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Summary 

We analyzed the etiologic factors and trends of hospitalization for ovarian hospitalization syndrome (OHSS) resulting from the use 
of fertility medications. From May, 1986 through April, 1994, patients hospitalized with OHSS were exclusively admitted to the Uni­
versity Hospital. Analysis was performed with regards to treatment method, severity of hyperstimulation, and onset of disease. Ove­
rail, 14 patients were hospitalized for a rate per cycle of 0.1 % (14/14, 283). The rate of admission for patients undergoing superovu­
lation (9/12, 945;.07%) was significantly lower than for those undergoing assisted reproductive techniques (ART) (5/1, 338;.37%) 
The total number of injectable gonadotropin ampules used was also higher in patients admitted following ART versus superovulation. 
A significantly greater number of patients presenting with late developing hyperstimulation syndrome (5/7; 71.4%) manifested seve­
re disease as opposed to those hospitalized with early onset OHSS (1/7; 14.3%) 

Our data suggest that hospital admission is an infrequent event following the use of fertility medications, and patients are more 
likely to be hospitalized with OHSS following ART than superovulation 
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Introduction 

Ovarian Hyperstimulation Syndrome (OHSS) is an i庄
trogenic complication from the use of ovulatory stimula­
tion agents in women with infertility. It is characterized by 
significant ovarian enlargement and fluid shifts from the 
intravascular to extravascular compartment in the luteal 
phase or in early pregnancy [I]. In its most severe forms, 
the syndrome can lead to electrolyte disturbances, throm­
boembolic events, acute respiratory distress syndrome, re­
nal failure, and even death [2]. A number of authors have 
classified OHSS according to its severity [3-5]. The ove­
rall incidence varies for different degrees of the syndrome 
—namely 0.005 to 7% for moderate and 0.008 to I 0% for 
its severe forms [5]. Another method of classification was 
recently proposed by Dahl Lyons et al. who distinguished 
between an early (day 3-7 after administration of hCG) 
and late (day 12-17 after hCG) form of this entity [6]. 

With the increasing use of ovarian stimulation, a sign卜
ficant change in the pattern of multiple births has occurred 
[7]. Similarly, some authors feel that the incidence of 
OHSS should increase as ovarian superstimulation beco­
mes more widely available [8, 9]. On the other hand, ad­
vances in the methods of monitoring gonadotropin the­
rapy may have helped to prevent a rising incidence of this 
syndrome [5]. Since it may not only lead to temporary di­
sability but also to hospitalization with a related increase 
in health care expenditure, we were interested in analy­
zing the extent of hospital admission with OHSS over an 
extended time period. In addition, we wanted to examine 
whether the number of patients undergoing assisted repro­
ductive techniques (ART) versus superovulation were 
equally affected. 
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Materials and Methods 

We analyzed all patients admitted with ovarian hyperstimula­
tion syndrome from our Infertility program to the Robert Wood 
Johnson University Hospital between May, 1986 - April, 1994 
Patients admitted specifically for adnexal torsion in early pre­
gnancy following menotropin therapy have been previously 
reported [ I 0] and were excluded, since without torsion, these 
patients would not have been hospitalized with OHSS. During 
this time, 12,945 superovulation cycles and 1,338 assisted 
reproductive technology cycles were performed 

Treatment for superovulation consisted of clomiphene 
citrate/human menopausal gonadotropins (Serophene/Pergonal 
and/or Metrodin, Serano Laboratories, Norwell, MA), or gona­
dotropins alone followed by hCG 10,000 IU intramuscularly 
(IM). Subsequently, patients underwent intercourse or intraute­
rine insemination if indicated due to male and/or cervical factor 
infertility. Assisted reproductive technology cycles consisted of 
ovarian stimulation with Pergonal/Metrodin, usually preceded 
by hypothalamic-pituitary-ovarian down-regulation with a 
GnRH agonist (leuprolide acetate, TAP pharmaceuticals, Deer­
field, IL). Subsequent to injection of 10,000 IU hCG, oocyte 
retrieval was performed, and was followed by eventual uterine 
(embryo), or intrafallopian (gamete or zygote) transfer. The 
luteal phase was supported with hCG (2500 IU IM administe­
red once, 7-10 days after the initial dose), or progesterone vagi­
nally (50-100 mg twice daily) or intramuscularly (50 mg once 
daily). Women with signs or symptoms suggestive of OHSS 
were evaluated clinically, and managed with a protocol invol­
ving the withholding of hCG for luteal phase support, sexual 
abstinence, increased frequency of monitoring based on indivi­
dual circumstances, and incremental limitations on physical 
activity to the point of complete bedrest at home. Patients were 
hospitalized if they were: a) unable to be managed with this 
regimen, b) incapacitated by their symptoms, or c) experiencing 
worsening medical manifestations of hyperstimulation 








