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Abstract

Objective: Menopause is the consequence of exhaustion of the ovarian follicular pool. AMH, an indirect hormonal marker of
ovarian reserve, has been recently proposed as a predictor for age at menopause. Since BMI and smoking status are relevant
independent factors associated with age at menopause we evaluated whether a model including all three of these variables
could improve AMH-based prediction of age at menopause.

Methods: In the present cohort study, participants were 375 eumenorrheic women aged 19–44 years and a sample of 2,635
Italian menopausal women. AMH values were obtained from the eumenorrheic women.

Results: Regression analysis of the AMH data showed that a quadratic function of age provided a good description of these
data plotted on a logarithmic scale, with a distribution of residual deviates that was not normal but showed significant left-
skewness. Under the hypothesis that menopause can be predicted by AMH dropping below a critical threshold, a model
predicting menopausal age was constructed from the AMH regression model and applied to the data on menopause. With
the AMH threshold dependent on the covariates BMI and smoking status, the effects of these covariates were shown to be
highly significant.

Conclusions: In the present study we confirmed the good level of conformity between the distributions of observed and
AMH-predicted ages at menopause, and showed that using BMI and smoking status as additional variables improves AMH-
based prediction of age at menopause.
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Introduction

Age at menopause has relevant implications for female health

since late menopause is associated with increased risk of breast

cancer [1] and early menopause is associated with increased risk of

osteoporosis, cardiovascular disease, early cognitive decline,

ovarian cancer, colorectal cancer, respiratory and urogenital

disease [2,3,4,5,6].

More importantly, as women increasingly postpone childbirth,

prediction of an early menopause in young women could be of

increasing clinical value. The determinants of age at menopause

have been investigated in several studies [7,8] and the most

consistent finding is that early age at menopause is associated with

smoking and low BMI [8,9,10,11]. Less clear is the relationship

between the number of pregnancies and births and the use of

hormonal contraception [8].

Since menopause is the consequence of exhaustion of the

ovarian follicular pool, recent theories show convincingly that in

women of the same age, a larger pool of resting follicles may be

associated with a later age at menopause, whereas a smaller pool

may be a risk for early menopause [12,13,14].

Unfortunately to date there are no diagnostic methods to

measure directly the number of primordial follicles in the ovaries

of women, while several indirect ovarian reserve markers have

been developed and successfully tested [15,16,17]. Hormonal

(AMH, FSH, inhibin B) and ultrasound (antral follicle count –

AFC) markers are associated with antral follicles actually present

in the ovaries. However, since the population of antral follicles is

related to the number of primordial follicles [12] their determi-

nation permits assessment of the extent of the ‘‘true’’ ovarian

reserve (the number of non-growing follicles). AMH and AFC

have both been shown to have very good and highly significant

correlations (R.0.7; p-value,0.001) with the number of primor-

dial follicles as determined by modern stereology techniques from

histological analysis [18].

AMH has been recently proposed as a good predictor for age at

menopause [19,20,21], with all studies suggesting that in women of

similar age a lower serum AMH level may be indicative of an
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earlier age at menopause. Without data directly correlating AMH

with menopausal age, the methodology in ref.19 was based on

joint modelling of data on changing AMH with age and data on

menopausal ages, from two independent samples of women, using

a hypothesis that AMH falling below a critical threshold is

predictive of menopause. Predictions were based only on serum

AMH levels and age; however, since BMI and smoking status are

relevant independent factors associated with age at menopause, we

consider whether similar but more complex modelling including

these additional covariates (BMI and smoking) might improve

AMH-based predictions of age at menopause.

Materials and Methods

Study design and subjects
This cross-sectional study was based on methodology developed

in previous studies [19,22] and involved two independent samples

of women. One, a group of 375 healthy, regular cycling, caucasian

women aged 19–44 years, was recruited from women requiring

preconception counselling or undergoing cervical cancer and

breast cancer screening. Inclusion criteria for enrolment were:

normal menstrual cycles (length 25–35 days), not pregnant or

using hormones or drugs that interfere with the menstrual cycle,

no history of hysterectomy, miomectomy, oopherectomy, or any

other surgery on their ovaries. Patients included in the study had

no known chronic, systemic, metabolic or endocrine disease. All

women gave their written informed consent before blood sampling

for AMH determination. IRB approval was obtained.

A distribution of ages at menopause was obtained from another

sample of 2635 Italian women participating in the GOERM study

[23]. This GOERM study was a retrospective study focused on

clinical research on menopause for women living in the Italian

region of Emilia Romagna and involving four university hospitals

(Bologna, Ferrara, Parma and Modena). All women (age at the

time of inclusion ranged from 41 to 61 years of age) were

menopausal (physiological menopause defined as amenorrhea for

more than 12 months); the time since menopause was 2.360.02

years (mean 6 SEM), and for all women smoking habits and BMI

were known, with the latter categorised under-weight (BMI,18.5),

normal weight (18.5#BMI,25), over-weight (25#BMI,30) and

obese (BMI$30).

AMH assay
The blood sample for AMH determination was taken when the

patients were recruited, independently of the last menstrual cycle.

After 12-hour fasting, blood was taken from the cubital vein

between 8:00 a.m. and 12:00 noon The blood was centrifuged at

3500 cycles/minute for 10 minutes and the serum was stored in

polypropylene tubes at 280uC.

Serum AMH was measured by enzyme-linked immunosorbent

assay (ELISA) using the Beckman Coulter, Inc. (Chaska, MN,

USA) AMH ELISA kit (Immunotech version, Marseilles, France).

The detection limit of the assay was 0.14 ng/ml; imprecision of

the assay was 12.3% at 0.2 ng/ml and 5.1% at 15.8 ng/ml. The

immunoassay is specific for AMH. No cross-reaction was observed

with transforming growth factor-beta.

Statistical Analysis
Analyses were based on a methodology similar to that used in

previous work [19,22], and involved a two-stage modelling and

estimation process using the two data-sets (AMH measurements

and menopausal age). First, a robust regression analysis of the

logged AMH data as the response (or dependent variable) using

age, BMI and smoking status as covariates (or independent

variables) was carried out by maximum likelihood, using modelling

with a more general (longer-tailed than normal) skew-t residual

distribution as described in [24]. The estimated regression

equation and probability distribution of residual deviates estab-

lished a model for age-related change in AMH, from which age-

dependent AMH-percentiles (5%, 10%, 25%, 50%, 75%, 90%

and 95%) could be estimated.

The second stage uses the hypothesis [19] that occurrence of

menopause can be predicted by AMH falling below a critical

threshold level, which provides a link between the two data-sets

whereby menopause occurring before age y (say) corresponds to

AMH at age y being below this threshold. This enables a

probability distribution of menopausal ages to be determined from

the equation:

probability of age at menopause vy

~probability of log AMHð Þ at age yv log thresholdð Þ

using the previously estimated regression equation for the mean of

log(AMH) at age y. To allow for excess inter- and intra-cycle

variation in AMH from individual women [25] not contributing to

varying fertility between women, another skew-t probability

distribution [24] was used to describe the variation of log(AMH)

here. With log(threshold) a linear function of BMI and smoking

status (as in the usual regression context) probabilities on the right

hand side of the above equation can be determined. This

formulates a model for analysis of the GOERM data using

maximum likelihood estimation, where menopausal age is the

response and BMI and smoking status are covariates. Finally,

percentiles of menopausal age can be calculated from the

estimated BMI and smoking specific probability distributions of

menopausal age, similar to those for AMH.

Prediction of menopausal age for individual women follows a

similar two stage process. First, the woman’s AMH level and age is

located within age-dependent AMH percentiles (less than 5%,

between 5% and 10%, etc.), then her predicted age at menopause

can be inferred from similar percentiles of menopausal age.

Results

Characteristics of patients included in the study are reported in

Table 1. In the AMH cohort the percentage of smokers was

significantly higher than in the GOERM study. BMI was

significantly higher for women from GOERM than for those in

the AMH cohort, probably because women in the latter group

were younger than those in the former group, providing a prima

facie case for some allowance of these covariates (smoking and

BMI) in the analysis. In the GOERM data-set (n = 2635), the mean

age at which women reported menopause was 49.460.8 years

(mean 6 SEM).

Table 1. Characteristics of patients in the AMH and GOERM
cohorts.

AMH GOERM
Significance of
difference

Age at inclusion
(mean 6 SEM)

35.360.2 52.560.1 p-value,0.05

Current or past smoker (%) 33.5 27.6 p-value,0.05

BMI (mean 6 SD) 23.264.2 2664.6 p-value,0.05

doi:10.1371/journal.pone.0057005.t001

Ovarian Reserve and Age at Menopause
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The regression analysis of the AMH data showed that age

(p-value,0.001) and age2 (p-value<0.03) were significant

predictors while BMI and smoking status were not

(p-values.0.20), giving (cf. the preferred model in [26]):

meanLog(AMH) = {1:11+0:2|age{0:0400|age2

This quadratic function of age was very close to an estimate of

the mean obtained by smoothing the raw observations as in [19]

shown in Figure 1, with AMH declining from a peak at around

age 25 years. Additional terms involving age3 and age4 were not at

all significant (p-values.0.50), and BMI and smoking status also

had no significant effects on the rates of change with age (p-

values.0.17).

The distribution of the residual deviates (differences between

data values and estimated mean) was significantly (p-value,0.01)

non-normal showing left-skewness (relatively more subjects had

AMH levels above the estimated mean than below it) and was

adequately described by a skew-t distribution (goodness of fit

statistic 373.8 on 369 degrees of freedom). Estimated AMH-

percentiles from the resulting model are shown in Figure 2, with

the age range restricted to 25–45 years where the mean is

relatively well estimated (Figure 1). Notice that the estimated

median (50-percentile) is slightly larger than the estimated mean

(Figure 1), reflecting the left-skewness of the residual distribution.

Figure 2 indicates that an AMH level of 2.5 ng/mL from a 30-

year old woman, for example, would be between the 25- and 50-

percentiles.

The subsequent analysis of the GOERM data using the model

for menopausal ages derived from AMH falling below a critical

threshold dependent on BMI and smoking status (combined

additively in the log-threshold) showed significant effects of these

covariates (p-values,0.001). Some comparisons of the observed

and modelled cumulative frequency distributions of menopausal

age for different BMI categories and smoking status are displayed

in Figure 3, showing quite good concordance between these –

particularly for the normal and over-weight BMI categories which

covered most (80%) of the data. (No meaningful comparisons

could be made for the under-weight BMI category as only 15

observations were in this category.) The residual variance of

log(AMH) from this analysis was, significantly (p-value,0.001)

lower than that from the earlier regression analysis of log(AMH)

on age, by an estimated factor of 0.72 (95% confidence interval

0.62–0.85) consistent with some excess inter- and intra-cycle

variation in the AMH data. The estimated thresholds below which

AMH predicts menopause are shown in Table 2, for non-smokers

and current or past smokers, and the different BMI categories.

From probability distributions of menopausal ages based on

predictions from AMH falling below these thresholds, percentiles

for non-smokers and current or past smokers, and the different

BMI categories, were estimated and are shown in Table 3. And in

Table 4 are the corresponding percentiles of menopausal age

from similar modelling based on the critical AMH threshold

having no dependence on BMI and smoking status (cf. [19]), where

it can be seen that these percentiles are quite similar to those in

Table 3 for normal weight non-smokers which was the modal

category (with almost one-third of the data). These will give some

indication of likely age at menopause from the corresponding

percentile band where a woman’s age and AMH level was located

in Figure 2; for example, a woman with AMH between the 25-

and 50-percentiles who was of normal weight and a non-smoker or

over-weight and a current or former smoker could be expected to

experience menopause between 47 and 49.5 years of age

(Table 3). But if she were an overweight non-smoker then she

could expect almost another year before menopause, and about

one year less if a normal weight current or former smoker.

Discussion

Age at menopause varies widely in the female population;

indeed, the range for age at menopause is commonly believed to

be between 40 and 60 years [27]. The wide variability in age at

menopause is assumed to be the reflection of the high variability in

Figure 1. AMH data (dots) plotted on a logarithmic scale with smoothed mean (dashed line) similar to ref.19, and an estimate of the
mean as a quadratic function of age (solid line) with upper and lower 95% confidence limits (dotted lines).
doi:10.1371/journal.pone.0057005.g001

Ovarian Reserve and Age at Menopause
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ovarian reserve for women of similar ages. According to recent

models describing the rate of follicular decline with aging [13,14],

the pool of primordial follicles does vary widely in women of

similar ages. For example, at the age of 35 y the estimated range of

resting follicles in the ovary is between 19000 and 135000 [14].

Such high variability is then reflected in a higher variability of the

age at which primordial follicles will be exhausted and women

enter menopause.

Hence any biomarker indicating the number of resting follicles

may contribute to improvement in the prediction of menopause

based on age alone. AMH, a glycoprotein produced and secreted

by primary and preantral follicles, has been proposed as a reliable

measure of ovarian reserve. Indeed, serum AMH levels decrease

throughout reproductive life and are undetectable several years

before physiological menopause or following ovarian surgery [16].

With respect to other known markers, AMH seems to better reflect

the continuous decline of the follicular pool with age [20]. Some

years ago the possibility that AMH may permit prediction of age at

menopause was demonstrated in a cross sectional study based on

144 women [19]. In that study the predicted age at menopause

ranged from less than 41 years to more than 56 years according to

the age specific percentiles of AMH, whereby the lower age

specific AMH value, the lower the predicted age at menopause.

Subsequently the hypothesis has been confirmed by a 6-year

longitudinal study performed on 147 over 40-year old women

[28], which reported that a basal AMH lower than 0.39 ng/mL

may predict occurrence of menopause in the next 6 years with a

positive predictive value of 0.9 and a negative predictive value of

0.76. Both these groups of researchers recently published well-

designed longitudinal studies validating this hypothesis [21,29]. In

particular, in the Dutch study 257 women (aged 21–46 y) were

followed for 11 years; 19% of women experienced menopause in

this time frame and basal AMH was significantly related to time to

menopause and showed a good proportion of correct predictions

[29].

In the present study we have confirmed the good level of

conformity between the distribution of observed age at menopause

and predictions based on falling AMH levels. This enables

clinicians to have a useful assessment of the remaining reproduc-

tive life span, particularly for women in the age range 30–40 years

where the AMH-percentiles are quite well estimated.

The main contribution of this study has been that other

variables were used in addition to AMH in order to improve

prediction of age at menopause, namely BMI and smoking status.

A large (n = 31000) Italian retrospective study [8] showed that low

BMI and smoking were both independently associated with early

age at menopause. Other retrospective and prospective studies

confirmed the positive correlation existing between BMI and age

at menopause [10,11,30]. Similarly, smoking has been repeatedly

reported as being associated with an earlier age at menopause

[8,9,10,11]. Our study confirms the influence of BMI and smoking

status on AMH-based prediction of age at menopause, by showing

that the threshold below which AMH predicts menopause varies

significantly with these covariates. However, estimates of the

actual thresholds were rather imprecise with up to a 7-fold

difference between the upper and lower 95% confidence limits,

and the latter below the detection limit of the AMH assay for some

covariate values (Table 2). This is due largely to similar

imprecision in the estimated mean AMH level at the mean age

of menopause (49.4 y) – see Figure 1.

Despite this imprecision, the modelled distributions of age at

menopause were quite precisely estimated (due to inter-depen-

dence between the AMH regression and AMH threshold

components of the modelling, whereby differences between these

can be better estimated than the individual components). The

variation in AMH necessary to describe the variation in

menopausal ages from predictions based on AMH falling below

Figure 2. Age-dependent AMH-percentiles: 5% & 95% (dotted lines), 10% & 90% (dash-dot-dash lines), 25% & 75% (dashed lines),
and 50% or median (solid line), with N denoting AMH level 2.5 ng/mL at age 30 years.
doi:10.1371/journal.pone.0057005.g002
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Figure 3. (a)–(f): comparisons of cumulative frequency distributions of age at menopause from the GOERM study (solid lines) and
model-based predictions from AMH falling below a critical threshold (dashed lines) for different BMI categories and smoking
status, showing quite good concordance between these. a): normal weight non-smokers ; (b): normal weight current or past smokers ; (c):
over-weight non-smokers ; (d): over-weight current or past smokers ; (e): obese non-smokers; (f): obese current or past smokers.
doi:10.1371/journal.pone.0057005.g003

Ovarian Reserve and Age at Menopause

PLOS ONE | www.plosone.org 5 March 2013 | Volume 8 | Issue 3 | e57005



critical thresholds was significantly less than the residual variation

from the regression model of AMH and age, and consistent with

excess inter-and intra-cycle variation affecting these AMH data

whereby 76% of the age-adjusted AMH variance can be attributed

to variation between women (with 11% and 13% of the variance

due to inter- and intra-cycle variation, respectively, from

individual women [25]).

According to predictions without reference to BMI and smoking

(Table 4 and ref.19) a woman with AMH at the 10% age-specific

percentile level would be predicted to experience menopause at

about 44 years of age, while predictions range from 40.3 to 45.3

years if allowance is made for BMI and smoking status (Table 3).

Menopausal age will generally be lower for low BMI and for

current or past smokers (Table 3).

The combination of BMI and smoking status with AMH for

prediction of age at menopause is quite practicable since these two

covariates were not significantly associated with AMH levels.

While AMH seems to be lower in women with high BMI, any

association did not reach statistical significance when allowance

was made for age (i.e., older women tend to have lower AMH and

higher BMI than younger women). Several studies have reported a

negative association between smoking and AMH levels [31] while

others have reported non significant relationships [16,32]. The

largest cross-sectional study reporting on AMH, smoking and BMI

and based on 416 women from the general population [33] found

no age-independent correlation between AMH and both these

covariates.

Table 2. Estimated thresholds below which AMH predicts
menopause (with 95% confidence intervals in brackets)
according to smoking status and BMI categories.

BMI non-smoker current or past smoker

Under-weight 0.45 ng/mL (0.21, 0.97) 0.53 ng/mL (0.27, 1.07)

Normal weight 0.31 ng/mL (0.13, 0.74) 0.36 ng/mL (0.16, 0.81)

Over weight 0.25 ng/mL (0.09, 0.69) 0.30 ng/mL (0.12, 0.75)

Obese 0.28 ng/mL (0.11, 0.71) 0.33 ng/mL (0.14, 0.78)

doi:10.1371/journal.pone.0057005.t002

Table 3. Estimated percentiles of the probability distributions of age at menopause (6 standard errors in brackets) predicted by
AMH falling below critical thresholds according to smoking status and BMI categories.

AMH critical thresholds Body weight Predicted age at menopause (± standard error)

Non-smoker Current or past smoker

5u Under-weight 39 (1.6) 37.6 (1.8)

Normal weight 42.1 (0.2) 40.9 (0.3)

Over-weight 43.4 (0.3) 42.2 (0.3)

Obese 42.7 (0.3) 41.5 (0.4)

10u Under-weight 41.6 (1.3) 40.3 (1.5)

Normal weight 44.2 (0.2) 43.1 (0.2)

Over-weight 45.3 (0.2) 44.3 (0.3)

Obese 44.7 (0.2) 43.6 (0.8)

25u Under-weight 44.7 (1.1) 43.6 (1.2)

Normal weight 47 (0.1) 46 (0.2)

Over-weight 47.9 (0.1) 47 (0.2)

Obese 47.4 (0.2) 46.5 (0.2)

50u Under-weight 47.5 (1) 46.5 (1)

Normal weight 49.5 (0.1) 48.6 (0.2)

Over-weight 50.4 (0.1) 49.5 (0.2)

Obese 49.9 (0.2) 49 (0.2)

75u Under-weight 49.9 (0.9) 49 (0.9)

Normal weight 51.7 (0.1) 50.9 (0.2)

Over-weight 52.5 (0.1) 51.7 (0.2)

Obese 52.1 (0.2) 51.3 (0.2)

90u Under-weight 51.9 (0.8) 51.1 (0.9)

Normal weight 53.6 (0.1) 52.9 (0.2)

Over-weight 54.4 (0.1) 53.6 (0.2)

Obese 54 (0.2) 53.2 (0.2)

95u Under-weight 53.1 (0.8) 52.4 (0.9)

Normal weight 54.8 (0.1) 54.1 (0.2)

Over-weight 55.5 (0.1) 54.8 (0.2)

Obese 55.1 (0.2) 54.4 (0.2)

doi:10.1371/journal.pone.0057005.t003
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In conclusion, the present study confirms that serum AMH levels

enable the prediction of a woman’s reproductive life span, and that

that such prediction may be refined by other easily acquirable

information on BMI and smoking status that are associated with

age at menopause.

Acknowledgments

We thank all the members of the Emilia-Romagna Operative Group for

Menopause (GOERM).

Author Contributions

Conceived and designed the experiments: ALM. Performed the experi-

ments: GS EP AC MJF. Analyzed the data: MJF. Contributed reagents/

materials/analysis tools: GS EP. Wrote the paper: ALM AV MJF.

References

1. Monninkhof EM, van der Schouw YT, Peeters PH (1999) Early age at

menopause and breast cancer: are leaner women more protected? A prospective

analysis of the Dutch DOM cohort. Breast Cancer Res Treat 55:285–291.

2. Kritz-Silverstein D and Barrett-Connor E (1993) Early menopause, number of

reproductive years, and bone mineral density in postmenopausal women.

Am J Public Health 83:983–988.

3. ESHRE Capri Workshop Group (2006) Hormones and cardiovascular health in

women. Hum Reprod Update 12:483–497.

4. Kok HS, Kuh D, Cooper R, van der Schouw YT, Grobbee DE et al. (2006)

Cognitive function across the life course and the menopausal transition in a

British birth cohort. Menopause 13:19–27.

5. Schildkraut JM, Cooper GS, Halabi S, Calingaert B, Hartge P et al. (2001) Age

at natural menopause and the risk of epithelial ovarian cancer. Obstet Gynecol

98:85–90.

6. van Wayenburg CA, van der Schouw YT, van Noord PA and Peeters PH (2000)

Age at menopause, body mass index, and the risk of colorectal cancer mortality

in the Dutch Diagnostisch Onderzoek Mammacarcinoom (DOM) cohort.

Epidemiology 11:304–308.

7. van Noord PA, Dubas JS, Dorland M, Boersma H, te Velde E (1997) Age at

natural menopause in a population-based screening cohort: the role of

menarche, fecundity, and lifestyle factors. Fertil Steril 68:95–102.

8. Parazzini F; Progetto Menopausa Italia Study Group (2007) Determinants of age

at menopause in women attending menopause clinics in Italy. Maturitas 56:280–

287.

9. Bailey A, Robinson D, Vessey M (1997) Smoking and age of natural menopause.

Lancet 2:722.

10. Daniell HW (1978) Smoking, obesity, and the menopause. Lancet 12:373.

11. Sherman B, Wallace R, Bean J, Schlabaugh L (1981) Relationship of body

weight to menarcheal and menopausal age: implications for breast cancer risk.

J Clin Endocrinol Metab 52:488–93.

12. Gougeon A (1988) Ovarian follicular growth in humans: ovarian ageing and

population of growing follicles. Maturitas 30:137–142.

13. Hansen KR, Knowlton NS, Thyer AC, Charleston JS, Soules MR, et al (2008) A

new model of reproductive aging: the decline in ovarian non-growing follicle

number from birth to menopause. Hum Reprod 23:699–708.

14. Wallace WH, Kelsey TW (2010) Human ovarian reserve from conception to the

menopause. PLoS One 27;5(1).

15. Broekmans FJ, de Ziegler D, Howles CM, Gougeon A, Trew G, et al. (2010)

The antral follicle count: practical recommendations for better standardization.

Fertil Steril 94:1044–51.

16. La Marca A, Sighinolfi G, Giulini S, Traglia M, Argento C, et al (2010) Normal

serum concentrations of anti-Müllerian hormone in women with regular

menstrual cycles. Reprod Biomed Online 21:463–9.

17. Lambalk CB, de Koning CH (1998) Interpretation of elevated FSH in the

regular menstrual cycle. Maturitas 30:215–20.

18. Hansen KR, Hodnett GM, Knowlton N, Craig LB (2011) Correlation of ovarian

reserve tests with histologically determined primordial follicle number. Fertil

Steril 95:170–5.
19. van Disseldorp J, Faddy MJ, Themmen AP, de Jong FH, Peeters PH et al (2008)

Relationship of serum antimüllerian hormone concentration to age at
menopause. J Clin Endocrinol Metab 93:2129–2134.

20. Sowers MR, Eyvazzadeh AD, McConnell D, Yosef M, Jannausch ML et al.
(2008). Anti-mullerian hormone and inhibin B in the definition of ovarian aging

and the menopause transition. J Clin Endocrinol Metab 93:3478–83.

21. Tehrani FR, Shakeri N, Solaymani-Dodaran M, Azizi F (2011). Predicting age
at menopause from serum antimüllerian hormone concentration. Menopause

18:766–770.
22. Broekmans FJ, Faddy MJ, Scheffer G, te Velde ER (2004) Antral follicle counts

are related to age at natural fertility loss and age at menopause. Menopause

11:607–14.
23. Cagnacci A, Pansini FS, Bacchi-Modena A, Giulini N, Mollica G et al. Seasonal

onset of the menopause. Emilia-Romagna Operative Group for Menopause
(GOERM).

24. Jones MC and Faddy MJ (2003) A skew extension of the t-distribution, with
applications. J Royal Statist Soc B 65:159–174.

25. van Disseldorp J, Lambalk CB, Kwee J, Looman CW, Eijkemans MJ et al.

(2010) Comparison of inter- and intra-cycle variability of anti-Mullerian
hormone and antral follicle counts. Hum Reprod 25:221–227.

26. Nelson SM, Messow MC, Wallace AM, Fleming R, McConnachie A (2011).
Nomogram for the decline in serum antimüllerian hormone: a population study

of 9,601 infertility patients. Fertility and Sterility 95:736–741.

27. Broekmans FJ, Soules MR, Fauser BC (2009). Ovarian aging: mechanisms and
clinical consequences. Endocr Rev 30:465–493.

28. Tehrani FR, Solaymani-Dodaran M, Azizi F (2009) A single test of antimullerian
hormone in late reproductive-aged women is a good predictor of menopause.

Menopause 16:797–802.
29. Broer SL, Eijkemans MJ, Scheffer GJ, van Rooij IA, de Vet A, et al (2011) Anti-

mullerian hormone predicts menopause: a long-term follow-up study in

normoovulatory women. J Clin Endocrinol Metab 96:2532–2539.
30. Hardy R, Kuh D, Wadsworth M (2000) Smoking, body mass index,

socioeconomic status and the menopausal transition in a British national cohort.
Int J Epidemiol 29:845–851.

31. Plante BJ, Cooper GS, Baird DD, Steiner AZ (2010) The impact of smoking on

antimüllerian hormone levels in women aged 38 to 50 years. Menopause
17:571–576.

32. Waylen AL, Jones GL, Ledger WL (2010) Effect of cigarette smoking upon
reproductive hormones in women of reproductive age: a retrospective analysis.

Reprod Biomed Online 20:861–865.

33. La Marca A, Spada E, Grisendi V, Argento C, Papaleo E et al. (2012) Normal
serum anti-Müllerian hormone levels in the general female population and the

relationship with reproductive history. Eur J Obstet Gynecol Reprod Biol
163:180–184

Table 4. Estimated percentiles of the probability distribution
of age at menopause (6 standard errors in brackets)
predicted by AMH falling below a critical threshold ignoring
smoking status and BMI categories.

AMH critical threshold
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5u 42.3 (0.2)

10u 44.3 (0.1)

25u 47.1 (0.1)

50u 49.6 (0.1)

75u 51.8 (0.1)

90u 53.8 (0.1)

95u 55 (0.1)
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