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Abstract
Purpose

The aim of the study was to assess the fertilization rate (FR) of 
randomized sibling oocytes inseminated by conventional IVF or 
ICSI in couples with unexplained infertility. 

Methods

The 16-month study was conducted at an established private 
IVF facility. Oocytes recovered from couples with normal semen 
parameters and normal DNA fragmentation index (DFI; <30%), 
were randomly allocated to IVF or ICSI and the FR (2PN/MII) was 
assessed. Pregnancy outcome following embryo transfers were 
analyzed with regards to either IVF-embryo vs. ICSI-embryo, and in 
relation to DFI levels.

Results

Of 585 oocytes retrieved from 38 patients, 463 were mature (MII). 
7KH� ,&6,� JURXS� JHQHUDWHG� D� VLJQL¿FDQWO\� KLJKHU� QXPEHU� RI� �31�
embryos with a mean FR of 83.4% vs. 67.6% (p<0.05). There were 
no cases of complete fertilization failure (CFF) in the ICSI group, 
EXW�WKHUH�ZHUH������LQ�WKH�,9)�JURXS��7KH�VLJQL¿FDQW�GLIIHUHQFH�RI�
)5�ZDV�REVHUYHG�RQO\�ZKHQ�WKH�'),�OHYHO�ZDV�������DQG�LI�VXFK�
cutoff was applied, the CFF cases would be reduced to 2.6%. Of 
the 30 patients who had fresh embryo transfers performed, the ICSI 
group showed a higher pregnancy rate (69.2% vs. 58.8%; N.S.) 
ZLWK� D� VLJQL¿FDQWO\� KLJKHU� PHDQ� '),� YDOXH� LQ� WKH� QRQ�SUHJQDQW�
group (p<0.05). 

Conclusions

,9)�,&6,�VSOLW�LQVHPLQDWLRQ�FDQ�UHYHDO�WKRVH�FDVHV�ZKLFK�ZLOO�EHQH¿W�
from ICSI even where semen parameters and DFI are normal; 
however if the DFI is reduced to a 15% cut-off level, the rate of CFF 
will be minimized, but not completely excluded, even at 5%.
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Introduction
Complete fertilization failure (CFF) or low fertilization rates 

despite a good yield of oocytes in conventional in vitro fertilization 
(IVF) cycles could have devastating psychological and financial 
effects on the patients undergoing treatment as well as affecting the 
reputation of both the embryologist and the treating clinician. Intra-
cytoplasmic sperm injection (ICSI) is believed to produce a better 
chance at fertilization because of the direct manual sperm injection 
into the oocyte. However, it was not favoured initially because the 
procedure overrides biological safeguards that typically prevent 
sperm with damaged deoxyribonucleic acid (DNA) fertilizing via 
spontaneous pregnancy or conception after conventional IVF. This 
worry has been largely proved unfounded because it has been noted 
that there was a significant decrease in implantation and pregnancy 
rates following the use of sperm with high DNA fragmentation 
(DFI), which indicated that the damaged paternal genome is selected 
against embryonic development [1]. There is also a lack of evidence 
for an increased incidence of genetic damage or major congenital 
malformations among children born after ICSI [2-4]. Those found to 
have increased risk were believed to be related to parental background 
factors that required the use of ICSI in the first place, not due to the 
actual technique [5,6]. 

ICSI is usually reserved for patients with abnormal sperm 
parameters. However, split insemination of oocytes by both IVF 
and ICSI is strongly encouraged in our centre even for couples with 
normozoospermic sperm analysis and DFI. This followed a historic 
case at our clinic, where CFF occurred after conventional IVF of 18 
oocytes derived from one of our patients (who had poorly explained 
infertility; regular menstrual cycles with polycystic ovaries), despite 
normal sperm parameters based on WHO 2010 classification and 
normal DFI of 16%. She fortunately conceived successfully two 
months later (and had a singleton live birth of a baby boy) following 
all-ICSI fertilization of oocytes. Therefore, the current study was 
aimed at auditing the effect of the change in this protocol, and to 
analyze the outcome of IVF-ICSI split in normozoospermic patients 
with normal DFI. The primary outcome measure was fertilization 
rate. The secondary outcome measures were embryo utilization rate 
and pregnancy rate, in relation to DFI.

Materials and Methods
Patient selection

The study period was from 16th of June 2014 until 16th of October 
2015 (16 months) inclusive. Couples were included into the study if 
they were undertaking IVF for the first time, the male partners had 
normal semen parameters as well as DFI of <30%, and there were 
at least four mature oocytes following retrieval. (All cases with <4 
mature oocytes had routine all-ICSI according to existing clinic 
protocols). The study period followed soon after the case mentioned 
at introduction; and was designed to enable the development of an 
improved protocol to avoid cases of unexpected CFF. The cut-off date 
was chosen to capture all pregnancy outcomes at least up to seven 
weeks gestation at the time of data analysis. The complete dataset was 
extracted from our extensive database using Filemaker Pro 12 (Apple, 
USA) and which undergoes regular validation checks.

http://dx.doi.org/10.4172/2327-4360.1000118
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All of the male partners had normal semen quality based on the 
WHO 2010 criteria [7] with sperm count of ≥ 15×106/ml, ≥ 32% 
progressive motile sperm and ≥ 4% morphologically normal sperm 
cells. Patients with male partners with abnormal semen quality were 
excluded. The male partners had their semen analyzed for DFI using 
the Halo test (halosperm® G2 by halotech® DNA) [8]. The cut off points 
for the DFI is taken as 30% [9] as DFI levels beyond this value are not 
compatible with the initiation and maintenance of a term pregnancy 
[10,11].

Ovarian stimulation 
All patients had ovarian stimulation with either antagonist or 

flare protocol that have been clearly described elsewhere [12,13]. 
The selection of the stimulation protocol was at the discretion of the 
clinician, but the preference was usually the antagonist regimen for 
younger women with higher antral follicular count (AFC) ratings and 
the flare regimen was more commonly used for older women with 
low AFC ratings. 

Sperm preparation, oocyte retrieval, insemination and 
embryo grading

The IVF-ICSI split was conducted by inseminating/injecting 
sibling oocytes using conventional IVF or ICSI from the same semen 
sample in all patients. The semen sample on the day of oocytes 
retrieval was prepared using Pure-sperm (Density gradient) or Swim-
Up method. The culture medium used was either Vitrolife (G-seriesTM 
Culture Media, Götemberg, Sweden), Cook (Cook Medical Inc. 
Sydney IVF Embryo Culture Media, Bloomington, USA) or Quinns 
(Origio, a CooperSurgical Company, Quinns AdvantageTM Culture 
Media, Denmark). Sibling oocytes will be cultured in the same culture 
medium. After completion of oocyte retrieval, the oocytes were 
then graded [14] and randomly allocated by one of the study-group 
embryologists based on the grades (which included follicle size and 
cumulus-oocyte features) into both the IVF and ICSI groups. Oocytes 
were pre-incubated at 37°C for 3-6 hours before insemination. 

The cumulus cells were then removed in the ICSI group, and only 
the metaphase II (MII) oocytes were injected with sperm. Embryos 
were checked for pronuclei (PN) 16-18 hours later. The number of 
MII oocytes in the IVF group was calculated retrospectively based 
on this PN check. All germinal vesicle (GV) and metaphase I (MI) 
oocytes noted at this stage were considered immature, all embryos 
with PN were considered as MII at the time of insemination.

The fertilization rate was expressed as the percentage of two-
pronuclear (2PN) oocytes generated from the number of MII 
oocytes inseminated (2PN/MII×100). The utilization rate was 
defined by the percentage of embryos deemed suitable for transfer 
or cryopreservation arising from the total number of 2PN oocytes 
generated (Tables 1 and 2).

Embryo transfer and pregnancy
All embryo transfers were undertaken either as Day 3 cleavage 

embryo or Day 5 blastocyst embryo as single embryo transfers (SET). 
Minimum criteria for a Day-3 transfer included the presence of ≥ 
6 blastomeres with grading criteria ≥ 2.0 (14). The embryos were 
cultured further to blastocysts (Day 5 or 6) if there were ≥ 4 suitable 
embryos at Day 3. Otherwise embryo transfer was performed at Day 
3. The clinic protocol includes SET for all cases undergoing their first 
IVF-ICSI split procedure and the best embryo was always selected for 
transfer in this study period.

Luteal support was as per our long-standing protocol based 
upon the number of oocyte retrieved. HCG 500-1000 units daily 
(when oocyte numbers were between 5 and 15) on days 4, 7, 10 and 
13 where day 0 is the day of oocyte retrieval. Pessaries (Progesterone 
or combined estradiol/progesterone pessary; compounded products) 
may also be added on the day of retrieval [15]. When there was ≥ 15 
oocytes retrieved, cabergoline 1 mg daily for 10 days would be added. 
In the case of ≥ 20 oocytes retrieved, no HCG would be given, and 
support was achieved using the pessaries. In the case of freeze all 
embryo cycles, Provera 10 mg daily for 12 days would be given from 
the day of retrieval [13]. Midluteal serum hormonal check (estradiol 
and progesterone) signified whether additional support hormones 
were required.

Clinical pregnancy was defined as a visible gestational sac at 
7 weeks gestation or if miscarriage occurred, pregnancies were 
confirmed by the histopathological report of presence of chorionic 
villi. Otherwise pregnancies were classified as biochemical only and 
excluded from the data analysis.

Statistical analysis
SPSS-22 Software was used for the statistical analysis. The 

Paired-samples T test was used to compare means after normality 
check with Q-Q plot. Independent sample T test and Fisher’s 
Exact X2 test were used when data were analyzed in the treatment 
outcome following embryo transfer of either following IVF or 
ICSI. Statistical significance was considered when the p values 
were <0.05.

Results
There was a total of 585 oocytes collected, 463 of which were 

mature (MII) oocytes (Figure 1 and Table 3). There was no significant 
difference in the number of MII oocytes allocated between the IVF 
and ICSI group. However, the ICSI group generated a significantly 
higher number of 2PN embryos with mean fertilization rate of 
83.4%, as opposed to the IVF group with only 67.6% (p<0.05). None 
of the ICSI group had CFF, but there were three instances in the 
IVF group. In these three cases, the DFI levels were 18%, 16%, and 
4.5%. Furthermore, the embryo utilization rate in the ICSI group 
was also higher (65.4% vs. 55.8%) though not significant statistically. 
When sub-analysis of fertilization and embryo utilization rates 

Parameter Value
n = 38

Age (years)
Mean ± SD 31.6 ± 3.7

youngest 23, oldest 40
< 35 years 31 (81.6%)

35-39 years 6 (15.8%)
40-44 years 1 (2.6%)

BMI

Mean ± SD 24.6 ± 4.9
lowest 17.9, highest 35.1

Causes of Infertility
Unexplained/poorly explained 36 (94.7%)

Tubal factor 2 (5.3%)

Table 1: Demographics for women undergoing IVF-ICSI split insemination

IVF-ICSI: in vitro fertilization–intra-cytoplasmic sperm injection; SD: Standard 
deviation
BMI: Body mass index, #poorly explained: patients with polycystic ovary features 
on ultrasound/low AMH (4.3) but otherwise normal (n=6 (15.8%)).
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IVF-ICSI Split
n = 38

Male Age (years)

Mean ± SD 34.4 ± 5.3
youngest 25, oldest 46

DFI (%)

Mean ± SD 10.5 ± 5.8
lowest 3, highest 22.5

0-4.9 6 (15.8 %)
5-14.9 24 (63.2 %)

15-29.9 8 (21.1 %)
���� 0 (0 % )

Table 2: Demographics and sperm DNA fragmentation (DFI) for male partners 
undergoing IVF-ICSI split insemination. IVF-ICSI: in vitro fertilization–intra-
cytoplasmic sperm injection. SD: Standard deviation.

were performed in the IVF group with fertilization rates ≤50%, the 
fertilization rate differences became more significant when compared 
with the corresponding rate in the ICSI group (80.7% vs. 30.0%, 
p<0.001). However, there was no significant difference in the embryo 
utilization rate. 

All but one patient (97.4%) had their embryos successfully 
cultured to the blastocyst stage and had a Day 5 embryo transfer 
or had their embryos cryopreserved as blastocysts. The only patient 
transferred on Day 3 had four 2PN embryos but only three developed 
to our minimum Day 3 criteria; one was transferred and the 
remaining 2 were submitted to further culture but neither developed 
to blastocysts of suitable quality for cryopreservation. There was also 
a significant difference in the FR when the DFI grouping was ≥ 15%; 
p<0.05 and if such cutoff was applied the cases of CFF would have 
reduced to 2.6%.

  

 

 

PIVET Medical Centre Database 

16 June 2014 -16 October 2015 

50 Cycles of 50 Women with IVF-ICSI Split 

IVF  

n= 38 

ICSI 

n= 38 

MII/ Oocytes No. 

463/585 

238/309 

Fertilization 

(2PN/MII) 

366/463 

Exclude patient with freeze-all 

embryo 

No. of patients =  8 

201/238 

N=13 

225/276 

165/225 

N=17 

Exclude patient with abnormal/ 
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Cycles with Embryo 

Transfer 

N=30 

Figure 1: Flow Chart of IVF-ICSI split cycles: recruitment and outcome.
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Of the 38 patients, 8 had all their embryos cryopreserved 
(i.e. no transfer procedure undertaken) due to the risk of ovarian 
hyperstimulation syndrome (OHSS) (Figure 1). Of the 30 who had 
embryo transfers performed, there were no significant differences in 
the mean age or mean BMI of the women, or the mean age of the male 
partners between the IVF and ICSI groups (Table 4). In addition, there 
was also no significant difference in the mean sperm DFI between 
the two groups. Conversely, the ICSI group had a higher pregnancy 
rate of 69.2% (9/13) versus 58.8% (10/17) for the IVF group, but this 
did not reach statistical significance. Further evaluation comparing 
clinical and biochemical pregnancies were hindered by the small 
number of patients, as there were only two biochemical pregnancies. 
There were also only two miscarriages associated with the clinical 
pregnancies – again the number was too small for comparative study. 
However, one of the miscarriages had the highest DFI level of 22.5%.

When the DFI was divided further into several categories  
(Table 5) a trend was noted of increasing difference in the FR 
between the IVF and ICSI groups reaching statistical significance 
with DFI ≥15% (48.6% vs. 81.5%; p<0.05). However, once embryos 
were generated their utilization rates were not significantly different. 
Analyzing the DFI levels with respect to those cases achieving 
pregnancies (Table 6), there was a significantly lower mean DFI level 
(8.6 vs. 13.6; p<0.05). Those pregnancies arising in the DFI ≥ 15 
group (n=2) resulted in either biochemical pregnancy or miscarriage. 

However, 88.2% (15/17) pregnancies in DFI <15 ended successfully 
with singleton live birth or were still ongoing at the time of data 
collection. 

The chances of avoiding CFF or having a poor fertilization rate 
(FR ≤ 50%) are shown in Table 7 depicting the respective positive 
predictive value (PPV) according to DFI levels. At DFI ≤ 30, the PPV 
for avoiding CFF from IVF was 92.1% but reduced to 71.1% when 
inclusive of poor fertilization (FR ≤ 50%). For the ICSI group, the 
PPV values were excellent at 100% and 97.4% respectively. At DFI ≤ 
15, the PPV for avoiding CFF in the IVF group is 97.4% reducing to 
81.6% when inclusive of poor fertilization. For the ICSI group, the 
PPV remains at the same high values, being 100% for avoidance of 
CFF and 97.4% for avoidance of poor fertilization. At DFI limit of ≤ 5, 
the PPV value for avoiding CFF in the IVF group was 97.4% reducing 
to 92.1% when inclusive of poor fertilization. For the ICSI group, the 
PPV values for avoiding both CFF and poor fertilization were 100% 
for both.

Discussion
Our study of IVF-ICSI split insemination of sibling oocytes 

randomized from patients with mainly unexplained fertility and 
whose male partner had normal semen quality as well as DFI, found 
that ICSI oocytes had a significantly higher fertilization rate than 
those inseminated by conventional IVF. The randomized allocation 

All patients (n=38) Total IVF Group ICSI Group P a
Total no. of oocytes 585 276 (47.2%) 309 (52.8%)
Mean ± SD 7.3 ± 3.8 8.1 ± 4.2 0.025

min 3, max 18 min 3, max 18
Total no. of mature (MII) oocytes 463 225 (48.6%) 238 (51.4%)

min 2, max 18 min 2, max 17
Mean ± SD 5.9 ± 3.4 6.3 ± 3.2 0.354(NS)

min 2, max 18 min 1, max 17
Total no. of 2PN 366 165 (73.3%) 201 (84.5%)
Mean ± SD 4.3 ± 3.4 5.3 ± 3.1 0.029
Fertilization Rate (%)
Mean ± SD 67.6 ± 29.4 83.4 ± 14.0 0.004

min 0, max 100
3 patients had CFF

min 50, max 100
no patient with CFF

Embryo Utilization Rate
Mean ± SD 55.8 ± 27.6 65.4 ± 20.9 0.172(NS)

Fertilization & utilization rates 
in cases where IVF group had
�SRRU�IHUWLOL]DWLRQ��)5�������

IVF Group

n= 11 ICSI Group P a

Total no. of MII 105 46 (43.8%) 59 (56.2%)

Mean ± SD 4.2 ± 1.9 5.4 ± 2.0 0.134

Total no. of 2PN 64 15(23.4%) 49(76.6%)

Mean ± SD 1.4 ± 1.1 4.5 ± 2.1 0.001

Fertilization rate
Mean ± SD 30.0 ± 21.8 80.7 ± 14.2 <0.001

Embryo Utilization Rate
Mean ± SD 54.6 ± 47.2 46.2 ± 31.3 0.669(NS)

IVF-ICSI: in vitro fertilization–intra-cytoplasmic sperm injection,a Paired sample t-test
CFF: complete fertilization failure, SD: Standard Deviation.

Table 3: Fertilization and embryo utilization rate in sibling oocytes following IVF-ICSI Split.
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Total no. of embryo transfers in the fresh 
cycle (all SET)

Total
N=30

IVF Embryo
N=17

ICSI Embryo
N=13

P 

Female Age
Mean ± SD 32.4 ± 3.3

min 26, max 39
30.3 ± 4.1
min 23, max 40 0.136a (NS)

Female BMI
Mean ± SD 23.5 ± 4.5

min 19.2, max 34.1
25.4 ± 5.3
min 17.9, max 34.2 0.291a(NS)

Male Age
Mean ± SD 35.3 ± 5.8

min 25, max 46
33.9 ± 4.9
min 28, max 43 0.475a(NS)

DFI (%)
Mean ± SD 9.9 ± 6.3

min 3.5, max 22.5
11.0 ± 5.8
min 4.5, max 21.5 0.620a(NS)

Transfer outcome
Not Pregnant 11 7 (41.2%) 4 (30.8%) 0.708b(NS)
Pregnant 19 10 (58.8%) 9 (69.2%)
 Clinical 17 10 7
 Biochemical 2 0 2
Total 30 17 13

,9)�,&6,��LQ�YLWUR�IHUWLOL]DWLRQ±LQWUD�F\WRSODVPLF�VSHUP�LQMHFWLRQ�6'��6WDQGDUG�GHYLDWLRQ�D�,QGHSHQGHQW�VDPSOH�W�WHVWE�)LVKHU�H[DFW�;��7HVW�16��1RW�6LJQL¿FDQW�6(7��
single embryo transfer DFI: DNA fragmentation.

Table 4: Treatment outcomes of embryo transfers following IVF-ICSI Split.

DFI (%) IVF group ICSI group P a
< 5.0 Fertilization Rate 67.5 ± 38.5 85.0 ± 11.0 0.3953 

Utilization Rate
54.5 ± 28.7 46.5 ± 36.4 0.7647 

5.0-14.9 Fertilization Rate 74.0 ± 23.1 83.4 ± 14.2 0.0893 
Utilization Rate

54.4 ± 31.6 44.4 ± 26.6 0.2125 

������ Fertilization Rate 48.6 ± 34.8  81.5 ± 15.8 0.0314
Utilization Rate 39.0 ± 36.2 27.8 ± 25.6 0.5581 

IVF-ICSI: in vitro fertilization–intra-cytoplasmic sperm injection. apaired t-test. DFI: DNA fragmentation.

Table 5: IVF-ICSI split outcomes in relation to sperm DFI range.

DFI (%) Total
N=30

Pregnant
N=19

Not Pregnant
N=11 P 

Mean ± SD 8.6 ± 5.3 13.6 ± 6.1 0.024a

DFI < 15 24 17 (70.8%) 7 (29.2%)

0.1563b 

6 singleton LB
9 ongoing
1 miscarriage
1 biochemical

'),����� 6 2 (33.3%)  4 (66.7%)
1 miscarriage
1 biochemical

DFI: DNA fragmentation SD: standard deviation a Independent sample t-test b Fisher exact X2 Test.

Table 6: Pregnancy outcomes in relation to sperm DFI range.

and distribution ensured there was no difference in the mean number 
of mature oocytes allocated to each group. This outcome was in 
agreement with earlier findings [16,17]. We also found that those in 
the conventional IVF group with poor fertilization had vastly lower 
fertilization rates than the ICSI group (30.0% vs. 80.7%, p<0.001). 
This further emphasized the importance of IVF-ICSI split in couples 
with normal semen parameters.

For most IVF programmes, the incidence of CFF was reported 
to occur in 5-10% of IVF cycles and 2-3% of ICSI cycles [18]. In our 
study, the CFF rate for IVF was 7.9%, being in agreement with the 
previous study, but we had no cases of CFF in the ICSI group. Even 
though the CFF occurrences in the IVF group can be considered 
as small, to the patients who had to bear the consequences, there is 

inevitably a huge emotional and financial impact. It was also noted 
that two of the CFF cases had DFI of ≥ 15, and the other other one 
had DFI <15. Adoption of the IVF-ICSI split insemination model 
may therefore help eliminate fertilization failures and avoid the loss 
of invaluable biological time, along with the cost of failed cycles, and 
the psychological pain of repeated conventional IVF failure. It also 
identifies those cases requiring all-ICSI in future as the technique 
for assured fertilization, above other available diagnostic processes 
(semen parameters and DFI test). 

However regardless of the technique by which embryos were 
generated (IVF or ICSI), their utility was similar. An apparently 
higher embryo utilization rate for ICSI did not reach statistical 
significance (65.4% vs. 55.8%; NS). Similarly, despite an apparently 
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higher pregnancy rate with ICSI embryos, the chance of pregnancy 
following SET of the best quality embryo showed no significant 
difference (69.2% vs. 58.8%; NS). However other studies have linked 
DNA damage with a decreased chance of clinical pregnancies from 
IVF [19,20] as well as significantly increasing the risk of pregnancy 
loss after both IVF and ICSI [21]. Recruitment of a larger cohort of 
patients would provide more power to properly address this issue 
as there may be relevance for miscarriages with the implication that 
IVF-ICSI split is more sensitively identifying DNA damage. 

Our study found that when the DFI was ≥ 15 was there a 
significant reduction in the fertilization rate in the IVF vs. ICSI group 
of the sibling oocytes (48.6% vs. 81.5%, p<0.05). There was also a 
significantly higher mean DFI level in the non-pregnant group (13.6 vs. 
8.6, p<0.05). Even though these levels were still within the previously 
designated ‘normal’ limits of <30%, it indicated that the higher the 
DFI, the higher the chance of pregnancy failure and the lower the 
chance of livebirth. This is of potential relevance when considering 
that one of the miscarriages observed in our study had the highest 
DFI value of 22.5%. It is also important to note that all good outcome 
pregnant cases had DFI of <15. None of the pregnancies with DFI ≥ 
15 ended favourably. In contrast, 88.2% pregnancies with DFI <15 
resulted in singleton live birth or were still ongoing at the time of data 
collection. These results indicated a lower cut–off DFI level would be 
more relevant for the indication of ICSI – using a value of 15% instead 
of the usual 30%. If such cut-off was applied the PPV for avoiding 
cases of CFF and poor fertilization would have improved from 71.1% 
to 81.6% rising to 97.4% for avoidance of CFF alone. However, our 
study showed that no DFI level could provide a 100% PPV, even with 
DFI<5. Patients should therefore be informed that ICSI is required at 
all DFI levels to avoid CFF completely. Our study showed a PPV of 
100% for fertilization with ICSI, but other larger studies imply a PPV 
of 98% may be more realistic [18].

There is therefore an obvious clinical indication for the evaluation 
of sperm DNA damage prior to IVF or ICSI – which may help in 

the counseling of patients with regards to the success rate and 
practicing a healthy life style, especially in avoiding smoking [22-24] 
which has a known association with elevated DFI levels. Our current 
recommendation is to classify the DFI into different sub-groups with 
significance explained as denoted in Table 8. This would use DFI ≥ 15 
as the recommended cut-off point for ICSI. DFI level of <15 may be 
suitable for IVF only – but bearing in mind that IVF-ICSI split should 
still be considered for all cases in the first fresh IVF cycle because the 
chance of CFF was not excluded even at a very low level of DFI <5. 

Conclusions
We conclude that IVF-ICSI split can reveal those cases which will 

benefit from ICSI even where semen parameters and DFI are normal. 
However if the DFI level is reduced to a cut-off level of <15, the rate 
of CFF will be minimized, but not completely excluded, even at <5%. 
IVF units wishing to minimize costs should consider that the IVF-
ICSI model described has benefits over DFI testing in identifying all 
cases which would benefit from ICSI.
Acknowledgements

This study was not supported by any research grant. The authors would like 
to express gratitude to all the staff of the IVF facility involved directly or indirectly 
in generating the data and ensuring the success of the research.

Ethical Approval

All procedures performed in studies involving human participants were 
in accordance with the ethical standards of the institutional and/or national 
research committee and with the 1964 Helsinki declaration and its later 
amendments or comparable ethical standard. The facility is accredited 
with both the self-regulatory National Australian Reproductive Technology 
Committee (RTAC) as well as the Reproductive Technology Council (RTC) 
of Western Australia (established under the Western Australian Human 
Reproductive Technology Act, 1991). These agencies monitor all activities 
conducted at the IVF centre and demand oversight by an NHMRC-constituted 
Institutional Ethics Committee who endorse all clinical and laboratory 
protocols. Reporting of the data was approved under Curtin University Ethics 
Committee approval no. RD-25-10 general approval for retrospective data 
analysis 2011, updated 2015.

References

1. Larson-Cook KL, Brannian JD, Hansen KA, Kasperson KM, Aamold ET, 
et al. (2003) Relationship between the outcomes of assisted reproductive 
techniques and sperm DNA fragmentation as measured by the sperm 
chromatin structure assay. Fertil Steril 80: 895-902. 

2. Legein J, Buysse A, Van Assche E, Wisanto A, Devroey P, et al. (1996) 
Prospective follow-up study of 423 children born after intracytoplasmic sperm 
injection. Hum Reprod 11: 1558-1564.

3. Bonduelle M, Wilikens A, Buysse A, Van Assche E, Wisanto A, et al. (1996) 
Prospective follow-up study of 877 children born after intracytoplasmic sperm 
injection (ICSI), with ejaculated epididymal and testicular spermatozoa 
and after replacement of cryopreserved embryos obtained after ICSI. Hum 
Reprod 11: 131-155.

4. Van Golde R, Boada M, Veiga A, Evers J, Geraedts J, et al. (1999) A 
retrospective follow-up study on intracytoplasmic sperm injection. J Assist 
Reprod Genet 16: 227-232.

5. Ludwig M, Katalinic A (2002) Malformation rate in fetuses and children 
conceived after ICSI: results of a prospective cohort study. Reprod Biomed 
Online 5: 171-178.

6. Ludwig M, Dietrich K (2002) Follow-up of children born after assisted 
reproductive technologies. Reprod Biomed Online 5: 317-322.

7. WHO Laboratory manual for the Examination and processing of human 
semen (2010). (5th edition). Appendix 1. Reference values and semen 
nomenclature. 

8. 0F(YR\�$��5REHUWV�3��<DS�.��0DWVRQ�3��������'HYHORSPHQW�RI�D�VLPSOL¿HG�
method of human semen storage for the testing of sperm DNA fragmentation 
using the Halosperm G2 Test kit. Fertility and Sterility 102: 981-988.

IVF FR
IVF ICSI
Positive Predictive Value

'),������
CFF 92.1% 100%
������ 71.1% 97.4%

'),������
CFF 97.4% 100%
����� 81.6% 97.4%

'),�����
CFF 97.4% 100%
����� 92.1% 100%

Table 7: Positive predictive value to avoid CFF or poor fertilization related to DFI.

&))��FRPSOHWH�IHUWLOL]DWLRQ�IDLOXUH�3RRU�IHUWLOL]DWLRQ��)5�������
DFI: DNA fragmentation index

% DFI Interpretation
0-4.9 Excellent sperm DNA Integrity
5-14.9 Adequate sperm DNA Integrity

15-29.9
Elevated levels of DNA fragmentation. This may impact upon fertility 
potential; 
ICSI recommended

����
Severely elevated levels of DNA fragmentation. This is very likely to 
impact upon fertility potential; 
ICSI required

Note: data from this study: (Mustafa et al, 2016)
At DFI <5%, IVF can result in complete fertilization failure (CFF) 2.6% of cases
At DFI <15%, IVF can result in CFF 2.6% of cases
At DFI 15-29%, IVF can result in CFF 7.9% of cases
ICSI required at all DFI levels to avoid CFF completely.

Table 8: 6SHUP�'1$�IUDJPHQWDWLRQ�LQGH[��'),���UHYLVHG�FODVVL¿FDWLRQ�

http://www.ncbi.nlm.nih.gov/pubmed/14556809
http://www.ncbi.nlm.nih.gov/pubmed/14556809
http://www.ncbi.nlm.nih.gov/pubmed/14556809
http://www.ncbi.nlm.nih.gov/pubmed/14556809
http://www.ncbi.nlm.nih.gov/pubmed/8671504
http://www.ncbi.nlm.nih.gov/pubmed/8671504
http://www.ncbi.nlm.nih.gov/pubmed/8671504
http://www.ncbi.nlm.nih.gov/pubmed/9147116
http://www.ncbi.nlm.nih.gov/pubmed/9147116
http://www.ncbi.nlm.nih.gov/pubmed/9147116
http://www.ncbi.nlm.nih.gov/pubmed/9147116
http://www.ncbi.nlm.nih.gov/pubmed/9147116
http://link.springer.com/article/10.1023%2FA%3A1020355110435#page-1
http://link.springer.com/article/10.1023%2FA%3A1020355110435#page-1
http://link.springer.com/article/10.1023%2FA%3A1020355110435#page-1
http://www.ncbi.nlm.nih.gov/pubmed/12419043
http://www.ncbi.nlm.nih.gov/pubmed/12419043
http://www.ncbi.nlm.nih.gov/pubmed/12419043
http://www.ncbi.nlm.nih.gov/pubmed/12470533
http://www.ncbi.nlm.nih.gov/pubmed/12470533
http://www.ncbi.nlm.nih.gov/pubmed/25212839
http://www.ncbi.nlm.nih.gov/pubmed/25212839
http://www.ncbi.nlm.nih.gov/pubmed/25212839


Citation: Mustafa KB, Yovich JL, Marjanovich N, Yovich SJ, Keane KN (2016) IVF-ICSI Split Insemination Reveals those Cases of Unexplained Infertility 
%HQH¿WWLQJ�IURP�,&6,�(YHQ�ZKHQ�WKH�'1$�)UDJPHQWDWLRQ�,QGH[�LV�5HGXFHG�WR�����RU�(YHQ�����$QGURO�*\QHFRO��&XUU�5HV�����

x�Page 7 of 7 x

doi:http://dx.doi.org/10.4172/2327-4360.1000145

9ROXPH�����,VVXH������������

9. Zini A, Boman JM, Belzile E, Ciampi A (2008) Sperm DNA damage is 
associated with an increased risk of pregnancy loss after IVF and ICSI: 
systematic review and meta-analysis. Hum Reprod 23: 2663-2668.

10. Evenson DP, Jost LK, Marshall D, Zinaman MJ, Clegge E, et al. (1999) Utility 
of the sperm chromatin structure assay as a diagnostic and prognostic tool in 
the human fertility clinic. Hum Reprod. 14: 1039-1049.

11. Larson KL, DeJonge C, Barnes A, Jost L, Evenson DP (2000) Relationship 
between assisted reproductive techniques (ART) outcome and status of 
chromatin integrity as measured by the Sperm Chromatin Structure Assay 
(SCSA). Hum Reprod 15: 1717-1722.

12. Yovich JL, Stanger JD (2010) Growth hormone supplementation improves 
implantation and pregnancy productivity rates for poor-prognosis patients 
undertaking IVF. Reprod Biomed Online 21: 37-49.

13. Yovich J, Stanger J, Hinchliffe P (2012) Targeted gonadotropin stimulation 
using the PIVET algorithm markedly reduces the risk of OHSS. Reprod 
Biomed Online 24: 281-292.

14. Yovich J, Grudzinskas G (1990) In vitro fertilization and embryo transfer (IVF-
ET): current status. Heinemann Medical Books. An imprint of Heinemann 
Professional Publishing Ltd. Halley Court, Jordan Hill, Oxford, UK. Page 121-
144.

15. Yovich JL, Conceicao JL, Stanger JD, Hinchliffe PM, Keane KN (2015) 
Mid-luteal serum progesterone concentrations govern implantation rates for 
cryopreserved embryo transfers conducted under hormone replacement. 
Reprod Biomed Online 31: 180-191.

16.  Hershlag A, Paine T, Kvapil G, Feng H, Napolitano B (2002) In vitro 
fertilization-intracytoplasmic sperm injection split: an insemination method to 
prevent fertilization failure. Fertility and Sterility 77: 229-232.

17. Hwang JL, Seow KM, Lin YH, Hsieh BC, Huang LW, et al. (2005) IVF versus 
ICSI in sibling oocytes from patients with polycyctic ovarian syndrome: a 
randomized controlled trial. Hum Reprod 20: 1261-1265.

18. Mahutte NG, Arici A (2003) Failed fertilization: is it predictable? Curr Opin 
Obstet Gynecol 15: 211-218.

19. Lewis SEM, Aitken RJ (2005) DNA damage to spermatozoa has impacts on 
fertilization and pregnancy. Cell and Tissue Research 322: 33-41.

20. Li Z, Wang L, Cai J, Huang H (2006) Correlation of sperm DNA damage with 
IVF and ICSI outcomes: a systematic review and meta-analysis. J Assisted 
Reprod and Genetics 23: 367-376.

21. Simon L, Proutski I, Stevenson M, Jennings D, McManus J, et al. (2013) 
Sperm DNA damage has a negative association with live-birth rates after IVF. 
Reprod Biomed Online 26: 68-78.

22. Firns S, Cruzat VF, Keane KN, Joesbury KA, Lee AH, et al. (2015) The 
effect of cigarette smoking, alcohol consumption and fruit and vegetable 
consumption on IVF outcomes: a review and presentation of original data. 
Reproductive Biology and Endocrinology.

23. Taha EA, Ez-Aldin AM, Sayed SK, Ghandour NM, Mostafa T (2012) Effect 
of smoking on sperm vitality, DNA integrity, seminal oxidative stress, zinc in 
fertile men. Urology 80: 822-825. 

24. Taha EA, Ez-Aldin AM, Sayed SK, Ghandour NM, Mostafa T (2014) Smoking 
LQÀXHQFH�RQ�VSHUP�YLWDOLW\��'1$�IUDJPHQWDWLRQ��UHDFWLYH�R[\JHQ�VSHFLHV�DQG�
zinc in oligoasthenoteratozoospermic men with varicocele. Andrologia 46: 
687-691. 

$XWKRU�$I¿OLDWLRQV�������� � � ���Top
1PIVET Medical Centre, Perth, Western Australia, Australia
2Fertility Centre, Obstetrics & Gynaecology Department, Kulliyyah of 
Medicine, International Islamic University Malaysia (IIUM), Pahang, Malaysia
3School of Biomedical Science, Curtin Health Innovation Research Institute, 
Bioscience, Curtin University, Australia

Submit your next manuscript and get advantages of SciTechnol 
submissions

 � 50 Journals
 � 21 Day rapid review process
 � 1000 Editorial team
 � 2 Million readers
 � Publication immediately after acceptance
 � Quality and quick editorial, review processing

Submit your next manuscript at Ɣ www.scitechnol.com/submission

http://www.ncbi.nlm.nih.gov/pubmed/18757447
http://www.ncbi.nlm.nih.gov/pubmed/18757447
http://www.ncbi.nlm.nih.gov/pubmed/18757447
http://www.ncbi.nlm.nih.gov/pubmed/10221239
http://www.ncbi.nlm.nih.gov/pubmed/10221239
http://www.ncbi.nlm.nih.gov/pubmed/10221239
http://www.ncbi.nlm.nih.gov/pubmed/20457541
http://www.ncbi.nlm.nih.gov/pubmed/20457541
http://www.ncbi.nlm.nih.gov/pubmed/20457541
http://www.ncbi.nlm.nih.gov/pubmed/22296972
http://www.ncbi.nlm.nih.gov/pubmed/22296972
http://www.ncbi.nlm.nih.gov/pubmed/22296972
http://www.ncbi.nlm.nih.gov/pubmed/26099447
http://www.ncbi.nlm.nih.gov/pubmed/26099447
http://www.ncbi.nlm.nih.gov/pubmed/26099447
http://www.ncbi.nlm.nih.gov/pubmed/26099447
http://www.ncbi.nlm.nih.gov/pubmed/11821076
http://www.ncbi.nlm.nih.gov/pubmed/11821076
http://www.ncbi.nlm.nih.gov/pubmed/11821076
http://humrep.oxfordjournals.org/content/20/5/1261.full.pdf
http://humrep.oxfordjournals.org/content/20/5/1261.full.pdf
http://humrep.oxfordjournals.org/content/20/5/1261.full.pdf
http://www.ncbi.nlm.nih.gov/pubmed/12858108
http://www.ncbi.nlm.nih.gov/pubmed/12858108
http://www.ncbi.nlm.nih.gov/pubmed/15912407
http://www.ncbi.nlm.nih.gov/pubmed/15912407
http://www.ncbi.nlm.nih.gov/pubmed/17019633
http://www.ncbi.nlm.nih.gov/pubmed/17019633
http://www.ncbi.nlm.nih.gov/pubmed/17019633
http://www.ncbi.nlm.nih.gov/pubmed/23200202
http://www.ncbi.nlm.nih.gov/pubmed/23200202
http://www.ncbi.nlm.nih.gov/pubmed/23200202
http://rbej.biomedcentral.com/articles/10.1186/s12958-015-0133-x
http://rbej.biomedcentral.com/articles/10.1186/s12958-015-0133-x
http://rbej.biomedcentral.com/articles/10.1186/s12958-015-0133-x
http://rbej.biomedcentral.com/articles/10.1186/s12958-015-0133-x
http://www.ncbi.nlm.nih.gov/pubmed/23021663
http://www.ncbi.nlm.nih.gov/pubmed/23021663
http://www.ncbi.nlm.nih.gov/pubmed/23021663
http://www.ncbi.nlm.nih.gov/pubmed/23866014
http://www.ncbi.nlm.nih.gov/pubmed/23866014
http://www.ncbi.nlm.nih.gov/pubmed/23866014
http://www.ncbi.nlm.nih.gov/pubmed/23866014

	Title
	Corresponding author
	Abstract
	Keywords
	Introduction 
	Materials and Methods 
	Patient selection 
	Ovarian stimulation  
	Sperm preparation, oocyte retrieval, insemination and embryo grading 
	Embryo transfer and pregnancy 
	Statistical analysis 

	Results
	Discussion 
	Conclusions
	Acknowledgements 
	Ethical Approval 
	Figure 1
	Table 1
	Table 2
	Table 3
	Table 4
	Table 5
	Table 6
	Table 7
	Table 8
	References 

