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COMPARATIVE ANALYSIS OF RFSH AND HMG FOR CONTROLLED OVARIAN STIMULATION IN 
IVF: A RETROSPECTIVE COHORT STUDY
Atakhadjaeva F.A., Dilrabo T. Kayumova, Muhayyo M. Maqsudova, Ranokhon M. Nabieva

Objective: This retrospective cohort study aims to compare the efficacy and outcomes of controlled ovarian stim-
ulation (COS) in women undergoing in vitro fertilization (IVF) with recombinant follicle-stimulating hormone (rFSH) 
and purified menopausal gonadotropin (hMG). Methods: A total of 151 infertile women from ‘Siz ona bo‘lasiz’ IVF 
clinic were included in the study. The primary endpoints were the quantity of mature oocytes retrieved, and secondary 
endpoints included the duration and dosage of gonadotropin administration. Patients were assigned to three groups: 
Group A (rFSH), Group B (hMG), and Group C (combination of rFSH and hMG). Stimulation protocols and outcomes 
were analyzed using statistical methods. Results: The study showed no significant differences in stimulation duration 
between Groups A and B. However, the combination group (Group C) exhibited a slightly higher duration. In the rFSH 
group, a notable increase in the number of mature oocytes was observed compared to the hMG group, both at the 
initial and overall doses. The combination group demonstrated a significant increase in mature oocytes compared 
to Groups A and B, but with a longer stimulation duration and higher total dosage. Conclusion: The study suggests 
a negligible difference in the effectiveness of rFSH and hMG for controlled ovarian stimulation in IVF. However, rFSH 
may have an advantage in terms of efficacy, especially concerning dosage. The combination of rFSH and hMG showed 
increased oocyte yield but with extended stimulation duration and higher total dosage. Individualized treatment con-
siderations are crucial, and further research is needed to validate these findings.

Keywords: IVF, controlled ovarian stimulation, recombinant FSH, human menopausal gonadotropin, infertility, 
gonadotropin dosage, mature oocytes. 

Assisted reproductive technology (ART) treat-
ments have evolved with the goal of achieving 

optimal outcomes, emphasizing the need for individual-
ized approaches based on patient characteristics [1–4]. 
In the context of in vitro fertilization (IVF) and intracy-
toplasmic sperm injection (ICSI) procedures, the selec-
tion of exogenous gonadotropins for controlled ovarian 
stimulation (COS) becomes a critical determinant. It is 
paramount to not only consider the general advantages 
of gonadotropins, such as efficacy, but also to address in-
dividual risk factors, encompassing safety concerns, eco-
nomic efficiency, and overall patient feasibility.

Gonadotropins, pivotal in inducing ovulation, play 
a central role in the intricate endocrine system govern-
ing growth, sexual development, and reproductive func-
tion. The primary exogenous gonadotropins employed 
in IVF/ICSI—follicle-stimulating hormone (FSH), lutein-
izing hormone (LH), and human chorionic gonadotropin 
(hCG)—are now available in both urinary and recombi-
nant forms, with the exception of LH [5].

This study delves into the efficacy of recombi-
nant alpha follicle-stimulating hormone (rFSH) when 
used in conjunction with menopausal gonadotropin 
(hMG). Human Menopausal Gonadotrophins (hMG), 
FSH, and LH, derived from human urine collected from 
postmenopausal women since 1953, can be adminis-
tered intra-muscularly (IM) or subcutaneously (SC). 
Postmenopausal urine reflects the hypergonadotrop-
ic state of menopause, containing elevated levels of FSH 
and LH, along with a mixture of these gonadotropins 
and other protein substances, including small amounts 
of human chorionic gonadotropin (hCG) [6].

In contrast, rFSH, utilized in infertility management 
for the past decade, represents a virtually pure com-
pound with excellent batch-to-batch consistency and 
the ability for large-scale production. The production 
process involves transfection of cultivated mammalian 
cells, clonal selection, cell banking, and rigorous large-

scale production processes [7]. Uzbekistan has widely 
adopted and utilized recombinant alpha FSH in infertil-
ity treatment.

A persisting debate surrounds the choice between 
human menopausal gonadotropin and rFSH. A Cochrane 
meta-analysis, involving 3197 women, reported signifi-
cantly fewer live births after rFSH compared to hMG for 
ovarian stimulation (OS), although no significant dif-
ference in ovarian hyperstimulation syndrome (OHSS) 
rates was observed [8].

Subsequent randomized controlled trials (RCTs) have 
yielded diverse results, with one RCT suggesting that 
highly purified hMG is at least as effective as rFSH in GnRH 
antagonist cycles regarding cumulative live birth rate [9]. 
Another recent RCT found no significant differences in 
live birth rates between hMG and rFSH for OS [10].

Given the profound impact of oocyte quantity on cu-
mulative live birth rates and IVF success across all fe-
male age groups, especially in poor responders (accord-
ing to POSEIDON criteria), the selection of a superior 
gonadotropin for optimal follicular response remains a 
critical consideration [5, 11].

The primary objective of this study is to meticu-
lously assess the methodologies and efficacy associated 
with administering rFSH and hMG in Controlled Ovarian 
Stimulation Procedures, contributing valuable insights to 
the ongoing discourse on gonadotropin selection in ART.

Material and methods
Study design. At the in vitro fertilization (IVF) clin-

ic known as ‘Siz ona bo‘lasiz,’ a single-centre, retrospec-
tive cohort study was conducted, involving 151 infer-
tile women. Primary endpoints encompassed the yield 
of mature oocytes, while secondary endpoints involved 
the duration and dosage of gonadotropin administra-
tion. The outcomes were computed utilizing the online 
platform https://www.medcalc.org, relying on the stu-
dent’s t-criterion, P-value, RR, OR, and a 95% Confidence 
Interval.
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Patients
The inclusion criteria were defined as follows: par-

ticipants were required to be within the age range of 18 
to 39 years, exhibit regular ovulatory menstrual cycles 
lasting 24 to 38 days, and present infertility attributed 
to factors such as tubal issues, male factors, endocrine 
abnormalities, mild endometriosis, or unexplained caus-
es. Additionally, participants were expected to have ear-
ly follicular phase serum FSH levels within normal rang-
es, possess both ovaries, have undergone no more than 
three previous assisted conception cycles, refrain from 
assisted conception treatment for at least one complete 
menstrual cycle, maintain a normal uterine cavity, and 
provide a signed, written consent form.

The exclusion criteria encompassed the following: 
the presence of clinically relevant systemic diseases, a 
history of pregnancy within the preceding three months, 
a body mass index exceeding 30, a previous occurrence 
of severe ovarian hyperstimulation syndrome, prior fail-
ures in in vitro fertilization (IVF) attributable to fertil-
ization issues or inadequate response to gonadotro-
phin therapy, abnormal bleeding from the reproductive 
tract, previous history of chemotherapy or radiothera-

py, hypersensitivity to any of the products included in 
the study.

Patients were randomly assigned to one of the fol-
lowing three groups through an open method:

Group A: 150 IU/day or 225 IU/day or 300 IU/day 
of HP-hMG

Group B: 150 IU/day or 225 IU/day or 300 IU/day 
of rFSH

Group C: Combination of HP-hMG and rFSH.
Stimulation protocols
Group A: Start stimulation (day 2 of cycle ± 1 day) 

with 150 IU/day or 225 IU/day or 300 IU/day of HP-hMG 
administered subcutaneously (sc.) till administration of 
trigger. The dose remained fixed to the end of the stim-
ulation. The monitoring of daily follicular growth was 
conducted through the aid of transvaginal ultrasonog-
raphy. The administration of progesterone commenced 
upon the majority of developing follicles reaching a size 
greater than or equal to 16-18 mm and continued un-
til the day of oocyte retrieval. Final oocyte maturation is 
triggered at sizes of several of the leading follicles be-
tween 16-22 mm. GnRH agonists or hCG are utilized as 
triggers (Figure 1).

Figure 1. The progestin protocol scheme employed in the study

Group B: Start stimulation (day 2 of cycle ± 1 day) 
with 150 IU/day or 225 IU/day or 300 IU/day of rFSH ad-
ministered subcutaneously (sc.) till administration of trig-
ger. The dose remained fixed to the end of the stimulation. 
The monitoring of daily follicular growth was conducted 
through the aid of transvaginal ultrasonography. The ad-
ministration of progesterone commenced upon the ma-
jority of developing follicles reaching a size greater than 
or equal to 16-18 mm and continued until the day of oo-
cyte retrieval. Final oocyte maturation is triggered at siz-
es of several of the leading follicles between 16-22 mm. 
GnRH agonists or hCG are utilized as triggers.

Group C: Start stimulation (day 2 of cycle ± 1 day) 
with any combination of HP-hMG and rFSH adminis-
tered subcutaneously (sc.) till administration of trigger. 
The gonadotropin dosage is variable. The monitoring of 
daily follicular growth was conducted through the aid 
of transvaginal ultrasonography. The administration of 
progesterone commenced upon the majority of develop-
ing follicles reaching a size greater than or equal to 16-
18 mm and continued until the day of oocyte retrieval. 
Final oocyte maturation is triggered at sizes of several of 

the leading follicles between 16-22 mm. GnRH agonists 
or hCG are utilized as triggers.

Results
A total of 151 female participants underwent ovar-

ian stimulation for the research. Out of these, in open 
method, 101 were assigned to Group A (rFSH), 26 to 
Group B (hMG), and 23 patients to Group C (rFSH+hMG). 
Figure 2 depicts the profile of the enrolled women in the 
study.

When examining the clinical characteristics of the re-
cruited women for the study, no significant inter-group 
differences were observed in terms of age. However, the 
duration of infertility was found to be higher in the group 
of women receiving menopausal gonadotropin compared 
to the rFSH group. In our combination group, the duration 
of infertility was notably lower compared to both groups 
in an intriguing manner. No significant differences were 
identified in the type of infertility during the analysis of 
infertility characteristics (Table 1).
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Figure 2. Flowchart of the study comparing rFSH and hMG

Table 1. 
Clinical characteristics of the recruited women for the study

Group A 
(rFSH) n=101

Group B 
(hMG) n=26

Group C 
(rFSH+hMG) 

n=23
P1* P2**

Age (years), M±m 31,6±0,6 32,6±1,1 31,1±1,2  <0.0001  =0.0044
Duration of infertility (years), M±m 6,3±0,4 7,8±1,0 4,8±0,5 <0.0001  <0.0001
Type of infertility:
Primary 56 (55,9%) 12 (42,6%) 12 (52,2%)  =0.2273 =0.7484

Secondary 55 (44,1%) 14 (53,8%) 11 (47,8%) =0.3781 =0.7484

* P-value was calculated for A and B groups; ** P-value was calculated for A and C groups

When investigating the causes leading to infertil-
ity, tubal-peritoneal factor predominated in all groups. 
Subsequently, male factor infertility was nearly equally 

distributed among all groups, while the reduced ovarian 
reserve was identified to be relatively lower in Group B 
compared to Groups A and C (Table 2).

Table 2. 
Causes of infertility

Group A 
(rFSH) n=101

Group B 
(hMG) n=26

Group C 
(rFSH+hMG) n=23 P1* P2**

Tubal-peritoneal factor 42 (41,2%) 9 (34,6%) 9 (39,2%)  =0.5415 = 0.8608
Male factor 21 (20,6%) 5 (19,2%) 5 (21,8%) = 0.8748 = 0.8986
Reduced ovarian reserve 37 (36,8%) 5 (19,2%) 7 (30,5) = 0.0905 = 0.5707
Endocrine factors 7 (7,4%) 9 (34,6%) 4 (17,4%) = 0.0002 = 0.1369
Associated with endometriosis 19 (19,1%) 7 (26,9%) 4 (17,4%) = 0.3832 = 0.8512

Ideopatic 13 (13,2%) 2 (7,7%) 3 (13%) =0.4445 = 0.9797

* P-value was calculated for A and B groups; ** P-value was calculated for A and C groups

The duration of stimulation did not exhibit significant 
differences between Groups A and B, whereas in our com-
bination group, a slightly higher duration of 11.6±0.9 days 
was recorded. In the rFSH group, the incidence of achiev-
ing a higher number of mature oocytes was observed 
to be 10.67% at the initial dose and 15.3% at the over-
all dose compared to the hMG group. Notably, a 14.3% in-
crease in the attainment of numerous mature oocytes was 
observed. In our combination Group C, however, there 
was a substantial increase of 40.9% and 61% compared 
to Groups A and B, respectively, in the number of mature 
oocytes obtained. Nonetheless, the stimulation duration, 
as well as the initial and overall doses of the administered 
preparations, were significantly higher (Table 3).

The combination of rFSH and hMG was primari-
ly utilized in women with a documented gynecological 
history, who had undergone surgeries related to ovaries 
and fallopian tubes. Among the 23 women in the group 
subjected to ovarian stimulation, favorable outcomes 
were achieved even in the presence of expected gyneco-
logical history, with an average of 12.4±2.4 mature oo-
cytes obtained. When compared to Groups A and B, our 
women demonstrated significantly higher results (41% 
and 61%, respectively) despite the absence of significant 
gynecological history. However, the stimulation duration 
was prolonged (11.6±0.9 days), and the total dosage of 
administered medications (2364.1±123.8) was elevated. 
This constitutes the negative aspect of the process. 
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Table 3. 
The Characteristics of the Controlled Ovarian Stimulation Process

Group A 
(rFSH) n=101

Group B (hMG) 
n=26

Group C 
(rFSH+hMG) n=23 P1* P2**

Stimulation duration, day, M±m 9,0±0,3 9,2±0,7 11,6±0,9 =0.0292 <0.0001
Initial dose, IU, M±m 190,3±5,1 210,6±8,3 231,5±12,4 <0.0001 <0.0001
Overall dose, IU, M±m 1696,3±67 1955,8±156,6 2364,1±123,8 <0.0001 <0.0001
Retrieved mature oocytes, M±m 8,8±1,1 7,7±1,3 12,4±2,4 <0.0001 <0.0001

* P-value was calculated for A and B groups; ** P-value was calculated for A and C groups
Discussion
The primary aim of this research is to evaluate the pro-

cedural methods and effectiveness associated with the ad-
ministration of Recombinant Follicle-Stimulating Hormone 
(rFSH) and Purified Menopausal Gonadotropin (hMG) in 
the context of Controlled Ovarian Stimulation procedures.

According to our findings, there is nearly no significant 
difference in the efficacy when using two different types 
of gonadotropins for controlled ovarian stimulation in the 
practice of IVF. However, it is noteworthy that rFSH may 
exhibit a noticeable efficacy advantage compared to hMG, 
particularly concerning both the initial and overall dosage. 
Furthermore, when considering the utilization of a combi-
nation of rFSH and hMG, a higher duration of stimulation 
and an elevated total administered dosage correlated with 
a notably increased number of obtained mature oocytes.

According to the results of a similarly conducted 
study, out of the 30,630 IVF cycles analyzed in this re-
view, 74% utilized rFSH, while 26% opted for hMG-HP. 
A statistically significant discrepancy in drug utilization 
per cycle was observed, with rFSH demonstrating a sub-
stantially lower usage compared to hMG-HP (2072.53 
+/- 76.73 IU vs. 2540.14 +/- 883.08 IU, indicating a 
22.6% higher consumption for hMG-HP; p < 0.01). 
Furthermore, the median starting dose exhibited a sig-
nificant reduction for rFSH in comparison to hMG-HP 
(150 IU vs. 225 IU, representing a 50% higher starting 
dose for hMG-HP; p < 0.01). The mean oocyte yield per 
IVF cycle among patients treated with rFSH was signifi-
cantly higher than those treated with hMG-HP (10.80 +/- 
6.02 vs. 9.77 +/- 5.53; p < 0.01). Similarly, the average 
mature oocyte yield was also notably greater in the rFSH 
group compared to the hMG-HP group (8.58 +/- 5.27 vs. 
7.72 +/- 4.59; p < 0.01) (Geoffrey H Trew at al., 2010).

Similar opinions have been provided in subsequent 
evaluations that align with our findings. In patients aged less 
than 35 years, the FSH alone group exhibited a significant-
ly higher number of retrieved oocytes compared to the FSH-
hMG group (13.7 vs. 9.2, P = 0.04), with no observed differ-
ences in other age groups. Additionally, the FSH-hMG group 
necessitated a significantly higher dosage of gonadotropins 
across all age categories (all ages, P < 0.001; <35 years, P = 
0.013; ≥35 years, P < 0.001) (Chisa Tabata at al., 2015).

In summary, when considering the conclusions, our 
presented results are in line with subsequent investiga-
tions, yielding consistent outcomes. In the context of IVF 
procedures involving ovarian stimulation, the selection 
of gonadotropins must take into account the individual 
characteristics of each patient, emphasizing their impor-
tance. In our center, randomized trials are being planned 
under the conditions of Uzbekistan. However, larger-scale 
studies are required to validate such findings.

Acknowledgments:
The authors would like to thank the participants of 

the study and the staff at ‘Siz ona bo‘lasiz’ IVF clinic for 
their contributions to this research.

Conflict of Interest:
The authors declare no conflicts of interest related 

to this study.
References:

1. ESHRE. Guideline on Ovarian Stimulation in IVF/ICSI. 
2019. Available from: ESHRE Guidelines.

2. Lunenfeld B, Bilger W, Longobardi S, Kirsten J, D’Hooghe 
T, Sunkara SK. Decision points for individualized hormonal 
stimulation with recombinant gonadotropins for treatment of 
women with infertility. Gynecol Endocrinol. 2019;35:1027–36.

3. Mol BW, Bossuyt PM, Sunkara SK, Garcia Velasco JA, Ve-
netis C, Sakkas D, et al. Personalized ovarian stimulation for 
assisted reproductive technology: study design considerations 
to move from hype to added value for patients. Fertil Steril. 
2018;109(6):968–79. DOI: 10.1016/j.fertnstert.2018.04.037.

4. National Institute for Health and Care Excellence. CG156: 
Fertility problems: assessment and treatment 2017. Available 
from: NICE - CG156.

5. van de Weijer BH, Mulders JW, Bos ES, Verhaert PD, van 
den Hooven HW (November 2003). «Compositional analyses 
of a human menopausal gonadotrophin preparation extracted 
from urine (menotropin). Identification of some of its major 
impurities». Reproductive Biomedicine Online. 7 (5): 547–557. 
DOI: 10.1016/S1472-6483(10)62071-8. PMID 14680547.

6. Bozdag G, Polat M, Yarali I, et al. Live birth rates in various 
subgroups of poor ovarian responders fulfilling the Bologna 
criteria. Reprod Biomed Online. 2017; 34: 639–644.

7. Geoffrey H Trew, Adam P Brown, Samantha Gillard, Stu-
art Blackmore, Christine Clewlow, Paul O‘Donohoe, Radoslaw 
Wasiak. “In vitro fertilisation with recombinant follicle stim-
ulating hormone requires less IU usage compared with highly 
purified human menopausal gonadotrophin: results from a Eu-
ropean retrospective observational chart review”. Reproduc-
tive endocrinology and biology 2010, 8:137:510-520. 

8. Sunkara SK, Rittenberg V, Raine-Fenning N, et al. Associ-
ation between the number of eggs and live birth in IVF treat-
ment: an analysis of 400,135 treatment cycles. Hum Reprod. 
2011; 26: 1768–1774.

9. Chisa Tabata, Toshihiro Fujiwara, Miki Sugawa, Momo 
Noma, Hiroki Onoue, Maki Kusumi, Noriko Watanabe, Takako 
Kurosawa, Osamu Tsutsumi. Reprod Med Biol (2015), 14:5-9.

10.  Smitz J, Andersen a N, Devroey P, Arce J-C. Endocrine 
profile in serum and follicular fluid differs after ovarian stimu-
lation with HP-hMG or recombinant FSH in IVF patients. Hum 
Reprod. 2007;22:676–87.

11.  Fernando Zegers-Hochschild 1, G David Adamson 2, Silke 
Dyer 3, Catherine Racowsky 4, Jacques de Mouzon 5, Rebec-
ca Sokol 6, Laura Rienzi 7, Arne Sunde 8, Lone Schmidt 9, Ian 
D Cooke 10, Joe Leigh Simpson 11, Sheryl van der Poel 12The 
International Glossary on Infertility and Fertility Care, 2017. 
PMID: 28760517 DOI: 10.1016/j.fertnstert.2017.06.005.



ISSN2181-7812 www.tma-journals.uz 303

СОДЕРЖАНИЕ

I СЕКЦИЯ
Muminova Z.A., Sayitxonova M.Z. UCHINCHI TRIMESTRDA HOMILADOR AYOLLARDA KORONAVIRUS 
INFEKSIYASIDAN KEYINGI ASORATLAR XAVFI 4
Nurullayeva Oydin TUGʻRUQ TRAVMALARI — NOGIRONLIKKA SABAB BOʻLUVCHI OMILDIR 6
Yuldoshmurodov D.Sh BOSH VA BO‘YIN SOHASI O‘SMA KASALLIKLARIDA ROBOT AVTOMATLASHTIRILGAN 
TRANSORAL JAROHLIK (TORS) USULIDAN FOYDALANGAN HOLDA HALQUM VA HALQUMUSTI 
KARSINOMALARINI OLIB TASHLASH AMALIYOTIDA FOYDALANISH, USULNING AFZALLIKLARI VA 
KAMCHILIKLARI 8
Raximova Z.A., Muminova Z. A. ADENOMIOZDA GENETIK MOYILLIK OMILI 10
Tillayeva M.A., Babadjanova G.S. YUVENIL DAVRDAGI QIZLARDA BACHADONDAN ANOMAL QON KETISHNI 
TASHXISLASH VA DAVOLASHDA ZAMONAVIY YONDASHUV 14
Курбанова С.И., Бабаджанова Г.С. БАЧАДОН МИОМАСИ БЎЛГАН АЁЛЛАРДА МЕДИКАМЕНТОЗ ВА 
ЭНДОВАСКУЛЯР ДАВОЛАШ САМАРАДОРЛИГИНИ ЎРГАНИШ. 16
Ўралов Х.И., Закиров Н.У., Амирқулов Б.Дж., Эркабаев Ш.М. БЎЛМАЧАЛАР ФИБРИЛЛЯЦИЯСИ 
РИВОЖЛАНИШ МЕХНИЗМЛАРИ, КАТЕТЕР АБЛАЦИЯСИ ВА АНТИАРИТМИК ВОСИТАЛАРНИНГ 
САМАРАДОРЛИГИ 21
Ashurova U.A., Najmutdinova D.K., Boboev K.T. ROLE OF INTERGENE INTERACTIONS OF NOS3 (C786T), NOS1 
(G-84A), IL6 (C-174G), IL1Β (T31C), FGB (455G-A) POLYMORPHIC LOCI GENES AND RISK OF POSTPARTUM 
HEMORRHAGE 28
Ирназарова Д.Х. СОВРЕМЕННЫЕ ВЗГЛЯДЫ К БИОЛОГИИ ВИТАМИНА D ПРИ МИОМЕ МАТКИ 31
Зaкирова Л.T., Алимкходжаева Л.T., Мирзаева M.A. РОЛЬ ВНЕКЛЕТОЧНОЙ ДНК И ГИПЕРМЕТИЛИРОВАНИЯ 
ДНК В ПЛАЗМЕ КРОВИ В ДИАГНОСТИКЕ РАКА МОЛОЧНОЙ ЖЕЛЕЗЫ 38
Muftaydinova Sh.Ki., 2 Muminova Z.A., 3 Buralkina N.A., 1 Abdullajonova M.U. PATHOGENESIS OF ENDOMETRIOSIS: 
MOLECULAR- BIOLOGICAL MECHANISMS OF DEVELOPMENT 42
Makhkamova M.M., Nurillaeva N.M. THE ROLE OF ASYMMETRIC DIMETHYLARGININE AS A PREDICTOR OF 
CARDIOVASCULAR DISEASES 50
Алимходжаева Л.Т., Бозорова Л.М., Зиеведенова С.С. МОРФОЛОГИЧЕСКИЕ ХАРАКТЕРИСТИКИ 
ПРЕДРАКОВЫХ ПОРАЖЕНИЙ ДОБАВОЧНОЙ ДОЛИ МОЛОЧНОЙ ЖЕЛЕЗЫ 52
Ашурова У.А., Нажмутдинова Д.К., Бобоев К.Т. АНАЛИЗ РОЛИ МЕЖГЕННЫХ ВЗАИМОДЕЙСТВИЙ 
ПОЛИМОРФНЫХ ЛОКУСОВ ГЕНОВ NOS3 (C786T), NOS1 (G-84A), IL6 (C-174G), IL1Β (T31C), FGB (455G-A) 
В ФОРМИРОВАНИИ ПОСЛЕРОДОВЫХ КРОВОТЕЧЕНИЙ 58

Bobonazarova M.N., Sharofiddinova Z.Sh., Matkarimova D.S. THE ROLE OF INTRACELLULAR 
SIGNALS IN THE BONE MARROW IN THE PATHOGENESIS OF CHRONIC MYELOID LEUKEMIA 61
Abdumalikova F.B., Nurillaeva N.M. DIAGNOSTIC AND PROGNOSTIC VALUE OF POTENTIALLY SPECIFIC 
EPIGENETIK BIOMARKERS IN CORONARY HEART DISEASE 63
Ergashev U.Yu., Zokhirov A.R., Shoimov N.N. STUDYING THE IMMUNOMODULATION STATUS OF THE CYTOKINE 
SYSTEM DURING PUROPENTIC-NECROTIC PROCESSES ON THE LOWER EXTREMITIES WITH DIABETES 
MELLITUS 67
Kabulov S.B., Haseeb M.A., Abduraximova L.A. PREVENTATIVE TREATMENT OF CEREBRAL ANEURISMS AS A 
PRECURSORS OF THE CEREBRAL STROKE 73
Tillyashaikhov M.N. CORRELATION OF PROSTATE CANCER WITH DISEASES OF THE CARDIOVASCULAR 
SYSTEM AND TYPE 2 DIABETES 77
Dustmukhamedova R.Z., Kazakov Sh.J. ADEQUATE APPROACH TO THE DIAGNOSIS AND SURGICAL TREATMENT 
OF PATIENTS WITH OSTEOPOROTIC FRACTURES OF THE VERTEBRAL BODIES 83
Atakhadjaeva F.A., Dilrabo T. Kayumova, Muhayyo M. Maqsudova, Ranokhon M. Nabieva COMPARATIVE 
ANALYSIS OF RFSH AND HMG FOR CONTROLLED OVARIAN STIMULATION IN IVF: A RETROSPECTIVE 
COHORT STUDY 88
Karimova S.O‘. Berkinov U.B. THE RESULTS OF LAPAROSCOPIC INTERVENTIONS IN GIANT HIATAL HERNIAS 92
Ergashev U.Y., Zokhirov A.R. COMPARISON OF INTERLEUKIN DYNAMICS IN DIABETIC PURULENT-NECROTIC 
LESIONS BASED ON HISTOMORPHOLOGICAL CHANGES IN VITAL ORGANS 94




