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Introduction
Empty follicle syndrome (EFS) is defined as a condition in which no 

oocytes are obtained after successful ovarian stimulation [1,2]. It could 
be frustrating, either for the couple and/or for the clinical staff involved. 
The incidence of EFS has been estimated in a range of 0.6%-7% [3,4]. 
Some authors suggested that EFS is occurs due to a technical failure 
during oocyte aspiration, or inappropriate injection of hCG. Others 
suggested that EFS occurs due to dysfunctional folliculogenesis [5].

Empty follicle syndrome was first reported by Coulam et al. [6] 
in 4 patients with unexplained infertility. The authors suggested that 
EFS might represent an unknown, as yet, explanation of infertility. The 
EFS cases were reported [7-10] and described in reviews [2,11]. In a 
systematic review, Stevenson and Lashen [2] classified EFS into true 
and false EFS. False EFS was defined as a failure to retrieve oocytes in 
the presence of low hCG level. 

Possible etiologies include inappropriate administration of hCG, 
defects in the biological preparations of hCG [12,13] or individual 
variation in the bioavailability and metabolism of hCG [1]. True EFS 
was defined as unsuccessful oocyte retrieval, after apparently normal 
follicular development, with optimal hCG levels on the day of oocyte 
retrieval [2], an extremely rare phenomenon [14]. Some authors suggest 
that genuine EFS do not exist and “Empty Follicle” is obtained due to 
some technical difficulties during oocyte aspiration [15,16]. Therefore, 
the existence of follicles without oocytes is an obscure phenomenon and 
under debate. The publications about EFS are limited and there is no 
consensus of the EFS etiology. The aim of our study was to characterize 
the cycles with EFS in our unit and evaluate the possible reasons for its 
occurrence. 

Methods
Patients

This retrospective study, during two year period (2014-2015), 
included 856 ART cycles performed in 556 patients (mean age of 34.4 
± 6.2 years old; number of patients is 245<35 and 311>35 years old) in 

our IVF unit. Among the 42 cycles, done in 35 patients (mean age of 
38.8 ± 5.0 years old, number of patients is 8<35 and 27>35 years old), 
the oocyte pick-up (OPU) procedure ended with EFS. According to 
this, all patients were divided into two groups: control group - patients 
with oocytes retrieved after (OPU) (n=556) and EFS group – patients 
with no oocytes retrieved after OPU (n=35). Patient’s demographic 
data, method of control ovarian hyperstimulation (COH) protocols, 
parameters of ovarian response, dosage of ovulation triggering, as 
well as the outcome of previous and consecutive cycles were analyzed. 
Patients with an inappropriate use of hCG were excluded.

Ovarian stimulation and OPU

Controlled ovarian stimulation was performed by using routine 
GnRH agonist or antagonist individualized COH protocol. To trigger 
the final oocyte maturation, rec-hCG was injected in a dose of 250 IU. 
The administration of this dose of rec-hCG was performed when at 
least two follicles reached a diameter of 18 mm. In some cases, due to 
EFS incidents occurrence, a double dose of rec-hCG was administered. 
Ultrasound-guided oocyte retrieval was performed at 34-36 h after hCG 
administration. The exact time interval between hCG administration 
and OPU was agreed upon with the patients before performing the 
OPU. After general anesthesia (fentanyl 50-100 µg/I.V; propofol 100-
300 mg/I.V.), under ultrasound guidance, a needle was inserted through 
the vaginal wall into an ovarian follicle. The other end of the needle was 
attached to a suction device. Once the follicle was entered, suction was 
gently applied to aspirate follicular fluid. Immediately after follicular 
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Abstract 
Empty follicle syndrome (EFS), reported in patients undergoing IVF treatment with no oocytes is obtained after 

ovarian stimulation. The publications regarding EFS are limited and there is no consensus of its etiology. The aim 
of our study was to characterize the cycles with EFS and evaluate the possible reasons for its occurrence. The 
incidence of EFS in our cohort was 4.9% per cycle or 6.2% per patient. On the day of hCG administration the mean 
E2 and P4 levels were 1856 ± 1154 pg/ml and 0.98 ± 0.87 ng/ml, respectively, in our patients (control group) as 
compared to 610 ± 178 pg/ml (p<0.05) and 0.7 ± 0.4 ng/ml, respectively, for cycles with EFS. The mean follicle 
number per patient in the control group was 6.4 ± 4.1; however, the mean follicle number in patients with no oocytes 
in the follicular fluid (FF) was 2.5 ± 2.2. In the EFS group the measured level of AMH was 0.5 ± 0.3. Double dose 
of rec-hCG in consecutive cycles of the EFS group, using a similar COH protocol or changed COH regimen with 
regular dose of rec-hCG, resulted in oocyte aspiration in most cases with previous EFS cycles. From 150 oocytes 
retrieved in the 34 successful consecutive cycles of the EFS group, 37% of oocytes were immature (MI stage) and 
63% mature (M II) oocytes, the same percentage as was found in our control sub-group (women over 35 years old). 
We suggest that EFS may be the result of a delayed maturation of oocyte-cumulus complexes. The cases of EFS 
are sporadic and, in our opinion, can’t be defined as a syndrome. We suggest the use of a different name for EFS, 
such as “Failure of Oocyte Retrieval” (FOR).
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puncture, the follicular fluid was transferred to the IVF laboratory for 
microscopic examination. The retrieved oocytes were subsequently 
fertilized by ICSI. Endometrial thickness was measured by vaginal 
ultrasound (ClearVue 350, Philips) on day of hCG administration.

Statistics

Data are presented as mean ± SD and frequencies, presented as 
percentage. Statistical analysis was performed using the χ2 test for the 
comparison of the groups’ outcome variables and other categorical 
variables, and Student’s two-sided t test, for continuous variables. 
ANOVA was used to estimate differences of means between the groups. 
A p-value of <0.05 was considered statistically significant. The data 
were analyzed using SPSS (version 21, SPSS, Inc.).

Results
The incidence of EFS in our cohort was 4.9% per cycle (42/856) 

or 6.2% per patient (35/556 cases), Table 1. In most of these cycles 
(65%) antagonist protocol was used. The baseline (day 3 of the cycle) 
of the hormonal profile in the EFS group was 7.2 ± 2.7 IU/ml and 5.3 
± 3.7 IU/ml for FSH and LH, respectively, and 38.3 ± 29.3 pg/ml and 
0.8±1.4 ng/ml for E2 and P4, respectively, in the profile of control 
patients (Table 1). 

In the EFS group, 35 out of 42 cycles were the first treatment 
cycle, and 7 out of 42 were repetitive cycles. On the day of hCG 
administration, mean estradiol levels were 1856 ± 1154 pg/ml in the 
control group in contrast to 610 ± 178 pg/ml (p<0.05) in the EFS group. 
Mean progesterone levels were 0.98 ± 0.87 ng/ml in the control group, as 

compared to 0.7 ± 0.4 ng/ml in the EFS group (Table 1). Eight patients in 
the EFS group underwent at least one cycle of IVF previously, resulting 
in the recovery of oocytes with 2 ± 1 oocytes [range 1-4 oocytes] from 
which mature oocytes were 1 ± 1 (Table 2). 

Endometrial thickness in the control group was 10.6 ± 2.5 mm, as 
compared to 9.2 ± 2.9 mm in the EFS group (Table 1). The mean follicle 
number in the control group was 6.4 ± 4.1, with 7.6 ± 6.1 aspirated 
oocytes and 5.0 ± 4.3 mature oocytes. The mean follicle number in 
the EFS group was 2.5 ± 2.2 (Table 1). Cumulus cells were observed in 
aspirated follicular fluids (FF) from the EFS group, however no oocytes 
were found under microscopic examination. In the EFS group the level 
of AMH, as a marker of ovarian reserve, was lower than 1 (0.5 ± 0.3; 
Table 1).

In 41 repeated cycles EFS was recurred only in 6 cycles (14%, 3 
cases out of 34). Use of a double dose of rec-hCG in 20 consecutive 
cycles with the same COH protocol resulted in oocyte aspiration 
in most cases, while EFS was recurred in only 5 out of 20 cycles (2 
patients). In 14 consecutive cycles with aspirated oocytes (EFS group), 
the COH regimen was changed (Table 3). From 150 oocytes retrieved in 
the 34 successful consecutive cycles, 55 oocytes (37%) were immature 
(stage M I), (Table 3 and Figure 1) and the maturity (stage M II) was 
63%. In contrast to the EFS group, mature (M II) oocytes in the control 
cohort was 83.2%; however, in aged women of the control group 
(subgroup over 35 years old) the maturity of oocytes was 65.5%, which 
was statistically different from the younger women in the control group 
(subgroup <35 years old) patients (p<0.008, Table 3). 

Control group EFS group Statistical 
significance

n 556 35 (6.2%)
Age 34.4 ± 6.2 38.8 ± 5.0 n.s.
FSH (IU/ml) [baseline] 7.0 ± 3.1 7.2 ± 2.7 n.s.
LH (IU/ml) [baseline] 4.9 ± 3.6 5.3 ± 3.7 n.s.
E2 (pg/ml) [baseline] 32.1 ± 26.2 38.3 ± 29.3 n.s.
P4 (ng/ml) [baseline] 0.6 ± 0.5 0.8 ± 1.6 n.s.
E2 (pg/ml) [day of ovulation trigger] 1856 ± 1154 610 ± 178 p<0.05
P4 (ng/ml) [day of ovulation trigger] 0.98 ± 0.87 0.7 ± 0.4 n.s.
AMH - 0.5 ± 0.3
Follicle number 6.4 ± 4.1 2.5 ± 2.2 p<0.05
Aspirated oocytes 7.6 ± 6.1 0
Mature oocytes 5.0 ± 4.3 -
Endometrium (mm) 10.6 ± 2.5 9.2 ± 2.9 n.s.

Table 1: Association between patient characteristics in Control and EFS groups.

EFS group (n)
EFS patients 

with oocytes in 
previous cycle (n)

Number of 
oocytes in 

previous cycle

Number of 
mature oocytes in 

previous cycle
35 8 2 ± 1 1 ± 1

Table 2: Ovarian reserve characteristics of women in cycle prior to EFS.

EFS group
(age>25)

Consecutive cycle
(age>25)

Control subgroup
(age<35)

Control subgroup
(age>35)

Cycles 42 41 479 377
Oocytes 0 150 4850 2187

M II oocytes - 63% 83.2% 65.5%
(p<0.008)

Immature oocytes - 37% 17.8% 34.5%
Double dose hCG 20 cycles
Change of COH regiment 14 cycles

Table 3: Oocytes in consecutive cycle of EFS group compared to control.

Figure 1: The immature oocyte with tightly compact cumulus cells, accepted 
at 3rd treatment cycle after 2 previous cycles with follicles (by US) and EFS.
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Discussion
EFS has been reported in patients undergoing COH for ART. It 

was noted that some patients with EFS had a history of poor response 
to ovarian stimulation, implying that ovarian dysfunction could play 
a role [17]. Our findings suggest that most cases of EFS are observed 
in patients with a diminished ovarian reserve. Low levels of AMH in 
our EFS cohort indicate decreased ovarian function and/or low ovarian 
reserve. In our study a high incidence of EFS could be explained by the 
patient’s cohort, 56% of which consists in women, whose age was older 
than 35 years. This observation has been supported by previous reports 
associating EFS to female age [18,19]. A high incidence of immature 
oocytes retrieved in the consecutive cycle suggests that EFS may result 
from a delayed maturation of oocyte-cumulus complexes. One of the 
possible solutions to avoid EFS is applying a different COH regimen 
and/or triggering of ovulation, by an enhanced dose of hCG in the 
subsequent cycle, as proposed previously by Reichman et al. [20]. 

Can a follicle be empty of an oocyte? In the growing follicle, the 
presence of an oocyte is obligatory and a situation of genuine EFS can’t 
exist. It has been shown by a tight support between different cell types 
in the follicle. Cooperation between the oocyte and follicular cells 
in the growing follicle is extremely important. The oocyte regulates 
cumulus cell functions by agents such as GDF9, BMP15 and others 
[21]. However, cumulus cells coordinate oocyte development and 
maturation, provide energy substrate for oocyte meiosis resumption, 
regulate oocyte transcription, and promote nuclear and cytoplasmic 
maturation of the oocyte [22-26]. 

Different ovarian factors originating from oocyte and/or follicular 
cells are involved in firm oocyte-follicle interaction and development. 
For example, deletion of Pdk1 in mouse oocytes damages the survival of 
primordial follicles [27]. Deletion of Pten in oocytes leads to enhanced 
activation of primordial follicles, indicating that an intra-oocyte PI3K 
pathway is needed for follicular activation [28]. Communication 
between oocyte and surrounding follicular cells could be reached via 
gap junctions of connexin (C×43), which is under the control of LH. 
Interruption in this communication could prevent maturation of the 
oocyte. It has been shown that preovulatory LH surge changes the 
status of these junctions by a phosphorylation state of the C×43 protein 
(gap close/open), as well as by a later response which is manifested by 
a reduction of C×43 protein concentration [29]. This action of C×43 
could play an important role in female fertility, as recurrent EFS was 
demonstrated in 3 stimulated cycles in 2 sisters with an abnormality of 
C×43 protein. They suffered from a congenital hearing loss, which also 
resulted from an abnormal function of connexin [30]. An additional 
possible factor for EFS could be mutation in LH receptor. It was 
observed that a substitution of aspargine by serine in the LH receptor 
impaired follicular function and explains the lack of response of the two 
sisters with EFS to the repeated administration of β-hCG [31].

Oocyte-cumulus cells cross-talk is extremely important for the 
follicle, as well as oocyte development and competence. For this reason, 
unsuccessful oocyte aspiration is not evidence for the real empty follicle. 
Our results revealed that successful oocyte aspiration in such cases may be 
achieved by recruiting a different COH regimen and augmentation of the 
rec-LH dosage. In conclusion, our belief is that the definition of this entity 
“Empty Follicle Syndrome” (EFS) is not correct. In our opinion, the more 
appropriate definition is a sporadic lack of luck in the oocyte’s maturational 
process, resulting in “Failure of Oocyte Retrieval” (FOR).

Conclusion
In conclusion, our results revealed that successful oocyte aspiration 

in such cases may be achieved by recruiting a different COH regimen 
and augmentation of the rec-LH dosage.

References

1.	 Bustillo M (2004) Unsuccessful oocyte retrieval: technical artifact or genuine 
empty follicle syndrome? Reprod Biomed Online 8: 59-67.

2.	 Stevenson T, Lashen H (2008) Empty follicle syndrome: The reality of a 
controversial syndrome, a systematic review. Fertil Steril 90: 691-698.

3.	 Khalaf Y, Amin Y, Anderson H (1999) Inappropriate timing of hCG administration: 
an avoidable cause of empty follicle syndrome in in vitro fertilization. Middle 
East Fertil Soc J 4: 254-256.

4.	 Awonuga A, Govindbhai J, Zierke S, Schnauffer K (1998) Continuing the debate 
on empty follicle syndrome: Can it be associated with normal bioavailability of 
β-human chorionic gonadotrophin on the day of oocyte recovery? Hum Reprod 
13: 1281-1284.

5.	 Tsuiki A, Rose BI, Hung TT (1988) Steroid profiles of follicular fluids from a 
patient with the empty follicle syndrome. Fertil Steril 49: 104-107.

6.	 Coulam C, Bustillo M, Schulman JD (1986) Empty follicle syndrome. Fertil Steril 
46: 1153-1155.

7.	 Lok F, Pritchard J, Lashen H (2003) Successful treatment of empty follicle 
syndrome by triggering endogenous LH surge using GnRH agonist in an 
antagonist down-regulated IVF cycle. Hum Reprod 18: 2079-2081.

8.	 Krishna D, Rajashekar L, Patil M (2008) Empty follicle syndrome-still an 
enigma. J Hum Reprod Sci 1: 86-89.

9.	 Snaifer E, Hugues JN, Poncelet C, Sifer C, Pasquier M, et al. (2008) Empty 
follicle syndrome, after human error: Pregnancy obtained after repeated oocyte 
retrieval in a gonadotropin releasing hormone antagonist cycle. Fertil Steril 90: 
e13-e15.

10.	Beck-Fruchter R, Weiss A, Lavee M, Geslevich Y, Shalev E (2012) Empty 
follicle syndrome: Successful treatment in a recurrent case and review of the 
literature. Hum Reprod 27: 1357-1367.

11.	Kim JH, Jee BC (2012) Empty follicle syndrome. Clin Exp Reprod Med 39: 
132-137.

12.	Quintans CJ, Donaldson MJ, Blanco LA, Pasqualini RS (1998) Empty follicle 
syndrome due to human errors: Its occurrence in an in vitro fertilization 
programme. Hum Reprod 13: 2703-2705.

13.	Zegers-Hochschild F, Fernandez E, Mackenna A, Fabres C, Altieri E, et al. 
(1995) The empty follicle syndrome: A pharmaceutical industry syndrome. Hum 
Reprod 10: 2262-2265. 

14.	Mesen TB, Yu B, Richter K.S, Widra E, DeCherney AH, et al. (2011) The 
prevalence of genuine empty follicle syndrome. Fertil Steril. 96: 1375-1377. 

15.	van Heusden AM, van Santbrink EJ, de Jong D (2008) The empty follicle 
syndrome is dead. Fertil Steril 89: 746.

16.	Harrison R, Fawzy M (1996) Empty follicle syndrome. Hum Reprod 11: 459-
460.

17.	Ben-Shlomo I, Schiff E, Levran D, Ben-Rafael Z, Mashiach S, et al. (1991) 
Failure of oocyte retrieval during in vitro fertilization: A sporadic event rather 
than a syndrome. Fertil Steril 55: 324-327.

18.	Greb R, van Uem JF, Bauer T (1993) Empty follicle syndrome in perimenopausal 
patients. Fertil Steril 59: 1141-1142.

19.	Zreik TG, Garcia-Velasco JA, Vergara TM, Arici A, Olive D, et al. (2000) Empty 
follicle syndrome, evidence for recurrence. Fertil Steril. 15: 999-1002.

20.	Reichman DE, Homstein MD, Jackson KV, Racowsky C (2010) Empty follicle 
syndrome -does repeat administration of hCG really work? Fertil Steril 94: 375-
377.

21.	Eppig JJ (2001) Oocyte control of ovarian follicular development and function in 
mammals. Reproduction 122: 829-838.

22.	Zhang X, Jafari N, Barnes R, Confino E, Milad M, et al. (2005) Studies of gene 
expression in human cumulus cells indicate pentraxin 3 as a possible marker 
for oocyte quality. Fertil Steril 83: 1169-1179.

23.	Feuerstein P, Cadoret V, Dalbies-Tran R, Guerif F, Bidault R, et al. (2007) Gene 
expression in human cumulus cells: One approach to oocyte competence. Hum 
Reprod. 22: 3069-3077.

https://dx.doi.org/10.1016/j.fertnstert.2007.07.1312
https://dx.doi.org/10.1016/j.fertnstert.2007.07.1312
https://dx.doi.org/10.4103/0974-1208.165152
https://dx.doi.org/10.4103/0974-1208.165152
https://dx.doi.org/10.4103/0974-1208.165152
https://dx.doi.org/10.1093/humrep/13.5.1281
https://dx.doi.org/10.1093/humrep/13.5.1281
https://dx.doi.org/10.1093/humrep/13.5.1281
https://dx.doi.org/10.1093/humrep/13.5.1281
https://dx.doi.org/10.1093/humrep/deg421
https://dx.doi.org/10.1093/humrep/deg421
https://dx.doi.org/10.1093/humrep/deg421
http://medind.nic.in/jbd/t08/i2/jbdt08i2p86.pdf
http://medind.nic.in/jbd/t08/i2/jbdt08i2p86.pdf
https://dx.doi.org/10.1016/j.fertnstert.2007.08.008
https://dx.doi.org/10.1016/j.fertnstert.2007.08.008
https://dx.doi.org/10.1016/j.fertnstert.2007.08.008
https://dx.doi.org/10.1016/j.fertnstert.2007.08.008
https://dx.doi.org/10.1093/humrep/des037
https://dx.doi.org/10.1093/humrep/des037
https://dx.doi.org/10.1093/humrep/des037
https://dx.doi.org/10.5653/cerm.2012.39.4.132
https://dx.doi.org/10.5653/cerm.2012.39.4.132
https://dx.doi.org/10.1093/humrep/13.10.2703
https://dx.doi.org/10.1093/humrep/13.10.2703
https://dx.doi.org/10.1093/humrep/13.10.2703
https://dx.doi.org/10.1093/oxfordjournals.humrep.a136281
https://dx.doi.org/10.1093/oxfordjournals.humrep.a136281
https://dx.doi.org/10.1093/oxfordjournals.humrep.a136281
https://dx.doi.org/10.1016/j.fertnstert.2011.09.047
https://dx.doi.org/10.1016/j.fertnstert.2011.09.047
https://dx.doi.org/10.1016/j.fertnstert.2007.12.048
https://dx.doi.org/10.1016/j.fertnstert.2007.12.048
http://humrep.oxfordjournals.org/content/11/2/459.3.full.pdf
http://humrep.oxfordjournals.org/content/11/2/459.3.full.pdf
http://dx.doi.org/10.1016/0020-7292(92)90990-Z
http://dx.doi.org/10.1016/0020-7292(92)90990-Z
http://dx.doi.org/10.1016/0020-7292(92)90990-Z
http://dx.doi.org/10.1093/humrep/des037
http://dx.doi.org/10.1093/humrep/des037
http://dx.doi.org/10.1093/humrep/15.5.999
http://dx.doi.org/10.1093/humrep/15.5.999
http://dx.doi.org/10.1530/rep.0.1220829
http://dx.doi.org/10.1530/rep.0.1220829
http://dx.doi.org/10.1016/j.fertnstert.2004.11.030
http://dx.doi.org/10.1016/j.fertnstert.2004.11.030
http://dx.doi.org/10.1016/j.fertnstert.2004.11.030
http://dx.doi.org/10.1093/humrep/dem336
http://dx.doi.org/10.1093/humrep/dem336
http://dx.doi.org/10.1093/humrep/dem336


Page 4 of 4

Volume 4 • Issue 4 • 1000193JFIV Reprod Med Genet, an open access journal
ISSN: 2375-4508

Citation: Girsh E, Makovski Lev-Tov E, Umansky N, Pesahovich N, Liberty G, et al. (2016) Empty Follicle Syndrome-Oocyte Could be Retrieved in 
Consecutive Cycle. JFIV Reprod Med Genet 4: 193. doi: 10.4172/2375-4508.1000193

24.	Hamel M, Dufort I, Robert C, Gravel C, Leveille M-C, et al. (2008) Identification
of differentially expressed markers in human follicular cells associated with
competent oocytes. Hum Reprod. 23: 1118-1127.

25.	Adriaenssens T, Wathlet S, Segers I, Verheyen G, De Vos A, et al. (2010) 
Cumulus cell gene expression is associated with oocyte developmental quality and
influenced by patient and treatment characteristics. Hum Reprod 25: 1259-1270.

26.	Assidi M, Montag M, van der Ven K, Sirard MA (2011) Biomarkers of human 
oocyte developmental competence expressed in cumulus cells before ICSI: A 
preliminary study. J Assist Reprod Genet 28: 173-188.

27.	Reddy P, Adhikari D, Zheng W, Liang S, Hamalainen T, et al. (2009) PDK1
signaling in oocytes controls reproductive aging and lifespan by manipulating
the survival of primordial follicles. Hum Mollec Genetics 18: 2813-2824.

28.	Reddy P, Zheng W, Liu K (2010) Mechanisms maintaining the dormancy and 
survival of mammalian primordial follicles. Trends in Endocrinol Metabol 21: 
96-103.

29.	Granot I, Dekel N (1998) Cell-to-cell communication in the ovarian follicle: 
developmental and hormonal regulation of the expression of connexin43. Hum 
Reprod 13: 85-97.

30.	Onalan G, Pabuccu R, Onalan R, Ceylaner S, Selam B (2003) Empty follicle
syndrome in two sisters with three cycles: Case report. Hum Reprod 18: 1864-
1867.

31.	Yariz KO, Walsh T, Uzak A, Spiliopoulos M, Duman D, et al. (2011) Inherited
mutation of the luteinizing hormone/choriogonadotropin receptor (LHCGR) in
empty follicle syndrome. Fertil Steril 96: E125-E130.

http://dx.doi.org/10.1093/humrep/den048
http://dx.doi.org/10.1093/humrep/den048
http://dx.doi.org/10.1093/humrep/den048
http://dx.doi.org/10.1093/humrep/deq049
http://dx.doi.org/10.1093/humrep/deq049
http://dx.doi.org/10.1093/humrep/deq049
http://dx.doi.org/10.1007/s10815-010-9491-7
http://dx.doi.org/10.1007/s10815-010-9491-7
http://dx.doi.org/10.1007/s10815-010-9491-7
http://dx.doi.org/10.1093/hmg/ddp217
http://dx.doi.org/10.1093/hmg/ddp217
http://dx.doi.org/10.1093/hmg/ddp217
http://dx.doi.org/10.1016/j.tem.2009.10.001
http://dx.doi.org/10.1016/j.tem.2009.10.001
http://dx.doi.org/10.1016/j.tem.2009.10.001
http://dx.doi.org/10.4103/0974-1208.165152
http://dx.doi.org/10.4103/0974-1208.165152
http://dx.doi.org/10.4103/0974-1208.165152
http://dx.doi.org/10.1016/j.fertnstert.2011.05.057
http://dx.doi.org/10.1016/j.fertnstert.2011.05.057
http://dx.doi.org/10.1016/j.fertnstert.2011.05.057

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction
	Methods
	Patients 
	Ovarian stimulation and OPU 
	Statistics

	Results
	Discussion
	Conclusion
	Table 1
	Table 2
	Table 3
	Figure 1
	References

