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نتائج الحمل في النساء المصابات بقصور في وظيفة الجسم االصفر بعد اجراء عمليات االخصاب 

.وزرع االجنة وتثبيت الحمل) االآزي(المجهري االجباري   
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.العراق - جامعة بغداد مستشفى بغداد التعليمي آلية الطب بغداد–معهد االخصاب الخارجي  وابحاث االجنة وعالج العقم   
 

 ألملخص
 

عند حدوث خلل في ترآيب ووظيفة الجسم االصفر يؤدي الى قلة في افراز هرمون البروجسترون وعدم تهيئة الغشاء 
.رع الجنينالمبطن للرحم لز  

من النساء اللواتي التاتي لهن الحيض وبنسبة % ٥٠النساء المصابات بقصور في وظيفة الجسم االصفر تشكل نسبة 
.في النساء اللواتي يعانن من االجهاض المتكرر% ٦٠  

ن ان هدف هذا البحث هو دراسة نتائج عمليات االخصاب الخارجي المجهري االجباري في النساء اللواتي يعانن م
.قصور بسيط او شديد في وظيفة الجسم االصفر بعد اجراء عمليات زرع االجنة  

قسمت النساء الى مجموعتين االولى وتشمل هذه المجموعه المصابات بقصور بسيط والمجموعه الثانيه  المصابات 
الخصاب تم اجراء عمليات تنشيط المبايض واستخراج البويضات وا. بقصور شديد في وظيفة الجسم االصفر

المجهري االجباري وزرع االجنه في الرحم وتثبيت الحمل في هذه الدراسه وآذلك تم قياس ترآيز هرمون 
وهرمون االباضه البروجسترون واالسترادايول والتستوستيرون      

.( FSH)  
 باالضافه الى هرمون البرولكتين في السائل الحويصلي المبيضي( FOLLICULAR FLUID) للمجموعتين 

للنتائج واستخدمت الدالله    (ANALYSIS OF VARINACE) تم اجراء التحليل االحصائي . االولى والثانيه  
 (.  P<0.05) االحصائيه المعنويه عندما آانت 

 بينت النتائج ان ترآيز هرمون االسترادول والبروجسترون آانت عاليه وبداللة احصائيه معنويه في المجموعه 
آانت تراآيز هرمون البرولكتين والتستوستيرون عاليه وبدالله احصائيه . موعه الثانيه االولى مقارنة مع المج  

                         بينما آانت تراآيز هرمون  معنويه عاليه في المجموعه الثانية مقارنة مع المجموعه االولى
.المجموعتين االولى والثانيه متشابه وبدون دالله احصائيه في   

في % ٧٠٫٠٧في المجموعه االولى و %٧٤٫٤بنسبة ) االآزي(عدل االخصاب المجهري االجباري   آان م
 بالمجموعهالمجموعه الثانيه بينما آان معدل زرع االجنه في المجموعه االولى اعلى وبدالله احصائيه معنويه مقارنة 

    ،على التوالي % ٥٠مقابل  % ٨٥٫٠٢ (الثانيه
في المجموعه االولى % ٣٨المجموعه الثانيه مقابل في % ٣٠  رع الجنين آان بنسبةان معدل الحمل لكل عملية ز

. في المجموعه االولى % ٤بالمجموعه الثانيه مقابل  %١٣بينما آان معدل الغاء اجراء عمليات االآزي بنسبة 
ي الى تحسين المجهري االجباري وتثبيت الحمل يؤد استنتجت من هذه الدراسه بان استخدام عمليات االخصاب

وظيفة الجسم االصفر وفي الرجال المصابين بضعف  معدالت الحمل وزرع االجنه في   النساء المصابات بقصور في
. في القدره االخصابيه للحيامن   

.)يونتائج االخصاب المجهري االجبار، اسناد وظيفة الجسم االصفر، النساء المصابات في وظيفة الجسم االصفر (: الكلما ت الدالة  

.(P<0.001     
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Abstract: 
Background: Defects in the formation and function of the corpus luteum result in a 
reduction of progesterone secretion and inadequate secretory transformation of the 
endometerium. Luteal defective cycles are recognized in 50% of unovulatory patients and 
60% of women with recurrent abortions. 
Objective: The goal of the present study was to study the outcome of ICSI in infertile 
women with mild and marked luteal defective cycles following embryo transfer. 
Patients and Methods: Women with mild and marked luteal defective cycles were 
undergone ovulation induction, oocyte retrieval, ICSI and embryo transfer program. 
Follicular fluid progesterone, estradiol, testosterone were measured. The pregnancy rates 
in both luteal defective cycles (LDC) were recorded. 
Results: The concentration of estradiol and progesterone were significantly higher in the 
mild LDC compared to marked LDC. The concentration of prolactine and testosterone 
were significantly higher in the marked LDC than mild LDC. The concentrations of FSH 
and LH were not significantly different between both groups of LDC. The ICSI rate was 
74.4% in the mild and 70.7% in the marked LDC. The embryo transfer rate was 
significantly higher in the mild LDC compared to the marked LDC group (85.2% versus 
50% respectively, P<0.001). The pregnancy rate per embryo transfer was 30.3% in the 
marked LDC compared to 38% in the mild LDC group. The patient cancellation rates 
were 13% and 4% in the marked and mild LDC groups. 
Conclusions: The application of ICSI and luteal support therapy improves embryo 
implantation and pregnancy rates in infertile women with mild and marked luteal 
defective cycles and in men with severe teratozoospermia and poor sperm penetration 
score. 
Key words: Luteal defective cycles, luteal support therapy, ICSI outcome. 
 
Introduction: 
 
The secretory activity of the corpus 
luteum and its functional life span are 
dependent on appropriate LH support 
(1). Interruption of LH pulsability by 
means of GnRH antagonist adminis-
tration during various stages of the luteal 
phase induces rapid reduction of 
progesterone, estradiol and inhibin 
levels, followed by luteolysis and the 
onset of menses (2). Levels of FSH are 
suppressed during the luteal phase to 
reach the lowest levels during the entire 
cycle. FSH is not required for the 
maintenance of the corpus luteum. The 
combination of inhibin with estrogen 
and progesterone synergistically 
suppress FSH secretion and thus 

prevents the initiation of folliculogenesis 
during the luteal phase of the cycle (3). 
The pathophysiology of the luteal 
defective cycles (LDC) has been 
postulated to encompass several 
different mechanisms, including; 1) 
abnormal follicular development leading 
to ovulation failure, luteinized unrupture 
follicle syndrom; 2) inadequate 
luteinization and subsequent deficient 
progesterone secretion; 3) hypo-
cholesterolemia causing reduced 
progesterone secretion as a result of 
diminished supplies of steroid 
precursors; and 4) uterine abnormalities 
disrupting endometrial function, 
including submucosa myomas that may 
compromise endometrial vasculariz-
ation, endometritis, and defects in 
steroid hormone receptors (4, 5). 
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Pharmacological manipulation of 
ovarian function by induction of 
ovulation with GnRH, menopausal 
gonadotropin, and clomiphene citrate is 
associated with luteal phase defect, 
ranging from 25 to 50 percent of cycles, 
has been claimed in women treated with 
clomiphene citrate. This abnormal 
endometrial maturation is postulated to 
be a major factor causing the low 
conception to ovulation rate and the 
increased spontaneous abortion rate 
associated with clomiphene therapy. 
Suboptimal FSH secretion or an 
inadequate LH surge in clomiphene-
treated women can result in a corpus 
luteum with deficient secretory function 
(6). During in vitro fertilization and 
embryo transfer following controlled 
ovarian hyperstimulation results in 
excessive follicular growth and high 
serum concentration of progesterone and 
estradiol. This causes temporary luteal 
defective cycle in these women under 
going IVF and embryo transfer and 
suppress endogenous progesterone 
secretion, which may affect blastocyst 
implantation and pregnancy (7). 
Luteal phase defective cycles (LPDC) 
are diagnosed in twenty five percent of 
infertile women, sixty percent of women 
with recurrent abortion and fifty percent 
of anovulatory females. Patients with 
LPDC are characterized by abnormal 
corpus luteum function associated with 
inadequate progesterone secretion (8-
10). The application  of luteal support 
therapy in the form of supplementary 
progesterone and/or human chorionic 
gonadotropin (HCG) have beneficial 
effect on embryo transfer, implantation, 
and maintenance of pregnancy in the 
stimulated IVF cycles in infertile women 
with LPDC (11). The objective of the 
present work was to study pregnancy 

rates in mild and marked luteal defective 
cycles in infertile women undergoing 
intracytoplasmic sperm injection (ICSI) 
and luteal support therapy using 
teratospermic semen with poor sperm 
penetration score. 
 
Materials and Methods: 
 
Patients: 
The patients were divided into mild 
luteal defective cycle (LDC) and marked 
LDC. The number of the patients in the 
mild LDC group was 52 and in the 
marked LDC group were 46. 
Progesterone concentration was assayed 
on cycle day 21 and those women 
showing a progesterone concentration of 
less than 10 ng/ml and less than 3.0 
ng/ml were considered to have mild and 
marked LDC respectively. Sperm 
penetration assay (SPA) using zona free 
hamster oocytes were used to examine 
male fertility. Men with poor SPA score 
were admitted to ICSI program in the 
present study and those with positive 
SPA score were admitted either to 
intrauterine insemination program or in 
vitro fertilization program in another 
study (12). 
 
Semen Analysis and Sperm 
Penetration Assay (SPA): Semen 
analysis was performed to all male 
patients involved in the present study. 
Sperm concentration, motility, normal 
morphology and viability using vital 
stain were recorded. Sperm grade 
activity and motility index were 
calculated. Semen samples showing 
leukocytes and phagocytes were treated 
with appropriate antibiotic following 
semen culturing and sensitivity test for at 
least four weeks to control seminal fluid 
infection prior to ICSI operation. 
Superovulation was carried out in golden 
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hamsters with 20 mIU unit human 
menopausal gonadotropin on day one 
and two of the estrus cycle followed by 
30 mIU of human chorionic 
gonadotropin (HCG) on cycle day four. 
Microsurgical recovery of the oocytes 
was performed after 16-17 hours 
following HCG treatment. The zona 
pellucida was removed chemically by 
trypsine enzyme. Normal mature 
hamster oocytes were inseminated in 
vitro culture system by patient sperm 
and sperm penetration and 
decondensation rates were recorded as 
good or poor scores for each male 
patient. Poor SPA score were admitted 
to ICSI program in the present study and 
those with good SPA score were 
admitted either to intrauterine 
insemination program or in vitro 
fertilization program in another study 
(13). 
       
Ovulation Induction and ICSI 
Treatment:  Ovulation was induced by 
human menopausal gonadotropin and 
human chorionic gonadotropin (HCG). 
The concentrations of FSH, LH, 
estradiol, progesterone and testosterone 
were assayed in the follicular fluid at the 
time of oocyte retrievals. Hypo-osmotic 
swelling test (HOST) was performed and 
those spermatozoa showed positive 
HOST was used for ICSI. Normal viable 
mature oocytes were used for sperm 
injection. 
 
After ICSI and 24 hours before embryo 
transfer, the patients received 
progesterone therapy (400 mg/day by 
vaginal route cyclogest 400 mg, 

Hoechst-Roussal, Uxibridges, UK) plus 
100 mg oral aspirin and the aspirin was 
given for 5 days after embryo transfer to 
support embryo implantation and to 
maintain pregnancy. The progesterone 
and aspirin treatments were continued 
for 12 weeks when positive embryo 
implantation was recorded following 
embryo transfer. The B-HCG was 
assayed on cycle day 14 following 
embryo transfer and those patients with 
positive B-HCG test (>12 mIU/ml) was 
considered to be pregnant. The assay 
was repeated after two days and if the 
second B-HCG value increased two-
fold, transvaginal ultrasound was carried 
out 21 days later to see the fetal heart 
beat. The details of the procedure were 
described elsewhere (14). 
 
ANOVA was used for the statistical 
analysis of the data. Chi-square and t-
test were used to indicate the level of 
statistical significance when value was 
less than 0.05. 
 
Results: 
 
The concentrations of estradiol and 
progesterone in the follicular fluid were 
significantly higher in the mild LDC 
compared to the marked LDC group 
(P<0.01). The concentrations of 
prolactine and testosterone in the 
follicular fluid were significantly higher 
in the marked LDC compared to the 
mild LDC group (P<0.05). The 
concentration of the FSH in the marked 
LDC was significantly higher than mild 
LDC group (Table 1). 
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TABLE 1. Concentrations of reproductive hormone in the follicular fluid of mild and marked LDC 
infertile patients following ovulation induction and oocyte retrievals. 
________________________________________________________________________ 
LDC             LH             FSH          PRL            Estradiol       Progesterone  Testosterone    P-value 
Groups         IU/l            IU/l          ng/ml            ng/ml            ng/ml             ng/ml 
______________________________________________________________________________________ 
Mild        0.12+/-0.02  4.2+/-1.4   21.1+/-8.6       *512+/-84.5   *13486.7         3.5+/-1.4         *P<0.01 
______________________________________________________________________________________ 
Marked  0.16+/-0.01   *6.4+/-1.3  **27.9+/-9.3    340+/-78.2     25870.2       **6.7+/-2.5      **P<0.05 
________________________________________________________________________ 
LDC=Luteal defective cycle. Data are mean +/- SEM. Asterisks show significant differences (*) P< 0.01 
and (**) P < 0.5. 
 
The results of ICSI outcome are shown 
in Table 2. The total number of the 
retrieved eggs was 336 and 280 in the 
mild and marked LDC groups 
respectively. The number of egg per 
patient was 6.5 and 6.3 in the mild and 
marked LDC groups respectively 
(P>0.05). The ICSI rate was 74.4% in 
the mild LDC group and 70.7% in the 
marked LDC group. The number of 
embryos transferred per patient was 4.3 
and 3.8 in the mild and marked LDC  

 
groups respectively (P>0.05). The 
embryo transfer rate was significantly 
higher in the mild LDC group compared 
to marked LDC group (85.2% versus 
51%, P<0.01). The pregnancy rate in the 
mild and marked LDC groups was 38% 
and 30.3% respectively (P.0.05, Table 
2). The patient cancellation rate was 
13% in the marked LDC group and 4% 
in the mild LDC group (P<0.05). 
 
 

 
TABLE 2. ICSI and pregnancy outcomes in the mild and marked luteal defective cycle infertile patients. 
________________________________________________________________________ 
LDC     Eggs  No. egg          ICSI                  ET per         ET         Pregnancy     Cancellation  P-value 
Groups  No.   per patient   percentage            patient      rate       per ET           percentage 
______________________________________________________________________________________ 
Mild       336  6.5(336/52)    74.4(250/336)   4.3(213/50)  *85.2%  38%(81/213)      4%          *P<0.01 
______________________________________________________________________________________ 
Marked  280  6.3(280/46)   70.7(198/280)   3.8(152/40)    51%     30.3%(46/152)  **13%     **P<0.05 
______________________________________________________________________________________ 
 
LCD=Luteal defective cycle,  ICSI=Intracytoplasmic sperm injection, ET=Embryo transfer. 
 
Discussion: 
Semen with poor sperm penetration 
score (SPS) was used for ICSI operation 
while those semen with good SPS was 
used either for IVF or intrauterine 
insemination depending on the patency 
of the Fallopian tubes. The majority of 
the semen in the present study were 
either severe teratospermic in nature but 
also some cases were unexplained 
infertility and used for ICSI treatment. 
All the infertile women had either mild 

or marked defective luteal cycles 
depending on the concentration of 
progesterone. The reason to assay 
reproductive hormone concentrations in 
the follicular fluid was to examine if 
these hormones have abnormal 
concentrations and may be play a role in 
the incidences of severity of luteal 
defective cycle (LDC). Intracytoplamic 
sperm injection (ICSI) is indicated after 
failure of other therapeutic methods 
including in vitro fertilization (IVF). 
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ICSI is a powerful tool for treatment of 
sperm dysfunctions. In patients with 
mild or severe teratozoospermia, ICSI 
was found to be superior to IVF 
technique (15). Recent evidence 
indicates that the outcome of ICSI is 
superior for implantation rate compared 
with IVF using a high-insemination 
concentration in cases with moderate 
and severe teratozoospermia, and with 
an adequate motile sperm fraction. It is 
possible that in IVF treatment cycle 
toxic reactive oxygen species may be 
released by abnormal sperm causing 
damage to the early embryos with good 
morphological score compared to ICSI 
(16). The overall after the transfer of 
embryos following ICSI seem to be 
similar to those of IVF. The presence of 
severe sperm abnormality and technical 
damage to the oocytes in ICSI cycle may 
compromise embryo development 
potential. It has been reported that ICSI 
has a higher fertilization rate compared 
to IVF and results with good embryos 
with better morphology (17). 
 
The significant increase in the 
concentration of the FSH in the marked 
LDC group compared to mild LDC 
group may be due to reduction in the 
potency of the negative feed back 
mechanism which results in defective 
follicular development. The prolactine 
level was high (P<0.05) in the marked 
LDC women and this may have adverse 
effect on the maturation of the ovarian 
oocytes since high prolactine in the 
blood results in the reduction of 
gonadotropin concentrations and 
abnormality in the menstrual cycles and 
infertility. Testosterone concentration in 
the follicular fluid was also significantly 
higher in the marked LDC group versus 
mild LDC group. This hyper-
androgenemia may be responsible for 

the induction of poor quality oocytes and 
also it may indicate insufficient function 
of aromatase enzymes that convert 
androgen to estradiol thus results in 
reduction in the estradiol concentration 
especially in the marked luteal defective 
cycle women    (18-21). The ICSI rate 
although it was higher in the mild LDC 
group compared to marked LDC but the 
difference between both groups was not 
statistically significant and this may be 
an indication that ICSI is an effective 
tool for patients with poor sperm 
penetration assay (22). The embryo 
transfer rate was significantly higher in 
the mild LDC group versus marked LDC 
group and this may be due the effect of 
the unbalanced reproductive hormone 
levels in the follicular fluid which result 
in the production of poor quality oocytes 
in the marked LDC group and this may 
be also responsible for the higher 
cancellation rate in the marked LDC 
group (10). High concentration of 
estradiol in the mild LDC group is an 
indication of a good oocyte maturity and 
quality. Although the pregnancy rate per 
embryo transfer was relatively higher in 
the mild LDC group compared to 
marked LDC group but the differences 
were not statistically significant. These 
findings may be explained that either the 
sample size is small and need to be 
increased in the future experiment since 
chi-square analysis requires large sample 
size to reach a level of significance at P 
<0.05 or it is an indication that the luteal 
support therapy induces an adequate 
secretory transformation of the 
endometrium to support embryo 
implantation compromising the effect of 
luteal phase defect which is resulted 
from ovulation induction and 
suppression of ovarian function. In 
conclusion, the application of ICSI and 
luteal phase therapy improves pregnancy 
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rates in the mild and marked luteal 
defective cycle in infertile women and 
infertile men with marked terato-
zoospermia and poor sperm penetration 
assay (14, 23-24). 
 
Acknowledgments: 
The authors thank the Ministry of Health and 
Ministry of Higher Education and Scientific 
Research for their financial support. The authors 
thank also Baghdad Teaching Hospital and 
University of Baghdad/ College of Medicine/ 
Departments of Physiology and Obstetrics and 
Gynecology for their kind co-operation and 
assistance. 
 
References: 
1. Mais, V, Cetel, NS, Muse, KN et al. 
Hormone dynamic during luteal follicular 
transition.J. Clin. Endocrinol. Metab. 1987, 
64: 1109. 
 
2. Rossef, SJ, Bangal, ML, Kettel, LM et al. 
Dynamic changes in circulating inhibin 
levels during luteal-follicular transition of 
the human menstrual cycle. J. Clin. 
Endocrinol. Metab.1989, 69: 1033. 
 
3. McLachlan, RI, Cohen, NL, Vale, WW et 
al. the importance of lutenizing hormone in 
the control of inhibin and progesterone 
secretion by human corpus luteum. J. Clin. 
Endocrinol. Metab.1989, 68; 1078. 
 
4. Thatcher, SS, and Breuel, K. Infertility 
and the luteal phase. Assist. Reprod. Rev. 
1993, 3: 203. 
 
5. Alanssari, SAM, Al-Rawi, ZT, Ridha-
Albarzanchi, MT.  Early detection of 
pregnancy following ovulation induction 
and intrauterine insemination in luteal phase 
defective infertile patients. J. Fac. Med. 
Baghdad. 1993, 35: 135-141. 
 
6. Karamordian, LM, and Grimes, DA. 
Luteal phase deficiency: effect of treatment 
on pregnancy rates. Am. J. Obstet. Gynecol. 
1992, 167: 1391. 
 

7. Ridha-Albarzanchi, MT, Alanssari, SAM, 
Khunda, SS, Allow, AK, Kanan, ZA.    
                                                                                                        

Women age and embryo implantation 
following intracytoplasmic sperm 
 injection and embryo transfer in infertile 
patients. J. Fac. Med. Baghdad 2006,48: 
155-161. 
 
8. Gibson, M. Clinical evaluation of luteal 
function. Semin. Reprod. Endocrinol. 1990, 
8: 130. 
 
9. Peter, AJ, and Wentz, AC. Luteal phase 
inadequacy, diagnosis, management and cost 
concern. Semin. Reprod. Endocrinol. 1995, 
13: 62. 
 
10. Alanssari, SAM, Ridha-Albarzanchi, 
MT, Kanan, ZA, Taiyeb AM, Allow, AK, 
Al-Atraqchi, SK, Elyassin, HD. Intrauterine 
insemination and luteal support therapy in 
unexplained infertility, mild and marked 
luteal phase defective infertile patients. 13th 
Annual Meeting of Texas Forum on 
Reproductive Sciences. April 19-20. 
Institute of Biosciences and Technology, the 
Texas A&M University System Health 
Science Center, Houston, Texas. USA. 
TFRS. 2007, 13: 58. Abstract. 
 
11. Alanssari, SAM, Ridha-Albarzanchi, 
MT, Allow, AK, Kanan, ZA, Khunda, SS, 
Al-Naeib, ZT. Human Embryo implantation 
and clinical significance of luteal support 
protocols. The 12th Annual Meeting of 
Texas Forum on Reproductive Sciences. 
April 19-20. Institute of Biosciences and 
Technology, the Texas A&M University 
System Health Science Center, Houston, 
Texas, USA. TFRS. 2006, 12: 20. Abstract. 
 
12. Ridha-Albarzanchi, MT, Allow, AK, 
Balafair, AS, Taiyeb AM, Alanssari, SAM. 
The clinical significance of luteal support 
therapy in the stimulated cycle following the 
transfer of superovulated embryos. J. Fac. 
Med. Baghdad. 2006, 48: 88-93. 
 
13. Ridha-Albarzanchi, MT, Alanssari, 
SAM, Mahmoud, SN, Taiyeb AM. 



Annals of Alquds Medicine (2009)   Vol. 5: 10-17. 

 17

Pregnancy rate after ovulation induction, 
sperm intrauterine transfer (SIUT) and luteal 
support therapy in luteal defective infertile 
patients. J. Fac. Med. Baghdad. 2005, 47: 
168-173. 
14. Alanssari, S. The Effects of 
Prednisolone and Luteal Support Therapy on 
Implantation Potential of Human Embryos 
Following IVF and ICSI in Immunological 
infertile Patients. University of Baghdad, 
College of Medicine, PhD Thesis. 2004, Pp 
15-27. 
 
15. Gardener, MO, Goldenberg, RL, Cliver, 
SP, Tucker, JM, Nelson, KG, Copper, RL. 
The origin and outcome of preterm twin 
pregnancies. Obstet. Gynecol. 1995, 85; 
553-557.   
 
16. Spellacy, WN, Handler, A, Ferre, CD. A 
case-control study of 1253 twin pregnancies 
from a 1982-1987 prenatal data base. Obstet. 
Gynecol. 1990, 75; 168- 171. 
 
17. Kovacs, BW, Kirschbaum, TH, Paul, 
RH. Twin gestation. I. antenatal care and 
complications. Obstet. Gynecol. 1989, 74; 
313-317. 
 
18. Hussien, SM,  Alanssari, SAM, Ridha-
Albarzanchi, MT.  Clinical significance of 
follicular fluid progesterone and prolactine 
hormones in human in vitro fertilization. J. 
Fac. Med. Baghdad, 1995, 37: 81-88. 
 
19. Al-Omari, H, Ridha-Albarzanchi, MT, 
Mahmud, SN. Comparison of prolactine 
level in different phases of the menstrual 
cycle before and after treatment of 
hyperprolactinemia in hyperprolactinemic 

infertile females.  J. Fac. Med. Baghdad. 
2004,  46: 103-109. 
 
20. Al-Omari, H, Ridha-Albarzanchi, MT, 
Mahmud, SN. The effect of age, type and 
duration of infertility on prolactine 
concentration in the serum of 
hyperprolactinemic infertile women. J. Fac. 
Med. Baghdad. 2005, 47: 278-281. 
 
21. Ridha-Albarzanchi, MT, Alanssari, 
SA.M, Hussein, SM. Influence of follicle                                
stimulating hormone and luteinizing 
hormone on in vitro maturation and 
fertilization rates of human eggs. Asian 
Symposium on Animal Biotechnology. 
Korea. 1997, 3: 175-180. 
 
22. Ridha-Albarzanchi, MT, Alanssari, 
SAM, Kanan, ZA, Khunda, SS, Al-Omari, 
WR S., Al-Badri, AA. Embryo implantation 
in ICSI-cycle using testicular, epididymal 
and ejaculated sperm from azoospermic and 
oligo-asthenospermic men. J. Fac. Med. 
Baghdad. 2006, 47: 398-402.   
 
23. Ridha-Albarzanchi, MT, Alanssari, 
SAM, Kanan, ZA, Allow, AK, Khunda, SS.                                
Progesterone therapy administered 24 hours 
before embryo transfer in ICSI cycle 
improves embryo implantation and 
pregnancy  in women with luteal phase 
defective cycles. J. Fac. Med. Baghdad. 
2007, 48: 101-106. 
 
24. Al-Omari WR,  Ridha-Albarzanchi, MT. 
et al. Supportive luteal polytherapy in 
assisted reproduction. Iraqi Postgraduate 
Medical  J. 2001, 3: 275-280. 

 
† Corresponding Author: Dr. Mundhir Ridha-Albarzanchi, P. O. Box 71, College Station, Texas 77841-
0071, USA and the email address: barzanchi1950@yahoo.com .***Current Address: Molecular and 
Cellular Lab, Department of Physiology and Pharmacology, Texas A&M University, College Station, 
Texas, USA. Part of this study was passed on poster presentation at the Society for Study of Reproduction 
40th Annual Meeting, Marriott San Antonio River Center, San Antonia, Texas, USA, July 21-25, 2007. 


