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PCOS patients as a trial to reduce the OHSS risk in such patients. In 1990 Gonen et al. agonist trigger and group B will receive dual trigger.
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The use of Gonadotrophin releasing hormone agonist (GnRHa), with freeze-all strategy
followed by frozen embryo transfer (FET) has been found to eliminate the risk of ovarian
hyper stimulation syndrome (OHSS) in high responder patients undergoing IVF or ICSI

» Better embryological outcome was found following frozen
Table 1: Comparison between the two studied groups according to M2 oocytes embryo transfer of Cyc|es triggered by the low dose dual trigger_
* However, no difference was found in clinical pregnancy rate.
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Prospective cohort study on 80 high responder patients undergoing ICSI cycle using There was a statistically significant difference between the studied groups a(_:cordlng to '
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group B: Dual trigger (n = 40), were followed up in FET cycles to assess the outcomes. k"'gger group 19.50 compared to 17.75 In the agonist group. ) ; Rl




