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Abstract 

Background:  The purpose of this research was to investigate whether high AMH levels in PCOS patients resulted in 
different IVF outcomes compared to those in non-PCOS patients.

Methods:  A retrospective cohort study was conducted involving 238 women undergoing IVF who had AMH lev-
els > 4 ng/ml. Participants were divided into two groups: PCOS and non-PCOS.

Results:  The median AMH level was significantly higher in the PCOS group (7.59 ± 4.61 ng/ml vs. 5.91 ± 2.22 ng/ml, 
p < 0.001). The PCOS group required less gonadotropin but yielded more oocytes after stimulation. Significantly more 
participants from the PCOS group (41.5% [n = 39]) developed a hyperresponse to ovarian stimulation compared to 
the non-PCOS group (26.4% [n = 38]) (OR = 1.978, 95% CI 1.138–3.488; p = 0.015).

Conclusion:  There were significant differences in terms of total doses of gonadotropin and the number of oocytes 
retrieved in the PCOS and non-PCOS groups. Women with PCOS and high AMH levels have a higher risk of hyperre-
sponse after ovarian stimulation than women without PCOS.
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Introduction
The use of anti-Mullerian hormone (AMH) analyses to 
predict ovarian response to stimulation has been wide-
spread. A high level of AMH (above 4–5 ng/ml) has been 
associated with a higher risk of hyperresponse and ovar-
ian hyperstimulation syndrome (OHSS) occurrence  [1]. 
Hyperresponse is characterized by the number of oocytes 
retrieved ≥ 20, development of OHSS, cycle cancellation 
due to hyperresponse, or combination of these condi-
tions  [2].

AMH is secreted from preantral and small antral fol-
licles. It has also been associated with hyperandrogenism  

[3]. Due to these characteristics, polycystic ovary syn-
drome (PCOS) patients tend to have higher AMH levels. 
Wiweko et al. reported that patients with a mean AMH 
level ≥ 4.45 ng/ml have a 9.35 times higher likelihood of 
developing PCOS  [4]. However, high levels of AMH have 
also been found in non-PCOS patients. In in vitro ferti-
lization (IVF), AMH levels are correlated with ovarian 
reserve and response to controlled ovarian stimulation. 
AMH also appears to be correlated with IVF outcomes, 
such as implantation, clinical pregnancies, and live birth 
rates, despite conflicting results  [3]. AMH levels can also 
predict ovarian response to exogenous follicle-stimulat-
ing hormone (FSH). Many studies have been conducted 
to identify the correct FSH doses during controlled ovar-
ian stimulation (COS) in IVF, with markers of ovarian 
reserve as part of the considerations. However, the stud-
ies were not adequate for women with PCOS, particu-
larly those with higher AMH levels  [5–7]. Studies that 
attempt to observe the difference in the high AMH state 
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in PCOS and non-PCOS patients and its effect on IVF 
outcomes are still very limited.

Therefore, this study aimed to determine whether high 
AMH levels in PCOS and non-PCOS patients might 
result in differences in their IVF outcomes.

Methods
Study population
We conducted a retrospective cohort study of eligible 
women who underwent an IVF cycle in our fertility clinic 
between January 2013 and June 2020. The data were 
obtained from medical records. Approval for this study 
was acquired from the Health Research Ethics Commit-
tee—University of Indonesia and Cipto Mangunkusumo 
Hospital. The inclusion criteria used were as follows: (1) 
serum AMH level > 4 ng/ml and (2) underwent the GnRH 
antagonist protocol. The exclusion criteria used were as 
follows: (1) frozen embryo transfer (FET) cycle, (2) cycles 
canceled prior to oocyte pick up, and (3) incomplete data.

The study population was divided into two groups: the 
PCOS group and the non-PCOS group. The diagnosis of 
PCOS was established based on the Rotterdam criteria 
when at least two of the following three criteria existed: 
oligomenorrhea or amenorrhea, clinical hyperandrogen-
ism and/or hyperandrogenemia, and polycystic ovaries.

Clinical and laboratory protocols
Serum AMH levels were measured prior to initiating the 
COS protocol in each patient. All AMH measurements 
were performed at our clinic’s laboratory.

Initial gonadotropin dosages were based on patient 
age, weight, antral follicle count, and previous response 
to stimulation, if any. COS was achieved with gonadotro-
pins (Gonal F; EMD-Serono, Switzerland). Ovulation was 
suppressed using 0.25  mg Cetrotide (Cetrorelix; EMD-
Serono, Switzerland).

rhCG (Ovidrel; EMD-Serono, Switzerland) was used 
as the ovulation trigger. The rhCG trigger was gener-
ally given when the two lead follicles attained a mean 
diameter > 18  mm. Oocyte retrieval was performed 
under conscious sedation and transvaginal ultrasound 
(TVUS) guidance with a 30-cm 16 G oocyte aspiration 
needle 35–36  h after the ovulatory trigger. Luteal sup-
port with 50  mg of intravaginal progesterone (Crinone; 
Merck Serono, Denmark) was initiated daily the day after 
retrieval.

Fertilization of oocytes was performed with conven-
tional insemination or intracytoplasmic sperm injection 
(ICSI) based on the couple’s history and the male part-
ner’s semen analysis. All embryos were cultured using 
in-house culture media. Cleavage embryos were assessed 
on Day 2 (44–46  h after insemination or sperm injec-
tion) and Day 3 (66–72  h after insemination or sperm 

injection). Embryos were graded based on the criteria 
described by Veeck [19]. Embryo transfers were per-
formed with Wallace catheters (Smiths Medical, OH, 
USA) at approximately 1 cm less than the uterine depth 
identified at prior trial transfer.

Outcome variables
Demographic characteristics included AMH level, age, 
body mass index (BMI), type of infertility, duration of 
infertility, and infertility diagnosis. The primary IVF out-
comes measured were biochemical pregnancy (BP) rate, 
clinical pregnancy (CP) rate, ongoing pregnancy (OP) 
rate, and OHSS occurrence.

Secondary outcomes measured COS parameters and 
outcomes, including total days of COS, total gonadotro-
pin administered, endometrial thickness, total number of 
oocytes retrieved, mature oocytes rate, and fertilization 
rate. The fertilization rate was defined as the percentage 
of transformation of inseminated oocytes into two pro-
nuclei (2PN) embryos.

Embryo evaluation was performed according to the 
Graduated Embryo Score (GES) criteria (Fisch et  al., 
2001). Patients who had at least three embryos with 
scores equal to or greater than 80 points according to the 
criteria on Day 3 were considered eligible to undergo five 
days of embryo culture. On Day 3 of evaluation, embryos 
that met the following criteria were considered good-
quality embryos: (1) less than 25% fragmentation, (2) 
stage-specific cell size for the majority of cells, and (3) no 
multinucleation. The Gardner blastocyst scoring system 
was used to evaluate the quality of blastocysts on Day 5 
of embryo culture.

Statistical analysis
All statistical analyses were performed using SPSS ver-
sion 25 (IBM Corp; Armonk, NY, USA). Categorical 
variables are presented as the number of cases and cor-
responding percentages. Continuous variables are pre-
sented as the mean ± SD. Mean differences between the 
two groups were compared using Student’s t test or the 
Mann–Whitney test, as appropriate. A p < 0.05 was con-
sidered statistically significant.

Results
A total of 238 women aged 24–41  years met the crite-
ria and were enrolled in the study. The mean age of the 
non-PCOS group was found to be higher (34.10 ± 4.45 
vs. 32.73 ± 3.63, p = 0.01). The median AMH level was 
significantly higher in the PCOS group (7.59 vs. 5.91, 
p < 0.001). No other characteristics showed a significant 
difference between the two groups (Table 1).

From the COS process, we found that the PCOS group 
required less gonadotropin (2085 vs. 2550, p = 0.001). 
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However, despite a lower dosage of gonadotropin admin-
istered, more oocytes were retrieved in the PCOS group 
after stimulation (17 vs. 14, p = 0.002) (Table 2).

In the PCOS group, two patients had mild PCOS, and 
three had severe OHSS. Meanwhile, in the non-PCOS 
group, four patients had mild OHSS, and one had severe 
OHSS. Patients with severe OHSS had to have their cycle 
canceled, and the embryo had to be frozen. Two other 
patients in the PCOS group also chose to have their 
embryos frozen due to nonclinical indications. Hyper-
response cases were found to be significantly higher in 

the PCOS group (41.5% vs. 26.4%, p = 0.015), with the 
OR = 1.978 (95% CI 1.138–3.488) (Table 2).

We found no statistically significant difference between 
the two groups in terms of embryo quality parameters 
(Table 3). Pregnancy rates also showed no significant dif-
ference between the two groups (Table 3).

Additionally, we also tried to determine the cutoff value 
of AMH to predict the hyperresponse in both groups. 
The receiver operating charateristic (ROC) curve was 
plotted for each group, and the area under the curve 
(AUC) was recorded. In the PCOS group, the AUC value 
was 0.626 (95% CI; sensitivity: 71.8%; specificity: 52.7%), 
and in the non-PCOS group, the AUC value was 0.617 
(95% CI; sensitivity: 71.1%; specificity: 46.2%). AUC 
values of 0.626 and 0.617 (in the PCOS and non-PCOS 
groups, respectively) indicated poor predictive quality.

Discussion
Our results show that there were significant differences 
in terms of total doses of gonadotropin and the number 
of oocytes retrieved in the PCOS and non-PCOS groups. 
The PCOS group required less gonadotropin but yielded 
more oocytes after stimulation. However, in terms of 
pregnancy outcomes and embryo quality, there were no 
significant differences between the two groups.

Among the patient characteristics, we found a sig-
nificant difference in the median age and AMH level 
between the two groups. These findings are similar to 
those of previous studies. For example, Lauritsen et  al. 
(2014) reported a lower PCOS prevalence with increas-
ing age  [8]. This might be caused by the decrease in ovar-
ian reserve or antral follicles as a woman ages  [9].

Higher AMH levels in PCOS patients have also been 
reported in numerous studies  [4, 10–13]. This might be 

Table 1  Patient characteristics

a Mann–Whitney test
b Independent t test

Normally distributed continuous data are expressed as the mean ± standard 
deviation, whereas nonnormally distributed data are expressed as the median 
(interquartile range); categorical data are expressed as n (%)

Variables PCOS
(n = 94)

Non-PCOS (n = 144) p value

Age (years) 32.73 ± 3.63 34.10 ± 4.45 0.010b

BMI (kg/m2) 23.21 (5.02) 23.62 (5.34) 0.784a

Type of infertility (n [%])

 Primary
 Secondary

80 (85.1%)
14 (14.9%)

122 (84.7%)
22 (15.3%)

Duration of infertility 
(years)

5 (4) 6 (6) 0.161a

Infertility diagnosis (n 
[%])

 Male factor
 Tubal
 Ovulatory
 Endometriosis
 Other

– 75 (52.1%)
15 (10.4%)
1 (0.7%)
12 (8.3%)
41 (28.5%)

AMH (ng/ml) 7.59 (4.61) 5.91 (2.22)  < 0.001a

Table 2  COS parameters and outcomes

a Mann–Whitney test
* Chi-square test

Nonnormally distributed continuous data are expressed as the median (interquartile range); categorical data are expressed as n (%)

Variables PCOS (n = 94) Non-PCOS (n = 144) p value

Total days of COS (days) 10 (2) 11 (2) 0.177a

Total gonadotropin doses (IU) 2085 (938) 2550 (1706) 0.001a

Endometrial thickness (mm) 11.7 (2.43) 12 (3.78) 0.131a

Number of oocytes retrieved (n) 17 (12) 14 (10) 0.002a

Mature oocytes rate (%) 83.30 (18.8) 83.65 (18.3) 0.142a

Fertilization rate (%) 75.0 (23.3) 71.4 (25.7) 0.995a

OHSS (n [%]) 5 (5.3%) 5 (3.5%) 0.448*

Response (n [%]) 0.077*

•  Poor response
•  Normal response
•  Hyperresponse

0 (0%)
55 (58.5%)
39 (41.5%)

2 (1.4%)
104 (72.2%)
38 (26.4%)
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caused by the increased synthesis and secretion of AMH 
by preantral and small antral follicles  [3]. The level of 
AMH increases with the antral follicle count (AFC) at a 
consistent rate of 0.2 ng/ml per follicle  [14]. In addition, 
granulosa cells in the follicles of PCOS patients have been 
shown to produce 75-fold more AMH than normal cells  
[15].

From the IVF process, we found that the PCOS group 
received a significantly lower gonadotropin dose dur-
ing COS. However, the number of oocytes retrieved was 
found to be higher. Moreover, the number of hyperre-
sponders in the PCOS group was also significantly higher 
than that in the control group. Although all the study 
subjects received the antagonist protocol, different doses 
might have been given. Following our clinical protocol, 
the protocol and doses were determined based on patient 
age, BMI, AFC, and previous response to stimulation, if 
any.

A study conducted by Di Paola et  al. identified the 
correct FSH doses during COS in IVF, with markers of 
ovarian reserve as part of the considerations. However, 
the protocol was not adequate for women with PCOS, 
particularly those with higher AMH levels [5]. Indeed, 
the major problem of gonadotropin stimulation in PCOS 
patients is the increased risk of multiple pregnancy and 
OHSS. Therefore, low-gonadotropin stimulation has 
been introduced and recently has been accepted as the 
best practice for PCOS patients, especially for those who 
have clomiphene citrate (CC) resistance  [16, 17]. In the 
last few years, a more sophisticated method has been 
introduced. Individualized COS (iCOS) involves identify-
ing high-risk patients through various biomarkers, with 
AMH and AFC seeming to be promising variables  [2, 
18]. Few studies have reported that the use of iCOS led to 
significantly lower OHSS occurrence  [19, 20].

Our PCOS group showed significantly higher aver-
age numbers of retrieved oocytes, despite lower 

administered gonadotropin doses. Various studies have 
effectively documented similar findings. Sahu et  al. 
reported that despite a significantly lower total gonado-
tropin dose, PCOS and PCO-only groups yielded more 
oocytes compared to controls  [21]. However, they also 
found no differences in oocyte maturation, embryo 
quality, implantation, or pregnancy rate. We discovered 
the same circumstances in our study. Swanton et al. also 
reported significantly more oocytes retrieved in PCOS 
and PCO-only groups (n = 14.2 and n = 16.2, respec-
tively) compared to controls (n = 10.5). They also found 
significantly more severe OHSS cases in the PCOS and 
PCO-only groups, similar to our findings.

In this study, although the difference was nonsig-
nificant, pregnancy outcomes were poorer in the 
PCOS group than in the non-PCOS group. A recent 
review by D’Alterio et  al. concluded that OHSS and 
the greater proportion of multiple pregnancies in 
women with PCOS could explain the lower preg-
nancy outcomes reported. Insulin resistance, elevated 
BMI, and androgen concentration are correlated with 
adverse pregnancy outcomes in women with PCOS. 
Insulin resistance disturbs early placentation. Moreo-
ver, insulin resistance and hyperadrogenism cause 
chronic inflammation that could inhibit implantation. 
Increased miscarriage rates are also observed in women 
with PCOS with insulin resistance, hyperinsulinemia, 
and elevated body weight  [22].

When we tried to determine a cutoff value of AMH 
levels for hyperresponse prediction, it resulted in a 
poor predictive value. This is presumably the result of 
the heterogenicity of each antral follicle. While AMH 
production is high, each follicle’s threshold to respond 
to ovarian stimulation might vary in women with 
PCOS. Kim et  al. analyzed the correlation between 
AMH level multiples of median (AMH-MoM) and 
ovarian sensitivity to gonadotropin stimulation. They 
found that ovarian sensitivity was not correlated with 
the AMH-MoM value and even tended to decrease 
with an increasing AMH-MoM level  [23]. These find-
ings might suggest that the use of basal serum AMH 
levels as a predictor of ovarian response should be care-
fully applied, considering other factors in patients.

This study has some limitations. Due to its retrospec-
tive design and relatively small number of patients, our 
study had low power. Moreover, women with various 
PCOS phenotypes were recruited for the study, which 
might have played a role in PCOS patients’ response to 
gonadotropin stimulation. More comprehensive fac-
tors and data must be included to further investigate 
the underlying causes associated with OHSS in PCOS 
patients.

Table 3  Embryo and IVF outcomes

a Mann–Whitney test

*Chi-square test

Nonnormally distributed continuous data are expressed as the median 
(interquartile range); categorical data are expressed as n (%)

Variables PCOS
(n = 89)

non-PCOS
(n = 143)

p value

Number of transferred embryo (n) 2 (1) 2 (1) 0.433a

Good-quality embryo (n [%]) 82 (87.2%) 137 (95.1%) 0.237*

Day 5 transfer (n [%]) 43 (45.7%) 59 (41.0%) 0.292*

Cumulative BP rate (%) 58 (61.7%) 80 (55.6%) 0.164*

Cumulative CP rate (%) 43 (45.7%) 55 (38.2%) 0.140*

Cumulative OP rate (%) 25 (26.6%) 49 (34.0%) 0.326*
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Conclusion
There are significant differences in terms of total doses 
of gonadotropin and number of oocytes retrieved in the 
PCOS and non-PCOS groups. The PCOS group required 
less gonadotropin but yielded more oocytes after 
stimulation. Even though both groups had high AMH 
levels, women with PCOS still had a higher risk of hyper-
response after ovarian stimulation. Further investigation 
of PCOS pathophysiology and other factors associated 
with it need to be done in the future.

Acknowledgements
Not applicable.

Author contributions
RM, YDP, and AH designed the study. YDP and KAP acquired the data. YDP, KAP, 
and MM contributed to the data analysis and interpretation and manuscript 
writing. YIP contributed to the revisions suggested by the reviewer. RM and 
AH supervised the overall process of the study. All authors read and approved 
the final manuscript.

Funding
The study was self-funded by the authors.

Availability of data and materials
The data that support the findings of this study are available from the cor-
responding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was performed in accordance with the Declaration of Helsinki. 
Ethical approval for this study was obtained from the Health Research Ethics 
Committee—University of Indonesia and Cipto Mangunkusumo Hospital (ID: 
87/UN2F1/ETIK/2019). All participants provided written informed consent.

Consent for publication
All authors have given consent and obtained participant consent for the 
publication of identifiable details, which can include photograph(s) and/or 
videos and/or case history and/or details within the text to be published in 
BMC Women’s Health.

Competing interests
All authors have no competing interests to declare.

Author details
1 Division of Reproductive Immunoendocrinology, Department of Obstetrics 
& Gynecology, Faculty of Medicine, University of Indonesia–Cipto Mangunku-
sumo National Hospital, Jl. Pangeran Diponegoro No.71, Kenari, Kec. Senen, 
Kota Jakarta Pusat, Daerah Khusus Ibukota Jakarta 10430, Indonesia. 2 Depart-
ment of Obstetrics and Gynecology, Faculty of Medicine, University of Indone-
sia–Cipto Mangunkusumo National Hospital, Jl. Pangeran Diponegoro No.71, 
Kenari, Kec. Senen, Kota Jakarta Pusat, Daerah Khusus Ibukota Jakarta 10430, 
Indonesia. 

Received: 27 August 2021   Accepted: 28 April 2022

References
	1.	 Nakhuda GS, Chu MC, Wang JG, Sauer MV, Lobo RA. Elevated serum 

müllerian-inhibiting substance may be a marker for ovarian hyperstimu-
lation syndrome in normal women undergoing in vitro fertilization. Fertil 
Steril. 2006;85(5):1541–3.

	2.	 Broer SL, Dólleman M, Opmeer BC, Fauser BC, Mol BW, Broekmans 
FJ. AMH and AFC as predictors of excessive response in controlled 
ovarian hyperstimulation: a meta-analysis. Hum Reprod Update. 
2011;17(1):46–54.

	3.	 Tal R, Seifer CM, Khanimov M, Seifer DB, Tal O. High serum Antimullerian 
hormone levels are associated with lower live birth rates in women with 
polycystic ovarian syndrome undergoing assisted reproductive technol-
ogy. Reprod Biol Endocrinol. 2020;18(1):20.

	4.	 Wiweko B, Maidarti M, Priangga MD, Shafira N, Fernando D, Sumapraja 
K, et al. Anti-mullerian hormone as a diagnostic and prognostic tool for 
PCOS patients. J Assist Reprod Genet. 2014;31(10):1311–6.

	5.	 Di Paola R, Garzon S, Giuliani S, Laganà AS, Noventa M, Parissone F, et al. 
Are we choosing the correct FSH starting dose during controlled ovarian 
stimulation for intrauterine insemination cycles? Potential application of 
a nomogram based on woman’s age and markers of ovarian reserve. Arch 
Gynecol Obstet. 2018;298(5):1029–35.

	6.	 Nelson SM, Yates RW, Fleming R. Serum anti-Müllerian hormone and 
FSH: prediction of live birth and extremes of response in stimulated 
cycles–implications for individualization of therapy. Hum Reprod. 
2007;22(9):2414–21.

	7.	 Yates AP, Rustamov O, Roberts SA, Lim HY, Pemberton PW, Smith A, 
et al. Anti-Mullerian hormone-tailored stimulation protocols improve 
outcomes whilst reducing adverse effects and costs of IVF. Hum Reprod. 
2011;26(9):2353–62.

	8.	 Lauritsen MP, Bentzen JG, Pinborg A, Loft A, Forman JL, Thuesen LL, et al. 
The prevalence of polycystic ovary syndrome in a normal population 
according to the Rotterdam criteria versus revised criteria including anti-
Müllerian hormone. Hum Reprod. 2014;29(4):791–801.

	9.	 Aiyappan SK, Karpagam B, Vadanika V, Chidambaram PK, Vinayagam S, 
Saravanan KC. Age-related normogram for ovarian antral follicle count 
in women with polycystic ovary syndrome and comparison with age 
matched controls using magnetic resonance imaging. J Clin Diagn Res. 
2016;10(1):011–3.

	10.	 Cook CL, Siow Y, Brenner AG, Fallat ME. Relationship between serum 
müllerian-inhibiting substance and other reproductive hormones in 
untreated women with polycystic ovary syndrome and normal women. 
Fertil Steril. 2002;77(1):141–6.

	11.	 La Marca A, Orvieto R, Giulini S, Jasonni VM, Volpe A, De Leo V. Mullerian-
inhibiting substance in women with polycystic ovary syndrome: 
relationship with hormonal and metabolic characteristics. Fertil Steril. 
2004;82(4):970–2.

	12.	 Saxena U, Ramani M, Singh P. Role of AMH as diagnostic tool for polycys-
tic ovarian syndrome. J Obstet Gynecol India. 2018;68(2):117–22.

	13.	 Sova H, Unkila-Kallio L, Tiitinen A, Hippeläinen M, Perheentupa A, 
Tinkanen H, et al. Hormone profiling, including anti-Müllerian hormone 
(AMH), for the diagnosis of polycystic ovary syndrome (PCOS) and charac-
terization of PCOS phenotypes. Gynecol Endocrinol. 2019;35(7):595–600.

	14.	 Nardo LG, Yates AP, Roberts SA, Pemberton P, Laing I. The relationships 
between AMH, androgens, insulin resistance and basal ovarian follicular 
status in non-obese subfertile women with and without polycystic ovary 
syndrome. Hum Reprod. 2009;24(11):2917–23.

	15.	 Pellatt L, Hanna L, Brincat M, Galea R, Brain H, Whitehead S, et al. Granu-
losa cell production of anti-müllerian hormone is increased in polycystic 
ovaries. J Clin Endocrinol Metab. 2007;92(1):240–5.

	16.	 Ea-Spcwg T. Consensus on infertility treatment related to polycystic ovary 
syndrome. Hum Reprod. 2008;23(3):462–77.

	17.	 Balen AH, Morley LC, Misso M, Franks S, Legro RS, Wijeyaratne CN, et al. 
The management of anovulatory infertility in women with polycystic 
ovary syndrome: an analysis of the evidence to support the development 
of global WHO guidance. Hum Reprod Update. 2016;22(6):687–708.

	18.	 Bosch E, Ezcurra D. Individualised controlled ovarian stimulation (iCOS): 
maximising success rates for assisted reproductive technology patients. 
Reprod Biol Endocrinol. 2011;9:82.

	19.	 Olivennes F, Trew G, Borini A, Broekmans F, Arriagada P, Warne DW, 
et al. Randomized, controlled, open-label, non-inferiority study of the 
CONSORT algorithm for individualized dosing of follitropin alfa. Reprod 
Biomed Online. 2015;30(3):248–57.

	20.	 Naether OG, Tandler-Schneider A, Bilger W. Individualized recombi-
nant human follicle-stimulating hormone dosing using the CONSORT 
calculator in assisted reproductive technology: a large, multicenter, 



Page 6 of 6Muharam et al. BMC Women’s Health          (2022) 22:172 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

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

•
  

gold Open Access which fosters wider collaboration and increased citations 

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

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

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

observational study of routine clinical practice. Drug Healthc Patient Saf. 
2015;7:69–76.

	21.	 Sahu B, Ozturk O, Ranierri M, Serhal P. Comparison of oocyte quality 
and intracytoplasmic sperm injection outcome in women with isolated 
polycystic ovaries or polycystic ovarian syndrome. Arch Gynecol Obstet. 
2008;277(3):239–44.

	22.	 D’Alterio MN, Sigilli M, Succu AG, Ghisu V, Laganà AS, Sorrentino F, et al. 
Pregnancy outcomes in women with polycystic ovarian syndrome. 
Minerva Obstet Gynecol. 2022;74(1):45–59.

	23.	 Kim JY, Yi G, Kim YR, Chung JY, Ahn JH, Uhm YK, et al. Association 
between serum anti-Müllerian hormone level and ovarian response to 
mild stimulation in normoovulatory women and anovulatory women 
with polycystic ovary syndrome. Clin Exp Reprod Med. 2013;40(2):95–9.

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


	IVF outcome with a high level of AMH: a focus on PCOS versus non-PCOS
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Study population
	Clinical and laboratory protocols
	Outcome variables
	Statistical analysis

	Results
	Discussion
	Conclusion
	Acknowledgements
	References


