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For my daughters, Ariana and Gemma – may you grow up informed, empowered and in control of your reproductive future.

To my husband Bobby – thank you for your unwavering support… you made this book possible.

And to the fertility warriors – my patients and so many others – who have shared their stories and fuelled my mission to advocate, educate and fight for a future where no one feels lost in their journey to parenthood. This book is for you.










Introduction


To laugh often and much: To win the respect of intelligent people and the affection of children, to earn the appreciation of honest critics and endure the betrayal of false friends; to appreciate beauty, to find the best in others, to leave the world a bit better whether by a healthy child, a garden patch, or a redeemed social condition; to know even one life has breathed easier because you lived. This is to have succeeded.

– Bessie Anderson Stanley



The desire to make a meaningful impact in the short time we have on this planet has always been my driving force. Early in my career as a fertility doctor, that meant seeing as many patients as possible, tackling their fertility challenges with a data-driven, evidence-based approach, and finding the most efficient path to success. Years later, I’m still that same results-driven expert – but now I understand that in fertility, the journey matters just as much as the destination.

Supporting my patients through the emotional and physical ups and downs of fertility – and the experience of navigating my own in vitro fertilisation (IVF) journey – has reinforced the two key pillars of exceptional fertility care: knowledge and communication. Over the years, I’ve sat across from thousands of patients, listening to their struggles, offering guidance, and helping them map out a way forwards. One of the most surprising truths I’ve encountered is that even the most accomplished, well-connected and highly educated women are often blindsided by how unpredictable and inefficient human reproduction can be. Many have spent years building careers, relationships and experiences, believing that when the time was right, their bodies would simply co-operate. After all, isn’t that what we were all taught?

The more patients I spoke with, the more I realised just how deep the fertility knowledge gap truly is. So I made education a priority – spending nearly an hour with each new patient to explain their biology, breaking it down with educational booklets and labelled illustrations, which many jokingly called ‘Health Class 2.0.’ Unfortunately, I’ve seen how being in the dark leaves people vulnerable to scams and misinformation. The desperation that comes with infertility is often exploited by those peddling supplements and diet plans with false promises of a quick fix. To protect my patients, I’ve always prioritised open, direct communication – giving them my personal email so they can reach out to me instead of turning to Dr Google. I firmly believe that patients who feel connected to their doctor and fully understand their treatment plan experience less anxiety, more confidence and, ultimately, better outcomes. That’s why, no matter how busy I get, I remain committed to keeping that door open.

The truth is that people are starving for accurate fertility information – and they’re not getting it in school, in conversations with friends and family or even from their doctors. Infertility has long been shrouded in stigma, self-blame and silence, leaving many to navigate this complex world on their own. Too often, access to the right information depends on sheer luck – the doctor you see, the clinic you choose, the keywords you type into Google or the social media accounts (and targeted ads) that appear in your feed. Even those under the care of a fertility specialist don’t always feel empowered to ask questions or get the thorough answers they need to truly understand their treatment and feel in control.

The overwhelming amount of misinformation that has sprung up targeting reproductive-aged women – along with fertility grifters pushing miracle cures that, as a physician, I know are a waste of time and money, and are sometimes even dangerous – convinced me that I needed to share my expertise in a way that was both accessible and empowering. This marked a turning point in my career. I went from educating my own patients to using social media as a megaphone, breaking down myths and spreading truth far beyond my clinic. And while some of my more conservative colleagues may sometimes question the merits of me lip-synching into a transvaginal ultrasound probe as if it were a microphone, I know I’m on the right track. The online response has been incredible – women from around the world flood my DMs with messages like ‘I had no idea about this…’, ‘I wish I knew…’, or ‘Why isn’t this common knowledge?’ The obvious hunger for more transparency from medical professionals is why I continue to do what I do.

Fertility medicine needs a revolution: We need to raise the bar, prioritising education and the mental health needs of people facing infertility, alongside addressing their medical roadblocks to getting pregnant. Everyone should have a clear understanding of how their bodies work, why they are undergoing certain tests and how the treatment options available to them can help to overcome their challenges. We need to work towards improving awareness, preparing everyone with essential knowledge regarding their reproductive timeline, as well as empowering lifestyle choices and tools. This comprehensive fertility guide is part of that revolution.

I didn’t set out to write this book – it demanded to be written. It was born from my patients’ stories, my own experience with fertility treatment and the overwhelming uncertainty I felt navigating an IVF pregnancy during a global pandemic. The lack of data we all faced in early 2020 mirrors what many encounter in fertility medicine, where new tests and treatments emerge rapidly – often appearing in online forums long before rigorous clinical trials confirm their safety and effectiveness. As an expert, I see it as my responsibility to critically evaluate these advancements and provide clear, unbiased guidance so people can make informed decisions that directly impact their treatment and outcomes.

I know how overwhelming the fertility journey can feel – whether you’re just starting to think about your future, actively trying, navigating a diagnosis you never expected or frustrated by failed treatments. My goal is to give you clarity in a space that often feels confusing and to provide real, evidence-based answers to the questions so many of us have but don’t always know how to ask.



NAVIGATING THE LUCKY EGG

Whether you’re actively trying to conceive or planning for the future, this book is here to help you feel more informed, less overwhelmed and more in control of your fertility. Entering the world of fertility treatment can feel like learning a new language, which is why I compiled a helpful glossary of terms to keep you on track (see page 357). This book is broken into sections designed to meet you where you are in your journey, giving you the knowledge and confidence to make the best decisions for you.


	Understanding Your Fertility – We’ll talk about how your reproductive system actually works, what influences fertility (spoiler: it’s not just age!) and some of the biggest myths that need to be left behind.

	Preparing for Pregnancy – From stopping birth control and tracking ovulation to optimising your health and lifestyle, I’ll walk you through what actually matters (and what doesn’t) when it comes to getting your body ready for pregnancy.

	Investigating Your Fertility – If pregnancy isn’t happening as quickly as you hoped, where do you start? This section covers fertility testing for both men and women, what results really mean, how to know when it’s time to seek help and where to find it.

	Treating Infertility and Taking Steps to Build Your Family Now – When trying on your own isn’t enough, this section walks through the next steps – everything from ovulation induction and intrauterine insemination (IUI) to IVF and embryo testing – so that you never feel lost or overwhelmed by the barrage of acronyms, medications and treatment options that come at you quickly when starting fertility treatments.

	Building a Family Is a Team Sport – No one builds a family alone. Whether you’re partnered or single, LGBTQ+, using a sperm or egg donor, working with a gestational carrier, or navigating fertility treatments, this chapter celebrates the many paths to parenthood. Every journey looks different, and every family is built in its own unique way – but what matters most is finding the approach that works for you.

	When Things Don’t Go as Planned – Pregnancy loss, miscarriage, failed IVF cycles – these are the heartbreaking realities that so many face, yet few talk about. This section is here to offer guidance, support and reassurance for those facing the unexpected.

	Preserving Your Fertility – Egg freezing, embryo banking, sperm freezing – whether you’re not ready for kids yet, facing medical treatments that could impact fertility or just want to keep your options open, this chapter breaks down what preserving fertility for the future actually looks like.

	The Fertility Mindset – Nurturing Your Mental Health – The emotional toll of fertility challenges is often underestimated. This section dives into the mental health impact of infertility, how to cope with uncertainty and where to find support, because this journey involves more than just medical treatments.



This isn’t just a book about science and medicine – it’s about real people. Through these chapters, I’ll share the stories of my incredible patients – men and women just like you – who have walked this path before. Their experiences, decisions, struggles and triumphs are here to teach and remind us all that whatever you’re facing, you are not alone.

More than anything, I want this book to be a reassuring companion – just as I support my patients, I’m here for you. Think of me as your advocate, your in-the-know friend, looking out for your best interests. Lean on me to break down the science, guide you through the medical side of fertility and help you navigate the emotional ups and downs along the way.

You can read this guide front to back, following the journey step-by-step, or jump straight to the section that speaks to where you are right now – whether that’s preparing to get pregnant, exploring fertility treatments or navigating unexpected challenges. However you choose to read it, my hope is that by the time you put it down, you feel more confident, more informed and more at peace with whatever path lies ahead for you.




A FINAL WORD: HOPE AND ACTION

Success in fertility isn’t about doing everything ‘perfectly’. Unlike some life goals, the outcome isn’t solely driven by effort or desire. Some things are within our control, others aren’t – recognising this can help you make informed choices that align with your goals, values and experiences.

I won’t tell you that the right diet, supplements or mindset will guarantee a pregnancy – because that’s not how fertility works. But I will help you separate fact from fiction so you can focus on what truly matters. Too often, people walk away from treatment not because they’re out of options, but because they feel lost, unsupported and overwhelmed. My hope is that with the right knowledge, you’ll feel empowered, confident and resilient enough to stay the course – whether that means trying on your own, seeking medical help, freezing your eggs or exploring other paths to parenthood.

To everyone embarking on this journey, know that your hope is powerful, your dreams are within reach and the future is bright. The reality is that with persistence and an open mind when it comes to different treatment options, most forms of infertility can be successfully overcome – a truth that often brings a deep sigh of relief to my patients. Every day, we witness incredible breakthroughs that turn long-held dreams into reality.

I live by the mantra ‘Fortune favours the bold’, and I believe the same applies to fertility. Whether you’re trying to conceive on your own or with treatment, a leap of faith, perseverance, and, yes, a little luck are all required. Luck, randomness, serendipity – it may not sound scientific, but at the end of the day, all it takes is one lucky egg to fertilise and make it to the finish line. Let The Lucky Egg guide you there.







PART ONE UNDERSTANDING YOUR FERTILITY








Mind the Gap: The Fertility Knowledge Void and Why It Matters

Cast yourself back to some faraway time – say, 2005. Imagine what it felt like to drive somewhere new, without an app to tell you how to get there turn by turn. Pretty terrifying, right? As an older millennial with a terrible sense of direction, I can vividly remember getting hopelessly lost in those dark days before the advent of GPS. I hated that sensation of being completely disorientated, unsure of whether to go right or left, frozen by the possibility that the wrong turn could lead me even farther from my destination.

Now, as a practising fertility doctor, I bear witness each day as patients are blindsided by the realities of their fertility. When they arrive in my office, many are feeling completely lost – newly forced to navigate towards their goal of having a child without knowing how they’ll get there and facing challenges they didn’t even know existed until they were actively trying to conceive. Then there are the patients who don’t even realise that they’re lost – the 49-year-old lawyer who came to discuss her egg-freezing options, or the couple who spent a year diligently timing intercourse outside of the ovulatory window.

Needless to say, there is a very real knowledge gap in our society around reproduction and fertility. I’ve made it my mission to not just help my patients in a clinical setting, but to help bridge this knowledge gap and empower you with the right information to take control of your reproductive health. Consider me your fertility GPS.



UNDERSTANDING THE FERTILITY KNOWLEDGE GAP

We grow up learning how to prevent pregnancy, yet rarely do we receive education about what happens when we actually want to start a family. In my high school health class, well-meaning teachers spent hours drilling how to avoid becoming teenage parents into our hormone-charged minds, leading us to believe that getting pregnant was something that happens easily, all of the time. While it is true that younger women are much more fertile, it took until medical school for me to learn the biological reality that there are only three to five days a month when it is even possible to get pregnant.

Every day, I speak to women in their thirties and forties who have no idea about the magic happening inside their bodies that allows them to ovulate an egg, or even how their birth control works to prevent pregnancy. While I enjoy blowing people’s minds with fascinating details on the inner workings of their reproductive system, I am always shocked to hear the common misconceptions: ‘Wait… so you mean our ovaries don’t take turns ovulating every month?’ Or ‘If my birth control prevents ovulation, then I probably have tons of stockpiled eggs, right?’ (No and no.) Growing up, we learn about contraception and sexually transmitted infections, and rightly so – but almost nothing is taught about what it takes to get pregnant, not to mention the inefficiency and time sensitivity of fertility.

As a result, many people believe that as long as they are healthy, they will be able to conceive when they want. But fertility doesn’t work like a light switch that can simply be flipped on when it’s time to have a baby. Take Jessica, a patient who came to me at 37 after trying to conceive for over a year. She was in great health, exercised regularly and assumed that because she was ‘doing all the right things’, getting pregnant would be straightforward. No one had ever told her that her egg quality and fertility would start to decline after her mid-thirties or that waiting until her career was in a good place could make it harder to get pregnant. Like many women, she felt that she had been left in the dark about her reproductive health, only discovering the time sensitivity of fertility once she faced challenges. Another patient, Maria, had been dealing with irregular periods for years but had no idea this could be a sign of polycystic ovary syndrome (PCOS), a condition that not only impacts one’s quality of life through various hormonal and metabolic imbalances, but that can also cause infertility by interfering with regular ovulation. Like many of my patients, Jessica and Maria expressed disbelief at how much they had to learn so late in the game and frustration at the precious time they’d lost.



THE HIDDEN BIOLOGICAL REALITIES OF REPRODUCTION

Fertility isn’t as simple as trying harder, wanting it enough or just waiting for the right moment. It’s a complex, delicate interplay of biological processes, some of which are more vulnerable to the effects of ageing than others. Most people don’t realise just how inefficient human reproduction is at its baseline, or how precise the timing of conception must be for a healthy embryo to implant – not to mention the misalignment between our prime reproductive years and when most of us are actually ready to begin trying to conceive.

Contrary to what our health classes might have suggested, even at the peak of our fertility in our twenties, there is still only a 20% chance of conception occurring during a single menstrual cycle. Even then, conception is just step one of the process, and the sobering reality is that 1 in 4 pregnancies end in miscarriage. The risk of miscarriage only grows with age as your remaining eggs become more likely to have imbalances in the amount of DNA they contribute to any embryo. In the following chapters, I’ll explore why that happens and how reproductive ageing comes into play to form what we call the biological clock – the onset of which takes so many women by surprise when they are finally ready to pivot to trying to conceive.

Beyond age, conditions like PCOS and endometriosis further complicate the fertility equation. PCOS affects around 1 in 10 women of reproductive age and is a leading cause of infertility due to irregular or absent ovulation. Endometriosis, which affects about 10%–15% of women, can cause scarring and blockages in the reproductive tract and create an environment less conducive to conceiving. Despite the prevalence of these conditions, I routinely find that many women go undiagnosed for years, often because many abnormal signs and symptoms surrounding our menstrual cycles are mistakenly normalised and overlooked.

While there can be a number of biological stumbling blocks when it comes to getting pregnant, the treatments I can offer my patients, such as in vitro fertilisation (IVF), have never been more effective or safe. Since the advent of IVF over 50 years ago, major advances in technology, genetic testing and laboratory techniques have increased live birth rates dramatically. It used to be that a patient had less than a 5% chance of live birth despite having multiple embryos transferred; now, patients can have over a 90% chance of successful live birth within three attempted embryo transfers. Improved success rates and the ability to reliably freeze and thaw embryos have facilitated a shift so that the large majority of IVF cycles now involve transferring only one embryo at a time, reducing the incidence of high-risk twin and multifetal pregnancies. Every day, these advances provide me with the tools to help my patients safely overcome the inefficiency of reproduction and hit the snooze button on their biological clock.



CONCLUSION: WHY THIS BOOK IS CRUCIAL

If there’s one thing I’ve learned from my patients and my own journey to becoming a mother, it’s that understanding your body and your fertility is the first step towards empowerment. From there, identifying your options can transform uncertainty into action and hope. My goal is that through this book and my clinical experience treating patients, whose stories I’ll share, you’ll learn everything you need to know about your reproductive health, enabling you to discern fact from fiction and empowering you to achieve your family-building dreams – now and in the future.






What Does It Actually Take to Get Pregnant? (Spoiler Alert: A Lot)
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Conception requires a healthy egg and sperm, open tubes for fertilisation, and a receptive uterus for implantation.


Meet Sarah, a 33-year-old marketing executive who had a plan for most things in her life and was no stranger to success when it came to executing on her goals. After years of building her career, she was ready to start her family. Prior to this, she had spent very little time thinking about fertility, but she was optimistic and determined to educate herself – she tracked her cycles, bought ovulation kits, and timed everything perfectly with her husband, Tom. She even began adhering to a strict supplement regimen and cut dairy and gluten completely out of her diet on the advice of a popular wellness influencer she started following online. Sarah felt confident that she was ticking all the right boxes.

But, as is true for so many who come through my clinic door, reality started to look different from her plan. After six months of trying, Sarah’s excitement and motivated attitude had morphed into restlessness and frustration. Each negative pregnancy test felt like a betrayal by her body. ‘Why is it so hard when I’m doing everything right?’ she asked me.




GETTING PREGNANT CAN FEEL LIKE PLAYING A SLOT MACHINE

Trying to get pregnant often feels like pulling the lever on a slot machine – there’s exhilaration and hope with each cycle, and you never know which attempt may lead to everything lining up for that ding, ding, ding – jackpot! But there’s also the constant, gnawing unpredictability, often followed by a wave of disappointment when the pregnancy test flashes a single line, signalling yet another futile attempt. Sarah, like so many of my patients, followed every fertility rule in the book, including adopting unnecessary and overly restrictive lifestyle changes that quickly grew tiresome and began to chip away at her happiness. She tracked her ovulation, lived an active lifestyle and took her supplements with dogged determination. But despite all that effort, pregnancy didn’t come as easily as she had hoped.

One of the first things I tell patients like Sarah is that they are not alone and what they are experiencing is not a personal slight from the universe – even for the healthiest couple with perfectly timed attempts, the chances of the stars aligning to result in pregnancy from a given cycle are only about 15%–20%. Many will be surprised to learn that human reproduction is complicated, inefficient and oh so random. Anticipating this is key to overcoming the emotional whiplash that so many feel. Say it with me: Fertility is not logical or fair. One person might hit the jackpot quickly, while another might spend months or even years pulling the levers of the fertility slot machine without results.

It’s not about your worth, how much you want it or how hard you’re trying. It most often comes down to our reproductive biology or luck – and sometimes a combination of both.



GETTING PREGNANT: A PLAY-BY-PLAY

I always begin every fertility consultation by spending a good amount of time breaking down the steps of what it takes to become pregnant, to illustrate just how many things need to go right in order for a pregnancy to happen. This is why persistence is key: The more times you pull the slot machine lever, the better the probability that you might win – or, as Wayne Gretzky once said, ‘You miss 100% of the shots you don’t take.’ As the self-proclaimed ‘Great One’ of fertility medicine, I am here to tell you that when it comes to getting pregnant, only a small fraction of the shots we take actually make it! We need to normalise and talk about this inefficiency to have realistic expectations and understand that trying again and again is often the name of the game. Without intervention, much of conception is out of our control, and knowing that can be extremely comforting and reassuring. It also provides a logical framework for knowing when it makes sense to try to intervene – to seek out an expert who will help pull the right levers at the right time.


Ovulation and Fertilisation Are Like Dating: Timing and Chemistry Are Everything

The first step to getting pregnant is ovulation – and if you’re not releasing an egg into the fallopian tube, then you’re not in the game. Each menstrual cycle is an elaborate hormonal dance that builds up to a single pivotal moment: ovulation, when an egg completes its maturation process within the ovary and is released. Like any strong, confident woman who isn’t going to wait around for a man, this egg, once released, won’t wait long for the sperm. The single egg lingers in the fallopian tube for a short time – only remaining viable and ready to mingle for around 12–24 hours. If the egg isn’t fertilised within that time frame, it will degenerate, and you’ll have to wait for the next ovulation to try again.

Sarah, like many of my patients, was using ovulation predictor kits to pick up signals that her body was about to release an egg. Whether you are predicting ovulation with tools, apps or a calendar, the aim should be to have sex during the two to three days leading up to ovulation. Sperm enter the fallopian tubes within minutes of intercourse or insemination and can live in the reproductive tract for up to five days; if we line that up with the short shelf life of an ovulated egg, there is a three- to five-day window, each cycle, when pregnancy can occur. Needless to say, timing is key.

Once the egg is released, the next step is fertilisation – this step depends on the quantity and quality of sperm and the health of the egg. A complex set of biochemical reactions must take place. Fun fact: When an egg is fertilised by sperm, it releases a burst of zinc ions – which appears as a bright fluorescent spark under the microscope. But just like when two people on a blind date – who on paper seemed like an ideal match – wind up sitting in awkward silence, sometimes sparks simply won’t fly; the egg won’t always be successfully fertilised by sperm, despite their meeting being perfectly aligned.



From Fertilisation to Implantation: Going the Distance

A fertilised egg is like a contestant on The Bachelor. It has to make it through several rose ceremonies to become a healthy embryo. At that point, the embryo has an opportunity to implant and result in a pregnancy – but as any avid Bachelor fan knows, not every season finale actually results in a ‘happily ever after’ outcome.

The fertilised egg has to undergo several rounds of rapid cell division, ultimately forming a ball of 8–10 cells called a cleavage-stage embryo (three days after fertilisation). Most fertilised eggs have no problem reaching this stage – they’re on autopilot, blindly following instructions inherited from the sperm and egg. Developing to the blastocyst stage, five to seven days after fertilisation, is the real challenge. This is when the embryo has to start activating and relying on its own unique genetic code to guide normal growth and development. Many embryos will stop growing before they can reach the blastocyst stage due to having errors (or ‘typos’) in their genetic code, which are unfortunately very common in our reproductive biology. A blastocyst is an embryo that has grown and divided into hundreds of cells, which have differentiated into an outer layer of cells (which eventually gives rise to the placenta) and a clump of cells called inner cell mass (which will form the fetus). Think of the blastocyst as one of the final contestants waiting at the second-to-last rose ceremony – she’s so close, but the biggest hurdle is yet to come.

As this growth and development is happening, the embryo is simultaneously travelling up the fallopian tube towards the uterus, where it will attempt to implant into the uterine lining to establish a pregnancy. Many blastocyst embryos will stop growing before they have the opportunity to implant due to genetic imbalances. This is another step when many pregnancies can fail – often before you even knew you were pregnant. Embryos that are able to implant and then stop developing will result in miscarriage. Pregnancy loss due to genetic errors in embryos is far more common than most people realise. Even the embryos from women in their twenties can be genetically abnormal a quarter of the time! These errors become more prevalent as women age, which can further contribute to how inefficient each attempt at conception can be.

Successful implantation is determined not only by the overall quality of the embryo, but also by the integrity of the inner lining of the uterus and any underlying structural problems within the reproductive tract (such as polyps or fibroids) that could interfere with the uterine cavity environment. Just as the runner-up on The Bachelor can be brilliant and gorgeous but can still fall short of that final rose if she’s not interested in moving to the leading man’s hometown or bonding with his family, similarly, all the reproductive stars have to align in that final step towards pregnancy.

For Sarah, there weren’t any apparent issues uncovered by her and her partner’s fertility testing. I reassured her that even without an obvious barrier to the process, not every egg released in a given month may have been normal, the timing might have been off in some cycles, and not every egg is expected to fertilise or turn into an embryo that can implant. While a 15% probability of conceiving in a given month is not so promising, trying month after month can bring the cumulative probability of successfully conceiving to an acceptably high level. We expect that approximately 85% of couples are able to conceive after one year of regular, timed intercourse. Armed with this knowledge, Sarah and Tom’s expectations were reset and their experience was normalised, making them feel less frustrated and reassuring them that they were, in fact, on the right track.




KNOWING WHEN IT’S TIME TO SEEK HELP

After six months of trying, Sarah and Tom decided to see me for a fertility evaluation. When I told her that her initial examination was normal, she felt both relieved and frustrated. ‘Why isn’t it working if everything’s normal?’ she asked. The truth is that sometimes, even with a clean bill of reproductive health, it just takes time. Of course, there is still the reproductive clock to contend with, and the reduced odds of success as a female partner ages. Finding the middle ground between giving it enough tries and being mindful of the time sensitivity of fertility is key – and one of the areas where many of my patients understandably feel anxiety.

When it comes to the question of when to seek expert help, you can begin by talking to your consultant or going directly to an accredited fertility specialist if you have been trying for over a year under the age of 35, after six months of trying over age 35, and after three months of trying at 40 and older. Of course, this is not a hard and fast rule. It’s never wrong to see a fertility specialist to discuss your concerns before meeting these time thresholds if you feel distressed, have specific concerns about your fertility given your personal or family medical history or are looking to be proactive and consider options like fertility preservation.

One of the biggest fertility red flags is menstrual cycles that are irregular or absent, painful or heavy, which could signal gynaecologic problems such as PCOS, endometriosis or fibroids, respectively. Because problems such as endometriosis and early menopause can be inherited, having affected family members (especially first-degree relatives) should serve as a warning to be more vigilant and proactive about your fertility. Even if fertility testing reveals no clear cause or target for treatment, fertility treatments like medication with intrauterine insemination (IUI) or IVF will often be recommended to improve the efficiency of trying to conceive so that you can get on the path to pregnancy sooner.




BEYOND BIOLOGY: IMPROVING THE THINGS WE CAN CONTROL

So much of conception is out of our hands, but make no mistake – there are still important factors that we can influence. I’ve used the metaphor of playing a slot machine to describe the process of getting pregnant, and I cannot overstate the importance of avoiding the typical behaviours you would see while people-watching at the slots in a Vegas casino: smoking and excessive drinking! I will delve deep into the importance of avoiding toxic habits and making specific nutritional choices that support fertility and a healthy pregnancy in the chapter ‘Adopting the Fertility Goddess Lifestyle.’

My patient Sarah was diligent about her health. She exercised regularly and ate a balanced diet. After a few months without results, she fell down the Google rabbit hole and became increasingly restrictive in an attempt to regain control, spending a lot of money and time taking unproven supplements and cutting out foods that she previously enjoyed as part of a balanced diet, all without medical cause. After I counselled her about the lifestyle choices that can make a meaningful difference and explained the relative contributions of biological factors that we cannot control versus the things we can do to optimise the odds of conceiving, Sarah adjusted her routine, focusing on balance rather than intensity, and began to live life more fully again.



PROTECTING YOUR MENTAL HEALTH DURING THE MARATHON OF TRYING TO CONCEIVE

Finding ways to manage stress and prioritise mental health, both of which can have very real indirect effects on conception, is vital. Because trying to conceive is so inefficient and the yield is so low from one cycle to the next, there is a real risk of burning out, dropping out from treatment or taking lengthy periods of time off from trying to conceive – which can have a negative impact on the overall outlook given the time sensitivity of fertility. Fostering resilience can help you stay in the game and keep playing until you win! Fertility is a marathon, not a sprint – stay hopeful but plan ahead and be proactive. Avoid overburdening yourself with extreme lifestyle changes or costly supplements that are rooted in fear rather than science. Prioritise your mental health with stress management, support groups or therapy. Set boundaries to protect your peace – skip triggering events and be clear with loved ones about how they can support you. Most importantly, keep living your life – travel, enjoy your hobbies and stay connected with the people who bring you joy. Remember, you are more than your fertility!



CONCLUSION: DEMYSTIFYING THE PROCESS

For Sarah and Tom, my advice was simple: Keep trying. Younger than 35 and with no known medical issues, they had only been trying for six months – well within the normal range. I reassured them that if pregnancy didn’t happen within the next four to six months, we could revisit treatment options like medicated IUI or IVF. Two months later, at the eight-month mark, I got an ecstatic email from Sarah – she was pregnant. The following year, she welcomed her daughter, Stella.

Sarah’s story reflects what I see every day. Fertility is complex, unpredictable and often frustrating. Yes, it can take persistence, guidance and a little luck. Other times, it’s about knowing when to seek help. Understanding both the science and the emotional toll of trying to conceive can make all the difference. Whether you’re just starting or have been on this path for a while, know that there is always hope – you are not alone.






Tick-tock Goes the Biological Clock: Getting Wiser About Getting Older and What It Means for Your Fertility

From casual chats with friends to well-meaning family comments, the ticking biological clock is a reminder we can never quite escape – an invisible countdown that starts long before we’re ready to think about kids. Whether it’s our favourite Friends character Monica Geller’s anxiety about turning 30 or Liz Lemon’s panic over running out of time on 30 Rock, the pressure to conceive before it’s ‘too late’ is a cultural trope, often played for laughs. But what exactly is the biological clock, and how does it really impact fertility?

The idea that time is running out can feel overwhelming, especially with conflicting advice and societal pressure at every turn. Scroll social media for a few seconds, and you’ll see headlines about 50-year-old-celebrity pregnancies or influencers injecting themselves with fertility meds under a ring light, urging you to ‘freeze your eggs, just in case’. The truth? Fertility and ageing are complex and deeply personal, and they don’t fit neatly into the oversimplified narratives we’re constantly fed.

As an expert who has counselled thousands of women about the significance of their biological clock when it comes to fertility and family planning, I want to break down the science in a way that is relatable and easy to understand, without making you feel like you’re racing against time. Whether you’re in your twenties, thirties or forties and older, this chapter is about becoming wiser, less afraid and more in control when it comes to understanding what ageing really means for your fertility.

Turning 35 can feel like being Cinderella at the ball, bracing for midnight – but fertility doesn’t vanish overnight. Reproductive ageing is a gradual process, and while fertility declines over time, it’s not a doomsday clock. By your early to mid-thirties, egg quantity and quality start decreasing, but that doesn’t mean pregnancy after 35 is impossible. It may just take longer, be more complex and sometimes require medical support. And despite what pop culture suggests, men have a biological clock too. While women face fertility pressures earlier, male ageing can also impact sperm quality and increase health risks for offspring – a reality many men don’t even consider.

So, what does this all mean for you? In the next section, I’ll break down how fertility changes with age for both men and women, the role of ovarian reserve and what the data really says about conception at different stages. I’ll also explore modern fertility treatments, like egg freezing and IVF, that offer options to work around the biological clock. Because when it comes to fertility, knowledge is power – and the more you understand, the more control you have over your future.


FEMALE REPRODUCTIVE AGEING


Meng, a 28-year-old medical student, had recently found out she had a low anti-Mullerian hormone (AMH) level on testing done by her consultant, who recommended she take an AMH test to get a ‘gauge of her fertility’ prior to starting to try to conceive. Meng had been on the pill since she was 16 and was about to come off it to begin trying. Meng panicked when she saw the result and immediately booked an appointment with me, believing that she was infertile.



I counsel hundreds of patients each year about female fertility and always start by sharing the fact that the ovaries (and the eggs they contain) are the only component of the female reproductive system that is vulnerable to ageing. An uncomfortable, inconvenient truth is that women are born with all the eggs we will ever have; we cannot make new eggs, nor can we repair them as we age. This means that the quantity – and more importantly, the quality – of those eggs decline over time.

Ovarian reserve refers to the number of follicles in the ovaries, each containing an egg. But fertility isn’t just about how many eggs remain – it’s also about their reproductive potential. As we age, the chance of ovulating an unhealthy egg increases, impacting fertility and pregnancy success. Understanding how egg quantity and quality decline separately is key to making informed decisions about your reproductive health and family planning. Knowing this can help you navigate the biological clock with clarity rather than fear.



EGG QUANTITY AND HOW IT CHANGES WITH AGE

‘You’re losing eggs every day!’ is an alarm bell sounded to every person with ovaries, well before it’s even remotely relevant to their personal fertility timeline. The image of an hourglass containing precious eggs, constantly slipping away like grains of sand, tends to lurk in the female subconscious. As a fertility doctor, I see firsthand how deeply the scarcity mindset around fertility impacts my patients – many of whom embody the proactive, high-achieving, anxiety-prone stereotype of New Yorkers. Every week, I meet patients asking for an ‘egg count’ to gauge whether they should be concerned about their fertility. But one of the biggest misconceptions is equating egg quantity with egg quality – when in reality, they are two distinct factors that affect fertility in different ways.

Egg quantity, or ovarian reserve, is easier to measure, making it a more tangible concept to grasp. What’s fascinating (and frustrating) is that we reach our peak number of eggs before we’re even born – at around six to seven million as a 20-week-old fetus in the womb. By birth, that number has already dropped to one to two million due to a natural process called atresia, where eggs die off. This continues throughout life, leaving 300,000 to 500,000 eggs by puberty, but only 300 to 400 will ever be ovulated.

In our twenties, egg loss is gradual, but by our thirties, the decline accelerates. By age 37, a woman may have only 25,000 eggs left, and by her late forties, around 1,000. When the supply dips below this threshold, the ovaries can no longer release eggs, ovulation stops, periods cease, and menopause begins – typically in the early fifties. Understanding this natural decline helps put fertility into perspective, allowing for more informed, proactive choices.

[image: A line graph shows the decline in the number of ovarian follicles from birth to menopause, beginning at 10 million and significantly declining after 500,000.]
The natural decline in follicle count (a marker of ovarian reserve) with increasing age

One of the most confusing aspects of egg quantity decline is the fact that we only release 300–400 eggs over our lifetime – just one single egg each menstrual cycle, from when we start ovulating. Patients often ask, Where do the rest of the eggs go?! or question whether being on the birth control pill, which prevents ovulation, might allow them to extend their reproductive timeline – essentially stockpiling eggs like everyone stockpiled toilet paper during the early days of the Covid-19 pandemic. But ovulation is not the only way that we lose our eggs over time. For reasons that aren’t entirely clear, large numbers of follicles undergo atresia in waves.

During each cycle, only a very small subset of the total number of eggs that are locked away deep in the ‘storage pantry’ of our ovaries are able to escape to the surface of the ovary. Imagine that those eggs are removed from the ovarian pantry and are stored in two kitchen cabinets, where they become accessible and are visible on an ultrasound as ovarian follicles – small bubbles of fluid that each contain a single egg. The eggs stored in the pantry are rationed accordingly – the more you have stockpiled in there, the more follicles are moved into the kitchen cabinets in a given cycle. As the supply dwindles, smaller quantities of eggs are recruited and seen on ultrasound over time. Of the eggs recruited in a given cycle and made available in the kitchen cabinet, only one will be randomly plucked from the cabinet, or ovulated, and utilised in the recipe for reproduction. The rest of the recruited eggs that were brought out of the pantry to the kitchen cabinet will undergo atresia and cannot be recycled, nor can they be returned to storage within the core of the ovary. Make no mistake, human eggs are a perishable item – that is, unless you freeze them. A retrieval cycle for egg freezing or IVF is akin to salvaging the eggs from the kitchen cabinet, saving them in the freezer before they get thrown away.

The idea that egg quantity predicts fertility is a common misconception. We ovulate one egg per cycle, and whether someone has many or few eggs in reserve doesn’t affect their chances of pregnancy – as long as they’re ovulating regularly. What truly matters is egg quality. As women age, eggs are more prone to chromosomal imbalances, increasing the likelihood of ovulating an unhealthy egg that lacks reproductive potential. So, the challenge with ageing isn’t just having fewer eggs, but having fewer healthy ones that can lead to a viable pregnancy.

During egg freezing or IVF, medications stimulate the ovaries to salvage as many eggs as possible from the kitchen cabinet (the eggs recruited for that cycle). The more eggs retrieved, the better the odds of success. However, as ovarian reserve declines with age, fewer eggs are available, leading to reduced treatment efficiency and efficacy over time. Unfortunately, fertility specialists don’t have the power to unlock the eggs still in storage – we can only work with what’s been recruited for that cycle.

Understanding how egg quantity and quality change with age helps make informed decisions about when to try to conceive, whether to freeze eggs or when to seek fertility treatment. Egg freezing acts as a pause button, allowing you to bank healthier eggs now rather than relying on a smaller, lower-quality supply later. The more you know now, the more control you may have over your future fertility.



MEASURING OVARIAN RESERVE: UNDERSTANDING YOUR EGG SUPPLY

There are two methods that fertility specialists use to evaluate the quantity of eggs remaining in the ovaries:


	1.  Pelvic ultrasound of the ovaries: antral follicle count (AFC)

	2. Blood work to assess hormone levels: anti-Mullerian hormone (AMH) and follicle-stimulating hormone (FSH)





Antral Follicle Count

AFC is best measured via transvaginal ultrasound between cycle Days 2 and 4, when ovulation won’t obstruct a full view of the ovaries. The small, fluid-filled antral follicles, each containing an immature egg, appear as black spaces on the ovary and can be counted. These follicles represent the pool of eggs available for that cycle, either for natural ovulation, or stimulation and egg retrieval for IVF or freezing. A typical AFC ranges from 15 to 20 follicles in women in their twenties and early thirties, but this number declines with age as fewer eggs are recruited per cycle, reflecting the natural decrease in ovarian reserve.



Anti-Mullerian Hormone

AMH is produced by the cells lining antral follicles, reflecting the number of eggs recruited in a cycle. Unlike FSH or oestrogen, which fluctuate throughout the menstrual cycle, AMH levels remain stable and can be measured at any time, making it a reliable marker of ovarian reserve.

Higher AMH suggests a larger egg supply, while lower AMH indicates fewer eggs remaining. This is especially important for egg freezing or IVF, as AMH helps predict response to ovarian stimulation and the expected egg yield. When used correctly, it guides treatment protocols and medication dosages to optimise results.



Day 3 Follicle-Stimulating Hormone

FSH is a pituitary hormone that stimulates follicle growth in the ovaries. Unlike AMH or AFC, FSH levels increase as ovarian reserve declines – the fewer eggs available, the harder the brain works to stimulate and mature eggs.

For an accurate assessment, FSH must be measured between cycle Days 2 and 4, alongside oestradiol (oestrogen). Birth control or high oestrogen levels later in the cycle can falsely suppress FSH, making it an unreliable marker outside this window.

In a typical cycle, Day 3 oestradiol should be low (under 290 pmol/L). In response to the lower oestrogen levels seen with reduced ovarian reserve, the pituitary will produce more FSH to push the ovaries to function. Normal FSH levels are below 10 IU/L; 10–20 IU/L may indicate reduced ovarian reserve, while levels above 20 IU/L suggest severe egg depletion and lower response to ovarian stimulation.



How to Interpret Measures of Ovarian Reserve?


Let’s revisit the story of Meng, a 28-year-old woman with a low AMH level (5.71 pmol/L) and nine antral follicles on ultrasound. Yes, her ovarian reserve markers were low, but according to her age, she was predicted to have good egg quality and a high chance of ovulating a healthy egg each month. She came to me assuming she was infertile, yet she hadn’t even attempted to start conceiving with her partner! Four months after our initial consult, I received an email from her informing me that after stopping birth control, she had regular menstrual cycles and was able to get pregnant. She ended up having no issues conceiving a second child two years later and is now the proud mother of two girls.



Ovarian reserve tests should not be interpreted as a fertility screening tool – they cannot predict whether it will be difficult or easy to conceive if you are simply trying month after month, with a single ovulated egg. But ovarian reserve markers can predict how well you will respond to fertility injections to stimulate the ovaries and how many eggs you may be able to obtain from a single egg retrieval – in other words, the efficiency of a given egg-freezing or IVF cycle. Ovarian reserve testing helps your doctor determine the appropriate stimulation protocol and dosage of medication to safely retrieve an optimal number of eggs.

When it comes to ‘what’s normal’, it is best to consider ovarian reserve markers in a relative sense – what’s considered low reserve for a person in their twenties may be considered normal or even high for a person in their forties and older. Ovarian reserve tests merely provide a snapshot assessment of how many eggs are available in that moment. The tests cannot assess how quickly ovarian reserve will decline in the future or when you will ‘run out of eggs’ and enter menopause. There is no way to predict the rate of loss of eggs over time, so the classic questions from patients – How long before I’ll have fertility problems due to my age? and When will I stop ovulating and go into menopause? – are ones that nobody can truly answer. Despite all our technological advancements, there is still no fertility crystal ball!





DIMINISHED OVARIAN RESERVE

Diminished ovarian reserve, often referred to as DOR, describes a condition when a woman’s ovaries have fewer eggs than expected for her age. Remember, we’re all born with a finite number of eggs, and as we age, that number naturally decreases – it’s fair to say that at a certain point, all women will experience DOR. However, for some women, this decline happens more rapidly than expected, leading to a lower ovarian reserve at an earlier age. Looking back at Meng’s situation, her AMH level of 5.71 pmol/L was very low for her age, which indicated DOR. However, the lower number of eggs available in a given cycle did not hinder her odds of conceiving, as she, like everyone else, only ovulates a single egg each month. In Meng’s case, she either started with a lower number of eggs than what is typical, or she went through a period of an accelerated loss of eggs, which may or may not continue in a progressive fashion over time. Even though DOR is often associated with ageing, it’s not exclusive to women over 35 – it can affect women in their twenties and thirties as well.

When we talk about DOR, it’s important to understand that it’s not the same as infertility. Many women with DOR are still able to conceive without treatment, like Meng, as long as they retain enough eggs to continue to ovulate regularly. It’s also crucial to understand that DOR can make the journey to pregnancy via IVF more challenging and less efficient, as it may be harder to respond to treatment, and the number of eggs yielded in a given cycle will be lower.

DOR can be concerning, especially for younger women, because it could signal that their fertility window is shorter. Conversely, it could also indicate a lower egg quantity that could remain relatively stable over a long period of time. Once your egg count approaches and then dips below that critical threshold of fewer than one thousand eggs, approximately, ovulation becomes infrequent, erratic and eventually absent (i.e., menopause). Remember: If you aren’t ovulating, then you cannot get pregnant (without treatment). Furthermore, this stage is when the ovaries become unresponsive to stimulation, and egg retrieval can no longer access the low supply of eggs. This is why egg freezing may be considered a prudent, cautious approach for younger women diagnosed with DOR – to provide options in case early menopause does occur.



Menopause, Perimenopause, and Their Relationship to DOR

Menopause marks the end of a woman’s reproductive years, defined as 12 consecutive months without a period. It typically occurs around age 50, but perimenopause – the transition phase – can start in the forties. Both are tied to DOR, as they reflect the natural decline of egg supply.

Women with severe DOR may experience earlier perimenopausal symptoms like irregular cycles, hot flashes and mood changes due to fluctuating hormones, though many still ovulate for years before menopause. Once menopause occurs, ovarian reserve is depleted, meaning getting pregnant from ovulating is no longer possible. For those who experience premature menopause (before 40), the sudden loss of fertility can be especially devastating.



Causes of DOR

Outside of age, there are a number of factors that can cause DOR. Genetic factors (i.e., conditions like Turner’s syndrome or fragile X premutation) are linked to early depletion of ovarian reserve. Having a family history of early menopause in a first-degree relative is another significant genetic risk factor for early onset DOR and premature menopause. Women with a personal history of endometriosis, especially with involvement of the ovaries, are more likely to have DOR. Medical treatments such as chemotherapy or radiation, or surgeries to remove ovarian cysts or related to the treatment of endometriosis, can deplete ovarian reserve. Finally, smoking is one of the most well-established lifestyle risk factors for DOR, causing direct damage to the ovaries, leading to faster depletion of eggs and earlier onset of menopause when compared to nonsmokers.




EGG QUALITY AND HOW IT CHANGES WITH AGE

A decline in the quality of our eggs has a much bigger impact on our fertility than decreasing egg quantity. When we talk about egg quality, a major aspect we are referring to is the ability of an egg to deliver 23 chromosomes (how our DNA is packaged) when it is fertilised by sperm and grows into an embryo. As we age, the eggs we ovulate have a higher chance of turning into an embryo that has missing or extra chromosomes. These errors often lead to the embryo not being able to implant or stay implanted, or result in a child with a medical syndrome. But why do some eggs have an imbalance in their chromosomes and why do these errors increase with age?

If you remember secondary school biology, you might recall learning about a process of cell division called meiosis, where genetic material gets repacked and reorganised in eggs and sperm. Normally, meiosis ensures that an egg ends up with exactly 23 chromosomes, half of the total 46 chromosomes found in most human cells. Different parts of meiosis are completed when an egg matures and ovulates, and again when the egg is fertilised by sperm. Meiosis is a process that is very error-prone and can result in a lot of typos, or embryos with a chromosomal imbalance (also known as aneuploidy). Because we cannot generate new eggs or repair the eggs we have as we get older, the wear and tear of ageing takes a toll on various aspects of the egg cell’s machinery.

For example, it has been shown that cohesins, proteins responsible for keeping the chromosomes orderly and organised during meiosis, degrade with age. Older eggs have also been shown to have fewer mitochondria. I bet you never thought every secondary school biology teacher’s favourite slogan – The mitochondria are the powerhouse of the cell! – would be relevant to your fertility, but it is. Mitochondria can be prone to damage from oxidative stress, which can occur from the process of ageing and also from environmental exposures, like smoking and radiation. Any breakdown in egg function can lead to a haphazard segregation of chromosomes when the egg ovulates and undergoes fertilisation, which can in turn lead to unhealthy, genetically imbalanced embryos.

Here’s a shocking fact sure to offend those in their twenties – nobody has perfect egg quality. Everyone has the potential to ovulate an unhealthy egg. In our twenties, 20%–25% of embryos resulting from our eggs will have chromosomal errors. This rises sharply to 50% of embryos being abnormal at age 38. In our forties, over 70% of embryos may be abnormal. Egg quality declining progressively as we age is an inescapable fact of life. Unfortunately, there is no direct test that can be done to evaluate overall egg quality or the proportion of healthy eggs a woman has left. We make an educated guess based on a patient’s age and what we know about the strong relationship between the likelihood of an embryo being genetically imbalanced and the age of the egg that the embryo came from.

EGG AGE AND GENETIC IMBALANCES IN RESULTING EMBRYOS

[image: A line graph titled Aneuploidy Rates Based on Age shows a spike in Aneuploidy from ages 35 to 45, rising from 35% to 80%.]
With advancing age, the proportion of eggs resulting in embryos with chromosomal abnormalities (aneuploidy) rises significantly, impacting fertility and miscarriage risk.1

Egg quality is the key link between age and fertility. As women age, it takes more cycles to release a healthy egg, increasing the risk of genetically abnormal embryos. Most fail to implant, while others result in miscarriage or genetic disorders like Down syndrome. The risk of miscarriage rises from 20% to 35% between ages 35 and 39 to over 50% by age 45. Similarly, the risk of having a baby with Down syndrome jumps from 1 in 350 at age 35 to 1 in 100 at 40 and 1 in 30 at 45. While environmental factors may play a role, age is the biggest determinant of egg health, directly impacting pregnancy success.



IMPACT OF AGE ON THE UTERUS

All this talk of ageing ovaries can feel very doom and gloom – but get ready for a major plot twist! While the impact of age on egg quality cannot be overstated, your uterus remains largely immune to the impact of ageing when it comes to getting and staying pregnant. In fact, The uterus doesn’t age! is something I have the urge to shout from the rooftop of my Brooklyn apartment every now and then. This is a much-needed rescue buoy when we risk getting pulled under the current of negative statistics regarding the ways that getting older can limit our chance of conceiving a healthy pregnancy. There is no data that shows any difference in pregnancy rates in older women, even those who are menopausal and using frozen eggs or embryos, whether from their own eggs prior to reaching menopause or from an egg donor. No matter how old you are, your uterus always retains the ability to respond to hormones, even if supplemented artificially, and to allow an embryo to implant. (From there, the placenta, which forms at 7–10 weeks of pregnancy, will begin producing the hormones needed during the remainder of the pregnancy.) That’s not to say there aren’t pregnancy-related risks to carrying a child at an older age, but with proper care these risks can be managed to allow for a healthy, successful pregnancy.



IMPACT OF AGE ON PREGNANCY OUTCOMES

Of course, anytime something seems too good to be true (like the statement The uterus doesn’t age!), there’s always a catch. Yes, we can get pregnant at any age – but there are greater risks to the health of the developing fetus and the one carrying the pregnancy that come with being over 35 (often referred to as a geriatric pregnancy – a term I despise and refuse to use). These risks increase to a greater degree over age 40. While the uterus is a resilient organ when it comes to an embryo implanting at any age, the blood vessels that supply oxygen and nutrients to our cells undergo the normal wear and tear of ageing. This can cause impaired blood flow through the placenta, leading to increased risk of high blood pressure and disorders like preeclampsia, fetal growth restriction, preterm delivery, gestational diabetes, and complications during labour and delivery.

While pregnancy after 35 comes with higher obstetrical risks, many women can go on to have healthy babies with the right prenatal monitoring. I had my daughters at 34 and 37, both via C-section, and developed gestational diabetes in my second pregnancy. Thankfully, my consultant and maternal-fetal medicine specialist helped manage my blood sugars, ensuring a smooth
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