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Introduction

Edwards and Steptoe (1980) were the first authors who
suggested that there was an iatrogenic luteal phase defect in women
undergoing in vitro fertilization embryo transfer (IVF-ET).

The need for luteal phase support following ovulation
induction for IVF-ET in cycles using gonadotrophin releasing
hormone agonist (GnRHa) has become a consensus.

Methods of luteal phase support include corpus luteum
stimulation to secrete endogenous oestrogen and progesterone by
serial injections of human chronic gonadotrophin (hCG) or with
exogenous replacement of progesterone (Friedler et al., 1999).

The use of hCG for luteal phase is associated with a marked
increase in the risk of ovarian hyperstimulation syndrome (OHSS)
there for progesterone is the preferred choice (Pabuccu and Akar,
2005).

Micronized progesterone induces endometrial maturation
and leads to pregnancies following IVF-ET or during cycles of
oocytes donation (Friedler et al., 1999).

Micronized progesterone is almost completely absorbed after
administration by oral route but, due to the important metabolic
inactivation during the first hepatic pass, bioavailability of oral
progesterone is notably poor reaching values lesser than 10%
(Gallardo et al., 2004).



Aim of the work

It is a prospective study to assess the efficiency of
protesterone in luteal phase support either through (a) oral (b)
vaginal (c) intramuscular routes in 30 infertile women undergoing

IVF and receiving progesterone for support of luteal phase.



Review of literatune

Progesterone biosynthesis

Biochemistry

Progesterone is synthesized from cholesterol in a two step
enzymatic reaction. First, cholesterol is converted to pregnenolone
within the mitochondria in a reaction catalyzed cytochrome P450
cholesterol side chain cleavage enzyme, (Cunningtiam et al.,
2005). Pregnenolone leaves the mitochondria and is converted to
progesterone in the endoplasmic reticulum by two cytoplasmic
enzymes, 3p-ondehydrogenase and A4,5 isomerase. The
dehydrogenase converts the 3-OH group of pregnenolone to a3 keto
group and the isomerase moves the double bond from the B ring to
the A ring to produce progesterone (Stanczyk, 1997).

Production of progesterone

Only one natural progestogen namely, progesterone, has
major biologic significance. Progesterone is secreted by the ovary
and adrenal gland and during pregnancy by the placental
trophoblast. Another progestogen, 17 hydroxy progesterone, is also
secreted by the ovary and adrenal; however, this compound is
virtually devoid of progestational activity (Stanczyk, 1997).

Menstrual cycle

During the follicular phase of the menstrual cycle, the
production rate and circulating levels of progesterone are low (< |

mg/day and <0.5 ng/mL, respectively).
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