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7 days after embryo transfer negative pregnancy test

Embryo transfer involves collecting embryos from a donor female and transferring them to recipient females, who serve as surrogate mothers for the remainder of pregnancy. This technique has been applied to various domestic and wild animals, including humans and non-human primates. Over the past decade, embryo transfer procedures have
become more sophisticated, allowing for non-surgical methods, long-term embryo culture and storage through cryopreservation, and micromanipulation techniques associated with genetic engineering. Also known as ovum transfer, this process involves collecting fertilized ova from donors before they attach to the uterus and transferring them to
surrogate mothers to complete gestation. The cow providing the embryo is called the donor, while the cow receiving the embryo is called the recipient. In artificial insemination, semen is inseminated into different cows, distributing the male's genetic potential, but in embryo transfer, the female's genetic potential is distributed. Donor cows are
induced to produce multiple eggs during estrus, which are then inseminated and collected as fertilized eggs or embryos. These embryos are transferred to recipient cows with low genetic potential, allowing for multiple calves to be obtained from a single donor. The advantages of embryo transfer include improved genetic potential, increased
productivity, economic benefits, disease resistance, and reduced generation intervals. The process involves selecting donors and recipients, synchronizing their cycles, superovulating the donor, inseminating the donor, collecting embryos, evaluating them, and transferring or storing them. Donors should have a known fertile bloodline, a history of
easy calving, and be disease-free, while also being high-producing and reproductively normal. Super ovulation involves producing multiple eggs using hormones like PMSG and FSH, which are used to stimulate the donor's reproductive cycle. Given at once, PMGS is administered during estrous cycle day 10 while CL (corpus luteum) is already present.
Therefore, FSH (follicle-stimulating hormone) is administered as follows: 5 mg in the morning and 5 mg in the evening on days 10-13, intramuscularly twice a day for four days. On day 14, donor cows will be in heat, resulting in ovulation of more than one egg. Synchronization involves coordinating the reproductive cycles of donors and recipients to
ensure they are at the same stage. We have 100 non-pregnant cows that need to be brought into heat within a short period. Synchronization means bringing these events together. Out of 100 cows, 20 are already in estrus, 20 are in proestrus (may come into heat after two days), 15 are in post-estrus (just ovulated), and 30 are in diestrus. The function
of PGF2« is to regress the CL. This purpose can be utilized anywhere. The reproductive cycle stages are as follows: * Estrus: No CL present, heat on day 1 * Proestrous: No CL present, heat on days 3 and 11 * Metestrus: CL formed on day 4, stays in ovary till day 15 * Diestrus: Functional CL present, PGF2a given on first day, heat on day 3 *
Anestroue: Do not respond to any treatment Insemination of Donor: * Inseminate donor in standing heat * Two or three times after twelve hours with double dose each time Collection of Embryo: * Until 1975, embryos were collected surgically * Non-surgical method is now preferred due to reduced damage and increased repeatability for donors *
Procedure involves: + Placing the donor in crushes and washing the perineal region + Evacuating rectum from feces and evaluating number of CL on both ovaries (indicating number of embryos) + Applying epidural anesthesia to decrease movement + Collection is done with the help of a certain tool Three types of catheters are employed; the most
frequently utilised is Foley's Catheter, which comes in two or three varieties. It is widely available and cost-effective due to its soft nature. In surgical procedures, the uterine horns are clamped and fluid is injected inside and then withdrawn again, containing embryos. For non-surgical collection, a catheter must be inserted into the uterus horn in
such a way that embryos cannot pass through into the uterus, and the portion is completely blocked. There are two approaches: 1. **Continuous Flow Method**: This technique results in less fluid loss but requires handling numerous tubes, which may cause contamination. 2. **Interrupted Syringe Method**: Since all equipment is disposable, there's a
lower risk of contamination. When catheters are used, they're sterilized using ethylene oxide or colour sterilization methods. These chemicals are detrimental to embryos. Ethylene oxide should be used at least one week prior to collection and then exposed to air to reduce harmful residue. If a cold chain is required, normal saline must be employed.
Embryo collection typically occurs during diestrus when the cervix is closed but still penetrable. A steel rod known as a cervix dilator is utilised. All equipment should be sterilized before use. The dilator is passed slowly to loosen the cervical rings; it's then removed and replaced with a catheter. To enhance stiffness in rubber catheters, a steel rod is
inserted into it and directed towards one of the horns. The tip of the catheter features an opening and an area where there's a balloon (deflator). Normal saline (N.S) is used to deflate the balloon until it expands sufficiently to fill the uterine lumen. The catheter is then secured in place by injecting fluid from inside the catheter into the uterus, followed
by the collection of the embryos contained within the fluid. The first fluid collection attempt yields approximately 85% of embryos. Plates are marked with a number for identification. After collection, the material is immediately transferred to the laboratory for embryo search using square-shaped Petri plates under a stereomicroscope at 10X
magnification. Evaluation criteria include: 1. **Continuity of zona pellucida**: The double-layered zona should have a diameter of 12-15 micrometers. 2. **Arrangement of blastomeres in the zona**: They should be circularly arranged with no extension beyond the zona. 3. **Uniform size of blastomeres**: There should be no variation in cell size. 4.
**Presence of degenerative area**: If present, it appears as a black area and is evaluated as a percentage. 5. **Presence of vacuole**: Vacuoles are counted. Based on these criteria, embryos can be classified into four grades: A (Excellent), B (Good), C (Fair), D (Poor), and U (Unfertilized). For fresh embryo transfer, embryos up to grade C can be used;
for frozen embryo transfer, only those up to grade B should be employed. At high magnification levels of 50-100 times, embryo washing is a crucial step before transferring it into the uterus. This process involves removing any remaining uterine material, such as mucus and blood, from the collected sample. A 5 ml embryo washing medium is poured
into three separate Petri dishes, each containing the embryo for five minutes. For loading the embryo into a straw, use a sterilized tube that has been exposed to ultraviolet rays or ethylene oxide gas. Attach it to a tuberculin syringe and carefully wash away any excess water without touching the PVP plug. The embryo is then suctioned out using the
embryo washing medium, leaving behind a small air column. The embryo transfer gun is utilized for transferring the embryo into the uterus. Ensure that the straw's margin inside the gun matches the margin outside the gun to prevent any potential droplets containing embryos. Cover the straw with an outer protective layer to shield it from any debris
in the tract. It is essential to use 1-2 ml of epidural anesthesia and visually inspect the ovary using ultrasonography to determine which side contains the corpus luteum (CL). The embryo should be transferred into the ipsilateral horn containing the CL, ideally located 5-10 cm above the bifurcation. After transfer, the recipient should be monitored for
the next estrous cycle and checked via ultrasonography for pregnancy confirmation if necessary. In cases where short-term storage is required, a 5 ml solution of DPBS can be used to preserve the embryo at 4-5°C for up to two days. For longer periods, deep freezing is performed after loading the straw and sealing it in an automatic embryo freezing
chamber with added cryoprotective agents. During thawing, the straw is submerged in a water bath at 37-38°C for 19-15 seconds. In contrast to semen samples, embryos are typically frozen at the morula or compact morula stage under microscopic examination before transfer. Fertility specialist shares insights on timing for pregnancy tests after
embryo transfer When attempting natural conception or undergoing IUI, the ideal time to take a pregnancy test is about two weeks post-ovulation. However, with IVF, this timeline can be accelerated. The embryo transfer typically occurs around ovulation, but it has already had 3-5 days to develop before being transferred. Research suggests that
embryos with 5-day development have higher success rates, making the 5-day transfer standard in many cases. After the embryo transfer, a home pregnancy test can be taken about 9-11 days later for accurate results. However, taking the test too soon may lead to false negative results due to low levels of hCG. Blood tests at an IVF clinic are
recommended around 10 days post-transfer for more accurate readings, as they are more sensitive and less prone to false positives or negatives. Some women might experience symptoms such as spotting and cramping before a pregnancy test can confirm the positive result, highlighting the importance of waiting until then. If you're experiencing
symptoms or spotting after an embryo transfer during IVF, it can be challenging to interpret your body's signals, especially early on. Dr. Talebian advises waiting it out and taking a home pregnancy test as soon as possible, but knowing that results might not be 100% accurate until day nine or ten post-transfer. A blood test with your doctor will
provide the ultimate answer. Mara Santilli's article aims to guide you through this process, covering topics such as how soon to check a pregnancy test after an embryo transfer, what b-hCG levels indicate a positive result, and who should wait longer before taking an IVF pregnancy test. By understanding these aspects, you'll be better equipped to
handle the waiting period that comes with IVF success determination. Lower levels of a home pregnancy test may indicate a failed or ectopic pregnancy, as the detection limit is around 25mIU/mL. This qualitative test only confirms presence or absence of hCG, not its healthiness. A more accurate result comes from an office blood test, which
measures the hormone's numeric value and provides a more precise timeline for pregnancy confirmation. It is recommended to wait at least 9-10 days after a Day 5 blast transfer or 12-14 days after a Day 3 transfer before taking a home pregnancy test. An early negative result doesn't necessarily mean the transfer has failed; rather, it's crucial to
understand that this period of waiting can be critical in determining the success of the procedure. The hCG hormone's level is calculated from when the egg began to mature, not conception date, which affects gestational age and due date. After a blastocyst transfer, levels may range between 50-1,000+ mIU/mL within 12-16 days, with twin
pregnancies generally having higher levels. Instead of focusing solely on absolute numbers, it's essential to monitor the trend of hCG levels rising by approximately 50% every 48 hours. In cases where levels in this range might indicate problems with embryo implantation, a negative test at least 9-10 days post-blast transfer indicates unsuccessful
transfer. Other fertility treatments and recommendations from your doctor will be provided based on the specifics of your situation. The hCG injection serves as a trigger to mature eggs retrieved during egg retrieval, mimicking LH hormone's effect. It's crucial to confirm the success of an in vitro fertilization cycle through a blood pregnancy test,
which is the earliest indicator. For a Day 5 transfer, it's best to check 9-10 days later, and for a Day 3 transfer, wait 12-14 days. Normal beta HCG levels should increase by at least 50% every 48 hours, but there can be significant variation. Avoid using over-the-counter pregnancy tests too early, as this may result in false negatives. If the IVF cycle is
unsuccessful, it's essential to discuss options with a fertility specialist, as there are many avenues to explore after a failed embryo transfer. Research has shown that HCG levels after embryo transfer can be a prognostic indicator of pregnancy outcome, and predictive value of HCG levels 14 days after transfer has been studied.



