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Abstract: Ectopic pregnancy (EP) is increasingly found in women treated with in vitro fertilization
and embryo transfer (IVF–ET). With the development of the freeze-all policy in reproductive medicine,
it is controversial whether frozen embryo transfer (FET) could reduce the rate of EP. In this single-
center, large-sample retrospective study, we analyzed 16,048 human chorionic gonadotrophin (hCG)-
positive patients who underwent fresh embryo transfer (ET) or FET cycles between January 2013
and March 2022. Throughout the study, the total EP rate was 2.09% (336/16,048), 2.16% (82/3803)
in the ET group, and 2.07% (254/12,245) in the FET group. After adjustment for age, infertility
causes, and other confounding factors, logistic regression results showed no statistical difference in
EP rates between FET and ET groups (odds ratio (OR) 0.93 (0.71–1.22), p > 0.05). However, among
the 3808 patients who underwent fresh ET cycles, the OR for EP was significantly lower in the long
agonist protocol group than in the gonadotropin-releasing hormone antagonist (GnRH-ant) protocol
group (OR 0.45 (0.22–0.93), p < 0.05). Through a large retrospective study, we demonstrated a slightly
lower EP rate in FET cycles than in fresh ET cycles, but there was no significant difference. The long
agonist protocol in ET cycles had a significantly lower risk of EP than the GnRH-ant protocol.

Keywords: ectopic pregnancy; fresh embryo transfer; frozen embryo transfer; ovarian stimulation

1. Introduction

Ectopic pregnancy (EP), an extrauterine implantation of the embryo, is a serious
complication of in vitro fertilization and embryo transfer (IVF–ET). The incidence of EP after
IVF–ET has been reported to be around 2–8%, higher than that after natural conception [1–4].
Several studies have shown that the risk factors associated with high EP rate after IVF–ET
include tubal infertility, pelvic inflammatory disease, history of tubal surgery, previous EP,
cigarette smoking, endometriosis etc. [4,5]. In addition to the maternal-related factors, risk
factors associated with the IVF–ET technique have also been elucidated to further increase
the risk of EP. Previous studies have shown that EP is related with high levels of estrogen,
which lead to increased uterine contractions [6,7], and that it is also related to high levels
of progesterone, leading to ciliary dysfunction during assisted reproductive technology
(ART) [8].

In recent years, many researchers have suggested that the type of embryo transferred
(fresh or frozen embryo transfer) might be related to EP rate. Some studies have claimed
that fresh embryo transfer (ET) occurred in a supraphysiological hormonal environment
that affected uterine contractility [9] or endometrial tolerance [10], whereas frozen embryo
transfer (FET) occurred in a uterine environment more similar to natural conception; thus,
the incidence of EP was significantly lower with FET than with fresh ET [11–13]. Osamu
Ishihara‘s and Huang’s studies both showed that the higher EP rate after fresh ET was
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related to the negative effect of ovarian stimulation on endometrial receptivity, but the
majority of FET used natural cycle preparation [11,12].

With the development of the freeze-all policy in reproductive medicine, it is controver-
sial whether FET could reduce the rate of EP. Some studies have reported a higher EP rate
in FET compared with ET, possibly due to defects in embryo quality after the freeze–thaw
process [14]. Moreover, the developmental delay of thawed embryos might provide addi-
tional opportunities for embryos to migrate to fallopian tube before implantation in the
uterus [15]. Ultimately, some studies have suggested that the EP rate between FET and ET
was comparable [16–18].

However, many previous studies did not include important risk factors associated
with EP as confounding factors to adjust the results, especially the lack of data on EP history,
thereby limiting the accuracy of the findings. In addition, ET cycles were performed in a
single protocol, and the effect of different ovarian stimulation protocols on the EP rate was
not analyzed, thereby limiting the generalizability of the findings.

In this study, we designed a single-center, large-sample, retrospective study to analyze
EP rates in fresh ET or FET cycles, and also under different ovarian stimulation protocols,
integrating risk factors associated with EP to ensure the accuracy and generalizability of
the results. We hypothesized that the EP rate might be associated with the type of embryo
transferred (fresh or frozen embryo transfer).

2. Materials and Methods
2.1. Study Design and Participants

This retrospective study was conducted from January 2013 to March 2022 at the
Department of Assisted Reproduction of the Ninth People’s Hospital of Shanghai JiaoTong
University School of Medicine. We included 16,050 human chorionic gonadotrophin (hCG)
-positive patients from fresh ET cycles and FET cycles. We excluded 2 patients who were
lost to follow-up. Finally, 16,048 IVF–ET cycles were included, which were divided into
fresh ET group and FET group. According to different ovarian stimulation protocols, the ET
group was further divided into a gonadotropin-releasing hormone antagonist (GnRH-ant)
protocol group, a prolonged agonist protocol group, a short agonist protocol group, and
a long agonist protocol group. We compared the EP rate between each group. The study
protocol was approved by the ethics committee of the Ninth Hospital. Figure 1 shows the
flow chart of this study (Figure 1).
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2.2. Ovarian Stimulation, Monitoring and Oocyte Retrieval Operation

Controlled ovarian stimulation was performed under a GnRH-ant protocol, a long
agonist protocol, a short agonist protocol, or a prolonged agonist protocol, depending on
the patient’s condition.

Under the long agonist protocol, a long-acting gonadotropin-releasing hormone ag-
onist (GnRH-α) (leuprorelin acetate, 3.75 mg) was administered on day 2 to day 5 of the
cycle. If downregulation was quantified 35 days later, human menopausal gonadotropin
(hMG) (150–225 IU/day) would be given until the trigger day. In the prolonged agonist
protocol, extended-release GnRH-α 1.5–2.0 mg was administered on the twentieth day of
the menstrual cycle (MC), and reinjected 30 days later. Ovulation was initiated with hMG
if the estrogen level was lower than 40 pg/mL and the sinus follicle was of appropriate
size (4–6 mm) 12 days later. Under the short agonist protocol, triptorelin 0.1 mg/day was
administered from MC2, and hMG (150–225 IU/day) was injected from MC3. Under the
GnRH-ant protocol, hMG (150–225 IU/day) was given from MC3. When the dominant fol-
licle reached approximately 14 mm in diameter five days later, the gonadotropin-releasing
hormone (GnRH) antagonist, certrotide (0.125–0.25 mg/day), was administered until
trigger day.

Ovulation was triggered by 5000 IU hCG when three dominant follicles reached at least
18 mm in diameter or when one dominant follicle reached 20 mm in diameter, except for
the GnRH-ant protocol, which triggered ovulation with 0.1 mg triptorelin and 5000 IU hCG.
The timing of oocyte retrieval depended on the protocol.

All follicles ≥ 10 mm in diameter were aspirated using a double-lumen retrieval
needle under vaginal ultrasound guidance.

2.3. Insemination, and Embryo Culture

The retrieved oocytes were subjected to in vitro fertilization (IVF) or intracytoplasmic
sperm injection (ICSI), according to routine laboratory procedures. The quality of embryos
was observed on the third day, and graded according to Cummins standards [19], with
grade I and II embryos (6 cells and above) defined as high quality embryos. High quality
embryos were frozen through vitrification, while the rest were cultured until day 5/6, and
the good quality blastocysts were frozen for subsequent FET cycles.

2.4. Fresh Embryo Transfer

On the third day after oocyte retrieval, 1–2 high quality embryos were selected
to be transferred into the uterine cavity. Luteal support was started with oral proges-
terone (Duphaston) 40 mg/day and vaginal utrogestan 0.4 g/day on the day of oocyte
retrieval. The dose would be adjusted according to the pregnancy test results 14 days after
embryo transfer.

2.5. Endometrial Preparation and Frozen Embryo Transfer

Endometrial preparation and the FET were performed as described in our previous
study [20]. The endometrial preparation was performed under the natural cycle, the
ovulation cycle, or the hormone replacement cycle, according to the patient’s condition. The
natural cycle was used for patients with regular menstrual cycles, and the ovulation cycle
was indicated for patients with previous irregular menstrual cycles. Hormone replacement
therapy (HRT) was used if the patient had recurrent thin endometria on the natural or
ovulation cycle. For all three protocols, embryos aged 3 or 5–6 days old were thawed for
transfer on the third day of endometrium translation.

2.6. Outcome Measures

The primary outcome was the EP rate. The second outcome was the heterotopic
pregnancy rate. Serum β-hCG levels were measured 14 days after embryo transfer. If
β-hCG was positive, a vaginal ultrasound was performed 35 days after embryo transfer.
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EP was defined as a gestational sac observed via ultrasound outside of the uterine
cavity. Heterotopic pregnancy was defined as the coexistence of a clinical intrauterine preg-
nancy and an EP. EP rate was calculated as the number of EPs per 100 positive β-hCG tests
after IVF–ET. The heterotopic pregnancy rate was calculated as the number of heterotopic
pregnancies per 100 positive β-hCG tests after IVF–ET.

2.7. Statistical Analysis

All data were analyzed using the Statistical Package for Social Sciences version 26.0
(SPSS; IBM, Armonk, NY, USA). For continuous variables, the normality was measured
by the Kolmogorov–Smirnov test and Q-Q plots. If the data were normally distributed,
they were shown as the mean ± standard deviation, or else they were shown as median
(first quartile–third quartile). Student’s t-test (normal distribution) or a Mann–Whitney U
test (no normal distribution) was performed on the continuous variables; a chi-squared
test was performed on categorical variables. Categorical variables that do not satisfy the
chi-squared test were tested by Fisher’s precision probability test. We used binary logistic
regression to investigate the independent effect of embryo transfer type (fresh ET versus
FET) and different ovarian stimulation protocols on the odds ratio (OR) of EP, as well as the
regression model adjusted for age, body mass index (BMI), infertility duration, infertility
causes, history of ectopic pregnancy, nature cycle, number of embryos transferred, stage
of embryos transferred, and endometrial thickness. The logistic regression results were
shown as OR (95% confidence interval). p < 0.05 was considered statistically significant.

3. Results
3.1. Patient and Cycle Characteristics

A total of 16,050 hCG-positive IVF–ET cycles occurred during the study period, and
2 patients who were lost to follow-up after clinical pregnancy were excluded, resulting in
the inclusion of 16,048 IVF–ET cycles, including a total of 3803 cycles in the fresh ET group
and 12,245 cycles in the FET group (Figure 1). We found significant differences between
the two groups in terms of age, BMI, infertility duration, infertility diagnosis, history of EP,
number of embryos transferred, stage of embryos transferred, and endometrial thickness.
We included all of these characteristics as confounding factors in the regression equation
for the comparison of EP rates (Table 1).

Table 1. Patient demographics and cycle characteristics.

Characteristics ET Group (n = 3803) FET Group (n = 12,245) p Value

Age of women (year) 39.45 ± 5.999 35.19 ± 4.531 <0.001
BMI of women 21.74 ± 3.057 22.27 ± 3.367 <0.001
Infertility duration(year) 3.60 ± 2.996 3.07 ± 2.696 <0.001
Infertility causes, n (%)

Tubal factor 2364 (62.16%) 7058 (57.64%) <0.001
Male factor 551 (14.49%) 1587 (12.95%) <0.05
Endometriosis 155 (4.08%) 412 (3.36%) <0.05
PCOS 107 (2.81%) 849 (6.93%) <0.001
Uterine factor 51 (1.34%) 206 (1.68%) 0.14
DOR 48 (1.26%) 193 (1.58%) 0.16
Others 527 (13.86%) 1940 (15.84%) <0.01

History of ectopic pregnancy, n (%) 277 (7.28%) 1818 (14.85%) <0.001
Nature cycle, n (%)

Yes 0 (0.00%) 1281 (10.46%) <0.001
No 3803 (100.00%) 10,964 (89.54%) <0.001

No. of embryos transferred, n (%)
1 694 (18.25%) 4111 (33.57%) <0.001
2 2883 (75.81%) 8132 (66.41%) <0.001
3 224 (5.89%) 2 (0.02%) <0.001
4 2 (0.05%) 0 (0.00%) <0.05

Stage of embryos transferred, n (%)
Blastocyst 27 (0.71%) 3593 (29.34%) <0.001
Non-blastocyst 3776 (99.29%) 8741 (71.38%) <0.001
Endometrial thickness (mm) 11.54 ± 2.720 10.83 ± 2.434 <0.001

Abbreviations: ET= fresh embryo transfer; FET=frozen embryo transfer; BMI = body mass index; NS = no
significant difference; PCOS = polycystic ovary syndrome; DOR = Diminished ovarian reserve.
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3.2. Ectopic Pregnancy Outcome between FET and ET Group

Throughout the study, 336 EPs occurred, with 82 in the ET group and 254 in the FET
group. The total EP rate was 2.09%. The EP rate was 2.16% in the ET group and 2.07% in
the FET group. A total of 47 heterotopic pregnancies occurred during the study, 14 in the
ET group, and 33 in the FET group. The total heterotopic pregnancy rate was 0.29%. The
heterotopic pregnancy rate in the ET group was 0.37% and 0.27% in the FET group. We
found that the ectopic and heterotopic pregnancy rates were lower in the FET group than
in the ET group, but there was no statistical difference (Table 2).

Table 2. Ectopic pregnancy rate between ET and FET groups.

ET Group (n = 3803) FET Group (n = 12,245) p Value

Ectopic pregnancy, n (%) 82 (2.16%) 254 (2.07%) 0.76
Heterotopic pregnancy, n (%) 14 (0.37%) 33 (0.27%) 0.33

To clarify whether the type of embryo transfer (ET or FET) was a risk factor for EP after
IVF–ET, relevant maternal characteristics and embryo transfer procedure characteristics
were used as confounders. The logistic regression results showed no statistical difference
in EP risk between the FET and ET groups (crude OR 0.96 (0.75–1.24), p > 0.05; adjusted
OR 0.93 (0.71–1.22), p > 0.05). Similarly, there was no statistical difference in heterotopic
pregnancy risk between the FET and ET groups (crude OR 0.73 (0.39–1.37), p > 0.05; adjusted
OR 0.72 (0.34–1.50), p > 0.05) (Table 3).

Table 3. Crude and adjusted odds ratios (OR) of ectopic pregnancy and heterotopic pregnancy
between ET and FET groups (all p > 0.05).

Ectopic Pregnancy Heterotopic Pregnancy

Crude OR
(95% CI)

Adjusted OR
(95% CI)

Crude OR
(95% CI)

Adjusted OR
(95% CI)

ET group Reference Reference Reference Reference
FET group 0.96 (0.75–1.24) 0.93 (0.71–1.22) 0.73 (0.39–1.37) 0.72 (0.34–1.50)

3.3. Ectopic Pregnancy Outcome between Different Ovarian Stimulation Groups in ET Cycles

Moreover, we explored whether different ovarian stimulation protocols in ET cy-
cles had an impact on EP rate. Our results showed that 3803 fresh ET cycles included
1535 GnRH-ant protocols, 578 prolonged agonist protocols, 490 short agonist protocols,
and 1200 long agonist protocols. The total EP rate was 2.16% (82/3803), 3.32% (51/1535)
in the GnRH-ant protocol group, 1.90% (11/578) in the prolonged agonist protocol group,
1.84% (9/490) in the short agonist protocol group, and 0.92% (11/1200) in the long agonist
protocol group. The EP rate in the long agonist protocol group was significantly lower than
that in the GnRH-ant protocol group (0.92% vs. 3.32%, p < 0.05). No difference in EP rate
was noted between all groups. The total heterotopic pregnancy rate was 0.37% (14/3803),
0.39% (6/1535) in the GnRH-ant protocol group, 0.17% (1/578) in the prolonged agonist
protocol group, 0.41% (2/490) in the short agonist protocol group, and 0.42% (5/1200) in
the long agonist protocol group. No difference in heterotopic pregnancy rate was noted
between all groups (Table 4).

The logistic regression results showed that, after adjustment for EP history and other
covariates, the OR for EP (vs. GnRH-ant protocol group) was 0.59 (0.30–1.16) for the pro-
longed agonist protocol, 0.81 (0.38–1.71) for the short agonist protocol, and 0.45 (0.22–0.93)
for the long agonist protocol. The long agonist protocol in ET cycles had a significantly
lower risk of EP than the GnRH-ant protocol. The OR for heterotopic pregnancy rate
(vs. the GnRH-ant protocol group) was 0.43 (0.05–3.58) for the prolonged agonist protocol,
1.05 (0.19–5.84) for the short agonist protocol, and 1.00 (0.26–3.92) for the long agonist
protocol. The risk of heterotopic pregnancy in different ovarian stimulation protocols was
comparable (Table 5).
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Table 4. Ectopic pregnancy rate between different ovarian stimulation groups in ET cycles (a: long
agonist protocol compared with GnRH-ant protocol, p < 0.05).

GnRH-ant Protocol
(n = 1535)

Prolonged Agonist Protocol
(n = 578)

Short Agonist Protocol
(n = 490)

Long Agonist Protocol
(n = 1200)

Ectopic pregnancy, n (%) 51 (3.32%) 11 (1.90%) 9 (1.84%) 11 (0.92%) a

Heterotopic pregnancy, n (%) 6 (0.39%) 1 (0.17%) 2 (0.41%) 5 (0.42%)

Table 5. Crude and adjusted odds ratios (OR) of ectopic pregnancy and heterotopic pregnancy
between different ovarian stimulation groups in ET cycles (* p < 0.05, *** p < 0.001).

Ectopic Pregnancy Heterotopic Pregnancy

Crude OR (95% CI) Adjusted OR (95% CI) Crude OR (95% CI) Adjusted OR (95% CI)

GnRH-ant protocol Reference Reference Reference Reference
prolonged agonist protocol 0.57 (0.29–1.09) 0.59 (0.30–1.16) 0.44 (0.05–3.68) 0.43 (0.05–3.58)
short agonist protocol 0.54 (0.27–1.11) 0.81 (0.38–1.71) 1.04 (0.21–5.19) 1.05 (0.19–5.84)
long agonist protocol 0.27 (0.14–0.52) *** 0.45 (0.22–0.93) * 1.07 (0.33–3.50) 1.00 (0.26–3.92)

4. Discussion

The first pregnancy reported after IVF–ET was a tubal pregnancy [21]. In recent years,
significant advances have been made in assisted reproductive technology, but EP remains
an important complication of IVF–ET. The EP rate after IVF–ET was 2.09% in our center
from January 2013 to March 2022, which was consistent with global data [22]. In assisted
reproduction, the occurrence of EP is not only a waste of precious embryos, but may also
lead to a loss of function of the affected fallopian tube. Although conservative treatment
or surgical removal of the affected fallopian tube does not affect ovarian response [23],
the incidence of EP in a second pregnancy is significantly higher [24]. Therefore, it is
particularly important to reduce the incidence of EP in ART.

The prevalence of the freeze-all policy in reproductive medicine is rising globally. The
question of whether FET is a protective factor for EP after IVF–ET has been controversial.
Our study concluded that the EP rate was slightly lower in FET cycles than in fresh ET
cycles, but there was no significant difference (2.16% vs. 2.07%, p > 0.05), and logistic
regression results showed no statistical difference in EP risk between the FET and ET
groups (adjusted OR 0.93 (0.71–1.22), p > 0.05). Our findings were consistent with many
other studies. Decleer’s team found that the incidence of the EPs per established clinical
pregnancy was 1.92% for the fresh ET cycles vs. 1.28% for the FET cycles, which had no
significant difference in a large cohort of 11,831 patients [18]. Bu’s team found a similar
conclusion in a 6-year, single-center study of 18,432 pregnancies [16].

Compared to previous studies, our study included risk factors associated with EP after
IVF–ET to adjust the final outcome. In particular, the inclusion of history of EP as an impor-
tant factor made the results more accurate. In some previous studies with large samples,
Santos’s team analyzed 161,967 pregnancies from database of the Human Fertilisation and
Embryology Authority, and came to the same conclusion that we reached [25]. Perkins’s
team found EP rate in FET was lower than that in ET after analyzing 553,577 pregnancies
from the database of the National Assisted Reproductive Technology Surveillance Sys-
tem [26]. However, well-established risk factors of EP, such as history of EP, could not be
assessed due to the use of these particular data. Our study took this problem into account,
and improved the accuracy of the findings. Tubal infertility is the main factor impacting
EP rate in IVF–ET cycles [16], and an infertility disease database (IDBB) may help us to
decipher the mechanisms at play between tubal infertility and EP in the future [27].

Compared to fresh ET cycles, the hormone levels of patients in FET cycles are closer to
physiological conditions. Controlled hyperovulation in the fresh ET cycles may increase
the junctional zone contractility to expel the embryo from the uterine cavity [28]. The
endometrium of the natural cycle is most tolerant during the implantation window. Con-
trolled hyperovulation may cause the advancement of endometrial maturation [29] and
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reduce the endometrial tolerance, which may cause embryo–endometrium asynchrony,
affecting the implantation [30]. Hormone levels in the supraphysiological state during
controlled hyperovulation may also affect the fallopian tubes by increasing the expression
of inflammatory factors and affecting ciliary-beat frequency [31,32]. Mock embryo transfer
has shown that 38% of the transfer fluid may back up into the fallopian tube [33]. Thus,
altered hormone levels during controlled hyperovulation may increase uterine contractions,
prevent normal endometrial implantation of the transferred embryo and cause impaired
tubal peristalsis or an abnormal expression of inflammatory factors, all of which can lead
to EP.

We further analyzed the EP rate between different ovarian stimulation groups in
ET cycles. The EP rate and risk in long agonist protocol group were significantly lower
than that in the GnRH-ant protocol group (0.92% vs. 3.32%, p < 0.05) (OR 0.45 (0.22–0.93),
p < 0.05). Our findings were consistent with Laura’s results, which showed the odds of EP
observed in GnRH antagonist cycles were higher than in the GnRH agonist flare cycles (OR
1.19 (1.04–1.37), p < 0.001) [34]. In addition, Weiss’s team found a 5.53% EP rate under the
GnRH-ant protocol [35]. However, little is known about the effects of extrapituitary GnRH
on early implantation processes. Alternatively, the immune response system may play an
important role in the interaction between embryonic and maternal tissues [34].

Our study had some limitations. First, our study was a retrospective observational
study that assigned patients to different treatment groups based on clinical practice, which
lead to selection bias. Therefore, further prospective cohort studies should be conducted.
Second, our clinical data were all from one reproductive center. Therefore, further research
on this topic is needed to gain support from multiple reproductive centers.

Our study demonstrated a slightly lower rate of EP in FET cycles than in fresh ET
cycles, but there was no significant difference. The long agonist protocol in ET cycles
had a significantly lower risk of EP than the GnRH-ant protocol. Due to the large sample
size, there was a statistically significant difference between the two groups in terms of
maternal and cycle characteristics of the patients, but the actual difference was small, and
we performed logistic regression analysis of all these characteristics as confounders to
adjust the results.

Author Contributions: Conceptualization, Z.H., Y.K. and X.L.; methodology, Z.H., D.L., Q.C., W.C.,
Q.L., R.C., Y.K. and X.L.; software, Z.H. and D.L.; validation, Q.C., W.C., Q.L., R.C., Y.K. and X.L.;
formal analysis, Z.H. and X.L.; investigation, Q.C., W.C., Q.L., R.C. and X.L.; resources, Y.K. and X.L.;
data curation, Z.H. and D.L.; writing—original draft preparation, Z.H.; writing—review and editing,
D.L., Q.C., W.C., Q.L., R.C., Y.K. and X.L.; visualization, Z.H.; supervision, Y.K. and X.L.; project
administration, Y.K. and X.L.; funding acquisition, Y.K. and X.L. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was supported by grants from National Natural Science Foundation of
China (No. 81873856), the “Two-hundred Talent” (20191814), Shanghai Health and Family Planning
Commission (201940287) and National Key R&D Program of China (2018YFC1003000).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and was approved by the ethics committee of Ninth People’s Hospital of Shanghai
JiaoTong University School of Medicine.

Informed Consent Statement: Patient consent was not applicable and waived due to the retrospec-
tive nature of the retrospective study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: We gratefully acknowledge all staff of the department of assisted reproduction
in Shanghai Ninth People’s Hospital for their support and cooperation.

Conflicts of Interest: The authors declare no conflict of interest.



J. Clin. Med. 2022, 11, 3386 8 of 9

References
1. Marcus, S.F.; Brinsden, P.R. Analysis of the incidence and risk factors associated with ectopic pregnancy following in-vitro

fertilization and embryo transfer. Hum. Reprod. 1995, 10, 199–203. [CrossRef] [PubMed]
2. Clayton, H.B.; Schieve, L.A.; Peterson, H.B.; Jamieson, D.J.; Reynolds, M.A.; Wright, V.C. Ectopic pregnancy risk with assisted

reproductive technology procedures. Obstet. Gynecol. 2006, 107, 595–604. [CrossRef] [PubMed]
3. Pisarska, M.D.; Carson, S.A.; Buster, J.E. Ectopic pregnancy. Lancet 1998, 351, 1115–1120. [CrossRef]
4. Chang, H.J.; Suh, C.S. Ectopic pregnancy after assisted reproductive technology: What are the risk factors? Curr. Opin. Obstet.

Gynecol. 2010, 22, 202–207. [CrossRef] [PubMed]
5. Refaat, B.; Dalton, E.; Ledger, W.L. Ectopic pregnancy secondary to in vitro fertilisation-embryo transfer: Pathogenic mechanisms

and management strategies. Reprod. Biol. Endocrinol. 2015, 13, 30. [CrossRef] [PubMed]
6. Killick, S.R. Ultrasound and the receptivity of the endometrium. Reprod. Biomed. Online 2007, 15, 63–67. [CrossRef]
7. Lesny, P.; Killick, S.R. The junctional zone of the uterus and its contractions. BJOG 2004, 111, 1182–1189. [CrossRef]
8. Paltieli, Y.; Eibschitz, I.; Ziskind, G.; Ohel, G.; Silbermann, M.; Weichselbaum, A. High progesterone levels and ciliary dysfunction—

A possible cause of ectopic pregnancy. J. Assist. Reprod. Genet. 2000, 17, 103–106. [CrossRef]
9. Fanchin, R.; Ayoubi, J.M.; Olivennes, F.; Righini, C.; de Ziegler, D.; Frydman, R. Hormonal influence on the uterine contractility

during ovarian stimulation. Hum. Reprod. 2000, 15, 90–100. [CrossRef]
10. Martinez-Conejero, J.A.; Simon, C.; Pellicer, A.; Horcajadas, J.A. Is ovarian stimulation detrimental to the endometrium? Reprod.

Biomed. Online 2007, 15, 45–50. [CrossRef]
11. Ishihara, O.; Kuwahara, A.; Saitoh, H. Frozen-thawed blastocyst transfer reduces ectopic pregnancy risk: An analysis of single

embryo transfer cycles in Japan. Fertil. Steril. 2011, 95, 1966–1969. [CrossRef] [PubMed]
12. Huang, B.; Hu, D.; Qian, K.; Ai, J.H.; Li, Y.F.; Jin, L.; Zhu, G.J.; Zhang, H.W. Is frozen embryo transfer cycle associated with a

significantly lower incidence of ectopic pregnancy? An analysis of more than 30,000 cycles. Fertil. Steril. 2014, 102, 1345–1349.
[CrossRef] [PubMed]

13. Londra, L.; Moreau, C.; Strobino, D.; Garcia, J.; Zacur, H.; Zhao, Y.L. Ectopic pregnancy after in vitro fertilization: Differences
between fresh and frozen-thawed cycles. Fertil. Steril. 2015, 104, 110–118. [CrossRef] [PubMed]

14. Pyrgiotis, E.; Sultan, K.M.; Neal, G.S.; Liu, H.C.; Grifo, J.A.; Rosenwaks, Z. Ectopic Pregnancies after in-Vitro Fertilization and
Embryo-Transfer. J. Assist. Reprod. Gen. 1994, 11, 79–84. [CrossRef] [PubMed]

15. Silva, C.; Trimarchi, J.; Keefe, D.; Frankfurter, D. High incidence of ectopic pregnancy following frozen embryo transfer. Fertil.
Steril. 2003, 80, S178. [CrossRef]

16. Bu, Z.; Xiong, Y.; Wang, K.; Sun, Y. Risk factors for ectopic pregnancy in assisted reproductive technology: A 6-year, single-center
study. Fertil. Steril. 2016, 106, 90–94. [CrossRef]

17. Jun, S.H.; Milki, A.A. Ectopic pregnancy rates with frozen compared with fresh blastocyst transfer. Fertil. Steril. 2007, 88, 629–631.
[CrossRef]

18. Decleer, W.; Osmanagaoglu, K.; Meganck, G.; Devroey, P. Slightly lower incidence of ectopic pregnancies in frozen embryo transfer
cycles versus fresh in vitro fertilization-embryo transfer cycles: A retrospective cohort study. Fertil. Steril. 2014, 101, 162–165.
[CrossRef]

19. Cummins, J.M.; Breen, T.M.; Harrison, K.L.; Shaw, J.M.; Wilson, L.M.; Hennessey, J.F. A formula for scoring human embryo
growth rates in in vitro fertilization: Its value in predicting pregnancy and in comparison with visual estimates of embryo quality.
J. Vitr. Fertil. Embryo Transf. 1986, 3, 284–295. [CrossRef]

20. Du, T.; Chen, H.; Fu, R.; Chen, Q.J.; Wang, Y.; Mol, B.W.; Kuang, Y.P.; Lyu, Q.F. Comparison of ectopic pregnancy risk among
transfers of embryos vitrified on day 3, day 5, and day 6. Fertil. Steril. 2017, 108, 108–116.e1. [CrossRef]

21. Steptoe, P.C.; Edwards, R.G. Reimplantation of a human embryo with subsequent tubal pregnancy. Lancet 1976, 1, 880–882.
[CrossRef]

22. Society for Assisted Reproductive Technology; American Society for Reproductive Medicine. Assisted reproductive technology in
the United States: 2001 results generated from the American Society for Reproductive Medicine/Society for Assisted Reproductive
Technology registry. Fertil. Steril. 2007, 87, 1253–1266. [CrossRef] [PubMed]

23. Wiser, A.; Gilbert, A.; Nahum, R.; Orvieto, R.; Haas, J.; Hourvitz, A.; Weissman, A.; Younes, G.; Dirnfeld, M.; Hershko, A.; et al.
Effects of treatment of ectopic pregnancy with methotrexate or salpingectomy in the subsequent IVF cycle. Reprod. Biomed. Online
2013, 26, 449–453. [CrossRef] [PubMed]

24. Weigert, M.; Gruber, D.; Pernicka, E.; Bauer, P.; Feichtinger, W. Previous tubal ectopic pregnancy raises the incidence of repeated
ectopic pregnancies in in vitro fertilization-embryo transfer patients. J. Assist. Reprod. Genet. 2009, 26, 13–17. [CrossRef] [PubMed]

25. Santos-Ribeiro, S.; Tournaye, H.; Polyzos, N.P. Trends in ectopic pregnancy rates following assisted reproductive technologies in
the UK: A 12-year nationwide analysis including 160,000 pregnancies. Hum. Reprod. 2016, 31, 393–402. [CrossRef] [PubMed]

26. Perkins, K.M.; Boulet, S.L.; Kissin, D.M.; Jamieson, D.J.; National ART Surveillance (NASS) Group. Risk of ectopic pregnancy
associated with assisted reproductive technology in the United States, 2001–2011. Obstet. Gynecol. 2015, 125, 70–78. [CrossRef]

27. Wu, J.; Li, D.; Liu, X.; Li, Q.; He, X.; Wei, J.; Li, X.; Li, M.; Rehman, A.U.; Xia, Y.; et al. IDDB: A comprehensive resource featuring
genes, variants and characteristics associated with infertility. Nucleic Acids Res. 2021, 49, D1218–D1224. [CrossRef]

28. Lesny, P.; Killick, S.R.; Robinson, J.; Maguiness, S.D. Transcervical embryo transfer as a risk factor for ectopic pregnancy. Fertil.
Steril. 1999, 72, 305–309. [CrossRef]

http://doi.org/10.1093/humrep/10.1.199
http://www.ncbi.nlm.nih.gov/pubmed/7745054
http://doi.org/10.1097/01.AOG.0000196503.78126.62
http://www.ncbi.nlm.nih.gov/pubmed/16507930
http://doi.org/10.1016/S0140-6736(97)11476-3
http://doi.org/10.1097/GCO.0b013e32833848fd
http://www.ncbi.nlm.nih.gov/pubmed/20216415
http://doi.org/10.1186/s12958-015-0025-0
http://www.ncbi.nlm.nih.gov/pubmed/25884617
http://doi.org/10.1016/S1472-6483(10)60693-1
http://doi.org/10.1111/j.1471-0528.2004.00350.x
http://doi.org/10.1023/A:1009465900824
http://doi.org/10.1093/humrep/15.suppl_1.90
http://doi.org/10.1016/S1472-6483(10)60690-6
http://doi.org/10.1016/j.fertnstert.2011.02.015
http://www.ncbi.nlm.nih.gov/pubmed/21377154
http://doi.org/10.1016/j.fertnstert.2014.07.1245
http://www.ncbi.nlm.nih.gov/pubmed/25241365
http://doi.org/10.1016/j.fertnstert.2015.04.009
http://www.ncbi.nlm.nih.gov/pubmed/25956363
http://doi.org/10.1007/BF02215992
http://www.ncbi.nlm.nih.gov/pubmed/7529603
http://doi.org/10.1016/S0015-0282(03)01372-4
http://doi.org/10.1016/j.fertnstert.2016.02.035
http://doi.org/10.1016/j.fertnstert.2006.12.005
http://doi.org/10.1016/j.fertnstert.2013.10.002
http://doi.org/10.1007/BF01133388
http://doi.org/10.1016/j.fertnstert.2017.05.027
http://doi.org/10.1016/S0140-6736(76)92096-1
http://doi.org/10.1016/j.fertnstert.2006.11.056
http://www.ncbi.nlm.nih.gov/pubmed/17276436
http://doi.org/10.1016/j.rbmo.2013.01.018
http://www.ncbi.nlm.nih.gov/pubmed/23518030
http://doi.org/10.1007/s10815-008-9278-2
http://www.ncbi.nlm.nih.gov/pubmed/19020971
http://doi.org/10.1093/humrep/dev315
http://www.ncbi.nlm.nih.gov/pubmed/26724796
http://doi.org/10.1097/AOG.0000000000000584
http://doi.org/10.1093/nar/gkaa753
http://doi.org/10.1016/S0015-0282(99)00226-5


J. Clin. Med. 2022, 11, 3386 9 of 9

29. Kolibianakis, E.; Bourgain, C.; Albano, C.; Osmanagaoglu, K.; Smitz, J.; Van Steirteghem, A.; Devroey, P. Effect of ovarian
stimulation with recombinant follicle-stimulating hormone, gonadotropin releasing hormone antagonists, and human chorionic
gonadotropin on endometrial maturation on the day of oocyte pick-up. Fertil. Steril. 2002, 78, 1025–1029. [CrossRef]

30. Shapiro, B.S.; Daneshmand, S.T.; Garner, F.C.; Aguirre, M.; Thomas, S. Large blastocyst diameter, early blastulation, and low
preovulatory serum progesterone are dominant predictors of clinical pregnancy in fresh autologous cycles. Fertil. Steril. 2008,
90, 302–309. [CrossRef]

31. Shao, R.; Egecioglu, E.; Weijdegard, B.; Kopchick, J.J.; Fernandez-Rodriguez, J.; Andersson, N.; Billig, H. Dynamic regulation of
estrogen receptor-alpha isoform expression in the mouse fallopian tube: Mechanistic insight into estrogen-dependent production
and secretion of insulin-like growth factors. Am. J. Physiol. Endocrinol. Metab. 2007, 293, E1430–E1442. [CrossRef] [PubMed]

32. Nakahari, T.; Nishimura, A.; Shimamoto, C.; Sakai, A.; Kuwabara, H.; Nakano, T.; Tanaka, S.; Kohda, Y.; Matsumura, H.; Mori, H.
The regulation of ciliary beat frequency by ovarian steroids in the guinea pig Fallopian tube: Interactions between oestradiol and
progesterone. Biomed. Res. 2011, 32, 321–328. [CrossRef] [PubMed]

33. Knutzen, V.; Stratton, C.J.; Sher, G.; McNamee, P.I.; Huang, T.T.; Soto-Albors, C. Mock embryo transfer in early luteal phase, the
cycle before in vitro fertilization and embryo transfer: A descriptive study. Fertil. Steril. 1992, 57, 156–162. [CrossRef]

34. Londra, L.; Moreau, C.; Strobino, D.; Bhasin, A.; Zhao, Y. Is the type of gonadotropin-releasing hormone suppression protocol for
ovarian hyperstimulation associated with ectopic pregnancy in fresh autologous cycles for in vitro fertilization? Fertil. Steril.
2016, 106, 666–672. [CrossRef] [PubMed]

35. Weiss, A.; Beck-Fruchter, R.; Golan, J.; Lavee, M.; Geslevich, Y.; Shalev, E. Ectopic pregnancy risk factors for ART patients
undergoing the GnRH antagonist protocol: A retrospective study. Reprod. Biol. Endocrinol. 2016, 14, 12. [CrossRef]

http://doi.org/10.1016/S0015-0282(02)03323-X
http://doi.org/10.1016/j.fertnstert.2007.06.062
http://doi.org/10.1152/ajpendo.00384.2007
http://www.ncbi.nlm.nih.gov/pubmed/17848632
http://doi.org/10.2220/biomedres.32.321
http://www.ncbi.nlm.nih.gov/pubmed/22033301
http://doi.org/10.1016/S0015-0282(16)54793-1
http://doi.org/10.1016/j.fertnstert.2016.05.019
http://www.ncbi.nlm.nih.gov/pubmed/27320035
http://doi.org/10.1186/s12958-016-0146-0

	Introduction 
	Materials and Methods 
	Study Design and Participants 
	Ovarian Stimulation, Monitoring and Oocyte Retrieval Operation 
	Insemination, and Embryo Culture 
	Fresh Embryo Transfer 
	Endometrial Preparation and Frozen Embryo Transfer 
	Outcome Measures 
	Statistical Analysis 

	Results 
	Patient and Cycle Characteristics 
	Ectopic Pregnancy Outcome between FET and ET Group 
	Ectopic Pregnancy Outcome between Different Ovarian Stimulation Groups in ET Cycles 

	Discussion 
	References

