


I OW DOSE GONADOTROPINS

With combined use of GnRh hMG,
bctter pregnancy rates have been obscrved.
The better results were therefore attributed
to improvement of embryomic quality due
to reduction of LH concentration by GnRh
analogucs

AL present titration of FSH, or hMG,
gradually and slowly appear to be the only
possible way of preventing OHSS inPCOD.

MATERIAL AND METHODS

Forty four paticnts with PCODs who
were having anovulatory infertility were
tahen into study during a period of 13
months 1n 1995-96 at  SAT Hospital,
Mcdical College, Trivendrum.

Majority ot paticnts were on Gn-Rh
- analogue (long protocol Inj Buserelin
500 meg) S, ¢ from luteal phasc of previous
cycle. All paticnts were monitored with
6 5 MH/ transvaginal probc (TOSHIBA
CAPASEE) from 8th day of staring of
gonadotropins. The initial dose varied from
150 to 75 [U of pure FSH or hMG which
was tapered to one ampoule (75 iu) or
1/2 amp (37.5 iu) depending on response.
The protocol was adjusted to a maximum
of 3-4 cycles. 62 cycles were monitored
with ultrasound. 56 cycles were found to
be ovulatory. Monofollicular growth was
achicved in majority i.e. 36 paticnts (58%).
Cancellationof cycleswasdonc in8 (12.9%)
duce to excessive growth of follicles. hCG
was administered when leading {ollicle was
>16-17mm. The mean duration of follicu-
lar phase was 17.1 + 3 2 days and mcan
dosage of FSH used was 15.1 + 4.9.

The pregnancy ratc per patient was
36.6% and per ovulatory cycle 28.5%.

No case of OHSS occured in the low
dosc regimen. One casc of twin pregnancy
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and 15 casesofsingletonpregnancy occured.

In the same period with conventional
therapy with step up Gonadotrophins for
PCOD, 1 case of severe OHSS compli-
cating quadruplcts and 1 case of Quin-
tuplets occured.

RESULTS

Low dose FSH/LMG in PCOD

No of patients - 44

No of Cycles - 62

No of Ovulatory cycles - 56

No. of monofollicular growth - 36 (58%)

Cancelled cycles -8(12.9%)

Mecan duration of follicular phase
-17.1+3.2

Mecan dosage of FSH -15.1+4.9

Outcome

Pregnancy rate/patient - 36.6%

ovulatory cycle - 285%

OHSS - Nil Multiple pregnancy - Twins - 1
Singleton pregnancy - 15 (92%)

Conventional therapy (Step up Regimen)

Severe OHSS - 01
Quintuplets - 01
Quadruplets - 01

DISCUSSION

The main risk factor in presence of
polycystic ovaries, are high ovarian
responsc to supcrovulation therapy,
the use of hCG to trigger ovulatory
process or for lutcal phase support and
endogenous production of hCG by ecarly
pregnancy.

Fleming and Haxton (1985) pioncered
ovarianstimulation in anovulatory paticnts
by combined use of GnRh and hMG. The
better improvement in embryonic quality



-2 JOURNAL OF OBSTE «...CS AND GYNAECOCLOGY OF INDIA

cut to 1cduction of LH concentrition by
Gukh.

Pransvaginal foliicuiir monitoring by
ultrasound focussing on the number, size
and pattcrn of distribution of follicles are
important n prediction of OHSS.

A Belgan muiticentinie (Delvigne and
Dubois, 1993) his concluded that number
ot sccondary ormediumsized tellicies rather
than  dominant, as a vdluable thing ot
possible development of OHSS.

Monitoring by transvaginal ultrasound
whilc on jow dusc FSH/hMG climinatcs
the usc of' scrum ocstradiol estimation which
will be practicable for many of practising
Specldtists.

Ultrasound follow up of leading fol-
Jicles should be used tor deteymination of
best uming of hCG and serum E2 and

sunographic visualisation of small and
intermediate [ollicles should be used to
dcterminc likelihood of hyperstimulation
syndrome.

Forman etal (1990) suggested that hCG
should be withheld if serum oestradiol
exceeded 2000 pg/ml or associated with
total of more than 15 follicles each morc
than 12 mm mean diamcter.

In PCOD paticnts titration of hMG and
FSH wheniadministered gradually and stowly
should be used to prevent OHSS and achieve
monofollicular ovulation.
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