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Research Note

The Need and nmet Need for Infetiy Services

By Stanley k. Hensliaw and Margaret Terry Orr

Thisarticleestimatesthenumberofwomen
of reproductive age who need infertility
servicesbecause they wantto havechildren
butsufferimpairmentsoftheirown ortheir
partners' fecundity; it also estimates the
number who have obtained such services.
The analysisisbased on data from the 1982
National Survey of Family Growth (NSFG),
which involved a nationally representative
sample of 7,969 women aged 15-44 of all
marital statuses. Standard errors have been
calculated for all estimates presented be-
low, using equations published by the
National Center for Health Statistics.1T-
tests have been used to test the significance
of differences in proportions.

Classifications

Figure 1 represents all U.S. women aged
15-44 classified according to *heir fecun-
dity status. Assignment has been made
hierarchically, since some women fall into
more than one category. Of the 54.1 million
U.S. women of reproductive age, 19.4 mil-
lion (36 percent) aresubfecund orinfecund.
Nearly three-quarters of this group— 13.7
million—are infecund because they or their
partners have been surgically sterilized:
Ten million have had tubal ligations or
vasectomies and 3.7 million have had hys-
terectomies or ovariectomies. The latter
procedures are irreversible, whereas tubal
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Department of Health and Human Services (DHHS).
The ideas expressed in this article are the authors' and
do not necessarily represent those of the DHHS.

«Among women in this group, the period during which
they did not conceive despite unprotected coitus was
12-23 months for 33 percent, 24-33 months for 14 per-
cent, and 36 or more months for 52 percent.
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ligations and vasectomies can sometimes
be reversed (although at great cost) by
means of microsurgery.

Nearly 900,000 of the subfecund or infe-
cund women state that it is impossible for
them to have a baby because they are
menopausal or because they or their part-
ners have had an accident or an illness;
these women are classified as r.onsurgi-
cally sterile. Another 1.5 million are clas-
sified as "perceived subfecund"” because
they ;eport that they or their partners have
some problem related to becoming preg-
nant. Approximately 2.1 million women
are not sterile or subfecund butreport that
itwould be dangerous or difficult for them
to carry a pregnancy to term, that it would
bedangerous forthe baby, orthat they have
been advised by a doctor not to become
pregnant; these women are unable to have
a baby but report no problems related to
conception per se.

Just over one million women are not
surgically sterile and do not report any
problemsinconceiving orcarrying to term,
but they do report that during at least the
preceding 12 months of continuous mar-
riage or cohabitation, they neither prac-
ticed contraception nor became pregnant.*
W ithout further information, we have cate-
gorized couples in this "long-interval”
group as subfecund/infecund, although
someofthem may beable toconceive in the
future without treatment; indeed, some
will conceive without treatment given a
longerperiod oftrying tobecome pregnant,
However,we have equated 12 months with
a long interval because many couples seek
infertility services after a year of trying to
become pregnant.

Asaresultoftheunderreporting ofabor-
tions in the NSFG, the number of women
estimated to belong in the long-interval
category may be too high.1The problem of
underreporting isminimal among married

white women but is substantial among

married black women; however, since
married blacks constitute only a small pro-
portion of all subfecund and infecund
women, correcting the error would have
only a small effect on the estimate for the
subfecund/infecund category. (Unmar-
ried noncohabiting women who have not
practiced contraception and have not be-
come pregnantare excluded from the long-
interval category because of uncertainty
about their frequency of intercourse over
the 12-month time period.)

Allwomenwho arerotalready classified
as subfecund or infecund and who report
having had a pregnancy within the three
years prior to the interview are classified as
fecund. The 10.6 million women (20 percent
of all those aged 15-14) who make up this
group constitute a minimum estimate be-
cause of the underreporting of abortions,
particularly among unmarried women.
Such underreporting could mean that the
number of fecund women should be ad-
justed upward by as much as 18 percent, to
12.5 million (23 percent). This adjustment
has not been made, however, because of
uncertainty about the exact correction fac-
tor to use and the categories the women
should be taken from.

The number of women whose fecundity
status is unknown is estimated to be 24.2
million (45 percent of all women aged 15-
44). However, this figure is undoubtedly
inflated by the underreporting of abor-
tions. Nearly one-halfofthe "fecundity un-
known" group— 11.7 million women—are
currently using a reversible method of
contraception. Another one-fifth—4.9 mil-
lionwomen—a:e classified asnotcurrently
practicing contraception; they are not eli-
gible to be put in the long-interval category
because their period of contraceptive non-
use isshorterthan one year,orbecause they
are neither married norcohabiting. Finally,
nearly one-third of those whose fecundity
is not known (7.5 million women) have

Family Planning Perspectives



neverengaged in sexual intercourse.*

Who Needs Services? Who Gets Them?
In estimating the need for infertility ser-
vices, vve are concerned with three of the
categories presented in Figure 1: the nearly
900,000 women who report that they or
their partners are nonsurgically sterile; the
1.5 million who perceive themselves or
their partners to be subfecund; and the 1.1
million who make up the long-interval
group. Except for the small proportion of
women who menopausal, all are
considered to have potentially treatable
fecundity impairments. (Excluded frorr. *he
treatable category are couples who have
had tubal ligations or vasectomies that they
want to have reversedtand those who say
itisdifficultordangerous forthem to carry
a pregnancy to term. The appropriate care
for these groups differs from what is
usually considered to be infertility treat-
ment.)

In all, an estimated 3.5 million women
have fecundity impairments that could
possibly be treated. Sixty-nine percent, or
2.4 million, of these women say they would
like to have children (or more children) and
are therefore defined as needing infertility
services. (The proportion who say they
want more children is the same among
those who believe they are subfecund as
among those who are experiencing a long
interval without conceiving [71 percentl,

are

butitisslightly loweramong the nonsurgi-

cally sterile [62 percent], who are older, on
average, than the other two groups.) The
definition of need is thus based entirely on
women's reports of their fertility aspira-
tions and of their own and their partners'
fecundity status; we assume that these

reportsaccurately reflecttheiractual physi-

cal condition and desire for children.
Among those considered to need services
arewomen in the long-interval group, who
may not yet suspect a possible infertility
problem,and women who are not actively
trying to become pregnant. Most such
women would notseek infertility care. On
the other hand, many women classified as
being of unknown fecundity may have in-
fertility problems that will become appar-

*This category includes women who had coitus before
their first menstrual period but not since, and women
who arc under age 25 and have had coitus only once.
The classification of fecundity status presented in
this article differs sli?htl from that used by the I\._
tional Center for Health Statistics (NCHS), which con-
ducted the NSFG. (See: W. D. Mosher and W. F. Pratt,
"Fecundity and Infertility in the United States, 1965-82,"
Aliwce Data from Vital anil Health Statistics, N0. 104,
1985; and reference 2.) The NCHS includes in the subfe-
cund category both women who have difficulty con-
ceiving and those who have difficulty carrying to term;
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Flgure 1. Classification of U.S. women aged 15-44, by fecundity status

Allwomen ol reproductive age

54.099(100%)
Known fecund Fecundity Subfecund/mfecund
10.567(19.5%) unknown 19,371 (35.8%)
24,166 (44.7%)
Contraceptive ~ Nonuser; short  Never had
user interval, or not  intercourse
11,687 (48.4%)  married/cohab. ~ 7,542(31.2%)
4,937 (20.4%)
Surgically Difficult/dan-  Nonsurgically ~ Perceived Long interval
sterile gerous to sterile subfecund 1,135 (5.9%)
13,684 carrytoterm 893 (4.6%) 1,520 (7.8%)
(70.6%) 2,140(11.0%)
I
Hysterectomy;  Tubal ligation: Menopausal ~ Not meno-
ovariectomy vasectomy 39 (4.4%) pausal
3,680 (26.9%) 10,004 (73.1%) 854 (95.6%)
Medical Contraceptive
reasons reasons

1,421 (14.2%) 8,583 (85.8%)

Contraceptive
reasons
860 (23.3%)

Medical
reasons
2,820 (76.6%)

Does not want
(more)
children

6.351 (74.0%)

Wants (more)
children
2,232 (26.0%)

Possibly treatable
fecundity impairments
3,509(18.1%*)

Does not want
(more)
children

1,092 (31.1%)

Wants (more)
children
2,417(68.9%)

Does Female Male problem ~ Male and Does not
not want problem 238 (9.8%) female know
reversal 1,202 (49.7%) problem 936 (38.7%)
1,350(60.5%) 42(1.7%)

Male and
female
16(1.8%)

-Percentaqe shown is of subfecund/infe omen.

und .
ceding footnote, percentages (in parentﬁeses\fvare acud on the next hi

women who say tha>it would bedant};erous forthem to
carry a pregnancy to term are classified as subfecund
only if they also say either that they would have an
abortion to terminatea pregnancy or that they are plan-
ning to be sterilized to prevent preg-.r,ncy. In contrast,
this article classifies . m.on;:n who aay pregnancy
would be dangerous as subfecund, without any quali-
fications; and it distinguishes the "difficult/dangerous
to carry to term” category from the "perceived subfe-
cund" group. In addition, the NCHS considers to he
fecund those women whoarcclasslfled in thisanalysis
as being of unknown fecundity. Finally, the present

Note; Numbers are In thousands; except as noted in pre-
gah 11 ? p p

erlevel sungroup.

analysis uses a 12-month rather than t 36-month Inter-
val of unprotected intercourse within marriage or co-
habitation to define "long-interval" subfccundity. The
differencesin definition stem in part from differencesin
focus: The primary concern of this article is the need for
infertilit% services, whereas the focus of the NSFG re-
ports is the demographic impact of impaired fecundity.

tSome 882,000 couples want a reversal of a previously
obtained tubal ligation or vasectomy. (See: S. K. Hen-
shaw and S. Singh, "Sterilization Regret Among U5.
Couples," Family Planning Perspectives, 18:238,1986.)
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Needfor Infertility Services

Table 1. Number ol U.S. women who have possibly treatable Infertility problems and want to
have (more) children, and number and percentage distribution, by person needing treatment
and type of Infertility services received; according to subfecundity category

Characteristic Treatable Nonsurgically Perceive* Long
infertile slerilet subfecund interval
No. % No. % No. No. %
(000s) (000s) (000s) (000s)
Want (more) children 2417 100 530 100 1,082 100 006 100
Person neoding treatment
Female only 1,202 50 263 50 939 87 0 0
Male only 238 10 164 A 744 74 0 0
Both 424 24 104 2 314 34 0 0
Not known/not asked 936 39 924 174 384 44 806 100
Services received
Advice 387 16 1434 274 1884 174 56* 7*
Treatment 787 3 2194 41 401 37 168* 2
None 1,242 51 1684 32 493 46 581 12

tExcludes those who ara manopausal.

ent in the future. However, the need esti-
mate we presenthereappliestoonepointin
time;itdoes notindicate thenumberofnew
cases thatoccureach yearor the number of
women who seek treatment in a year. Fi-
nally, we must note that even with treat-
ment, notallofthewomen defined as need-
ing infertility services will ultimately suc-
ceed in having a child; nevertheless, it is
reasonable for them to seek medical help
for their infertility problem.

As Table 1shows, a large share of the
estimated need appears to be for services
for women. For half the couples in need, it
is the woman who is thought to have the
fecundity impairment;inonly 10 percentof
couples is the male partner described as
having the problem. However, whereas 31
percent of nonsurgically sterile women at-
tribute the fecundity problem to their male
partners, only seven percent in the "per-
ceived subfecund"” group do so. Thisdiffer-
ence may reflect more certainty about the
cause of the problem among women who
report themselves or their partners to be
nonsurgically sterile. For 39 percent of
those with potentially treatable
ments, there is no indication ofwhich part-
ner_needstreatm ent; mostof the 39 percent
are I the long-interval group.

Forty-nine percent of couples in need of

impair-

*In 1985, the federally defined poverty-level Income
was $10,989 for a family of four.

tAccording to estimates from the 1984 Current Popula-
tion Survey (CPS), the number of women covered by
Medicaid 1s about five million. (See: R. B. Gold and
A.M. Kenney, "Paying for Maternit{ Care," Family
Planning Perspective, 17:105,1985, Table 1) This fiPure
compares withanestimateofaboutfourmilllonderlved
from the NSFG. The CPS estimate may Include women
who are eligible for M «K.ild but have not actually
received Medicaid-covered services.
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"Relative standard error >30 percent.

infertility care have received medical atten-
tion: Thirty-three percent have received
treatment and 16 percent have been given
advice only. Sixty-eight percent of those
who say they are nonsurgically sterile have
received services, ashave 54 percent of the
"perceived subfecund"” group. Among
women in the long-interval category, 28
percent have received medical attention for
infertility, although by definition women in
thatcategory havenotreported any infertil-
ity problem. For all the categories, how-
ever, thetiming ofsuch medical attention in
relation totheonsetofthecurrentfecundity
problem is unknown. Thus, it is possible
thatwomen in the long-interval group who
report seeing a doctor may have done so
years earlier, and may have been treated
successfully (indeed, about 70 percent of
the women with long intervals have had
children).

Table 2illustratesthedemographic char-
acteristics of the women estimated to be in
need of infertility services. As the table
shows, 54 percent are in their 20s and 36
percent are aged 30-39. Relatively few are
teenagers or women 40 and older (five
percenteach). Eleven percentare black and
12 percentare Hispanic. The large majority
(75 percent) are currently married, and a
smaller majority (59 percent) have had no
children.Justover 80 percentlive in metro-
politan areas. Regional differences reflect
the population distribution of the country,
with the largestproportion of those in need
(32 percent) residing in the South and the
smallestproportion (18 percent) residing in
the Northeast.

Although 15percentofwomenwho need
infertility care have family incomes below
150 percentofthe federally defined poverty
level,* only four percent are Medicaid re-

cipients, One reason is that the Medicaid
program was designed primarily to serve
dependent children and their mothers and
consequently covers relatively few child-
less women of childbearing age. It is pos-
sible that the NSFG underestimates the
numberofwomen with Medicaid coverage
by aboutone-fifth.t Buteven ifthe propor-
tion of Medicaid recipients among those in
need isactually about five percent, the fact
that M edicaid reimbursement is available
forno more than one-third of poorwomen
in need has important implications for the
access of low-income women to infertility
services.

The2.4millionwomeninneed ofinfertil-
ity care represent five percent of all U.S.
women of reproductive age. The propor-
somewhat by demographic
characteristics, as is shown in the table.
Women aged 20-34, and particularly those
aged 25-29, are more likely than women in
otherage-groups to need services. Need is
also relatively higheramong thosewho are
currently married and those who have had
no births. It appears to be less prevalent
among poorwomen thanamong women of
higher income regardless of age. One rea-
sonisthatpoorwomenaremore likely to be
unmarried, and unmarried women are
aboutone-third as likely asmarried women
to be in need of services. Race, Hispanic
ethnicity, metropolitan status and region
have no statistically significant relation to
the probability of being in need.

As noted previously, 49 percent of those
in need of infertility care have already re-
ceived some professional attention. Again,
the proportion differs according to demo-
graphic characteristics. As might be ex-
pected, age is a strong predictor of which
women will have obtained services: Only
10 percent of women aged 15-19 in need
and 29 percentofthose 20-24,ascompared
with 70 percent of women 40 and older,
have consulted a professional about their
infertility problem. Similarly, married
women are more likely than unmarried
women to have obtained services.

Among those in need, black women are
less likely than nonblacks to have obtained
services, and low-income women are less
likely than higher income women to have
doneso. In the latteranalysis, the difference
between the income subgroups remains
large even when age is controlled for, al-
though the differential isno longer statisti-
cally significant because of the small num -
berofrespondents in the subgroups. Med-
icaid recipientsappeartobe lesslik°ly than
other women to have obtained services,
although the sample sizes are again too
small to show statistical significance. Med-

tion varies
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Table 2. Number of U.S. women of reproductive age; number and percentage In need of Infertility sorvicesifand among those In need,
percentage who have obtained services and number and percentage distribution of women who have not obtained services; by selected

characteristics

Characteristic No. of In need of infertility services

women

15-44 % of women No. % % who

(000s) 15-44 (000s) Distri- have

bution obtained
services

Total 54,099 45 2,417 100 49
Age
15-19 9,521 1.2'tt 115% 5% 10%*
20-24 10,629 5.3 564 23 29*
25-29 10,263 1.3 751 3l 48
30-34 9,381 5.6 529 22 69
35-39 7,893 43 337 14% 57
40-44 6.412 1.9* 120* 5* 70
Race/ethnlclty
Black 6,985 3.8 268 11* 30%
Nonblack 47,114 4.6 2,149 89 51
Hispanic 4,393 6.4 282 12+ 39*
Non-Hispanlc 49,706 4.3 2,134 88 50
Marital status
Married 28,231 6.4* 1.803 75 57*
Unmarried 25,868 2.4 614 25 24
No. of births
0 22,941 6.2' 1422 59 54
2 31,158 3.2 995 4 40
Metropolitan status
Metro 43,199 4.6 1,982 82 46
Nonmetro 10,900 4.0 435 18* 59
Region
Northeast 11,852 37 440 18* 39
North Central 13,981 5.0 694 29 50
South 17,308 4.4 765 32 54
West 10,958 47 519 2 46
Income level, by sge
<150% of poverty 13,843 2.1% 374 15% 26- ¥
2150% of poverty 40,256 51 2,043 85 53
<30, <150% 9,503 3.1* 201 2% 28§
<30,2150% 20,910 5.5 1,140 47 4
230, <150% 4,340 1.9% 83 3* 27*
230,2150% 19,346 47 903 37 68
Medicaid status
On Medical-1 3,964 2.5% 101* 4 25%
Not on Medicaid 50,135 4.6 2,316 96 50

*Difference between subbgrou s statistically i

level by age, difference

gnificant <0.05). In the a_nal,¥
etween the first two Subgroups Is statistically signiticant,

Have not obtained services

No. % distri-
(000s) hution
1,242 100
103* g*
398 32
392 32
167* 13*
145* 12*
36* 3%
187* 15
1,056 85
172* 14*
1,070 86
776 62
466 38
647 52
595 48
1,065 86
177* 14*
266 21*
346 28
348 28
282 23*
271 22
965 78
217% 17*
677 55
60* 5*
288 23*
75% 6*
1,167 94

Sis by age, at least one ol the differences Is statistically significant. In the analysis of Income

fThose who have a possibly treatable fecundity Impairment (other than surgical sterilization) and who want more children

JRelative standard error >30 percent.

icaid has notbeen successful in eliminating
the income differential in access to services
because a majority of the low-income
women who need infertility care are ineli-
gible for Medicaid, and even those who are
Medicaid-eligible are likely than
higher income women to obtain services.
There are no significant differences by

less
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Hispanic ethnicity, parity, metropolitan
status or region in the proportions who
have obtained care.

The51 percentofthoseinneed who have
not obtained professional care number
some 1.2 million women. This unmet need
is concentrated among younger women:
Seventy-two percentofthose who have not

obtained services are under age 30. Blacks
and Hispanics each constitute about 15
percent of the unmet-need group, as do
nonmetropolitan women. Twenty-two
percent are poor, with incomes under 150
percentofthe poverty level; six percent are

Medicaid recipients.
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In defining unmet need, we should add
tothegroup ofwomen who need infertility
services but have not obtained them those
who have received some care but who
would benefit from further professional
attention. The number of such women is
unknown, however.

As the table below shows, a large major-
ity of those who received infertility services
during 1979-1982 obtained that care from
private physicians:

Most recent

source of care %

Private physician 67.0
Private medical group 12.2
Hospital clinic 12.1
Community health center/clinic 3.7
Military clinic 2.3
Family planning clinic 21
Public health clinic 0.6
Total 100.0
After private physicians and medical

groups,which werethe mostrecentsources
of care for 79 percent of NSFG respondents
hospital clinics
were the most frequent source, serving 12
percent. Only asmall proportion of women
evidently utilized specialized infertility
centers, since hospital clinics and private
medical groups—the categories thatwould
include infertility centers—togetherserved
jno more than 24 percent of infertility pa-
J.tients. Family planning clinics provided
)'services tojusttwo percentofrespondents.
; However, since these figures indicate only
[ the most recent source of care (which in
many cases was the final source), they may
understate the importance of family plan-
ning and other nonhospitai clinics in pro-

who obtained services,

viding initial evaluation, counseling and
referral for couples with concerns about
their fertility.

Demographers and medical specialists
have suggested that the need for infertility
serviceswillexpand in the comingyears for
several reasons:5The number of people of
reproductive age will continue to grow,
and the number with impaired fecundity
will therefore rise. More women are post-
poning childbearing to their 30s, thus de-
laying their discovery of fertility problems
as well as prolonging the period during
which they are exposed to the risk of dis-
ease and other factors that might impair
their fecundity. In addition, medical ad-
vances in the diagnosis and treatment of
fertility problems are increasing the num -
ber of infertile women whose conditions
can be treated.
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Attachment H

"Desperately Seeking Baby:
Ten Million Americans are Struggling to have Children”
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MARK J. ZIMMERMAN, M.D., FAC.0.G."

DIPLOMAT! OF THE AMERICAN BOARD
OF OBSTETRICS AND GYNECOLOGY

JOY E. ROSSTQN-ZIMMERMAN, R.N.C., AN.P.

ADVANCED NURSE PRACTITIONER

February 29, 1988

Representative Curt Menard
P.0. Box V
Juneau, Alaska 99811

Dear Representative Menard:
I an writing in support of House Bill Number 440.

I strongly feel that women or men who have problems with fertility have been discriminated against by the insurance
companies. It is understandable if these companies do not wish to pay the fees involved with the reversal of
voluntary sterilization procedures.

However, 1 cannot understand why they will not provide benefits for people who are deserving of evaluation and care
due to“problems that are either natural (congenital) in nature, or due to complications of infections and other
problens.

Any medical insurance policy that provides coverage for obstetrical care and/or termination of pregnancy should not
discriminate against the infertile patients.

Sincerely,
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Anchorage Obstetrics & Gynecoiogy

Richard 1'. Nisi, M.D. Robert G. Thompson, M.D.
Diplomat? of tht* American Board. Difilotnate of die American Board
Fellow American College of Obstetrics S Gynecology

of Obstetrics and G\necology

March 16, 1983

The Honorable Niilo Koponen
P.0. Box V
Juneau AK 99811

Dear Representative Koponen:

I am sending this letter as a physician®s statement in support of House Bill
No. 440 entitled "An Act Relating to Insurance Company Coverage for the Treat—
ment of Infertility"”, which is currently before the Alaska State Legislature.

WHEREAS one out of every six couples of childbearing age in the State of
Alaska, consistent with elsewhere in the United States, is currently unable to
conceive for one year of regular sexual relations, defined as infertility or
having an infertility problem, and

WHEREAS 15% of couples of usual childbearing age from 22-40 are currently un—
able to conceive after one year of effort, and

WHEREAS over 90% of single mothers today are retaining their babies instead of
considering adoption, making less babies available for adoption as an option
for the fertility or completion of families in these particular couples, and

WHEREAS most of these couples are currently employed and paying for insurance
with pregnancy-related coverage which they may never be able to utilize, and

WHEREAS the diagnosis and treatment of infertility is no longer considered ex—
perimental in any way, shape, or form in modem medical practice with overall
success rates of 70-80% in treatment of some medical problems related to fertil —
ity including a 50% success rate after three attempts of in-vitro fertiliza—
tion, indicating a significant resolution of a large number of fertility cases,
and

WHEREAS involuntary childlessness creates a tremendous social impact on soci—
ety, pervading every waking moment, making the couples®™ decisions for the
future nearly impossible, and creating stressful events that significantly
threaten their well-being and psychosocial health, and

most problems related to infertility or inability to conceive are
related to specific medical treatments that may otherwise be covered in most
circumstances or specific medical instances, e.g. endometriosis; however, 1in
nease of the-patient trying to conceive where her chart reveals that the
treatfrient of this condition is related to fertility, insurance companies may
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have the right or the option to deny payment or reimbursement for such treat—
ment, and

WHEREAS the insurance companies®™ current ability to discriminate against the
patients with a diagnosis of infertility in selective payment of their medical
costs represents an outright injustice in their fair treatment of medical prob—
lems which may normally be covered and may have come to light only with the on—
set of evaluation for fertility reasons in many cases, in addition to the fact
mentioned above that these patients are paying for coverage which they are not
able to utilize, i.e. pregnancy-related coverage.

HE IT RESOLVED THEREFORE, that it is my opinion that the legislators of the
State of Alaska should strongly consider support of House Bill No. 440, which

is receiving the same overwhelming support in other states as it originally re—
ceived in the State of Massachusetts where a similar bill was passed in 1987.
This bill states that infertility is defined, and correctly so, that basically
the individual who is unable to conceive and has been attempting to do so for
at least one year and is now under medical treatment, which may in some cases
be required to achieve a successful conception, must be covered by her insur—
ance company to the same extent that she would be covered for the cost of medi—
cal care that she would be receiving if she were pregnant and under a physi—
cian"s care.

LET IT BE FURTHER RESOLVED that these patients, as stated above, are currently
paying for pregnancy-related coverage which they may not be able to utilize in
many cases. Medical insurance companies®™ ability to discriminate against these
people in regards to receiving medical care for the diagnosis and treatment of
their fertility-related condition is an outright injustice and implies
discrimination, specifically against these couples.

LET IT BE FURTHER RESOLVED that it is quite clear that any choice but to sup—
port this legislation would be considered supporting the discrimination of
selective reimbursement by insurance companies against one-sixth of couples 1in
the State of Alaska whose mere problem is that they want to have a baby.

FINALLY, LET IT BE RESOLVED that the diagnosis and treatment of infertility or
fertility problems does not imply specifically that there is a serious or life
threatening problem for this particular couple but merely a problem with which
medical therapy or specific treatment, and in some cases surgery, may help them
to successfully enjoy the blessings of completing their Alaskan family. 1 en—
courage you to consider this bill carefully and hope that you will arrive at
the same conclusion that 1 have outlined above, that this bill needs to be
supported and passed.

Sincerely,
1 "

Robert G. Thompson, M.D.

J/uv v

DIST: Editor, Anchorage Times
Editor, Daily News
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Editor's Note: This issue of LECIS-LETTER provides an overview of legislative
actmtg which is of interest to obstetrician-gynecologists occurring during
the 1987 state legislative sessions. The focus is on maternal health laws
and trends. Please note that tort reform, AIDS, and surrogate motherhood
were the subjects of special issues of LEGIS-LETTER last year and will not
be revisited here, (see, in particular, Vol. 6, Nos. 1, 2, and 4)

Turning our attention to the 1988 sessions, what can we expect? 1988 is an
election year in many states. This means that sessions will be shorter as
a rule and, in a few states, _onIY budget bills may be introduced. It also
means that rhetoric and politica maneuvermg will be more in evidence as
Iecfuslators position themselves for the November elections. Forced roll call
votes on politically sensitive bills or amendments can be expected in many
states. In others, controversial issues will be avoided altoge* \er this year
as legislators attempt to gain the political edge in the election

Seasoned observers speculate that AIDS will again be the number one legislative
issue for the states in 1988, with indigent and long-term health care the
second and third most important. Health care for poor pregnant women and
children is expected to be the major focus of indigent care ‘initiatives, as
more and more State Ie?lslators recognize the cost savings potential of early
and uninterrupted health care services for this population and as lack of
access to obstetric care rises and reaches crisis proportions in many areas
of the country,

* k % % % %
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MATERNAL AND NEWBORN SERVICES

Testing and Screening - Several states enacted legislation in 1987 requiring specific testing
and screenmtg of matérnity and newhorn patients. Colorado became the first state to mandate
newborn testing for cystic fibrosis. Data suggests that cystic fibrosis is more, common than
other conditions typically covered under newhorn screemng programs. Hawaii now requires
hepatitis B screening of pregnant women. Indiana established a centralized system for newhorn
testing, with designated State laboratories, a quality assurance mechanism, . centralized
coordimation, tracking and follow-up, and a $12 syrcharge for tests. Indiana legislators also
approved legislation “addressing the problems of children bom with a drug dependency and
additionally, repealed a law denying marriage licenses to persons with venereal disease, instead
voting to impose a third trimeStei pre nanc¥ testm,% requirement for syphilis. Michigan also
expanded newhorn screening requirements last year. New Jersey legislators approved legislation
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requiring testing during pregnancy for rhesus hemolytic disease. Oklanoma now requ _
of newborns with a_drug dependency. Legislators in that state also established a statewide
birth defects surveillance program,” Rhode Island amended its Crippled Children's Services
Act to require statewide testing of newborns for metabolic disorders and sickle cell djsease.
Funding for the statewide testing progTram will come from an assessmer.1 3n hospitals and other
health "care facilities in the state. The universal testing mandate was presented as a cost
effective approach to preventing mental retardation.

EE I S

ires reporting

Fetal Alcohol Syndrome - Feted alcohol syndrome Ieglslatmn has been introduced in the states
with increasing” frequency since the harmful effects of alcohol mgestlon_durm? regnancy
were first docUmented in" the early 1970's. The legislation has taken a variety of forms, but
ananly addresses the need for public education,” either through media campaigns, warning
abels on alcoholic beverage containers or retail _warnm? signs.. ‘Alaska, Califgrnia, Delaware
and lllinois were a few of the states that considered legiSlation on this subject last year.
Initiatives considered in these states are representative of state Ie%lslatlve activity overall.
In Alaska, legislators approved a Senate Resolution establishing a Fetal Alcohol Awareness
Week. California voters approved a clean drinking water proposition that also included a
requirement for fetal alcohol syndrome retail warning signs. Legislation requiring retail liquor
establishments to_post warnm?_ signs failed to be enacted in Delaware. lllinols' Governor vetoed
legislation requiring information” on Fetal Alcohol Syndrome to be distributed to marriage
license applicants inthat state.

EE I S S

Prenatal Care - The Maryland legislature failed last year to impose strict requirements on
Bh sicians and health care facilifies providing prenatal care services. Under the E)ropose_d
ill, providers would have been required to notify pregnant women of each scheduled visit
for_prenatal care not more than one week in advance, and to state the time and place of the
visit. The Dill would have subjected providers to misdemeanor penalties. Pregnant women
failing to appear for their a880|ntments or failing to cancel and reschedule apluom ments would
have Deen subjected to a $500 fine, 30 days imprisonment, or both. Additionally, the bill would
have authorized the courts to create "any remedy to assure that a woman gets prénatal carc."

* k% %

Fetal Abuse - The controversial and widely publicized Pamela Rae Stewart case may have
been the impetus for legislation introduced ‘in two states last year making crimes against the
fetus a misdemeanor. This case involved an |nd|%ent_ California woman who delivered a brain
damaged baby which subsequently died. Amphetamines were detected in the baby's blood.
The mother was charged with child endangerment under California's penal code for hér alleged
failure to follow medical advice. At issue was the mother's alleged record of drug abuse and
sexual activity during her pregnancy. (California Penal Code Section 270 was enacted in 1926
to force fathers to pay for prenatdl and pediatric care for illegitimate children. In 1974 the
code. was amended to éstablish misdemeanor penalties for women who fail to provide necessary

medical care to a child or a fetus.)

In California, legislation introduced on this subject in 1987 was carried over to the 1988 session
where it is pendmﬁ, The bill would create a new mandatory reporting category for fetal abuse
under the state's child abuse reporting statute.

Two bills were introduced in Oregon last year, but both failed to ?et a hearing. One of the
bills would have created a misdemeanor for "knowmﬁly or recklessly" causing physical_injury
to the fetus, mcludm%_the mother's ingestion of controlléd substances.” Abortion”was specifically
excluded from the Dill's definjtion_of. |ndury to the fetus. The other bill was similar to
California's and would have codified fetcil abuse under the state's child abuse statute.

* Kk k * * %
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Informed Consent - A hysterectomy informed consent bill imposing strict requirements on
%ynecologlsts before a hysterectomy may be performed was enacted in California last year,
ttempts to derail the bill were largely unsuccessful; however, the final bill was modified
to delete a 30-da?/ mandatory waiting” period in response to the concerns of the state's
obstetrician-gynecologists. The’bill sponsor's intent reportedly was the promotion of alternatives
to hysterectomy, specifically, "pelvic reconstruction surgzeryl" Under the new law, physicians
must obtain thé verbal and writfen consgnt of the patient prior to performing a hysteréctomy.
This involves a_discussion of tha medical lustlﬂcanon for the procedure, "alternatives, and
risks and benefits. The patient also must be informed that the_procedure_|s considered
irreversible and that infertility will result. The law provides an exception for a "Ilfe-thr_eatenmg
emergency situation" as determined bP/ the physician. Failure to comply with these informe
e

consent réquirements constitutes unprofessional conduct.

E I I S

FINANCING MATERNITY CARE

In the state capitols, the Congress, and corporate boardrooms, financing maternity care has
become_central to policy. debates on the problems of indigent or so-called Uncompensated health
care. This is not surpn_sm? as pregnancy-related care”represents the largest, single source
of uncompensated care in this country. Data show that women of childbearing age (15-44
are d|sproport|onatel¥] represented in the ranks of the poor, the uninsured, and the unemployed.
Maore than one-fourth of all births occur among poor women. Nearly 15 million womén of
childbearing age lack coverage under private or public insyrance programs for maternity care;
births to these 15 million wonen account for 15 percent of all births.

But data also show that comprehensive services provided during pregnancy. are cost-effective.”
Indeed, early, regular and uninterrupted prenatal care can save the public money in the long
run.  Savings can be achieved through improved birth outcomes, specifically, thie prevention
of low birthweight and and related conditions that can require costly medical cdre.3

The need for new initiatives to improve access to and the avallablllt¥ of maternity care for
all pregnant women_is particularly compelling today, in view of a recent study by the Children's
Defense Fund (CDF) which shows that aftér 25 years of progress, effoits’ to reduce infant
mortality in this country came to a standstill in 1984. The CDF study shows neonatal mortality
rates increasing for blacks and nonwhites; an increase in the number of low birthweight babies

A ANl data is from the recentIXA published Alan Guttmacher Institute report. Blessed Events
and the Bottom Line; Financing Maternity Care in The United States, 1987.

2 Institute of Medicine, Preventing Low Birthweight, 1985.

3 The Institute of Medicine (IOM), in its 1985 landmark reﬁort, Preventing Low Birthweight,
examined the implications of low blrt_hwe|?ht for the health of the Nation. I0M emphasized
the relatedness of prenatal care to infant mortality and low birthweight. Low birthweight
IS strong_I%/ correlated with several of the leading causes of infant” mortality, including
prematurity and malnutrition. Higher infant mortality rates generally are found In’fow-income
Po&ulatlons and particularly among those women réceiving “little or no prenatal care. The
OM concluded that for évery dollar spent for Prenatal care among a targeted high-risk
population, $3.38 could be saved in the total cost of caring for low hirthweight babies requiring
expensive medical care.
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and babies born to women who received little or no prenatal care; and an increase in maternal
deaths among minority women, This latter figure has been attributed to lack of access to
basic health Care services for this population.

Stateé)ol_lcymakers and legislators have been exploring a variety of initiatives to improve access
to and financing of maternity care for poor womep, ranging from an expansion of publicly
funded programs for maternity care, to employer insurance coverage mandates, third party
mandated benefits, universal health insurance, and state-funded and managed universal systems
of health care. Initiatives of note that were legislated in 1987 are recounted below. " In_all
of these, we are seeing a growing recognition of the wisdom of providing comprehensive services
during pregnancy and"a corresponding” willingness to finance improvements in maternity care
services for poor women.,

* * k *k * %

Expansion of Public Insurance Programs (Medicaid) - Expansion of public insurance programs
for maternity care, and specifically the Medicaid program, has become an increasingly attractive
initiative for the states, in part because Congress has provided financial incentives to the
states to promote this ex%ansmn. Begmnln% in 1984, Congress has sought to ameliorate the
infant mortality problem by encouraging states to expand their Medicaid programs to more
low-income pregnant women:

Medicaid is an entitlement program which is financed jointly by the federal government and
the states and administered individually by each state. The federal government reimburses
the states through matching payments “which cover at least 50 percent (and as much as 80
percent). of program costs.” Thé matching rate is calculated |n_d|y|duallf¥ bXA state, based on
per capita_ income and population in goverty. The states administer the Medicaid program
within minimum_standards established by federal law and are free to set income ceilings for
el|g|b|l|ta/. Eligibility varies across the states, with 21 states setting eligibility levels at_or
below 50 percént of the poverty level (annual income of $4.650 for “a family of three), For
example, Alabama sets Medicaid eligibility below 16 percent of the federal poverty level (51,416
for a family of three). In consequence, many poor pregnant women are denied néeded services.
Incidentally, desg_lt_e the fact that many poor women do not qualify for the Medicaid program
|I|t¥h restrictions, Medicaid remains the major insurer of health care services

because of eligi na
erefore it plays a critical role in providing access to maternity care.

for poor women and

Twenty-six states apé)r_oved legislation last %/ear (commonly referred to as the SOBRA Medicaid
options) to cover additional poor pregnant women under their. Medicaid pro?rams; a lesser
number also voted to improve the timing and scope. of maternity services. (In many states,
initial P_renatal care services may be delayed or denied altogether due to the time-cgnsuming
application Process. Additionally, some states limit. the number of visits per beneficiary to
fewer than the number usually recommended for optimal prenatal care.) These 26 states ‘are.
Ariccma, Arkansas, Connecticut, Delaware, District of Columbia, Florida, _Kentuck%/, Maryland,
Massachusetts, Michigan, Mississippi, Missouri, New Jersey, New Mexico, North Carolina,
Ohio, Oklahoma, Qreqon, Pennsylvania, Rhode Island, South Carolina, Tennessee, Utah, Vermont,
Washington, and” West Virginia.

It should also be noted that three of these 26 states — M|ch|%_an, Minnesota, and Rhode Island
— plus New York approved state funding for new or exis mg prenatal or maternity care
Brograms for so-called near poor women (those with incomes above the federal poverty level

ut below a state set level and without health insurance coverage for maternity cafe). . In
M|ch|?an, the Prenatal/Postpartum Care Pro[qram (PPC), which Ras provided comprehensive
prenatal care to poor women who do not qualify for Medicaid but have incomes less than 185
percent. of poverty, received additional funding in 1987 to reimburse physician fees for labor
and dellverP/ services for the first time. In Minnesota and Rhode Island, new programs were
e

funded, called Right Start and Rite Start respectively. Rhode Island's is the more comprehensive
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of the two, as it will provide dellver¥ services as well as prenatal and postpartum care for
R‘retgnant women with_incomes up to 185 percent of poverty. New York's Prenatal Care and

ufrition Program (PCNP), which provides prenatal care to poor women ineligible for Medicaid,
was made a permanent_program and received additional funding in 1987, & portion of which
will support an increase in provider fees.

* * k k kx %

Universal Health Insurance - Other state legislative initiatives designed to improve access
to and availability of maternity care services for poor women target émployers by attempting
to_improve coverage for matérnity care under employer-based insurance plans.” Although a
1978 tederal law, the Pregnancy Discrimination Act, was designed to do just that, its impact
has heen somewhat limited. The Act does not cover policies that are not employer-based,
nor does it apply to small employers (those with 15 or fewer employees). Moreover, the Act
does not extend” to non-spouse dependents, specifically teenage daughters. Added. to these
inherent shortcomln%s,_m the bias of ‘pnvate insurancé policies generally which, since their
inception, have emphasized treatment for episodic illnesses or injuries rather than preventive,
predlctable or long-term health care needs.” The Alan Guttmacher Institute (AGI) reports that
ten years after enactment of the Pregnancy Discrimination Act, many women age 15-44 have
private health insurance covera%e that does not cover maternity caré. AGI also reports that
some existing insurance plans that do cover maternity care, nevertheless do not pay the full
cost of services nor do they pay for newborn hospitalization.

Massachusetts' Governor proposed a universal health insurance initiative last fall which would
ensure health care for all Massachusetts residents by requiring employers in the state to provide
health henefits for their workers. At the same fime, the unemployed would continue to he
covered under an existing free-care pro?ram funded by a surcharge on hospital bills. The state's
senior senator in the Congress, Senator Kennedy, has introduced a similar measure. Both
proposals are expected to trigger lively debate in the coming months.

* * k * x %

Mandated Benefits Laws (Maternity and Newhborn Services, 1VF, Mammo?raphy and Cytolofqnm
Screening) - Mandated benefits laws are another strategy states are exploring to address the
health care needs of poor pregnant women. Rhode Island lawmakers last yedr enacted broad
legislation providing Insurance’ coverage for maternity care and Ped|atr|c preventive care.
Under the new law, which was introduced at_the request of the Lieutenant Governor, all health
insurance plans and HMOs must provide lpedl_atrm preventive care and maternity care without
deductible” or co-pay requirements.. Maternity care is_defined unaer the law to emcompass
all services recommeénded by a physician. Rhode Island is the only state of which we are aware
that enacted a mandated benefit law in 1987 specifically related to' maternity care.

Other mandated benefits laws of interest to obstetrician-gynecologists_were enacted last year
h Arkansas, California, Florida, Hawaii, lllingis, Massachusetts and Texas. The legislatures
in Arkansas, Hawaii, and Texas voted to require insurance coverage for in vitro fertilization
Procedure_s._ The Arkansas law aRpIJes to disability insurers.in that state. Hawaii's law applies
to all individual and group health insurance policies providing pregnancy-related benefits and
is limited to a one-time only henefit for out-patient expenses. “In Texas, all insurance companies
and . HMQs providing pre(inancy benefits must also provide benefits for outpatient in" vitro
fertilization procedures. 1t should be noted here that Maryland was the first state to mandate
insurance coverage for in vitro fertilization. The mandate Was approved in 1985, —

Legislation approved in Massachusetts last year requires all insurers providing pregnancy-related
benefits to also provide henefits for medically necessary expenses of diagnosis and treatment
of infertility. InfertllltY is defined under thelaw as the “"condition of the presumably healthy
individual who is unable to conceive or produce conception during a period of one year.
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Emergency regulations were _P_romulgated by the state's Division of Insurance soon after the
law's “enactment which identified the required infertility benefits and established permissible
limitations on coverage.

Under legislation enacted in California, insurers that provide benefits for mastectomy, prosthetic
and reconstructive surgery must also cover mammography screening. A new Florida’law requires
insurers in that state t0 cover breast reconstruction. And in Massachusetts, all insurance policies
and all employer health and welfare funds which provide hospital and surgical henefits must
now _provide Benefits for both mammographic exams and cytologic screening of the uterine
Cervix.

In Illingis, legislation was enacted which prohibits insurance policies from excluding coverage
of hospital and medical services for newborns,

* * % * x %

Universal Managed Health Care Systems - Perhaps the least tested among the many and v< ried
state initiatives to improve access to and availability of health care Services for the poor,
is that of state funded and manoged universal health care systems. This initiative is presently
being tested on a limited, pilot basis in the state of Washington. Washington's Health Care
Access Act was signed by the Governor in June 1987. Developed from thé recommendations
of a state commisSion, the Act is designed to meet the health care needs of 160,000 of the
estimated 400,000 Washington state citizéns who are without health insurance through a managed
care system. In 1986, Washington legislators and policymakers debated the merits of basic
health “care for all citizens, Once conSensus was reached on the desirability of such a concept
and on a definition of basic health care — no easy task — the debate centered on potential
fundlngz mechanisms _during the following year. The original plan called for both a payroll tax
and a Tax on all professional services, mcludm% phgslman services. The tax funding mechanism
was deleted, however, in the final version of the bill. Instead, funding is to come solely from
general revenues. $19.1 million was earmarked through general agprop_rlatlons for start-up
of five pilot, managed care projects serving no more than 30,000 uninsured citizens. An
emergency clause made the law effective upon enactment; however, the actual start-up of
services will occur July 1, 1988. Emphasis is on primary and preventive health care services,
with special attention “given to the needs of pregnant women and children, Eligible citizens
must have incomes at “or helow 200 percent of "poverty and must be under the age of 65.
Coinsurance rates will be levied based on individual incdme. Recent reports from Washington
indicate that start-up of the pilot projects may be jeopardized due to an increasing fiscal crisis.

* * k k x %

ADOLESCENT PREGNANCY

Laws enacted by the states last year on adolescent pregnancy were many and various. The
issue is of increasing interest to state legislators and policymakers as the Social and economic
consequences, of unintended pregnancy have become more’ visible and widespread. . Estimates
show that adolescent pregnancy” represents a $16 billion drain on the nation's social welfare
resources, not to. mention”the foss of human potential and productivity. Adolescent pregnancy
and the related issue of sex education also received renewed attention last year as a result
8f|the AIDS crisis. Newly enacted laws of interest to obstetrician-gynecologists are recounted
elow.

* k Kk k kx %

Financing Prevention Programs and Services - Connecticut, Maine, Maryland, Massachusetts,
Ohio, Tennessee, and Wisconsin allocated general revenues last year for Start-up or expansion



8

of prevention programs. In Connecticut, the governor's budget request of $1.06 million to
fund competitive grants to local governments to prevent teen pregnancy was approved by the
legislature. This is the. first time such funding has been earmarked in” Connecticut. A’pilot
program for New Britain, Connecticut was also approved last year and will provide tralnmg
In parenting skills for teen mothers and fathers. The Maine Ieftglslature appropriated $700,00
over two years to fund nonschool prevention, parenting, and teacher sex education  training
programs. ~In Maryland, a Baltimgre-based pilot Peer Companionship Project, that pairs older
teens with younﬁer ones_to tell them about motherhood and prePnanCy,. was_financed through
the state's "Health Services Cost Review Commission. The pilot project is based on two,
six-month studies conducted in 1983 and (1985, In Massachusetts, "the governor's Challenge
Fund, a teen pregnancy prevention initiative, received a $1.2 million budget allocation last
year. Ohio's State Hedlth Department received a $400,000 budget allocation for grevennon
and services pro%rams. An original proviso in the allocation that would have required 75 percent

e directed to Programs encouraging abstinence, was line item vetoed by the
governor. The Tennessee legislature, continuing™a "voting pattern of recent years, voted for
new and expanded programs in 1987. Taken ‘together, " these ,?rograms are” comprehensive,
addressing not only prevention but prenatal care, parenting skills,"and family life curricula.
Wisconsin® continuéd funding of the Adolescent Pregnancy Prevention ari ‘Services Board,
established in 1985 _to stimulate and support local” pregnancy . prevention efforts through
competitive grants. The, first summary report of the Board's activities wa? released in November
1987 and docuiments a mixed success rate of initial grants funded in 1986.

* * k% x k% %

of all funds to

School-Based Health Clinics and Sex Education - Unarguably, one of the most controversial
aspects of teen pr_egnancx IS sex education. _Controversg, about the content of sex education
and even its Iegltlmacly as been rampant since the subject was first taught in the schools.
The Alan Guttmacher Institute reports that(Pnor to 1987, three states required sex education
in the schools éMar%/_Iand, New Jersey, and the District of Columbia). Three more states
mandated sex education last year; these were Kansas, Nevada, and Rhode Island. A fourth
state, Virginia, approved a séx education mandate in principle last year and the mandats's
supporters, which" include the governor, are seeking funding to implément the mandate this
ear. All four states allow parents to withdraw their children from sex education classes and
_w?hof the stlates, Rhode Island and Virginia® require instruction on abstinence to be included
in the curricula.

Separate legislative initiatives addressm? the health needs of adolescent students were approved
in_ California, Connecticut, Massachusetts, Michigan, Mississippi, Rhode Island and Wisconsin.
California Connecticut, Michigan and Wisconsin® appropriated money for school-hased health
clinics. However, the Michigan appropriation includes a restrictive clause prohibiting abortion
counseling, referrals, and services and further, prohibits the distribution of contraceptives
on school grounds: Wisconsin's appropriation was vetoed by the governor. Mississippi established
a public héalth school nurse intervention program which includes reproductive health education
and referrals for pregnancy prevention. Rhodé Island established a pilot program for school-based
health services as well as ‘support services for adolescents. Like Michigan, Illinois" governor
and the South Carolina legisfature took action to prohibit the distribution of contraceptives
on school grounds.

In what is, certainly a new trend, several states have begun to reexamine the merits of sex
education in the context of a growing recognition of the need for public education on sexually
transmitted diseases and AIDS"in particular. \We are aware that at least seven states tackled
this aspect of the issue Iastdyear' these were Illinois, Indiana, Maryland, Nevada, North Carolina,
Oklahoma, and Rhode Island. While the new laws vary in intent; they generally require health
education classes to include instruction on AIDS transmission and prévéntion dnd the majority
proclaim abstinence as the best metb M of prevention.

* k k k x %



FAMILY PLANNING

The Alan Guttmachber, Institute reports that nearly three-quarters of the states currently provide
state fu_ndmg for family planning services. Nocable _fundm? allocations were approved in several
states in 1987, amon_? them, California, Connecticut, llinois, New Hampshire, New Jersey
and Hew York. California has the largest budget for family planning, with '$34.2 million
allocated last Year. Connecticut appropriated $455,000, and an additional $106,000 for free
and confidential pregnancy testing for poor women. New Hampshire legislators voted for the
first time to fund family planning services with a $325,000 aPp_roprlatlon. In New Jersey, the
Campaign to Prevent Unlntende_d_PregnancY was instrumental ‘in ‘securing a sizeable inCrease
over last year's budget, $1.2 million was allocated for family planning services in that state.
Lastly, the New York legislature increased family plannm? monies by $1 million, brmgln? the
total” allocation to $11 ‘million.. The increase was largely the result of the efforts of the
C_ampallg8n5 To Make New York First in Family Planning,”which has been operating in the state
since .

E R I

ABORTION

Legislation is rarely a fait accompli when the subject is abortion. Relatively few bills are
enacted as comPared to the vast number that are introduced each year in the stdte legislatures.
Moreover, enactment is no_guarantee of implementation or enforcement. In fact, these laws,
in most instances, are subjéct to gubernatorial vetoes, court restraining orders, or temporary
or permanent injunctions.

EE I S

Parental Consent - Of the four states (Alabama, Arizona, California, and Georgia) approvmgz
mandatory parental consent or notification laws for abortion last year, only Alabama's consen
law_is in effect at this writing.  Arizona's parental consent ‘law and” Georgia's parental
notification law have both been “enjoined from enforcement. These laws. were found by the
courts to he unduly burdensome, and to violate the minor's_right to a "timely" abortion and
right to privacy respectively. Cahforma's_ParentaI consent Liw has. been temﬁo_rarlly enjoined.
ATOG District IX is one of several plaintjtfs in a court action seeking to block implémentation
of the 1987 law. The new law, reportedly, was a ma*or setback for proponents of choice in
the state which, for many years, have Dbeen successtul in defeating or thwarting abortion
restrictive measures.

***-i**

Public Funding - The California and Michigan legislatures voted last ¥e_ar to discontinue public
funding of abartion services for poor women. In California, laws of this tyP_e are not new and
few have survived the scrutiny of the courts. However, the new. conservative makeup of the
state's highest. court makes such an outcome uncertain with this rewest law. In. |ch|%_an,
too, . the “political landscape has been altered. With uncanny regularity, a public funding
prohibition has been aEproved by the legislature and vetoed Dy the governor each year for
most of this decade. Last year, however, the legislature, succéeded in circumventing a sure
gubernatorial veto with approval of a C|t|zen-s_i)onso_red initiative not subject to the governgr's
action. This initiative does not take effect until April of this year and may be suspended pending
qualification of a pro-choice ballot initiative for the 1988 genéral election’in November.

* * * * k* %

Other - Pennsylvania was "the only state of which we are aware approving an omnibus
antiabortion measure last year. Thé measure was vetoed by the governor, however. Among
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its many provisions was a requirement for the woman to notify her sexual partner prior to
obtaining an abortion.

Texas lawmakers approved the first abortion regulation law in that state since the 1973 landmark
U.S. Supreme Court decision legalizing abortion. The 1987 law imposes strict requirements
for third trimester abortions, prohibiting them except in cases of life endangerment or fetal

abnormality.

lastly, an unusual abortion measure was debated in the lllingis legislature last year which
would have amended the state's R|%ht of Conscience Act to allow pregnant women to refuse
diagnostic testing to detect fetal abnormalities where such testing may result in an abortion.
The proposed amendment to the Right of Conscience Act would have permitted physicians
to refuse to [oerform diagnostic tests to detect fetal_abnormalities. The measure was passed
by the legjslature, but vetoed by the governor. The legislature subsequently attempted,
unsuccessfully, to override the governor's véto. A "total veto™ was sustained.
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Executive Summary
Punxxe end Pttii Sources

The pur%ose of this study waa to_descn_li_e the numoer and characten%t_ms of
American_ women «\nd couples wno need infertility services and the avatlapility of
medical infertility services from grlva_te physicians, family planning clinics and
sgeCJahzed mfer{;lhty c?nters_. ecial attention was. |ven_fo the needs and
Service access Pro lems of low-income women. Meed for ififerti |tly Services was
estimated from the Rational Survey of Family Growth, (SSFG), Cycle H I, conducted
b éhe Rational Center for Health’ Statistics, .DHHS, in which afmost. 8,000 _women
aged 15-44 were interviewed in 1982 about their reproductive histories. The
availability of infertility services provided by private physicians was assessed
from daw collected from some 2,200 0ffice-hased physicians ‘of four specialties
(general/family practice, o stetncs/gynecolo% eneral sur?ery and urolog 5
surveyed by The Alan Guitmacher Institute in 19837 Other data on infertility
seryices were obtalne(i from a naURnaA s%rat,n‘led sam(}j)le survey of 508 os}{mals,
health departments, Planned Parenthood affiliates, and other agencies which have
g%wtl(le);splannmg clinics, and from a survey of 19 specialized infertility treatment

r.IndInifi
Fecundity status and need for services

e 3591 of i*omen (couples) of childbearing age hava facundity _impairments:
17511 are surgically starilizad for contraceptiva raaaona, 7.8% ara
surgically starile for othar reasons, 1.7% ara nonsurglcally( starile, 2.8%
ara subfacund, 4.0% say it would be difficult or dangerous to carry a
pregnancy to term, and 2.1% are_classified as "long-interval™ (married for
[1)2reg]ﬁgtr?ts) or more without practicing contraception “and without becoming

e Blacks and Hispanica differ little from other women in fecundity impairment
except thiit they employ contraceptive sterilization (their own or their
partner's!) less” than do other women.

e Because they arm younger, low-income. women ar<i. less likely than other women
to have %nc nJ|tyy|mpg|rments. Me§|ca| recipients are s¥m nar to other

women in viim percentage with fecundity Impairuants.

e Regional nnd motropolitan/nonmetropolitan differences in fecundity status
are minor.

e Of women tfho want to have children }or want more c_hildreng, 25% hava
fecundity Impairments, including 14% who are surgically sterile (half for
contraceptive reasons).

e 6.5% of women }cou les) have fecundjty impairments which are possibly
freatable; 4.5% also went (more) children end are_therefore considered to h«
in need of infertility services. A total of 2,417,000 women (couples) need
services, including 1,082,000 who perceive themselves to be subfecund
530,000 who are non-surgically sterile, 806,000 who ere "long-interval.*

e [t is the women who needs treatment in 50% of the couples needing
Infertility services and the men in 10%; in 39%, it 1s not knownwhich
partner néeds treatment,



15% of those needing services have low income (under .150% of the federal
Q\O/erty t]evel). Atgmost on -tﬂm? cf these aré rN/Iedlcam[)-_ehg|tt])(ie Race and
0

. € | . . | .
ispanic background hava no_association with needing services, although
low-income woman arc less likely than wealthier ones to be in need.

About half (49%) of those in need of infertility care have already received
some professional attention - 33 percent have been treated arid 16 percent

have re?elved advice only. The remaining 51% represent unmet need for
infertility servicer.

ArEon those needing services, bJacg women and Iorv}\]/-income men are Iesa
Ikefy than_others to have received services. These results suggest that

|
low income is a significant barrier to obtaining infertility sefvices.

Of those who have received infertility services, 78% did so most recently
from private physicians or medical gfoups, 12% from hospitals, 2% from
family planning “clinics, and ™ from other types of clinic.

e from the cou_gles who need infertilit)(] care as described apove, there
?_re 882,000 in which one OB both par(tjners ave been sterilized but would
Iko the sterilization to be reversed.

A fw I hg have b t tively. llized
oot T BEER SRt ot B Py 0. "BHE DEeD ot 2r Pl Ry
among blacks, Hlapanics, poor women, and Medicaid recipients.

Infertility services provided by private physicians

€

Rationally there are 45500 private physicians in the four specialties
surveye(} zvhq prov%e_a_t Ieas? some |ﬁqgrtc|ﬁty servhlces: 1§,p500
general/falm|I_ytpract|t|oners, 20,600 ob/gyns,” 1,400 general surgeons, and
6,200 UIOI0QISTS.

80% of these provide at least one specialized infertility test or treatment,
most commonly closdphene administration or hystarosalpingograms. e
tests and, tréatments asked about, the least commonly provided were male and
female microsurgery and artificial insemination by donor, provided by
J,000-8,000 physicians.

According to the physicians' reports, thek/_ see a projected national total of
1.550.00 Infertllltly atients a year, e_?_ mates from the HSFG indicate that
950.000 woomq. (COUpTes) received, Inferti It¥| care in 1981,.the most recent
source of-care bem% a. private phgsman. ost physicians serve only a few
patients a year. (The median number is 12.)

Almost all physicians refer patients they cannot serve; however, % of
physicians who treat |nfer_t|I|t3/_ roblems sometlme% do not refer because tha
coSt Is pronibitive to their pdtients, laboratory facilities are inadequate,

or needed treatment is unavailable.

Although 45% of ?hysicians in the specialties surveyed provide infertility
services, only 21% accept Medicaid patients and only 6% are willing to vary
their fees for low-income patients.



Infertility services provided by fsadly planning aganclas

» 70X of all family planning agencies provide at least some praliminary
infertility services other than counseling, Such services are most "Likely

I I likel health
éepartr%onv'sded by hospitals and least likély to be provided by healt

e OnIy a mrnorrt (37%3 provide an Eecrah'zed tests or treat ent The ones
?ost commonly Erovrd d are enefic counse ng and screenrng 3
clomiphene drug therapy (15%) and sonography” (1

e 9% of agancrea refer patients for whom they are unable to provide needed
Services, Lrsua y 10 grrvets physicisns, next most often to hospitsls, and
next to infertility centers

e 39% of alLl famrl plannin aé]encres use Title X funds to provide infertilit ¥]
services, and acce t icaid for th ose servrc?s Of the agencres Whic
treat mfertrlrty 83/0 serve a magorrty of infertility patients at t reduced
fee, at no charge, or under Medicaid

Infertility services provided by specialised centers

e Most infertrlm %atm?nt centers orovrde e full rar[}]%e of procedures and
treatments, althou ew serve only women or only men.

e Over three-fourth the centers. charge. full fee to a majority of
patrrents Abcut% (” accspt Meércarél %ermHursement ancT sjmatl)er proportions

Use various public sources such as state end local funds and Title X to
subsidize their services. Only 16% will reduce their fees to loir-income

patients.
Availability of ssrvicss - conclusions

e Fo[ couples with goeqfucts financial resources |nfert|I|ty services. are
re atrv%r availa rom privets p gfsrcrans sri Elemented by hospitals,
Infertility centers and other source medical tare

e Infertility. services era Irfss available to_low-income couples as evidenced
by the finding that e smaller proportion of low-income than of other women

nueding services have received medical attention for their infertility
prOblem ltr*t ® - yr m

e Famrlly pIannrng agencres and presumably publrc hosé)rtals as well as a
minority sigians who acceg Me |ca|d or reduce their fees are
imp ortant |n oviding praliminary infertility services to low-income

woman Because of the |ntr|nsrc cost and tha lack of reduced-fee services,
low-income woman face serious financial obstacles to obtaining specialized
or complex infertility services.
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Infertility Services Project final Beoorfc
(FPR-000037-01-0)
|- Introduction

The purpose of this study is to describe the extent to which medical
services are available to those in need of infertility services, especially to
low-income and Medicaid-eligible women. The study has three components: (1)
estimation of the need for infertility services (defined us the number of
women of reproductive age who are infertile because of impairments in their
own or in their partner'r fecundity, whose infertility problem is medically
treatable and who wish to have a baby); (2) estimation of the extent to which
women with fecundity impairments have received infertility serlices and
differences by poverty status and other demographic characteristics, and (3) a
description of national, regional and metropolitan area availability of
infertility services from private physicians and family planning agencies, and
of national availability from specialized .Afertility treatment centers. This
information will be used to identify the additional services, if any,
necessary to reduce the unmet need for infertility services.

Several national data sets were analyzed to determine the need for and
availability of infartility services. Estimates of the need and unmet naed
for infertility services among poor end nonpoor women of reproductive age were
prepared from Cycle 111 of the Rational Survey of Family Growth (RSFC)
conducted in late 1982 by the Rational Center for Health Statistics.
Information about service providers comes from three Alan Guttmacher Institute
(AGI) surveys: 1983 AGI Survey of rivate Physicians, 1984 AGI Survey of
Family Pianning Agencies & ? tility Sarvicaa, and the 1984 AGI Survey

of Infertility Treatment Ct.. .,1I.



The first section of the report describes the methodology of data
collection and analysis for each data set used. Next are \h« study results
and tab]as, which describe the fecundity status of women 15-44 years of age
and the need for and use of infertility services by all women. The
availability of infertility services from three types of medical providers is
examined. The providers studied include private physicians, organized family
planning agencies, and specialized infertility treatment centers. The report
concludes with a summary discussion of the ayailablity and accessibility of
infertility services and the implications of the findings.

The tables are numbered separately for each section of the report. The
prefix "H" in the table number refers to the methodology section, "W" to data
on women from the National Survey of Family Growth, "P" to the survey of
physicians, "A" to the survey of family planning agencies, "CMto infertility
centers, and "N" to a comparison of the need for services with the

availability of providers,



I1. S™igdoloty
The Alan Guttmacher Institute (AGI) conducted three surveys of public and
private health care providers to ascertain their infertility service policies
and practices. This information was used to complement the findings from a
special analysis of selected questions ahout fecundity, infertility, and use
of infertility services abstracted from the 1982 tfational Survey of Family
Growth. Below is a discussion of each data set, the analysis conducted and

cautions for interpreting the findings for esieh data set.

A. Private Physician Survey

The information on the provision of infertility services by private
physicians comes from data collected in the 1983 AGI Survey of Private
Physicians. During tha summer of 1983, the AGI conducted a national survey of
private physicians to collect information on the provision of reproductive
health care services, including infertility services, through the private
medical sector. A random, stratified probability sample of 571 general/family
practitioners, 686 general surgeons, 1,290 obstetrician/gynecologists and 662
urologists was selected from the American Medical Association (AMA) master
file. JV The AMA's master file includes all U.S. physicians, regardless of
their AVA member status, and is updated continuously. The sample selected
included only physicians not employed by the federal government and with
office-based practices in any of the 50 states or the District of Columbia in
December 1982.

The questionnaire was designed to ascertain whether physicians provided
specific services, their referral and fee policies (including acceptance of



Medicaid reimbursements), the number of p?tients served and general
characteristics of the physicians' practices. The questions were modified for
each group of physicians to cover only those services pertinent to their
speciality (see questionnaire in Appendix A).

Questionnaires were initially mailed to the general/family practitioners,
general surgeons and obstetrician/gynecologists during the summer of 1983.
Numerous efforts were made to contact nonrespondents. First, questionnaires
were sent two more times during a four-week period, after which random samples
of remaining nonrespondents were interviewed by telephone. A fourth
questionnaire was mailed to all nonresponding general/family practitioners and
obstetrician/gynecologists and to 40 percent of nonresponding general
surgeons. Finally7, during the fall, all remaining nonrespondents were
contacted by interviewers using an abbreviated telephone protocol; physicians
were asked only if they were stilx in private practice in their respective
specialities, if they provided the services under review, and if they were,
whether they accepted Medicaid reimbursement for those services. Urologists
were surveyed initially in the fall of 1983. All nonrespondents were followed
up with two additional mailings; telephone calls were made to all those who
did not respond-to either follow-up sailing.

Cf the 3,209 physicians initially surveyed, 515 were subsequently excluded
from the study bocause it was found that they had retired or died or were
listed under incorrect addresses or specialties (see Table M-I). Eighty-three
percent (2,247) of the remaining 2,694 eligible physicians responded to the
survey. The response rate was highest among urologists (89 percent) and
lowest among general/family practitioners (79 percent); 83 percent of general
surgeons and obstetrician/gynecologists responded as well. The proportion of
physicians who responded differed little across the four regions.



So pattern of difference was found between respondents and nonrespondents
In age, region or metropolitan status of practice, board certification or type
of practice (solo, group or partnership). Similarly, few differences were
found between physicians i answered the full questionnaire by mail or phone
and those who answered the abbreviated telephone survey in the above charac-
teristics, in whether they provided specific services or in whether they
accepted Medicaid.

Responses were weighted to approximate the national distribution of
physicians in the four specialities by region of the country and metropolitan
areas. The AGI used the distribution of the sampled physicians to estimate
the regional and metropolitan distributions, because the AMA provided
estimates of the number of private physicians in office-based practices
nationwide only. Table M-I shows the estimated universe, by specialization
\rd region, that the sample represents.

The analysis consists of two steps. In the first, estimates are made of
the number and proportion of physicians who provide no infertility services,
preliminary infertility tests and procedures, and specialized services, by
specialty within the four regions and metropolitan and nonoetropolitan areas.
The second step is th describe the policies of physicians who provide
infertility services: their fee policies for low-income patients, whether they
accept Medicaid reimbursements, their referral policies, and the number of
infertility patients served annually.

Confidence intervals for the proportion of physicians providing a specific
service or having a certain policy have been calculated as illustrated in
text Table A below for each specialty. The confidence intervals are largest



when the proportion is around 0.5, so this proportion is used in the
illustration. Tha formula for standard deviation takes into account tha
proportion of tha universe of physicians that the respondents constitutes;
these proportions dlifer widely for each physician specialty surveyed.

The chances are 95 out of 100 that a sample estimate of 50 percent would fall
within 10 percontage points of the actual percentage for general/family
practitioners and general surgeons, and six and eight percentage points,
respectively, for obstetrician/gynecologists and urologists.

Table A: Estimated standard Deviations and Confidence Intervals for Bach
Physician Ipecialisation

95%

_ Standard Confidence
o Universe Respondents deviation* Intervals**
Specialization (H> (n) _ (P-.5) (0«.5)
e General/family
practioners 49,879 355 026 45-.55
e General surgeons 23,100 448 023 A45-.55
e Obstetrician/
gynecologists 21,422 931 016 A47-53
e Urologists 6,675 513 021 46-.54

* Standard deviation m (l-0) x 1 - {1/
n

** Confidence intervals me?2 standard deviations.

B. Family Plamina Agency Survey
The information describing family planning agencies' provision of
infertility services is fro* data collected in a survey designed and fielded



for this study. During the fall of 1984, a questionnaire on infertility
services provided by family planning agencies was deiiigned, using questions
similar to those asked of private physicians and adding more detailed
questions about sources of funding, restrictions on the provision of services,
and preliminary infertility care. The questionnaire was pretested with 19
agencies, and five provider specialists were consulted about the scope of the
survey. The pretest results and other comments were reviewed and the
questionnaire was finalized and printed in January 1985. (See Appendix B for
a copy of the survey).

From the original universe of 2,454 family planning agencies in the United
States, a minimum of 400 responses was needed for adequate description of the

provision of infertility services by agency type and by region (see text Table

B below, columns one and two).

Table B: Family Planning Agency Survey Sample Estimates

Proposed Estimated  Actual

Minimum Final Mail Mail

AggnéjL-1XML Saanle Response  Responses

« Total agencies 2,454 400 768 426 508
» Health departments

agencies 1,419 100 157 90 130
» Hospital family

planning agencies 272 100 212 98 108
* Planned Parenthood

affiliates 181 100 145 129 135

» "Other" type agencies 582 100 194 109 135



A recent AGI survey illustrated that the response rate to survey requests
differs by agency type. £/ Using these estimated response rates to identify
the sample needed to obtain the goal of 100 responses from three mail
requests, a sample of 768 agencies was estimated to be necessary, an increase

from the 600 agencies estimated in the proposal (see column three). This
sample was estimated to yield a minimim of 426 survey responses from three
mailings (as shown in column four). The sample was planned to provide at
least 100 respondents from each region,

Sampled agencies were sent questionnaires in January 1985. Three weeks
later, all nonrespondents were sent a second request and, within three weeks,
remaining nonrespondents received a third survey request. By April, the
minimum number of responding agencies for each agency type and region had been
received. The telephone follow-up planned for nonresponding agencies proved
unnecessary; allotted staff time was used for obtaining information from
agencies which had returned incomplete surveys. At the close of data
collection in May of 1985, 508 agencies had responded (see Table M-2), 25
percent more than the minimum number needed for the analysis (see column five,
text Table B).

As a result of the three mail requests to 768 agencies, nine agencies were
found to be ineligible!, these agencies had closed, merged* were no longer
providing medical family planning services or had no forwarding address (see
Table M-2). The ineligible agencies were deleted from the sample and from the
universe. Of the remainder, 508 agencies responded and 251 agencies refused
to participate or m»'er responded to the mail requests.

Forty-five percent of the responses came from the first mail request (see
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Table M-3); 37 percent came after tha second request, while the third request
yielded only half as many responses. Of the four types of agencies surveyed,
Planned Parenthood affiliates were most likely to respond to the *irst
request. Hospital and health department family planning agencies were more
likely to respond to the second request than to the first, which may reflect
the additional time such agencies might need to complete survey requests.

Overall, 67 percent of the eligible agencies responded, but the response
rate differed widely by type of agency and less so by region, as shown in
Table M-4. Planned Parenthood affiliates had the highest response rate, 94
percent, while hospital agencies were the lowest at 48 percent. The agencies
in the four regions differed by no more than 11 percentage points in their
response rates (61 to 72 percent). The percentage of agencies responding
among the four regions overall and for each agency type did not differ
significantly, except for the ‘'oth*7* typi of agencies, %/here those in the
Northeast and Northcentral were more likely to respond than were those in the
South and West (88 and 74 percent, vs. 62 and 66 percent, respectively). No
statistically significant differences existed in the response rates of
metropolitan and nonmutropolitan agencies. Finally, nonresponding agencies
averaged smaller annual patient caseloads than did responding agencies. It
was concluded that little response bias existed that might affect the planned
analyses other than differences related to agency size.

Table M-5 shows the number and percentage distribution of responding
agencies by agency type and region. In the analysis, agencies were weighted
by agency type and region to represent the 2,445 eligible family planning
agencies operating nationwide in 1983. Table M-6 shows the number and



percentage distribution of all agencies in the U.S. across the four regions.
The weights are Listed in text Table C, below.

Table C: Vuabers Used to Weight Respondlng Ttadiy Planning Agencies to
Represent the Univeérse of Agencies, within Pourlegions

Axency Type
ealth y P

_ _ depart-  Planned Other
Reaion Hospitals  ments Parenthood  types
Northeast 1.83 13.00 1.34 3.51
Northcentral 2.15 9.94 1.29 4.11
South 2.40 14.75 1.42 4.96
West 2.45 9.56 1.29 4.69

(Universe/ respondents » weight within region by agency type)

The analyses consist of two steps: the first step is to describe
nationally, by region and by agency type the number and proportion of
agencies, that provide no infertility services, counseling and referral
services only, preliminary infertility tests and procedures, and specialized
infertility services. These classifications reflect the Title X definition of
levels of infertility services. 3/ The second step is an analysis of the
agencies that provide infertility tests and procedures, to describe
nationally: the kinds of services provided, restrictions on the provision of
these services, the average fees charged for selected procedures, sources of
income for infertility services, fee policies for serving low-income and
Medicaid patients, acceptance insurance reimbursement, and the number of male

and female infertility patients served annually.



Confidence intervals for proportion of agencies providing a specific
service or having a certain policy have bran calculated, as illustrated in
text Table D belov:

Table D: Estimated Standard Deviations and Confidence Intervalsi for Each
Agency Type

, dumber Standard 95% Confidence

Universe  of Responses Deviation* Interval**
Agency. typ e (> (n) (for 0-.5) (for p».5)
Health department 1,419 108 044 A1 - 59
Hospital 210 130 032 A4 - 56
Plenned Parenthood
affiliate 180 135 022 A6 - 54
Other type 576 135 038 42 - 58

* Standard deviation g(l-p) x i-a
v N \' A

**Confidence interval » + two standard deviations

The confidence intervals are largest when the proportion is around 0.5, S0
this proportion is used in the illustration. The fonula used takes into
account the proportion of the universe of agencies that tha respondents

constitute.

Twenty-one infertility treatment centers were selacted to be surveyed,
having been identified in the AGI Private Physician Survey as sites where
physicians referred patients. The infertility services questionnaire sent to



family planning agencies was revised to be used for infertility treatment
centers. More detailed questions about specialized services were added to the
center survey, “ind questions specific to the family planning agenc'es were
deleted (see questionnaire enclosed as Appendix C). Three infertility
provider specialists were consulted about the revised questions, and the
survey was finalized and printed in-house.

In Winter, 1985, all 21 facilities were riailed a questionnaire, a stamped,
retum-mai.l envelope and a brochure describing the Institute. Three weeks
inter, nonrespondents received a second request; a third request was sent
three weeks later. The eight regaining nonresponding facilities were
interviewed by telephone. Two refused to participate, and none were found to
be closed or otherwise inappropriate for this survey. The 19 respondents
represent 91 percent of the selected sample.

For the analysis,, the survey findings were tallied to provide descriptive
information on the range of services provided, the number of patients provided
with various services, the cost to patients for selected procedures, the
centers' financial policies and sources of income, their restrictions and
their referral policies. Ho estimates are available to weight the sample to

the;universe of treatment centers,in fhe United States.

D. Estimation of tha feed and Ur»»t lead for Infertility: 8sgy.ic.ta
Estimates of the fecundity status of American women, the need for
infertility services end the number of woman who have received services ware
based on the National Survey of Family Growth, Cycle 111 (HSFG), conducted in
1982 by the national Center for Health Statistics, DHHS. In tv.ie survey,



women 15-44 years of age were interviewed, regardless of their marital
status. Between August of 1982 and February of 1983, interviews ware
completed with a multistage area probability sample of 7,969 women 15-44 years
of age in the noninstitutional population of the conterminous United States,
obtaining a 79 percent response rate. Written parental consent was required
to interview minors, which means that two people - the respondent herself and
her parent or guardian - ‘ould refuse the interview. The response rate for
ever-married woman in Cycle 11 was 81 percent, while the rate for
never-married women was 75 percent. Black women ware oversampled, as in
previous cycles of tha NSFG, and teenage -fomen were also oversampled. In all,
about 4,600 white and 3,200 black women were interviewed. Sample sizes by
marital status were about 3,300 never married, 3,600 currently married, and
1,100 previously married. This survey asked women about their birth and
pregnancy history, family planning practices, sources of family planning
advice and services and utilization of various methods of family planning.

The NSFG staff has carefully checked the data and computed many of tha
variables which are based on several different questions, where possible, the
variables computed by the NSFG staff were used in the present analysis. The
amount of missing information on most individuals items is low, and the NSFG
staff has imputed values where information is missing. The imputed values are
based on other correlated items with available data. The imputed values were
used in this study to facilitate projection to national totals.

According to the NSFG manual, the major limitation of the data is the
underreporting of abortions. 4/ Since about 18 percent of all pregnancies

were unreported due to the underreporting of abortions, the number of women



known to be fecund may be underestimated by as much as 18 percent. Other
fecundity statuses were therefore overestimated, especially the "fecundity
unknown" categories. The number of women classified as "long-interval”
6ubfeeund may also have been overestimated. The problem would be minimal
among white inmen, however, since little or no underreporting of abortions was
observed among white married women. Some underreporting of abortions occurred
among black married women, but since only a small proportion of women are
"long-interval," the error would have only a small effect on thr. analysis.
Standard errors were calculated for all estimates and proportions used in
the analysis. Equations published by the NSFG were used to calculate the
standard errors 'see Table M -). Estimates with relative standard errors (the
standard error divided by the estimated value) of 30 percent or more are
marked in the table* with an asterisk (*). T-tests used to test the
significance of differences in proportions, calculated as suggested in the

NSFG manual. (See Table M-7 for the formulas used.)



Table M-tl: ftaaber of Phpalclena In the United Itetee Sealed for the 19S3 *01 Doctor Survey: Reepeodli*. Ronresponding end Ineligible Physicians
end Percentage Reepeadlag to the Survey, bp Speciallcation and Region

.................. IP ttlililStlO B leelon

Obetetriclen/ Cenerel/Peallly General
Response Status Totsl Gynecologists Prsctltloners Surgeons Urologists Mortheest South Ueat
Universe 101,100 21,400 4*,100 23,100 4,700 20.900 24,900 33.200 22.100
Totel loaple 1.1M 1,2*0 S71 454 442 70S 747 1.095 459
Respondent Physicians 2,247 eS| 355 440 513 445 543 4 455
Ikecrespondent Physicians 447 1*5 U 94 42 100 95 144 St
Ineligible Physicians SIS 144 120 144 S7 143 109 147 114
Psrcsnt rsopondents . .
ere ef eligible phpelclens N an In In SN S2X S% S3i V]

02040-7



Table M2: Humber of Fanlly Planning Agencies In the United States, Humber Stapled for the Survey,
and Besponee, by Agency Type uv'j flagion

4dm 7 Type

Besponse _ Heaﬁjtw PYzfnned Borth- nortl?—aalon .
ftdtmf Total Hospltal Depart.  Parenthood Other eset central  South liaei
Universe 2.454 212 141% 181 582 323 413 1,285 433
Total Aaspls 748 272 \57 145 194 202 143 245 158
Bespondent agencies oM 130 IOM 135 135 138 114 149 105
Honrespondeat agencies 251 140 49 9 53 41 44 9 50
Ineligible agendas* . 2 0 1 4 3 1 2 3
Percent respondents ara

feligible agencies 41% 4th m 94% 12% 49% 2% 41% 48%
* 8 le agenci ? nf ? agencies that bed closed, Merged, or bad no rewarding address, or are no longer

nodica anming services.



TabU M 3: Parcaetago Diatributloa of BoapooOUg Twillp Flaaaing Agooclaa by Mailing, Acr.orOLLg to 4gao«7 Typo ami Bagloo

faaacr Xm *

Maalth Plannod talor

IHil IMMHt - Islil Moaaltal « Daaartaant  Parantbood Othor Morthaaat  tortheantral
Total 1001 IOM loot 1001 100% ion loot
Plrat lulling 45 M 14 41 47 49 53
Sacool Mailing 37 37 a4 32 35 33 31
Thirf Hailing 18 25 t 22 7 18 18 14
a- SM 130 108 135 135 138 114

Koto: Tha Biatrlbutloo of Bgaacloa la of ollglblo roapoading aganclaa; all aganclaa foun4. wbao aurvayatf, to bo aargad,
cloao4, or no loagar providing ao4lcal aorvicoo uara countoO aa laollglblo m 4 4olato4 froa tbo aa”lo.

* |U tlatlcallf jlgnlficaob 41lfforoxco la porcaataga of aganclaa by calling (p <.05).

Sooth

loot

37

149

Uaat

loot

37

17

105



Tabls M-4: Percentag* of r/]Xge cies Located In Metro ollAtan Areio an(f E}ntEaclg 8f F?urd RfeglorFlzs Tha}j
3p&nonres %n n?g E;Ves C|es %)?a/gélébscon verage Annual Patient Caseload for Responding
_____________________ FHe0ey TP beaith Pranned

Ch*figi9ttltiCB IS A i--—mmmmemmmmeme - Hg»Pim - EUPactaent Parenthood___ other
Total* 41% 41% 49% 94% 2%
Metropolitan Status

Metropolitan 44 47 10 94 /1

Nonaetropolitan 49 57 44 93 13
Btalgfl

Northeast 49 55 100 92 88+

Northcentral 12 44 9 97 74

South 41 42 41 89 42

Nest 44 41 95 97 64
AYttIflt PatUnt CiBtlglfl

Respondents . 3.571% 2,031 2.108 1.864 1.932

llonrespondsnts 1.721 1.974 026 4.430 1.421

-« Statstically sianieant dnes BeveEn the SOERRLAUPES ft i

agency type (p <.09)



Muaber and Percentage Distribution of Family Planning Agencies Responding to the 198A ACI Family Planning Agency

Table M-5:
Infertility Service* Survey, by Type of Agency
»«Eef - Percentaie
Health Planned Health Planned
Benlon mTotal Hospital Department Parenthood other Total Hoaoltal Department  Parenthood Other
H n ™ [ ] [ ] X X. X X X
Total 501 130 104 135 135 100 100 100 100 100
Hortheaat 13t 44 2 35 37 27 49 2 24 27
morthcantral It 24 14 3a 34 23 20 15 28 27
South 149 20 72 31 24 29 15 47 23 19
Uaat 105 20 la 31 34 21 15 17 23 27



dumber and Percentage Dlatrlbut lon of Agcnclea In (he Unlverae (or the 1984 AC] Really Planning Agency Infertility Servicea, by Type of Agency

I.tl.lc 11-6:
Muaber Percentage
Health Planned Health Planned
Ri-glon Total lloapital Department Parenthood Other Total lloapital Department Parenthood  Other

H N M N N Zz z 4 z z
lota! 2,445 270 1,41* 180 576 100 100 100 100 100
Nort heaat 120 117 26" 47 110 n 41 2 16 21
llort hcentra 1 412 16 IS* 49 148 17 2 n 17 26
South 1,281 48 1,062 ¢ 44 129 51 18 IS e 2
Ueat Al0 49 172 # 40 169 18 18 12 2 29

bote: The unlverae haa been ndjuated, clInimating thoae agencies found, whan aurveyad, to be Mrged, cloaed or no longer providing acdlca'l aervicea.



Table H-7: Formulas Used to Estimate Standard Error*, Belative Standard
Error*, and Statistically Significant Differancea Between Two
Estimates, Prepared Ualng Weighted MSFC Data

1. The ata. dard .itoc of an estimated percentage Is calculated as follow*:
SE(P')  B*P'd-PM D

P* * the percent
X* -t the number of women In the denominator of the percent
B m21,304.4134 for women of all marital statuses, all race* and white
39,809.1677 for ever-married women
17,606.8833 for never-married women
6,346.0487 for black woman
13,862.1044 women aged 15-19
The chance* are about 95 In 100 that a sample estimate would fall within
two standard errors of the actual proportion.

2. The relative standard errors of a statistic is the ratio of the
standard error to the statistic and is expressed os a percent of the
estimate, as follow:

BSI (P*) - SI(P')r(P*)

Statistics with relative standard error of 30 percent or larger are viewed
to be unrelleble and are so indicated in this report with an asterisk (*).

3. The t - statistic used in this analysis ap(P,rOX|mates the students' t
distribution under the null hypothesis ‘of no difference between the
parameters estimated by Pl and P2 against a two-sided alternative. The
formula is as follow:

t - n
V(SE (P1))2 * (SI (P2))2

With large sample sixes as in the tfSPG, a 4 value >1.96 is statistically
significant at the .05 level, two-tailed.



I1'1. Woatn.fry Their Fecundity Status and Weed for Infartility Strvicu

This section describes the fecundity status of U.S. women according to
demographic characteristics of the women. The proportion with possibly
treatable fertility problems is estimated according to the type of problem, as
are the proportions who need services and who have received them. Finally,
the proportions of those surgically sterilized who would like more children
and who would like to have the sterilization reversed are shown.

A. Classification by Fecundity Status

The fecundity status of U.S. women and their need for infertility services
were estimated from the National Survey of Family Growth, Cycle 111, 1982,
(See Section Il. D. above for methodological details.) All woman aged 15-44
years cf age were classified into one of nine categories of fecundity status:
(1) known fecund; (2) fecundity unknown, contraceptive user; (3) fecundity
unknown, nonuser of contraceptives; (4) fecundity unknown, not sexually
active; (5) surgically sterile for contraceptive reasons; (6) surgically
sterile for nohcontrfefce$t!foe;rejUoni; (7) nonsurgically sterile; (8) perceived
subfecund (difficult to become pregnant); (9) difficult or dangerous to carry
to term; and (10) long interval. The classification of women's fecundity
status was done hierarchically in the order given below, since some women have
characteristics applicable to more than one category. The complete
classification, with numbers in each category, is shown in Chart 1.1.



l. Subfecund or Infecund

a. surgically Starile

Thia category includes 13,684,000 women who have had sterilization
operations or whose current husband/partner (hereafter referred to as hushand)
has had one. This was ascertained from the answers to three questions:

LoIs it ﬁossmle or impossible for you (and your husband) to conceive
a(another) baby?

2. Have you (or your husband) had an operation, or more than one
(()tperattr|1onj that makes it impossible for you to conceive a(another) baby
ogether)?

3. What kind of operation, or operations, did you (or your husband) have
that makes it Impossible to have a(another) haby?

This surgically sterilized category is subdivided into whether or not the
sterilization surgery was for contraceptive reasons. This division is based
on the women's response to an additional question:

U S PSR S 1

Of the surgically sterile, 9,443,000 (69 pwrcent) were for contraceptive

reasons.
The surgically sterile are further divided into those who had tubal

ligations or vasectomies (10,004,000) and those who had hysterectomios or
ovariectomies. The latter are irreversible, while tubals and vasectomies can

sometimes be reversed by microsurgery.



b. Monsurgicslly Stsclla

This category covers (893,000) women who stated in the first question
above that it was impossible for them (or their hushands) to hava a baby, but
the reason WaS menopause, an accident, or illness, and not sterilization

surgery.

c. Perceived Subfecund
Woman were classified as perceived subfecund (1,299,000) if they answered

affirmatively to the question:

Is there any problem or difficulty for you gand your husband) to
conceive or-deliver a(another) baby (after this pregnancy)?

and gave one of the following as the reason it would be difficult:
a) respondent has physical difficulty getting pregnant,
b) difficult for the "hushand to father child, or

¢) ether reason difficult.

d. Difficult/Dangerous to Carry to Tana

This category includes (2,140,000) women who did not say they were sterile
or subfecund but said it would be difficult to carry a pregnancy to term,
dangerous to become pregnant or to carry a pregnancy to term, or had been
advised by a doctor not to become pregnant. These women said:

. It would be difficult for them to conceive or deliver a baby, and the
reason it would be difficult is that éa) it would be difficult to carry
Bregnancy a full 9 months, (b) it is dangerous for the respondent to
ecome pregnant again, or (c) it would be dangerous for the baby,

or,

2. A medical doctor has advised respondent never to become Pregnant
(again), and the reasons ere that it would be dangerous for the

respondent, the baby, both, or some other reason.



These women are unable to have a baby but are not infertile, that is, report
no problems related to conception. Therefore they do not need infertility
care as usually defined. However, treatment other than infertility care might

be appropriate for some of these women who wish to have more children.

e. Long Interval
This category includes (1,135,000) currently (formally or informally)

married women who are not surgically sterile, do not report problems related
to conceiving or carrying to term, &nd who during 12 or more months of
continuous marrisge before the interview, neither practiced contraception nor
reported a pregnancy. Without further information, these couples were
presumed to be infertile but may be able to conceive in the future. Various
periods of time of exposure to tho chance of pregnancy with no pregnancy
occurring have been used in past analyses, ranging from 12 to 36 months. A
longer period is a more appropriate indicator of true infecundity, but many
couples seek services after as short e time as 12 months. Therefore, the
shorter period was used in this analysis. Hot included in this category are
unmarried women who have not practiced contraception end have not become
pregnant. These women are excluded because of uncertainty about their

exposure to Intercourse over the time period.

2. nsunl«_Bigafl
Most women (34,728,000) of reproductive age have none of tha above

characteristics and were classified as known fecund (10,562,000) or fecundity
unknown (24,166,000). All women who were not ilready classified as subfecund

or infecund and who had experienced a pregnancy within the three years prior



to the interview were classified as fecund. Because they dLd not report any
problem* in conceiving or carrying to tens, and because they were recently
pregnant, they are presumed to be capable of having another baby. This is a
minimum estimate of the number of known fecund women because of underreporting
of pregnancies ending in abortion, particularly among unmarried women. The
underreporting of abortions could mesn that the number of fecund women should
be adjusted upward by as much as 18 percent. This adjustment was not made
because of uncertainty about the exact correction factor to use for the "known
fecund" category and the other categories affected.

3. rtswriin:.vntattra
a. Fecundity Unknown, Contraceptive User

This category includes (11,687,000) women who ere not classified as having
impaired fecundity, did not report having been pregnant during the three years
prior to the interview and ara currently using reversible contraception.

Their use of contraceptives indicates that they consider themselves to be
capable of conceiving, but in fact their fecundity status is not known.

b. Fecundity Unknown, loncontraceptive User
This category includes (4,937,000) women who are not classified as having

impaired fecundity, did*hot report having been pregnant during three years
prior to tha intarviaw and ara saxually active but not currently practicing
contraception. Thair period of nonuse of contraceptives was less then one
year ("short interval), or they were neither formally nor informally married

and are therefore not eligible to be classified as "long interval."



c. Fecundity Unknown, Hot Sexually Active
At women who have never had sexual intercourse and who do not report

problems that affect conceiving or carrying to term and are not nonsurgically
sterile are classified as fecundity unknown, not sexually active (7,542,000).

In addition to those who have never had intercourse, this category includes
women nrho had intercourse before their first menstrual period but not since,
and those who are under age 25 end have had intercourse only once.

4. Ssiwir.li0g-ta-_Qthw Fecundity Statue Clarifications
Various definitions of fecundity status have been used over the years to

describe the population and to make best us* of whet date were available. Tha
classification of fecundity status presented her* is more detailed and differs
slightly from that used by the HCHS, which groups women as surgically sterile
(contraceptive and noncontraceptive), impaired fecundity (nonsurgically
sterile, subfecund, and long interval), and fecund. 5/ The HCHS includes in
its subfecund category both women who have difficulty conceiving and those who
have difficulty carrying to term. All woman who said they had beon told it

would be dangerous to carry a pregnancy to term were included in this report
as subfeetmd, while VilliaarMosher, of'the HCHS, considered them to have

impaired fecundity only if they also said either that they would have an
abortion to terminate a pregnancy or that they were planning to use
sterilization to prevent pregnancy. The AGI classification separates these
into two groups, subfecund end difficult/dangerous to carry to term. The AGI
classifies as "fecundity unknown" many women considered fecund by the HSFG
staff (contraceptive users, nonusers, not sexually active). Finally, a



12-month rather than a 36- month interval of unprotected intercourse within

marriage was used to define "long-interval" subfecundity. The differences in
definition stem in part from differences in focus: the primary concern of the
present research is tha need for infertility services, while that of Mosher is

the demographic impact of impaired fecundity.

B. Definition of lead Infertility Care

In this analysis, women are considered to be in need of infertility care
If they have a possibly treatable infertility problem (3,509,000) and want
more children (2,417,000). Those with a possibly treatable problem are
defined as those who ara non-surgically sterile (excluding those who have
experienced menopause), perceived subfecund, end long interval. Excluded are
women for whom carrying a pregnancy to term would be difficult or dangerous,
because the appropriate care for these women, such as treatment for diabetes
or heart disease, is different from what is usually considered to be
infertility treatment. Also excluded are couples who are surgically starile
because they have had e tubal ligation or vasectomy who now desire
sterilization reversal, the number end characteristics of such couples are
shown separately in Table W-6.

This definition of "need” for services has certain limitations and does
not directly indicate tha number of couples seeking care during the year. It
is based entirely on women's reports of their own and their hushands' or
partners' status, and it is assumed that these reports accurately reflect
their actual physical condition and desire for children. First, it includes

"long-interval® worsen who may not yet be aware of their possible infertility



problem, and women who have no desire to become pregnant at this time. Moat
such women would not now seek care. Second, many women classified as
"fecundity unknown" may have infertility problems that will become apparent in
the future. The estimate appliea to one point in time; it does not indicate
the number of new cases that occur each year or the number who seek treatment

in a year.

C. Results
1. Fecundity Characteristics

Table W-I shows tfca distribution of ell women 15-44 years of age in 1982,
by their fecundity status and selected characteristics. Twenty percent were
known to be fecund, 36 percent were subfecund or infecund, and fecundity could
not be determined for the remaining 44 percent. Half of the subfecund and
infecund had been sterilized for contraceptive reasons. Some 18 percent of
all women aged 15-44 had involuntary fecundity impairments. Almost half of
these (eight percent of all women) ware surgically sterile, usually as a
result of hysterectomy. Four percent of all women said it would be difficult
or dangerous for them,to carry a preg.iaiocy to tana. e+ Of spacial relevance for
assessing need for infertility services are the seven percent who are
classified as "long interval" becausa they had bean (formally or informally)
married without using contraceptives or becoming pregnant for at least 12
months, who reported that thay hava difficulty becoming pragnent (perceived
subfecund), and who are nonsurgically sterile.

a. .Jga, Race, Ethnicity

As sean in Tabla W-I, tha prevalence of sub- and infecundity — surgically



sterile, nonaurgically sterile, subfecund, difficult or dangerous to have a
baby and long-interval categories — increased with each 5-years of age, from
2.8 percent at 15-19 years of age to 73.6 at 40-44 years of age. This
difference by age was sharpest in the surgically sterile category, which
increased from near zero at 15-19 years of age to 61.2 percent at 40-44
years. The increase in the surgically sterile accounts for 86 percent of the

increase in the percentage of all women who are not fecund. The proportion
nonsurgically sterile also increases with age to three percent of women age 35
and over. The proportion who perceive themselves to be subfecund increases to
a peak of four percent at ages 25-34 and then declines with age. One can
hypothesize that past age 34, most women are no longer seeking to become
pregnant, so subfecundity would be masked by contraceptive use and steri-
lization. The proportion of women classified as difficult/dangerous to carry
to term is four to five percent among all age groups except teenagers, in part
because fecundity status is unknown for most teens. The proportion categorized
as long interval is similarly stable among women 20-45, although there is a
shift of the length of the interval fro* 12-35 months to 36 months or more
with age. It should be noted that the pool of women available to be
classified as perceived subfecund, difficult/dangerous and long interval
increases with age as women move out of the "fecundity unknown" category but

decreases as more women become surgically sterile.
There are slight differences in the fecundity status of the racial and

ethnic groups shown in Table W-I. Black women are more likely than other
women to be nonusers of contraceptives with fecundity unknown and to be

sexually active, and less likely to be using surgical sterilization as their



contraceptive method. (Other analyses have shown this difference to reflect
leaa use of vasectomy by black, men. 6/) Hispanic women are more likely than
non-Hispanic women to be known to be fecund because of a recent pregnancy and
less likely to be contraceptive users t«ith unknown tacundity or to depend on

sterilization.

b.  Marital Status, Parity and Desire for Children

In part because they are older and have had morechildren, married women
(or their partners)are more likely than unmarried ones to besurgically
sterilized both for contraceptive imd other reasons. However, women who are
not currently married are almost as likely «« married woman to perceive
themselves to be subfecund and to be nonsurgically sterile. (While fewer
unmarried than married roman are in these categories, the differences are not
statistically significant.) Few unmarried women were classified as
"long-interval' because they were excluded from this category by definition
unless they word "informally married." (The "informally married" are
classified as unmarried in Table W-I.) However, a substantial proportion of
unmarried women - 17 percent - were classified aa nonusers with fecundity
unknown; some of these \women are undoubtedly subfecund. It is not possible to
estimate the exact number because of uncertainty about their degree of
exposure to risk of pregnancy.

Women who have had one or more births are more likely than others to be
classified ss long-interval but less likely to perceive themselves as
subfecund. They are also less likely to be nonsurgically sterile. Overall,
there is little difference between tha two groups in their rate of nonsurgical
fecundity impairments. As might be expected, woman with children ars more



likely to be surgically sterile for both contraceptive and noncontraceptive
reasons.

Nonsurgical fecundity impairment is about equally common among women who
want (more) children and those who do not. Contraceptive sterilization is
much more common among those who want no more children, although seven percent
of those who would like (more) children are contcaceptively sterilized. Women
who want (more) children are more often nonusers of contraceptives; some of
these are seeking pregnancy. However, oven among those who do not want more
children, six percent are not practicing contraception. Some of chese women
may not currently be in a sexual relationship, but studias consistently show
that some U.S. women who are exposed to the risk of unintended pregnancy do

not use contraceptives. 7/.

c. Geographic Location
Tha percentage of women who are subfecund or infecund is higher in

nonmetropolitan areas than in metropolitan areas (40 and 35 percent,
respectively). The difference is attributable to the fact that
nonmetropolitan-srea women are more lively to be surgically starile for both
contraceptive and noecoAtraceptive,reasons,.;although individually these
difference* are not statistically significant.

Tha percentage of women 15-44 years of age who are sub- or infecund is
lower in the Mortheast than in the other thrae region* (29 vs. 36 to 40
percent, respectively). Much of this difference occurs because the percentage
surgically sterile is lower in the northeast than elsewhere (19 vs. 25 to 28

percent). Women in the Northeast are more likely than those in the other
three regions to be classified as fecundity unknown: contraceptive users or



not sexually active. The greater proportion of women in the Northeast with
fecundity status unknown accounts for most of the difference in proportion
surgically sterilized between the Northeast and the West but not the lower
level in the Northeast than in the Northcentral region and the South.

d. Poverty and Medicaid Status
Women were classified according to the ratio of their family incomes to

the federally-defined poverty ievel. While there are statistically
significant differences in the fecundity status of women in the different
poverty status groups, caution is appropriate in interpreting small
differences because income data were imputed for many respondents.

Women whose family income is under ISO percent of the poverty level are
less likely than wealthier women to be classified as subfecund or infecund.
The largest difference is in tha proportion contraceptively steri'e, 14
percent of the low-income group vs. 19 percent of those with higher income.
The low-income wcmen are also less likely to be nonsurgically sterile,
perceived subfecund, or long interval. The low-income women are more likely
to be classified as "Vnown fecund" (more of them have bean pregnant recently),
less likely to be contraceptive users, and more likely to be nonusers.

Since many of these differences may be due to age differences, the
low-income women being younger than the wealthier women, the poverty status
differences are shown separately for women under age 30 and those 30 and over
in Table W-l.  Within the age groups, the poverty status groups are similar in
rate of surgical sterilization, both contraceptive and ncncontraceptiva.



Among the younger women, those who are poor are much more Likely to be known
fecund and less likely to say they are subfecund. They are also less likely
to be contraceptive users or to be not sexually active. Among women age 30
and over, the only statistically significant differences between the poverty
status groups are that fewer of the low-income group are contraceptive users
and more are nonusers.

Medicaid* recipients (who are poor and usually either unmarried mothers or
a child of an unmarried poor women) may be slightly less likely than
non-recipients to be contraceptively sterilized, perceived subfecund and
long-interval, but none of the differencea art statistically significant. One
would expect lower rates of infecundity and subfecundity among Medicaid
recipients because most of them have had children. Medicaid recipients are

more likely to be known fecund and less likely to be contraceptive users or
not sexually active than non-recipients. Compared to all women below 150
percent of the poverty level, more Medicaid recipients are known fecund and

fewer are contraceptive users or not sexually active.
In summary, low-income women and Medicaid recipients do not appear to
differ greatly from other women in fecundity impairment except in ways that

*  Medicaid, a joint;federal and state'program "to reimburse medical-services
for certain poor women and men, is a major source of public funding for
infertility services,  States are required to make Medicaid Cover,age
available to all recipients of Aid to Families with Dependent Children
(AFDC or welfare) and to most Supplemental Security Income recipients,
Proups defined ae _catePorlcaIIy_ needy, but the states determine the income
evels which individuals are eligibleé for thes_e_pro?rams. In addition, in
some states parsons with incomes below a specified Tevel or whose

resource* have heen exhausted by medical expenses ma}/ be eliagible. ,
Generally, poor women must be unmarried and mother of dependent children

to be _ell_gible for AFDC and, therefore, for Medicaid. Poor married women
are _ellql le only if they live in states which have made Medicaid
available to poor familiés with unemployed fathers.



can be explained by differences in age and parity. However, even controlling
for age, low-income women are less likely to usr. iiontraception and more likely
to have had sexual intercourse.

2. lumber of Woman with Fecundity Tapeiraents

Of the 54.1 million women of reproductive age in the United States in
1982, 19.4 million or 36 parcant, were known to be subfecund or infecund (see
Table W-2). The large majority of those with fecundity impairments, 71
percent, are surgically starile: of these, 73 percent have had tubal ligations
or vasectomies.

Surgical sterilization could occur as a result of treatment for medical
conditions or as an elective procedure to prevent future childbearing. In
all, 3.7 million women of childbearing age have had hystarectomies or
ovariectomies. Although these procedures are seldom chosen for the sole
purpose of terminating childbearing, 23 percent were reported by the women to
have been at least partly for contraceptive purposes. Since there is no way
to restore the fecundity of these woman, they ara not considered to be in need
of infertility services even if they would like to have the sterilization
ravarsed. . e

Of the 10.0 million couplas who have had tubals or vasectomies, 1.4
million (14 percent) reported the reason to be that childbearing would be
dangerous and that not wanting mora children was not a reason. Evenif these
couples regret their decision, they are not considered to be inneed of
sterilization reversal because of tha evident danger that would be posed by
childbearing. There is neverthless a possibility that reversalwould be safe
for some of these women if their medical condition has changed or if the danger



tha danger had been exaggerated in order to justify sterilization that was
desired for contraceptive reasons.

There are 0.9 million nonsurgically sterile couples, about four percent of
whom have experienced menopause and are therefore not considered to be
candidates for infertility treatment. Soma of the remaining 96 percent may
have similarly untreatable conditions. Fertility impairments that are
possibly treatable were reported by 1.5 million women who reported that they
would have difficulty becoming pregnant, and an additional 1.1 million are
"long-interval,” having been married and gone without using contraception for
at least 12 months without becoming pregnant. About half of the long-interval
group have been unprotected for 36 months or more.

3. Infertility Services Weed and Utilization

As shown in Table V-3, an estimated total of 3.5 million women have
possibly treatable fertility impairments (excluding those who desire
contraceptive sterilization reversals, which will be discussed separately).
Almost half of these (43 percent) reported that they would have difficulty
becoming pregnant, a third (32 percent) appear to have a problem based on
their failure to become- pregnant afVer 12 or more months of unprotected
intercourse, and the remainder reported that they are nonsurgically sterile.

Women ere defined in this analysis as being in need of infertility
services if they hava a condition that might be treatable and they want a
child (or more children) either now or at some time in the future. All the
women would not, of course, be expected to be able to have a child, but it is
reasonable for them to seek consultation about their infertility.



Sixty-nine percent of tha women or couples with possibly treatable
fertility impairments, or 2.4 million women, say they would like to have
(more) children, and are therefore defined as being in need of infertility
services.  The percentage wanting (more) children is similar for the  perceived
subfecund and long-interval (71 percent)but slightly lowerfor the
nonsurgically sterile (62 percent), who are older on average than the other
two groups.

For half the couples needing services, it is the woman who is thought to
have the fertility impairment. In only ten percent was the male partner the
one described as having the problem. In 39 percent of tha cases, mainly
long-interval, there is no indication which partner needs treatment. Thus, it
appears that a large majority of the need is for services for females.

The mala partner has been identified as having the infertility problem in
31 percent of the non-surgically sterile couples but in only seven percent of
the perceived subfecund. This difference may reflect more certainty in the
diagnosis obtained by those who report themselves to be sterile. After more
treatment, many of the "perceived subfecund” will consider themselves to be
sterile, and some will probably learn that it is the mala who is infertile.

About half*l(49 percent) pLLhose in negd of infertility serviceshave
already receivecli svonﬁ':lep;;fession'al attentionﬂv. Sixteen percent have received
advice only, while 33 percent have received some treatment.

Fifty-one percent of those needing services — some 1.2 million women —
have received no professional advice or treatment for thoir infertility
problem. This represents the unmet need for infertility services. In
addition, an unknown proportion of those who have received services would

benefit from further professional attention.



A- ChimcUrlf_Us» of Wbtten. Weeding and Obtaining 3srv j;fi

As may be seen in Table W-4, the majority (54 percent) of women needing
infertility services are in their 20's, and most of the rest (36 percent) are
aged 30-39. Relatively few are teenagers or are age 40 and over (five percent
each). About 11 percent are black and 12 percent Hispanic. Most are
currently raarriod (75 percent), most have had no children (59 percent), and
most live in metropolitan areas (82 percent). Regional differences reflect
the population distribution in the country, with most women needing services
in the South (32 percent) and in the Horthcentral states (29 percent).

Although 15 percent of those needing services have family incomes that put
them at under 150 percent of the poverty level, only four percent are Medicaid
recipients. In fact, the number of Medicaid recipients needing services
equals only about one-fourth of the number of poor women needing services. It
is possible that the NSFG underestimates the number of women with Medicaid
coverage by about one-fourth.* Even taking this into account, Medicaid
coverage is available for at most one-third of poor women in need of
infertility services. This has important implications for the accessibility
of infertility services for low-income women.

* The number of Medicaid recipients estimated from the 1984 Current Population
Survey L|Js about five million %/, compared with about four mﬁlion from ptlf]e

NSFG,” The Current Population Survey estimate may include women who are
Medicaid-eligible but do not have Medicaid cards.



The 2.4 milLion women in need of infertility services represent 4.5
percent of all U.S. women of reproductive age. The probability that a woman
Is identified as in need of infertility services varies somewhat by
demographic characteristics, as shown in Table W-5. Need is most likely among
those aged 25-29 and in nearby age groups. Need is also greatest among those
are currently married and those who have had no births. Race and Hispanic
ethnicity have no statistically significant relation to the probability of
need. Similarly, geographic location — metropolitan status, region — has no
significant relation to need.

Need for services appears to be less prevalent among poor women than among
women of higher income. This is true for women under age 30 as well as those
aged 30 and over. Medicaid status has no statistically significant
relationship to need, although those on Medicaid appear to be less likely than
others to need services. Small differences cannot be detected hecause of
small sample sizes of the subgroups.

Among women who need infertility services, the proportion who have
received professional advice or treatment differs according to demographic
characteristic (see Table W-5). Age is the best predictor of having received
services: only 10 percent' of teenagers as compared to 70 percent of women 40
and over have consulted a professional about their infertility problem. As
might be expected, married women are more likely than unmarried ones to have
received services. There are no significant differences by metropolitan
status or region.

Among those needing services, black women are less likely than others to
have obtained services. Hispanic women also appear less likely to have
obtained services, but the difference is not statistically significant due to



the sample size Limitations. Low-income woman are less likely than higher
income women to have received services. When age is controlled by looking
separately at women under 30 and those 30 and over, the difference remains but
is no longer statistically significant because of small sample sizes in the
subgroups. Those on Medicaid appear to be less likely than those not on
Medicaid to receive services, although again the sample sizes are too small to
show statistical significance.

The above results provide strong evidence that infertility services are
less accessible to socially deprived groups - those with low income and blacks.
Medicaid does not appear to have been successful in eliminating the
differential access to services.

As may be seen in Table W-5, there are 1,242,000 women or couples who have
"unmet need," that is, need infertility services but have not received any
medical attention for their infertility problem. As explained above, this
figure may differ from the number who are seeking services or would utilize
them if readily available. The definition of unmet need used in this analysis
excludes women or couples who have received infertility services but would
benefit from additional medical care, and it includes soao who are not yet
aware of their fertility problem, some who would not want to become pregnant
at this time, and possibly some who know that their condition is untreatable
or who choose not to undergo the necessary treatment.

The unmet need is concentrated among younger women: almost 72 percent are
under age 30. Many are black and Hispanic, with 14-15 in each group, and an
equal proportion live in nonmetropolitan areas. About 22 percent of those who
have not received services are poor, with incomes under 1501 of the poverty

level, but only six percent are Medicaid recipients.



A Large majority of those who have received infertility services obtained
this care from private physicians. Following is the percentage distribution
of the most recent source of infertility services, for those who received such
care between the beginning of 1979 and the WSFG interview in 1982:

Source of Care Percent
Private physician 67.0
Private medical group 12.2
Hospital clinic o 12.1
Community health canter/clinic 3.1
Military ‘clinic 2.3
Family Rlannlng clinic 2.1
Public health Clinic 0.6
100.0

Besides private physicians and group practices, which were the most recent
source of care for 79 percent of respondents, hospital clinics provided the
most services, serving 12 percent. Since moat specialized infertility centers
would be counted as hospital clinics, it is clear that infertility centers
serve only a small proportion of all infertility patients. Family planning
clinics were the most recent source of care for 2.1 percent of respondents.
Since these figures indicate the most recent source of care — in many cases,
the final source — they may understate the importance of family planning and
other nonhospital clinics in providing initialevaluation,counseling and
referral for couples with concernsabout their fertility.

There is no justification for assuming that women who obtain infertility
services from private physicians receive higher quality care than those who
use hospital clinics or other sources. Therefore it is impossible from these
data to ascertain whether the carereceived by low-income andMedicaid-eligible
women is inferior to that receivedby other women.
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Of the 8.6 million women or their partners who have been surgically
sterilized for contraceptive reasons, 26 percont say they would now like to
have a child (or more children)* (see Table W-6). This percentage may be
inflated somewhat by women who would like ideally to have more children but
who as a practical matter would not choose to do so under present
circumstances, even if they were fecund. Nevertheless, the number who say
they would like to have a child is approximately 2.2 million.

These couples have a chance of restoring their fecundity only if they
undergo microsurgery to reverse the sterilization, and respondents were asked
if they or their partners wished to have the surgery. Not all of those who
would like more children are willing to undergo the surgery, and some of the
respondents indicated that their wishes are different from those of their
husband. Thirty-nine percent of those who would like more children (or 10
percent of all sterilized couples, some 880,000) indicated that hoth they and
their husband want the sterilization reversed (or, for unmarried women, she
wants a reversal). For an additional nine percent of the couples, the
sterilized partner would like a reversal but the other partner would not.

Table W-6 show*-the percentage and number of women using contraceptive
sterilisation (either hers or her partner's) who would like more children and
would like reversal of the sterilization. In this table, desire for reversal
was assumed for married women only if the sterilized partner "definitely”

* The question was worded as follows: "If it were possible for you to have
a(nother) baby, would you, yourself. Like to have one?" (Yes, No). No
question was asked about the husband's or partner's desire for more

children.



wanted a reversal and the non-sterilized partner wanted reversal "definitely"
or "maybe." For unmarried women, only those "definitely" wanting reversal
were counted as wanting reversal.*

It should be noted that responses to the question about reversal may be
Inaccurate in predicting the actual behavior of couples offered an opportunity
for a reversal operation. In making the decision, couples would take into
account several factors probably not considered in answering the question: the

operation is not completely safe, contrary to the presumption of the question;
it involves the inconvenience and discomfort of major surgery; and it is far
from 100 percent effective. Thus, the question is more useful as a measure of
sterilization regret, probably its purpose, than as a measure of need for
reversal services.

The percentage who txpressed a desire for reversal ic highest for women

aged 25-29 (22 percent) and declines sharply with aga to only six percent of
those 40-44, reflecting a steady decrease with age in the percentage of women
who want more children. (It is possible that soma of the older women would

hava wanted reversal whan th*y were younger.) Tha percentage is also lower,
11 percent, at age 20-24. This may reflect the shorter interval since sterili-
zation during *hich the* women could change their minds about wanting more

¥ The questions were worded as follows: "As things look to you just now, if

thai oPeratlon_couId be safe\l/\y reversed, that is, changed back, would you

want to hava it reversed? Would Kou say definitely yes, maybe yes, or

definitely not?" and "Would your husband like to hava it reversed? Would
you,sa%/, definitely yes, maybe yes, or definitely not?". By this _
definition, thire ara approximately 880,000 woman or couplés who desire
sterilization traversal. As may be seen at tha bottom of Table U-6, about
620,000 of thene would require reversal of female sterilization, 250,000
mala reversal, and 16,000 reversal surgery for both partners.



children. Of *11 women who would like reversal, the majority are as* 25-29
(30 percent) or 30-34 (32 percent).

Sterilized black women are no more likely than non-black women to desire
more children, but of those who do want more children, a higher proportion of
the blacks say they are willing to undergo reversal surgery in order to have
the children. Thus, 17 percent of black women compared to nine percent of
non-black women would like reversals, and blacks make up 18 percent of the
women who would choose reversal.

Almost half (49 percent) of the sterilized Hispanic women would like more
children, and a majority of these (61 percent) would choose reversal. In all,
30 percent of the sterilized Hispanic* say they would like reversal, compared
to nine percent of non-Hispanic women. This is a striking cultural difference
that requires further research before on* can be confident of the correct
interpretation. For example, it has been suggested that some Hispanic women
may express sterilization regret in order to satisfy the dictates of their
religion, but would not in fact seek to have the sterilization reversed.

Women who are not currently married ara more likely than married women to
express a desi..* for reversal (21 vs. eight percent), possibly reflecting
changes in plans of those who are separated, divorced or widowed.
Nevertheless, hecause most sterilized women are married, two-thirds of the
women desiring reversal are married. Some may have married or remarried after
being sterilized.

It appears that couples where the woman is nulliparous are more likely
than those with children to desire reversal, but the difference is not
statistically significant because there are so few nulliparous women who are

sterilised themselves or whose hushand has had a vasectomy.



Geographic location has no statistically significant relation to desire
for reversal, although the Northeast appears to be lower than the other

regions on this variable.
Poor women are more likely than other women to say they would like to have

their sterilizations reversed (17 vs. 8 percent), both because they are more
likely to want more children and to want a reversal, and 35 percent of those
desiring reversal are under 150 percent of the poverty level. When age is
controlled, the difference in the proportion wanting more children disappears
but, amen* those who want more children, the poor are more likely to want
reversal, although the difference is no longer statistically significant.
Since poverty is correlated with raee and Hispanic ethnicity, it is possible
that some of the poverty status difference is caused by cultural differences
rather than economic factors.

Twenty-eight percent of sterilized Medicaid recipients desire reversals,
as compared to nine percent of other women, reflecting a higher proportion of
Medicaid recipients desiring more children and, among those wanting more
children, a much higher proportion wanting reversal. About 130,000 women, 15

percent of the total, are Medicaid recipients who desire reversal.
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Table U 1: Muafcar of Women 15-44 Vaara of Ago and Porcontaga Distribution by Fecundity Statue, According to Various Characteristics, United Slates, 1902
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Table W-2: Number and Percentage Distribution of Women 15-44 by Fecundity Status, 1982

Total

Known fecund
Fecundity unknown
Contraceptive user

Non-user (short Interval
0r unmarried)

Never had intercourse
Subfecund or infecund
Surgically sterile
Hysterectomy, ovaries removed
Tubal, vasectomy

Medical reasons (childbearing
dangerous)

Contraceptive reasons

Nonsurgically sterile

Menopause

Not menopauset+
Perceived subfecund+
Difficult/dangerous to carry to ter®
Long interval+

36 months or more

24-35 months

12-23 months

Women
(00P*s)

54,099

10,562
24,166
11,687

4,937
1,542
19,371
13,684
3,680
10,004

1,421
8,583
893
*39
854
1,520
2,140
1,135
586
*154
395

* Relative standard error is 30 percent or greater

+ Possibly treatable fertility impairment

Percent
100.02
19.5
447 1002
48
21
3l
35.8 1002
11 1002
21
13
1002
*4
96
8
11
16 1002
52
*14
35

100

14
86
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Table W-3: Humber and Percenta%e of Women with Possibly Treatable Infertility Problems
Who Want &More) Children, by Type of Problem, Sex of Person Heeding Treatment

and Infertility Services Received, United States, 1982
Total
Treatable, Mon-surgically Perceived l.ong
Infertile Sterile* Subfecund Interval
0(000's) % oo 3) 1 0(000's) 1 oo §) X
Total 3,509 100 854 100 1,520 100 1,135 100
Want (more) children 2,417 69 530 62 1,082 1 806 11
Of those who want
mors_children, person
needing treatment
Total 2,417 100% 530 1001 1,082 1001 806 1001,
Female only 1,202 50 263 50 939 87 0 0
Hale only 238 10 164 31 ¥4+ 0 0
Both X2 *2 ¥10 *2 30" 0 0
dot known/Not asked 936 . 39 ¥92  *17 ¥/ 806 100
1
Among those who want more Jl
children, services received 2,417 1001 1,082 1001 530 1001 806 oo
Advice m, 387 16 *143 ¥ *188  *17 *56 T
Treatment 87 33 ¥19 41 401 37 *168  *21
Hons 1,242 51 ¥168 32 493 46 581 T2

* Relative standard error is 30 percent or greater

* Excludes menopause



Table W-4: Humber and Percentage Distribution of Women in Heed of Infertility
Services, by Selected Characteristics, United States, 1982

Characteristic In Heed of Infertility Services*
0(000"5s) X
Al Women 2,417 100
Years of A*e
0 15-19 *115 *5
0 20-24 564 23
0 25-29 151 31
0 30-34 529 22
0 35-39 337 14
0 40-44 *120 *5
Race
0 Black 268 11
0 Hon-black 2,149 89
Ethnicity
0 Hispanic 282 12
0 Hon-Hispanic 2,134 88
Marital Status _
0 Currently married 1.803 75
0 Hot currently married 614 25
Parity
0 0 births 1,422 59
0 1or more
births 995 41
Metro Status
0 Metropolitan 1,982 82
0 Honmetropolitan 435 18
Reaion
0 Hortheast 440 18
0 Horthcentral 694 29
0 South 765 32
0 West 519 21
Povertg Status
0 <150% of
poverty 374 15
0 >150% of
poverty 2,043 85
Medicaid Status
0 on Medicaid *101 *4
0 not on.
Medicaid 2,316 96

* Relative standard error is 30 gercent or more ,
* Those who have possibly treatable fertility impairment (other than surgical
sterilization) and want more children



Table W-5: .'ereentase of Women in Need of Infertility Services, Percent Who Have Received
Services, and Number in Need Who Have Not Received Services, by various
Characteristics, United States, 1982

Of Those in

Percent in Need Need of Services

Women in Need

. Total of Infertility Percent Who Have Who Have not
Characteristics \Women Services* Received Services Feceived Servic
0(000"s) 0(000 %)
All Women 54.099 4.5 4 1,242
Years of Axe
0 15-19 9521 *1 2% *10% 103
0 20-24 10,629 5.3 *29 398
0 25-29 10,263 7.3 48 392
0 30-34 9 381 5.6 69 167
0 35-39 7,893 4.3 57 145
0 40-44 6,412 *1.9 70 36
RaceBI k 6,985 3.8 30*
0 Blac , . 187
0 Non-black 47 114 4.6 51 1,056
Ethnicity
0 Hispanic 4,393 6.4 *39 172
0 Non-Hispanic 49,706 4.3 50 1,070
Marital Status
0 Currently
married 28,231 6.4* hT* 776
0 Not currently
married 25,868 2.4 24 466
Parity
0 0 births 22,941 6.2% 54 647
01 or more
births 31,158 3.2 40 595
Want (Moref Chfldcsm
0 Yes 33,318 7.3 49 1,242
0 No 20,781
Metro Status
0 Metropolitan 43,199 4.6 46 1,065
0 NonnetropoLitan 10,900 4.0 59 177
Region
0 Northeast 11.852 3.7 39 266
0o Northcentral 5.0 50 346
0 South 17,308 -3 54 348
0 West 10,958 4.7 46 282

(cont.)



Tabl* W-5 (cont.): Percentage of Women in Meed of Infertility Services, Percent "Who Have
Received Services, and Number in Need Who Have Not Received Services, b
Various Characteristics, United States, 1982

_ Of Those in
Percent in Need  Need of Services,  Women in Need
o Total of Infertility  Percent Who Have Who Have not
Characteristics Women Services4 Received Services  Received Servici
K0OO's) L 1 fK000's)
Poverty Status
" 01tOf 13,8*3 2. 1%
over , : *26# 207
0 F>).1501 %f
poverty 40,256 5.1 53 965
Pover% by Ace
0<30, <1501 poverty 9,503 3.1S *26 217
0<30, 21501 poverty 20,910 5.5 41 677
0230, <1501 poverty 4,340 1.9 *21 60
0230, 21501 poverty 19,346 4.7 68 288
Medicaid Status
0 on Medicaid 3,964 *¥2.5 *25 15
0 not on
Medicaid 50,135 4.6 50 1,167

+ Those with a possibly treatable fertility impairment other than surgical
sterlllzatlonf who want more children.

* Relative standard error is 30 percent or more.

* Difference between subgroups is statistically significant (p _<.05?_.
For age, at least one of the differences is statistically significant,

§ The difference hetween this percenta%e and its one immediately below it
Is statistically significant (p <.05).



Table W-6: Of Couples Who Are Contraceptwel*\l Sterilized (Tubal or Vasectomy), Percsnt Who
Went More Children, and Percent, Number and Percentage Distribution of Those Who
Want Reversal, by Various Characteristics, United States, 1982

\Women Percent Who Want Reversal
o Contracep. Want More and Went More
Characteristics Sterilized Children Muaber IDistrib.
#(00C*s)
All Women 8583 26 10.3 R82 100
Years of Are
0 15-19 0 - - -
0 20-24 388 424 *114 *47 *h
0 25-29 1,221 41 22 269 30
0 30-34 2,351 32 12 285 32
0 35-39 2,441 21 7 *163 *18
0 40-44 2,183 13 *6 *123 *14
Race
0 Black 916 28 17# 160 *18
0 Mon-hlack 71,667 25 9 122 82
Ethnicity
0 Hispanic 511 494 *304# 151 *17
0 Non-Hispanic 8,072 24 9 131 83
Marital Status
0 Currently
married 1,177 25 8# g7 67
0 Mot currently .
married 1,406 31 21 295 33
Parity
0 0 births 318 *39 *¥22 *70 *8
01 or more
hirths 8,265 25 10 812 92
Metro Stetus . LoF
0 Metropolitan 6,639 25 9 625 1
0 Monaetropolitan 1,944 26 13 257 29
Region
0 Northeast 1,599 26 *6 *01 *10
0 Morthcentral 2,502 23 9 *¥213 24
0 South 2,112 27 14 389 44
0 West 1,709 26 *11 *189 *21



Table W-6 (cont.). Of Couple* Who Are Contraceptively Sterilized (Tubal or Veeectooy),
Percent Who Want_More Children, and Percent, Muaber and Percentage
Distripbution of Those Who Want Reversal, by Various Characteristics,
United States, 1982

Women Percent Who want Reversal
o Contracep. Want More and Want More
Characteristics Sterilized -Children Mumbor % Distrib.
#(000"5s)
Povertg Status
o 00/OtOf 1,757 30 30
over , 174 5
0 ngO% }éf ®
poverty 6,826 25 577 65
Poverty by Aae
0 <30, <150% poverty 543 4] *22 *121 *14
0 <30, >150% poverty 1,066 41 18 *190 22
0 >30, <150% poverty 1,214 25 *15 *184 1
0 >30, >150% poverty 5,760 22 1 387 44"
Medicaid Status
0 On Medicaid 466 40 *284 *¥132 *15
0lot on
Medicaid 8,117 25 9 750 85
Sterilized Person
Female 5,535 26 11 619 70
Male 2,979 25 8 247 28
Both *69 *24 *24 *16 )

* Relative standard error is 30 percent or greater

# Difference between demographic subgroups is statistically significant
p <.05). For age, atglepast onegof Ft)he dlfsferences |systa Istically
ign

ITicant.



IV. Infertility Services: Comparison of Providers

A-Introduction

The resolution of an infertility problem can be a long ordeal, involving
tests, drug therapy or surgery to aid couples in conceiving. In cases not
resulting from surgical procedures, the infertility problems which are
female-related are usually caused by infection* and resulting damage or
blockage of the fallopian tubes, hormone or ovulation disorders, and
endometriosis.. Male infertility is most often caused by poor spsm quantity
and quality due to blockage of sperm ducts or disorders in sperm production.
In some cases, both partners may have problem* which result in their
infertility. 9/

To determine the scope of infertility services available, physicians and
other health care providers were asked which of a range of services they
provided, from preliminary screening tests to microsurgery. The procedures
cover the more common ones used to diagnose and treat patients whose
infertility problems are ovulatory, semen-related or result from tubal or
uterine obstruction.

Infertility care often begins with an investigation of a women's
ovulation, starting with basal body temperature instruction, for which a woman
records information abcyt her ovulation by. systematically taking bar
temperature. If a physician concludes that the woman needs hormonal
stimulation to ovulate, Clomid (clomiphene citrate) may be prescribed. If
this drug treatment fails, a more potent treatment, prescription of Pergonal
(gonadotropins) is necessary; thi" expansive treatment requires daily

monitoring by evaluating urine or blood estrogen levels.



If a physician suspects that the woman is infertile because of blocked or
damaged fallopian tubes or other uterine problems, he or she might try to
ascertain if the couple has had any general infection or currently has an
infection, possibly asymptomatic, gonorrhea or chlamydia. The physician may
also use several procedures to examine the uterus and fallopian tubes,
including: hysterosalpingogram (which involves injecting a dye into the uterus
to detect through x-rays existing blockage of the fallopian tubes), sonography
(to get a picture of the uterus), and laparoscopy (the insertion of a thin
tube through a small incision to identify visually or through specimens
inflamatory disease, endometriosis, ovarian growths, or other damage to the
fallopian tubes). Surgery, such as female tubel reconstructive surgery, may
be required to repair existing damage. Surgery is also needed to reverse

female or male surgical sterilization.
Often, a couple's fertility problems are semen-related and can be

diagnosed through a series of testa: a semen analysis (to determine the
quantity and quality of sperm in the male's semen); a postcoital test (to
determine if the women's cervical mucus is sufficiently fluid and if the man's
sperm are healthy enough for ovum penetration); and a sperm entibody test (to
determine whether the woman is producing antibodies which prevent the sperm
from reaching tha site of fertilization). [If the husband's/partner's
infertility is the result of tubel damage, male microsurgery can be
performed. [|f the problem cannot bo resolved, the couplo may elect to undergo
artificial insemination by a donor. Although this is a simple medical
procedure, it requires access to a sperm bank or donor services and may have

to be repeated a number of times.



According to the guidelines to Title | of the Public Health Service Act,
whir.h provides funding for family planning services, family planning service
grantees are required to make basic infertility services available to clients
requesting such services. The services that may be supported by Federal funds
are categorized into three levels of service. These are:

" Level | (initja
la

infertility interview, educatiop, physical
examination, S

| i
b tests, counseling, end referral),

- Level 11 (semen analysis, hasal body temperature instruction,
endometrial biopsy, postcoital testing), and

- Level 111 (more sophisticated and complex services).

Title Z grantees must provide at least the services included at Level I.  Only
grantees with infertility programs supervised by physicians with special
infertility training can offer Level 11 or Level i1 services. The guidelines
caution providers about the expense of such procedures and the medical and
legal risks involved, implicitly discouraging tha use of Title Z funds to
provide Level 11 and Level 111 services.

For purposes of the analysis, family planning agencies and other medical
providers that provide none of these services or only infertility counseling
were categorized as nonproviders of infertility services. Providers were
classified according to the highest level of any infertility service they
provide. However, basal body temperature instruction was regrouped with Level
|, since almost all of those who provide Level | procedures also provide basal
body temperature instruction but often none of the Level 11 or Level 1

procedures or services.



The allocation of tha procr/dures about which medical providers were

queried to specific levels for this analysis is as follows:

Level | o _
Counseling, educo-.ion, information
Physical exam, women

Physical exam, men _ _
Basal body temperature instruction
Infection”investigation

Layal 1!

Semen analysis
Postcoital test
Endometrial biopsy

Levy:, LIl .
g?é)rrrr antibody test

omiphane (medical drug therapy)
Gonodotropin (hormone treatment{
Hysterosalpingogram

Laparoscopy

Sonography

Varicocelectomy

Female microsurgery
Male tubal reconstructive surgery

Artificial insemination, by donor

Genetic counseling, screening

In vitro fertilization
Hot all of the tests and procedureswere included in the survey of physicians
and the survey of family planning agencies.

While infertility treatment canentail just the minimal cost of education
and counseling, patients often needmore extensive tests or surgery costing
thousands of dollars. 10/ One infertility specialist estimates that his
patients average four weeks of diagnosis and 18 weeks of therapy, costing an
average of $2,650. vy Such medical care is beyond the financial means of

many poor couples unless offered at a reduced fee.



Medicaid Ls a major source of public funding to medical providers for this
service. Many providers are unwilling or unable to accept Medicaid for
in fe rtility services because of state-defined |Iim its on the services covered,
low reimbursement rate schedules and inconvenient reimbursement procedures.

An additional problem is that some patients may need more than one
provider who accepts Medicaid. A complete understanding of a couple's
in fe rtility may not be apparent until each partner has undergone a series of
tests and treatments to resolve the problem. Such treatment may require
visits to several physicians, since many physicians provide only preliminary
male and female tests, while few perform more specialized tests and procedures.

Medicaid e lig ib ility requirements make it unlikely that many poor men and
women can recei'/e in fe rtility care. Having at least one dependent child and
being unmarried is the main way in which poor women of reproductive age
qualify for Medicaid coverage; as was shown in Table W-5 of the previous
section, they probably need in fe rtility services less than other women of this
age. Among woman needing in fe rtility care, the number eligible for Medicaid-
reimbursed in fe rtility services is equal to only 27 percent of the number of
low-income woman (Table W -4). Those who are eligible and need services have
an additional difficulty obtaining care becauite it is unclear which tests or
procedures are reimbur*ible under Medicaid. Thus, many poor women who need
in fe rtility services aru unable to receive free care through their state

M edicaid program and must rely on other public funds or forgo services.



B - Private Physicians

O ftan, tha physician* couples consult first if they perceive a fe rtility
a

problem are obstetrician/gynecologists or general/family practitioners. They

may then be referred to urologists or general surgeons, or they may go to

these specialists directly if they suspect that the problem is with the male

partner. The AGI survey shows (in Table P -1) that a substantial number of
physicians in these four groups provide in fe rtility care, although, as w ill be
seen below, many provide only preliminary tests and procedures. N inety-six

percent of obstetrician/gynecologists and 92 percent of urologists provide at

least some in fe rtility tests and services as part of their private office

practice, while just 35 percent of general/family practitioners and only six

percent of the general surgeons do so. There are approximately 45,500

physicians nationally (45 percent of all physicians in the four specialties)

who perform some in fe rtility therapy (see Table P -1).

Nonmetropolitan-area physicians are slightly more likely than

m etropolitan-areas ones to offer in fe rtility services, particularly among

general/family practitioners and general surgeons. About 27 percent of the

physicians who provide in fe rtility care practice in nonmetropolitan areas (not

shown), 3omewtiat more than the 18 percent of women in need of in fe rtility

services who live in nonaetropolitan areas (Table W -4). nevertheless, if a

rural woman lives in a community with only one general practitioner, she has

only a 47 percent chance of being able to obtain in fe rtility services within

her community, while almost all metropolitan areas undoubtedly have at least

one obstetrician/gynecologist who provides :hese services.

Physicians who practice in the Horthcantral and Western regions (see Table

P -1) and younger physicians (data not shown) are slightly more likely than

others to treat in fe rtility problems.



1. Procedures and Tests.

Table P-2 shows the percentage of all physicians, by specialization,
region and metropolitan status who provide specific in fe rtility tests and
procedures, grouped according to the categorization described above.
Thirty-seven percent of physicians in the specialties surveyed provide at
least one of the preliminary, Level | procedures (basal body temperature

instruction and infection investigation) and 29 percent provide both. Most
obstetrician/gynecologists (82 percent) provide both services, while no more
than 22 percent of the other two specialties provide both. Physicians
practicing in the Vorthcentral and Western Regions are more likely to provide
these services than are those practicing elsewhere. Honmetropolitan-area
physicians are slightly more likely than those in metropolitan areas to

provide basal body temperature instruction.

Physicians were asked about two Level Il diagnostic tests - semen analysis
and postcoital tests. Physicians in the specialties surveyed were more likely
to perform at least one Level Il test (42 percent) than a Level | test, mainly

because 83 percent of urologists do semen anlysis, while the Level |

procedures fa Il outside this specialty. Semen analysis, although classified
as a Level Il service, is performed by as many physicians as provide the Level
I services, including 32 percent of general/family practitioners and 71
percent of ob/gyu's, as wall as by 83 percent of the urologists. However,
relatively few physicians other than ob/gyn's perform postcoital tests. The
regional differences in the percentage of physicians performing Level Il tests
are similar for those of Level |I tests, but the differences by metropolitan

status are not statistically significant.



Physicians were asked about nine more specialized Level til tests and
procedures for diagnoses and treating fe rtility problems. Except for mala
tubal reconstructive surgery, these procedures are provided predominantly by
ob/gyn's. Two-thirds or more of physicians in this specialty provide
clomiphene therapy, hysterosalpingograms, laparoscopy, and sonography. About
half provide treatment with gonadotropin, and a third do female microsurgery
and a rtificial insemination by donor.

Sixty-two percent of the urologists, but almost none of the other
specialties, perform male tubal reconstructive surgery. Consequently, almost
no physicians provide a ll the Level Ill procedures asked about.

Only 21 percent of the general/family practitioners provide even one of
the Level 111 procedures. Clomiphene is provided most often by this group (14
percent). Overall, the general/family practitioners appear not to be an
important source of specialized in fe rtility care.

Regional differences in the percentage of physicians offering Level 111

services are minor. However, metropolitan physicians are more likely than
those in nonmetropolitan areas to provide a ll the services except clomiphene
therapy.

2. Humber of P atients fturTed Annumille.

In the survey of private physici/lns, respondents were asked to state the
approximate number of in fe rtility patients they served in 1982. Projecting
the number nationally givas an estimate of 1,550,000 patients served (see
Table P-3). Tha number of unduplicated couples who received services would
have been lower than this, since many patients were undoubtedly seen by more

than one physician, and both partners may have received services. There my



also be some tendency on the part of physicians to overestimate the number
patients served. Come may have respoilded in terms of patient visits rather
than patients. Data from the National Survey of Family Growth produce an

estimate of 1,200,000 couples who consulted a physician about in fe rtility

problems in 1981. About 21 percent of these patients received services from

hospital or clinic physician not included in the AGI survey of private
physicians, leaving an estimated 950,000 couples who consulted private

physicians. When the differences in data sources are taken into account,

results from the NSFG and the AGI survey are not necessarily contradictory.

The number of in fe rtility patients seen varies widely among physicians.

The large m ajority (84 percent) of the general/family practitioners and
general surgeons who provide these services reported that they see no more
than one in fe rtility patient a month (Table P-3). The average number of
patients they saw in 1982 was only nine. O bstetrician/gynecologists and
urologists tend to see more, the average being 50 and 56, respectively.
Eleven percent of the ob/gyn's and 17 percent of the urologists reported
having seen 96 or more in fe rtility patients in 1982. Some of these may
specialize in in fe rtility services. The number of patients seen in 1982

ranged as high as 960 for ob/gyn's and 1,200 for urologists.

Based on estimates froJ this survey, 66 percent of in fe rtility patients

receiving services through private physicians are served by
obstetrician/gynecologists. Urologists, who represent 13 percent of the
groups who provide in fe rtility services, serve .2 percent; the remainder

the in fe rtility patients are served by general/family practitioners and

general surgeons.



Non-metropolitan physicians sea fewer patients on average than do
physicians in metropolitan areas. Physicians who offer a greater number of
in fe rtility tests and procedures tand to serve more in fe rtility patients than

do those who have a more |limited treatment practice (not shown).

3. Referral Policies.
Given that most physicians who provide in fe rtility care perform only the

more preliminary tests and procedures, access to more specialized care depends

in part upon the referrals physicians make. Most physicians who provide
in fe rtility services w ill refer patients elsewhere when necessary, usually to
another physician. Only three percent say they do not refer female patients

for in fe rtility services, and an additional five percent say they have never
been asked (see Table P -4). Most of those who have not been asked are
urologists, who have little <contact with female patients. Most physicians (68
percent) refer female patients to another physician, while some (23 percent)
refer to a hospital or in fe rtility clinic which presumably provides
specialized in fe rtility services.

O bstetician/gynecologists are more likely than general practitioners to
refer fenale patients to in fe rtility centers or clinics. Since many
obstetrician/gynecologists provide relatively complex services for females,
when referral is necessary it is often to a fa cility which specializes in
in fe rtility services. O bstetrician/gynecologists, physicians who practice in
the South, and those who serve more than 12 in fe rtility patients a year are
more likely than others to refer their female in fe rtility patients to a center
or hospital rather than to another physician. Forty-two percent of urologists
who provide in fe rtility services report they have never been asked to refer

female patients, so far fewer of those specialists refer elsewhere.



Almost all physicians who provide in fe rtility services refer their male aS
well as female patients elsewhere, if necessary: 73 percent to a private
physician and 21 percent to a center or hospital (see Table P-5). Three
percent do not refer and three percent reported never having been asked to do
so. Urologists tend to refer to specialized centers, while the other
specialties refer male patients to other physicians, presumably often
urologists. Urologists, nonmetropolitan-area physicians and those who serve
more than 12 in fe rtility patients annually are more likely than others to
refer patients to a center or hospital, rather than to another physician.
Sixteen percent of the urologists do not refer male in fe rtility patients
elsewhere, which may reflect either the range of services they provide or the
requests they have received.

Physicians may not always have the option of referring their in fe rtility
patients elsewhere. Mine percent of the physicians who treat in fe rtility
problems explained that they sometimes do not refer because the cost of
further treatment is prohibitive to their patients, that laboratory facilities
are inadequate or that needed treatment is unavailabla. Nonmetropolitan-area

physicians, general/family practitioners and general surgeons and those who

practice in the West are more likely than others to cite these referral

problems (data not shown).

4. Financial Access.

Due to the potentially high cost of in fe rtility care, most low-income
patients cin gain access to services only in facilities which use a sliding
fee schedule or, if they are M edicaid-eligible, which accept Medicaid.

Otherwise, there is little possibility that they w ill be able to obtain any

in fe rtility services beyond a praliminary evaluation.



The survey results suggest that few women are able to obtain services from

private doctors at reduced fees (see Table P-6). Only nine percent of the

obstetrician/gynecologists and 11 percent of the urologists provide

in fe rtility services and are w illing to reduce their fees, and even fewer in

the other specialties surveyed do so. S lightly more of the nonmetropolitan

physicians provide in fe rtility services at a reduced fee, but even in this

group fewer than one in ten do so. Ho significant differences by region were

evident.

Access is somewhat greater for M edicaid-eligible couples. Overall, 21

percent of physicians provide in fe rtility care for which they accept Medicaid

reimbursement; 32 percent of obstetrician/gynecologists and 44 percent of

urologists do so (see Table P-7). Again, nonmetropolitan physicians ara more

likely to treat in fe rtility problems and accept Medicaid. Generally,

physicians who practice in the Horthcentral region are more likely than ether

physicians to provide in fe rtility services under Medicaid.



Table P-1: Muaber an4 Percentage of Ptiyalclana Who Provide Infartility Sarvicaa, According to Thair Specialty and Practlca Location

Location

Unweighted !

Total

Metropolitan otgtuo

K3

Metropolitan
Moaaetropolltan

morthaaat
Mortheantral
South

Moot

Muaber Who Provide Infertility Sarvicaa Percentage Who Prowida InUrLIlu t.rul

Ceneral/Paally Obatetriclan/ General Ceneral/Paally Obatetriclan/ Ceneral
Total Practitioners Gmecoleilete Suraaona Uroloslsts jotal Practltlonera Cm *calo,I<u
1,500 330 373 201 434 1500 220 573 201
45508 11,500 20,400 1400 4,100 451* 351 94% 44
33,400 10, 1co 17,400 400 5,200 44 30%* 94 5
11,000 7,400 2,700 500 1,000 47 47 97 10
0.400 - 4,000 - 1,400 41 s7)
12,m 0 - 4,400 - 1,400 52 90 -
13,200 - 4,400 - 2,100 40 45
11,000 4,300 1,300 30 M

Too (w to eatlaeta; taapl* w@ Hot aelectod for r« (loM | eatlaatea by thla apeclelty.
Difference* bat»*»» tyacliltIM are atatlatlcally algalfleant (p. <.05).
DIffaranca between aetrepolltea atatwa groups la atatlatically algnifleant (p. <.05).

VIYIVIL? flm

434

92%

92
94

93
94

94



Table P-2: Percentage of All Physician* That Provide Various Infertility Taata and Procedures, Grouped According to Lavala, by

Specialty and legion

Sarvicaa by Laval
Unweighted |

Percentage ako provide at least
see service

Hrel |
e Iscludee:

besal body tesperatur* Instruction
Infection Investigation

0 Percentage who provide at
iesst ana Level I procedure

0o Percentage who provide all
Level | procedures

Level Il
r includes:

- Quoen analysis
Peatcoltel teat

e Percentage who provide at least
ana Laval Il procedure

e Percentaga who provide e ll
Level Il procedures

IMd

lit

37

21

37
23

42

20

Speciallist lon

arsl/ Obstetrician/ gttlgfl
fanlif Tree- Gynecolo- Gan'l borth- gorth-
titlone r« g ill Surteona Vroloalats M I cawtral gcuth Waa
220 573 201 434 330 355 50A 311
334* At At i 414 524 404 50%
32% a u 13 44 31 3«
23* 3 20 35 27 31
32% «5 32 44 33 40
22* 02 2A 35 25 30
32% 71 03 32 45 31 44
12* 07 25 27 22 27
33% o) 03 30 40 31 44
11* 45 17 23 14 25

ttetropolila

35
2«

20

34
24

41

20

Status

41
31

42

30

41
22

44



0

Table t -2 (CcVt.)

?Tvitaf by

a

te

U

Includaa

« Spam aatlbodp taofc

- Clanlphaaa (asdlcal
drug tfcarapp)
Canadatrapla
(bamaaa kraatnaat)
Myalerecalplagogrecn
Lapcraacopy
lanagrapby
Panala alcrosurgerp
Mala tubal racanakrwcklva
surgarp
Artificial Inaaninatlon.
bp Aonor

Parcaakaga who provide
ak leaak ana Laval 111 pracsdure

Parcankaga who provide all Leva!
Three preceduree

la: Tha three lavala weed ta group procedure#

m Bat aaka4 af thla epeelaltp.

Laaa khan ana pareant.
Statlatlcallp
atatlatically
Statistically

12
27
12
24

1«
id

»

algalflcantdIffarancahataaan
significantllifarancabetween raglaaa
significantlU r .iac * bataaan

tvacUUntlon

epaclaltiae (p <.01)

(p <.N)

aakra akakuaaa (pc.05)

Cabral/ Obakatriclaa/
Paailp frac- Cpaacola- Can'l
————— tU tfftfri il _
7* 3) 1
14* *1 1
4% 44 2
go o4 3
2% as 2
T* 44 2
** 33 1
1 1
2% 34 0
21* «5 5
4 1 0
ara baaed an tha Tltla | catigarliatIM

ftfHglig--¥rolinllit

SA
mA
BA
BA
BA
BA

42

41

0

a( yrocaiurM

laitw

hin”™ Ut.n

Ssrkh- Borth-
port caekral tooth Uaet

12 14 10 13
24 34 24 24
11 12 13 11
22 24 22 24
23 17 20 10
20 17 14 20
a 4 a 0
4 « S 3 4
a 4 a 11
33 30 34 30
0 . 0 1

for fanllp planning aganclaa.

Batco

140

37

atatue
Bonnat.o

24

20
12
12

34



Table

P-3:

Service*

Percentage D istribution of Physicians Who Provide |In fe rtility

by the Humber of In fe rtility P atient* They Reported

Serving Annually,

P atient

In fe rtility

P atient*

Unweighted V

o Humber

- Fewer

- 13
- 25
- 49
- 73

to
to
to
to

- Kora

- Total

o] Range of
served

Served in

than 13
24
48
72
96

than 96

o Average number

served

o] Median

served

Percentage who

served more than

12 patients

- Of providers

- Of all

Projected

total

patients

Caseload,

patients

physicians 23

national

number of

served

and C haracteristics of Their Annual

by Specialty

General/Family

Practitioners & O bstetrician/
Total Ceneral Surgeons Gynecologists
989 92 520
1982
501 84% 26%
13 6 19
17 8 24
10 0 17
2 0 3
n 1 11
100 100 100
1-1200 1-100 1-960
34 9 50
12 5 25
50% 16 74
6 71
1,550,000 170,000 1,030,000

In fe rtility

Urologists

377

26%
18
22
14
17

100

1-1200

56

25

74

68

340,000



Table P-4: Percentage of Physicians Who Provide In fe rtility Services: Where They
Refer Female In fe rtility P atients, by Their Specialty, Practica
Location, and Humber of P atients Served

Physician Another Center/ Haver Been Do Hot
Characteristics P hysician Hospital Asked Refer
Unweighted V 598 280 148 43
Total 68% 23% 5% 3%

Specialty*

O bstetrician/gynecologists 56 36 1 6
General/family practitioners 87 14 0 0
and general surgeons

Urologists 45 12 42

M etropolitan status

M etropolitan 66 24 6 4

Honmetropolitan 74 22 3 1
Region

Hortheast 70 21 6 4

Horthcentral 72 23 4 2

South 60 29 6 5

West 73 20 5 2

Humber of In fe rtility
P atients Served Annually

More than 12 61 28
Less than 13 76 19

* S tatistically significant (p <.05).



Table P-5:

In fe rtility
P atient*

of

P hysician
Characteristic*

Physician*

Unweighted M

Total

Specialty*

Who Provide
P atient*,

by

Served

In fe rtility
Specialty,

Another

Physician

O bstetrician/gynecologists

G enerall/faaily practitioners

and general

Urologists

M etropolitan

status*

M etropolitan

Wonavet ropo litan

Region
W orthcast
Hortheentral
South
West

Wunber of In fe rtility

P atients Served Annually*
More than 12
Less than 13

* S tatistically

significant

surgeons

difference

6*6

731

77

80
38

TA
70

77
74
68
76

71
75

(p

<.05).

Service*:
Practica

Center/
Hospital

319

19

16
40

19
24

13
21
27
19

23
19

Where They Refer
Location,

Hever
AaPed

41

3%

W N W

Been

Kale
and Wumber

Do Hot
Refer

80

31

N AW s



Table P-6: Of AlIl Physicians, Percentage Who Provide Infertility Services on a Reduced
Fee Baals for Low-income Patients, by Specialty and " Practice Location

Percentane of A Il Physiciana
General/lFamily
Practitioners & O bstetrician/
Location Total General Surgeons Gynecologists Urologists
Unweighted M 1476 4914 558 424
Total 61* 51 91 111
M etropolitan status
M etropolitan 3 9 11
Morueet ropo litan 9 B 10 15
Benion
Northeast 5 9 16
M orthcentral 6 9 11
South 4 10 11
Mast 8 9 9

Too few to estimate; sample was not selected for regional estimates by this specialty.

* S tatistically significant difference between specialties (p <.05)

** S tatistically significant difference between swttropolitan status groups (p <.05)



Tabla P-7.  Of AIl Physician*, Parcantaga Who Provida Infertility Services and Accept
Medicaid “imbursemant, by Specialty and Practica Location

Pa.-cantaaa of A Il Physicians
Gcnerail/lPaaily
Practltlonars & O bstetrician/
Location General Surtaons Gynecologists Urologist*
Unweighted V 1490 496 567 427
Total 211* 161 32% 44%
M etropolitan «tatu«
M etropolitan 17** 12** 27 %% 40**
Boruoetropolitan 32 27 60 71
Horthaast 19** 33 *x 49 **
Horthcentral 29 44 54
South 16 26 34
W ait 22 27 45

- Too faw to estimate; sample was not salactad for ragional aatimatas by this specialty.
* S tatistically significant dlffaranca batwaan spacialtias (p <.05).

** S tatistically significant dlffaranca batwaan demographic groups within
spacialty (p <.0S).



C. Family Planning Agencies

W hile tha primary purpose of organized family planning agencies is to
provide medical contraceptive methods to all women at risk of unintended
pregnancy, particularly low-income women, family planning services include
other medical prodecuras as w ell. In 1580, nine percent of all family
planning patients received no contraceptive method at their last visit because
they were pregnant or came for other kinds of care. Ten percent of these
patients came for specific in fe rtility services (two percent) or were seeking
to be pregnant (eight percent). At least 9,000 patients received in fe rtility
services. Title Z is a major source of funding for most family planning
agencies (76 percent of family planning clinic sites received T itle Z funds in
1983). 12/ Its guidelines require agencies ta provide in itial in fe rtility
screening services and permit the* to use Title Xfunds, w ithin reason, for
more extensive in fe rtility care. Up un til now, little inform ation has existed
about the scope of in fa rtility services that Title Z funds are used for or
that are provided by other organized family planning agencies.

The survey conducted for this project indicates that as of 1984, 70
percent of all family planning agencies, representing 1,700 agencies, provided
in fe rtility services, ranging fro* only preliminary screening procedures to
comprehensive diagnosis and treatment services (see Table A -I). An additional
seven percent provided counseling services only and are not considered here to
be in fe rtility service providers. In fe rtility services other than counseling
are provided by 78 percent of all hospital agencies, 76 percent of 'other*
agencies, 72 percent of Planned Parenthood a ffiliates, and 66 percent of

health department agencies. M etropolitan-area agencies appear to be more



Likely than nonmetropolitan area agencies to provide in fe rtility services (7a
and 66 percent, respectively), although the difference is not statistically
significant. Agencies providing family planning services in the Northeast and

West are more likely than others to include in fe rtility services.

1. PI’OCedUI'eS and Taata. Table A-2 Lists a ranga of in fe rtility tests and
procedures, grouped according to the T itle Z Levels (I, 11, 111). Agencies
are classified as providers of each service if they offer it on-site at one of
their clinics or off-site but funded through their agency. Hospital agencies
are more likely than other family planning agencies to offer each procedure,
but often these services are available through hospital clinics other than
family planning.

Most agencies provide at least one of tha five Level-1 procedures, but
only 19 percent provide all five (sec Table A-2 for procedures grouped under
Level 1I). Over half of all agencies provide counseling and education, in itial

physical examination for women, basal body temperature instruction and

infection investigation. Only 26 percent provide in itial exams for male
patients. Health departments are least likely of the four agencies to provide
at least one Level | procedure (74 percent vs. 78 to 81 percent). Agencies in
the South, where health department agencies are most common, are less likely
than those in other regions to provide at least one Level | procedure (71

percent vs. 83 to 87 percent).

Level Il includes three tests: semen analysis, poat-coit&| test and
endometial biopsy. Only 24 percent of all agencies perform at least one- of
these tests, including 60 percent of the hospital agencies and 15 to 32

percent of the other three types of agencies (as Table A-2 illustrates). Just



nine percent of the agencies perform all three tests, including <4 percent of
the hospital agencies. Agencies in the Northeast and, less so, in the Wert

aro more likely to offer such tests, prim arily because hospital agencies are
more common in these regions.

Eleven Level-Ill in fe rtility procedures and treatments were asked about in
the agency survey (sea Table A-2). Thirty-seven percent of the agencies
provide at least one of these procedures, most commonly genetic counseling and
screening (31 percent), clomiphene drug therapy and sonography (15 percent).

Few health departments and Planned Parenthood a ffiliates provide any of these

services, except genetic counseling and screening. Just three percent of all
agencies, including 15 percent of the hospital agencies, provide all 11 of
these services. Northeastern agencies are far more likely than other agencies

to provide each procedure (except genetic counseling, screening); 10 percent
of the Northeastern agencies provide a ll 11 procedures, while less than five

percent of the others provide as many.

2. Beesons More Services Are Not Provided and Bsferral P olicies. A ll
agencies were asked why they did not provide some or all in fe rtility
services. As nay be seen in Table A-3, the most common reasons given were

that tha agencies lack appropriately trained staff (77 percent), these
services ara too costly to provide (67 percent), and they lack lab facilities

(64 percent). Over half the agencies also cited too little demand for these
services among their patient population and tha presence of other medical

providers in the area offering these services.



Agencies that provide some in fe rtility services were as Likely as those
that do not to cite these reasons for not providing more services (see Table
A-3>. However, the agencies differ by type and by region in the reasons given
for not providing some or all in fe rtility services. Hospital agencies most
commonly cited the existence of other roedicAl providers in the area as tha
reason for not providing more in fe rtility care (55 percent); none of the other
reasons were cited by more than 46 percent of tha hospital agencies. over 80
percont of the health department agencies cited the lack of trained staff and
the lack of lab facilities as their deterrent to providing more in fe rtility
care. More than 70 percent of the Planned Parenthood a ffiliates cited the
lack of trained staff and the existence of other medical providers as their
reasons. Finally the most common reason cited by other ty*es of agencies was
the lack of trained staff (74 percent).

Reasons differ somewhat by region. Too little demand and costly/incon-
venient are the reasons most frequently mentioned in the Northcentral Region,
w hile lack of facilities — trained staff and lab — were most commonly
mentioned in the South. The presence of other medical providers and lack of
sta ff were the main reasons in the Vortheast, and lack of staff and
costly/inconvenient were the principal reasons in the Vest. These reasons

largely reflect the types of family planning agencies in each region.

Agencieit in nonaetropnlitan areas were more likely than those in
m etropolitan, areas to mention all the reasons except the presence of other
medical providers offering the services. Lack of trained staff and lack of

lab fa cilities were the reasons cited moot frequently by nonmetropolitan

agencios.



Ninety-two percent of the agencies w ill refer patients elsewhere for
in fe rtility services they do not provide. Interestingly, nor.providers ara
Less Likely to refer these patients elsewhere than are providers. Hospitals
and health departments are lass Likely to refer than are Planned Parenthood

and other agency types.

3. R eferrals. Tables A-4 and A-5 show where agencies refer female and male
patients for services not provided by the agency. Approximately half the
agencies that refer female patients w ill send them to a specific private

physician, regardless of the type of care needed, whether specialized tests or
preliminary examination (see Table A-4). About 20 to 24 percent that refer
female patients recommend in fe rtility treatment centers and 24 to 31 percent
recommend other sources of care, depending upon the procedures needed. Six to
eleven percent refer patients to fa cilities within their agency system.

Hospital agencies are more likely to refer female patients within the
hospital system (19 to 27 percent) than are other agencies to refer patients
to specific clinics within their agency system (see Table A-4). Hospital
agencies are less likely than other agencies to refer female patients to a
private physician and more likely to recommend a specialized center or another
hospital. Agencies that provide in fe rtility sorvices are more likely to refer
female patients to hospitals and, less so, in fe rtility treatment centers, than
arc nonproviders of in fe rtility services.

Family planning agencies that refer in fe rtility patients are less likely
to refer male patients for each of the procedures than they are to refer
female patients (21 to 24 percent vs. 2 to 4 percent do not refer), which may

reflect the lack of male patients requesting such services. Aside from this



difference the distribution of where agencies refer male patients is similar
to where the/ refer femsle patients (see Table A-5).

These results support the conclusion from the NSFG analysis that
specialized in fe rtility treatment centers serve a relatively small proportion
of all in fe rtility patients, and that most care is provided by private

physicians.

4. E estcictlons. Forty-four percent of the family planning agencies
providing in fe rtility care have at least one restriction in their provision of
these services, noted in Table A-6. Twenty-five percent w ill serve only

patients seeking to become pregnant, not those who are curious about whether

they are fertile . Ten percent require prior agency approval before providing
specialized test procedures. This is presumably a financial measure to
control the amount of money and time devoted to in fe rtility services. Fewer

than 10 percent restrict their services to couples only, those with primary
in fe rtility problems, those over a minimum age (18 years on average), or under
a maximum age (40 years on average). Overall, these restrictions do not

appear to constitute major obstacle)! for patients needing in fe rtility services.

5. P atients UVﬂA tamaur, Only half of the family planning agencies
providing in fe rtility care could estimate the number of patients served
annually. Among those that could provide estimates, the median number of
female in fe rtility patients annually was nine; the median number of male

in fe rtility patients served was five (see Table A-7). The agencies differed
greatly in their volume off in fe rtility patients, ranging from one to 1000

female patients annually; just 36 percent of those providing in fe rtility



services serve more then 12 female in fe rtility patients annually. Agencies
providing specialized tests tend to serve more female patients than agencies

providing preliminary tests only.

6. Service funding. Most family planning agencies use m ultiple funding
sources to support their in fe rtility services. Eighty-four percent use more
than one source, with an average of three funding sources used by the various
providers (see Table A-8). P atient fees are the most common source of funds
for this service, cited by 81 percent of the agencies providing in fe rtility
services. Seventy-three percent accept Medicaid reimbursements and 56 percent
use T itle X funds for in fe rtility services provision (seven percent also had a
special T itlv X initiative grant). Thirty-nine percent of all family planning
agencies use T itle X funds for in fe rtility services. Less commonly used
funding sources are state and local funds (35 percent of the agencies
providing in fe rtility services), Social Services block grant funds (22
percent), Maternal and Child Health bleck grant funds (17 percent), or other
sources (11 percent), including Indian Health Services funds or private
contributions.

A number of aguicies obtain Medicaid reimbursement for some in fe rtility
services but not others. W hile 74 percent w ill accept Medicaid for an in itia |
exam, fewer, 62 percent, accept Medicaid for counseling services (as Table A-9
shows). Ho more than 21 percent of the in fe rtility service providers accept
M edicaid for other types of services. This pattern reflects both the types of
services agencies provide and state reimbursement policies.

The agencies' public funding for in fe rtility services permits them to make

these services available to low-income women and men. Seventy-three percent



of the family planning agencies that provide in fe rtility care use an

income-baaed sliding fee schedule or serve low-income women without charge (as

noted in Table A—9). Twenty-eight percent of the agencies providing
in fe rtility services also w ill accept insurance reimbursements as payment in
full or w ill serve 2-v-incorae patients for free.

Agency differences in fee and Medicaid-acceptance policies are reflected
in the composition of their in fe rtility patient caseload. In thirty-one
percent of the agencies providing in fe rtility services, patients served
without charge comprise at least 50 percent of their patient population; in 17
percent of the agencies, reduced-fee patients are 50 percent or more of their
in fe rtility patient*. In 15 percent of the agencies, Medicaid patients are a
m ajority of their patient in fe rtility caseload. In 83 percent of the
agencies, a majority of the in fe rtility patients receive either free,
reduced-fee or Medicaid-reimbursed services.

Table A-10 illustrates maximum fees charged for selected in fe rtility
services. W hile an in itial in fe rtility visit averages $49.25 among these
family planning agencies, the charge for this visit can range widely from $5
to $125. Additional tests ero also costly: A post-coital test averages $42

eand a semen analysis $31. Diagnostic procedures to check for blocked tubes,

for example, are ouch more expensive: a hysterosalpingogram averages $418 and

a laparoscopy, $1,117. Even drug therapy, such as clomiphene, can be an
expensive addition: fivo tablets averaged $22. Tha charges for a il the**
procedures varied widely among the agencies. Low-income women and men would

be unable to obtain these services without the flexible fee policies and

M edicaid policies of most agencies.



7- Cognunitr Airtreness Ifforts. Seventy-six percent of the agencies cited
at least one method by which women and men in the community become aware that
in fe rtility services are available (se*i Table A -II). R eferral from other
clients, a method requiring no e ffort on the part of the agency, was the most
commonly cited means $7 percent). Less common were specific publicity

e fforts made by the agencies: 36 percent gave talks or presentations about
their in fe rtility services: 12 percent placed specially developed brochures
and posters in other agencies about the availability of these services, and 8
percent of the agencies had notices about these services in new.iapars and
magazines. Some agencies notud that in fe rtility patients were referred to
them from other providers: 31 percent received agency referrals and 21 percent

received referrals from private physicians.



Table A -I: Percentage of Family Planning Agencies That Provide In fartility
Sarvicaa (Othar than Counsaiing) by Agency Typa, Metropolitan
» Status and Sagion

Agency Typa

H ealth Planned
Location Total Hospital Department Parenthood Othar
Unweighted = 508 130 108 135 135
Total 70% 781 66% 72% 76%
.ropolitan Status
M etropolitan 74 79 69 70 79
Nonmetropoliten 66 77 65 85 71
Hasion
Northeast 80* 77 50 74 92*
M orthcentral 74 92 69 79 72
South 63 63 64 61 58
West 79 80 79 71 81
Estimated number of
providing agencies 1712 212 935 127 437

* S tatistically significant dlffaranca batwaan region* (p <.05).



Tubler A-2: Percentage of Partly Planning Agenclea Providing Specific
Grouped by Level, According to Agency Type and

Teata and Procedurea
Unweighted N

Level 1

0 Includta:

counseling, education,
Information
physical axaa, women
baeal body temperature
Instruction

“ lafactlon investigation
physical axaa, men

0 Percentage that provide at
least one Level | procedure*

0 Perccntege that provide all
five Level 1 procedures

level Il

0 Includes:
semen enelyele
post coital teat

endometrial biopsy

0o Percentage that provide at
least one Level 51 procedure

o Parcentage that provide all
three level 11 procedurea

Total

501

642
61

61
52
26

17

17
15
15

[loapital

130

toX
76

75
68
47

83

43

53
51
57

60

44

Agency Type

(cont.)

Planned
Uealth Parenthood
Department Affiliate Othor
108 135 135
59X 697 702
57 56 66
52 68 72
46 49 58
Il 16 41
74 78 81
10 10 33
8 18 23
8 12 16
5 8 23
15 22 32
1 5 12

Infertility Teata and Procedure!,

Region

North- North-

eaat central

138 116 149
S0X 77X 55X
69 67 58
78 67 51
62 59 43
45 32 19
37 83 71
36 27 12
34 18 11
29 13 11
32 14 10
37 22 19

*
25 8 4

Somh

105

70X
58

73
62
29

83

22

24
17
19

31

1



Tabla A-2 (cont.)

tewti Tr |
Planned M iion
Uaalth Parenthood Berth- Borth-
Itfit >nd rrge»dvir*l---mmmmmemmeeeeee Total ___ MfiXJfclUi-—-- Banrtfflt__ Affiliate othar seat central South
U ni-IIll
o Includes
genetic counseling, screening 91 52 92 12 24 34 23 34
sonography IS Sd . S 17 32 12 12
clonlynens (medical
drug therapy) IS S 7 1 17 30 IS 10
laparoscopy IS SS S S 14 2t 12 20
gonodotropln (hormone
treatment) 12 44 S S 15 24 10 ’
hyeteroealplngogram 12 59 3 5 15 29 12 7
female mlore-eurgery 10 44 4 2 10 24 7 .
sperm antibody taat . 39 9 2 13 21 10 4
varicocelectomy ’ 93 2 2 11 21 7 4
artificial insemination,
by donor A 21 2 2 7 14 S 4
Male tube! reconstructive
eurgery S 24 1 1 4 14 5 2
Percentage that provide at
least on laval Il
procedure 97 42 34 It 92 41 31 39
Percentage that provide
ell 11 Level Il procedurea 9 IS 0 0 4 10 4 1
Bota: Tha thraa lavala used to (roup procedures ara baaed on tha Title X gradation* or prodecuree for family planning agendas.
The agency type# differ significantly (p <.05) an all taste and procedures. The regions differ significantly on ell taat
and procedurea oxcart infection investigation end genetic counseling/screening
then those shown in Table A -l

* Counseling la

counted here as a Laval

procedure,

end therefore these percentages ere higher

Meat

—ro
s

33



nfertility Servicca and Referral Policy,

Table *-)I Percentage of Aganclaa Mentioning Specific Reasons for Not Providing So«e or All |
by Uhether thaaé Aganclaa Provide Infertility Sarvicaa, Type of Agéncy, Region and Metropalitan Aren
Agency Type
Infertility Ser-
vices Provided
Hone or Planned Realon Metropolitan Statu
lousecilag Ulth. Parent- North North Mon
Reason Total Only Other llosp. , CRREL %L hood Other vaat cantral South Neat Met ro
Unweighted N 303 230 373 126 105 135 135 136 116 146 105 153 350
0 Lack appropriately
trained staff 77 74 14 46* 65 72 14 62* 61 86 77 69* 6b
0 Too costly an inconvenient
to provide the aervicea 47 42 70 40* 74 66 46 56* 76 67 66 62* 7)
0 Lack if lab facllltiaa 4A 41 43 26* 61 37 41 43* 57 14 56 51* 11
0 Too little denand for
5/ 40 55 39* 62 40 56 47* 67 62 42 51* 62
0 Othar Medical provlidara
In tha araa offer tha
aervicea 36 49 59 55* 52 76 57 63 59 50 63 63* 48
e Other** 7 7 7 14* 6 7 6 1 6 6 6 7 7
Parcantage that w ill
refer patients elsewhere 92 o4 95 90* 69 100 96 96 97 66 69 94 89

Motea: Agenlicaa could Hat not>> than one reason, so percentages do not aun to 100 percent.

Other reaaona Include: lack of funding or goveranant ralabureenant; patients
ara unable to afford sarvicaa; Inappropriate patient pepulatloa; do not serve
nalee; legal or Malpractice prohlene.

* Atatlatlcally algnliflcant diffaranca batwaan agency types, regions or
.eatropo'llan status categories (p<.05)



Table A-4: for Referring Aganclaa, Percentage Distribution of Facilities to Which Panels Patients ars Referred
for tach Kind of Sarvica, According to Agency and Provldar Typo

A|Wa Tm IflfarUIHy fprvitea Provided
Servica and Wealth Planned mone or
Wwrt Kt Total HoiplU I P=t, Parenthood other -fiawagtUBg Onlr Other
o Counseling
Unweighted m 341 74 74 100 91 7 234
clinics within tbs
agency 111 271 01 121 101 51 141
private phyaiclan 49 24 51 43 51 54 44
infartility treataent
canter 20 17 23 23 13 17 22
heapltol 24 34 21 34 24 19 27
ether 13 . 13 IS 13 14 1
~de net refer for
this service 4 10 3 1 4 2 5
lighted Pi 344 40 74 100 92 104 231
clinics nlt'lla the
agaetcy It 211 71 01 71 21 111
private physiclee 53 31 55 73 55 55 55
infartility treeleant
centar 20 12 23 24 15 10 22
hoapltal 24 30 20 32 24 21 v
other 11 9 11 0 12 IS 9
de net refer for
this service 2 10 0 1 4 2 2
Prellnlnary teats
Unweighted m 309 72 §4 125 104 104 2B3
clinics within tha
agency ft 141 4* 41 41 41 41
private phyaiclan 54 35 54 74 34 30 30
Infertility treatawnt
center 21 14 20 30 20 li 22
hoapltal 29 47 24 34 34 23 31
other 12 7 13 9 11 13 1
de not refer for
thte service 3 4 2 1 5
Specialised teats,
procedures
Unweighted m 424 98 B4 129 113 102 324
- clinics within the
agency 41 191 41 31 31 31 41
- private physician 34 Ig 30 70 41 44 37
e infertility traatnent
center 24 24 22 32 27 la 27
» hospital 31 42 24 40 37 24 3)
¢ othar H 10 12 S 11 14 9

¢ do not rwler (or



Tabl* *-i

Service and
Mur* laftr

0

Counaellng
Unweighted H

clinic* wlthl* the
»lew>
private phyaiclan
Infartility tnatan.l
caatar

hoapltal

athor
da not rofar far

thla aarvica

Bitan
Uamlghted «

clinic* within tha
at*nay
i/rlwata phyaiclan*
Infartility treetuant
caatar
haapital
othar
4a not rafar for
thla aonrlica

Pralinlnary taata
Unwalghtad 4

cltnlca within tha
agency
private phyaiclan*
Infartility troataant
cantor
hoapltal
othar
do not rafar for
thla aarvica

fpaclolliad Taata and
Procedure*
Unweighted 4

clinlca within tha
Maney
private phyalclana
Infartility treetnent
cantar
- hoapltal
e othar
do not reler (or
thla aarvica

Toitrl

141

111

24
24
1

144

24
24
1

lit
41
Id
21
2t
12

J

424

HsbtlU |

24

271
24
12
14
10

44

211

94

Itl
Id

24
42
10

AJwty
toe 1th
Deat

24

=

21
21
11

24
21
55
21
1

n4

41
54

20
24
13

14

41
10

22
24
12

Tn>t

Flannad

Parenthood Othar

100

121

23

IS

104

125

41

30
34

129
31
29

32
40

91

101
51

13
24
13

92

21
55

IS
24
12

104

41
54

20
34
1

115

For Bafarring 4j|«ncl«», Parcantag* Dlatrlbutlon of Pacllltlaa to Which Mala Patianta ara tafarrad
for Bach Kind of Jarvica, According to Agancy end Provider Typa

IflftrtlUtT Barvlcaa Provldad
or Coon-
aalina only

102 234
51 141
54 44
12 22
19 22
14 11
2 5
104 23d
21 111
55 55
It 22
21 24
15 9
2 2
104 291
41 41
50 id
Id 22
23 31
15 11
5 3
102 324
51 41
44 12
14 22
24 33
14 4
1 4

-Ot,-



R estrictions
(Other than

Table A.-6:

R estrictions

Unweighted V

o] Has at least one R estriction

o] Type of R estrictions

- serve only those seeking

to become pregnant

- require agancy approval
for specialized services

- provide for couples only

- patient must be of
minimus; age (average 18
years)

- provide for primary
in fe rtility only

- patient must not be over
maximum age (average
40 years)

- other restrictions

Votes: Agencies could check more

restrictions do not

Other restrictions

for at least a year;

Imposed by Agencies
Counseling)

sum to

include:

serve

Providing In fe rtility

Percentage
Of Providers

261

441

25

10

than
100 percent.

one re striction, so

the have tried

only established patients.

couple must

Services



Table A-7: Six* of Family Planning Agencies' In fartility Patlant Caaaload
for Selected Procedural for Female and Male P atients

Unweighted

Type of patianta \ Averase Ran*a Median
F ils In fe rtility Patlacta
o Total 1311 40 1-1000 9
o Coum aling 1311 37 1-1000
o] Exam 122 35 1-750
o] Praliminary taats 32 102 1-900 25
o} Spacializad taats 32 32 1-200 15

Hals In fa rtility Patianta

o Total 47 38 1-1000
0 Counseling 45 13 1-325
o] Kxam 23 19 1-325
o] Preliminary taats 30 25 1-250 10
o] Specialised tests i 4 1-10 3

TfttALIJM Ilz-rA antat.m im ta

(o] Faaala patients 331 3060 3-80,090 975
o] Male patients 383 25 0-1960 0



Table A-8: Of In fe rtility Service Providers and of all Agencies,

W hich Use Each Funding Source for In fe rtility

Fundin* Source

Unweighted H

foundation

Agencies Providing
In fe rtility Services
Other then Counselin*

264

Percent of agencies with more 941

than one funding source

Average number of sources

of funding for in fe rtility 3

services
o] P atient fees 811
o Medicaid, T itle XIX 73
o] T itle X 56
o] State and local funding 33
o] Social Services Block Grant 22
0 MCH, Block Grant 17
o] Special Title X initiative 7
o] Other Sourcej 11
MA « not applicable.
Mofei?: other sources include: Indian Health Service funds;

grants.

Services

private

Percent

A ll
Axencies

411

59%

IfA

57%

51

39

25

15

12

donations;



Tabla A-9: Financial Pollciaa for Infartility Sarvicaa

Aganciaa Providing

In fa rtility Sarvicaa A ll
Financial toiler Othar than Counsalina Anancias
Unwaightad \Y 148-255
¢} Parcant which provida aarvica and
accapt Madleaid
- Counsaling tZ| 43%
- Exam 73 52
- Praliminary taats 21 15
- Spacializad diagnostic procsdurac 15 11
- Hadlcal drug tharapy 15 11
- Surgical proeaduraa 15 11
o] Vary faas for low inccma 73 51
patianta or aarva without charga
0 Accapt inauranea raimburaaaant 8 6
aa paymant in fu Il
o] Pareantaga of aganclaa, at iaast 50
parcant of wtiosa patiant population
ia tha following:
- Madicald 15 11
- Raducad-faa 17 12
- Fraa 31 22
- Fraa, raducad-faa, or Madicaid 83 61

- Full-faa 17 12



Tabla K'lO: Chargas for Saiactad In fa rtility Procaduras and Tasts,

Family Planning Agancias

gha.r&J Avaraaa

0 Initial visit t 49.25
CJnwaightad 1 - 173)

0 l-oat coital tast 41.52
(Unwaightad 1 « 40)

0 Saaan analysis 30.85
(Unwaightad m m 42)

0 Hystarosalpingogram 418.00
(Unwaightad V - 28)

0 Laparoscopy 1117.00
(Unwaightad 1 - 27)

o} Clomiphena, 21.54

5 tablata
(Unwaightad | « 21)

Rama Had!an
$5 - 125 44.82
15 - 100 35.00

8 - 100 25.00
25 - 3000 160.00
80 - 2200 1000.00

4 - 80 15.00



fable A -Il: Percentage of Aganclaa Providing In fa rtility
Sarvicaa (othar than Couniallng) Which Raly
on Various Community Awareness Hathoda

Aganciaa Providing
In fe rtility Sarvicaa
SXC2E&L _othor than Counselins

Unweighted V = 253

Us«s at least one

community awarenasa e ffort 761
*EE
o] Client referrals 57
o] Talks, presentations by

sta ff 36
o] Agency referrals 31
o] Private physician

referrals 21
o In fe rtility brochures,

posters in other agencies 12
o} newspapers, magazines 8
o Radio, TV announcements 6
o Other efforts 11
Soto: "Other" Includes referral from other clinics,

health departments and social services;
general agency brochures.



d. inftrtVllifci cmtrt

NLneteen in fe rtility treatment centers completed surveys describing their
in fe rtility treatment policies and practice?. These centers vnre selected for
study because physicians surveyed in a previous AGI survey (results described
above) identified them as fa cilities where thay referred patients with
in fe rtility problems. This selection procedure vYould have weighted the sample
in favor of large fa cilities to which many physicians refer patients. Fifteen
of the 19 centers are university-baaed; the rest are medical or research
centers that provide in fe rtility services. W hile the sample is small and not
necessarily representative, the findings presented below illustrate the scope
of services and the policies under which services are provided by such
facilities across the country.

Five percent of the centers (one of the 19*) specialize in male patients

only and provide all tha male-related procedures and tests listed in Table

C -I. Twenty-six percent serve women only, although raost of. these w ill also
perform semen analysis in addition to all the female-related procedures and
tests Ilisted in Table C -I. Both types of centers also provide a rtificial
insemination by donor. The remaining 68 percent of centers provide almost all
the various in fe rtility diagnosis and treatment procedures listed in Table

C -lI, grouped by the T itle X levels for comparison with the family planning
agencies and private physicians surveyed for this study. A large proportion

of the centers (74 percent) offer in-vitro fertilization.

* Although only 19 centers were surveyed, results w ill be presented as
percentages rather than numbers of centers. Numbers as w ell as

percentages are shown in the tables.



Thirty-seven percent of tha centers do not cover all in fe rtility services
and gave reasons for not providing some services (see Table C-2). Most common

was the existence of other -jdical providers in the area and the lack of

appropriately trained staff. Other reasons mentioned were lack of patient
demand, cost of the services, and inadequate lab facilities. Those centers
that do not provide all services w ill refer patients needing such care

elsewhere; no centers said there was no fa cility to which they could refer
patients.

Thirty-seven percent of the centers have at least one restriction on the
in fe rtility services they provide (see Table C-3). Most frequently, they
lim it their services to couples (16 percent) or to those seeking to become
pregnant (11 percent). One center w ill not serve anyone over 40 years of age
and another requires fa cility administration approval for specialized
services. Ho center mentioned a minimum age or a policy to treat primary
in fe rtility only.

Only nine of the centers could estimate the number of in fe rtility patients

served annually and four could estimate the number of male patients. Table
C-4 lists tha range of estimates of the number of female in fe rtility patients
provided with various services annually. Because of the small number of

centers providing estimates of male patients, thesfii data are not presented.
The centers vary widely in the volume of patients served, ranging from 500 to
3,500 female in fe rtility patients annually. The data suggest that in these
centers more patients are provided with specialized drug therapy than with-

specialized diagnostic procedures.



W hile all centers rely on patient fees to fund the services they provide,
some also use public and other funding sources at well, as Table C-5
illustrates. F ifty-three percent accept Medicaid. Other state and lo:al

funds are used by 37 percent of the centers; 16 percent utilize T itle X fund*

for their infe rtility services. Eleven percent use Maternal and Child Healt.:
and Social Services block grants. As Table C-6 shows, most centers accepting
M edicaid reimbursement do so for all services they provide.

A few centers have financial policies which are favorable for low-income

women and men seeking in fe rtility care, which may reflect their use of public

funds to provide these services (see Table C-6). Only sixteen percent w ill
lower their fees based on patients' income; 37 percent w ill accept insurance
reimbursement as payment in '11. W ithout such policies or Medicaid

e lig ib ility and center acceptance of Medicaid reimbursement, these centers'

services are usually too expensive for low-income couples.

Table C-6 illustrates the range of center charges for selected
procedures. These charges varied widely among these 19 sites. Initia l
in fe rtility visits cost from $48 to $155. The greatest variation was for a

hysterosalpinsograa, for which the highest charge is ten times the lowest

charge. Given these high charges and that few centers have favorable fee
policies for low-income patients, it is not surprising that in at least 74
percent of the centers, full-fee patients constitute half or more of the
patient caseload (see Table C-6). Ho more than 10 percent of the centers have

free patients, reduced fee patients or Medicaid patients comprising over half

their patient caseload.



Most centers rely on referrals from private physicians (89 percent) or

other clients of the centers (79 percent) to reach new patients (see Table

C-7). Many (37 percent) rilso take referrals from other agencies. R elatively

few (37 percent) make e fforts to publicize their services by means of

brochures and posters (21 percent), radio or television (21 percent),

facility staff talks and

newspapers and magazines (26 percent) or through

presentations (32 percent). These findings suggest that couples with

in fe rtility problem* may not become aware of treatment possibilities unless

they are informed by their physician or have friends who have utilized the

services. Part of the unmet need for services could be explained by lack of

awareness of the local availability of such services as microsurgery or

artificial insemination by donor.



Table C-1: Percentage of Infertility Treatment Center* That Provide
Various Infertility Procedure*, by Level

Procedure*

Total

Ut

o Include*:

- counseling, education, information
- phyaieal exam, women

- phyaieal exam, men

- vasal body temperature Inatrjction
- infection investigation

o Percentage providing at
laaat one Level X procedure

o Percentage providing all
five Laval X procedures

14 2 tl. 11

o Includes:

- semen analysie
- poet coital test
- endometrial biopsy

o Percentage providing
at least one Level XX procedure

o Percenters providing e Il three
Level IX procedures

fatal. Ul

o Includes:

- rperm antibody teat

- clomiphene (medical drug therapy)
- gonodotcopla (hormone treatment)
- hyeteroselpiagogram

- laparoscopy

- sonography

— varicocelectomy

- female microsurgery

- male tubel reconstructive surgery
- artificial insemination, by donor
- gonetls counseling, screening

- in vitro fertilisation

o Percentage providing at leeat one
Level 11X procedure

o Percentage providing all 12 Level 111

procedures

lo ts: The three levels used to group procedure*

Percent sumber
100% 19
93 IS
93 18
74 14
100 19
100 19
100 19
48 13
95 IS
95 18
9 17
100 19
84 14
89 17
95 1B
95 18
95 18
95 18
89 17
48 13
95 18
48 13
100 19
95 18
74 14
100 19
58 11

are based oe the Title X

categorization of In fertility procedurea for family planning agcnciaa,
with the exception of baeel body temperature in*truetion, which has

been regrouped with Level X.



Table C-2: Reasons Given for Hot Providing A Il In fe rtility Services, and
Referral Policies

PMfSt.f.rvyfcls. Percent thrm.ber

Reasons for not providing services

Total 1001 19
- provide all services $3 12
- other medical providers in the aree 26 5
- lack approprately trained sta ff u 3
- too little demand for these services 11 2
- too costly to provide services 11 2
- serve men only 11 2
- inadequate lab facilities available 5 1
R eferral policy

Total 100% is
~ centers refer patients elsewhere 39

- ce.iter provide all necessary services 61 11



Tabla C-3: Parcantaga of In fa rtility Traatment Cantars Having Various
R estrictions on tha I'rovision of Sarvicas

P olicias Parcant tfuabar
Total loot 19
Sarva couplas only 16 3

Sarva only thosa saaking
to bacotM pragnant 11 2

F acility administration approval
naadad for apacializad sarvicaa 5 1

W ill not sarva anyona ovar 40 yoars of aga 5 1

Parcantaga with at laast ona rastrietlon 37 7



Table C-4: Rang* of Annual Humber of In fartility Patianta Sarvad by In fe rtility
Treatment Canters

Pamela In fe rtility P atianta Range

0 Total (n - 5) 500-3500

0 preliminary taata and procedures
(e.g., semen analysis, postcoital
tast)(n * 8) 100-3500

0 specialized diagnostic procedure*,
(e.g., hysterosalpingograa) (n * 3) 60-400

0 specialized drug therapy
(e.g., clomiphene, gonadotropin) (n m 8) 100-2711

o] specialized surgical procedures
(e.g., laparoscopy, varicocelectomy) (n * 9) 50-500

Vote: Two cantars reported visit data which wars excluded from thasa
estim ates.



Table C-5: Percentage of Infertility Treatment Centers that Use Various
Sources ? Funding for Iynfartaltlnlqty Sarvicas

Fundin* Source Percent Humber
Total 1001 19

o Patient fees 100 19

o Medicaid 53 10

o State and local funds 37 7

o Title X 16 3

o Maternal * Child Health Block Grant 11 2

o Social Services Block Grant 11 2

o Other 21 4

Hote: "Othar" funding sources includa privata contribution and insurance.



Table C-4: Financial Policies of In fe rtility Treatment Centers,
and Range of Charges for Selected Procedures

Financial Policy Percent Humber

o] Total 1001 19

Accept Medicaid for:

- counseling 53 10
- physical exaa 53 10
- preliminary tests 47 9
- diagnostic procedures 53 10
- drug therapy 53 10
- surgical procedures a7 9
o] Sliding scale or no charge for 16 3

patients

Accept insurance reimbursement as payment 37 7
in fu ll

Usual fee for

selected procedures tanse Median
- initial in fe rtility visit (n * 15) $48-155 60
- semen analysis (n m 16) 18-75 35
- hysterosalpingograa (n » 13) 30-300 105
- laparoscopy (n * 13) 350-2000 800
- clomiphene (5 tablets) (n » 8) 7-30 15
- varicocelectomy (n m 5) 500-2000 1000
- tubal reversal (n « 13) 100-6500 2500
- vaseetoay reversal (n <« 6) 1500-7000 2100
o] At least 50 percent of patients

pay as follows*

- Pull fee 74% 14

-M edicaid . . 5 |

- Reduced fee 5 1

- Free 0] o]
- Mixture of methods 5 1

- fe answer 11 2
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abla C-7: Parc*ntaga of In fartilL ity
Outr&ach Mathods

ethod

otal

R afarrals froa privata physicians

R afarrals froa othar cliants

R afarral froa othar sgancias
Facility
sta ff talks, prasantations

Vovspapars, magazinas

Radio, TV

Brochura, postar

arcantaga using at laast ona connunity

awaranass a ffor\

Treatment

Cantars

That

100

89

79

37

32

26

21

21

37

Usa Various

ParcantanaVuabar

19

17



V. Need, A vailability and Accessibility of Services

A. R w .H I
*
This section attempts to synthesize inform ation about the number of women

needing in fe rtility services and the number of physicians and family planning
agencies that offer the services to arrive at an assessment of the
accessibility of the services to those who need it.

Table N -1 summarizes the number of women (or couples) who need in fe rtility
services - that is, have a fe rtility impairment (other than contraceptive
sterilization) that is possibly treatable and want to have a child (or more
children).

N ationally there are some 2.4 m illion such women. Not included in Table
N -1 are 880,000 couples who are contraceptively sterilized but would like to
have the sterilization reversed in order to have children.

The cost of in fe rtility services may affect the access of low-income women
to in fe rtility services. Among those in need of in fe rtility services are
374.000 with household income under 150 percent of the poverty level. About
100.000 of those in need of services have Medicaid coverage, which may help to
pay for the services if they can find a provider who accepts Medicaid
reimbursement.

One or more components of in fe rtility care are provided by at least 46,000
physicians in office-based practice. Almost all these provide in itia |l testing
and evaluation, and some 37,000 provide more specialized in fe rtility tests and
procedures. However, very few, only about 2,700, adjust their teas for

low-income patients. Just under 10,000 w ill serve Medicaid patients.



Most family planning agencies also provide some in fe rtility services.
N ationally there are some 1,700 such agencies that take in fe rtility patients.
Seventy-three percent of these vary their fees or serve low-income patients
without charge. Almost half of these are in the South. Only about half of
the agencies which provide in fe rtility services do any specialized in fe rtility
tests and procedures.

Comparing the need for in fe rtility services with the number of physicians,
the ratio is 53 potential patients for each physician who provides any
in fe rtility services. There are 66 potential patients for each physician who
provides any specialized tests and procedures. The ratios are lower if
hospital clinics, family planning agencies and other fa cilities which serve
in fe rtility patients are included with the physicians. Froa these ratios, it
would appear that the physicians who now treat in fe rtility are capable of
serving all patients who need in fe rtility services, provided that other
segments of their practice don’'t demand so much of their time that too little
is available for in fe rtility .

Nevertheless, difficulty locating and getting to the offices of the
physicians might s till be a problem for some potential in fe rtility patients.
A rough indicator of tha magnitude of this difficulty is the size of the total

population (not limited to women or those in need) in thousands per service

provider, as shown in Table M -I. This measure reflects the size of the town
or conrounity ir ..hich a provider is |likoly to be found. The first figure
shown, for reference, is the population per obstetrician/gynecologist.

N ationally, in 1982 there were about 10,800 in the population for each

obstetrician/gynecologist. Regions differed slightly, the Northeast being the



beat-served with 9,600 people per obstetrician/gynecologist, and the
W orthcentral states the least well served (12,500). In nonmetropolitan areas
there were 20,100 residents per obstetrician/gynecologist, which suggests that
women in those areas rely more on general practitioners for gynecological and
obstetrical care.

By the population-per-physician measure, Level | in fe rtility care is ..lore
available than care from obstetricians and gynecologists. There were only

5,100 people in the population for each physician offering some kind of

in fe rtility service. This means that there is a fair probability that a
community with 5,000 residents w ill have such a physician and an excellent
probability that a community of 20,000 w ill hava one. D ifferences by region
are relatively small Nonmetropolitian areas are as well or better served
than are metropolitan areas, in part because of the high proportion of
nonmetropolitan general practitioners who traat in fe rtility, as shown ear-rlier.

At one for each 6,300 population, physicians providing more specialized

(Level 111) tests and procedures are less available than those providing any
in fe rtility service, but they are s till more available than obstetrician/
gynecologists. The South, at 10,100 population per physician, is less well

sorved by physicians doing specialized tests and procedures than are the other

regions. Honaetropolitan areas are about as well served as are metropolitan

areas.
Any specific test or procedure is less available than physicians who
perform at least one test. For example, laparoscopy is one-half as available,
sperm antibody tests and gonadotropin one-third, female microsurgery
one-fifth, and male tubal reconstructive surgery is one-seventh as available

as physicians who perform at least one specialized tewt or procedure. For



female microsurgery, there is one physician for each 33,000 people in the
population, and for male tubal reconstructive surgery, one for every 46,000.

Even if in fe rtility services exist in a community, there may be barriers
to the utilization of thos' services. One such barrier may be lack of
knowledge that the services exist or where they are provided. If there are
several physicians in a conwunity, potential patients must find one who w ill
treat in fe rtility . As was shown earlier, both physicians and family planning
agencies almost always refer for services they don't provide. There remains a
question, not answered by this study, about the extent of the public's
kno~ ' ge of the existence of in fe rtility treatment in general and of specific
procedures such as a rtificial insemination by donor.

A second possible barrier is lack of financial resources with which to pay
for in fe rtility treatment. Few physicians offer in fe rtility services on a
sliding-fee scale; there are 86,000 in the population for each such
physician. If family planning agencies which have sliding scales or free
services are counted with the physicians, the population per provider is
59,000. This means that a patient in a community much smaller than 59,00V)
would have a good chance of not being able to find reduced-fee services from a
physician or family planning clinic without traveling outside the community.
For low-income women covered by Medicaid the situation is somewhat better at
24,000 population per Medicaid physician provider.

The picture for low-income women is not as bad as would appear from the
above figures. In practice, many low-income women obtain medical services
from hospital clinics, often without charge. A was shown earlier, hospital

clinics were the roost recent source of care for 12 percent of all in fe rtility



patients, and many of tha hospitals may have sliding fee scales or free
services. On the other hand, it may be much easier for women to obtain an
initial evaluation for in fe rtility at a low fee or covered by Medicaid than it

is to obtain more expensive specialized services.

B. B lisusiAsn

Demographers and medical specialists have suggested that the need for
in fe rtility services w ill expand over the next few years for a number of
reasons. 13/ Th« number of people in their reproductive years w ill continuo
to increase for several years; thus, the number with impaired fecundity w ill
increase. More woman are postponing childbearing to their 30's, postponing
the discovery that they have fe rtility problems as well as being exposed for a
longer time to risk of disease which might impair their fecundity. These
trends, along with recent advances in medical technology for screening and
diagnosing fe rtility problems, indicate that more services, particularly the
more specialized procedures, w ill be needed in the future.

The results of this study suggest that for people with adequate financial
resources, either their own income or insurance with in fe rtility coverage,
in fe rtility services are as available as most other types of medical care.
Initial testing and evaluation is available from many physicians as well as
from hospital clinics, family planning clinics and other health facilities.
Specialized in fe rtility services are less common but s till appear to be
generally available. Most family planning agencies give as a reason for not
providing more types of in fe rtility tests and procedures that such services

are available elsewhere in the area. Of course, certain very specialized



procedures such as in-vitro fertilization may not be available in roost areas.
W hile the major in fe rtility centers provide these procedures, there appear to
be few such centers, and they serve only a small fraction of all in fe rtility
patients.

The situation is less favorable for low-income women, especially for those
who need specialized tests and procedures. Apparently worst off an poor
women without Medicaid or other insurance. Unfortunately, most poor women in
need of in fe rtility services are not Medicaid recipients, not because they are
less poor than Medicaid recipients but because most have no children and are
ineligible . Very few physicians say they are w illing to adjust their fees
according to their patients' income, and one might expect that those who do,
do so only for their long-term patients. Thus it would appear to be very
difficult for most low-income women to locate a physician w illing to provide
in fe rtility services at low cost or without charge. In practice, most of the
uninsured low-income women who obtain specialized in fe rtility sarvices
probably do so at hospital clinics. Zvidence of the impact of economic
barriers to service is that, among women who need in fe rtility services, only
one-fourth of those under 150 percent of the poverty level have received them,
as compared with about half of women with higher incomes (Table W-5).

The need for, and adequacy of, microsurgery for those who have been
contraceptively sterilized involves many questions that cannot be answered
de finitively with the data available here. The most important of these is the
number of sterilized couples who would actually choose to undergo an operation
to have the sterilization reversed if there were no barriers to access to this

service. The NSFG suggests that sterilization regret is widespread, with



reversal desired by 10 percent of those sterilized. However, many of these
might not choose microsurgery after considering the inconvenience, risk of
complications, and probability of success. The number of reversals actually
performed is apparently small compared to the 880,000 woman who say they or
their partner would like a reversal. According to the Hospital Discharge
Survey, in 1983 there were only 3,000 male roversal procedures (reconstruction

of the vas deferens) and 18,000 female procedures ("other repairs of fallopian

tube,” which may be for sterilization reversal or other reasons), 14/ this in
spita of the large number of physicians who say they are w illing to perform
tha operations. Thus, there is an important question about the practical

im plications of the expressed desire for reversal.



Table "-1;
and Population Par Providar,

Muaber of wonen in naad
ef in fe rtility aarvieaa (K M 'ii.
Total
<1501 of poverty level
on Medicaid

Muaber of physicians
srsxiaiM in ffrtlliftz
Provide any
Provide specialized**
Provide any, vary fees
for low-incosM patianta
Provide any, accept Medicaid

ftnristi IftP ftiil

Muaber of faaily planning
agencies providing in fe rtility
Provide any
Provide specialized**
Provide any, vary faas
for low-Incoae patients

aarvicei

Population (000*a) par provider

Pop. par Ob/Cyn (for reference)

Par ND providing any infar. eerv.

Par KD providing rpectallzed* aarv.

Par KD providing any infar.
variaa faas for Icw-Incoae patian

Par HD or faaily planning agency
that varies faas

Psr HD providing any infar. swv.
and accepts Medicaid

mota: NA - Data not avallabia
** Any Laval Ill sarvicaa

Meed for In fa rtility Sarvicaa,

JAfiu L.

*411
374
101

45.5
36.5

1,712
905

1,250

10.8

5.1
6.3

sarv. and

ta 16

59

24

* Too faw casaa for an accurata eatlaeta

020*0/11

Muaber of Physician and
by Begion and Hatropolitan

North-
east

440

8.6
7.3

257
132

MA

31

really Planning Agancy Providara,

M orth-

_EsniriL .

694

17.9
9.7

305
128

MA

12.5

4.6

6.1

74

16

Statua,

Onltad stataa,
South Most
765 519
a a
a a
13.0 11.0
7.8 8.7
0.6 0.9
2.1 2.4
810 340
502 143
MA MA
11.3 9.8
6.0 4.1
10.1 5.2
131 SO
37 19

19«2

Metro

33.4
27.9

MA

9.4
5.3
6.3

104

31

Mon-

435

11.9
8.4

HA
MA

MA

20.1

4.7

6.6

51

15



10.

11.

12.

13.

14.

REFERENCED

The Alan Guttmacher Institute, Final Renort on a Study of the Provision of
Voluntary S terilization Services to U.S,. Man and Woman by Physicians in
Private Practice. Hew York, September 1984.

A. Torres, "The Family Planning Program and Cuts in Federal Spending:
Initial Effects of the Provision of Services," Family Planning
Perspectives. 15:184-191, July/August 1983.

T itle X guidelines, BCHS, 1981.

national Survey of Faaily Growth. Cycle IIl. Tape Contents Manual.
prepared by Family Growth Survey Branch and Computer Applications S taff,
Division of Vital S tatistics, national Center for Health S tatistics, 1984.

W.D. Mosher, and VJ.F. Pratt, "Fecundity and In fe rtility in the United
States, 1965-82", HCHS Advancedata. 104, February 11, 1985; and W.D.
Mosher, "ReproductU'a Impairments in the United States, 1965-1982,"

Demography. 22:415, 1985.

J.D. Forrest and S.K. Henshaw, "What U.S. Women Think and Da About
Contraception,” Family Planning Perspectives. 15:157, 1983.

J.D. Forrest and S.K. Henshaw, op. c¢ it.. and C.A. Bac.hrsch,, "Contraceptive
Practice Among American Women, 1973-1982," Family PLannlfty frarapactive*.
16:253, 1984.

R.B. Gold and A.M. Kenney, "Paying, for Maternity Care,” Family Planning
Perspectives. 17:105, 1985, Table 1.

"In fe rtility and Sexually Transmitted Diseases: A Public Health
Challenge,” Population Reports. Series L. Ho. 4, July 1983; and H.L.
Porter and F.S. Christopher, "In fe rtility: Towards an Awareness of a Heed

Among Family Life P ractitioners,” Family Relations. 33:309-311, A pril,
1984.

A. Torres, "Estimates of Cost of In fe rtility, Hatural Family Planning
S terilization Services in Ambulatory Health Care F acilities,” unpublished
memorandum, The Aian Guttmacher In stitute, Mew York, February, 1981.

M. Roland, "In fe rtility Therapy: E ffect of Innovations and Increasing

Experience," The Journal of Reproductive Medicine. 25:41-46, July, 1980.

The Alan Guttmacher In stitute, Current Functioning and Future P riorities
in Family Planning Services Delivery Mew York, December 1983.

S.0. Aral and W. Cates, "The Increasing Concern with In fe rtility . W hy
Now?" Journal of American Medical Association 250:2327-2331,November 4,
1983; and M.M. Adams, G.P. Oakley,Jr., J.S. Marks, "M aternal Age and

B irths in the 1980‘s", Journal of American Medical Association

247:493-494, January 22/29, 1982.

N ational Center for Health S tatistics, "D etailed Diagnoses and Surgical
Procedures for Patients Discharged froa Short-Stay Hospitals,United
States, 1983." Vital and Health S tatistics. Series 13, Ho. 82, March,1985.



APPENDIX A: Private Physician Survey

In fe rtility Services Questions



S*TVIC**
For acout now many Panana d«d you perform ,nf*mny<j,*gno** tna/of <r**On*m dunng iX2»

rrfnon*. OW4J* Uip 10 Q -U |

W hK* otth*to«owingser\nc#* do you parform tor in# purpo***orntor» fty<»a”*jM and treatment?

1 Baaal botjy lamparaajr* inatnxnon
Poaieot* taat

Semen analyaa

B ow oo

Hyjttfoiatotngogram

5 Laoaroacopy

6 Sonograony

7 SowThanttoody/immunoiogKai avMuaaon

8  invatmgatxxio<ntochona aaacoated wah nfemary (*uch a* chiamyoia or gcnormaa)

9  Modteal drug therapy, men aa ctomphan™*. torovuiaaon mdueoon
to Aruteal maonwiaoon Gy donor
11 Microsurgery tarlama)* uoa) oOatrueiton. patsncOm m s, or tomate mnkzaaor reversal
12 Hormona traatmanr. juch « gonadooopm, torovutcoon mducson
13 Mala tu00 raeonatrucjrva aurgery

14 OmarfSaeerfy - }

Where do you rator tn* m**o and tamale fxaara tarwhom you c»vtoi perform pamcule-diagno*** or treatment*?

Mai*
I'hav* never been aafcad. t
| ratar than B another prrysoan* my group. (Specify apaoalixaoon ) 2
lratar them to an mteroMy jceoa** notmmygoup. 3
Ir*f*rmemtoa jpaoatintornirfycantsrordtoc. 4
100 not rf#rpanama tot mtarttity aenncs*. 5
Other (Scaafy ). S

Plea** orcM aM tha raaaont you do not ratarjome or a* o<your pcs*nta tor parocuiar ckagnotes or treatment*. (ityou

n taratfolyourpaoam* tormaae jarwca*. otaaae Hop to 0-*0.)

Thera « no pice* 10ratar paflema.

1

2 Th* coat would t* prof*t»w tarmy pacoma.
3 Thar*arano adequate laPtkMory faoHtoa.

4

Iprovtoaanmaappropnataieaw myae*.

5 Othar (Speedy

Female

1

2
3
4
5
8

Are your fese etwtdarttoralyoir peeenee, ordo fwy vary *xord»s toyour pawmalitnanoal orcunwanc**?

1 Standard taaa tora* paitanta.
2 F««*varyaccording 10pttants nnanoaiemajmstanca*.

3 Oth*r(Sp*edy

In your private pracoca.do you acsapt Medtaaid r**nOuri*ment» tor mferowy aagnoa* or traatmant?

1 No.

2 Inav* never oaan aafcad.

3 Yea.

o>

65
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Provision of Infertility Services inthe United States

Tha purpoaa ol tha survay IStona« USundamftnd meet scout m# prow
iion ol mfartilrty sanncat. Ptaaaa tntwif lot your agancy u a wno*a.
incfudmgaHdmcs rfyouragancy ooaratas moramanona tea. lfyouwan to
comma**onany questions, ptaaaa faat fraatoum tn«jcaca mmo margins
oron tn» oack paga. Your command w* Da raad and taxan intoaccount

Thar* you fo* your hotp.
Ratun tnn goesoonnatra to:
Tha Alan Guttmacftar iruwuta
340 Puk Avanga Soutft
Naw Yo*k Naw Yortt 10010

Ifyou hava any qussOons. ptaaaa can Or Tany On. coilact at
(212) 8A5-S651. x220.

INFORMATION FO« INOtVIOUALAGENCIES ANO CUNICS WKX BE KEPTCONFIDENTIAL



Art me (oilov'ing infertilitydiagnostic ano treatment services avanaoie on-sitem your agency j cnriicisi av«naoi« off®
site oy another otovk3#< out funded tnrougn your agancy. 0O not proviaea inrcugn your agancy’

infarl_ilily P*oviOad  Provided Mot
service on-site ofSite provided
Infertility counseling, aoucation. information i 2 3
Physical exam and mstory. women | 3
Physical exam and history, men t 2 3
Basal Oody temperature instruction 1 2 3
Postcoital test t 2 3
Semen anatysis 1 2 3
Hysterosafpmgogram t 2 3
Laparoscopy 1 2 3
Sonography t 2 3
Enoometnaf booty t 2 3
Sperm antibody/immunotagaal evaluation 1 2 3
Investigation o} infections associated with nfardffy,

such as crtsmyds or gonorrhea t 2 3
Drug therapy, such as dormphene, forovulation induction 1 2 3
Artificiall msemmaoon by donor 1 2 3
Hormone treatment, such aa gonadotropm. forovulation induction 1 2 3
Microsurgery for female tubel obeaucoon, petac diseaee
or female sttnMzacon reversal 1 2 3
Male tube! reconstructive surgery 1 2 3
Varicocelectomy 1 2 3
Genetic counseling, screening t 2 3

Other (Specify

Please arc* all the rteeone thel some or ae of the servtcee ksted m Q-2 are not prowled ttvougn your agency,
t There istoewoe derrand tortheee eerveee.

2 ita too ooetfy or inconversant torue to provide theeesenncae.

3 We lackapproprtaie#ytnwwdVM#f who can provide theeeservicea.

4 Avaitadie lab racdttee are inadequate.

5 Other medkatpreindersh he areaoffermeeeservicee.

6 Other (Specify )

00 your dime staff refer any paoeots for infer. : tydUgno«ac or treatment semcasonher tootherdmcawithm your
agency or elsewhere?

1 Yes. fP#e«e continue w»h 0-5J

2 No.

Ifno. i* itbecause they provide aM necesaary servcee?
t Yes. (Pfeese Mapt00-7.)
2 No. (Pies**Uep 10 0-17.)



tric 50 oonc 0us s Py i*a co o ANTE s O e ol

T"pe ol provider Counseling intdial P"liiminaiv  Soecianrea
#«am  test* «sis

Other cuntcs njn by this agency

Soecilic onysician

infemiiry treatment center (Specify
Hosonai tSoecity
OineriSDecity

Do not reler or never nao patients requmng this procedure 6 6 6 6
137'40) (41—441 (45-44) |4*_(()

To what type of provider do clinic staff I [trm a* oatienu lor the infertility services listed Detow ifthese services are
not provided atme clinic Please consider oouows oemg treated as two individual patients.

Type ol provider Counsetmg iniiall Prefcmmary  Specialized
exam tecta tests

Other clinics run Dy tms agency
Specific onysioan
infertility treatment center (Specify

Hospital (Specify
Other (Specify

00 not refer or never ned patients requmng tr» procedure 6 6

6 6
153-M (57-60) 161-64) 165-56)
[l none Ol me infarohty services faredM 0-2 am provided through your egency. press# skip ro0-/7

Please circleme policies your agency has forme provision of infertilitydiagnostic and treatment services.
1 WiM serve couple# only; wHI not serve an mtkviduaf without ha or her partner.
2 Will serve orrty patientswho are seeking toBecome pregnant

3 Will serve only moeewi th primary mtertktyiwei not serve mcee wen secondary rnfemwy prottems (i#..those who
nave gwen otrtn end are not tote tobecome pregnant agam) -

Clime staffmay not performapeoa&ed ckegnoeoc or turgrcal p>ocedurea without agenqy sgpravai -

4

5 Win notserve anyone belowage
6 WiH not serve anyone overa g e
7

Other (Speedy —————mmmm oo o o
Please circleaft source# of fundmg your agency usee to supportme provision or infertilitysemcee.
1 TitleX (regular grant)

2 TitleX (special mmabve; specify
Medicaid (Title XIX)

Matemai and Child Health Block Grant (Tide V)
Social Services Block Grant (Title XX)

State and local government

Patientlees

Other (Specify -

o ~N o U A

*2

*3 *4-"1

5 773

D 00 *j



0-12

0-13

20nacr'3»-9,C'0nq L I;-Csce 1 &%, 08S resse -CcatS«r»-g,

Medicaid "eimoufsemems “oreug.c e patents

inxqility <Bs No Not Serve*-ot
service “ennoursaoie provicw *o
ftmy state e"igioi* oat"sms
eecuejnng
infertility counseling or education 2 3 a
irutiai eiam ano ftistory 2 3 4

Preliminary miertitity tests and orocsdure*
i8 g.. semen analysis, postcotai test)

Soecianzsd diagnostic oroceduree (e g,,
ftystsrosaiptngogram) 2 3 4

Specialized drug meraoy (e.g.- domipnsne) 2 3 4

Specialized surgical procedures (e g.. laoaroscooy.
vancoceiectomy)

Are your agency s lees for infertility services standard for all your patients, or do may vary according toyour patients
financial or otner circumstances?

1 Fees are standard for al patients.
2 Fees vary t<ecort*ng to patients” finanus) circumstances. (P/&'[j* enclose fee schedule)
3 Other (Speaty 1

Ooes your agency accept patients” insurance reimbursements as payment for infertility services provided, ordo you
require your patients topey you Orecfy?

1 We accept insurance rsimbursements as paymentm fu.

2 We accept insurance reimbursements as parts) payment and t patient forbalance.

Patient pays directfy and seeks insurance reimbursement run/hersetf.

3
4 We nave no specific policy: itdepends upon the insurance compvty s pofcoee.
5 We nave no specificpot®y :itdepends upon the procedure.

6

Other (Specify i

What isyour agency smaramum charge lorthe loilovsng infertety tests and procedures? (Please chock the
appropnate category (ortestsor procedures not provided through your agency.)

Infertility Maximum Nor
semes charge provided
Imca) visa, new patient (ndudtngphysoans chergs and other ckne lees) $

Postgonn testOndudingbaftdWc and topMet (see) mm S

Semen analysis (including botfi cfinicand lab test fees) S

HysteroeOprtgogrsm (including hospits) fee. phyvaen a

and radtotogisrs charges, tap test fees) S

Diagnostic Isperoeoopy(indudInghoepitai fee. phynoan s and other chargee) S

Clomiphene. torovtietion induction (five ttttata) $

Pisase orde thepercentags ofyour mferbMy pagentaehoee semcea arepasl forn the totioimngways (percentages
snouid add to 100):

0% 1-10%  11-25% 26-40% 51-75%  76-100*

Patientswho are covered by Medicaid 1 2 3 4 5 6
Patients who pay and/or whose

insurance pays the fua fee 1 2 3 4 5 6
Patientswho pay a reduced fee 1 2 3 4 5 6
Patientswho are served for trse 1 2 3 4 5 a



G-"5

When did your igsncy oegm proving ersatmty servicss?

19

I'UNart women and men m need ol infertility services m your community mace swsre tnstyour agency provides
t#$# seme#t*" 7

1 Specific infartility orochures. posters placed m other community agencies rPfsM# enclose sample. <1‘ira/itoia)
2 Rad*}. TV announcements.
3 Talks, presentations by agency staff

Newspapers, magumes. fPfsase snclos# sample,”tVtiiaD H )

Rslsrrsls from other agencies.

a
5
6 flsfsrriit from private physkpan*.
7 Referrals from other clients.

8

Other (SpeCify = mmm e e )

How many undupkeated patients received the fotioenng mferekty tenncet through your agancy m the most recent
year lorwhich you have data7 Please repoti separately lor female and mala patients (couples should De counted as
iwo saparsts patients). Note that suototaismay not add to the total numoer of patients, Decruse some patients may
recstv* more than one type of serves [Ifyou cannot provide data for undupkeatedpaoents. please estimate total
vistts.

infertility Female Mlie

S#V>CS !

Pag&onts or Visits Psosnts or Visits

Total numoer of paoents or visrti

Counseling

initial exam, history

Preliminary tests and procedures
(e.g-- semen analysis, poeamtai test)

Specialized diagnostic tests *nd
treatment (e.g-. aompnene . laparos—
copy, vancoceiecsorny)

What year do tha aPove datacover?

Are these nacat year cr calendar year esomttee?

Please us# cemjparafife data sources fotatmatw toonmtC Kal famty pIanning Pao0aca mine next gossoon (0-f 7)

How many undupkeatsd medrcaf/tinWyp/anmog patients (mckxkng mfertsbfy patients) dri your agency serve dunng
the most rscent year forwrvch you neve dau? Please sxefude patients receiving only referral services pregnancy
testing or aocrtion. tfyou cannot provide data forundupkeatsd patients, pieasa estimate total meocai nsifi.

Patients or \Visits

Female family planning paoents
Male family planning patients
What year do tne above data cover? ------—-

Are these fiscal year or calendar year estimates ~

63 64

65-68 59 *0-77 *4
*5-78 *9 3C 2
C33 6-3 9

i0-'3 14 -6-17 '3

'9-22 23 24-26 2*

28-30 31 32-34 3

36
3*
38-»2 *3
u-i* 43
49



0-t9 ™

Re*pof*J*or* n*m«

anytfungNmyou *ou*d hfc* to t** u* ag&ctf m* 0*<rv«fy0| mP*re*jy meviem tfwongfi your agency?

Portion

Ag«ocy

Taiacnononumoor

. PI«CM raewnow to mckx™* yourto acftaduta tar mtottrty metvkm.

THANK'YOU FOR YOUR COOPtRADON.
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Provision of Infertility Services inthe United States

Thwtc you ".aryour r*<o.
R«um tnaguwoonnan ®&:
Th« Alan Guamacrar irxouia
360 Puk Avar** Sown
Now Yorx. Naw Yotn 10010

If you nava any ouaaoora. owaaa can Of TVry Orr. cottae. tt
(212) 665-6654. >220.

INFORMATION FOR INOIVIOUALPACIUTIES W1U.SC KEPT CONFIDENTIAL



*ra in# following infartility oiagnostic jna treatment st*Vicas orov>0eo inrougn your iscnity7?

infertility 3 "ovioed Sot
secnca orovio#o
imarolity counaeung, education. information i

Physical exam ano hnrory. women i

N

Phyaieal exam and nmory. man 1

N

3uai Doay temperature instruction

[a=

Poatoorui taat

[E=N

Semen anarys*
Hysterouiomgogram
Laparoscopy
Sonograpny

Enoometnai bwoay

= = R T =
NN NN NN NN

Soerm armoooy/rmmunoiogicad evaluation

investigation of infections associated wrtn rtemtty.
sucn u cmamyoiacrgonomtaa

Drug therapy, sucn aacfomeneoe, forovulaoon induction

Artificialmeemmaoon Dy oonor

T U S S
NN

Hormone treatment, such as gonadoeoan, forovuaaon nouchon

Microsurgery for female tuPal ooatnxoon. pefinc Oiaaaaa
or famara senftxanon reversal

Ma» tulai reoonatrucova surgery
Vancocafactomy

Geneoc counaafmg, screening

[ T ™
NN

Invitro femtizafion

Otn#r (Soecrfy

Pteu# aro# all the reasons mat some oral of the eervwea listed n Q-t are not c«ovk>ed through your faoirty,
t There* too litflekdemand foriheaaaerneee.

2 ita too coetfy or inconvenient for uefo provide th*ee service*.

3 W# lactr aopropnatafy traned naff who can prove]* M t seme*=.

4 Avaiiai** lae faakdee art inadequM .

S Othermedfcafprandcra*«*»af»*o«erthaae*ervcee.

o Other (SO*dfy

1 Weprovtfeali

Do your staff reterany pedants efeeertare for rterBWytttgnoeoc or trB*enents*rvicee?

t Tat. cononutwGiQ-t.)

2 No.W* provide at neoeeaary aarvtcM.

3 No. We neither provio* all nacaaoary aarvtcaa nor rafarpeeves afceemerwMcauae: (pf**M arc>#)
a. Thera tano ptaea to rafar pacents.
0. Coatwouldbapronawrva torpaoama.

c. Cthar (Soactfy

vvnan okj your faaMy Oagat providing nfaroMy aarvcaa?



0-9

p ‘fiaia cirex tn# pdtoea your facility n *j tor tne provwon ol ‘Cittmiiiy oiagnoitic 4no :r«dtrnant sam cas
1 Will serve couple* Cflty: wiH not *erv* an individual witnout ms or nor partner
2 Will serve orvy patients *no tn m fcir*j to Become oregnam.

3 Willsarva on*y tnoee **m pnma/y *rrfsroirry: wm not **<y* tnow wrtn secondary infertility prootama (s tncxe WNO0
nave gr/an D*rm and arc not aox to ooeome pregnant agami.

a Staff may notcartoon scsaattjad diagnootx or sutgcai procedure* wnnout conauitaoon or aom mistraior'j
approval.

5 Will not aarv# anyona oatow age
6 WS)notaarve anyone over age
7 Omar (Specify

8 None oftne ao»re.

Piaua arc* all sourcae of funong your faotty uaoa to support tna orovtawn of nfanHay sem cee.
1 Pusantfaaa

2 Maoic»d fnaa XIX)

3 Thila X Puodc HaattiSamoa Act

i Maternal and Chtld Heaan Bloc* Grant (TwayvV)

5 Social Sarvicaa Btocx Qrant (TTita XX)

S State and local government

7 Otner(Soecrfy

for each of tne to#otwng nferttfy diagnoaac ortreaanentaam caa. daaaa ntacata whetneryour faoiify acoaots
M eocaid ratmouraamancs teraagda pooarn.

irrfaroHty Yaa No Not Samoa not

samoa raanouraaCfa prowled: no
th go * pacama
riQuUttmj

infartility counseling or education 1 2 3 4

initviiexam and m any 1 2 3 4

Pradm mary infertility taaa and procedurea

(e.g. saman enetyaa, poaaxvoa leer} 1 2 3 4

Soaaaioad diagnoaac procedure* (e.g_

hysterceaipengogram) 1 2 3 4

Spaoatead drug tnerepy (a.g_c. "tabana) 1 U 3 4

Spaoalowisurreal procedurea (a” _ laparoaoopy.

vancooataeBfry) 1 2 3 4

ArayourfacM ty'tBea terinfertiBy wvtaee Mandaratorn! your paaarrta, or00 tftay vary according to yourpoena
financialorotheroaeunaiancae?

| FeedartetantBrttora flp aie f.
2 Faaa vary aeoording » pa”crtsifinanoal nroumstancao. fPteaaa andoa® faa acnaduaj

3 CtmarfSgadfy

Doaa your faofety aooaot paOena” insurance reenouraemena aa payment lor rriartity aam caa provided, ordo you
require your paaena 1 pay you deeaty?

Lwe accept meurarce mmoviementi = payment r fUL

2 We accept *aurmcere*nour**menaa»partialpaymeniandoeioaMnt loroaianea.
3 Patwntpaysdiracay and aaam neuranoarjatBuraam enthifn/haraatr.

4 W# navo no soeoflc poacyt it dspooda upon tha nsunsnce oompany s pcaoaa.

5Wa raeno toaoflc policy: itoapanda upon tna procoaura.

3 Othar (Soecrfy —

42.40-u
45 44-%:
4449

5C

53
54

&

57 58

55

% 57



o-to

0-11

What ISvour Uauty | utusi cnsrga for tne following interrmy tests ano o/ocedures »iPwsse cnec* tne

aooroonata category tor testsor procedures noi orov<ded tnrowjn your t«e«y imciuoe tne onys/asn s cnerge
*JO tost ano otner faculty ioee and nosoiui k i wnen aooroonste.

ifrtility s«viic« Usual crarg* Not orovioed

inmai visit naw pa&ent

Soman analyM

HystenosaJOingognm

Oiegnosoc laoaroacooy

Ctom*ohene. forovtfaoon induction (ftvetawets)
vancoeatactom y

aovanai of tuoaf sgaoon

Vaaactomy rcvarsai

P*aaaaoraatnaparccntagaofyournfarolitypaoantiwnoeasafvicaaarapaidiorrtnoWiowmgwaynpareantagas
snouid add to 100):

0% 1-10% 11-23% 26-30% 51-73% 76-100%

Poems wno art covered oy Medicaid 1 2 3 4 5 3
Pwarns wno pay snd/crwnota

mauranca cays me funfaa 1 2 3 4 5 3
Paoants wno oay a raducad faa 1 2 3 4

Paoams wno ara sarvad for frao 1 2 3 4

How dowoman and man innaad of vrfemlifysonncca m your commurvty iaam mat you pronoa meee semcae?

1 Soaafteintaraiitytsocfturoa pawrspiao*dinoofnmunrtyaganaas ./Pi*aaaanc«aaj«Tio, ifav«ia«a,,

2 Radio. Tv amouneemena.
3 Talks. presentations oy agancy ra ff.

4 Nawapaoars.magaanaa./Pfa«saanca38aMmO<a.i<ayaiiaa>a./
5 Aaterma fromagaroaa.

6 Pafamafa from pnvaia pnyadar*.

7 Referrals fromoCwckena.

3 Other(Spaafy

9 Nona of rsastare.

How many undupticnad pedants recsnred tha toiQMng rterafcty aamcaa through your taoMy n tnamost racara
year forvmen you hsw d*a? Pieeee neon aecarsafy forfemate and nwe peaents (oouoiee snouM oe oovntad u
two saoaraiapaMana). Note dial auMoaua may not add 10ma total numoar of pcsantt. oeeauaa toma oaaams may
racaivamont tianona lypao(aamca. ifyou cannotprosndaoaa torundusweaiM oaoana, ptaaaaaaomata vtsas.

infcrbWy Female

service
Paaena or vana Pecena or Vmo

Totalnumoerofpaaenaorv»a

Prtfrnm aiy teea and procedures
(e.g..semen anafyaM.poscooi tasQ

Soaoakzad Aagnoaoc procaduraa
(-A9.. nyateroeawngogram)

Speaaload drug menoy
(e.9-- oonspnene. gonacoooom) -

Soaoaklad surreal orocaduraa
H.g.laparoscopy,vanoocaiegomy ) A . —

What year do tnaaooved m cover?

40/° C32. 5-4
>-e2

>ef

39-12.0
*9-5253 5*-r sa
*9-«2.43 5*-»r d

50-72.-3 §32_(ﬂ

56 3 -0-' m-



Pease cescroe any arooiems you nave *r.aount*r’a nyour &cuv i arov. jicnof>maninry services

Ismere anytftmg etse you » coW liketotM uc scout VM oekvery o< tFTwaiiry services mrougn your agancy?

Respondent's name
Position
Paokty

Tswpnone numoer
Pieeee remember toenclose your fee senaduto tor rtertfltyssmcee.

THANKYOU FQ* YOURCOOW IATION.





