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Abstract 

Background:  Gonadotropin-releasing hormone antagonist(GnRH-ant) has been shown to have a negative effect on 
endometrial receptivity. Therefore, the use of lower doses of GnRH-ant during controlled ovarian stimulation (COS) 
may improve endometrial receptivity and clinical pregnancy rate. However, the GnRH-ant dose is relatively flexible 
and there is no fixed requirement for guidance. In this retrospective study, we determined the effects of half-dose and 
full-dose GnRH-ant on IVF-ET outcomes.

Methods:  Of the 316 cycles in the 314 patients analyzed in this study, 149 received GnRH-ant half-dose (Group1), 
while 167 received GnRH-ant full-dose (Group2). The groups were further classified based on age and BMI. Age sub-
groups, were divided as age ≤ 35(subgroup A) and age > 35(subgroup B): 180 cycles in subgroup A (107 cycles in sub-
group A1,73 cycles in subgroup A2), 136 cycles in subgroup B (42 cycles in subgroup B1,94 cycles in subgroupB2). The 
subgroups based on BMI were divided as BMI < 25 (subgroup C)and BMI ≥ 25 (subgroup D):208 cycles in subgroup C 
(94 cycles in subgroup C1,114 cycles in subgroup C2), 108 cycles in subgroup D (55 cycles in subgroup D1,53 cycles in 
subgroup D2).

Results:  The number of fertilized oocytes, superior-quality embryos, clinical pregnancy rate, and live birth rate dif-
fered significantly between the two groups. However, the number of retrieved oocytes and available embryos were 
significantly higher in Group 1 than Group 2 (8.17 ± 4.10 vs. 7.07 ± 4.05, 2.96 ± 2.03 vs. 2.52 ± 1.62, respectively,p<0.05). 
Differences between the age subgroups were not statistically significant. However, in the subgroups based on BMI, 
the fertilized oocytes, available embryos, the number of superior-quality embryos, and the live birth rate differed sig-
nificantly between the four subgroups. The number of retrieved oocytes was higher in subgroup C1 than in subgroup 
C2 (8.24 ± 4.04 vs. 6.83 ± 3.92,p < 0.05), In addition, the clinical pregnancy rate was slightly higher in subgroup D1 than 
in subgroup D2(45.45 vs. 24.53%, P < 0.05).

Conclusions:  The results showed that half-dose GnRH-ant was as effective as full-dose GnRH-ant for most patients. 
Moreover, half-dose GnRH-ant may be more suitable in patients with BMI greater than or equal to 25. The findings of 
this study need to be validated in a large sample RCT.

Trial registration:  Retrospectively registered.
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Background
In recent years, the gonadotropin-releasing hormone 
antagonist (GnRH-ant) protocol has gained clinical rec-
ognition due to the absence of early pituitary inhibition, 
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lower doses, short duration of administration, lack of 
flare-ups in the initial stages of administration, and lower 
risk of ovarian hyperstimulation syndrome (OHSS) [1]. 
The GnRH-ant protocol is more in line with the physi-
ological process. However, many studies have shown that 
the GnRH-ant protocol affects endometrial receptiv-
ity and interferes with the embryo implantation window 
[2]. Therefore, reducing the GnRH antagonist dose may 
positively affect the rate of embryo implantation. In gen-
eral, the conventional dose of daily GnRH-ant 0.25 mg 
is used [3]. However, daily doses of 0.125 mg GnRH-ant 
dose have been used [4]. The dosage is relatively flexible. 
Therefore, we compared the pregnancy rate and live birth 
rate of ovulation induction patients with different dos-
ages of GnRH antagonists and explored the effect of the 
dosage of antagonists on IVF-ET outcomes.

Methods
Patients
In this retrospective study, we obtained data of patients 
who received GnRH-ant protocol for IVF-ET/ ICSI from 
January 2015 to December 2020 at the Reproductive 
Medical Center of Affiliated Hospital of Shandong Uni-
versity of traditional Chinese medicine. Approval to con-
duct this study was sought from the institutional review 
board.

Inclusion/exclusion criteria
The inclusion criteria were as follows: (a) both hus-
band and wife had treatment indications for IVF / 
ICSI, (b) signed informed consent [5],(c) basal serum 
FSH < 15 IU/L. The exclusion criteria were: (a) chromo-
somal aberrations in the mother or father, (b) thyroid dis-
ease, endometriosis, or immune disease.

Groups according to different GnRH‑ant protocols
Patients were divided into two groups depending on 
the dose of Cetrorelix used: Group 1 (n  = 149) ini-
tially received 0.125 mg of Cetrorelix daily. The patients 
in Group 1 were further divided into four subgroups 
depending on age (subgroup A,age ≤ 35; subgroup 
B,age > 35) and BMI (subgroup C,BMI < 25; subgroup 
D,BMI ≥ 25). In contrast, Group 2 (n  = 167) initially 
received 0.25 mg of Cetrorelix daily and was further sub-
grouped into four based on the above categories. See the 
attached Tables 1 and 2 for a detailed description. Only 
the cetrorelix dosage was varied during COS between the 
two groups.

IVF‑ET procedure
The ovarian stimulation was initiated on menstrual 
cycle day 2 or 3 by administering recombinant FSH 
(Gonal-F, Merck- Serono SA, Switzerland). The initial 

gonadotropin dose, which typically ranged from 150 to 
300 u per day was experientially determined by doc-
tors depending on age, antral follicle count (AFC), basal 
FSH, E2 levels, and body mass index (BMI). The dose 
was adjusted every 2–3 days of stimulation depending 
on the ovarian response evidenced by E2 levels, LH 
levels, and follicular growth detected on ultrasound 
examination. When the diameter of the follicle was 
≥14 mm, or the dominant follicle diameter was more 
than 12 mm and serum E2 > 300 pg/ml, the patients 
received the GnRH-ant Cetrorelix acetate(Cetrotide, 
Merck-Serono SA, Switzerland) at a dose of 0.125 mg/d 
or 0.25 mg/d. Finally, 10,000 IU of human chorionic 
gonadotropin (hCG; Lizhu, Zhuhai, China) or 250 IU 
of recombinant human choriogonadotro-pinalfa solu-
tion (OVIDREL;Merck-Serono SA, Switzerland) was 
administered when two follicles reached a mean diam-
eter of 17 mm or one follicle reached a mean diameter 
of 18 mm. Oocyte retrieval was performed 35–36 h 
after hCG or OVIDREL injection under transvaginal 
ultrasound-guided single-lumen needle aspiration. 
Intracytoplasmic sperm injection (ICSI) was performed 
only in case of severe male infertility. Oocyte culture, 
insemination, embryo transfer, and cryopreservation 
were done as previously described [6]. Embryo trans-
fer was conducted on day three after oocyte retrieval. 
All patients received embryo transfer on day 3, except 
in the following cases: (a) serum estrogen > 5007 pg/
mL on the trigger day, (b) retrieval of more than 15 
oocytes, (c) presence of uterine or endometrial abnor-
malities such as endometriosis, uterine myoma, endo-
metrial polyps, or intrauterine adhesion, (d) an initial 
increase of progesterone over 1.5 ng/mL before the 
trigger day [7], or (e) the patient declined fresh embryo 
transfer. A maximum of two embryos were transferred. 
During the luteal phase, 20 mg progesterone injection 
was injected twice a day from the first day after oocyte 
retrieval. Clinical pregnancy was determined by visu-
alizing a gestational sac on ultrasound at 6 weeks of 
gestation. Live birth was defined as having at least one 
live baby born after 28 weeks of gestation. Live birth 
rate referred to the percentage of women who gave live 
birth in a fresh transplant cycle [8].

Table 1  Subgroup classifications of age included

Subgroup Subgroup 
A1

Subgroup 
A2

Subgroup 
B1

Subgroup B2

The dose of 
Cetrorelix 
per day

0.125 mg 0.25 mg 0.125 mg 0.25 mg

Age (years) age ≤ 35 age ≤ 35 age>35 age>35
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Statistical analysis
Data were analyzed using SPSS version 18.0 (IBM). 
Frequency for qualitative variables and the mean and 
standard deviation for quantitative variables were cal-
culated. The chi-square test, Fisher’s exact test and 
the Student’s t-test were used to determine differences 
between independent samples. Statistical significance 
was defined as p < 0.05.

Results
Table  3 presents the demographic characteristics of 
both groups. There were no significant differences in 
the patient’s age, BMI, Years of infertility, and basal 
FSH and LH between the two groups.

Tables  4 and 5 presents the demographic character-
istics of the four subgroups. There were no significant 
differences in the patient’s age, BMI, Years of infertility, 
and basal FSH and LH between the four subgroups.

As shown in Table  6, the Gonadotropin dose 
was significantly lower (2200.34 ± 915.54 IU vs. 
2571.68 ± 905.58 IU, p  < 0.001) in Group 1 than in 
Group 2. However, the duration of ovarian stimula-
tion, number of oocytes retrieved, and the number of 

available embryos were significantly higher(9.59 ± 2.12 
vs. 9.01 ± 2.67, p  = 0.036;8.17 ± 4.10 vs. 7.07 ± 4.05, 
p = 0.017;2.96 ± 2.03 vs. 2.52 ± 1.62, p = 0.036, respec-
tively) in Group 1 than in Group 2. On the other hand, 
the duration of Cetrorelix use did not differ signifi-
cantly between the groups. Moreover, fertilized oocytes 
and the number of superior-quality embryos did not 
differ significantly between the two groups.

As shown in Table  7, Gonadotropin consump-
tion was significantly lower (2201.40 ± 896.53 IU 
vs. 2498.29 ± 811.80 IU, 2197.62 ± 973.51 IU vs. 
2628.67 ± 972.67 IU, p < 0.05) in subgroup A1/B1 than in 
subgroup A2/B2. Furthermore, the number of retrieved 
oocytes, fertilized oocytes, available embryos, and the 
number of superior-quality embryos did not differ signif-
icantly between subgroups A1/B1 and A2/B2.

As shown in Table  8, Gonadotropin consump-
tion was significantly lower (2073.14 ± 934.23 IU 
vs. 2452.26 ± 896.32 IU, 2417.73 ± 847.28 IU vs. 
2828.54 ± 879.56 IU, p  < 0.05) in subgroup C1/D1 than 
in subgroup C2/D2. However, the number of retrieved 
oocytes was significantly higher (8.24 ± 4.04 vs. 6.83 ± 3.92, 
p = 0.012) in subgroup C1 than in subgroup C2.

As shown in Table  9, there were 316 fresh embryo 
transfer cycles: n = 149 in Group 1 and n = 167 in Group 
2. The clinical pregnancy rate (36.2 vs. 37.1%) and live 
birth rate (30.20 vs. 31.74%) were slightly higher in Group 
2 than in Group 1. However, the differences were not sta-
tistically significant. The incidence of OHSS was not ana-
lyzed because some of the patients did not receive fresh 
embryo transfer to avoid OHSS.

As shown in Table 10, in the four subgroups based on 
age, the clinical pregnancy rate was slightly higher in 
subgroup A1 than in subgroup A2 (44.86 vs. 38.36%). 
However, the difference was not statistically significant. 

Table 2  Subgroup classifications of BMI included

Subgroup Subgroup C1 Subgroup C2 Subgroup D1 Subgroup D2

The dose of Cetrorelix per day 0.125 mg 0.25 mg 0.125 mg 0.25 mg

Body mass index BMI<25 BMI<25 BMI ≥ 25 BMI ≥ 25

Table 3  Comparison of demographic characteristics between 
the two groups

*Data expressed as mean ± SD, or number (percentage)

Groups Group1 (n = 149) Group2 (n = 167) P

Age (years) 32.56 ± 3.54 33.22 ± 3.55 0.104

Years of infertility 3.31 ± 2.46 3.54 ± 3.53 0.498

Body mass index 24.16 ± 4.38 23.94 ± 4.37 0.658

bFSH/bLH 1.80 ± 1.14 2.03 ± 1.76 0.195

Table 4  Comparison of demographic characteristics between subgroups

*Subgroup A1, Subgroup A2 basic data p values were:0.257, 0.187, 0.319

*Subgroup B1, Subgroup B2 basic data p values were:0.644, 0.793, 0.618

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup A1(n = 107) Subgroup A2(n = 73) Subgroup B1(n = 42) Subgroup B2(n = 94) P

Years of infertility 2.96 ± 1.82 3.29 ± 1.97 4.14 ± 3.48 3.79 ± 4.39 >0.05

Body mass index 23.77 ± 4.79 22.75 ± 5.48 24.10 ± 3.24 23.85 ± 5.81 >0.05

bFSH/bLH 1.83 ± 1.14 2.06 ± 2.01 1.80 ± 1.14 1.93 ± 1.53 >0.05
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On the contrary, the live birth rate was slightly lower in 
subgroup A1 than in subgroup A2 (35.51 vs. 35.62%). 
However, the difference was also not statistically signifi-
cant. However, for patients aged above 35 years, the clini-
cal pregnancy rate (21.43 vs. 37.23%) and live birth rate 
(16.67 vs. 28.72%) were slightly higher in subgroup B2 
than in subgroup B1. However, the differences were not 
statistically significant.

As shown in Table  11, there were 208 fresh embryo 
transfer cycles in the group with a BMI below 25: 94 in 
subgroup C1 and 114 in subgroup C2. The clinical preg-
nancy rate (34.04 vs. 43.86%) and live birth rate (27.66 vs. 

35.96%) were slightly lower in subgroup C1 than in sub-
group C2. However, the differences were not statistically 
significant. In contrast, in the group with a BMI greater 
than or equal to 25, the clinical pregnancy rate (45.45 vs. 
24.53%, P = 0.023) and live birth rate (34.55 vs. 22.64%) 
were slightly higher in subgroup D1 than in subgroup D2. 
However, the difference in live birth rates was not statisti-
cally significant.

Discussion
In recent years, GnRH antagonists have been increasingly 
used in IVF / ICSI ovulation induction therapy. GnRH 
antagonists do not result in pituitary down-regulation 
associated with the GnRH agonist regimen. In addition, 
the GnRH antagonist regimen is advantageous, as it has 
milder stimulation and a shorter duration of administra-
tion [9]. The pregnancy rate achieved with GnRH-ant 
protocol is considered lower than with GnRH-agonist 
protocol. However, this is controversial. The lower preg-
nancy rate with GnRH-ant protocol is associated with 
impaired endometrial receptivity.

Many studies have reported the patient’s age and BMI 
to be among the factors that influence outcomes in 
IVF-ET with the antagonist regimen [10, 11]. Doctors 
in reproductive health services have opted to lower the 
GnRH-ant dose to achieve satisfactory pregnancy out-
comes. However, there is no clear guide on the dosage 

Table 5  Comparison of demographic characteristics between subgroups

*Subgroup C1, Subgroup C2 basic data p values were: 0.344, 0.237, 0.140

*Subgroup D1, Subgroup D2 basic data p values were: 0.066, 0.075, 0.683

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup C1(n = 94) Subgroup C2(n = 114) Subgroup D1(n = 55) Subgroup D2(n = 53) P

Years of infertility 3.44 ± 2.58 3.12 ± 2.19 3.05 ± 2.22 4.53 ± 5.32 >0.05

Age (years) 33.62 ± 4.44 34.32 ± 4.05 32.95 ± 5.37 34.64 ± 4.35 >0.05

bFSH/bLH 1.77 ± 1.05 2.09 ± 1.90 1.91 ± 1.27 1.80 ± 1.38 >0.05

Table 6  Comparison of laboratory data between the two groups

Gn Gonadotropin

*Data expressed as mean ± SD, or number (percentage)

Groups Group1 (n = 149) Group2 (n = 167) P

Cetrorelix usage days 3.44 ± 1.52 3.72 ± 1.71 0.115

Gn usage days 9.59 ± 2.12 9.01 ± 2.67 0.036

Gn total 2200.34 ± 915.54 2571.68 ± 905.58 0.000

retrieved oocytes 8.17 ± 4.10 7.07 ± 4.05 0.017

fertilized oocytes 4.89 ± 3.06 4.47 ± 3.00 0.220

available embryos 2.96 ± 2.03 2.52 ± 1.62 0.036

superior-quality 
embryos

0.80 ± 1.15 0.73 ± 0.97 0.568

Table 7  Comparison of laboratory data between subgroups

Gn Gonadotropin

*Subgroup A1, Subgroup A2 experimental data P values were:0.510, 0.584, 0.022, 0.253, 0.653, 0.259, 0.443

*Subgroup B1, Subgroup B2 experimental data P values were:0.077, 0.166, 0.018, 0.786, 0.544, 0.790, 0.598

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup A1(n = 107) Subgroup A2(n = 73) Subgroup B1(n = 42) Subgroup B2(n = 94) P

Cetrorelix usage days 3.52 ± 1.57 3.68 ± 1.68 3.21 ± 1.39 3.76 ± 1.73 >0.05

Gn usage days 9.71 ± 1.81 9.52 ± 2.83 9.29 ± 2.76 8.62 ± 2.51 >0.05

Gn total 2201.40 ± 896.53 2498.29 ± 811.80 2197.62 ± 973.51 2628.67 ± 972.67 <0.05

retrieved oocytes 8.37 ± 4.21 9.07 ± 3.95 5.88 ± 3.57 6.06 ± 3.63 >0.05

fertilized oocytes 5.38 ± 3.12 5.16 ± 3.31 3.64 ± 2.51 3.94 ± 2.64 >0.05

available embryos 2.85 ± 1.81 3.21 ± 2.24 2.33 ± 1.20 2.27 ± 1.42 >0.05

superior-quality embryos 0.86 ± 1.27 0.73 ± 0.93 0.64 ± 0.76 0.73 ± 1.00 >0.05
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of antagonists. Currently, 0.25 mg of Cetrorelix per day, 
started on day 6 of ovarian stimulation, is the standard 
GnRH-ant protocol to maintain the LH level within a 
safe range. However, some studies have reported that 
lower GnRH-ant doses of 0.125–0.2 mg per day are also 
effective [12, 13]. Therefore, this study compared IVF-
ET outcomes in patients receiving 0.125 mg and 0.25 mg 
Cetrorelix daily to determine the appropriate dose.

First, we found no differences in terms of fertilized 
oocytes and superior-quality embryos between the two 
groups. However, there were significant differences in 
the number of retrieved oocytes and available embryos 
between the two groups. The A dosage of 0.125 mg per 
day was higher than 0.25 mg per day. In addition, the 
duration of stimulation with GnRH-Ant was significantly 
shorter in group 1 than in group 2. Many studies have 
reported that GnRH-Ant has adverse effects on endo-
metrial receptivity [14, 15]. In addition, some previous 

studies also reported that increasing doses of GnRH 
antagonists led to an increase in uterine natural killer 
(UNK) cells and inflammatory factors such as perforin 
and tumor necrosis factorα (TNFα) [16, 17]. Further-
more, prolonged ovarian stimulation was associated with 
a decreased superior-quality embryos and live birth rates 
[18–20]. In this present study, the clinical pregnancy rate 
and live birth rate were lower in Group 1 than Group 2, 
although this difference was not statistically significant. 
These findings contrast previously reported studies [21]. 
The retrospective nature of this study and the small sam-
ple size might explain this finding. Therefore, it is essen-
tial to carry out a multicenter randomized controlled 
study to validate these findings.

Second, there was no difference in the number of 
retrieved oocytes, fertilized oocytes, available embryos, 
the number of superior-quality embryos, the clinical 
pregnancy rate and live birth rate among the four sub-
groups based on age. These findings suggest that age 
does not significantly affect the GnRH-ant dose.

Thirdly, for patients with a BMI < 25, the number of 
oocytes retrieved in the 0.125 mg group (subgroup C1) 
was significantly higher than in the 0.25 mg group (sub-
group C2). In addition, for patients with a BMI of 25 or 
more, the clinical pregnancy rate in the 0.125 mg sub-
group (subgroup D1) was significantly higher than in 
the 0.25 subgroup (subgroup D2). This finding suggests 

Table 8  Comparison of laboratory data between subgroups

Gn Gonadotropin

*Subgroup C1, Subgroup C2 experimental data P values were:0.198, 0.229, 0.003, 0.012, 0.107, 0.106, 0.523

*Subgroup D1, Subgroup D2 experimental data P values were:0.307, 0.788, 0.015, 0.568, 0.967, 0.143, 0.914

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup C1(n = 94) Subgroup C2(n = 114) Subgroup D1(n = 55) Subgroup D2(n = 53) P

Cetrorelix usage days 3.35 ± 1.50 3.63 ± 1.60 3.58 ± 1.55 3.92 ± 1.91 >0.05

Gn usage days 9.28 ± 1.79 8.86 ± 2.93 10.13 ± 2.52 9.34 ± 2.06 >0.05

Gn total 2073.14 ± 934.23 2452.26 ± 896.32 2417.73 ± 847.28 2828.54 ± 879.56 <0.05

retrieved oocytes 8.24 ± 4.04 6.83 ± 3.92 8.05 ± 4.22 7.58 ± 4.31 C<0.05
D>0.05

fertilized oocytes 5.00 ± 2.94 4.35 ± 2.83 4.71 ± 3.26 4.74 ± 3.36 >0.05

available embryos 3.02 ± 2.04 2.61 ± 1.65 2.85 ± 2.03 2.34 ± 1.56 >0.05

superior-quality embryos 0.79 ± 0.98 0.70 ± 0.94 0.82 ± 1.40 0.79 ± 1.03 >0.05

Table 9  Comparison of clinical data between the two groups

*Data expressed as mean ± SD, or number (percentage)

Groups Group1 (n = 149) Group2 (n = 167) P

clinical pregnancy rate 36.20% 37.10% 0.871

live production rate 30.20% 31.74% 0.768

Table 10  Comparison of clinical data between subgroups

*Subgroup A1, Subgroup A2 pregnancy outcome P values were:0.386, 0.989

*Subgroup B1, Subgroup B2 pregnancy outcome P values were:0.069, 0.134

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup A1(n = 107) Subgroup A2(n = 73) Subgroup B1(n = 42) Subgroup B2(n = 94) P

clinical pregnancy rate 44.86% 38.36% 21.43% 37.23% >0.05

live production rate 35.51% 35.62% 16.67% 28.72% >0.05
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that BMI may influence the GnRH-ant dose. According 
to Engel et  al., a patient’s body weight does not affect 
the plasma concentration of Cetrorelix, and there is no 
need to modify the dose during COS [22]. In contrast, 
a few studies have suggested the need to reduce the 
GnRH-ant dose in slim patients [23].

Conclusion
In conclusion, a lower GnRH-ant dose of 0.125 mg per 
day has clinical advantages over daily doses of GnRH-
ant 0.25 mg per day in patients with a BMI greater than 
or equal to 25. However, age had no significant influ-
ence on the GnRH-ant dose. Therefore, by considering 
the effect of GnRH-ant on the endometrium and the 
economic aspects, a daily dose of 0.125 mg GnRH-ant is 
recommended. The results of this retrospective analysis 
need to be validated in a large sample size RCT.

Acknowledgments
Not applicable.

Informed consent
All participants gave a written informed consent to participate in the study.

Authors’ contributions
YZ conducted the analysis and wrote the manuscript. YQ conducted the 
analysis and wrote the manuscript. YY analyzed the data. CP and FL were 
involved in patient recruitment and treatment. SX supervised the study con-
cept and reviewed the manuscript. FL was involved in the patients’ treatment, 
conceived the analysis, and reviewed the manuscript. All authors read and 
approved the final manuscript.

Funding
This work was supported by grants from the National Natural Science Founda-
tion of China, grant number 81771355, and Major innovation projects in 
Shandong Province, grant number 2018CXGC1302.

Availability of data and materials
The datasets used and/or analyzed in this study will be availed by the cor-
responding author upon a reasonable request.

Declarations

Ethics approval and consent to participate
This retrospective study was approved by the Institutional Review Board and 
the Institutional Ethics Committee of the Reproductive Medical Center at the 
affiliated Hospital of Shandong University of traditional Chinese medicine 
(Research Ethics Committee reference number: 2021–16). All procedures were 
carried out per the relevant guidelines and regulations. Furthermore, informed 
consent was obtained from all participants before the study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Shandong University of Traditional Chinese Medicine, Jinan, China. 2 Affiliated 
Hospital of Shandong University of Traditional Chinese Medicine, Jinan, China. 

Received: 13 April 2021   Accepted: 24 September 2021

References
	1.	 Copperman AB, Benadiva C. Optimal usage of the GnRH antagonists: a 

review of the literature. Reprod Biol Endocrinol. 2013;11:20. https://​doi.​
org/​10.​1186/​1477-​7827-​11-​20.

	2.	 Sun Y, Xu Y, Hao G. Effect of gonadotropin releasing hormone antagonist 
on endometrial receptivity. Chin J Reprod Contracept. 2020;40(10):794–7.

	3.	 Sun H, Yin H. Study on the first IVF / ICSI treatment of infertile patients 
with normal ovarian function by GnRH antagonist fixation and GnRH 
agonist low dose long protocol. China Matern Child Health Care. 
2020;35(17):3263–6.

	4.	 Zhang J, Wang S, Xu Y, Hao G. Effect of different dose antagonist regi-
men on ovarian reserve function in IVF/ICSI ET patients. Hebei Pharm. 
2018;40(23):3530–4.

	5.	 Kumbak B, Akbas H, Sahin L, Karlikaya G, Karagozoglu H, Kahraman S. 
Assisted reproductive treatment outcome in a large cohort of women 
with serum FSH above 15 IU/L. Fertil Steril. 2011;92:S255. https://​doi.​org/​
10.​1016/j.​fertn​stert.​2009.​07.​1653.

	6.	 Zhang A, Xu B, Sun Y, Lu X, Niu Z, Chen Q, et al. The effect of human 
cumulus cells on the maturation and developmental potential of imma-
ture oocytes in ICSI cycles. J Assist Reprod Genet. 2012;29:313–9. https://​
doi.​org/​10.​1007/​s10815-​012-​9712-3.

	7.	 Esteves SC, Khastgir G, Shah J, Murdia K, Gupta SM, Rao DG, et al. Associa-
tion between progesterone elevation on the day of human chronic 
gonadotropin trigger and pregnancy outcomes after fresh embryo 
transfer in in vitro fertilization/intracytoplasmic sperm injection cycles. 
Front Endocrinol. 2018;9:201. https://​doi.​org/​10.​3389/​fendo.​2018.​00201.

	8.	 Zhang Q, He Y. Correlation between BMI and IVF fresh cycle live birth rate 
and its predictive value. J Clin Pathol. 2021;41(01):45–51.

	9.	 Deng X, Yan H, Peng W, Duan C, Li Q, Liu Z. Retrospective analysis of the 
correlation between age and the timing of antagonist regimen trans-
plantation. Jiangxi Med J. 2020;55(10):1488–91.

	10.	 Zhang JUANJUAN, Dong L, Zhang J, Zhao C, Ling X, Li X. Analysis of influ-
encing factors of fresh cycle embryo transfer with antagonist regimen. 
Chin Matern Child Health Res. 2019;30(02):178–82.

	11.	 Gao Y, Mu Y, Wen H. Effect of age on the clinical effect of in vitro fertiliza-
tion embryo transfer antagonist in the treatment of infertility. J Pract Med 
Techn. 2020;27(01):70–2.

	12.	 Alan B. Copperman, Claudio benadiva. Literature review on the optimal 
use of GnRH antagonists. J Reprod Med. 2016;25(01):93–101.

	13.	 Guimin Hao, Et al. The effect of antagonists on IVF embryo transfer 
outcome. (CNKI)2019-07-16. https://​kns.​cnki.​net/​KCMS/​detail/​detail.​aspx?​
dbname=​SNAD&​filen​ame=​SNAD0​00001​793006.

Table 11  Comparison of clinical data between subgroups

*Subgroup C1, Subgroup C2 pregnancy outcome P values were:0.149, 0.202

*Subgroup D1, Subgroup D2 pregnancy outcome P values were:0.023, 0.172

*Data expressed as mean ± SD, or number (percentage)

Subgroup Subgroup C1(n = 94) Subgroup C2(n = 114) Subgroup D1(n = 55) Subgroup D2(n = 53) P

clinical pregnancy rate 34.04% 43.86% 45.45% 24.53% C>0.05 D<0.05

live production rate 27.66% 35.96% 34.55% 22.64% >0.05

https://doi.org/10.1186/1477-7827-11-20
https://doi.org/10.1186/1477-7827-11-20
https://doi.org/10.1016/j.fertnstert.2009.07.1653
https://doi.org/10.1016/j.fertnstert.2009.07.1653
https://doi.org/10.1007/s10815-012-9712-3
https://doi.org/10.1007/s10815-012-9712-3
https://doi.org/10.3389/fendo.2018.00201
https://kns.cnki.net/KCMS/detail/detail.aspx?dbname=SNAD&filename=SNAD000001793006
https://kns.cnki.net/KCMS/detail/detail.aspx?dbname=SNAD&filename=SNAD000001793006


Page 7 of 7Zhao et al. BMC Pregnancy Childbirth          (2021) 21:727 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	14.	 Lambalk CB, Banga FR, Huirne JA, Toftager M, Pinborg A, Homburg R, et al. 
GnRH antagonist versus long agonist protocols in IVF: a systematic review 
and meta-analysis accounting for patient type. Hum Reprod Update. 
2017;23:560–79. https://​doi.​org/​10.​1093/​humupd/​dmx017.

	15.	 Tur-Kaspa I, Ezcurra D. GnRH antagonist, Cetrorelix, for pituitary suppres-
sion in modern, patient-friendly assisted reproductive technology. Expert 
Opin Drug Metab Toxicol. 2009;5:1323–36. https://​doi.​org/​10.​1517/​17425​
25090​32799​69.

	16.	 Xu B, Wang J, Xia L, Zhang D, Wu X, Zhang A. Increased uterine NK cell 
numbers and perforin expression during the implantation phase in IVF 
cycles with GnRH antagonist protocol. Sci Rep. 2017;7:39912. https://​doi.​
org/​10.​1038/​srep3​9912.

	17.	 Xu B, Zhou M, Wang J, Zhang D, Guo F, Si C, et al. Increased AIF-1-medi-
ated TNF-α expression during implantation phase in IVF cycles with GnRH 
antagonist protocol. Hum Reprod. 2018;33:1270–80. https://​doi.​org/​10.​
1093/​humrep/​dey119.

	18.	 Friedler S, Meltzer S, Saar-Ryss B, Rabinson J, Lazer T, Liberty G. An upper 
limit of gonadotropin dose in patients undergoing ART should be advo-
cated. Gynecol Endocrinol. 2016;32:965–9. https://​doi.​org/​10.​1080/​09513​
590.​2016.​11990​18.

	19.	 Duan L, Bao S, Li K, Teng X, Hong L, Zhao X. Comparing the long-acting 
and short-acting forms of gonadotropin-releasing hormone agonists 
in the long protocol of IVF/ICSI cycles: a retrospective study. J Obstet 
Gynaecol Res. 2017;43:1037–42. https://​doi.​org/​10.​1111/​jog.​13305.

	20.	 Ryan A, Wang S, Alvero R, Polotsky AJ. Prolonged gonadotropin stimula-
tion for assisted reproductive technology cycles is associated with 
decreased pregnancy rates for all women except for women with poly-
cystic ovary syndrome. J Assist Reprod Genet. 2014;31:837–42. https://​
doi.​org/​10.​1007/​s10815-​014-​0253-9.

	21.	 Zhang D, Xia L, Xu H, Chen Q, Jin B, Zhang A, et al. Flexible Low-Dose 
GnRH Antagonist Protocol Is Effective in Patients With Sufficient Ovarian 
Reserve in IVF. J Front Endocrinol. 2018;9:767. https://​doi.​org/​10.​3389/​
fendo.​2018.​00767.

	22.	 Engel JB, Ludwig M, Junge K, Howles CM, Diedrich K. No influence 
of body weight on pregnancy rate in patients treated with Cetrorelix 
according to the single- and multiple-dose protocols. Reprod BioMed 
Online. 2003;6:482–7. https://​doi.​org/​10.​1016/​S1472-​6483(10)​62171-2.

	23.	 Chang YL, Hsieh YY, Tsai HD. Preliminary report on the effect of a lower 
dose of gonadotropin-releasing hormone antagonist (Cetrorelix) on 
ovarian hyperstimulation in lower-weight Asian women. Taiwan J Obstet 
Gynecol. 2006;45:317–20. https://​doi.​org/​10.​1016/​S1028-​4559(09)​
60250-3.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1093/humupd/dmx017
https://doi.org/10.1517/17425250903279969
https://doi.org/10.1517/17425250903279969
https://doi.org/10.1038/srep39912
https://doi.org/10.1038/srep39912
https://doi.org/10.1093/humrep/dey119
https://doi.org/10.1093/humrep/dey119
https://doi.org/10.1080/09513590.2016.1199018
https://doi.org/10.1080/09513590.2016.1199018
https://doi.org/10.1111/jog.13305
https://doi.org/10.1007/s10815-014-0253-9
https://doi.org/10.1007/s10815-014-0253-9
https://doi.org/10.3389/fendo.2018.00767
https://doi.org/10.3389/fendo.2018.00767
https://doi.org/10.1016/S1472-6483(10)62171-2
https://doi.org/10.1016/S1028-4559(09)60250-3
https://doi.org/10.1016/S1028-4559(09)60250-3

	Effects of half-dose and full-dose GnRH antagonists on IVF-ET outcomes: a retrospective study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Background
	Methods
	Patients
	Inclusionexclusion criteria
	Groups according to different GnRH-ant protocols
	IVF-ET procedure
	Statistical analysis

	Results
	Discussion
	Conclusion
	Acknowledgments
	References


