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FULL-TERM DELIVERY FOLLOWING INTRACYTOPLASMIC SPERM INJECTION
IN A CASE OF MALE HYPOGONADOTROPIC HYPOGONADISM
AFTER 8-YEAR TREATMENT WITH HCG AND HMG

Toshiyasu Amano', Tetsuya Imao', Katsuro TAKEMAE',
Hiroya Mizusawa® and Hideho Miura®

YThe Department of Urology, Nagano Red Cross Hospital
2The Departement of Urology, Nagano National Hospital
3The Miura Gynecological Clinic

A 19-year-old male, who had undergone bilateral orchiopexy at 5 years of age in the Department of
Pediatric Surgery, was referred to our clinic presenting with bilateral small testes. Bilateral testis
volume was 4 ml involving a small penis and scant pubic hair per Tanner Stage 2. Serum luteinizing
hormone, folliclestimulating hormone and testosterone levels were low. Results of hormonal loading
tests, including luteinizing hormone-releasing hormone (LH-RH) and human chorionic gonadotropin
(HCG), were positive. Brain computed tomographic scan revealed no abnormal findings. The
diagnosis of male hypogonadotropic hypogonadism was rendered based on these data. Administra-
tion of LH-RH for | year was ineffective. Subsequently, HCG and human menopausal gonadotropin
(HMG) treatments were initiated. The symptoms of male insufficiency improved ; moreover, sperm
formation was apparent following HCG and HMG treatments. The patient has received HCG and
HMG injections for eight years; furthermore, his wife delivered a boy consequent to the first
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intracytoplasmic sperm injection.

(Hinyokika Kiyo 54: 313-316, 2008)
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Fig. 2. Clinical course of MHH patient.

10 11 years after diagnosis

The results of hormonal levels and seminal

analysis were improved after HCG and HMG treatments.
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