


Who wrote this guidebook

The New York State Task Force on Life and the Law was created in
1985 to develop public policy on issues arising from medical advances. Task
Force members include leaders in the fields of law, medicine, nursing,

philosophy, consumer rights, religion and ethics.

In 1998, after extensive research and interviews with people involved in
fertility treatment, the Task Force found that patients have frequently not
been adequately informed before giving their consent to undergo these
procedures. The Task Force received a grant from the Ford Foundation
to create a model process and form for obtaining informed consent, and

this guidebook for persons with infertility.
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Introduction

Every year, thousands of couples seek
medical assistance because they want
a child and find it difficult to become
pregnant or to carry a pregnancy to
term. The New York State Task Force
on Life and the Law created this
guidebook because, in many ways,
the treatment of infertility is even
more complex than other issues faced
by medical consumers.

What makes infertility
treatment special?

e There are no clear medical answers.
Experts hold differing opinions about
all aspects of treatment. There are no
firm guidelines regarding when it
should be recommended, what
diagnostic tests mean, and when
treatment should be ended.

e The treatment is expensive.
Infertility treatments can cost
hundreds to tens of thousands
of dollars, depending on the
procedures used. Insurance does
not generally cover all treatments.
In addition, some fertility programs
advertise money-back guarantee
programs that are unique in
medical treatment.

e Complications can harm people
who were in good medical
condition before treatment began.
When a donor provides the eggs,
or a pregnancy is carried by a
gestational surrogate, treatments
with significant risks may be
performed on people who will
have no direct medical benefit.

® Resulting children must be
considered. If it works, treatment
results in the conception and birth
of children with rights and interests
of their own.

e Many patients will not have
a successful outcome despite
treatment. Others will become
pregnant without treatment.

e Laboratories have unique
responsibilities. Infertility programs
sometimes have long-term custody
of embryos.

This guidebook suggests issues for
you to consider if you are facing
infertility and questions to ask
before making important treatment
decisions. A doctor has a professional
responsibility to offer medical advice,
but only you can weigh all the
medical and personal information
needed to arrive at a decision.



In this guidebook, specific medical
procedures will be described in
general terms only. It is important
that you obtain and understand the
details of any treatments. They will
not be covered here because of the
variety of approaches used, and
because this field of medicine is
evolving rapidly. Likewise, the success
rates of various procedures change
over time and differ depending on
the patient and the program.

Defining Infertilit

What is infertility?

Infertility is difficulty in conceiving

a pregnancy. This general term does
not identify the cause of the problem
or whether it will be permanent.

Often, physicians and researchers
consider a couple to have infertility if
they have not conceived, despite
regular intercourse without using birth
control, for at least a year.

Fifteen to 20 percent of couples
will not conceive despite a year of
trying. However, this does not mean
that they will not conceive later on,
even without treatment. Some
investigators consider two years
without conception to be a better
indicator of a couple’s need

for assistance.

More than 90 percent of couples will
have achieved a pregnancy within
two years.

When an individual has no chance
to conceive without treatment
(for example, a woman does not
ovulate or has two blocked
fallopian tubes), it is sometimes
called sterility.

Is infertility a male or
female problem?

In the past, infertility was commonly
considered to be solely a female
problem. It is now recognized that a
couple’s infertility is just as likely to
stem from problems in the male
partner. After couples with infertility
undergo testing, about 40 percent of
the cases are found to stem from
female factors and another 40
percent from male factors.

In 10 percent of couples, infertility
factors are found in both the man
and woman. In the remaining 10
percent, the infertility remains unex-
plained after testing.



Because either or both may be
involved, it is important to test
both the man and woman before
starting treatment. No matter
what the cause, most treatments
require the active participation of
both partners.

If 1 had a baby once,
can | be infertile
now?

Yes. Secondary

infertility is the

name given

when the

problem arises in

a couple who have

been able to get

pregnant in the past. Sometimes

a new factor, such as an infection,
has damaged the reproductive
organs since the last child was
born. Sometimes the aging process
makes it more difficult for a couple
to conceive, even if they had no
problems when they were younger.

Secondary infertility is even

more common than infertility in
couples who have never achieved
a pregnancy.

Generally, the diagnosis and
treatment is the same. However,
couples with secondary infertility
may make different treatment
choices as they take into account
the needs of their other children.
Overall, treatments are somewhat
more likely to work
in women with
secondary
infertility than
in women
who have
not previously
become
pregnant with
the same partner.

Couples with secondary
infertility may wish to seek
emotional support specifically
geared to their concerns. These
couples often report that they
feel caught between two worlds.
They feel alienated from those
who easily create families of the
size they want, while at the same
time they are envied by childless
people with infertility.



10

What causes infertility?

For a couple to conceive and carry a pregnancy, four parts

of the reproductive system must be working adequately:

1) A woman’s ovaries must be
regularly producing and
releasing good-quality eggs.

2) Normal sperm must be produced in

high enough numbers and delivered

during sexual intercourse.

3) The reproductive passageways
must be clear enough for:
a) sperm to enter the uterus
(through the cervix) and swim into
the tubes to unite with the egg;
b) the egg or early embryo to
travel to the uterus (through
the fallopian tubes).

4) The lining of the uterus must
be capable of having the embryo
implant, and of sustaining
the pregnancy.

Many types of problems — including
hormone abnormalities or blockages
caused by infection or scar tissue —
can affect one or more of

these functions.



Is infertility becoming
more common?

According to national data, there

has not been a major increase in

the proportion of couples who are
infertile. However, many more women
are seeking medical services for the
diagnosis and treatment of infertility —
particularly those who

have not previously

had any children.

Does age

affect

fertility?

In general,

women's fertility

begins to decline

gradually after age 30,

with a steep drop between 35 and 45.
This means that, on average, it

takes longer for an older woman to
conceive, and older women are more
likely to be diagnosed with infertility.
Pregnancies in older women are also
more likely to miscarry.

The most predictable age-related
change is a gradual reduction in

the number and quality of eggs
produced as a woman enters her
late thirties. As she nears menopause,
eggs are not released in more and
more of a woman's menstrual cycles,
making conception impossible.

Also, as women age, they are more
likely to have had illnesses or medical
treatments that can compromise
fertility. Some of these affect the
reproductive system directly, such as
endometriosis, sexually transmitted
diseases (STDs), surgery on the
reproductive organs, or ectopic
pregnancies. Others are
general medical problems
that can damage
fertility, such as
hypothyroidism,
high blood pressure,
diabetes and lupus.

As they age, men may
also be exposed to
infections, medications, or
occupational or environmental
chemicals that can impair fertility.
However, they do not experience
the same dramatic and predictable
age-related decline as women.

Because of the increased possibility of
fertility problems, women over the
age of 35 are often counseled to seek
medical advice if they attempt to con-
ceive for six months without success.
However, because conception is likely
to take longer in older women, some
experts suggest that couples give
themselves more, rather than less,
time to conceive before seeking
medical help.

1"
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Couples must find a balance between
not allowing enough time for
conception and delaying too long
(making treatment less likely

to succeed).

Does stress cause infertility?

However well-intentioned, the
statement “just relax and you'll get
pregnant” has been very hurtful to
couples with infertility. Two decades
ago, researchers thought that almost
half of infertility in women could be
attributed to stress and psychological
factors. Nowadays infertility is better
understood, and stress is recognized
primarily as a result, rather than a
cause, of fertility problems. However,
there is evidence that stress can have
a negative impact on sperm and egg
production. Research is ongoing to
help understand how stress may
influence fertility and the success

of treatment.

Can infertility be prevented?

Sometimes. By learning about the
known causes of infertility, young men
and women can reduce the risk that
they will face this challenge when
they decide to start a family.

Some strategies for prevention:

Take precautions (such as the use of
condoms) to avoid sexually

transmitted diseases (STDs). STDs,
particularly gonorrhea and chlamydia,
can infect the reproductive tract and
cause blocked fallopian tubes or
sperm-carrying ducts.

Seek prompt treatment for potential
STDs. STDs cause more harm to
fertility if they are untreated or not
completely treated.

When selecting a birth control method,
learn about its possible impact on
future fertility and make that an
important factor in your decision.

Make medical decisions with fertility
in mind. Inquire about the impact of
medications, including herbal supple-
ments, on reproduction in men and
women. If you develop a gynecologic
condition, such as a uterine fibroid,
endometriosis, or abnormal Pap
smear, ask which treatments are most
likely to preserve your fertility.

Make fertility-enhancing lifestyle
choices. In men, excess heat exposure
can lower fertility. Cigarette smoking is
associated with an abnormal semen
count in men. In women, smoking can
reduce fertility and raise the risk of
miscarriage. Being underweight, losing
weight rapidly, or exercising at an
extreme level can impair fertility in
both men and women. In women,



obesity is also associated with lower
fertility. For some couples, changing
exercise habits or achieving a more
healthful body weight leads to con-
ception with no medical treatment.

Allow sufficient time to attempt
conception. Many infertility factors
do not make it impossible to
conceive but lower the chance
with each cycle. This lengthens the
amount of time conception is likely
to take. If you do not try to become
pregnant until late in your
reproductive years, or if you count
on conceiving within a short time
period, you are more likely to be
unsuccessful and to assume

you need medical help — even

if you might be capable, given
enough time, of conceiving
without treatment.

Can infertility be cured?

Some treatments correct factors that
cause infertility. If they work, the
infertility should be reversed and a
couple should be able to achieve
one or more pregnancies. In con-
trast, other therapies are used to
establish pregnancy in a treatment
cycle without permanently correcting
the underlying problem.

In some cases, medication can
improve or correct an underlying
medical condition that makes it
difficult to conceive. Women with
endometriosis, cervical infections,
polycystic ovarian syndrome,

or hormonal imbalances can be
treated with medications, thus
easing barriers to conception.

When a woman has blocked or
damaged fallopian tubes, surgery
to repair them is an example of
treatment aimed at curing infertility.
If it is successful (meaning the tube
is both open and able to function
normally), she should be able to
conceive one or more times without
further medical intervention.
However, many experts believe that,
for most women with blocked tubes,
the chance of becoming pregnant is
greater using in vitro fertilization
(a technique to get around the
problem) than surgery.

When considering various treat-
ments, ask whether each approach is
supposed to circumvent infertility or
cure it. Get information about the
chance of success with each
approach (in light of your age and
diagnosis) and its costs (including
learning if your insurance carrier
covers it).

13
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What can we do before seeing
a doctor?

While you are trying to conceive,
enjoy a healthful lifestyle. Take note of
the strategies for preventing infertility
(above) and consider how — such as
smoking — you may be lowering your
chances to conceive. Tell your doctor
and pharmacist that you are trying to
get pregnant. They can tell you
whether any prescription or over-
the-counter medications, supple-
ments, or herbal remedies you or
your partner use could be disturbing
your fertility or be dangerous to

use during early pregnancy. If so,
ask what alternatives are available.
Avoid douching or using

vaginal lubricants.

Even a couple with no fertility
problems have only about a one in
four chance of conceiving during a
single cycle. Maximize your chances
by having sexual intercourse regularly
during the fertile part of your cycle.
If you have questions about when
you are most likely to conceive,
ask a health care professional.

An ovulation predictor (available
without a prescription) may help you
determine when you ovulate so you
can better time intercourse.

Getting the Diagnosi

When should we seek
medical help?

Most doctors advise you not to be
concerned unless you have been
trying to conceive — not using
birth control and having regular
intercourse around the time of
ovulation — for at least a year.

Women with certain symptoms or
previous medical conditions may
wish to seek medical advice earlier.
Some symptoms or prior conditions
make fertility problems more likely,
and others may indicate a medical
condition that needs treatment for
other reasons. Seek medical

advice if:

* You have lots of pain during
your menstrual period or
during intercourse.

e You have an abnormal menstrual
cycle (less than 21 or more than 35
days from the first day of one cycle
to the first day of the next).

® You are troubled by acne or excess
facial or body hair.

* You have had pelvic inflammatory
disease (PID), an infection in the
reproductive organs, usually the
fallopian tubes.



e You have had surgery on your
reproductive organs, such as a
cone biopsy of the cervix.

e You have had
more than
one miscarriage.

e Your partner
has an
abnormal
sperm analysis.

What will happen

first?

Ideally, a couple will attend the first
medical appointment together. The
man and woman will be interviewed
about many topics in order to deter-
mine possible reasons that conception
has not occurred. A man may be
asked about his development at
puberty; whether he has ever fathered
children, if he has had infections

or other illnesses, or any injuries or
operations involving his genitals; and
what medications he has used. He will
also be asked about recreational drug
use, and any chemicals to which he is
exposed in his work or hobbies.

A woman may be asked details about
her reproductive history, including
her puberty and menstrual cycle;

contraceptives used; pregnancies,
abortions or miscarriages;
pelvic surgeries; gynecologic
symptoms; and previous
infections. She will also
be asked about her
general medical
history, medication
or recreational
drug use,
and chemical
exposures.
Both partners should
expect to answer frank
questions about their sexual
histories and attempts to conceive.

The initial physical exam is likely to
focus on the hormonal system and
reproductive organs. Afterward,
further testing may be recommended
or you may be offered information
and advice on attempting to
conceive before you undergo

further evaluation.

How is the cause of infertility
identified?

An infertility work-up will involve
tests to determine how well each of
the systems involved in conception
is working.

15
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EcG ProbucTiON

To determine if and when you are
ovulating (producing and releasing a
mature egg during the menstrual
cycle), you may be asked to chart
your basal body temperature.

You will take your temperature
before getting out of bed each
morning. A slight, sustained rise in
temperature is an indirect indication
that ovulation has occurred. You may
also be asked to use an ovulation
predictor kit at home. Your doctor
may check various hormone levels on
specific days in your menstrual cycle,
or monitor your body's response to a
dose of fertility medications.

SPERM PRODUCTION

A semen specimen will be analyzed
for the number of sperm, their

shape and movement. If the results
are abnormal, a man may be
examined by a urologist or tested for
hormonal abnormalities or infection.

FALLOPIAN TUBES

To see whether the fallopian tubes
are open, an X-ray (called a
hysterosalpingogram or HSG)

may be taken while dye is injected
into the uterus and tubes.
Alternatively, a doctor might inject
a salt-water solution and view the
uterus and tubes using ultrasound
(called a sonohysterogram).

The tubes can also be observed
during a surgical procedure.

CERVIX

To determine whether sperm are able
to swim through the cervix, a sample
of cervical mucus is examined after
intercourse. If this post-coital test is
abnormal, other tests may be ordered
to find out why. Doctors disagree
about the usefulness of this test, and
many couples conceive despite poor
results on a post-coital test.

UTERUS

The shape of the uterus is shown in
an HSG. It can also be seen through a
telescope-like device (hysteroscope)
inserted through the vagina and
cervix. An endometrial biopsy samples
the uterine lining in the last half of
the cycle to see if it is prepared for an
embryo to implant. The thickness of
the lining can also be measured
using ultrasound.

Do we both need to be tested?

Almost always. Both male and female
factors can contribute to a couple’s
infertility. For efficiency, diagnostic
testing may focus first on tests that
are less invasive (such as a semen
analysis) or those that may confirm a
suspected problem (such as a test for
blocked fallopian tubes if a woman
has had a pelvic infection).



What tests are really necessary?

Doctors and infertility programs

vary in which diagnostic tests they
recommend or require. Some
variations reflect differing medical
opinions on the value of specific tests.
For example, some doctors insist on
an endometrial biopsy or post-coital
testing while others find them of little
use. A test's value also depends on
the person being tested and the
treatment being considered. For
example, if a woman is in her 40s,
the first priority may be to test for
age-related changes in her ability to
produce eggs. Until those results are
in, a doctor might consider other
tests a waste of time.

e Before undergoing a test, ask
enough questions to assure yourself
that it will be worth the time and
expense involved and will help
guide your treatment. Some
questions to ask include:

¢ What will the results tell us about
the chance for pregnancy with or
without treatment?

e Might the results be different if the
test was repeated?

e |s the test ever abnormal in people
with normal fertility?

e Are there other ways to get the
same information?

* How do the alternatives compare in
reliability, risk and cost?

e How will the results affect the next
step that we take? (If the doctor’s
advice will not depend on the
results, there may be little reason
to have the test.)

In addition, make sure you understand
what will be involved in taking
the test. Ask:

o What are the risks of the test?
* Do most people find it painful?

e Must it be performed at a certain
time in the menstrual cycle?

e What preparation is required?
* How expensive is it?

e Will insurance cover this test? (Your
insurance company, not your doctor,
is likely to be the best source for
this information.)

Do we need to see a specialist?

Doctors from various medical
disciplines treat infertility. A
gynecologist may or may not have
extensive experience in this area.

* Experts often suggest seeing a
specialist if you:

® Have endometriosis or
damaged tubes.

17
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e Are considering pelvic surgery for
any reason.

e Have had two or more miscarriages.

e Have irregular menstrual cycles or
another reason to believe you do
not ovulate regularly.

e Have an abnormal semen analysis.
e Are a woman age 35 years or older.
* Have had a pelvic infection.

e Have not conceived in two years
despite normal test results.

If you are already being treated by a
non-specialist, request a referral or
ask that doctor when it might be
advisable to consult a specialist. If
your current doctor makes the referral,
it may smooth the transfer of care
and exchange of information. Some
health maintenance organizations
(HMOs) do not include reproductive
endocrinologists. Members may have
difficulty obtaining a referral or having
a specialist's services covered.

How soon will we have
an answer?

Testing will likely take more than a
month. Some tests must be scheduled
at a specific point in the menstrual
cycle. Others may require charting or
repeated testing over a few months.

If you become concerned that your
work-up is not proceeding efficiently,
particularly if you are a woman over
age 35, talk to your doctor about
your concerns. Many infertility
patients report that they regret
having wasted valuable time prior

to starting treatment.

What if all our tests are normal?

In 10 to 15 percent of couples, testing
finds no reason for their reproductive
difficulties. They are given the
diagnosis of “unexplained infertility.”
This does not mean that no reason
exists, just that testing has not
revealed it.

If you are told you have unexplained
infertility, ask whether other tests
might clarify the situation. You may
want to seek a second opinion.

Medical experts do not agree on the
best way to treat unexplained infertili-
ty. Despite a few years of unexplained
infertility, some couples will conceive
with no treatment at all, particularly

if they are younger. Other couples

are offered standard treatments, such
as fertility drugs and intrauterine
insemination (IUI), or in vitro
fertilization (IVF).



In general, couples with unexplained
infertility are at least as likely to
succeed with these treatments as are
couples with a clear medical rationale
for their use. If you are considering
treatment for unexplained infertility,
ask your practitioner to compare your
chances of becoming pregnant with
and without treatment.

Routes to Creating
a Family

Besides medical treatment,
what options do we have?

People want children for many
reasons. They may wish to create a
genetic link with the future, to
experience pregnancy and childbirth,
to become a parent, to influence
the next generation, or to nurture
children. When fertility is not an issue,
most people fulfill these at the same
time by having and raising a child.
Once fertility becomes an issue, a
couple will need to assess which
components are most vital to them
and the various routes they can use
to fulfill them. Counseling may be
helpful to a couple as they discuss
their priorities and evaluate their
feelings on these issues.

If a couple decides that becoming a
parent is their primary goal — more

than having a genetic connection with
the child they will raise — they may
wish to pursue adoption. Adoption
allows them to raise children and
become legal parents. Within adop-
tion, various alternatives can be
pursued. A couple may seek to adopt
a healthy infant of their own race;
a child from another race and/or
country; an older child; a child with
special needs; or more than one child
from a family.

Some couples decide not to pursue
treatment or adoption and find other
avenues for nurturing and influencing
children. These often include teaching,
becoming a mentor, or developing
close relationships with nieces,
nephews and friends’ children. Others
determine that if they do not have

a child, they will focus their energy
and resources on aspects of life other
than nurturing children.

Even if they pursue medical treat-
ment, couples may find that some of
the aspects of parenting they desired
are not available. For example, when
sperm or egg donors are involved,
one or both parents will not have a
genetic link to the child. Or, when a
surrogate is involved, pregnancy and
delivery are not experienced.

19
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Is it true that, if we adopt,
we're likely to get pregnant?
No. For couples who continue trying
to achieve pregnancy after adopting,
the chances are the same as for
couples who have not adopted.

This myth has been hurtful to couples
facing infertility, both because it is
false and because it implies that
adoption is not a joyful outcome, but
simply a means to another end.

Can we pursue adoption and
medical treatment at the
same time?

There is no best time to consider
adoption. Some couples pursue
adoption rather than undergoing any
treatment. Others do not want to
consider adoption until they have
pursued all medical approaches.

Still others pursue the two options
simultaneously.

In practical terms, it is not easy to
actively pursue adoption and medical
treatment at the same time. Some
adoption agencies will not accept a
couple who are still undergoing
medical treatment. Both adoption
and infertility treatments require
time, money, and flexibility on the
part of couples. However, couples
have described being extremely
disappointed if they postponed

considering adoption and unsuccess-
fully tried medical treatments, only to
find they had passed many agencies’
age limits or no longer had the
financial resources to adopt.

Adoptive parents suggest that you
begin to educate yourself about
adoption while you are informing
yourself about medical approaches to
infertility. Talk to adoptive parents.
Read about adoption and attend
educational sessions by reputable
groups such as RESOLVE, the national
infertility association. Gather unbiased
information to dispel any myths

or assumptions you may have about
adoption or infertility treatment.
Some areas to research and
compare include:

THE CHANCE OF SUCCESS

Like medical treatment, the chance of
success with adoption depends on
your personal circumstances (age,
health, etc.) and the resources you
can invest. Most people can adopt.

It is untrue that it is no longer
possible to adopt a healthy infant, but
other adoption choices may make it
possible to adopt sooner or at

a lower cost.

LEGAL AND MEDICAL RISKS
Varying degrees of medical
information are available on
adopted children.



Medical treatment of infertility offers
more control over a child’s prenatal
and early medical care.

However, the treatments are also
associated with a higher risk of
multiple births, which can result
in children with serious medical
problems. Legal issues must be
addressed in adoptions as well as
in many fertility situations involving
frozen embryos or the use of donor

semen, eggs

or embryos.

Expenses
The cost of
adoption and
infertility are
highly variable.
The assistance you
will receive for medical
care will depend on your insurance
coverage, employee benefits, and
tax planning.

Will our doctor discuss
adoption?

Yes. Not all doctors are equally
informed about adoption, but your
infertility specialist may have useful
information. No matter where you get
adoption information, you and your
doctor should discuss all options to
family building before you decide
about medical treatment.

This will help you evaluate various
options (medication, IVF, donor eggs
or semen, gestational surrogacy, no
treatment, adoption) and ensure that
you and your doctor understand each
other’s attitudes towards various
approaches — although you may
certainly change your mind along

the way. For example, a doctor who
knows how important you consider
experiencing a pregnancy, or who
understands your religious beliefs
about the use of donor eggs and
semen, will be better able to help you
assess your options. A doctor offering
infertility treatment should respect
that a medical approach is not right
for every couple.
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Selecting a Physician

|_or Infertility Program |

Do all programs offer the
same treatments?

No, and even those capable of
providing the same treatments will
not offer the same approach for every
couple. These questions may help you
identify differences that are important
to you:

Does the program primarily offer
high-tech treatments, such as IVF?
If you are just starting your work-up,
a more general service might be a
better fit.

Are several types of specialists
involved? The ease of communication
among specialists at larger programs
may be an advantage. In particular,
this may help couples requiring
more than one type of treatment
(for example, if there are both male
and female factors).

Does the program offer what
you need? If you foresee the need
for a special service (such as egg
donation for an older woman, or
intracytoplasmic sperm injection —
ICSI — to treat severe male
infertility), look for a program
with that expertise.

Does the program share your
perspective about different
treatments? Programs differ in
attitudes about certain treatments.
Some programs steer all women of a
certain age towards the use of donor
eggs; others do not. Some programs
insist on certain tests and routine
treatments that others consider of
limited value.

Does the program share your
attitudes about risk? Think about
whether you are inclined towards
taking the most or least aggressive
approach. Are you and your doctor
compatible in this regard?

Will we be treated right away?

Maybe not. Some programs have
waiting lists, particularly for
procedures that involve lengthy
laboratory time or recruiting a donor.
Ask how long you may wait; how
treatments are scheduled; if you
need more tests before starting; and
whether the program shuts down

at regular intervals.

Is word-of-mouth a good way
to find a program?

You can learn a lot about the
treatment experience by talking to
friends or support group members.



Current or former patients can
describe the emotional ups and
downs, physical side effects and
impact on daily life. The experience
of other couples can also alert you
to areas of potential support or
frustration you may encounter.

Did the schedule run on time?
Were your questions answered?
Did you get your test results easily?
Was the staff helpful in dealing with
financial issues?

When you know someone who has
gotten pregnant, that may seem like
the strongest endorsement to seek
the same treatment at the same
program. But, someone who did not
succeed might hold less favorable
views. Be cautious, therefore, in using
the experience of others to gauge
your chances of success at a specific
program. Every couple brings different
fertility problems, and your chances
may be higher or lower than that of
other couples you know.

How do we select a doctor we
can trust?

Trust is extremely important as you
make complicated decisions that
involve your health, your family and
large amounts of money.

Unfortunately, the field of infertility
treatment has been marred by the

well-publicized unethical, and even
criminal behavior of a few doctors.

Make sure you know the experience
and credentials of the doctor who

will be treating you. To find out if a
doctor is a board-certified OB-GYN,
reproductive endocrinologist, or
urologist, contact the American Board
of Medical Specialties. This organiza-
tion can also help you find a specialist
in your area.

If a program’s embryology lab has
been accredited by an agency
approved by the Society for Assisted
Reproductive Technology (SART), it
has been inspected and met SART's
standards for handling and storing
embryos. The New York State
Department of Health is accredited by
SART, so you can assume that any
program licensed in New York State
has met these standards. You can ask
if a program’s laboratory is accredited,
or check the Web site of the Centers
for Disease Control and Prevention
(CDC). (See Resources, page 69.)

The CDC publishes this information
along with annual success rates for
ART programs.

In addition, RESOLVE offers referrals
to doctors who meet its standards
regarding education, training and
focus on infertility treatment.
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If you are getting information from
the Internet, consider the source
behind any endorsement of a
particular treatment, physician

or program.

Chances are good that the doctor or
program you select will deserve your
trust. As you pursue any type of
medical treatment, keep in mind that
a trustworthy doctor will not work in
an atmosphere of secrecy. You should
be able to see the information in
your medical file and your doctor
should be willing to discuss your
treatment with colleagues. You
should not be discouraged from
seeking a second opinion.

What kind of emotional
support should we expect?

Emotional support is vital when you
are coping with infertility and its
treatment. Infertility is a crisis that
many women and men describe as
the most upsetting of their lives.
Treatment is also stressful and can
place a major strain on couples.

The medications used sometimes have

an impact on a woman'’s mood and
ability to concentrate. As treatment
proceeds, patients describe riding a
roller coaster of emotion as each test

or step in the process seems to
point towards eventual success or
disappointment.

While most programs acknowledge
the need for emotional support, they
differ greatly in the services they
require or offer. A counselor can help
you evaluate your feelings about
starting or continuing treatment and
offer a valuable non-medical perspec-
tive on treatment and its demands.
Some programs organize support
groups and make counseling avail-
able. Others do not. Some programs
include various relaxation techniques
to ease the stress of treatment.

Your access to emotional support
inside and outside a program should
be considered as you decide

where to be treated. At a minimum,
any program offering infertility
treatment should:

¢ Be sensitive to the stresses
of treatment.

* Be supportive to the needs of
individuals and couples.

* Help you anticipate and deal with
predictable crisis points (such as
getting pregnancy test results or
having a miscarriage).



® Recognize that you need to
consider non-medical
factors, such
as family
responsibilities,
as you decide
whether to
start or
continue treatment.

e Schedule times to re-evaluate
your approach to infertility.

At some point, you may want to
seek counseling from someone
independent of a treatment
program but knowledgeable about
infertility treatments and issues.
Particularly if you are considering
treatment involving a donor

or a surrogate, you

and your partner

can benefit from

counseling as you

sort through the

many non-medical

issues involved.

Counseling or joining a

support group may also help
you, as an individual or a couple,
receive support and develop
strategies to cope with the stress
of infertility and its treatment.

SUCCESS RATES

Can a program predict
whether I'll become pregnant?

Every couple is unique, and there
are serious limitations in any
program’s ability to predict how you
will respond to treatment. You will
likely be given an estimate of the
chances you will achieve a
successful pregnancy (either with
or without treatment). It should
be based on your diagnosis or test
results, as well as the previous
experience of that program or
others in using the techniques.
Be extremely cautious if someone
offers you a guarantee or
unrealistically high estimate of
your chances.

When a prediction is
made, ask what it
is based on. The
most directly

applicable
information would
be your program'’s

previous experience in
treating similar couples. Often,
however, predictions are made
based on information from sources
outside the program:

e National averages (your program
may have higher- or
lower-than-average success).
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e A study published by a single center
(which might have a very different
level of experience).

e Data submitted by a manufacturer
before a drug was approved by the
Food and Drug Administration
(and you may or may not be similar
to the people they studied).

e Ask enough questions to feel
comfortable that you are making a
decision based, as closely as
possible, on a program’s experience
treating people like you.

What do the odds mean?

Chances are, the success you're
looking for is taking home a healthy,
full-term baby. But, you can't assume
that your definition is the same as the
program’s. To understand any odds
they give you, you need to be clear on
how they are defining two terms:

What do they count as a success?

Is it an open fallopian tube, a positive
pregnancy test, a pregnancy that lasts
at least into the second trimester,
delivery of at least one living baby,
or something else? If success is not
defined as a live baby, ask enough
questions to see how the odds they
give relate to this goal.

How many pregnancies miscarry after
the first trimester? How many of the
pregnancies end prematurely?

What is the chance of a stillbirth?

In general, there are more statistics
available about IVF than other
infertility treatments.

What do they count as an attempt?

Is it one cycle of treatment or a
series? Six months of trying to
conceive after surgery or 12? Do they
count treatment cycles that must

be canceled in the middle (for
example, due to a poor response to
fertility drugs)?

YOUR RIGHT TO TREATMENT
Can a doctor deny treatment?

Yes. Doctors have a great deal of
discretion in deciding whom to
accept as a patient. A doctor must
use professional judgment to
determine whether a particular
treatment is reasonable in your case.
If not, a doctor might not accept
you as a patient, or might refuse to
continue with a course of treatment.
Doctors are encouraged to have
clear screening policies.

That way prospective patients can
learn, in advance, what criteria or test
results might be used to accept or
reject them.



Factors that are often applied in
infertility treatment are the:

e Age of the woman.

e Likelihood that treatment will
succeed (both to avoid futile treat-
ment and to avoid putting patients
through high-tech treatments if
they are likely to conceive
without them).

* Presence of medical
conditions that pose
a risk to a pregnant
woman or any
resulting offspring.

e Welfare of any
children who might
be born as a result of
treatment.

If doctors choose not to accept you
for treatment, they should tell you
why and inform you if there are
other programs that might consider
circumstances differently.

A doctor can not deny you
treatment on the basis of your race,
color, creed or national origin.

Are we required to take
medical and psychological
tests unrelated to infertility?

Yes. As part of screening, you may

be asked to undergo medical or
psychological testing.

For example, you may be required to
be screened for infections that can be
transmitted during pregnancy or
through tissue transplants, such as
hepatitis or human immunodeficiency
virus (HIV) infection.
Before a woman
over a certain
age is accepted,
she may be
required to
undergo
extra medical
tests to determine
whether her heart
can withstand the
physical demands of pregnancy.
Doctors may require psychological
testing in order to gauge a patient's
stability and ability to make the
decisions needed to safely undergo
complex treatment.

Can single women or leshian
couples receive infertility
treatments?

Usually. According to a recent
national report, most programs in the
country, including all programs in
New York State, treat single women.
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These women may wish to use donor
insemination or may need additional
treatments. Many programs also assist
lesbian couples, although this was not
asked as part of the national report.

New York State law permits, but does
not require, fertility
programs to accept
single women or
lesbian couples
as patients.
You can ask a
program about
its policy or
check its report
on the CDC Web
site (see Resources,
page 69). In addition to
exploring treatment options, find out
if you need to take special steps
to ensure your parental
rights. A growing
number
of states,
including
New York,
allow a
lesbian to
adopt her
partner’s biological
children without taking away the
rights of the biological mother.

Making Decisions
about Infertility

| Treatment

GENERAL CONSIDERATIONS

What makes this different from
other medical decisions?

In many ways, deciding
about infertility
treatment is similar
to deciding about
other types of
elective health
care. Your past
experience as an
informed medical
consumer will serve
you well. However, others
who have been through the
process — whether successful or not —
urge you to keep in mind the many
ways that infertility treatment can
be different:

e Decisions about treatment must
often be made without clear
medical evidence of the
benefits and risks.

e Treatment involves the intimate
participation of both partners.

e Your decisions should take into
account the best interests of
children who may be created.



e Religious cultural and emotional
factors can play an important role
in decisionmaking.

e The costs may be high and are
difficult to predict with accuracy.

e Treatment can damage your health
or the health of a donor working on
your behalf.

e An unique family arrangement
is being created, and you are
entering uncharted legal and
psychological territory.

Will my religion approve?

You may wish to consult a

religious advisor as you consider
treatment. Organized religions have
diverse views about the use of
medical techniques to create a family.
In addition, theologians and active
members within each religion also
vary in how they see these issues.
When religions analyze a treatment,
they commonly consider one or more
of the following issues:

e Its impact on the bond of marriage.

e The importance that particular
religion places on procreation.

* Whether a resulting child will be
recognized within the religion.

e How embryos are created, stored
and used.

e Whether it is acceptable to use third
parties (such as semen and egg
donors, or surrogates) in the
creation of children.

e Concerns about accidental matings
between relatives through the use
of donor semen and eggs.

® The methods used to collect semen.

¢ Whom the religion will recognize as
the parents.

Should we get a second opinion?

In infertility treatment, there are
honest differences of opinion and
philosophy among doctors. Many
infertility experts encourage their
patients to seek a second medical
opinion before making major
decisions. A second opinion may be
helpful prior to medical intervention,
when considering a new approach,
or when re-evaluating whether to
continue care. To get the most from a
second opinion, have your records
and test results sent to the doctor
prior to your appointment. Be wary
if a doctor discourages you from
seeking a second opinion or resists
sending your records.

What information should we
expect before agreeing to
a treatment?

A doctor is required to obtain your
informed consent before treating you.
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Before giving your consent to any
treatment, you should have the
following types of information
(some of these apply only

to IVF and its variants):

e A description of
the treatment.

e A reasonable
estimate of
your chances
of becoming
pregnant and
delivering a live
baby. This should
include how successful
the treatments are, on average, for
patients across the country and
those treated at your program. The
information should be compared
with your chance of becoming
pregnant without any treatment or
with a less aggressive approach.

* How well-established the treatment
is in the field.

e How much experience the program
and its doctors have with the
treatment.

e The risks of the treatment, including
the risks of all medications
and procedures.

e The chance of a multiple pregnancy
and its risks for the mother and the
pregnancy. This should include the

fact that you may be asked to
consider multi-fetal pregnancy
reduction, explaining the process
and its complications
(see page 56).

It should also
include ways
to minimize
the chance
of multiple
pregnancy.

® Problems that
may occur during
pregnancy and how
they may affect you and
the baby(ies).

¢ An estimate of the fees for treat-
ment, plus predictable charges not
covered in standard fees.

® Your options regarding the use of
any eggs or embryos not used
during your treatment.

Other treatments offered at this pro-
gram or others and the non-medical
alternatives, including adoption and
no treatment at all. While your doctor
should describe your various options,
he or she will likely offer an opinion
on which medical course of action is
preferable. It is a doctor’s professional
responsibility to offer medical advice,
but only you can make the decision
that best addresses your medical and
non-medical concerns.



What if we're offered a
brand-new treatment?

Infertility treatment is rapidly
evolving. As doctors learn of
promising new procedures or ways to
alter older ones, they are often eager
to introduce the innovations to their
patients. Sometimes a technique is
offered before doctors have much
experience in performing it, and even

before the procedure’s value is known.

If there is not evidence from research
studies that a procedure is safe and
effective, a program should offer it
only as part of a research project.
An ethics committee should have
reviewed the project to ensure that
participants are informed and
protected as much as possible. The
doctor should give you detailed
informed consent documents so that
you understand what the treatment

involves, its experimental nature,
and the possible risks and benefits.

Many treatments require a great deal
of technical skill. If published research
has documented the value of a new
procedure in the hands of some
practitioners, that doesn't necessarily
mean that others will obtain the
same results. When a program first
introduces a new procedure, it is
recommended that it be offered as
part of a well-controlled research
study until the program’s doctors have
a track record in using it.

e If you are offered a new treatment,
be sure you have answers to
these questions:

¢ What is the evidence that it is safe
and effective?

e At this point, would most
doctors consider the procedure
experimental?

* How long has the program been
performing the technique?

¢ What have the results been?
e Will I be charged for the procedure?

e Could it make my chances worse
instead of better?

e Will doing this technique lead to
other changes in my treatment
or prenatal care?
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e Participation in research is entirely
voluntary. If you decide against it,
the program should provide a stan-
dard (non-experimental) treatment.

SURGERY

Until the development of IVF, surgery
was the only treatment for blocked or
damaged fallopian tubes. Surgery may
also be recommended to remove scar
tissue, fibroids or endometriosis from
a woman'’s reproductive organs.

In men, surgery may be suggested

to open blocked passages in the
reproductive tract or to treat varicose
veins in the scrotum.

The goal of most reproductive surgery
is to make it possible to conceive
without IVF. Since the advent of IVF,
reproductive surgery is recommended
less frequently because it is less likely
to lead to a successful pregnancy.

A program that offers a variety

of treatment approaches may be in
an ideal position to help you evaluate
whether to pursue surgery, other types
of treatment, or no treatment at all.

Reproductive surgery has many
variations, including endoscopic
surgery, laser surgery and
microsurgery. Each approach has
strong advocates and detractors
among infertility specialists.

Endoscopic surgery involves inserting
a telescope-like laparoscope through
a small incision in the abdomen or a
hysteroscope through the cervix.

This makes it possible to avoid major
abdominal surgery and speed
recovery. Laser surgery substitutes

a laser for a traditional scalpel, but
has not proven to be significantly
better. Microsurgery uses several
techniques (viewing the area under
magnification, stitching with delicate
sutures) to minimize damage to
healthy tissues.

Should | undergo surgery?

Some questions you may want to ask
about reproductive surgery and its
variations are:

¢ Why are you recommending
this approach?

¢ What will the recuperation be like?
How long will it take?

* How soon can we start trying
to conceive?

¢ What are the chances of conception
after surgery? If a success rate is
given, find out what period of
time it covers. Typically, a post-
surgery success rate is based on
pregnancies achieved within a year
or two of the procedure.



In contrast, most IVF success rates are
presented on a per-cycle basis. Make
certain that the success rate you are
given refers to full-term pregnancies
and is not just a measure of surgical
success (such as an open tube).

e Does anything about my condition
make it more or less likely that sur-
gery will succeed? For example, a
tube blocked in several places is far
less likely to be opened effectively.

e |f the surgery doesn't work, what
would be my next option? What are
the advantages and disadvantages
of proceeding directly with that
option instead of doing surgery?

e Are other types of surgery used for
this problem?

* Are any non-surgical treatments
used for this problem?

e How do the results compare?

Insist on an appropriate infertility
work-up for both partners before pro-
ceeding with surgery. You don't want
to undergo surgery only to discover
that an unrelated problem (for
example, male factor infertility or
failure to ovulate) will make it difficult
to conceive without another type of
treatment that could have been used
in the first place.

What if my partner or | have
been sterilized?

Sometimes a tubal ligation or
vasectomy can be surgically reversed.
The chance of success depends on
what type of procedure you had, how
long ago, and other factors related to
fertility in both of you (such as age).
In some cases, a doctor might
recommend using IVF rather than

a surgical reversal to help you have

a baby.

Fertility drugs

Each month, the ovaries normally
mature one egg, releasing it in the
middle of the menstrual cycle at
ovulation. The general term “fertility
drugs” usually refers to medications
that influence this process. Fertility
drugs can be used to spur ovulation
in a woman who ovulates only
irregularly or not at all. In addition,
the drugs are often prescribed in
order to cause several eggs to
mature in a single cycle. This may
be done to improve the odds of
conception during intercourse or in
conjunction with other treatments
(such as intrauterine insemination
or IVF).

Should | use fertility drugs?

Make certain that you understand
the possible advantages and
disadvantages.
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It can be helpful to discuss these
questions with your doctor:

Why are you suggesting fertility
drugs in my case? Sometimes they
are prescribed to women who do not
ovulate regularly. However, they are
frequently prescribed to women who
do ovulate normally (especially those
with unexplained infertility) in the
hope that the drugs will increase the
chance of conception.

How will the drug affect my chance
of getting pregnant?

While helping with ovulation, some
fertility drugs have side effects that
can actually make it more difficult to
conceive and establish a pregnancy.

How will I take
the medications?
Some are taken
orally. Others must
be given by
injection (in some
cases, just under
your skin; in others,
into the muscle).

How am I likely to feel

while using the medications?

Some women find that these powerful
hormones alter their moods, ability to
concentrate and physical well-being.
These influences, coupled with the
time demands of monitoring your

body's response to the drugs, can
have a major impact on your daily
routine and relationships. Although
every woman's response is unique,

it can be helpful to speak with others
who have used the medications.

What are the risks?

Fertility drugs sometimes result in
serious medical complications. In the
short term, the most serious is ovarian
hyperstimulation syndrome, in which
the ovaries become swollen and
painful and there can be a dangerous
buildup of fluid, at times requiring
hospitalization.

If I get pregnant, what impact
will the drugs have?
Pregnancies achieved using certain
fertility drugs are somewhat
more likely to miscarry. In
addition, most fertility
drugs are associated
with an increased
risk of multiple
pregnancy. Before
beginning treatment,
educate yourself about
the risks of multiple
pregnancy and the choices that
you may be asked to make during
pregnancy (see page 53). Discuss
these concerns with your doctor
before taking the medications.



Are there any

long-term risks

to my health?

A few studies

have suggested

that using

fertility drugs,

particularly for an

extended period of

time (in one study, for

more than 11 cycles), may

increase a woman's lifetime risk of
developing ovarian cancer. Although
data from recent studies are more
reassuring, recognize that there are
still unanswered questions about the
long-term risk of using fertility drugs.

Can the safety of fertility
drugs and the likelihood of
pregnancy be enhanced?

Yes, if you and your doctors work
together to use the drugs properly.
First, be sure that you are being
monitored properly. Injectable fertility
drugs should be used only if you are
under the care of a doctor who has
the experience and equipment to
track your response using blood
tests and ultrasound. Follow any
instructions you are given. If too many
follicles seem to be developing, you
may be asked to stop using the
medicine and refrain from attempting
a non-IVF pregnancy in that cycle.

Second, make sure
your care is
re-evaluated at
appropriate time
intervals. Fertility
drugs are not
designed for use
on an ongoing
basis. No fertility
drugs should be used
cycle after cycle without the
doctor evaluating how you are
responding and whether a different
dose, medication or procedure might
work better.

Intrauterine Insemination

In intrauterine insemination (IU), a
health professional places specially
prepared semen into a woman's
uterus near the time she is ovulating.
[UI can be used to bypass a problem
preventing sperm from reaching an
egg — for example, if the sperm

do not get through the cervix into
the uterus. In other cases, there is
no known barrier to the passage

of sperm, but 1Ul is suggested in

an attempt to increase the odds of
conception. Ul is often used in
combination with fertility drugs.

Depending on the situation, Ul may
be performed with semen collected
from the male partner or frozen
semen from a donor.
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Should I use 1UI?

Before undergoing IUI, make sure
you clearly understand its benefits
and risks. Ask your doctor the
following questions:

Why are you recommending

IUI in our case?

While there may be a specific
diagnosis, the combination

of fertility drugs and IUl is often
suggested to couples with no known
problem. Couples are sometimes
advised to try a few cycles of this
less expensive treatment before
undergoing IVF.

How and when will the

semen be collected?

If the male partner’s semen is used,
it is usually collected by masturbation
shortly before the procedure. If you
have concerns about this method of

collection or your partner’s availability,

discuss these with the doctor. It may
be advisable to freeze a specimen
ahead of time, and alternative
methods for semen collection may
be available.

How successful is the procedure

in couples similar to us?

How does it compare to our chances
if we just time our intercourse well
at home?

Success rates for [Ul may be given
for a single cycle or may be based
on performing the procedure over
several months. Make sure you
know which statistic is being used.
In general, IUl is not a recommended
treatment for poor semen quality,
and it will not overcome an
age-related decline in a woman's
ability to produce eggs.

Do you recommend the use of
fertility drugs in conjunction
with insemination?

If so, thoroughly consider their
advantages, risks and costs before
making your decision.

What are the alternatives to IUI?
Depending on your condition, your
options might involve less medical
intervention (advice on timing
intercourse at home), more intensive
treatment (IVF), or the use of donor
semen. Learn the advantages and
disadvantages of each option before
making a decision.



In Vitro Fertilization

In vitro fertilization, or IVF, is a method of treatment in which the man’s
sperm and the woman's eggs are combined outside of the body. In general,
IVF involves five steps:

1) A combination of medications is 2) The mature eggs are removed
used to stimulate the woman’s from the woman’s ovaries -
ovaries to mature many eggs in one usually through a slim needle
cycle, a process called controlled inserted through the wall of
ovarian hyperstimulation. the vagina.

3) The eggs are examined and placed  4) One or more embryos are

into a culture dish in the lab. At the transferred back into the woman’s
proper time, they are mixed with uterus, where an embryo
specially prepared sperm. Later, if may implant and result in an
fertilization occurs, the resulting ongoing pregnancy.

embryos are grown in the lab for
a few days.

5) A pregnancy test is given.
If conception does not occur,
all steps of the cycle should be
evaluated by the treatment team
and discussed with the patient
in a follow-up meeting.
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Should 1 undergo IVF?

For most couples, whether or not to

undergo IVF is a major decision that

requires them to assess many
medical, emotional and financial
factors. Before deciding, you may
want to speak with others

who have gone

through the process
(successfully and

not), an infertility

counselor, and/or

a support group.

These are a few

of the questions to

discuss with your

doctor:

e Why are you recommending IVF
for me?

e What are my alternatives to
using IVF?

e What are the risks of each step in
the process?

e What is it like for most women
as they go through each step?
(This will help you predict what
the impact may be on your time,

physical well-being and emotions).

 What is my chance to become
pregnant and deliver a baby as a
result of this treatment?

¢ How does that compare to my
chances with other treatments or
no treatment at all?

What are the alternatives
to IVF?

Depending on your fertility
problems, you may
decide to use
lower-tech
treatments or no
treatment at all.

In addition, two
IVF alternatives
are available at
some programs,
although their use

has declined greatly. In gamete
intrafallopian transfer (GIFT), the
first two steps are the same as IVF.
But, instead of fertilizing the eggs in
the laboratory, a mixture of sperm
and eggs is placed into one or both
of the woman's fallopian tubes. In
GIFT, fertilization and the embryos’
travel to the uterus occur in the
natural environment of the fallopian
tubes. GIFT usually involves a
surgical procedure and requires that
at least one of a woman'’s tubes be
open and healthy. Because general
anesthesia is usually required, GIFT
is considered riskier and usually
costs more than IVE



Another procedure, zygote
intrafallopian transfer (ZIFT),
combines elements of IVF and GIFT.
The first three steps are similar to IVF.
However, instead of transferring

the embryos into the uterus, they

are placed into one or both of the
woman's fallopian tubes.

The general term assisted
reproductive technologies (ART) is
used for all treatments that involve
removing a woman'’s eggs and
combining them with sperm outside
the body, including IVF, GIFT and ZIFT.

Once we agree to undergo
IVF, what decisions need to
be made?

IVF is not a uniform treatment. To
carry out a treatment cycle, several
decisions must be made, including:

e What dose of fertility drugs to use
e When to retrieve the eggs

 How long to culture the embryos
before inserting them into the uterus

e How many embryos to transfer to
the uterus in a cycle

e Whether to freeze embryos for
later cycles

Make certain that you understand

the impact these choices could have
on your chance of pregnancy and on
treatment decisions you may be asked
to make later on.

What additional treatments
or procedures may be
recommended?

Depending on your condition or your
response to previous treatments,
variations on IVF may be suggested.
Each adds cost and certain risks.
Success depends greatly on the
expertise of the lab personnel who
will be manipulating the eggs, sperm
and embryos. Be sure you know your
program’s level of experience, as well
as the pros and cons of using any of
these procedures in your case:

Intracytoplasmic sperm injection
(ICSI) is used to increase the chance
of fertilization. Instead of mixing
sperm and eggs and waiting for fertil-
ization to occur, a single sperm is
injected directly into each egg.

Assisted hatching is used to increase
the chance that an embryo will
implant in the uterus. A small opening
is created to make it easier for the
developing embryo to emerge from
the protective shell that surrounds it.

Blastocyst transfer is used to
maximize the chance of pregnancy
while minimizing the risk of a multiple
pregnancy. Instead of transferring
embryos after two or three days

in the lab, they are grown to the
many-celled blastocyst stage and
transferred on day five.
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By this point, surviving embryos
have a higher chance of estab-
lishing a pregnancy, so fewer need
to be transferred.

How can I find out where I'll
have the best chance to have
a baby?

Consumers considering

IVF now have a new

tool to help them

learn where they

may have the

best chance to

have a baby.

Each year, the

federal Centers for

Disease Control and

Prevention (CDC) publish

the outcomes of IVF and

related procedures.

These include both national
averages and clinic-by-clinic result