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MESSAGE FROM THE

President - IFS
Dear Friends,

It is indeed a great privilege and pleasure for me to present this “IFS Conversation”. The sole purpose
of getting these conversations is to showcase the various recent academic activities conducted by our
extremely enthusiastic and committed members spread over 27 chapters across India and abroad.

The topic of this conversation is “Universal Freezing: Are we ready as yet?”. Freeze-All is the term used to define the strategy of cryopreserving
all the embryos formed after in vitro fertilization and transferring them in segmented cycle into a more physiologic endometrium. This
strategy has been practiced traditionally in cycles at risk of OHSS, PGT cycles, poor maternal health on the day of transfer or endometrial
issues. However, Universal Freeze-All strategy involves the freezing of all embryos despite the above mentioned causes. This strategy as we
know was devised in order to overcome a possible negative influence of supraphysiological steroids witnessed in fresh transfers on
implantation and live births.

The aim of this conversation is to deduce whether this strategy is beneficial in high responders, intermediate or in low responders with
respectto the outcomes oflive births so as to geta clear picture whether the freeze-all cycles are preferable for all patients.

In the end, I congratulate the editorial team for their excellent hard work and dedication to plan and prepare this news bulletin and wish all
readersaveryrewarding and pleasantreading.

Longlive IFS!

Warms Regards and best wishes,

)
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Dr. Sudha Prasad
President- IFS
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MESSAGE FROM THE

Secretary - IFS

Dear Members and Friends

[t gives me pleasure to forward yet another volume of IFS Conversation, upholding the academic
commitments of the society. The promising editorial team have appreciably kept the deadlines in
bringing out the volume despite the tribulations of the present times.

The theme “Universal Freezing: Are we ready as yet?” is very aptly thought and delivered in a time

when we have mastered the Art and Science of Vitrification, with excellent survival of frozen embryos, yet evidence on improved live
birth rate comes significantly for hyper-responders and patients undergoing PGT-A. Whether we translate it to normo- responders
comes at a cost of procedure, besides putting the mothers at risk of pre-eclampsia and new-borns to macrosomia, adding further
financial burden from perinatal morbidity. This issue contributes to the upcoming developments on the subject of Elective freezing
unfolding the many dilemmas and controversies on the subject. Hope our readers will find this issue resolving some of the
controversies and dilemmas. Congratulations to the sustained team efforts of the editorial committee and the contributors of this issue
of IFS Conversation.

Good wishes

—

Plegror Maltis

Dr. Neena Malhotra
Secretary - IFS
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MESSAGE FROM THE
EDITOR’S DESK

Dear Members & Friends, Dr. Shweta Mittal Gupta Dr Rashmi Sharma
Editor - IFS Jt. Editor - IFS

Please acceptgreetings from the editorial team . We presentbefore you the second issue of I[FS conversation this year.

As we are aware that our nation is facing unprecedented covid-19 pandemic situation and the outbreak has disrupted life of
billions around the globe, we at IFS are determined to face the challenge by ensuring that relevant academic content reaches
all our members online. We believe in going green and the IFS Conversation will be circulated digitally.

This issue of IFS conversation is dedicated at “ Universal Freezing - are we ready as yet ?” The improvements in vitrification
technology and the good outcomes obtained in assisted reproductive technologies have supported new indications for
freezing and segmentation of treatment. Still there are some controversies regarding evidence that suggest that freeze-all is
not "for all," but should be individualized.

We are thankful to experts who have given their valuable contribution. on this topic of fresh versus frozen embryo transfers.
You will also find all the academic activities done under the aegis of IFS during the period between July - Sept 2020 . Many of
these are still available online for you to access . Many of our members presented their work this year at virtual ESHRE 2020 .
Youwill getaglimpse some ofthese presentations.

We welcome our members to contribute scientific content in forth coming issues of IFS conversation. we will be more than
happy to publish all your academic achievements & awards at national or international level.

Happyreading!
Dr. Shweta Mittal Gupta Dr.Rashmi Sharma
Editor, IFS Joint Editor, IFS
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INDIAN FERTILITY SOCIETY STATEMENT

(14 April, 2020)
COVID-19 & FERTILITY

RECOMMENDATIONS FOR CLINICS & PATIENTS

For Details Visit
www.indianfertilitysociety.org
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INVITED
ARTICLES

Should we “cool off” all embryos?
indications for segmental IVF

Dr Shweta Mittal
Senior consultant, Centre of IVF &
Human Reproduction

Sir Ganga Ram Hospital

Email: mshwets@hotmail.com

The freeze-all strategy ia a popular alternative to
fresh embryo transfer (ET) during in vitro
fertilization (IVF) cycles. Success of IVF depends not
only on embryo quality, but also on endometrial
receptivity. Embryo-endometrium interaction and
alteration in uterine milieu due to
supraphysiological hormonal levels, which occurs
during ovarian stimulation, may bring about
reduction in IVF results due to change in histological
pattern of endometrium,stromal glandular
dyssynchrony and altered expression of adhesion
molecules like integrins1,2 especially after fresh
embryo transfer, when compared to frozen embryo
transfers (FET). This would ultimately lead to not
only reduction in pregnancy rates but also poorer
obstetrical & perinatal outcomes.The concept of
delaying embryo transfer to a frozen cycle can
overcome the deleterious effects of controlled
ovarian stimulation over the endometrium , therby
improving outcomes 3,4.In the freeze-all strategy,
the entire cohort of embryos is cryopreserved (not
just the "second best"), and the best embryos are
transferred in a later cycle into a more physiologic
endometium5

Indications for “Freeze all “

A fresh cycle in which all suitable embryos are
frozen is known as a ‘freeze-all’ or ‘freeze-only’
cycle. With improved success of embryo
cryopreservation, the indications for embryo
freezing have widened.

One of the commonest reasons for an freeze-all
strategy is hyperresponders with increased risk of
ovarian hyperstimulation syndrome (OHSS). If
during an IVF cycle despite having high estradiol
levels, hCG was administered or in case of a
downregulated cycle showing hpyper response,no
other alternative would be left other than
administering hCG. These cycles would impose
greater risk of OHSS, if in a fresh cycle embryos are
transferred, resulting in pregnancy and release of
endogenous hCG6. This is associated with an
increase in the inflammatory mediator vascular
endothelial growth factor and a prolonged, more
severe clinical course of OHSS.Thus freeze-all
approach prevents in such cases development of late
OHSS. Cochrane meta-analysis suggests that if the
rate of OHSS is 7% following fresh transfer, in the
freeze-all approach it is 1-3% when triggered with
hCG even in normal responder group7.

Al IVF cycles triggered with GnRH agonist without
low dose hCG supplementation,would require
elective freezing of embryos so as to optimize
pregnancy rates and to avoid low pregnancy rates
subsequent to premature demise of corpus luteum
and defective luteal phase without presence of hCG

in circulation leading to profound LH deficiency and
progesterone secretion by corpus luteum.8

Blastocyst transferred on day five is more
physiolgical as compared to slow-developing
embryos, which become blastocysts on day 6. These
day 6 embryos, if transferred in a fresh embryo
transfer cycle will result in lower pregnancy rates
due to advanced endometrium, out of synchrony
with the endometrial window of implantation.
Several studies demonstrate higher pregnancy rates
when day-6 embryos are cryopreserved and
resynchronised with the endometrium in a
subsequent FET cycle compared with fresh transfer
on day 6.9

Other indications for elective freezing of all embryos
are uterine abnormality identified during ovarian
stimulation (e.g. endometrial polyp identified during
the cycle, fluid in the endometrium,thick or thin
endometrium).Complications of egg-collection
procedure (e.g. intraperitoneal bleeding, damage to
viscera, pelvic infection.Social factors (unable to
attend embryo transfer or need to defer
pregnancy).Raised progesterone on day of trigger
injection is a commonly practised strategy for
elective cryopreservation of all embryos in a
particular cycle.10,11

Moving towards selective single embryo transfer
would further defer fresh embryo transfers as
improved outcomes after embryo cryopreservation
and FET have allowed IVF centres to adopt to a
policy of elective single embryo transfer, while
maintaining cumulative live-birth rates.This would
tremendously reduce chance of multiple pregnancy.
12

Planned freeze-all is a commonly practised policy in
patients undergoing IVF with the use of
pre-implantation genetic testing, wherein embryos
can be biopsied and cryopreserved, while genetic
analysis is undertaken.It also allows accumulating
more embryos especially in cases of PGT for
monogenic disorders and in advanced maternal age
before proceeding for genetic analysis. Elective
cryopreservation of all embryos is a viable option
for fertility preservation in those due to undergo
gonadotoxic therapy. There has been an increasing
trend towards freezing all embryos when dealing
with cases of recurrent implantation failure.

Unplanned elective freezing Planned elective freezing

Risk of ovarian hyperstimulation Preimplantation genetic testing

Uterine abnormality like endometrial
polyp,fluid,thick/thin endometrium etc

Fertility preservation

High progesterone of day of trigger Recurrent implantation failure

GnRH agonist trigger without hCG
rescue

All blastocysst formed on day 6

Table 1: Summary of indications for elective
freezing of all embryos
Why has embryo freezing increased ?

Improved embryology techniques 13,14,15

Moving from initial technique of slow freeze for embryos
to vitrification has changed the embryo survival rates.
Vitrification is faster and more convenient, taking only
minutes and not requiring large, expensive equipment.
Moreover, a cohort study of more than 30 000 FET
demonstrated a higher live-birth rate per cycle started for
vitrified versus slow frozen embryos, with meta-analysis
data supporting these findings.

In order to reduce multiple pregnancies and to observe
embryo growth beyond the stage of embryonic arrest,more
embryos are frozen at blastocyst stage. Evidence suggests
improved live-birth rates following transfer of embryos
cryopreserved at the blastocyst stage compared with
embryos at cleavage stages.

To conclude:

IVF practices have changed tremendously over a period of
last decade. Though there are valid indication for freeze all
policy for embryos, though not all patients should be
offered freeze all strategy barring indications, which
absolutely makes it essential to freeze so as to either bring
better health and safety to the patient or to improve
cahnce of pregnancy16. Additionally all legal & ethical
issues pertaing to embryo cryopreservation should be kept
in mind before offering this strategy.

References:




Opportunities and threats
presented by " Universal freeze
all policy ".

Dr Rashmi‘Sharma

Director, Origyn Fertility and IVF
Joint Editor, Indian Fertility Society

Email: drrashmisharma73@gmail.com

Opportunities

The Biggest benefit of freeze all strategy or segmental IVF
is that Segmentation can profoundly eliminate the risk of

OHSS. With the use of GnRH agonist trigger and freeze-
all strategy ,there is no doubt that it leads to drastic
decrease in OHSS.(1)

However the question is that, If the OHSS risk is within

acceptable limits with a low or intermediate oocyte yield
(<15 oocytes retrieved) than is it ok to overgeneralize the

results to the entire population ? So, the other proposed

but controversial benefits of freeze all strategy are better

live birth rates and better maternal and perinatal
outcomes in frozen embryo transfers. Dr Ruma has
beautifully compiled the outcome of various studies in
her article regarding live birth rates in fresh vs frozen

embryo transfers. The consensus till now is that freeze all

policy leads to better live birth rates in hyper responder
patients, but there is no difference in normal or poor
responder patients.

Possible proposed mechanism for lower pregnancy rate

in fresh transfers in hyper-responder patients is negative

impact of controlled ovarian stimulation due to
supraphysiological estradiol (E2) and progesterone (P)
levels, on endometrial receptivity. Many molecular,
genetic and morphological studies have supported this

suggestion . Another proposed mechanism for better ART

outcome in frozen cycles is that physical effects of
freezing and thawing may filter out embryos with
borderline quality. This would allow more robust
embryos to survive and develop, also resulting in more
optimal fetal growth .

Another argument given in favour of freeze all policy is
better maternal and perinatal outcomes . Dr Renu has
compiled evidence about this in her article .Pregnancies
resulting from FET are associated with lower relative
risks of placenta previa, placental abruption, low birth
weight, very low birth weight, very preterm birth, small
for gestational age, and perinatal mortality compared
with fresh ET but with increased risks of pregnancy-

induced hypertension, postpartum hemorrhage, and large
for gestational age compared with fresh ET. (2,3) Absence

of corpus luteum in endometrial preparation with

hormone replacement therapy has been suggested as the

reason of increased risk for PIH , because corpus luteum
does not only produce estrogen and progesterone but

also produces lots of metabolites and vasoactive products

which may be essential for proper placentation .

large retrospective cohort studies have shown that
frozen-thawed embryo transfers, both at cleavage and
blastocyst stages, significantly reduce the rate of ectopic
pregnancy.(4,5,6,)

Side benefits of “freeze all policy” -

1. It offers possibility of initiating ovarian stimulation on

any given day of the menstrual cycle as we are not

bothered with taking care of endometrial receptivity in
that particular cycle (7,8).It has been seen that there is no
difference in reproductive outcomes when stimulation
was initiated in the luteal phase(9).This makes more room
for logistical treatment changes to accommodate both the
scheduling restrictions of physicians, IVF lab and the
patient

2. Another side benefit is that it allows for a different
approach to prevent premature LH surge and avoidance of
injection shots like use of oral medroxyprogesterone
acetate (MPA) or Clomiphene in place of antagonist
injections .Less injections and cost consequent to
avoidance of antagonist injections means an enormous
improvement in the quality of life for women undergoing
IVE. (10)

Threats presented by freeze all policy

1. Generalization of results to normal and poor responders
as well in the absence of evidence

2. Cost increment due to additional freezing and thawing .
3. Increased time to pregnancy

4. Many patients may discontinue treatment without
transfer at all - patient drop out.

5. More PIH, PPH, Macrosomia

6. Centre specific - robust cryopreservation program is a
must before going for universal freezing .
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Freeze-all is a term used to define the strategy of
cryopreserving the entire cohort of embryos formed
after in vitro fertilization and transferring them in a
later cycle into a more physiologic endometrium. [1]
Freeze-all has been practised traditionally in cycles at-
risk for OHSS, asynchronous donor-recipient-cycles,
PGT cycles, poor maternal well-being on the day of
transfer, endometrial issues, (cavity fluid, too thick or
too thin) or inability to transfer on account of cervical
stenosis. However, the UNIVERSAL FREEZE-ALL
strategy advocates freezing the entire embryo cohorts
despite the absence of aforementioned causes. The
UNIVERSAL FREEZE-ALL strategy as we know it today,
was conceived in order to overcome a possible negative
influence of supraphysiological steroids witnessed in
fresh transfers on implantation and live births. This
review article looks at the available evidence on
whether a strategy of UNIVERSAL FREEZE-ALL would
benefit couples with respect to the outcomes of live
births and whether it works equally in different profiles
of women undergoing frozen embryo transfer. It also
attempts to critically look at evidence on what are the
possible short-term and long-term harms of such a
strategy.

Rationale of Universal Freeze-all

Controlled Ovarian Stimulation (COS) aiming at
multiple folliculogenesis is an inseparable part of
modern In Vitro Fertilization (IVF) programmes. This
helps in optimizing results for the couple since it is
known that livebirths after IVF have a strong
correlation with the numbers of retrieved oocytes. [2]
However, altering the norm of monofollicular ovulation
is not without adverse effects. Multiple follicular
development as a result of COS leads to
supraphysiological estrogen levels, which on an
average reach ten times than what is seen in natural
cycles. Similarly, progesterone, a product of corpus
luteum is secreted in higher quantities after COS than in
a natural cycle, corresponding with the numbers of
corpora lutea formed. It is known that endometrial
development under the influence of estrogen followed
by progesterone is highly synchronized with the arrival
of a competent blastocyst by day five or six of
ovulation.[3] This synchrony between the
endometrium and embryo is vital to successful
implantation. [4] It has been observed that
supraphysiological steroid levels induced by COS,
cause endometrial development to be accelerated,
possibly via altered steroid receptor expression in late
follicular phase [5]. This amounts to an incremental
degree of embryo endometrial asynchrony that is likely
to negatively affect implantation. Indeed, in clinical
situations, evidence from various retrospective studies
suggests that frozen transfers yield higher
implantation, ongoing pregnancies and live births than
fresh transfers -——- - R [1,68].

The adverse effects of supraphysiological steroids in
fresh embryo transfer cycles is not restricted to
implantation alone but also extends to the perinatal
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period. Higher peri-implantation progesterone,
responsible for endometrial advancement, also causes
alterations in trophoblastic differentiation, expansion
and invasion leading to sub-normal placentation in COS
cycles.[9][10]. The results of a meta-analysis involving 11
observational studies in singleton pregnancies have
shown that adverse perinatal outcomes occur at a higher
frequency in pregnancies resulting from fresh embryo
transfers versus frozen embryo transfers. The relative
risks (RR) of antepartum hemorrhage (RR =0.67, 95% CI
0.55-0.81), preterm birth (RR = 0.84, 95% CI 0.78-0.90),
small for gestational age (RR = 0.45, 95% CI 0.30-0.66),
low birth weight (RR = 0.69, 95% CI 0.62-0.76), and
perinatal mortality (RR = 0.68, 95% CI 0.48-0.96) were
lower in women who received frozen embryos.[11]

What are the indicators of embryo-endometrial
asynchrony?

It has been seen that endometrial advancement by 3 days
or more seems to affect endometrial receptivity and
subsequent likelihood of achievement of pregnancy
[12][13]. It is also known that natural cycles have a
window of implantation that can stretch over three to four
days. The question to be answered is whether the level of
embryo-endometrial asynchrony in stimulated cycles is
always such that the broad window of implantation is
unable to adjust for endometrial advancement. [s it
possible to identify then, which IVF cycles after COS,
would suffer an extreme level of asynchrony to affect
implantation and what are the indicators of this
asynchrony?

Progesterone elevation (PE), erroneously referred to
earlier as premature luteinization, is defined as high hCG
day serum progesterone, and has been used as a
surrogate marker widely for determining embryo-
endometrial asynchrony, with threshold values varying
widely from 0.4ng/ml to 2.5ng/ml in various studies.
Lower threshold values have been used for low
responders and higher values for high responders [14].
Additionally, some authors have found the use of
progesterone to estrogen ratio to be theoretically
reasonable over using hCG day progesterone alone.
[15,16] Many others have not considered the issue of
progesterone elevation significant enough to effect a
change in their transfer policy.[17-20]

What is the quantum of effect of progesterone elevation
onlive births?

We get our first detailed insight into the association of PE
with achievement of pregnancy in fresh transfers,
through Venetis et al 's superbly conducted synthesis of
all available evidence on the matter in 2013.[21] That
this study should be compulsory reading for all
reproductive medicine specialists as an exercise in
research methods is a matter for another piece, but what
can be said for the purpose of this review is that it
synthesized evidence from 68 studies (eleven
prospective and remaining retrospective) published
between 1990-2012, involving more than 60,000 cycles
of fresh and frozen embryos. The criteria for studies to be
included were that it should have reported on 1)
controlled ovarian stimulation with gonadotropins alone
either in agonist or antagonist cycles in IVF, 2) hCG day
progesterone levels and 3) clear outcomes of either
clinical pregnancies, ongoing pregnancies or live births.
Till then PE thresholds for attaining clinical pregnancies
reported in various studies ranged from anywhere
between 0.4ng/ml to 2.5ng/mL, chosen either arbitrarily
or based on previous study thresholds. This metaanalysis
found a negative association between PE and
achievement of pregnancy, the strongest risk existing for
PE above 1.5ng/mL. They quantified this risk as a 10%
absolute reduction in clinical pregnancies when women
having hCG day progesterone above 1.5ng/ml, underwent
a fresh transfer versus when a freeze-all approach was
adopted. The incidence of PE varied with the threshold
chosen being 17% for PE > 1.5ng/ml. To give a clinically
meaningful interpretation to this finding, they said that if
the annual pregnancy rate of a centre were to be 40%, and
progesterone elevation occurred in 17% of cycles totally
and all underwent fresh transfers, the pregnancy
achievement rate would drop from 40% to 38.3% for that
centre in thatyear.

Amongst the secondary outcomes studied, there was a
significant positive corelation of PE with agonist cycles
versus antagonist, dose of gonadotropins, hCG day

estradiol levels and retrieved oocyte numbers. The
authors however failed to find an association between
duration of gonadotropin treatment, whether hyper,
average or poor responder, or type of gonadotropin used
(rec FSH,hMG, LH addition) with PE.

It is left to the readers to discern how significant that
change in annual live births from 40% to 38.3% in their
practice is, but as it happened, the trend of universal-
freeze all spread like wild-fire in most centres of the world
through the middle oflastdecade.

Like most meta-analysis involving retrospective studies,
this one too suffered from heterogeneity and although the
authors attempted to tackle different confounders in a
very systematic way, evidence from large, randomized
controlled clinical trials dealing with a uniform
population and uniform intervention on the subject at
hand was still lacking. Data on progesterone elevation
threshold so far, had been derived from retrospective
studies, non-randomized prospective studies or from
retrospective analysis of data collected for an RCT
evaluating a different research question. As of now, any
threshold value of PE does not seem reasonable enough to
pursue a freeze-all policy. And decisions based on
progesterone estrogen ratio, rate of progesterone rise
and progesterone threshold values based on ovarian
response will have to wait till large scale RCTs are
undertaken on that subject.

Does freeze-all benefita specific category of patients?
Two landmark randomized controlled trials, both
adequately powered, employing a homogenous
population (same patient characteristics), using uniform
intervention (receiving the same type of protocol and
gonadotropin, embryo transfers at the same stage) and
having uniform outcomes (live births) addressing the
issue were published in 2016 and then in 2018. These
trials changed the way we thought about Universal
freeze-all policy. . The first study asked the question
whether in PCOS women defined by Rotterdam's criteria,
the policy of universal freeze-all followed by transfer of
embryos in a subsequent cycle would yield higher live
births than when transferring embryos in fresh cycles. It
randomized a total of 1508 PCOS women on the day of
oocyte retrieval who were not at risk of ovarian
hyperstimulation syndrome (OHSS) to receive up to two
day 3 embryos in fresh cycle or in frozen cycle using
hormone replacement. A significant improvement in live
births was found in favour of women undergoing frozen
embryo transfers in this population. (49% vs. 42%, RR:
1.17; 95%ClI= 1.05-1.31). This was attributable largely to
a significant lowering of miscarriages in frozen transfers
versus fresh transfers. (22.0% vs. 32.7%, RR: 0.67; 95%
CI=0.54-0.83).

The second trial conducted by the same group asked the
question whether the policy of freeze all would increase
live births over fresh transfers in OVULATORY women.
They randomized 2158 ovulatory women, on the day of
oocyte retrieval who were not at risk of developing OHSS
toreceive fresh

day3 embryos or frozen day 3 embryos in subsequent
NATURAL cycles. The results changed the existing
perception about frozen embryo transfers. The live-
birth rate did not differ significantly between the
frozen-embryo group and the fresh-embryo group
(48.7% and 50.2%, respectively; RR: 0.97; 95% CI 0.89-
1.06).

As expected, frozen transfers resulted in a significantly
lower rate of OHSS vs. fresh transfers in both PCOS
women (1.3% vs. 7.1%, RR: 0.19; 95% CI=0.10 to 0.37)
and in ovulatory women (0.6% vs. 2.0%; RR:0.32; 95%
C1=0.14-0.74).

However, there appeared to be a three times higher rate
of preeclampsia in the frozen embryo transfer group of
PCOS women. (4.4% vs. 1.4%, RR: 3.12; 95% CI=1.26-
7.73). The study also found a higher rate of neonatal
death and still births in the frozen transfer group,
attributable to prematurity, although this was not
significantly so. The adverse perinatal outcomes were
not any different amongst ovulatory women undergoing
fresh or frozen ET.

This trend of elevated risk for preeclampsia with frozen
embryo transfers is worrying and merits a discussion.
There is increasingly accumulating evidence, that this
risk exists in hormonally replaced cycles '[24] and not
in natural cycles, exonerating the embryo freezing
process as being responsible in its pathogenesis. In
cycles where uterine preparation with exogenous

estrogen and progesterone is undertaken, processes
involved in natural ovulation are suppressed leading to
a lack of corpus luteum. One of the corpus luteal
product is relaxin which is responsible for maternal
cardiovascular adaptation to pregnancy. Absence of
corpus luteum and therefore relaxin leads to a blunted
maternal cardiovascular adaptation to pregnancy
resulting in a higher risk of preeclampsia. [25,26] This
finding should encourage reproductive medicine
specialists to move from transferring frozen embryos in
artificially prepared uterus to naturally prepared uterus
amongst the population of ovulatory women.

How does the rate of embryonic development or
embryo-stage affect their performance in fresh and
frozen cycle?

The window of receptivity in fresh transfers is expected
to close early due to endometrial advancement. This
phenomenon might affect slow growing embryos more,
so that day six blastocysts might have poorer
implantation rates in fresh cycles than in frozen cycles.
[27] In aretrospective

The data on childhood cancer is for now scarce,
considering the rarity of this condition and it can only
come from stringently maintained population-based
data over several decades. A retrospective cohort study
based on Danish population-based registry data and the
Danish Infertility Cohort (individual record linkage) that
included 1085172 children born in Denmark between
January 1, 1996, and December 31, 2012, has found that
the risk of childhood cancer, mainly leukemia and
sympathetic nervous system tumours, increases by an
average of 2.4 times after frozen embryo transfer versus
after natural conception. [31] The study duration
suggests enrolment at a time when slow freezing was
the norm in most clinics of the world. There have been
concerns raised with the study's findings in that this
risk might not be applicable to vitrification, the current
standard in most IVF clinics. But as of now there is no
hard data to exonerate vitrification from any long term
adverse effects on offspring health.

analysis of 3391 single blastocysts transfers, the
sustained implantation rates of slow growing D5
blastocysts were significantly lower than normally
growing D5 blastocysts in fresh cycles. (44% versus
64% in women <35 years of age (P < 0.001) and 18%
versus 56% in women =35 years of age (P < 0.001)).
However, when slowly blastulating embryos underwent
vitrification and then ET, they had implantation rates
which were equivalent to their normally blastulating
counterparts. [28] This normalization in cryopreserved
ETs indicates that dyssynchrony may be a major adverse
factor limiting outcomes with late blastulating embryos
in fresh cycles.

A large randomized controlled trial that enrolled 1650
OVULATORY women assessed the benefit of freeze-all
strategy with single BLASTOCYST transfers. --[29]
Earlier trials had shown no difference in live births with
the adoption of freeze-all in ovulatory women
undergoing day 3 embryo transfers. Could Day 5
embryos perform differently in the frozen cycle versus
the fresh? This trial's findings contrasted with those
done for day3 embryos in that the live births were
significantly higher in ovulatory women undergoing
FROZEN SINGLE BLASTOCYST transfers versus those
undergoing fresh single blastocyst transfers. (50% vs
40%; RR 1:26,95% CI 1-14-1-41). Thus supporting the
hypothesis that the window of implantation might close
early for some blastocysts in fresh cycles but continues
to remain open to day 3 embryos.

Long term Adverse effects of embryo freezing

As data on babies born after embryo freezing
accumulates, two negative observations about the
embryo freezing process have come to fore. The first is
an increased risk of fetal macrosomia [30] and second is
a small but significant increase in the risk of childhood
cancers [31]. The risk of fetal macrosomia with frozen
transfers has been the subject of over twelve studies
and a synthesis of evidence from these studies reveals
the odds for fetal macrosomia with frozen embryo
transfers to be increased 1.7-fold compared to fresh
transfer (AOR = 1.71 95% CI 1.59-1.83 p< 0.001) and
1.4-fold compared to natural cycle (AOR = 1.42 95% CI
1.17-1.71 p< 0.001) ————[32]. This risk has been seen
in large population based studies too (derived from the
Nordic database) and exists irrespective of the freezing



technique whether slow or vitrification. [33] Epigenetic
modifications induced in the embryo during the culture
and freezing process have been thought to be responsible
for this.

Conclusions

This review concludes that

» Universal freeze-all policy does not benefit all
subsets of women in terms of improving live-births.
The hyper-responding PCOS woman, benefits from
the universal freeze-all policy not only in terms of an
improved chance of live births (+17% over
baseline), but largely through an approximately 80%
reduction in OHSS. That should be something to
strive for. There is no advantage gained in the
ovulatory woman however, with the universal
freeze-all policy, barring prevention of OHSS.

* As of now, there are no reliable markers such as hCG
day progesterone, progesterone-estrogen ratio etc.
to determine embryo-endometrial asynchrony.

» Slow growing blastocysts or day 6 blastocysts would
probably do poorly in fresh transfers and it is wiser
to pursue a freeze-all policy especially if a single
blastocyst is all that is available for transfer.

* One would also have to consider the increased costs
involved, the increased time to pregnancy, the
logistics of storing extra embryos and certainly not
the least of all, the long term effects of embryo
freezing process on the offspring before offering
freeze-all approach in any category of patients.

» The experience of a laboratory with embryo freezing
either slow or vitrification, is an important factor
determining success of the freeze-all policy. Unless a
clinic audits their own data and prove beyond
reasonable doubt that their frozen transfer results
are vastly improved over fresh transfers, they should
not advocate the universal freeze-all policy
uninhibitedly.
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Introduction

Frozen embryo transfer (FET) has become a successful
technique for in vitro fertilization (IVF) cycles. The use
of frozen embryo transfer is increasing worldwide in
last decade for the treatment of infertility, so the
proportion of children conceived after FET is steadily
increasing.' With the improvements in cryopreservation
techniques, introduction of vitrification method and
different frozen embryo transfer (FET) regimes, the
success rate has rapidly increased, and earlier evidences
suggested that FET may increase pregnancy rates and
improve favourable perinatal outcomes. However, the
outcome of interest should be the safety of the mother
and offspring and need to be evaluated cautiously.

Fresh embryo transfers cycle to Freeze-all-approach

Till date, fresh embryo transfer is the most conventional
strategy in IVF cycles as it leads to shorter time interval
to become pregnant. Fresh cycles are associated with
increased hormonal levels due to controlled ovarian
stimulation (COS). These supra-physiological hormone
levels during COS result in a suboptimal uterine
environment that may negatively impact embryo
implantation and placentation, as potentially disrupting
normal synchronous development between the
endometrium and the embryo, eventually culminating
to untoward obstetrical and perinatal outcomes.”

The number of embryos transferred during an IVF cycle
is directly related to the high incidence of multiple
births, which are the culprit of perinatal morbidity.
Therefore, the single fresh embryo transfer (ET)
strategy, or freeze-all, followed by a single frozen-
thawed embryo transfer (FET) cycle, may reduce the
rate of multiple births, without compromising the
cumulative live birth rates (LBRs). By ensuring that any
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cumulative live birth rates (LBRs). By ensuring that any
surplus embryos are available for future use, it reduces
pressure on patients and clinicians to transfer more
than one embryo at a time and relieve stress of the
couples, as additional embryos are available for future
use.

Fresh embryo transfers are associated with risk of
ovarian hyper-stimulation syndrome (OHSS) in hyper-
responder patients. Exposure to the rising serum hCG
levels during an early pregnancy can aggravate the risk
of OHSS in these women. Ovulation triggering by GnRH
agonist can be a safer option, but this has been shown to
affect the endometrial receptivity and lower the chances
of implantation, necessitate freeze-all policy.

A newer vitrification technology has become the
dominant method now a days with significantly
improved embryo cryo-survival rates as compared to
slow-freezing method. Studies suggest that children
born after FET have similar or in most areas even better
perinatal outcome compared to children born after
fresh embryo transfer.’

Preimplantation genetic testing for aneuploidy (PGT-A)
allows for better embryo selection, which improves
implantation rates with single embryo transfer and
reduces miscarriage rates. These IVF cycles require
freezing of embryos. Advancements in extended embryo
culture, blastocyst biopsy techniques, and 24-
chromosome aneuploidy screening platforms have
made PGT-A safe and accessible for all patients who
undergo invitro fertilization.

Although an elective frozen ET strategy may appear to
be a risky option specially in poor responders, as not all
frozen embryos may survive the freeze-thaw process.
The technical skill of the embryology laboratory is a key
factor in shaping future policy for FET cycles. Freeze all
approach causes financial burden over the couples and
increases time to pregnancy.

A large number of studies have demonstrated that FET
may lead to more favourable perinatal and neonatal
outcomes but more number of randomized studies of
larger size are needed to prove the superiority of FET
over fresh embryo transfer cycles in term of perinatal
and maternal outcomes.

Live birth rates: Fresh Vs FET cycles

Earlier studies demonstrated improved clinical
pregnancy rate per transfer in the FET vs. the fresh
cycles in normal responders.” Later, studies evaluating
the effectiveness and safety of the freeze-all approach
compared to the conventional IVF/ICSI didn't prove
superiority of one strategy to the other in terms of
cumulative LBRs.’ Recent meta-analysis observed a
significantly higher probability of live birth observed in
high responders in the FET group when compared with
the fresh ET group, while the probability of live birth
was not significantly different between the FET group
and the fresh ET group in normal responders.*’

To summarize, elective FET might have an advantage in
first ETs over fresh ET in good prognosis - hyper-
responder patients, but not in average and certainly not
in poor prognosis patients, and with no difference in
cumulative LBRs.

Perinatal Outcomes: FRESH vs FET cycles

Several studies comparing children born following FET
with fresh ET showed similar or even better perinatal
outcomes. FET was shown to be associated with lower risk
of prematurity and LBW (low birth weight) in singletons,
when compared with fresh ET, whereas there is an
increasing concern that children born after FET have
increased risk of large for gestation age (LGA) (>90th
percentile for gestational age) and/ or macrosomia
(birthweight >4000 g)." Macrosomia/ LGA births have a
higher risk of fetal hypoxia, stillbirth, shoulder dystocia,
caesarean section, postpartum haemorrhage, perineal
lacerations and neonatal metabolic disorders.” A meta-
analysis studied the association between FET and LGA
and/or macrosomia, consisting of 10 studies on LGA and
six studies on macrosomia has revealed that the risk of
LGA in FET was increased 1.5-fold and 1.3-fold compared
to fresh cycles and natural cycles (NC) respectively.
Similarly, there was 1.7-fold and 1.4-fold increased risk of

macrosomia in FET compared to fresh ET and NC,
respectively."” Whether the increased risk of LGA and
macrosomia is associated with higher long-term
health risks remains uncertain.

The underlying pathophysiology of increased risk of
LGA and macrosomia in FET singletons remains
uncertain. Several possible factors may play a role,
i.e., improved uterine environment with better
synchronization between embryo and
endometrium, the parental characteristics and the
freezing-thawing procedures per se, which might
induce epigenetic changes during early embryonic
stages that alter the intrauterine growth potential in
FET offspring."

Maternal Outcomes: Fresh vs FET cycles

Freeze all approach has few additional obstetric
complications associated with FET cycles. Singleton
pregnancy after FET has a higher risk of caesarean
section. Relative risk of hypertensive disorders in
pregnancy in the FET group was higher than in the
fresh ET group (RR 1.29)."” Another study concluded
that pregnancies resulting from FET were associated
with lower relative risks of placental abruption,
placenta previa, LBW, PTB, SGA and perinatal
mortality, as compared with fresh ET. Nonetheless,
pregnancies occurring from FET were associated
with increased risks of pregnancy-induced
hypertension, postpartum haemorrhage and LGA, as
compared with fresh ET. There were no between-
group differences in the risks of gestational diabetes
mellitus, preterm premature rupture of the
membranes, and PTB." A retrospective cohort study
on endometrial preparation methods for frozen-
thawed embryo transfer cycles found that patients
who conceived by hormone replacement cycle/
artificial cycles (AC) had increased risks of
hypertensive disorders of pregnancy and placenta
accreta and a reduced risk of gestational diabetes
mellitus in comparison to those who conceived by
FET during a natural-cycle FET." The preparation of
the endometrium in hormonal replacement cycle
requires medication (exogenous estrogen and
progesterone), this condition might be less
'physiological’ than a natural ovulatory cycle, it may
modulate the risk of obstetrical complications
through changes in the endometrial condition and
subsequent placental development. During the
implantation period, progestin plays important role
in decidualization of estradiol-primed human
endometrium. It also assists with extravillous
trophoblast (EVT) invasion and vascular
remodelling, which is essential for development of
normal pregnancy. Defects or aberrance in EVT
invasion can lead to obstetrical complications such
as preeclampsia and placenta accreta

Conclusion

Elective FET might increase LBRs compared to fresh ET
in hyper responders, but not in normal/poor
responders, with comparable cumulative LBR in the
overall population and lower risk of moderate/severe
OHSS. Moreover, the relative risk of hypertensive
disorders in pregnancy, as well as perinatal mortality
due to macrosomia/ LGA were also shown to be
increased in FET cycles compared with singletons from
fresh ET and NC.

When considering elective freeze-all policy, in addition
to LBR and the risk of OHSS, physicians should consider
the aforementioned increased FET cycles' pregnancy
complications including LGA/macrosomia, caesarean
section, hypertensive disorders of pregnancy,

postpartum haemorrhage as well as, perinatal mortality.

Hence freeze all policy should not be offered to all
patients but only to those patients who may benefit
from this strategy.
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WHEN TO OFFER IVF TO

Genital Tuberculosis YOUR PATIENTS

Dr. Neena Malhotra

MD, DNB, FRCOG (UK)

Consultant Reproductive Medicine and Infertility Professor
Department of Obstetrics and Gynecology -

All India Institute of Medical Sciences,

New Delhi-110029

EE=E 14" July 2020 3:00pm IST.

Dr. K. D. Nayar

MD, DGO, Dip. Obst (Ireland), FICOG

Chief Consultant & HOD - Akanksha IVF Centre
Mata Chanan Devi Hospital, New Delhi
President Elect, IFS (2020-2022)

Chair Scientific Committee - Fertivision 2020

EETE 28* July, 2020 3:00pm IST.

Go to Link:- www.docmode.org/ifs Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture. . Scroll down and under “ALL LECTURES” Click on the desired lecture.
. Click "Genital Tuberculosis" . Click “When to offer IVF to your Patients”

. This will take you to the lecture page. Now click on “Enroll”.

. Register as Doctor and fill all * Required Details

. Verify by clicking on Link sent to you by Email

. Once registered - You can Login on 14th July 2020 for LIVE Event.

. Already registered members can directly sign in, click on
“Genital Tuberculosis” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of

Zydus
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E- bridging IFS intellectual platform
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ANy S ot In association with Docmode digitél partners DocMode

AZOOSPERMIA

Dr. Prof (Col) Pankaj Talwar, VSM

Director - ARTech Director
Director - i-HOMaa Fertllity and Child Care
Sr. Vice President - Indian Fertility Society

Medicine of Pacific Medical College & Hospital, Udaipur.

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.

. Click “Azoospermia”

. This will take you to the lecture page. Now click on “Enroll”.

. Register as Doctor and fill all * Required Details

. Verify by clicking on Link sent to you by Email

. Once registered - You can Login on 05th August 2020 for LIVE Event.

. Already registered members can directly sign in, click on
“Azoospermia” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of

Zydus Naturogest SR*  Briogynaw ZyhMG v oe

dedicated ﬁﬁ """"

dedicatfo"j/[g : ﬁplogvn%" ZXIZM_G HpeS

Designation - Head medical services (Fertility and IVF) CK Birla Hospital, Gurgaon

Founder Secretary General - Fertility Preservation Society of India
Honorary Senior Consultant & Professor Department of Reproductive

EE=E o5t Aug, 2020 3:00pm IST.

. This will take you to the lecture page. Now click on “Enroll”.
. Register as Doctor and fill all * Required Details
. Verify by clicking on Link sent to you by Email
. Once registered - You can Login on 28th July 2020 for LIVE Event.
. Already registered members can directly sign in, click on
“When to offer IVF to your Patients” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of

Zydus
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Dr. Sonal Panchal
MD. (Radiology).

Master of L in Ol trics and
at Dr. Nagori’s Institute for

&
Infertility and IVF, Ahmedabad

Professor - Dubrovnik International University, Croatia

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.

. Click “Ultrasound - How useful in infertility ?”

. This will take you to the lecture page. Now click on “Enroll”.

. Register as Doctor and fill all * Required Details

. Verify by clicking on Link sent to you by Email

. Once registered - You can Login on 11th August 2020 for LIVE Event.

. Already registered members can directly sign in, click on
“Ultrasound - How useful in infertility ?” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of

EE=E 1t Aug, 2020 3:00pm IST.
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Fibroids And Infertility

Dr. Renu Misra

MBBS, MS, MNAMS

Senior Consultant

Endoscopic surgery & IVF

Sitaram Bhartia Institute of Science & Research

Miracles Fertility & IVF, Gurgaon

Former Additional Professor, All India Institute of Medical Sciences, New Delhi

EE=E 19t Aug, 2020 3:00pm IST.

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.
. Click “Fibroids And Infertility”
. This will take you to the lecture page. Now click on “Enroll”.
. Register as Doctor and fill all * Required Details
. Verify by clicking on Link sent to you by Email
. Once registered - You can Login on 19th August 2020 for LIVE Event.
. Already registered members can directly sign in, click on
“Fibroids And Infertility” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of
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Endometriosis and Infertility

Dr. K.U. Kunjumoideen
MD, DNB

Consultant - IVF Specialist

ARMC IVF Kozhikode & Perinthalmanna

Joint Secretary, Indian Fertility Society
President, Perinthalmanna OG Society

EE=H 02 sep, 2020 3:00pm IST.

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.
. Click “Endometriosis and Infertility”
. This will take you to the lecture page. Now click on “Enroll”.
. Register as Doctor and fill all * Required Details
. Verify by clicking on Link sent to you by Email
. Once registered - You can Login on 02nd September 2020 for LIVE Event.
. Already registered members can directly sign in, click on
“Endometriosis and Infertility” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of
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Poor Responders

Dr. (Mrs.) Umesh N. Jindal

MD OBGYN PGI Chandigarh 1980
Director : Jindal IVF, Chandigarh
Former Asst. Professor : PGIMER, Chandigarh

Former fellow : University of Washington,
Seattle & RSA Kansas city, USA

Organizing Secretary on National Conferences: ISAR 2007,
Fertivision 2008, Fertiprotect 2019

Organizing chairperson for Fertivision 2020

EE=H 25 Aug, 2020 3:00pm IST.

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.
. Click “Poor Responders”
. This will take you to the lecture page. Now click on “Enroll”.
. Register as Doctor and fill all * Required Details
. Verify by clicking on Link sent to you by Email
. Once registered - You can Login on 25th August 2020 for LIVE Event.
. Already registered members can directly sign in, click on
“Poor Responders” and view the LIVE Event

Certificate Per Lecture

Supported by an unrestricted
educational grant from The makers of

Zydus
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Common errors in infertility practice
management : How to tackle?

Dr Bharati Dhorepatil

DNB, DGO, FICS, FICOG, Dip Endoscopy (Germany)
IVF Consultant : NOVA IVF , Fertility Pune

Head of gynecology Dept. - Shree Hospital, Pune.

Vice President - IFS

National Vice President - FOGSI India, 2016

Past President - POGS

Past President - IMA, Pune

Ex Chairperson - Clinical Research Committee, FOGS!
Natiobal Corresonding Ediot - Indian OD & GYN Journal
Founder Executive Member - Gyn Endocrine Society, India
Founder Chapter Secrretary - West. Maharashtra Chapter, IFS
Executive Editor - Journal FSR

FOGSI Star Awardee - 2016

EE=H o8t sep, 2020 3:00pm IST.

Go to Link:- www.docmode.org/ifs

. Scroll down and under “ALL LECTURES” Click on the desired lecture.

. Click “Common errors in infertility practice management : How to tackle?”
. This will take you to the lecture page. Now click on “Enroll”.

. Register as Doctor and fill all * Required Details

. Verify by clicking on Link sent to you by Email

. Once registered - You can Login on 08th September 2020 for LIVE Event.

. Already registered members can directly sign in, click on

“Common errors in infertility practice management : How to tackle?” and
view the LIVE Event

Supported by an unrestricted
educational grant from The makers of
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Intrauterine Insemination Gonadotropins in infertility

Dr. Shweta Mittal Gupta

Senior Consultant

Centre of IVF and Human Reproduction
Sir Ganga Ram Hospital

New Delhi-110060

Editor: Indian Fertility society (IFS)
Treasurer: AOGD,2020

Prof Surveen Ghumman Sindhu
Director and Head - IVF & Reproductive Medicine Centre
Max multi: iality b itals, Delhi and 9

Professor, School of Health Sciences, Ansal University
Treasurer IFS

220 Sep, 2020 3:00pm IST.

EE=H 16t sep, 2020 3:00pm IST.

Steps to view the Webinar Steps to view the Webinar

Go to Link:- www.docmode.org/ifs Go to Link:- www.docmode.org/ifs
. Scroll down and under “ALL LECTURES” Click on the desired lecture. . Scroll down and under “ALL LECTURES” Click on the desired lecture.
. Click “Intrauterine Insemination” . Click “Gonadotropins in infertility”
. This will take you to the lecture page. Now click on “Enroll”. . This will take you to the lecture page. Now click on “Enroll”.
. Register as Doctor and fill all * Required Details . Register as Doctor and fill all * Required Details
. Verify by clicking on Link sent to you by Email . Verify by clicking on Link sent to you by Email
. Once registered - You can Login on 16th September 2020 for LIVE Event. . Once registered - You can Login on 22nd September 2020 for LIVE Event.
. Already registered members can directly sign in, click on . Already registered members can directly sign in, click on

“Intrauterine Insemination” and view the LIVE Event “Gonadotropins in infertility” and view the LIVE Event
Certificate Per Lecture Certificate Per Lecture
Supported by an unrestricted Supported by an unrestricted
educational grant from The makers of educational grant from The makers of

Ak Naturogest SR Zriogynas ZyhMG weoe Zydus Naturogest SR Briggynas ZyhMG P oe
dedicatfgﬁ/[g ................ dedlcat?gﬁ/[g yrnmic

JOINT IFS-ISAR-ACE RECOMMENDATIONS ON
RESUMING/OPENING UP ART SERVICES

For Details Visit
www.indianfertilitysociety.org
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Tamil Nadu Chapter
Date: 3 July, 2020

ian Fertility Society

Tamil Nadu Chapter

NEW DELHI
Covid Safe IFS
Recommendations Webinar

Friday, 3 July, 2020
5:00 PM - 7:00 PM

Secretary General, IFS TN Chapter Secretary, IFS

AR

Dr. NeenaMalhotra  Dr. Rajapriya Ayyappan

Invited Faculty

President, IFS TN Chapter Jt Secretary, IFS

Dr. Sudha Prasad Dr. Aarathy Paari

Dr. Pramya

Dr. Kundavi

i £

Dr. KD Nayar Dr. Sanjay Shukia
Programme

Dr. Buvanesari

q
i

Dr. Padma Jirge

Dr. Deepa N.
phoa

5: 00 PM O d: -OPD Setup
1UI Step By Step Covid Safe--

Dr. Buvaneswari

e ICSI Step By Step-

0 PM - 7:00 PM — Panel Discussion Handling Challenges of Covid Safe Infertility

Dr. Sudha Prasad
Dr. Neena M:Ihuln
Dr Padma Jlm

Muderators 3
Panelists

Join e-CME with the link Bpomsored By
oom.us/l 1825?pwd= 185K3VLZityQT09
Meeting ID:
200MO | eragsniszs
Vo Conferencoa | password: 742270 PHARMA
. > % a ;
6 LEtD | FERTISURE £ iu;_tgﬂca BN CEy ugu&.m XDro s 3

Punjab Chapter
Date: 22 July, 2020

=ladian Fertility Society
i N YELHT
L CMEV - PUNJAB CHAPTER
& PCOS SIG
Wednesday | 22nd July, 2020
3:00 pm - 5:15 pm
Secretary General, IFS

—

Punjab Chapter Smelary s

President, IFS

Dr. Sudha Prasad Dr. Neena Malhotra

ESTEEMED FACULTY

Dr Harinder Kaur Oberoi

Dr Kuldeep Jain Dr M. Gouri Devi

DrK. D. Nayar

Dr Sonia Malik

Or Panka] Talwar

L
\ 0

DrUmesnN. Jindal  Dr Sandeep Talwar  Dr Sarabjeat Singh

Programme

Dr Sukriti Sharma Bansal  Dr Jasleen Randhawa

of Dignitaries' & Welcome add|

:15 pm ------ Inaugural address -------— Dr Sudha Prasad & Dr Neena

Session 1
Chairpersons: Dr Sudha Prasad, Dr Neena Malhotra & Dr Sonia Malik.

Session 2:
00 pm-—-- Panel Discussion: Evidence based Solutions to Dilemmas in PCOS

derators

" Harinder Kaur Oberoi (Jalandhar)
- Sarabjest Singh (Jalandhar)

Expert Panellists

Dr Sonia malik (Delhi)

Dr Kuldeep Jain (Delhi)

Dr Gauri Devi (Delhi)

Dr Pankaj Talwar (Delhi)

Dr K.D. Nayar (Delhi)

Dr Umesh Jindal (Chandigarh)

Dr Sandeep Talwar (Delhi)
m - 5:15 pm --—--- Webinar Interaction Dr Jasleen Randhawa (Jalk
P - Vote of Thanks - - Dr Sukriti Sharma Bansal (Jalal
Join e-CME with the hnk

z00m, VoQURYaV,

ACADEMIC GRANT BY:

Meehng D V.
8219808 8978 e«xes) Bayer Zydus Pharma
Password: 627917 |

zoom@

Video Corferencing

Chhattisgarh Chapter
Date: 8 July, 2020

=
P
RO/
Indian Fertility Society Chhattisgarh Chapter
Raipur Obstetrics & Gynaecology Society
“Unlocking Infertility Management during Covid Times"
(" Date: Wednesday 8" July, 2020 | Time: 5:00
11COG Credit Point Awarded
R - Y O —
Dr. Sudha Prasad Dr. Neena Malhotra Dr. Veronica Yuel
- twvited faculty ———«
Dr. Kuldeep Jain Dr, Abha Singh in Dr. Manoj Chellani
o Pesdon 75 Pamen P35 Crapr o Sctotoy PS5
a prganne
Welcome Dr. Sudha Prasad/Or, Neena Malhotra
i eam of IFS CG Chapter and Webinar Dr Sangesta Sinha/Dr.Verorica Yl
Guidelines for Infertility Management during COVID Times Speaker: Dr. Kuldeep Jain
ine Speaker: . Abha Singh

Speaker: Or Asha Jain

Dr: Manoj Chellani.
Dr; Veronica Yuel

mmwndumm.ummmummn COVID Times

O Kuldesp ain e A Singh DcAshalein  DrSengestaSinha  DcPaskGawel  OrNoots Kawar O Nall Madharva

\

Veronica vuel D1 Anaradha Tibrows!

How to see the
webinar live

MEETING ID- 674 4539 68022 | PASSWORD - MATERNA
AcadamicPartner 1 ADivain ol Emeure

Karnataka Chapter
Date: 31 July, 2020

an Fertility Society
% IFS Karnata a Chapter

Optimizing IUI Outcome

Date : Friday | 31 July 2020
Time : 05:00pm - 07:00pm

Rajasthan Chapter
Date: 11 July, 2020

NEW DELHI

jan Fertility Society

IFS Rajasthan Chapter

Clinical Dilemmas in Fertility: Covid Era/ Recurrent
implantation Failures : ical Aspect

Date : Saturday | 11 July 2020
Time : 05:00pm - 07:00pm

-
5 2
Aoy SO

President, IFS Secretary General, IFS Secretary, IF§ pler Jt Secretary, IFS

HE T 3

Dr. Sudha Prasad Dr. Neena Malhotra Dr. Anju Mathur Dr. Neelam Bapna

Invited Faculty

2 88

Dr. Kirti Gaur

Dr. Suman Mittal

Dr. Gunjan Jain

Dr. Sanjay Shukla Dr. Sachin Bansal

—
i |

Dr. Harpreet Bajwa Dr. Sangeeta Sharma Dr. Shweta Mittal Prof Usha Shekhawat Dr. Namita Kotia
Programme

is--—-Welcome note Report of IFS Rajasthan Chapter-— g: g:j
Dr. Sudha Prasad
Dr. Neena Malhotra

5.15 - 5.50 pm--—-Panel-I-—Clinical dilemmas in Fertility : Covid era

5.10 pm--=Inaugural address:=-

‘Moderators Dr. Sudha Prasad
Dr Anju Mathur Experts Dr: Suman Mitall br. Sangeetd
Dr. Namita Kotia OF. Sachih Bansal

5.50 pm-—Question and Answer
6.00 - 6.50 pe - Failure : Clinical Aspect
Moderators Prof. Neena Malhotra

Prof Usha Shekhawat
Experts Dr. Kirti Gaur

Dr. Gunjan Jain

Dr. Sanjay Shukla

6.50 pm-—Question and Answer

Dr. Shewta Mittal
Dr. Neelam Bapna

6.55 pm----Vote of Thanks---Dr. Harpreet Bajwa

Sponsored By

Join e-CME with the link
hitps:/fus0Zweb. zoom. us/j/88178163807?pwd=Um\LUZJSNdDcHNnazZ2T 1diUmRrQT 09

Meeting0:
200MO | gs173163307
Vowiionsven Password: 550537

Bihar Chapter
Date: 23 August, 2020

Bihar Chapter
Webinar

Sunday, 23th August 2020
11:00 AM - 1:00 PM

President, IFS Secretary IFS Karnataka chy 3

Secretary Genel

Dr. Sudha Prasad Dr. Neena Malhotra Dr. Divyashree P S

Invited Faculty

Dr. Vyshnavi Rao

Dr. Kedarnath Padte Dr. Mamta Dighe Dr. Srinivas M §

Dr. Chaitra Narayan Nayak Dr. Tarun Dilip Javali Dr. Chinmay Kulkarni

Programme

Dr. Jayesh Amin

- Welcome address ~ ----m-enev Dr. Divyas|

jpm-------- Ul as an intervention to resolve infertility ----- Dr. Kedarnath |
- why when and how? -

50pM —-eensennneeeeens Ovarian stimulation in Ul —=-e-eeee Dr. Chaitra Narayan

6.00 - 7.00pm -------——- Panel Discussion: Trouble shooting in UL
Dr. Vyshnavi Rao

hinmay Kulkarni

. Tarun Dilip Javali

Dr. Srinivas M §

Dr. Harpreet Siddu

Dr. Jayesh Amin

Moderators

Dr. Neena Malhotra
. Mamta Dighe

Panelists:

Join e-CME with the link
hitps:lus02web.z00m.us(jB3132709049pwd=YXAwbFdsTGNpTGXFaENEQUBODBTQTO9

Sponsored By

BHARAT SERUMS &
Meeting ID: VACCINES LIMITED
891 3270 9049

Password: 320687

: Chapter Secretary & ChapterTreasurer &
Fresident, IFS ‘Woderator Colfoderator

Secretary General, IFS

Dr Sudha Prasad
Guest of Honour

Dr Neena Malhotra
Chairpersons

Cr Himanshu Roy Dr Kalpana Singh
Invited Faculty

Dr Shanti Roy Dr Neelam Dr Anita Singh Dr Deepankar Banerjee Dr Sarita Sukhija
Panelist
Dr Daya Nidhi Dr Tejaswi Dr Sushma Singh Dr Neelu Prasad
Dr Ruhi Yasmin Dr Vandana Dr Jaya Jha
Programme _phithda
Welcome address «-----—-Dr Himanshu Rﬂy

Inaugural Address ---

Address by Guest of Honour
Session 1

Chail Dr Anita Singh & Dr Neelam

--Unlocking of IVF center during COVID era

the L Infertility -

Genes in i Dr

Sudha Prasad
--- Dr Shanti Roy

Session 2
Panel Discussion en Trouble shooting in IUI

Dr Neelu Prasad, Dr Telaswi
Dr Ruhi Yasmin, Dr Pratibha
Dr Dayanidhi, Dr Sushma Sin
Dr Vandana, Dr Jaya Jha

Panelists

12:45pm -1.00 pm Discussion

Jom e-CME with the link

Sponsored By

?pwd=Q0tmZS1CdOw3OHVOI

Meeting 1D:
Z0OMQ | a1 5arz 3785 BHARATSERUMS &
v Costrceti | pagcwond: 432191

VACCINES LIMITED.




IFS ACTIVITIES 2020

CHAPTER ACTIVITIES

Uttarakhand Chapter
Date: 27 August, 2020

Uttarakhand Chapter

Webinar

Thursday, 27th August 2020
5:00 PM - 0 PM

&<
L
g
Secretary General, IFS ‘ Uiaeakand G

Sacretary, IF Past Pm\dlnt IFs
Dr Neena Malhotra

Dr Anupama Bahadur Dr Kuideep Jain

Invited Faculty

President, IFS

A

Dr Sudha Prasad

Dr Reeta Mahey

Dr Jaya Chaturvedi  Dr Meenu Vaish Dr Arti Marwah Luthra  Dr Ritu Prasad Dr Aditi Gupta

@
Or Latika Chawda Dr Rajlaxmi Mundhra Dr Kavita Khoiwal Dr Devica Gunasheela Dr Amiita Gaurav
Programme

Or Rahul Modi
_l'*v LA Vi—
X

B‘-OC:W. <

E vouw“,«wn
- ww“

wwsseresnsDr Sudha Prasad, President IF§

-- Dr Neena Malhotra, Secretary General IFS

Dr Jaya Chaturvedi,
Experts Dr Arti Marwah Luthi
Dr Reeta Mahey, Dr

B Fertility P
Dr Neena Malhotra, Dr Devika Gunasheela,
Experts DrAnupama Bahadur, Dr Amrita Gauray,
Dr Rahul Modi

Vote of Thank

Join &-CME with the link

o 100m.Us/|/86480952731 7 W i 1 Qros
Meeting 1D
Z0OMQ [ ssasoss2ran el
i G | b Vardhman Medicare Pvt Ltd

UP Chapter
Date: 29 August, 2020

UP Chapter e-CME on

(3 (@vafiun Reserve and Induction Protocols
kY

Saturday, 29th August 2020
4:00 PM - 6:00 PM

- IFS UP Chapter IFS UP Chapter
President, IFS Secretary General, IFS) Patiof Sarita

% 5 %
L .
Pref Chandravati Dr Sunita Chandra

Invited Faculty

IFS UP Chapter
Jt. Secretar

Dr Amita Pandey

Dr Neena Malhotra

Dr Sudha Prasad

Dr Vinita Das DrAD Dvivedi  Dr Bharti Dhrepatil Dr Sheetal Samwarkar Dr Divya Agrawal Dr Monica Sachdev

$EaY alch

A
Dr Gita Khanna Dr Renu Makker  Dr Tanusree Gupta 3»{0\3\‘
Programme

Dr Mala Saxena Dr Rajul Tyagi

Welcome Address and Introduction -
Session 1
Chairperson: Dr Vinita Das, Dr A D Dwivedi
‘Ovarian Reserve Tests- Relevance In Fertility Practice:
vulation Induction For Hyper Responders------

Session 2
.......... Case Based Discussion on Emerging Trends in Ovulation Ind
Case Presentation by
Dr Divya Agrawal
Dr Monica Sachdev
Dr Mala Saxena

etal Sawankar

loderator
usree Gupta

5.45pm-6.00 pm «-=-- -+ Audiences Interection

Sponsored By

Join e-CME with the link
hitps://us02web.zoom.us/}/

0789382pwd=aj 200 2209

Meeting ID:
836 6707 8938
Password: 440967

aelelyy[=]

Vi Conderencing BHARAT SERUMS &

VACCINES LIMITED

Rajasthan Chapter
Date: 1 September, 2020

Rajashthan Chapter

Dilemmas in Male Infertilit
Rractical Approach

Tuesday, 1st September 2020

4:30 PM - 6:00 PM
IFS RaLasn\a': Chaphr‘
ecretary

‘IFS Rajasthan Chapter|

President, IFS Semtary General, IF§ Joint Secretary

HZ

Dr Sudha Prasad Dr Neena Malhotra

Invited Faculty

Chairperson

Dr Anju B Mathur Dr Neelam Bafna

Treasurer &

Moderators Convener

Q
3

=

Dr Harpreet Bajwa

O Narencer Gupta
Panelists

&

Dr Pankaj Tawar

Dr Venugopal

2

Dr Surveen Ghumman

Dr Neela Baheti Dr Devender Dr Rahul

Dr Chirag Gupta
Programme

5 pm Welcome Note Dr Neelam Bafna - Jt. Secretary, Rajas

---Dr Sudha Prasad- President,

40 pm Welcome Address --eseesms-er

4.40 - 4.45pM - Introduction --....- Dr Anju Mathur & Dr Namita Kotia

Chairperson
4.45-5.45pm --

r Narender Gupta
- Panel Discussion

Dr Neela Baheti (IVF Spenlallst)

Dr standera' "
Panelists msmeen umman IVF Spnclalhi}, 9

Dr ?Gu ta ﬁAnaml

Dr Rahu (Embryologist)

-~ Question and Answers

Moderators
Dr Pankaj Talwar
r Venugopal

5.45pm-5.55 pm
Vote of thanks-------- Dr Neelam Bafna & Dr Harps

,55pm Onwards -~

Join e-CME with the link

-TWVmMOEOyU1RseWwOZ DdpaXBCRUJEUTO9
Sponsored By
MeetingID: ° ®
200M@ | gs09268 0859 Y MEDILL
AL BN

Voo Gonteencis | password: 029962

Western UP Chapter
Date: 20 September, 2020

Western U.P. Chapter, Bareilly
Ovarian Infertilty
MWebinar
Sunday, 20 September, 2020
11:00 AM - 1:30 PM

IFS UP West Chapter, Secretary

din

Dr. JK Gosl

Co-Ordinator

President, IFS Secretary General, IFS

Dr. Sugha Prasad Dr. Neena Maihatra Dr. Ruchica Goel

Invited Faculty

£ 4
Dr.Ritu Khanna  Dr Umesh N. Jincal

Or. Sunita Ghandra

£

Dr. Swati Verma

o

Dr. Bharti Saran

Dr. Sonia Malik Dr. Sohani Verma

Dr. Anupana Bahadur Dr. Shaheen
|

Dr. Rehana Nazam

Dr. M Goun Devi

Dr. Mridula Shama

Dr Latika Agarwa\

: avg N T 3o L -
Dr. Debashish Serkar  Dr. Poonam Singh  Dr. Anju Raslogi  Dr. Anjali Solanki Dr.Sumits Prabhakar Dr. Bharl Mgwg,i-‘vgu

Programme

Dealing with Impaired Ovarian Reserve
Ovarian Rejuvenation : Recent Trends
1 Ovulation Induction in PCOS- Protocols
Session-Il - Chairperson- Dr. Debashish Sarkar, Dr. Poonam Singh, Dr. Anju Rastogi,
Dr. Sumita Prabhakar, Dr Bharti Maheshwari
Panel Discusslon- IVF Pregnancies: Dilemas in Managen
Dr. Sonia Malik, Dr. M. Gouri Devi
Dr. Anupana Bahadur, Dr. Rehana N
Dr. Swati Verma, Dr. Anjali Solanki
Dr. Shahoon, Or. Shashi Bala Arya

wmrewms Thanks Giving ---—-- Dr. J.K.Goel

Panelists

1:25pm-1:30pm ---

Join e-CME with the link

https://usD2web.zoom.usf) pwd=WjIKVVRsQLdg T 1109
tecting ID:
zoom@ 8400407 8089

Password: 140379

Svrresess @ NORMOZ oletroz

Makers of N Freedase 30
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Gujarat Chapter
Date: 30 August, 2020

P

Program Schedule

Sacratary, 6 Gupres hapter

Seegker: Dr Deepak Modi
Time:N:00am-11:30am

‘Sneaker: Dr Jayesh Amin
Time 11:30am-12:00pm

Topic: Dynamics.
of Implantation in ART
Sgmgker: Dr Sondl Panchal
12:30pm

Tomic; Emerging
Role of Uktra sonography and color
Deppier i IVF Monsgement

Panel D|scuss|on~ 2 Sﬂpm-l SOPm

&
e G oo ot
A o
Briogynz= Naturogest®  ZyhMG#e@

Chhattisgarh Chapter
Date: 26 September, 2020

Indian Fertility Society
CHHATTISGARH CHAPTER

"W gy, o™
Ve 0 2" STATE LEVEL CME ON INFERTILITY PRACTICES

S, 2 St 2020 4 20 80 M

D& Soresh Kammar

hitps:/emcure.zoom.us/j/931797021807
pwd=eUlnWnlVVzZuayovUVkOQmSIZHZVATOY

Meeting 0; 93179702180 | Password: MATERNA

‘Ncademic Fartaer i) ADweiersl Espeure

Ciscure’ Emprogest’ Em

st = = Cop o &
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IFS ACTIVITIES 2020
SIG ACTIVITIES

IFS SIG- Ultrasound
Date: 1 July, 2020

jan Fertility Society

NEW DELHI

dt‘st SIG Ultrasound webinar

Webinar Invite O

1 JULY 2020 @ 03:30 - 04:30 PM

President, IFS Secretary General, IFS
Dr. Sudha Prasad Dr. Neena Malhotra

Matriava- Advanee IVF and Traning Centre At Cenire AlIIS:
=

Invited Faculty

O |
Dr Bharti jain Dr Kuldeep Singh Dr. Kuldeep Jain
Convenor SIG, USG- IFS Co-Convenor SIG, USG- IFS Founder Secretary and
Past President- IFS 4"\/‘/4,
= L
Programme s pLotk 2
;‘(OUR D:;o <
Inauguration and Welcome Address by '?y o uty

Dr. Sudha Prasad, President IFS, Dr. Neena Malhotra, Secretary, IFS 1

-4.00 pm Basic Scan in Infertility Dr. Bharti Jain

4.00 - 4.30 pm Role of 3D/ 4D and Colour Doppler Dr. Kuldeep Singh
in Basic Scan

Moderator
Dr Kuldeep Jain

Get Register with the link

https://register.gotowebinar.com/register/243966644710845453
Webinar ID : 846-347-067

IFS SIG- PCOS
Date: 12 September, 2020

Improve Fertility Outcomes

Webinar D
Saturday, 12 September, 2020 \i
5:00 PM - 7:05 PM s

President, IFS Secretary General, IFS Convenor, SIG PCOS Co Convenor, SIG PCOS

Dr. Sudha Prasad Dr. Neena Malhotra Dr. Sandeep Talwar Dr. Reeta Mahey

Invited Faculty

Dr. Mohan Kamath Dr. Sonia Malik Dr. Bharati Dhorepatil

Programme

5.00 PM------- Welcome Address ------- Dr Sonu Talwar

PM-----Ovulation Induction in PCOS- Letrozole or Clomiphene Citrate? --- Dr Moh:
5.30-5.35 PM: Audience Ir ion

5.35-6.00 PM lyo-Inositol- New player for Treatment ----- Dr Neena Malhotra

of PCOS- The Evidence!
6.00-6.05 PM-----------—- Audience Interaction

--------- High LH during COH in PCOS women?- Case study --------
6.30-6.35 PM Audience Ir on

7.00 PM ----—--IVF in PCOS- quality check points before recruitment-------- Dr Bharti Dhorej
7.00 PM- 7.05 PM: Audience Ir ion

7.05 PM-——- Vote of Thanks -------| Dr Reeta Mahey

Join e-CME with the link
https://us02web.zoom.us/j/81271124267?pwd=UEVrQOFJdDIFWUNacVVBOGsvUVZ2Zz09

Meeting ID:

zoomQ 812 7112 4267
Video Conterencod | password: 859401

A Scientific Initiative by :

Makers of : Oét%o e NOHMOZ &!F‘[Eéddseﬁb -Proha ce -Mom

IFS SIG- Research Methodology
Date: 3rd and 4th September, 2020

i dian Fertility Societ

FS SIG for Research Methodology

NEW DELHI

;3 q Plan Focus on Basic Clinical Research
/ Mirtual Webinar

oy 3rd and 4th September
4.30 PM - 6.30 PM

i [ Convenor: SIG Co-convenor: SIG
Frecldont; 165 Secretary Gaparal, IFS Reproductive Medicine Reproductive Medicine

Dr. Sudha Prasad Dr. Neena Malhotra Dr. Mohan S Kamath Dr. Ruma Satwik

Invited Faculty

=
Dr. A.G.Radhika Dr. Raju Nair Dr. Harpreet Kaur Sidhu Dr. Aby K Koshy
[ 1
i =3
Dr. Sunita Sharma Dr. Sangita Sharma Dr. Shweta Mittal Gupta Dr. Rashmi Sharma

Thursday, 3rd September | Programme

4.30- 4.35 pm—---——-— Introduction
——--Converting Clinical Dilemmas to the Research Question-——- Dr. Me

5.10- 5.50 pm----Basic Biostatistics for Clinicians: An Overview------Dr. Radhika A,G

5.50- 6.30--—-- Different study designs-——- Dr. Ruma Satvik

2rators Dr. Neena Malhotra, Dr. Shweta Mittal & Dr. Sangita Sharma

Friday, 4th September | Programme

30-5.10 pm --——---—-How to plan a randomized trial---—-—-Dr. Raju r
for Trial Dr. Harpreet Sidhu

R v Requi

------ What is a systematic review! meta analysis --------
Dr. Sunita Sharma, Dr. Aby Koshy & Dr. Rashmi Sharma
- N
RATIO!
§ REG‘E‘;:TE_ES ol >
7 ANR 100 <
Bank Detail: ‘14,\,\,\1'“

IFS Account Name : Indian Fertility Society
Account Number; 50562010067180

IFSC Code : ORBC0O100179

Bank Name: Oriental Bank of Commerce

Fmdianiertn t' TS Branch: Connaught place, New Delhi- 110001
indi itysociety

Amount To be Paid to Indian Fertility Society

IFS SIG- Endoscopy
Date: 13 September, 2020

IFS SIG - Endoscopy
Webinar

Sunday, 13 September, 2020
10:30 AM - 01:05 PM

President, IFS Secretary General, IFS Gonvenor, SIG

Dr. Sudha Prasad Dr. Neena Malhotra Dr. Renu Mishra Dr. Damodar R Rao

Experts Invited Faculty

Dr Abha Majumdar Dr Sonia Malik Dr KD Nayar B Sargin: Haimosich

Programme

mmseeneme WEICOME =nmmmemmmmmaane] Dr Sudha Prasad, Dr Neena Malhotra

10:40am - 12:00pm =---—--Session 1
Dil in infertility '© operate or not to operate
Experts: Dr Abha Majumdar, Dr Sonia Malik, Dr KD Nayar

ic Laparoscopy for Unexplained Infertili —Pros: Dr Shalini Chawla
- Con: r Sweta Gupta
yosis / y: Surgery for Infertili - Pros: Dr Vidhya

Cons: Dr Asha
Uterine Septum with Primary Infe ---- Pros: Dr Sanket Pisat
Cons: Dr Puneet R Arora

Failure

Hysteroscopy for Recurrent Ir Pros: Dr V Dev.

Cons: Dr Sankalp Singh

12:00pm-12:15pm ==---—--- Session 2

steroscopic management of Cervical Factors in Infertility------- Dr Damodar R Rao
Chairpersons: Dr. Maruti Sinha, Dr. Anr Yalla

12:15pm - 12:30pm ===n=nn Session 3
Tubal surgery or IVF: How do you counsel?-—- Dr Renu Misra
Chairpersons: Dr. Shweta Mittal, Dr. Neena Singh Kumar

12:30pm - 01:00pm =--. Session 4

ysteroscopic Myomectomy in the Infertile Patient --—---Dr Sergio Haime
Ch: Dr Manju Dr Damodar R Rao

01:00pm - 01:05pm --------- Vote of thanks --wen-r Dr Damodar R Rao

Join e-CME with the link
https://us02web.zoom.us/j/88285029963 ?pwd=a2R0Z1M5Q01JdGRhZGZvYjVNUk4zdz09
Meeting ID:

Qo 882 8502 9963
Video Conferencing Password: 418283
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IFS ACTIVITIES 2020
INTERNATIONAL WEBINAR

I @ INDIAN FERTILITY SOCIETY aw

E J | Presents
g ARTiculating o2 “THE STALWARTS SPEAK” te

QNFERHLI’\'\(SUL
INTERNATIONAL WEBINAR ON OVARIAN STIMULATION (OS
EXPE RT VI Ews o N IVF Pioneers in REPRODUCTIVE MEDICINE ( )
Go Live to Discuss SAVE 'THE'DATE

tmty  Saturday
] 18 July, 2020

- . 06:00 - 08:00 PM IST
Tndidr bt Program moderator % How Many Eggs Do We Need For Fertility Preservation? 2:30 - 02:30 PM GMT

e % A Quality Management Approach To OS In ART 2:30 - 04:30 PM CET
‘ N

TOPIC: Deec g Luteal Phase Support

% ESHRE Guidelines for OS in High Responders
9 OS In Low Reserve Patients.

DATE: SAT, 4* JULY, 2020 % | TIME: 6.00 -7.30 P. M. (IST)

)/ SPEAKERS
PROF. DR. SUDHA PRASAD DR. SONIA MALIK
MD, FICOG, FICMCH DGO, MD, FICOG, FIAMS
President, IFS Director, Southend Fertility

Past Vice President FOGSI 2019
Director Matritava, Advanced IVF &
Training Centre, New Delhi

& IVF Centres, New Delhi
Past President, IFS (2014-16)

Speaker

International Expert

PROF. DR. JOHNNY. T. AWWAD
MD, FASC, HCLD/TS (ABB)
Professor of Obstetrics and Gynecology

Armerican University of Beirut Medical Center Members of
POSEIDON GROUP

AGENDA
[“Toric e | SPEAKER ~ DURATION |
Introduction of Speskers & Context setting Dr. Sonia Malik 5 mins
Optimizi 5 lled ovarian stimulation in IVF: Prof. Dr. Sudha Prasad 20 mins
Impact on oocyte number and quality
z'e::S:;E;I::l phase support: Impact of the right progesterone  Prof. Dr. Johnny. T. Awwad 40 mins 200mMm®
Video Conferencing
g i éﬁ';?;*pl:;” ]| Join Webinar with the link Meeting ID: 867 9567 4666
TR S P https://us02web.z00m.us/j/86795674666 ?pwd=RUSIRNZKSjQ5HEIod TBjaGZmT1Ivdz09 Passworg: 753611

IES SECRETARIAT Suparted by Medical Education Grant
CLICK ON THE LINK TO REGISTER Q 302, 3rd Floor, Kailash Building, 26, Kasturba Gandhi Marg C.P. New Delhi - 110001 i
https;//webstream.streamcart.com/live/abbottint040720 B | welndante: ot I lod o treeretibpiodety BRCK

SANOFI .7
codially invites you to
ﬂ,,,ﬁn ).

MV Ry SO

IFS ACTIVITIES 2020
MISCELLANEOUS

eCME Organized by Abbott\ L. <
4|-°‘°°*_\‘.{ In Couaboration With Indian Fel’tility P Dr. 5udha_Pra;ad Dr. ”“na Malhotra
FERpi Y No rth IFS President IFS General Secrefary
R (

A power packed session to share insights on
Date: 30th JULY 2020 (Thursday)

‘MANAGEMENT OF
MALE INFERTILITY - AN OVERVIEW’

Time: 04:00pm to 05:00pm |
Dr. Sudha Prasad Dr. Neena Malhotra .

President, IFS General Secretary, IFS

Recurrent Pregnancy Loss and Thrombophilia: Case Based Discussion

Moderator & Chairperson

Dr. M Gouri Devi
MY — Obstetries, Gynie and Infertility specinlist,

' : ? s Director, Gourd Hospitsls Lid, Ridge Fertility & IVF Centre, Delhi
= > ! President Tndinn Fertility Society | 2018-2020)

Moderators Panelists

*

Dr. Swati

Dr. Leena Dr. Rashmi

Dr. Surveen i

Dr. Bharti Dr. Kuldeep Jain Dr. Vineet Malhotra
Wadhwa Sharma Nayar Verma Joshi Ghumman sl el B e
Additional Joint Joint Editar, IFS President Elect, IFS Secretary, Assistant Prof, 0BG, Treasurer, IFs Past President, IFS bw Andrology and
Secretary, IFS Chandigarh IFS Chandigarh

Make Health Specialist,
Pl Diyos Hospital. New Delhi

. When it's time, join your Webex meeting here.
UPdates n Dydrogesterone Meeting number (access code): 146 328 5714 ~——— Block your date ——————
Use in Clinical Practice Meeting password: 12345

o + 2020 0 PM - 5:00 PN

Dr. Gautam Arora . Join by phone I e | @ e diny ra

. Regional Medical Advisor Tap to call in from a mobile device (attendees only) Agenda —

m"of."." ;eaLllth ItI:I\:sinn 0 I n +81-40-6480-2008 India
ndiatimite Global call-in numbers | Toll-free calling restrictions _

Tntrochuetion Dy, M Gouri Dievi A0 PM -4 10PM
Madiea]l munngoment of D, Knldeep Jain 410 FM - 230 PM
b inferiility
Surgical imtervention in Dr, Vineet Malhotra 430 PM - 450 PM

male infermlity

Q & A wession D, Kuldeep hun & 4: 50 PM - 5:00 PM
Dr. Vineet Malliotr
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JOURNAL CLUB

ISAR-ACE-IFS, JOINT ACTIVITY

Date: 3* July, 2020
Presented By: Dr Charulata Chatterjee
Moderator: Mr Gaurav Kant

Topic: “Blastocyst Culture Using Single Versus
Sequential Media in Clinical IVF:
A Systematic and Meta-Analysis of Randomized

4
Ly (W
Wby s

Dear All,
We are pleased to invite you to the

JOURNAL CLUB

Blastocyst Culture Using Single Versus Sequential
Media in Clinical IVF: A Systematic Review and Meta-Analysis
of Randomized Controlled Trials

loannis A Sfontouris et al. J Assist Reprod Genet. 2016 Oct.

Date:
Friday, 3 July, 2020

Time:
4:00 PM to 5:00 PM

Moderator
Mr. Gaurav Kant
Chiaf Glinical Embryologist,
Akanksha IVF Centre, New Delhi

Speaker
Dr. Charulata Chatterjee
Sr. Consultant Embryologist
Yashoda Fertility and Research Institute
Secunderabad

Knowledge Partner @persurglcol

Fertilty and Genomic Solufions

IFS ACTIVITIES 2020
OTHER JOINT ACTIVITY

Date: 28" August, 2020
Convener - Dr Roya Rozati
Co-Convener - Dr Ambuja

Topic: “Managing Infertility in Aged Women”

o

&

Date: 17" July, 2020
Presented By: Dr Sandeep Karunakaran
Moderator: Dr Sanjay Shukla

Topic: “Embryotoxicity testing of IVF disposables:
How do manufacturers

fsar

o,
2
Assisted Reproduction Y Exgry ey SO

Dear All,
We are pleased to invite you to the

JOURNAL CLUB

Embryotoxicity testing of IVF disposables:
How do manufacturers test 2

L. Delaroche, P. Oger, E. Genauzeau, P. Meicler, F. Lamazou, C. Dupont, and P. Humaidan
Published: Human Reproduction February, 2020

Date:
Friday, 17" July, 2020

Time:
4:00 PM to 5:00 PM

Moderator
Dr. Sanjay Shukla
Clinical Embryologist
Baheti Hospital, Jaipur

Speaker
Dr. (Col) Sandeep Karunakaran
Clinical Head & Fertility Specialist,
Qaisis Fertility, Hyderabad

Knowledge Partner @persurglcol p

_ Fertlty and Genomic Solutions

Date: 3* July, 2020
Presented By: Dr Keshav Malhotra
Moderator: Dr Rutvij Dalal

Topic: “The effects of Storage time after vitrification
on pregnancy and Neonatal outcomes among 24,698
patients following the first embryo transfer cycles.”

s o~ o
ISar GO

Indian Society for
Assisted Reproduction

S
P a0

Dear All,
We are pleased to invite you to the
JOURNAL CLUB

The effect of storage time after vitrification
on pregnancy and neonatal outcomes
among 24,698 patients following the first
embryo transfer cycles.

Jianghui Li, Mingru Yin, Bian Wang, Jiaying Lin, Qiuju Chen,

Ningling Wang, Qifeng Lyu, Yun Wang, Yanping Kuang
Published: Human Reproduction, June 2020

7" August, 2020 @ 4:00 PM

Speaker: Moderator:

Dr. Keshav Malhotra
Eshre Certified
Clitical Ebiologist -

Dr Rutvij Dalal
FNB - Reproductive
Medicine, DGO, DNB

-
2S

Lab Director Obstetrics & Gynecology.
Rainbow IVF, Infertility Specialist-
Agra Janini IVF, New Delhi

Knowledge pariner

©operSurgical’

Fertlty and Genomic Solufions

“"MANAGING INFERTILITY IN AGED WOMEN"

5 INDIAN
"\‘ MENOPAUSE
=" SOCIETY

28" August 2020,
from 3:30 pm to 5:30 pm

Guest of Honour

8

Dﬂ MEET»\

DR. ROYA ROZATI
IMS Pasl Pvesmem 2012

'WEBINAR ORGANISED BY

INDIAN MENOPAUSE SOCIETY (IMS)

With the association of

INDIAN FERTILITY SOCIETY (IFS

DR. SUDHA PRASAD
MBBS. MD. FIMCH. FICOG

A ROZATI
MBBS, MD FRCOG (London)
Convener

A
N ey ey S0

TELANGANA CHAPTER

()
DR. NEENA MALHOTRA
MBBS. MD. DNB. MRCOG

= I N

DR l Bl.l A
MBB!
President eiems IMS 2021

DR. NEETITIWARI DR. JALI;IEEP MALHOTRA

Cu Canvener IMS Past PlESlﬂBrII 2018

MODERATOR

DR. JIIDEEP JMLH(]TM
IMS Pas1 Presxﬂent?[llﬂ

MODERATOR

Director KJIVF & Laparoscopy
Center Delhi, IMM Past President IFS)

CO - MODERATOR

e

DR. ROYA ROZATI
MBBS, MD FRCOG (London)
Director MHRT Hospital & Resean:h Centre
Banjara Hills, Hyderabad

DR. KULDEEP JAIN

3:30 pm - 3:35 pm  Introduction of Webinar by Dr. Neeti Tiwari
3:35 pm - 3:40 pm Welcome Address by Dr. Ambuja
3:40 pm - 3:45 pm Introduction of Moderators by Dr. Neeti Tiwari

/

PANEL DISCUSSION [

3:45 pm-5:15pm  MANAGING INFEHTILITY IN AGED WOMEN

DR. M. TRIPURA SUNDARI
i

e

DR. SWETA AGARWAL

pm QUESTION AND ANSWERS
lote of thanks by DR. ROYA ROZATI

PANELISTS [

2 @ m

DR. AMBUJA

o

DR. KESHAV MALHOTRA

DR. KRISHNA LEELA DR. PADMAJA

P >\

DR. NANCY DR. JYOTHI

Z200M ) | Meeting i0: 250 059 6764

ideo Conferencing | Password : 2@3peD




19

IFS Conversations (Volume : 12)

INTERNATIONAL PRESENTATION
FROM IFS MEMBERS

Effect of Hazardous Air Quality Index on Embryo Development

ESHRE

Poster 1

80

60

in an IVF laboratory in New Delhi, INDIA
G. Kant1, K.D. Nayar1, M. Singh1, S. Draboo1, H. Sharma1, F. Khan1, S. Gupta1, R. Bhattacharya1, D. Nayar1.
1Akanksha IVF Centre, Reproductive Medicine, New Delhi, India.

QUESTION: Does the hazardous atmospheric air can impact
embryo development in the IVF laboratory even after standard
air quality management and use of air filters?

STUDY ANSWER: There was a decrease in key performance
indicators of IVF lab with increased fragmentation, poor
embryo development and reduced reproductive outcome.

RLK Puram, Delhl AQk AX Purss Ol el dmear Quity i )

Hazardous
vw:wﬁmnmkuiw

AQl in
November

2019
New Delhi
India

WHAT IS KNOWN ALREADY:According to WHO survey
amongst 1650 cities in the world, Delhi the capital has worst air
quality. With the air quality index falling drastically from
Moderate (101-200) level between January to September to
severe or hazardous (500+) level from October to December.
The factors for poor air quality is stubble burning, road dust,
cold weather and vehicle pollution.

Studies have supported that air quality is critical to embryo
development and for overall success of IVF. Both animal and
human studies have suggested an association between poor
air quality conditions and impaired embryo development,
resulting in decreased implantation and pregnancy rate.

DESIGN: A retrospective study was conducted from 1st January
to 31st December 2019. Patients were divided in 2 groups.
Group (A) from October to December, when atmospheric air
quality was hazardous and Group (B) patients from January to
September, when atmospheric air quality was within normal
range. Both groups were compared on the basis of fertilisation
rate, fragmentation rate, Day 3 grade A embryo development
rate, implantation rate and clinical pregnancy rate.

Group B

PARTICIPANTS/ MATERIALS, SETTING, METHODS:

All patients undergoing fresh day 3 embryo transfers from the
month of January to December were included. Out of the total
276 patients, 60 patients had their embryo transfer in the
month of October to December (study group), while 216 were
those from month of January to September (control group).
Same culture media was used throughout the period. There
was no change in clinical or embryology team.

Image of pollution in New Delhi

MAIN RESULTS AND THE ROLE OF CHANCE:

The average AQI in Delhi was recorded around 500 between
October to December 2019, while the maximum was recorded
more than 1200. The quality of atmospheric air was correlating
with the quality of embryo development. In group A (Oct-Dec),
higher fragmentation rate was observed over Group B.
Fragmentation rate was significantly higher in Group A <10% :
53.03% vs 70.6%; p= 0.00001), 10-20% (30.80% vs. 18.78%;
p=0.0002), >20% (16.16% vs 10.6%; p=0.029) than Group B.
There was also a statistically significant decline in fertilization
rate (62.5% vs. 70.07%, p=0.008), Day 3 A grade embryo
formation rate (53.03% vs 70.6%; p=0.00001), Implantation
rate (11.6% vs 25%; p=0.011), Clinical Pregnancy rate (15.7%
vs 43.1%; p=0.025).

LIMITATIONS, REASONS FOR CAUTION:
Multi centric studies are needed to strengthen these results.

WIDER IMPLICATIONS OF THE FINDINGS:

We have demonstrated that poor atmospheric air during
October to December in Delhi INDIA has a negative impact
on embryo development which also decreases reproductive
outcome even after standard air quality management. During
this period either case can be avoided or more stringent air
quality should be maintained.

REFERENCES:

1. Esteves SC, Bento FC. Air quality control in the ART
laboratory is @ major determinant of IVF success. Asian
#&r}tdégl 2016;1884):596-599. doi:10.4103/1008-682X.

2. Morbeck DE. Air quality in the assisted reproduction
laboratory: a mini-review. J Assist Reprod Genet.
2015;32(7):1019-1024. doi:10.1007/s10815-015-0535.

@ A KANKSHA

A prospective randomised control study comparing reproductive outcome
of day 5 Quarter laser zona thinning assisted hatching (QLZT-AH) in

frozen thawed embryo transfers.

H. Sharma', K.D. Nayar', G. Kant', S. Draboo’, M. Singh', R. Bhattachrya', S. Gupta', K.D. Nayar".
'Akanksha IVF Centre- Mata Chanan Devi Hospital, Reproductive Medicine, New Delhi, India.

QUESTION: Can quarter zona laser thinning assisted
hatching (qLZT-AH) improve reproductive outcome in day 5
frozen embryo transfer cycles?

STUDY ANSWER: Quarter Laser thinning assisted hatching
on day 5 frozen thawed embryos is associated with improved
implantation rate, clinical pregnancy rate over no assisted
hatching.

WHAT IS KNOWN ALREADY: Hatching is a process where
blastocyst escape the Zona pellucida(ZP) membrane prior to
implantation. This is accomplished in-vivo by secretion of
hatching factors and lysine production by trophectoderm of
embryo but in in-vitro fertilisation when embryos are frozen
under ultra low temperature may lead to zona hardening. This
may inhibit or reduce the chances of spontaneous hatching.
With the advent of laser assisted hatching (LAH), this
complication could be overcome with focussed laser light to
produce opening in ZP with a single pulse of few millisecond,
with no mechanical, thermal or mutagenic side effect.

DESIGN: A prospective randomised control study was
conducted from 1st January to 31st December 2019. All patients
whose embryos were frozen on day 5 were included. Two
hundred patients were randomised by computer generated list
and divided into 2 groups. Group A (n=100), in which embryos
were thawed on day 5 and Quarter laser zona thinning assisted
hatching (qLZT-AH) was done while in group B (n=100) no laser
assisted hatching was done after thawing.

implantation rate  Clinical pregnancy
rate

HGroupA GroupB ® prvalue

MATERIALS AND METHODS: All normoresponder patients
whose embryos were frozen on day 5 were included in this study

and patients with endometrium pathologies were excluded.

Quarter laser zona thinning assisted hatching (QLZT-AH) was
performed after thawing in group A, where 25% of surface area
and 50% thickness is removed by using laser while in group B no
laser assisted hatching was done. Groups were compared on the
basis of implantation rate, clinical pregnancy rate and miscarriage

rate.

RESULTS: None of the Frozen embryo transfer cycle was

cancelled and no loss of embryo was reported during thawing
process. The cryosurvival rate was 96% in group A and 95% in

group B which is in the range of cryopreservation key

performance indicators. No significant difference in female age,

BMI and AMH was observed between the two groups.

There was a statistically significant increase in implantation

(35% vs. 23.07%, p=0.004) and clinical pregnancy rate (50% vs.
35%, p=0.031) in group A, when day 5 frozen thawed transfers

assisted with qLZT-AH was done, while no difference in
miscarriage rate (6% vs. 5.70%, p=0.906) was found.

LIMITATIONS: Larger randomised control studies are needed to

strengthen these results.

WIDER IMPLICATION: We have demonstrated that day 5 frozen

thawed transfers assisted with quarter laser zona thinning
assisted hatching is better over no hatching. This study can

strengthen the current trend of freezing more potent blastocyst
stage and applying qLZT-AH can further improves the results.

120

% 95

906

Miscarriage
rate(%)

Cryosurvival
rate(3%)

HGroupA MSeries2 1 Pvalue

REFERENCES: Ali J, Rahbar S, Burjag H, Sultan AM, Al
Flamerzi M, Shahata MA. Routine laser assisted hatching
results in significantly increased clinical pregnancies. J Assist
Reprod Genet. 2003;20:177-181.
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Transdermal testosterone vs oral dehydroepiandrosterone (DHEA) pre-treatment in improving IVF
outcomes in diminished ovarian reserve patients (POSEIDON group 3 and 4): A randomized controlled
trial

N. Sharma’, K.D. Nayar', S. Gupta', M. Singh', R. Bhattacharya', G. Kant', R. Gahlot', K.D. Nayar’
1Akanksha IVF Centre - Mata Chanan Devi Hospital, Reproductive Medicine, New Delhi, India

INTRODUCTION
Diminished ovarian reserve (DOR) is associated with poor ovarian
response, higher cycle cancellation rate and lower clinical pregnancy
rate following IVF cycles. Use of adjuvants like androgens in the form

GnRH antagonist fixed protocol was followed for COH in all patients.
Recombinant HCG (250pg) was used as ovulation trigger followed
by ovum pick up 34-36 hours later. It was followed by fresh day 3
embryo transfer.

RESULTS
Baseline characteristics like age, BMI, duration of infertility and

of oral tablets or transdermal gel has been advocated. Androgens
improve follicular resp to g pin sti ion, increase the

FSH receptor expression in granulosa cells, leading to better cocyte o001 jevels including AMH, TSH, prolactin were comparable

yield and pregnancy rates. With the introduction of POSEIDON between TTG and DHEA group.

selection of poor responders has been made o
Table 1: Cycle characteristics in TTG and DHEA group
uniform and universal and helps to compare among
R o X . ' P " TTG Group Control group P
various clinical trials being conducted on the same patient group. arameters (n=25) (n=25) value
Oral DHEA has been found to improve clinical pregnancy rate in the Tgntae:dolro nin 3345.11+1223.9 |3626.2249359 |0.36
recent metanalysis when given in dose of 75mg/day for 3months and gonadotrop
Days of 9.841.42 10.120.97 0.38
more. The efficacy of bioactive androgen, testosterone, has also stimulation T T :
been evaluated and found to improve clinical outcomes when given Terminal E, 1041.37£147.2 864.86+110.7 <0.05*
for minimum 3-4 weeks prior to stimulation. Transdermal route No. of follicles | 4.65+1.84 3.21+1.51 <0.05*
delivers testosterone in a more physiological way than the oral route, Total oocytes 5114 33:1.7 <0.05%
stead of plasma e for 24 h
) reacy P o No. of Grade A |4 95,0 gg 2.85:0.63 <0.05*
following application. There has been no study comparing efficacy of embryos
oral DHEA with transdermal testosterone in patients who are No. of Grade 1.91+1.28 1.54+1.02 0.13
B+C embryos
expected poor responders because of low ovarian reserve.
OBJECTIVES CONCLUSIONS
Our aim was to pare the effect of one gel P with one gel in DOR patients improves
with oral DHEA on the ART outcomes in POSEIDON group 3 and 4 ovarian response to stimulation and results in higher number of
patients. oocytes retrieved and good quality embryos as compared to oral

DHEA. It is advantageous because of better bioavailability and
sustained serum

MATERIALS AND METHODS
A prospective, randomised controlled trial was carried out from
1st January 2019 to 31t October 2019 at a tertiary infertility centre in
India. Fifty patients fulfilling the criteria of Group 3 and Group 4 of
POSEIDON classification were included in the study. Patients with
endocrine disorders (thyroid, prolactin), endometrioma, history of

levels after once daily application. Clinical

outcomes, however, are not improved significantly. This can further

be investigated with more studies of larger sample size.
REFERENCES

Schwarze JE, et al.(2018)DHEA use to improve likelihood of

IVF/ICSI success in patients with diminished ovarian reserve: A

JBRA Assist Reprod 22(4):

surgery on the ovaries, sensitivity to testosterone gel, male factor

" . " .
infertility and deranged liver and renal function tests were excluded. review and

369-374.
Noventa M, et al. Testosterone therapy for women with poor

Patients were randomized into two groups of 25 patients each, one

group was pre-treated with transdermal testosterone gel (TTG
group),12.5 mg/day from day 6% of previous cycle to day 2™ of
stimulation cycle while patients in other group took DHEA tablet,75

ovarian response undergoing IVF: a meta-analysis of randomized
controlled trials. Journal of assisted reproduction and genetics.
2019; 36(4):673-683.

mg/day for three months (DHEA group) before stimulation.
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FIGURE 1: COMPARISON OF CLINICAL OUTCOMES BETWEEN TTG AND DHEA GROUPS
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Comparison of Letrozole versus Clomiphene Citrate (CC) for ovulation induction

in infertile women with Polycystic ovary syndrome (PCOS) in Indian population: A prospective clinical

E. Gupta', K.D. Nayar’, S. Gupta’, M. Singh', R. Bhattacharya'

, R. Gahlot', G. Kant', K.D. Nayar’
1Akanksha IVF Centre - Mata Chanan Devi Hospital, Reproductive Medicine, New Delhi, India

INTRODUCTION RESULTS
Clomiphene citrate is a standard drug for inducing or augmenting Baseline characteristics in both Letrozole and CC group were
ovulation in PCOS patients. It is not, however, equally successful in  comparable.
all the cases. Clomiphene resistance occurs in around 15-20% of the
tients. In additi cc h i fect th ical PARAMETER | LETROZOLE | CLOMIPHENE P VALUE
patients. In addition, may have a negative effect on the cervical GROUP GROUP
mucus and endometrium.
i inhibi ion i ion i Follicles 2
Letrozole is an aromatase inhibitor used for ovulation induction in 1.1340.53 26+1.15 <0.0001
PCOS patients and may present as a real alternative to CC. It has a 18mm on the
short half life (45 hours); hence, it is rapidly eliminated from the body day of HCG
without producing long-lasting adverse effects on cervical mucus and
- ) ETontheday 4515086  7.35:0.99 <0.0001
endometrial thickness (ET). Furthermore, it does not down regulate
the estrogen receptors as compared to CC. ofiHCGI(mm)
It has b h to h: d lati te in CC-resistant PCOS
as been shown to have good ovulation rate in CC-resistan Sl G e, SR S
women. Indian PCOS women have high prevalence of insulin
resistance (~75%) and thus are likely to have high CC resistance. Clinical
) o
Letrozole could prove to be a good alternative for ovulation induction pre?ant:ncy Wb TR =0
in such women. Multiple
pregnancy 1.11% 2.5% 0.57
OBJECTIVES rate

. ) Table 1: Comparison of characteristics after ovulation
To compare the efficacy of Letrozole and Clomiphene Citrate for

ovulation induction in infertile women with PCOS for intra-uterine
insemination (IUl) cycles in Indian population.

induction between Letrozole and Clomiphene group

Poster 4

CONCLUSIONS
PCOS is among the most common endocrine disorders in women
of reproductive age, with an estimated prevalence of 5%-10% of the
general population, and by far the most common cause of an-
infertility.

MATERIALS AND METHODS
A prospective clinical trial on 120 infertile patients with PCOS
diagnosed according to Rotterdam criteria was carried out at a
tertiary care infertility centre in India from January 2019 — October
2019. These infertle women with PCOS were divided into two
groups-61 patients with Letrozole, 2.5 mg/day and 59 patients with

ovulatory Letrozole leads to more monofollicular
development and better endometrial response compared to CC.
Hyperinsulinemia, which is frequently associated with PCOS, is one
of the causes for CC resistance. Thus, Letrozole has an important
role as first line treatment for PCOS patients.

The study was done at a single centre with small sample size.

Replication with more subjects and multiple centres is needed.

CC, 100 mg/day from day 3-7 of the menstrual cycle. Follicular
monitoring was done and 10,000 IU of HCG was administered when
the largest follicle was 218 mm. Ul was done 36-40 hours after HCG
administration. 400mg micronized Progesterone was given intra-
vaginally for 15 days as luteal phase support.

All the patients had atleast one patent fallopian tube diagnosed either
by HSG or laparoscopy and a normal uterine cavity. Severe

REFERENCES
+Aromatase inhibitors for subfertility treatment in women with
polycystic ovary syndrome
Franik S, Cochrane Database, 24 May 2018

endometriosis, male factor infertility and patients with any other

endocrinological diseases were excluded from the study.

review and met: is of and

citrate in polycy: ovary syl
Abdul Qadr,Middle East Fertility Society Journal, Sep 2018

<L and
infertile women with polycystic ovary syndrome
Airao BB et al, International Journal of Current Research, 2019

citrate for ion i ion in
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QUESTION: Does microfluidic sorting technique help in MATERIALS AND METHODS: The study period included all
increasing live birth rate in patient with high DNA fragmentation normozoospermia patients with high DNA fragmentation index
index (DFI) sperm samples? (>25%) while oligospermic, asthenozoospermic samples,
patients with poor ovarian reserve and advanced age were
STUDY ANSWER: Sperm selected by Microfluidic sorting are excluded from the study. All A grade embryos were vitrified and
associated with significant increase in live birth rate, clinical transferred in frozen embryo replacement cycle. Both groups
pregnancy rate and reduced miscarriage rate. were compared on the basis of fertilization rate, day 3 grade A
embryo development rate, clinical pregnancy rate, miscarriage
WHAT IS KNOWN ALREADY: DNA damage is unrecognizable rate and live birth rate.
in living sperm prior to insemination and an increased sperm DNA
fragmentation index has been associated with lower fertilization RESULTS: Cycle characteristics (female age, length of
rates, impaired embryo development and reduced pregnancy stimulation, gonadotrophin dose, number of oocytes and

rates. Standard semen processing techniques are associated number of transferred embryos) were similar in both groups.
with centrifugation, which may induce reactive oxygen species
and DNA damage. Microfluidic systems are capable of working
with small volume samples and have high sensitivity and low
response time. This technique helps to improve the efficiency of
sample preparation, enable consistency in embryo culturing and
reduce human error. It has been demonstrated that Microfluidic
technique could provide sperm with significantly reduced DNA
damage. Figure 1.

Between the 2 groups, there was a significant increase
observed in day 3 grade A embryo development rate (60%

vs. 38%,

p-0.003), clinical pregnancy rate (62% vs. 41%, p-0.004) and

live birth rate (46% vs. 29%, p-0.011), while a significant

decrease in miscarriage rate (12% vs. 2! p-0.028). On the

other hand, there was no statistical difference observed in

Figure 1 . i ) fertilization rate (82% vs. 78%, p-0.80). As shown below in
Inlet Microfluidic Chip Outlet Chart 1.1,1.2 and 1.3 respectivel

LIMITATIONS: Larger randomized control studies are needed to
v Width strengthen these results.

WIDER

IMPLICATION:
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Empty follicle syndrome(EFS) in PCOS patients after GnRH agonist trigger at a
tertiary level infertility centre in India: A prospective cohort study

K.D. Nayar', S. Gupta', M. Singh', R Bhattacharya', G. Kant', R. Gahlot!, N. Sharma’, D. Nayar".
Akanksha IVF Centre - Mata Chanan Devi Hospital, Reproductive Medicine, New Delhi, India

INTRODUCTION RESULTS
EFS is failure to retrieve oocytes after ovarian stimulation, despite ~ Incidence of EFS in PCOS patients following GnRH agonist trigger
normal follicular development, incidence being 0.045%-7% . EFS is Was 3.11%(7/225). The age, BMI , parity, cause and duration of
diagnosed retrospectively, since it cannot be predicted by USG or infertility were similar in EFS and non EFS group. There was no
hormonal levels. GnRH agonist trigger acts on the pituitary and ~Significant difference in AMH and AFC levels between the two
causes gonadotropin release leading to LH surge lasting for 24- groups. However, significantly higher doses of gonadotropins
36hours in comparison to HCG trigger where it lasts for 8-9days. (2500£743 vs. 1850+690; p=0.02) and prolonged duration of
False EFS is mainly due to human error in timing, administration of ~ Stimulation(11.6£1.79 vs. 9.5+1.2; p=0.001) was noted in the EFS
trigger or manufacturing and cold chain problem. For genuine EFS, ~9roup as compared to the Non EFS group. Out of 7 EFS cases,
receptor polymorphisms, inability of the pituitary to release False EFS was identified in 5 cases (71.43%) and 2 cases (28.57%)
gonadotropins and dysfunctional folliculogenesis due to PCOS are Were attributed to Genuine EFS, wherein no cause was identified.
implicated. Out of 5 False EFS cases, eggs were retrieved in 4 patients

following rescue hcg trigger and 2 patients achieved a clinical
OBJECTIVES pregnancy (40%). For Genuine EFS cases, GnRH antagonist

To analyze the incidence and underlying physiology of EFS following protocol with Dual trigger was planned in the subsequent cycle.

GnRH agonist trigger in PCOS patients at a tertiary level infertility Eggs were retrieved in one patient while Genuine EFS recurred in

centre in India. second patient.

MATERIALS AND METHODS Although it is a prospective study, it has limitation of small sample
A prospective cohort study including 225 patients diagnosed with
PCOS according to Rotterdam’s criteria was carried out between
January 1, 2017 through 31 December 2019. All patients underwent
Controlled ovarian hyperstimulation using fixed GnRH antagonist
protocol and GnRH agonist trigger. If no oocytes were retrieved from

size.

CONCLUSIONS
Our experience at a tertiary infertility care centre in India suggests
that EFS is a rare occurrence in PCOS patients following GnRH
one ovary, serum progesterone levels were done to classify as agonist trigger. False EFS can have favourable outcomes following
genuine EFS (S. progesterone levels >3.5ng/ml) or false EFS(S. the rescue trigger and Genuine EFS is most likely attributed to
progesterone < 3.5ng/ml). In cases of False EFS, rescue hcg trigger intrinsic ovarian dysfunction.

was given and ovum pick up scheduled 35 hours after the trigger.

EFS Non EFS P

Freeze all strategy was employed and embryo transfer done in a value
7/1225 = 3.11%

Doses of 25001743 18504690 | 0.02
gonadotropins
(V)

subsequent cycle.

Duration of 11.6£1.79

m EFS(FALSE) stimulation
EFS(GENUINE) (days)
= NON EFS Table 1. Comparison between EFS and Non EFS cases
REFERENCES

+ Deepika K et al. Empty Follicle Syndrome Following GnRHa
Trigger in PCOS Patients Undergoing IVF Cycles. J Reprod Infertil.
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99 IFS Conversations (Volume : 12)

INTERNATIONAL PRESENTATION ' s uthend Gshre e,
FROM IFS MEMBERS

¥

it

WHAT IS KNOWN ALREADY Aﬁ SIZE, DURATION

Ovarian stimulation is an integral part of IVF and aims at producing adequate no of
oocytes without increasing the risk of ovarian hyperstimulation syndrome.

In Controlled Ovarian Stimulation, different women respond differently to similar doses a period of one year.
of exogenous gonadotropins. Preliminary studies suggested that a threshold level of
gonadotropins may exist and no more competent oocytes can be obtained if exceed-

~ Fertility & IVF

Ovarian Sensitivity Index
A novel marker of ovarian responsiveness in IVF cycles

A

red by: Charu Jandial, Sonia Mali

/ed Prakash, Vandana Bhatia, Sandeep Talwar

STU DY To validate the use of OSI as a measure of ovarian response during IVF
cycles by ing it with other of ovarian resp which
QU EsTloN include age, AMH, AFC, total dose of gonadotropins and quality of embryos.

SU MMARY OSl can be used as a dynamic marker for ovarian
reserve, a guide for gonadotropin dose in future IVF
AN SWER cycles and a predictor of good quality embryos.

| sTUDY DESIGN,

This is a retrospective, single centre
study which included 256 women over

ed. Recent studies, on the contrary, indicate that a high ovarian response to gonado-
tropins is not so detrimental. The key point is , not the gonadotropin dose or ovarian DEMOGRAPHIC CHARACTERISTICS
response alone, but a combination of these two , is important .This is the concept ad - OF SUBJECTS IN STUDY
dressed in the ovarian sensitivity index. High OSI means, more oocytes are retrieved
with fewer gonadotropin doses and offers the best pregnancy outcomes. rreramrs e

e o wblersty

pimry 683601

Secondry spnen
PARTICIPANTS, MATERIALS , SETTINGS , METHODS ——

e swuazsH)

Tt 36iua0e%)
A analysis at Fertility and IVF centre at New Delhi , Endomerioss 140545 %)
India which included 256 women with age < 42 years , no previous history of ovarian sur- ::’:""“ HpLox)
gery, chemotherapy/ radiation and had no evidence of endocrine disorders. A baseline —
scan was done in all the subjects to determine the antral follicle count. Subjects were treat - -
ed with either long agonist or antagonist protocol as per the clinical and biochemical mark- [ il
ers. Trigger injection was given when 3 or more follicles reached 18mm diameter. TVS NooFcasEs 63 o o

guided OPU was done 36 hours later.

veawtae 273 a0a 527 030

TRIAL
Not appl

| Out of 256 women enrolled in the study with a mean age of 32
years,175(68.36%) were a case of primary subfertility with an average duration
of 4 years.208 women received antagonist protocol .Mean number of oocytes
retrieved were 8.Statistical analysis as per Pearson’s Correlation Coefficient
showed a negative correlation of OSI with age and positive correlation with AMH
and AFC (p value-0.0000). Further analysis of data revealed that as OSI
increases the mean number of top quality embryos increases _] receive same dose of FSH in future cycles while those

designed at

TOP QUALITY EMBRYOS ACCORDING TO OSI

No. of oocytes retrieved X 1000
Total dose of FSH

CALCULATION OF OSI =

CORRELATION OF OSI & OR WITH AGE, AMH & AFC
LIMITATIONS, REASONS FOR CAUTION

Aretrospective analysis, single centre, smaller group
MAIN RESU AND THE ROLE OF CHANCE and includes patients with different protocols. ]

WIDER IMPLICATIONS OF THE FINDINGS

In failed IVF/ ICSI cycles, the management of future cycle
can be guided by OSI. Patients with Higher values should

with low OSI should receive higher dose of FSH, along
with possibly considering other strategies to boost the
ovarian response like change of protocol, addition of LH
and use of DHEA. OSI can be used as a predictor of good |
quality embryos.

REGISTRATION NUMBER
licable.

Anti-Miillerian Hormone (AMH) Lower Reference Values Observed in a Population of
Indian Women Compared to French Women, Using the Automated VIDAS® AMH Assay

Mougin Bruno. (1), Kaur Jasneet. @), Bourron P. () and Mahajan Nalini ¢

(M bioMérieux SA, 376 Chemin de I'Orme, 69280 Marcy I'Etoile - France, ) Department of Reproductive Medicine, Mother and m
Child Hospital, New Delhi, India, ) Mother and Child Hospital, New Delhi, India

* Corresponding author: bruno.mougin@biomerieux.com

BACKGROUND & OBJECTIVE

Serum AMH testing is routinely performed in female patients for the assessment of the ovarian reserve, especially in the context of controlled ovarian
stimulation (COS) for assisted reproductive technology (ART), for the diagnosis of polycystic ovary syndrome (PCOS) and for other indications to
assess the ovarian activity such as after surgery or gor Several I studies have reported
differences in age-specific AMH reference values in various countries (1-4). Reference intervals have been previously defined for VIDAS® AMH, in
populations living in France and in India (5).

The objective of this study was to compare AMH reference values between two populations of women in France and in India.

Studied populations: French cohort: 435 women, age 12 to 44 years, without known pathologies, with regular menstrual cycles, not taking hormonal
contraception, enrolled in 30 sites throughout France (Clinical Trial for VIDAS® AMH assay, 2016). Indian cohort: 975 women aged 19-50 years with a
fertility criteria (at least one natural pregnancy with a living child), presence of both ovaries, not currently using oral contraceptives and body mass index
<30; exclusion criteria were PCOS (Rotterdam criteria), other endocrine disorders, endometriosis stage Il-IV, who underwent adnexal surgery, tubal
ligation; enrolled in New Delhi (5). For the comparison of AMH reference values, women aged 20 to 44 years were selected: 356 and 748 for the French
and Indian cohorts, respectively.

AMH : Serum AMH on a single sample using the automated VIDAS® AMH assay (bioMérieux, Marcy

L'Etoile, France). Values under the limit of detectlon (LoD = 001 ng/mL) were arbitrarily assigned to 0.005 ng/mL. Values above the range of

measurement (9 ng/mL) were excluded. istics and linear reg were done after log transformation (Analyse-It).

RESULTS

REFERENCE AMH VALUES COMPARISON BETWEEN FRENCH AND INDIAN COHORTS
Table 1: Reference AMH values (ng/mL) determined in the two cohorts from Figure 1. Linear regression models of AMH values according to the
India (n = 748) and from France (n = 356). age in the two cohorts.
1

278 633
1252;316) 1s.68:7271
429 684
1350;501) (642:876) o
625

 France
(242313 1s45:2.23]

log (AMH)

o LR
1269:355] (615:850]

2 2 2 g 3 “ a

el Bae The equations for the linear regression models were the following:

- IIKS:.;:&ISI (1.48;150] log(AMH)=-0.0358*(age)+1.4916 for France and
% (ooos;018) 10.03;020] 1076 140] (241;536] log(AMH)=-0.0396*(age)+1.4006 for India.
Cl = confidence intervals ; IQR= inter-quartles range . . .
umber of patients, i estimated. Figure 2. Differences in AMH values between the two cohorts for
Table 2: Comparison of the Median AMH values between the Indian the five age classes.
(n=748) and the French (n=356) cohorts. 10 *
9 0o sanes
R B o B | e s &85
__ =] o
(:50 5011 Izsz z:s] 253 00003 ; 6
(269:355] 2e2;313) 157 (0.073¢) § i 4275 e W Fanca
01387 (160;246] 450 <00001 s I - Wi
¥ 130 045
1135:238) (o1 146) 3 00394 : 51
1076 1.40) 1059;089) &0 OCED o "

piscussion i ' ’ .

These results confirm previous data reporting lower serum AMH values in women living in India compared to women living in Europe. This difference in
AMH values is found to be statistically significant for all age classes within the 20-44 range (except for the 25-29 age range). Apart from the observed shift
between the French and Indian observations, the pace of decline in AMH values appears to be similar. These results call for caution in clinical practice, as
misuse of AMH results could have direct consequences on medical care. This is also aligned with the Clinical and Laboratory Standards Institute (CLSI)
recommendations (EP28-A3c) that laboratories should locally verify reference values provided by the manufacturer. This is particularly important for AMH,
which is influenced by genetics and environmental factors. These results emphasize the need to perform such local studies in order to optimize routine
use of this biomarker.

Limitations: 1) age range is limited to 20-44 years, 2) inclusion criteria were not perfectly similar between the two cohorts, 3) unbalanced numbers of
patients for the two cohorts, 4) linear regression does not represent the exact course of the age-dependent AMH decline, and 5) only the New Delhi region
is documented for India.

CONCLUSION

For this first comparison study, VIDAS® AMH reference values are observed to be lower in the Indian cohort, compared to the French cohort. This
study emphasizes the importance of locally verifying or establishing the AMH reference values , to adequately interpret AMH values.

Funding: The research was partially funded by bioMérieux (Marcy I'Etoile, France) who also provided VIDAS® AMH assays.
Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of nterest.
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Comparison of physical growth parameters of children
conceived by donor oocytes with fresh versus frozen
embryo transfer upto 5 years of age
: a prospective study
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CONCLUSION
Weight of children at 2-5 years was significantly more in frozen than in the fresh embryo
transfer group with donor oocytes after adjusting for maternal age and BMI

STUDY QUESTION RESULTS
Are the weight/length/height/head circumference (mean Z-scores) Weight- for- age Z —scores for all children
differentin children conceived by frozen embryo transfer (FET) or Fresh ET FET Pvalue | Pvalue
fresh ETinadonor oocyte (DO) model, during the first 5 years. (n=109) (n=80) (adjusted for maternal
age and BMI)

WHAT IS KNOWN ALREADY Children | -0.39:1.23 [-0.26t123 |65 | .51
Prospective studies regarding the potential effect of freezing protocols <2 years (n=34) (n=41)
on childhood growth are limited with comparable / trends of increased (n=75)
weigf}t. Frefh EThas bEEI'.l compared. to FET where oyarian stimulation Children 0.09% 1.15 | 0.4521.18 02 2001
remains animportant variable affecting early eventsin pregnancy [1]. oI5 ears (n=75) (n=39)

(n=114)
In this study, comparing the growth of children conceived by fresh ET
versus FET, in a DO model, with similar laboratory procedures an
vitrification protocols, a better insight into the effects of vitrification is

N o Fresh ET FET Pvalue| Pvalue
observed, as several important confounders are eliminated. (n=68) (n=65) (adjusted for maternal
age and BMI)

STUDY DESIGN
In this prospective cohort study, conducted from 2014-2019 at a Singletons '0'_3211‘30 ’0‘_0911‘25 = a2
tertiary centre,209 children conceived by DO(delivered after 32 ;f_;:;rs (=) (=)
weeks) were followed-up at birth and at one point of time (age 1 _
month-5yrs). singletons | -0.10+1.09 | 0.53+1.18 | .01 .02

2-5 years. (n=49) (n=34)
Data was available for mothers(n=161), children(n=189); conceived by (n=83)

fresh ET (n=109),FET( n=80). Both groups had similar ICSI, ET (2/3

cleavage stage) protocols. Vitrification/ thawing protocols were In the 2-5 years cohort, mean Z -scores for weight-for-age was

similar in all FETs. The IVF program, deliveries, follow-up was significantly more for the FET group of all children & for the

conducted at the same institution. Some children were p by ingl subset p: d to the resp fresh ET groups.

post. This difference remained significant in both groups after
adjusting for maternal age and BMI.

PARTICIPANTS / MATERIALS, SETTING, METHODS Mean Z -scores for weight-for-age in the <2year groups, as well

Weight/length/height/head circumference  (HC) were recorded at  as, length/height-for-age in all the groups were comparable.

birth and later at one point of time as Z-scores (WHO child growth HC did not follow any definite statistically significant trend.

standards) [2] to adjust for age at measurement. This was further

adjusted for maternal age and BMI. Children were divided into two LIMITATIONS

groups < 2 years and 2-5 years. Singletons were analyzed as asub-set.  This was a single centre study with a limited sample size. After birth, the

Two-sample t- test was used to compare means. Multiple regression  growth parameters of children were recorded at a single point in time

analysis was used to adjust for potential confounders. Statistical only (requiring the need for Z-scores for comparison).

WIDER IMPLICATIONS

Our study, using the DO model, shows significant greater weight of children at 2-5 years
conceived by frozen compared to fresh ET. This needs to be confirmed in larger studies with
longer follow-ups. The mechanism and clinical relevance of this, also needs to be
scientifically explored.
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BACKGROUND BASELINE CHARACTERISTICS OF PATIENTS

* Oral dydrogesterone has been used for luteal phase support on GROUPS DYDROGESTERONE | MVP P-value

an empirical basis since the early days of IVF treatment, but (n=30) (n=30)
i i of oral gt with vaginal MEAN AGE (years) 29.5+/-5.5 30.4+/-4.9 NS

progesterone started to appear in the middle 2000s. MEAN BMI (kg/m2) 23 +-31 23.5+4/-35 NS
Recently, a large, randomized, double-blind, double-dummy AMH 2.2 +-0.50 2.4+-0.72 NS
phase Il trial on the use of daily 30 mg oral dydrogesterone BASAL FSH (D-2) 6.2 +/-2.43 6.4 +/-2.42 NS
versus daily 600 mg micronized vaginal progesterone for LPS in AFC 7+1-33 7+-35
IVF was published. This trial confirmed the efficacy and
established the noninferiority of daily 30 mg oral g
for luteal phase support. Despite oral administration and first
pass through the liver, dydrogesterone was as well tolerated as
vaginal progesterone in safety analyses with no new fetal safety
concerns.
Given the widespread preference of women for an oral
compound, dydrogesterone may well become the new standard
for luteal phase support in fresh embryo transfer IVF cycles.

9.08 +/-1.99 mm 8.52 +/-1.15 mm

MAIN RESULTS AND THE ROLE OF CHANCE

* Clinical pregnancy rate in the micronised vaginal
progesterone (group B ) was higher than the oral
dydrogesterone ( group A), but the difference was not
significant. Furthermore, the miscarriage rate in the two
groups was the same.

The difference between the two groups in the endometrial

thickness and number of embryos transferred was not

STUDY QUESTION:

Is oral dydrogesterone administration as effective as
micronised vaginal progesterone for luteal-phase support in
IVF-ICSI cycles ?

SUMMARY ANSWER:

Yes, oral dydrogestrone is as effective as micronised vaginal
progesterone for luteal-phase support in women undergoing
IVF-ICSI cycles.

WHAT IS KNOWN ALREADY:

* InART cycles, there is a significant reduction in pregnancy
rates without luteal-phase support, because of suboptimal
progt e levels ied by premature luteolysis,
short luteal phase and early bleeding. Progesterone is

necessary for implantation and early pregnancy maintenance.

* Luteal phase support in ART cycles is provided by using
p 1e, addition of diol to progesterone, hCG or
gonadotropin releasing hormone (GnRH) agonists.

STUDY DESIGN, SIZE, DURATION:

© This is a prospective trial carried out in Bhopal from
Dec-2018 to Dec-2019.

Explained and informed written consent concerning the study
protocol was obtained from all participants.

* 60 infertile women undergoing controlled ovarian stimulation
for IVF-ICSI treatment (fresh cycle) were included in this
study.

Patients were divided into group A (oral dydrogesterone
group) and group B (micronised vaginal progesterone group)
and outcome evaluated in terms of clinical pregnancy and
miscarriage rates.

MATERIAL AND METHOD

Group A (n=30) received 10 mg dydrogesterone thrice a

day (Duphaston; Abbott) and group B (n=30) received 400 mg
micronised vaginal progesterone (Cap Utreva, Intas) twice per
day.

significant. I ’ S I I R I ’
The clinical pregnancy rate and implantation rate were also

similar in the two groups. Moreover, most of the patients
tolerated oral dydrogesterone well.

CONSORT FLOW DIAGRAM

TOTAL PATIENTS = 60 Ass:;:zu DOMIZED

(=) =)

1
NO PATIENT LOST | RESULT ANALYSED LOSTTO FOLLOW-UP RESULT ANALYSED
TO FOLLOW-UP (N=30) (N=0) (N=0)

PARAMETER  Joriucesaone| wecrous
orow o | oura)

CONCLUSION

In 'y, the use of oral avoids the

reported and negatively perceived side effects of vaginal preparations,
whereas no systemic from vaginal
progesterone has been identified.

Given the widespread preference of women for an oral compound,
dydrogesterone may well become the new standard for LPS in fresh
embryo transfer IVF cycles.

LIMITATIONS OF THE STUDY AND REASON FOR CAUTION:

« Very few studies have compared the advantages of oral dycrogestrone with vaginal progesterone for luteal
SupportinART cycles.
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Study question:

Does transdermal testosterone gel pretreatment improve the outcome in women with poor ovarian
reserve undergoing IVF-ICSI Cycles ?

Summary answer:
The testosterone gel has a significant impact on the fertility rate in women with a poor response in
the IVF cycles.

What is known already:

Poor ovarian reserve to external gonadotropin drugs is one of the problems with IVF-ICSI cycles
which can lead to cycle stop, access to fewer oocytes and embryos, and finally reduced pregnancy
rates.

No effective approach has been found yet to treat poor response to ovarian stimulation.

H , there are possible methods affecting the performance of gonadotropins on the ovaries
such as high-dose gonadotropins, growth hormone, glucocorticoids, and low-dose aspirin.

Another treatment is the use of low-dose androgens to improve ovarian response to gonadotropins
which acts by increasing the intrafollicular androgen and the number of follicle-stimulating hormone
(FSH) receptors on granulosa cells.

Study design, size, duration:

52 patients from July 2017 to July 2019 , were randomly divided into two groups , 26 patients treated
with a placebo (lubricant gel, control group) and 26 patients treated with testosterone gel (Study
group).

Inclusion criteria were :

patients for IVF cycles,

patients older than 40 years,

a cycle with previous poor response, i.e., to obtain 3 or <3 oocytes of the cycles by normal stimulation ,
AFC <5-7,

AMH <0.5-1.1 ng/ml,

Make hey while sun shines! Hormone 25 OH D (Vitamin D3) in follicular-fluid:

a determinant factor for top grade blastocyst formation?

Natchandra M. Chimote; Bindu N. Chimote
Vaunshdhara Fertility Centre, Nagpur-Maharashtra (India)

- Aim ~N Materials and Methods

To investigate relationship of 25(0H) D (vitamin D3) in follicular fluid (FF)

with oocyte competence to fertilize, cleave and for top quality Non-randomized prospective study of women (n=300, 22-42 years)

undergoing IVF during January2017- December2019. None of the

blastocysts.
1\ J patients received vitamin D3 supplementation before Controlled
Introducti Ovarian il ion (COH). Follicular-fluid collected from first
o TR aspirate of individual follicle was pooled, for each patient, to
measure Vitamin D3 levels using RIA kits. Embryonic development
There is growing evidence that [25(OH)]D has very important from ilization to ion was recorded. Embryo

role in human reproduction. Vitamin D3 contributes to
restoration of the menstrual cycle and endometrial were vitrified for next natural cycle embryo transfer. Women with
proliferation, growth of follicles, improves primary iosi: is and hy pynx and their male

rhea, and reduce of uterine fibroids. partners with severe or moderate male factor were excluded from
However, owing to conflicting results, the relationship of this study. Women with Poor ovarian response (< 3 retrieved
serum levels of Vitamin D3 with ovarian stimulation oocytes) to inat FSH / g pin sti ion were also
characteristics or with embryo quality has been rather excluded. FF Vitamin D3 levels were divided into Low and High
b: IVF p a unique to explore such a groups as per their median value. Fertilization, cleavage and

gradation was done as per criteria. All

relationship as measurement of vitamin D3 in ~fluid rates were recorded in low and high FF vitamin
can help trace the fate of indivi oocytes, their fertilizati D3 groups.
and embryonic development. / j
R
esults
4 e 7

F and rates were si higher in the low FF Vit.D3 group

However, the blastocyst formation rate was higher, although not significantly, in the High FF Vit. D3 group.

Top and good grade blastocysts were significantly higher in High FF Vit.D3 group whereas the Low FF Vit. D3 group had significantly
higher percent of poor grade blastocysts.

Follicular fluid levels of Vit. D3 correlated with top grade blastocysts. The ROC cut-off of Vit.D3 levels in FF to increase the chances
\of top grade blastocysts was >50 ng/ml /

Correlation of Vit D3 with
Top Grade blastocyst

Pearson r=0.76; ’=0.57
95% Cl= 0.7-0.8; p<0.0001

o
O
o

S Py &
25-hydroxy Vit.D3.

Good mPoor Grade Blastocyst (%)
p=0.0038 —_—

a1 / £ 0.014
o

£
=0.0093 ']
@
&
=

p=0.0002

Low FF Vit.D3 Group

Cleavage

)

0.0008

. . »
@ LowFFVit D3Group €33 High FF VitD3 Group | GL-UNZAIAENCILIT S

T Conclusion |

Measurement of vit. D3 in follicular fluid has tremendous potential to identify the embryonic development to blastocyst stage with top or good
quality so as to select the best embryo for transfer. It also helps enhance the chances of getting a viable pregnancy resulting in live birth.
Follicular-fluid level of 25(0OH)D (Vitamin D3) is a potentially predictive marker for oocyte competence to fertilize, cleave and form
top-grade in women going

[

- 1 Wider impli |

of the findi [ N

Drastic alteration in climate and weather conditions affecting the ozone layer and carbon emissions all over the world; has seemingly also disturbed
the natural synthesis of Vit. D3. Hence, proper evaluation of this hormone should be judiciously done to improve excellent embryo development

leading to a live-birth.
\ J
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Fertility outcomes were compared .

Participants/materials, setting, methods:

52 patients were randomly divided into two groups. 26 patients treated with a placebo gel and 26
patients treated with testosterone gel .

Patients who met inclusion (Bologna) criteria were placed in the antagonist cycle group. The patients
were randomly divided into two groups each included 26 participants treated with a placebo and
testosterone gel . Fertility outcomes were compared between two groups.

The two groups were not statistically different in terms of FSH , AFC, AMH,

Main results and the role of chance:

The number of oocytes and embryos in the study (testosterone gel ) group were significantly higher
than in the control group

The mean number of oocytes obtained was 3.12 + 1,14 versus 1.27 + 1.03 and embryos was 2.10 + 1.08
versus 0.39 * 0.48 .

The clinical pregnancy rate was 15% ( 4/26) in the study (testosterone gel ) group ,were significantly
higher versus than in the control group 04 % ( 1/26) .

In conclusion, there is evidence from this study that the use of transdermal testosterone prior to
ovarian stimulation in who are ¢ ed poor resp s, and this treatment has shown to
significantly improve live birth rates and reduce the doses of FSH required for ovarian stimulation.

Androgen receptors are expressed in granulosa cells at early stages of follicle maturation, it is
surprising that such a short treatment up to 20 days of testosterone supplementation could achieve
significantly higher live birth rates. Hence, extending testosterone supplementation for a longer
period could enhance the pool of follicles sensitive to gonadotrophins and therefore increase the
number of oocytes available for retrieval.

Limitations, reasons for caution:
Transdermal-testosterone may improve the clinical outcomes for poor-ovarian-reserve.

One limitation is the low number of participants and exact subgroup of poor-ovarian-reserve who
would benefit from this treatment still needs to be identified.

Although trends in all parameters appear to favour t | ion, further
investigations are needed to confirm these findings.

one

Wider implications of the findings:

According to the results of our study, the testosterone gel has a positive impact on fertility rate in
patients with poor-ovarian-reserve.

The identification of poor responders that could especially benefit from testosterone treatment
should be addressed in further studies.

Large studies on larger populations are rec ded to be conducted.

Keywords:

Androgens
Poor-Ovarian-Reserve
IVF-ICSI
Testosterone-transdermal-gel
AMH
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