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Dichorionic quadruplet
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Abstract

Monozygotic triplet pregnancies are very rare in assisted reproductive technology, and the rela-

tionship between monozygotic multiple pregnancies and several assisted reproductive techniques,

including blastocyst transfer, remains unclear. Here, the case of a 28-year-old female patient with

dichorionic quadruplet pregnancy following intracytoplasmic sperm injection and transfer of two

day-3 fresh embryos, without assisted hatching, is reported. At 7 weeks following embryo trans-

fer, the dichorionic quadruplet pregnancy, comprising monozygotic monochorionic triamniotic

(MCTA) triplets plus a singleton, was detected by a transabdominal ultrasound scan. After

counselling, the patient underwent selective reduction of the MCTA triplet pregnancy at

7 weeks after embryo transfer. The remaining singleton pregnancy was uneventful, resulting in

a live birth at 38þ weeks. As the predictors of monozygotic multiple gestations remain poorly

characterized, clinicians and patients should give great consideration to the risks associated with

monozygotic multiple pregnancies, even if the patient has not undergone blastocyst transfer.
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Introduction

Multiple pregnancies following assisted
reproductive technology (ART) have signif-
icantly increased over recent decades.
According to statistics reports from the
US Centres for Disease Control and
Prevention National ART Surveillance
System,1 ART-conceived multiple-birth
infants contributed to 14.75% of all
multiple-birth infants (19 570 of 132 703)
in 2017 and 14.67% of all twins (18 890 of
128 774), and 17.3% of all triplets and
higher-order infants (680 of 3929) were
accounted for by ART.1 However, multiple
pregnancies, particularly monozygotic mul-
tiple pregnancies, are often at higher mater-
nal and fetal risks, such as twin to twin
transfusion syndrome (TTTS) and selective
intrauterine growth restriction.2 Therefore,
single embryo transfer is highly recom-
mended and currently considered to be the
main method for minimizing the risk
of multiple pregnancies associated with
in vitro fertilization (IVF). Although the
rate of single embryo transfers was signifi-
cantly higher in 2017 than in 2016,1,3 clini-
cians still need to pay attention to
monozygotic multiple pregnancies, as a spe-
cial type of multiple pregnancy with high
risk and potentially poor outcome.

In order to achieve improvements in
pregnancy rates while decreasing the rate
of multiple pregnancies, prolonged culture
and single blastocyst transfer has become
more common. It is important to note,
however, that single embryo transfer in
ART cannot completely prevent the occur-
rence of multiple pregnancy.2 ART itself
increases the incidence of multiple births,

and monozygotic multiple pregnancies

occur more frequently in ART gestations

than in spontaneous pregnancies.4 The
prevalence in Japan of multiple pregnancy

with zygotic splitting was reported to be

1.36% of ART pregnancies between 2007

and 2014.5 The mechanism of spontaneous

zygotic splitting remains unknown, but

many factors, including maternal age, cul-

ture media, ovulatory induction, cryopres-
ervation, blastocyst transfer, prolonged

culture and micro-manipulation of the

zona pellucida, such as intracytoplasmic

sperm injection (ICSI) and assisted hatch-

ing, are thought to be associated with

monochorionic multiple pregnancy.6,7

Compared with monozygotic twinning

pregnancies, the occurrence of monozygotic

triplet pregnancies is very rare in ART, but

the risks and complications of monozygotic

triplet pregnancy are significantly increased

compared with monozygotic twin pregnan-
cies.8 Monozygotic high-order pregnancies

require increased attention in assisted

reproduction. Herein, a case of dichorionic

quadruplet pregnancy, comprising monozy-

gotic triplets and a singleton, after intracy-

toplasmic sperm injection and transfer of
two fresh embryos without assisted hatch-

ing, is presented, together with a specific

review of possible risk factors for the occur-

rence of monozygotic high-order pregnan-

cies in ART.

Case report

This case report was approved by the Ethics

Committee of West China Second
University Hospital, Chengdu, China and
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the patient provided written informed con-
sent for publication of the case. The report-
ing of this study conforms to CARE
guidelines.9

In August 2016, a 28-year-old female
patient (G2P1, with no obstetric-related
comorbidities) and her husband received a
second IVF cycle with ICSI at the
Reproductive Centre, West China Second
Hospital, Sichuan University, China, due
to obstructive azoospermia. The female
patient had a history of regular menstrual
cycle; and physical examinations, body
mass index, hormonal status and family his-
tory of multiple pregnancies were unre-
markable for both participants. They had
received their first ICSI cycle in 2011,
while the female patient was aged
23 years, and obtained four embryos.
Transfer of two frozen-thawed embryos in
June 2011 resulted in a healthy male infant
by vaginal delivery at 38 weeks’ gestation in
April 2012. Transfer of the remaining two
frozen-thawed embryos in 2016 failed to
achieve successful pregnancy, so the
couple underwent a second cycle of ICSI
in 2016.

Controlled ovarian hyperstimulation
was performed using a gonadotrophin-
releasing hormone agonist long protocol,
in mid-luteal phase. Pituitary down-
regulation was initiated on day 21 of the
previous cycle by administration of 0.1mg
triptorelin, subcutaneous injection, every
other day. Ovarian stimulation was per-
formed with daily intramuscular injections
of 225 IU highly-purified urinary follicle
stimulating hormone after pituitary down
regulation. The total dose of gonadotropins
was 2850 IU. After 10 days of gonadotro-
phin stimulation, human chorionic gonado-
trophin (hCG) was triggered with 10 000 IU
hCG when at least two follicles were
>18mm in diameter, followed by transva-
ginal ultrasound-guided aspiration 36 h
later. A total of 13 oocytes were retrieved,
10 of which were in metaphase II and were

microinjected with spermatozoa obtained
by testicular sperm aspiration. On day 3
of incubation, two fresh embryos (compact
and 8-cell stage) were transferred without
performing assisted hatching, and the
remaining three embryos were cryopre-
served. The patient received progesterone
supplementation with 90mg progesterone
gel, vaginally, daily. Her serum b-hCG
level was found to be 144mIU/ml at
10 days following embryo transfer, and
transabdominal ultrasound, performed at
35 days, showed two intrauterine gestation-
al sacs with detectable heart beats
(Figure 1). Transabdominal ultrasound,
repeated at 7 weeks after embryo transfer,
revealed three embryonic buds in one of the
gestational sacs. Subsequent transvaginal
ultrasound confirmed an intrauterine qua-
druplet pregnancy, consisting of monozy-
gotic monochorionic triamniotic (MCTA)
triplets, and a monozygotic monochorionic
monoamniotic (MCMA) singleton, with a
detectable heartbeat in all four fetuses.
The diameters of the triplet fetuses were
1.9 cm, 2.0 cm and 2.1 cm, respectively,

Figure 1. Representative image from a
transabdominal ultrasound scan performed at
35 days after embryo transfer showing two
intrauterine gestational sacs.
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and the diameter of the singleton was
2.3 cm (Figure 2).

The couple was informed about the
increased maternal and fetal risks of
higher order monozygotic gestations and
they were counselled regarding the possibil-
ity of a fetal reduction procedure. After
extensive counselling, and considering that
they had a healthy male child, they decided
to undergo selective embryo reduction, and
only proceed with the singleton pregnancy.
Thus, at 7 weeks after embryo transfer,
selective reduction was performed by
ultrasound-guided transvaginal aspiration
targeted at the MCTA triplets. This
resulted in the cessation of cardiac activity
in the monozygotic MCTA triplets, whereas
normal cardiac activity was observed in the
remaining monozygotic MCMA singleton.
Subsequent ultrasound examinations after
24 h confirmed the presence of an ongoing
singleton pregnancy. At week 10 of gesta-
tion after embryo transfer, the remaining
singleton had normal nuchal translucency

(1.5mm), and continued to develop normal-
ly following selective reduction of the triplet
sac. The remainder of the pregnancy was
uneventful, and resulted in vaginal delivery
of a healthy male infant, weighting 3 200 g,
at 38 weeks and 6 days of gestation.

Discussion

This case report describes a quadruplet
pregnancy comprising one implanted
embryo that developed into a monozygotic
monochorionic embryo and the other that
split into monozygotic MCTA embryos
after the transfer of two fresh embryos gen-
erated by ICSI. This case adds to the small
number of monozygotic higher-order preg-
nancies in ART that currently exist in the
literature.

The incidence of triplet births is very
low, and was reported to be 0.01% of
births in the Netherlands in 1980.10

Monozygotic triplet pregnancies are even
more rare, estimated to occur in only
0.004% of natural pregnancies, and found
to account for 10% of all triplet pregnan-
cies in a population-based study.10

Following the introduction and develop-
ment of ART, the rate of triplet births has
increased significantly. The occurrence of
triplets and higher-order multiples is esti-
mated to be between 0.1% and 0.2% of
pregnancies in the USA, with ART being
more commonly associated with triplet
pregnancies than twin or singleton pregnan-
cies.1,3,11 In the USA, ART-conceived trip-
lets and higher-order infants contributed to
33.0% of all triplets and higher-order
infants in 2010,11 however, with the increas-
ing use of single embryo transfer, the rate
decreased year on year to 17.3% in 2017.
Similar to the USA, one-third of triplet
pregnancies in the Netherlands are due to
ART.10 A population-based study in 2016
suggested a 60% increase in monozygotic
twinning in ART gestations versus natural
pregnancy.12 A study published in 2018

Figure 2. Representative image from a transvagi-
nal ultrasound scan performed at 7 weeks after
embryo transfer showing monochorionic triamni-
otic triplets (white arrows; three viable embryos
were detected in one gestational sac); and a single
embryo in another gestational sac (black arrow).
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reported a prevalence of 1.36% for multiple
pregnancy resulting from zygotic splitting
in Japan, and the prevalence of triplets in
ART pregnancies was 0.04%.5 Millions of
IVF babies have been born since 1978, and
in the largest study to date, Yamashita
et al.,7 reported 122 triplet pregnancies
and one quadruplet pregnancy after single
embryo transfer in Japan between 2007 and
2014. Apart from the study by Yamashita
et al.,7 only just over 30 cases of monozy-
gotic triplet pregnancy in ART have been
reported to date worldwide. Available pub-
lished data are based on limited population-
based sample studies, small sample studies
or case reports.6,8,13–37

The occurrence of monozygotic triple
and high-order pregnancies is thought to
increase in ART due to similar split mech-
anisms associated with monozygotic
twinning; several procedural factors in
ART may be associated with the
mechanisms, but the specific ART proce-
dures that lead to splitting remain
unknown.2,4,7,12,17,22,23,26,27,35,38–40 In the
present study, the limited published reports
regarding ART-conceived monozygotic
triplet and higher-order pregnancies were
reviewed to analyse possible factors.

Several factors relating to ART proce-
dures are thought to be associated with
the occurrence of monozygotic triple
and higher-order pregnancies. Identifying
which specific ART procedures have led
to the occurrence of monozygotic triple
pregnancies remains difficult due to limited
relevant reports in the literature. Many
studies have implied a correlation between
blastocyst transfer and monozygotic twin-
ning, and suggest that blastocyst transfer
is a risk factor for monozygotic
twinning.6,7,19,22,23,34,35,39,40 The incidence
of monozygotic twinning in ART with blas-
tocyst transfers has increased compared
with day 2–3 transfers.2 Due to the similar
split mechanism with monozygotic twin-
ning, the incidence of monozygotic triple

and high-order pregnancies is thought to
be increased in ART.10,40 From reports on
monozygotic higher-order pregnancies pub-
lished to date, it appears that 56.2% (18/32)
have occurred after blastocyst transfer,
9.4% (3/32) after day 4 embryo transfer,
and 34.4% (11/32) after day 3 embryo
transfer (Table 1).6,8,13–17,19–37,41 Nearly
one third of cases of monozygotic triple
and higher-order pregnancies with ART
involved transfer of day 3 cleavage stage
embryos, while higher rates were associated
with day 4 embryo and day 5 blastocyst
transfers combined. With the increasing
popularity of blastocyst transfer in many
IVF centres, the monozygotic triple and
higher-order pregnancies related to day 3
embryo transfer seems to have become rel-
atively uncommon. The present study
describes the third reported case in the last
decade of monozygotic triple pregnancies
and live birth after day 3 embryo-transfer.
With current data and limited case reports,
it remains difficult to draw definite conclu-
sions, but the available data suggest that
prolonged culture and blastocyst transfer
may be one of the important factors in
monozygotic higher-order pregnancies.

Micro-manipulation of the zona pelluci-
da, such as ICSI, assisted hatching and
biopsy, is probably another risk factor for
the occurrence of monozygotic multiple
pregnancies. Since the first report of a cor-
relation between zona pellucida structure
following ART and monozygotic twin-
ning,42 many studies have analysed the
association between micro-manipulation
techniques and multiple monozygotic twin-
ning, and have found that manipulation of
the zona pellucida may cause disruption
and splitting of the inner cell mass and
increase the rate of monozygotic twin-
ning.2,17,20,26,34,42 An increased rate of
monozygotic twinning has been shown
after ICSI and assisted hatching, and the
largest study to analyse triplet or quadru-
plet pregnancies after single embryo

Nie et al. 5
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transfer reported that blastocyst cultures
and assisted hatching (P¼ 0.002 and
P< 0.001, respectively) are risk factors for
monozygotic twinning.7 However, some
studies do not support any association
between a higher monozygotic twinning
rate and micro-manipulation of the zona
pellucida.2,4,12,40,43,44 Based on the pub-
lished case reports summarised in Table 1,
65.6% (21/32) underwent ICSI, and 28.1%
of cases (9/32) underwent assisted hatching
or biopsy in ART. Of all cases, the zona
pellucida was manipulated in 65.6% of
cases (21/32), of which, 15 cases underwent
blastocyst transfer. Thus, it appears that
47% of the published cases (15/32) received
micro-manipulation of the zona pellucida
and blastocyst transfer, so it is difficult to
exclude the effect of blastocyst transfer as a
confounding factor. Of all day 3 embryo
transfers, 54.5% (6/11) were found to have
occurred after ICSI, while 45.5% (5/11)
occurred after IVF, so it appears that
ICSI does not increase the risk of monozy-
gotic multiple pregnancies in ART. In addi-
tion, a retrospective observational study in
Japan, involving 937 848 single embryo
transfer cycles, showed that embryo manip-
ulations using blastocyst transfer, assisted
hatching and frozen-warmed embryo trans-
fer were potential risk factors for zygotic
splitting, however, ICSI was not a potential
risk factor.5However, in the present case,
the transfer was performed with day 3
fresh embryos without assisted hatching,
and it appears that ICSI may have been
the possible risk factor for the monozygotic
multiple pregnancies. Nonetheless, the rela-
tionship between ICSI and monozygotic
multiple pregnancies remains controversial,
and further studies are required to clarify
this association.

The correlation between maternal age or
oocyte age and monochorionic multiple
pregnancy has been analysed in the studies
summarised in Table 1. The mean age asso-
ciated with monochorionic high-order

pregnancy was found to be 31.2� 4.5
years after excluding four cases (three of
which used donor oocytes and one that
did not report the age). Twenty-nine of
the cases used their own eggs, five patients
were older than 35 years, and 24 patients
were aged less than 35 years. A meta-
analysis showed that younger maternal
age may be associated with monozygotic
twinning,2 however, the largest study
found no difference in age between single-
ton pregnancies and monozygotic triplet or
quadruplet pregnancies.7 Therefore, the
potential association between age and
monozygotic multiple pregnancies requires
further investigation. In all cases, only
seven out of 32 patients received frozen/
thawed embryo transfer; thus, embryonic
freezing does not appear to play an impor-
tant role in the incidence of monozygotic
multiple pregnancies, which is supported
by a previously published study.7

Because of the high risks and particular
complications associated with monozygotic
multiple pregnancies, selective fetal reduc-
tion to twins or singleton is an option to
improve perinatal outcome. Nearly all of
the couples described in the previously pub-
lished cases were stated to have been
informed of the increased maternal and
fetal risks of monozygotic higher order ges-
tations, and were counselled regarding the
possibility of a fetal reduction procedure.
From the results of limited reports summar-
ised in Table 1, 43.7% of patients (14/32)
underwent the fetal reduction procedure,
and most cases resulted in a successive preg-
nancy or live birth. In cases of monozygotic
triplet pregnancies combined with another
singleton or twin pregnancy, the remaining
pregnancy was often reported to have
better outcomes after reduction of the
MCTA.20,26,31,36,41 Reducing one or two
fetuses in monozygotic triplet pregnancies
may lead to subsequent MCTA fetal
death, and some cases with no fetal
reduction surgery resulted in live

Nie et al. 9



births.14,22,24,29,31,33,34 Although fetal reduc-

tion may significantly reduce the maternal

and neonatal risk in other twin and multiple

pregnancies, it remains unclear whether

selective fetal reduction benefits monozy-

gotic triplet pregnancies.
In conclusion, in addition to blastocyst

transfer, the relationship between monozy-

gotic multiple pregnancies and several assis-

ted reproductive techniques, such as

manipulation of the zona pellucida, remains

unclear. As the predictors of monozygotic

multiple gestations are poorly character-

ized, patients should be informed of the

risks of monozygotic multiple pregnancies

after assisted reproductive techniques.

Both patients and infertility specialists

need to pay great attention to the risks

associated with monozygotic multiple preg-

nancies, even if the patient only receives

general assisted reproductive technology,

and does not undergo blastocyst transfer.

Acknowledgements

The authors would like to thank Professor Ling

Liu for English language editing.

Availability of data and materials

All available data for this case are presented

within this manuscript.

Author contributions

Ying Nie and Xiaoyong Qiao drafted the man-

uscript and analysed the reported cases. Sicong

Li and Zhuo Pan assisted in collection and anal-

yses of clinical materials and pictures. Jing

Zhang assisted in collecting and organizing the

materials, and Liangzhi Xu drafted and edited

the manuscript. All authors read and approved

the final manuscript.

Declaration of conflicting interest

The authors declare that there is no conflict of

interest.

Funding

The authors disclosed receipt of the following
financial support for the research, authorship,

and/or publication of this article: This case
report was supported by the Clinical Discipline
Development Fund of West China Second

University Hospital (KL068) and the Key
Research and Development Program of
Sichuan Province (2021YFS0127).

ORCID iDs

Ying Nie https://orcid.org/0000-0003-2630-

1656
Jing Zhang https://orcid.org/0000-0002-1978-
0030

References

1. Sunderam S, Kissin DM, Zhang Y, et al.
Assisted reproductive technology surveil-
lance – United States, 2017. MMWR

Surveill Summ 2020; 69: 1–20.
2. Hviid KVR, Malchau SS, Pinborg A, et al.

Determinants of monozygotic twinning in

ART: a systematic review and a meta-anal-
ysis. Hum Reprod Update 2018; 24: 468–483.

3. Sunderam S, Kissin DM, Zhang Y, et al.
Assisted reproductive technology surveil-

lance – United States, 2016. MMWR

Surveill Summ 2019; 68: 1–23.
4. Sobek A, Prochazka M, Klaskova E, et al.

High incidence of monozygotic twinning in

infertility treatment. Biomed Pap Med Fac

Univ Palacky Olomouc Czech Repub 2016;
160: 358–362.

5. Ikemoto Y, Kuroda K, Ochiai A, et al.

Prevalence and risk factors of zygotic split-
ting after 937 848 single embryo transfer
cycles. Hum Reprod 2018; 33: 1984–1991.

6. Radwan P, Radwan M, Kobielska L, et al.

Live birth of monochorionic triamniotic
triplets after in vitro fertilization and blasto-
cyst transfer: case report and review of the

literature. Ginekol Pol 2014; 85: 154–157.
7. Yamashita S, Ikemoto Y, Ochiai A, et al.

Analysis of 122 triplet and one quadruplet
pregnancies after single embryo transfer in

Japan. Reprod Biomed Online 2020; 40:
374–380.

8. Henne MB, Milki AA and Westphal LM.
Monochorionic triplet gestation after in

10 Journal of International Medical Research

https://orcid.org/0000-0003-2630-1656
https://orcid.org/0000-0003-2630-1656
https://orcid.org/0000-0003-2630-1656
https://orcid.org/0000-0002-1978-0030
https://orcid.org/0000-0002-1978-0030
https://orcid.org/0000-0002-1978-0030


vitro fertilization using donor oocytes: case

report and review. Fertil Steril 2005; 83:

742–748.
9. Gagnier JJ, Kienle G, Altman DG, et al. The

CARE guidelines: consensus-based clinical

case reporting guideline development.

Headache 2013; 53: 1541–1547.
10. Lamb DJ, Middeldorp CM, Van

Beijsterveldt CE, et al. Birth weight in a

large series of triplets. BMC Pediatr 2011;

11: 24.
11. Sunderam S, Kissin DM, Crawford S, et al.

Assisted reproductive technology surveil-

lance –United States, 2010. MMWR

Surveill Summ 2013; 62: 1–24.
12. Parazzini F, Cipriani S, Bianchi S, et al. Risk

of monozygotic twins after assisted repro-

duction: a population-based approach.

Twin Res Hum Genet 2016; 19: 72–76.
13. Belaisch-Allart J, Elaoufir A, Mayenga JM,

et al. Monozygotic triplet pregnancy follow-

ing transfer of frozen-thawed embryos. Hum

Reprod 1995; 10: 3064–3066.
14. Dessolle L, Allaoua D, Freour T, et al.

Monozygotic triplet pregnancies after

single blastocyst transfer: two cases and lit-

erature review. Reprod Biomed Online 2010;

21: 283–289.
15. Faraj R, Evbuomwan I, Sturgiss S, et al.

Monozygotic triplet pregnancy following

egg donation and transfer of single frozen-

thawed embryo. Fertil Steril 2008; 89: 1260.

e9–1260.e12.
16. Ferreira M, Bos-Mikich A, Hoher M, et al.

Dichorionic twins and monochorionic trip-

lets after the transfer of two blastocysts.

J Assist Reprod Genet 2010; 27: 545–548.
17. Ghulmiyyah LM, Perloe M, Tucker MJ,

et al. Monochorionic-triamniotic triplet

pregnancy after intracytoplasmic sperm

injection, assisted hatching, and two-

embryo transfer: first reported case

following IVF. BMC Pregnancy Childbirth

2003; 3: 4.
18. Gul A, Aslan H, Cebeci A, et al.

Monochorionic triamniotic triplet pregnan-

cy with a co-triplet fetus discordant for con-

genital cystic adenomatoid malformation of

the lung. Reprod Health 2005; 2: 2.
19. Gurunath S, Makam A, Vinekar S, et al.

Monochorionic triamniotic triplets

following conventional in vitro fertilization

and blastocyst transfer. J Hum Reprod Sci

2015; 8: 54–57.
20. Haimov-Kochman R, Daum H, Lossos F,

et al. Monozygotic multiple gestation after

intracytoplasmic sperm injection and preim-

plantation genetic diagnosis. Fertil Steril

2009; 92: 2037.e11–2037.e17.
21. Iwamoto H, Yoshida A, Suzuki H, et al.

Monochorionic triamniotic triplet pregnan-

cies with assisted reproductive technology:

two case reports. J Obstet Gynaecol Res

2010; 36: 872–875.
22. Jain JK, Boostanfar R, Slater CC, et al.

Monozygotic twins and triplets in associa-

tion with blastocyst transfer. J Assist

Reprod Genet 2004; 21: 103–107.
23. Lee SF, Chapman M and Bowyer L.

Monozygotic triplets after single blastocyst

transfer: case report and literature review.

Aust N Z J Obstet Gynaecol 2008; 48:

583–586.
24. Li Y, Yang D and Zhang Q. Dichorionic

quadramniotic quadruple gestation with

monochorionic triamniotic triplets after

two embryos transfer and selective reduction

to twin pregnancy: case report. Fertil Steril

2009; 92: 2038.e13–2038.e15.
25. Liu FH, He L, Long XL, et al. Monozygotic

quadruplets after in vitro fertilization and

embryo transfer. Fertil Steril 2010; 94:

2301–2302.
26. Pantos K, Kokkali G, Petroutsou K, et al.

Monochorionic triplet and monoamniotic

twins gestation after intracytoplasmic

sperm injection and laser-assisted hatching.

Fetal Diagn Ther 2009; 25: 144–147.
27. Risquez F, Gil M, D’Ommar G, et al.

Monochorionic triplets after single embryo

transfer. Reprod Biomed Online 2004; 9:

370–371.
28. Salat-Baroux J, Alvarez S and Antoine JM.

A case of triple monoamniotic pregnancy

combined with a bioamniotic twinning

after in-vitro fertilization. Hum Reprod

1994; 9: 374–375.
29. Saravelos SH, Zhang T, Chung JP, et al.

Monochorionic quadramniotic and triamni-

otic pregnancies following single embryo

transfers: two case reports and a review of

Nie et al. 11



the literature. J Assist Reprod Genet 2016;
33: 27–32.

30. Schlueter R, Arnett C, Huang C, et al.
Successful quintuplet pregnancy of mono-
chorionic male quadruplets and single
female after double embryo transfer: case
report and review of the literature. Fertil

Steril 2018; 109: 284–288.
31. Tal R, Fridman D and Grazi RV.

Monozygotic triplets and dizygotic twins
following transfer of three poor-quality
cleavage stage embryos. Case Rep Obstet

Gynecol 2012; 2012: 763057.
32. Talebian M, Rahimi-Sharbaf F, Shirazi M,

et al. Conjoined twins in a monochorionic
triplet pregnancy after in vitro fertilization:
a case report. Iran J Reprod Med 2015; 13:
729–732.

33. Ulug U, Jozwiak EA, Mesut A, et al.
Monochorionic triplets following intracyto-
plasmic sperm injection: a report of two con-
secutive cases. Gynecol Obstet Invest 2004;
57: 177–180.

34. Unger S, Hoopmann M, Bald R, et al.
Monozygotic triplets and monozygotic
twins after ICSI and transfer of two blasto-
cysts: case report. Hum Reprod 2004; 19:
110–113.

35. Yanaihara A, Yorimitsu T, Motoyama H,
et al. Monozygotic multiple gestation fol-
lowing in vitro fertilization: analysis of
seven cases from Japan. J Exp Clin Assist

Reprod 2007; 4: 4.
36. Zikopoulos K, Platteau P, Kolibianakis E,

et al. Quintuplet pregnancy following trans-
fer of two blastocysts: case report. Hum

Reprod 2004; 19: 325–327.
37. Ota K, Takahashi T, Katagiri M, et al.

Successful monozygotic triplet pregnancy
after a single blastocyst transfer following

in vitro maturation of oocytes from a
woman with polycystic ovary syndrome: a
case report. BMC Pregnancy Childbirth

2020; 20: 57.
38. Derom C, Vlietinck R, Derom R, et al.

Increased monozygotic twinning rate after
ovulation induction. Lancet 1987; 1:
1236–1238.

39. Kawachiya S, Bodri D, Shimada N, et al.
Blastocyst culture is associated with an ele-
vated incidence of monozygotic twinning
after single embryo transfer. Fertil Steril

2011; 95: 2140–2142.
40. Song B, Wei ZL, Xu XF, et al. Prevalence

and risk factors of monochorionic diamni-
otic twinning after assisted reproduction: A
six-year experience base on a large cohort of
pregnancies. PLoS One 2017; 12: e0186813.

41. Yakin K, Kahraman S and Comert S. Three
blastocyst stage embryo transfer resulting in
a quintuplet pregnancy. Hum Reprod 2001;
16: 782–784.

42. Edwards RG, Mettler L and Walters DE.
Identical twins and in vitro fertilization.
J In Vitro Fert Embryo Transf 1986; 3:
114–117.

43. Tocino A, Blasco V, Prados N, et al.
Monozygotic twinning after assisted repro-

ductive technologies: a case report of asym-
metric development and incidence during
19 years in an international group of in
vitro fertilization clinics. Fertil Steril 2015;
103: 1185–1189.

44. Wu D, Huang SY, Wu HM, et al.
Monozygotic twinning after in vitro fertili-
zation/intracytoplasmic sperm injection
treatment is not related to advanced mater-
nal age, intracytoplasmic sperm injection,
assisted hatching, or blastocyst transfer.
Taiwan J Obstet Gynecol 2014; 53: 324–329.

12 Journal of International Medical Research


	table-fn1-03000605221075506

