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Abstract: Background and Objectives: Polycystic ovary syndrome (PCOS) is a major cause of anovula-
tory infertility, and ovulation induction is the first-line treatment. If this fails, laparoscopic ovarian
drilling (LOD) is used to induce mono-ovulations. There have been implications, that LOD can cause
destruction of ovarian tissue and therefore premature ovarian failure. Furthermore, unexpected
poor ovarian response (POR) to gonadotrophins can occur in PCOS women after LOD. There have
been reports about FSH receptor polymorphisms found in women with PCOS that are related to
higher serum FSH levels and POR to gonadotrophins. Materials and Methods: In the present study,
we retrospectively analyzed data of 144 infertile PCOS women that had LOD performed before
IVF. Results: Thirty of included patients (20.8%) had POR (≤3 oocytes) to ovarian stimulation with
gonadotrophins. Women with POR had significantly higher median levels of basal serum FSH
(7.2 (interquartile range (IQR), 6.0–9.2) compared to women with normal ovarian response (6.0 (IQR,
5.0–7.4); p = 0.006). Furthermore, women with POR used a significantly higher median cumulative
dose of gonadotrophins (1875 IU (IQR, 1312.5–2400) for ovarian stimulation compared to women with
normal ovarian response (1600 IU (IQR, 1200–1800); p = 0.018). Conclusion: Infertile PCOS women
who experience POR after LOD have significantly higher serum FSH levels compared to women with
normal ovarian response after LOD. As these levels are still within the normal range, we speculate
that LOD is not the cause of POR. We presume that women with PCOS and POR after LOD could
have FSH-R genotypes associated with POR and higher serum FSH levels.

Keywords: PCOS; laparoscopic ovarian drilling; poor response; FSH level

1. Introduction

Polycystic ovary syndrome (PCOS) is a frequent endocrinologic disorder that affects
between 6–20% women of reproductive age [1]. Furthermore, around 80% of women with
anovulatory infertility have PCOS [2]. In 2004, Rotterdam criteria for the establishment of
the diagnosis of PCOS were determined [3]. According to these criteria, diagnosis of PCOS
is confirmed when two out of three criteria are fulfilled: (1) oligo- and/or anovulation,
(2) clinical and/or biochemical signs of hyperandrogenism, and (3) polycystic ovaries seen
on ultrasound.

Ovulation induction is the first line of treatment for anovulatory infertility in women
with PCOS. For this purpose, aromatase inhibitors—such as letrozole—or clomiphene
citrate (CC) are used [4]. Clomiphene citrate is given for five consecutive days beginning
on the third day of the menstrual cycle. If the ovulation fails after receiving a dosage of
150 mg per day for at least six consecutive cycles, the patient is defined as CC-resistant [5].
Laparoscopic ovarian drilling (LOD) or low-dose gonadotrophins for ovulation induction
are considered as second-line treatments for CC-resistant patients [6]. LOD is a minimally
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invasive surgical procedure in which small perforations are made into the ovarian cortex
by using monopolar/bipolar electrical current or laser [7]. In addition to LOD, transvaginal
hydro laparoscopy (THL) has been developed as a less invasive alternative to conventional
laparoscopy in infertile PCOS patients [8]. Sixty to 80% ovulation rates have been reported
after LOD [9,10] and 64.1–82.9% after THL ovarian drilling [11].

In addition to being as effective as gonadotrophins for ovarian stimulation, LOD
and THL offer an advantage over gonadotrophins, as they induce spontaneous mono-
ovulations and therefore eliminate the risk of ovarian hyperstimulation syndrome and
multiple pregnancies [5,12]. The mechanism by which mono-ovulations are induced is yet
to be elucidated. LOD also improves the sensitivity of the ovaries towards subsequent
FSH stimulation [13]. Despite its proven efficacy, LOD carries a hypothetical risk of pre-
mature ovarian failure [14], and patients suitable for LOD need to be carefully selected.
A meta-analysis of Amer et al. [15] showed that AMH levels decline by 43% after LOD,
whereas serum levels of FSH remain the same. Furthermore, Giampaolino et al. [16] re-
ported a decline in serum AMH levels after THL ovarian drilling. For this reason, it has
been suggested that this decline in AMH levels does not reflect a real decline in ovarian
reserve but rather a normalization of pre-operative high levels. On the other hand, at our
department, we have noticed poor ovarian response (POR) to gonadotrophin stimulation
(≤3 oocytes) [17] during IVF procedures in some PCOS women after LOD. However, we
do not know whether POR is truly a consequence of ovarian tissue destruction after LOD.

The aim of the present study was to compare PCOS women with normal ovarian
response (NOR) and POR to gonadotrophin stimulation after LOD. Furthermore, we
wanted to determine whether there are factors that could predict POR to ovarian stimulation
(OS) in PCOS women who have previously had LOD. Uncovering such factors would
enable us to decide which PCOS patients should undergo LOD and which should not.
For this purpose, we retrospectively analyzed data of CC-resistant PCOS patients who
underwent LOD and then OS during in-vitro fertilization (IVF) procedures.

2. Materials and Methods

We retrospectively analyzed data of 144 infertile PCOS women who had IVF proce-
dures at our department between January 2011 and December 2016. All patients met the
Rotterdam consensus criteria for the diagnosis of PCOS [3], and related disorders were
excluded. Inclusion criteria were primary or secondary infertility; patent Fallopian tubes,
confirmed by hysterosalpingography; normal semen analysis parameters of the patients’
partners according to the World Health Organization criteria; and age <35 years. All women
had CC-resistant PCOS and underwent LOD before including them in IVF procedures.

Patients were divided into the following 2 groups: patients with NOR (4 to 15 retrieved
oocytes) (n = 114) and patients with POR (3 or less oocytes retrieved) (n = 30) to OS.

We compared both groups of patients according to age, body mass index (BMI), serum
FSH and LH level, type of gonadotrophin used for OS (urinary, recombinant), and daily and
cumulative gonadotrophin dose used for OS by using the Mann–Whitney U test (Shapiro–
Wilk test showed that data are not normally distributed). Because data are not normally
distributed, they are presented as median with lower-quartile (Q1) and upper-quartile
(Q3) values. Only data from the first IVF cycle were considered for analyses. We then
tested for correlations between different variables by using Spearman’s correlation test.
p-Values < 0.05 were considered statistically significant. Analyses were performed using
the SPSS program.

3. Results

Of 144 women who had LOD performed in the past, 20.8% (n = 30) experienced POR
to OS.

Table 1 shows the demographic, endocrine, and clinical characteristics of all women
included in the study divided according to ovarian response to OS. There is a significant
difference in serum FSH level, cumulative dose of gonadotrophins used for OS, num-
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ber of retrieved oocytes, immature oocytes, and number of embryos between POR and
NOR patients.

Table 1. Demographic, endocrine, and clinical characteristics of women with NOR and POR. Statisti-
cally significant differences are marked with an asterisk (p-value < 0.05).

NOR (n = 114) POR (n = 30) p-Value

Age (years) 30 (27.75–33) 32 (29–34) 0.102

BMI (kg/m2) 25.3 (20.9–31.2) 23.5 (20.6–30.5) 0.798

FSH (IU/L) 6.0 (5.0–7.4) 7.2 (6.0–9.2) 0.006 *

LH (IU/L) 5.4 (3.4–8.2) 5.5 (2.9–9.9) 0.956

LH/FSH ratio 0.9 (0.6–1.3) 0.8 (0.5–1.2) 0.331

Daily gonadotrophin
dose (all cycles) 150 (150–200) 175 (150–225) 0.109

Cumulative
gonadotrophin dose

(all cycles)
1600 (1200–1800) 1875 (1312.5–2400) 0.018 *

Daily gonadotrophin
dose (only for cases

with uFSH used)
225 (150–225) 225 (225–225) 0.442

Cumulative
gonadotrophin dose
(only for cases with

uFSH used)

1875
(1631.25–2643.75) 2175 (1800–2868.75) 0.442

Daily gonadotrophin
dose (only for cases

with rFSH used)
150 (150–200) 150 (150–200) 0.810

Cumulative
gonadotrophin dose
(only for cases with

rFSH used)

1175 (1200–1800) 1800 (1162.5–2250) 0.239

Nr of oocytes 8 (5–12) 1 (1–2) <0.001 *

Nr of immature
oocytes 1 (0–2) 0 (0–0) <0.001 *

Nr of embryos 4 (2–6) 1 (0–1) <0.001 *
NOR, normal ovarian response; POR, poor ovarian response; values reported as median with interquartile range
(Q1–Q3).

3.1. Statistical Analysis for All Patients Regardless of Ovarian Response

We compared clinical parameters and IVF outcomes between women where human
menopausal gonadotrophin (hMG) or recombinant FSH (rFSH) was used for OS. A sig-
nificantly lower daily and cumulative dose of FSH was used for OS in the rFSH group,
whereas the number of oocytes retrieved was significantly higher in this group (Table 2).

Spearman’s correlation coefficient was calculated and there was a statistically signifi-
cant positive correlation between BMI and cumulative gonadotrophin dose used for OS.
A significantly negative correlation was found between BMI and FSH. Furthermore, there
was a strong trend for a positive correlation between FSH and cumulative gonadotrophins
dose and a significant positive correlation between the number of oocytes retrieved and the
number of immature oocytes and embryos (Table 3).
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Table 2. Comparison of hMG versus rFSH used for OS. Statistically significant differences are marked
with an asterisk (p-value < 0.05).

Urinary FSH (n = 16) Recombinant FSH
(n = 128) p-Value

Age 33 (28.75–34.75) 30 (28–33) 0.076

BMI (kg/m2) 22.5 (20.8–29.9) 25.3 (20.8–31.2) 0.446

FSH (IU/L) 6.7 (5.2–10.2) 6.2 (5.2–7.8) 0.445

LH (IU/L) 3.0 (1.6–9.2) 5.5 (3.6–8.4) 0.050

LH/FSH ratio 0.5 (0.2–1.1) 0.9 (0.6–1.3) 0.008 *

Daily FSH dose (IU) 225 (168.75–225) 150 (150–200) <0.001 *

Cumulative FSH dose (IU) 1987.5 (1800–2700) 1600 (1200–1950) <0.001 *

Oocytes (n) 4 (1.25–9.25) 7 (4–11.75) 0.041 *

Immature oocytes (n) 0 (0–1) 0 (0–2) 0.673

Embryos (n) 2 (1–4.75) 4 (2–6) 0.073
Values reported as median with interquartile range (Q1–Q3).

Table 3. Spearman’s correlation for all patients. Statistically significant differences are marked with
an asterisk (p-value < 0.05).

BMI FSH Nr Oocytes Nr Immature
Oocytes Nr Embryos

Cumulative
Gonadotrophin

Dose

BMI
Correlation
coefficient 1 −0.32 −0.01 0.08 −0.09 0.18

p-value <0.001 * 0.853 0.413 0.278 0.029 *

FSH
Correlation
coefficient −0.32 1 −0.17 −0.12 −0.10 0.16

p-value <0.001 * 0.039 * 0.159 0.245 0.059

Nr oocytes
Correlation
coefficient −0.01 −0.17 1 0.48 0.74 −0.10

p-value 0.853 0.039 * <0.001 * <0.001 * 0.163

Nr immature
oocytes

Correlation
coefficient 0.08 −0.12 0.48 1 0.15 −0.11

p-value 0.413 0.159 <0.001 * 0.085 0.134

Nr embryos
Correlation
coefficient −0.09 −0.10 0.74 0.15 1 −0.14

p-value 0.278 0.245 <0.001 * 0.085 0.075

Cumulative
gonadotrophin

dose
Correlation
coefficient 0.18 0.16 −0.10 −0.11 −0.14 1

p-value 0.029 * 0.059 0.163 0.134 0.075

3.2. Statistical Analysis—NOR Patients Only

There was a significantly positive correlation between the number of retrieved oocytes
and the number of immature oocytes and embryos. Again, a significant negative correla-
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tion between BMI and FSH was seen as well as a positive correlation between FSH and
cumulative gonadotrophin dose (Table 4).

Table 4. Spearman’s correlation NOR patients. Statistically significant differences are marked with
an asterisk (p-value < 0.05).

BMI FSH Nr Oocytes Nr Immature
Oocytes Nr Embryos

Cumulative
Gonadotrophin

Dose

BMI
Correlation
coefficient 1 −0.34 −0.03 0.11 −0.10 0.17

p-value <0.001 0.760 0.238 0.276 0.076

FSH
Correlation
coefficient −0.34 1 −0.03 −0.08 −0.05 0.19

p-value <0.001 * 0.795 0.379 0.612 0.049 *

Nr oocytes
Correlation
coefficient −0.03 −0.03 1 0.36 0.60 0.06

p-value 0.760 0.795 <0.001 * <0.001 * 0.500

Nr immature
oocytes

Correlation
coefficient 0.11 −0.08 0.36 1 −0.07 −0.02

p-value 0.238 0.379 <0.001 * 0.472 0.844

Nr embryos
Correlation
coefficient −0.10 0.05 0.60 −0.07 1 −0.02

p-value 0.276 0.612 <0.001 * 0.472 0.838

Cumulative
gonadotrophin

dose
Correlation
coefficient 0.17 0.19 0.06 −0.02 −0.02 1

p-value 0.076 0.049 * 0.500 0.844 0.838

3.3. Statistical Analysis—POR Patients Only

A significantly negative correlation between BMI and the number of embryos was
seen. There was also a significantly positive correlation between the number of oocytes
and the number of immature oocytes and embryos obtained (Table 5).

Table 5. Spearman’s correlation POR patients. Statistically significant differences are marked with an
asterisk (p-value < 0.05).

BMI FSH Nr Oocytes Nr Immature
Oocytes Nr Embryos

Cumulative
Gonadotrophin

Dose

BMI
Correlation
coefficient 1 −0.22 −0.27 −0.33 −0.39 0.30

p-value 0.244 0.156 0.071 0.034 * 0.111
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Table 5. Cont.

BMI FSH Nr Oocytes Nr Immature
Oocytes Nr Embryos

Cumulative
Gonadotrophin

Dose

FSH
Correlation
coefficient −0.22 1 0.18 0.20 0.06 −0.13

p-value 0.244 0.335 0.292 0.766 0.493

Nr oocytes
Correlation
coefficient −0.27 0.18 1 0.43 0.72 −0.09

p-value 0.156 0.335 0.018 * <0.001 * 0.631

Nr immature
oocytes

Correlation
coefficient −0.33 0.20 0.43 1 0.20 −0.15

p-value 0.071 0.292 0.018 * 0.294 0.435

Nr embryos
Correlation
coefficient −0.39 0.06 0.72 0.20 1 −0.06

p-value 0.034 * 0.766 <0.001 * 0.294 0.757

Cumulative
gonadotrophin

dose
Correlation
coefficient 0.30 −0.13 −0.09 −0.15 −0.06 1

p-value 0.111 0.493 0.631 0.435 0.757

4. Discussion

In this retrospective study, a comparison of women with POR and NOR after OS, who
had LOD performed in the past has, shown that POR women have significantly higher FSH
levels. These levels, however, are still within the normal range for women of reproductive age.

Before the introduction of AMH and antral follicle count as markers of ovarian reserve,
a widely used technique in reproductive medicine, as an indirect marker of ovarian re-
serve [5], were serum FSH levels measured between the third and fifth day of the menstrual
cycle (early follicular phase).

It is known, however, that FSH only has a moderate sensitivity and specificity in
predicting ovarian response to gonadotrophins, as its serum levels rise only when the
ovarian reserve is severely compromised [18]. In the past, various cut-off values of serum
FSH ranging from 10 to 15 IU/L have been recommended for predicting POR in IVF [19,20],
but a generally accepted cut-off value above which one would expect POR has not yet been
determined. As ovarian aging begins several years before FSH’s rise, normal FSH values
do not exclude POR to OS [21]. Therefore, we can only predict POR to OS in women with
extremely high levels of FSH.

The study of Su et al. [22] showed that the baseline LH/FSH ratio negatively correlates
with live birth ratio in IVF procedures. They showed that LBR after fresh embryo transfer
declines when baseline LH/FSH ratio is above 1. In our study, baseline LH/FSH ratio
did not differ between POR and NOR group of patients; therefore, we could not use it for
prediction of poor ovarian response to stimulation.

Serum levels of FSH were determined after LOD and prior to inclusion to IVF in the
present study. Because LOD was performed in one institution and always according to
the same surgical protocol, and all women had PCO morphology seen on transvaginal
ultrasound, we may speculate that LOD is not directly responsible for POR to OS. We
have shown, however, that serum FSH levels are not a reliable marker of ovarian reserve,



Medicina 2022, 58, 147 7 of 10

as levels were within what is considered to be normal in our POR patients, but they still
experienced POR to OS. In line with our findings are the results of the meta-analysis
performed by Hendriks and co-workers [23], where they compared antral follicle count
(AFC) and serum FSH levels for the prediction of ovarian response to OS in IVF procedures.
They showed that FSH levels show intra- and inter-cycle variability and are influenced
by several factors which limit its reliability. On the other hand, AFC is stable and directly
shows ovarian reserve. They have concluded that AFC is a better predictor of ovarian
response to OS than FSH.

One possible explanation for POR, in the present study, could be the presence of
polymorphisms in the FSH-R gene. It has been shown that ovarian response to OS depends
on the FSH-R genotype [24]. A study by Yan et al. [25] showed that certain FSH-R genotypes
are related to an increased risk for POR. Furthermore, three different studies showed that
women with and without PCOS having FSH-R Ser680 allele variant had higher basal FSH
levels [26–28]. In women undergoing OS, this receptor variant is associated with lower E2
levels following OS, suggesting lower FSH-R sensitivity [29].

There were no significant differences in age and BMI between POR and NOR; therefore,
these factors are not the reason for POR in the present study.

One of our presumptions in the present study was that POR patients received lower
doses of gonadotrophins, and this was the reason for POR. However, this is not the case,
as analyses have shown that the cumulative dose of gonadotrophins used for OS was
significantly higher in POR patients. The daily dose of gonadotrophins was also higher in
the POR group; however, it did not reach the threshold of statistical significance (p = 0.06).
Our results are in line with the results of Tarlatzis et al. [30], who showed that the use of
higher doses of gonadotrophins does not improve ovarian response.

Comparison of clinical parameters and IVF outcomes between rFSH and hMG has
shown that daily and cumulative dose of rFSH used for OS is significantly higher if hMG
is being used. Despite higher doses needed for OS, the number of retrieved oocytes was
significantly lower in the hMG group. Our results are in line with previously published
studies where the use of rFSH and hMG for OS was compared in women with PCOS [31],
and there were no differences in the cumulative dose of gonadotrophins used, but a
significantly higher number of oocytes were retrieved in the rFSH group.

We found a significant positive correlation between BMI and cumulative dose of
gonadotrophins used for OS. Several previously published studies have shown a negative
effect of increased body weight on ovarian response to OS [32–36]. In one of our previous
studies, obese women required a 110% higher dose of rFSH for OS as compared to normal-
weighing women [32]. A study by McCormick et al. [35] showed that women with PCOS
and normal BMI required 30% less gonadotrophins for OS as compared to obese PCOS
women. Besides that, 40% more oocytes were retrieved in women with normal BMI. In a
study by Balen et al. [36], the amount of rFSH used in obese women was approximately 60%
higher than in normal-weighing women. The reason for increased usage of gonadotrophins
in women with increased body weight, however, has not yet been determined. It is pos-
sible that obesity affects the pharmacokinetics of gonadotrophins. Decreased sensitivity
of women with increased body weight on exogenous gonadotrophins could be due to
changes in their absorption, distribution, and metabolism because of increased body fat
and surface [37–39].

A significantly negative correlation between BMI and FSH was found in the present
study when data of all patients as well as only the NOR group were considered. The
correlation was also negative for POR patients, but it did not reach statistical significance.
A negative correlation between BMI and FSH has already been shown in normally cycling
PCOS patients [40]. In this study, researchers hypothesized that body mass itself inhibits
gonadotrophin secretion, and this could be true, as it is known that obese patients exhibit
altered pulsatile gonadotropin secretion [41].
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5. Conclusions

The present study shows that POR patients have significantly higher serum FSH levels
compared to NOR patients; however, these values are within the normal range for women of
reproductive age. Thus, we have again shown that FSH does not correctly predict response
to OS when its levels are within the normal range. We have also shown that high BMI
negatively impacts OS, as more gonadotrophins are needed for an ovarian response, which
makes it more expensive. Furthermore, we have shown a negative correlation between
BMI and serum levels of FSH. This could have an impact on ovarian response as well as
the oocyte-maturation process. It would be therefore reasonable to advise overweight and
obese PCOS women to reduce their body weight before inclusion in IVF procedures.

At this moment, we cannot tell what is the reason for POR in PCOS patients after LOD.
As LOD was performed in only one institute and according to the same surgical technique,
we cannot say that LOD itself is the reason for POR.

A personalized approach in PCOS treatment tailored according to the patient’s symp-
toms related to PCOS and her desire for pregnancy was already discussed in a review by
Della Corte et al. [42]. Because the FSH-R genotype determines ovarian response to OS,
and POR occurred in 20.8% of women undergoing OS in the present study, it would be
reasonable to evaluate the FSH-R genotype in PCOS women before LOD. If we discovered
genotypes related to POR, we would not perform LOD. Besides that, we would tailor OS
according to the patient’s genetic background by adjusting gonadotrophin doses. Individu-
alized OS could lead to a shorter duration of OS as well as lowering of the total amount of
gonadotrophins used. Treatment would therefore be cheaper and more patient friendly.

Author Contributions: Designed the study, M.S., T.B.P. and E.V.B.; collected the data, B.K. and T.B.P.;
performed statistical analyses, M.S.; interpreted the data, T.B.P., B.K. and M.S.; drafted and revised
the manuscript, T.B.P., M.S. and E.V.B. All authors have read and agreed to the published version of
the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The data for the present study were obtained from our own
institutional database of assisted reproductive technology (ART) procedures. Collection and analysis
of these data in an anonymized form is allowed by the Personal Data Protection Act (Article 17,
Official Gazette of the Republic of Slovenia No 94/07, 2004) and by the Healthcare Databases Act
(Official Gazette of the Republic of Slovenia No 65/00, 2000; No 47/15, 2015; 31/18, 2018). The
collection of anonymized data for observational studies in standardized treatments and the usual
management of patients is allowed by the National Medical Ethics Committee of Slovenia (0120-
174/2018/6). Before inclusion to IVF procedures, each patient signs an informed consent for the
procedure and anonymized data collection and analysis for research purposes. The present research
was performed in accordance with relevant guidelines and regulations.

Informed Consent Statement: Before inclusion to IVF procedures, each patient signs an informed
consent for the procedure and anonymized data collection and analysis for research purposes. The
present research was performed in accordance with relevant guidelines and regulations.

Conflicts of Interest: Authors have no conflict of interest to declare.

References
1. Yildiz, B.O.; Bozdag, G.; Yapici, Z.; Esinler, I.; Yarali, H. Prevalence, phenotype and cardiometabolic risk of polycystic ovary

syndrome under different diagnostic criteria. Hum. Reprod. 2012, 27, 3067–3073. [CrossRef] [PubMed]
2. ESHRE/ASRM-Sponsored PCOS Consensus Workshop Group. Consensus on infertility treatment related to polycystic ovary

syndrome. Fertil. Steril. 2008, 89, 505. [CrossRef] [PubMed]
3. Rotterdam ESHRE/ASRM-Sponsored PCOS consensus workshop group. Revised 2003 consensus on diagnostic criteria and

long-term health risks related to polycystic ovary syndrome (PCOS). Hum. Reprod. 2004, 19, 41–47. [CrossRef]
4. Wang, R.; Li, W.; Bordewijk, E.M.; Legro, R.S.; Zhang, H.; Wu, X.; Gao, J.; Morin-Papunen, L.; Homburg, R.; E König, T.; et al.

First-line ovulation induction for polycystic ovary syndrome: An individual participant data meta-analysis. Hum. Reprod. Updat.
2019, 25, 717–732. [CrossRef] [PubMed]

http://doi.org/10.1093/humrep/des232
http://www.ncbi.nlm.nih.gov/pubmed/22777527
http://doi.org/10.1016/j.fertnstert.2007.09.041
http://www.ncbi.nlm.nih.gov/pubmed/18243179
http://doi.org/10.1093/humrep/deh098
http://doi.org/10.1093/humupd/dmz029
http://www.ncbi.nlm.nih.gov/pubmed/31647106


Medicina 2022, 58, 147 9 of 10

5. Abu Hashim, H.; Al-Inany, H.; De Vos, M.; Tournaye, H. Three decades after Gjönnaess’s laparoscopic ovarian drilling for
treatment of PCOS; what do we know? An evidence-based approach. Arch. Gynecol. Obstet. 2013, 288, 409–422. [CrossRef]

6. Melo, A.; Ferriani, R.A.; Navarro, P.A. Treatment of infertility in women with polycystic ovary syndrome: Approach to clinical
practice. Clinics 2015, 70, 765–769. [CrossRef]

7. Nayak, P.; Agrawal, S.; Mitra, S. Laparoscopic ovarian drilling: An alternative but not the ultimate in the management of
polycystic ovary syndrome. J. Nat. Sci. Biol. Med. 2015, 6, 40–48. [CrossRef]

8. Shibahara, H.; Shimada, K.; Kikuchi, K.; Hirano, Y.; Suzuki, T.; Takamizawa, S.; Fujiwara, H.; Suzuki, M. Major complications and
outcome of diagnostic and operative transvaginal hydrolaparoscopy. J. Obstet. Gynaecol. Res. 2007, 33, 705–709. [CrossRef]

9. Sunj, M.; Canic, T.; Baldani, D.P.; Tandara, M.; Jeroncic, A.; Palada, I. Does unilateral laparoscopic diathermy adjusted to ovarian
volume increase the chances of ovulation in women with polycystic ovary syndrome? Hum. Reprod. 2013, 28, 2417–2424.
[CrossRef]

10. Amer, S.A.; Li, T.C.; Ledger, W.L. Ovulation induction using laparoscopic ovarian drilling in women with polycystic ovarian
syndrome: Predictors of success. Hum. Reprod. 2004, 19, 1719–1724. [CrossRef]

11. Giampaolino, P.; De Rosa, N.; Della Corte, L.; Morra, I.; Mercorio, A.; Nappi, C.; Bifulco, G. Operative transvaginal hydrola-
paroscopy improve ovulation rate after clomiphene failure in polycystic ovary syndrome. Gynecol. Endocrinol. 2018, 34, 32–35.
[CrossRef]

12. Farquhar, C.; Brown, J.; Marjoribanks, J. Laparoscopic drilling by diathermy or laser for ovulation induction in anovulatory
polycystic ovary syndrome. Cochrane Libr. 2012, 13, CD001122. [CrossRef]

13. Soliman, E.M.; Attia, A.M.; EElebrashi, A.N.; Younis, A.S.; Salit, M.E. Laparosocpic ovarian electrocautery improves ovarian
response to gonadotropins in clomiphene citrate resistant patients with polycystic ovary syndrome. Middle East Fertil. Soc. J. 2000,
5, 120–125.

14. Al-Hussaini, T.K.; Zakhera, M.S.; Abdel-Aleem, M.; Abbas, A.M. Premature ovarian failure/dysfunction following surgical
treatment of polycystic ovarian syndrome: A case series. Middle East Fertil. Soc. J. 2017, 22, 233–235. [CrossRef]

15. Amer, S.A.; El Shamy, T.T.; James, C.; Yosef, A.H.; Mohamed, A.A. The impact of laparoscopic ovarian drilling on AMH and
ovarian reserve: A meta-analysis. Reproduction 2017, 154, R13–R21. [CrossRef] [PubMed]

16. Giampaolino, P.; Morra, I.; Della Corte, L.; Sparice, S.; Di Carlo, C.; Nappi, C.; Bifulco, G. Serum anti-Mullerian hormone
levels after ovarian drilling for the second-line treatment of polycystic ovary syndrome: A pilot-randomized study comparing
laparoscopy and transvaginal hydrolaparoscopy. Gynecol. Endocrinol. 2017, 33, 26–29. [CrossRef] [PubMed]

17. Ferraretti, A.P.; La Marca, A.; Fauser, B.C.J.M.; Tarlatzis, B.; Nargund, G.; Gianaroli, L.; on behalf of the ESHRE working group
on Poor Ovarian Response Definition. ESHRE consensus on the definition of ‘poor response’ to ovarian stimulation for in vitro
fertilization: The Bologna criteria. Hum. Reprod. 2011, 26, 1616–1624. [CrossRef]

18. La Marca, A.; Argento, C.; Sighinolfi, G.; Grisendi, V.; Carbone, M.; D’Ippolito, G.; Artenisio, A.C.; Stabile, G.; Volpe, A.
Possibilities and limits of ovarian reserve testing in ART. Curr. Pharm. Biotechnol. 2012, 13, 398–408. [CrossRef]

19. Chuang, C.C.; Chen, C.D.; Chao, K.H.; Chen, S.U.; Ho, H.N.; Yang, Y.S. Age is a better predictor of pregnancy potential than basal
follicle-stimulating hormone levels in women undergoing in vitro fertilization. Fertil. Steril. 2003, 79, 63–68. [CrossRef]

20. Kwee, J.; Elting, M.W.; Schats, R.; Bezemer, P.D.; Lambalk, C.B.; Schoemaker, J. Comparison of endocrine tests with respect to
their predictive value on the outcome of ovarian hyperstimulation in IVF treatment: Results of a prospective randomized study.
Hum. Reprod. 2003, 18, 1422–1427. [CrossRef]

21. Jirge, P.R. Ovarian reserve tests. J. Hum. Reprod. Sci. 2011, 4, 108–113. [CrossRef] [PubMed]
22. Su, N.-J.; Huang, C.-Y.; Liu, J.; Kang, D.-Y.; Wang, S.-L.; Liao, L.-J.; Yang, J.-D.; Zhang, X.-Q.; Liu, F.-H. Association between

baseline LH/FSH and live-birth rate after fresh-embryo transfer in polycystic ovary syndrome women. Sci. Rep. 2021, 11, 1–9.
[CrossRef] [PubMed]

23. Hendriks, D.J.; Mol, B.J.; Bancsi, L.F.; teVelde, E.R.; Broekmans, F. Antral follicle count in the prediction of poor ovarian response
and pregnancy after in vitro fertilisation: A meta-analysis and comparison with basal follicle stimulating hormone level. Fertil.
Steril. 2005, 83, 291–301. [CrossRef] [PubMed]

24. Perez Mayorga, M.; Gromoll, J.; Behre, H.M.; Gassner, C.; Nieschlag, E.; Simoni, M. Ovarian response to follicle-stimulating
hormone (FSH) stimulation depends on the FSH receptor genotype. J. Clin. Endocrinol. Metab. 2000, 85, 3365–3369. [PubMed]

25. Yan, Y.; Gong, Z.; Zhang, L.; Li, Y.; Li, X.; Zhu, L.; Sun, L. Association of follicle-stimulating hormone receptor polymorphisms
with ovarian response in Chinese women: A prospective clinical study. PLoS ONE. 2013, 8, e78138. [CrossRef]

26. Valkenburg, O.; Uitterlinden, A.G.; Piersma, D.; Hofman, A.; Themmen, A.P.; de Jong, F.H.; Fauser, B.C.; Laven, J.S. Genetic
polymorphisms of GnRH and gonadotrophic hormone receptors affect the phenotype of polycystic ovary syndrome. Hum. Reprod.
2009, 24, 2014–2022. [CrossRef]

27. Simoni, M.; Nieschlag, E.; Gromoll, J. Isoforms and single nucleotide polymorphisms of the FSH receptor gene: Implications for
human reproduction. Hum. Reprod. Update 2002, 8, 413–421. [CrossRef]

28. Laven, J.S.; Mulders, A.G.; Suryandari, D.A.; Gromoll, J.; Nieschlag, E.; Fauser, B.C.; Simoni, M. Follicle-stimulating hormone
receptor polymorphisms in women with normogonadotropic anovulatory infertility. Fertil. Steril. 2003, 80, 986–992. [CrossRef]

29. Behre, H.M.; Greb, R.R.; Mempel, A.; Sonntag, B.; Kiesel, L.; Kaltwasser, P.; Seliger, E.; Ropke, F.; Gromoll, J.; Nieschlag, E.; et al.
Significance of a common single nucleotide polymorphism in exon 10 of the follicle-stimulating hormone (FSH) receptor gene

http://doi.org/10.1007/s00404-013-2808-x
http://doi.org/10.6061/clinics/2015(11)09
http://doi.org/10.4103/0976-9668.149076
http://doi.org/10.1111/j.1447-0756.2007.00636.x
http://doi.org/10.1093/humrep/det273
http://doi.org/10.1093/humrep/deh343
http://doi.org/10.1080/09513590.2017.1323204
http://doi.org/10.1002/14651858.CD001122.pub4
http://doi.org/10.1016/j.mefs.2017.03.008
http://doi.org/10.1530/REP-17-0063
http://www.ncbi.nlm.nih.gov/pubmed/28420801
http://doi.org/10.1080/09513590.2016.1188280
http://www.ncbi.nlm.nih.gov/pubmed/27228002
http://doi.org/10.1093/humrep/der092
http://doi.org/10.2174/138920112799361972
http://doi.org/10.1016/S0015-0282(02)04562-4
http://doi.org/10.1093/humrep/deg205
http://doi.org/10.4103/0974-1208.92283
http://www.ncbi.nlm.nih.gov/pubmed/22346076
http://doi.org/10.1038/s41598-021-99850-4
http://www.ncbi.nlm.nih.gov/pubmed/34650180
http://doi.org/10.1016/j.fertnstert.2004.10.011
http://www.ncbi.nlm.nih.gov/pubmed/15705365
http://www.ncbi.nlm.nih.gov/pubmed/10999835
http://doi.org/10.1371/journal.pone.0078138
http://doi.org/10.1093/humrep/dep113
http://doi.org/10.1093/humupd/8.5.413
http://doi.org/10.1016/S0015-0282(03)01115-4


Medicina 2022, 58, 147 10 of 10

for the ovarian response to FSH: A pharmacogenetic approach to controlled ovarian hyperstimulation. Pharm. Genom. 2005, 15,
451–456. [CrossRef]

30. Tarlatzis, B.C.; Zepiridis, L.; Grimbizis, G.; Bontis, J. Clinical management of low ovarian response to stimulation for IVF: A
systematic review. Hum. Reprod. Update 2004, 9, 61–76. [CrossRef]

31. Turkcapar, A.F.; Seckin, B.; Onalan, G.; Ozdener, T.; Batioglu, S. Human Menopausal Gonadotropin versus Recombinant FSH in
Polycystic Ovary Syndrome Patients Undergoing In Vitro Fertilization. Int. J. Fertil. Steril. 2013, 6, 238–243.
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