Egg freezing success rates and best age

What egg freezing can and cannot do

Egg freezing involves stimulating the ovaries with injectable hormones,
monitoring follicle growth with ultrasound and blood tests, retrieving eggs
through a minor procedure, and freezing mature eggs using vitrification, a
rapid-freezing technique. If the person later wants to attempt pregnancy, the
eggs are thawed, fertilized with sperm in the laboratory, and resulting embryos
may be transferred to the uterus through an IVF pathway.

The goal is to preserve eggs at their current biological age. This matters
because the uterus can often carry a pregnancy later in life if medically safe,
but egg quality is highly age-sensitive. Frozen eggs do not continue aging in
storage in the same way eggs remaining in the ovaries do.

However, egg freezing cannot promise a future pregnancy. Some eggs may not
survive thawing, some may not fertilize, some embryos may stop developing, some
may be chromosomally abnormal, and not every embryo transfer leads to live

birth. This is why counseling usually focuses on probabilities rather than
certainties.

Why age has such a large effect on success rates



Age affects both ovarian reserve and oocyte competence. Ovarian reserve refers
broadly to the remaining pool of eggs and is often estimated with

anti-M"...llerian hormone, antral follicle count, and ovarian response to
stimulation. Oocyte competence refers to the egg’s ability to mature,

fertilize, support embryo development, and contribute to a chromosomally normal
embryo.

With increasing age, especially from the mid-30s onward, a higher proportion of
eggs have chromosomal segregation errors. This is one reason miscarriage risk
rises and live birth rates fall with age. In egg freezing, the relevant age is
primarily the age at retrieval and freezing, not the age when the eggs are

later thawed.

This is also why a 38-year-old who freezes many eggs may still have a lower
chance per egg than a 32-year-old who freezes fewer eggs. Quantity helps, but
it cannot fully overcome age-related egg quality decline. For people who want a
deeper background, related topics include age-related egg quality decline, egg
quality and fertility, and how age affects ovulation quality.

Egg freezing success rates: what the numbers mean

Egg freezing success rates can be confusing because clinics may present
different endpoints. A high egg survival rate after thawing does not mean the
same thing as a high live birth rate. When reviewing clinic data or studies, it
helps to clarify the denominator and the outcome.

Egg survival rate: the proportion of frozen eggs that survive warming.
Fertilization rate: the proportion of thawed mature eggs that fertilize after
sperm injection, often using ICSI.

Blastocyst development rate: the proportion that reach the blastocyst stage,
typically around day 5 to 7 of embryo culture.

Embryo transfer success: the chance of pregnancy or live birth after transfer
of an embryo created from previously frozen eggs.

Cumulative live birth probability: the estimated chance of at least one live
birth from all eggs frozen across one or more cycles.

For patients, cumulative live birth probability is often the most meaningful



measure, but it is also the hardest to estimate precisely. It depends on age at
freezing, number of mature eggs stored, lab performance, sperm quality, whether
genetic testing is used, uterine factors, and whether all stored eggs are
eventually used.

ASRM and other medical resources emphasize that younger age at freezing
generally improves expected outcomes. The NHS similarly notes that success
depends strongly on age and the number and quality of eggs retrieved. Academic
fertility centers, including UCSF Health, also highlight age as the key

predictor when estimating how many eggs may be needed.

What is the best age to freeze eggs?

Biologically, earlier is usually better because eggs frozen at a younger age

are more likely to be chromosomally competent. Practically, the best age is not
simply "as young as possible." Many people in their early 20s may never need to
use frozen eggs, while waiting too long can reduce the likelihood that a cycle

will retrieve enough high-quality eggs.

For elective egg freezing related to age-related fertility decline, many

clinicians discuss the late 20s through mid-30s as a favorable balance between
egg quality, egqg yield, and likelihood of future use. Freezing before 35 is
generally associated with better chances than freezing later. After 35, egg
freezing may still be worthwhile for some people, but more eggs and sometimes
more cycles may be needed to reach a similar probability of future live birth.

There is no universal cutoff. A 36-year-old with a strong ovarian response may
retrieve more eggs than a 31-year-old with diminished ovarian reserve.
Conversely, a reassuring AMH does not eliminate the age-related risk of
chromosomal abnormalities. This is why ovarian reserve testing is helpful for
estimating likely egg yield, but it does not fully measure egg quality.

The most useful question is often not "Am | too old?" but "Given my age,
ovarian reserve, goals, and resources, what is a realistic expected outcome if

| freeze eggs now?"

How many eggs are enough?



There is no magic number of frozen eggs that guarantees a baby. The number
needed for a reasonable chance of at least one live birth rises with age
because each egg has a lower probability of becoming a chromosomally normal
embryo.

Clinics sometimes use prediction models to estimate the chance of live birth

based on age and number of mature eggs frozen. These models can help with
planning, but they are estimates, not promises. For example, a person freezing
eggs at 30 may need fewer mature eggs to reach a given probability than someone
freezing at 38. People hoping for more than one child may need to consider

storing more eggs or embryos, if appropriate.

The final number retrieved in one stimulation cycle is variable. It depends on
baseline follicle count, hormone dosing, ovarian response, body factors, prior
ovarian surgery, conditions such as endometriosis or polycystic ovary syndrome,
and lab handling. Some people reach their target in one cycle; others consider
two or more cycles; some decide that the physical, emotional, or financial
burden is too high. Each of these decisions can be reasonable.

Factors beyond age that influence outcomes

Age is central, but it is not the only variable. A medically literate review of
success should include several interacting factors.

Mature egg number: only mature metaphase Il eggs are typically suitable for
freezing and later fertilization.

Laboratory expertise: vitrification, warming, ICSI, embryo culture, and
transfer protocols vary across centers.

Sperm factors: if eggs are later fertilized, sperm quality can influence
fertilization and embryo development.

Medical history: prior ovarian surgery, chemotherapy, pelvic radiation, severe
endometriosis, autoimmune disease, or genetic risk may affect planning.
Future uterine and pregnancy health: later pregnancy may be affected by blood
pressure, diabetes, fibroids, adenomyaosis, or other health conditions.

Use of eggs: many people who freeze eggs never return to use them, which
affects real-world outcome statistics.

Because of these variables, clinic-reported success rates should be interpreted



cautiously. Ask whether numbers reflect patients your age, eggs frozen at that
clinic, eggs thawed at that clinic, and live birth rather than pregnancy alone.

The emotional and financial side of timing

Egg freezing decisions often happen under pressure: a birthday approaching, a
relationship ending, a medical diagnosis, or a career timeline that leaves

little space for uncertainty. It is normal to feel relief, grief, hope, fear,

or even resentment that biology imposes a timeline at all.

Financial considerations are also substantial. Costs may include consultation,
testing, medications, monitoring, retrieval, anesthesia, freezing, annual

storage, and future thawing, fertilization, embryo culture, transfer, and
medications. Insurance coverage varies widely. Some countries or health systems
provide support for medical fertility preservation but not elective freezing.

Good counseling should be transparent without being discouraging. Egg freezing
can be empowering when it fits a person’s goals and expectations. It can be
disappointing if presented as an insurance policy that guarantees future
parenthood. A balanced consultation should discuss estimated egg yield,
age-specific success, alternatives such as embryo freezing or donor eggs, and
what happens if the number of eggs retrieved is lower than expected.

Questions to ask a fertility specialist

Before starting, consider asking direct questions that move the conversation
from general statistics to your own situation.

Based on my age, AMH, antral follicle count, and medical history, how many
mature eggs might | reasonably expect from one cycle?

What chance of at least one live birth would you estimate from different

numbers of frozen mature eggs at my age?

How many cycles might be needed to reach my goal, especially if | hope for more
than one child?

What are this clinic’s egg thaw survival rates and live birth outcomes from
previously frozen eggs?

What are the risks of ovarian stimulation and egg retrieval in my case?

What are all expected costs now and later, including storage and future IVF



treatment?

If you are freezing eggs for urgent medical reasons, such as before
chemotherapy, ask how quickly stimulation can begin and whether a random-start
protocol is appropriate. Decisions in these situations should be coordinated

with your oncology or treating medical team.



