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Summary 

A pro习pective study was undertaken to evaluate the efficacy of stimulated in vitro fertilisation (SIVF) using Clomiphene Citrate 
and hMG in different infertilities. The analysis was applied to the first 81 cycles over a period of 9 months in the years 1994-1996 
in She扣eld Fertility Centre (SFC). The female patients included in this study were under 40 years of age, and their FSH and LH 
values were <I OIU/L. Mild and moderate male factor infertilities were included. 

For tubal factor infertility 16 cases were included with an implantation rate of 0%. The unexplained factor infertility included 33 
cases with皿implantation rate per embryo transfer (ET) of 41 %. For male factor infertility there were 18 cases with an implanta­
tion rate per ET of 42%. Out of 3 cases in the ovulatory factor group none reached ET with 0% implantation. For multiple factor 
infertility 11 cases were included with a 0% implantation rate. The overall implantation per embryo transfer was 27%, while the 
implantation per cycle started was 15%. 

We conclude that there 扛e certain infertility factors. i.e. unexplained infert山ty and mild male factor, which can have good results 
in IVF using CC/hMG only. 
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Introduction 

The birth of Louise Brown, the first child born from 
natural-cycle in vitro fertilization (NlVF), [ I J heralded the 
genesis of a new treatment which brought hope to coun­
tless unfortunate infertile couples. Stimulated in vitro fer­
tilization (SIVF) when replaced by NIVF, improved pre­
gnancy rates mainly as a result of transferring several 
embryos [2, 3]. 

Until recently the most common ovarian stimulation 
regimen used in assisted conception was clomiphene 
citrate (CC) and exogenous human menopausal gonado­
trophin preparations (HMG), where CC as an oestrogen 
antagonist stimulates the recruitment of a number of small 
follicles and hMG sustains the growth of this cohort of 
recruited follicles. The best results using this combination 
have been achieved in those units where extensive moni­
toring of endogenous luteinizing hormone (LH) secretion 
in the late follicular phase is employed. Macnamee et al. 
[ 4] showed that if LH was detected and supported with
HCG administration for timing the egg recovery, then the
patient's clinical _per�ormance throu_gh assisted conception
is not compromised. A recent major step in preventing 
these unwanted phenomena came with the introduction of 
gonadotrophin releasing hormone analogues (GnRH-a) 
which abolish the LH surge [5]. 

The use of CC/hMG induction of ovulation is outmoded 
in the IVF protocols, however due to the rise in the price 
of the high purity FSH which is replacing the hMG pro-
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ducts, we aimed to study the reuse of CC/hMG in IVF and 
to assess and compare the various infertility factor outco­
mes in this prospective study. 

Materials and methods 
The female patients included in this study were under 40 

years of age, and had FSH and LH values of <IOIU/L. Mild and 
moderate male factor infertility were included (normal semen 
analysis when density >20 millions/ml, motility (1-11)>30%, 
morphology>25%, Couples with mild male factor (Pl) had only 
one and the moderate male factor had two low parameters in the 
semen analysis of either a density between 5 and 20 million 
sperm/ml, a motility (grade 1+11) between 5 and 30%, or the 
normal forms between 5 and 25%. 

Ovulation was induced by using clomiphene citrate from day 
4 to day 8 of the cycle. Before that, basal FSH. LH, and E2 
blood tests were performed at day 2 of the cycle and the treat­
ment was carried on if both FSH and LH were performed at day 
2 of the cycle and the treatment was carried on if both FSH and 
LH were less than IO IU/L. Patients attended the clinic on day 
7 for blood tests of E2 and ultrasound checks for follicles, and 
accordingly hMG was given IM in doses of 150 JU daily from 
day 7 to day 9. On the IO'h day patients again had blood tests 
for E2 and ultrasound follicular growth checks and continued 
hMG daily, being monitored with blood tests for E2 and LH. On 
alternate days ultrasound checks were done and accordingly the 
dose of hMG was individually adjusted to the ovarian response 
till at least 3 follicles of more than 17 mm were achieved with 
at least I 000 pmol/1 E2 for each follicle provided no excessive 
ovarian stimulation and no premature LH surge occurred. 
However if a LH surge was detected, timing of HCG followed 
a designed table plotted from previous experience [6]. HCG 
10,000 IU was given IM and egg recovery was planned at 34-
36 hours. Ultrasound guided needle aspiration transvaginally 






