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تنشيط الإباضة ووسائل الإخصاب المساعد
الأستاذ الدكتور / طاهر عبد الرحيم شاهين

الجزء السابع عشر • نسخة عربية وإنجليزية للمراجعة

ملاحظة تحريرية
الذكري، ثم دراسة حالة للعقم الثانوي وبداية متلازمة فرط تنبيه المبيض.

والجراحة الأنبوبية ووسائل الإخصاب المساعد، وعلاج العامل العنقي والعقم
هذا الجزء الصفحات المطبوعة ٥٥ إلى ٥٨، ويتناول تحفيز الإباضة ومراقبته،

يضم

تاريخيا، ولا تمثل إرشادات علاجية حالية. ويلزم تحديثها علميا قبل النشر.
حفظت الجرعات والإجراءات والنسب كما وردت
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Ovulation Induction and Assisted
Reproduction
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Editorial Note
This part covers printed pages 55-58. It discusses monitoring and
pharmacological induction of ovulation, tubal surgery and
assisted-reproduction techniques, treatment of cervical and male factors, a
case study of secondary infertility, and the opening description of ovarian
hyperstimulation syndrome.

The regimens, procedures and outcome rates are retained as historical
source material. They do not represent current prescribing guidance or
contemporary standards of assisted reproduction and require full scientific
updating before publication.
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Ovulation Induction and Tubal
Surgery

Printed page 55

Ovulation Induction and Monitoring
The source states that an ovulatory trigger with human chorionic
gonadotrophin (hCG) may sometimes be given around mid-cycle. If oral
agents are ineffective, human menopausal gonadotrophin (hMG),
historically prepared from the urine of postmenopausal women, or related
gonadotrophin preparations may be used.

These drugs must be used cautiously because excessive ovarian
stimulation may lead to multiple pregnancy. The source recommends
monitoring oestrogen in blood or urine and coordinating hCG administration
with the ovarian response.

When anovulation is associated with disordered pituitary secretion, primary
pituitary disease should be excluded. In hyperprolactinaemia without a
large pituitary lesion, the source describes bromocriptine treatment
beginning at 2.5 mg at night and increasing according to the prolactin
response.

For hypogonadotrophic states, the text describes gonadotrophin treatment
and frequent injections, with close monitoring of follicular development to
reduce ovarian hyperstimulation and multiple pregnancy.

Tubal Surgery
The source describes surgery as the principal treatment then available for
tubal disease. Although overall success rates were limited, microsurgical
techniques improved outcomes. Adhesiolysis around the tubes and
correction of the underlying disease are discussed; laser surgery is
mentioned as a way of reducing recurrent adhesions.
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In-Vitro Fertilisation and Embryo
Transfer
Printed page 56

In-vitro fertilisation (IVF) is presented as an alternative treatment for tubal
damage. Oocytes were retrieved, fertilised outside the body and the
resulting embryos transferred to the uterine cavity.

After ovarian stimulation, oocytes were collected approximately 36 hours
after hCG administration. The text describes transvaginal
ultrasound-guided retrieval, incubation with sperm, and transfer of embryos
at the 4- to 8-cell stage after two to three days.

Related Historical Techniques
Gamete intrafallopian transfer (GIFT) involved immediate transfer of
oocytes and sperm into a fallopian tube, generally by laparoscopy. Other
techniques described included intrafollicular insemination and transfer of
gametes into the peritoneal cavity after oocyte retrieval.

The source gives fertilisation rates of approximately 80-90%, while
reporting live-birth rates of about 20% after embryo transfer. These figures
are historical, highly dependent on patient and laboratory factors, and must
be replaced with contemporary outcome data.

Cervical-Factor Treatment
The text introduces intrauterine insemination with the husband's sperm
(AIH) as a possible treatment for a difficult cervical factor.
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Cervical Factor and Male Infertility
Printed page 57

The source notes that intrauterine insemination had relatively low success
rates and could cause complications, including severe uterine pain. It
advises against using it when the postcoital test is normal.

It also describes attempts to reduce contact between semen and cervical
mucus and states that assisted reproduction may be required when simpler
measures fail.

Treatment of the Male Partner
The text states that specific treatment was possible for only a minority of
infertile men. Azoospermia with small testes or high FSH was considered
unlikely to respond to treatment.

With normal FSH and normal testicular size, obstruction of the seminal tract
was considered. Testicular biopsy and imaging of the vas deferens were
proposed, with reconstructive surgery when a correctable blockage was
found.

Varicocele ligation is described as sometimes improving semen findings by
lowering testicular temperature. For unexplained oligozoospermia, hCG,
clomiphene and bromocriptine were used historically, but the text
acknowledges variable or limited benefit. Oral androgens were also widely
used despite weak evidence of efficacy.
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Case Study and Ovarian
Hyperstimulation

Printed page 58

Case Study: Secondary Infertility
A couple presented with inability to conceive. The husband had not
fathered a child in a previous marriage, worked long hours under
substantial physical stress and had infrequent intercourse. His wife had
conceived previously but had irregular menses every three to four months.

Semen analysis showed oligozoospermia, while the wife was anovulatory.
No obvious abnormality was found on general physical assessment. The
couple were advised to modify their lifestyle, and the wife received
clomiphene after routine investigations. Pregnancy occurred after three
cycles, illustrating that secondary infertility may have several contributing
factors.

Micromanipulation for Severe Male Factor
The source lists partial zona dissection (PZD), subzonal insemination
(SUZI) and direct injection of sperm into the ooplasm. The last technique
corresponds to the principle of intracytoplasmic sperm injection (ICSI). The
text reports pregnancy rates comparable with those of conventional IVF.

Ovarian Hyperstimulation Syndrome (OHSS)
OHSS is introduced as a complication of ovulation induction. Severe cases
may involve marked ovarian enlargement from multiple cysts and fluid
accumulation. The discussion continues on the following printed page.



