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Summary 

Background: Failure of ovulation has occasionally been reported following the administration of conventionally recommended doses 
of exogenous human chorionic gonadotropins. 

Case: A 25-year-old nulliparous woman with polycystic ovary syndrome underwent ovulation induction for primary infertility. Fol
lowing successful ovarian stimulation, she failed to ovulate during two consecutive cycles in response to human chorionic gonadotro
pin doses of 5,000 and 10,000 IU. When challenged with a higher than conventional dose (15,000 IU) on the third cycle, she ovulated 
and conceived. 

Conclusion: Conventional doses of exogenous human chorionic gonadotropins occasionally fail to complete the ovulatory process 
in some women. Women with polycystic ovary syndrome appear to be particularly susceptible. Routine documentation of ovulation 
and individualization of the dose of exogenous human chorionic gonadotropins could therefore prove to be useful in some of these 
women in order to achieve the best treatment outcome. 
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Introduction 

Human chorionic gonadotropins (hCG) have been sue
cessfully used to mimic the LH surge in women by virtue 
of their LH-like activity and their slower plasma metabo
lie clearance rate. A single intramuscular injection consi
sting of 5,000 to 10,000 LU. is conventionally utilized for 
the medical induction of ovulation in women. Apparen
tly, not all women respond similarly to the above-sugge
sted doses of gonadotropins. We present a woman with 
polycystic ovary syndrome (PCOS) in whom conventio
nal doses of hCG failed to trigger ovulation despite 
optimal follicular response, and in whom higher doses 
were required to complete the ovulatory process. 

Case Report 

A 25-year-old woman with polycystic ovary syndrome was 
evaluated for a two-year history of primary infertility. The clini
cal presentation consisted of oligomenorrhea, facial/peripheral 
hirsutism, and acne. Ultrasound of the ovaries showed increased 
volume, dense stroma and numerous peripheral cysts. The hor
monal profile was unremarkable and consisted of the following: 
FSH 3.7 mIU/ml, LH 4.5 mIU/ml, dehydroepiandrosterone 
sulfate (DHEAS) 2802 ng/ml, testosterone 49 ng/ml, TSH 2.26 
µU/ml, triiodothyronine (T3) 1.26 ng/ml, thyroxine (T4) 5.28 
µg/dl, and prolactin 11.5 ng/ml. Fasting glucose levels were 87 
mg/di. The woman had no evidence of glucose intolerance and 
had a BMI of 33.4 kg/m2. The hysterosalpingogram revealed 
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bilateral tubal spillage and a normal uterine cavity. The 
hushand's semen analysis showed sperm parameters within 
normal range. The patient had previously demonstrated unovu
latory cycles and absence of follicular development to clo
miphene citrate therapy. 

The decision was then made to initiate ovarian stimulation 
utilizing low-doses of urinary follitropins (uFSH; Metrodin, 
Serono; 75 I.U. IM daily) in a step-up protocol. A total of three 
consecutive cycles was undertaken before the achievement of 
conception; the stimulation characteristics of which are descri
bed in Table 1. Follicular development was observed to be satis
factory in all three cycles, and consisted of three pre-ovulatory 
follicles (:2:: 16 mm in diameter each) following nine days of 
treatment. Human chorionic gonadotropins (hCG; Profasi, 
Serono; 5,000 I.U./ampoule) were then given at this particular 
time of each cycle to trigger ovulation. Estradiol levels on the 
day of hCG were 330, 420 and 370 pg/ml, respectively. During 
the first treatment cycle, 5,000 I.U. of hCG were administered 
by the intramuscular route. Serum progesterone levels taken 
twice during the luteal phase remained low (< 3 ng/ml). The 
patient missed her periods and had a negative serum pregnancy 
test. During the second treatment cycle, 10,000 I.U. were given 
Ultrasound monitoring performed 48 hours following the injec
tion failed to demonstrate any signs of ovulation, and mid-luteal 
blood samples taken twice did not show any significant rise in 
progesterone levels (< 3 ng/ml). The cycle menses were 
delayed again. During the third treatment cycle, the hCG dose 
was increased by one ampoule above conventionally accepted 
doses, up to 15,000 I.U. Ultrasound examination this time con
firmed follicular rupture, and mid-luteal progesterone levels 
showed a significant serum rise (> 20 ng/ml). The patient 
missed her periods and was found to be pregnant. She carried to 
term and was delivered vaginally of a live female newborn wei
ghing 2,800 g at 38 weeks of gestation 






