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Abstract: The loss of a pregnancy before the fetus is viable is referred to as a miscarriage. Depending on the
data source, this might be considered as being 20 or 24 weeks pregnant. Threatened miscarriage occurs
during the first 20 weeks of pregnancy, with pain or without pain. A miscarriage occurs in 10% to 15% of
all clinically confirmed pregnancies. Recurrent miscarriages, typically defined as three or more spontaneous
miscarriages, affect 1% to 2% of couples. There may never be a cure for recurrent miscarriage for many
women and their partners. Pregnancies may now be identified sooner, even if they are going to end in an
early miscarriage, thanks to advancements in pregnancy testing and ultrasound technology. These may not
have been noticed in the past. Consequently, more women may report losing an early pregnancy. Both
couples may experience severe emotional grief if a miscarriage occurs. Initial emotional numbness and
denial, anxiety, shock, grief, emptiness, rage, inadequacy, blame, and envy, melancholy, sleep trouble, social
isolation, hostility, and marital conflict have all been documented as emotional responses to pregnancy
losses.

Keyword: Recurrent miscarriages, Fertility hormones.

Introduction: Recurrent miscarriages are most commonly caused by hormonal imbalances. According to
specialists, (infertility and miscarriage) are two examples of reproductive failure that share many of the same
causes. The disorders that are connected to both of infertility and miscarriage include PCOS disease, uterine
septum, and uterine fibroid, to name just a few. Recurrent miscarriage sufferers are more likely to have
infertility ™. When a female reaches reproductive age, her ovaries begin to secrete the gonadotropins
follicle-stimulating hormone and luteinizing hormone, as well as the hormones estrogen and progesterone.
These hormones' peak and fall are what control how much are produced and how much are broken down.
The uterus' inner layer loses during the menstrual cycle, and the uterus also grows and develops when an egg
is laid. This process makes it feasible to get pregnant . From the point of view of biology, women should
have children when they are between the ages of eighteen and thirty . After the age of 30, female fertility
starts to decline with fewer pregnancies each cycle and eventual sterility ©.

Symptoms of Recurrent Miscarriages: Recurrent miscarriage has different signs and symptoms.
Miscarriage may be asymptomatic or bring back the normal signs and symptoms of pregnancy. Threatening
or not, miscarriage is associated with pelvic and abdominal pain, vaginal bleeding, fever, vaginal or cervical
secretions, tachycardia, and hypotension. Try to estimate the amount of bleeding because heavier than usual
menstruation may indicate a miscarriage. The first day of the most recent menstrual cycle and the results of
any prior ultrasounds should be used to determine the gestational age and location of the pregnancy. Signs
and symptoms of a miscarriage may be seen in patients who experience heavy bleeding. The final step in
identifying the  most  likely  reason  for  the loss is a pelvic scan O,

Recurrent miscarriage risk factor: Recurrent miscarriages are difficult to diagnose and are an extremely
stressful that for both spouses and specialists. Pregnancy losses are common, and they happen more
commonly in the first than the second trimester. Several variables, such as advanced parent age, smoking,
and alcohol use, might result in early pregnancy loss. Other causes were genetic and immunological
changes. Genetic changes are sometimes referred to as chromosomal abnormalities in both the afflicted
couple and the embryo. The spouse has a genetic test to rule out chromosomal translocations, while the
mother is tested for thyroid issues (endocrine), antiphospholipid antibodies (autoimmune), endometrial
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cancer, and uterine cancer®. The likelihood of embryonic chromosomal abnormalities, which are linked to
women's age, increases in women who wait until their late 30s or early 40s to become pregnant. Even while
maternal age increases the chance of recurrent miscarriage, other factors are more important. With each loss,
there is a decreasing probability that the early pregnancy loss was brought on by severe chromosomal
abnormalities. The rate of spontaneous abortion rises by two to three times in older women who try to
conceive, which also increases the chance of genetic abnormalities . Obesity increases the chance of
miscarriage. The pregnancy and abortion rates are significantly impacted by obesity before conception®®.
Women who have recurrent miscarriage confront more social and familial difficulties than men do since it is
often seen as an illness of the female body. Recurrent miscarriages can result in emotional distress, threats to
the family, remarriage, separation, and divorce®.

LH hormone: LH, a hormone produced by the pituitary gland, activates the corpus luteum and results in
ovulation. The ovary secretes progesterone and estrogen throughout the second part of the menstrual
cycle®®. Important gonadotropin in the regulation of the reproductive system is luteinizing hormone (LH).
By encouraging the production of sex steroids, LH promotes progesterone release during the luteal phase
and initiates oocyte maturation?. The hormones LH and FSH, which are normally released on days eight
and twelve of a cycle before to ovulation, drive an increase in estradiol (E2) production from the ovaries.
Around day 14, progesterone levels increase, whereas estrogen levels rise following ovulation around day
18. the use of hormonal contraception by women. Early in the cycle, progesterone blocks FSH release,
delaying the onset of menopause. E2 normally rises, which triggers an increase in LH and prevents
ovulation®?. Pituitary failure may be suggested by disorders including menopause, ovary removal, and
premature ovarian syndrome, however rising LH and FSH levels as well as declining gonadal steroid levels
may indicate gonadal failure (13),

FSH hormone: is a type of gonadotropin hormone that is produced by the( basophilic cells) of the anterior
pituitary gland and is essential for the production of gonadal hormones and the control of the reproductive
system4). The ovarian follicle-stimulating hormone (FSH), where oocytes or egg cells mature ,the ovaries
generate estradiol, promotes the growth and development of the ovarian follicles. Based on FSH, maximum
FSH is the most accurate measure of ovarian reserve(15). FSH promotes the development of follicular cells,
the aromatization of androgens to estrogens, and the expression of LH receptors. LH is also important for
follicular development, especially in the latter stages 6. FSH flows via the circulation to the gonads, where
it activates spermatogenesis in males and follicular development in females. The physiology of the
reproductive systems of both sexes is clearly impacted by FSH®"). FSH is necessary for development and
maturation in females as well as the generation of estradiol. For instance, mono-ovulatory humans. A single
kind of egg is produced as a result of FSH's promotion of follicle stimulation, development, selection, and
maturity. One developed oocyte is present during the ovulation time™®. As a result, the FSH levels fluctuate.
Ovulation happens when the follicular wall bursts and the cumulus-oocyte complex is released 9.

Estrogen hormone: a steroid hormone that promotes feminine sexual characteristics and is connected to
female reproductive systems. In order to have different impacts on the body as a whole, estrogen regulates a
range of physiological and pathological processes in both men and women's reproductive system , the
immune, endocrine, neurological, skeletal, and cardiovascular systems. As a result, it has been associated
with a number of problems, such as polycystic ovarian syndrome, endometriosis, and different malignancies
that cause infertility ®%. Estrogen's primary effects include promoting female secondary sex traits and
preparing the uterus for ovulation and pregnancy. It also possesses endometrial and breast growth-promoting
characteristics in addition to vascular advantages including enhancing blood flow and creating new blood
vessels®V), Although estrogens are typically considered of as feminine hormones, new research shows that
they are crucial for male reproduction®®?. In addition, males from birth through adulthood have estrogen
receptors found in them @®. High amounts of estrogen stimulate the pituitary, which then produces
unexpectedly high quantities of LH and FSH. The LH surge causes the egg to go through its last stages of
maturation, which results in ovulation®®,
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Prolactin hormone: The PRL gene in humans produces the protein known as PRL @®. The pituitary,
myometrium, breast, lymphocytes, leucocytes, and prostate in humans all make prolactin . During
pregnancy, high blood levels of prolactin cause the mammary glands to enlarge and prepare to make milk.
The process through which the mammary glands make milk is known as lactation. When a suckling trigger
is present, milk production begins when progesterone levels begin to decline toward the end of the
pregnancy. Additionally, factors including age, gender, menstrual cycle stage, and pregnancy affect
prolactin levels differently. It is necessary to consider the test's circumstances (such as the assay, the
patient's condition, etc.) before a prolactin number may be properly interpreted ¢”. minimal production of
gonadotropins, according to specialists, excessive levels of circulating prolactin that interfere with
gonadotropin activity at the ovarian level and that affect positive feedback effects at the ovarian level are the
two main causes of hypogonadism in women with hyperprolactinemia. Because of the hypothalamus and
pituitary's and gonadotropins FSH and LH levels, infertility is caused ©?®. The most prevalent indicators and
symptoms of a persistent rise in prolactin levels in the blood include breast illness, sexual dysfunction,
reproductive disorder, anomalies linked to behavioral and emotional changes, immunologic issues, and
depression @9,

Progesterone hormone: A kind of steroid hormone is progesterone. The health of the pregnancy depends
on this sexual hormone. Progesterone, which is produced by cells of the luteal phase in an unborn woman, is
the chemical signal that the ovaries use to transform the endometrial lining of the uterus into a highly
secretory tissue that can sustain the fertilized egg ©%. During pregnancy, the placenta, adrenal glands, and
ovaries all create progesterone. Additionally, Adipose tissue is where it is kept. Women's pre-ovulatory
progesterone levels are low during this time of the menstrual cycle. They increase during ovulation and hold
their high levels throughout the luteal phase. Progesterone levels typically range from less than 2ng/ml
before ovulation to more than 5ng/ml after ovulation seven days before menstruation GV, In ovulation, the
egqg is expelled from the follicle while being encircled by cumulus cells. The luteal phase, which typically
lasts 14 days after ovulation with minimal variation, is caused by the ovary's surviving follicular cells
becoming luteinized and producing progesterone. LH is still being produced, which ensures a steady supply
of progesterone that helps women get ready for pregnancy and maintains the health of their endometriums.
Progesterone are highest during the luteal phase of the cycle. Additionally, the high levels of progesterone
prevent any further ovarian follicular expansion during that cycle by limiting the release of FSH and LH®?.
Although it helps maintain the endometrium and hence the pregnancy, progesterone is essential before and

throughout pregnancy©®,
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