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MESSAGE FROM THE
PRESIDENT DESK

Dr.	Sudha	Prasad
President- IFS

Dr Sudha Prasad 
President - IFS

It is indeed a great privilege and pleasure for me to present this “IFS Conversation”. The sole purpose 

of getting these conversations is to showcase the various recent academic activities conducted by our 

extremely enthusiastic and committed members spread over 27 chapters across India and abroad.

Dear	Friends,

The aim of this conversation is to deduce whether this strategy is bene�icial in high responders, intermediate or in low responders with 

respect to the outcomes of live births so as to get a clear picture whether the freeze-all cycles are preferable for all patients.

The topic of this conversation is “Universal Freezing: Are we ready as yet?”. Freeze-All is the term used to de�ine the strategy of cryopreserving 

all the embryos formed after in vitro fertilization and transferring them in segmented cycle into a more physiologic endometrium. This 

strategy has been practiced traditionally in cycles at risk of OHSS, PGT cycles, poor maternal health on the day of transfer or endometrial 

issues. However, Universal Freeze-All strategy involves the freezing of all embryos despite the above mentioned causes. This strategy as we 

know was devised in order to overcome a possible negative in�luence of supraphysiological steroids witnessed in fresh transfers on 

implantation and live births.

Long live IFS! 

In the end, I congratulate the editorial team for their excellent hard work and dedication to plan and prepare this news bulletin and wish all 

readers a very rewarding and pleasant reading. 

11. PCOS

Convenor             :       Dr Sandeep Talwar
Co Convenor       :       Dr Reeta Mahey

13. REPRODUCTIVE ENDOCRINOLOGY
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Co Convenor       :       Dr SMR Rehman
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Warms Regards and  best wishes,   



MESSAGE FROM THE
SECRETARY DESK

Dr.	Neena	Malhotra

Secretary - IFS

The theme “Universal	Freezing:	Are	we	ready	as	yet?” is very aptly thought and delivered in a time 

Dear	Members	and	Friends

It gives me pleasure to forward yet another volume of IFS Conversation, upholding the academic 
commitments of the society. The promising editorial team have appreciably kept the deadlines in 
bringing out the volume despite the tribulations of the present times. 
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when we have mastered the Art and Science of Vitri�ication, with excellent survival of frozen embryos, yet evidence on improved live 
birth rate comes signi�icantly for hyper-responders and patients undergoing PGT-A. Whether we translate it to normo- responders 
comes at a cost of procedure, besides putting the mothers at risk of pre-eclampsia and new-borns to macrosomia , adding further 
�inancial burden from perinatal morbidity. This issue contributes to the upcoming developments on the subject of Elective freezing 
unfolding the many dilemmas and controversies on the subject. Hope our readers will �ind this issue resolving some of the 
controversies and dilemmas. Congratulations to the sustained team efforts of the editorial committee and the contributors of this issue 
of IFS Conversation. 

Good wishes

Dr Sudha Prasad 
President - IFS

Dr Neena Malhotra
Secretary - IFS

Dr Neena Malhotra
Secretary - IFS



MESSAGE FROM THE
EDITOR’S DESK

Dr.	Shweta	Mittal	Gupta
Editor - IFS Jt. Editor - IFS

INDIAN FERTILITY SOCIETY INITIATIVES

Dear	Members	&	Friends,

Please accept greetings from the editorial team . We present before you the second issue of IFS conversation this year .

As we are aware that our  nation is facing unprecedented covid-19 pandemic situation and the outbreak has disrupted life of 
billions around the globe, we at IFS are determined to face the challenge by ensuring that relevant academic content reaches  
all our members online . We believe in going green and the IFS Conversation  will be circulated digitally.

This issue of IFS conversation is dedicated at “ Universal Freezing -  are we ready as yet ?” The improvements in vitri�ication 
technology and the good outcomes obtained in assisted reproductive technologies have supported new indications for 
freezing and segmentation of treatment. Still there are some controversies regarding evidence that suggest that freeze-all is 
not "for all," but should be individualized.

We are thankful to experts who have given their valuable contribution. on this topic of fresh versus frozen embryo transfers . 
You will also �ind all the academic activities done under the aegis of IFS during the period between July – Sept 2020 . Many of 
these are still available online for you to access . Many of our members presented their work this year at virtual ESHRE 2020 . 
You will get a glimpse  some of these presentations . 

Happy reading !

Dr.	Shweta	Mittal	Gupta	    Dr.	Rashmi	Sharma
              Editor,  IFS          Joint Editor,  IFS

We welcome our members to contribute scienti�ic content in forth coming issues of IFS conversation. we will be more than 
happy to publish all your academic achievements & awards at national or international level.

Dr	Rashmi	Sharma

5IFS Conversations (Volume : 12)

For Details Visit 
www.indianfertilitysociety.org

We at IFS are determined to stand up to challenges faced by all of us in view of the lockdown and now when lockdown has slowly been 
eased out , the challenges will still continue . We will ensure that all relevant academic contents reach all our members through the 
website. We believe in going green and all our bulletins will be circulated through emails.

Dear	Members	&	Friends,

We extend our grettings from the new editorial team of Indian Fertility Society.
Entire nation is facing covid-19 pandemic. Admist this Indian fertility society has taken a lead in continuing academics and medical 
education.A series of webinars have been organized to bene�it all members. IFS has recommended certain guidelines during COVID.

This issue of IFS conversation would be giving you all the information of different webinars  and journal clubs held. Many of them are still 
available for viewing and members who missed attending them can take bene�it by viewing. This issue is dedicated at onco fertility and are 
thankful to authors for simplifying complex topic of fertility in cancer patients. 

We welcome our members to contribute scienti�ic content in forth coming IFS conversation. We will be more than happy to publish all 
your academic achievements and awards at national or international level.

              Editor,  IFS          Joint Editor,  IFS

Happy reading

Dr.	Shweta	Mittal	Gupta	    Dr.	Rashmi	Sharma

INDIAN FERTILITY SOCIETY STATEMENT
(14 April, 2020)

COVID-19 & FERTILITY

RECOMMENDATIONS FOR CLINICS & PATIENTS



Email:	dr

Dr	Shweta	Mittal

Email:	mshwets@hotmail.com

The freeze-all strategy ia a popular alternative to 
fresh embryo transfer (ET) during in vitro 
fertilization (IVF) cycles. Success of IVF depends not 
only on embryo quality, but also on endometrial 
receptivity. Embryo-endometrium interaction and 
alteration in uterine milieu due to 
supraphysiological hormonal levels, which occurs 
during ovarian stimulation, may bring about 
reduction in IVF results due to change in histological 
pattern of endometrium,stromal glandular 
dyssynchrony and altered expression of adhesion 
molecules like integrins1,2 especially after fresh 
embryo transfer, when compared to frozen embryo 
transfers (FET). This would ultimately lead to not 
only reduction in pregnancy rates but also poorer 
obstetrical & perinatal  outcomes.The concept of 
delaying embryo transfer to a frozen cycle can 
overcome the deleterious effects of controlled 
ovarian stimulation over the endometrium , therby 
improving outcomes 3,4.In the freeze-all strategy, 
the entire cohort of embryos is cryopreserved (not 
just the "second best"), and the best embryos are 
transferred in a later cycle into a more physiologic 
endometium5

Indications	for	“Freeze	all	“

A fresh cycle in which all suitable embryos are 
frozen is known as a ‘freeze-all’ or ‘freeze-only’ 
cycle. With improved success of embryo 
cryopreservation, the indications for embryo 
freezing have widened. 

All IVF cycles triggered with GnRH agonist without 
low dose hCG supplementation,would require 
elective freezing of embryos so as to optimize 
pregnancy rates and to avoid low pregnancy rates 
subsequent to premature demise of corpus luteum 
and defective luteal phase without presence of hCG 

One of the commonest reasons for an freeze-all 
strategy is hyperresponders with increased risk of 
ovarian hyperstimulation syndrome (OHSS). If 
during an IVF cycle despite having high estradiol 
levels, hCG was administered or in case of a 
downregulated cycle showing hpyper response,no 
other alternative would be left other than 
administering hCG. These cycles would impose 
greater risk of OHSS, if in a fresh cycle embryos are 
transferred, resulting in  pregnancy and release of 
endogenous hCG6. This is associated with an 
increase in the in�lammatory mediator vascular 
endothelial growth factor and a prolonged, more 
severe clinical course of OHSS.Thus  freeze-all 
approach prevents in such cases development of late 
OHSS. Cochrane meta-analysis suggests that if the 
rate of OHSS is 7% following fresh transfer, in the 
freeze-all approach it is 1–3% when triggered with 
hCG even in normal responder group7.

Blastocyst transferred on day �ive is more 
physiolgical as compared to slow-developing 
embryos, which become blastocysts on day 6. These 
day 6 embryos, if transferred in a fresh embryo 
transfer cycle will result in lower pregnancy rates 
due to advanced endometrium, out of synchrony 
with the endometrial window of implantation. 
Several studies demonstrate higher pregnancy rates 
when day-6 embryos are cryopreserved and 
resynchronised with the endometrium in a 
subsequent FET cycle compared with fresh transfer 
on day 6.9

Other indications for elective freezing of all embryos 
are uterine abnormality identi�ied during ovarian 
stimulation (e.g. endometrial polyp identi�ied during 
the cycle, �luid in the endometrium,thick or thin 
endometrium).Complications of egg-collection 
procedure (e.g. intraperitoneal bleeding, damage to 
viscera, pelvic infection.Social factors (unable to 
attend embryo transfer or need to defer 
pregnancy).Raised progesterone on day of trigger 
injection is a commonly practised strategy for 
elective cryopreservation of all embryos in a 
particular cycle.10,11

in circulation leading to profound LH de�iciency and 
progesterone secretion by corpus luteum.8

Moving towards selective single embryo transfer 
would further defer fresh embryo transfers as 
improved outcomes after embryo cryopreservation 
and FET have allowed IVF centres to adopt to a 
policy of elective single embryo transfer, while 
maintaining cumulative live-birth rates.This would 
tremendously reduce chance of multiple pregnancy. 
12

Planned freeze-all is a commonly practised policy in 
patients undergoing IVF with the use of 
pre-implantation genetic testing, wherein embryos 
can be biopsied and cryopreserved, while genetic 
analysis is undertaken.It also allows accumulating 
more embryos especially in cases of PGT for 
monogenic disorders and in advanced maternal age 
before proceeding for genetic analysis. Elective 
cryopreservation of all embryos is a viable option 
for fertility preservation in those due to undergo 
gonadotoxic therapy. There has been an increasing 
trend towards freezing all embryos when dealing 
with cases of  recurrent implantation failure.

Senior	consultant,	Centre	of	IVF	&	

Human	Reproduction

Sir	Ganga	Ram	Hospital

Should	we	“cool	off”	all	embryos?	

indications	for	segmental	IVF

Unplanned elective freezing Planned elective freezing 

Risk of ovarian hyperstimulation  Preimplantation genetic testing 

Uterine abnormality like endometrial 

polyp,fluid,thick/thin endometrium etc 

Fertility preservation 

High progesterone of day of trigger Recurrent implantation failure 

GnRH agonist trigger without hCG 

rescue 

 

All blastocysst formed on day 6  

 
Table	1:	Summary	of	indications	for	elective	
freezing	of	all	embryos

Improved embryology techniques 13,14,15

In order to reduce multiple pregnancies and to observe 
embryo growth beyond the stage of embryonic arrest,more 
embryos are frozen at blastocyst stage. Evidence suggests 
improved live-birth rates following transfer of embryos 
cryopreserved at the blastocyst stage compared with 
embryos at cleavage stages.

IVF practices have changed tremendously over a period of 
last decade. Though there are valid indication for freeze all 
policy for embryos, though not all patients should be 
offered freeze all strategy barring indications, which 
absolutely makes it essential to freeze so as to either bring 
better health and safety to the patient or to improve 
cahnce of pregnancy16. Additionally all legal & ethical 
issues pertaing to embryo cryopreservation should be kept 
in mind before offering this strategy.

Why has embryo freezing increased ?

Moving from initial technique of slow freeze for embryos 
to vitri�ication has changed the embryo survival rates. 
Vitri�ication is faster and more convenient, taking only 
minutes and not requiring large, expensive equipment. 
Moreover, a cohort study of more than 30 000 FET 
demonstrated a higher live-birth rate per cycle started for 
vitri�ied versus slow frozen embryos, with meta-analysis 
data supporting these �indings. 

To conclude:
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However, there appeared to be a three times higher 
rate of preeclampsia in the frozen embryo transfer 
group of PCOS women. (4.4% vs. 1.4%, RR: 3.12; 
95% CI=1.26-7.73). The study also found a higher 
rate of neonatal death and still births in the frozen 
transfer group, attributable to prematurity, although 
this was not signi�icantly so. The adverse perinatal 
outcomes were not any different amongst ovulatory 
women undergoing fresh or frozen ET.

How does the rate of embryonic development or 
embryo-stage affect their performance in fresh and 
frozen cycle?

This trend of elevated risk for preeclampsia with 
frozen embryo transfers is worrying and merits a 
discussion. There is increasingly accumulating 
evidence, that this risk exists in hormonally replaced  
cycles '[24] and not in natural cycles, exonerating 
the embryo freezing process as being responsible in 
its pathogenesis. In cycles where uterine 
preparation with exogenous estrogen and 
progesterone is undertaken, processes involved in 
natural ovulation are suppressed leading to a lack of 
corpus luteum.  One of the corpus luteal product is 
relaxin which is responsible for maternal 
cardiovascular adaptation to pregnancy. Absence of 
corpus luteum and therefore relaxin leads to a 
blunted maternal cardiovascular adaptation to 
pregnancy resulting in a higher risk of preeclampsia. 
[25,26] This �inding should encourage reproductive 
medicine specialists to move from transferring 
frozen embryos in arti�icially prepared uterus to 
naturally prepared uterus amongst the population 
of ovulatory women.

As expected, frozen transfers resulted in  a 
signi�icantly lower rate of OHSS vs. fresh transfers in 
both PCOS women (1.3% vs. 7.1%, RR: 0.19; 95% 
CI=0.10 to 0.37) and in ovulatory women (0.6% vs. 
2.0%; RR:0.32; 95% CI=0.14-0.74). 

The window of receptivity in fresh transfers is 
expected to close early due to endometrial 
advancement.  This phenomenon might affect slow 
growing embryos more, so that day six blastocysts 
might have poorer implantation rates in fresh cycles 
than in frozen cycles. [27]  In a retrospective 

day3 embryos or frozen day 3 embryos in 
subsequent NATURAL cycles. The results changed 
the existing perception about frozen embryo 
transfers. The live-birth rate did not differ 
signi�icantly between the frozen-embryo group and 
the fresh-embryo group (48.7% and 50.2%, 
respectively; RR: 0.97; 95% CI 0.89-1.06). 

A large randomized controlled trial that enrolled 
1650 OVULATORY women assessed the bene�it of 
freeze-all strategy with single BLASTOCYST 
transfers. ––[29] Earlier trials had shown no 
difference in live births with the adoption of freeze-
all in ovulatory women undergoing day 3 embryo 
transfers. Could Day 5 embryos perform differently 
in the frozen cycle versus the fresh? This trial's 
�indings contrasted with those done for day3 
embryos in that the live births were signi�icantly 
higher in ovulatory women undergoing FROZEN 
SINGLE BLASTOCYST transfers versus those 
undergoing fresh single blastocyst transfers. (50% 
vs 40%; RR 1·26, 95% CI 1·14-1·41). Thus 
supporting the hypothesis that the window of 
implantation might close early for some blastocysts 
in fresh cycles but continues to remain open to day 3 
embryos. 

As data on babies born after embryo freezing 
accumulates, two negative observations about the 
embryo freezing process have come to fore. The �irst 
is an increased risk of fetal macrosomia [30] and 
second is a small but signi�icant increase in the risk 
of childhood cancers [31]. The risk of fetal 
macrosomia with frozen transfers has been the 
subject of over twelve studies and a synthesis of 
evidence from these studies reveals the odds for 
fetal macrosomia with frozen embryo transfers to be 
increased 1.7-fold compared to fresh transfer (AOR 
= 1.71 95% CI 1.59–1.83 p < 0.001) and 1.4-fold 
compared to natural cycle (AOR = 1.42 95% CI 
1.17–1.71 p < 0.001) ––––[32]. This risk has been 
seen in large population based studies too (derived 
from the Nordic database) and exists irrespective of 
the freezing technique whether slow or vitri�ication. 
[33] Epigenetic modi�ications induced in the embryo 

analysis of 3391 single blastocysts transfers,  the 
sustained implantation rates of slow growing D5 
blastocysts were signi�icantly lower than normally 
growing D5 blastocysts in fresh cycles. (44% versus 
64% in women <35 years of age (P < 0.001) and 
18% versus 56% in women ≥35 years of age (P < 
0.001)). However, when slowly blastulating embryos 
underwent vitri�ication and then ET, they had 
implantation rates which were equivalent to their 
normally blastulating counterparts. [28] This 
normalization in cryopreserved ETs indicates that 
dyssynchrony may be a major adverse factor 
limiting outcomes with late blastulating embryos in 
fresh cycles. 

Long term Adverse effects of embryo freezing

The data on childhood cancer is for now scarce, considering 
the rarity of this condition and it can only come from 
stringently maintained population-based data over several 
decades. A retrospective cohort study based on Danish 
population-based registry data and the Danish Infertility 
Cohort (individual record linkage) that included 1085172 
children born in Denmark between January 1, 1996, and 
December 31, 2012, has found that the risk of childhood 
cancer, mainly leukemia and sympathetic nervous system 
tumours, increases by an average of 2.4 times after frozen 
embryo transfer versus after natural conception. [31] The 
study duration suggests enrolment at a time when slow 
freezing was the norm in most clinics of the world. There 
have been concerns raised with the study's �indings in that 
this risk might not be applicable to vitri�ication, the current 
standard in most IVF clinics. But as of now there is no hard 
data to exonerate vitri�ication from any long term adverse 
effects on offspring health.

during the culture and freezing process have been thought to 
be responsible for this. 

Conclusions
This review concludes that 
Ÿ Universal freeze-all policy does not bene�it all subsets of 

women in terms of improving live-births. The hyper-
responding PCOS woman, bene�its from the universal 
freeze-all policy not only in terms of an improved chance of 
live births (+17%  over baseline), but largely through an 
approximately 80% reduction in OHSS. That should be 
something to strive for. There is no advantage gained in the 
ovulatory woman however, with the universal freeze-all 
policy, barring prevention of OHSS. 

Ÿ As of now, there are no reliable markers such as hCG day 
progesterone, progesterone-estrogen ratio etc. to 
determine embryo-endometrial asynchrony. 

Ÿ Slow growing blastocysts or day 6 blastocysts would 
probably do poorly in fresh transfers and it is wiser to 
pursue a freeze-all policy especially if a single blastocyst is 
all that is available for transfer. 

Ÿ One would also have to consider the increased costs 
involved, the increased time to pregnancy, the logistics of 
storing extra embryos and certainly not the least of all, the 
long term effects of embryo freezing process on the 
offspring before offering freeze-all approach in any 
category of patients.  

Ÿ The experience of a laboratory with embryo freezing either 
slow or vitri�ication, is an important factor determining 
success of the freeze-all policy. Unless a clinic audits their 
own data and prove beyond reasonable doubt that their 
frozen transfer results are vastly improved over fresh 
transfers, they should not advocate the universal freeze-all 
policy uninhibitedly.
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Possible proposed mechanism for lower pregnancy rate 
in fresh transfers in hyper-responder patients is negative 
impact of controlled ovarian stimulation due to 
supraphysiological estradiol (E2) and progesterone (P) 
levels, on endometrial receptivity. Many molecular, 
genetic and morphological studies have supported this 
suggestion . Another proposed mechanism for better ART 
outcome in frozen cycles is that physical effects of 
freezing and thawing may �ilter out embryos with 
borderline quality. This would allow  more robust 
embryos to survive and develop, also resulting in more 
optimal fetal growth . 

Another argument given in favour of freeze all policy is 
better maternal and perinatal outcomes . Dr Renu has 
compiled evidence about this in her article .Pregnancies 
resulting from FET are associated with lower relative 
risks of placenta previa, placental abruption, low birth 
weight, very low birth weight, very preterm birth, small 
for gestational age, and perinatal mortality compared 
with fresh ET but with increased risks of pregnancy-
induced hypertension, postpartum hemorrhage, and large 
for gestational age compared with fresh ET. (2,3) Absence 
of corpus luteum in endometrial preparation with 
hormone replacement therapy has been suggested as the 
reason of increased risk for PIH , because corpus luteum 
does not only produce estrogen and progesterone but 
also  produces lots of metabolites and vasoactive products 
which may be essential for proper placentation . 

large retrospective cohort studies have shown that 
frozen-thawed embryo transfers, both at cleavage and 
blastocyst stages, signi�icantly reduce the rate of ectopic 
pregnancy.(4,5,6,)

Side	bene�its	of	“freeze	all	policy”	-	 

Opportunities	
The Biggest bene�it of freeze all strategy or segmental IVF 
is that Segmentation can profoundly eliminate the risk of 
OHSS.  With the use of GnRH agonist trigger and  freeze-
all strategy ,there is no doubt that it leads to drastic 
decrease in OHSS.(1)

However the question is that, If the OHSS risk is within 
acceptable limits with a low or intermediate oocyte yield 
(<15 oocytes retrieved) than is it ok to overgeneralize the 
results to the entire population ? So, the other proposed 
but controversial bene�its of freeze all strategy are better 
live birth rates and better maternal and perinatal 
outcomes in frozen embryo transfers. Dr Ruma has 
beautifully compiled the outcome of various studies in 
her article regarding live birth rates in fresh vs frozen 
embryo transfers. The consensus till now is that freeze all 
policy leads to better live birth rates in hyper responder 
patients, but there is no difference in normal or poor 
responder patients.

1. It offers possibility of initiating ovarian stimulation on 
any given day of the menstrual cycle as we are not 

2. Cost increment due to additional freezing and thawing .

bothered with taking care of endometrial receptivity in 
that particular cycle (7,8).It has been seen that there is no 
difference in reproductive outcomes when stimulation 
was initiated in the luteal phase(9).This makes more room 
for logistical treatment changes to accommodate both the 
scheduling restrictions of physicians, IVF lab and the 
patient 
2. Another side bene�it is that it  allows for a different 
approach to prevent premature LH surge and avoidance of 
injection shots  like use of oral medroxyprogesterone 
acetate (MPA) or Clomiphene in place of antagonist 
injections .Less injections and cost consequent to 
avoidance of antagonist injections means an enormous 
improvement in the quality of life for women undergoing 
IVF. (10) 

Threats	presented	by	freeze	all	policy	
1. Generalization of results to normal and poor responders 
as well in the absence of evidence 

3. Increased time to pregnancy  
4. Many patients may discontinue treatment without 
transfer at all – patient drop out.
5. More PIH, PPH, Macrosomia 
6. Centre speci�ic – robust cryopreservation program is a 
must before going for universal freezing .
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What are the indicators of embryo-endometrial 
asynchrony?

Progesterone elevation (PE), erroneously referred to 
earlier as premature luteinization, is de�ined as high 
hCG day serum progesterone, and has been used as a 
surrogate marker widely for determining embryo-
endometrial asynchrony, with threshold values 
varying widely from 0.4ng/ml to 2.5ng/ml in various 
studies. Lower threshold values have been used for 
low responders and higher values for high responders 
[14]. Additionally, some authors have found the use of 
progesterone to estrogen ratio to be theoretically 
reasonable over using hCG day progesterone alone. 
[15,16] Many others have not considered the issue of 
progesterone elevation signi�icant enough to effect a 
change in their transfer policy. [17-20]

What is the quantum of effect of progesterone 
elevation on live births?

It has been seen that endometrial advancement by 3 
days or more seems to affect endometrial receptivity 
and subsequent likelihood of achievement of 
pregnancy [12][13]. It is also known that natural 
cycles have a window of implantation that can stretch 
over three to four days. The question to be answered 
is whether the level of embryo-endometrial 
asynchrony in stimulated cycles is always such that 
the broad window of implantation is unable to adjust 
for endometrial advancement. Is it possible to identify 
then, which IVF cycles after COS, would suffer an 
extreme level of asynchrony to affect implantation 
and what are the indicators of this asynchrony? 

We get our �irst detailed insight into the association of 
PE with achievement of pregnancy in fresh transfers, 
through Venetis et al 's superbly conducted synthesis 
of all available evidence on the matter  in 2013. [21] 
That this study should be compulsory reading for all 
reproductive medicine specialists as an exercise in 
research methods is a matter for another piece, but 
what can be said for the purpose of this review is that 
it synthesized evidence from 68 studies (eleven 
prospective and remaining retrospective) published 
between 1990-2012, involving more than 60,000 
cycles of fresh and frozen embryos. The criteria for 
studies to be included were that it should have 
reported on 1) controlled ovarian stimulation with 
gonadotropins alone either in agonist or antagonist 
cycles in IVF, 2) hCG day progesterone levels and 3) 
clear outcomes of either clinical pregnancies, ongoing 
pregnancies or live births. Till then PE thresholds for 
attaining clinical pregnancies reported in various 
studies ranged from anywhere between 0.4ng/ml to 
2.5ng/mL, chosen either arbitrarily or based on 
previous study thresholds. This metaanalysis found a 
negative association between PE and achievement of 
pregnancy, the strongest risk existing for PE above 
1.5ng/mL. They quanti�ied this risk as a 10% absolute 
reduction in clinical pregnancies when women having 
hCG day progesterone above 1.5ng/ml, underwent a 
fresh transfer versus when a freeze-all approach was 
adopted. The incidence of PE varied with the 
threshold chosen being 17% for PE > 1.5ng/ml. To 

period. Higher peri-implantation progesterone, 
responsible for endometrial advancement, also 
causes alterations in trophoblastic differentiation, 
expansion and invasion leading to sub-normal 
placentation in COS cycles. [9][10]. The results of a 
meta-analysis involving 11 observational studies in 
singleton pregnancies have shown that adverse 
perinatal outcomes occur at a higher frequency in 
pregnancies resulting from fresh embryo transfers 
versus frozen embryo transfers. The relative risks 
(RR) of antepartum hemorrhage (RR = 0.67, 95% CI 
0.55–0.81), preterm birth (RR = 0.84, 95% CI 
0.78–0.90), small for gestational age (RR = 0.45, 95% 
CI 0.30–0.66), low birth weight (RR = 0.69, 95% CI 
0.62–0.76), and perinatal mortality (RR = 0.68, 95% 
CI 0.48–0.96) were lower in women who received 
frozen embryos. [11]

Two landmark randomized controlled trials, both 
adequately powered, employing a homogenous 
population (same patient characteristics), using 
uniform intervention (receiving the same type of 
protocol and gonadotropin, embryo transfers at the 
same stage) and having uniform outcomes (live 
births) addressing the issue were published in 2016 
and then in 2018. These trials changed the way we 
thought about Universal freeze-all policy. . The �irst 
study  asked the question whether in PCOS women 
de�ined by Rotterdam's criteria, the policy of 
universal freeze-all followed by transfer of embryos in 
a subsequent cycle would yield higher live births than 
when transferring embryos in fresh cycles. It 
randomized a total of 1508 PCOS women on the day of 
oocyte retrieval who were not at risk of ovarian 
hyperstimulation syndrome (OHSS) to receive up to 
two day 3 embryos in fresh cycle or in frozen cycle 
using  hormone replacement .  A  s igni � icant 
improvement in live births was found in favour of 
women undergoing frozen embryo transfers in this 
population. (49% vs. 42%, RR: 1.17; 95%CI= 1.05-
1.31). This was attributable largely to a signi�icant 
lowering of miscarriages in frozen transfers versus 
fresh transfers. (22.0% vs. 32.7%, RR: 0.67; 95% CI= 
0.54-0.83). 

Amongst the secondary outcomes studied, there was 
a signi�icant positive corelation of PE with agonist 
cycles versus antagonist, dose of gonadotropins, hCG 
day estradiol levels and retrieved oocyte numbers. 
The authors however failed to �ind an association 
between duration of gonadotropin treatment, 
whether hyper, average or poor responder, or type of 
gonadotropin used (rec FSH, hMG, LH addition) with 
PE. 
It is left to the readers to discern how signi�icant that 
change in annual live births from 40% to 38.3% in 
their practice is, but as it happened, the trend of 
universal- freeze all spread like wild-�ire in most 
centres of the world through the middle of last 
decade.

Does freeze-all bene�it a speci�ic category of patients?

give a clinically meaningful interpretation to this 
�inding, they said that if the annual pregnancy rate of a 
centre were to be 40%, and progesterone elevation 
occurred in 17% of cycles totally and all underwent 
fresh transfers, the pregnancy achievement rate 
would drop from 40% to 38.3% for that centre in that 
year. 

Like most meta-analysis involving retrospective 
studies, this one too suffered from heterogeneity and 
although the authors attempted to tackle different 
confounders in a very systematic way, evidence from 
large, randomized controlled clinical trials dealing 
with a uniform population and uniform intervention 
on the subject at hand was still lacking. Data on 
progesterone elevation threshold so far, had been 
derived from retrospective studies, non-randomized 
prospective studies or from retrospective analysis of 
data collected for an RCT evaluating a different 
research question. As of now, any threshold value of 
PE does not seem reasonable enough to pursue a 
f re e z e - a l l  p o l i c y.  A n d  d e c i s i o n s  b a s e d  o n 
progesterone estrogen ratio, rate of progesterone rise 
and progesterone threshold values based on ovarian 
response will have to wait till large scale RCTs are 
undertaken on that subject. 

The second trial conducted by the same group asked 
the question whether the policy of freeze all would 
increase live births over fresh transfers in 
OVULATORY women. They randomized 2158 
ovulatory women, on the day of oocyte retrieval who 
were not at risk of developing OHSS to receive fresh

Universal	freeze-all	policy	and	its	
association	with	live-births.	
A	critical	review	of	literature

Rationale of Universal Freeze-all
Controlled Ovarian Stimulation (COS) aiming at 
multiple folliculogenesis is an inseparable part of 
modern In Vitro Fertilization (IVF) programmes. This 
helps in optimizing results for the couple since it is 
known that livebirths after IVF have a strong 
correlation with the numbers of retrieved oocytes.  [2] 
However, altering the norm of monofollicular ovulation 
is not without adverse effects. Multiple follicular 
d e v e l o p m e n t  a s  a  r e s u l t  o f  C O S  l e a d s  t o 
supraphysiological estrogen levels, which on an 
average reach ten times than what is seen in natural 
cycles. Similarly, progesterone, a product of corpus 
luteum is secreted in higher quantities after COS than in 
a natural cycle, corresponding with the numbers of 
corpora lutea formed. It is known that endometrial 
development under the in�luence of estrogen followed 
by progesterone is highly synchronized with the arrival 
of a competent blastocyst by day �ive or six of 
o v u l a t i o n .[ 3 ]  T h i s  s y n c h r o ny  b e t w e e n  t h e 
endometrium and embryo is vital to successful 
implantation.  [4]  I t  has  been observed that 
supraphysiological steroid levels induced by  COS, 
cause endometrial development to be accelerated, 
possibly via altered steroid receptor expression in late 
follicular phase [5]. This amounts to an incremental 
degree of embryo endometrial asynchrony that is likely 
to negatively affect implantation. Indeed, in clinical 
situations, evidence from various retrospective studies 
suggests  that  frozen transfers  y ie ld  higher 
implantation, ongoing pregnancies and live births than 
fresh transfers ––––  –''–––––––[1,68]. 

The adverse effects of supraphysiological steroids in 
fresh embryo transfer cycles is not restricted to 
implantation alone but also extends to the perinatal 

Freeze-all is a term used to de�ine the strategy of 
cryopreserving the entire cohort of embryos formed 
after in vitro fertilization and transferring them in a 
later cycle into a more physiologic endometrium. [1] 
Freeze-all has been practised traditionally in cycles at-
risk for OHSS, asynchronous donor-recipient-cycles, 
PGT cycles, poor maternal well-being on the day of 
transfer, endometrial issues, (cavity �luid, too thick or 
too thin) or  inability to transfer on account of cervical 
stenosis. However, the UNIVERSAL FREEZE-ALL 
strategy advocates freezing the entire embryo cohorts 
despite the absence of aforementioned causes. The 
UNIVERSAL FREEZE-ALL strategy as we know it today, 
was conceived in order to overcome a possible negative 
in�luence of supraphysiological steroids witnessed in 
fresh transfers on implantation and live births. This 
review article looks at the available evidence on 
whether a strategy of UNIVERSAL FREEZE-ALL would 
bene�it couples with respect to the outcomes of live 
births and whether it works equally in different pro�iles 
of women undergoing frozen embryo transfer. It also 
attempts to critically look at evidence on what are the 
possible short-term and long-term harms of such a 
strategy.
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estrogen and progesterone is undertaken, processes 
involved in natural ovulation are suppressed leading to 
a lack of corpus luteum.  One of the corpus luteal 
product is relaxin which is responsible for maternal 
cardiovascular adaptation to pregnancy. Absence of 
corpus luteum and therefore relaxin leads to a blunted 
maternal cardiovascular adaptation to pregnancy 
resulting in a higher risk of preeclampsia. [25,26] This 
�inding should encourage reproductive medicine 
specialists to move from transferring frozen embryos in 
arti�icially prepared uterus to naturally prepared uterus 
amongst the population of ovulatory women.

The data on childhood cancer is for now scarce, 
considering the rarity of this condition and it can only 
come from stringently maintained population-based 
data over several decades. A retrospective cohort study 
based on Danish population-based registry data and the 
Danish Infertility Cohort (individual record linkage) that 
included 1085172 children born in Denmark between 
January 1, 1996, and December 31, 2012, has found that 
the risk of childhood cancer, mainly leukemia and 
sympathetic nervous system tumours, increases by an 
average of 2.4 times after frozen embryo transfer versus 
after natural conception. [31] The study duration 
suggests enrolment at a time when slow freezing was 
the norm in most clinics of the world. There have been 
concerns raised with the study's �indings in that this 
risk might not be applicable to vitri�ication, the current 
standard in most IVF clinics. But as of now there is no 
hard data to exonerate vitri�ication from any long term 
adverse effects on offspring health.

A large randomized controlled trial that enrolled 1650 
OVULATORY women assessed the bene�it of freeze-all 
strategy with single BLASTOCYST transfers. ––[29] 
Earlier trials had shown no difference in live births with 
the adoption of freeze-all in ovulatory women 
undergoing day 3 embryo transfers. Could Day 5 
embryos perform differently in the frozen cycle versus 
the fresh? This trial's �indings contrasted with those 
done for day3 embryos in that the live births were 
signi�icantly higher in ovulatory women undergoing 
FROZEN SINGLE BLASTOCYST transfers versus those 
undergoing fresh single blastocyst transfers. (50% vs 
40%; RR 1·26, 95% CI 1·14-1·41). Thus supporting the 
hypothesis that the window of implantation might close 
early for some blastocysts in fresh cycles but continues 
to remain open to day 3 embryos. 

How does the rate of embryonic development or 
embryo-stage affect their performance in fresh and 
frozen cycle?
The window of receptivity in fresh transfers is expected 
to close early due to endometrial advancement.  This 
phenomenon might affect slow growing embryos more, 
so that day six blastocysts might have poorer 
implantation rates in fresh cycles than in frozen cycles. 
[27]  In a retrospective

analysis of 3391 single blastocysts transfers,  the 
sustained implantation rates of slow growing D5 
blastocysts were signi�icantly lower than normally 
growing D5 blastocysts in fresh cycles. (44% versus 
64% in women <35 years of age (P < 0.001) and 18% 
versus 56% in women ≥35 years of age (P < 0.001)). 
However, when slowly blastulating embryos underwent 
vitri�ication and then ET, they had implantation rates 
which were equivalent to their normally blastulating 
counterparts. [28] This normalization in cryopreserved 
ETs indicates that dyssynchrony may be a major adverse 
factor limiting outcomes with late blastulating embryos 
in fresh cycles. 

Long term Adverse effects of embryo freezing
As data on babies born after embryo freezing 
accumulates, two negative observations about the 
embryo freezing process have come to fore. The �irst is 
an increased risk of fetal macrosomia [30] and second is 
a small but signi�icant increase in the risk of childhood 
cancers [31]. The risk of fetal macrosomia with frozen 
transfers has been the subject of over twelve studies 
and a synthesis of evidence from these studies reveals 
the odds for fetal macrosomia with frozen embryo 
transfers to be increased 1.7-fold compared to fresh 
transfer (AOR = 1.71 95% CI 1.59–1.83 p < 0.001) and 
1.4-fold compared to natural cycle (AOR = 1.42 95% CI 
1.17–1.71 p < 0.001) ––––[32]. This risk has been seen 
in large population based studies too (derived from the 
Nordic database) and exists irrespective of the freezing 

technique whether slow or vitri�ication. [33] 
Epigenetic modi�ications induced in the embryo 
during the culture and freezing process have been 
thought to be responsible for this. 

Ÿ As of now, there are no reliable markers such as hCG day 
progesterone, progesterone-estrogen ratio etc. to 
determine embryo-endometrial asynchrony. 

This review concludes that 

Ÿ One would also have to consider the increased costs 
involved, the increased time to pregnancy, the logistics of 
storing extra embryos and certainly not the least of all, the 
long term effects of embryo freezing process on the 
offspring before offering freeze-all approach in any 
category of patients.  

Conclusions

Ÿ Slow growing blastocysts or day 6 blastocysts would 
probably do poorly in fresh transfers and it is wiser to 
pursue a freeze-all policy especially if a single blastocyst is 
all that is available for transfer. 

Ÿ The experience of a laboratory with embryo freezing either 
slow or vitri�ication, is an important factor determining 
success of the freeze-all policy. Unless a clinic audits their 
own data and prove beyond reasonable doubt that their 
frozen transfer results are vastly improved over fresh 
transfers, they should not advocate the universal freeze-all 
policy uninhibitedly.

Ÿ Universal freeze-all policy does not bene�it all subsets of 
women in terms of improving live-births. The hyper-
responding PCOS woman, bene�its from the universal 
freeze-all policy not only in terms of an improved chance of 
live births (+17%  over baseline), but largely through an 
approximately 80% reduction in OHSS. That should be 
something to strive for. There is no advantage gained in the 
ovulatory woman however, with the universal freeze-all 
policy, barring prevention of OHSS. 
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[24] Dall’Agnol H, Garcıá Velasco JA. Frozen embryo transfer 
and preeclampsia: where is the link? Curr Opin Obstet Gynecol 
2020;32.

[23] Shi Y, Sun Y, Hao C, Zhang H, Wei D, Zhang Y, et al. 
Transfer of Fresh versus Frozen Embryos in Ovulatory Women. N 
Engl J Med 2018;378:126–36. 
https://doi.org/10.1056/NEJMoa1705334.

[27] Shapiro BS, Daneshmand ST, Garner FC, Aguirre M, 

[28] Franasiak JM, Forman EJ, Patounakis G, Hong KH, 
Werner MD, Upham KM, et al. Human Reproduction Open. Hum 
Reprod Open 2018;2018:1–6. 
https://doi.org/10.1093/hropen/hoy022.

[30] Pinborg A, Henningsen AA, Loft A, Malchau SS, Forman 
J, Andersen AN. Large baby syndrome in singletons born after 
frozen embryo transfer (FET): is it due to maternal factors or the 
cryotechnique? Hum Reprod 2014;29:618–27. 

[29] Wei D, Liu JY, Sun Y, Shi Y, Zhang B, Liu JQ, et al. Frozen 
versus fresh single blastocyst transfer in ovulatory women: a 
multicentre, randomised controlled trial. Lancet 
2019;393:1310–8. https://doi.org/10.1016/S0140-
6736(18)32843-5.

Ross R. Contrasting patterns in in vitro fertilization pregnancy 
rates among fresh autologous, fresh oocyte donor, and 
cryopreserved cycles with the use of day 5 or day 6 blastocysts 
may re�lect differences in embryo-endometrium synchrony. Fertil 
Steril 2008;89:20–6. 
https://doi.org/10.1016/j.fertnstert.2006.08.092.

https://doi.org/10.1093/humrep/det440.
[31] Hargreave M, Jensen A, Hansen MK, Dehlendorff C, 
Winther JF, Schmiegelow K, et al. Association between Fertility 
Treatment and Cancer Risk in Children. JAMA - J Am Med Assoc 
2019;322:2203–10. https://doi.org/10.1001/jama.2019.18037.
[32] Berntsen S, Pinborg A. Large for gestational age and 
macrosomia in singletons born after frozen/thawed embryo 
transfer (FET) in assisted reproductive technology (ART). Birth 
Defects Res 2018;110:630–43. 
https://doi.org/10.1002/bdr2.1219.

Fertil Steril 1996;66:275–80. https://doi.org/10.1016/S0015-
0282(16)58453-2.

[33] Ernstad EG, Spangmose AL, Opdahl S, Henningsen AKA, 
Romundstad LB, Tiitinen A, et al. Perinatal and maternal outcome 
after vitri�ication of blastocysts: A Nordic study in singletons from 
the CoNARTaS group. Hum Reprod 2019;34:2282–9. 
https://doi.org/10.1093/humrep/dez212.

7IFS Conversations (Volume : 12)

It has been seen that endometrial advancement by 3 days 
or more seems to affect endometrial receptivity and 
subsequent likelihood of achievement of pregnancy 
[12][13]. It is also known that natural cycles have a 
window of implantation that can stretch over three to four 
days. The question to be answered is whether the level of 
embryo-endometrial asynchrony in stimulated cycles is 
always such that the broad window of implantation is 
unable to adjust for endometrial advancement. Is it 
possible to identify then, which IVF cycles after COS, 
would suffer an extreme level of asynchrony to affect 
implantation and what are the indicators of this 
asynchrony? 

period. Higher peri-implantation progesterone, 
responsible for endometrial advancement, also causes 
alterations in trophoblastic differentiation, expansion 
and invasion leading to sub-normal placentation in COS 
cycles. [9][10]. The results of a meta-analysis involving 11 
observational studies in singleton pregnancies have 
shown that adverse perinatal outcomes occur at a higher 
frequency in pregnancies resulting from fresh embryo 
transfers versus frozen embryo transfers. The relative 
risks (RR) of antepartum hemorrhage (RR = 0.67, 95% CI 
0.55–0.81), preterm birth (RR = 0.84, 95% CI 0.78–0.90), 
small for gestational age (RR = 0.45, 95% CI 0.30–0.66), 
low birth weight (RR = 0.69, 95% CI 0.62–0.76), and 
perinatal mortality (RR = 0.68, 95% CI 0.48–0.96) were 
lower in women who received frozen embryos. [11]

Progesterone elevation (PE), erroneously referred to 
earlier as premature luteinization, is de�ined as high hCG 
day serum progesterone, and has been used as a 
surrogate marker widely for determining embryo-
endometrial asynchrony, with threshold values varying 
widely from 0.4ng/ml to 2.5ng/ml in various studies. 
Lower threshold values have been used for low 
responders and higher values for high responders [14]. 
Additionally, some authors have found the use of 
progesterone to estrogen ratio to be theoretically 
reasonable over using hCG day progesterone alone. 
[15,16] Many others have not considered the issue of 
progesterone elevation signi�icant enough to effect a 
change in their transfer policy. [17-20]

What are the indicators of embryo-endometrial 
asynchrony?

We get our �irst detailed insight into the association of PE 
with achievement of pregnancy in fresh transfers, 
through Venetis et al 's superbly conducted synthesis of 
all available evidence on the matter  in 2013. [21] That 
this study should be compulsory reading for all 
reproductive medicine specialists as an exercise in 
research methods is a matter for another piece, but what 
can be said for the purpose of this review is that it 
synthesized evidence from 68 studies (eleven 
prospective and remaining retrospective) published 
between 1990-2012, involving more than 60,000 cycles 
of fresh and frozen embryos. The criteria for studies to be 
included were that it should have reported on 1) 
controlled ovarian stimulation with gonadotropins alone 
either in agonist or antagonist cycles in IVF, 2) hCG day 
progesterone levels and 3) clear outcomes of either 
clinical pregnancies, ongoing pregnancies or live births. 
Till then PE thresholds for attaining clinical pregnancies 
reported in various studies ranged from anywhere 
between 0.4ng/ml to 2.5ng/mL, chosen either arbitrarily 
or based on previous study thresholds. This metaanalysis 
found a negative association between PE and 
achievement of pregnancy, the strongest risk existing for 
PE above 1.5ng/mL. They quanti�ied this risk as a 10% 
absolute reduction in clinical pregnancies when women 
having hCG day progesterone above 1.5ng/ml, underwent 
a fresh transfer versus when a freeze-all approach was 
adopted. The incidence of PE varied with the threshold 
chosen being 17% for PE > 1.5ng/ml. To give a clinically 
meaningful interpretation to this �inding, they said that if 
the annual pregnancy rate of a centre were to be 40%, and 
progesterone elevation occurred in 17% of cycles totally 
and all underwent fresh transfers, the pregnancy 
achievement rate would drop from 40% to 38.3% for that 
centre in that year. 
Amongst the secondary outcomes studied, there was a 
signi�icant positive corelation of PE with agonist cycles 
versus antagonist, dose of gonadotropins, hCG day 

What is the quantum of effect of progesterone elevation 
on live births?

Two landmark randomized controlled trials, both 
adequately powered, employing a homogenous 
population (same patient characteristics), using uniform 
intervention (receiving the same type of protocol and 
gonadotropin, embryo transfers at the same stage) and 
having uniform outcomes (live births) addressing the 
issue were published in 2016 and then in 2018. These 
trials changed the way we thought about Universal 
freeze-all policy. . The �irst study  asked the question 
whether in PCOS women de�ined by Rotterdam's criteria, 
the policy of universal freeze-all followed by transfer of 
embryos in a subsequent cycle would yield higher live 
births than when transferring embryos in fresh cycles. It 
randomized a total of 1508 PCOS women on the day of 
oocyte retrieval who were not at risk of ovarian 
hyperstimulation syndrome (OHSS) to receive up to two 
day 3 embryos in fresh cycle or in frozen cycle using 
hormone replacement. A signi�icant improvement in live 
births was found in favour of women undergoing frozen 
embryo transfers in this population. (49% vs. 42%, RR: 
1.17; 95%CI= 1.05-1.31). This was attributable largely to 
a signi�icant lowering of miscarriages in frozen transfers 
versus fresh transfers. (22.0% vs. 32.7%, RR: 0.67; 95% 
CI= 0.54-0.83). 

Does freeze-all bene�it a speci�ic category of patients?

This trend of elevated risk for preeclampsia with frozen 
embryo transfers is worrying and merits a discussion. 
There is increasingly accumulating evidence, that this 
risk exists in hormonally replaced  cycles '[24] and not 
in natural cycles, exonerating the embryo freezing 
process as being responsible in its pathogenesis. In 
cycles where uterine preparation with exogenous 

estradiol levels and retrieved oocyte numbers. The 
authors however failed to �ind an association between 
duration of gonadotropin treatment, whether hyper, 
average or poor responder, or type of gonadotropin used 
(rec FSH, hMG, LH addition) with PE. 
It is left to the readers to discern how signi�icant that 
change in annual live births from 40% to 38.3% in their 
practice is, but as it happened, the trend of universal- 
freeze all spread like wild-�ire in most centres of the world 
through the middle of last decade.

Like most meta-analysis involving retrospective studies, 
this one too suffered from heterogeneity and although the 
authors attempted to tackle different confounders in a 
very systematic way, evidence from large, randomized 
controlled clinical trials dealing with a uniform 
population and uniform intervention on the subject at 
hand was still lacking. Data on progesterone elevation 
threshold so far, had been derived from retrospective 
studies, non-randomized prospective studies or from 
retrospective analysis of data collected for an RCT 
evaluating a different research question. As of now, any 
threshold value of PE does not seem reasonable enough to 
pursue a freeze-all policy. And decisions based on 
progesterone estrogen ratio, rate of progesterone rise 
and progesterone threshold values based on ovarian 
response will have to wait till large scale RCTs are 
undertaken on that subject. 

The second trial conducted by the same group asked the 
question whether the policy of freeze all would increase 
live births over fresh transfers in OVULATORY women. 
They randomized 2158 ovulatory women, on the day of 
oocyte retrieval who were not at risk of developing OHSS 
to receive fresh
day3 embryos or frozen day 3 embryos in subsequent 
NATURAL cycles. The results changed the existing 
perception about frozen embryo transfers. The live-
birth rate did not differ signi�icantly between the 
frozen-embryo group and the fresh-embryo group 
(48.7% and 50.2%, respectively; RR: 0.97; 95% CI 0.89-
1.06). 
As expected, frozen transfers resulted in  a signi�icantly 
lower rate of OHSS vs. fresh transfers in both PCOS 
women (1.3% vs. 7.1%, RR: 0.19; 95% CI=0.10 to 0.37) 
and in ovulatory women (0.6% vs. 2.0%; RR:0.32; 95% 
CI=0.14-0.74). 
However, there appeared to be a three times higher rate 
of preeclampsia in the frozen embryo transfer group of 
PCOS women. (4.4% vs. 1.4%, RR: 3.12; 95% CI=1.26-
7.73). The study also found a higher rate of neonatal 
death and still births in the frozen transfer group, 
attributable to prematurity, although this was not 
signi�icantly so. The adverse perinatal outcomes were 
not any different amongst ovulatory women undergoing 
fresh or frozen ET.
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technique whether slow or vitri�ication. [33] Epigenetic 
modi�ications induced in the embryo during the culture 
and freezing process have been thought to be responsible 
for this. 

Ÿ As of now, there are no reliable markers such as hCG 
day progesterone, progesterone-estrogen ratio etc. 
to determine embryo-endometrial asynchrony. 

This review concludes that 
Ÿ Universal freeze-all policy does not bene�it all 

subsets of women in terms of improving live-births. 
The hyper-responding PCOS woman, bene�its from 
the universal freeze-all policy not only in terms of an 
improved chance of live births (+17%  over 
baseline), but largely through an approximately 80% 
reduction in OHSS. That should be something to 
strive for. There is no advantage gained in the 
ovulatory woman however, with the universal 
freeze-all policy, barring prevention of OHSS. 

Ÿ One would also have to consider the increased costs 
involved, the increased time to pregnancy, the 
logistics of storing extra embryos and certainly not 
the least of all, the long term effects of embryo 
freezing process on the offspring before offering 
freeze-all approach in any category of patients.  

Conclusions

Ÿ Slow growing blastocysts or day 6 blastocysts would 
probably do poorly in fresh transfers and it is wiser 
to pursue a freeze-all policy especially if a single 
blastocyst is all that is available for transfer. 

Ÿ The experience of a laboratory with embryo freezing 
either slow or vitri�ication, is an important factor 
determining success of the freeze-all policy. Unless a 
clinic audits their own data and prove beyond 
reasonable doubt that their frozen transfer results 
are vastly improved over fresh transfers, they should 
not advocate the universal freeze-all policy 
uninhibitedly.
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Frozen embryo transfer (FET) has become a successful 
technique for in vitro fertilization (IVF) cycles. The use 
of frozen embryo transfer is increasing worldwide in 
last decade for the treatment of infertility, so the 
proportion of children conceived after FET is steadily 

1 increasing. With the improvements in cryopreservation 
techniques, introduction of vitri�ication method and 
different frozen embryo transfer (FET) regimes, the 
success rate has rapidly increased, and earlier evidences 
suggested that FET may increase pregnancy rates and 
improve favourable perinatal outcomes. However, the 
outcome of interest should be the safety of the mother 
and offspring and need to be evaluated cautiously. 

Fresh embryo transfers cycle to Freeze-all-approach

Introduction	

The number of embryos transferred during an IVF cycle 
is directly related to the high incidence of multiple 
births, which are the culprit of perinatal morbidity. 
Therefore, the single fresh embryo transfer (ET) 
strategy, or freeze-all, followed by a single frozen-
thawed embryo transfer (FET) cycle, may reduce the 
rate of multiple births, without compromising the 
cumulative live birth rates (LBRs). By ensuring that any 

Till date, fresh embryo transfer is the most conventional 
strategy in IVF cycles as it leads to shorter time interval 
to become pregnant. Fresh cycles are associated with 
increased hormonal levels due to controlled ovarian 
stimulation (COS). These supra-physiological hormone 
levels during COS result in a suboptimal uterine 
environment that may negatively impact embryo 
implantation and placentation, as potentially disrupting 
normal synchronous development between the 
endometrium and the embryo, eventually culminating 

2 to untoward obstetrical and perinatal outcomes.
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The number of embryos transferred during an IVF cycle 
is directly related to the high incidence of multiple 
births, which are the culprit of perinatal morbidity. 
Therefore, the single fresh embryo transfer (ET) 
strategy, or freeze-all, followed by a single frozen-
thawed embryo transfer (FET) cycle, may reduce the 
rate of multiple births, without compromising the 

Fresh embryo transfers cycle to Freeze-all-approach

A large number of studies have demonstrated that FET 
may lead to more favourable perinatal and neonatal 
outcomes but more number of randomized studies of 
larger size are needed to prove the superiority of FET 
over fresh embryo transfer cycles in term of perinatal 
and maternal outcomes. 

Fresh embryo transfers are associated with risk of 
ovarian hyper-stimulation syndrome (OHSS) in hyper-
responder patients. Exposure to the rising serum βhCG 
levels during an early pregnancy can aggravate the risk 
of OHSS in these women. Ovulation triggering by GnRH 
agonist can be a safer option, but this has been shown to 
affect the endometrial receptivity and lower the chances 
of implantation, necessitate freeze-all policy.

Preimplantation genetic testing for aneuploidy (PGT-A) 
allows for better embryo selection, which improves 
implantation rates with single embryo transfer and 
reduces miscarriage rates. These IVF cycles require 
freezing of embryos. Advancements in extended embryo 
culture, blastocyst biopsy techniques, and 24-
chromosome aneuploidy screening platforms have 
made PGT-A safe and accessible for all patients who 
undergo  invitro fertilization.

Live birth rates: Fresh Vs FET cycles

To summarize, elective FET might have an advantage in 
�irst ETs over fresh ET in good prognosis – hyper-
responder patients, but not in average and certainly not 
in poor prognosis patients, and with no difference in 
cumulative LBRs.

Several studies comparing children born following FET 

with fresh ET showed similar or even better perinatal 

outcomes. FET was shown to be associated with lower risk 

of prematurity and LBW (low birth weight) in singletons, 

when compared with fresh ET, whereas there is an 

increasing concern that children born after FET have 

increased risk of large for gestation age (LGA) (>90th 

percentile for gestational age) and/ or macrosomia 
8(birthweight ≥4000 g).  Macrosomia/ LGA births have a 

higher risk of fetal hypoxia, stillbirth, shoulder dystocia, 

caesarean section, postpartum haemorrhage, perineal 
9lacerations and neonatal metabolic disorders.  A meta-

analysis studied the association between FET and LGA 

and/or macrosomia, consisting of 10 studies on LGA and 

six studies on macrosomia has revealed that the risk of 

LGA in FET was increased 1.5-fold and 1.3-fold compared 

to fresh cycles and natural cycles (NC) respectively. 

Similarly, there was 1.7-fold and 1.4-fold increased risk of 

cumulative live birth rates (LBRs). By ensuring that any 
surplus embryos are available for future use, it reduces 
pressure on patients and clinicians to transfer more 
than one embryo at a time and relieve stress of the 
couples, as additional embryos are available for future 
use.

Earlier studies demonstrated improved clinical 
pregnancy rate per transfer in the FET vs. the fresh 

4cycles in normal responders.  Later, studies evaluating 
the effectiveness and safety of the freeze-all approach 
compared to the conventional IVF/ICSI didn't prove 
superiority of one strategy to the other in terms of 

5 cumulative LBRs.  Recent meta-analysis observed a 
signi�icantly higher probability of live birth observed in 
high responders in the FET group when compared with 
the fresh ET group, while the probability of live birth 
was not signi�icantly different between the FET group 

6,7and the fresh ET group in normal responders.

A newer vitri�ication technology has become the 
dominant method now a days with signi�icantly 
improved embryo cryo-survival rates as compared to 
slow-freezing method. Studies suggest that children 
born after FET have similar or in most areas even better 
perinatal outcome compared to children born after 

3fresh embryo transfer.

Although an elective frozen ET strategy may appear to 
be a risky option specially in poor responders, as not all 
frozen embryos may survive the freeze-thaw process. 
The technical skill of the embryology laboratory is a key 
factor in shaping future policy for FET cycles. Freeze all 
approach causes �inancial burden over the couples and 
increases time to pregnancy.

Perinatal Outcomes: FRESH vs FET cycles

Maternal	Outcomes:	Fresh	vs	FET	cycles

Freeze all approach has few additional obstetric 
complications associated with FET cycles. Singleton 
pregnancy after FET has a higher risk of caesarean 
section. Relative risk of hypertensive disorders in 
pregnancy in the FET group was higher than in the 

12fresh ET group (RR 1.29).  Another study concluded 
that pregnancies resulting from FET were associated 
with lower relative risks of placental abruption, 
placenta previa, LBW, PTB, SGA and perinatal 
mortality, as compared with fresh ET. Nonetheless, 
pregnancies occurring from FET were associated 
with increased risks of pregnancy-induced 
hypertension, postpartum haemorrhage and LGA, as 
compared with fresh ET. There were no between-
group differences in the risks of gestational diabetes 
mellitus, preterm premature rupture of the 

13 membranes, and PTB. A retrospective cohort study 
on endometrial preparation methods for frozen-
thawed embryo transfer cycles found that patients 
who conceived by hormone replacement cycle/ 
arti�icial cycles (AC) had increased risks of 
hypertensive disorders of pregnancy and placenta 
accreta and a reduced risk of gestational diabetes 
mellitus in comparison to those who conceived by 

14FET during a natural-cycle FET.  The preparation of 
the endometrium in hormonal replacement cycle 
requires medication (exogenous estrogen and 
progesterone), this condition might be less 
'physiological' than a natural ovulatory cycle, it may 
modulate the risk of obstetrical complications 
through changes in the endometrial condition and 
subsequent placental development. During the 
implantation period, progestin plays important role 
in decidualization of estradiol-primed human 
endometrium. It also assists with extravillous 
trophoblast (EVT) invasion and vascular 
remodelling, which is essential for development of 
normal pregnancy. Defects or aberrance in EVT 
invasion can lead to obstetrical complications such 
as preeclampsia and placenta accreta 

macrosomia in FET compared to fresh ET and NC, 
10respectively.  Whether the increased risk of LGA and 

macrosomia is associated with higher long-term 

health risks remains uncertain.

The underlying pathophysiology of increased risk of 

LGA and macrosomia in FET singletons remains 

uncertain. Several possible factors may play a role, 

i.e., improved uterine environment with better 

synchronization between embryo and 

endometrium, the parental characteristics and the 

freezing-thawing procedures per se, which might 

induce epigenetic changes during early embryonic 

stages that alter the intrauterine growth potential in 
11FET offspring.  
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When considering elective freeze-all policy, in addition 
to LBR and the risk of OHSS, physicians should consider 
the aforementioned increased FET cycles' pregnancy 
complications including LGA/macrosomia, caesarean 
section, hypertensive disorders of pregnancy, 
postpartum haemorrhage as well as, perinatal mortality. 
Hence freeze all policy should not be offered to all 
patients but only to those patients who may bene�it 
from this strategy.

Elective FET might increase LBRs compared to fresh ET 
in hyper responders, but not in normal/poor 
responders, with comparable cumulative LBR in the 
overall population and lower risk of moderate/severe 
OHSS. Moreover, the relative risk of hypertensive 
disorders in pregnancy, as well as perinatal mortality 
due to macrosomia/ LGA were also shown to be 
increased in FET cycles compared with singletons from 
fresh ET and NC.

Conclusion
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Attendees logged in 582Take home points:Luteal phase is an 
enigmatic part of the menstrual cycle. Luteal phase defect is 
now a known and recognised entity specially in ART cycles but 
is also found in natural cycles. Luteal phase support is 
recognised as an essential treatment for good pregnancy 
outcomes. LPS varies with the type of patient and cycle. 
Variables are : Natural IUIIVF Stimulated Type of protocol 
Type of t rigger Fresh and frozen transfer Each has to be 
supported on its own merits. Progesterone is the most importa 
nt molecule for support Route of administration is variable with 
no difference in outcome. Estrogen and HCG can be used in 
some types of cycles. Case �les were discussed

2. Before initiating OI, it is important to evaluate the underlying cause of anovulation and to treat underlying medical conditions, as applicable. It is also essential to do a 
semen analysis and tubal patency test before starting treatment. 

12. Fertility drugs do not appear to sign > risk of invasive ovarian, endometrial, BC or other Cancers.

5. LH is essential for producing the androgen substrate in the early follicular phase, is involved in follicular growth and DF selection and subsequently an LH surge in 
mid cycle leads to ovulation and formation of corpus luteum(CL).  

1. Disorders of anovulation account for about 20-30% of infertility. Ovulation induction(OI) with or without IUI is performed as a �rst line treatment in anovulatory, 
unexplained and mild male infertility. 

8. Hypogonadotropic Hypogonadism. Since the GnRH pulses are absent there is need for exogenous GT. (FSH & LH or GnRH). Dose titration required is required to 
de�ne FSH threshold and FSH window is narrow for  monofollicular development. LH surge has to be initiated with HCG, GnRH agonist will not work. Luteal Support is 
Important
9. PCOS- Basic issue is an Endocrine imbalance- >A. Oral drugs used as �rst line followed by combination of oral and GT and GT only as a last resort. Recruitable pool 
of follicles is increased 6 fold so high risk of hyperstimulation and OHSS. Strict dose titration required with GT to de�ne FSH threshold. Use of ISA helpful. If AMH levels 
>7ng/ml - > dose OI drugs is required. For LH surge – agonist/HCG can be used.

3. An FSH threshold level is required for follicular recruitment and growth. 

14. CC should be restricted to 6 cycles. Malignant melanoma & thyroid cancer risk higher among CC treated women in almost all studies. (Yilmaz et al 2017)

Key points

7. H-P-O axis needs to be functional for use of oral drugs.

10. Unexplained Infertility - OI+IUI – 1st line treatment, helpful in patients with Infertility > 2yrs and AMA. OI alone not as effective. Oral and GT can be used. 

4. FSH window - the time for which the FSH level remains at the threshold level. It regulates number of follicles recruited. FSH window needs to be narrow for 
monofolliculr development.

11. LPS is important where GT are used for stimulation to avoid LP de�ciency.

13.  CC more than 7 cycles (esp >2000mg) in subfertile women is associated with >  risk of endometril ca.  May be due to inherent PCOS risk.(Cochrane 2017)

6. Oral (CC, Tamoxifen, Letrozole) and injectable drugs (GT) are used.
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VIBRATE MEETINGS
IFS ACTIVITIES 2020  

Genital Tuberculosis
Date: 14 July, 2020

Ÿ Name of Activity: Vibrate

Ÿ Speaker:  Dr Neena Malhotra

When to Offer IVF to Your Patients
Date: 28 July, 2020

Ÿ Name of Activity: Vibrate

Ÿ Speaker:  Dr K D Nayar
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VIBRATE MEETINGS
IFS ACTIVITIES 2020  

Azoospermia
Date: 5 August, 2020

Ÿ Name of Activity: Vibrate

Ÿ Speaker:  Dr. Prof. (Col)Pankaj Talwar

Ultrasound How Useful in Infertility?
Date: 11 August, 2020

Ÿ Name of Activity: Vibrate

Ÿ Speaker:  Dr Sonal Panchal
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VIBRATE MEETINGS
IFS ACTIVITIES 2020  

Fibroids And Infertility
Date: 19 August, 2020

Ÿ Name of Activity: Vibrate

Ÿ Speaker:  Dr. Reni Misra

Endometriosis and Infertility
Date: 2 September, 2020

Ÿ Speaker:  Dr K U Kunjumoideen

Ÿ Name of Activity: Vibrate
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Common errors in infertility pratice 
management: How to tackel?
Date: 8 September, 2020

Ÿ Speaker:  Dr. Bharati Dhorepatil

Ÿ Name of Activity: Vibrate

VIBRATE MEETINGS
IFS ACTIVITIES 2020  

Gonadotropins in Infertility
Date: 22 September, 2020

Ÿ Speaker:  Dr Surveen Ghumman Sindhu

Ÿ Name of Activity: Vibrate
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enigmatic part of the menstrual cycle. Luteal phase defect is 
now a known and recognised entity specially in ART cycles but 
is also found in natural cycles. Luteal phase support is 
recognised as an essential treatment for good pregnancy 
outcomes. LPS varies with the type of patient and cycle. 
Variables are : Natural IUIIVF Stimulated Type of protocol 
Type of t rigger Fresh and frozen transfer Each has to be 
supported on its own merits. Progesterone is the most importa 
nt molecule for support Route of administration is variable with 
no difference in outcome. Estrogen and HCG can be used in 
some types of cycles. Case �les were discussed

Key points

2. Before initiating OI, it is important to evaluate the underlying cause of anovulation and to treat underlying medical conditions, as applicable. It is also essential to do a 
semen analysis and tubal patency test before starting treatment. 
3. An FSH threshold level is required for follicular recruitment and growth. 

6. Oral (CC, Tamoxifen, Letrozole) and injectable drugs (GT) are used.

8. Hypogonadotropic Hypogonadism. Since the GnRH pulses are absent there is need for exogenous GT. (FSH & LH or GnRH). Dose titration required is required to 
de�ne FSH threshold and FSH window is narrow for  monofollicular development. LH surge has to be initiated with HCG, GnRH agonist will not work. Luteal Support is 
Important

5. LH is essential for producing the androgen substrate in the early follicular phase, is involved in follicular growth and DF selection and subsequently an LH surge in 
mid cycle leads to ovulation and formation of corpus luteum(CL).  

1. Disorders of anovulation account for about 20-30% of infertility. Ovulation induction(OI) with or without IUI is performed as a �rst line treatment in anovulatory, 
unexplained and mild male infertility. 

10. Unexplained Infertility - OI+IUI – 1st line treatment, helpful in patients with Infertility > 2yrs and AMA. OI alone not as effective. Oral and GT can be used. 

9. PCOS- Basic issue is an Endocrine imbalance- >A. Oral drugs used as �rst line followed by combination of oral and GT and GT only as a last resort. Recruitable pool 
of follicles is increased 6 fold so high risk of hyperstimulation and OHSS. Strict dose titration required with GT to de�ne FSH threshold. Use of ISA helpful. If AMH levels 
>7ng/ml - > dose OI drugs is required. For LH surge – agonist/HCG can be used.

11. LPS is important where GT are used for stimulation to avoid LP de�ciency.
12. Fertility drugs do not appear to sign > risk of invasive ovarian, endometrial, BC or other Cancers.

14. CC should be restricted to 6 cycles. Malignant melanoma & thyroid cancer risk higher among CC treated women in almost all studies. (Yilmaz et al 2017)

4. FSH window - the time for which the FSH level remains at the threshold level. It regulates number of follicles recruited. FSH window needs to be narrow for 
monofolliculr development.

13.  CC more than 7 cycles (esp >2000mg) in subfertile women is associated with >  risk of endometril ca.  May be due to inherent PCOS risk.(Cochrane 2017)

7. H-P-O axis needs to be functional for use of oral drugs.
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11 August

Dr Renu Mishra
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Dr Umesh Jindal
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now a known and recognised entity specially in ART cycles but 
is also found in natural cycles. Luteal phase support is 
recognised as an essential treatment for good pregnancy 
outcomes. LPS varies with the type of patient and cycle. 
Variables are : Natural IUIIVF Stimulated Type of protocol 
Type of t rigger Fresh and frozen transfer Each has to be 
supported on its own merits. Progesterone is the most importa 
nt molecule for support Route of administration is variable with 
no difference in outcome. Estrogen and HCG can be used in 
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13.  CC more than 7 cycles (esp >2000mg) in subfertile women is associated with >  risk of endometril ca.  May be due to inherent PCOS risk.(Cochrane 2017)
12. Fertility drugs do not appear to sign > risk of invasive ovarian, endometrial, BC or other Cancers.

14. CC should be restricted to 6 cycles. Malignant melanoma & thyroid cancer risk higher among CC treated women in almost all studies. (Yilmaz et al 2017)

1. Disorders of anovulation account for about 20-30% of infertility. Ovulation induction(OI) with or without IUI is performed as a �rst line treatment in anovulatory, 
unexplained and mild male infertility. 

9. PCOS- Basic issue is an Endocrine imbalance- >A. Oral drugs used as �rst line followed by combination of oral and GT and GT only as a last resort. Recruitable pool 
of follicles is increased 6 fold so high risk of hyperstimulation and OHSS. Strict dose titration required with GT to de�ne FSH threshold. Use of ISA helpful. If AMH levels 
>7ng/ml - > dose OI drugs is required. For LH surge – agonist/HCG can be used.

7. H-P-O axis needs to be functional for use of oral drugs.

5. LH is essential for producing the androgen substrate in the early follicular phase, is involved in follicular growth and DF selection and subsequently an LH surge in 
mid cycle leads to ovulation and formation of corpus luteum(CL).  

2. Before initiating OI, it is important to evaluate the underlying cause of anovulation and to treat underlying medical conditions, as applicable. It is also essential to do a 
semen analysis and tubal patency test before starting treatment. 

Key points

3. An FSH threshold level is required for follicular recruitment and growth. 
4. FSH window - the time for which the FSH level remains at the threshold level. It regulates number of follicles recruited. FSH window needs to be narrow for 
monofolliculr development.

6. Oral (CC, Tamoxifen, Letrozole) and injectable drugs (GT) are used.

8. Hypogonadotropic Hypogonadism. Since the GnRH pulses are absent there is need for exogenous GT. (FSH & LH or GnRH). Dose titration required is required to 
de�ne FSH threshold and FSH window is narrow for  monofollicular development. LH surge has to be initiated with HCG, GnRH agonist will not work. Luteal Support is 
Important

10. Unexplained Infertility - OI+IUI – 1st line treatment, helpful in patients with Infertility > 2yrs and AMA. OI alone not as effective. Oral and GT can be used. 
11. LPS is important where GT are used for stimulation to avoid LP de�ciency.

VIBRATE MEETINGS
IFS ACTIVITIES 2020  

JOINT IFS-ISAR-ACE RECOMMENDATIONS ON 
RESUMING/OPENING UP ART SERVICES

For Details Visit 
www.indianfertilitysociety.org
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IFS ACTIVITIES 2020  

Tamil Nadu Chapter
Date: 3 July, 2020

CHAPTER ACTIVITIES

1. What is the effect of duration of abstinence before semen testing done? 

5. Can we treat medically obese men with low semen analysis with sexual dysfunction?

Questions faced by gynaecologist while treating infertile couples 
with semen abnormalities. 

2. Two labs show different semen analysis reports of the same person. How to identify 
correct report? What is a normal semen analysis report? 

3. Ultrasound report shows the diagnosis of varicocele with subnormal semen 
parameters. What should be advised? 

4. How to proceed if azoospermia is reported in �rst semen analysis report and when 
and where to refer such cases? 

6. What is the role of available antioxidants in treating low semen parametres in infertile 
men?

Chhattisgarh Chapter
Date: 8 July, 2020

Rajasthan Chapter
Date: 11 July, 2020

Punjab Chapter
Date: 22 July, 2020

Karnataka Chapter
Date: 31 July, 2020

Bihar Chapter
Date: 23 August, 2020

Ÿ Chapter Secretary:  Dr Rajapriya Ayyappan

Ÿ Sponsored by- Sunpharma
Ÿ Patrons And Committee Members
Ÿ Faculty Was From IFS Tamil Nadu

Ÿ Topic: COVID Safe IFS
Ÿ Sponsored by- Sunpharma
Ÿ Patrons And Committee Members

Ÿ Topic: COVID Safe IFS

Ÿ Faculty Was From IFS Tamil Nadu
Ÿ Chapter Secretary:  Dr Rajapriya Ayyappan
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4. How to proceed if azoospermia is reported in �rst semen analysis report and when 
and where to refer such cases? 

Questions faced by gynaecologist while treating infertile couples 
with semen abnormalities. 

5. Can we treat medically obese men with low semen analysis with sexual dysfunction?

1. What is the effect of duration of abstinence before semen testing done? 

2. Two labs show different semen analysis reports of the same person. How to identify 
correct report? What is a normal semen analysis report? 

3. Ultrasound report shows the diagnosis of varicocele with subnormal semen 
parameters. What should be advised? 

6. What is the role of available antioxidants in treating low semen parametres in infertile 
men?

Uttarakhand Chapter UP Chapter Gujarat Chapter
Date: 27 August, 2020 Date: 29 August, 2020 Date: 30 August, 2020

Rajasthan Chapter Western UP Chapter 
Date: 1 September, 2020 Date: 20 September, 2020
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IFS ACTIVITIES 2020  
CHAPTER ACTIVITIES

JOINT IFS-ISAR-ACE 
RECOMMENDATIONS ON 

RESUMING/OPENING 
UP ART SERVICES

For Details Visit 
www.indianfertilitysociety.org

Chhattisgarh Chapter
Date: 26 September, 2020



IFS ACTIVITIES 2020  
SIG ACTIVITIES

Ÿ Date :1 July, 2020

Ÿ SIG Convenor : Dr. Bharti jain

Ÿ Name of Activity: IFS SIG Activity 

Ÿ Name of SIG: Ultrasound

Ÿ SIG Co-convener: Dr Kuldeep Singh

Ÿ Date :3 & 4 September, 2020
Ÿ Name of SIG: Research Methodology

Ÿ Name of Activity: IFS SIG Activity 

Ÿ SIG Convenor : Dr. Mohan Kamat
Ÿ SIG Co-convener: Dr Ruma SatwikIFS SIG- Ultrasound 

Date: 1 July, 2020
IFS SIG- Research Methodology
Date: 3rd and 4th September, 2020
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Ÿ Date :12 September, 2020
Ÿ Name of SIG: PCOS
Ÿ SIG Convenor : Dr. Sandeep Talwar
Ÿ SIG Co-convener: Dr Reeta Mahey

Ÿ Name of Activity: IFS SIG Activity 

IFS SIG- PCOS
Date: 12 September, 2020

Saturday, 12 September, 2020
5:00 PM - 7:05 PM

Invited Faculty

Mee�ng ID:
812 7112 4267

Password: 859401

Join e-CME with the link
h�ps://us02web.zoom.us/j/81271124267?pwd=UEVrQ0FJdDlFWUNacVVBOGsvUVZ2Zz09

Programme

Indian Fertility Society
IFS SIG- PCOS- How to 

Improve Fertility Outcomes
Webinar

5.10-5.30 PM-----Ovulation Induction in PCOS- Letrozole or Clomiphene Citrate? --- Dr Mohan Kamath 

5.30-5.35 PM------------- Audience Interaction

5.35- 6.00 PM ------Myo-Inositol- New player for Treatment  ----- Dr Neena Malhotra

6.00-6.05 PM------------- Audience Interaction

6.05-6.30 PM --------- High LH during COH in PCOS women?- Case study --------  Dr Sonia Malik

6.30-6.35 PM------------- Audience Interaction

6.35- 7.00 PM -------IVF in PCOS- quality check points before recruitment-------- Dr Bharti Dhorepatil

7.00 PM- 7.05 PM------------- Audience Interaction

Dr. Mohan Kamath Dr. Sonia Malik Dr. Bharati Dhorepatil 

of PCOS- The Evidence!

 

President, IFS Secretary General, IFS

Dr. Sudha Prasad Dr. Neena Malhotra 

Convenor, SIG PCOS Co Convenor, SIG PCOS

Dr. Sandeep Talwar Dr. Reeta Mahey

5.00 PM------- Welcome Address ------- Dr Sonu Talwar

7.05 PM------- Vote of Thanks -------Dr Reeta Mahey 

Ÿ SIG Co-convener: Dr Damodar r Rao

Ÿ Name of Activity: IFS SIG Activity 

Ÿ SIG Convenor : Dr. Renu Mishra

Ÿ Date :13 September, 2020
Ÿ Name of SIG: Endoscopy

IFS SIG- Endoscopy
Date: 13 September, 2020



IFS ACTIVITIES 2020  
INTERNATIONAL WEBINAR

Ÿ SIG Convenor : Dr. Bharti jain

Ÿ Name of Activity: IFS SIG Activity 
Ÿ Date :1 July, 2020
Ÿ Name of SIG: Ultrasound

Ÿ SIG Co-convener: Dr Kuldeep Singh

Ÿ Name of Activity: IFS SIG Activity 
Ÿ Date :3 & 4 September, 2020
Ÿ Name of SIG: Research Methodology
Ÿ SIG Convenor : Dr. Mohan Kamat
Ÿ SIG Co-convener: Dr Ruma Satwik

Ÿ Name of Activity: IFS SIG Activity 
Ÿ Date :12 September, 2020

Ÿ SIG Convenor : Dr. Sandeep Talwar
Ÿ SIG Co-convener: Dr Reeta Mahey

Ÿ Name of SIG: PCOS

Ÿ Name of Activity: IFS SIG Activity 
Ÿ Date :13 September, 2020

Ÿ SIG Convenor : Dr. Renu Mishra
Ÿ SIG Co-convener: Dr Damodar r Rao

Ÿ Name of SIG: Endoscopy
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IFS ACTIVITIES 2020  
MISCELLANEOUS



JOURNAL CLUB
ISAR-ACE-IFS, JOINT ACTIVITY

A Systematic and Meta-Analysis of Randomized 

rdDate: 3  July, 2020          
Presented By: Dr Charulata Chatterjee
Moderator: Mr Gaurav Kant 

Topic: “Blastocyst Culture Using Single Versus 
Sequential Media in Clinical IVF: How do manufacturers   

Moderator: Dr Sanjay Shukla

thDate: 17  July, 2020          
Presented By: Dr Sandeep Karunakaran

Topic: “Embryotoxicity testing of IVF disposables:

rdDate: 3  July, 2020          

Moderator: Dr Rutvij Dalal
Presented By: Dr Keshav Malhotra

Topic: “e effects of Storage time aer vitri�cation 
on pregnancy and Neonatal outcomes among 24,698 
patients following the �rst embryo transfer cycles.” 

IFS ACTIVITIES 2020  
OTHER JOINT ACTIVITY

Topic: “Managing Infertility in Aged Women”

Convener - Dr Roya Rozati

thDate: 28  August, 2020          

Co-Convener - Dr Ambuja
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INTERNATIONAL PRESENTATION 
FROM IFS MEMBERS

ESHRE 
Poster 7

Highlight’s:

Course Chairperson
Dr. Kuldeep Jain

Course Director
Dr. Jayant Mehta
Dr. Arne Sunde

President
Dr. Sudha Prasad

Secretary General
Dr. Neena Malhotra

Registration Fee
INR 6000/-

(Including GST)

For Further Informa�on Contact :

Dr.  Neena Malhotra - Secretary General

IFS SECRETARIAT - 302, 3rd Floor, Kailash Building, 26, Kasturba Gandhi Marg,

C.P. New Delhi - 110001  Tel: +91 9899308083, 9999140279, 9667742015 (whatsapp)

E-mail: indianfer�litysocietydelhi@gmail.com  Web: www.indianfer�litysociety.org

indianfertilitysociety indianfertilitysociety ifsdelhi

8th Embryology Preparatory

Certification Course for ESHRE Exam
& IFS Certification 

Eligibility:

MBBS/ Post Graduate or MSc/PhD in Life Sciences.

Experience of three years working at an IVF laboratory is

Payment accepted by  – DD/ Cheques/ NEFT
Account Name : Indian Fer�lity Society

Account No. : 50562010067180 | IFSC code : ORBC0100179
Bank Name : Oriental Bank of Commerce | Branch : Connaught Place, New Delhi-110001

please draw your cheques / DD in favour of “Indian Fer�lity Society” payable at Delhi 

Renowned Interna�onal & Na�onal Faculty.

Opportunity to appear in Mock Exam similar to ESHRE exam.

IFS course a�endance cer�ficate to all who appear in exams.

IFS Embryology Cer�fica�on to all who clear the exam.

Will be highly beneficial in prepara�on of ESHRE Cer�fica�on.

Every Sunday

1st November to 29th November
Time : 3:00 pm to 7:30 pm

1 November 2020

8 November 2020

15 November 2020

22 November 2020

29 November 2020

must for cer�fica�on (people with have less experience 
can also a�end the course)

Details on our website

www.indianfer�litysociety.org

Online & Completely 
on Virtual Mode

M: +91-9891557707

BECOME
A CERTIFIED
EMBRYOLOGIST

ESHRE 
Poster 8
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Account Name : Indian Fer�lity Society

Account No. : 50562010067180 | IFSC code : ORBC0100179
Bank Name : Oriental Bank of Commerce | Branch : Connaught Place, New Delhi-110001

please draw your cheques / DD in favour of “Indian Fer�lity Society” payable at Delhi 

Renowned Interna�onal & Na�onal Faculty.

Opportunity to appear in Mock Exam similar to ESHRE exam.

IFS course a�endance cer�ficate to all who appear in exams.

IFS Embryology Cer�fica�on to all who clear the exam.

Will be highly beneficial in prepara�on of ESHRE Cer�fica�on.

Every Sunday

1st November to 29th November
Time : 3:00 pm to 7:30 pm

1 November 2020

8 November 2020

15 November 2020

22 November 2020

29 November 2020

must for cer�fica�on (people with have less experience 
can also a�end the course)

Details on our website

www.indianfer�litysociety.org

Online & Completely 
on Virtual Mode

M: +91-9891557707

BECOME
A CERTIFIED
EMBRYOLOGIST
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Theme: Excellence Through Research & Innovation
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Research Methodology
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