and should be ruled out before any
treatment. Rarely, blockages of the vas deferens
may be due to inflammation.
Non-obstructive azoospermia
The causes for problems with the formation of
sperm in the testicles are:
1. genetic causes (e. g. Klinefelter’s syndrome,
mosaicism or microdeletions)
2. hormonal causes
3. absence of sperm forming cells in the
semeniferous tubules. This absence is usually
congenital. However, it may also be caused
by previous treatment with radiation,
cytostatics or hormones.
If surgical sperm extraction is successful and a
pregnancy is created, it should be borne in
mind that the genetic and congenital causes may
be passed on to a male child. This should be
discussed in advance.
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This microsurgical operation is best carried out
under general anaesthesia and, depending on
the situation, takes 1.5 to 3 hours. It is recommended that the patient spends the night after
the operation in hospital, to ensure that any
local pain is well managed and any possible
complications, although rare (e.g. haemorrhage
or haematoma), are identified promptly and
treated immediately.

1. Repair of the vas deferens after
ligature (microsurgical vasovasostomy or
vasoepididymostomy)
Changes to living circumstances mean that
around 10% of men who have a vasectomy later
go on to want children again. Repairing the
patency of the vas deferens is a microsurgical
procedure using an operational microscope to
show an enlargement of the very narrow channel
in the vas deferens. A two layer anastomosis
of the vas deferens is carried out (sewing on two
levels), provided that sperm can be identified
in the vas deferens (vasovasostomy).
If no sperm can be found at the site of the
ligature, it is possible to connect the vas deferens
to the epididymis (vasoepididymostomy),
provided that sperm can be identified there.

The deciding factors for a subsequent successful pregnancy are:
1. Duration of the ligature
2. Age and any possible fertility factors in the partner
Dependency of success on the duration of the ligature
Duration of ligature

Under 3 years

3– 8 years

9–14 years

Over 15 years

Sperm in ejaculate

96.6%

87.5%

78.5%

71%

Pregnancies

75.6%

53%

44%

30%

Dependency of success on the age of the partner
Age of partner

Under 30 years 31–35 years

36– 40 years

41– 45 years

Pregnancies

58%

45%

20%

49%
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2. Sperm extraction from the epididymis
(MESA, microsurgical epididymal sperm
aspiration)

3. Surgical sperm extraction from the testicle
(TESE, testicular sperm extraction)
Both testicles are uncovered with a small
incision and a tissue sample is taken from the
locations previously found by testicular mapping. Half of the tissue samples are examined
for sperm in the reproductive medicine laboratory, the other half are sent for pathological
examination.

Under the surgical microscope, the testicle is
uncovered through a small incision and the
various areas of the epididymis are microscopically examined. Usually, blocked tubules near
the extremitas caudata or the margo liber of the
epididymis are identified and cleared. The
fluid obtained is analysed under a microscope.
If sufficient mature and mobile sperm are
present, the cleared epididymal tubules will
be microsurgically closed again.

This is carried out as an out-patient procedure.

Tissue sample taken from
the testicle in men with no evidence
of sperm in ejaculate.

ICSI after removal of sperm from
thawed testicle tissue
Freezing

Microscopic
examination

0 °C

Sperm in
testicle tissue

-196 °C
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ICSI

Testicular mapping
In nonobstructive azoospermia the testis biopsy
offers limited information because it is clinically
difficult to know where sperm are located. In
a single biopsy 25% of all men will have sperm
found, in 3 biopsies 35%.
To provide a more complete assessment of
spermatogenesis in nonobstructive azoospermic
patients and to simplify the confirmation
of sperm production, we use a systematic, fine
needle “mapping” procedure under local
anesthesia. With that technique 50% of all men
will have sperm found.
After confirmation oft he sperm production sites
a single biopsy or testicular sperm aspiration
could be performed for ICSI.

% Patients with Sperm
60%
50%
40%
30%
20%
10%
00%
1 biopsy
ø

3 biopsies

Mapping

% with Sperm

Tournaye H et al. Are there any predictive factors for successful testicular sperm recovery in azoospermic patients?
Hum Reprod 1997; 12:80-6
Hopps CV et al. Detection of sperm in men with Y chromosome deletions oft he ASFa, AZF band AZFc regions.
Hum Reprod 2003; 18: 1660-5
Turek, P et al. Diagnostic findings from testis fine needle
aspiration mapping in obstructed and nonobstructed
azoospermic men.
J Urol 2000;163:1709-16
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It uses the magnetic microparticles bound to
a protein called annexin V that then bind
to the markers, phosphatidylserine, that are
found in the external part of the sperm
membranes that are set for cellular death.
Then they are exposed to a magnetic field and
are trapped, allowing the best sperm to pass
through.

4. New Developements in the Andrology
Lab: MACS (Magnetic Activated Cell Sorting)
for sperm preparation
In every ejaculate sperm with abnormal membranes are found, despite normal motility
and morphology. They are programmed to
cellular death. This process is called apoptosis,
or programmed cell death. Approximately 20%
of sperm in subfertile patients are thought
to be in the process of “celular death”.
They are recognized by their DNA fragmentation. More than 20% is abnormal.
The DNA fragmentation index (DFI) could be
examined during sperm analysis (Tunnel Test).
From very early stages, these sperm show
certain markers in their membranes that have
been identified. This has allowed a sperm
selection technique called MACS (Magnetic
Activated Cell Sorting).
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Preliminary studies published have shown that
using this technique fragmentation is reduced by
about 15–20%, vitality increases 10–15%, and
motility and morphology improves as well. This
improvement in sperm quality seems to have a
positive effect on fertilization rates and embryo
quality, especially in patients with severe male
factor.

Literature:
Single and twin ongoing pregnancies in two cases
of previous ART failure after ICSI performed
with sperm sorted using annexin V microbeads.
Polak de Fried E, Denaday F. Fertil Steril. 2010
Jun; 94(1):351.e15-8. doi: 10.1016/j.fertnstert.
2009.12.037. Epub 2010 Feb 10.
Sperm selection for ICSI using annexin V.
Grunewald S, Paasch U. Methods Mol Biol.
2013;927:257-62.

Following indications have shown a higher than
normal DFI:
• Varicocele II / III
• Radio/Chemothearpy treatments
• Fever episode in the last 3 months
• Sperm freezing¨
• Male age >50
• External factors like, nicotine, heat,
medicaments etc
• IVF-failures
• Repeated miscarriages without female factors

Sperm samples
Density Gradient Centrifugation(DGC)
Magnetic-Activated Cell Sorting
(MACS-ANMB)

Non apoptotic fraction
Amnexin V-negativ

Non apoptotic fraction
Amnexin V-positiv

Sperm parameters: Concentration, Motility
Externalized phosphatidylserine (EPS): Annexin V-FITC
Mitochondrial membrane potential (MMP): Rhodamine 123
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Pure recombinant gonadotropin r-FSH (e.g.
Gonal-F, Puregon)
This gonadotropin is produced biotechnically
and corresponds to the FSH produced by the
pituitary gland. Recombinant gonadotropin
is used to hormonally stimulate the ovaries
and has to be injected daily. The hormones are
available in ampoules or in a pen device.

Medications
Clomifen (e.g. Serophene, Clomid)
Clomifen is a drug that encourages egg maturation. This drug helps in the case of problems with
ovulation. It is sometimes necessary to increase
the dose.
Clomifen stimulates the pituitary gland (hypophysis) to produce more Gn-RH, the gonadotropin
release hormone. This leads to a significant
increase in FSH (follicle stimulating hormone)
and also in LH (luteinising hormone). FSH
stimulates growth in the ovary. LH leads to
ovulation and supports the second half of
the cycle (luteal phase).

Human chorionic gonadotropin hCG
(e.g. Choriomon, Pregnyl, Ovitrelle)
Human chorionic gonadotropin hCG, the
pregnancy hormone, is very similar to LH
(luteinising hormone) and is used to trigger
ovulation or to support the second half of
the cycle (luteal phase).

Rarely, the patient may suffer side effects such as
hot flushes, sweating, dizziness or a flickering in
front of the eyes. The side effects disappear when
the medication is stopped. In certain women
taking this medication, the lining of the uterus
does not build up enough and a different drug
will have to be used.

Progesterone corpus luteum hormone
(e.g. Utrogestan, Crinone)
Progesterone is normally produced in the corpus
luteum and supports the implantation of
the embryo. It is usually administered vaginally
(pessaries or gel), starting from ovulation and
generally continuing for 2 weeks.

Human, menopausal gonadotropin HMG
or u-FSH (e.g. Merional, Menopur, Fostimon)
This medication contains pure FSH (u-FSH
urinary follicle stimulating hormone) or a combination of FSH and LH (luteinising hormone).
This drug is obtained from the urine of menopausal women and purified using highly specific
methods. Human menopausal gonadotropin
(HMG) is used to hormonally stimulate the
ovaries. It has to be injected daily.

Gn-RH antagonists (Orgalutran, Cetrotide)
Gn-RH antagonists prevent the patient’s own
ovulation. In the case of in-vitro fertilisation,
this group of drugs makes it possible to precisely
plan egg collection for the time when the egg
is mature, but the follicle has not yet burst.
Gn-RH agonists
(e.g. Lucrin Depot, Decapeptyl, Zoladex)
Gn-RH agonists are also used to control the
ideal time for egg collection, like the antagonists. However, because of the way they work,
these hormones have to be given earlier in
the cycle. Side effects are usually hot flushes,
sleeping problems and tiredness. The symptoms
of this “artificial menopause” disappear after
treatment.
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Traditional Chinese Medicine
(TCM)

Hypnosis for fertility
(Hypnofertility)

Traditional Chinese medicine uses Chinese herbs
and acupuncture to treat couples who want a
baby. A change of diet and certain habits is also
often helpful. Because TCM is based on thousands of years of medical experience, its diagnosis
and treatment methods are often criticised by
modern Western medicine (MWM). The modern,
causal approach to diagnosing an illness and
proving effectiveness using studies according to
modern scientific criteria is often absent.

Hypnosis is a state of focused awareness. This
state can be induced by the patient alone or
under the guidance of a trained professional
hypnotist. During the trance, which is often
accompanied by a feeling of pleasant relaxation,
critical and rational thought shrinks into the
background. The subconscious is open to suggestion and accepts instructions.
Hypnosis is a method which is believed to enable
change. This may be a change in behaviour, but
also a change in physical function. Hypnofertility,
hypnosis to aid fertility, supports couples on their
road to pregnancy. Clinical studies indicate that
the chances of success of assisted fertilisation can
be increased by hypnofertility.

However, this is not the case in reproductive
medicine: since 2000, four independent, international studies which met the best scientific
criteria for proof of effectiveness (prospective,
randomised, placebo controlled) have proven
that success after IVF /ICSI is up to 10 to 15 %
higher per transfer if supported by traditional
Chinese medicine. It is suspected that TCM can
improve egg quality and the quality of the lining
of the uterus (endometrium). Modern Western
medicine has been unable to find any way of
improving these as yet.
Other accompanying complementary therapies
are also helpful, even if there are no studies available carried out according to scientific criteria.
This usually just means that no studies have been
carried out, not that these therapies are of no
benefit. The couple in question must decide for
themselves which alternative therapies may be
able to help them. A variety of procedures are
often tried.
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Prospects of success

Costs

If the reason for infertility is an isolated egg
maturation problem (for instance, polycystic
ovarian syndrome), the prognosis is very good.
For hormonal problems, treatment brings the
pregnancy rate from 60 to 90% after six cycles.
For couples with unexplained infertility or
so-called more minor, smaller problems, the
pregnancy rate through insemination is around
15% in three cycles.

The costs of infertility investigations are
covered by health insurance companies for women
under 40.
The various hormone stimulations are generally
covered by the health insurance company for
3 months up to a maximum of one year for women
under 40. A cost agreement must be reached
with the health insurance company in advance.
The health insurance companies cover 3 inseminations for women under 40.
Microsurgical refertilisation after ligature in the
woman is not covered by the health insurance
company. The cost is around CHF 7,000 to
8,000.

The chances of success are largely determined
by sperm quality and above all by the age of the
woman. For in-vitro fertilisation or intracytoplasmic sperm injection, the pregnancy rate across
all age groups is around 30% per transfer. After
three cycles, this is around 60%. In women under
35, the pregnancy rate is 35 to 40% per transfer,
in those over 40 the pregnancy rate falls quickly
to 5 to 15 %. In women over 43, it is very, very
rare to achieve a pregnancy.

The costs for the repair of the vas deferens
after ligature (microsurgical vasovasostomy
or vasoepididymostomy) are around CHF 5,000
to 6,000 and are not covered by the health
insurance company.
Sperm extraction from the epididymis (MESA,
microsurgical epididymal sperm aspiration). This
operation is not covered by the health insurance
company. The costs are around CHF 2,400. There
are also additional costs of around CHF 700 for
sperm preparation and cryoconservation.

Legal principles
Since the first successful IVF treatment in
England in 1978, there have been many discussions about the legal framework. The law on
reproductive medicine entered into force in
Switzerland in 2001. This law states the conditions under which the procedures for medically
supported reproduction in humans may be used.
It protects human dignity, personality and the
family, and prohibits the misuse of biological and
genetic technology. In addition, a national ethics
committee was also established. Prohibited procedures include egg and embryo donation as
well as surrogacy, cloning and pre-implantation
diagnostics.

Surgical sperm extraction from the testicle
(TESE, testicular sperm extraction) and
testicular mapping. These are covered by the
health insurance company, provided that no
testicle biopsy has been carried out previously.
The costs of preparation and cryoconservation
of around CHF 700 are not paid by the health
insurer.
The costs of in-vitro fertilisation (IVF) and
intracytoplasmic sperm injection (ICSI) of
CHF 6,000 to 8,000 are not covered by Swiss
health insurance companies. In these cases,
the drugs required for hormone stimulation are
also not covered.
Prices may be subject to change.
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Glossary

ICSI: intracytoplasmic sperm injection; a method of medically
supported fertilisation, in which a sperm is directly introduced
(injected) into the mature egg.

Androgens: male hormones, they also occur in women

Implantation: the implantation of the fertilised egg (embryo) in the
uterus

Andrology: male medicine, the study of male fertility problems
Antibody: a molecule in the blood that identifies substances
which are foreign to the body, binds itself to them and tries to
overcome them.

Infertility: unwanted childlessness

Basal temperature: body temperature on waking in the
morning, before getting up. Can be measured to determine the
time of ovulation.
Biopsy: tissue sample

IVF: in-vitro fertilisation; a method of medically supported
fertilisation, in which the woman’s mature eggs are mixed with the
partner’s sperm. The sperm are not directly injected into the egg
in this method.

Blastocyst: specific stage of division of an early embryo

Laparoscopy: a procedure used to look inside the abdomen.

Catheter: a thin tube; used for example to introduce sperm or
embryos into the uterus.

LH: luteinising hormone; LH levels rise rapidly before ovulation.

Insemination: introduction of sperm (after preparation/filtration)
into the uterus.

Masturbation: manual stimulation; to obtain the man’s semen
for fertility treatment

Chlamydia: a type of bacterium which can affect the male and
female sex organs

Menstruation: menses, a woman’s monthly period

Corpus luteum: formed after ovulation from the shell of the follicle
and produces the luteal hormone (Progesterone).

MESA: microsurgical epididymal sperm aspiration; the extraction of
sperm from the epididymis

Cryoconservation: the freezing of eggs, sperm or the fertilised
eggs (zygotes) or embryos, so that they can be kept for long periods.

Oestrogen: a female sex hormone; primarily made in the egg
follicles, causes the lining of the uterus to build up and cervical
mucus to become more fluid. Levels in the blood are measured
to monitor fertility treatment.

Cyst: a fluid filled cavity
Donor insemination: the introduction of sperm into the uterus when
the sperm does not come from the partner, but from an anonymous
donor. Permitted in Switzerland.

Ovary: where eggs are produced
Ovulation: the release of an egg; the egg leaves the ovary and is
naturally caught by the fallopian tube.

Down-Regulation: part of the hormone treatment before IVF / ICSI;
carried out using GnRH analogues or GnRH antagonists and inhibits
FSH and LH secretions from the pituitary gland. This ensures that
the patient’s own cycle does not disrupt the hormone stimulation.
Down-regulation with GnRH agonists is sometimes also used to treat
endometriosis.

Post-coital test: a test to see whether there are sperm in the mucus
at the cervix.
Pre-implantation diagnostics: genetic examination of the
embryo before transfer into the uterus. Not currently permitted
in Switzerland.

Egg collection: the collection of eggs from the ovary with a fine
needle, introduced through the vagina. The procedure is guided by
ultrasound scan.

Progesterone: luteal hormone; prepares the lining of the uterus
for the implantation of the embryo. In fertility treatment this is
often supplemented (e.g. in the form of vaginal pessaries).
See corpus luteum

Egg donation: special form of IVF / ICSI, in which the eggs are
provided by a donor. This method is not permitted in Switzerland.
Ejaculation: emission of semen

Prolactin: hormone from the pituitary gland; primarily responsible
for producing milk after birth. A high prolactin level can limit fertility.

Embryo: fertilised egg after the merging of the two cell nuclei
(mother’s nucleus from the egg, father’s nucleus from the sperm)

Sperm: the male germ cell
Sperm analysis: investigation of the man’s sperm; attention is
primarily paid to the concentration, motility and form of the sperm
in order to assess male fertility.

Embryo transfer: transfer of the embryo into the uterus
Endometriosis: an illness which is complex under some circumstances,
and even today somewhat puzzling. Abnormal growth of the lining of
the uterus outside the uterine cavity

Sterilisation: contraceptive method involving separation of the
fallopian tube (in women) or vas deferens (in men)

Endometrium: the lining of the uterus

Surrogacy: the baby is carried by another woman. Not permitted
in Switzerland.

Epididymis: curved structure at the back of the testicle in which
sperm matures and is stored
Fertilisation: the fertilisation of an egg by a sperm

TESE: testicular sperm extraction; the removal of testicular tissue
to obtain sperm

Follicle: in which the egg develops; located in the ovary, where its
growth/maturity can be observed by ultrasound.

Testosterone: one of the male sex hormones; promotes sperm
formation and maturation in the man. See androgens

FSH: follicle stimulating hormone, encourages the growth and
development of the follicle and eggs. Naturally produced in the
pituitary gland. Appropriate doses are given by injection as part
of hormonal stimulation.

TSH: thyroid stimulating hormone; a hormone from the thyroid
gland. Other thyroid hormones include fT3 or fT4. Both overactive
and underactive thyroid can lead to limited fertility.

Gametes: germ cells (egg or sperm)

Uterus: womb

GnRh analogues: see down-regulation

Vagina: canal from the cervix to the vulva

GnRh antagonist: see down-regulation

Varicocele: varicose vein in the testicle

GnRh agonist: see GnRh analogues

Zygote: fertilised egg, before the combining of the nuclei from the
mother and the father. Cell division has not yet taken place. Zygotes
may be frozen in Switzerland, but embryos may not.

Tube: fallopian tube

Gravidity: pregnancy
HCG: human chorionic gonadotropin; helps to maintain the
corpus luteum. Is biologically very similar to LH and is used to
trigger ovulation as part of fertility treatment.
Hypophysis: pituitary gland; secretes hormones including FSH
and LH.
Hypothalamus: part of the midbrain; controls the pituitary
gland. Impulses to control the monthly cycle come from the
hypothalamus.
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