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Abstract Objective: To investigate the effects of different trigger methods on pregnancy outcomes in patients
with low ovarian reserve (DOR) using high progestin-primed state ovulation induction (PPOS) regimen.
Methods: A total of 143 DOR patients who received in vitro fertilization/intracytoplasmic sperm injection-
embryo transfer (IVF/ICSI-ET) assisted pregnancies at the Reproductive Center of Yichang Central People’s

Hospital from October 2018 to October 2021 were selected. They were divided into human chorionic
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gonadotrophin (HCG) group (n=50) and HCG+ gonadotrophin releasing hormone agonist (GnRHa) group
(n = 93) according to different trigger methods. The effects of different trigger methods on assisted
pregnancy outcomes were compared between the two groups. Results: The comparison of clinical conditions
after ovulation induction between the two groups showed that the estradiol value on trigger day (1 511. 86 =+
619.12 pg/mL vs 1 970. 85+958. 34 pg/mL), the number of follicles==14 mm on trigger day (3. 84=+1. 42 vs
4.5041.53), the number of follicles==16 mm on trigger day (2. 89+ 1. 03 vs 3.58=+1.36), follicle output
rate (57, 43+37.82% vs 73. 0665, 68%), number of punctures (5.52+2.15 vs 6. 562, 63) and egg
number (3. 354 1. 87 vs 4. 38+ 2. 28) were significantly lower than those in HCG group (all P <C0. 05).
However, there were no significant differences in laboratory-related indexes and pregnancy outcomes of first
embryo transfer between the two groups (all P>>0. 05). Conclusion: In patients with DOR, PPOS protocol
was used to promote ovulation, and HCG + GnRHa combined trigger could achieve similar laboratory and
clinical pregnancy outcomes as single HCG trigger. HCG + GnRHa trigger may play a positive role in
improving the pregnancy outcome of patients with low estradiol in trigger day and fewer dominant follicles.
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