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ABSTRACT 

Research Question:  Natural fecundity and IVF-ICSI success rate both decrease with age. For this 

reason, in women older than 35, it is generally recommended to initiate the infertility work-up 

earlier. However, this assumption may expose couples to over-diagnosis and over-treatment.  

Design:  To shed light on this issue, we developed a theoretical model aimed at assessing the effects 

of starting the infertility work-up after 6 rather than 12 months of pregnancy seeking The 

assumptions of the model were: 1) infertile women are straightly treated with IVF-ICSI for up to 

three cycles; 2) IVF-ICSI success rate at first cycle linearly declines with age (3% per year), 3) the 

drop-out rate after the 1
st
 and 2

nd
 cycle is 18% and 25%, respectively, 4) the relative reduction of the 

success rate at 2
nd

 and 3
rd

 cycle is 16% and 26%, respectively.  

Results:  On these bases, the anticipation moderately improved the cumulative chances of live birth 

of a full IVF-ICSI program. This improvement depended on age. Specifically, it increased from 

2.0% at age 35 to 3.0% at age 43. Conversely, the incremental success rate per single IVF cycle was 

mainly stable, varying only from 1.4% at age 35 to 1.3% at age 43.   

Conclusions:  In women older than 35, anticipation of the infertility work-up is associated with 

only a modest increase in the rate of success of IVF-ICSI. In most scenarios, this advantage may 

compare unfavorably with the chances of natural conception during the 6 months period. 
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Key message 

In older women, it is generally recommended to anticipate the infertility work-up after only 6 

months of pregnancy seeking but this may expose couples to over-diagnosis and over-treatment. 

Based on a theoretical model, we actually showed that anticipating clinical management may not be 

justified and can cause wastage of resources.  

                  



 

                  



Introduction 

Postponing motherhood is a common demographic trend in the Western world (Schmidt et al., 

2012). It is driven by a range of social processes such as the utilization of effective contraception, 

increases in women’s education and labor market participation but also value changes and 

economic uncertainty (Mills et al., 2011). From a clinical perspective, it is a worrying phenomenon 

because women’s fecundity declines with age and, in contrast to common beliefs, infertility 

treatments do not overcome the detrimental effects of women’s aging (Mills et al., 2011; Schmidt et 

al., 2012; ESHRE Capri Workshop Group, 2017). Indeed, both natural fecundity and the rate of 

success of Assisted Reproductive Techniques (ARTs) decrease at a similar rate after age 35 and 

definitely end at about age 45. Live births after this age are anecdotal (Leridon, 2004; Van Voorhis, 

2007; Somigliana et al., 2016).  

Understanding and overcoming the detrimental effects of women aging represents a main research 

priority in reproductive medicine. However, up to now, efforts have been unfruitful and clinical 

applications disappointing (Crawford and Steiner, 2015; Igarashi et al., 2015). On these bases, the 

main scientific Societies engaged in the field, including the American Society of Reproductive 

Medicine (ASRM), the American College of Obstetrics and Gynecology (ACOG) and the National 

Institute for Health and Care Excellence (NICE) claim for the anticipation of clinical management 

(performing diagnostic tests and, if needed, treatments) for women who start seeking pregnancy 

after age 35 (NICE, 2013; ACOG and ASRM; 2014). In particular, the guidelines recommend to 

initiate the infertility diagnostic work-up after only 6 months of pregnancy seeking rather than the 

usual one year period. ASRM and ACOG also recommend to anticipate the initiation of treatments 

(ACOG and ASRM, 2014). 

We argue that these recommendations actually generate a paradox with potential relevant public 

health consequences. In fact, it is recommended to anticipate clinical management in a population 

characterized by reduced fecundity, thus in a population that would conversely need a longer rather 

                  



than a shorter duration of pregnancy seeking to reach a reliable diagnosis of infertility (Somigliana 

et al., 2016). This situation can engender over-diagnosis and over-treatment and the well-known 

associated wastage of resources and undue exposure to risks (Carroll, 2017; Korenstein et al., 

2018). Noteworthy, this tricky situation is complicated by the limited accuracy of the diagnostic 

work-up of infertility (Evers, 2012). Indeed, in the vast majority of cases, results of diagnostic tests 

alone do not enable us to reach an accurate diagnosis. Duration of regular sexual intercourses 

remains essential for a definitive diagnosis of infertility (Evers, 2002; ESHRE Capri Workshop 

Group, 2017). 

To shed light on this potentially relevant issue, we developed a theoretical model to estimate the 

consequences of the anticipation of the clinical management of infertility in women older than 35 

years.  

 

Methods 

The aim of the model was to explore the effects of starting the infertility work-up after 6 months of 

pregnancy seeking rather than the usual 12 months’ period. We mainly aimed at determining 

whether the detrimental impact of a 6 months’ delay on the chances of success of ARTs could 

justify this clinical position. The model was based on cost-beneficial considerations, ie on the 

balance between the potential benefits of anticipation in terms of increased live births on one hand 

and the exposure of undue risks and the incremental use of resources on the other hand. The 

perspective was the one of the health provider. The study was based on a theoretical model and was 

thus exempted from acceptance of the Institutional Review Board. 

The main assumptions of the model were: 1) infertile women older than 35 years are straightly 

treated with in vitro fertilization or intra-cytoplasmatic sperm injection (IVF-ICSI) for up to three 

cycles (NICE, 2013); 2) IVF-ICSI success rate at first cycle linearly declines with age from 30% at 

35 years up to 0% at 45 years (3% constant reduction per year) (ACOG and ASRM, 2014; 

                  



Sunderam et al., 2018) , 3) the drop-out rate after the 1
st
 and 2

nd
 cycle is 18% and 25%, respectively 

(Gameiro et al., 2013), 4) the relative reduction of the success rate at 2
nd

 and 3
rd

 cycle of IVF-ICSI 

is 16% and 26% (compared to first cycle), respectively (McLernon et al., 2016), 5) the detrimental 

impact of the time passing for the performance of the three attempts of IVF-ICSI was not 

considered because deemed poorly relevant and expected to similarly impact at any age. 

Calculations of the total number of live births after IVF-ICSI treatments according to age are 

explained and illustrated in Figure 1. The impact of the anticipation is calculated as the difference 

between the number of live births that can be obtained at age X + 0.5 years and those that can be 

obtained at age X years. The Number need to be treated (NNT) is calculated as the ratio between 

100 and this difference: it represents the number of patients that should be treated in advance to 

obtain one additional live birth. In the analyses, age ranged between 35 to 43 years because 

infertility treatments beyond 43 are not justified (NICE, 2013; ESHRE Capri Workshop Group, 

2015; Devesa et al., 2018). Then, we ran sensitivity analyses for the chances of live birth, moving 

the basal probability at first IVF-ICSI cycle at 35 years (30% in the basal model) from 20% to 40% 

but keeping the reduction with time linear up to 0% at 45 (thus corresponding to a yearly reduction 

of 2% and 4%, respectively).  

Finally, we calculated the incremental success rate (ISR) per IVF-ICSI cycle associated with the 

anticipation of treatment. The formula was: 

ISR = (Proc. at age X / LB at age X) – (Proc. at age X+0.5 / LB at age X+0.5) 

Where Proc. and LB represent the number of IVF-ICSI procedures and the number of live births, 

respectively.  To support a beneficial effect of the anticipation, this ISR had to be superior to 7% 

(range 4-10%) which is the proposed thresholds of live birth rate to consider IVF-ICSI cost-

beneficial (ESHRE Capri Workshop Group, 2015).  

Calculations were done in an Excel file which is available as an additional material for those 

interested in adapting the analyses to their own setting.  

                  



 

Results 

The increase of the success of the IVF-ICSI program associated to an anticipation of 6 months in 

the initiation of treatments changed with age, increasing from 2.0% at age 35 to 3.0% at age 43. The 

corresponding NNTs decreased from 49 at age 35 to 34 at age 43. These results are shown in Figure 

2. 

Figure 2 also illustrates the results of the pre-specified sensitivity analyses that modified the basal 

live birth rate at 35 years (30% in the basal model) to 20% and to 40%. In the former, the beneficial 

effects of the 6 months’ anticipation on the success of the IVF-ICSI program increased from 1.6% 

at age 35 to 2.0% at age 43. The corresponding NNTs decreased from 63 to 49, respectively. For the 

latter (basal rate of success of 40%), the improvement progressively increased from 2.3% at age 35 

to 3.9% at age 43. The corresponding NNTs decreased from 44 to 26, respectively.  

In order to shed light on the incremental cost-beneficial ratio of the anticipation of treatment we 

calculated the incremental success rate per cycle (Figure 3). In the basal situation (live birth rate at 

35 years of 30%), it decreased from 1.4% to 1.3% from age 35 to age 43. When setting the live birth 

rate at 35 years at 40%, the incremental success rate per cycle decreased from 1.9% to 1.8% from 

age 35 to age 43. Finally, for a live birth rate at 35 years set at 20%, it also slightly decreased but 

remained approximately 0.9%. In all the scenarios, the estimated impact is well-below the 4-10% 

thresholds used to define IVF-ICSI as cost-beneficial (ESHRE Capri Workshop Group, 2015). 

 

Discussion 

The diffused and shared idea that women older than 35 who are seeking pregnancy should 

anticipate the infertility work-up is questionable. Indeed, in our model, respecting the common 

definition of infertility (i.e. maintaining the limit of 12 rather than 6 months of regular sexual 

intercourses prior to initiate clinical management) was associated with only a marginal reduction in 

                  



the chances of success of ARTs (below 4% for all conditions tested corresponding to a NNT above 

25). In addition, in all scenarios, the incremental rate of success per cycle associated to anticipation 

was < 2%, thus well-below the thresholds generally used to define IVF-ICSI as cost-beneficial (4-

10%) (ESHRE Capri Workshop Group, 2015). Noteworthy, one should consider that a consistent 

proportion of women could conceive naturally in the 6 months interval, in particular for those aged 

35 to 40 years. Regardless of any economical consideration, anticipation does not seem reasonable 

if the estimated chances of natural conception exceed the net benefit of an earlier treatment. One 

has to balance the calculated NNT with the natural pregnancies that can occur during these 6 

months (Somigliana et al., 2016; van Eekelen et al., 2018). In other words, if the cumulative chance 

of pregnancy at 6 months are >4%, anticipation appears unwise. This threshold is presumably 

significantly lower if one were to include additional costs and risks associated to IVF-ICSI. To note, 

natural pregnancies in women seeking pregnancy for only a short period of time are relatively 

common. For instance, Van Eekelen et al. (2018) recently showed that in 38 years’ old women 

seeking pregnancy for one year and without significant obstacles to conception, the chances of 

natural pregnancies over the following year is 25%. Moreover, Eijkemans et al. (2017) failed to 

observe any detrimental effect on the overall chances of pregnancy when comparing women with 

immediate access to IVF-ICSI to those with a delayed access. Importantly, this observation was not 

influenced by women’s age. 

One could argue that these considerations are merely speculative because of the common belief that 

IVF-ICSI could overcome age or could increase the chances of pregnancy compared to natural 

conception. However, this popular beliefs are unproven. A biological rationale is lacking and, up to 

now, there is no scientific evidence supporting this view, either directly (RCTs) or indirectly 

(ESHRE Capri Workshop Group, 2017). To our knowledge, there is only one RCT recruiting 

women of advanced reproductive age with “unexplained infertility” (age 38-42 years, pregnancy 

seeking > 6 months and unremarkable diagnostic work-up) (Goldman et al., 2014). The authors 

compared three different therapeutic approaches and failed to document any difference. Even if a 

                  



study group of women treated with expectant management was lacking, it is noteworthy that 37 out 

of the 177 eligible women (21%) had natural pregnancies, corresponding to 39% of all the recorded 

pregnancies (Goldman et al., 2014). Albeit indirect, this observation fuels the concerns against the 

indiscriminate anticipation of IVF-ICSI in this group of women. 

A second possible concern against our view is related to the accuracy of the diagnosis. If the 

accuracy of the diagnostic armamentarium was high, anticipation would not be harmful. However, 

this is not the case. If on one hand an earlier diagnosis of patent causes of absolute infertility (such 

as severe male factor or bilateral tubal occlusion) could be beneficial because no pregnancies can 

occur in the delay of 6 months, on the other hand this could be detrimental for all the other causes 

of subfertility which represent the vast majority (Evers, 2002). A definite diagnosis is a difficult 

achievement in reproductive medicine. For this reason, there is now a commitment to use the term 

subfertility rather than infertility (Evers, 2002). The duration of the period of pregnancy seeking 

plays an essential role in the diagnosis, even when some causes of infertility emerge in the 

diagnostic work-up. For instance, the semen analysis is highly fluctuating and a remarkable overlap 

exists between fertile and infertile men (Guzick et al., 2001). With the exception of severe cases, 

the diagnosis of male infertility cannot be drawn in couples who have not sought for pregnancy for 

a relatively long period of time (1-2 years). Endometriosis is a cause of infertility but a significant 

proportion of women (up to 50%) can conceive naturally even in advanced stages (Vercellini et al., 

2009; Leone Roberti Maggiore et al., 2015; Leone Roberti Maggiore et al., 2017). Most 

importantly, unexplained infertility is a common condition (it affects one quarter of couples) that is 

intrinsically linked to the duration of pregnancy seeking. Two thirds of young couples seeking 

pregnancy for one year who have an unremarkable diagnostic work-up are erroneously labeled with 

this diagnosis (Somigliana et al., 2016). They were just unlucky. Due to the natural decline of 

fecundity with age, this rate of false positive diagnoses boosts in women older than 35. It reaches 

80% at age 37 and 90% at age 40. As a matter of fact, a reliable of diagnosis of unexplained 

infertility cannot be done in old women (Somigliana et al., 2016). More in general, drawing a 

                  



diagnosis of unexplained infertility in women older than 35 who are seeking pregnancy for only 6 

months is clinically meaningless. 

Based on our model, a mild increase in the proportion of women who could benefit from 

anticipation occurred with age, i.e. anticipation would be more justified in older women (above 40). 

This mild increase in the beneficial effects emerging from our analysis is due to the extremely low 

rate of success of the procedure in this age group, a situation that determines a significant increase 

in women persisting in the program (very few become pregnant and thus most remain in the 

program) and thus an increase in the number of procedures (and some more pregnancies). This is 

thus a kind of artifact that should not be used to claim a benefit of anticipation of treatment in this 

extreme age group. On the other hand, it has to be recognized that, theoretically, women older than 

40 may particularly benefit from the anticipation because the proportion of those expected to 

conceive naturally is lower. Albeit plausible, this inference is speculative and would deserve to be 

validated with clinical evidence. Indeed, to date, IVF-ICSI has not been shown to overcome the 

detrimental effects of age (ESHRE Capri Workshop Group, 2017).  

Some limitations of our model should be recognized. First, as a treatment, we exclusively took into 

consideration IVF-ICSI. One could argue that other treatments could also be used, including 

surgery or intrauterine insemination. However, the cost-beneficial balance of these interventions is 

debated and NICE does not recommend their use (NICE, 2013). Second, the assumption that IVF-

ICSI success rate linearly declines with age may be argued. Even if at prima faces the reduction 

seems linear, this may be a simplistic view. On the other hand, we believe that the sensitivity 

analysis that varied the annual decrease in the rate of success from 2% to 4% may have overcome 

this possible criticism. Third, our model was very focused. We did not adopt a comprehensive 

approach as our model did not include the costs to perform diagnostic tests and treatments, the risks 

of IVF-ICSI and, most importantly, the  chances of natural pregnancies. Such type of analysis 

would have enabled us to better estimate the detrimental effects of the anticipation. However, such 

                  



model would also be very complex and would require several assumptions that could ultimately 

affect its reliability. For instance, a validated model to calculate the chances of natural pregnancy 

over a 6 months period after 6 months of pregnancy seeking is lacking in the literature. To note, 

there is also no mean to disentangle the magnitude of the overlap between pregnancies obtained 

with IVF-ICSI and those occurring naturally. One may even argue that IVF-ICSI could not add new 

pregnancies if aging is the underlying cause of the 6 months delay in conceiving. In fact, there is no 

evidence to support that anticipated IVF-ICSI could really increase the chances of pregnancy in 

couples with unremarkable infertility work-up. Moreover, we judged that including in the model 

costs, risks and natural conceptions was not essential since anticipation emerged as poorly 

acceptable even without considering these additional aspects. On the other hand, we believe that 

future more articulated analyses can be foreseen to investigate another related issue, i.e. whether the 

duration of pregnancy seeking should be prolonged rather than reduced in women older than 35. 

Given the reduction of natural fecundity with age, the reliability of any diagnostic tests in old 

women is inevitably reduced. One might consider to raise the minimal duration of pregnancy 

seeking in women older than 35 up to two years. Interestingly, NICE recommends the anticipation 

of the diagnostic work-up in women older than 35 but does not recommend prompt IVF-ICSI in 

couples whose tests are unremarkable. Even in this group, the procedure is not indicated up to two 

years of pregnancy seeking (NICE, 2013). In other words, NICE guidelines are more aware of the 

risk of overtreatment, at least for couples without patent obstacles to conception.  

Anticipation of diagnosis and treatment of infertility in women above 35 years is a clinical attitude 

that could expose a large proportion of couples to over-diagnosis and over-treatment. The situation 

is even more troublesome in the Western World where women typically postpone pregnancy 

seeking in the late thirties or even in the forties (Mills et al., 2011; Schmidt et al., 2012). If applied, 

a systematic policy of investigations and treatment after only 6 months of pregnancy seeking in 

women older than 35 can have a relevant impact, from both a clinical (undue exposure to risks) and 

economical perspective. In this regard, it has however to be highlighted that, in real life, physicians 

                  



and patients do not stringently follow the suggestions of the major scientific Societies and duration 

of pregnancy seeking is generally well-above 6 months. Nevertheless, we believe that there is the 

need for a more in-depth reasoning on this point. A blind plea for anticipation is not justified and 

evidence is required. To note, one could also maintain the indication for anticipation after 6 months 

in women older than 35 but this should be accompanied by a precise fertility workup to be used in 

these cases. It should be limited only to the most informative tests (mainly assessing tubal patency testing 

and semen quality) and should foresee stringent criteria for drawing an indication to IVF-ICSI. More in 

general, there is the urgent need for well-designed economical studies and RCTs aimed at 

disentangling the best approach for older women older than 35 who are seeking pregnancy rather 

than a blinded plea for anticipation of the clinical management. 

 

Study funding/competing interest(s): The study was partly supported by the European COUNCIL 

grant agreement n. 803959 (PI: Alice Goisis) 

                  



References 

American College of Obstetricians and Gynecologists Committee on Gynecologic Practice; 

Practice Committee of the American Society for Reproductive Medicine. Female age-related 

fertility decline. Committee Opinion No. 589. Obstet. Gynecol. 2014; 123: 719-721. 

Carroll AE. The High Costs of Unnecessary Care. JAMA. 2017; 318: 1748-1749. 

Crawford NM, Steiner AZ. Age-related infertility. Obstet. Gynecol. Clin. North Am. 2015; 42: 15-

25  

Devesa M, Tur R, Rodríguez I, Coroleu B, Martínez F, Polyzos NP. Cumulative live birth rates and 

number of oocytes retrieved in women of advanced age. A single centre analysis including 4500 

women ≥38 years old. Hum. Reprod. 2018; 33: 2010-2017. 

Eijkemans MJC, Kersten FAM, Lintsen AME, Hunault CC, Bouwmans CAM, Roijen LH, 

Habbema JDF, Braat DDM. Cost-effectiveness of 'immediate IVF' versus 'delayed IVF': a 

prospective study. Hum. Reprod. 2017; 32: 999-1008. 

ESHRE Capri Workshop Group. Economic aspects of infertility care: a challenge for researchers 

and clinicians. Hum. Reprod. 2015; 30: 2243-2248. 

ESHRE Capri Workshop Group. A prognosis-based approach to infertility: understanding the role 

of time. Hum. Reprod. 2017; 32: 1556-1559. 

Evers JL. Female subfertility. Lancet. 2002; 360(9327): 151-159.  

Gameiro S, Verhaak CM, Kremer JA, Boivin J. Why we should talk about compliance with 

assisted reproductive technologies (ART): a systematic review and meta-analysis of ART 

compliance rates. Hum. Reprod Update. 2013; 19: 124-135. 

Goldman MB, Thornton KL, Ryley D, Alper MM, Fung JL, Hornstein MD, Reindollar RH. A 

randomized clinical trial to determine optimal infertility treatment in older couples: the Forty 

and Over Treatment Trial (FORT-T). Fertil. Steril. 2014; 101: 1574-1581.  

Guzick DS, Overstreet JW, Factor-Litvak P, Brazil CK, Nakajima ST, Coutifaris C, Carson SA, 

Cisneros P, Steinkampf MP, Hill JA, Xu D, Vogel DL; National Cooperative Reproductive 

Medicine Network. Sperm morphology, motility, and concentration in fertile and infertile 

men. N. Engl. J. Med. 2001; 345: 1388-1393.  

                  



Igarashi H, Takahashi T, Nagase S. Oocyte aging underlies female reproductive aging: 

biological mechanisms and therapeutic strategies. Reprod. Med. Biol. 2015; 14: 159-169.  

Korenstein D, Chimonas S, Barrow B, Keyhani S, Troy A, Lipitz-Snyderman A. Development of a 

Conceptual Map of Negative Consequences for Patients of Overuse of Medical Tests and 

Treatments. JAMA Intern. Med. 2018; 178: 1401-1407.  

Leone Roberti Maggiore U, Scala C, Venturini PL, Remorgida V, Ferrero S. Endometriotic 

ovarian cysts do not negatively affect the rate of spontaneous ovulation. Hum. Reprod. 2015; 

30: 299-307.  

Leone Roberti Maggiore U, Scala C, Tafi E, Racca A, Biscaldi E, Vellone VG, Venturini PL, 

Ferrero S. Spontaneous fertility after expectant or surgical management of rectovaginal 

endometriosis in women with or without ovarian endometrioma: a retrospective analysis. 

Fertil. Steril. 2017; 107: 969-976.  

Leridon H. Can assisted reproduction technology compensate for the natural decline in 

fertility with age? A model assessment. Hum. Reprod. 2004; 19: 1548-1553.  

McLernon DJ, Maheshwari A, Lee AJ, Bhattacharya S. Cumulative live birth rates after one or 

more complete cycles of IVF: a population-based study of linked cycle data from 178,898 

women. Hum. Reprod. 2016; 31: 572-581.  

Mills M, Rindfuss RR, McDonald P, te Velde E; ESHRE Reproduction and Society Task Force. 

Why do people postpone parenthood? Reasons and social policy incentives. Hum. Reprod. 

Update. 2011; 17: 848-860.  

NICE - National Institute for Health and Clinical Excellence. National Collaborating Centre for 

Women's and Children's Health. Fertility: assessment and treatment for people with fertility 

problems. London (UK); 2013 Feb. 63 p. (Clinical guideline; no. 156). 

Schmidt L, Sobotka T, Bentzen JG, Nyboe Andersen A; ESHRE Reproduction and Society Task 

Force. Demographic and medical consequences of the postponement of parenthood. Hum. 

Reprod. Update. 2012; 18: 29-43. 

Somigliana E, Paffoni A, Busnelli A, Filippi F, Pagliardini L, Vigano P, Vercellini P. Age-related 

infertility and unexplained infertility: an intricate clinical dilemma. Hum. Reprod. 2016; 31: 

1390-1396.  

                  



Sunderam S, Kissin DM, Crawford SB, Folger SG, Boulet SL, Warner L, Barfield WD. Assisted 

Reproductive Technology Surveillance - United States, 2015. MMWR Surveill. Summ. 2018; 

67: 1-28. 

van Eekelen R, Tjon-Kon-Fat RI, Bossuyt PMM, van Geloven N, Eijkemans MJC, Bensdorp AJ, 

van der Veen F, Mol BW, van Wely M. Natural conception rates in couples with unexplained or 

mild male subfertility scheduled for fertility treatment: a secondary analysis of a randomized 

controlled trial. Hum. Reprod. 2018; 33: 919-923. 

Van Voorhis BJ. Clinical practice. In vitro fertilization. N. Engl. J. Med. 2007; 356: 379-386.  

Vercellini P, Somigliana E, Viganò P, Abbiati A, Barbara G, Crosignani PG. Surgery for 

endometriosis-associated infertility: a pragmatic approach. Hum. Reprod. 2009; 24: 254-269. 

 

                  



 

                  



Edgardo Somigliana graduated in Obstetrics and Gynecology in 1999 and completed a PhD in Prenatal 

Medicine in 2006. He is currently Associate Professor in Obstetrics and Gynecology at the Università degli 

Studi di Milano, Italy. He is author or co-author of more than 300 articles in international journals.  

 

                  



Figure legend 

 

Figure 1: Calculations of the total number of live births that can be obtained in three IVF-ICSI 

cycles. NE1C, NE2C and NE3C represent the number of women entering the first, second and third 

cycle, respectively. NA1C, NA2C and NA2C  represent the number of women failing to become 

pregnant after first, second and third cycle, respectively. NDO1 and NDO2  represent the number of 

drop-outs after the first and second cycle, respectively. PLBR1 is the probability of live birth at first 

cycle. N1, N2 and N3 represent the number of live births that are obtained at first, second and third 

cycle, respectively. As an example, considering 100 women aged 35 years with PLBR1 a of 0.30, the 

calculated numbers of live births is 51.6. Six months later, at age 35.5, PLBR1 drops to 0.285 and the 

                  



calculated numbers of live births becomes 49.6. Anticipation of treatments from age 35.5 to age 35 

thus leads to an overall increase of the chances of live birth with IVF-ICSI of 2% (51.6 - 49.6).  
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Figure 2: Impact of a 6 months anticipation on the effectiveness of a 3 cycles program of IVF-

ICSI. The upper panel shows the absolute increase in the rate of success of the program in the basal 

condition (black line, corresponding to a 3% annual loss per cycle) and in the situations of an 

annual loss of 2% (blue line) and 4% (red line). In the lower panel, the same data is presented as 

Number Needed to be treated (NNT).   
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Figure 3: Impact of a 6 months anticipation on the incremental success rate per cycle. The 

figure shows the absolute percentage of increment in the three conditions (basal condition in black, 

2% annual loss in blue line and 4% annual loss in red). The dotted lines refer to the thresholds used 

to consider IVF-ICSI cost-beneficial, i.e. a success rate of 7% (range 4-10%).   

 

 

 

                  


