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Results of program used for intracytoplasmic sperm
injection in in-vitro fertilization

Yu.M. Gurzhenko, A.O. Kutsenko
SI <Institute of urology of NAMS of Ukraine», Kyiv

The work presents the analysis of the effective method for intracystoplasmic sperm injection (ICSI) in the extra corporal fertilization. The study
included 180 couples with male infertility factor who had received medical aid in the Institute of Reproductive Medicine (Kyiv) during 2013-2015.
The diagnoses were verified, the patients were examined in accordance with the clinical protocols. The ICSI procedure was performed by the common
methods. Before the start, the women underwent the course of controlled ovarian stimulation according to the well known classic protocol.

The received data were considered taking into account the type of pathospermia (oligoasthenozoospermia, obstructive and non-obstructive
azoospermia). As a result of two cycles, the biochemical pregnancy was noted in 97 out of 180 couples (53.9%). But, after the reproductive
losses which were the highest between men with non-obstructive azoospermia (14.3% versus 4.5%), the child birth reached 92 (51.1£3.7%),
along with group with oligoasthenozoospermia — in 65 out of 120 (54.2+4.5%), obstructive azoospermia in 21 out of 38 (55.3+7.5%), non-
obstructive — in 6 out of 22 (27.3+9.0%) the last value was statistically less.

This information testifies to the necessity to look for the elevation of the ICSI effectiveness. Nowadays, the most actual in this aspect is
considered the improvement of selection criteria for including into the program, with this — the decisive importance belongs to the study of
risk factors spectrum which would assure the personified approach to solve the problem.
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Pe3ynbraTbhl NPUMEHEHUSA MPOrpaMmMbl UHTPALUTOMN/Ia3MaTUYECKOM MHbEKLUM cnepmMmaTo3oua
npuv onJiIogoTBOPEeHuu in-vitro
FO.H. I'yp>xeHko, A.O. KyueHko

B po6ore nipusesien anamms ahHeKTHBHOCTH METOAMKI WHTPAIMTOIIa3MaTHYecKoil nnbekinu crnepmarosouza (ICSI) npu nposejenny omio-
notBopeHus in-vitro. O6bem uccsenoBanus npescrasied 180 mapamu ¢ MykckuM (hakTopoM GecIIofus], KOTOPbIM Oblila OKa3aHa MeIMI[UHCKAs
nomolip Ha 6aze Mucruryra penpoaykrusaoil meauinbl (Kues) B8 2013-2015 rogax. /Jlnartsosst BepuduIiMpoBaHbl, MalHeHTbl 00CAe0BaHbI B
COOTBETCTBUU C KJIUHIMYecKuME 1ipotokosamu. [Tporenypa ICSI nposeena 3a 001enpuHsaToil MeToAnKON. JKeHIUHbI 1epe/| HauauioM IIporpaM-
MBI TIPOIILTH KYPC CTUMYJISIIIAH CYIIEPOBYJISIIIIH COTJIACHO M3BECTHBIM KJIACCHIECKUM IIPOTOKOJIAM.

TTostyuennble JaHHbIE PACCMATPUBAIKMCH C YYETOM BHA MATOCHEPMUE (OJMIOACTEHO300CIEPMIst, OOCTPYKTUBHAS U HEOOCTPYKTUBHAS a300-
criepMust). B pesysibrate AByX HUKJI0B OuoxuMudeckas oepeMennocth Hactana y 97 uz 180 map (53,9%). Oanako mnocse penpopyKTUBHbIX M0-
TEpb, KOTOPBIE OBLIM HAMGOJIBITUMU CPEU MYKUHMH € HeoOCTPYKTUBHON azoocrepmueii (14,3% mpotus 4,5%), poskaeHne pedeHKa JOCTUTHYTO Y
92 (51,1+3,7%). ITpu aT0M B TpyIIIie ¢ osmroacrenozoocnepmueit y 65 uz 120 (54,2+4,5%), o6¢cTpykTrBHOiT azoocnepmueii — y 21 u3 38 (55,3+7,5),
HEeoOCTPYKTHBHON — y 6 13 22 (27,3+9,0%) mocJie/iHsist BeINYMHA IOCTOBEPHO MEHBIIIE.

[Tpuseaernast nHGOPMAIUS CBUIETENBCTBYET 0 HEOOXOAMMOCTH TIOUCKA T1yTeii moBbienus peyabratusaoctu ICSI. Ha cerozist naunGosiee akry-
AJIBHBIM B 9TOM aCIIEKTe MPEACTABIISETCS YyCOBEPIICHCTBOBAHNE KPUTEPHEB 0TOOPA /ISl BKIIIOUEH st B iporpammy. [Ipu aToM pernaoniee 3HadeHme
nproGpeTaeT u3ydeHue MUPOKOro crekTpa hakTopoB PUCKa, OBJIaJIeHIe KOTOPHIMU 0OECIICUHT TIePCOHMMUITMPOBAHHBII MOIXO0 PelIeH s BOIIPOca.
Kniouesvte cosa: mysiccroe 6ecniodue, npozpamma ICSI, pesyivmamot.

Pe3ynbTraTt 3acTOCyBaHHSA NPOrpamMm iHTpaumMToniadmMaTUYHOI iH’ eKLil cnepmaTo3oiga npv 3annigHeHHi in-vitro
1O0.M. Typ>xeHko, A.O. KyLeHko

Y crarTi HaBesieHO aHATI3 e(heKTHBHOCTI METOMKY iHTPAIUTOIIA3MAaTHYHOI iH'eKIlii cepmartosoiza (ICSI) nmpu nmpoBesenni samrifHenHs in-
vitro. O6csar pocmimskents npeacrasaernii 180 napamu 3 4osoBiunM hakTopom GesIUTiAHOCTI, sikuM OyJia HaJaHa MeJINYHa J0roMora Ha 6asi
Tucruryry penpomykrusHoi mequinan (Kuig) y 2013—-2015 pokax. /liarnosu BepudikoBati, maiieHTn o6cTesKeHi BiANOBIAHO A0 KIiHIYHUX
nporokoJis. IIporexypa ICSI mposesena 3a 3araabHONPUITHATOI MeTOAMKO0. JKiHKN Iepe MoYaTKOM MPOrpaMy MPONIIN Kype CTUMYJISILT
CyNepOBYJIALIi 3TiHO 3 BiIOMUMI KJIACUYHUMU IIPOTOKOJIAMU.

OrpuMaHi JaHi po3riisiiaiucst 3 ypaxyBaHHsIM BUly TaToctepwmii (osiroacreHo3oocrepmisi, 00CTPYKTHBHA i HEOOCTPYKTUBHA a3o0ciiepMist). Y
pe3yIIbTATi IBOX MMKJIIB GioximMiuna BariTHicTs HacTama y 97 3 180 map (53,9%). Omnax micyist penpoiyKTHBHUX BTpaT, AKi Oysau HaiiGinpummun
cepe/l 40JIOBIKiB 3 HeoOCTPYKTUBHOIO azoocrepmieio (14,3% nporu 4,5%), Hapopkentst autunu gocsaruyto y 92 (51,1£3,7%). Ipu ubomy y
rpymi 3 oziroacrenozooctepmieio y 65 3 120 (54,2+4,5%), obcrpykrusnoio azooctepmicio — y 21 3 38 (55,3+7,5), neo6eTpyKTHBHOIO — y 6 3 22
(27,3£9,0%) octanms BeJMYIHA JOCTOBIPHO MEHIIIE.

Hasezena indopmartist CBig4nTh I1po HEOOXiAHICTD MOIYKY NUISIXIB mixBHIneHHs pesy abTatiusrocti ICSI. Ha cporozaui Hait6inbin akTyaabHIM y
[[bOMY aCTIEKTi BUJIAETHCS YAOCKOHAJIEHHST KPUTEDIiB BiAOOPY /1751 BKIIOUeHHs y iporpamy. [Ipu oMy BupiliaabHe 3HaYeHHs! HaOyBa€ BUBYEHHS
IIMPOKOTO CIIEKTPA YNHHUKIB PUBHKY, BOJOIIHHS SIKUME 3a0€31e4nTh HepCOoHi(hiKOBaAHMIA MT/IXil BUPIICHHS ITHTAHHSI.

Kmiouosi carosa: wonogsiua 6esniionicmo, npozpama ICSI, pesyavmamu.

he challenge of overcoming the declining trend in the popula-

tion, its reproduction, which exists in Ukraine and is caused
by well-known reasons, is the prerogative of the state. The health-
care industry remains an important aspect in the implementation
of policies aimed at preservation of public health, life span and
quality. The birth rate and mortality are among the most impor-
tant and sensitive indicators of the demographic situation. With
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the low level of the first indicator and high level of the second
one, a correlation is created regarding the real threat to society’s
security, the development of its labor potential [3]. Hence, the
aspect of this problem such as reproductive health becomes par-
ticularly relevant [8]. The infertility, as a result of a violation of
its condition, is a serious, difficult issue that concerns almost all
spheres of life. The world statistics testifies to frequent infertil-
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Table 1
The age distribution of partners in married couples included in the IGSI IVF program in cases of male infertility
Men Women
Age
Abs. % m Abs. % m
Agedy:;fser 24 28 15,6 2,7 21 11,7+ 2,1
20-29 47 26,1 3,2 51 28,3 3,1
30-34 53 29,4 3,4 57 31,7 3,2
35-39 24 13,3 2,5 41 22,8* 3,2
40-44 19 10,6 2,3 10 5,5 1,6
>45 9 5,0 1,6 - - -
180 100,0 180 100,0
Note: * — the difference between the indicators in the line is reliable; p<0.05.
Table 2

The source data of follicular and ovarian phases after one cycle of stimulation of superovulation of women

Parameters

from pairs with male infertility, included in the ICSI program (n = 180)

Oligoasthenozoospermia,
n=120

Types of pathospermia

Obstructive
azoospermia,
n=38

Non-obstructive
azoospermia,
n=22

Follicles: M+m 11,6+0,4 10,9+0,5 12,120,3
Obtained oocytes: M*m 10,0£0,5 9,2+0,3 9,9+0,6
Mature oocytes: M+m 8,2+0,2* 7,7+0,5 7.70,2

%, m 82,0+3,5 83,7+4,5 77,7+3,5

Immature oocytes: Mtm 1,4%0,3 1,2+0,2 1,8+0,3

%, m 14,0£2,0 13,0+3,4 17,2+2,6

Degenerated oocytes: Mxm %, m 232?; ggi?g ggi?;

Note: * — the difference between the values of the first and third indicators in line is reliable; p<0,05.

ity and the growth of human factor share over the years [1, 5].
The situation in Ukraine is similar. According to various sources,
about 1 to 3 million partner couples have difficulties with child-
birth. According to the official statistics, there were 40,274 cases
of female infertility and 1,249 male infertility in 2015 [8, 9].

The difficulties of the socioeconomic, environmental, and
even political nature that are observed in Ukraine have a nega-
tive impact on male fertility, as manifested in certain tendency
to decline in the sperm quality [7, 11]. The presence of a variety
of risk factors for male infertility complicates its topical diagno-
sis and treatment, the traditional approaches to which often fail.
With the development and achievements of science, there are dy-
namic changes in the principles of assistance to the contingent
of infertile men [15, 18]. New assisted reproductive technologies
(ART) are introduced into clinical practice and begin to acquire a
leading position in the structure of treatment methods [2, 6, 12].

The intracytoplasmic sperm injection (ICSI) method, as one
of the ART techniques, is included into the most common and
effective methods for restoring fertility in infertile couples with
male infertility [4, 14]. According to the literature, the applica-
tion of several program attempts makes it possible to achieve the
desired pregnancy in the end result in 50-60% of cases [17]. At
the same time, the number of publications on this issue is limited.
A broad discussion of the accumulated information on the provi-
sion of such assistance will enable its critical assessment in order
to identify ways to improve quality [4, 16]. The foregoing stipu-
lated the purpose of the study: to analyze the effectiveness of the
intracytoplasmic sperm injection (ICST) method in case of ART.

MATERIALS AND METHODS OF STUDY

The work was performed under the auspices of Institute of
Reproductive Medicine (IRM), Kyiv. The study period is 2013—
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2015. The object of study was 180 married couples, when the
procedure for fertilization was carried out using the method of
intracytoplasmic sperm injection into oocyte cytoplasm (ICST).
The primary document was out-patient medical records adapted
to the study tasks (file No. 22/0). The results of complex clinical
and laboratory examination and treatment carried out in accor-
dance with existing clinical protocols were analyzed. The diagno-
ses were verified on their basis, and it was confirmed that women
were apparently healthy. The criteria for inclusion into the study
are as follows: sexual and ejaculotary functions are not disor-
dered; regular sexual life with a certain frequency during the last
year or longer; the married couple has no acute infectious and in-
flammatory diseases, oncological pathology and, if necessary, the
treatment of concomitant diseases is completed; absence of con-
servative infertility treatment during 6 months. The age distribu-
tion of partners of a married couple is presented in the Table 1.

The results of analysis of the Table 1 indicate that the number
of men aged under 30 years and 30—-39 years old was the same
(41.7+3.6% and 42.7+3.6% respectively). Against such a back-
drop, the age difference of women stands out. In the second peri-
od, there were significantly more than in the first one (54.4+3.6%
vs. 40.0£3.4%, respectively). The percentage of the men aged
40 and older significantly exceeded: 15.6+2.7%, while women —
5.5+1.6% (p<0.05).

In cases of azoospermia, the testes biopsy (TSE), aspiration
and biopsy of them or epididymis (TESA, RESA) were per-
formed. We emphasize that all women underwent a course of
controlled ovarian stimulation (COS) in accordance with clas-
sical, well-known protocols. In order to determine the response
of the ovaries, the estradiol level was monitored and ultrasound
monitoring was performed as to the growth of the follicles every
2-3 days. In statistical processing of the obtained data, the aver-
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Table 3

Key indicators of the early stage of embryogenesis, taking into account the type of pathospermia in men in the ICSI program

Types of pathospermia

Non-obstructive

Parameters Oligoasthenozoospermia, Obstructive azoospermia, .
azoospermia,
n=120 n=38 o
n=22
Fertilized oocytes (metaphase Il); M+m 6,4+0,3* 5,8+0,1* 4,0+0,2*
- 1,8+0,1 1,9%0,2 3,7+0,3*
Absence of fertilization; M+m %, m 22.0+2,4 24.6+4,5 48,0441
Zygotes per 24 hours: 5,0+0,3 4,4+0,4 3,1+0,5*
M=£m, %, m 78,123 75,9+2,1 77,5%1,9
Number of embryos at the stage of 48 hours; 4,5+0,2 3,9+0,4 2,6+0,5*
M=m, %, m 90,0£1,7 88,4+3,3 83,8+5,0
Absence of fission; 1,4+0,4 1,4+0,5 0,9+0,4
M+m, %, m 21,9+2 5 23,2+1,9 22,5+21
Number of embryos at the stage of 72 hours; 3,8+0,1 3,1+0,2 1,7+0,1
M*m, %, m 85,0+4,4 79,5£5,0 65,416,1*
Blastulation at the stage of 120 hours; M+m, 3,6+0,2* 2,8+0,1* 1,2+0,4*
Note: * — the difference between the indicators in the line is reliable; p <0.05.
age values, the average error and Student’s T-Test criterion with
the confidence level of 0.95 for assessment of the significance of 80 78,0+3,7
X . 75,7+6,3
differences in values were calculated.
70 -
RESULTS AND THEIR DISCUSSION
The core component of the ICSI program is COS after the 60 [~
appropriate preparation of the women. Accordingly, we give the 52,0+6,7*
source data of the state of the ovulatory phase for 180 virtually 50
healthy women from couples with male infertility after one cycle
of ovarian stimulation (Table 2). 40 -
The data in Table 2 are given taking into account the peculiari- B
ties of the male infertility (oligoasthenozoospermia, obstructive 30
and non-obstructive azoospermia) in order to prove the similarity 20
of the general background of reproductive function of women and
guarantee the probability of interpretation of the results of the ef- 10k
fectiveness of the applied ICSI program. At once we will note that
there was no lack of response to stimulation in any case, there was 0

no lack of oocytes in the transvaginal puncture. According to the
analysis of the Table 2, it is fair to say that no statistically signifi-
cant changes were found when comparing the basic parameters.

Then we will comment directly the main indicators of the
early stage of embryogenesis, the features of which are quite natu-
rally caused by the form of spermatogenesis disorder and the kind
of pathospermia, which can be clearly seen in Table. 3.

As can be seen from the data in the Table 3, significantly less
fertilized oocytes were obtained in patients with non-obstructive
azoospermia. Accordingly, the percentage of oocytes with no
fertilization among the latter is the largest: 48.0+4.1% versus
24.6+4.5% and 22.0+2.4% with obstructive azoospermia and
oligoasthenozoospermia respectively (p<0.05). We focus on the
process of fission as the main fact of the procedure. At virtually
the same ratio of the percentage of oocytes with fertilization and
without it, the initial number of zygotes per 24 hours is fairly less
in non-obstructive azoospermia, namely 3.1+0.5 versus 4.4%0.4
and 5.0£0.3 in obstructive azoospermia and oligoasthenozoosper-
mia. This situation directly affects the number of embryos at the
stage of 48 hours (2,6+0,5 versus 3,9%0,4 and 4,5+0,2, respective-
ly, p<0,05) and was initially manifested at the stage of 72 hours
(1.7£0.1 versus 3.1+0.2 and 3.8+0.1, respectively, p <0.05). As a
result, blastulation at the stage of 120 hours from one cycle was in
the group with oligoasthenozoospermia 3,6+0,2, it was 1.3 times
less in obstructive azoospermia and 2.3 times in comparison with
the previous value in the non-obstructive form.

3A0POBBE MYJKUYMHDI Ne2 (69) 2019
ISSN 2307-5090

M oligoasthenozoospemia
[] obstructive azoospemia
= Non-obstructive azoospemia

Fig. 1. Percentage of fertilized oocytes of women in cases
of men with oligoasthenozoospermia, obstructive
and non-obstructive azoospermia in the IGSI program

Summarizing the abovementioned data, we emphasize the
main ones — the Figure 1 demonstrates the percentage of fer-
tilized oocytes of women with different types of spermatogen-
esis disorders. It was fairly less in non-obstructive azoospermia
(52.0£10.1% versus 75.7£6.9% and 78.0+3.7% respectively, in
obstructive azoospermia and oligoasthenozoospermia). Absence
of fertilization was observed in 24 of 428 cycles, which was 5.7%.
Tt is also important that the largest number of such cases, along
with the smallest percentage of zygote fission and the number
of embryos, especially at the stage of 72 hours in the group with
non-obstructive azoospermia had a negative effect on the end re-
sult — less blastulation at the stage of 120 hours (1,2+0,4) than in
non-obstructive azoospermia (2,8+0,1) and oligoasthenozoosper-
mia (3,6+0,2); p<0.05.

The data obtained at the early stage of the fertilization proce-
dure under the ICSI program have been reflected in the Table 4.
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Table 4

Key indicators of early embryo implantation under ICSI program in the native cycle in couples
with male infertilitytaking into account the type of pathospermia

Parameters

Oligoasthenozoospermia,
n=120

Types of pathospermia
Obstructive
azoospermia,
n=38

Non-obstructive
azoospermia,
n=22

Number of embryos per 120 hours 432 106,4 26,4
Number of transferreq embryos to the 204 72,2 26,4
day of cultivation
Average number of transferred embryos 1,7+0,2 1,9+0,8 1,240,1
per 1 embryo transfer
Number of implantation processes
. . . 54 16 7
(biochemical and clinical pregnancy rate)

Note: * — the difference is reliable between the indicators; p<0.05.

Table 5

Indicators of pregnancies in couples with male infertility, taking into account the type of pathospermia under the results
of the first cycle of ICSI program

Parameters n=120

%
42,5

Abs.
Pregnancy, in total/including: 51

Oligoasthenozoospermia,

Types of pathospermia
Non-obstructive
azoospermia,
n=22

% Abs.
39,4 6

Obstructive azoospermia,
n=38
%
27,3

twins 12 23,5

3 20,0 1 16,6

triplets 1 1,9

1 6,7 0

As can be seen from Table. 4, more embryos were transferred
to the patients in native cycle in groups with men with oligoas-
thenozoospermia and obstructive azoospermia. This was reflected
in the frequency of implantations. The percentage of biochemi-
cal pregnancies per stimulated cycle: 31.8%; 42.1% and 45.0% for
non-obstructive, obstructive azoospermia and oligoasthenozoo-
spermia, respectively. The number of women with biochemical /
clinical pregnancy rate was 7, 16 and 54, respectively. In total,
this was 42.8+3.6% (77 of 180 couples). Indicators of the realized
pregnancy in women from infertile couples with male factor, tak-
ing into account the nature of the spermatogenesis disorder, are
presented in Fig. 2.

Below, we analyze pregnancy rates in couples with male in-
fertility (Table 5).

The Table 5 demonstrates that the percentage of pregnancy
rate in case of embryo transfer in the non-obstructive azoospermia
is less virtually by 1.5 times more than the other ones. The
smallest in this group was the percentage of multiple pregnancy,
which is a consequence of small number of embryos to a certain
extent and their ability to implantation due to the poor quality of
their maturity. The reproductive losses are worth noting. They
occurred in 5 cases.

The embryos of the cryocycle were applied later. The Table
6 presents the main indicators of early implantation of embryos
in women from the couples with male infertility in the ICSI
program using cryocycles.

The Table 6 and those given above suggest the following.
Thus, among the married couples with infertility caused by
oligoasthenozoospermia in men in two cycles, the pregnancy
occurred in 68 of 120 cases (56.7£4.5%), in obstructive
azoospermia the pregnancy occurred in 22 of 38 (57.9£8.0
%) cases and in non-obstructive azoospermia the pregnancy
occurred in 7 of 22 (31.849.9%); the latter figure is fairly less
than the previous two. As a result of total, it was found that in 97
of 180 couples the applied ICSI program resulted in pregnancy,
which was 53.9+3.7%.
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0,
50 2
45,0+4,5

42,1+3,0

31,3+3,3*

|| Oligoasthenozoospemia
] obstructive azoospemia
[ Non-obstructive azoospemia

Fig. 2. Percentage of pregnancies in married couples with male
infertility, depending on the type of pathospermia under ICSI
program

At the same time, when assessing the effectiveness of the
implemented ICST program, the final results are important. Their
criteria were the percentage of reproductive losses and live births
(Table 7).

As can be seen from Table. 7, the largest losses were in the
group with non-obstructive azoospermia, they were three times
higher than those in the other two groups. In the total number
of couples (180) — 92 (51,1£3,7%) the pregnancy ended with the
birth of a child; in the group with oligoasthenozoospermia, the
value was 54.244.5% (in 65 of 120), obstructive azoospermia —
55.3+7.5% (21 of 38), non-obstructive azoospermia — 27.3%+9.0%
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Table 6

Main indicators of the embryo implantation in the ICSI program, when using cryocycles
Types of pathospermia

Parameters Oligoasthenczoospermia, Obstructiv_e Non-obstruc_tive
=66 azoospermia, azoospermia,
n=22 n=15

Number of couples with embryos 36 16 0

Total number of embryos 43,2 14,4 0

Average number of embryos per 1 embryo transfer 1,2+0,1 0,9+0,1 0

Number of impla.n’.cation processes (biochemical and 14 6 0
clinical pregnancy rate)

Pregnancy percentage 38,8+8,1 37,5£12,1 0

Table 7

The final results of the ICSI program (n = 180)

Including
Total, Obstructi N bstructi
Parameters absolute Oligoasthenozoospermia, SHUE |v_e ONTOBS ruc_ e
B — n=66 azoospermia, azoospermia,

n=22 n=15
Clinical pregnancy 97 68 22 7
Missed miscarriage 4 2 1 1
Lost pregnancy 1 1 - -
Reproductive losses, absolute 5 3 1 1

number, % 5,2 4,4 4,5 14,3
Live births 92 65 21 6

(6 of 22); the latter value is less reliable. Note that the remaining
couples (88) were offered a repeated cycle, to which 37 (42.0%)
couples agreed, and to other couples (51-58.0%) the ICSI pro-
gram was recommended.

Thus, a comparative analysis of the results of the ICSI pro-
gram in cases of male infertility has demonstrated that its effec-
tiveness was close in among themselves in groups with oligoas-
thenozoospermia and obstructive azoospermia. The pregnancy
with subsequent childbirth has been achieved in more than half
of the cases. At the same time, the lack of desirable results in the
second half of couples, as well as low values of the program ap-
plied in non-obstructive azoospermia (only every third person
with positive data) leaves the issue of the provision of assisted
reproductive technology relevant. Today, the solution to this is-
sue is connected to a greater extent with the optimization of the
selection of an adequate option of assisted reproductive technol-
ogy, improved selection criteria. In addition, the possibility of
predicting the final results becomes significant through the com-
prehensive assessment of health and, in particular, the reproduc-
tive health, taking into account the risk factors.

CONCLUSION

It was found that the overwhelming majority of men who
are infertile in married couples and applied the ICSI program for
the birth of a child were at the age of 30 and 30-39 years old
(41.7£3.6% and 42.7+3.6%, respectively), whereas women at the
age of 30—-39 years old (54.4%3.6% and 40.0+3.4% up to 30 years
old) were more, and the men at the age of 40 years and older were
three times more (15.6+2,7%, women — 5.5+1.6%; p<0.05).

It has been established that any statistically significant changes
in the basic parameters of the source data of the follicular and ovari-
an phases after the cycle of ovarian stimulation from infertile couples
with the various types of male pathospermia have not been proved.

The specificity of the process of fertilization of oocytes and
their fission is observed, depending on the spermatogenesis dis-
order — the fertilization rate is fairly lower in non-obstructive
azoospermia (52.0£10.1% versus 75.7+6.9% and 78.0+3.7% in
obstructive azoospermia and oligoasthenozoospermia), a signifi-
cant difference was observed in the number of embryos at the fis-
sion stage of 72 hours (1.7£0.1% versus 3.1£0.1% and 3.8+0.1%,
respectively; p<0.05), as a result of which the largest number of
blastulations at the stage of 120 hours of one cycle was found in
oligoasthenozoospermia (3,6+0,2%), 1.3 times less in obstructive
azoospermia and 2.3 times less in non-obstructive azoospermia.

The total percentage of biochemical pregnancies per stimu-
lated native cycle was 42.8+3.6% (77 of 180 couples) and was al-
most the same in the group of men with oligoasthenozoospermia
and obstructive azoospermia (45.0+4.5% and 42.1+8,0%, respec-
tively) and only in every third couple with non-obstructive form
(31.84£9.9%); it was the same but less by 14% in the first two cases
with cryocycles (38.8+8.1% and 37.5£12.1%, respectively). After
reproductive losses, which were the highest in non-obstructive
azoospermia (14.3% vs. 4.5% in other types), 92 (51,1+3.7%)
children were born. The peculiarities in terms of the type of male
pathospermia were found: in case of oligoasthenozoospermia, the
value was 54.2+4.5% (in 65 of 120), obstructive azoospermia —
55.3+7.5% (in 21 of 38), in case of non-obstructive azoospermia
they were significantly less — 27,3+9.0% (6 of 22).
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