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Objective: To examine the cumulative conception rate and live birth rate in women undergoing IVF and to
assess the influence of prognostic factors on cumulative conception rate and discontinuation of treatment.

Design: Retrospective analysis of data from couples undergoing IVF.

Setting: Assisted conception unit of a university hospital.

Patient(s): Two thousand fifty-six patients undergoing 2708 cycles of IVF from April 1992 to March 1999.

Main Outcome Measure(s): Cumulative conception rate by age, number of oocytes retrieved, and embryos
transferred, and the influence of these factors on dropout rates.

Result(s): The cumulative conception rate and cumulative live birth rate after four attempts were 75% and
66%, respectively. The cumulative conception rate differed significantly between women 35 years of age or
younger and those older than 35 years who had five or more oocytes retrieved (83% vs. 63%). When fewer
than five oocytes were retrieved in women 35 years of age or younger, the cumulative conception rate
decreased to 33%. Overall, 36% of patients continued treatment after the first attempt; these patients were
more likely to have more than five oocytes retrieved and more than two embryos available for transfer.

Conclusions: The cumulative conception rate was greater when the female partner was 35 years of age or
younger and had more than five oocytes retrieved and more than two embryos were available for transfer.
These factors influenced dropout rates. (Fertil Steril� 2002;78:40–6. ©2002 by American Society for
Reproductive Medicine.)
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In vitro fertilization has helped many infer-
tile couples realize their dream of having chil-
dren. Published data, mainly from the 1980s,
have shown that cumulative conception rates of
up to 61% can be achieved with five IVF cycles
(1–3, 5). Regulation by national bodies, man-
datory data collection, and publication of these
data has permitted documentation of an overall
improvement in the quality and efficacy of
clinical services in assisted conception (4–6).

In the past decade, major advances have
been made in the clinical and laboratory as-
pects of assisted reproductive technology
(ART) and its clinical applications. The use of
GnRH analogues for pituitary desensitization
has prevented premature ovulation and lutein-
ization and has helped improve timing of egg re-
covery and the number of oocytes collected (7).

Widespread and regular use of ultrasonog-

raphy in an ambulatory service enabled treat-
ment to be delivered in a cost-effective and
minimally invasive manner (8). The use of
transvaginal ultrasonography markedly im-
proves visualization of the ovaries, accuracy of
follicular monitoring, and efficiency of oocyte
recovery (9). The routine use of hormonal sup-
port in the luteal phase prevents loss of efficacy
through luteal phase deficiency (10). In the
laboratory, ICSI has revolutionized treatment
of couples with male subfertility (11). Im-
provements in culture conditions and better
understanding of human embryo metabolism
(12) and blastocyst culture (13) are current
topics of investigation that hold promise for
future improvements.

In counseling of couples, often only the
overall clinical pregnancy rates or those appro-
priate for the female partner’s age are quoted.
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Couples also need accurate prognostic information before
the start of treatment and after the first treatment cycle has
been completed. Published information on the cumulative
conception rate with IVF may no longer be valid because of
the many developments in ART in the past two decades.

Previous calculations of the cumulative conception rate
that were based on life-table analysis have assumed that the
probability of pregnancy in those who discontinue treatment
is the same as in those who continue. This results in over-
estimation of the cumulative conception rate. Couples who
discontinue treatment because of female age older than 40
years, poor oocyte yield, failure of fertilization, or fewer
poor quality embryos have a poorer outcome (8, 14). These
factors certainly influence the cumulative conception rate in
an individual couple.

We have attempted to update the information on the
cumulative conception rate and cumulative live birth rate by
analyzing a large data set from a single assisted conception
unit that served the same patient group over 7 years. We
sought to calculate the cumulative conception rate in all
patients commencing IVF treatment by using standard life-
table analysis, which included cycles that did not progress to
oocyte retrieval.

We compared the cumulative conception rate in [1]
women 35 years of age or younger and women older than 35
years of age, [2] women who had five or fewer oocytes
retrieved at first attempt and in those who had more than five
oocytes retrieved, and [3] women who had two or fewer
embryos transferred and those who had more than two em-
bryos transferred. Finally, we compared the clinical profile
of women who went on to have a second attempt with that in
women who discontinued treatment.

MATERIALS AND METHODS

Our data were derived from comprehensive data that has
been collated on all cycles prospectively in our assisted
conception unit. In keeping with current practice in the
United Kingdom during this period and current Human Fer-
tilization and Embryology Authority (HFEA) and National
Health Service regulations, including the Data Protection
Act, patients are required to give written consent for audit
and publication of data. This consent is considered obtained
when the patient is admitted to the program for treatment by
HFEA-licensed procedures.

All women whose cycles are analyzed here underwent
treatment with GnRH analogue in the long protocol. All
patients had vaginal scanning and transvaginal oocyte re-
trieval. Every cycle received luteal phase support with hCG
or progesterone supplements.

We analyzed the cumulative conception rate and cumu-
lative live birth rate in up to four consecutive IVF cycles
(with fresh embryo transfers only) from April 1992 to March

1999. Frozen embryo transfer cycles are not included be-
cause not all patients had embryos available for freezing and
the resulting data would be difficult to interpret. Intracyto-
plasmic sperm injection has been used in our program to
treat male subfertility only since January 1995. Because our
data analysis starts in 1992, data from patients who required
ICSI are excluded.

The information was derived from the data that are col-
lated and published annually by the unit. Written informed
consent was obtained from patients for analysis, audit, and
publication of data.

We defined a clinical pregnancy as a pregnancy con-
firmed by a birth or histologic examination of products
obtained at evacuation after miscarriage of a viable intra-
uterine pregnancy or excision of an ectopic gestation. During
the study period, 2709 cycles were performed and 2056
patients were undergoing treatment. The cut-off age of 35
years for analysis of impact of age was arbitrary and based
on that used in previous published studies. The number of
oocytes retrieved was based on previous published studies
by our group, in which we found a linear increase in the
number of patients reaching embryo transfer when four or
more oocytes were collected. The HFEA policy of limiting
the number of embryos for transfer was the basis of analysis
for this factor.

We used SPSS software, version 8, (SPSS, Inc., Chicago,
IL) and Microsoft Excel 97 (Microsoft Corp., Redmond,
WA) to analyze the data. Data were analyzed on all patients
commencing down-regulation for IVF treatment in the unit.
At each attempt, we used �2 tests to compare data by female
age (�35 years or �35), number of oocytes retrieved (�5 or
�5), and number of embryos transferred. Odds ratios and
95% CI were also calculated.

Forward conditional logistic regression analysis was used
to investigate the relationships of age, number of oocytes
retrieved, and number of embryos transferred to pregnancy
outcome. The interactions between these factors was inves-
tigated by using data from the first attempt. We also com-
pared patients who stopped after the first attempt with those
who went on to have two or more attempts. Mann–Whitney
tests and �2 tests were used to compare the characteristics.

RESULTS

All Patients
In the study period, 2056 patients commenced down-

regulation for treatment. Of the 2708 cycles, embryo transfer
was performed on 2325 cycles. In 390 cycles (14.4%),
embryo transfer was not done for the following reasons:
cancellation because of poor response (104 cycles [3.8%]),
no oocytes retrieved (16 cycles [0.6%]), failed fertilization
(185 cycles [6.8%]), failed cleavage (47 cycles [1.7%]), and
no embryo transfer because of the ovarian hyperstimulation
syndrome or other reasons (38 cycles [1.4%]). This reflects
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the overall picture as well as that in each attempt. The live
birth rate per cycle in the unit during the study period was
21.5% in 1992–1993, 28.8% in 1993–1994, 24.6% in 1994–
1995, 25.1% in 1996–1997, and 27.9% in 1998–1999. The
results among years do not statistically differ.

The overall pregnancy rate was 33% at the first at-
tempt. The cumulative pregnancy rate was 55% at the
second attempt, 67% at the third attempt, and 75% at the
fourth attempt. The corresponding live birth rate was 26%
at first attempt, and the cumulative live birth rate was 48% at the
second attempt, 57% at the third attempt, and 66% at the fourth
attempt.

The rates of miscarriage due to blighted ova and num-
ber of ectopic pregnancies were 5.5% and 1.5%, respec-
tively. In addition, 102 biochemical pregnancies (3.8%)
occurred; these have not been included in the calculation
of cumulative conception rate as described in the methods
section.

Age
The pregnancy rate differed significantly between women

35 years of age or younger and those older than 35 years. At
the first attempt, patients 35 years or younger were twice as
likely to those older than 35 years to become pregnant (95%
CI, 1.6–2.5) (Tables 1 and 2). After four attempts, the
cumulative pregnancy rate was 81% in those 35 years of age
or younger and 63% in those older than 35 years; the
corresponding cumulative live birth rates were 76% and
50%, respectively.

Number of Oocytes Retrieved
For the first attempt, the number of oocytes retrieved was

related to pregnancy outcome. The pregnancy rate in the first
attempt was 13% when five or fewer oocytes retrieved and
37% when more than five were retrieved (P�.001). Women
were approximately four times (95% CI, 2.9–5.6) more likely to
become pregnant if the more than five oocytes were retrieved.

Similar differences were also seen at the second attempt
(P�.001). Thirteen percent of patients who had five or fewer
oocytes retrieved became pregnant compared with 37% of
those who had more than five oocytes retrieved. These two
groups differed at the third and fourth attempts, but not
significantly (Table 1).

The cumulative pregnancy and live birth rates in women
who had five or fewer oocytes retrieved after the fourth
attempt were 64% and 59%, respectively, compared with
77% and 68% if more than five oocytes were retrieved.

Number of Embryos Transferred
The number of embryos transferred was categorized as

two or fewer or more than two. Sixty percent (447 of 741
women) of those who had two or fewer embryos transferred
had only two or fewer embryos available for transfer.

The pregnancy rates differed between women who had
two or fewer embryos transferred and those who had more

than two transferred. At the first attempt, the latter patients
were three times more likely than the former patients to
become pregnant (43% vs. 20%).

Marked disparities in the cumulative pregnancy rate
were observed after the fourth attempt; the pregnancy and
live birth rates were 52% and 48%, respectively, in
women with two or fewer embryos transferred compared
with 89% and 71% in those who has more than two
embryos transferred.

T A B L E 1

Cumulative pregnancy rates and odds ratios.

Characteristic

Attempt number Odds
ratio at

attempt 11 2 3 4

Overall
No. of patients 2056 496 128 29
No. of pregnant patients 672 167 33 7
Pregnancy rate (%) 33 34 26 24
Cumulative pregnancy
rate (%)

33 55 67 75

No. oocytes received
�5 0.25 (0.19–0.35)

No. of patients 382 61 20 5
No. of pregnant patients 50 8 4 2
Pregnancy rate (%) 13 13 20 40
Cumulative pregnancy
rate (%)

13 24 40 64

�5 3.93 (2.87–5.37)
No. of patients 1674 435 108 24
No. of pregnant patients 622 159 29 5
Pregnancy rate (%) 37 37 27 21
Cumulative pregnancy
rate (%)

37 60 71 77

Age �35 years 1.98 (1.56–2.52)
No. of patients 1571 368 81 11
No. of pregnant patients 565 131 23 4
Pregnancy rate (%) 36 36 28 36
Cumulative pregnancy
rate (%)

36 59 70 81

�35 years 0.50 (0.40–0.64)
No. of patients 485 128 47 18
No. of pregnant patients 107 36 10 3
Pregnancy rate (%) 22 28 21 17
Cumulative pregnancy rate 22 44 56 63

�2 embryos transferred 0.33 (0.27–0.40)
No. of patients 930 141 42 11
No. of pregnant patients 185 28 4 2
Pregnancy rate (%) 20 20 10 18
Cumulative pregnancy
rate (%)

20 36 42 52

�2 embryos transferred 3.07 (2.51–3.75)
No. of patients 1126 355 86 18
No. of pregnant patients 487 139 29 15
Pregnancy rate (%) 43 39 34 83
Cumulative pregnancy
rate (%)

43 65 77 89
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Age and Number of Oocytes Retrieved
The number of oocytes retrieved and age were related

(Table 3). Eighteen percent of women (n � 382) had fewer
than five oocytes collected at the first attempt. This propor-
tion included 14% (225 of 1571) of women 35 years of age
or younger at the first attempt and 32% (157 of 485) of
women older than 35 years.

At the first attempt, there was a significant difference
overall among the four groups (P�.0001) and between each
group (all P�.001, allowing for multiple significance testing
by using the Bonferroni method). The highest pregnancy rate
(39%) was observed in women 35 years of age or younger
who had more than five oocytes retrieved, and the lowest
(7%) was seen in patients who were older than 35 years and
had fewer than five oocytes retrieved. The cumulative con-

ception rate was lower at each attempt for patients with less
than five oocytes retrieved in both age groups than in those
with more than five oocytes retrieved. Overall, patients were
most likely to become pregnant if they were 35 years of age
or younger and had more than 5 oocytes retrieved; in these
women, the cumulative conception rate at the fourth attempt
was 85%.

Results of Logistic Regression Analysis
Logistic regression (Table 4) was used to determine

which factors most affect the outcome of pregnancy. In this
analysis of first attempts only, female partner’s age, number
of oocytes retrieved, and number of embryos transferred
were included. All three of these factors were significant in
the model.

Patients 35 years of age or younger were 1.89 times more
likely than those older than 35 years to become pregnant.
Patients were 2.38 times more likely to conceive when more
than five oocytes were retrieved than when five or fewer
oocytes were obtained. Patients who had three embryos
transferred were 2.63 times more likely than those who had
fewer than three transferred. Patients were most likely to
conceive if they were 35 years of age or younger, had more
than five oocytes retrieved, and had more than two embryos
transferred. Similar results were found for subsequent at-
tempts.

Characteristics of Patients Who Dropped Out
after First Attempt and Those Who Had a
Second Attempt

Table 5 compares characteristics of patients at their first
attempt with those who had a second attempt and those who
declined further treatment. Thirty-six percent (496 of 1384)
of patients treated went on to have a second attempt.

Thiry-nine percent of women 35 years of age or younger
continued treatment, compared with 27% of those older than
35 years. Only 23% of couples continued treatment after
their first attempt if five or fewer oocytes were retrieved,
compared with 40% of couples who had more than 5 oocytes
retrieved in the first attempt. Seventy percent of couples
under went a second attempt if they had more than two
embryos available for transfer on the first attempt. In con-
trast, of the couples who discontinued treatment, 48% had
two or fewer embryos available on the first attempt.

No differences between groups were observed in the total
dose of gonadotropins used, fertilization rates, cleavage
rates, and percentage of couples with frozen embryos. Pa-
tients who they had paid for their first attempt were more
likely to have a second attempt than were those who had
their first attempt funded by the National Health Service
(NHS). This indicates that the couple’s financial circum-
stances were an important determining factor in continuation
of treatment.

T A B L E 2

Cumulative live birth rates.

Characteristic

Attempt number

1 2 3 4

Overall
No. of patients 2056 496 128 29
No. of live births 539 145 23 6
Live birth rate (%) 26 29 18 21
Cumulative birth rate (%) 26 48 57 66

No. of �5 oocytes
No. of patients 382 61 20 5
No. of live births 36 7 3 2
Live birth rate (%) 9 12 15 40
Cumulative birth rate (%) 9 20 32 59

�5 oocytes retrived
No. of patients 1674 435 108 24
No. of live births 503 138 20 4
Live birth rate (%) 30 32 19 17
Cumulative birth rate (%) 30 52 61 68

Age � 35 years
No. of patients 1571 368 81 11
No. of live births 456 117 17 4
Live birth rate (%) 29 32 21 36
Cumulative birth rate (%) 29 51 62 76

Age � 35 years
No. of patients 485 128 47 18
No. of live births 83 28 6 2
Live birth rate (%) 17 22 13 11
Cumulative birth rate (%) 17 35 44 50

� 2 embryos transferred
No. of patients 930 141 42 11
No. of live births 151 25 3 2
Live birth rate (%) 16 17 7 18
Cumulative birth rate (%) 16 31 36 48

� 2 embryos transferred
No. of patients 1126 355 86 18
No. of live births 388 120 20 4
Live birth rate (%) 35 34 23 14
Cumulative birth rate (%) 35 56 67 71
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DISCUSSION

In vitro fertilization is widely used to treat all types of
infertility. Methodologic advances have improved live birth
rates in the study period compared with the 1980s. Tan et al.
(3) reported 518 live births in 5055 consecutive cycles (rate,
10.2%) in their cohort from 1984 to 1989. Data from the
HFEA show that the live birth rate per cycle has improved
from 14% in 1992–1993 to 16.9% in 1998–1999. Live birth
rates from our unit were 21.5% in 1992–1993 and 27.9% in
1998-1999.

The effectiveness of IVF depends greatly on local exper-
tise, and success rates vary widely among units (15). In the
United Kingdom, the average live birth rate per IVF cycle
was 15.5% in 1997 (4), whereas that reported by ASRM/
SART registry in the same period was 22.3% per cycle (6).

The first cycle of treatment with IVF, donor insemination,
or micromanipulation is statistically the most successful
attempt (15, 16), but multiple attempts at conception im-
prove the probability of achieving a pregnancy even in a
normally fertile population. The cumulative conception rate
in couples of proven fertility in the United Kingdom is

estimated to be 32% after 3 months of trying to achieve a
pregnancy (17). Similarly, the probability of conception and
live birth improves after multiple exposures to other treat-
ments, such as ovulation induction (18) and donor insemi-
nation (19).

Meldrum et al. (16) suggested that persons undergoing
IVF are not markedly heterogeneous and only a modest
decrease in success rates is seen over consecutive attempts,
mainly because of increasing age of those who undergo
repeated cycles. Demographic studies show that female fe-

T A B L E 3

Cumulative conception rates, by age and number of oocytes retrieved.

Attempt

Age �35 years and
�5 oocytes retrieved

Age � 35 years and
�5 oocytes retrieved

Age �35 years and
�5 oocytes retrieved

Age �35 years and
�5 oocytes retrieved

No. of
patientsa

Cumulative
conception

rate (%)
No. of

patientsa

Cumulative
conception

rate (%)
No. of

patientsa

Cumulative
conception

rate (%)
No. of

patientsa

Cumulative
conception

rate (%)

1 225 17 1346 39 157 7 328 29
2 34 27 334 62 27 21 101 52
3 11 34 70 74 9 47 38 61
4 1 34 10 85 4 74 14 63

a Total number of patients at each attempt in each group.

Sharma. Factors influencing CCR in IVF treatment. Fertil Steril 2002.

T A B L E 4

Logistic regression analysis of age, number of oocytes
retrieved, and number of embryos transferred.

Factor B (�SE) Odds ratio (95% CI)
P

value

First attempt number
only (n � 2056)

�2 embryos transferred �0.97 � 0.11 2.63 (2.13–3.23) �.001
Age � 35 years 0.64 � 0.13 1.89 (1.47–2.43) �.001
�5 oocytes retrieved �0.88 � 0.18 2.38 (1.69–3.45) �.001
Constant �0.78 � 0.12

Sharma. Factors influencing CCR in IVF treatment. Fertil Steril 2002.

T A B L E 5

Characteristics of patients who dropped out after the first
attempt and those who had a second attempt.

Characteristic

Dropped out
after first
attempt

(n � 888)

Had second
attempt

(n � 496) P value

Age 32.91 � 4.84 32.31 � 4.04 .017
�35 years 583 (61) 368 (39) �.001
�35 years 259 (73) 98 (27)

Total gonadotropin
dose (ampules)

42.91 � 25.18 41.45 � 18.84 NS

No. of Oocytes retrieved 12.52 � 11.07 12.99 � 8.11 .02
�5 251 (77) 75 (23) �.0001
�5 591 (60) 391 (40)

Patients with �2
embryos (%)

52 71 �.0001

Fertilization rate (%) 46 49 NS
Cleavage rate (%) 81 84 NS
Patients with frozen

embryos (%)
26.2 28.9 NS

Funding Source
Self funded 441 (57) 280 (62) .088
Other 334 (43) 169 (37)

Note: NS � not significant.
Data are the mean (� SD) or number (percentage) of patients.

Sharma. Factors influencing CCR in IVF treatment. Fertil Steril 2002.
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cundity decreases with age (20) owing to a gradual reduction
in the number of follicles and oocytes available for devel-
opment within the ovary (21).

Cumulative conception rates have not been customarily
reported because unlike ovulation induction and donor in-
semination, fewer than 30% of women in United Kingdom
have more than one attempt at IVF (15). This may be
because of wide variations in the availability of NHS fund-
ing for IVF, the cost of self-funded treatments, and the
emotional impact of failure in the first attempt.

In design, our retrospective study is similar to other
published studies and therefore has similar limitations. Ac-
cording to standard life-table analysis, the cumulative con-
ception rate after the fourth attempt was 75%. This is an
improvement over the rate of 54% after five treatment cycles
reported by Tan et al. (3), based on data from 1984 to 1989.

Life-table analysis has limitations. First, it assumes that
persons who discontinued treatment would have had the
same probability of conception as those who continued with
multiple attempts. This may not be true, however, since
treatment may have been discontinued because of poor prog-
nosis. On the other hand, it cannot be assumed that couples
who abandoned treatment had no chance of conceiving; for
some couples, availability of NHS funding was an important
determining factor in whether treatment was continued. In
addition, the female partner ages with consecutive attempts,
a factor that standard life-table analysis cannot take into
account (22).

Stolwijk et al. (23) demonstrated this phenomenon by
using three models for the discontinuing population. They
first assumed that a standard life-table analysis was per-
formed. They then assumed that persons who discontinued
treatment had no chance of conceiving. In the third analysis,
they took into account medical reasons for discontinuing
treatment. Stolwijk et al. found that that the cumulative
conception rate should be accurately calculated after the
reasons for discontinuation and the effect of age between
attempts have been taken into account.

We attempted to calculate the cumulative conception rate
in different subgroups depending on the outcome of the first
treatment cycle to estimate more accurately the probability
of achieving a pregnancy. Female age is the most important
determinant of spontaneous fertility (21), and the effect of
age on the outcome of assisted conception is particularly
pronounced (15). Not only is the pregnancy rate in an indi-
vidual cycle lower in older women, but the cumulative
conception rate is also lower after multiple attempts.

Even in younger women (age �35 years), the outcome is
poorer when ovarian response to gonadotropins is subopti-
mal and fewer than five oocytes are retrieved. As expected,
the overall cumulative conception rate is lower in older
women.

Of note, however, the cumulative conception rate is

greater in older women who respond to gonadotropins and
from whom more than five oocytes are collected than in
younger women with a poor response to gonadotropins and
from whom fewer than 5 oocytes were collected (63% vs.
34% [P�.001]). In our center, women who declined further
treatment were significantly older, were more likely to have
had fewer than five oocytes retrieved (77% vs. 23%
[P�.0001]), and were more likely to have had two or fewer
embryos available for transfer (48% vs. 29% [P�.0001]).
This finding contrasts with that of a study from the Nether-
lands (24) Roest et al. found no differences in female age,
fertilization rate, or percentage of women with two or fewer
oocytes retrieved and fewer than two embryos transferred
among those who discontinued treatment.

Osmanagaoglu et al. (25) reported that only 2.6% of their
patients undergoing ICSI dropped out because of poor treat-
ment prognosis, but in their program, the dropout rate per
cycle was 20%. In our study, the overall dropout rate was
64% in the second attempt and 61% in the third attempt.
Patients are more likely to drop out if they have poor
prognostic factors, such as fewer than five oocytes retrieved
(81%) vs. 58% of patients from whom more than five oo-
cytes were retrieved. However, even in the presence of good
prognostic indicators, such as age 35 years or younger or
more than five oocytes retrieved, the dropout rate in our
program was approximately 50%. This is not unusual; Land
et al. (26) demonstrated that even when funding was avail-
able, the dropout rate was 48.5%, and only 13.9% of patients
discontinued treatment owing to poor prognosis. The overall
cumulative dropout rate was 62%. Other investigators have
found dropout rates ranging from 37% (27) to 68% (3).

We believe that although prognosis greatly affects the
patient’s decision to continue treatment, the availability of
NHS funding and affordability of self-funded treatment also
heavily influences continuation of treatment in the United
Kingdom. In our program, patients were more likely to try
again if they had funded their first attempt.

Our data suggest that the choice to continue treatment was
influenced both by the couple’s perception of their prognosis
and their ability to pay for further treatment. The large
dropout rate is a limitation in the analysis of this relationship.
In most clinics in the United Kingdom, availability of NHS
funding for assisted conception is very limited and varies
considerably among health authorities. Most patients finance
their own treatment, and prognostic features probably play
an important role in their decision to continue treatment.

In summary, we propose that to accurately assess cumu-
lative conception rate and live birth rate with multiple at-
tempts by using life-table analysis, the reasons for discon-
tinuing treatment and characteristics of the first attempt
should be taken into account. Conventional life-table analy-
sis without such consideration has limitations. Prognostic
assessments based on program-specific cumulative concep-
tion rates are important in guiding a couple and can be
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appropriately determined from the outcome of the first cycle.
Our analysis conclusively shows that the likelihood of suc-
cess is good in women 35 years of age or younger who
respond well to gonadotropins and have more than five
oocytes retrieved and more than two embryos available for
transfer; multiple attempts should be encouraged in these
patients. The cumulative conception rate after four attempts
at IVF depends on ovarian reserve independent of and in
addition to the female partner’s age.
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