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INFORMACOES GERAIS

1. O JBRA Assisted Reproduction (JBRA Assist. Reprod) é
publicagdo oficial da Sociedade Brasileira de Reprodugdo
Assistida (SBRA — www.sbra.com.br) e da Rede Latino-
americana de Reproducdo Assistida (www.redlara.com)
para conteldos cientificos, com periodicidade trimestral.
E dirigido a especialistas e pesquisadores em salde, par-
ticularmente ginecologistas, andrologistas, biélogos, uro-
logistas e embriologistas. Sdo aceitos para avaliacdo estu-
dos basicos e clinicos nas areas de reproducdo assistida,
infertilidade, genética reprodutiva, imunologia reproduti-
va, andrologia, microbiologia reprodutiva, laboratério em
reproducdo assistida e endocrinologia ginecolégica, sob a
forma de artigos originais, artigos de revisdo, artigos de
atualizacdo e relatos de caso (conforme detalhamento a
seguir). Os artigos podem ser submetidos nos idiomas por-
tugués, espanhol ou inglés. Autores interessados em tra-
duzir seu artigo para inglés podem solicitar um orcamento
de traducgéo ao J Bras Rep Assist.

2. Artigos submetidos ao JBRA Assisted Reproduction devem
ser inéditos, isto é, nao devem ter sido publicados nem sub-
metidos para analise por outras revistas, no todo ou parcial-
mente. Em casos de figuras ja publicadas, autorizacdo deve
ser obtida e a fonte deve ser citada. Uma vez publicados, os
artigos passam a ser de propriedade da SBRA.

3. As Instruc8es para Autores do JBRA Assisted Reproduc-
tion incorporam as recomendacdes dos Uniform Require-
ments for Manuscripts Submitted to Biomedical Journals. A
versdo completa do texto esta disponivel em www.icmje.org.
Manuscritos que estiverem em desacordo com as instrucdes
aqui apresentadas serdo devolvidos para a incorporacgédo de
ajustes antes da avaliacdo pelo Conselho Editorial.

4. Todo artigo publicado no JBRA Assisted Reproduction
passa pelo processo de revisao por especialistas (peer re-
view). Os artigos submetidos sdo primeiramente encami-
nhados aos editores para uma avaliagdo inicial quanto ao
escopo do trabalho e as exigéncias editoriais do Jornal. Se
a avaliacdo é positiva, o artigo é enviado a dois revisores
especialistas na area pertinente. Todo o processo € anoni-
mo, ou seja, 0s revisores sdo cegos quanto a identidade dos
autores e seu local de origem e vice-versa. Apos a avaliagao
do artigo pelos revisores, os artigos podem ser aceitos sem
modificagdes, recusados ou devolvidos aos autores com su-
gestdes de modificagdes, sendo que cada artigo pode retor-
nar varias vezes aos autores para esclarecimentos e modifi-
cagles, sem que isso implique necessariamente a aceitacéo
futura do trabalho.

5. O numero de autores de cada manuscrito fica limitado a
seis. O conceito de co-autoria implica contribuicdo substan-
cial na concepcgao e planejamento do trabalho, anélise e in-
terpretacdo dos dados e redacao ou revisao critica do texto.
Contribuigdes significativas feitas ao estudo, mas que ndo
se enquadram nesses critérios, podem ser citadas na secédo
de agradecimentos.

6. Artigos de pesquisas clinicas (clinical trials) devem ser
registrados em um dos Registros de Ensaios Clinicos valida-
dos pelos critérios estabelecidos pela Organizagdo Mundial
da Saude e pelo International Committee of Medical Journal
Editors (por exemplo, www.actr.org.au, www.clinicaltrials.
gov, www.ISRCTN.org, www.umin.ac.jp/ctr/index/htm e
www.trialregister.nl). O nimero de identificagdo do estudo
devera ser apresentado ao final do resumo.

7. Para textos que forem aceitos para publicagdo, uma de-
claragéo, assinada por todos os autores devera ser enviada
a revista, contendo as seguintes informag¢des: a) o manus-
crito é original; b) o manuscrito nao foi publicado nem sub-
metido a outra revista, nem o sera se vier a ser publicado
no JBRA Assisted Reproduction; c) todos os autores parti-
ciparam ativamente na elaboragédo do estudo e aprovaram
a versdo final do texto; d) situagdes de potencial conflito
de interesse (financeiro ou de outra natureza) estdo sendo
informadas; e) foi obtida aprovag¢ao do estudo pelo comi-
té de ética da instituicdo a qual o trabalho esta vinculado

(para artigos que relatam dados de pesquisa experimental;
f) foi obtido consentimento informado dos pacientes inclu-
idos no estudo (quando aplicavel). As informacdes sobre a
aprovacgado do estudo por comité de ética e a obtengédo de
consentimento informado também devem constar na secéo
Métodos do artigo.

8. Antes da publicacdo dos artigos aceitos, os autores cor-
respondentes receberéo, via e-mail, em arquivo PDF, o ar-
tigo editorado para aprovacdo. Nessa fase, as correcdes
devem limitar-se a erros tipograficos, sem alteragdo do
conteldo do estudo. Os autores deveréo devolver as provas
aprovadas via e-mail ou fax até 48 horas ap6s o recebimen-
to da mensagem.

TIPOS DE ARTIGOS PUBLICADOS

Artigos originais. Trabalhos resultantes de pesquisa cien-
tifica que apresentam dados originais sobre aspectos ex-
perimentais ou observacionais de carater médico, biolégi-
co, bioquimico e psicossocial e incluem analise estatistica
descritiva e/ou inferéncias de dados proéprios. Esses arti-
gos tém prioridade para publicagdo. Devem ser compostos
de: pagina de rosto, resumo e palavras-chave, abstract e
keywords, texto (dividido nas se¢des Introducao, Métodos,
Resultados, Discussao ou equivalentes, Conclusfes), agra-
decimentos (se aplicavel), lista de referéncias (maximo de
40), tabelas (se houver), legendas de figuras (se houver) e
figuras (se houver).

Artigos de revisdo. Trabalhos que tém por objetivo resu-
mir, analisar, avaliar ou sintetizar trabalhos de investigagao
ja publicados em revistas cientificas. Devem incluir sintese
e andlise critica da literatura levantada e ndo ser confun-
didos com artigos de atualizagdo. Devem ser compostos
de: pagina de rosto, resumo e palavras-chave, abstract e
keywords, texto, lista de referéncias, tabelas (se houver),
legendas de figuras (se houver) e figuras (se houver).
Artigos de atualizagdo ou opinido. Trabalhos que relatam
informagfes geralmente atuais sobre tema de interesse
para determinadas especialidades (por exemplo, uma nova
técnica ou método). Tém caracteristicas distintas de um ar-
tigo de revisdo, visto que ndo apresentam andlise critica
da literatura. Devem ser compostos de: pagina de rosto,
resumo e palavras-chave, abstract e keywords, texto, lista
de referéncias, tabelas (se houver), legendas de figuras (se
houver) e figuras (se houver).

Relatos de caso. Artigos que representam dados descri-
tivos de um ou mais casos, explorando um método ou pro-
blema através de exemplo(s). Os casos escolhidos devem
ser de grande interesse, com doenc¢a ou evolugdo incomuns
ou submetidos a tratamentos inusitados ou alternativos.
Podem envolver humanos ou animais e devem apresentar
as caracteristicas do individuo estudado (sexo, idade, etc.).
Devem ser compostos de: pagina de rosto, resumo e pala-
vras-chave, abstract e keywords, texto (dividido nas se¢des
Introducédo, Descri¢cdo do caso e Discussao ou equivalen-
tes), lista de referéncias, legendas de figuras (se houver) e
figuras (se houver).

Cartas ao leitor. Cartas ao editor comentando, discutindo
ou criticando os artigos publicados no JBRA Assisted Repro-
duction serdo bem recebidas e publicadas desde que aceitas
pelo Conselho Editorial. Devem ser compostas de: titulo,
nome do autor, identificagdo da publicagdo que esta sendo
comentada e lista de referéncias (se houver). Recomenda-
se um maximo de 500 palavras, incluindo referéncias. Sem-
pre que possivel, uma resposta dos autores sera publicada
juntamente com a carta.

PREPARACAO DOS ORIGINAIS

Utilize preferencialmente o processador de texto Microsoft
Word®. Os trabalhos devem ser digitados em fonte Times
New Roman tamanho 12, espago simples, alinhados a es-
querda, iniciando cada se¢do em pagina nova, na seguinte
ordem: pagina de rosto, resumo e palavras-chave, abstract
e keywords, texto, agradecimentos, lista de referéncias, ta-
belas, legendas de figuras e figuras. Todas as paginas de-
vem ser numeradas.
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Siglas devem ser definidas por extenso na primeira ocorréncia
no texto; apds a primeira ocorréncia, somente a sigla devera
ser utilizada. No resumo, o uso de siglas deve ser evitado.
Substancias devem ser apresentadas utilizando seu nome
genérico. Se relevante, o nome comercial da substancia e o
fabricante podem ser informados entre parénteses.

A apresentacédo de unidades de medida deve seguir o siste-
ma internacional (SI).

Genes de animais devem ser apresentados em italico com ini-
cial mailscula (exemplo: Sox2); genes de seres humanos tam-
bém devem ser apresentados em italico, porém com todas as
letras mailsculas (exemplo: SOX2). Proteinas devem seguir o
mesmo padrédo de mailsculas/minusculas, porém sem italico.

PAGINA DE ROSTO

A péagina de rosto deve conter:

- Titulo conciso e explicativo, representando o contetudo do
trabalho, em portugués e inglés

- Titulo resumido (méaximo de 40 caracteres)

- Nomes dos autores

- Afiliagdo dos autores, indicando departamento/unidade,
instituicdo e regido geografica

- Nome da instituicdo onde o trabalho foi executado

- Informagdes sobre auxilios recebidos sob a forma de fi-
nanciamento, equipamentos ou medicamentos

- Congressos onde o estudo foi apresentado

- Nome, endereco, telefone, fax e email do autor correspon-
dente

RESUMO E ABSTRACT

Todos os trabalhos devem apresentar um resumo em portu-
gués e um abstract em inglés. Trabalhos escritos em espa-
nhol devem apresentar, além do resumo no idioma original,
também um resumo em portugués e um abstract em inglés.
O conteldo dos textos deve ser idéntico, e ndo deve ultra-
passar 250 palavras. Para artigos originais, o resumo deve
ser estruturado como segue: Objetivo, Métodos, Resultados
e Conclusdes. Para relatos de caso, artigos de revisédo e
artigos de atualizagdo, o resumo nédo deve ser estruturado.
Deve-se evitar o uso de abreviagdes no resumo, e ndo de-
vem ser citadas referéncias.

Logo apds o resumo/abstract/resumen, deverdo ser apre-
sentadas de trés a seis palavras-chave que sejam integran-
tes da lista de Descritores em Ciéncias da Saude (http://
decs.bvs.br).

AGRADECIMENTOS

Esta secdo é dedicada a reconhecer o trabalho de pessoas
que tenham colaborado intelectualmente, mas cuja contri-
buicdo ndo justifica co-autoria, ou de pessoas ou institui-
¢oes que tenham dado apoio material.

REFERENCIAS

No texto, as citagdes serdo identificadas entre parénteses,
pelo sobrenome do autor seguido do ano de publicagao.
Exemplos: um autor (Steptoe, 1978), dois autores (Edwards
& Steptoe, 1980), mais de dois autores (Van Steirteghem
et al., 1988).

A lista de referéncias deve ser apresentada em ordem alfa-
bética (Gltimo sobrenome de cada autor seguido das duas
primeiras iniciais), e ndo deve ser numerada. Trabalhos do
mesmo autor devem ser ordenados cronologicamente; tra-
balhos de mesmo autor e ano devem ser identificados com
letras ap6s o ano (2000a, 2000b, etc.). A apresentacéo das
referéncias seguira os modelos propostos nos Uniform Re-
quirements for Manuscripts Submitted to Biomedical Jour-
nals (ver exemplos a seguir). Todas as referéncias citadas
na lista devem ser mencionadas no texto e vice-versa.

1. Artigo de periédico

Edwards RG, Steptoe PC, Purdy JM. Establishing full-term
human pregnancies using cleaving embryos grown in vitro.
Br J Obstet Gynaecol. 1980;87:737-56.

2. Livro

Wolf DP, Quigley MM, eds. Human in vitro fertilization and
embryo transfer. New York: Plenum Press; 1984.
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3. Capitulo de livro

Simpson JL. Gonadal dysgenesial and sex abnormalities:
phenotypic-karyotypic correlations. In: Vallet HL, Porter IH,
eds. Genetic mechanisms of sexual development. New York:
Academic Press; 1979. p. 365-77.

4. Artigo de revista eletrbénica

Abood S. Quality improvementinitiative in nursing homes: the
ANA acts in an advisory role. Am J Nurs [revista eletrénica].
2002 Jun [citado 2002 ago 12];102(6):[aproximadamente 3
p.]. Disponivel em: http://www.nursingworld.org/AJN/2002/
june/Wawatch.htm.

5. Artigo publicado na Internet:

Wantland DJ, Portillo CJ, Holzemer WL, Slaughter R, McGhee
EM. The effectiveness of web-based vs. non-web-based
interventions: a meta-analysis of behavioral change out-
comes. J Med Internet Res. 2004;6(4):e40. Disponivel em:
http://www.jmir.org/2004/4/e40/. Acessado: 29/11/2004.

6. Site

OncolLink [site na Internet]. Philadelphia: University of Penn-
sylvania; c1994-2006. [atualizado 2004 set 24; citado 2006
mar 14]. Disponivel em: http://cancer.med.upenn.edu/.

7. Software
Smallwaters Corporation. Analysis of moment structures:
AMOS [software]. Version 5.0.1. Chicago: Smallwaters; 2003.

TABELAS E FIGURAS

Tabelas e figuras (graficos, fotografias, etc.) devem ser
numeradas em algarismos arébicos conforme a ordem de
aparecimento no texto e devem ter legendas individuais,
apresentadas ao final do trabalho. Cada tabela e figura deve
ser submetida em folha separada.

Nas tabelas, deverao ser utilizadas apenas linhas horizon-
tais, e cada dado devera constar em uma célula indepen-
dente. ExplicagBes sobre itens das tabelas devem ser apre-
sentadas em notas de rodapé identificadas pelos seguintes
simbolos, nesta sequéncia: *,1, %, §, ||.1,**,11,++.

Figuras em geral (graficos, fotografias, etc.) serdo publicadas
em preto e branco. Despesas com a eventual reproducgéo de
fotografias em cor serdo de responsabilidade do autor.
Figuras podem ser submetidas eletronicamente, nas ex-
tensdes .jpg, .gif ou .tif, com resolugdo minima de 300 dpi
(para possibilitar uma impresséo nitida), ou por correio (ver
instrugdes de envio mais adiante). Todas as figuras enviadas
pelo correio devem ser identificadas no verso com o uso de
etiqueta colante contendo o nome do primeiro autor, o nu-
mero da figura e uma seta indicando o lado para cima.
Fotografias escaneadas ndo serdo aceitas; fotografias em
papel devem ser encaminhadas pelo correio. Fotografias de
pacientes ndo devem permitir sua identificagdo.

Graficos devem ser apresentados somente em duas dimensdes.
Figuras ja publicadas e incluidas em artigos submetidos de-
vem indicar a fonte original na legenda e devem ser acom-
panhadas por uma carta de permissédo do detentor dos di-
reitos (editora ou revista).

ENVIO/SUBMISSAO DE ARTIGOS

Os artigos devem ser submetidos preferencialmente por
email (jornalsbra@cmb.com.br). Texto e figuras devem ser
enviadas como um anexo a mensagem. Figuras (exclusiva-
mente graficos e fotografias digitais) podem ser enviadas nas
extensdes .jpg, .gif ou .tif, com resolugcdo minima de 300 dpi
e tamanho maximo total (do conjunto de figuras) de 3 MB.
Se a submisséo por email ndo for possivel, duas cépias do tex-
to e figuras devem ser enviadas para o enderecgo a seguir:

Profa. Dra. Maria do Carmo Borges de Souza
Editora do Jornal Brasileiro de Reproducgéo Assistida
Centro Médico BarraShopping

Av. das Américas, 4666, salas 312/313

CEP 22649-900 - Rio de Janeiro, RJ

Fone: (21) 2430.9060

Fax: (21) 2430.9070

http://www.sbra.com.br



GENERAL INFORMATION

1. JBRA Assisted Reproduction (JBRA Assist. Reprod) is the
official publication by both the Brazilian Society of Assisted
Reproduction (SBRA — www.sbra.com.br) and the Latin
America Network of Assisted Reproduction (www.redlara.
com) destined to scientific-based and quarterly issued papers.
It is designated to specialists and researchers in the health
area, in particular to gynecologists, andrologists, biologists,
urologists and embryologists. Basic and clinical studies in
the areas of assisted reproduction, infertility, reproductive
genetics, reproductive immunology, andrology, reproductive
microbiology, laboratory in assisted reproduction and
gynecological endocrinology will be accepted for evaluation
in the form of original articles, reviews, update articles and
case reports (as detailed below). Articles may be submitted in
Portuguese, Spanish or English. Authors interested in having
their articles translated into English may request an estimate
at J Bras Rep Assist.

2. Papers submitted to JBRA Assisted Reproduction must be
original, that is, they cannot have been either published or
submitted for analysis by other journals, partially or in the
whole. In cases where the illustrations have been published
previously, an authorization must be granted and the source
cited. Once published, the copyright of the articles belongs
to SBRA.

3. The Instructions for Authors by JBRA Assisted Reproduction
is comprised of the recommendations given by the Uniform
Requirements for Manuscripts Submitted to Biomedical
Journals. The complete version of the text is available at www.
icmje.org. Manuscripts not in accordance with the instructions
presented herein will be returned for modifications to be
made before the Editorial Board has evaluated them.

4. Every article published in JBRA Assisted Reproduction
undergoes a review process by specialists (peer review).
Submitted articles are primarily sent to editors for an initial
evaluation as to the scope of the work and the editorial
demands of the journal. In case of a positive evaluation,
the article is then sent to two reviewers specialized in the
appropriate area. Every process is anonymous, that is,
reviewers are not aware of author’s identity and place
of origin and vice versa. After the articles are evaluated
by reviewers, they can be accepted without alterations,
refused or returned to authors along with suggestions for
modifications. Each article may return to its author several
times for clarification and alteration, without necessarily
meaning a future acceptance of the article.

5. The number of authors for each manuscript is limited to six.
The co-authorship concept connotes substantial contribution
in the creation and planning of the paper, analysis and
interpretation of data not to mention the writing and critical
revision of the text. Significant contributions given to the
study which do not fit these criteria may be cited in the
acknowledgements section.

6. Clinical trials articles should be registered in the Clinical
Trials Registry validated by the criteria established by the
World Health Organization and by the International Committee
of Medical Journal Editors (for instance, www.actr.org.au,
www.clinicaltrials.gov, www.ISRCTN.org, www.umin.ac.jp/ctr/
index/htm and www.trialregister.nl). The study identification
number shall be presented at the end of the abstract.

7. For texts accepted for publication, a statement signed by
all authors shall be sent to the journal, including the following
information: a) the manuscript is original; b) the manuscript
has not been previously published nor submitted to any other
journal, and will not be published in case it is accepted by
JBRA Assisted Reproduction; c) all authors have actively
taken part in the preparation of the study and have approved
of the final version of the text; d) situations on potential
conflict of interests (either financial or of any other nature)
are being informed; e) an approval of the study by the Ethics
Committee of the institution to which the paper is linked
was obtained (for articles reporting experimental research
data; f) an informed consent by the patients included in the

Instructions for Authors

study was obtained (when applicable) . All information on
the approval of the study by the Ethics Committee and the
possession of an informed consent should also be mentioned
in the Methods section of the article.

8. Before the publication of accepted articles, the
corresponding authors will receive the published article via
e-mail attachment in a PDF archive for approval. At this
point, corrections should be limited to typographic mistakes,
without altering the content of the study. Authors should
return approved papers by e-mail or fax 48 hours after
receiving the message.

TYPES OF PUBLISHED ARTICLES

Original articles. Pieces of work resulting from scientific
research presenting original data about experimental or
observational aspects of medical, biological, biochemical and
psychosocial character and including descriptive statistical
analysis and/or inferences of own data. These articles have
priority for publication. They must be composed of: title
page, resumo e palavras-chave (in Portuguese )abstract and
keywords, text (divided in Introduction, Methods, Results,
Discussion or equivalent, Conclusion), acknowledgments (if
applicable), references (40 at the most), tables (if available)
figure legends (if available) and figures (if available).
Reviews. Papers whose aim is to summarize, analyze,
evaluate or synthesize investigative papers already published
in scientific journals. They must include a synthesis and
critical analysis of the researched literature and cannot be
confused with update articles. They must be composed
of: title page, resumo e palavras-chave ( in Portuguese ),
abstract and keywords, text, references, tables (if available)
,figure legends (if available) and figures (if available).
Update or opinion articles. Papers reporting usually current
information on themes of interest to certain specialties
(such as a new technique or method). They have different
characteristics from reviews , since they do not display critical
analysis of the literature. They must be composed of: title
page, resumo e palavras-chave ( in Portuguese ), abstract
and keywords, text, references, tables (if available) ,figure
legends (if available) and figures (if available).

Case reports. Articles representing descriptive data of one
or more cases, exploiting a method or problem through
example(s). The selected cases should be of great interest,
with unusual disease or evolution or submitted to unexpected
or alternative treatments. They may involve humans
or animals and should present the studied individual’'s
characteristics (gender, age, etc.). They must be composed
of: title page, resumo e palavras-chave ( in Portuguese ),
abstract and keywords, text (divided in: Introduction, Case
Description and Discussion or equivalent ), references, figure
legends (if available) and figures (if available).

Letters to the reader. Letters to the editor commenting,
discussing or criticizing articles published in JBRA Assisted
Reproduction will be welcome and published as long as they
are accepted by the Editorial Board. They must be composed
of: title, name of author, identification of the publication
being commented on and references (if available). It is
recommended to include 500 words at the most, references
inclusive. Whenever possible, a reply by the authors will be
published alongside with the letter.

PREPARATION OF ORIGINAL PAPERS

Preferably use Microsoft Word® processor. Papers should be
typed in Times New Roman font sized 12, single-spaced and
aligned to the left. Every section should be started on a new
page in the following order: title page, resumo e palavras-
chave ( in Portuguese ), abstract and keywords, text,
acknowledgements, references, tables, figure legends and
figures. All of the pages should be numbered consecutively.
Abbreviations should be spelled out in the first mention in the
text; and after the first appearance, only the abbreviation
should be used. In the abstract, the use of abbreviations
should be avoided.

Chemicals should be presented by their generic name.
If relevant, commercial name of the substance and the
manufacturer’s name may be informed in parentheses.
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The presentation of units of measurements should follow the
International System (IS).

Genes of animals should be presented in italics with capital
letter initials (example: Sox2); genes of human beings should
also be presented in italics; however, with all capital letters
(example: SOX2). Proteins should follow the same pattern:
capital/small, without italics, though.

TITLE PAGE

The title page should carry the following information:

- Concise and comprehensive title, representing the content
of the article, both in Portuguese and English

- Short running head (no more than 40 characters including
letters and spaces)

- Authors’ names

- Authors’ institutional affiliation, showing department/unit,
institution and geographic region

- Name of the institution where the work was carried

- Information about support given in the form of loan,
equipment or drugs

- Congresses where the study was presented

- Name, mailing address, telephone and fax numbers, and
e-mail address of the corresponding author

RESUMO AND ABSTRACT

All articles should present an abstract both in Portuguese
and in English. Papers written in Spanish should present,
besides their abstracts in the original language, one abstract
in Portuguese and another one in English. The content of
both texts should be identical, and should not exceed 250
words. For original articles, the abstract should be structured
as follows: Objective, Methods, Results and Conclusion. For
case reports, reviews and update articles, the abstract should
not be structured. The use of abbreviations should be avoided
in the abstract, and references should not be cited.

Right after the resumo/abstract/resumen, three to six
keywords belonging to the list of Health Sciences Descriptors
(http://decs.bvs.br) should be presented.

ACKNOWLEDGEMENTS

This part is dedicated to acknowledging the work of those
who have helped intellectually, but whose contribution does
not justify co-authorship or those people or institutions who
have given material support.

REFERENCES

In the text, the citations will be identified by the author’s
last name in parentheses followed by the publication
year. Examples: one author (Steptoe, 1978), two authors
(Edwards & Steptoe, 1980), and more than two authors (Van
Steirteghem et al., 1988).

The references should be presented in alphabetical order (each
author’s surname followed by his/her first two initials), and
should not be numbered. Papers by the same author should
be chronologically organized; papers by the same author in
the same year should be identified with letters after each
year (2000a, 2000b, etc.). The presentation of references will
follow the format proposed in the Uniform Requirements for
Manuscripts Submitted to Biomedical Journals (see examples
below). All references cited in the list should be mentioned in
the text and vice-versa.

1. Journal Article

Edwards RG, Steptoe PC, Purdy JM. Establishing full-term
human pregnancies using cleaving embryos grown in vitro.
Br J Obstet Gynaecol. 1980;87:737-56.

2. Book
Wolf DP, Quigley MM, eds. Human in vitro fertilization and
embryo transfer. New York: Plenum Press; 1984.

3. Book Chapter

Simpson JL. Gonadal dysgenesial and sex abnormalities:
phenotypic-karyotypic correlations. In: Vallet HL, Porter IH,
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Academic Press; 1979. p. 365-77.

4. Electronic Journal Article

Abood S. Quality improvement initiative in nursing homes: the
ANA acts in an advisory role. Am J Nurs [electronic journal].
2002 June [cited 2002 aug 12];102(6):[approximately 3 p.].
Available at: http://www.nursingworld.org/AJN/2002/june/
Wawatch.htm.

5. Article published in the Internet:

Wantland DJ, Portillo CJ, Holzemer WL, Slaughter R,
McGhee EM. The effectiveness of web-based vs. non-web-
based interventions: a meta-analysis of behavioral change
outcomes. J Med Internet Res. 2004;6(4):e40. Available at:
http://www.jmir.org/2004/4/e40/. Accessed: 29/11/2004.

6. Site

OncolLink [site in the Internet]. Philadelphia: University of
Pennsylvania; ¢1994-2006. [updated 2004 Sept 24; cited
2006 March 14]. Available at: http://cancer.med.upenn.edu/.

7. Software
Smallwaters Corporation. Analysis of moment structures:
AMOS [software]. Version 5.0.1. Chicago: Smallwaters; 2003.

TABLES AND FIGURES

Tables and figures (graphs, photographs, etc.) should be
numbered in Arabic numerals according to the order in which
they appear in the text and should have individual legends,
presented at the end of the paper. Each table and figure
should be submitted on a separate sheet of paper.

In the tables, use horizontal lines only, and each piece of
information should be in an independent cell. Explanations
about items in the tables should be presented in footnotes
identified by the following symbols, in this sequence: *,t, #,
8, |L9,**, 11, %%.

Figures in general (graphs, photographs, etc.) will be
published in black and white. Expenses due to the eventual
reproduction of photographs in color will be the author’s
responsibility.

Figures may be submitted in electronic formats such as .jpg,
.gif or .tif, with a minimum resolution of 300 dpi (in order to
guarantee clear printing), or by mail (see further mailing
instructions). All figures sent by mail should be identified on the
back with an adherent sticker containing author’s first name,
number of the figure and an arrow indicating which side is up.
Scanned photographs will not be accepted; photographs in
paper must be sent by mail. Photographs of patients should
not allow their identification.

Graphs should be two-dimensional only.

Figures previously published and included in submitted
articles should include the original source in the legend
and should be accompanied by a permission letter from the
copyright’s holder (publisher or journal).

MAILING/SUBMISSION OF ARTICLES

Articles should be submitted preferably by e-mail
(jornalsbra@cmb.com.br). Text and figures should be sent as
attachments together with the message. Figures (graphs and
digital photographs exclusively) may be sent in the formats
jpg, .gif ou .tif, with minimum resolution of 300 dpi and total
maximum size of 3 MB (all figures).

If submission by e-mail is not possible, two copies of the text
must be sent to the address below:

Profa. Dra. Maria do Carmo Borges de Souza
Editora do Jornal Brasileiro de Reprodugéo Assistida
Centro Médico Barra Shopping

Av. das Américas, 4666, salas 312/313

CEP 22649-900 - Rio de Janeiro, RJ]

Fone: (55)(21) 2430.9060

Fax: (55)(21) 2430.9070

http://www.sbra.com.br



INFORMACIONES GENERALES

1. ElI JBRA Assisted Reproduction (JBRA Assist. Reprod)
és una publicacién oficial de la Sociedad Brasilefia de
Reproduccién Asistida (SBRA — www.sbra.com.br) y de la Red
Latinoamericana de Reproduccién Asistida (www.redlara.com)
para contenidos cientificos, con periodicidad cuatrimestral.
Es dirigido a especialistas e investigadores en salud,
particularmente ginecélogos, andrélogos, biélogos, urélogos
y embriélogos. Se recibe para evaluacién estudios basicos
y clinicos en los siguientes areas: reproduccion asistida,
infertilidad, genética reproductiva, inmunologia reproductiva,
andrologia, microbiologia reproductiva, laboratorio en
reproduccion asistida y endocrinologia ginecolégica, bajo la
forma de articulos originales, de revisién, de actualizacion
y relatos de caso (conforme detallamos a continuacién). Se
reciben articulos en portugués, espafiol o inglés. Autores
interesados en traducir sus articulos al inglés pueden solicitar
un presupuesto de traduccion al J Bras Rep Assist.

2. Articulos sometidos al JBRA Assisted Reproduction deben
ser inéditos, o sea, no deben haber sido publicados ni
sometidos para andlisis por otras revistas, en su totalidad o
parcialmente. En casos de imagenes ya publicadas, se debe
obtener autorizacion y nombrar la fuente. Una vez que su
articulo(s) haya(n) sido publicado(s), pasa(n) a ser propiedad
de la SBRA.

3. Las |Instrucciones para Autores del JBRA Assisted
Reproduction incorporan las recomendaciones de los Uniform
Requirements for Manuscripts Submitted to Biomedical
Journals. La versiébn completa del texto esta disponible
en www.icmje.org. Manuscritos que no estén conforme
las instrucciones aqui presentadas seran devueltos para
la incorporacion de ajustes antes de la evaluacién por el
Consejo Editorial.

4. Todo articulo publicado en el JBRA Assisted Reproduction
pasa por un proceso de revision por especialistas (peer
review). Los articulos sometidos son primeramente enviados
a los editores para una evaluacion inicial respecto al objetivo
del trabajo y a las exigencias editoriales del JBRA. Si la
evaluacion es positiva, el articulo es enviado a dos revisores
especialistas del area pertinente. Todo el proceso es anénimo,
0 sea, los revisores desconocen la identidad de los autores
y su local de origen y viceversa. Después de la evaluacion
del articulo por los revisores, se puede: a-aceptar el articulo
sin modificaciones, b-rechazar el articulo, c-devolverlo a
los autores con sugerencias de modificaciones; en el Ultimo
caso, un articulo puede regresar varias veces a sus autores
para aclaraciones y modificaciones, sin que eso implique
necesariamente la aceptacién futura del trabajo.

5. Se limita a seis el nUmero de autores de cada manuscrito.
El concepto de coautoria implica contribucién substancial
en la concepcion y planeamiento del trabajo, anélisis e
interpretacion de los datos y redaccién o revision critica del
texto. Contribuciones significativas hechas al estudio, pero
que no se cuadran en esos criterios, pueden ser descritas en
la seccién de agradecimientos.

6. Articulos de investigaciones clinicas (clinical trials) deben
ser registrados en uno de los Registros de Ensayos Clinicos
validados por los criterios establecidos por la Organizacion
Mundial de la Salud y por el International Committee of
Medical Journal Editors (por ejemplo, www.actr.org.au, www.
clinicaltrials.gov, www.ISRCTN.org, www.umin.ac.jp/ctr/
index/htm y www.trialregister.nl). El nimero de identificacion
del estudio debera ser presentado al final del resumen.

7. Caso se acepte su trabajo para publicacion, débese enviar
al JBRA una declaracion firmada por todos los autores, con
la siguiente informacién: a) el manuscrito es original; b)
el manuscrito no fue publicado ni sometido a otra revista,
ni serd, en el caso de su publicacién por el JBRA Assisted
Reproduction; c) todos los autores participaron activamente
en la elaboracion del estudio y aprobaron la versién final
del texto; d) situaciones de potencial conflicto de interés
(financiero o de otra naturaleza) seran informadas; e) se

Instrucciones p

obtuvo aprobacion del estudio por el comité de ética de la
instituciéon a la cual el trabajo esta vinculado (para articulos
que relatan datos de pesquisa experimental); f) se obtuvo
consentimiento informado de los pacientes incluidos en el estudio
(cuando se aplica). Se debe informar en la seccion Métodos del
articulo los datos sobre la aprobacion del estudio por el comité
de ética y la obtencién de consentimiento informado.

8. Antes de la publicacion de los articulos aprobados, los
autores correspondientes recibiran, por e-mail, en documento
PDF, el articulo listo para publicacion, para aprobacion. En esta
etapa, las correcciones deben limitarse a errores tipograficos,
sin cambios de contenido del estudio. Los autores deberan
devolver las pruebas aprobadas por e-mail o fax antes de 48
horas después de haberlo recibido.

TIPOS DE ARTICULOS PUBLICADOS

Articulos originales. Trabajos resultantes de pesquisa
cientifica que presentan datos originales sobre aspectos
experimentales u observacionales de caracter médico,
biolégico, bioquimico y psicosocial e incluyen andlisis
estadistica descriptiva y/o inferencias de datos propios. Estos
articulos tienen prioridad para publicacién. Deben contener:
hoja frontal, resumen y palabras-llave, abstract y keywords,
texto (dividido en las secciones Introduccién, Métodos,
Resultados, Discusibn o equivalentes, Conclusiones),
agradecimientos (si se aplica), listado de referencias (maximo
de 40), tablas (si hay), notas al pié de imagenes (si hay) e
imagenes (si hay).

Articulos de revision. Trabajos que tienen por objetivo
resumir, analizar, evaluar o sintetizar trabajos de investigacion
ya publicados en revistas cientificas. Deben incluir sintesis y
andlisis critica de la literatura levantada y no ser confundidos
con articulos de actualizacion. Deben contener: hoja frontal,
resumen y palabras-llave, abstract y keywords, texto, listado
de referencias, tablas (si hay), notas al pié de imagenes (si
hay) e imagenes (si hay).

Articulos de actualizacion u opiniéon. Trabajos que
reportan informaciones generalmente actuales sobre tema de
interés para determinadas especialidades (por ejemplo, una
nueva técnica o método). Tienen caracteristicas diferentes de
un articulo de revisién, pues no presenta andlisis critica de la
literatura. Deben contener: hoja frontal, resumen y palabras-
llave, abstract y keywords, texto, listado de referencias,
tablas (si hay), notas al pié de imagenes (si hay) e imagenes
(si hay).

Relatos de caso. Articulos que representan datos descriptivos
de uno o mas casos, explorando un método o problema a
través de ejemplo(s). Los casos elegidos deben ser de gran
interés, con enfermedad o evolucién anormal o sometidos
a tratamientos inusitados o alternativos. Pueden involucrar
humanos o animales y deben presentar las caracteristicas del
individuo en estudio (sexo, edad, etc.). Deben contener: hoja
frontal, resumen y palabras-llave, abstract y keywords, texto
(dividido en las sesiones Introduccion, Descripcion del caso y
Discusién o equivalentes), listado de referencias, notas al pié
de iméagenes (si hay) e imagenes (si hay).

Cartas al lector. Con gusto recibiremos cartas al editor
comentando, discutiendo o criticando los articulos publicados
en el JBRA Assisted Reproduction; estas seran publicadas
desde que el Consejo Editorial las apruebe. Deben contener:
titulo, nombre del autor, identificacion de la publicacién que
se comenta y listado de referencias (si hay). Recomendase
un maximo de 500 palabras, incluyendo referencias. Siempre
que posible, se publicara una respuesta de los autores junto
a la carta.

PREPARO DE LOS ORIGINALES

Utilice preferentemente Microsoft Word®. Los trabajos deben
ser tecleados en Times New Roman tamafo 12, espacio
sencillo, alineados a la izquierda, iniciando cada seccion en
pagina nueva, en el siguiente orden: hoja frontal, resumen y
palabras-llave, abstract y keywords, texto, agradecimientos,
listado de referencias, tablas, notas al pié de imagenes e
imagenes. Todas las paginas deben de ser numeradas.

Siglas deben ser definidas por extenso en la primera
ocurrencia en el texto; después de la primera ocurrencia,
solamente la sigla debera ser utilizada. En el resumen, el uso
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de siglas debe ser evitado.

Substancias deben ser presentadas utilizando su nombre
genérico. Si es relevante, el nombre comercial de la substancia
y el fabricante pueden ser informados entre paréntesis.

La presentacion de unidades de medida debe seguir el
sistema internacional (SlI).

Genes de animales deben ser presentados en italico con
inicial mayuscula (ejemplo: Sox2); genes de seres humanos
también deben ser presentados en italico, pero con todas las
letras mayusculas (ejemplo: SOX2). Proteinas deben seguir
el mismo patréon de mayusculas / mindsculas, pero sin italico.

HOJA FRONTAL

La hoja frontal debe contener:

- Titulo conciso y explicativo, representando el contenido del
trabajo, en portugués e inglés. (no seria: portugués, inglés y espafiol ¢)
- Titulo resumido (méaximo de 40 caracteres).

- Nombres de los autores.

- Afiliacion de los autores, indicando departamento/unidad,
institucidén y regidon geografica.

- Nombre de la institucion donde el trabajo fue ejecutado.

- Informaciones sobre ayudas recibidas bajo la forma de
financiamiento, equipamientos o medicamentos.

- Congresos donde el estudio fue presentado.

- Nombre, direccion, teléfono, fax y e-mail del autor
correspondiente.

RESUMEN Y ABSTRACT

Todos los trabajos deben presentar un resumen en portugués
y un abstract en inglés. Trabajos escritos en espafol deben
presentar, ademas del resumen en su idioma original,
también un resumen en portugués y un abstract en inglés.
El contenido de los textos debe ser idéntico, y no debe
sobrepasar 250 palabras. Para articulos originales, el resumen
debe ser estructurado como detallamos a continuacion:
Objetivo, Métodos, Resultados y Conclusiones. Para relatos
de caso, articulos de revision y articulos de actualizacion, el
resumen no debe ser estructurado. Débese evitar el uso de
abreviaciones en el resumen, y no deben ser mencionadas
referencias.

Luego después del resumo/abstract/resumen, deberan ser
presentadas de tres a seis palabras-llave que sean integrantes
de la lista de Descriptores en Ciencias de la Salud (http://
decs.bvs.br).

AGRADECIMIENTOS

Esta seccion es dedicada a reconocer el trabajo de personas
que hayan colaborado intelectualmente, pero cuya
contribucidn no justifica coautoria, o personas o instituciones
que hayan dado apoyo material.

REFERENCIAS

En el texto, las citaciones seran identificadas entre paréntesis,
por el apellido del autor seguido del afio de publicacion.
Ejemplos: un autor (Steptoe, 1978), dos autores (Edwards
& Steptoe, 1980), mas de dos autores (Van Steirteghem et
al., 1988).

El listado de referencias debe ser presentado en orden
alfabética (ultimo apellido de cada autor seguido de las
dos primeras iniciales), y no debe ser numerada. Trabajos
del mismo autor deben ser ordenados cronolégicamente;
trabajos del mismo autor y afo deben ser identificados con
letras después el afio (2000a, 2000b, etc.). La presentacion
de las referencias seguird los modelos propuestos en
los Uniform Requirements for Manuscripts Submitted to
Biomedical Journals (ver ejemplos a continuacién). Todas las
referencias citadas en la lista deben ser mencionadas en el
texto y viceversa.

1. Articulo de periédico

Edwards RG, Steptoe PC, Purdy JM. Establishing full-term
human pregnancies using cleaving embryos grown in vitro.
Br J Obstet Gynaecol. 1980;87:737-56.

2. Libro

Wolf DP, Quigley MM, eds. Human in vitro fertilization and
embryo transfer. New York: Plenum Press; 1984.
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3. Capitulo de libro

Simpson JL. Gonadal dysgenesial and sex abnormalities:
phenotypic-karyotypic correlations. In: Vallet HL, Porter IH,
eds. Genetic mechanisms of sexual development. New York:
Academic Press; 1979. p. 365-77.

4. Articulo de revista electrénica

Abood S. Quality improvement initiative in nursing homes: the
ANA acts in an advisory role. Am J Nurs [revista electrénica].
2002 Jun [citado 2002 ago 12];102(6):[aproximadamente 3
p.]. Disponible en: http://www.nursingworld.org/AJN/2002/
june/Wawatch.htm.

5. Articulo publicado en Internet:

Wantland DJ, Portillo CJ, Holzemer WL, Slaughter R,
McGhee EM. The effectiveness of web-based vs. non-web-
based interventions: a meta-analysis of behavioral change
outcomes. J Med Internet Res. 2004;6(4):e40. Disponible en:
http://www.jmir.org/2004/4/e40/. Acceso en: 29/11/2004.

6. Sitio web

OncolLink [sitio web en Internet]. Philadelphia: University of
Pennsylvania; c1994-2006. [actualizado 2004 set 24; citado
2006 mar 14]. Disponible en: http://cancer.med.upenn.edu/.

7. Software
Smallwaters Corporation. Analysis of moment structures:
AMOS [software]. Version 5.0.1. Chicago: Smallwaters; 2003.

Tablas y figuras

Tablas y figuras (graficos, fotografias, etc.) deben ser
numeradas en arabigo conforme el orden que aparezca en el
texto y deben tener explicaciones individuales, presentadas
al final del trabajo. Cada tabla y figura debe ser sometida en
hoja separada.

En las tablas, deben ser utilizadas solamente lineas
horizontales, y cada dato debera de tener una celda
independiente. Explicaciones sobre items de las tablas
deben ser presentadas en notas de rodapié identificadas
por los siguientes simbolos, en esa secuencia: *,T, I, §,
115 | Pl oy

Figuras en general (graficos, fotografias, etc.) seran publicadas
en negro y blanco. Gastos con eventual reproduccién de
fotografias en color seran de responsabilidad del autor.
Figuras pueden ser sometidas electronicamente, en las
extensiones .jpg, .gif ou .tif, con resolucion minima de 300
dpi (para hacer posible una impresién nitida), o por correo
(ver instrucciones de envio mas adelante). Todas las figuras
enviadas por correo deben ser identificadas en el anverso
con el uso de etiqueta que contenga el nombre del primero
autor, el nimero de la figura y una flecha que indique el lado
para arriba.

No se aceptan fotografias escaneados; fotografias en papel
deben ser enviadas por correo. Fotografias de pacientes no
deben permitir su identificacion.

Graficos deben ser presentados solamente en dos dimensiones.
Figuras ya publicadas e incluidas en articulos sometidos
deben indicar la fuente original en la explicacién y deben
venir con una carta de permiso del duefio de los derechos
(editora o revista).

ENVIO DE ARTICULOS

Los articulos deben ser sometidos preferentemente por e-mail
(jornalsbra@cmb.com.br). Texto y figuras deben ser enviadas
como un adjunto al mensaje. Figuras (exclusivamente
graficos y fotografias digitales) pueden ser enviadas en las
extensiones .jpg, .gif ou .tif, con resolucion minima de 300
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Editorial

Welcome to the 20™ anniversary of the Latin American
Registry of ART (RLA). Looking at our past and
projecting to our future

The JBRA Assisted Reproduction, on behalf of SBRA, welcomes the Latin American community, honored with the opportu-
nity to represent a legitimate vehicle to receive the award-winning RLA record data on reproductive medicine.

It is at the expense of visionaries who dreamt and, most importantly, had the will to make their dream reality that we
proudly present this 20 years report of the Latin American Register on Assisted Reproductive Technology. The pioneers
were specialists from nineteen IVF centers from 12 countries in Latin American who started the registry in 1990. Later on,
in 1996, representatives from each of the 59 centers reporting to the RLA started new adventures and founded the Latin
American Network of Assisted Reproduction (REDLARA).

Throughout the years, the RLA, directed by Fernando Zegers, with a small group of professionals are continuously develo-
ping strategies to obtain good quality data, which has meant providing the professional community with rigorous informa-
tion where to rely and on the other hand, develop regional strategies in order to procure safe and better quality treatments
to our patients. Serono and Organon have generously provided economic resources first to RLA and then to REDLARA for
more than 20 years; and today, support has continued through MerckSerono and MSD, respectively.

Upon its foundation, REDLARA started regional educational programs focused on preparing embryologists and clinicians
for the process of centers accreditation. Since 1996, all centers willing to report to RLA and become members of REDLARA
undergo a periodic accreditation process whereby infrastructure, equipment, personnel, use of appropriate consent forms,
and veracity of the information reported to the RLA are checked for quality and consistency.

Today, the four pillars upon which REDLARA stands, are: the RLA, the Accreditation process with its independent profes-
sional body, an active Education program and a permanent forum for Ethical discussions.

Latin America performs today a mean of 75 cycles per million inhabitants, compared with most European countries perfor-
ming between 1000 and 2000 cycles per million. There is a growing need to stand up as a unified region and contribute to
make infertility treatments available to more people. There are large gaps to fill in. What about the future? For REDLARA it
is essential to develop alternative paths to gain autonomy and establish alliances with other global organizations worldwide.
REDLARA needs to play an active role in the generation of consciousness in our professional community and in policy
makers in order to make fertility treatments possible and promote safety and efficacy in the practice of ART in our region.

Maria do Carmo Borges de Souza
JBRA Assisted Reproduction Editor
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Participating institutions. RLA, 2009

Country Center
Instituto de Fertlidad Asistida
Centro de Estudios en Ginecologia y Reproduccion (CEGYR)
Centro de Medicina Reproductiva Bariloche (*)
Centro Integral de Ginecologia, Obstetricia y Reproduccion (CIGOR)
CIMER Centro de Investigaciones en Medicina
Centro de Estudios en reproduccion y Procedimientos de Fertilizacion Asistida (CRECER)
FECUNDITAS- Instituto Médico Integral de Fertilidad
FERTILAB
Centro de Reproduccién y Planificacién Familiar FERTILEQUIP
GENS Centro especializado en tratamientos para la Mujer
Centro de Fecundacion Asistida del Hospital de Clinicas José de San Martin
Argentina FECUNDART- Instituto Integral de Reproduccion Asistida
Instituto de Medicina Reproductiva
Centro de Reproduccién, Servicio de Ginecologia del Hospital Italiano
MATER Medicina Reproductiva
Halitus instituto Médico
Prefer- Instituto Médico de Ginecologia y Fertilidad
Pregna Medicina Reproductiva
Programa de Asistencia Reproductiva (PROAR)
PROCREARTE
Unidad de Fertilidad San Isidro
Salud Reproductiva Salta (SARESA)
SEREMAS
Bolivia Instituto de Salud Reproductiva
ANDROLAB-Clinica y Laboratorio de Andrologia
Clinica Androfert
Centro de Reproducao Humana FERTIVITRO Ltda
BIOS-Centro de Medicina Reproductiva
Centro de Reproduccién Humana de Campinas
CEDILON Laboratorio de reproducciéon humana
Centro de Medicina da Reprodugdo do Rio de Janeiro
Brazil Clinica De Fertilidad GERAR

Centro de Fertilidad Rede DOr

Fertway Reprodugdo Humana

NASCER Medicina Reproductiva

Centro de Investigacao em Reproducao Humana

CLINIFERT- Centro de Reproduccion Humana

Clini Mater

FERTIVIDA (Anteriormente CRIAR- Centro de reproduccion humana)

Copyright - Todos os direitos reservados a
SBRA - Sociedade Brasileira de Reproducéo Assistida
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CONCEPTUS- Centro de Reproduccion Humana do Creara

Clinica Origen

Fértile Diagnosticos

CEERH-Centro especializado em Reproducao Humana

Embryolife-Instituto de Medidina Reproductiva

Centro de Reproducao Humana, Endoscopia e Medicina Fetal

Instituto Verhum-Video Endoscopio e Reproducao Humana

FECUNDA- Instituto de Reproducao Humana

FELICCITA- Instituto de Fertilidade

CRAF-Centro de Reproduccion Asistida Femina Maternidade

Fertility Centro de Fertilizacion Humana Asistida de Campo Grande

FERTILITY- Centro de Fertilizacao Assistida

Clinica REPROFERTY

FERTICLIN_ Clinica de Fertilidade Humana

GENESIS- Centro de Assistencia em Reproduccao Humana Ltda

G&O Ginecologia e Obstetricia da Barra

Nucleo de Reproducao Humana do Hospital Moinhos de Vento - GERAR

Instituto de Salde da Mulher

Chedid Grieco Medicina Reproductiva

Huntington-Centro de Medicina Reproductiva

Brazil
Laboratorio de Reproduccién Humana, Hospital das Clinicas de Ribeirao Preto

HUNTINGTONG- Centro de Medicina Reproductiva

Jules White Medicina Reproductiva (Anteriormente Huntington centro de Medicina Reproductiva)

IMR- Centro Instituto de Medicina Reproductiva e Fetal

INSEMINE- Centro de Reproduccion Humana

Life Reproducao Humana (*)

Servico de Reproducao Humana, Hospital e Maternidade Santa Joana

FERTILITAT- Centro de Medicina Reproductiva

Materbaby Reproduccién Humana y Genetica

Clinica Matrix

Pro-criar, Monte Sinai, Clinica de Reproduccion Humana

Centro de Reproduccién Humana Nilo Frantz

Clinica ORIGEN

Clinica Pro-criar/Mater Dei

Progest

Clinica Pro Nascer

SEGIR- Servicio de Ecografia, Genética y reproduccién humana

Genesis. Clinica de reproducao humana

Centro de Reproduccién Humana Prof.Franco Junior

Hospital Regional Da Asa Sul

Centro de Estudios Reproductivos, Hospital Clinico Universidad de Chile

Chile Unidad de Medicina Reproductiva, Clinica Alemana

Unidad de Medicina Reproductiva, Clinica las Condes
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Participating institutions. RLA, 2009

Unidad de Medicina Reproductiva, Clinica las Nieves

Unidad de Medicina Reproductiva, Clinica de la Mujer

Programa de Fecundacion Asistida, Instituto de Investigaciones Materno Infantil (IDIMI), Universi-
dad de Chile. Hospital Clinico San Borja de Arriaran.

Centro de Fertilidad y Medicina Reproductiva Concepcion S.A

Colombia

Unidad de Fertilidad del Country LTDA

Centro FECUNDAR Cali

Asociados en Fertilidad y Reproduccién Humana

MEDI FERTIL

Centro Médico Imbanaco

IN SER- Instituto Antioquefio de Reproduccidn

Instituto de Reproduccién Humana PROCREAR

Programa de Reproduccién Asistida. Profamilia- Fertil

Unidad de Fertilidad Procreacion médicamente asistida

Union Temporal IN SER Eje Cafetero

Dominican
Republic

Profert programa de fertilizacion asistida y medicina perinatal (*)

Ecuador

Instituto de Medicina Reproductiva y Ginecologia BIOGEPA

Centro Médico de Fertilidad y Esterilidad (CEMEFES)

CONCEBIR- Unidad de Fertilidad y Esterilidad

Unidad de Esterilidad y Fertilidad (UDEFER), Clinica Alcivar

Guatemala

Centro de Reproduccién Humana CER

Mexico

Centro de Diagnostico Ginecoldgico

Clinica de Biologia de la Reproduccién, Hospital CIMA Hermosillo

Centro Médico Nacional 20 de Noviembre

Instituto para el Estudio de la Concepcién Humana IECH

Centro de Reproduccién Asistida del Hospital Espafiol

Centro de Reproduccién Asistida del Occidente

CREASIS

Centro Universitario de Medicina Reproductiva, Universidad Auténoma de Nuevo Ledn

Centro de Ginecologia y Reproduccion Asistida S.C. GYRA

Instituto para el estudio de la concepciéon humana de Baja California (IECH & BC)

Instituto IMER

Instituto de Medicina Reproductiva del Bajio (IMER) Sede Guadalajara

Instituto de Medicina Reproductiva del Bajio- IMER de Tijuana

Red Crea, Medicina Reproductiva S.A. de C.V.

Instituto de Ciencias en Reproducciéon Humana sede Guadalajara

Instituto de Ciencias en Reproduccién Humana sede Matamoros

Centro especializado para la atencién de la Mujer CEPAM

INGENES

Instituto Valenciano de Infertilidad (IVI) México

Laboratorio de Reproduccién Asistida SA de CV

Instituto de Ciencias en Reproducciéon Humana-VIDA

Médica Fértil

JBRA Assist. Reprod. | V. 15 | n°2 | March-April / 2011
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Médica Fertil San Luis de Potosi

Mexico Filius (anteriormente OBGIN S.C., SLP)
Centro Especializado en Esterilidad y Reproduccién Humana
Nicaragua Centro de Fertilidad de Nicaragua (*)
Panama Women'’s Health in IVF (*)
Clinica Miraflores-Instituto de Ginecologia y Fertilidad
Clinica CEFRA - Centro de Fertilidad y Reproduccién Asistida (*)
Pert Grupo PRANOR-Clinica Concebir
Grupo PRANOR- Instituto de Ginecologia y Reproduccion
Centro de Esterilidad Montevideo (CEM), Clinica del Parque
Uruguay
Centro de Reproduccion Humana del Interior (CERHI)
FERTILAB-Clinica EL Avila
UNIFERTES-Clinica El Avila
Centro Médico Docente La Trinidad
Venezuela

EMBRIOS-Centro de Fertilidad y Reproduccion Humana, Hospital de Clinicas Caracas

GENESIS-Unidad de Fertilidad y Reproduccion

Laboratorio In Vitro de Venezuela

(*) these centers have sent their data to the RLA, which will be included to the database, once the accreditation team

endorse the center.
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Twenty years of Assisted Reproductive
Technology (ART) in Latin America.

Assisted Reproductive Technology in Latin America.

Fernando Zegers-Hochschild MD (*), Juan-Enrique Schwarze MD,
Javier A. Crosby PhD, Maria do Carmo Borges de Souza MD, PhD

ABSTRACT

Introduction: Since 1990, the Latin American Registry
of Assisted Reproduction (RLA) has registered ART proce-
dures performed in Latin America. The RLA has increased
its regional coverage including to date more than 80%
of ART cycles performed. 140 centers enter their data
directly on line, and an administrative office collects and
analyses the data.

Material and methods: This paper analyses trends
over the last twenty years, as well as biomedical data
corresponding to ART procedures initiated between 1990
and 2009, and babies born up to 2010. Overall, the data
include 275,883 embryo transfer-cycles, 71,875 deliver-
ies and the birth of 95,436 babies.

Results: Some of the major changes include: an
increase in the age of female partners undergoing fresh,
autologous embryo transfers; and a marked shift towards
the use of ICSI over IVF. As expected, there has been
a steady increase over the last ten years in the deliv-
ery rates with at least one live born per embryo trans-
fer, reaching 25.3% in IVF/ ICSI cycles, and 31.6% in
OD cycles. Over the years, there has been a progressive
but slight decrease in the mean number of ET, but still,
almost one third of all births are either twins or triplets.
In the last 15 years, the proportion of transfers of one or
two embryos has increased from 11 and 17% in 1995, to
14%- and 43% respectively in 2009,

Conclusions: Access to ART has experienced a meager
increase during the period covered in this report.

Our region faces two main challenges: to facilitate access
to ART and to decrease the rate of multiple births.

Key words: ART registry Latin America

RESUMO

Introducao: Desde 1990, o Registro Latinoamericano de
Reproducédo Assistida (RLA) tem registrado os procedimen-
tos de Reprodugéo Assistida (RA) realizados na América
Latina. O RLA aumentou sua cobertura regional, incluindo
dados de mais de 80% dos ciclos de reproducéo realizados.
Hoje 140 centros inserem seus dados diretamente on line,
e uma central administrativa coleta e analisa os dados.
Material e métodos: Este artigo analisa as tendéncias
dos ultimos 20 anos, bem como dados biomédicos corres-
pondentes aos procedimentos de RA iniciados entre
1990 e 2009, e recém-nascidos até 2010. Globalmente,
os dados incluem 275.883 ciclos com transferéncia de
embrides, 71.875 partos e o nascimento de 95.436 bebés.
Resultados: Algumas das principais mudangas incluem:

aumento da idade das parceiros do sexo feminino subme-
tidas a transferéncia de embrides a fresco, ndo-doados,
e uma mudanca acentuada para a utilizacdo da ICSI.
Como esperado, houve um aumento constante ao longo
dos ultimos dez anos nas taxas de partos, com pelo
menos um nascido vivo, por transferéncia de embrides,
atingindo 25,3% em ciclos de FIV / ICSI e de 31,6% em
ciclos de OD (Ovo-Doagéo). Ao longo dos anos, tem havi-
do uma diminuigdo progressiva, leve, do numero médio
de embriBes transferidos (ET), mas ainda assim, quase
um terco de todos os nascimentos sdo de gémeos ou
trigémeos. Nos ultimos 15 anos, a proporc¢éo de transfe-
réncias de um ou dois embrides aumentou de 11% e 17%
em 1995, para 14% e 43% em 2009, respectivamente.
Conclusdes: O acesso a RA teve um aumento insuficien-
te durante o periodo abrangido por este relatorio. Nossa
regido enfrenta dois desafios principais: facilitar o acesso
a RA e diminuir as taxas de nascimentos multiplos.
Palavras chave: Reproducgéo assistida, Registro, Améri-
ca Latina.

RESUMEN

Introduccion: Desde el afio 1990, el Registro Latino
Americano de Reproduccion Asistida (RLA) ha registrado
y publicado los procedimientos de reproduccion asistida
realizados en la region. El RLA ha incrementado su cober-
tura de manera continua, incluyendo a la fecha mas del
80% de los ciclos de reproduccion asistida realizados en
la regién. En la actualidad, 140 centros ingresan volun-
tariamente su informacién en un programa en linea, y
una oficina administrativa central recopila y analiza esta
informacion de manera periddica.

Material y métodos El presente trabajo analiza las tenden-
cias en los procedimientos de reproduccion asistida realiza-
dos en los dltimos veinte afos, y la informacion biomédica de
los procedimientos iniciados entre 1990 y 2009, asi como los
bebés nacidos hasta septiembre del 2010.

Resultados: En total se analizan 275,883 transferen-
cias embrionarias; 71,875 partos y las caracteristicas
de 95,436 bebés. Algunos de los principales tendencias
observadas en este periodo incluyen: aumento en la edad
de las mujeres sometidas a la transferencia de embrio-
nes autélogos; una marcada preferencia por el uso del
ICSI por sobre la FIV; una mejoria sostenida en la tasa
de parto con al menos un recién nacido vivo por transfe-
rencia embrionaria, que llegé a 25.3% en ciclos de FIV/
ICSl y 31.6% en ciclos de OD. Asimismo, en este periodo
ha disminuido en forma sostenida, pero en poca cuan-
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tia, la media de embriones transferidos; a pesar de eso,
casi un tercio de todos los partos son dobles o triples. La
proporciéon de transferencias embrionarias de uno y dos
embriones ha aumentado de 11y 17% en 1995 a un 14
y 43% en 2009, respectivamente.

Conclusion: El acceso a técnicas de reproduccion asis-
tida ha experimentado un aumento minimo. Nuestra
region se enfrenta a dos grandes desafios: aumentar el
acceso a las técnicas de reproduccion asistida y disminuir
la frecuencia de partos multiples.

Palabras claves: Reproduccion Asistida en latino América

ACKNOWLEDGEMENTS

The authors wish to acknowledge the work by Veroni-
ca Galdames, BSc. Her commitment to the administra-
tion and continuous improvement of the Latin American
Registry has been fundamental in achieving the recog-
nition gained over these twenty years. We also wish to
thank the voluntary contribution of today’s 140 centers
reporting to the Latin American registry of assisted repro-
duction (see under Participating Institutions).

INTRODUCTION

The first birth of an IVF baby was reported in Latin Ameri-
cain 1984. During the next five to six years the use of this
technology expanded rapidly in Argentina, Brazil, Mexico,
Colombia and Chile. Little is known about the number
of attempts and the number of babies born until 1990
when the Latin American Registry of Assisted Reproduc-
tion (RLA) was established. This initiative was the first
multinational / regional registry which had mainly five
objectives:

1- Collect and disseminate the information on ART proce-
dures performed in the region.

2- Assess and monitor different type of interventions and
their outcome.

3- Monitor trends on safety and efficacy among centers,
countries and regions.

4- Empower infertile couples in their capacity to evaluate
risks and benefits when exposed to ART procedures.

5- Develop a robust database for epidemiological studies.

Nineteen IVF centers from 12 countries initiated this
registry. Twenty years later the registry has expanded
and a vast proportion of centers performing ART report
to RLA every year. The RLA is a voluntary activity, which
collects and publishes summary of regional data on a
yearly basis. The first step was to develop standardized
forms and distribute them among participating centers.
During the nineties, the forms for data collection were
adapted from those developed by the international work-
ing group for registers on assisted reproduction, today,
International Committee Monitoring Assisted Reproduc-
tive Technology (ICMART). Throughout the years, these
have been further developed according to regional inter-
ests and the uninterrupted advancement of science and
technology.

In 1990, nineteen centers reported a total of 2,415
initiated cycles; and in spite of the fact that increasing
number of centers were becoming part of this activity,
in its fourth year, the coverage of the registry was sub-
optimal and there were concerns about the reliability
of the information provided by certain institutions. To
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Table I. Number of initiated cycles and number of centers.
RLA, 1990-2009.

1990 1995 2000 2005 2009
Argentina 741/7 2164/13 3696/20 6548/20 « 9773/22
Bolivia 50/2 96/2 101/1
Brasil 727/3 2142/14 7540/38 12792/56 15812/54
Chile 235/2 371/4 813/8 1284/7 1917/7
Colombia 356/3 324/6 828/7 1211/9 1525/10
Costa Rica 31/1
Ecuador 6/1 74/3 81/2 244/3 430/4
Guatemala 28/1 29/1 35/1 98/1
Mexico 103/1 804/6 1552/11 3786/22 = 4588/25
Nicaragua
Panama 27/1 39/1
Paraguay 12/1
Peru 114/1 397/2 1192/2 1627/3
Republica 130/1
Dominicana
Uruguay 77/1 202/2 412/3 416/2
Venezuela 220/1 350/5 944/5 1013/6 1733/6
Total 2415/19  6744/59  16178/98 28647/130 = 38020/135

address these issues, in 1996, representatives from each
of the 59 centers reporting to the RLA founded the Latin
American Network of Assisted Reproduction (REDLARA).
Latin America was divided into five sub-regions and a
regional director was appointed for each one. Human and
economic resources were allocated to start a regional
educational program focused on preparing embryologists
and clinicians for the process of center accreditation,
which started on the following year.

Since 1996, all centers willing to become members
of REDLARA undergo a periodic accreditation process
whereby infrastructure, equipment, personnel, use of
appropriate consent forms, and veracity of the infor-
mation reported to the RLA are checked for quality and
consistency.

After 20 years, the number of participating centers has
increased from 19 to 140, reaching 38,020 initiated
cycles per year, which represents more than 80% of ART
cycles performed in the region. Today, Brazil contributes
with 41.6% of the initiated cycles, Argentina, 25.7% and
Mexico with 12.1%; while the remaining cycles are from
Colombia, Chile, Uruguay, Venezuela, Peru, Ecuador,
Guatemala, and Bolivia (Fig 1).

This communication includes the outcome of ART proce-
dures initiated between January 1990 and December
2009. It also includes the outcome of babies born up to
September 2010.

DATA COLLECTION, ANALYSIS

AND COMMUNICATION

Initially, data was compiled using printed forms, sent
by mail or fax. In 1990 special software was developed
for electronic collection of data. Although it had a built-
in system to check for inconsistencies, it still required
excessive interaction between the administrative office
and each individual centre. Today, participating institu-
tions enter their data directly online (www.redlara.com).
The administrative office in Santiago, Chile, periodically
extracts and analyses the data for consistency. Once all
the information is cleared, and the center is checked as
accredited by the RED, the data is included and published
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as part of RLA’s yearly report.

The terminology used in the registry is that
contained in the “ICMART/WHO glossary of
ART terminology” (Zegers-Hochschild et al.,
2009a) (Zegers-Hochschild et al., 2009b),
further translated and published in Portu-
guese and Spanish (Zegers-Hochschild et
al., 2009a) in compliance with regulations
by the World health Organization (WHO).
Along with every report, each individual
center can access an electronic file prepared
by RLA, containing their own data as well as
their corresponding national data. As a result
of the RLA initiative, today, every participating
country in Latin America has a national ART
database with information analyzed, verified
and summarized by RLA. After approval of the
participating centers, national data is also sent
to the International Committee Monitoring
ART (ICMART) for inclusion in the publication
of the world report (International Committee
for Monitoring Assisted Reproductive Technol-
ogy; De Mounzon et al., 2009).

As of today, RLA keeps a complete regis-
try of ART procedures, from 1990 up to
September 2010, including in vitro fertiliza-
tion (IVF), gamete intra-Fallopian transfer
(GIFT), intra-cytoplasmatic sperm injection
(ICSl), assisted hatching (AH), oocyte dona-
tion (OD) and the transfer of frozen/thawed
embryos (FET). Overall, the data consists of
275,883 embryo transfer cycles, with 71,875
deliveries and the birth of 95,436 babies. Of
these newborns, 77.2% correspond to non-
donor fresh cycles (55.1% ICSI, 19.7% IVF
and 2.4% GIFT and other techniques); 6%
to FET cycles; and 16.8% to OD cycles.

CHARACTERISTICS OF
INSTITUTIONS AND TYPE OF
TREATMENTS PROVIDED IN
LATIN AMERICA

From 1990 to 2009, the proportion of
centers performing less than 100 cycles
decreased from 63% to 24% and the larg-
est proportion (60%) are centers providing
between 100 and 500 cycles per year (Fig
2). The proportion of centers reporting =
1000 cycles remains small (2-3%).
Concerning the type of treatment used, IVF
and ICSI continue to represent the vast
majority of treatments (71%). However,
Frozen Embryo Transfer (FET) increased
from 4% in 1995 to 12% in 2009. In the
same interval, Oocyte Donation (OD)
increased from 5 to 16%. GIFT has almost
disappeared (Fig 3).

STATISTICAL ANALYSIS

Summary statistics included mean and
proportions, and when appropriate, 95%
confidence interval. The data presented by
RLA correspond to description of obser-

Figure 1. Number of initiated cycles by country. RLA, 2009.
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Figure 2. Distribution of centers according to the number of initiated
cycles. RLA, 1990-2009.
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Figure 3. Proportion of different ART treatments. RLA, 1990-2009.
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Figure 4. Number of ART cycles per year(*). RLA, 1990-2009.

Figure 5. Access to ART procedures in Argentina, Brazil, Mexico. Initia-
ted cycles/1,000,000 habitants.
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Figure 6. Fertilization technique. RLA, 1990-2009.
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vational statistics, not to the results of
randomized controlled trials. Therefore the
authors urge the readers to be cautious at
inferring causality.

We used Fisher’s exact test to determine
whether there was association between
different categorical data. We rejected the
null hypothesis, i.e. there is no association
between the variables, when the p-value
was <0.05.

ACCESS AND NUMBER OF

ART CYCLES PER COUNTRY

Table | describes the number of initiated
cycles and the number of ART centers per
country from 1990 to 2009. Overall, the
number of initiated cycles increased from
2,415 in 1990, to 16,178 in 2000, reach-
ing 38,020 in 2009. Although the number
of cycles more than doubled in the last ten
years (Fig 4), the total number of treatment
cycles per country is below the number of
cycles required in each country. Overall,
Latin America performs a mean of 75 cycles
per million inhabitants, compared with most
European countries performing between
1000 and 2000 cycles per million (Zegers-
Hochschild & Nygren, 2009). Today, the
country with higher access to ART treatment
in Latin America is Argentina with 242 ART
cycles per million, followed by Brazil with 82
per million (Fig 5).

FERTILIZATION TECHNIQUE

Since 1994 when ICSI was introduced in
Latin America, there has been a continuous
and preferred use of ICSI over IVF (Fig 6).
ICSI represents 84% of procedures. This
tendency is not related with an increment in
male factor infertility, because the propor-
tion of different diagnostic categories has
remained unchanged over the past 5 years
with only 30% of male factors. Although
worldwide, there is an increasing tendency
towards ICSI, the high proportion seen in
Latin America is partly the result of some
large-centers that only use ICSI as a fertil-
ization technique.

AGE OF FEMALE PARTNERS

The age of the female partner has a great
impact in the outcome of any fertility
treatment. Therefore, when comparing
outcomes between countries or between
different years, it is important to adjust
the results by age. In 2000, 49% of
women were = 35 years and 15% were
> 40. In 2009 58% of treatment cycles
were performed in women = 35 and 18%
in women = 40 years. The mean age of
women having autologous ART treatments
have increased and therefore, the changes
over the years in pregnancy and delivery
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rates need to consider this fact (Fig 7).
STRATEGIES FOR EMBRYO
TRANSFER

Together with the age of women, the deci-
sion on the number of embryos transferred
and the stage of development at the time of
transfer has the highest impact in treatment
outcome. It directly influences the chances
of becoming pregnant as well as the rate of
multiple births.

Throughout the years, there has been a
steady decrease in the number of embryos
transferred. Between 1995 and 2000 the
number of embryos transferred decreased
only slightly from a mean of 3.5 to 3.2 embry-
os. In the last 10 years, there has been a
continuous decrease reaching a mean of 2.4
embryos in 2009. Unfortunately, the policy
of number of embryos transferred does not
change according to age category. Thus,
the mean number of embryos transferred in
women under 34 is similar to women age 35
to 39. In women above 40, the number of
embryos transferred seems to be the result
of embryos available rather than a policy
considering safety and efficacy (Fig 8).

The proportion of 3 or more embryos trans-
ferred has decreased from 72 to 74% in
the nineties to 44%, in 2009. Furthermore,
the proportion of > 4 embryos transferred
dropped from 52% in 1995 to 10% in 2009
(Fig 9). This decrease in the number of
embryos transferred is far from what has
been reached by many European countries
where > 3 embryos are transferred in less
than 8% of cases (Zegers-Hochschild et al.
2009). The highest impact in the outcome
of ART in Latin America (multiple births),
derives from the high proportion of >3
embryos transferred in women < 34, which
today represents 40% of transfers (Fig 10).
There has been a significant drop in the
proportion of 4 embryos transferred, from
40 to 60% in mid nineties to only 7% in
2009. The number of two embryo transfers
has increased from 12% in 1990 to almost
51% in 2009, which is an encouraging lead
towards reducing the number of embryos
transferred in the region.

The proportion of elective dual embryo
transfer (eDET) is slightly increasing since
it was first registered in 2005. Today eDET
represents 16% of all transfers (Fig 11). In
women < 34, where elective transferred
should be extensively used, the propor-
tion of eDET and eSET is only 19% and 1%
respectively.

Concerning the stage of embryo develop-
ment at the time of embryo transfer, there
has been little change over the last 10 years.
In 2000, when this data was first collected,
31% of embryo transfers were performed at
48 hours, 63% at 72 hours and 6% as blas-
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Figure 7. Percentage of embryo transfers according to age of female
partner (ICSI/IVF). RLA, 1996- 2009.
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Figure 8. Mean number of embryos transferred according to age of
female partner. RLA, 1995- 2009.
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Figure 9. Distribution of transfers according to the number of embryos

transferred. RLA, 1995-2009.
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Figure 10. Distribution of transfers according to the number of embryos
transferred (women <34 ). RLA, 1995-2009.
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Figure 11. Proportion of eSET and eDET. RLA, 2005-2009.
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Figure 12. Embryo transfers according to stage of embryo development.
RLA, 2000-2009.
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tocysts. In 2009, 30% of transfers were at
48 hours, 60% at 72 hours and blastocyst
stage transfers increased to 10% (Fig 12).

OUTCOME OF ART CYCLES

There are different markers to measure the
outcome of ART cycles. In general these are
expressed as rates, with a numerator such
as clinical pregnancies (CPR), deliveries (DR)
and live-births (LB); and a denominator, such
as initiated cycles (IC), oocyte pick-up (OPU)
and embryo transfer cycles (ET). Further-
more, these can be expressed as cumula-
tive pregnancy or delivery rate when the
outcomes of frozen embryo transfers (FET)
are added to the results of fresh transfers.

A good measure of outcome should consider
the well being of mother and offspring both
as independent individuals and as social
beings. This means, that the birth of single-
tons and triplets or quadruplets, although
counted as one delivery constitute differ-
ent outcomes, from the perspective of the
babies born and their mother as well as for
the family structure and society as a whole.
Therefore under this concept there are big
differences in single births compared with
multiple births.

There is a tendency to restrict the use of
“success” when a single, healthy baby is
born. This has been vastly discussed and
has various meanings depending on ethnic
diversity, cultural variations, age of women,
etc. The concept of success will not be used
in this report. Markers of outcome will be
restricted to CPR, DR and cumulative DR.
We will also look at term and pre term birth
as well as perinatal outcome (stillbirths, live
births and early neonatal deaths).

AUTOLOGOUS FRESH IVF AND ICSI
The outcome of ICSI and IVF cycles are
grouped together since there are no signifi-
cant differences in CPR and DR with either
treatment. Furthermore, as seen previously
84% of treatments performed today corre-
spond to ICSI.

Clinical Pregnancy Rate

according to woman’s age.

As expected, the CPR/ET has increased
continuously throughout the past 15 years,
from 31 to 42% in women < 35, with similar
increments in other age categories (Fig 13).
This is especially relevant considering that
in the last 15 years, the mean number of
embryos transferred dropped from a mean
of 3.5 to 2.4 embryos. Overall, the CPR has
remained very stable over the past 4 to 6
years. When comparing with other regions
of the world, Latin America has a higher CPR
than Europe and the Middle East, but in Latin
America the number of transferred embryos
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is also higher (De Mouzon et al. 2009).
Clinical Pregnancy Rate according to
number of embryos transferred.

It is well established that increasing the
number of embryos transferred raises the
chances of pregnancy. It is also well estab-
lished that the quality of clinical and labora-
tory facilities have a strong influence in the
outcome of treatment. This explains why in
the past 15 years, technical improvements
and the accreditation process, which deter-
mines a minimal standard of care to be part
of REDLARA, have positively influenced the
results of ART. Between 1995 and 2000 the
CPR reached the same level when transfer-
ring 3 and 4 embryos. Furthermore, in the
last ten years, the CPR when transferring 2
and 3 embryos has also leveled, reaching
37 and 39% respectively (Fig 14). The low
percentage of pregnancies when transferring
one embryo (17%) is mostly a reflection of
cases with poor prognosis, where there were
no more embryos available for transfer.

Clinical Pregnancy Rate with elective
dual embryos transfer (eDET).

The possibility of selecting two embryos to
transfer from a larger cohort of available
embryos provides better results than those
obtained when there are no more embryos
available for transfer.

The transfer of < two embryos in a restricted
group of women =< 34 years has increased
from 19% in 1995 to 60% in 2009, while
the transfer of = 3 embryos decreased in
half; from 80 to 40% respectively. From
1995 to 2006, there was always a clear
advantage (in terms of CPR). First, the CPR
with 2 and 3 embryos is very similar in this
age group. Second, eDET, which is being
registered only since 2005, shows an even
higher CPR than the transfer of > 3 embry-
os. In 2009 the difference of CPR of eDET
and the transfer of =3 embryos did not
reach statistical significance (p=0.330),
nevertheless, this clearly shows that trans-
ferring more than two embryos does not
yield better results (Fig 15). Today, a maxi-
mum of two embryos should be transferred
in young women.

Clinical Pregnancy Rate according to
the time of embryo transfer.

The stage of embryo development when
embryos are transferred is expressed in
hours after insemination, and only regis-
tered since the year 2000. Up to 2005 the
time of transfer did not seem to produce
great differences in outcome. However since
2006, the CPR is higher when transferring
at 72 hours over 48 and the same holds for
the transfer of blastocysts over a developing
embryo (P< 0.001) (Fig 16).

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

I <34 W 35-39 m 240

Figure 13. Clinical Pregnancy Rate per embryo transfer (CPR/ET) according
to age of female partner. RLA, 1995-2009.
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Figure 14. Clinical Pregnancy Rate According To Number of Embryos
Transferred. RLA, 1995-2009.
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Figure 15. Comparison of Clinical pregnancy rate between eDET and >
3 embryos transferred in women <34 years. RLA, 2005-2009.
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Figure 16. Clinical pregnancy rate according to stage of embryo deve-
lopment. RLA, 2000-2008.
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Figure 17. Cumulative Clinical Pregnancy Rate. Per 100 Oocyte Pick- up
cycles. RLA, 2005-2009.
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Figure 18. Cumulative Delivery Rate with >1 Live-born per 100 Oocyte
Pick Ups. RLA, 1990-2009.
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Figure 19. Clinical pregnancy per embryo transfer in Oocyte Donation
(OD). RLA, 1995-20009.
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Cumulative Pregnancy and Delivery Rate
Cumulative pregnancies or deliveries result
from adding pregnancies or deliveries after
fresh and frozen transfer, derived from one
oocyte pick-up The relative contribution of
FET in the overall outcome of ART can only
be calculated in a cycle-by-cycle registry,
and after fresh and at least one frozen/
thawed transfers have been performed.
Because our registry collects summary data,
this calculation cannot be performed; so we
have imputed these results by adding the
number of deliveries after fresh and frozen
transfers in each year and divide them by
the number of oocyte pick-up. As observed,
the incorporation of FET to fresh autologous
cycles increases pregnancy and delivery
rates by an order of 4 to 5% (Fig 17 & 18).

OOCYTE DONATION (OD)

The RLA collects data corresponding to
transfer cycles with OD since 1995. In the
last 15 years, 32,633 transfer cycles have
been registered, generating 13,743 clinical
pregnancies, 10,313 deliveries and the birth
of 13,878 babies.

The proportion of OD to homologous IVF/
ICSI has increased steadily, from only 8% in
1995 to 23% in 2009.

Number of embryos transferred and
Clinical Pregnancy Rates.

Overall, the clinical pregnancy rate has
increased from 37.4% in 1995 to a fairly
stable 45% for the interval between 2006
and 2009 (Fig 19). Furthermore, the deliv-
ery rate per ET increased from 31 to 34%
during the same time interval.

In these 15 years, 1,444 (4%) have been
SET, 11,405 (35%) DET and 19,784 (61%)
include the transfer of > 3 embryos. The
CPR/ET according to the number of embry-
os transferred (Fig 20) shows a four-fold
increase in the CPR when transferring non-
elected SET, from 6% in 1995 to 25% in
2009. Furthermore, until 2005, the transfer
of = 3 embryos yielded significantly more
pregnancies than DET; however, in the last
5 years, the transfer of non elective DET
yields exactly the same results (46 to 47%)
as the transfer of > 3 embryo; thus, the
transfer of > 3 embryos only contributes to
multiple births.

The RLA does not register the age of the
oocyte donor; it only registers the age
of recipient woman at the time of ET. As
reported previously (Zegers-Hochschild et al.
2010), the CPR is significantly affected by the
age of the recipient. The CPR in oocyte recipi-
ents, age 35-39 years was 48% compared
with 44% in women = 40 (p= 0.05). Inter-
estingly, women < 35 also have a lower CPR
(45%) similar to women > 40. This could be
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related to a higher concentration of women
with premature ovarian failure and genetic
factors in this age category (Fig. 21).

FROZEN EMBRYO TRANSFER (FET)
The RLA collects data corresponding to FET
cycles since 1995. In the last 15 years,
29,793 transfer cycles have been registered,
generating 6,525 clinical pregnancies, 4,510
deliveries and the birth of 5,472 babies.
The frequency of FET cycles has increased
over the last fifteen years. In 1995 the
proportion of FET over fresh IVF/ICSI was
7%, and in 2009 it represents 18%. This
increment is the result of a number of
reasons, among others, an increasingly
better technology yielding better results
after frozen/thawed transfers, and a reduc-
tion in the number of embryos transferred,
which generates fewer pregnancies with
the fresh transfers and less multiple births.
Slowly but consistently, centers in Latin
America are transferring fewer embryos and
therefore looking at cumulative pregnancy
and delivery rates (fresh plus frozen), as a
better index of success than fresh transfer
alone. As expected, the proportion of cycles
with FET is higher in younger women. Thus,
15,833 transfers (35.2%) were performed
in women < 34, 10,441 (35%) in women
35-39 years and only 3,517 (11.8%) in
women = 40. The CPR/ET has increased
throughout these 15 years in every age
categories (Fig 22). It is worth noting that
CPR almost doubled in women < 34 (16 to
30%), and it is also important to consider
that RLA registers the age of women at the
time of transfer, not at the time of embryo
freezing. The DR/ET with at least one live
birth increased from 13% in 1995 to 19% in
2009 (Fig 23).

MULTIPLE GESTATION / BIRTHS

Between 1995 and 2009 and consistent with
a reduction in the mean number of embryos
transferred, the proportion of women with
multiple gestations decreased from 27 to
21%. The proportion of twin pregnancies
has remained unchanged, but high order
multiples have dropped from 8 to 2% in
these 15 years (Fig 24). In women under
35, the reduction in the mean number of
embryos transferred from 3.6 (1995) to 2.4
(2009) had a great impact in the frequency
of pregnancies with triplets and more, which
dropped from 10% in 1995 to 2% in 2009.
However, the frequency of twin pregnancy
remained unchanged in 23% (Fig 25). In
this age group, the elective transfer of two
embryos (eDET) decrease the rate of high
order to only 0.3%, but twin pregnancies
remains in 25 to 26% (Fig 25b). This high
proportion of twin pregnancies is most likely
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Figure 20. Clinical pregnancy rate according to the number of embryos

transferred in Oocyte Donation (OD). RLA, 1995-2009.
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Figure 21. Clinical pregnancy rate according to age of recipient in
Oocyte Donation (OD). RLA, 1995-2009.
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Figure 22. Clinical pregnancy rate according to age of female partner in

Frozen embryo transfer (FET). RLA, 1995-20009.
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Figure 23. Live birth delivery rate by embryo transfer in Frozen embryo

transfer (FET). RLA, 1995-2009.
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Figure 24. Multiple gestation in fresh autologous IVF/ICSI. RLA, 1995-2009.
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Figure 25a. Mean number of embryos transferred and multiple gesta-

tion in women <34. RLA, 1995-2009.
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the result of a sub-selection of a cohort of
more fertile women having a larger number
of good quality embryos at the time of
transfer.

In 1990, the proportion of births with twins,
triplets and quadruplets and more was 18, 7
and 2.5% respectively. Twenty years later,
the proportion of twins has remained high
(21%) but there has been a consistent
drop in the occurrence of high order multi-
ple births, with, 2% triplets and 0.1% of
quadruplets.

Consequently, the proportion of babies born
multiples is as follows. In 1990, almost half
of babies born were multiples. Today 39.5%
of babies are multiples; of these, 34% are
born twins, 5% triplets and 0.4% quadru-
plets and more (Fig 26).

SPONTANEOUS ABORTION AND
MALFORMATIONS

Spontaneous abortion.

Overall the rate of abortion in women under-
going ART between 1995 and 2009 was
19% (15,298 spontaneous abortions and
209 induced abortions); and varied accord-
ing to the type of treatment. It was 23% in
pregnancies after frozen embryo transfers,
19% in fresh autologous IVF/ICSI, and 17%
in oocyte recipient. These differences are
highly significant. (p < 0.0001).
Chromosomal analysis was reported in 6%
(921 cases) of spontaneous abortions, and
among them, 35.7 % had one or more chro-
mosome abnormalities, which are described
in Table II. It is difficult to interpret this data.
One possibility is that the low percentage of
chromosomal abnormalities is due to sub
registration; another possibility is that women
treated with ART have many other causes for
abortion apart from chromosomal aneuploi-
dies, which are responsible for the majority of
abortions in the general population.

Malformations

As in all other ART registries there are major
difficulties in registering malformations.
This is in part due to incomplete follow up of
clinical pregnancies and also the absence of
fixed criteria to evaluate and define anoma-
lies in neonates or later in their lives. Bear-
ing in mind all these difficulties, the RLA has
encouraged the registration of this condition
and out of 79,922 babies born; there is a
clinical report in 22,085 babies (27.6%). In
this group 372 clinical malformations were
observed which represents a crude ratio
of 1.7%. Table Ill represents the relative
proportion of major malformations in babies
generated by IVF, ICSI, cryopreservation,
assisted hatching and OD. Malformation rate
in babies born after OD is lower than fresh
autologous IVF/ICSI.
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NEONATAL OUTCOME: PRETERM
DELIVERY AND PERINATAL
MORTALITY

The RLA registers the weight and gestational
age at birth as well as the percentage of live
births stillbirths and early neonatal deaths.

Preterm delivery

Preterm delivery, defined as birth before
37 weeks pregnancy, increased over time
reaching 20% in 1995 and 26% in 2009. In
1995, 8% of singletons were born before 37
weeks pregnancy, and 14% in 2009; in twin
pregnancies, preterm birth increased from
35% (1995) to 61% (2009); in triplets it
increased from 81% (1995) to 93%(2009);
and as expected, quadruplets reached 100%
in 2009.

The main risk factor for preterm delivery is
gestational order. Out of 47,173 deliveries
with singletons, 14.9% were preterm, 58 %
of twin births were preterm with a risk ratio of
3.8 (confidence interval 3.7-3.9; p<0.0001).
Out of 998 triple deliveries, 90% were
preterm, with a risk ratio of 6.0 (confidence
interval 5.7-6.4; p<0.0001); and quadru-
plets had a risk ratio of 5.8 (confidence inter-
val 4.7-7.1; p<0.0001) (Table V).
Especially important, is the significant
increase in the frequency of very preterm
delivery, defined as birth before 32 weeks
gestation. Compared to singletons, who had
a frequency of very preterm delivery of 2%;
twins had a risk ratio of 3.2 (confidence
interval 3.0-3.5; p p<0.0001); triplets
had a risk ratio of 9.9 (confidence interval
9.2-10.7 p<0.0001); and quadruplets had a
risk ratio of 21.7 (confidence interval 19.4-
24.4 p<0.0001).
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Figure 25b. Multiple gestation with eDET in women <34. RLA, 2005-2009.
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Figure 26. Proportion of babies born as singletons, twins, triplets and >
Quadruplets, by year. RLA, 1990-2009.

Table Il. Chromosomal analysis in spontaneous abortions. RLA, 1990-2009.

Type of Treatment N°© Abortions

Abortions with

Abortions with

(IVF/ICSI) chromosomal analysis chromosomal abnormalities
Fresh embryo transfer 10022 660 (6,6 %) 253 (38,3 %)

Frozen embryo transfer 1416 78 (5,5 %) 25 (32,1 %)

Assisted Hatching 1310 100 (7,6 %) 41 (41,0 %)

Oocyte donation 2550 83 (3,2 %) 10 (12,0 %)

TOTAL 15298 921 (6,0 %) 329 (35,7 %)

Table I11. Malformations in newborns. RLA, 1990-2009.

Type of Treatment (IVF/ICSI) N° Newborns

Newborns with Clinical Evaluation

Newborns with malformations

Fresh embryo transfer 55218 16449 (29,8 %) 312 (1,9 %)
Frozen embryo transfer 5093 1330 (26,1 %) 18 (1.4 %)
Assisted Hatching 5750 1324 (23,0 %) 11 (0,8 %)
Oocyte donation 13861 2982 (21,5 %) 31 (1,0 %)
TOTAL 79922 22085 (27,6 %) 372 (1,7 %)
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Table 1V. Preterm delivery according to gestational order. RLA, 1990-2009.

Singleton Twin Triplets >Quadruplets
20-32 WA 1,172 (2%) 617 (8%) 247 (25%) 38 (54%)
33-36 WA 5,891 (12%) 3750 (49%) 653 (65%) 24 (34%)
>37 WA 40,110 (85%) 3,225 (42%) 98 (10%) 9 (12%)
total 47,173 7,592 998 71
Table V. Perinatal mortality according to gestational order. RLA, 1990-2009.

Single Twin Triplets >Quadruplets

Babies born 50,501 31,814 9,318 1,158
Live-borns 50,191 31,270 9,017 1,071
Stillbirths 310 (0.6%) 544 (1.7%) 301 (3.2%) 87 (7.5%)

Early neonatal death 190 (0.4%)

339 (1.1%)

294 (3.2%) 130 (11.2%)

Perinatal mortality 1.0%

2.8%

6.4% 18.7%

Our findings are consistent with other reports that
suggest an association between babies born from ART
and an increase in the risk of preterm delivery. Langhoff-
Roos et al. 2006 reported that IVF babies had an OR
of preterm delivery of 1.25 (confidence interval 1.19-
1.32) compared to spontaneous conceptions, even after
correcting for initiation of delivery, parity, type of preg-
nancy, maternal age, smoking and ethnics. Furthermore,
Verstraelen et al 2005, found an increase in the risk of
preterm delivery among twin pregnancies after IVF/
ICSI of 1.31 compared to spontaneously conceived twin
pregnancies. In 2011, Morken reported 8.2% preterm
deliveries in a cohort of 5,824 singleton pregnancies
after ART registered in Norway, which is considerably
lower than our findings. A possibly explanation for this
difference, could be the difference in the age of women
undergoing ART procedures. In Norway, 63% of women
were <35, whereas in our population, more than half of
women undergoing treatment are =35 years old, which
is an important risk factor for preterm delivery (Vers-
traelen, 2005).

Perinatal Mortality

Associated to the increase in preterm delivery, plural-
ity was strongly associated to perinatal mortality. In
50,501 babies born singletons, perinatal mortality was
10%o0, which increased to 28%eo. in almost 32,000 babies
born twins, and 64%e. in 9,318 babies born triplets Thus,
compared with singletons, twins had a risk ratio of 2.8
(confidence interval 2.5-3.1; p<0.0001); triplets had a
risk ratio of 6.4 (confidence interval 5.8-7.1; p<0.0001);
and quadruplets had a risk ratio of 18.9 (confidence inter-
val 16.9-21.1; p<0.0001) (Table V).
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MARCH

2011 Annual Meeting on Women’s Cancer
Sponsor: Society of Gynecologic Oncologists
Dates: March 6-9, 2011

Location: Hilton Orlando Bonnet Creek & Waldorf
Astoria, Orlando, FL, USA

For More Information: http://www.sgo.org

2011 CREOG and APGO Annual Meeting
Dates: March 9-12, 2011

Location: JW Marriott San Antonio Hill Country,
San Antonio, TX, USA

For More Information: http://www.apgo.org

SGI 2011 Annual Meeting

Sponsor: Socity for Gynecologic Investigation
Dates: March 16-19, 2011

Location: Fontainebleua Hotel,

Miami Beach, FL, USA

For More Information: http://www.sgionline.org

26th Annual Congress of the European Asso-
ciation of Urology (EAU)

Dates: March 18-22, 2011

Location: Vienna, AUSTRIA

For More Information: http://www.eauvien-
na2011.org

2nd International Congress of the Society of
Cross-Border Reproductive Care

Dates: March 24-27, 2011

Location: Florence, ITALY

For More Information:http://www.icgrt.com

36th Annual Meeting of the Society for Sex
Therapy and Research

Dates: March 31-April 3, 2011

Location: Four Seasons Resort,

Palm Beach, FL, USA

For More Information:http://www.sstarnet.org

APRIL

ASA 36th Annual Meeting

Sponsor: American Society of Andrology
Dates: April 2-5, 2011

Location: Hyatt Regency Montreal, Montreal,
CANADA

For More Information:http://www.andrology
society.com

AACE 20th Annual Meeting and Clinical
Congress

Sponsor: American Association of Clinical Endocri-
nologists

Dates: April 13-17, 2011

Location: Manchester Grand Hyatt and San Diego
Convention Center, San Diego, CA, USA

For More Information: www.aace.com

2011 PCRS

Sponsor: Pacific Coast Reproductive Society
Dates: April 13-17, 2011

Location: Rancho Las Palmas,

Rancho Mirage, CA, USA

For More Information: http://www.pcrsonline.org

2011 NEFS Annual Meeting

Sponsor: New England Fertility Society
Dates: April 29-30, 2011

Location: Water’s Edge, Wesbrook, CT, USA
For More Information: http://www.nefs.org

2011 ACOG Annual Clinical Meeting
Dates: April 30 - May 4, 2011

Location: Washington, DC, USA

For More Information:http://www.acog.org/

MAY

2011 Frontiers in Reproduction (FIR)

Dates: May 1 - June 11, 2011

Location: Marine Biological Laboratory, Woods Hole,
MA, USA

Application Deadline: January 18, 2011

For More Information: http://firmbl.edu

10°. Congresso Geral da

REDLARA

Data: 19-22 de maio, 2011

Localizagcdo: Rio de Janeiro,

Brasil

Informacdes: http://www.redlara.com/congres-
so_rio/programa.asp

JUNE

2011 OSSD Fifth Annual Meeting

Description: Organization for the Study of Sex
Differences

Dates: June 2-4, 2011

Place: Oklahoma City, OK, USA

For More Information: http://www.ossdweb.org

13th World Congress on Menopause

Sponsor: International Menopause Society
Dates: June 8-11, 2011

Location: Rome, ITALY

For More Information: http://www.imsociety.org

ISSCR 9th Annual Meeting

Sponsor: International Society for Stem Cell

Research

Dates: June 15-18, 2011

Location: Metro Toronto Convention Centre,

Toronto, Ontario, CANADA

For More Information: http://www.isscr.org

2011 AMA Annual Assembly Meeting

Dates: June 18-22, 2011

Location: Chicago, IL, USA

For More Information: http://www.ama-assn.org

JULY

ESHRE 2011

Description: 27th Annual Meeting of the European
Society of Human Reproduction and Embryology
Dates: July 3-6, 2011

Location: Stockholm, SWEDEN

For More Information: http://www.eshre.eu

AUGUST

XV CONGRESSO BRASILEIRO DE
REPRODUCAO ASSISTIDA

Data: 24 a 27 de agosto, 2011

Local: Costao do Santinho - Florian6polis/SC.
Informacdes: www.sbra.com.br

SEPTEMBER

6th Congress of the Asia Pacific Society for the
Study of Aging Male (APSSAM)

Dates: September 1-4, 2011

Location: Busan, KOREA

For More Information: http://www.aspssam2011.org



2011 World Endometriosis Congress

Dates: September 4-11, 2011

Location: Montpellier, FRANCE

For More Information: http://www.wce2011.com

11th Congress of the Latin American Society
for Sexual Medicine (SLAMS)

Dates: September 8-11, 2011

Location: Buenos Aires, ARGENTINA

For More Information: http://www.slams2011.org

OCTOBER

ASRM 2011
Description: 67th Annual Meeting of the ASRM
Dates: October 15-19, 2011

33

Place: Orange County Convention Center, Orlando,
Florida, USA

For More Information: view the ASRM Annual
Meeting page

NOVEMBER

XXXI111 Congresso Brasileiro de Urologia
Dias 22/11 a 26/11/2011

Florian6polis — SC
http://www.sbu2011.com.br/

14th World Congress on Human Reproduction
Dates: November 30-December 3, 2011
Location: Melbourne, AUSTRALIA

For More Information: http://www.humanrepro-
duction2011.com






NOVIDADE!

Seu novo ambiente de Atualizacéo,
Consulta e Debate Cientffico

Portal ¢a
Fertilidade

- Artigos Cientificos

- Artigos Comentados
- Aulas livres

- Casos Clinicos

- Entrevistas

- BEventos

Apoio

(1)
Elaborados por renomados especialistas ‘

em Reproduco Assistida. —
Proob FERRING

Um portal interativo onde vocé pode emitir sua opiniao,
enviar materiais cientificos e debater com os colegas.



A vida € uma obra de arte.

.!\/IerckSerono

SAC Merck Serono: 0800.113320

Antncio veiculado em Maio de 2011.




	capa
	smario
	Editorial
	1
	2
	entos



