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Research question: Urine LH testing may be useful to confirm an LH surge after the GnRH agonist (GnRHa) trigger prior to oocyte retrieval in IVF.

Design: A prospective cohort study, including oocyte donors undergoing ovarian stimulation, treated with a GnRHa trigger for final oocyte maturation. Urine LH testing was performed at home, 12 h after the GnRHa trigger. In the case of a negative result, serum LH and progesterone measurements were done that same day. Donors with no serum LH peak after trigger were re-scheduled using a dual trigger, with GnRHa and hCG.

Results: Three hundred and fifty nine oocyte donors were included in the analysis. Three hundred and fifty six donors had positive urine LH tests, followed by oocyte retrieval. In one case, the LH test was positive, however, no oocytes were retrieved (false positive 1/356). Three LH tests were negative in urine: in one of these three cases, LH was tested again in blood, confirming an LH rise, consistent with an optimal response to the GnRHa trigger; in the other two cases, serum LH was <15 mUI/mL, after which the oocyte retrieval was re-scheduled for 36 h after an being re-triggered, resulting in the retrieval of 19 and 22 MII oocytes, respectively. Considering the cost analysis, it would be a significantly cost-saving strategy, as blood testing would have costed 14,840€ vs. only 185.5€ in urine LH kits.

Conclusions: Urinary testing of the LH surge after GnRHa trigger is easy, safe, reliable, and convenient. In addition, LH urine testing allows identifying donors and patients who could benefit from a rescue hCG trigger after an unsuccessful GnRHa trigger.
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INTRODUCTION

In clinical practice, the total number of oocytes retrieved usually differs from the number of mature follicles observed on ultrasound as not all growing follicles will generate mature oocytes. Thus, it is not uncommon in IVF not to retrieve the same number of oocytes as mature follicles observed on ultrasound. However, only in a few cases, there is a complete failure to retrieve oocytes after hCG as well as the GnRHa trigger (1, 2). In the case of a GnRHa trigger, failure to retrieve mature oocytes should not always be classified as an Empty Follicle Syndrome (EFS) (3), as the pathophysiology is likely to be different. Based on the available literature, some authors do not support the existence of the EFS, considering the “syndrome” due to errors in the administration of the trigger. Moreover, EFS is defined as a sporadic event in patients with adequate ovarian stimulation and final oocyte maturation trigger, correctly administered (4). Failure to retrieve mature oocytes or cases with a high immaturity rate (2, 5) have been described in 1% of IVF oocyte retrievals (2, 6–8). Even though failure to retrieve oocytes after GnRH agonist triggering is relatively uncommon, there is a need to prevent the occurrence –a frustrating experience for both patients and physicians.

After the final oocyte maturation trigger with a bolus of GnRHa, the subsequent LH surge induced should determine the correct response of the patient to the subcutaneous GnRHa injection. Even more, it could allow the identification of patients in whom pituitary dysfunction might induce an insufficient endogenous LH surge, not enough to maturation of 70% of the oocytes. As a result of increasing worldwide use of GnRHa trigger for final oocyte maturation, primarily to avoid OHSS (9–11), the measurement of serum LH post-trigger has been suggested to prevent EFS. Unfortunately, a consensus on optimal serum LH threshold levels after the trigger has not yet been reached (12–14). Kummer et al. (8) detected low LH values as <15 mIU/ml 10 h after trigger in seven cases of EFS among 508 patients triggered with GnRHa. However, others used different thresholds (6). Interestingly, Shapiro et al. (15) demonstrated a dramatic reduction in the numbers and maturity rates of oocytes when serum LH values 12 h after the trigger was lower than 12 mUI/ml. After the GnRHa trigger, the subsequent LH peak lasting for ~28–32 h can be measured not only in serum but also in urine, using the same type of urine strips, that are currently used to detect the LH surge during the natural cycle (16).

In our oocyte donation program, the GnRHa trigger is routinely used, and during the years a few donor cycles resulted in an insufficient number of MII oocytes retrieved, even after a reassuring final ultrasound examination with good hormonal profile at the time of trigger. These cases are exceptional and unpredictable. Therefore, detecting the LH surge could be important to avoid failed oocyte retrieval in the event of error in the trigger administration, or an insufficient pituitary response to the GnRHa trigger. This prompted many clinics to recommend donors to have a serum measurement in the fertility clinic 12 h after the GnRHa trigger. However, urine LH measurement performed at home should predict the correct response to the GnRHa trigger, and if needed, the administration of a rescue bolus of hCG (re-trigger) and re-scheduling could avoid EFS or a low follicle mature oocyte ratio (17, 18).

The urinary LH test was firstly used in the context of intrauterine insemination (IUI), as 22% of patients exhibited a premature LH rise (19). In cycles where clomiphene citrate was used, up to 30% premature LH surges were reported, and up to 42% in rFSH cycles (20). Urinary LH testing helped to time the insemination in IUI cycles, thus, when it was performed between 18 and 53 h after a positive urine LH test, reasonable results in terms of live birth rate were obtained (21).

The present study aimed to explore whether the routine use of urine LH testing in oocyte donors 12 h after GnRHa trigger for final oocyte maturation would correctly detect an insufficient LH surge. Moreover, we have tried to identify patients that required a rescue hCG bolus to avoid failed oocyte retrieval.



MATERIALS AND METHODS

We performed a prospective cohort study, enrolling a total of 371 oocyte donors from May 2017 until November 2018. The study was approved by our Institutional Review Board (1701-MAD-006-JG) in compliance with the provision of the Spanish law on Assisted Reproductive Technologies (14/2006).


Oocyte Donors

Oocyte donors were healthy women aged 18–35 years with regular menstrual cycles, no hereditary or chromosomal diseases, who had normal karyotype, body mass index (BMI) of 18–29 kg/m2, no more than two previous miscarriages, no gynecological or medical disorders, and a negative screening result for sexually transmitted diseases (19). Inclusion in the oocyte donor program also required the donor to have at least six antral follicles per ovary at the beginning of the cycle, and at least 8 follicles larger than 14 mm on the day of ovulation induction. Donor who had polycystic ovary syndrome based on the Rotterdam criteria (20) or sonographically visible endometriosis were excluded. Finally, donors were required to have a smartphone with WhatsApp (WhatsApp Ireland Limited, Dublin, Ireland) available to enter the trial.



Ovarian Stimulation

For planning purposes, an oral contraceptive pill (Microgynon®, levonorgestrel 0.15 mg/ethinylestradiol 0.03 mg, Bayer Hispania, Spain) was administered between 12 and 16 days prior to ovarian stimulation, starting on day 1 or 2 of the menses of the previous cycle. Following a 5-day wash-out period after the last pill, donors started the ovarian stimulation protocol. Donors received daily doses of 150/225 IU of recFSH (Gonal-f® Merck Serono, Spain) depending on body mass index (BMI) and antral follicle count. A daily dose of 0.25 mg GnRH antagonist (Cetrotide® Merck Serono, Spain) was introduced when one follicle reached a mean diameter of 13 mm. A single dose of 0.2 mg GnRHa (Decapeptyl® Ipsen Pharma, Spain) was administered to trigger final oocyte maturation when at least three follicles reached a mean diameter of 17–18 mm. The triggering bolus of GnRHa was self-administered by the donor. To avoid failure to comply prior to treatment all donors received training in a practical nurse-led workshop related to drug preparation and administration; moreover, donors received instructions as to how to download a video available on the clinic's website with a step-by-step drug instruction. As part of the general practice of the clinic, oocyte pick-up was performed under sedation 36 h after GnRHa trigger.



Urine LH Testing

The LH test was performed at home in urine, deriving from the first micturition in the morning, 12 h after the GnRHa trigger. Donors were instructed how to self-administer the GnRHa trigger bolus 36 h prior to oocyte retrieval and to perform the urine LH test the following morning during the first micturition. All donors received the LH urine test from the clinic (LH test, Lab Ruedafarma, Spain). With the instructions, donors were also provided with an emergency phone number for further instructions if they encountered any problems.

The lower sensitivity of the urine LH test mentioned is 25 mIU/mL. To perform the test, donors had to collect the urine in a plastic container and then remove the strip from the protective wrapper. The strip was immersed in the urine sample for 5 s, after which it was removed and placed on a clean, dry, non-absorbent surface. Importantly, donors had previously been thoroughly instructed on the possible outcomes of the test; specifically, in case of a positive result, resulting in two purple lines on the strip. The results were available within 40 s to 10 min.



Pictures of LH Tests

Donors were instructed to send a cell phone picture of the LH test to the nurse via WhatsApp (WhatsApp Ireland Limited, Dublin, Ireland) application for smartphone as soon as the test was performed. In the case of a positive LH test, donors underwent oocyte retrieval the following morning as scheduled. In case of a negative result, the donor was asked to visit the clinic the same day to have a serum LH and progesterone measurement. To evaluate the validity of the test, the false positive rate was calculated by false positive/(true negative + false positive), and the false-negative by false negative/ (true positive +false negative).



Serum LH Analyses in LH Negative Urine Tested Patients

Serum LH levels were analyzed in patients with a negative urine test only, using an automated electro-chemiluminescent immunoassay system (Roche Cobas e411 analyzer). The sensitivity for LH was 0.1 mIU/ml. Donors with no serum LH surge defined as LH <15 mIU/ml (12) at 12 h after injection and with more than 19 ovarian follicles >11 mm were given in the clinic by a nurse a dual trigger consisting of a bolus of GnRHa (0.2 ml Decapeptyl) and hCG, 1000 IU (Ovitrelle, Merck Serono) in order to minimize the risk of OHSS development; oocyte retrieval was subsequently performed 36 h after re-trigger. In donors with <19 follicles >11 mm, hCG 6500 UI (Ovitrelle, Merck Serono) was administered. Patients with a negative urine test, regardless of their serum LH levels, continued with GnRH antagonist the day of the serum LH testing until the new trigger was administered.



Cost Analysis

The cost analysis was performed from a patient perspective and was limited to costs from LH testing to oocyte retrieval. Direct non-medical costs (travel costs) data were based on a previous review (22). The theoretical cost if every patient had come in for serum LH testing, including indirect costs such a travel time and income loss was compared against the cost of a home urine LH kit. For the calculations, we considered serum LH cost 30€ and the urine LH kit cost 0,5€.




RESULTS

Three hundred and seventy one donors were enrolled in the study, and 12 donors were excluded as they did not perform urine LH testing as instructed, leaving 359 donors included in the analysis (Table 1). Three donors did not forward the picture to confirm the test results, in four donors the result was unreliable due to the lack of a control line to confirm the correct execution of the LH urine test, and five donors forgot to perform the urine test (Figure 1).


Table 1. General demographics of the oocyte donor population included in the study.
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FIGURE 1. Flow chart according to LH urine testing results.


Finally, a total of 359 oocyte donors and 359 oocyte retrievals were included in the present analysis. 356 donors (99.16 %) had a positive urine LH test prior to oocyte retrieval. In one donor, the urine LH test was positive (1/356, 0.28 % false-negative rate), however, no oocytes were retrieved. Three urine LH tests were negative. One was false-negative in fact LH was tested in blood the same morning, confirming an LH rise corresponding to 18.6 mUI/mL consistent with an adequate response to the GnRHa trigger bolus. In the other two cases, after the negative urine LH test, serum LH testing in the clinic revealed a serum LH level <15 mUI/mL, resulting in re-scheduling with an hCG trigger, oocyte retrieval after 36 h and the retrieval of 19 and 22 MII oocytes, respectively. Table 2 summarizes the general characteristics of the four oocyte donors who experienced either false positive or false negative urine LH testing. The false-positive rate was 33% (1/3) and the false-negative rate was 0.28% (1/356), with a sensitivity of 99.7% (355/356), and specificity of 66.7% (2/3) (Table 3). Regarding the cost analysis, and considering the cost of the urine LH kit (0,5€ per sample) and the cost of serum LH testing (30€ per sample) in addition to an estimate of the cost of visiting the clinic (10€ round trip), it would be a significantly cost-saving strategy, as blood testing would have costed 14,840€ vs. only 185,5€ in urine LH kits.


Table 2. General characteristics of the patients with abnormal results in the urine LH test or failed oocyte retrieval after a positive LH test in urine.
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Table 3. Summary of parameters of urinary LH test: true-positive rate (sensitivity) 355/356 = 99.7%; false-positive rates (1-specificity) 1/3 = 33.3%; false-negative rate (type 2 error) 1/356 = 0.28%; specificity 2/3 = 66.7%.
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DISCUSSION

In this prospective cohort study performed in a total of 359 oocyte donors triggered with a bolus of GnRHa for final oocyte maturation, was explored the predictability of urine LH self-testing 12 h after trigger to avoid failure of oocyte retrieval. In 356 patients (99%) the LH urine assay was positive, leading to oocyte retrieval with normal mature oocyte ratio. One patient had a false-positive result, with a positive urinary LH test but no oocytes were retrieved. In three patients LH testing in urine was negative, however, only two patients had serum LH levels requiring re-trigger and re-scheduling.

This new approach of self-testing of the LH surge in urine and communication/confirmation via cell phone photo provides a simple, safe, convenient, and economical method to confirm that the LH surge was adequately induced by the GnRHa trigger. This model could be used in all patients undergoing oocyte retrieval after a GnRHa trigger, helping to detect errors in the administration and/or inadequate responses to the trigger, improving patient compliance and minimizing failure to retrieve oocytes in IVF.

The use of GnRHa for triggering of final oocyte maturation is the new paradigm as a safer alternative to hCG to prevent OHSS. The mechanism by which the GnRHa trigger is effective seems to be dependent solely on the resulting LH activity (12). After the administration of GnRHa, the immediate LH surge is followed by receptor down-regulation (23). Although data has demonstrated efficacy and safety of GnRHa trigger, the administration may not always result in an adequate oocyte yield in a subset of patients (6, 8, 12, 14). As a consequence of an inadequate action, fewer oocytes may be retrieved than expected from the number of mature follicles visible on the day of triggering (14). Failure to retrieve oocytes is a rare and frustrating event that results in cycle cancellation. The complete failure to retrieve oocytes when final oocyte maturation trigger is administered correctly –either using GnRHa or hCG- is considered a “genuine” EFS, whereas “false” EFS is a condition of failed oocyte retrieval when the trigger was not administered correctly (2, 9). Although the exact origin of the failure to retrieve oocytes remains elusive, dysfunctional foliculogénesis in older patients has been suggested as a cause, probably secondary to altered apoptotic inhibition of the granulosa cell (24). Furthermore, the age of the patient has been reported to be an important factor to increase the recurrence of EFS after hCG trigger, considering that between the age of 35–39 years the recurrence rate was 24%, reaching 57% for patients above 40 years (25). The debate on the causes of retrieval failure in the young population, excluding errors of administration, remains open. However, among the possible causes, molecular mechanisms underlying slow or insufficient follicular cell response to the LH stimulus is not yet understood. However, it could involve LH receptor polymorphisms, the presence of variant LHβ or the in-efficiency of post-receptor signal-transduction pathways (2).

In young patients triggered with GnRHa, a 'borderline' hypothalamic-pituitary dysfunction with levels of gonadotropins above the hypogonadotropic/hypogonadal level was hypothesized (2, 8). A temporary state of hyposensitivity of the pituitary gland could also explain EFS. Low LH release after the trigger in borderline hypogonadotropic/hypogonadal patients would allow follicular development, and initial luteinization of the follicle; however, it would be insufficient for the completion of cumulus expansion and detachment from the follicular wall (6).

Interestingly, Christopoulos et al. (17) reported six EFS patients after GnRHa trigger, having a mean age of 32.6 years, a mean antral follicle count of 27 and a mean basal FSH level of 4.4 UI/l, rather far from the LH value defining the hypogonadotropic hypogonadal patient.

Although the reasons for failed oocyte retrieval in healthy and older patients may be different, the diagnosis and treatment are still the same. Urinary LH test could be helpful for patients undergoing IVF treatment using GnRHa trigger. The use of urine LH test in oocyte donors has several important advantages, allowing to mitigate the risk of failure at oocyte retrieval, making the whole donation process more efficient, eliminating unnecessary costs for the clinic, avoiding blood testing in the clinic, and reducing psychological stress from cycle cancellation, not only for the donor but also for the recipient.

The strategy to schedule a re-trigger after failed oocyte aspiration in six or seven mature follicles has been proposed as a more efficient and cost-effective strategy compared to laboratory analysis alone (26). Rather than routine screening strategy, maybe we could consider identifying risk factors –such as low initial LH levels suggesting hypothalamic hypofunction- for an inadequate response as more useful in a clinical setting. However, this strategy might increase the costs, unless hormonal screening is performed routinely at the initiation of an IVF cycle, as in some academic programs. There are two limiting factors for this novel approach: firstly, urine LH test have not the same sensitivity, so universal application should be suggested with caution; secondly, the need to rely on patients performing the urine test themselves, which leaves room for human error, emphasizing the need of training. However, our approach in which the result of the test was confirmed by a trained nurse via a cell phone picture reduces the risk of error.

Given the low number of patients who did not respond with an LH surge (n = 3), the specificity of testing was understandably low at 66.7%, but the sensitivity was 99.7%. Urinary LH test could be a optimal test to confirm the LH surge in those patients triggered with GnRHa, and reasonably good for those patients without LH surge after triggering. Considering the low incidence of failed LH surges after GnRHa trigger, probably testing in blood might be more precise, but the inconvenience of traveling to the clinic one more day during the treatment cycle in addition to the costs make urine LH self-testing a very cost-effective test. In fact, as shown, it would be a significant cost-saving strategy, as blood testing would have costed 14,840€ vs. only 185,50€ in urine LH kits. Also, the strategy to schedule a re-trigger after failed oocyte aspiration once six or seven mature follicles have been aspirated could be interesting in terms of cost savings. However, patients going by through reiterated oocyte retrievals are subjected to psychological and emotional stress.

The main limitation of our study is that it was conducted in oocyte donors, most of whom presumably have a well-functioning pituitary-ovarian axis. It is unknown whether these results would translate to older women in general IVF practice. Also, the lack of a control group where no testing was performed represented a limitation of the study, but difficult to justify in a real-life clinical setting.

The use of a home urinary LH assay kit to detect ovulation in a GnRHa triggered cycle has several advantages over blood LH testing. Although IVF has increased worldwide, access to fertility care remains restricted for many patients. Increased attention to developing low-cost, effective, and accessible treatment alternatives must be prioritized (27). In this sense, the use of urine LH assay could reduce the stress and costs of fertility care program (27). In a randomized controlled study in patients undergoing donor IUI that used urinary LH assay, was observed a significant reduction in the number of visits to the clinic per cycle, without a significant impact on monthly fecundity rate or cumulative conception rates compared to serum LH assay (28). Also, the use of a urinary LH test could detect patients without LH surge after a GnRHa trigger that could benefit from a “rescue trigger” with a low-dose hCG.

In conclusion, this study validated the efficacy of LH urine surge testing after the GnRHa trigger in oocyte donors. A total of 99% of donors had a positive LH urine surge 12 h after the trigger, resulting in good oocyte retrieval rates, and, importantly, false positive and false negative rates of urine testing were very low; importantly, this novel concept used after GnRHa trigger allowed the identification of donors who would benefit from a re-trigger. Urinary LH surge testing is easy, safe, convenient, and reliable. Thus, this approach may constitute an alternative for clinicians and patients to minimize the failure of oocyte retrieval. Patients can safely perform the test at home, take a cell phone picture of the stick and communicate directly with the clinic without having to spend time for a blood sampling. Only in the few patients with a negative result in urine, an additional blood sample is needed to plan the continued handling of the patient; thus, this concept fulfills the demands of modern IVF in terms of safety, efficacy and patient friendliness.



DATA AVAILABILITY STATEMENT

The datasets analyzed in this article are not publicly available because the data contains identifiable information. Requests to access the datasets should be directed to Dr. Mauro Cozzolino, mauro.cozzolino@ivirma.com.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by Hospital Puerta de Hierro. The patients/participants provided their written informed consent to participate in this study.



AUTHOR CONTRIBUTIONS

MC wrote the first and final drafts of the manuscript, performed the statistical analysis, interpreted results, and the literature search. SM, AA, MT, VL, and MPe were responsible of data setting and result collection. EH and MPi recruit the patients included in the study. PH designed the study and critically revised the manuscript. JG-V designed the study, interpreted results and critically revised the manuscript in the first and final drafts.



FUNDING

This study was funded by IVI RMA Madrid, Spain.



REFERENCES

 1. Aktas M, Beckers NG, van Inzen WG, Verhoeff A, de Jong D. Oocytes in the empty follicle: a controversial syndrome. Fertil Steril. (2005) 84:1643–8. doi: 10.1016/j.fertnstert.2005.05.060

 2. Castillo JC, Garcia-Velasco J, Humaidan P. Empty follicle syndrome after GnRHa triggering versus hCG triggering in COS. J Assist Reprod Genet. (2012) 29:249–53. doi: 10.1007/s10815-011-9704-8

 3. Revelli A, Carosso A, Grassi G, Gennarelli G, Canosa S, Benedetto C. Empty follicle syndrome revisited: definition, incidence, aetiology, early diagnosis and treatment. Reprod Biomed Online. (2017) 35:132–8. doi: 10.1016/j.rbmo.2017.04.012

 4. van Heusden AM, van Santbrink EJ, Schipper I, de Jong D. The empty follicle syndrome is dead! Fertil Steril. (2008) 89:746. doi: 10.1016/j.fertnstert.2007.12.048

 5. Honnma H, Hashiba Y, Asada Y, Endo T. Failure of triggering oocyte maturation with a GnRH agonist in polycystic ovary syndrome: two case reports. Eur J Obstet Gynecol Reprod Biol. (2011) 157:239–40. doi: 10.1016/j.ejogrb.2011.03.002

 6. Blazquez A, Guillen JJ, Colome C, Coll O, Vassena R, Vernaeve V. Empty follicle syndrome prevalence and management in oocyte donors. Hum Reprod. (2014) 29:2221–7. doi: 10.1093/humrep/deu203

 7. Kim JH, Jee BC. Empty follicle syndrome. Clin Exp Reprod Med. (2012) 39:132–7. doi: 10.5653/cerm.2012.39.4.132

 8. Kummer NE, Feinn RS, Griffin DW, Nulsen JC, Benadiva CA, Engmann LL. Predicting successful induction of oocyte maturation after gonadotropin-releasing hormone agonist (GnRHa) trigger. Hum Reprod. (2013) 28:152–9. doi: 10.1093/humrep/des361

 9. Bodri D, Guillen JJ, Trullenque M, Schwenn K, Esteve C, Coll O. Early ovarian hyperstimulation syndrome is completely prevented by gonadotropin releasing-hormone agonist triggering in high-risk oocyte donor cycles: a prospective, luteal-phase follow-up study. Fertil Steril. (2010) 93:2418–20. doi: 10.1016/j.fertnstert.2009.08.036

 10. Youssef MA, Van der Veen F, Al-Inany HG, Mochtar MH, Griesinger G, Nagi Mohesen M, et al. Gonadotropin-releasing hormone agonist versus HCG for oocyte triggering in antagonist-assisted reproductive technology. Cochrane Database Syst Rev. (2014) CD008046. doi: 10.1002/14651858.CD008046.pub4

 11. Humaidan P, Kol S, Papanikolaou EG, Copenhagen GnRH Agonist Triggering Workshop Group. GnRH agonist for triggering of final oocyte maturation: time for a change of practice? Hum Reprod Update. (2011) 17:510–24. doi: 10.1093/humupd/dmr008

 12. Chen SL, Ye DS, Chen X, Yang XH, Zheng HY, Tang Y, et al. Circulating luteinizing hormone level after triggering oocyte maturation with GnRH agonist may predict oocyte yield in flexible GnRH antagonist protocol. Hum Reprod. (2012) 27:1351–6. doi: 10.1093/humrep/des049

 13. Lu X, Hong Q, Sun L, Chen Q, Fu Y, Ai A, et al. Dual trigger for final oocyte maturation improves the oocyte retrieval rate of suboptimal responders to gonadotropin-releasing hormone agonist. Fertil Steril. (2016) 106:1356–62. doi: 10.1016/j.fertnstert.2016.07.1068

 14. Meyer L, Murphy LA, Gumer A, Reichman DE, Rosenwaks Z, Cholst IN. Risk factors for a suboptimal response to gonadotropin-releasing hormone agonist trigger during in vitro fertilization cycles. Fertil Steril. (2015) 104:637–42. doi: 10.1016/j.fertnstert.2015.06.011

 15. Shapiro BS, Daneshmand ST, Restrepo H, Garner FC, Aguirre M, Hudson C. Efficacy of induced luteinizing hormone surge after “trigger” with gonadotropin-releasing hormone agonist. Fertil Steril. (2011) 95:826–8. doi: 10.1016/j.fertnstert.2010.09.009

 16. Itskovitz J, Boldes R, Levron J, Erlik Y, Kahana L, Brandes JM. Induction of preovulatory luteinizing hormone surge and prevention of ovarian hyperstimulation syndrome by gonadotropin-releasing hormone agonist. Fertil Steril. (1991) 56:213–20. doi: 10.1016/S0015-0282(16)54474-4

 17. Christopoulos G, Vlismas A, Barsoum-Derias E, El-Shawarby S, Trew G, Lavery S. Rescue hCG to treat empty follicle syndrome after the use of a GnRH agonist as oocyte maturation trigger: first report on fresh embryo transfer and clinical pregnancy. Hum Fertil (Camb). (2015) 18:248–52. doi: 10.3109/14647273.2015.1071500

 18. Reichman DE, Greenwood E, Meyer L, Kligman I, Rosenwaks Z. Can in vitro fertilization cycles be salvaged by repeat administration of intramuscular human chorionic gonadotropin the day after failed injection? Fertil Steril. (2012) 98:671–4. doi: 10.1016/j.fertnstert.2012.05.050

 19. Garrido N, Zuzuarregui JL, Meseguer M, Simon C, Remohi J, Pellicer A. Sperm and oocyte donor selection and management: experience of a 10 year follow-up of more than 2100 candidates. Hum Reprod. (2002) 17:3142–8. doi: 10.1093/humrep/17.12.3142

 20. Azziz R, Carmina E, Dewailly D, Diamanti-Kandarakis E, Escobar-Morreale HF, Futterweit W, et al. Positions statement: criteria for defining polycystic ovary syndrome as a predominantly hyperandrogenic syndrome: an Androgen Excess Society guideline. J Clin Endocrinol Metab. (2006) 91:4237–45. doi: 10.1210/jc.2006-0178

 21. Stevenson TL, Lashen H. Empty follicle syndrome: the reality of a controversial syndrome, a systematic review. Fertil Steril. (2008) 90:691–8. doi: 10.1016/j.fertnstert.2007.07.1312

 22. Tai BB, Bae YH, Le QA. A systematic review of health economic evaluation studies using the patient's perspective. Value Health. (2016) 19:903–8. doi: 10.1016/j.jval.2016.05.010

 23. Ndukwe G, Thornton S, Fishel S, Dowell K, al-Hassan S, Hunter A. Predicting empty follicle syndrome. Fertil Steril. (1996) 66:845–7. doi: 10.1016/S0015-0282(16)58650-6

 24. Inan MS, Al-Hassan S, Ozand P, Coskun S. Transcriptional profiling of granulosa cells from a patient with recurrent empty follicle syndrome. Reprod Biomed Online. (2006) 13:481–91. doi: 10.1016/S1472-6483(10)60634-7

 25. Zreik TG, Garcia-Velasco JA, Vergara TM, Arici A, Olive D, Jones EE. Empty follicle syndrome: evidence for recurrence. Hum Reprod. (2000) 15:999–1002. doi: 10.1093/humrep/15.5.999

 26. Chang FE, Beall SA, Cox JM, Richter KS, DeCherney AH, Levy MJ. Assessing the adequacy of gonadotropin-releasing hormone agonist leuprolide to trigger oocyte maturation and management of inadequate response. Fertil Steril. (2016) 106:1093–100.e3. doi: 10.1016/j.fertnstert.2016.06.013

 27. Katler Q, Tricarico NM, Bishop LA. Brief report on the advantages of ovulation monitoring using home urinary LH immunoassays in ovulation induction cycles with a gonadotropin-releasing hormone agonist trigger. Global Reproductive Health. (2018) 3:e10. doi: 10.1097/GRH.0000000000000010

 28. Robinson JN, Lockwood GM, Dalton JD, Franklin PA, Farr MM, Barlow DH. A randomized prospective study to assess the effect of the use of home urinary luteinizing hormone detection on the efficiency of donor insemination. Hum Reprod. (1992) 7:63–5. doi: 10.1093/oxfordjournals.humrep.a137560

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 interest.

The handling Editor declared a past co-authorship with the author PH.

Copyright © 2020 Cozzolino, Matey, Alvarez, Toribio, López, Perona, Henzenn, Piró, Humaidan and Garcia-Velasco. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fendo-11-00221-t002.jpg
-~ np =

+ + +, positive;

20.2
282
263
214

Patients BMI (kg/m?) Duration of
stimulation gonadotrophin

(days)  dose (IU)

10
1
13
1

Total

1,600
2,225
2,925
2,000

negative; +—, slightly positive.

Serum LH Progesterone Estradiol
(pg/mL)

1,280
1,408
2,380
3,423

N°Follicles Re-trigger
>11mm

27
25
20
36

#Mn

18
19

22





OPS/images/fendo-11-00221-t003.jpg
Serum LH>151U/1 (or
oocytes retrieval

uneventful)
UnelH TP
+ 355
Urine LH FN
- 1
356

Serum LH<15 IU/L (or no
oocytes retrived)

FP 356
1

™ 3

2

3 359

TN, true negative; FN, false negative; FP, faise positive; TP, true positive.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Self-Detection of the LH Surge in Urine After GnRH Agonist Trigger in IVF—How to Minimize Failure to Retrieve Oocytes



		Introduction



		Materials and Methods



		Oocyte Donors



		Ovarian Stimulation



		Urine LH Testing



		Pictures of LH Tests



		Serum LH Analyses in LH Negative Urine Tested Patients



		Cost Analysis







		Results



		Discussion



		Data Availability Statement



		Ethics Statement



		Author Contributions



		Funding



		References

















OPS/images/cover.jpg
’ frontiers
in Endocrinology

Self-Detection of the LH Surge in
Urine After GnRH Agonist Trigger in
IVF—How to Minimize Failure to
Retrieve Oocytes





OPS/images/fendo-11-00221-g001.gif
Wi testing ||| excluded | e doron 69 s st
o LEUN Rpeetentert
wostme Necie
pets )
coone i
e )
G| [
o 2
o o
i ) C amoesinn
oo 02t
nesssoo | | 50 soon






OPS/images/fendo-11-00221-t001.jpg
Patients

Age (years)

BMI (kg/m?)

Antral folicular count
Duration of stimulation (days)
Total gonadotrophin dose (IU)
Estradiol (pg/mL)

Number of oocytes retrieved
Number of Ml oocyte

359
259+ 1.4
231+£12
183+£56.1
121£1.4

1,861 + 689
3,106 + 664
192+ 49
137+26









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Endocrinology





