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with infertility etiology or oocyte source following frozen-thawed
embryo transfer (FET): analysis of 4148 cycles reported to SART CORS
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Abstract
Purpose To investigate whether live birth rates from euploid blastocyst frozen-thawed embryo transfer (FET) cycles are asso-
ciated with infertility diagnosis or oocyte source.
Design Retrospective analysis of FET cycles reported to SART CORS in 2014.
Methods Data from fresh IVF cycles with preimplantation genetic testing for aneuploidy (PGT-A), linked to the first FET cycles,
were collected from the 2014 SART CORS database for autologous and donor oocyte cycles. Inclusion criteria were patients
undergoing FET with euploid embryos (n = 4148). Demographic data including age, BMI, prior fertility, and etiology of
infertility were collected from the retrieval cycle and analyzed. Patients with uterine anomalies, preimplantation genetic
testing-mutation (PGT-M) for genetic diseases, gender selection, HLA determination, or systemic and immunologic disorders
were excluded. The primary outcome measure was live birth (LB) rate. Potential confounders such as age, prior fertility, and
maximum baseline FSH values were analyzed with regression models as indicated.
Results Though age, maximum baseline FSH, and infertility diagnosis were significantly different, LB was similar between
patients undergoing autologous or donor oocyte FET cycles. Etiology of infertility was not significantly associated with LB in
autologous cycles (p = 0.95). Potential confounders such as maternal age, prior fertility, and maximum baseline FSH were not
associated with outcomes; however, maternal BMI was inversely related to LB in autologous cycles, with an odds ratio of 0.97
(95% CI: 0.96–0.98 (rho = − 0.08, p < 0.01)).
Conclusions After controlling for confounding variables, a euploid embryo derived from a donor or autologous oocyte results in
similar LB in women with different infertility diagnoses.
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Introduction

Transferring euploid embryos is one key for successful im-
plantation and live birth following in vitro fertilization (IVF)
treatment. Chromosomal abnormalities are believed to be the
most common cause of embryonic non-viability [1]. Hence,
preimplantation genetic testing for aneuploidy (PGT-A) was
developed to select chromosomally normal embryos. It has
been shown that cleavage-stage embryo blastomere aspiration
combined with fluorescence in situ hybridization (FISH) of
the chromosomes did not improve implantation rates [2].
Scott et al. suggest that this in part may be due to the large
proportion of embryo content biopsied (1 out of 8 cells) or
removal of a multipotent cell which may have been destined
for cell lines necessary for embryo survival [2]. On the other
hand, trophectoderm biopsy combined with comprehensive

F. Meng and M. Goldsammler share first authorship equally.

* M. Goldsammler
mgoldsam@montefiore.org

1 OC Fertility Center, Newport Beach, CA 92604, USA
2 Obstetrics & Gynecology and Women’s Health, Albert Einstein

College of Medicine, Bronx, NY, USA
3 Montefiore’s Institute for Reproductive Medicine and Health, 141 S.

Central Ave, Hartsdale, NY 10530, USA
4 Redshift Technologies, New York, NY, USA
5 Present address: Reproductive Medicine Associates of New York,

Obstetrics, Gynecology and Reproductive Science, Icahn School of
Medicine at Mount Sinai, New York, NY, USA

https://doi.org/10.1007/s10815-020-01996-z

/ Published online: 6 November 2020

Journal of Assisted Reproduction and Genetics (2021) 38:185–192

http://crossmark.crossref.org/dialog/?doi=10.1007/s10815-020-01996-z&domain=pdf
http://orcid.org/0000-0002-3096-7090
mailto:mgoldsam@montefiore.org


chromosome screening showed improved and sustained im-
plantation rates [2–4]. Despite this improvement, pregnancy
rates from transfers of euploid embryos do not approach 100%
and are typically reported up to 70%. Implantation failure can
approach 30% [5], and miscarriages after implantation occur
despite embryo euploidy [6].

Why do euploid embryos implant up to 70% of the time on
average, and not up to 100%? Endometrial receptivity issues
represent a potential source of implantation failure [7].
Evidence suggests that in apparently normal endometria, re-
current implantation failure (RIF) may be associated with mo-
lecular and functional changes in the uterus such as abnormal
endometrial microbiota, including the presence of chronic en-
dometritis, poor synchronization between the blastocyst and
endometrium, and/or excessive uterine peristalsis [8].

However, the evidence that live birth rate is only slightly
higher in gestational carriers compared to their autologous
counterparts suggests that some euploid embryos do not sur-
vive even in optimal endometrial environments; thus, endo-
metrial receptivity issues may not be the only reason for im-
plantation failure [9]. Other elements influencing embryo im-
plantation have been suggested such as immunologic or in-
flammatory mediators of implantation failure [5, 10, 11]. Data
are lacking on whether oocyte source (donor vs. autologous)
or etiology of infertility is associated with significant differ-
ences in IVF outcomes once euploid status is established. A
2017 study showed no association between varying degrees of
male factor and live birth rates from euploid blastocysts [12],
and a lack of association has been demonstrated between pa-
tients with polycystic ovarian syndrome (PCOS) and embry-
onic aneuploidy [13]. However, it has not been shown wheth-
er euploid embryos from women with tubal disease, for ex-
ample, result in the same live birth rates as euploid embryos
from women with diminished ovarian reserve, or whether eu-
ploid embryos from donor oocytes implant at a higher rate
than euploid embryos from autologous oocytes given that
the donor oocytes come from fertile women.

The purpose of this study was to compare cycle outcomes
from women with different etiologies of infertility when eu-
ploid embryos were transferred in an IVF cycle. We also
looked at whether euploid embryos from donor oocytes would
implant at a greater rate than euploid embryos from autolo-
gous cycles.

Materials and methods

This is a retrospective cohort study of nationally reported
2014 IVF data to SART CORS. 2014 was the first year that
frozen-thawed embryo transfer (FET) cycle information could
be linked to the original oocyte retrieval cycle data in SART
CORS, making this study possible. The ability to link fresh to
frozen cycles which are then reported in a national database

allows for powerful data to be generated and leveraged for
analysis; a single year of data was included in this study.

Inclusion and exclusion criteria

Inclusion criteria were all patients undergoing transfer of
frozen-thawed autologous euploid blastocysts or frozen-
thawed euploid blastocysts derived from donor oocytes.
Blastocysts from days 5–7 were biopsied and cryopreserved,
and trophectoderm cells were sent for genetic analysis.
Euploidy was determined by the genetics lab chosen by each
SART member clinic, either using array-CGH or next-
generation sequencing (NGS). For each patient, only the out-
come of the first FET cycle was included. Transfer of the best
quality euploid embryo was assumed. Exclusion criteria in-
cluded PGT-A cycles with embryo banking, fertility preserva-
tion, use of donor embryos, gestational carriers, PGT-M cy-
cles for single gene disorders, gender selection, or HLA de-
termination and patients with systemic and immunologic
disorders.

Variables and outcomes

Demographic data, including patient age, maximum baseline
FSH, BMI, the number of embryos transferred, and infertility
etiology (male factor (MF), endometriosis, PCOS, diminished
ovarian reserve (DOR), tubal factor, uterine factors, and un-
explained infertility), were collected and analyzed from the
oocyte retrieval cycle. Only cycles with a single etiology were
included to allow for meaningful and direct associations with
cycle outcomes.

The primary outcome measure was live birth (LB) rate; the
secondary outcome measures included clinical pregnancy
rate, miscarriage rate, and ectopic pregnancy rate, as defined
by SART CORS. Clinical pregnancy is defined as intrauterine
gestational sac by transvaginal ultrasound. Miscarriage is de-
fined as pregnancy loss before 20 weeks of gestation. Live
birth is defined by the presence of a heartbeat at the time of
delivery after 24 weeks of gestation.

Statistics and data collection

STATA version 15 was used to perform statistical analyses.
The chi-square test was used for categorical variables, and t
test and ANOVA were used for continuous data when appro-
priate. Logistic regression models were used to control for
confounding variables and reported as odds ratios and 95%
confidence intervals (CI). Trend analysis and Bonferroni cor-
rection were used to evaluate the trend and association of
outcomes with BMI. p value < 0.05 was considered statisti-
cally significant.

Data were collected and verified by SART and reported to
the Centers for Disease Control and Prevention in compliance
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with the Fertility Clinic Success Rate and Certification Act of
1992 (Public Law 102-493). The data in the SART CORS are
validated annually with some clinics having on-site visits for
chart review based on an algorithm for clinic selection [14].
During each visit, data reported by the clinic were compared
with information recorded in patients’ charts. Ten out of 11
data fields selected for validation were found to have discrep-
ancy rates of ≤ 5%. This study was approved by the institu-
tional review board of Albert Einstein College of Medicine.

Results

Autologous vs. donor oocyte cycles

This study included 3828 autologous oocyte FET cycles
(92.3%), and 320 donor oocyte FET cycles (7.7%). The demo-
graphic characteristics of participants classified according to
oocyte source are presented in Table 1. As anticipated, mean
maternal age (41.7 vs. 36.8 years, p < 0.001) and maximum
FSH (12.2 vs. 7.9 IU/mL, p < 0.01) were higher in women
who used donor oocytes than autologous oocytes. This corre-
lated to a higher degree of DOR patients in the donor oocyte
group while male factor, tubal factor, PCOS, and unexplained
infertility were more prevalent in the autologous group. Mean
maternal BMI and the average number of embryos transferred
were similar between the groups (Table 1).

Live birth rate was not significantly different between au-
tologous and donor cycles (53.9% vs. 50.0%, p = 0.18). In
addition, there were no statistical differences between clinical
pregnancy rates (62.9% vs. 58.4%), miscarriage rates (8.9%
vs. 8.4%), ectopic pregnancy rates (0.4% vs. 0%), and multi-
ple pregnancy rates (7.4% vs. 8.1%) from autologous oocyte
vs. donor oocyte FET cycles of euploid embryos, respectively
(p > 0.05) (Table 1).

Etiology of infertility and association with outcomes
in autologous cycles

In autologous cycles restricted to a single primary diagnosis, we
were able to assess the relationship of etiology of infertility with
cycle outcome (Table 2). Unexpectedly, uterine factor had the
highest LB rate (55.4%) and tubal factor the lowest (48.5%);
however, these differences did not reach statistical significance
(p = 0.95) after adjusting for maternal BMI (Table 2).

Etiology of infertility and association with other
patient demographic parameters in autologous cycles

We assessed whether other patient demographic parameters
were significantly associated with etiologies of infertility
(Table 3). As anticipated, DOR patients were older than the
mean (39.3 vs. 36.8 years, p < 0.01) and had higher FSH
levels (9.5 ± 4.9 IU/mL, p < 0.01) than the other cohorts while

Table 1 Demographic and cycle
parameters for autologous and
donor cycles

Autologous (n = 3828) Donor (n = 320) p value

Age (years) 36.8 ± 4.1 41.7 ± 5.5 p < 0.001

BMI (kg/m2) 24.4 ± 5.0 24.0 ± 5.1 p = 0.212

Gravidity 1.7 ± 1.7 1.8 ± 2.0 p = 0.38

Max FSH (IU/mL) 7.9 ± 4.0 12.2 ± 12.4 p < 0.001

Etiology p = 0.001

DOR 390 (10.2%) 121 (37.8%)

Tubal 101 (2.6%) 1 (0.3%)

Endometriosis 64 (1.7%) 8 (2.5%)

PCOS 226 (5.9%) 2 (0.6%)

Male 384 (10.0%) 10 (3.1%)

Uterine 65 (1.7%) 0

Unexplained 495 (12.9%) 8 (2.5%)

Other 671 (17.5%) 82 (25.6%)

Mixed 1432 (37.4%) 88 (27.5%)

Live birth rate* 2062 (53.9%) 160 (50%) p = 0.183

Clinical pregnancy rate* 2408 (62.9%) 187 (58.4%) p = 0.113

Ectopic pregnancy rate* 15 (0.4%) 0 p = 0.623

Miscarriage rate* 340 (8.9%) 27 (8.4%) p = 0.788

Multiple birth rate* 284 (7.4%) 26 (8.1%) p = 0.213

Data are represented as mean ± standard deviated for discrete and continuous variables and as n (%) for categorical
variables. Italic emphasis denote statistically significant findings

*Per embryo transfer cycle
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PCOS and endometriosis patients were slightly younger (35
and 34.9 years, p < 0.01). PCOS patients had higher BMI
(24.8 vs. 24.1 kg/m2, p < 0.01) and lower FSH levels (6.7
vs. 7.9 IU/mL, p < 0.01) when compared to the mean BMI
and FSH levels of all patients without PCOS. The highest
BMI was found in uterine factor patients (25.7 vs. 24.4 kg/
m2, p < 0.01). This finding is consistent with prior data that
obesity, independent of fibroid size, is a risk factor for the
development of uterine myomas [15, 16]. Tubal factor pa-
tients were more likely to have had prior children compared
to the mean including PCOS patients (79.2% vs. 68.9%,
p < 0.01). Age, BMI, history of multiparity, and max FSH
values all had a statistically significant relationship with etiol-
ogy of infertility (p < 0.01) (Table 3), but the number of em-
bryos transferred did not (p = 0.42).

These potential cofounders underwent analysis separately
to assess possible individual or group effects on cycle out-
come (Table 4). Age was not associated with clinical

pregnancy (p = 0.69), live birth (p = 0.38), or miscarriage rates
(p = 0.53) once PGT-A tested embryos were transferred, in
contrast to prior studies from untested embryos [17, 18].

BMI is inversely associated with outcomes
in autologous cycles

Of the demographics analyzed in the original univariate model
(age, BMI, history of prior delivery and maximum baseline
FSH), only BMI was significantly associated with LB rate in
autologous cycles (Table 4). The number of obese patients in
donor oocyte recipient FET cycles was too small; therefore, it
was not included in analysis. On regression analysis, BMI was
inversely associated with live birth rate, with an OR of 0.97
(95% CI: 0.96–0.98 (rho = − 0.08, p < 0.01). Women with
BMI < 25 had the highest clinical pregnancy (65.7%) and live
birth (56.6%) rates. Clinical pregnancy and live birth rates
were 59.5% and 50.5% in BMI group 25–29.99; 58.0% and

Table 3 Association between
etiology of infertility and other
patient demographics in
autologous cycles

Etiology Age (years)

(mean ± SD)

BMI (kg/m2)

(mean ± SD)

Gravidity

(% multiparous)

Max FSH (IU/mL)

(mean ± SD)

# embryos to
uterus

DOR* 39.3 ± 3.5 23.8 ± 4.4 70.8 9.5 ± 4.9 1.2 ± 0.5

TF* 36.1 ± 3.6 24.8 ± 5.7 79.2 7.2 ± 2.1 1.2 ± 0.5

Endo* 34.9 ± 3.8 23.3 ± 3.9 59.4 8.3 ± 3.2 1.3 ± 0.5

PCOS* 35.0 ± 4.0 24.8 ± 5.6 70.4 6.7 ± 2.7 1.3 ± 0.5

MF* 35.2 ± 3.7 24.1 ± 4.8 54.7 7.2 ± 2.4 1.2 ± 0.5

Uterine 37.0 ± 3.6 25.7 ± 5.5 67.7 7.1 ± 2.0 1.3 ± 0.5

Unexplained 36.3 ± 3.5 23.5 ± 4.5 66.9 7.8 ± 3.7 1.2 ± 0.4

Other 35.6 ± 4.3 24.6 ± 4.9 74.8 7.6 ± 4.5 1.2 ± 0.4

p values < 0.01 < 0.01 < 0.01 < 0.01 0.42

Italic emphasis denote statistically significant findings

*DOR, diminished ovarian reserve; TF, tubal factor; Endo, endometriosis; PCOS, polycystic ovarian syndrome;
MF, male factor

Table 2 Association between etiology of infertility and IVF outcomes in autologous cycles

Etiology (n) Clinical pregnancy
rate**
N (%)

p value Live birth
rate**
N (%)

p value Miscarriage
rate**
N (%)

p value Multiple
birth rate**
N (%)

p value Adjusted
p value***

DOR* (390) 235 (60.3%) 0.68 201 (51.5) 0.95 33 (8.5%) 0.83 25 (6.4%) 0.91 0.29

TF* (101) 60 (59.4%) 49 (48.5%) 11 (10.9%) 6 (6.0%) 0.58

Endo* (64) 36 (56.3%) 32 (50%) 4 (6.3%) 6 (9.4%) 0.78

PCOS* (226) 137 (60.6%) 117 (51.8%) 19 (8.4%) 18 (8.0%) 0.11

MF* (384) 230 (59.9%) 202 (52.6%) 28 (7.3%) 34 (8.9%) 0.36

Uterine (65) 45 (69.2%) 36 (55.4%) 8 (12.3%) 4 (6.2%) 0.32

Unexpl* (495) 312 (63.0%) 267 (53.9%) 45 (9.1%) 39 (7.9%) 0.63

Other (671) 426 (63.5%) 363 (54.1%) 63 (9.4%) 39 (9.0%) 0.96

*DOR, diminished ovarian reserve; TF, tubal factor; Endo, endometriosis; PCOS, polycystic ovarian syndrome;MF, male factor; Unexpl, unexplained

**Per embryo transfer cycle

***p values adjusted for BMI
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45.2% in BMI group 30–34.99; 50.9% and 41.7% in BMI
group 35–39.99; and 66.7% and 54.7% in BMI group > 40
(Fig. 1). Of those that had a live birth, 69.1% had a BMI < 25;
this number approached 90% for BMI < 30. A trend test was
performed for the association between BMI and live birth rate
and demonstrated statistical significance (p < 0.001). On the
other hand, BMI was not a predictor of miscarriage (p = 0.58)
(Table 4) or ectopic pregnancy (p = 0.72) (data not shown).

Discussion

This data demonstrates that once euploidy is established, oo-
cyte source and etiology of infertility are not associated with
cycle outcome. As shown previously in the literature, maternal
BMI was found to be a significant and negative predictor of
live birth [19, 20]. In this analysis, maternal age at time of
oocyte retrieval was not significantly associated with FET
cycle outcome.

An analysis of FETs from donor oocyte-derived euploid
embryo vs. autologous oocyte-derived euploid embryo allows
for independent exploration of patient demographics that may
impact cycle outcomes. We found that patients who utilized

donor oocytes were significantly older and had higher baseline
FSH levels. However, these factors did not affect pregnancy
outcomes, demonstrating that age in and of itself does not con-
tribute to cycle success once euploid embryos are utilized.
Interestingly, there was an increased number of embryos trans-
ferred in donor cycles (1.3 vs. 1.2, p = 0.001). It is unclear why
this occurred as many SART member clinics have moved to-
wards elective single embryo transfers, particularly in cycles
using donor oocytes.More embryos transferred did not increase
pregnancy or live birth rates in this cohort, adding support to the
recommendation for elective single embryo transfer [21].

We also focused on outcomes from autologous oocytes
cycles and possible associations to patient etiology of infertil-
ity. In order to analyze this as cleanly as possible, we included
only those cycles with a single etiology. We found that etiol-
ogy was not associated with live birth following transfer of
euploid embryos. Other reports have shown similar data; a
multinational cohort of 22,000 women showed no difference
in ART outcomes from untested embryos when looking at
endometriosis patients vs. tubal factor/endocrine disorders or
unexplained infertility [22]. Similarly, a study looking at the
relationship between age and ovarian reserve as independent
predictors of euploidy noted that while age was inversely

Table 4 Association between patient demographics and autologous cycle outcomes

Patient demographics Clinical pregnancy* p value Live birth* p value Miscarriage* p value

BMI category (n) (%) < 0.01 (%) < 0.01 (%) 0.58

0–24.9 (1987) 65.7% 56.6% 9.0%

25–29.9 (666) 59.5% 50.5% 9.0%

30–34.9 (219) 58.0% 45.2% 12.3%

35–39.9 (108) 50.9% 41.7% 8.3%

> 40 (42) 66.7% 54.7% 9.5%

Gravidity (multiparity) 62.6% 0.86 53.1% 0.35 9.4% 0.09

Age (years) (mean ± SD) 36.8 ± 4.0 0.69 36.8 ± 4.0 0.38 36.9 ± 4.1 0.53

Max FSH (IU/mL ± SD) 7.9 ± 4.2 0.86 7.9 ± 4.4 0.77 7.8 ± 2.9 0.53

Italic emphasis denote statistically significant findings

*Per embryo transfer
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40.0%
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60.0%

70.0%
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Live birth rates and Cinical pregnancy 
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Live birth rates

Clinical pregnancy rates

Fig. 1 Live birth and clinical
pregnancy rate stratified by BMI

189J Assist Reprod Genet (2021) 38:185–192



related to euploidy, no other factors were predictive of ploidy
status, including etiology of infertility [23]. Our data demon-
strates no significant impact of age on cycle outcome once
euploidy is established. In contrast, a recent study suggests
that age negatively correlates with implantation rate of euploid
embryos in patients older than 38 years old. Furthermore, they
did not find any relationship between BMI and outcome [24].
Interestingly, embryo morphology and AMH were indepen-
dent predictors of outcome, indicating that IVF success in-
volves more than embryo euploidy [24].

Our data demonstrates that BMI is significantly related to
live birth and clinical pregnancy rates following autologous
oocyte-derived euploid FETs in an inverse bimodal pattern,
which has been established previously in the literature. The
number of obese patients in donor oocyte recipient FET cycles
was too small (n = 22); therefore, our analysis was restricted to
autologous cycles. Obese patients are known to have poorer
ART outcomes [19]. However, this in part is due to poorer
stimulation and poor oocyte quality [25, 26]. Our current
study demonstrates that once euploid embryos are utilized,
there is still an adverse effect of increasing BMI on outcome.
This finding is in parallel with other research showing an
increased time to conception in obese ovulatory, non-
infertile patients [27]. Perhaps the inflammatory state induced
by obesity [28, 29] has an effect on implantation or endome-
trial receptivity [10, 30, 31]. Of note there was an increase in
clinical pregnancy and live birth rates in the highest BMI
group > 40 kg/m2. A similar U-shaped relationship to BMI
has been noted in relation to the number of embryos achieved
[32] as well as miscarriage rates [33], contrary to our finding
of increased live birth rates in this subpopulation. It is unclear
what causes this bimodal pattern although we note this cohort
was our smallest sample size of only 42 patients. A larger
cohort of patients with BMI > 40 kg/m2 may elucidate wheth-
er this relationship still has significance. A recent SART study
also noted a negative correlation, although linear, between
BMI and ART outcomes [34]. That study, despite being a
robust analysis of a large cohort, included fresh IVF cycles
with untested embryos. Our data of euploid embryos being
transferred in an FET setting allows for a more focused view
of BMI and pregnancy rates.

The strengths of this study include the large sample size of
national data giving our study external validity. In addition,
exclusion criteria were strictly applied to the data to achieve as
accurate a comparison as possible between study groups; con-
founders were appropriately accounted for as needed. We
were selective in analyzing first euploid FET cycles only, as
well as excluding those who underwent PGT for reasons other
than ploidy testing, in order to minimize embryo selection
bias, though the highest quality euploid embryo was likely
chosen in most if not all cycles. This additionally prevents
selection bias of patients with recurrent implantation failure
who require multiple euploid FET cycles.

There are several limitations to this study design. The data
was collected and analyzed retrospectively, and the data is self-
reported by SART member clinics, allowing for reporting bias
and inaccurate data collection. Although data is validated, it is
not validated for every clinic for every submission year; there-
fore, data may be skewed. A single year of data was analyzed,
which was sufficiently powered to answer the question we
originally asked. However, with additional years of data, the
study findings could be different. 2014was the first year linking
fresh to frozen cycles. In 2014, genetics labs were doing both
NGS and array-CGH to determine ploidy status. This genetic
data is not collected by SART CORS, so we could not control
for differences in technology platforms in the analysis. Euploid
status of the embryos was therefore determined based on the
current testing chosen by each clinic. NGS technology is able to
detect more mosaic embryos than aCGH and we acknowledge
that is it possible that undiagnosed mosaic or aneuploid embry-
os were transferred. We also acknowledge that any testing plat-
form have limits of detection and possible diagnostic inaccura-
cies, although NGS technology has been reported to have a
specificity > 95% [35]. All cycles included in this study were
blastocyst FET; however, we cannot confirm whether the em-
bryos were biopsied on day 5, 6, or 7 of culture. We did not
limit cycles to elective single embryo transfer FET cycles, so
there is a possible confounding effect of single vs. double em-
bryo transfer on our analysis. However, the mean number of
embryos transferred in both autologous and donor cycles was
significantly below 2 and there were no differences in out-
comes. Many cycles with multiple diagnoses of infertility were
collected in SART CORS but were eliminated from this study
in order to more directly associate cycle outcome with a single
infertility diagnosis. However, this filter may have altered our
finding of no association of infertility diagnosis to cycle out-
come. Certain demographics such as race, ethnicity, and
smoking status were sparsely populated in self-reported
SART CORS data and were therefore not included in this anal-
ysis. Embryo quality at the time of frozen-thawed embryo
transfer is not provided in SART CORS, so we could
not comment on embryo quality in this study. However,
we assume that the best quality euploid embryo was
selected for the first FET cycle. It is possible that the
maternal BMI during the stimulation cycle impacted the
gonadotropin dose used and therefore impacted the
ovarian response. Finally, we do not know if the donor
oocyte source was from fresh oocyte donation or frozen
oocytes.

In summary, our data indicates that neither oocyte
source nor etiology of infertility impacts live birth rates
when euploid embryos are transferred, while BMI re-
mains a significant negative predictor of success.
Euploid embryos derived from donor or autologous oo-
cytes result in similar live birth rates in women with
different infertility diagnoses.
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