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'addition de LH a-t-elle intérét ?
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Y’a t-il un chiffre optimal d’'ovocytes pour l'obtention d’une
grossesse ?

Y’a t-il une relation entre le nombre d’ovocytes et doses de
FSH utilisées ?




Objectifs

Fournir aux cliniciens des informations « Réponse ovarienne optimale ?

e Taux de naissances vivantes ?

factuelles sur les differentes options de la G,
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Place du prétraitement et des adjuvants
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Prévention du OHSS chez les hyper-
répondeuses
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Articles publiés jusqu’a novembre 2018

Les criteres de jugement des recommandations

e Taux de naissances vivantes par cycle initié

Efficacité e Taux cumulé de naissances vivantes par cycle initié

Sécurité

e Risque de OHSS modéré ou sévere



Les recommandations

Pré-stimulation : 7

Suppression du pic LH et la stimulation par les gonadotrophines : 40

Surveillance de la stimulation : 11

Déclenchement de l'ovulation et support de la phase lutéale : 18

Prévention du OOHS : 11




Classement

Forte recommandation
Recommandation conditionnelle

Avis expert : GPP

Note : forte, moyenne, faible ou tres faible en fonction du

niveau des preuves

For predicting high and low response to controlled ovarian
stimulation, use of either antral follicle count (AFC) or anti-
Millerian hormone (AMH) is recommended over other
ovarian reserve tests.

Strong e000
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Pre-stimulation

For predicting high and poor response to ovarian stimulation,
use of either antral follicle count (AFC) or anti-Mdllerian
hormone (AMH) is recommended over other ovarian reserve
tests.

The clinical implications of these tests regarding change in
management with the purpose of improving efficacy and
safety have not been evaluated by the GDG.

Assessment of progesterone level on day 2 of the cycle at the
start of ovarian stimulation is probably not recommended.

Pre-treatment with oestrogen before ovarian stimulation
using the GnRH antagonist protocol is probably not
recommended for improving efficacy and safety.
Pre-treatment with progesterone before ovarian stimulation
is probably not recommended for improving efficacy and
safety.

The GDG acknowledges that oestrogen or progesterone are
widely used for scheduling purposes. This is probably

mmmmmbalila cliiam bha dadba an Alflmmais mmnad aafas,

COCP pre-treatment (12-28 days) is not recommended in the
GnRH antagonist protocol because of reduced efficacy.

GnRH antagonist pre-treatment before ovarian stimulation in
a delayed-start gonadotrophin protocol is probably not
recommended.

Strong

Conditional

Conditional

Conditional

GPP

Strong

Conditional

@000

®000

®000

®e00
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@000

AFCand AMH both have a high accuracy in the prediction
of an ovarian response. Basal FSH and inhibin B do have
some predictive value for ovarian response, however for
an accurate prediction very high cut-off levels need to be
used. Age also has some predictive value, however
assessment of expected ovarian response by age alone
is not sufficiently reliable. Basal oestradiol and BM!I alone
are not predictors of ovarian response.

Assessment of progesterone prior to initiation of
stimulation on cycle day 2 appears to have some
predictive value for the probability of pregnancy. The
currently available evidence, however, is not solid, and
the clinical value of this test was not assessed. The
necessity of progesterone testing is dubious due to the
very low incidence of abnormal test results.

Studies show no benefit on live birth rate/ongoing
pregnancy rate using oestrogen as pre-treatment in
antagonist protocols.

Studies show no benefit on live birth rate/ongoing
pregnancy rate using progesterone as pre-treatment in
GnRH agonist nor GnRH antagonist protocols.

Evidence of lower live birth/ongoing pregnancy rate
using 12 up to 28 days of COCP pre-treatment in the
GnRH antagonist protocol. Even though the evidence for
poor responders is less clear, the GDG recommends
against (12-28 days) COCP pre-treatment in GnRH
antagonist protocol.

Current evidence shows no benefit for ongoing
pregnancy rate per embryo transfer and number of
oocytes in young normogonadotropic women. Evidence
in poor responders is conflicting.

SoF table 1
SofF table 2
ab

SoF table 3
ab

SoF table 4
a,b
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Tests de la réponse ovarienne

For predicting high and poor response to ovarian stimulation, ARG it AMH it i i i s e

use of either antral follicle count (AFC) or anti-Millerian of an ovarian response. Basal FSH and inhibin B do have

hormone (AMH) s recommended over other ovarian reserve some predictve value for ovarian response, however for

an accurate prediction very high cut-off levels need tobe

1 I fests. o ' ’ Strong ©000 used. Age also has some predictive value, however
The clinical implications of these tests regarding change in assessment of expected ovarian response by age alone
management with the purpose of /'mpfoving efﬁcacy and is not sufficiently reliable. Basal oestradiol and BMI alone

are not predictors of ovarian response.

safety have not been evaluated by the GDG.

Pour prédire la réponse ovarienne (mauvaise, normale ou hyper) a la stimulation, le

compte des follicules antraux (AFC) ou le dosage de I'hormone anti-mdllérienne (AMH) est
recommandée par rapport aux autres tests de réserve ovarienne. Fort @
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Progesterone J2

Assessment of progesterone prior to initiation of
stimulation on cycle day 2 appears to have some
predictive value for the probability of pregnancy. The
Asessment 0 f pr?geSterone levelon daYZOfthe cycIe it the Conditional ~ @OQQ  currently available evidence, however, s not solid, and
start of ovarian stimulation is probably not recommended. N e A ——
necessity of progesterone testing is dubious due to the
very low incidence of abnormal test results.

L'évaluation du taux de progestérone au jour 2 du cycle au début de la
stimulation n'est probablement pas recommandée. Conditionnel @

Pas de preuves sur le role pronostique de la progestérone de base chez les
femmes sous stimulation pour FIV/ICSI.




Pre-traitement progestérone ou cestrogene

Pre-treatment with oestrogen before ovarian stimulation S5 <FGie) bRRAE B Jiva IRt Fats/ongoiia
3 3 using the GnRH antagonist protocol is probably not Conditional ~ @OOQO  pregnancy rate using oestrogen as pre-treatment in  SoF table 1
recommended for improving efficacy and safety. ADLRaNIEK pratecess

Pre-treatment with progesterone before ovarian stimulation Budies Showsnc: Bendiit o Ties B mokefanesiti

; : * ) ° Sof table 2
3 4 s probably not recommended for improving efficacy and  Conditional  ®®OO  pregnancy rate using progesterone as pre-treatment in

safety GnRH agonist nor GnRH antagonist protocols. 4

The GDG acknowledges that oestrogen or progesterone are
3 5 widely used for scheduling purposes. This is probably GPP
acceptable given the data on efficacy and safety.

Un prétraitement a la progestérone ou aux cestrogenes avant la stimulation, dans un protocole antagoniste,
n'est probablement pas recommandé pour améliorer |'efficacité et la sécurité . Conditionnel +

Le GDG reconnait que |'cestrogene ou la progestérone sont largement utilisés a des fins de
programmation. Ceci est probablement acceptable compte tenu des données sur |'efficacité et la sécurité.
GPP
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Programmation

Evidence of lower live birth/ongoing pregnancy rate
using 12 up to 28 days of COCP pre-treatment in the

COCP pre-treatment (12-28 days) is not recommended in the GnRH antagonist protocol. Even though the evidence for ~ Sof table 3

3 ) Strong ®®00 )
GnRH antagonist protocol because of reduced efficacy. poor responders is less clear, the GDG recommends @b
against (12-28 days) COCP pre-treatment in GnRH
antagonist protocol.
GnRH antagonist pre-treatment before ovarian stimulation in Current evidence shows no benefit for ongoing S5 s
3 7 a delayed-start gonadotrophin protocol is probably not Conditonsl ~ @OQQ PNy rate per embryo transier and number of - S0F table

oocytes in young normogonadotropic women. Evidence  a,b
recommended. in poor responders is conflicting.

Le prétraitement par pilule contraceptive orale combinée (pilule OP) (12 a 28 jours) n'est pas recommandé
dans le protocole antagoniste de la GnRH en raison d'une efficacité réduite. Fort @D

Un prétraitement par antagoniste de la GnRH avant stimulation dans un protocole de gonadotrophine pour
différer le démarrage, n'est probablement pas recommandé. Conditionnel @

14



Choix du protocole de stimulation

Suppreéssion du pic LH

15



PCOS et hyper-repondeuses

The GnRH antagonist protocol is recommended for PCOS Evidence indicates that GnRH antagonist protocol s as
i Rl S Strong ®BOO efficient as the GnRH agonist protocol, and significantly  SoF table 5
women, with regaras to Improved safety and equal efficacy. reduces the isk of OHSS i PCOS women.
The GnRH antagonist protocol is recommended for predicted Even thoug there is no specfc vidence on expected
. , , non-PCOS high responders or PCOM patients, consensus
4 9 hlgh responders, with regards to improved safety and equal 6P of the guideline group is that GnRH antagonist protocol
eﬁ'icaw. should o€ recommended in this patient group.

Le protocole d'antagoniste de la GnRH est recommandé pour les femmes atteintes du syndrome des ovaires
poly-kystiques (SOPK), en ce qui concerne une meilleure sécurité et une efficacité égale. Forte ©D

Le protocole d'antagoniste de la GnRH est recommandé pour les hyper-répondeuses, en ce qui concerne
I'amélioration de la sécurité avec une efficacité égale. GPP




PCOS et hyper-repondeuses

The recommendation is extrapolated from a stratified

The GnRH antagonist protocol is recommended for predicted group andlyss of the CT in which maorty of the
patients were treated with the long GnRH agonist

high responders. However, if GnRH agonist protocols are Cndiond @OQQ ML urent e shovs . v
used, a reduced gonadotropin dose s probably recommended gonadotropin dosage may increase safey in GnRH

A agonist protocol. The guideline group would like to
to decrease the risk of OHSS, emphasize that clinicians are advised to use the GnRH

antagonist protocol in expected high responders,

SoF table 6

Le protocole d'antagoniste de la GnRH est recommandé pour les hyper-répondeuses.

Si des protocoles agonistes de la GnRH sont utilisés, une dose réduite de gonadotrophines est
probablement recommandée pour diminuer le risque de OHSS. Conditionnel @




PCOS et hyper-repondeuses

The addition of Clomiphene Citrate to gonadotropins in Clomilphene citrater; in ad;iition htO gonadotropin
s stimulation in OS has not been shown to improve
47 10 stiml'llation. protocols is probably not recommended for  Conditonal ~ ®000 | T e S G ot
predicted high responders. studies

Current evidence indicates no benefit in terms of efficacy
There is insufficient evidence to recommend the addition of and safety of'etrOZfolle addition to e?fnlaiotlripins for 0S.
7 - Moreover, use of letrozole is off-label for ovarian
4n 11 Ietro?ole t? gonadotropins in stimulation protocols for ~ Conditional €000 . " it Bt G 66T, Al
predlcted hlgh responders. regarding possible teratogenicity associated with

letrozole.

A There is no evidence to justify the use of NC or MNC for OS in / / y

high responders.

L'ajout de citrate de clomifene aux gonadotrophines dans les protocoles de stimulation n'est probablement pas recommandé
pour les hyper-répondeuse. Conditionnel @©

Il n'y a pas suffisamment de preuves pour recommander |'ajout de |étrozole aux gonadotrophines dans les protocoles de

stimulation pour hyper-répondeuse. Conditionnel @

Il n'y a aucune preuve pour justifier |'utilisation du cycle naturel ou du cycle naturel modifié

18



Les normo-répondeuses

The GnRH antagonist protocol is recommended for predicted Owing.to the comparable:|ive birth rates between;the

4B 13 i p Strong P00 GnRH antagonist and GnRH agonist protocols and the ~ SoF table 7
normal responder women, with regards to improved safety. significant decrease in the risk of OHSS with the GnRH
Although available studies suggest similar efficacy in
A reduced gonadotrophin dose is probably not recommended terdms of clinical ll);eg"ancv rlate bet:efn reducedl;dﬁ’sef SAE BER B
. N . - and conventional dose stimulation, the lower number o o] able
4B 15 overaconventional gonadotrophin dose for predicted normal  Conditional BBOD  pree raieved could potenibly compromies. b
responders. cumulative live birth rate in predicted normal
responders.

Le protocole d'antagoniste de la GnRH est recommandé pour les femmes normo-répondeuses , en ce qui
concerne I'amélioration de la sécurité. Forte @ P

Une dose réduite de gonadotrophine n'est probablement pas recommandée par rapport a une dose de
gonadotrophine conventionnelle pour les normaux répondeuses . Conditionnel @&




Les normo-répondeuses

i : ; The evidence was from studies performed in patients
There is no evidence to support the recommendation for the il BreaR e remanee THGE 8 (lidas

48/ use of Clomiphene Citrate in stimulation protocols for / / study population could include both normal and high ~ Conclusion

] responder patients, therefore, the conclusions from
predICted normal resPonders' these studies could not be extrapolated.

" o B o g Addition of letrozole to FSH in an GnRH antagonist
The addition of letrozole to gonadotropins in stimulation orotocol does not improve effcacy of 05, The i

48 14 protocols is probably not recommended for predicted normal ~ Conditional ~ ®OOQO  letrozole may reduce the isk of OHSS, however this was ~ Sof table 8
responders only shown in one small RCT. Moreover, use of letrozole
' is off-label for ovarian stimulation.

Il nexiste aucune preuve permettant de recommander |'utilisation du citrate de clomiféne dans les
protocoles de stimulation.

L'ajout de létrozole aux gonadotrophines dans les protocoles de stimulation n'est probablement pas
recommandé pour les prédits normo-répondeuses. Conditionnel @
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Les mauvaises repondeuses
Quel protocole ?

: 2 In women with poor ovarian response no differences
4C 16 GnRH  antagonists a,nd GnRH agonists are equa"y Conditional P00 exist in terms of safety and efficacy between the GnRH SobF table 10
recommended for predicted poor responders. agonist and GnRH antagonist protocol. a,
The use of modified natural cycle is probably not There are no good quality, controlled studies available to
4C 21 recommended over conventional ovarian stimulation for  Conditional @®OOQ  support the use of Modified natural cycle or Natural — SoF table 15
predicted poor responders. cycle IVF in poor responders.

Les antagonistes de la GnRH et les agonistes de la GnRH sont également recommandés pour les
mauvaises répondeuses . Conditionnel @D

L'utilisation du cycle naturel modifié n'est probablement pas recommandée par rapport a la stimulation
conventionnelle pour les mauvaises répondeuses. Conditionnel @
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Les mauvaises répondeuses

Clomiphene citrate alone or in combination with
4C 17 gonadotrophins, and gonadotropin stimulation alone are
equally recommended for predicted poor responders.

The addition of letrozole to gonadotropins in stimulation
4C 18 protocols is probably not recommended for predicted poor
responders.

Strong

Conditional

®d00

®®00

In-women with poor ovarian response no differences
exist in terms of safety and efficacy between CC alone,
CC in combination with gonadotropins or gonadotropin
stimulation alone.

Addition of letrozole to FSH in an GnRH antagonist
protocol does not improve efficacy of OS. Moreover, use
of letrozole is off-label for ovarian stimulation and safety
concerns have been raised regarding possible
teratogenicity associated with letrozole.

SoF table 11
ab

SoF table 12

Le citrate de clomiféne seul ou en association avec les gonadotrophines et la stimulation par
gonadotrophines seules sont également recommandé pour les mauvaises répondeuses . Fort @D

L'ajout de |étrozole aux gonadotrophines dans les protocoles de stimulation n'est probablement
pas recommandé pour les mauvaises répondeuses . Conditionnel @D

22



Les mauvaises repondeuses
Doses des Gonadotrophines

It is unclear whether a higher gonadotropin dose is There is evidence that a higher gonadotropin dose than

4C 19 ) Conditional @000 150 IU results in a higher number of oocytes in poor  SoF table 13
recommendEd over 150 lU fOI' predlcted pOOI‘ responders. responders, and more chances of having an embryo for
transfer. However, there was no difference in live
birth/ongoing pregnancy rates. Furthermore, the sample
A gonadotropin dose higher than 300 IU is not recommended sizes of the studies are small and therefore not sufficient ~ SoF table 14
4C 20 for predicted poor responders. Strong ®000 provide evidence for dose comparisons for live birth 3 b

outcome. There is unlikely to be significant benefit with
doses >300 U daily.

Il n'est pas clair qu’une dose plus élevée de gonadotrophine est recommandée au-dela de
150 Ul pour les mauvaises répondeuses. Conditionnel &

Une dose de gonadotrophine supérieure a 300 Ul n'est pas recommandée
pour les mauvaises répondeuses. Forte @




Le protocole

If GnRH agonists are used, the long GnRH agonist protocol is T
5 22 probably recommended over the short or ultrashort GnRH  Conditional ~ @®OQ  protocol provides better efficacy and is supported by a The
agonist protocol, larger body of evidence.

) , Although the first studies reported slight but consistent
The GnRH antagonist protocol is recommended over the lower ~ pregnancy rates, which delayed the

5 23 GnRH agonist protocols given the comparable efficacy and ~ Strong ®®®O  implementation of the GnRH antagonist protocol,

; - : several large meta-analyses published in the past 5-7
higher safety in the general IVF/ICSI population. St iatmh o

y e vy Oral progestins are efficient in terms of LH suppression,
The use of progestin for LH peak suppression is probably not A AN T o

5 24 recommended. If applied, progestin can only be used in the  Conditional ~ @OOQ s the GnRH short agonist protocol. This approach is

g easy, cheap and patient friendly. However, the available
context of non-transfer cycles. o

Sof table 17
ab

Si des agonistes de la GnRH sont utilisés, le protocole d'agoniste de la GnRH long est probablement recommandé par
rapport au protocole d'agoniste de la GnRH court ou ultracourt. Conditionnel @D

Le protocole d'antagoniste de la GnRH est recommandé par rapport aux protocoles d'agoniste de la GnRH compte tenu

de I'efficacité comparable et de la sécurité supérieure dans la population générale de FIV/ICSI. Fort DD

L'utilisation d'un progestatif pour la suppression du pic de LH n'est probablement pas recommandée. S'il est utilisé, le
progestatif ne peut étre utilisé que dans le cadre de cycles sans transfert. Conditionnel @




6 25
6 26
6 27
6 28
6 29

Quelle Gonadotrophine ?

The use of recombinant FSH (rFSH) and human menopausal
gonadotropin (hMG) for ovarian stimulation is equally
recommended.

The use of recombinant FSH (rFSH) and purified FSH (p-FSH)
for ovarian stimulation in GnRH agonist protocol is equally
recommended.

The use of either recombinant FSH (rFSH) and highly purified
FSH (hp-FSH) for ovarian stimulation in GnRH agonist protocol
is equally recommended.

The use of highly purified FSH (hp-FSH) and human
menopausal gonadotropin (hMG) for ovarian stimulation in
GnRH agonist protocols is equally recommended.

The use of recombinant LH (rLH) + recombinant FSH (rFSH) for
ovarian stimulation is probably not recommended over hMG
in GnRH agonist protocols with regards to safety.

Strong

Strong

Strong

Conditional

Conditional

DDDO

®e00

®e00

®e00

®000

The results from the meta-analysis suggest a slightly
higher efficacy (LBR/PR) with hMG compared to FSH in a
GnRH agonist cycles, which was not considered clinically
significant in the Cochrane review, and with no
difference in safety, the GDG concluded that hMG is
probably not superior to rFSH.

The use of rfFSH is not preferable to p-FSH when
downregulation is achieved with GnRH agonists,
according to the Cochrane meta-analysis.

The use of rFSH is not preferable to hp-FSH, when
downregulation is achieved by GnRH agonists according
to the Cochrane meta-analysis and confirmed in
subsequently published studies.

In patients undergoing OS for IVF/ICSI, the use of hp-FSH
does not appear to be preferable over hMG, if
downregulation is achieved by GnRH agonists.

HMG and rFSH+LH appear to result in an equal
probability of pregnancy in GnRH agonist protocols.
However, the risk of OHSS appears to be higher with the
use of rFSH+rLH.

L'utilisation de FSH recombinante (rFSH) et de hMG est recommandée de maniere équivalente. Fort @D D

L'utilisation de rFSH et de FSH purifiée (p-FSH) pour la stimulation dans le protocole d'agoniste de la GnRH est recommandée de maniére

équivalente. Forte @D

SoF table 18

SoF table 19

SoF table 20

SoF table 21

SoF table 22

L'utilisation de rFSH et de FSH hautement purifiée (hp-FSH) dans le protocole d'agoniste de la GnRH est recommandée de maniére

équivalente. Forte @D

d'agonistes de la GnRH en ce qui concerne la sécurité. Conditionnel @




Quelle gonadotrophine ?

Due to the small number and size of RCTs available, no

Letrozole is probably not recommended as a substitute for solid recommendation can be made. In addition, safety ¢ o oo

6 gonadotropins in poor responders. Conditional ®000 concerns have been raised regarding possible
teratngenicitv ascnciated with letrazale
There is no evidence available to recommend the substitution .
6 / : A ; i : - / / / Conclusion
of FSH by Clomiphene Citrate in ovarian stimulation.
The use of long-acting and daily recombinant FSH (rFSH) is No differences have been observed in three large RCTs
. . and in a small RCT in poor responders regarding the
6 31 equally recommended in GnRH antagonist cycles for normal Strong ®@ODO | onability of pregnancy or the number of COCs SO table 24
responders. retrieved and the incidence of OHSS.

Le |étrozole n'est probablement pas recommandé comme substitut des gonadotrophines chez les
mauvaises répondeuses. Conditionnel @

Il n'y a aucune preuve disponible pour recommander la substitution de la FSH par le citrate de

clomifene dans la stimulation ovarienne.

L'utilisation de rFSH a action prolongée est également recommandée, par rapport a la forme
quotidienne dans les cycles d'antagonistes de la GnRH pour les répondeurs normaux. Forte @D




L'ajustement du dosage des gonadotrophines

Adjustment (increase or decrease) of the gonadotrophin dose R —
732 in the midstimulation phase during ovarian stimulation is ~ Conditional @000 gonadetropin dose during 05 in the midstimuleton
probably not recommended. phase

L'ajustement (augmentation ou diminution) de la dose de gonadotrophine

lors de la phase intermédiaire de la stimulation n'est probablement pas
recommandé. Conditionnel @
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Les adjuvants

Routine use of adjuvant metformin before and/or during
ovarian stimulation is not recommended with the GnRH
antagonist protocol for women with PCOS.

Use of adjuvant growth hormone before and/or during
ovarian stimulation is probably not recommended for poor
responders.

Use of testosterone before ovarian stimulation is probably not
recommended for poor responders.

Use of DHEA before and/or during ovarian stimulation is
probably not recommended for poor responders.

Strong

Conditional

Conditional

Conditional

HDOO

DDOO

SDDO

DDDO

As current evidence does not show beneficial effect of
metformin in reducing OHSS when used with GnRH
antagonist protocols and the inconsistent evidence for
live birth outcome, metformin is not recommended in
women with PCOS.

Despite the possible beneficial effects in poor
responders on live birth rate, the evidence is of too
limited quality to recommend growth hormone during
OS. The studies in the systematic review were generally
underpowered and the definition of poor response very
heterogeneous among studies. Furthermore, GH dosing
schemes were very heterogenous and no long-term
safety data are available.

Current evidence regarding adjuvant testosterone pre-
treatment before OS is inconsistent. Also, due to
insufficient data on dosage, administration duration and
safety we cannot recommend testosterone use until a
large RCT has been conducted.

There is currently inconsistent evidence that adjuvant
DHEA use before and during OS improves ovarian
response in terms of live birth/ongoing pregnancy rate in
poor responders following IVF treatment.

SoF table 25

SoF table 26
a,b

SoF table 27

SoF table 28

L'utilisation systématique de metformine adjuvante avant et/ou pendant la stimulation n'est pas
recommandée avec le protocole antagoniste de la GnRH pour les femmes atteintes du SOPK. Fort @@

L'utilisation de GH adjuvante avant et/ou pendant la stimulation n'est probablement pas recommandée
pour les mauvaises répondeuses. Conditionnel @

L'utilisation de la testostérone avant la stimulation n'est probablement pas recommandée pour les
mauvaises répondeuses. Conditionnel DD

L'utilisation de la DHEA avant et/ou pendant la stimulation n'est probablement pas recommandée pour
les mauvaises répondeuses. Conditionnel @P D




L dj T
The existing evidence suggests that adjuvant aspirin

Use of aspirin before and/or during ovarian stimulation is not BSfore) Bt/ aT AR byanshastFAliE Bisd0as Tk

8 37 recommended in the general |VF/|CS| population and for poor Strong OPDO improve ovarian response in terms of number of oocytes ~ SoF table 29
retrieved and clinical outcomes of clinical or ongoing
responders. pregnancy, or live birth rates following IVF treatment.
Current evidence from one low-quality, pseudo-

Use of sildenafil before and/or during ovarian stimulation is randomized study involving women considered as poor

St
not recommended for poor responders. (08 2eee

responders undergoing IVF showed no improvement in
ovarian response with adjuvant sildenafil use during

L'utilisation d'aspirine avant et/ou pendant la stimulation n'est pas
recommandée dans la population générale FIV/ICSI et pour les mauvaises
répondeuses. Fort P D

L'utilisation de sildénafil avant et/ou pendant la stimulation n'est pas
recommandée pour les mauvaises répondeuses. Fort @
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Démarrage non conventionnel de Ia
stimulation

Current evidence in normal responders reported no

. : : ; A difference in efficacy in terms of number of oocytes
9 39 Random-start _ovarian stimulation = p.r°bably ok Conditional @O0 retrieved with non-conventional start stimulation as
recommended for the general IVF/ICSI population. compared to conventional start stimulation, however,
freeze-all oocytes or embryos is mandatory
| | ph f gon ropins is pri ly n
9 20 Late uteadpc| ?se start o god adotropins is probably not — 000
recommended Tor poor responders. Oocyte competence is probably not impacted by the
A i luteal stimulation; however, freeze-all of oocytes or
9 41 Early luteal phase start of gonadotroplns Is prObably not Conditional [leo]ele) embryos is mandatory. Absence of adverse effects on
recommended for normal and poor re5p°nders' neonatal outcomes and long-term child health needs to
be evaluated on a larger scale.
9 42  Luteal phase stimulation could be used in non-transfer cycles. GPP
9 45 Double stimulation in poor responders should only be used in Heseardhiorl; Due to absence of RCT, comparing a double stimulation
the context of clinical research. within a same cycle \yith man(?latory.postpcned transfer

Le Random-start n'est probablement pas recommandé pour la population générale de FIV/ICSI. Conditionnel @

Le démarrage a la phase lutéale tardive des gonadotrophines n'est probablement pas recommandée pour les mauvaises
répondeuses. Conditionnel @

Le démarrage a la phase lutéale précoce des gonadotrophines n'est probablement pas recommandée pour les normaux et mauvaises
répondeuses. Conditionnel @

La stimulation a la phase lutéale pourrait étre utilisée dans les cycles sans transfert. GPP

La double stimulation chez les mauvaises répondeuses ne doit étre utilisée que dans le cadre de la recherche clinique uniguement.




Démarrage non conventionnel de Ia
stimulation et préservation de la fertilité

anu WU Lunveriuuiian  suiiuiauiuie,  we  Laiiniut

9 44 Double stimulation can be considered for urgent fertility - recommend the double stimulation in poor responder
preservation cycles. patients
P 3 o = . o GnRH antagonist protocols are preferred since they
For ovarian stimulation in women Seekmg fertlllty shorten the duration of OS, offer the possibility of
10 45 preservation for medical reasons the GnRH antagonist  Conditional ®OOO  triggering final oocyte maturation with GnRH agonist in
f case of high ovarian response, and reduce the risk of
protocol is probably recommended. oSS
In urgent (oncolo fertili reservation cles, random- Evidence indicate that oocyte competence is probably
10 46 8 > ( f ?I) : ty.p .cy - Conditional ®D00 not impacted by its luteal phase origin compared to
start ovarian stimulation is an important option. follicular phase.
The existing literature concerning ovarian stimulation for
fertility preservation in women with oestrogen sensitive
In ovarian stimulation for fertility preservation in oestrogen cancer is Ii:ited by its observational rjatur?,f small
10 47 sensitive diseases the concomitant use of anti-oestrogen GPP patientrumbears andiebiivaly;short;duration;of follow

3 R up. Definitive statements regarding the safety of OS in
therapy, such as letrozole or tamoxifen, can be considered. women with a recent diagnosis of breast cancer would
require long-term and large-scale studies, and these do

La double stimulation peut étre envisagée pour les cycles urgents de préservation de la fertilité. GPP

Pour la stimulation ovarienne chez les femmes cherchant a préserver leur fertilité pour des raisons médicales, le protocole
d'antagoniste de la GnRH est probablement recommandé. Conditionnel @

Dans les cycles de préservation de la fertilité urgents (en oncologie), la stimulation a démarrage aléatoire est une option
importante. Conditionnel @ @

Dans la stimulation pour la préservation de la fertilité dans les maladies sensibles aux cestrogenes, |'utilisation concomitante
d'un traitement anti-oestrogénique, tel que le |étrozole ou le tamoxiféne, peut étre envisagée. GPP




Le monitorage de ['ovulation

Based on the currently published evidence, monitoring

The addition of oestradiol measurements to ultrasound of the stimulation phase by using serum oestradiol

11 48 Conditional dPOO measurements and ultrasound is not superior to SoF table 30
monitoring is probably not recommended. monitoring by ultrasound alone in terms of efficacy and
safety
According to one RCT, monitoring of the stimulation
The addition of a hormonal panel consisting of a combination ohase bygusing hormonal panel assgessmems (€2, LH, P)

11 49 of oestradiol, progesterone and LH measurements to  Conditional ®OOO  and ultrasound not beneficial in terms of efficacy and ~ SoF table 31

ultrasound monltorlng is probably not recommended safety over monitoring by ultrasound alone in terms of
' efficacy and safety.

Le dosages de l'cestradiol avec la surveillance échographique n'est probablement pas
recommandé. Conditionnel @ P

Le dosage de |'cestradiol, de la progestérone et de LH avec la surveillance échographique n'est
probablement pas recommandé. Pas de bénéfice en terme d’efficacité et de sécurité. Conditionnel @
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Mesure de 'endometre

There are indications that thin endometrium is related to
lower ongoing/clinical pregnancy chances as an

Routine monitoring of endometrialthickness during ovarian Conditional @000  independent factor. Interventions to correct thin EMT

1250

stimulation is probably not recommended. have little rational basis and should be abandoned until
contrary evidence arises.
The guideline group suggests performing a single
A single ultrasound assessment is necessary to identify
B st measurement of the endometrium during ultrasound - ek Wi e i b e T

assessment on the daV of trlggerlng or oocyte ple'uP to appropriate diagnostic work-up should be done.
counsel patients on potential lower pregnancy chance.

La surveillance de routine de I'épaisseur de I'endometre pendant la stimulation n'est probablement pas
recommandée. Conditionnel @

Le GDG suggere d'effectuer une seule mesure de I'endometre le jour du déclenchement ou de la ponction des
ovocytes pour conseiller les patientes sur les risques potentiels de faible chance de grossesse . GPP
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L'association de la taille du follicule comme critere de déclenchement avec le résultat n'a pas été suffisamment étudiée. Les médecins

52

53

54

55

Criteres de déclenchement

The association of follicle size as a triggering criterion with
outcome has not been sufficiently studied. Physicians may
choose the follicle size upon which final oocyte maturation is
triggered on a case to case basis.

The decision on timing of triggering in relation to follicle size
is multi-factorial, taking into account the size of the growing
follicle cohort, the hormonal data on the day of pursued
trigger, duration of stimulation, patient burden, financial
costs, experience of previous cycles and organizational factors
for the centre. Most often, final oocyte maturation is
triggered at sizes of several of the leading follicles between
16-22 mm.

The GDG does not recommend to base timing of final oocyte
maturation triggering on oestradiol levels alone.

The GDG does not recommended to base timing of final
oocyte maturation on oestradiol/follicle ratio alone.

Conditional

GPP

GPP

GPP

®&eO0

Later hCG administration is associated with the retrieval
of more oocytes. An effect on any other efficacy or safety
or patient-related outcome was either not studied or not
demonstrated in a consistent (e.g. homogenous) way
across studies.

The association of the serum oestradiol levels with
clinical outcomes and OHSS risk has been studied in
several observational studies, but management
recommendations cannot be derived from these
observational data.

The association of the oestradiol-to-follicle ratio with
clinical outcomes has been studied in several
observational studies, but management

SoF table 32

peuvent choisir la taille du follicule sur laquelle la maturation finale des ovocytes est déclenchée au cas par cas. Conditionnel P

La décision du moment de déclenchement par rapport a la taille du follicule est multifactorielle,. Le plus souvent, la maturation finale des

ovocytes est déclenchée quand la taille de plusieurs follicules principaux est entre 16 et 22 mm. GPP

Le GDG ne recommande pas de décider le moment du déclenchement de la maturation finale des ovocytes sur les seuls niveaux

d'cestradiol. GPP

Le GDG ne recommande pas de décider le moment de la maturation finale des ovocytes sur le seul rapport cestradiol/follicule. GPP




Quels criteres d’annulation

A poor response to ovarian stimulation alone is not a reason

14 56 | | Strong @OOO  For poor responders, pregnancy rates may be low but
to cance a cycle. not absent. Therefore, the GDG recommends the
The physician should counsel the individual poor responder physician to counsel patients individually regarding
¥ k o g pregnancy prospects and the decision to continue this or
14 57 regarding pregnancy prospects and decide individually GPP a0
whether to continue this and/or further cycles.
In 'GnRH agon!St CV’CIeS with ?n SYALHAI, IE3panse of 2.18 Regarding a high response there are also no solid criteria
14 58 follicles, there is an increased risk of OHSS and preventative SHrong @000  tocancel acycle. A high response identifies women most

at risk for OHSS. Therefore, preventive measures are

measures are recommended, which could include cycle
recommended which could include cycle cancellation.

cancellation.

Une mauvaise réponse a la stimulation seule n'est pas une raison pour annuler un cycle. Fort @

Le médecin doit conseiller une mauvaise répondeuse en ce qui concerne les perspectives de grossesse et décider

individuellement de poursuivre ce cycle et/ou d'autres cycles. GPP

Dans les cycles d'agonistes de la GnRH avec une réponse ovarienne de > 18 follicules, il existe un risque accru de OHSS et
des mesures préventives sont recommandées, pouvant inclure I'annulation du cycle. Fort ©




Déclenchement de |'ovulation et soutien de la
phase |utéale

The use of recombinant hCG and urinary hCG is equally
15 59 recommended for triggering final oocyte maturation during

ovarian stimulation protocols.

A reduced-dose of 5000 IU urinary hCG for final oocyte
15 60 maturation is probably recommended over a 10.000 IU dose

in GnRH agonist protocols, as it may improve safety.

It is not recommended to administer recombinant LH for
triggering final oocyte maturation.

Strong

Conditional

Strong

®®00

@000

@000

Cochrane meta-analysis shows equal efficacy and safety
for urinary and recombinant hCG.

A reduced-dose of urinary hCG (50001U) does not appear
to affect the probability of pregnancy compared to
conventional dose (10.0001U).

The available evidence is currently very limited to allow
for solid conclusions to be drawn. Therefore, the GDG
cannot recommend the use of rLH to trigger final oocyte
maturation.

SoF table 33

SoF table
34a,b

SoF table 35

L'utilisation hCG recombinante et hCG urinaire est également recommandée pour déclencher la maturation finale des ovocytes

lors des protocoles de stimulation. Fort @&

Une dose réduite de 5 000 Ul de hCG urinaire pour la maturation finale des ovocytes est probablement recommandée plutot

gu'une dose de 10 000 Ul dans les protocoles d'agonistes de la GnRH, car elle peut améliorer la sécurité. Conditionnel @

Il n'est pas recommandé d'administrer de la rLH pour déclencher la maturation finale des ovocytes. Fort @




Le déclenchement par les agonistes

The use of GnRH agonist for final oocyte maturation with Current  evidence shows a disadvantage i
ongoing/clinical pregnancy rate with GnRH agonist and

15 62 conventional luteal support and fresh transfer is not  Strong ®®O0O0  ventional luteal support as compared to heg in SO table 36
recommended in the general |VF/|CS| population. normal responders. Recent evidence shows that this
. . disadvantage could be overcome by adding LH-activity to
The use of GnRH agonist for final oocyte maturation, luteal the LPS, however, this effect needs to be studied in a

15 63 support with LH-activity and fresh transfer is probably not  Conditional ~ @OOQO  large RCT. Thus, with the current knowledge we cannot  SoF table 37

. recommend GnRH agonist triggering with modified LPS
recommended for the predicted normal responder. for HheenaralVEISEl Foplator:

. . . . o . Current evidence is derived from an RCT in oocyte
If the GnRH agonist trigger with triptorelin is applied, dosages - donors, however, the guideline group thinks that the

ranging 0f0_1-0.4mg can be chosen. findings can be extrapolated to the general IVF
population.

15 64

L'utilisation d'un agoniste de la GnRH pour la maturation finale des ovocytes avec un support lutéal
conventionnel et un transfert frais n'est pas recommandée dans la population générale de FIV/ICSI. Forte D

L'utilisation d'un agoniste de la GnRH pour la maturation finale des ovocytes, le soutien lutéal avec activité LH et
le transfert frais n'est probablement pas recommandée pour les normo-répondeuses. Conditionnel @

Si le déclencheur agoniste de la GnRH avec la triptoréline est appliqué, des dosages allant de 0,1 a 0,4 mg
peuvent étre choisis. GPP
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Le double déclenchement

Available meta-analysis has been rated of low quality.
Current evidence in the form of RCT performed in
normal responders suggests no improvement in the
number of oocytes retrieved, with an improvement in
The addition of a GnRH agonist to hCG as a dual trigger for 2;2?::;? r,f,tewt;t,’fdtehs'fg,fgf '"S&:,Edsmf b;;:’t,r;::
15 65 final oocyte maturation is probably not recommended for  Conditional @®®OQO  intervention has not been shown to improve clinical  SoF table 38
predicted normal responders. ou-tcomeg in terms of live b@h/ongomg pregnancy rate.
Evidence in poor responders is very poor.
Regarding patients with history of low fertilization rate
or high number of immature oocytes, dual trigger in this
subgroup of patients, cannot be recommended until
data on its efficacy and safety from RCT’s are available.

L'ajout d'un agoniste de la GnRH a la hCG comme double déclenchement pour |la maturation finale des
ovocytes n'est probablement pas recommandé pour les répondeurs normaux. Conditionnel @ &P

Pour les mauvaises répondeuses, il n’y a pas d’évidence a I'ajout des agonistes.

Pour le taux bas de fécondation et le nombre élevé d’ovocytes immatures, les données ne sont pas encore
valides.
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Soutien de la phase |luteale

Progesterone is recommended for luteal phase support after

16 66 Strong HdOOO SoF table 39
IVF/ICSI.
Any of the previously mentioned administration routes (non-

16 67 oral) for natural progesterone as luteal phase support can be GPP SoF table 40
used.
The dosing of natural progesterone has evolved empirically,
usuaIIy dosage:s used.lnclude: Progesterone is recommended for luteal phase support
50 mg once daily for intramuscular progesterone for IVF/ICSI.
25 mg once daily for subcutaneous progesterone Start of luteal support has not been studied in the
90 daily f inal t | correct manner. Luteal support should be provided in

16 68 mg once al.y or vafglna pr?ges _erone g'e GPP the window between the evening of the day of oocyte SoF table 41
200 mg three times daily for micronized vaginal retrieval and D3 post oocyte retrieval. ab,cd

r rone in-oil ul With the current evidence available, no major
p oseSte one oll capsules differences in efficacy have been found comparing the

100 mg two or three times daily for micronized Vaginal different administration routes of progesterone.
progesterone in starch suppositories
400 mg two times daily for vaginal pessary.

La progestérone est recommandée pour le soutien de la phase lutéale apres FIV/ICSI. Fort @

Toutes les voies d'administration (non orales) pour la progestérone naturelle comme support de la phase
lutéale peuvent étre utilisées. GPP

Le dosage de la progestérone naturelle, généralement utilisés incluent :

50 mg une fois par jour pour la progestérone IM, 25 mg une fois par jour pour la progestérone SC,

90 mg une fois par jour pour le gel de progestérone vaginale, 200 mg trois fois par jour pour les capsules
progestérone vaginale micronisée, 400 mg deux fois par jour pour un pessaire vaginal. GPP




Soutien de la phase |luteale

Startin'g of progesteroﬁe for Iu-teal bhase §upport should be in

16 69 the window between the evening of the day of oocyte  GPP :fctab'e e
retrieval and day 3 post oocyte retrieval. ~
6 70 Progesterone for luteal phase support should be administered - & iblail

at least until the day of the pregnancy test.
. When compared to progesterone, dydrogesterone has
Dydrogesterone IS probably recommended for luteal phase Conditional e60 similar ongoing pregnancy rate. Current evidence from  SoF table 44

support. large RCTs shows similar safety and tolerability —a,b
compared to natural progesterone. Additionally,

6 7

Le démarrage de la progestérone pour le soutien de la phase lutéale doit se faire entre le soir du jour du
prélevement des ovocytes et le jour 3 apres le prélevement des ovocytes. GPP

La progestérone pour le soutien de la phase lutéale doit étre administrée au moins jusqu'au jour du test de

grossesse. GPP

La dydrogestérone est probablement recommandée pour le soutien de la phase lutéale. Conditionnel @D D




Soutien de la phase |luteale

The addition of oestradiol to progesterone for luteal phase

The data suggests that oestradiol is not recommended
for LPS, since it does not improve efficacy in terms of live

16 72 Support is probably not recommended. Conditional ®®00 birth/ongoing pregnancy rate, or safety in terms of SoF table 45
OHSS.
In hCG triggered ovarian stimulation cycles, hCG as luteal thfG is egual to pLo(:gésterone pdrotohcolsoaesgsardinkg “of table 46
. . - efficacy. However, increased the risk, oF table
16 73 phase support in standard dosages of 1500 IU is probably not  Conditional BEOD  paeliedly In Ko reporders.and.withedie dsases she
recommended. historically used (1500 IU).
A GnRH agonist bolus, in addition to progesterone for luteal C“t"e"t ?:LdegceR;‘dicates} Tghbefl"ve birth ézr:’sna":v
rates wi n agonis olus In addition 0
16 74 phase support in hCG triggered cycles can onIy be used inthe  Research only progesterone, repeated GnRH agonist injections alone SoF table 47
context of a clinical trial. or in addition to progesterone for LPS. Limited evidence
.. . - suggests that GnRH agonist for LPS does not increase the
Repeated GnRH agonist injections, alone or in addition to risk of OHSS. However, long-term health effects in the
16 75 progesterone for luteal phase support in hCG triggered cycles  Research only "ew-bbom have not been studied. Until these data afre SoF table 48
5 5 ¢ P available, the GDG recommends to use GnRH agonist for
can only be used in the context of a clinical trial. LPS only in the context of clinical trials
i+ L No conclusions can be drawn on the effect of LH
16 76 Addition of LH to progesterone for luteal phase support can Research only supplementation for LPS from the available evidence, SoF table 49

only be used in the context of a clinical trial.

and this intervention cannot be recommended.

L'adjonction d'cestradiol a la progestérone pour le soutien de la phase lutéale n'est probablement pas recommandée. Conditionnel @D

Dans les cycles déclenchés par I'hCG, I'nCG comme support de la phase lutéale a des doses standard de 1500 Ul n'est probablement pas

recommandée. Conditionnel &

Un bolus d'agoniste de la GnRH ou des injections répétées seules ou en plus de la progestérone pour le soutien de la phase Iutéale dans les cycles
déclenchés par I'nCG, ne peut étre utilisé que dans le cadre d'un essai clinique. Recherche uniquement

L'addition de LH a la progestérone pour le soutien de la phase lutéale ne peut étre utilisée que dans le cadre d'un essai clinique. Recherche uniquement




Prevention du syndrome d’hyper-stimulation

A GnRH agonist trigger is recommended for final oocyte
| ag gger | A cyt p— ®000 :obF table 50
maturation in women at risk of OHSS. Triggering final oocyte maturation with GnRH agonist &

A freeze-all strategy is recommended to eliminate the risk of Sigt’?‘ﬁcta”ft'yl ’:d‘;gﬁsghe Hsk ofiedizonsek QLS. in
. . . N atients at risk o 5
17 78 late-onset OHSS and is applicable in both GnRH agonist and GPP R
GnRH antagonist protocols.
If a GnRH agonist trigger with freeze-all strategy is not used in o , )
" N o g A small non-significant difference in OHSS rates were
patients at risk of OHSS, it is not clear whether the use of a cBssrved. withoik &n Gbvieus: SHtect forn origoing
17 79 5000 IU hCG trigger or GnRH agonist trigger is preferred. The  Conditional ®OOO  pregnancy rates. In the study, there was no comparison  SoF table 51
GNnRH agonist trigger should be followed by luteal phase ‘r’“e';zr;'i:zzgfe"t'y“’h'c" epresanc stlime-pest optan
support with LH-activity.

17 77

Un déclenchement agoniste de la GnRH est recommandé pour la maturation finale des ovocytes chez les
femmes a risque de OHSS . Fort @

Une stratégie freeze-all est recommandée pour éliminer le risque de OHSS d'apparition tardive et est applicable
a la fois aux protocoles d'agonistes de la GnRH et d'antagonistes de la GnRH. GPP

Si un déclenchement par agoniste de la GnRH avec une stratégie de freeze-all n'est pas utilisé chez les patients
a risque de OHSS,

il n'est pas clair si l'utilisation d'un déclenchement par hCG de 5000 Ul ou d'un déclenchement par agoniste de
la GnRH est préférable.

Le déclenchement par I'agoniste de la GnRH doit étre suivi d'un soutien de la phase lutéale avec activité LH.
Conditionnel @




Prevention du syndrome d’hyper-stimulation

In patients at risk of OHSS, the use of a GnRH agonist for final Eviderice “from RaTs performied in: ‘Gocyte: idenors
17 80 oocyte maturation is probably recommended over hCG in  Conditional @OOO  indicates that GnRH agonist trigger is preferable over

cases where no fresh transfer is performed. heowhenreeze:al isapplied

. " . . The two most relevant studies were both on
A GnRH agonist trigger for final oocyte maturation with or retrospective data, with inherent methodological and

17 81 without a freeze-all strategy is preferred over a coasting GPP risk of bias problems. Therefore, the GDG cannot

strategy in patlents at risk of OHSS recommend coasting and hCG trigger over GnRH agonist
: trigger for final oocyte maturation.

Cabergoline or albumin as additional preventive measures for
17 82 OHSS are not recommended when GnRH agonist is used for GPP
triggering final oocyte maturation.

Chez les patientes a risque de OHHS, |'utilisation d'un agoniste de la GnRH pour la maturation finale des ovocytes est
probablement recommandée plutot que I'hCG dans les cas de freeze-all. Conditionnel @

Un déclenchement par agoniste de la GnRH pour la maturation finale des ovocytes avec ou sans stratégie de freeze-all
est préférable a une stratégie de coasting chez les patientes a risque de OHHS. GPP

La cabergoline ou I'albumine comme mesures préventives supplémentaires pour le OHHS ne sont pas recommandées
lorsqu'un agoniste de la GnRH est utilisé pour déclencher la maturation finale des ovocytes. GPP




Prevention du syndrome d’hyper-stimulation

A freeze-all strategy is recommended to fully eliminate the it ope0 e curent idecesuggests that nt errring 2 SoF table 52

risk of late-onset OHSS. fresh transfer lowers the OHSS risk for women at risk of ~ a,b
QOHSS, without completely eliminating the condition. The

[atter urges for follow up of haemo-concentration status

even in cases with the freeze-all strategy applied.

18 8

Prior to start of ovarian stimulation, a risk assessment for high

18 84 : iy
response is advised.

GPP

Une stratégie de freeze-all est recommandée pour éliminer completement le
risque de OHSS d'apparition tardive. Fort @P D

Avant le début de la stimulation, une évaluation des risques de réponse élevée
est conseillée. GPP
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Ces recommandations pour la stimulation ovarienne

FIV/ICSI vise a nous fournir les meilleurs preuves
disponibles pour les différentes étapes.

* 61 fondés sur des données prouvées
e 21 Fortes

84 recommandations e 40 Conditionnelles
e 19 GPP

e 4 recommandations de recherche

Inconvénients : les preuves sont souvent limitées et de

faible qualité.
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Principale difficulté

Absence de
définitions uniformes

e Consensus de Bologne 2011
e Poseidon

Mauvaise répondeuse

e Lien entre le nombre élevé d’ovocytes et le risque
Hyper-répondeuse d’hyper-stimuation
e Differe d’une publication a une autre
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Predicted ovarian response
[AMH or AFC determination)

Obtained ovarian
response

o

LEGENDA:

Stratégie

LOW
RESPONDER

GnRH antagonist
protocol

GnRH agonist
protocol

G
S S
150-300 1L
gonadotropins

RESPONDER

10.000 1U hCG
or 250 pug rhCG

Natural

1= choice treatment 2™ choice treatment

NORMAL
RESPONDER

HIGH
RESPONDER

GnRH antagonist GnRH agonist

protocol

GnRH antagonist GnRH agonist

protocol

100-125 1L

gonadotropins gonadotropins

Ultrasound monitoring
Follicle size and number

Endometrial thickness

Case-to-case decision
Oestradiol level

NORMAL
RESPONDER

HIGH
RESPONDER

10.000 IU hCG or
S0 ug rhCG

IF GnRH
antagonist

IF GnRH
agonist

200 pg GnRH
agonist

a»

Freeze-all

S.000 1U hCG
Natural progesterone

e [orat)
Fresh ET «»
adjusted LPS

Directive ESHRE : stimulation ovarienne pour
FIV/ICSI' 3

Le groupe d'orientation ESHRE sur la stimulation ovarienne , Ernesto Bosch,

Simone Broer , Georg Griesinger , Michel Grynberg , Pierre Humaidan,

Estratios Kolibianakis , Michal Kunicki , Antonio La Marca , Georges Lainas ... Afficher plus
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Impact de ces recommandations

Préevention du
syndrome d’hyper-
stimulation
ovarienne

Ameélioration des
resultats chez les
MEIVEINES
répondeuses

e Absence de preuve sur le choix du protocole
e Plusieurs traitements adjuvants sont utilisés sans preuve
e peu de preuves concernant les doses de gonadotrophines
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Conclusion

Ce guideline de 'ESHRE fourni
aux cliniciens des
recommandations et des
éléments de bonne pratique

e Dosage des gonadotrophines

Met le point sur la nécessité de MEldaEeliuiys
’ . e Support de la phase lutéale par les
recherches supplémentaires

agonistes
e Efficacité et la sécurité du freeze-all
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