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These are very important data. Unfortunately, the analyses appear to be hampered in several 
instances. 

1. Risk ratios (RR). It is astonishing to see that physicians working for fertility clinics consider 
„pregnancy ongoing“ as a risk. A more intuitive look suggests that pregnancy is a success and 
failure to become pregnancy is unwanted, i.e. a risk.  

The authors reported an adjusted RR for ongoing pregnancy of 0.61 for cohort <30 d when 
compared to unvaccinated women. An estimate below 1 would normally represent a 
decreased risk, but here the risk was actually increased! The correct unadjusted true risk ratio 
is considerably increased, namely 1,66 (95% CI 1,30-2,11). For the other cohorts: 31-60 d: 
1,1 (1,32-1,96); 61-90 d: 1,22 (1,00-1,50), >91 d: 1,10 (0,98-1,23). Overall for vaccinated 
1,19 (1,09-1,31). This means that already essential data shown in the abstract are misleading. 

2. The analysis strategy is at least uncommon, but rather highly questionable. The authors 
present a “Table Demography...” that also shows outcome variables. This table does in fact not 
present background data of all women who started intervention (i.e. IVF), but selected to those 
with a later successful measure, the embryo transfer (ET). As the authors could not know the 
outcome during the IVF, they must have completely documented all women who started IVF. 
Why do they not show these data? The filter ET, i.e. to confine the data to those with ET, is not 
justified. 

3. At least the data shown in Figure 1 allow for a reasonable judgement of the relevant risks. 
The unadjusted risks of not achieving ongoing pregnancy for all women who started IVF were: 
<31 d: 1,20 (1.01-1.41); 31-60 d: 1.23 (1.09-1.38), 61-90 d: 1.11 (1.00-1.22); >91 d: 1.10 
(1.04-1.16), all vaccinated: 1.11 (1.06-1.16). This means that the unadjusted risks were 
increased in each cohort alone as well as all vaccinated compared with all unvaccinated. This 
important message was not stressed anywhere. 

4. The authors did not show unadjusted risk ratios (except those mentioned below) in a 
separate table; again very uncommon. Moreover, the authors provide almost no details on the 
adjustments: Why and how did they select these particular factors.  

5. The authors claimed to show unadjusted risk ratios in Figure 4, panel A. Unfortunately, the 
figures do not appear to be credible. The “perverse” unadjusted risk ratio for ongoing 
pregnany by ET of the largest cohort, >91 d, would by 0.93 (0.86-1.02). The middle estimate 
in panel A for Day 91 is, however, about 0,55, and the peak of the curve is 0,6. How can this 
be? Moreover, the peak of the right curve is 0.6 as well, meaning that the adjustments worked 
only at the extreme tails. The 0.6 of the right panel does also not correspond to the mean 
estimate given in the abstract for this cohort (0.96). Something went wrong there. 

6. The p-values presented in the “Table Demography...” appear to be not comprehensible. E.g. 
the variable “mature follicle at trigger”, claimed to report median and IQR, shows a median of 
8.0 for each of the 4 vaccinated cohorts with very similar IQRs and only marginally higher 
estimates for the vaccinated cohort, but a p-value of “<0.001”. Even more the “No. of good 
quality embryos” shows a median of 3 for each of the 5 cohorts with almost identical IQR, 
nonetheless a p-value of 0.003. Either the estimates or the p-values are not true. Hence, all p-
values should be checked carefully.  


