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and validation cohorts. Although the Hosmer – Lemeshow x 2 ¼ 16.3
(df ¼ 8, P ¼ 0.04) is statistically significant due to the large sample
size, the differences between predicted and observed live birth probabilities are clinically unimportant (Fig. 6). The c-index was 0.66 for the
temporal validation cohort.
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age group (18–34 years). At the other end of the spectrum, all
women over 40 years were treated as a homogeneous group although
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Our results show a strong relationship between the number of eggs
and the LBR in a fresh IVF cycle. The best chance of live birth was
associated with the number of eggs of around 15 and showed a
decline with .20 eggs. LBRs were seen to decline with advancing
maternal age although a global increase over time was noted across
all age groups.
We used the largest available clinical IVF database to assess the
association between the number of eggs and live birth in a fresh IVF
cycle. Although the clinical heterogeneity within the data set may be
considered a drawback, such differences increase the generalizability
Figure 4 Observed versus predicted live birth rate in data from
of our findings. The model has been derived using more recent data
2006 to 2007.
(2006 – 2007) which closely represent current practice and validated
using the most recent subset of IVF cycles within the cohort (2008)
The predicted probability of live birth for a given number of eggs
constituting a temporal external validation as current recommenand age group is provided in Table II. This information is summarized
dations advocate.
in the nomogram (Fig. 5), which provides a graphic depiction for easy
Although the size of the database was large, we encountered proFigure
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Nombre d’ovocytes optimum

Figure 3 Association between egg number and live birth rate.
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GnRH Antagonist Cycles Are Shorter Than Long
GnRH Agonist Cycles
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Programmation avec les antagonistes
q E2 pretreatment (Guivarc’h, 2010, Blockeel et al., 2012,
Cedrin-Durnerin et al., 2012)
q OCP pretreatment (Wei et al., 2017)

Days of
9.6 ! 2.4 (6–14) 10.3 ! 2.5 (8–15)
NS
stimulation
COCs
5.1 ! 3.4 (1–22) 5.7 ! 3.3 (1–17)
NS
MII oocytes
3.4 ! 1.9 (0–10) 4.1 ! 2.5 (0–11)
NS
Fertilized oocytes 2.3 ! 1.7 (0–6)
3.2 ! 2.3 (0–10)
NS
Biopsied
1.2 ! 1.2 (0–5)
1.4 ! 1.7 (0–9)
NS
blastocysts
Euploid
0.6 ! 0.8 (0–3)
0.7 ! 0.8 (0–4)
NS
blastocysts
Per injected MII oocyte
MII oocytes
142
173
Fertilized oocytes
99 (69.7)
136 (78.6) Fertility
NS
Biopsied
49 (34.5)
58 (33.5)
NS
blastocysts
Euploid
23 (16.2)
26 (15.0)
NS
blastocysts
Per biopsied blastocyst
Biopsied
49
58
NS
blastocysts
Day of blastulation
5
19 (38.8)
22 (37.9)
NS
6
29 (59.2)
36 (62.0)
NS
7
1 (2.0)
0
NS
Blastocyst quality
Excellent
21 (42.8)
26 (44.8)
NS
Good
9 (18.4)
10 (17.2)
NS
Average
12 (24.5)
12 (20.7)
NS
Poor
7 (14.3)
10 (17.2)
NS
Aneuploidy
Euploid
23 (46.9)
26 (44.8)
NS
Single/double
18 (37.1)
25 (43.2)
NS
aneuploid
Complex
8 (16.0)
7 (12.0)
NS
aneuploid

cysts were available, thus conﬁrming the signiﬁcant contribution of LP stimulation to the pregnancy rate on a per
menstrual cycle basis.

Stimulation en phase folliculaire et
phase lutéale = Duostim
FIGURE 1

DISCUSSION

All infertility treatments aim to obtain a healthy baby—or
establish the chance to have a healthy baby in the future—
with the least possible physical and psychological distress,
and Sterility®
including shortening the length of required treatments.
Time is important factor for all patients, but it is crucial for
those with a foreseeable rapid loss/decrease of fertility,
including a malignancy that requires gonadotoxic treatment
or removal of gonads or in poor-prognosis patients. Although
in the latter group the time frame is less constrained, reducing

Note: Data are presented as number (%) unless otherwise indicated. Paired Student's t test
was used to compare continuous variables, and Fisher's exact test for categorical ones.
COC ¼ cumulus-oocyte complex; MII ¼ metaphase 2; NS ¼ not statistically signiﬁcant.
a
Data are presented as mean ! standard deviation (range).

Ubaldi. DuoStim for reduced ovarian reserve. Fertil Steril 2016.

TABLE 2
Preliminary clinical outcomes according to follicular or luteal phase
stimulation.
Stimulation phase
Outcome
No. of SET
No. of clinical
pregnancies (%)
No. of miscarriages (%)
No. of ongoing
pregnancies (%)

Follicular

Luteal

Total

7
6 (85.7)

8
6 (75.0)

15
12 (80.0)

1 (16.7)
5 (71.4)

1 (16.7)
5 (62.5)

2 (16.7)
10 (66.7)

Note: SET, single-embryo transfers.
Ubaldi. DuoStim for reduced ovarian reserve. Fertil Steril 2016.
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(A) Dual stimulation protocol. Five days after the ﬁrst oocyte retrieval, luteal phase stimulation was performed with an identical protocol (as
described in Materials and Methods). Each square represents a day of the cycle. (B) Patient ﬂowchart. (C) Number of patients with at least one
euploid blastocyst according to the relative contribution of each stimulation phase. The number of patients who could cumulatively obtain a
euploid blastocyst increased from 18 (41.9%) of 43 to 30 (69.8%) of 43 when including the luteal phase-derived blastocysts. Twelve patients
(27.9%) had euploid blastocysts exclusively after the luteal phase stimulation.
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Apparition de nouvelles molécules

Dosage fonction du poids
Longue durée d’action 7J

Dosage fonction du poids et de l’AMH
Déterminée par calculateur et fixe
Cible entre 8 et 14 ovocytes

: In view of its equivalence and safety profile,
corifollitropin alfa in combination with daily GnRH
antagonist seems to be an alternative for

daily rFSH injections in normal
responder patients undergoing ovarian
stimulation in IVF/ICSI treatment cycles

Follitropin delta est la première FSH
recombinante humaine dérivée d’une lignée
cellulaire humaine

+

Identical amino acid sequence as
natural human FSH and existing
CHO-derived rFSH products

=

Expression in a cell line of
human origin

Glycosylation pattern that is more
complex than rFSH derived from
non-human, mammalian CHO cell line

q European Commission marketing authorisation of REKOVELLE® (follitropin
delta) – 12 December, 2016

Resultats +Femmes qui ont atteint la cible de 8 à 14
ovocytes prélevés

Women with 8-14 oocytes retrieved (%)

Plus de femmes à atteindre la cible de 8à 14 ovocytes avec dosage individualisé de follitropin delta

AMH (pmol/L)
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Progestérone fin de phase folliculaire
Circulating progesterone in COS for IVF/ICSI – ET

1,5

BOSCH E HR 2011

educe live birth after IVF

2723 cycles
1 2 cycle
Antag

tes according to serum P levels on the day of hCG administration. Data are presented in perer ème
etrieved, serum E2 level on the day of hCG administration, total dose of exogenous FSH admiryo development on the day of embryo transfer; P, progesterone; hCG, human chorionic
cyte complexes; E2, estradiol; FSH, follicle-stimulating hormone.

Downloaded from http://humrep.oxfordjournals.org/ by guest on December 11, 2016

Un taux trop bas de progestérone
semble également délétère

1701

h rates according to serum P level on the day of hCG administration. Data are presented in OR
e P levels with the highest P interval (.1.5 ng/ml), adjusted for patient age, number of COC
tal dose of exogenous FSH administered, number of embryos transferred and stage of embryo
ogesterone;
OR, odds ratio;(B)
CI, confidence
interval;
COC, cumulus–oocyte
complexes; hCG,
A)
and adjusted
live birth
delivery
rates according
to serum P levels on the day of hCG administration. Data are presented in perstimulating
hormone.
usted for
patient age, number of COC retrieved, serum E2 level on the day of hCG administration, total dose of exogenous FSH admiembryos transferred and stage of embryo development on the day of embryo transfer; P, progesterone; hCG, human chorionic
onfidence interval; COC, cumulus – oocyte complexes; E2, estradiol; FSH, follicle-stimulating hormone.

he evaluated

populations such as low responders (Fanchin et al., 1997a,b; Younis
et al., 1998, 2001; Elnashar, 2010; Kilicdag et al., 2010; Bosch, 2011;
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DÉCLENCHEMENT PAR
AGONISTE DU GNRH
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Déclenchement de l’ovulation par
agoniste et OHSS
Figure 5. GnRH agonist versus HCG for oocyte maturation triggering, outcome: 1.2 OHSS incidence per
women randomly assigned.
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REGAIN D’ INTERÊT PHASE
LUTEALE

that other mechanisms are also involved in suppression of
pituitary function during the luteal phase. Because of the
rapid recovery of pituitary gonadotropin release after discontinuation of GnRH antagonist (31, 389), it has been speculated that luteal phase supplementation may not be required after the late follicular phase administration of GnRH
antagonist (390). However, various studies in IVF applying
GnRH antagonist cotreatment have now clearly shown that
luteolysis is also initiated prematurely, resulting in a signif-
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FIGURE 2

Sauf si Clomid seul

Forrest plot of clinical pregnancy in subgroup analysis based on method of ovulation induction. (A) gonadotropins; (B) clomiphene citrate; (C)
clomiphene citrate þ gonadotropins. CI ¼ conﬁdence interval.
Hill. Progesterone luteal support for IUIs. Fertil Steril 2013.

between treatment groups on every cycle. The likelihood of
clinical pregnancy per cycle was increased with P use (OR
1.20, 95% CI 1.10–2.04). Moderate heterogeneity was suggested by the results of the Q test (Q ¼ 4.7, P¼ .15) and the
I2 index (I2 value ¼ 42%, 95% CI 0–90%). In the same sensi-

sensitivity analysis controlling for different units of analysis
and potential bias. In subgroup analysis, the beneﬁt of P
luteal support was found to only occur in cycles where ovulation induction was achieved with exogenous gonadotropins
and not in cycles with CC.

Hill Fertil Steril 2013

Quelle progestérone et quelle durée
pour le soutien de la phase lutéale en
FIV ?

In most of the treated cycles Progesterone was started on the day of egg collection. 15% support the luteal phase from the time of
embryo transfer.

RESULTS - An updated survey on the use of progesterone for lu...
Question:
Which agent/route is your treatment of choice to support the luteal phase

file:///Users/anneguivarch/Desktop/RES

The most commonly used vaginal progesterone is vaginal tablets which is used in 45% of cycles. Vaginal gel is used in
and suppositories 14%. A combination of vaginal preparations is used in 14% of cycles.

Question
How long so you continue progesterone sepplementation of the patient concieved?

In almost two-thirds (77%) of cycles reported, vaginal progesterone alone is used for luteal phase support (LPS), In another 17% of
cycles, combination of vaginal progesterone with IM progesterone or oral progesterone is being used. As a single agent, IM
progesterone is used in 5% of cycles. Human chorionic gonadotropin, as a single agent for LPS is not being used at all.

Question:
If you use vaginal progesterone, which formulation do you use?

IVF worldwide survey 2012

Pénibilité de la progestérone vaginale
et de sa durée !

Liu et al. Reproductive Biology and Endocrinology 2012, 10:107
http://www.rbej.com/content/10/1/107
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Figure 4 Live birth rate of women who underwent early P cessation versus P continuation after IVF/ICSI.

Liu et al RBEJ 2012
and after the sensitivity analysis (P = 0.74; RR: 1.01; 95% CI:

possible luteal phase defect caused by the stimulated

Y a t’il une place pour autre
progestérone ?
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Objective
To summarize efficacy and safety data on a new progesterone compound which is available
for subcutaneous administration as compared to vaginally administered progesterone for
luteal phase support in patients undergoing IVF treatment.
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Table I Demographics
and baseline
characteristics
(full analysis sample).
ORIGINAL
ARTICLE
Infertility
Oral DYD (n = 497)

MVP (n = 477)

All (N = 974)

.............................................................................................................................................................................................
Demographics

A Phase III randomized controlled trial
comparing the efﬁcacy, safety and
tolerability of oral dydrogesterone
versus micronized vaginal
progesterone for luteal support
in in vitro fertilization

Mean age, years (SD)

32.5 (4.5)

32.5 (4.4)

≤35 years of age

352 (70.8)

348 (73.0)

>35 years of age

145 (29.2)

129 (27.0)

Age category, n (%)

Race or ethnicity, n (%)
Caucasian

485 (97.6)

453 (95.0)

Black or African American

9 (1.8)

14 (2.9)

Asian

4 (0.8)

9 (1.9)

Other

0 (0.0)

2 (0.4)

Mean BMI, kg/m2 (SD)

23.3 (3.1)a

23.2 (3.1)b

Prior treatment, n (%)

30 (6.0)

25 (5.2)

32.5 (4.4)

Oral dydrogesterone for luteal phase
support in fresh in vitro fertilization
cycles: a new standard?
700 (71.9)
274 (28.1)

938 (96.3)
23 (2.4)

13 (1.3)
2 (0.2)

23.2 (3.1)c
55 (5.6)

Georg Griesinger, M.D.,a Christophe Blockeel, M.D.,b and Herman Tournaye, M.D.b

Note: Percentages are based on the number of subjects in the full analysis sample with data available. Body mass index (BMI) values were calculated from the following populations:
a
a
Department of Gynecological Endocrinology and Reproductive Medicine, University Hospital of Schleswig-Holstein,
n = 496; bn = 476; cn = 972.
DYD, dydrogesterone; MVP, micronized vaginal progesterone;
SD, standard deviation.
Luebeck, Germany; and b Center for Reproductive Medicine, Universitair Ziekenhuis Brussel, Brussels, Belgium
1
2
3,

Herman Tournaye , Gennady T. Sukhikh , Elke Kahler *,
and Georg Griesinger4
1

Centre for Reproductive Medicine, Universitair Ziekenhuis Brussel (UZ Brussel), Laarbeeklaan 101, 1090 Brussels, Belgium 2Research
Center for Obstetrics, Gynecology and Perinatology, Akademika Oparina Street, 4, 117497, Moscow, Russia 3Clinical Development,
% (n/N)4Department of Gynecological
Difference in
Established Pharmaceuticals, Abbott Laboratories GmbH, Freundalllee 9A, 30173 Hannover, Germany
pregnancy rate
Outcome
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Oral DYD
MVP
(Oral DYD–MVP)
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Pregnancy rate
Non-inferiority
*Correspondence address. E-mail: elke.kahler@abbott.com
margin
4 weeks of gestation
FAS

47.1 (234/497) 45.5 (217/477)

1.7

PPS

47.2 (232/492) 45.5 (216/475)

1.8
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8 weeks of gestation

STUDY QUESTION: Is oral dydrogesterone 30 mg daily (10 mg three
times daily [TID]) 39.6
non-inferior
to micronized vaginal progesterone
FAS
(197/497) 35.4 (169/477)
4.3
(MVP) 600 mg daily (200 mg TID) for luteal support in in vitro fertilization
(IVF),
assessed
by
the
presence
of fetal heartbeats determined
by
PPS
39.6 (195/492) 35.6 (169/475)
4.1
transvaginal ultrasound at 12 weeks of gestation?
12 weeks of gestation

SUMMARY ANSWER: Non-inferiority of oral dydrogesterone versus
at 12 weeks33.1
of gestation,
FASMVP was demonstrated
37.6 (187/497)
(158/477)with a difference
4.7

in pregnancy rate and an associated conﬁdence interval (CI) that werePPS
both within the non-inferiority
margin.
37.6 (185/492) 33.1 (157/475)
4.7
WHAT IS KNOWN ALREADY: MVP is routinely used in most clinics for luteal support in IVF, but it is associated with side effects, such
Live birth rate
as vaginal irritation and discharge, as well as poor patient acceptance. Dydrogesterone may be an alternative treatment due to its patientFAS
34.6 (172/497) 29.8 (142/477)
4.9
friendly oral administration.
PPS

34.6 (170/492) 29.9 (142/475)

4.7

STUDY DESIGN, SIZE, DURATION: Lotus I was an international Phase III randomized controlled trial, performed across 38 sites, from
5%
10% 15%
August 2013 to–15%
March–10%
2016. –5%
Subjects 0%
were premenopausal
women (>18 to <42 years of age; body mass index (BMI) ≥18 to ≤30 kg/m2)
with a documented history
of infertility who were planning to undergo IVF. A centralized electronic system was used for randomization, and
Favors MVP Favors oral DYD
the study investigators, sponsor’s study team, and subjects remained blinded throughout the study.

Oral dydrogesterone has been used for luteal phase support on an empirical basis since the early days of in vitro fertilization (IVF) treatment. Systematic comparisons of oral dydrogesterone with vaginal progesterone, so far considered to be the standard of care, started to
95% CI
appear
in the middle 2000s. Recently, a large, randomized, double-blind, double-dummy phase III trial on the use of daily 30 mg oral
dydrogesterone versus daily 600 mg micronized vaginal progesterone for LPS in IVF was published. This company-sponsored trial
conﬁrmed the efﬁcacy ﬁndings from previous independent researchers and ﬁrmly established the noninferiority of daily 30 mg oral
dydrogesterone for luteal phase support. Despite oral administration and ﬁrst pass through the liver, dydrogesterone was as well tolerated–4.4–7.9
as vaginal progesterone in safety analyses. Moreover, no new fetal safety concerns have arisen from that trial. Given the widespread
preference of women for an oral compound, dydrogesterone may well become the new standard for luteal phase support in
–4.4–8.0
fresh embryo transfer IVF cycles. (Fertil Steril! 2018;109:756–62. "2018 by American Society for Reproductive Medicine.)
Key Words: Luteal phase support, progesterone, retroprogesterone, dydrogesterone, vaginal progesterone, progestogen
–1.7–10.3

–1.9–10.1
Discuss:
You can discuss this article with its authors and other readers at https://www.fertstertdialog.com/users/16110-fertilityand-sterility/posts/31037-25863.
–1.2–10.6
–1.2–10.6
–0.8–10.7
DYDROGESTERONE:
–1.1–10.5 AND
BACKGROUND
PHARMACOLOGY

Dydrogesterone is a potent orally active
progesterone receptor agonist that was
Figure /2MATERIALS
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test drug
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a difference
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or MVP
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511).
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wasofstarted
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daywhereby
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and
continued until
12lower
weeksbound
of gestation
(Week
greater than 10% in favor of the comparator.
menstrual disorders such as premen10), if a positive pregnancy test was obtained at 2 weeks after embryo transfer.
CI, conﬁdence interval; DYD, dydrogesterone; FAS, full analysis sample; MVP, micronized vaginal progesterone; PPS, per protocol sample.
strual syndrome (1), cycle irregularity,
MAIN RESULTS AND THE ROLE OF CHANCE: In the full analysis set (FAS), 497 and 477 subjects in the oral dydrogesterone and

activity on the androgen, estrogen, and
glucocorticoid receptors and only mild
antimineralocorticoid properties (6–8).
Safety concerns owing to receptor
cross-activation have precluded the use
of the majority of the progestins in
fertility treatment and pregnancy. Only
bioidentical progesterone, 17-hydroxyprogesteronecaproate and dydrogesterone are considered to be sufﬁciently

man, although recently dydrogesterone
(20 mg/d) has been used as an alternative to chlormadinone acetate for preventing premature LH surges in the
context of controlled ovarian stimulation (COS) (9).
In contrast to natural progesterone,
dydrogesterone has good oral bioavailabilty (!28%). The half-life of
dydrogesterone has been estimated to be

CYCLE DECLENCHE PAR
AGONISTE

Modèle Européen : population à risque
Table III Reproductive outcome for women in the two RCTs.
>14 follicles

......................................................

RR 95% CI P

Group A: GnRHa
trigger 1 1.500 hCG

Group B:
hCG trigger

Patients, n

60

58

Rate of transfer, n (%)

52/60 (86.7)

57/58 (98.3)

0.88 [0.79 – 0

Embryos transferred. mean (SD)

1.19 (0.40)

1.19 (0.40)

0.99

Positive hCG per embryo transfer, n (%)

25/52 (48.1)

21/57 (36.8)

1.30 [0.83 – 2

Clinical pregnancy per patient, n (%)

21/60 (35.0)

17/58 (29.3)

1.19 [0.70 – 2

Ongoing pregnancy per patient, n (%)

17/60 (28.3)

15/58 (25.9)

1.09 [0.60 – 1

Implantation rate, n (%)

22/62 (35.5)

20/68 (29.4)

1.20 [0.73 – 1

Early pregnancy loss, n (% of positive hCG)

4/25 (16.0)

4/21 (19.0)

0.84 [0.23 – 2

OHSS rate, n (%)

0/60 (0)

2/58 (3.4)

0.24

.....................................................................................................................................

RR, relative risk; CI, confidence interval; OHSS, ovarian hyperstimulation syndrome.

Humaidan HR 2013

Déclenchement par agoniste transfert
frais modèle Européen
population

Nb de cycles

Taux de
réussite

OHSS

Radesic 2011

>14 foll >11mm 71
S8 S9

52,1% G/T
1 blasto

1

Illiodromiti
2013

>14 foll >12mm 275
JHCG
AMH >
E2 >

41,8%G/cycle
1 blasto

2

Sehyan 2013

Nb foll > 12
E2 élevé

23

17,4%G/T

6

Guivarc’h 2013

>20 foll> 11
JHCG
E2>4000pg
Atcd OHSS

68

39,6%G/T

1

TRANSFERT D’EMBRYON
DIFFÉRÉ.

Quel est le meilleur traitement pour
transfert d’embryon différé?

Figure2 Absolute risk reductionand95%CIs. mNC,modifiednaturalcycle;AC,artificialcycle;FET,frozenembryotransfer.

2558

Table I Outcomesperembryotransfer.

Peeraer et al.

Table IV Reproductive outcome per embryo transferred and per embryo transfer.

Overall

Typeoffrozenembryotransfercycle

............................
Modifiednatural

OR(95%CI)

P-value

Relative risk

P-valuea

16.2 (12.4–21.1)

1.3 (95% CI 0.9–2.0)

0.191

Natural cycle

hMG

n ¼ 332

n ¼ 340

.............................................................................................................................................................................................
Reproductive outcome per embryo transferred

Artificial

...............................................................................................

Total N embryos transferred

Clinicalpregnancy/ET

167/734(22.8%)

94/394(23.9%)

75/340(22.1%)

0.8 (0.64–1.27)

0.6

Implantation rate (IU + EU) : % (95% CI)

Ongoingpregnancy/ET

101/734(13.8%)

57/394(14.5%)

45/340(13.2%)

0.8 (0.52–1.22)

0.3

Implantation rate with FHB : % (95% CI)

10.2 (7.3–14.3)

14.1 (10.6–18.7)

1.4 (95% CI 0.9–2.1)

0.153

Live birth rate: % (95% CI)

9.6 (6.8–13.6)

13.2 (10–17.7)

1.4 (95% CI 0.9–2.2)

0.171

Livebirth/ET

98/734(13.4%)

57/394(14.5%)

41/340(12.1%)

0.8 (0.53–1.25)

0.3

n ¼ 213 cycles

n ¼ 221

23.5 (17.9–30.9)

1.4 (95% CI 0.9–2.1)

0.159

Clinical pregnancy rate with FHB : % (95% CI)

14.6 (10.2–20.7)

20.8 (15.6–27.8)

1.4 (95% CI 0.9–2.3)

0.124

Live birth rate: % (95% CI)

14.1 (9.8–20.2)

19.9 (14.8–26.8)

1.4 (95% CI 0.9–2.3)

0.145

n ¼ 287

n ¼ 293

16.7 (12.6–22.1)

1.3 (95% CI 0.9–2.1)

0.191

Implantation rate with FHB : % (95% CI)

10.1 (7.0–14.6)

15.0 (11.1–20.2)

1.5 (95% CI 0.9–2.4)

0.098

Live birth rate: % (95% CI)

9.8 (6.7–14.1)

14.0 (10.3–19.0)

1.4 (95% CI 0.9–2.3)

0.142

b

12.4 (9.1–16.8)

c

Reproductive outcome per embryo transfer cycle
Clinical pregnancy rate (IU + EU): % (95% CI)

17.4 (12.6–24.0)

b

Reproductive outcome per embryo transferred on Day 3

Groenenwoud HR 2016

Table I I Reasonsforcancellation.

Typeoffrozenembryotransfer
cycle

OR(95%CI)

Artificial

Implantation rate (IU + EU) : % (95% CI)
c

P-value

.........................

Modifiednatural

b

12.5 (9.0–17.4)

a

The statistical analysis is performed using a hierarchical Poisson model with log link for estimating the relative risk, and accounting for repeated measurements per individual.
Presence of a gestational sac intrauterine (IU) or extrauterine (EU).
c
FHB: fetal heart beat.
b

...............................................................................................
Cancellation

225

101

124

1.4 (1.1–1.9)

Inadequate survivalofembryo

140(62.2%)

68(67.3%)

72(58.1%)

0.6 (0.39–1.2)

Insufficientendometriumthickness

40(17.8%)

3(3.0%)

37(29.8%) 13.9 (4.1–46.7)

Ovulationpriorto hCGinjection

21(9.3%)

21(20.8%)

0(0%)

0.02
Pas
de différence
0.15
,0.01

0.1 (0.04–0.38) ,0.01

Peeraer HR 2015

Admission to the neonatal unit was observedin 12 babies (12/77 (16%),
6babiesfromthehMG-FETgroupand6fromtheNC-FETgroup).These
admissions were mostly related to preterm birth and difficult neonatal
adaptation.

depending on whether couples were randomized more likely within the
same or different treatment groups. This could, respectively, lead to too
narrow or too wide CIs for the treatment effect, and hence too liberal or
too conservative P-values. However, statistical techniques to correct for

Downloaded from http://humrep.oxfordjourn

Overall

Total N embryos transferred after cryopreservation on Day 3

ESHRE 2019 FCS et TEC
qEtude française multicentrique
qComparaison 14421 cycles
§ cycle naturel (NC)Cycle stimulé (SC) Cycle
artificiel (AC) (56%)

qFCS/ naissance
§ NC 25,6%/ 18,8%
§ SC 23,6% /19,3%
§ AC 36,5%/ 16,9% p<0,003

qAugmentation du taux de FCS en cycle
artificiel

Faut ’il doser la progestérone avant
transfert d’embryon dévitrifié en THS ?

Si Prog < 10 ng
Réduction significative
des taux de grossesse

Conclusion phase lutéale
qCycle frais
§ Evolution vers autre voie administration
progestérone ?
§ Place pour traitement renforcé par faible dose
HCG après déclenchement par agoniste ?

qCycle différé
§ Recherche du meilleur protocole tjs en cours
§ Optimisation du cycle artificiel par dosage de
la progestérone avant transfert embryon

