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Abstract

Introduction: Patients undergoing in vitro fertilization (IVF) cycles may not
receive embryo transfer (ET) at that controlled ovarian stim-ulation (COS) cycle
for several reasons. Focusing on the FET cycle, it is uncertain whether there is a
difference in the pregnancy outcome between the cycles following either freeze-all
policy or failed fresh ET. Whether the ET in that cycle was unsuccessful or ET
was not per-formed, frozen embryo transfer (FET) would be performed thereafter
if the embryos have been cryopreserved.

Objective: To compare the clinical pregnancy rate (CPR) and ongoing pregnancy
rate (OPR) in frozen embryo transfers (FETs) following either freeze-all policy
to prevent ovarian hyperstimulation syndrome (OHSS; freeze-all group) or excess
embryo cryopreservation after fresh embryo transfer (surplus group).

Methods: The freeze-all group comprised 44 FET cycles performed in 25
women between January to December-2020. The surplus group comprised 53
FET cycles performed in 47 women during the same period. The cumulative CPR
and OPR according to duration of cryopreservation (interval between
cryopreservation and FET) was estimated using Kaplan-Meier plots. Cox regression
analysis was used for identifying factor to affect to cryopreservation duration in
cycles with pregnancy.

Results: In day 24 transfer cycles, the crude CPR (40% vs. 18.2%) and OPR
(20% vs. 4.5%) were similar between the 2 groups. In day 5 transfer, the crude
CPR (33.3% vs. 38.7%) and OPR (33.3% vs. 29%) were also similar between
the 2 groups. The cumulative CPR (100% vs. 47.5%) and OPR (100% vs. 33.3%)
in day 2-4 transfer as well as the cumulative CPR (46.7% vs. 100%) and OPR
(46.7% and 74.8%) in day 5 transfer were also similar between the 2 groups. The
median duration of cryopreservation was significantly shorter in the freeze-all group
than in the surplus group (19.8 vs. 36.9 weeks, P=0.04). Previous history of delivery
was the only factor associated with a shorter cryopreservation duration in cycles
with pregnancy (hazard ratio, 0.18; 95% confidence interval, 0.05-0.65; P=0.01).
Conclusion: Freezing embryos to prevent OHSS and transferring the frozen embryos
later may guarantee an acceptable reproductive outcome.

Keywords: Frozen Embryo Transfer, Cryopreservation, Ovarian Hy-
perstimulation Syndrome.
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1 | INTRODUCTION

cycles may not receive embryo transfer (ET)

at that controlled ovarian stimulation (COS)
cycle for several reasons. Whether the ET in that
cycle was unsuccessful or ET was not performed,
frozen embryo transfer (FET) would be performed
thereafter if the embryos have been cryopreserved.
Focusing on the FET cycle, it is uncertain whether
there is a difference in the pregnancy outcome be-
tween the cycles following either freeze-all policy or
failed fresh ET. FET has been increasing continu-
ously since the first report of successful pregnancy
following FET (1) , (2) . Advances in freezing-
thawing techniques led to a 95% survival rate after
thawing (3) , (4) . The reliable survival rate gave
rise to the freeze- all policy, a strategy to perform
elective cryopreservation of all embryos without ET
in fresh IVF cycles and to transfer the embryos
in future frozen-thawed cycles. This policy has the
additional advantage of placing embryos in a more
favorable endometrium without the adverse effect
of supra-physiologic levels of estrogen on the en-
dometrium (5) , (6) . The freeze-all policy is com-
monly applied for prevention of ovarian hyperstim-
ulation syndrome (OHSS) in high responders (7) .
The OHSS is a potentially life-threatening iatrogenic
complication of stimulated IVF cycles, which occurs
in 1-14% of IVF cycles (8), (9) . During COS, high
response to stimulation (multiple follicles >18, high
preovulatory estradiol concentration >5,000 pg/mL)
has been known to be a risk factor for OHSS (10)
. Other risk factors include polycystic ovaries on
ultrasound, young age, and lean habitus. There are
several preventive measures for this unwanted com-
plication of ovarian stimulation, and freeze-all policy
with later FET is the most preferred option. Since
the occurrence of late-onset OHSS depends on the
rise in human chorionic gonadotropin (hCG) levels
following implantation of the transferred embryos,
late-onset OHSS can be almost completely prevented
by avoiding ET. Early onset OHSS, which is caused
by administration of hCG for oocyte maturation,
cannot be fully prevented by freeze-all policy, but
the management of OHSS is more flexible given
that there is no possibility of pregnancy (11), (12)

P atients undergoing in vitro fertilization (IVF)

, (13) , (14) . The clinical pregnancy rate (CPR)
has been reported to be between 35.4% and 48.3%
in FET cycles following freeze-all policy to pre-
vent OHSS (15) , (16) ]. However, it is unclear
whether this rate is higher or lower than those in FET
cycles utilizing surplus embryos, which are more
commonly performed. There was a possibility of
reduced CPR in the freeze-all group, since reduced
oocyte quality was reported in patients with severe
OHSS (17) . The only available study that compared
outcomes of FET cycles according to the purpose
of embryo freezing also raised concerns regarding
the lower quality of embryos following freeze-all
policy (16) . Furthermore, the association between
the duration of embryo freezing and CPR was not
assessed in previous reports on FET cycles. In this
study, we retrospectively compared CPR and on-
going pregnancy rate (OPR) in FET cycles after
freeze-all policy to prevent OHSS and in FET cycles
utilizing surplus embryos.

2 | MATERIALS AND METHODS

This was a retrospective study to compare the CPR
and OPR in FET cycles using frozen embryos for
2 different purposes: freeze-all policy to prevent
OHSS (freeze-all group) versus freezing of sur-
plus embryos in conjunction with fresh ET (surplus
group). FET cycles performed January to December-
2020 in one fertility centers (International Fertility
Center, Delhi, India) were selected. The following
cycles were excluded: gestational surrogacy, cycles
that used embryos derived from oocytes retrieved
during surgery, and FET performed several days af-
ter a failed retrieval of the mature oocyte in the fresh
cycle. A total of 97 FET cycles (in 72 women) were
included in this study. Basic patient characteristics
(women’s age at the time of embryo freezing and
FET, indications for IVF) and cycle characteristics,
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methods of endometrial preparation, endometrial
thickness (EMT), number and quality of embryos
transferred, duration of cryopreservation (interval
between cryopreservation and FET), and pregnancy
outcomes were retrieved from medical records. For
endometrial preparation, estradiol valerate (EV) and
intramuscular (IM) progesterone was sequentially
administered in 86 cycles. Ten cycles were per-
formed without hormone replacement (natural cycle
protocol with hCG administration) and one cycle was
performed after administration of letrozole for 5 days
(ovulation induction protocol).

For the natural cycle protocol, no medication was ad-
ministered for endometrial preparation except an IM
injection of hCG. Urinary hCG (10,000 IU of IVF-
C; LG Chemical, Seoul, Korea) was administered
for ovulation when the dominant follicle reached a
diameter of 18-20 mm as observed on ultrasound
monitoring. The EMT was measured on the day of
hCG triggering. In the hormonal replacement cy-
cle, endometrial preparation was achieved with oral
administration of EV and IM progesterone without
prior pituitary suppression. A daily dose of 6 mg
oral EV (Progynova, Bayer, Germany) was initiated
on the third day of the menstrual cycle and was
administered continuously. A daily IM injection of
50 mg progesterone in oil (Genefer progesterone;
Genefer, Seoul, Korea) was started when the EMT
exceeded 7 mm. Since the EMT <7 mm have been re-
ported to have a low chance to conceive after IVF, if
the EMT <7 mm after 8 days of EV administration,
the dose of EV was increased to 8 mg per day [18].

The quality of embryos at the time of FET was evalu-
ated using morphological criteria based on the degree
of fragmentation and the regularity of blastomeres
on day 2—4 after fertilization as follows: grade A,
equal-sized blastomeres and no fragments or appar-
ent morphologic abnormalities; grade B, equal-sized
blastomeres and <20% of fragments without appar-
ent morphologic abnormalities; grade C, irregularity
of blastomeres and 20-50% of fragments without
apparent morphologic abnormalities; grade D, ir-
regularity of blastomeric and >50% fragments with
apparent morphologic abnormalities. A good-quality
embryo was defined as an embryo that was assigned
grade A or grade B. The blastocyst was evaluated
on day 5 based on the blastocyst development stage

and the quality of the inner cell mass and trophecto-
derm. A good-quality blastocyst was defined as a
blastocyst that was assigned grade AA, AB, AC, BA,
BB, or CA. The thawed embryos were transferred
after evaluation without further incubation. Clinical
pregnancy was defined as detection of intrauterine
gestational sac(s) with fetal heartbeat(s) on ultra-
sound. Ongoing pregnancy was defined as continued
pregnancy beyond 12 weeks’ gestation. Both CPR
and OPR were calculated using the number of cy-
cles with successful ETs as the denominator. The
miscarriage rate was calculated as the proportion
of cycles with miscarriage among the cycles with
confirmed clinical pregnancy. Numerical variables
were presented as medians (95% confidence inter-
val [CI]), and categorical variables were presented
as counts (percentages). Patient characteristics were
com- pared between the 2 groups using the Mann-
Whitney U test for continuous variables and the x2
test or Fisher’s exact test for categorical variables. To
estimate the cumulative CPR and OPR according to
duration of cryopreservation, a technique to analyze
the data using survival analysis was required [19].

In our survival analysis, the event was conception,
and women “‘survived” until they conceive. Censor-
ship occurred when patients cease to undergo IVF, or
at the end of the study period. We used the duration
of cryopreservation as the time variable instead of
the duration of expectancy. The cumulative CPR and
OPR were estimated using the Kaplan-Meier method
[20] . The Kaplan-Meier curves for the freeze-all
group and surplus group were compared using the
log-rank test. Cox regression analysis was used to
calculate the hazard ratios (HRs) and 95% ClIs of
the factors that affect the cryopreservation duration
in cycles with pregnancy. Statistical analysis was
performed using SPSS version 22.0 (IBM Crop., Ar-
monk, NY, USA). A P-value <0.05 was considered
statistically significant.

3 | RESULTS

The clinical outcomes of FET cycles are presented in
(Table 1). Women’s age, either at embryo freezing
or FET, was similar between the 2 groups. How-
ever, the median duration of cryopreservation was
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significantly shorter in the freeze-all group than in
the surplus group. The duration of cryopreservation
ranged from 2.4 to 91.4 weeks in the freeze-all group
and from 4.1 to 237.3 weeks in the surplus group. The
proportion of parous women was significantly higher
in the surplus group, whilst the polycystic ovary
syndrome (PCOS) was more prevalent in the freeze-
all group. The method of endometrial preparation
and the mean EMT at triggering or progesterone
initiation day were similar between the 2 groups.
The mean number of embryos transferred and the
mean number of good-quality embryos transferred
at either day 24 or day 5 were similar between
the 2 groups. Interestingly, the proportion of day
5 transfer was significantly lower in the freeze-all
group. The crude CPR, OPR, and miscarriage rate
in either day 2—4 transfer or day 5 transfer cycles
was similar between the 2 groups (Table 1). The esti-
mated cumulative CPR and OPR in day 2—4 transfer
cycles based on the duration of cryopreservation are
depicted. In the freeze-all group, cumulative CPR
and OPR showed a similar pattern of an initial steep
increase until 22.7 weeks followed by a plateau. In
contrast, cumulative CPR and OPR reached a plateau
at 33.6 weeks in the surplus group. Both cumulative
CPR and OPR were higher in the freeze-all group
than in the surplus group, but the difference was
not statistically significant. In detail, the estimated
cumulative CPR was 100% and 47.5%, in the freeze-
all and surplus groups, respectively P =0.07, and the
estimated cumulative OPR was 100% and 33.3%,
in the freeze-all and surplus groups, respectively
P=0.06. The estimated cumulative CPR and OPR
in day 5 transfer cycles based on the duration of
cryopreservation.

Table 1: Clinical outcomes of frozen embryo
transfer cycles in the freeze-all group and the

surplus group.

Variahle Freeze-All Group | Surplus Group | p-Velue
No. of patiets 5 il

Patients who underwent 2 FET cycles 7 4

Patients who underwent 3 or more FET cycles i 1

No. of transfer cycles # 5

Day 24 transfer 35(793) [y 001
Day 5 transfer 9(103) 31383

Age ot embryo freezing (yr) 34 (33:36) 35 (33-36) N§
Ageat FET [y 3 (3597) T
Tnterval between embryo freezing md FET (wk) | 121 (9-169) 1709-14) 0.040
Patous condition 4(9.0) 17(3L1) 0.006
Indications of IVF

Male fstr 3(1L4) 11008) NS
Tubal factor 3(68) 11208) N§
08 17(386) 19 <0001
Endomeriosis 14J) $04) N§
Uterine factor 0(0) 4(15) NS
Oldage 1L(3) 13043) NS
Unesplained IR T{133) N§
Combined factors 1{23) 0(0) NS
Endomerial preparation N§
Hormonal replagement 17(841) 1992.5)

Nl 7(159) 36)

Letrozole i) 1{L9)
Endomerialthickness (mm)’ §3(89) 8101487 NS
No. of embryos transferred

Dy -4 trangfer 39 ) N§
Day 5 transfer 1(2-Y) ] NS
No. of good-quality embryos

Day 14 trangfer B{0-1) 1(0-2) N§
Day 5 transfer 2(2-Y) ] NS
Clinical pregnancy (% per transfer cycle)

Day 14 trangfer W0 4{182) N§
Day § ransfr 3(383) 1687) NS
Ongoing pregnancy (% per transfer cycle]

Day 24 transfer 7() 1(43) NS
Day § transfer 3(333) 9(9) NS
Miscarriage (% per clinical pregnency)

Day 24 transfer 7(30) 1) NS
Day § transfer i{0) 3(167) N§

Values are presented as number (%) or median
(95%confidence interval). FET, frozen embryo
transfer; NS, statistically not significant; IVF, in
vitro fertil-ization; PCOS, polycystic ovary
syndrome. a) Mea-sured at the day of human
chorionic ~ gonadotropin  administration  or
initiation of luteal support.
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Table 2. Cox regression analysis of factors
predicting the cryopreservation duration in cycles
with preg-nancy.

Varnble i WollfrR | Pe
Fueezel (v, sups) o 1A LIH489 Il
Age o embry reezng 116 0%-101 Ml
Ptous women 018 003068 0
Digosed i 2C08 03 01110 Il
Blstoegst v, cleavage g ey i | .65 0545 I
No. of goodeultpembryostrntemed | 075 04610 0%

HR, hazard ratio; CI, confidence interval; PCOS,
polycystic ovary syndrome.

In the freeze-all group, cumulative CPR and OPR
reached a plateau at 15.9 weeks, whilst cumulative
CPR and OPR increased steadily until the end of the
follow-up period in the surplus group. The estimated
cumulative CPR was 46.7% and 100%, in the freeze-
all and surplus groups, respectively P =0.50, and the
estimated cumulative OPR was 46.7% and 74.8%,
in the freeze-all and surplus groups, respectively
(P=0.37). Cox regression analysis showed that the
cryopreservation duration in cycles with pregnancy
was significantly shorter in parous women (HR,
0.18;95% CI, 0.05-0.65; P=0.01, (Table 2). No other
variables consistently predicted shorter cryopreser-
vation duration in cycles with pregnancy.

4 | DISCUSSION

In the present retrospective study, we demonstrated
that the pregnancy rate for FET cycles using embryos
from freeze-all policy to prevent OHSS was compa-
rable to the pregnancy rate for FET cycles using sur-
plus embryos. This is in agreement with the results
from a retrospective study by Horwath et al. (16)
. They showed similar pregnancy rates between a
freeze-all group and 4 other groups of different in-
dications. In the present work, we demonstrated for

the first time that the estimated cumulative CPR and
OPR based on the duration of embryo cryopreserva-
tion is similar between the freeze- all group and the
surplus group, regardless of the day of ET. Based on
our findings, PR for FET cycles using embryos from
freeze-all policy to prevent OHSS reached a plateau
at around 23 weeks in day 2—4 transfer cycles and at
around 16 weeks in day 5 transfer cycles. Thus, we
recommend this time intervals to maximize the PR
for FET cycles using embryos from freeze-all policy.
The optimal time interval between embryo freezing
and FET has been unknown, but our findings may
help clinicians to determine when FET should be
performed. The median duration of cryopreservation
was significantly shorter in the freeze-all group than
in the surplus group. This phenomenon might be as-
sociated with a tendency to transfer embryos earlier
in the freeze-all group. As women in the freeze-all
group did not receive fresh ET, they might wish
subsequent FET immediately or earlier time after
embryo cryopreservation. In a recent study, there
was no difference in PR of FET cycles using embryos
from freeze-all policy to prevent OHSS, whether it
was performed immediately after embryo freezing
or after 2 menstrual cycles . In the surplus group,
FET might be delayed for several reasons. Some
patients may want a rest period to recover after failed
fresh ET. Some patients may visit infertility clinics
because they want a second baby after a successful
delivery following fresh ET. The most prominent
feature of our study is that we derived the esti-
mates for cumulative PR according to the duration
of cryopreservation by the Kaplan-Meier method.
However, more studies would be needed to verify
similar cumulative PR according to the duration of
cryopreservation in the 2 groups because the period
of observation was not similar between the groups in
our study. Here, we demonstrated that freeze-all em-
bryo policy for prevention of OHSS and later transfer
of frozen embryos might guarantee an acceptable
PR, which is similar to the FET utilizing surplus
embryos. The PR was similar between the 2 groups
in either day 2—4 or day 5 transfers. Nonetheless, the
proportion of day 5 transfers was significantly lower
in the freeze-all group; thus, more studies would
be needed to verify our finding. The reason for the
lower proportion of day 5 transfer in the freeze-all
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group is largely unknown. In general, many embryos
transferred at day 2—4 do not survive until the blas-
tocyst stage. The fear of “no blastocysts available”
after further culture might lead to a tendency of early
freezing. In contrast, the clinicians may choose to
culture surplus embryos up to the blastocyst stage
for later use in the surplus group, since a fresh ET
has already been performed, and the cryopreserved
embryos are for backup in case the women fails
to get pregnant. Unless other adjuvant agents are
used before or during endometrial preparation, the
EMT and the embryo quality are the 2 most crucial
factors affecting pregnancy. However, there was no
difference in EMT before FET as shown in Table 1.
It is a common belief that the best quality embryos
are used in the fresh ET cycles, and the remaining
(surplus) are lower quality embryos. However, there
was no difference in embryo quality between surplus
embryos and embryos in the freeze-all group when
we compared the number of good-quality-embryos
in our study. The proportion of patients with PCOS
was obviously higher in the all-freezing group, since
the group represents the high responders. The un-
even distribution of PCOS patients in the 2 groups
was an important confounder since PCOS patients
generally have a lower chance of pregnancy. Poor
endometrial function and poor embryo quality have
been suggested as possible explanations for the low
pregnancy rate in patients with PCOS [17, 22] (17)
, (18), (19), (20) , (21) (22) . In our study, when
adjusted for other variables in the Cox regression
analysis, the diagnosis of PCOS did not show a
significant association with the cryopreservation du-
ration in cycles with pregnancy. There were also
known differences between lean or obese PCOS pa-
tients, we were not able to describe characteristics of
obese PCOS and lean PCOS separately since not all
medical records had weight and height information.
In the multivariate Cox regression analysis, there was
no difference in cryopreservation duration in cycles
with pregnancy between freeze-all group and surplus
group. Porous condition was the only significant fac-
tor associated with shorter cryopreservation duration
in cycles with pregnancy possibly reflecting the less
severe conditions associated with infertility.

5 | CONCLUSIONS

In conclusion, we demonstrated that freeze-all pol-
icy for prevention of OHSS and a later transfer of
frozen embryos might guarantee an acceptable PR.
We proposed that FET should be performed within
23 weeks in day 2—4 transfer cycles and within 16
weeks in day 5 transfer cycles in case of freezing all
embryos to prevent OHSS. Freezing embryos to pre-
vent OHSS and transferring the frozen embryos later
may guarantee an acceptable reproductive outcome.

REFERENCES

1. Trounson A, Mohr L. Human pregnancy
following cryopreservation, thawing and
transfer of an eight-cell embryo. Nature.
1983;305(5936):707-709.  Available from:
https://dx.doi.org/10.1038/305707a0. doi:10.1
038/305707a0.

2. Shapiro BS, Daneshmand ST, Garner FC,
Aguirre M, Hudson C. Clinical rationale for
cryopreservation of entire embryo cohorts in
lieu of fresh transfer. Fertility and Sterility.
2014;102(1):3-9. Available from: https://dx.
doi.org/10.1016/j.fertnstert.2014.04.018. doi:10
.1016/j.fertnstert.2014.04.018.

3. Cobo A, de los Santos MJ, Castello D, Gamiz
P, Campos P, Remohi J. Outcomes of vitrified
early cleavage-stage and blastocyst-stage em-
bryos in a cryopreservation program: evaluation
of 3,150 warming cycles. Fertility and Sterility.
2012;98(5):1138-1146.el. Available from:
https://dx.doi.org/10.1016/j.fertnstert.2012.07.
1107. doi:10.1016/j.fertnstert.2012.07.1107.

4. Bedoschi G, Oktay K. Current approach to
fertility preservation by embryo cryopreserva-
tion. Fertility and Sterility. 2013;99(6):1496—
1502. Available from: https://dx.doi.org/10.
1016/j.fertnstert.2013.03.020. doi:10.1016/j.fert
nstert.2013.03.020.

5. Groothuis PG, Dassen HHNM, Romano A,
Punyadeera C. Estrogen and the endometrium:

MRERP LTD

JMRHS 4 (6), 1294-1301 (2021) 1299


https://dx.doi.org/10.1038/305707a0
http://dx.doi.org/10.1038/305707a0
http://dx.doi.org/10.1038/305707a0
https://dx.doi.org/10.1016/j.fertnstert.2014.04.018
https://dx.doi.org/10.1016/j.fertnstert.2014.04.018
http://dx.doi.org/10.1016/j.fertnstert.2014.04.018
http://dx.doi.org/10.1016/j.fertnstert.2014.04.018
https://dx.doi.org/10.1016/j.fertnstert.2012.07.1107
https://dx.doi.org/10.1016/j.fertnstert.2012.07.1107
http://dx.doi.org/10.1016/j.fertnstert.2012.07.1107
https://dx.doi.org/10.1016/j.fertnstert.2013.03.020
https://dx.doi.org/10.1016/j.fertnstert.2013.03.020
http://dx.doi.org/10.1016/j.fertnstert.2013.03.020
http://dx.doi.org/10.1016/j.fertnstert.2013.03.020

COMPARISON THE (CPR) AND (OPR) IN (FETS) FOLLOWING EITHER FREEZE-ALL POLICY TO
PREVENT OVARIAN HYPERSTIMULATION SYNDROME

10.

lessons learned from gene expression profiling
in rodents and human. Human Reproduction
Update. 2007;13(4):405—-417. Available from:
https://dx.doi.org/10.1093/humupd/dmm009. d
01:10.1093/humupd/dmm009.

Shapiro BS, Daneshmand ST, Garner FC,
Aguirre M, Hudson C, Thomas S. High ongoing
pregnancy rates after deferred transfer through
bipronuclear oocyte cryopreservation and post-
thaw extended culture. Fertility and Sterility.
2009;92(5):1594-1599. Available from: https://
dx.doi.org/10.1016/j.fertnstert.2008.08.103. doi
:10.1016/j.fertnstert.2008.08.103.

Amso NN, Ahuja KK, Morris N, Shaw RW.
The management of predicted ovarian hyper-
stimulation involving gonadotropin-releasing
hormone analog with elective cryopreserva-
tion of all pre-embryos. Fertility and Sterility.
1990;53(6):1087—-1090. Available from: https://
dx.doi.org/10.1016/s0015-0282(16)53591-2. d
0i:10.1016/s0015-0282(16)53591-2.

. Nastri CO, Ferriani RA, Rocha IA, Mar-

tins WP. Ovarian hyperstimulation syndrome:
pathophysiology and prevention. Journal of As-
sisted Reproduction and Genetics. 2010;27(2-
3):121-128. Available from: https://dx.doi.org/
10.1007/s10815-010-9387-6. doi:10.1007/s108
15-010-9387-6.

Youssef MAFM, van Wely M, Hassan MA,
Al-Inany HG, Mochtar M, Khattab S, et al.
Can dopamine agonists reduce the incidence
and severity of OHSS in IVF/ICSI treatment
cycles? A systematic review and meta-analysis.
Human Reproduction Update. 2010;16(5):459—
466. Available from: https://dx.doi.org/10.1093/
humupd/dmq006. doi:10.1093/humupd/dmq00
6.

Papanikolaou EG, Tournaye H, Verpoest W,
Camus M, Vernaeve V, Steirteghem AV, et al.
Early and late ovarian hyperstimulation syn-
drome: early pregnancy outcome and pro-
file. Human Reproduction. 2005;20(3):636—
641. Available from: https://dx.doi.org/10.1093/
humrep/deh638. doi:10.1093/humrep/deh638.

1.

12.

13.

14.

15.

16.

The Management of Ovarian Hyperstimulation
Syndrome. London: Royal College of Obstetri-
cians and Gynaecologists; 2016.

Salat-Baroux J, Alvarez S, Antoine JM, Cor-
net D, Tibi C, Plachot M, et al. Treat-
ment of hyperstimulation during in-vitro fer-
tilization. Human Reproduction. 1990;5(1):36—
39. Available from: https://dx.doi.org/10.1093/
oxfordjournals.humrep.a137036. doi:10.1093/0
xfordjournals.humrep.al37036.

Wada I, Matson PL, Troup SA, Hughes S,
Buck P, Lieberman BA. Outcome of treatment
subsequent to the elective cryopreservation of
all embryos from women at risk of the ovarian
hyperstimulation syndrome. Human Reproduc-
tion. 1992;7(7):962-966. Available from: https:
//dx.doi.org/10.1093/oxfordjournals.humrep.
al37779. doi:10.1093/oxfordjournals.humrep.
al37779.

Wada I, Matson PL, Troup SA, Morroll
DR, Hunt L, Liecberman BA. Does elec-
tive cryopreservation of all embryos from
women at risk of ovarian hyperstimulation
syndrome reduce the incidence of the condi-
tion? BJOG: An International Journal of Ob-
stetrics and Gynaecology. 1993;100(3):265—
269. Available from: https://dx.doi.org/10.1111/
j.1471-0528.1993.tb15241.x. doi:10.1111/5.147
1-0528.1993.tb15241 x.

Ferraretti AP, Gianaroli L, Magli C, Fortini D,
Selman HA, Feliciani E. Elective cryopreser-
vation of all pronucleate embryos in women
at risk of ovarian hyperstimulation syndrome:
efficiency and safety. Human Reproduction.
1999;14(6):1457-1460. Available from: https:
//dx.doi.org/10.1093/humrep/14.6.1457. doi:10.
1093/humrep/14.6.1457.

Horwath D, Check JH, Choe JK, Wilson C,
Amui J. Frozen embryo transfer outcome
according to reason for freezing the embryos.
Fertility and Sterility. 2004;81:29-30. Available
from: https://dx.doi.org/10.1016/j.fertnstert.
2004.02.060. doi:10.1016/j.fertnstert.2004.02.
060.

JMRHS 4 (6), 1294-1301 (2021)

MRERP LTD 1300


https://dx.doi.org/10.1093/humupd/dmm009
http://dx.doi.org/10.1093/humupd/dmm009
http://dx.doi.org/10.1093/humupd/dmm009
https://dx.doi.org/10.1016/j.fertnstert.2008.08.103
https://dx.doi.org/10.1016/j.fertnstert.2008.08.103
http://dx.doi.org/10.1016/j.fertnstert.2008.08.103
http://dx.doi.org/10.1016/j.fertnstert.2008.08.103
https://dx.doi.org/10.1016/s0015-0282(16)53591-2
https://dx.doi.org/10.1016/s0015-0282(16)53591-2
http://dx.doi.org/10.1016/s0015-0282(16)53591-2
http://dx.doi.org/10.1016/s0015-0282(16)53591-2
https://dx.doi.org/10.1007/s10815-010-9387-6
https://dx.doi.org/10.1007/s10815-010-9387-6
http://dx.doi.org/10.1007/s10815-010-9387-6
http://dx.doi.org/10.1007/s10815-010-9387-6
https://dx.doi.org/10.1093/humupd/dmq006
https://dx.doi.org/10.1093/humupd/dmq006
http://dx.doi.org/10.1093/humupd/dmq006
http://dx.doi.org/10.1093/humupd/dmq006
https://dx.doi.org/10.1093/humrep/deh638
https://dx.doi.org/10.1093/humrep/deh638
http://dx.doi.org/10.1093/humrep/deh638
https://dx.doi.org/10.1093/oxfordjournals.humrep.a137036
https://dx.doi.org/10.1093/oxfordjournals.humrep.a137036
http://dx.doi.org/10.1093/oxfordjournals.humrep.a137036
http://dx.doi.org/10.1093/oxfordjournals.humrep.a137036
https://dx.doi.org/10.1093/oxfordjournals.humrep.a137779
https://dx.doi.org/10.1093/oxfordjournals.humrep.a137779
https://dx.doi.org/10.1093/oxfordjournals.humrep.a137779
http://dx.doi.org/10.1093/oxfordjournals.humrep.a137779
http://dx.doi.org/10.1093/oxfordjournals.humrep.a137779
https://dx.doi.org/10.1111/j.1471-0528.1993.tb15241.x
https://dx.doi.org/10.1111/j.1471-0528.1993.tb15241.x
http://dx.doi.org/10.1111/j.1471-0528.1993.tb15241.x
http://dx.doi.org/10.1111/j.1471-0528.1993.tb15241.x
https://dx.doi.org/10.1093/humrep/14.6.1457
https://dx.doi.org/10.1093/humrep/14.6.1457
http://dx.doi.org/10.1093/humrep/14.6.1457
http://dx.doi.org/10.1093/humrep/14.6.1457
https://dx.doi.org/10.1016/j.fertnstert.2004.02.060
https://dx.doi.org/10.1016/j.fertnstert.2004.02.060
http://dx.doi.org/10.1016/j.fertnstert.2004.02.060
http://dx.doi.org/10.1016/j.fertnstert.2004.02.060

17.

18.

19.

20.

BIPASHAN AHMED, ANGEL AND SHARMA S

MRERP LTD

Aboulghar MA, Mansour RT, Serour GI,
Ramzy AM, Amin YM. Oocyte quality in pa-
tients with severe ovarian hyperstimulation syn-
drome. Fertility and Sterility. 1997;68(6):1017—
1021. Available from: https://dx.doi.org/10.
1016/s0015-0282(97)00409-3. doi:10.1016/s00
15-0282(97)00409-3.

Kasius A, Smit JG, Torrance HL, Eijkemans
MIC, Mol BW, Opmeer BC, et al. Endometrial
thickness and pregnancy rates after IVF: a sys-
tematic review and meta-analysis. Human Re-
production Update. 2014;20(4):530-541. Avail-
able from: https://dx.doi.org/10.1093/humupd/
dmuO11. doi:10.1093/humupd/dmu011.

Bland JM, Altman DG. Survival probabil-
ities (the Kaplan- Meier method). BMJ.
1998;317:1572—-1572.

Kaplan EL, Meier P. Nonparametric Esti-
mation from Incomplete Observations. Jour-
nal of the American Statistical Association.
1958;53(282):457-481. Available from: https://
dx.doi.org/10.1080/01621459.1958.10501452.
doi:10.1080/01621459.1958.10501452.

21.

22.

Santos-Ribeiro S, Polyzos NP, Lan VTN, Sif-
fain J, Mackens S, Landuyt LV, et al. The ef-
fect of an immediate frozen embryo transfer
following a freeze-all protocol: a retrospective
analysis from two centres. Human Reproduc-
tion. 2016;31(11):2541-2548. Available from:
https://dx.doi.org/10.1093/humrep/dew194. doi
:10.1093/humrep/dew194.

Giudice LC. Endometrium in PCOS: Implanta-
tion and predisposition to endocrine CA. Best
Practice & Research Clinical Endocrinology
& Metabolism. 2006;20(2):235-244. Available
from: https://dx.doi.org/10.1016/j.beem.2006.
03.005. doi:10.1016/j.beem.2006.03.005.

How to cite this article:

B.A., A, S.S. Com-

parison The Clinical Pregnancy Rate (CPR) And
Ongoing Pregnancy Rate (OPR) In Frozen Em-
bryo Transfers (FETs) Following Either Freeze-
All Policy To Prevent Ovarian Hyperstimulation
Syndrome. Journal of Medical Research and
Health Sciences. 2021;1291—-1297. https://doi.
org/10.15520/jmrhs.v416.365

MRERP LTD

JMRHS 4 (6), 12941301 (2021) 1301


https://dx.doi.org/10.1016/s0015-0282(97)00409-3
https://dx.doi.org/10.1016/s0015-0282(97)00409-3
http://dx.doi.org/10.1016/s0015-0282(97)00409-3
http://dx.doi.org/10.1016/s0015-0282(97)00409-3
https://dx.doi.org/10.1093/humupd/dmu011
https://dx.doi.org/10.1093/humupd/dmu011
http://dx.doi.org/10.1093/humupd/dmu011
https://dx.doi.org/10.1080/01621459.1958.10501452
https://dx.doi.org/10.1080/01621459.1958.10501452
http://dx.doi.org/10.1080/01621459.1958.10501452
https://dx.doi.org/10.1093/humrep/dew194
http://dx.doi.org/10.1093/humrep/dew194
http://dx.doi.org/10.1093/humrep/dew194
https://dx.doi.org/10.1016/j.beem.2006.03.005
https://dx.doi.org/10.1016/j.beem.2006.03.005
http://dx.doi.org/10.1016/j.beem.2006.03.005

	Introduction
	Materials and Methods
	Results
	Discussion
	Conclusions



