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Abstract

Controlled ovarian stimulation (COS) in in vitro fertilization (IVF) cycles is the starting point from which couple’s prognosis depends. 
Individualization in follicle-stimulating hormone (FSH) starting dose and protocol used is based on ovarian response prediction, which depends 
on ovarian reserve. Anti-Müllerian hormone levels and the antral follicle count are considered the most accurate and reliable markers of ovarian 
reserve. A literature search was performed for studies that addressed the ability of ovarian reserve markers to predict poor and high ovarian 
response in assisted reproductive technology cycles. According to the predicted response to ovarian stimulation (poor- normal- or high- response), 
it is possible to counsel couples before treatment about the prognosis, and also to individualize ovarian stimulation protocols, choosing among 
GnRH-agonists or antagonists for endogenous FSH suppression, and the FSH starting dose in order to decrease the risk of cycle cancellation and 
ovarian hyperstimulation syndrome. In this review we discuss how to choose the best COS therapy, based on ovarian reserve markers, in order 
to enhance chances in IVF. (J Turk Ger Gynecol Assoc 2017; 18: 148-53)
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Introduction

Controlled ovarian stimulation (COS) in in vitro fertilization 
(IVF) cycles is the crucial point from which good oocyte 
retrieval and couple's prognosis depend. Several protocols 
have been studied in order to find the therapy that ensures 
the best outcomes in terms of pregnancy and live birth, 
minimizing iatrogenic risks, and the risk of cycle cancellation 
due to poor response or ovarian hyperstimulation syndrome 
(OHSS). In recent years, the concept of “one size fits all” 
has evolved into a concept of “individualization” in IVF. 
This should also reduce costs and the dropout rate of 
patients, mainly caused by the physical and psychological 
burden (1). Treatment individualization is based on ovarian 
reserve. The ovarian response to COS largely depends on a 
woman’s ovarian reserve, the stimulation regimen itself is 
a secondary factor. Serum anti-Müllerian hormone (AMH) 
and ultrasound antral follicle count (AFC) in particular have 
been shown to be the most sensitive markers. Another 

strategy for the individualization of treatment is based on 
the response in previous IVF cycles (if a previous cycle had 
a good performance, the same protocol can be used). 

In the Italian scenario, a strong consensus exists among 
physicians on the importance of the prediction of ovarian 
response to treatment. Ovarian reserve markers are assessed 
in as many as 80% of women who enter IVF programs, and 
the majority of physicians agree that AMH and AFC are the 
most reliable factors for predicting ovarian response (2). 
The choice of therapy is a very important clinical point 
because of the possibility of using various kinds of drugs 
[gonadotrophin-releasing hormone (GnRH)-analogues or 
antagonists, different gonadotrophin preparations, adjuvant 
therapies]. Moreover, the selection of the follicle-stimulating 
hormone (FSH) starting dose is fundamental for IVF 
outcomes (3-5). In this review, we discuss how to choose 
the best therapy in order to improve IVF outcomes on the 
basis of marker-guided ovarian response predictions.
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Evidence acquisition

A literature search was performed for studies that addressed 
the ability of ovarian reserve markers to predict ovarian 
response in IVF cycles. A systematic search of Medline, 
EMBASE, Cochrane library, and Web of Science databases 
was conducted using the keywords, anti-Müllerian hormone, 
AMH, antral follicles, AFC, poor/high response, and IVF. 
Criteria were identified in the title and/or abstract of the 
publications. Additional journal articles were identified from 
the bibliographies of included studies as well as textbooks. 
Literature available up to January 2017 was included. 

Evidence synthesis 

Ovarian reserve markers

We found that many ovarian reserve markers have been 
proposed in recent years. Serum FSH, measured on day 3-5 
of the menstrual cycle, and estradiol are the most employed 
markers in reproductive medicine. The problem is that FSH is an 
indirect marker of ovarian reserve and its serum levels are out 
of range only when ovarian reserve is severely compromised. 
As a consequence, the literature reports suboptimal sensitivity 
and specificity for this marker in predicting ovarian response 
to gonadotrophins. Various cut-off values (from 10 to 15 IU/L) 
have been proposed for predicting poor ovarian response, but 
the large percentage of patients with normal values limits the 
usefulness of the marker.
In the last 10 years, serum AMH and ultrasound AFC have 
shown to measure the real ovarian follicle pool very accurately. 
The pool of 2 to 9 mm antral follicles measured using 
ultrasound when performing AFC is the same that produces 
AMH, so AFC and AMH are highly correlated and have the same 
performance in evaluating follicle quantity (6). AFC and serum 
AMH have shown similar predictive value for ovarian response 
and number of retrieved oocytes, and a better performance 
than other ovarian reserve markers in predicting ovarian 
response in IVF (7-9). A few studies found that AMH was the 
strongest predictor of ovarian response, whereas other studies 
demonstrated a stronger predictive value for AFC (10). 
AMH has very little intra- and inter-cycle variability. With new 
recent automated assays we have repeatable and comparable 
dosages among laboratories. AFC is characterized by a certain 
intra-cycle variability and intra-and inter-observer variability 
due to different methodology for counting antral follicles; which 
class of antral follicles better correlates with the number of 
retrieved oocytes has yet to be demonstrated (2-5 mm, 4-6 mm 
or 5-10 mm). In clinical practice, 2-10 mm follicles are counted 
in order to obtain the AFC (11, 12). Three-dimensional (3D) 
automated follicular tracking decreases both intra- and inter-
observer variability (13), but it requires advanced ultrasound 

equipment, which is not yet available everywhere. AFC and 
AMH are useful instruments for the individualization of ovarian 
stimulation regimens and for the choice of FSH starting dose in 
particular (2, 6). Several studies reported a linear correlation 
between AMH and live birth rates (14); however, the predictive 
value of AFC is less clear. Thus, AMH appears more useful when 
counselling couples about the chances of live birth after IVF. 

Predictive models

Age is one of the most reliable indicators of ovarian response, 
but women of similar age may have wide variations in ovarian 
response due to different dimensions in the pool of recruitable 
antral follicles (15). Despite the usefulness of markers of 
ovarian reserve in order to individualize ovarian stimulation 
regimens, the literature is still lacking practical algorithms that 
may help physicians in choosing the right therapy and few 
studies proposed to individualize the treatment on a single 
marker, AFC or AMH.

A large randomized control trial (RCT) is ongoing with the 
aim of evaluating live birth rates and the cost-effectiveness of 
individualizing gonadotrophin starting doses on the basis of 
AFCs. In this study, women are categorized into groups based 
on AFCs and randomized to receive either individualized 
or standard gonadotrophin doses (16). Two studies have 
been published reporting the efficacy of serum AMH levels 
in tailoring gonadotrophin dose selection (5, 17). Nelson et 
al. (5) published a prospective non-randomized study that 
included more than 500 women undergoing IVF for whom 
the therapeutic protocol (standard long agonist or antagonist 
protocol) and FSH starting dose were chosen on the basis of 
basal AMH levels. The result of the personalized approach 
was a reduction of both the extremes of ovarian reserve with 
a reduction in excessive responses and cancelled cycles due 
to poor response (5). A retrospective study by Yates on 769 
women at first IVF cycle demonstrated that an individualized, 
AMH-guided, controlled ovarian hyperstimulation protocol 
significantly improved positive clinical outcomes, reduced the 
incidence of complications, and reduced the financial burden 
associated with assisted reproduction (17). A recent pilot study 
compared the efficacy and safety of two algorithms, one based 
on AMH and the other on AFC, to determine the starting dose of 
recombinant FSH (rFSH) for ovarian stimulation in 348 women. 
Patients were assigned to receive an FSH starting dose of 150, 
225 or 375 IU on the basis of pre-treatment AMH or AFC. The 
study reported no difference in terms of clinical pregnancy, 
multiple pregnancies and miscarriage rates between the two 
groups, but there was a statistically significant difference in 
ovarian response, with a major proportion of hyper responses 
in the AFC-tailored group (18).
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Complex predictive models

Different variables are implicated in ovarian response (19-
21). This concept brought about the elaboration of complex 
algorithms in order to better predict ovarian response and to 
define the right FSH starting dose. A prospective study tested 
a model including age, AFC, ovarian volume, Doppler ovarian 
score, and smoking status (19), but the complexity in measured 
variables did not permit wide clinical application. Another 
study proposed a model based on age, body mass index 
(BMI), day 3 serum FSH and AFC (22), which was later tested 
in the CONsistency in r-FSH Starting dOses for individualized 
tReatmenT (CONSORT) study (23). This model was not applied 
in clinical practice because the coefficients for computing the 
algorithm were not published. Moreover, the FSH starting dose 
calculated by the model was often lower than those proposed 
by clinical practice and led to iatrogenic poor responses. This 
was confirmed in a successive prospective study, where the 
CONSORT calculator was used to calculate the FSH starting 
dose for 197 women undergoing IVF cycles: the calculated 
dose was too different to the dose recommended by physicians 
to be applied (24).
A more recent study created a model through a retrospective 
analysis based on age, AFC, and day 3 serum FSH, with AFC being 
the most significant predictor of ovarian response (25). According 
to the model, in a woman aged 30 years with a normal day 3 FSH of 
4 IU/L and an AFC of 16, the most appropriate gonadotrophin dose 
is 150 IU daily. A similar nomogram based on AMH had previously 
been developed by the same group and included AMH, age, and 
day 3 serum FSH (26). Based on the nomogram, a woman aged 
30 years with FSH of 4 IU/L and AMH 4 ng/mL would require a 
gonadotrophin dose of 150 IU/daily. A model incorporating AMH 
has recently been validated retrospectively in two independent 
IVF centers in Italy. In both centers, the application of the 
nomogram resulted in more appropriate FSH starting doses 
compared with empirically chosen treatment. This easy-to-use 
algorithm could be useful in daily clinical practice for increasing 
the number of patients reaching optimal ovarian response (27). 
The AMH-based approach for COS individualization has recently 
been further confirmed by the results of a multicenter randomized 
phase-3 trial, the Evidence-based Stimulation Trial With Human 
rFSH in Europe and Rest of World 1 study (ESTHER-1). The 
study compared the efficacy and safety of a new recombinant 
FSH (follitropin delta) with an AMH and BMI-tailored dose with 
conventional recombinant FSH (follitropin alfa). The use of the 
new gonadotropin resulted in similar ongoing pregnancy and live 
birth rates, with fewer excessive and poor responses compared 
with the control group (28).
The prediction of ovarian response based on ovarian reserve 
markers may be useful for the choice of stimulation protocols 
and of any supplementary therapies, as discussed below.

Ovarian response prediction and management

After the ovarian response has been predicted, the physician 
has to choose the most adequate COS protocol and FSH 
starting dose in order to obtain an optimal oocyte retrieval. An 
egg collection of between 8 and 15 oocytes should guarantee 
the highest chances of pregnancy. Egg retrievals of less than 
8 oocytes reduce pregnancy rates because of the lack of 
adequate numbers of good embryos to transfer. Retrievals of 
more than 15 oocytes may expose patients to the risk of OHSS. 
This means that physicians should try to obtain a moderate 
follicular recruitment in high responders. All protocols have 
demonstrated similar performance in IVF outcomes for 
predicted poor responders, as such the best protocol is the 
least stressful for the patient.

Predicted poor response

The prognosis in IVF cycles depends on age and ovarian 
reserve. Assisted reproductive technology (ART) can only 
partially provide against the decay of fertility induced by age and 
reduction of ovarian reserve: pregnancy rates in women aged 
over 40 are less than 10%, and only slightly higher in younger 
women with severely reduced ovarian reserve. A low ovarian 
reserve translates into an inadequate response to controlled 
ovarian stimulation, insufficient egg retrieval, and maybe to 
poor oocytes and embryo quality. Poor ovarian response is 
defined as the retrieval of <4 oocytes following a standard IVF 
protocol (29). The incidence of poor ovarian response in IVF 
cycles ranges from 10 to 20% and the prevalence increases 
with advancing age.

The criteria used to identify poor ovarian responders are 
both anamnestic (age, shortening of the menstrual cycle, 
previous ovarian surgery) and clinical, based on the study 
of ovarian reserve. The problem of using ovarian reserve 
markers is in defining acceptable cut-off levels for predicted 
poor response. The literature reports several values for AMH 
and AFC in the prediction of the poor response. The variability 
could be explained by factors such as the small sample size of 
some studies and variability in the measurement of markers. 
According to published data, a cut-off value of AMH ranging 
between 0.7-1.3 ng/mL may be considered acceptable for 
the prediction of poor response in IVF, with sensitivity and 
specificity (20). AFC can be used to reliably predict ovarian 
response in IVF, but there is high variability in cut-off levels in 
the literature (10). Recent studies reported AFC cut-off values 
for the prediction of poor response ranging between <5 and 
<7 (30).

The assessment of ovarian reserve in these patients is useful 
during pre-treatment counseling in order to advise couples 
about the possibility of cycle cancellation and poor prognosis, 
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and reduces drop-out rates. Although poor ovarian reserve 
is associated with poor IVF outcomes, the diagnosis of poor 
ovarian reserve is not acceptable as the only factor leading to 
direct exclusion of couples from undergoing ART treatment 
programs. In fact, AFC and AMH, which are the best predictive 
markers, have a false positive rate of 10-20%. Moreover, the 
accuracy of these markers is not high in the prediction of 
pregnancy (31), and the possibility of achieving pregnancy, 
especially in young women, is quite acceptable (32).

Unfortunately, there is currently insufficient evidence to 
recommend a particular treatment for women defined as 
poor responders. Treatment with a GnRH antagonist protocol 
instead of a GnRH agonist protocol was initially proposed for 
such women because it avoids the profound suppression of 
endogenous FSH and luteinizing hormone (LH) concentrations 
in the early follicular phase at the stage of follicular recruitment, 
giving hope of a better egg retrieval. Several trials and meta-
analyses showed that the long GnRH agonist and GnRH 
antagonist regimens were comparable in their efficacy in terms 
of IVF outcomes for poor responders (33).

The few studies published on women with predicted poor 
response undergoing their first IVF cycle reported similar 
outcomes using both protocols. As shown by Nelson et al. 
(5), the GnRH antagonist protocol was associated with fewer 
days of gonadotrophin stimulation but the prognosis for 
these women remained poor, with clinical pregnancy rates 
ranging between 16% and 11% (5). We think that the choice 
of therapeutic protocol should aim to gain patient compliance 
and cost reduction in poor responder patients (17). A recent 
multicenter randomized trial demonstrated the non-inferiority 
of a mild ovarian stimulation strategy with a GnRH antagonist 
compared with a standard approach with a GnRH agonist. The 
ongoing pregnancy rate was 12.8% (25/195) for mild ovarian 
stimulation versus 13.6% (27/199) for conventional ovarian 
stimulation [95% confidence interval: (0.57-1.57)], and the 
duration of ovarian stimulation and amount of gonadotrophins 
used were significantly lower in the mild stimulation strategy 
(34).

Different studies performed on predicted poor responders 
showed that increasing FSH dose did not correlate with the 
number of retrieved oocytes (35). The maximum number of 
oocytes that could be retrieved in women was strongly limited 
by the number of recruitable antral follicles in the ovaries and 
a higher gonadotrophin dose was not able to compensate for 
the lack of substrate.

In conclusion, prediction of poor response can have positive 
results in terms of patient compliance and reduction of costs, 
but it does not seem to produce a significant improvement in 
IVF outcomes (36).

Predicted high response

The term ‘hyper response’ refers to the retrieval of >15 oocytes 
(37) following a standard COS protocol. The prevalence rate 
in IVF cycles is estimated to be around 7% and decreases with 
the woman’s age. Young age, long menstrual cycles, polycystic 
ovary syndrome (PCOS), and hyper response in a previous 
cycle (38) are suggestive of high ovarian reserve, but the 
stronger predictors of hyper response are AMH and AFC. AMH 
cut-off levels proposed in literature for the prediction of hyper 
response vary according to the assay used (DSL, IBC or AMH 
gen II), but AMH serum levels >3.5 ng/mL have good sensitivity 
and specificity (2). An AFC value of >16 has been shown to be 
the most appropriate cut-off for hyper response (8, 39). 

The measurement of ovarian reserve markers has a relevant 
value in patients with high ovarian reserve. First, it allows 
counselling couples about the potential risks associated with 
treatment, such as OHSS. Secondly, it permits choosing the 
treatment according to the predicted ovarian response. In 
patients with high ovarian reserve, COS individualization is 
crucial because it improves IVF outcomes and avoids the 
iatrogenic risk of OHSS. Recent studies demonstrated that the 
use of GnRH antagonists in predicted high responders was 
associated with a reduction in the incidence of OHSS. As a 
consequence, a reduction in cycle cancellation and patient 
hospitalization was achieved with a significant reduction 
in costs (17, 40). A large RCT including 1050 first IVF cycles 
recently demonstrated that the incidence of severe OHSS 
(5.1% vs. 8.9%; p=0.02) and moderate OHSS (10.2% vs. 15.6%; 
p=0.01) was significantly lower in the GnRH antagonist group 
compared with the agonist group, respectively, and pregnancy 
rates were similar in the two groups (40). 

In GnRH antagonist protocols, initial follicular recruitment and 
selection is undertaken using endogenous endocrine factors 
prior to starting exogenous gonadotrophin administration. This 
leads to a lower number of growing follicles when compared 
with the standard long GnRH agonist protocol, which is why 
GnRH antagonist protocols are the first-choice treatment in 
women with high ovarian reserves at risk of OHSS. Secondly, 
GnRH antagonist protocols allow the possibility of inducing 
final oocyte maturation with an GnRH analogue instead 
of human chorionic gonadotrophin (hCG). This seems to 
significantly reduce the risk of OHSS, but it is associated with 
lower pregnancy rates in fresh IVF cycles because of an adverse 
effect on endometrium receptivity due to the absence of hCG 
(41). Implantation rates, clinical pregnancy rates, ongoing 
pregnancy rates, and survival rates of frozen-thawed embryos 
are similar in hCG with GnRH agonist trigger protocols, which 
demonstrates that GnRH agonist protocols do not impact on 
oocyte quality (42).
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A strategy to improve outcomes in GnRH agonist-triggered 
cycles is the addition of a low dose (1500 IU) of hCG, 
administered 35 h or 5 days after the triggering bolus of GnRH 
agonist; however, this approach does not eliminate severe 
OHSS (23). Owing to the enhanced effectiveness of vitrification, 
segmentation in GnRH agonist-triggered cycles through the 
freezing of all embryos for transfer in subsequent cycles may 
be the optimal strategy to eliminate the risk of OHSS while 
maintaining elevated pregnancy rates (41, 43).

The FSH starting dose is another crucial determinant of ovarian 
response to stimulation. In women with high ovarian reserve, 
the choice of an unduly low gonadotrophin dose could lead to 
mono or pauci-follicular development. On the other hand, the 
choice of an excessive dose could lead to excessive ovarian 
response with subsequent OHSS risk. We believe that predictive 
algorithms based on reliable markers of ovarian reserve, such 
as those described above (25, 26), may guide physicians in this 
choice.

GnRH antagonists are better than GnRH-agonist in high 
responder patients at reducing the occurrence of OHSS, while 
maintaining comparable clinical pregnancy rates. Moreover, 
the FSH starting dose must be chosen on the basis of ovarian 
reserve markers.

Conclusions

Ovarian reserve establishes prognosis in terms of oocyte 
retrieval and chances of live birth in IVF at any age of the 
woman. Medical history and a good assessment of ovarian 
reserve markers guarantee optimal oocyte retrieval, thereby 
formulating the most appropriate COS protocol for individual 
patients. The literature indicates how to guide correct 
management of patients, from predicted poor- to hyper-
responders, but much remains to be done to reduce iatrogenic 
risks and improve IVF outcomes.

Ethics Committee Approval: Ethics committee approval was 
not needed for a review article.

Informed Consent: Not applicable.

Peer-review: Internally peer-reviewed.

Author Contributions: Concept – G.S., V.G., A.L.M.; Design – 
G.S., V.G., A.L.M.; Supervision – A.L.M.; Data Collection and/or 
Processing – G.S., V.G., A.L.M.; Literature Review – G.S., V.G., 
A.L.M.; Writer – G.S., V.G., A.L.M.; Critical Review – A.L.M.

Conflict of Interest: No conflict of interest is declared by the 
authors.

Financial Disclosure: The authors declared that this study 
received no financial support.

References

1.	 Verberg MF, Eijkemans MJ, Heijnen EM, Broekmans FJ, de Klerk C, 
Fauser BC, et al. Why do couples drop-out from IVF treatment? A 
prospective cohort study. Hum Reprod 2008; 23: 2050-5.

2.	 La Marca A, Sunkara SK. Individualization of controlled ovarian 
stimulation in IVF using ovarian reserve markers: from theory to 
practice. Hum Reprod Update 2014; 20: 124-40. 

3.	 Broekmans FJ, Kwee J, Hendriks DJ, Mol BW, Lambalk CB. A 
systematic review of tests predictingovarian reserve and IVF 
outcome. Hum Reprod Update 2006; 12: 685-718.

4.	 Devroey P, Polyzos NP, Blockeel C. An OHSS-Free Clinic by 
segmentation of IVF treatment. Hum Reprod 2011; 26: 2593-7.

5.	 Nelson SM, Yates RW, Lyall H, Jamieson M, Traynor I, Gaudoin M, et 
al. Anti-Müllerian hormone-based approach to controlled ovarian 
stimulation for assisted conception. Hum Reprod 2009; 24: 867-75.

6.	 Fleming R, Seifer DB, Frattarelli JL, Ruman J. Assessing ovarian 
response: antral follicle count versus anti-Müllerian hormone. 
Reprod Biomed Online 2015; 31: 486-96. 

7.	 Hazout A, Bouchard P, Seifer DB, Aussage P, Junca AM, Cohen-
Bacrie P. Serum anti müllerian hormone/müllerian-inhibiting 
substance appears to be a more discriminatory marker of assisted 
reproductive technology outcome than follicle-stimulating 
hormone, inhibin B, or estradiol. Fertil Steril 2004; 82: 1323-9.

8.	 Khader A, Lloyd SM, McConnachie A, Fleming R, Grisendi V, La 
Marca A, et al. External validation of anti-Müllerian hormone based 
prediction of live birth in assisted conception. J Ovarian Res 2013; 6: 3.

9.	 Elgindy EA, El-Haieg DO, El-Sebaey A. Anti-Müllerian hormone: 
correlation of early follicular, ovulatory and midluteal levels with 
ovarian response and cycle outcome in intracytoplasmic sperm 
injection patients. Fertil Steril 2008; 89: 1670-6.

10.	 Nelson SM. Biomarkers of ovarian response: current and future 
applications. Fertil Steril 2013; 99: 963-9.

11.	 Broekmans FJ, de Ziegler D, Howles CM, Gougeon A, Trew G, 
Olivennes F. The antral follicle count: practical recommendations 
for better standardization. Fertil Steril 2010; 94: 1044-51.

12.	 Iliodromiti S, Nelson SM. Ovarian response biomarkers: physiology 
and performance. Curr Opin Obstet Gynecol 2015; 27: 182-6. 

13.	 Deb S, Campbell BK, Clewes JS, Pincott-Allen C, Raine-Fenning 
NJ. Intracycle variation in number of antral follicles stratified by 
size and in endocrine markers of ovarian reserve in women with 
normal ovulatory menstrual cycles. Ultrasound Obstet Gynecol 
2013; 41: 216-22.

14.	 Jeppesen JV, Anderson RA, Kelsey TW, Christiansen SL, Kristensen 
SG, Jayaprakasan K, et al. Which follicles make the most anti-
Mullerian hormone in humans? Evidence for an abrupt decline in 
AMH production at the time of follicle selection. Mol Hum Reprod 
2013; 19: 519-27.

15.	 La Marca A, Spada E, Sighinolfi G, Argento C, Tirelli A, Giulini S, et 
al. Age-specific nomogram for the decline in antral follicle count 
throughout the reproductive period. Fertil Steril 2011; 95: 684-8.

16.	 van Tilborg TC, Eijkemans MJ, Laven JS, Koks CA, de Bruin JP, 
Scheffer GJ, et al. The OPTIMIST study: optimisation of cost 
effectiveness through individualised FSH stimulation dosages for 
IVF treatment. A randomised controlled trial. BMC Womens Health 
2012; 12: 29.

17.	 Yates AP, Rustamov O, Roberts SA, Lim HY, Pemberton PW, Smith 
A, et al. Anti-Mullerian hormone-tailored stimulation protocols 
improve outcomes whilst reducing adverse effects and costs of IVF. 
Hum Reprod 2011; 26: 2353-62.

18.	 Lan VT, Linh NK, Tuong HM, Wong PC, Howles CM. Anti-Müllerian 
hormone versus antral follicle count for defining the starting dose 
of FSH. Reprod Biomed Online 2013; 27: 390-9. 

J Turk Ger Gynecol Assoc 2017; 18: 148-53
Sighinolfi et al.
The personalization of therapy in IVF152



19.	 Popovic-Todorovic B, Loft A, Lindhard A, Bangsbøll S, Andersson 
AM, Andersen AN. A prospective study of predictive factors of 
ovarian response in ‘standard’ IVF/ICSI patients treated with 
recombinant FSH. A suggestion for a recombinant FSH dosage 
normogram. Hum Reprod 2003; 18: 781-7.

20.	 Al-Azemi M, Killick SR, Duffy S, Pye C, Refaat B, Hill N, et al. Multi-
marker assessment of ovarian reserve predicts oocyte yield after 
ovulation induction. Hum Reprod 2011; 26: 414-22.

21.	 Broer SL, van Disseldorp J, Broeze KA, Dolleman M, Opmeer BC, 
Bossuyt P, et al. Added value of ovarian reserve testing on patient 
characteristics in the prediction of ovarian response and ongoing 
pregnancy: an individual patient data approach. Hum Reprod 
Update 2013; 19: 26-36.

22.	 Howles CM, Saunders H, Alam V, Engrand P; FSH Treatment 
Guidelines Clinical Panel. Predictive factors and a corresponding 
treatment algorithm for controlled ovarian stimulation in patients 
treated with recombinant human follicle stimulating hormone 
(follitropin alfa) during assisted reproduction technology (ART) 
procedures. An analysis of 1378 patients. Curr Med Res Opin 2006; 
22: 907-18.

23.	 Olivennes F, Howles CM, Borini A, Germond M, Trew G, Wikland 
M, et al. Individualizing FSH dose for assisted reproduction using a 
novel algorithm: the CONSORT study. Reprod Biomed Online 2009; 
18: 195-204.

24.	 Pouly JL, Olivennes F, Massin N, Celle M, Caizergues N, Contard F, et 
al. Usability and utility of the CONSORT calculator for FSH starting 
doses: a prospective observational study. Reprod Biomed Online 
2015; 31: 347-55. 

25.	 La Marca A, Grisendi V, Giulini S, Argento C, Tirelli A, Dondi G, et al. 
Individualization of the FSH starting dose in IVF/ICSI cycles using 
the antral follicle count. J Ovarian Res 2013; 6: 11.

26.	 La Marca A, Papaleo E, Grisendi V, Argento C, Giulini S, Volpe A. 
Development of a nomogram based on markers of ovarian reserve 
for the individualisation of the follicle-stimulating hormone starting 
dose in in vitro fertilisation cycles. BJOG 2012; 119: 1171-9.

27.	 Papaleo E, Zaffagnini S, Munaretto M, Vanni VS, Rebonato G, 
Grisendi V, et al. Clinical application of a nomogram based on 
age, serum FSH and AMH to select the FSH starting dose in IVF/
ICSI cycles: a retrospective two-centres study. Eur J Obstet Gynecol 
Reprod Biol 2016; 207: 94-9.

28.	 Nyboe Andersen A, Nelson SM, Fauser BC, García-Velasco JA, 
Klein BM, Arce JC, et al. Individualized versus conventional ovarian 
stimulation forin vitro fertilization: a multicenter, randomized, 
controlled, assessor-blinded, phase 3 noninferiority trial. Fertil Steril 
2017; 107: 387-96. 

29.	 Ferraretti AP, La Marca A, Fauser BC, Tarlatzis B, Nargund G, 
Gianaroli L, et al. ESHRE consensus on the definition of 'poor 
response' to ovarian stimulation for in vitro fertilization: the Bologna 
criteria. Hum Reprod 2011; 26: 1616-24.

30.	 Frattarelli JL, Levi AJ, Miller BT, Segars JH. A prospective assessment 
of the predictive value of basal antral follicles in in vitro fertilization 
cycles. Fertil Steril 2003; 80: 350-5.

31.	 Kwee J, Elting ME, Schats R, McDonnell J, Lambalk CB. Ovarian 
volume and antral follicle count for the prediction of low and hyper 
responders with in vitro fertilization. Reprod Biol Endocrinol 2007; 
5: 9.

32.	 Oudendijk JF, Yarde F, Eijkemans MJ, Broekmans FJ, Broer SL. The 
poor responder in IVF: is the prognosis always poor?: a systematic 
review. Hum Reprod Update 2012; 18: 1-11. 

33.	 Sunkara SK, Coomarasamy A, Faris R, Braude P, Khalaf Y. Long 
gonadotropin-releasing hormone agonist versus short agonist 
versus antagonist regimens in poor responders undergoing in vitro 
fertilization: a randomized controlled trial. Fertil Steril 2014; 101: 
147-53.

34.	 Youssef MA, van Wely M, Al-Inany H, Madani T, Jahangiri N, 
Khodabakhshi S, et al. A mild ovarian stimulation strategy in 
women with poor ovarian reserve undergoing IVF: a multicenter 
randomized non-inferiority trial. Hum Reprod 2017; 32: 112-8.

35.	 Berkkanoglu M, Ozgur K. What is the optimum maximal 
gonadotropin dosage used in microdose flare-up cycles in poor 
responders? Fertil Steril 2010; 94: 662-5.

36.	 Pandian Z, McTavish AR, Aucott L, Hamilton MP, Bhattacharya S. 
Interventions for 'poor responders' to controlled ovarian hyper 
stimulation (COH) in in-vitro fertilisation (IVF). Cochrane Database 
Syst Rev 2010: CD004379.

37.	 La Marca A, Sighinolfi G, Radi D, Argento C, Baraldi E, Artenisio 
AC, et al. Anti-Mullerian hormone (AMH) as a predictive marker in 
assisted reproductive technology (ART). Hum Reprod Update 2010; 
16: 113-30.

38.	 Papanikolaou EG, Humaidan P, Polyzos N, Kalantaridou S, Kol S, 
Benadiva C, et al. New algorithm for OHSS prevention. Reprod Biol 
Endocrinol 2011; 9: 147.

39.	 Aflatoonian A, Oskouian H, Ahmadi S, Oskouian L. Prediction of 
high ovarian response to controlled ovarian hyperstimulation: anti-
Müllerian hormone versus small antral follicle count (2-6 mm). J 
Assist Reprod Genet 2009; 26: 319-25.

40.	 Toftager M, Bogstad J, Bryndorf T, Løssl K, Roskær J, Holland T, 
et al. Risk of severe ovarian hyperstimulation syndrome in GnRH 
antagonist versus GnRH agonist protocol: RCT including 1050 first 
IVF/ICSI cycles. Hum Reprod 2016; 31: 1253-64. 

41.	 Griesinger G, Schultz L, Bauer T, Broessner A, Frambach T, Kissler 
S. Ovarian hyperstimulation syndrome prevention by gonadotropin-
releasing hormone agonist triggering of final oocyte maturation 
in a gonadotropin-releasing hormone antagonist protocol in 
combination with a "freeze-all" strategy: a prospective multicentric 
study. Fertil Steril 2011; 95: 2029-33. 

42.	 Eldar-Geva T, Zylber-Haran E, Babayof R, Halevy-Shalem T, Ben-
Chetrit A, Tsafrir A, et al. Similar outcome for cryopreserved 
embryo transfer following GnRH-antagonist/GnRH-agonist, GnRH-
antagonist/HCG or long protocol ovarian stimulation. Reprod 
Biomed Online 2007; 14: 148-54.

43.	 Casper RF. Introduction: Gonadotropin-releasing hormone agonist 
triggering of final follicular maturation for in vitro fertilization. Fertil 
Steril 2015; 103: 865-6. 

J Turk Ger Gynecol Assoc 2017; 18: 148-53
Sighinolfi et al.

The personalization of therapy in IVF 153


