
Approximately 50% of embryo transfer cycles are performed as frozen embryo transfer (FET) cycles; however, research
on the factors influencing pregnancy rates in these cycles is limited in northern Iran. The aim of this study was to identify
the factors influencing the clinical pregnancy rate in hormone replacement therapy (HRT) FET cycles among infertile
women.
This descriptive-analytical observational study analyzed HRT FET cycles of 429 infertile couples whose embryos were
obtained by microinjection at two in vitro fertilization (IVF) centers in Sari, northern Iran, from April 2015 to March 2019.
Data were analyzed using SPSS software, version 22, with a significance level set at p < 0.05.
The mean ± SD age of women and men was 32 ± 2.52 and 36 ± 1.62 years, respectively. The mean ± SD age of women
at the time of oocyte collection was 31.06 ± 5.3 years. Among the 429 patients, 171 cases (39.9%) achieved chemical
pregnancy and 156 cases (36.3%) achieved clinical pregnancy. Multivariate regression analysis revealed significant
differences between the clinically pregnant and non-pregnant groups (p < 0.05) in factors such as the woman's age at
oocyte retrieval, duration of infertility, occupation, body mass index (BMI), developmental stage of the transferred
embryo, type of catheter used for transfer, and embryo grade.
The study concluded that younger maternal age at oocyte retrieval, shorter duration of infertility, optimal BMI, higher
embryo grade, and appropriate selection of transfer techniques are key determinants of achieving clinical pregnancy in
HRT-FET cycles. These findings can guide specialists in optimizing FET protocols to improve pregnancy outcomes.

Keywords: frozen, embryo transfer, pregnancy, infertility, in vitro fertilization

INVESTIGATING FACTORS INFLUENCING CLINICAL PREGNANCY
RATES IN HORMONE REPLACEMENT THERAPY FROZEN-THAWED
EMBRYO TRANSFER CYCLES: A CROSS-SECTIONAL STUDY

Sepideh Peivandi1

Department of Obstetrics and Gynecology, In Vitro Fertilization Ward, Sexual and Reproductive Health Research Center, Mazandaran University
of Medical Sciences, Sari, Iran Department of Obstetrics and Gynecology, Faculty of Medicine, Mazandaran University of Medical Sciences, Sari,
Iran Department of Community Medicine, Faculty of Medicine, Mazandaran University of Medical Sciences, Sari, Iran Sexual and Reproductive
Health Research Center, Department of Reproductive Health and Midwifery, Faculty of Nursing and Midwifery, Mazandaran University of Medical
Sciences, Sari, Iran

1

2

3 4

Correspondence to:
Sepideh Peivandi and Marzieh Zamaniyan
Department of Obstetrics and Gynecology

In Vitro Fertilization Ward
Sexual and Reproductive Health Research Center

Mazandaran University of Medical Sciences, Sari, Iran
E-mail: dr_peyvandi@yahoo.com; marziehzamaniyan@gmail.com

Submitted: September 7, 2024 Revised: February 25, 2025
Accepted: April 16, 2025
Published online: October 31, 2025
Copyright:  © 2025, S. Peivandi et al. This is an open access
article published under the terms of the Creative Commons
Attribution 4.0 International License.
(http://creativecommons.org/licenses/by/4.0/).

ORIGINAL ARTICLE

AFMN Biomedicine 2025; 42(3):348-359 afmn-biomedicine.comhttps/doi.org/10.5937/afmnai42-53269

Samaneh Aghajanpour2 Mohammad Khademloo3

Keshvar Samadaee Gelehkolaee4 Marzieh Zamaniyan1

348

https://orcid.org/0000-0003-2887-1038
http://www.afmn-biomedicine.com/
http://https/doi.org/10.5937/afmnai42-53269
https://orcid.org/0000-0002-3765-5647
https://orcid.org/0000-0002-1013-6046
https://orcid.org/0000-0002-9692-187X
https://orcid.org/0000-0001-8984-5592


INTRODUCTION

In vitro fertilization (IVF) has revolutionized reproductive
medicine and brought hope to couples facing infertility.
Among the various techniques used in assisted reproductive
technology, frozen-thawed embryo transfer (FET) has
gained prominence due to its potential benefits, including
the flexibility in transfer timing and reduced risk of ovarian
hyperstimulation syndrome. Despite advances in
cryopreservation techniques, clinical pregnancy rates
following FET cycles exhibit significant variability (1, 2).
Numerous factors are thought to influence the success of
FET, including embryo quality, endometrial receptivity,
timing of transfer, and patient characteristics such as age
and hormonal profile. In addition, clinical factors such as the
ovarian stimulation protocol used, the experience of the
medical team, and laboratory conditions can also play
critical role. The interaction of these elements can create
complex scenarios that challenge our understanding of the
optimal conditions for successful implantation and
subsequent pregnancy. Moreover, the increased use of
preimplantation genetic testing has introduced additional
dimensions to the evaluation of embryo viability and
selection, adding layers to the decision-making process in
FET cycles (3–5).
Investigating factors that influence clinical pregnancy rates
in FET cycles is particularly important given the impact of
demographic factors on reproductive health. Variations in
age, ethnicity, and body mass index (BMI) can significantly
influence fertility treatments and outcomes (6). 
Although some studies have been conducted in Iran (7, 8),
research specifically addressing factors that influence
clinical pregnancy rates in FET cycles remains limited.
Furthermore, global studies on this topic have yielded
inconclusive results, highlighting the need for more focused
research to clarify these relationships. Understanding the
influences of associated factors on FET outcomes may lead
to the development of targeted strategies that address
barriers to successful pregnancy (9–11). This knowledge is
essential for improving clinical practice and ensuring
equitable access to reproductive technologies for all
individuals seeking assistance with infertility. 
By examining how these factors interact with clinical
variables, this study aims to provide insights that can
improve patient care and optimize clinical protocols in
different populations. Therefore, this study aims to identify
and analyze the specific fac-tors that influence clinical 

pregnancy rates in frozen-thawed embryo transfer cycles in
IVF.

METHODS

This descriptive-analytical study focused on frozen-thawed
embryo cycles resulting from microinjection in couples
referred to the IVF Center of Imam Khomeini Hospital and
the Private Mother IVF Center in Sari, Northern Iran,
between 2015 and 2020. The study was approved by the
Ethics Committee of Mazandaran University of Medical
Sciences (code: IR MAZUMS.IMAMHOSPITAL. REC.1399.042)
and adhered to the tenets of the Declaration of Helsinki.
Eligible couples were selected by availability sampling, and
written informed consent was obtained from all participants
to ensure confidentiality and permission to use the data for
research purposes.
Inclusion criteria consisted of patients undergoing a frozen
embryo transfer cycle with at least one grade A or B embryo
designated for transfer and who also consented to
participate in the study. In addition, only patients
undergoing hormone replacement therapy (HRT) cycles
were included in this study. Exclusion criteria included
participants in donation or surrogacy cycles, individuals with
uterine abnormalities or severe endometriosis, the
presence of hydrosalpinx detected by
hysterosalpingography or ultrasound, a history of difficult
uterine embryo transfers, azoospermia requiring testicular
sperm extraction (TESE), and individuals with uncontrolled
endocrine disorders such as diabetes, hypothyroidism, or
hyperthyroidism.
A total of 30 variables related to individual patient factors,
treatment cycle characteristics, and embryo factors were
evaluated. These variables included the woman's age at the
time of embryo transfer and oocyte retrieval, the spouse's
age, both partners' occupations, smoking and alcohol
consumption habits, duration of infertility, type of infertility
(primary or secondary), cause of infertility, reason for
embryo freezing (extra embryos, risk of ovarian
hyperstimulation syndrome, or inappropriate endometrium),
endometrial thickness on the day of embryo transfer, and
grade of transferred embryos (A, B, or C), time interval
between embryo thawing and transfer, developmental
stage of the transferred embryo (cleavage, morula, or
blastocyst), embryo grading before freezing, grading after
thawing, endometrial pattern on the day of transfer (triple-
line, hyperechoic, or isoechoic), type of catheter used for 
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transfer (with or without obturator), presence of blood at the
catheter tip after transfer, ease of transfer (easy, forced,
difficult, requiring tenaculum or anesthesia), performance of
hysteroscopy or laparoscopy prior to the transfer cycle,
season of transfer, number of previous failed cycles, use of
oral contraceptives  prior to the transfer cycle, treatment
protocol during the ovarian stimulation cycle (agonist or
antagonist), suppression with or without GnRH
(gonadotropin-releasing hormone) agonist in the transfer
cycle, body mass index (BMI), timing of the transfer within
the cycle, and duration of embryo freezing. In addition, we
recorded the outcomes of clinical and chemical pregnancy
rates, early and late spontaneous abortion rates, ectopic
pregnancy rates, and multiple pregnancy rate.
Endometrial preparation with hormonal drugs followed a
specific protocol. All patients were referred to the clinic on
the second or third day of their menstrual cycle for a vaginal
ultrasound to evaluate the uterus and ovaries. If the
ultrasound results were normal, patients were prescribed
estradiol valerate tablets (2 mg estradiol tablets
manufactured by Aburaihan Pharmaceutical Company, Iran),
starting on the third day of the menstrual cycle, with a daily
dosage ranging from 2 to 4 mg. Periodic vaginal ultrasounds
were performed to measure endometrial thickness, and the
estradiol dose was adjusted as needed. The maximum
prescribed dose of estradiol tablets was 8 mg per day.
Progesterone supplementation began when the
endometrial thickness reached 8 mm, with patients
receiving either vaginal progesterone suppositories
(Fertigest® 400 mg, Aburaihan Pharmaceutical Company,
Iran) every 12 hours at 400 mg or daily intramuscular
injections of 100 mg progesterone (50 mg vial, Iran Hormon
Pharmaceutical Company) for 3 to 5 days prior to embryo
transfer. Estradiol supplementation was continued along
with progesterone supplementation until the day of the
embryo transfer.
The timing of embryo thawing and transfer was planned
based on the age of the frozen embryo and the decision to
transfer the embryo at the blastocyst stage or another stage
of development. In some cases, patients were prescribed
oral contraceptive pills for one month prior to starting
estradiol treatment to synchronize cycles or in cases where
the endometrium required suppression. In addition, a daily
subcutaneous injection of a GnRH agonist (Sinafact 5 mg
vial, Sinagen Pharmaceuticals, buserelin) at a dose of 0.5
mg in the middle of the luteal cycle was used to suppress
the hypothalamic-pituitary axis and increase endometrial 

receptivity. The GnRH agonist dose was reduced to 0.25 mg
per day with the onset of menses and continued until
progesterone treatment was initiated.
The frozen embryos were created by microinjection of
oocytes obtained during the ovarian stimulation cycle, using
sperm obtained from the spouses' ejaculations. These
embryos were frozen between days 3 and 5 after
microinjection, from the 8-cell stage to the blastocyst stage.
Embryos were graded based on blastomere morphology
and cytoplasmic fragmentation, both before freezing and
after thawing. Cleavage stage embryos were graded as
follows: grade A indicated the absence of fragmentation
with 6–8 equally sized blastomeres; grade B had
fragmentation of less than 25% with blastomeres that may
or may not be equally sized; grade C had fragmentation
between 25–50% or blastomeres that were not equally
sized; and grade D had fragmentation greater than 50%.
Blastocyst grading followed the Gardner scoring system,
with grade D embryos typically not frozen (12, 13). Embryos
were frozen using Kitazato embryo vitrification media
freezing kits from Tokyo, Japan.
Prior to transfer, the embryos were thawed and placed in
embryo culture medium (Life Global, single-step media,
CooperSurgical, US) using Kitazato embryo thawing kits.
Embryos with less than 50% fragmentation after thawing
were considered suitable for transfer, which was performed
under abdominal ultrasound guidance by one or two fertility
specialists. Two types of catheters were used for embryo
transfer: one without an obturator (CCD catheter, Paris,
France) and one with an obturator, provided by either a CCD
catheter (TDT SET, Paris, France) or a Wallace obturator (Sure-
Pro Ultra, PEB623, CooperSurgical, Denmark). The report
documented the method of embryo transfer, classified it as
difficult or easy, and noted the use of tenaculum or
anesthesia, along with any bleeding from the catheter after
transfer. After the embryo transfer, patients rested in the
supine position for approximately 30 minutes before being
discharged. The administration of estradiol tablets and
vaginal or injectable progesterone continued until two weeks
after embryo transfer, at which time serum β-HCG levels were
measured. A serum β-HCG level greater than10 milliunits per
milliliter indicated a positive chemical pregnancy and
prompted reassessment two days later. If the pregnancy
progressed, estradiol and progesterone therapy was
continued until 10 weeks' gestation, with clinical pregnancy
confirmed by ultrasound observation of the gestational sac
and fetal pole with heartbeat at 7 weeks' gestation (14).
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Statistical analysis

Data were analyzed using SPSS software, version 22, and
the Kolmogorov-Smirnov test was used to test the
assumption of normality. Frequencies and percentages
were used to describe qualitative variables, and means and
standard deviations were used for quantitative variables.
The sample size for this study was determined to be 429
infertile couples based on a similar study, considering a
clinical pregnancy rate of 29.2%, a significance level of
0.05, a test power of 0.80, and an effect size of 6.15%,
selected by convenience sampling.
Chi-square tests, Fisher's exact tests, and independent
samples t-tests were used to compare demographic and
clinical data between clinically pregnant and non-pregnant
women undergoing frozen embryo transfer (FET) cycles. For
variables with non-normal distributions, the non-parametric
Mann-Whitney test was used to compare the two groups. To
investigate the effect of different factors on clinical
pregnancy, individual variables were first entered into a
simple logistic regression model (crude). Those with a p-
value < 0.2 were then entered into a multiple logistic
regression model (adjusted). Effective demographic and
clinical variables affecting the success of frozen-thawed
embryo transfer cycles were identified based on a
significance level of p < 0.05, and the results were
expressed as odds ratios (OR) with a 95% confidence
interval. The validity of the regression models was
confirmed using the Hosmer-Lemeshow test and the
omnibus test. A significance level of p > 0.05 was
considered for all tests.

RESULTS

In this study, 429 frozen embryo transfer (FET) cycles
involving 429 patients were analyzed. The mean age of the
women at the time of transfer was 32 ± 2.52 years, while
the mean age of their spouses was 36 ± 1.62 years. The
mean age of the women at the time of oocyte retrieval was
31.06 ± 5.3 years. Among the participants, 171 cases (39.9%)
resulted in chemical pregnancies, and 156 cases (36.3%)
resulted in clinical pregnancies. In the group of women with
clinical pregnancies, there were 127 singleton pregnancies,
28 twin pregnancies, and one triplet pregnancy. The mean 
body mass index (BMI) of the women was 25.06 ± 4 kg/m².
Of the women, 58.7% were homemakers, and 11% were
employed. Demographic characteristics and treatment cycle
outcomes for the pregnant and non-pregnant groups are
detailed in Tables 1 and 2. The results show significant
differences in certain variables between the pregnant and
non-pregnant groups, including the woman's age at oocyte
retrieval, BMI, duration of infertility, occupation, embryo
grade before freezing and after thawing, quality and
developmental stage of the transferred embryo, type of
catheter used for transfer, and ease of transfer (p < 0.05).
Other variables did not reach statistical significance (Table
1). 
When looking at embryo quality and women's age, the
study found that clinical pregnancy rates were higher in
women under 37 years of age who received two A-A or A-B
embryos compared to those who received two B-B
embryos. In addition, pregnancies were more successful in
women over 37 years of age when two A-A embryos were
transferred (Figure 1A).
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Table 1. Demographic and clinical characteristics in two groups of pregnant and non-pregnant women in frozen-thawed embryo
transfer cycles
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Regarding embryo development stage and women’s age,
morula-stage embryo transfers resulted in higher clinical
pregnancy rates compared to blastocyst-stage and
cleavage-stage transfers. However, morula-stage embryo
transfers were performed in only 2.1% of all FET cycles (nine
out of 429 patients). The small sample size of morula-stage
transfers limits the ability to draw definitive conclusions
about their efficacy compared to other embryo stages
(Figure 1B).
Table 3 shows the relationship between factors affecting
clinical pregnancy rates and the results of the multiple
logistic regression model.

The adjusted model shows that patients under 37 years of
age at oocyte retrieval had nearly four times the odds of
achieving clinical pregnancy compared with those over 37
years of age. Conversely, patients with infertility of less than
five years had 1.66 times the odds of clinical pregnancy
compared to those with infertility of more than five years. In
addition, the analysis revealed that homemakers had a 0.69
lower chance of clinical pregnancy compared to employed
individuals.
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* Frequency; B-HCG: Beta-Human Chorionic Gonadotropin; EP: Ectopic pregnancy
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Table 3. The results of logistic regression test in predicting success in frozen-thawed embryo transfer 
cycles in patients (based on the occurrence of clinical pregnancy)

Moreover, patients with A-A grade embryos had
approximately 0.46 higher odds of clinical pregnancy than
those with A-B grade embryos, while patients with B-B
grade embryos had approximately 0.74 lower odds of
clinical pregnancy than those with A-A grade embryos. The
results showed that for each unit increase in BMI, the
chance of clinical pregnancy increased by 6%. The odds of
clinical pregnancy for blastocyst embryos were 0.14 lower
than for morula stage embryos, and the odds of cleavage
stage embryos were 0.15 lower than for morula stage
embryos. In addition, the odds of pregnancy were 1.67 times
higher for catheters with an obturator compared to those
without (Table 3, Figure 1).

DISCUSSION

This aim of this study was to identify the factors influencing
the clinical pregnancy rate of FET cycles in infertile women
referred to infertility centres between 2015 and 2020. The
analysis revealed significant factors influencing the success
of FET cycles, distinguishing between pregnancy and non-
pregnancy groups. Key variables included the woman's age
at egg retrieval, duration of infertility, occupation, body
mass index (BMI), developmental stage of the transferred 

embryo, type of catheter used, and embryo grade. These
variables have been identified as influential in the success
or failure of FET cycles.
A woman's age is an important determinant of pregnancy
success in fresh transfer cycles, as declining oocyte quality
in women over 35 years of age can affect success rates (15,
16). However, in this study, neither the age of the woman at
transfer nor the age of the man correlated with clinical
pregnancy outcomes. Notably, women under 37 years of
age at oocyte retrieval had improved odds of achieving a
successful clinical pregnancy. This is consistent with the
results of another study, which showed that age did not
influence the outcome of cryopreservation in women
younger than 35 years (17). Moreover, research has
demonstrated comparable pregnancy rates in FET cycles
between women under and over 40 years of age when high
quality embryos are used, underscoring the importance of a
woman's age at egg retrieval as a critical determinant of
cycle success (8). Thus, the age at oocyte retrieval may be
more important than the age at transfer in predicting the
outcome of a transfer cycle. 
Our results also showed a significant relationship between
morula stage embryo transfer and clinical pregnancy rates. 
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Previous research has highlighted blastocyst embryo
transfer as a primary pre-dictor of live birth rates, with lower
abortion rates associated with grade A blastocyst embryos
compared to grade C (18, 19). In our study, the odds of
clinical pregnancy were 0.14 lower for blastocyst embryos
compared to morula stage embryos, and the odds were
0.15 lower for cleavage stage embryos compared to morula
stage embryos. However, morulastage embryo transfers
were performed in only 2.1% (9/429) of all FET cycles. This
discrepancy results from clinical practice decisions, as
blastocyst stage transfers are generally prioritized in most
studies due to their association with higher implantation
rates. It is also important to note that progression to the
blastocyst stage depends on the quality of the culture
environment and laboratory conditions. Progressing
embryos to the blastocyst stage could reduce the number of
viable embryos available for transfer due to the risk of
destruction during development and cell division. 
The clinical outcomes of morula-stage versus blastocyst-
stage embryo transfer have been evaluated in other studies
with varying results. Bavishi et al. (20) performed a
retrospective analysis comparing morula and blastocyst
transfers in fresh IVF-ICSI cycles. Their results showed that
although the implantation rate, clinical pregnancy rate
(CPR), and live birth rate (LBR) were slightly higher for
blastocyst transfers (37.79%, 51.35%, and 45.6%,
respectively) than for morula transfers (34.54%, 45.28%, and
37.73%, respectively), these differences were not
statistically significant. The study concluded that morula
transfer can serve as an effective alternative to blastocyst
transfer in selected cases without compromising outcomes.
Similarly, Korkmaz et al. (21) evaluated the clinical
pregnancy and live birth outcomes of vitrified and thawed
embryos transferred at the cleavage, morula, and blastocyst
stages. They found that embryos frozen on day 4 (morula
stage) and transferred on day 5 had significantly higher
clinical pregnancy and live birth rates compared to other
stages. This highlights the potential advantages of morula
stage transfers in certain scenarios. In addition, Tao et al.
(22) evaluated the survival and viability of frozen-thawed
morula embryos. They demonstrated that good quality
morula embryos (grade 3) had significantly higher post-thaw
survival, pregnancy rates, and implantation rates compared
to lower quality morula embryos. Their results support the
feasibility of morula cryopreservation and indicate that
careful selection of morula embryos can lead to favourable
outcomes.
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Despite these promising findings, it is important to note that
other studies and meta-analyses, such as those by Perlman
et al. (23) and Glujovsky et al. (24), have consistently
demonstrated the superior outcomes of blastocyst stage
transfers compared to earlier stages of development,
including morula. These studies highlight the higher
implantation and live birth rates associated with blastocyst
transfer, which remains the standard of care in clinical
practice. Given the small number of morula-stage transfers
in our study and the conflicting evidence in the literature,
we caution against overgeneralizing our findings. Further
research, including larger, well-controlled prospective
studies, is needed to fully evaluate the role of morula-stage
transfers in clinical practice and to determine their potential
benefits in specific patient populations".
There is conflicting evidence regarding the effect of BMI on
FET outcomes. One study found no significant differences in
implantation and pregnancy rates between women with a
BMI greater than 25 kg/m² and those with a BMI less than
25 kg/m² when high-quality embryos were available for
transfer (25). Conversely, another study reported higher
rates of unsuccessful IVF treatments and increased
miscarriage rates in patients with a BMI below 40 kg/m²
compared with normal weight patients (26). The
discrepancy between these findings and our results may be
due to the mean BMI of 25.06 kg/m² among our
participants.
Consistent with previous research (27), our study found no
significant relationship between endometrial thickness and
the success rate of FET cycles. In contrast, other studies
have identified endometrial thickness as a critical predictor
of FET success, particularly with a threshold of 8.9 mm,
noting that patients with thickness greater than 9 mm had
higher clinical pregnancy rates (17). In our study, embryo
transfers were not performed in cycles where endometrial
thickness fell below the minimum requirement of 8 mm.
However, the categorization of endometrial thickness into
groups above and below 9 mm may have influenced the
lack of significance and predictive ability observed in our
fertility results.
While some studies have suggested a decrease in
pregnancy rates following the use of gonadotropin-
releasing hormone antagonist therapy compared to agonist
therapy, our results are consistent with previous research
indicating that the ovarian stimulation protocol (antagonist
or agonist) does not significantly affect the success of
frozen-thawed embryo transfer (17, 27).
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We have identified the duration of infertility as an important
predictor of embryo transfer success. Although the adverse
effects of long-term infertility on pregnancy outcomes
remain unclear, prolonged waiting for primary infertility
treatment may hinder the effectiveness of assisted
reproductive methods (17, 28). One study identified a cut-off
point of 4.5 years for the duration of infertility (17).
Our results are consistent with a systematic review that
identified the type of catheter used for embryo transfer as a
potential predictor of favourable outcomes (29). However,
another study emphasized that the skill of the embryo
transfer operator plays a more important role in determining
the success of the transfer cycle (30). We found that
employed women were 0.69 times more likely to become
pregnant than homemakers. This suggests that employment
may influence health literacy, which in turn influences
psychological factors related to fertility (31). Additionally,
social stigma and cultural influences that divert attention
away from infertility may contribute to this disparity. In
support of this notion, studies have highlighted the impact
of psychological factors, particularly chronic stress, on the
outcomes of embryo transfer cycles (32, 33).
In this multicenter study, we used a larger sample size and
advanced statistical analysis models to identify variables
that affect FET cycles in infertile women. However, several
limitations should be noted. The small number of morula-
stage embryo transfers (2.1% of total transfers) limits the
strength and generalizability of the conclusions regarding
their clinical pregnancy outcomes. In addition, we did not
assess final pregnancy outcomes or live birth rates.
Moreover, only one method of endometrial preparation was
used for all patients, and alternative methods were not
examined as independent variables. Future studies could
investigate factors affecting the success of FET cycles using
donor embryos, embryos obtained by microinjection of
oocytes with sperm from TESE, or other methods of
endometrial preparation and transfer within a standard
cycle. Due to the nature of this study, the results may not be
generalizable to all infertile couples.
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The study concluded that younger maternal age at oocyte
retrieval, shorter duration of infertility, optimal BMI, higher
embryo grade, and appropriate selection of transfer
techniques are key determinants of achieving clinical
pregnancy in HRT-FET cycles. These findings can guide
specialists in optimizing FET protocols to improve
pregnancy outcomes.
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