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Background: Ovarian sensitivity to exogenous gonadotropin represents a matter of interest in the
reproductive field. Follicle to Oocytes Index and Follicle output rate were proposed to better assess
this phenomenon better reflecting the dynamic nature of ovarian sensitivity. So far, few are known
regarding the pattern of ovarian sensitivity and its relationship with anthropometric, chronological,
and biological age. The aim of the present paper is to assess relevant predictors of ovarian

sensitivity measured by FORT and FOI in women undergoing IVF/ICSI cycles

Methods: This retrospective study was carried out through 81,547 IVF/ICSI cycles conducted from
January 2023 to July 2024 at a tertiary IVF center. The following inclusion criteria were adopted: age
between 21- 40 years old; daily gonadotropin dosage between 225-300 IU; antral follicle count based
between 5 and 25; Body Mass Index (BMI) between 18.5 and 30 kg/m?; antagonist protocol.
Exclusion criteria were: oocyte donor cycle; dual trigger or GnRH agonist triggering. Ovarian
stimulation used recombinant and urinary gonadotropins with a flexible antagonist protocol; hCG

trigger was given when >3 follicles reached 16—17 mm.

Results: Chronological age is negatively correlated with both FOI (p=-0.145, p value= <0.001, 95%
CI from-0.189 to -0.100) and FORT (p= -0.084, p value <0.001, 95% CI from -0.129 to -0.038).
Conversely, AMH positively correlated with FOI (p= 0.141, p value <0.001, 95% CI from 0.096,
0.186) and FORT (p= 0.136, p value <0.001, 95% CI from 0.091 to 0.181). A significant negative
association between FOI and BMI (p= -0.045, p value = 0.048, 95 CI from -0.090 to 0.001) was also
observed. A multivariable regression analysis considering FOI as a dependent variable confirmed that

Age and AMH are respectively negative and positive predictors of FOI.

Conclusion: This study suggests that age and AMH may be the most important predictors of FOI and
FORT which could be the best way to assess the ovarian sensitivity to exogenous gonadotropin. To
confirm our findings, larger analyses involving different ethnicities and multiple predictors will be

required in the future.
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Introduction

Ovarian response to exogenous gonadotropin represents a matter of interest in reproductive field. To
assess it the “crude” number of oocytes retrieved after ovarian stimulation (OS) represent the primary
endpoint most used worldwide. There is a robust evidence that clearly demonstrated the relationship
between number of eggs collected and cumulative or live birth rate [1,2]. Thus, the higher the number
of oocytes retrieved, the better are the chance to become pregnant. Apart from the number of eggs
collected, even ovarian reserve markers such as Antral Follicle Count and Anti-Mullerian hormone
are widely used to predict the ovarian response [3,4]. Based on their measurements starting dose is

established with the aim to avoid hyper or poor responsiveness [5—7]

Despite the indisputable usefulness both the number of oocytes and ovarian reserve markers their use
does not appropriately reflect the ovarian responsiveness of women that mainly depend on the
integrated evaluation of both parameters. In clinical practice, it is not infrequent to manage women
that retrieved less than expected oocytes at the end of stimulation despite the optimal ovarian reserve.
Such discrepancy was also defined as hypo-response [8] that is characterized by a low prognosis to
IVF [9]. According to a “real world data” including over 13,000 IVF women with different ethnicity,
the overall prevalence of “hypo-responders” women ranges between 44.2% and 36.1% [10] To better
express the concept of “hypo-response”, Alviggi and Conforti on behalf of Poseidon group introduced
the “Follicle to Oocytes index” (FOI) that consists in the ratio between the number of oocytes
collected at the ovum pick up and the number of antral follicles at the beginning of ovarian stimulation
[11]. This novel tool was also proposed as key performance indicator by SIFES [12] to evaluate the
efficiency of ovarian stimulation. When the ovarian stimulation is efficient, the ovarian reserve has
been adequately exploited conducting an “efficient” stimulation in terms of starting dose, dose
adjustment and triggering. It means that the number of oocytes retrieved is consistent with ovarian
reserve. Conversely, if a reduced amount of antral follicle count has been exploited it means that
something “wrong” happened during ovarian stimulation. Apart from FOI index, even “follicle output

5
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rate” (FORT) was proposed as tool to evaluate the ovarian responsiveness [13] that is defined by the

ratio between the number of follicles at the time of pick up and antral follicle count.

Despite growing interest in functional ovarian response indices, the determinants of ovarian
sensitivity in relation to chronological age, ovarian reserve markers, and anthropometric parameters
remain poorly characterized. The present study sought to evaluate the predictors of ovarian sensitivity

using FOI and FORT.

Material and Method
Study population

This retrospective study was carried out at an Indian tertiary care (Indira IVF Hospital Ltd) centre
and was based on clinical data obtained from women who underwent IVF/ICSI treatment between
January 2023 and July 2024. The data was taken from centralised system of Hospital. The study was
conducted in compliance with the principles outlined in the Declaration of Helsinki. Written informed
consent was obtained from all participants for the anonymized use of their data. Ethical clearance for
the study was approved by the Institutional Ethics Committee (IIHPL Institutional Ethics Committee;
ITVF-UA00084). The following inclusion criteria were considered: age between 21- 40 years old;
daily gonadotropin dosage between 225-300 IU; antral follicle count based according to Broekman
criteria [14] between 5 and 25; Body Mass Index (BMI) between 18.5 and 30 Kg/m?; antagonist
protocol. Exclusion criteria were FOI and FORT above 1.2; dual trigger or GnRH agonist triggering;

oocyte donors cycle.

Ovarian stimulation protocol
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Ovarian stimulation was conducted tailoring gonadotropin starting dosage according to the ovarian
reserve [6]. Both recombinant and urinary formulations have been used to carry out ovarian
stimulation. Flexible antagonist protocol for pituitary suppression [15] and hCG triggering at the
dosage between 5.000 IU and 10.000 IU were adopted when at least 3 follicles > 16-17 mm were
observed at ultrasound monitoring. Embryo transfer was performed 5 days after oocytes retrieval.
Luteal phase support was sustained using oral progesterone. In case of frozen embryo transfer the
endometrial preparation was carried out adopting natural modified cycle or HRT, as reported

elsewhere [16].

Statistical analysis

Continuous variables were summarized using mean + standard deviation (SD), median with
interquartile range (IQR), and range (minimum-maximum). Categorical variables were presented as
frequencies and percentages. Comparisons of Follicle-to-Oocyte Index (FOI) and Follicular Output
Rate (FORT) with Age and Anti-Miillerian Hormone (AMH) levels were conducted using one-way
ANOVA or Kruskal-Wallis tests, as appropriate. Pairwise comparisons were adjusted using
Bonferroni correction. Spearman's rank correlation coefficient (p) was used to assess the relationship
between FOI/FORT and Age, AMH, and Body Mass Index (BMI). The 95% confidence intervals
(ClIs) for correlation coefficients were computed, and significance was determined using p-values.
Univariate linear regression models were used to analyze the effect of independent variables (Age,
AMH, BMI, Height, and Weight) on FOI and FORT. Significant predictors from univariate analysis
were further examined in multivariable linear regression using stepwise selection. The model
coefficients (B), standard errors (SE), t-values, and p-values were reported, along with 95%
confidence intervals. Statistical analyses were performed using IBM SPSS (Statistical Package for

Social science, Version 22) and R studio (RStudio: Integrated Development Environment for R. Posit
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Software, PBC, Boston, MA. URL http://www.posit.co/. version 12.1). A p-value <0.05 was

considered statistically significant.

Results

A total of 81,547 women underwent IVF/ICSI cycle. Among them 1,942 women fitted the inclusion
and exclusion criteria (Figure 1). Characteristics of the study population included are reported in
Table 1. Women involved in the analysis were clustered in different ages (21-30 years; 31-35 years;
above 35 years) and Anti-Mullerian hormone values (below or equal to 0.49 ng/ml; 0.50-1.19 ng/ml;

1.2-3.5 ng/ml; above 3.5 ng/ml).

FOI and FORT and chronological age

Correlation analysis revealed that FOI (p=-0.145, p value= <0.001, 95% CI from-0.189 to -0.100)
and FORT (p=-0.084, p value <0.001, 95% CI from -0.129 to -0.038) are negatively associated with
aging (Figure 2a-b). Considering the distribution of FOI and FORT values according to age clustering,

significantly higher values were observed in younger women versus the older counterpart (Table 2).

FOI and FORT and AMH

Correlation analysis revealed that FOI (p= 0.141, p value <0.001, 95% CI from 0.096, 0.186) and
FORT (p=0.136, p value <0.001, 95% CI from 0.091 to 0.181) are positively associated with AMH
(Figure 3a-b). Considering the distribution of FOI and FORT values according to AMH clustering,

significantly higher values were observed in women with higher AMH levels (Table 3).
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FOI and FORT and anthropometric values

Correlation analysis showed a significant negative association between FOI and BMI (p= -0.045, p
value = 0.048, 95 CI from -0.090 to 0.001) (Figure 4). On the other hand, not a significant correlation
between FORT and BMI was observed. No significant effect was observed between FOI/FORT and

Height and Weight.

Multivariate regression analysis FOI and FORT

This multivariable linear regression analysis was carried out to establish the relationship between the
dependent variable FOI/FORT and the independent variables AMH, Age using a stepwise regression
method. Considering FOI, in this initial model, only AMH is included as a predictor of FOI. The
positive coefficient for AMH (0.042) is statistically significant (p < 0.001), suggesting a strong
positive relationship between AMH levels and FOI, where higher AMH is associated with higher FOI.
In the second model, both AMH and Age are included. AMH remains a significant positive predictor
of FOI (p <0.001), though the coefficient has decreased slightly from Model 1 (0.036). Age is added
as a significant negative predictor (p < 0.001), indicating that as age increases, FOI decreases. Both

predictors significantly contribute to the model.

On the other hand, when dependent variable considered was FORT only, AMH was retained in the
final model because age did not improve the predictive power of the model when AMH was already

included.

Discussion

This study aimed to assess the influence of several demographic and clinical predictors, including

height, weight, BMI, age, and AMH, on ovarian sensitivity indices, namely FOI and FORT.
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Multivariate regression analysis identified age and AMH as the only significant predictors, with
increasing age negatively affecting ovarian sensitivity, whereas higher AMH levels were positively

associated with improved FOI and FORT.

Thus, with respect to ovarian sensitivity, our findings indicate that biological ovarian age, as reflected
by AMH levels, is a more relevant determinant than chronological age. Notably, across all age
categories, the positive association between AMH and FOI remained consistent. An additional
important observation is that chronological age was associated with FOI but not with FORT. This
discrepancy may be explained by the greater susceptibility of FOI to mechanisms related to oocyte
competence, such as follicular recruitment and triggering dynamics, whereas FORT appears to be less

influenced by age-related qualitative changes [17,18]

These findings highlight the importance of both age and AMH in predicting ovarian response, which
is consistent with previous research indicating that AMH is a valid marker of ovarian reserve and age
is a well-established markers of ovarian reserve [19]. In this paper we observed that AMH is positively
associated with FORT and FOI. This aspect is consistent with the fact that AMH positively correlated
with number of oocytes retrieved and antral follicle count [19]. Indeed, several studies have found
that greater AMH levels are related with improved ovarian reserve and increased likelihood of
successful oocyte retrieval [20]. In our study, AMH has emerged as a strong positive predictor of FOI
and FORT. From clinical point of view this implicated that in women with elevated AMH is more
feasible to collect number of oocytes consistent with ovarian reserve. The mean value observed in

our records is consistent with competence values proposed by SIFES [12]

The negative relationship between age and outcome is consistent with the concept that fertility falls
with age, owing to a decrease in both the quantity and quality of eggs [21-23]. As individuals age,
the likelihood of having desirable reproductive outcomes increases. This finding supports numerous
studies [24] showing that fertility declines with age due to the natural aging process of the ovaries,

with a decline in oocyte quantity, chromosomal integrity, and embryo development [25]. As a result,
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Age has been recognized as one of the strongest predictors of reproductive outcomes. This study
provides unique evidence from an Indian population linking age to ovarian sensitivity, as
measured by the follicle-oocyte index (FOI).

It means that age in some way regulates ovarian response to exogenous medication. One possible
explanation behind this observation is that aging per se represent a condition related with
gonadotropin deficiency [26]. Especially, luteinizing activity and consequently androgen production
seems to be impaired in advanced reproductive age [27]. These aspects could in some way affect
ovarian sensitivity thereby reducing FOI and FORT in women with advanced maternal age, although

most of the mechanisms involved have yet to be clarified.

Previous studies confirmed that women with increase BMI could show a resistance to exogenous
gonadotropin [28,29]. In detail higher amount of gonadotropins and fewer oocytes retrieved are
usually observed in women with obesity compared with normal-weight controls [30]. In this analysis
for the first time, we observed a negative association between BMI and FOI confirming that metabolic

disorders could affect ovarian sensitivity.

The main limitation of this study resides in the retrospective design that renders our findings more
prone to bias. Nonetheless, the elevated sample size allows a proper evaluation of several main factors
related to ovarian sensitivity, not explored elsewhere. Another important limitation is the fact only
few independent variables have been measured. This implies that we are still far from totally
elucidating all factors that could be implicated in the ovarian response. Finally, only the most widely
used triggering strategy (hCG triggering) has been adopted in our population study. Hence, the impact
of different triggering strategies on ovarian output (especially FOI assessment) needs to be evaluated
in future studies. Despite these limitations major strength lies in the high degree of uniformity
maintained across all centres via similar Protocol, gonadotropin dose utilization triggering agent ,

training of the consultants involved , which ensures exceptional methodological consistency.
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In conclusion, our retrospective studies suggest that age and AMH are the most important predictors
of FOI and FORT that represent a trustful way to assess the ovarian sensitivity to exogenous
gonadotropin. Our findings might encourage further investigations regarding this topic, and need to

be corroborated in future by more robust studies.

Declarations

Ethics approval and consent to participate: Written informed consent was obtained from all
participants for the anonymized use of their data. Ethical clearance for the study was approved by the

Indira IVF Hospital Institutional Ethics Committee (IIVF-UA00084).

Consent for publication: Not applicable.

Availability of data and materials: The datasets used and/or analyzed during the current study are

available from the corresponding author on reasonable request.

Competing interests: Alessandro Conforti and Carlo Alviggi declared personal fee outside the

submitted paper. The author authors do not have any conflict of interest.

Funding: None

Author contribution: AC, CA, NRB, SS, VC: Conceptualization, Methodology; VC, KM, NM: Data
curation, resources; AC, SS: Writing- Original draft preparation. SS: Visualization, Investigation. AC,
CA, SS: Supervision.: WM: Software, Validation; AC, IS: Writing- Reviewing and Editing. All

authors read and approved the final manuscript.

Acknowledgements

None

12



242
243
244
245
246
247
248
249
250
251
252
253

254

255
256
257

258
259
260
261
262

263
264
265

266
267
268

269
270
271

272
273
274

275
276

List of Figures

Figure 1. Flow chart

Figure 2ab. Correlation between patient age and FOI/FORT

Figure 3ab. Correlation between anti-Mullerian Hormone and FOI/FORT
Figure 4. Correlation between BMI and FOI

List of Tables

Table 1. Characteristics of study population

Table 2. Comparison of FOI/FORT with Age and AMH
Table 3. Comparison of FOI/FORT with AMH

Reference

1. Sunkara SK, Rittenberg V, Raine-Fenning N, Bhattacharya S, Zamora J, Coomarasamy A.
Association between the number of eggs and live birth in IVF treatment: an analysis of 400 135
treatment cycles. Hum Reprod. 2011;26:1768-74. https://doi.org/10.1093/humrep/der106

2. Polyzos NP, Drakopoulos P, Parra J, Pellicer A, Santos-Ribeiro S, Tournaye H, et al.
Cumulative live birth rates according to the number of oocytes retrieved after the first ovarian
stimulation for in vitro fertilization/intracytoplasmic sperm injection: a multicenter
multinational analysis including ~15,000 women. Fertil Steril. 2018;110:661-670.e1.
https://doi.org/10.1016/j.fertnstert.2018.04.039

3. Dietzde Loos A, Hund M, Buck K, Meun C, Sillman J, Laven JSE. Antimullerian hormone to
determine polycystic ovarian morphology. Fertil Steril. 2021;116:1149-57.
https://doi.org/10.1016/j.fertnstert.2021.05.094

4. Carbone L, Di Girolamo R, Conforti A, lorio GG, Simeon V, Landi D, et al. Ovarian reserve in
patients with multiple sclerosis: A systematic review and meta-analysis. IntJ Gynaecol
Obstet. 2023;163:11-22. https://doi.org/10.1002/ijgo.14757

5. Ferraretti AP, La Marca A, Fauser BCJM, Tarlatzis B, Nargund G, Gianaroli L, et al. ESHRE
consensus on the definition of “poor response” to ovarian stimulation for in vitro fertilization:
the Bologna criteria. Hum Reprod. 2011;26:1616-24. https://doi.org/10.1093/humrep/der092

6. La Marca A, Sunkara SK. Individualization of controlled ovarian stimulation in IVF using
ovarian reserve markers: from theory to practice. Hum Reprod Update. 2014;20:124-40.
https://doi.org/10.1093/humupd/dmt037

7. Feferkorn I, Ata B, Esteves SC, La Marca A, Paulson R, Blockeel C, et al. The HERA (Hyper-
response Risk Assessment) Delphi consensus definition of hyper-responders for in-vitro

13



277
278

279
280
281

282
283
284

285
286
287
288

289
290
291
292

293
294
295
296
297

298
299
300
301

302
303
304

305
306
307

308
309
310

311
312
313
314

fertilization. J Assist Reprod Genet. 2023;40:1071-81. https://doi.org/10.1007/s10815-023-
02757-4

8. Conforti A, Esteves SC, Cimadomo D, Vaiarelli A, Di Rella F, Ubaldi FM, et al. Management
of Women With an Unexpected Low Ovarian Response to Gonadotropin. Front Endocrinol
(Lausanne). 2019;10:387. https://doi.org/10.3389/fendo.2019.00387

9. Esteves SC, Yarali H, Vuong LN, Carvalho JF, Ozbek IY, Polat M, et al. Cumulative delivery
rate per aspiration IVF/ICSI cycle in POSEIDON patients: a real-world evidence study of 9073
patients. Hum Reprod. 2021;36:2157-69. https://doi.org/10.1093/humrep/deab152

10. Esteves SC, Yarali H, Vuong LN, Carvalho JF, Ozbek Y, Polat M, et al. Low Prognosis by the
POSEIDON Criteria in Women Undergoing Assisted Reproductive Technology: A Multicenter
and Multinational Prevalence Study of Over 13,000 Patients. Front Endocrinol (Lausanne).
2021;12:630550. https://doi.org/10.3389/fendo.2021.630550

11. Alviggi C, Conforti A, Esteves SC, Vallone R, Venturella R, Staiano S, et al. Understanding
ovarian hypo-response to exogenous gonadotropin in ovarian stimulation and its new
proposed marker-the Follicle-To-Oocyte (FOI) index. Front Endocrinol (Lausanne).
2018;9:589. https://doi.org/10.3389/fendo.2018.00589

12. Vaiarelli A, Zaca C, Spadoni V, Cimadomo D, Conforti A, Alviggi C, et al. Clinical and
laboratory key performance indicators in IVF: A consensus between the Italian Society of
Fertility and Sterility and Reproductive Medicine (SIFES-MR) and the Italian Society of
Embryology, Reproduction and Research (SIERR). J Assist Reprod Genet. 2023;40:1479-94.
https://doi.org/10.1007/s10815-023-02792-1

13. Genro VK, Grynberg M, Scheffer JB, Roux I, Frydman R, Fanchin R. Serum anti-Mdullerian
hormone levels are negatively related to Follicular Output RaTe (FORT) in normo-cycling
women undergoing controlled ovarian hyperstimulation. Hum Reprod. 2011;26:671-7.
https://doi.org/10.1093/humrep/deq361

14. Broekmans FJM, de Ziegler D, Howles CM, Gougeon A, Trew G, Olivennes F. The antral
follicle count: practical recommendations for better standardization. Fertil Steril.
2010;94:1044-51. https://doi.org/10.1016/j.fertnstert.2009.04.040

15. Al-Inany HG, Youssef MA, Ayeleke RO, Brown J, Lam WS, Broekmans FJ. Gonadotrophin-
releasing hormone antagonists for assisted reproductive technology. Cochrane Database Syst
Rev. 2016;4:CD001750. https://doi.org/10.1002/14651858.CD001750.pub4

16. Mumusoglu S, Polat M, Ozbek IY, Bozdag G, Papanikolaou EG, Esteves SC, et al.
Preparation of the Endometrium for Frozen Embryo Transfer: A Systematic Review. Front
Endocrinol (Lausanne). 2021;12:688237. https://doi.org/10.3389/fendo.2021.688237

17. Humaidan P, Polyzos NP, Alsbjerg B, Erb K, Mikkelsen AL, Elbaek HO, et al. GnRHa trigger
and individualized luteal phase hCG support according to ovarian response to stimulation:
two prospective randomized controlled multi-centre studies in IVF patients. Hum Reprod.
2013;28:2511-21. https://doi.org/10.1093/humrep/det249

14



315
316

317
318
319

320
321
322

323
324

325
326

327
328
329
330

331
332
333

334
335
336

337
338
339

340
341
342

343
344

345
346
347
348

349
350
351

18. Orvieto R. Triggering final follicular maturation--hCG, GnRH-agonist or both, when and to
whom? J Ovarian Res. 2015;8:60. https://doi.org/10.1186/s13048-015-0187-6

19. lliodromiti S, Anderson RA, Nelson SM. Technical and performance characteristics of anti-
Millerian hormone and antral follicle count as biomarkers of ovarian response. Hum Reprod
Update. 2015;21:698-710. https://doi.org/10.1093/humupd/dmu062

20. Kwee J, Schats R, McDonnell J, Themmen A, de Jong F, Lambalk C. Evaluation of anti-
Mullerian hormone as a test for the prediction of ovarian reserve. Fertil Steril. 2008;90:737-43.
https://doi.org/10.1016/.fertnstert.2007.07.1293

21.Tal R, Seifer DB. Ovarian reserve testing: a user’s guide. Am J Obstet Gynecol.
2017;217:129-40. https://doi.org/10.1016/j.ajog.2017.02.027

22. ASRM. Blastocyst culture and transfer in clinically assisted reproduction: a committee
opinion. Fertil Steril. 2018;110:1246-52. https://doi.org/10.1016/j.fertnstert.2018.09.011

23. Esteves SC, Roque M, Sunkara SK, Conforti A, Ubaldi FM, Humaidan P, et al. Oocyte
quantity, as well as oocyte quality, plays a significant role for the cumulative live birth rate of a
POSEIDON criteria patient. Hum Reprod. 2019;34:2555-7.
https://doi.org/10.1093/humrep/dez181

24. Alviggi C., Humaidan P., Howles C.M., Tredway D., Hillier S.G. Biological versus
chronological ovarian age: implications for assisted reproductive technology. Reprod Biol
Endocrinol. 2009;7:101-101.

25. Broekmans FJ, Kwee J, Hendriks DJ, Mol BW, Lambalk CB. A systematic review of tests
predicting ovarian reserve and IVF outcome. Hum Reprod Update. 2006;12:685-718.
https://doi.org/10.1093/humupd/dml034

26. Bosch E, Alviggi C, Lispi M, Conforti A, Hanyaloglu AC, Chuderland D, et al. Reduced FSH
and LH action: implications for medically assisted reproduction. Hum Reprod. 2021;36:1469-
80. https://doi.org/10.1093/humrep/deab065

27. Davison SL, Bell R, Donath S, Montalto JG, Davis SR. Androgen levels in adult females:
changes with age, menopause, and oophorectomy. J Clin Endocrinol Metab. 2005;90:3847-
53. https://doi.org/10.1210/jc.2005-0212

28. Broughton DE, Moley KH. Obesity and female infertility: potential mediators of obesity’s
impact. Fertil Steril. 2017;107:840-7. https://doi.org/10.1016/j.fertnstert.2017.01.017

29. Carosso AR, Conforti A, Cimadomo D, Spadoni V, Zaca C, Massarotti C, et al. The
relevance of female overweight in infertility treatment: a position statement of the Italian
Society of Fertility and Sterility and Reproductive Medicine (SIFES-MR). J Assist Reprod Genet.
2025;42:1343-54. https://doi.org/10.1007/s10815-024-03379-0

30. Fedorcsak P, Dale PO, Storeng R, Ertzeid G, Bjercke S, Oldereid N, et al. Impact of
overweight and underweight on assisted reproduction treatment. Hum Reprod.
2004;19:2523-8. https://doi.org/10.1093/humrep/deh485

15



Figure 1. Flow chart
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Figure 2a. Correlation between patient age and follicle to Oocyte Index
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Figure 2b. Correlation between patient age and follicle output rate
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Figure 3a -b: Correlation between anti-Mullerian Hormone and Follicle to oocyte index
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Correlation between Anti-Mullerian Hormone and Follicle
to Output Rate

15 | p=0.136, p=<0.001, 95 Cl (0.091, 0.181) |

'g 1.2 o esoocc0d ® ooo.o.oo'o. B e o o
T ooo'.oq.oh‘.op‘ oo 0 ° e oo °
o) ¢ @0 GOMIEEEDCNENS GEGCHENNS WP 0N WO °
e 09 $ H..‘Jooo.ﬁo o oo °
5 S .oso eg © oo 00 oo
%‘ ° @ome .oo ge o
606 ¢ oo 00 oo %o ° -
2 oo .& oo' oo ®e e o ®
g 0.3 ':: .ot‘o.- ° Y i ) i
i .-m octe 'o'n ooe e ° oo
00% o¢0 00 ®mo® o ] .
0 ° ® o o o0 o o ®

0.01 0.51 1.01 1.51 2.01 251 3.01 351 4.01 451 5.01 551 6.01 6.51
Anti-Mullerian Hormone (AMH)




Figure 4. Correlation between BMI and FOI
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