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HOUSE COMMITTEE REPORT

Date referred: 2/8/88 FURTHER REFERRALS:
Judiciary
DATE;
The Labor & Commerce Committee has considered HB 440

"An Act relating to insurance coverage for treatment cf infertility.”

RECOMMENDS:
] replace with
[ 1 attached amendment(s)

[ 1 the same title
[ 1 a new title

] do pass
] do not pass
;X3 no recommendation
] individual recommendations

] additional referral to the Committee

ADOPTS: [ 1 letter of iIntent

ATTACHES NEW FISCAL NOTE(3):

{)(} fiscal impact [ 1 Game as previous Tfiscal note
zero FTiscal note published
[ 1 zero with analysis [ ] same as previous zero fiscal

note published

SIGNING DO PASS: SIGNING OTHER RECOMMENDATIONS:

M /fox

(vo PecS)

Chairman®s siofhature



ALASKA STATE LEGISLATURE

Curt Menard

351 W. Swanson Ave.
Wesilla, Alaska 99687
or
P.0. Box V
Juneau, Alaska 99811
373-CURT
376-5315 W o t
376-5855 Home
465-2679 Juneau

MEMORANDUM

February 23, 1988

TO: Members
House Labor and Commerce
Committee

FROM:  Curt Menaru
Representative

RE: HB440

HB440 is an Act relating to insurance coverage for treatment
of infertility.

This bill would require that an insurer that provides coverage
for pregnancy-related expenses shall also provide, to the same
extent that benefits are provided for pregnancy-related
expenses, coverage for medically necessary expenses of diagnosis
and treatment of infertility.

"Infertility" means: the condition of a presumably healthy
individual who is unable to conceive or produce conception for a
period of at least one year before diagnosis and treatment for
infertility.

This Act applies to disability insurance policies and to
hospital or medical service subscriber contracts entered into or
renewed on or after the effective date of this Act.

| have received more than 22 letters in favor of HB440.

| have contacted seven physicians who report that as many as 15%
of America's reproductive age group have infertility problems.



STATE- OF ALASKA BILL VERSION: -HB-44Q.
1988 LEGISLATIVE SESSION PUBLISH DATE: JQz/.Q8/B8-

FISCAL NOTE

REQUEST:
Revision Pate: (%7 25/66 Agency Affected *CommsrcG & Economic Dev.
Tink- Relating to insurance coverage BRU. Insurance

for treatment of infertility
Sponsor: Menard Components: Public Protection
Requester _
EXPENDITURES/REVENUES: (Thousands of Dollars)

OPERATING FY 88 FY 89 FY 90 FY 91 FY 92 FY 93

PERSONAL SERVICES
TRAVEL
CONTRACTUAL
SUPPLIES
EQUIPMENT

LAND & STRUCTURES
GRANTS, CLAIMS
MISCELLANEOUS

TOTAL OPERATING o o 0.0 0.0 —0 0.0 0.0
CAPITAL 0.0 0.0 0.0 0.0 0.0 0.0
REVENUE 0.0 0.0 0.0 0.0 0.0 0.0

FUNDING: (Thousands of dollars)

GENERAL FUND
FEDERAL FUNDS

2OTAL 0.0 00 oo 0.0 0.0 0.0
POSITIONS:
FULL-TIME 0.0 0.0 0.0 0.0 0.0 0.0
PARTTIME
TEMPORARY

ANALYSIS: (Attach a separate page if necessary.)

nrepared by: John L. George._ Pirectorv/|r™|L AN, Phnnp- 465-2515
Division: Division of Insurance ) ~ Date: February 25. 1988
Approved by Commissioner: J. Anthony Smitfr7v<A [/[" February . 1988

Agency: Department of Commerce and Economic Development

Distribution (by preparer):
Legislative Finance
Legislative Sponsor
Requestor
Office of Management and Budget
Impacted Agency(ies) page " of

dg10666K/022 588 a



1988 LEGISLATIVE SESSION

REQUEST:
Revision Date: Agency Affected:
Title: An Act relating to insurance BRU: Retirement and Benefits

STATE OF ALASKA

FISCAL NOTE

coverage for treatment of infertility

Sponsor: Menard Components:
Requestor:
EXPENDITURES/REVENUES:  (Thousands oF Dollars)
OPERATING FY 88 FY 89 FY 90
PERSONAL SERVICES 0 0 0
TRAVEL 0 0 0
CONTRACTUAL 0 0 0
SUPPLIES 0 0 0
EQUIPMENT 0 0 0
LAND & STRUCTURES 0 0 0
GRANTS, CLAIMS 0 0 0
MISCELLANEOUS 0 0 0
TOTAL OPERATING 0 0 0
CAPITAL
REVENUE
FUNDING: (Thousands of Dollars)
GENERAL FUND 0 0 0
FEDERAL FUNDS 0 0 0
OTHER 0 0 0
TOTAL 0 0 0
POSITIONS:
FULL-TIME 0 0 0
PART-TIME 0 0 0
TEMPORARY 0 0 0
ANALYSIS: (Attach a separate page if necessary)

Bill Version: hb
Publish Date:

FY 91

0
0
0
0
0
0
8
0

OO o O

o

Administration

Retirement and Benefits

FY 92

O O O OO OO DO O

OO O O

o

440

FY 93

o

OO O OO OO O

OO o O

o o

There is no anticipated cost to the division other than the estimated increase to the health

insurance component of our budget.

for the increased health insurance costs.

Pre
Div

pared By: Robert F. Stalnaker kfl)
ision:  Retirement and Benefits

Approved by Commissioner:

Agency:

Dis

Rev:

tribution (by preparer):

Legislative Finance
Legislative Sponsor
Requestor

John M. Andrews

Department of Administration

Office of Management and Budget

Impacted Agency(ies)

01/11/88

Phone:
Date:

Date:

465-4460
February 18, 1988

3

Page _J

The attached letter addresses costs to each State agency

of i

14/6K2/0217-05



POSITION PAPER
HB 440

If enacted, this Dbill would require mandatory insurance coverage for medically
necessary expenses of diagnosis and treatment of infertility to the same
extent as that provided for pregnancy related expenses. The State's health
plans currently exclude coverage for sexual dysfunctions such as infertility
while pregnancy is covered as any other medical condition,

The level of coverage outlined in the bill is estimated to result in a $4.30
per month increase in health insurance costs for the estimated 12.000 State

employees effective July 1, 1988,

The fiscal effect of this Dbill is directly contrary to the State's efforts to
reduce employer-paid premium costs for State employees via collective
bargaining. In addition to increasing premium costs, this statutorily
mandated benefit level would reduce the flexibility of the parties in
negotiations to alter coverage/benefit levels in order to contain costs.
Since the legislation would take effect for the next contract year, the
agreements reached in health insurance negotiations would have to be rapidly
revised to provide the new coverage required.

The Department of Administration opposes this bill.



Retirees* Voluntary Dental Vision Audio Plan

Supplemental Benefits System
DEPARTMENT OF ADMINISTRATION Group Hualth/Life Insurance Qenehts
OSVISION OF RETIREMENT & BENEFITS Deterred Compensation Plan

Public Employers Social Security Contributions
PLEASE REPLY TO:

] P.O.BOX CR L1 2600 DENALI ST. SUITE 401 STEVE COWPER, GOVERNOR
JUNEAU, ALASKA $9811-0203 ANCHORAGE, ALASKA 99503-2740
PHONE: (907)465-4460 PHONE:  (907) 277-7504

February 19, 1988

The Honorable Dave Donley

Chairman, Labor & Commerce Committee
P.O. Box V

Juneau, AK 99811

Dear Representative Donley:

Re: HB 440

The purpose of this letter is to provide you with our analysis of the
fiscal impact on all agencies of the state resulting from HB 440. Other
than the estimated increase to the health insurance component of our
division's budget, we anticipate no fiscal impact to the ongoing operation
of the division, as the attached fiscal note indicates.

This bill would require mandatory coverage for medically necessary
expenses of diagnosis and treatment of infertility to the same extent as
that provided for pregnancy related expenses. The state's health plans
currently exclude coverage for sexual dysfunctions such as infertility
while pregnancy is covered as any other medical condition. It ™s assumed
that this mandatory coverage would relate only to infertility treatment
such as in vitro fertilization and would not bhe extended to include such
services as prosthetic implants.

The level of coverage outlined in the bill is estimated to result in a
$4.30 per month increase in health insurance costs for the estimate"
12,000 state employees effective July 1, 1988. The cost is assumed to
remain level each year thereafter becausethe state does not yet have any

experience analysis toindicate that costs will increase annually for this
additional benefit. This cost increase is based on a maximum of 20 in
vitro  fertilization  procedures plusadditional services such as

counseling. This exposure leads to the $4.30 per month increase assuming
a $307 per month premium per employee. This coverage would also become
ma.jatory for the retiree health plan but we would estimate no increase in
premiums for this group.

The FY 89 estimated cost for active state employees is calculated as
follows:

02-B4LH Note: Please Include Your Social Security Number In All Correspondence & Requests Concerning Your Benefits.



The Honorable Dave Donely -2- February 19, 1988

The increase of $4.30 per month health cost times the number of
state employees (12,000) x 12 months  $619,200.

Please contact me should you have questions r require any further
information on this analysis.

Sincerely,

Robert F. Stalnaker

Acting Director
RFS/bb/T



committee statement

STATE-OF-THE-ART OPINION
IN OBSTETRICS AND GYNECOLOGY

COMMITTEE ON: Gynecologic Practice

Hum

In Vitro Fertilization

and Embtyo Placement

The technique for extracorporeal fertilization
commonly known as in vitro fertilization and
embryo placement (IVF-EP) was originally evaluated
in the early 1970s. The first studies were carried out
chiefly in England by a group of investigators
headed by Dr. Robert Edwards and Dr. Patrick Step-
toe (1). In 1978, the first live human offspring result-
ing from IVF-EP was bom in England. During 1978-
80 programs began in Australia in two different uni-
versities, both of which reported successful live
births in 1980 and 1981 (2-4). In 1980, the first in
vitro fertilization program in the United States was
established at Eastern Virginia Medical School,
which delivered its first live healthy offspring in
December 1981 (5). The second program established
in the United States, at the University of Southern
California, resulted in a live birth in June 1982 (6,7).
In the past year, there has been a marked increase in
the number of programs being established in the
United States, both in the private sector and at the
major university centers.

Originally, IVF-EP was designed for patients
with severe tubal disease, although the technique
has expanded to include treatment of severe male
factor infertility (oligozoosperic male) as well as of
couples who have not had an explanation for their
infertile state (the so-called idiopathic infertility
group). Success rates with these groups have not
been established.

Because the number of infertile couples in the
United States is increasing, the need for IVF-EP pro-
grams is apparent. The main concern right now is
determining what qualifications and types of facili-
ties are necessary to provide optimal chances for
successful outcome. Ideally, IVF-EP should be per-

formed and managed in a hospital setting. Whether
the procedure is carried out in a university research
center or in private community hospitals, rigid stan-
dards and quality control must be maintained.

TECHNIQUE

The human IVF-EP process involves several
steps. Currently, ovarian hyperstimulation is
induced with several different types of medications.
Protocols most commonly used are domiphene
atrate in doses ranging from 50-150 mg/day or vari-
able doses of human menopausal gonadotropins
(Pergonal) either combined with domiphene or as a
single agent (7,8). This hyperstimulation encourages
the development of multiple oocytes, which are
recovered by laparascopy for fertilization in vitro.
The use of gonadotropin-releasing hormone may be
a future development that could provide a more
physiologic ovarian stimulation for multiple follide
development (9).

The response to stimulation is monitored pri-
marily by serum or urinary estradiol measurement.
Luteinizing hormone measurements and daily real-
time ultrasound are utilized to determine follicular
growth parameters, the number of follides develop-
ing, and the time of ovulation initiation. The results
of these determinations are correlated to judge the
response to stimulation and the time of follide
maturation.

Laparoscopy for oocyte retrieval is performed
under general anesthesia with a specifically
designed oocyte collection system. Follicular fluid
analysis is performed very rapidly for identification

THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
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operating theater setup. The availability
must be rigidly controlled so that patients
can be moved in and out of the operating
room on aregular schedule 7 days a week,
within a maximum of 24 hours notice.

« Anesthesia. Must be available 7 days a week.

. Laboratory. The quality’ of the embryo culture
laboratory is very important. The purity of
the water and quality of the culture media
and their supplement are critical to obtaining
viable pregnancies in an IVF-EP program.
Rapid hormonal assay systems capable of
measuring estradiol and luteinizing hormone
must be available 7 days a week. The facility
for oocyte-sperm culturing should be close to
the operating room, with two-way communi-
cation. Necessary equipment varies from lab-
oratory to laboratory, but must include a
controlled incubation system, magnification
system for identifying oocytes and embryos,
and a system to maintain quality control of
media preparations from week to week.
Most commonly, mouse embryo growth and
development rates are used to determine the
safe media for use in the human egg system.

SUMMARY

Today in the United Spates, human IVF-EP is a
clinically applicable procedure.* It is no longer con-
sidered purely experimental.

*Classifications:

. Experlmental: Techniques that have been
largely confined to laboratory and/or ani-
mal research.

< |I’IV€St|gatIVGZ Techniques that have pro-
gressed to limited human application but
lack wide recognition as proven and effec-
tive procedures in clinical medicine.

. Cllnlcally applicable: Techniques that have
been accepted as clinically effective proce-
dures for general or limited uset based on
risk/benefit and cost implications.

tLimited use to be explained.

IVF-EP requires maintenance of certain stan-
dards which have been outlined here and thoughtful
consideration given to ethical issues involved. If
done bv competent individuals in well-organized
centers, this process can benefit a large segment of
the nfertile population that was heretofore unable to
be treated satisfactorily. If the aforementioned
guidelines are followed, a program fo. IVF-EP can be
established in a private setting as well as in univer-
sity-based hospital systems. However, it should be
cautioned that the procedure itself is very complex,
highly technical, a'.d requires a large backup system
of laboratory support and specialized personnel
available 7 days a week.
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COMMITTEE ON:

committee statement

STATE-OF-THE-ART OPINION
IN OBSTETRICS AND GYNECOLOGY

Ethics

Ethical Issues in Hyman In Vitro
Fertilization and Embryo Placement

CLINICAL IN VITRO FERTILIZATION
AND EMBRYO PLACEMENT

Current Practices

The most frequent users of in vitro fertilization
(IVF) and embryo placement (EP) are married cou-
ples who are seeking a remedy for their infertility'. In
the simplest case gametes are provided by the hus-
band and wife, and no early embryos are frozen.
The pregnancy, if one is successfully initiated, is car-
ried by the wife. The use of IVF and EP in this sim-
plest case is supported by a broad social consensus
in the United States and can be justified by strong
and convincing ethical arguments.

The short-term safety of IVF and EP for chil-
dren produced by this method had once been
thought to raise serious clinical and ethical ques-
tions. However, in the first 2200 reported births ini-
tiated with the aid of these techniques, the incidence
of chromosomal abnormalities and genetic defects
foliowing IVF does not appear to differ from the
incidence following conventional reproduction.
Therefore, the early experience with simple IVF and
EP offers little support for the view that the tech-
niques are likely to be harmful to offspring. The
long-term effects of IVF and EP on children con-
ceived by means of these techniques should be
assessed through careful follow-up study of the chil-
dren.

Several immediate questions remain, however,
in the current clinical use of IVF and EP. The first
question concerns the optimum numbe" of eggs to
be fertilized and the optimum number of embryos to
be placed during one cycle. Here a balance should

be struck between two kinds of risks—the risk of not
achieving a pregnancy (thereby requiring additional
cycles of treatment and possibly add’tional egg
recoveries) and the complications, for both the preg-
nant woman and fetuses, of a multiple pregnancy.
This issue should be discussed with each couple at
the time of entry' into the I\VF program.

A second ethical question relates to surplus
embryos: How does one deal with embryos that are
not placed in the uterus? In the future the surplus
embryo problem may be alleviated by the increasing
availability of freezing and storage techniques. The
freezing option and the alternatives of donation to
another couple, donation for research, (i discard
should be discussed with the gamete providers and
the issues resolved well in advance of the IVF proce-
dure. Research on the early embryo and discard may
raise ethical and legal questions that go beyond the
consent of the genetic parents. (For further discus-
sion of these issues, see the later sections of this
document.)

A third ethical issue concerns the coverage of
IVF by private and public health insurance plans, as
well as by other payment mechanisms. In the years
immediately following 1978, IVF and EP were
regarded as experimental procedures and were sel-
dom covered by insurance plans. By the mid-1980s,
however, these techniques have become an impor-
tant part of mainstream medical care for infertility".
As such, IVF and EP should be covered in the same
way and to the same extent as more traditional
methods of infertility' treatment (eg, tubal recon-
struction) have been covered.

A further question is whether IVF and EP (or
the more traditional technique of artificial insemina-
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should be organized into a two-tiered system that
protects the privacy of donors yet allows access to
rele vant medical information on a need-to-know
basis. The professional societies that seek to assist
infertile couples should develop clear screening and
record-keeping standards and should urge their
members to adhere to such standards.

The question of the sale of gametes poses a
serious choice for our society—whether we wish to
have assisted reproduction follow the pattern of
organ donation or of the sale of phsma. Commercial
sperm banks exist in the United Spates; if the cry-
opreservation of eggs becomes technically feasible,
such banks will probably also want to provide
human eggs for a fee. A different approach to the
collection and distribution of human gametes has
been adopted by the government of France and is
being considered by the British government. In both
countries there is interest in voluntary, nonprofit
systems for recruiting semen c onors. A nonprofit
system for gamete collection a. d distribution in the
United States would be ethically preferable to the
current system, both because it would reduce the
incentive for gamete providers to withhold informa-
tion in giving their medical histories and because it
would reduce the likelihood that commercial banks
will make extravagant claims for their products. A
nonprofit system might also facilitate the setting of
limits on the number of donations per individual.

The successful cryopreservation and storage of
human embryos has already made embryo banks a
technical possibility'. As in the case of gamete collec-
tion and distribution, a voluntary, nonprofit
approach to the collection and distribution of
embryos is preferable. The maintenance of high
standards of care in this important matter should
take precedence over the profit motive.

earlygender selection. Noninvasive techniques
for determining the gender of earlv human embryos
in vitro will almost surely be developed. To the
extent that these techniques would be used to help
couples avoid sex-linked genetic disorders, preim-
plantation gender selection is ethically justifiable.
Other applications of gender selection are more diffi-
cult to justify.

early diagnosis of geneticof chromosomal

abnormalities Techniques for removing one cell
or several cells from an early human embryo, freez-
ing the remaining cells, and performing various
diagnostic procedures on the removed cell or cells
appear to be technically feasible. Presumably,
embryos found to be affected by a chromosomal or
genetic abnormality would not be placed but would,
rather, be discarded. If the safety' and accuracy of
this diagnostic technique can be demonstrated, it
would be a preferable alternative to prenatal diagno-
sis and selective abortion during the first or second
trimester of pregnancy’ because it involves less phys-
ical and psychological trauma to the woman. How-
ever, the safety of such "embryonic biopsies” to
potential children will need to be established in care-
ful studies.

RESEARCH INVOLVING IVF

Clinical Research

Few ethical objections can be raised to studies
directed toward monitoring the safety' and efficacy of
IVF and EP. Indeed, such studies would seem to be
an essential component of clinical programs offering
IVF and EP. Prospective studies comparing alterna-
tive clinical procedures are also ethically appropri-
ate.

Laboratory Research

There are three primary viewpoints on the ethi-
cal acceptability' of research with early human
embryos. The first viewpoint asserts that human
embryos are entitled to protection as human subjects
from the time of fertilization. On this view, any
research that damages an embryo or interferes with
its prospect for placement, and further development
is ethically unacceptable. This perspective on embry-
onic status is based on two kinds of factual evidence:
first, the embry'onic genotype is established at the
time of fertilization; second, given the appropriate
environment, many early embry.'s have the poten-
tial to become full-term fetuses, children, and adults.

A second viewpoint is diametrically opposed to
the first. This viewpoint denies that we have any
moral obligations to early human embryos. Factual
evidence cited by proponents of this view includes
the high rate of natural loss at the early embryonic
stages in humans and the primitive state of embry'-
onic development during the first two or three post-
fertilization weeks.

A third and intermediate viewpoint on the
moral status of the early human embryo is that it
deserv'ts greater respect than other human cells or
tissues because of its potential to become a person
and that our moral obligations become stronger as
the early embryo develops into a iater embryo, a
fetus, and a newborn infant. On this view, even if
we have certain moral obligations to early human
embryos, these obligations may be outweighed by
the duty to develop new and better methods for pro-
viding care to pregnant women, infertile couples,
early embryos, and future children.

The third view'point is the most rationally
defensible posdon on the moral status of the early
embryo (1, 2). In light of this conclusion, it is recom-
mended that laboratory research w'ith early human
embryos proceed, guided by ethical standards and
subject to prior review. The standards should
require that:

1. The importance of the research problem be
sufficient to justify the use of human
embryos

2. The research be designed in a way that
allows valid scientific conclusions to be
drawn

3. The knowledge sought cannot be gained
from studies with nonhuman embryos
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The American Fertility Society

Rapid and continuous advances in medical science challenge physicians

and researchers to stay abreast of the latest findings and medical
techniques. The primary objective of The American Fertility Society

is to provide the most up-to-date information on all aspects of

infertility, reproductive endocrinology, conception control and reproductive
biology.

The Society is the fastest growing subspecialty group in the medical field.
From its modest beginnings of 100 members in 1944, its membership has grown
to over 10,000 physicians and scientists from every state in the union

and more than 75 foreign countries.

THE NEED

For many couples today there is no longer easy acce-.s to adoptive children.
Therefore, the Society finds it increasingly important to explore and pursue
every possible resource to help patients conceive their own children.

At the same time, the Society addresses the concerns of unwanted pregnancies
by keeping its members apprised of the newest technologies for conception
control.

In recent years reproductive medicine has expanded its horizons by
studying the problems of the aging population. Osteoporosis, cardiovascular
disorders and other conditions affecting the older population are being
researched.

THE SERVICES

Booklets and pamphlets prepared by specialists; suggested readings in the
area of reproductive health; resource lists; a monthly medical journal,
Fertility and Sterility; regional postgraduate courses for continuing
medical education and an annual scientific meeting.

In addition, the Society has prepared a set of ethical guidelines

governing the new reproductive technologies; a position paper on insurance
coverage for infertility services; revised procedures for semen donor
insemination; established three affiliates in the areas of Reproductive
Endocrinology, Reproductive Surgery and Alternative Reproductive Technology.

Additional information may be obtained from the Society's Administrative
Office. Contact: Joyce Zeitz

Public Relations Coordinator

The American Fertility Sogciety

2140-11th Avenue South, I200

Birmingham, Alabama 35205-2800



The growing problem of infertility affects one in seven American couples

of childbearing age. However, with proven medical technologies now available,
physicians can help a large percentage of these couples achieve parenthood.
Unfortunately, access is restricted in many cases due to inequities in health
insurance coverage.

Provision of fair and consistent access to medically accepted procedures for
the evaluation and treatment of infertility has been established as a priority
of The American Fertility Society.

To this end, the following position statement was adopted in September, 1986:

The American Fertility Society, representing over 10,000

physicians and scientists involved in the care of infertile

couples as well as basic and clinical research in reproductive
science, considers tue right to procreate to be a fundamental

human right. Further, we believe that society has a moral obligation
to provide, either directly or indirectly, access to health

services for the treatment of infertility.

It is therefore our recommendation that private health insurance
plans be required to cover the expenses of infertility care,
including those of in vitro fertilization, which is no longer

considered to be an experimental procedure.

For additional information, contact: Joyce Zeitz
Public Relations Coordinator
The American Fertility Society
2131 Magnolia Avenue, Suite 201
Birmingham, Alabama 35256
(205) 251-9764
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The growing problem of infertility affects one in seven American couples

of childbearing age. However, with proven medical technologies now available,
physicians can help a large percentage of these couples achieve parenthood.
Unfortunately, access is restricted in many cases due to inequities in health
insurance coverage.

Provision of fair and consistent access to medically accepted procedures for
, the evaluation and treatment of infertility has been established as a priority
of The American Fertility Society.

To this end, the following position statement was adopted in September, 1986:

The American Fertility Society, representing over 10,000

physicians and scientists involved in the care of infertile

couples as well as basic and clinical research in reproductive
science, considers the right to procreate "o be a fundamental

human right. Further, we believe that society has a moral obligation
to provide, either directly or indirectly, access to health

services for the treatment of infertility.

It is therefore our recommendation that private health insurance
plans be required to cover the expenses of infertility care,
including those of in vitro fertilization, which is no longer

considered to be an experimental procedure.

For additional information, contact: Joyce Zeitc
Public Relations Coordinator
The American Fertility Society
2131 Magnolia Avenue, Suite 201
Birmingham, Alabama 35256
(205) 251-9764
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Minimal standards for programs of in vitro fertilization

American Fertility Society*™"

l. General Considerations

Every group initiating a program of in
vitro fertilization should have all atpects
of the program approved by a properly
constituted Institutional Review Commit-
tee. The Institutional Review Committee
or its equivalent should ensure that a rec-
ord is kept of all attempts made at secur-
ing pregnancies by these techniques. The
records should include all medical aspects
of the treatment cycles and a record of
success or failure with respect to oocyte
recovery, fertilization, cleavage, concep-
tus transfer, biophysical monitoring of fe-
tal growth, pregnancy outcome, and com-
plications. These institutional records,
which should be separate from the regu-
lar recoras of the medical institution,
should be confidential. Summaries for
statistical purposes, including details of
any congenital abnormalities among off-
spring, should be available for correla-
tion.

It is recommended that special atten-
tion be given to the emotional needs and
the emotional support of these patients.

It is recommended that the director of
the program have clinical experience and
competence.

In \iew of the many research opportu-
nities offered by programs of in vitro fer-
tilization, it is urged that all programs be

*Report of an ad hoc committee of The American Fertility
Society: Howard W. Jonts,Jr.. M.D., Chairman, Anne Colston
Wentz, M.D., Martin M. Quigley, M.D., Richard P. Marrs.
M.D.. and C. Alvin Paulsen, M.D. Approved by the Board of
Directors of The American Fertility Society.

TReprint requests: The American Fertility Society, 1608
13th Avenue South, Suite 101, Birmingham, Alabama 35256.

Vol. 41, No. 1, January- 1984

designed to take advantage of these op-
portunities.

Personnel

Personnel with the following four types
of skills are required as a minimum. A
single individual may possess one or
more of the required skills.

(1) An individual with the experience
and training required for board certifica-
tion in reproductive endocrinology. While
individuals with equivalent training and
experience are certainly acceptable,
board certification clearly indicates that
the required skills in reproductive endo-
crinology have been obtained.

(2) A pelvic reparative surgeon with
laparoscopic experience with evidence of
specialized training in follicular aspira-
tion.

(3) An individual experienced in male
reproduction (andrology) with special
competence in semenology.

(4) An individual with knowledge of
and practical experience in tissue culture,
gamete maturation, fertilization, and
early zygote cleavage in human and ani-
mal systems.

Special Services and Facilities

These services and facilities must be on
call on a daily basis with 24-hour avail-
ability.

(1) Ultrasonography.

(2) Hormonal assays.

(3) Facilities for follicular aspiration
and conceptus transfer.

(4) Anesthesia.

(5) A laboratory for gamete fertiliza-
tion and conceptus development near the
operating room with two-way communi-
cation betwet ithe laboratory and operat-
ing room.

American Fertility Society Minimal standards for IVF 13
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Two as Family continued

More than a Difference In Words ...

When | was involved with infertility testing,
there were times when the word “infertility"
seemed synonymous with the wore! "marathon.”
It was an ordeal that tried the mettle of my very
essence. | was pushed physically, emotionallyand
psychologically to the edge of my being and
emerged, despite it all, intact, feeling strained,
older, and infinitely wiser.

Even though my spouse and | weathered the
storm together, it was a different experience for
each of us. We both have our own precious
dreams, bitter tears, and final resolutions. These
special memories are mine; no one can take them
from me.

Today there are people who question if
parenthood is the n?ht ||f_estYIe for them. These
people are capable of physically bearing theirown
children but for various reasons have made ¢
decision not to do s0. The appro rlatedescnﬁtlon
of these people is “childfree." There are those,
however, who are not capable of physically
bearing their own children. They made rio “free”
decision, and are therefore correctly termed
"childless." )

_The “childfree” are as much outsiders to the
rigors of infertility as any other member of the
general Fopqlanon. The "childless" don't hove
more or less in common with the “childfree" than

Suggested Readings:
Childfree Living

Bombardieri, M. The Baby Decision. New York:
Rawson Associates, 1981.

Bombardieri, M. “Childfree megl— The Road
Not Taken: An Interview with Lynne Wood."
RESOLVE N ewsletter, September, 1982.

BU@W&/H, D. Marriage Without Children. New

ork: Harper and Row, 1982.

Fabe, M and Wikler, N. up Against the Clock:
Women Speak on the Choice to Haue
children. New York: Random House, 1979.

Faux, M. childless by Choice: Choosing
Childlessness in the Eighties. New York:
Anchor Press/Doubleday, 1984,

Whelan, E. A Baby? Maybe. New York:Bobbs-
Merrill, 1975.

The RESOLVE fact sheet on"ChildfreeDecision-
making" also offers guidance on this issue.

A Tribute to
A Special Person

RESOLVE nov< offers you the opportunity to
honor someone special in an |mﬂortant cay. A
donation of 550 or more in the nam. of a
dedicated physician, caring friend, loving relative,
new baby, or special occasion will be used to
maintain RESOLVE'S quality services. A Tribute
Card will be sent indicating your kind gift
RESOLVE in recognition of the sEemal perse

We are pleased to report that RESOLVE has
received nearly 52,000 in Tribute Card
contributions. RESOLVE appreciates your using
Tribute Cards as a tangible way to recognize
someone special while helping the organization.

Send donations to- Tribute Card, RESOLVE, 5
Water Street, Arlington, MA 02174, Include your
name and address, and the complete name and
address of the special person and their
relationship to you. Please allow 2 weeks for
delivery.

RESOLVE

with any other non-infertile person. One lifestyle is
the fulfillment of life's plans; the other is the
opposite. The categorization of these infertile as
"childfree” diminishes the importance of and
denies acknowledgment of the experience of
infertility. It also inaccurately suggests that
freedom of choice was involved.

Even in those cases where couples who cannot
conceive do not actively pursue alternatives such
as adoption, surrogate Farentmg_, or artificial
insemination, these peoa_e are still "childless."
The alternatives to childlessness were not
choices, but second-best alternatives for them.
Their choice was to bear a child and they were
unable to achieve that choice. .

I'would like to see the counselm? community
discontinue use of the term “childfree” when
referring to the enf-rile. | have faced my
childlessness and surged, and | do riot wish to
have my accomplishment diminished or its
acknowledgment denied. It is much more than a
technical difference in words. It is what | am. 1am
childless!

(adapted from the RESOLVE of the
Twin Cities July/Aug. and Sept./Oct. '86
newsletters)

Ann Scheuring Hill
1059 Burke Avenue W.
St. Paul, MN 551)3

Board Establishes New
Policy on Surrogating

At its annual meeting, September 19—20, in
Boston, the national Board of Directors reviewed
results of an opinion referendum with RESOLVE
chapters concerning the use of surrogate mothers
by infertile couples. As a result of this discussion,
and two years of review of this issue, the Board
has established the following statement on this
option:

RESOLVE, Inc. supports the right of infertile
couples to make their own decisions in family
building. RESOLVE, Inc., recognizing
surrogating as one option among manyforfamily
building, belieues that this option should remain
auailable to those infertile couples who find it
acceptable. We urge those who consider
surrogating to educate themselues thoroughly
about all issues involued so that they can make
informed decisions.

We urge infertile couples choosing this option
to use their special perspectiue to enter into
arrangements which are humane, and respectful
of the rights and feelings of all the parties: the
child, the surrogate, and themselues.

We recognize that legal regulation is
appropriate and necessary. We urge infertile
couples to stay informed about the status of law
and regulation IN their own states and to follow
their own consciences in evaluating and taking
individual political action on specific legislative
proposals. Overall, RESOLVE, Inc. opposes
legislation which wouldprohibit surrogating as an
option.

RESOLVE's fact sheet on this option wil
continue to provide those interested with
information about current programs, and the legal
issues surrounding surrogating.

five

Insurance Victory In
Massachusetts

After two years ofintensive effort, RESOLVE of
the Bay State has been instrumental in the
Eassa e of the Infertility Benefits Bill. On October

, 1987, Governor Michael Dukakis signed into
law this bill requnm(‘;/ covera?e of all infertility
treatment, including IVF. This Taw goes into effect
January 6, 1988 and affects everyone insured by
Blue Cross/Blue Shield, all commercial insurers
and HMOs. It requires coverage of infertility
treatment expenses to the same extent that
maternity benefits are offered b%/ your insurance
policy. Congratulations to the cf agter‘s Steering
Comnmittee, led by Karen and Skip Sweet, and the
many RESOLVE members and friendswhowrote
and spoke to legislators on behalf of the bill.

GOV. Dukakis signs Infertility Bill, with
Bay State RESOLVE advocates present.

Welcome New Chapters

We would like to welcome two new chapters:
RESOLVE of Los Angeles County and RESOLVE
of the Triangle, NC (Raleigh, Durham, Chapel
Hill). The contact persons and addresses are,
L.A. County: Vince Budrovich, President, 5213)
833-5416, and Elaine Winer Smith, (213%699- 587,
P.0. Box 5244, Torrance, CA 90510; and for
Triangle: Debbie Dixon, President, (919% 829-
4331, 208 Trapper's Run Drive, Cary NC 27511,
RESOLVE now has 48 chapters!

Upcoming Conferences

Parentsof Tomorrow, an information gathering
organization whose goa| is to assist those looking
for alternatives in family building, will sponsor a
conference, March 10-13, al the Concord Resort
Hotel in Kiamesha Lake, NY. Relgistration fee is
$120 per couple plus lodging. Call'(212) 644-2659
for more information.

RESOLVE of ‘C_hicago will present a
s¥m.p05|um on infertility and adoption Issues, Feb.
21 in Rosemont. Call"(312) 743-1623 for more
information.

RESOLVE enters the computer age—For
more than two Zears, the national office has been
involved in establishing its own computer system
for handling memberships and other types of
information. With this National Newsletter iSsue,
we will be handling "in-house" the production of
labels (or the newsletter, all our renewal notices,
and other mailings. We hope that you will receive
even belter service as aresult of this new system,
but if for some reason you don't receive your
newsletter, or if information about your
membership appears incorrect, please call or
write us. It could be aresult ofan error during this
implementation phase. Thank you!



ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

P.0.Box Y, Stale Capitol
Juneau. AlasvVa 99811-3100
Mail Stop 3100
(907) 465-3991

January 20, 1988

MEMORANDUM

TO: Representative Curt Menard

FROM: Karla HartJ™'
Legislative Analyst

RE: Massachusetts Legislation Regarding Insurance Coverage of
Infertility

You asked this agency to obtain a copy of Massachusetts legislation
regarding insurance coverage for the treatment of infertility. A copy of
assachusetts Chapter 394, 1987 Regular Session Laws is attached. Section
defines infertility as the condition of a presumably healthy individual
who is unable to conceive or produce conception during a period of one
year, The Massachusetts law provides that insurance which includes
pregnancy-related benefits must provide, to the extent that benefits are
provided for other pregnancy-related procedures, coverage for medically
necessary expenses of diagnosis and treatment of infertility.

| spoke with Ms. Cottle regarding the Massachusetts law. She is interested
in having similar legislation enacted in Alaska. Using STAIRS, | found
that the only reference to infertility which currently exists in Alaska
statutes relates to veterinary practices.

| hope this information is helpful. If you have additional questions,
please call.

Attachment
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Acts of the General Court

Chapters 346 to 394
1987 Regular Session
Convened January 7, 1987

ST. PAUL, MINN.
WEST PUBLISHING CO.



.394, 81 1937 REGULAR SESSION

INFERTILITY—INSURANCE COVERAGE-DIAGNOSIS
AND TREATMENT

CHAPTER 34
ACT providing mmegdical definition of Infertility.

| it enacted by the Senate House of Representatives in General Court
-tableg, an(? dby Yhe authority oarnlﬂe same, as f(ﬁf WS:

SCTION L

hapter 175 Of the General Laws Is hereby amended by Inserting after section 47G
rted by section 1 of chapter 363 of the acts of 1987, the following section.—

tlon 47H.

ny blanket or general policy of Insurance, except a blanket or general policy of
ranee which provides supplemental coveraBe to medicare or other governmental
pras, described In subdivisions (A), (C) or (D) of section one hundred and ten which
*|dks hospital ex[pense or surgical expense Insurance which Includes pregnancy-related
iflts and which laIssued or subse_(?]uently renewed by agreement between the Insurer
tiie policyholder, within or without the commonwealth, while this provision is
etive, or any policy of accident and sickness Insurance as described in section one
Ired and eight which provides hospital expense or surgical expense insurance which
ides pregnancy-related benefits and which Is delivered or issued for delivery or
lequently renewed by agreement between the Insurer and the policyholder in the
monwealth while this provision Is effective, of any employees’ health and welfare
| which Prowdes hospital expense and surgical expense benefits which Includes
mancy-related benefits end which Is promulgated or renewed to any person or group
srsons In the commonwealth while this provision Is effective shnll provide, to the same
nt that benefits are provided for other pregnancy-related procedures, coverage for
Ically necessary expenses of dia%nosis and treatment of Infertility. For purposes of
section, "Infertility" Shall menn the condition of a presumably henlthy individual who
ial,'e to conceive or produce conception during a period of one year.

ICTION 2

aptcr 176A of the General Laws Is hereby amended by inserting after section 8J,
ted by section 8 of said chnpter 363 the following section.—

lon 8K,

y contract, except contracts providing supplemental coverage to medicare or other
mmental programs, between a subscriber and the corporation under an individual or
p hospital sendee plan which Is delivered, Issued for delivery or renewed in the
rsonwealth while this provision Is effective and which provides pregnancy-related
fits shall provide as a benefit for all Individual subscribers or members within the
nonwealth and all group members having a principal place of employment within the
nonwealth, to the same extent that benetfits are provided for other pregnancy-related
‘dures, covera%e for nredically necessary expanses of dingnosls trcnfment of
tliity, 8ad Infertility benefits shall méet all other termn and conditions of the
:rib«r certificate. For purposes of this section, "Infertility” shnll mean the condition
rresumably healthy Individual who is unable to conceive or produce conception during
iod of one year.

CTION 8,

ipter 1768 of the General Laws Is hereby amended by strikinfg out section 4G
tn%g by section 4 of said chapter 863, and Inserting In place thereof the following two

1937 REGULAR SESSION Ch. 394, 84

Section -It.

Ary subscription certificate under an Individual or grouK)/Ien&_edical service agreement,
except certificates which Frowde supplemental coverage to Medicare or other governmen-
tal programs, which shall he delivered or issued or renewed in the commonwealth nhall
provide as benefits to all individual subscribers and members within the commonwealth
and to all group members having a principal place of emﬁ_loyment_ within the common-
wealth for expense of cytologic screening and mammographic examination. Said benefits
shall bo at least equal to the following minimum requirement: (&) in the case of benefit*
for cytologic screening, said benefits shaél‘!growde for on annual cytologic screening for
women eighteen yenrs of age and older; (h). in the case of benefits for mammograph-
ic examination said benefits shall provide for a baseline mammogram for women between
the ngcs of thirty-five and forty and for mammogram on nn annual basis for women forty
years of age and older.

Section 4J.

Any subscription certificate under nn individual or group medical €eVKkS agreement,
except certificates which provide supplemental coverage to medicare or other governmen-
tal programs, which is delivered, issued for delivery or renewed in the commonwealth
while this section is effective shall provide as a benefit for all individual aubacribera or
members within the commonwealth and all group members havinR a gmmpal place of
employment within the commonwealth, to the same extent that benefit* are provided for
other pregnancy-relnted procedures and subject to the other terms and conditions of the
subscription certificate, coverage for medically necessary expenses of diagnosis and
treatment of infertility. Said infertility benefits shall meet'all other terms and condition?
of the subscription certificate. For purposes of this section, "infertility" shall mean the
condition of a presuma(l)JcI}/ healthy individual who is unable to coriceive or produce
conception during a period of one year.

SECTION 4

Section 4 of chapter 176G of the General Laws, as amended by section 5of laid ehapter
363, is hereby further amended by adding the following sentence:—Such health mainte
nance contract shall also provide coverage for diagnosis and treatment of Infertility sa aet
forth in section forty-seven H of chapter one hundred and seventy-five.

Approved October 8, 1937.

4Man Imi a-4 M



10C Summer Street
Bonon. MA 02110

January 25, 1988

The Han. Roger Singer

Ccczeissicner of Insurance

Division of Insuranoe

Ocnnnnwealth of Massachusetts

100 Cambridge Street

Boston, MA 02202

Dear Ccrrr.issicner Singer:

Reference is made to our letters of:

September 30, 1986 filing Master Medical Certificate MM 1 7-1-86;
January 15, 1973 filing the Blue Cross Method of Experience Rating
effective February 1, 1973.

The reocmended Blue Cross Group monthly rates effective January 1, 1988
are indicated in the attached exhibit.

Hie monthly rates are designed to remain in effect for one year for each
policy anniversary date free January 1, 1988 through March 31, 1988.

This is submitted in accxjrdance with the requineneirts of section 10 of
Mass. G.L. c. 176-A, as amended.

Sincerely,

Timothy K. Harringtcn, K.A_A_A.
Assistant Actuary

TMH/cf

Enclosure

BiT MESSENGER



ITEM

Married Couplet in Flassachusetti, 19SS

(aarried feoalcs aged IS - 44)

Percent of Karriad Couplet who are Infertile

Percent of Infertile Couplet Mho aipht seek
treataenr for Infertility in a yaar

*urt>er of Infertile Couplet rfio aifht aeek
treataent for Infertility in a year

Percent of Infertile Couplet using the

In Vitro Fertilization Technique

Xu«e>er of Infertile Couple pine the

In Vitro Fertilization Tst. ue

Cost per Case for In Vftro Fertilization

Total Additioncl Liability Associated with
Mandating'Benefits for In Vitro Fertilization

Percent of Infertile Couples taing

Horaone Therapy

Nucorr of Infertile Couples using

Horaone Therapy

Cost per Case for Horaone Therapy

Total Additional Liability Associated
with Mandating Benefits for Horaone Therapy

Percent of Infertile Couples using

Artificial Inseaination

Nunder of Infertile Couples using

Artificial Inseaination

Cost per Case for Artificial Inseaination

Total Additional Liability Associated
with Mandating Benefits for Artificial

Inseainat ion

Total Additional Amuat Liability
Associated with Enactment of C.394

Total Massachusetts Population, Ages 19 * 64
Additional Annual Liability per Adult

Additional Monthly Liability per Adult

Individual Contract Rate

Faaily Contract Rate

Blue Cross Costs for Infertility

Blue Shield Costs for Infertility

BLUE cross t BLUE shield
ESTIMATED EURE PREMIUM ASSOCIATED WITH
ENACTMEMT OF C.394

(INFERTILITY)

DATA

709,234

17.21

14.3*

17,4X4

*10,194,290

25.0X

4,361

*1,375

*5,996,375

30.0X

5,233

*150

*754,950

*16,975,615

Individual
*0.32
*0.08

3,675,615

*4.743

*0.396

*0.40

*0.80

Faaily
*0.64
*0.16

APPENDIX 1
Page 2 of 2

of Massachusetts

SOURCE

1980 Census Data, Massachusetts « Table 20S

Massachusetts Data Center, 1985

National Center for Health Statistics

Research Estimate

Item la x Item 1b x Item lc

Machelle Seibel, FC
Beth Isreal Hospital

Iten 1d x Iter. 2a

Research Estimate

Item 2b x Item 2c

Machelle Seibel, KD
Beth Isreal Hospital

Item Id x Item 3a

Research Estimate

Item 3b r. Item 3e

Machelle Seibel, FC
Beth Isreal Hospital

Iten Id x Item 4a
Research Estimate
(1*3 attempts 8 S75)

[tem 4b x Item 4c

Item 2d o Item 3d * Item 4d

Flassachusetts Data Center, 19S5
Item 5a /ltem 5b

Item 5¢ /12

Item 5d

Item 5d x 2

Research Estiaate
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37.01: AUTHORITY

This regulation is issued under the authority of M.G.L. c.
175, M.G.L. c¢. 176A; M.G.L. ¢. 176B; M.G.L. ¢. 176D; and M.G.L.
1766.

37.02: PURPOSE

The purpose of this regulation is to implement Chapter 3%
of the Acts of 1987, an Act Providing a Medical Definition of
Infertility.

37.03: DEFINITIONS

The following words as used in this regulation shall be
defined as follows:

Coramissioner: The Commissioner of Insurance or his or her

designee.

Experimental infertility procedure: A procedure not yet
recognized as generally accepted or non-experimental by the
- American Fertility Society (AFS) or the American College of.
Obstetrics and Gynecology (ACOG) or another infertility expert
recognized as such by the Commissioner.



Infertilitv: The condition of a presumably healthy
individual who is unahle to conceive or produce conception

during a period of one (1) year.

Insured: A subscriber, member, policy holder, certificate

holder or his or her covered spouse or other covered dependent.

Insurer: Any company as defined in M.G.L. c¢. 175, 8§81 and
authorized to write accident and health insurance; any hospital
service corporation as defined in M.G.L. c. 176A, 51, any
medical service corporation as defined in M.G.L. ¢. 176B, 51
or any health maintenance organization as defined in M.G.L. c.
176G, 81,

Non-experimental infertility procedure: A procedure
recognized as generally accepted or non-experimental by the
American Fertility Society or the American College of
Obstetrics and Gynecology or another fertility expert
recognized as such by the Commissioner.

37.04: SCOPE OF COVERAGE

Insurers shall provide benefits for required infertility
procedures, as described in 37.05, which are furnished to an
insured ,covered spouse and/or other covered dependent.



Insurers shall not he reauired to provide benefits for services
furnished to a spouse or dependent if the spouse or dependent
IS not otherwise covered by the insurer,

57.05: REQUIRED INFERTILITY BENEFITS

(1) Subject to any reasonable limitations as described in
subsection 37.08 below, insurers shall provide
benefits for all non-experiment3| infertility
procedures including, but not limited to:

(A) Artificial Insemination (Al);

(B) In Vitro Fertilization and Embryo Placement
(IVF-EP).

(2) The required benefits provided by 37.05(1) shal
include any costs associated with the attendant sperm,
egg and/or inseminated egg procurement, processing and
banking; only if the donor is the covered spouse.

37.06: PRESCRIPTION DRUGS

Insurers shall not impose exclusions, limitations or other

restrictions on coverage for infertility-related drugs that are

different from those imposed on any other prescription drugs.



37.07: OPTIONAL INFERTILITY BENEFITS

No insurer shall be reauired to provide benefits for:

(1) Anv experimental infertility procedure, including but
not limited to, Gamete Intra-Fallopian Transfer
(GIFT), until the procedure becomes recognized as
non-experimental and is so designated by the

Commissioner:

(2) Procurement, processing and/or banking of donor egg(s)

and/or sperm, except as provided for by 37.05(2);
(3) Surrogacy;
(4) Reversal of Voluntary Sterilization,
37.08: PROHIBITED LIMITATIONS ON COVERAGE
(1) No insurer shall impose deductibles, copayments,
coinsurance, benefit maximums, waiting periods or any
other limitations on coverage for required infertility

« penefits which are different from those imposed upon
benefits for services not.related to infertility.



(2) No insure: shall impose pre-existing condition
exclusions or pre-existing condition waiting periods
on coverage for reauired infertility benefits. No
insurer shall use any prior diagnosis of or prior
treatment for infertility as a basis for excluding,
limiting or otherwise restricting the availability of
coverage for reauired infertility benefits.

57.09: PERMISSIBLE LIMITATIONS ON COVERAGE

Insurers may establish reasonable eligibility reouirements,
based upon the insured's medical history, and reasonable
provider contracting standards. These reauirements and
standards shall be maintained in written form and shal! be
available to any insured and/or the Commissioner upon reauest.
Standards or guidelines developed by the American Fertility
Society or the American College of Obstetrics and Gynecology
may serve as a basis for these eligibility and contracting

reauirements.

37.10: EFFECTIVE DATE

This regulation shall apply to any contract, policy or plan
offering hospital, surgical or medical expense coverage as



- 6 -

described in M.G.L. c¢. 175 SS108 and 110, M.G.L. ¢. 176A
M.G.L. 176B, and M.G.L. c¢. 176G, and which is issued or
renewed, within or without the Commonwealth, on or after
January 6, 1988. The immediate promulgation of this regulation
IS necessary to preserve the public health, safety and general
welfare and to afford full coverage to those with an immediate
need for infertility benefits, thereby implementing the public
policy of the Commonwealth as evidenced by Chapter 594 of the
Acts of 1987

37.11: SEVERABILITY

If any section or portion of a section of this regulation
or the applicability thereof to any person, entity or
circumstance is held invalid by a court., the remainder of this
regulation or the applicability of such provision to other
persons, entities or circumstances shall not be affected
thereby.



Anchorage Obstetrics & Gynecology

Richard T. Nist, M.D. Robert G. Thompson. M.D.
LUPIFIMEE eo liw* \fli*fit tti ic.I'il m tin- \ex<n.in Kii.mi
» «iii% in t CPE T M\ e
.oeoobFi<R*iss rot ¢\ 0¥ o»v

ESTIMATED IVF CYCLE CHARGES

Charges up to and including Day 8, air fares, room and board

Anchorage O0B/GYN screening appt. $ 250.00
Stimulation cycle nursing consult 65.00
Seven C-2d amp. Pergonal 248-00 q 'rb -GO
Ten (10) tabs Clomid (pharmacy charges) 40.00
Estradiol x2
Ultrasound xlI b(] BCj
TOTAL $ $+670 $ 816.60
B<b
Air Fare $ 460.00

(Reservations should be made 30 days in
advance * $230 minnl tLip-por person)

Housing 280.00
(Day 9 through 16 (7 days) estimated
$35/%$40 per day)

Meals 280.00
(Estimate $20 per day/per person
$140 x2)
TOTAL: $1,020.00 $1,020.00

TOTAL $1,836.60
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IN VITRO FERTILIZATION PROGRAM

IVF AVERAGE ACTIVE CYCLE CHARGES
January 1986 Protocol

Hospital Costs

A. Pharmacy
HCG 5,000/u 15.00
2 tabs Valium 3.50
Progesterone Inj. 20.99
8 Tylenol #3 3.60
10 Doxycycline 6.35
49 .44
B. Central Supply 3.50 3.50
(syringes)
Radio.",ogy 99.00 99.00
(U/S x4)
Women®s Care Center
Clinic Visits 129.00
Embyro transfer 87.00
Therapeutic Inj. 56.00
272.00
E. Emergency Room 61.50 61.50
(3 injections)
F. Operating room
OR Ik hr. 359.00 (1 3/4 - $460)
Anesthesia 1-1*2 hrs 106.50 (1*2-2 - $110)
Recovery 4*2 hrs. 304.25
Resp. Therapy 17.00
Disposable Supp. 16.50
803.25
G. Laboratory Medicine
Estradiol x8 300.00
LH x3 69.00
Progesterone x7 203.00
Serum Pregnancy x3 70.50
Hect. 7.25
Blood prep xI3 74.25
724.00
TOTAL HOSPITAL COSTS: $2,012.60

(Assumptions: 60" lap, monitoring on Day 8, Lap on Day 12)
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Richard I Nist, M.D. Robert G. Thompson. M.D.
t e '|If Liypxces, ... . .

}L.T PN CLiTtii o ,n <

v oj { o wo ol

IVF AVERAGE ACTIVE CYCLE CHARGES
Page 7.

I1. Associate University Physicians® Charges
A. Obstetrics/Gynecology

IVF Physician

Clinic Visits $110.00

Laparoscopy 553.00

Embryo Transfer 144 .00

IVF Lab (Tissue Cult.) 996.00
$1,803.00
B. Anesthesiology 325.00 325.00
C. Radiology (U/S x4) 60.00 60.00
TOTAL AUP CHARGES $2,188.00
TOTAL CYCLE CHARGES $4,200.60
PAYMENT TO UNIVERSITY $3,700.00
SAVINGS $1,200.69
TOTAL CYCLE CHARGES (Day 1 through 8) $1,836.60
(Day 9 through 16) 3,700.00

$5,536.60
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March 16, 1988

The Honorable Dave Donnely
P.0. Box V
Juneau AK 99811

RE: House Bill No. 440
Dear Representative Donnely:

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 iIn 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 seme 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 iImpact on soci—
ety, pervading every waking moment, making the couples? decisions for the
future nearly inpossible, and creating stressful events that significantly
threaten their well-being and psycnosocial health, and

WHEREAS most problems related to infertility or inability to conceive are
related, {C specific medical treatments that may otherwise be covered in most
circumstances or specific medical instances, e.g. endometriosis; however, in
the”case OF the-patient trying to conceive where her chart reveals that the
treatSffent of this condition is related to fertility, insurance companies may

6-5632 \I'ROFESSIOMAL I'0RPOK AHON  1.'()() Airpnri Heujhis Dmt'  mlUi*180  Viunoraije. Alisk.i 99508



The Honorable Dave Donnely
March 16, 1988
Page 2

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 iIn many cases, in addition to the fact
mentioned above that these patients are paying for coverage which they are net
able to utilize, 1.e. pregnancy-related coverage.

BE 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 sane 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 iIn seme 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 anc 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 iInsurance 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.

IET 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 iIn
the State of Alaska whose mere problem is that they want to have a baby.

FINALLY, LET 1T 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. | 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 ard passed.

Sincerely,

"""Robert G. Thompson, M.D.

DIST: Editor, Anchorage Times
Editor, Daily News

RGT:smc
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InVitro Fertilization nterg Stormy Adolescence
As Experts Denate the Oads

A CASINO may have been juat the
right choice to discuss in vitro fertiliza-
tion. Like gambling, “test-tube baby"
technology is a chancy and expensive
proposition, suggested many practi-
tioners interviewed during the 43rd An-
nual Meeting of the American Fertility
Society in Reno, Nev.

Thn years after Louise Brown's birth
was ballyhooed in banner headlines,
near#3000 babiesbwe their births toin
vitro TertiluatiOn. This has given tne
procedure acachet in the publicb mind
that even some of its advocates think is
unwarranted.

Others think the technique is or will
soon become the infertility treatment of
choice.

Buffeted by the pressures ofcommer-
dal interests and neawlesperate pa-
tients searching for a technological
miracle, the technique has become a
major player in an increasingly lucra-
tive infertility market. As such, it is at
the center of a swirl of controversy.
Questions about whether and how the
performance ofin vitro fertilization clin-
ics should be monitored stir professional
passions. Some even question whether
the “pay-off’is worth the price tag.

Tha In Vitro Fertilization Market

In vitro fertilization has the potential
to be a profit-making proposition, be-
cause the pool of possible candidates is
large. According to the National Center
for Health Statistics, in 1982 (the latest
year for which ligurcs are available) 2.4
million couples experienced either pri-
mary or secondary infertility.

While the overall rate of infertility
has actually declined from 1965to 1982,
the rate in women 20to 24 years of age
tripled in that period, to 106** in 1982
One out of three births is to women in

\that age group. The increased rate of
infertility in these women has been at-

jtributed to atripling in the rates of gon-
lorrhea and, perhaps, the introduction of
the intrauterine device.

By one estimate, in vitro fertilization

cedures alone (excluding the value of
equipment and the cost of fertility eval-
uation) are a$30- to $40-million market.
This figure is based on the number and
cost of stimulation cycles performed in
the United States each year.

464 'UAMA.Jan 22/29.1988—V0i259. No 4
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Geoffrey Sher, MO (oenUr, hotting luVfo), dktcfex
of the Pecific Fertility Center In Sen Frendeco, end
several colleagues blow out the candles on e cake
celebratmg the grand og.emng ot the center In
autumn 1967. Several babies bom via In vttrolertt-

tzabonlookon.

According to Paul Manberg, MD, di-
rector of clinical research at Serono
Laboratories, Inc. Randolph. Mass.
6000 cycles were grformed during

1986. iSeronoiis the soli jfthe
menotropms
of ~ ation in in vitro
fertmzation.

sEacHattempted cycle of stimulation,
oocyte retrieval, fertilizaj.

embryo transfer costa abot$500<yA
woman often undergoes severit'fycles
(as many as four to six) before, either
becoming pregnant or giving up.

Perhaps one indication ofin vitro fer-
tilizationb financial allure is the rapidly
growing number of centers opening
their doors. Tfen new clinics have gone
into business in the last nine months.
brinmng theeu*TPnt~cmint in the United
States tb 160, according toTKe~Ameri-
can Fertility Society. About one fourth
are privately run.

The advent of commercial interests is
a point of contention. Geoffrey Sher,
MD, director of the Pacific Fertility
Center in San Francisco and one of the
field's more outspoken critics, says the
Northern Nevada Fertility Center in
Reno, Ncv, of which he also is codirec-
tor, showed a profit last year, perform-
ing about 200 procedures. "ThcreVi no
sin in being profitable, provided you can
deliver" what you promise, he says.
“Once we get large enough numbers,
we'll be able to reduce the cost" by

spreading out the high initial fixed costa
over many patients, he says.

But in the opinion of Richard P.
Mam, MD, who oversees one of the
most highly regarded in vitro fertiliza-
tion clinics at Cedars-Sinai Medical
Center. Los Angeles, an emphasis on
profit making tends~to hinder basic re-
search efforts. He believes that many
for-profit private firms pay little atten-
tion to research. But, says Marrs, “we
turn 20% of income back into basic
research."

Because “in vitro fertilization hRS
been sensationalized from the very be-
ginning and PhDs were exposed to the
bright lights and. cameras. .. they
want to work on things that attract [at-
tention]" rather than more mundane
but necessary research, saysMam.

Sher agrees. “We've been complacent
and haven't improved outcome in the
last2 |N years, because we've forgotten
the lab. Therek no research being done
on the implantation process, and we still
haven't come dose to mimicking the fe-
male reproductive tract.”

Howard Jones, MD, whose Eastern
Virginia Medical  School-affiliated
Jones Institute for Reproductive Medi-
cine can claim the first in vitro fertiliza-
tion baby bom in the United States,
saysthat clinics such as his arenot likely
to reap a profit. “Itfe not a profit maker
the way we doit. Those who are making
a profit are cutting corners some-
where."

One of the things that bothers Jones
about the increasing number of private
for-profit clinics is that "in vitro fertil-
ization is pushed as being the infertility
treatment of choice.” . _

Victor Gomel, MD, anoted Canadian
microsurgeon and in vitro fertilization
practitioner, cites studies that he thinks
raise questions about this trend. One
such study, reported in Reno, looked at
274women undergoing in vitro fertiliza-
tion at the Ohio State University Hospi-
tals. Columbus. It found that, after ex-
cluding women referred because of
bilateral tube blockage, 11.3% of wom-
en achieved pregnancies independent of
treatment, 139% following embryo
transfer. Of the former, 44% occurred
within three menstrual cycles following
afailed in vitro fertilization and transfer
attempt. The investigators think that

Medical News &Peispcclives
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prior follicular stimulation or adnexal
manipulation may in some way benefit

-women with at least one patent tube.

“1 think maybe we're using in vitro/

fertilization too quickly without looking
at... other possibilities” says Gon",
a professor in the Department of.Ob-
stetrics and Gynecology, University of
British Columbia, Vancouver, Canada.

Not everyone agrees. Sher argues
that comparing in vitro fertilization
with conventional tubal surgery is
“comparing apples and oranges." With
the exception of reanastomosis of
fallopian tubes, “in most cases, you're'
looking at about a20% chance in about
two thirds of tubal surgeries performed
in this country ... for awoman to get
pregnant sometime in the future, aftera
major procedure. That could take two to
three years, and in most cases she won't
get pregnant, and have to end up with in
vitro fertilization anyhow.”

On the other hand, with one single
cycle of in vitro fertilization, “awoman
gets a yes or no answer immediate-
ly... andin the proper hands, in vitro
fertilization can get above the~20%preg-
nancy rate."

So far, only a few insurance compa-
nies reimburse for ail or part ofin vitrol
fertilization treatment. In October!
1987. Massachusetts legislators passed
a law mandating coverage for in vitro
fertilization and other fertility treat-
ments for all those~with private health
insurance. If other states follow suit,
this is likely to further increase the
demand.

Conflicting Succew Rates

What has become a business proposi-
tion for some is still a clinical experi-
ment to others. Some familiar with the
field estimate that nearly a tHTrd~of in
vitro fertilization centers in theUnited
States have yet to register aLive birth.
Jones disputes this, "i've heard that fig-
ure alot but I've never seen the ev
dence to back it up,” he said. Sher says
that b"\sod ors'Klsown discussions and a

gev of in vitro fertilization oBn|es
conducted by Medical World NewsAn
he's calculated that morelbarfhalf
ofalTin viiro iertuization births in the

the procedure, follicles are stimulated
to produce several oocytes for re-
trieval.)

Using this figure, the consensus'
seems to be that at the best centers
women can expect asuccess rate some-
where in the vicinity of 12% to 18%
However, the national rate is much |
lower if onetakeg the number ofin vitro

fertilization births for agiven year (3931

in 1985), subtracts about 20%for multi-
ple births, and divides it bvthe numt.
of attempted stimulation cycles, theha-
tional success rate is about 4%>r6%.

Fbr differing reasonvpthers think it

jpriatetqgjise this Utter figure as

ayardstick. "The time has passed when
overall pregnancy rates are adequate,
because there is a lot of variation de-
pending on the diagnosis for which the
patient is being treated
[individual] respopse”*fostimulate
Jones argues/m is, the Virginia clinic
emphasizes'tne success rate per embiyo
transfrri citing rates as high as 35%for
Bomd subpopulations ofwomen. 5

ut7 says Seattle™ Piaul W, Zaruts-1

, MD, this figure is misleading. For
every 100 women who come in for/
screening, fewer than half remain after/
negotiating the intervening steps oil
ovarian stimulation, egg recovery, and \
fertilization before an attempted trans-
fer. Ib cite rates per transfer is "giving
"he best possible figure,” he says. / /

~her takes a middle position! He'
thinks4 t-unfair to calculate 'births per
stimulation- aiiempTToecause of the
great individual variability in response
to stimulation drugs. Many women give
up after failing one stimulation attempt,
even though they might eventually
have responded.

"Itfc only when the woman comes i
for oocyte retrieval that the financial,
emotional, and physical roller coaster
ride begins," he says. For the same
reason, he thinks it is misleading to cite
rates per embryo transfer. “Ifawoman
goes through laparoscopy, she’s in
vested. Statistics should be from the
beginning of the roller coaster ride," he
says.

Sher has developed a figure he calls
the nrobable birth rate, which is the

United States occurred/n-jusrihreC---.number of pregnancies carried beyond,

clrnics: his, the”edqrS-Sinai center, and
thcJgnes'cfinicm Norfolk.
AThe issue of success rates and public
crception of them is athorny one. On
one side arc those who insist that the
only statistic of any use to patients is
what's called the "take-home baby
rate," ie, the percentage of women,
giving birth per stimulation cycle.

JAMA . Jan 22 29. >988 Vo' 25!

three months per the number of retriev-
als performed. (Anywhere from 20%to'

35% CFin vitro fertilization conceptions <

result in a miscarriage in the first tri-1
mcster.) Using this figure, the Reno
clinic claims a20%success rate. Accord-
ing to Sher, the national rate is about
10%

In an analysis presented at the Reno
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ERVIEWS, in vitro fertillza-

alists suggested physicians

uples seeking treatment to ask
ng questions:

it is that centeri pregnancy

rate *hd how is pregnancy defined? The

should include only pregnancies

ed by ultrasound, not so-called

mical pregnancies.

» What is the pregnancy rate for
other women with similar diagnoses?

« How many babies are produced per
procedure? Per oocyte retrieval?

 Does the clinic offer other fertility
therapies?

« How many cycles are attempted
per patient, with what likelihood of suc-
cess over that period?

* Is the program community-based
or areferral center? In vitro fertiliza-
tion programs may come to be organized

aregional basis. Such is the case with
the'program at-the University of Wash-
ington School of Medicine in Seattle. It
is the hub of areferral system intended
to reduce the cost ofin vitro fertilization
therapy by training private physicians
to condpct the preliminary screening,
blood Wsts, and semen analysis and, on
the clinkb approval, initiate ovulation
induction. Satellite laboratories also are

_Available for local physicians to use

ultrasound and conduct early estrogen
monitoring, |b date, 18 physicians have
participated and 40 couples have saved
$250000 in housing and travel costs to
and from Seattle for a stimulation
attempt, Paul Zarutskie, MD, reports.
Viable pregnancy rates are similar to
those in women undergoing all the pro-
cedures on-site.—C. A.R.

meeting, Robert Stillman, MD, asso-
ciate professor and director of the re-
productive endocrinology and fertility
program at George Washington Uni-
versity Medical Center, Washington,
DC, reviewed the published data com-
paring“various fertility treatment alter-
natives. He points oiinhat since selec-
tion criteria vary from center to center,
statistics are not easily transferable.
Each set oi cntena “are a clinical ex-
periment,"he says. . ~
Marrs says that “everyone is looking
for arecipe and there isn't arecipe yet."
Both he and Jones point to the complex
interrelations in the reproductive sys-
tem. "Ifthere isaproblem . .. itis that
the designers of new programs tak
(Continued on p!,C9.
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(Continuedfrom p465.)

something from one program and some-
thing from another and they don't fit
together. They try to design something
better without ever having proven that
they can do [what another program
did]," says Jones. Marrs adds that “you
don’t know when you manipulate one
variable and have an effect whether that
was the only variable [affected]."

T he track record of an individual clin-
ic is atouchy issue. Couples, of course,
would like to know which clinics are do-
ing the best. The fertility society estab-
lished a national registry this year, to
which clinics voluntarily report their
data (the first survey will appearin F:
ruaryfe issue of {'ertility and Sterllllu)
however, it will not divulge statistics lor
individual centers.

"The registry was established for sev-
eral reasons, according to Marrs: to
track success rates and developmentsin
techniques: to follow the long-term
health of infants and mothers: to pro-
vide an avenue for doing large, con-
trolled, multicenter studies of the ef-
fects of differing selection criteria andi
techniques: and to look for evidence of/
obstetric complications in in vitro fertil®
izatioitpregnancics.

ThiAustralians™iave observed an in-
creasecPihciciencc of prematurity, low
birth weight, and intrauterine growth
retardation in babies bom through in
vitro fertflizaijon. A study presented in
Reno by investigators from Beth Israel
Hospital in Boston found that, com

likely to result in premature delivery,
cesarean sections, premature rupture
ofthe membranes, and transfers to neo-
natal intensive care units.

Marrs believes that one of the bene-
fits of the registry will be to demon-
strate that in vitro fertilization "effi-
cacy is not as high as people may have
been led to believe."

Sher, however, has serious qualms
about the registry” merits. “T hese are
volunteered results, without peer re-
view. entered into a register thats
closed from the patient and the refer-
ring doctor," he says. In 1987, Sher
hired tRefirm of Arthur Young to con-
duct an independent audit of the data at
the Reno clinic he codirects. The audit!
determined that Uieif prfibable birth
rate is around#tf6T5her thinks that dj

vitro fertilization clinics shoul
such outside scrutiny, and he
larrs have been strong proponents
voluntary accreditation system—an
that has met with resistance from
there in the field. Sherwould like to see
review board made up of represents-/
tives from medicine, religion, the puW
lie, and the insurance industry wtfo
puld accredit programs that me”t'ac-

itable standards.

ifferjavors this systerjjJbf'two rea
sons: to”voWTjovenifnental regulation
andto give the public access to informa-
tion they have aright to. “W\& are deal-
ing with a double-edged sword. As we
are pushing for more and more states to
mandate insurance companies to fund in

pared with matched controls, in vitro xJitro fertilization, the [greater is] the
fertilization pregnancies were maro/ probability that those same legislators
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attend a reonioo at the opening ot the Pacilic Fertility Center, San Francieco.

Medical *tows & Perspective*

Egg retrieval.

... may become the ones who rescind
the legislation when they find out the
world of in vitro fertilization is not in |
order," Sher Bays. Furthermore, he
says, “when you have amillion people in
this country and aprocedure thatb only
available to 10000, it tells you . . . in
vitro fertilization is a procedure for the
haves, not for the have nots."

Zarutskie acknowledges that give
the success rate per recovery attempt a>
the center based at the University of
Washington School of Medicine in
Seattle (60% confirmed pregnancies
after three cycles), “a couple could
spend $10 000 to $15000 for a 50-50,
chance at ababy."

While medical and organizational
developments may ultimately vastly
lower the cost and improve the odds in
the "baby roulette,” until then—and
perhaps even afterward—patients
might well be advised to take the atti-
tude encouraged by counselors at Bay-
lor's in vitro fertilization clinic. All
incoming couples are evaluated to de-
termine their psychological and emo-
tional concerns and needs.

In astudy of 174 couples presented at
Reno, Patty Mahlstedt, EdD, found
that afourth ofthem had no plans of how
they might handle failure to have a baby
following the procedure. "I suggest [to
them] that there are actually four goals:
become closer as acouple, feel that they
are doing everything they can to
achieve pregnancy, learn more about
their reproductive systems, and con-
ceive achild,” Mahlstedt said.

“If the couple and the staff are work-
ing well together, three out of four of
these goals can definitely be achieved:
only the fourth is out of their control."

—by Chris Anne Raymond, PhD
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THE SENATE
FOURTEENTH LEGISLATURE, 19-12
STATE OF HAWAII

A SILL (R AN ACT

RELATING TO INSURANCE.

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF HAWAII:

SECTION 1. Chapter 431, Hawaii Revised Statutes, is amended
by adding a new section to be appropriately designated and to
read as follows:

"S431- In vitro fertilization procedure coverage. All
individual and group health insurance policies which provide
pregnancy-related benefits shall include in addition to any other
benefits for treating infertility, a one-time only benefit for
all outpatient expenses arising from in vitro fertilization
procedures performed on the insured or the insured's dependent
spouse; provided that:

(1) Benefits under this section shall be provided to the
same extent as the benefits provided for other
pregnancy-related benefits;

(2) The patient is the insured or covered dependent of the
insured;

(3) The patient's oocytes are fertilized with the patient’s
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spouse's sperm;
(4)  The:
(A) Patient and the patient's spouse have a history of
infertility of at least five years' duration; or
(B) Infertility is associated with one or more of the
following medical conditions:
(i) Endometriosis;

(i1)  Exposure in utero to diethylstllbestrol,
commonly known as des;

(iii) Blockage of, or surgical removal of, one or
both fallopian tubes (lateral or bilateral
salpingectomy); or

(iv) Abnormal male factors contributing to the
infertility .

(5) The patient has been unable to attain a successful
pregnancy through other applicable infe rtility
treatments for which coverage is available under the
insurance contract; and

(6) The in vitro fertilization procedures are performed at
medical facilities that conform to the American College
of Obstetric and Gynecology guidelines for in vitro
fertilization clinics or to the American F e rtility
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Society minimal standards for programs of in vitro
fertilization.

(7) The term "spouse* means a person who is law fully
married to the patient under the laws of the State.

The requirements of this section shall apply to all new
policies delivered or issued for delivery in this State after the
effective date of this section."

SECTION 2. Chapter 433, Hawaii Revised Statutes, is amended
by adding a new section to be appropriately designated qnd to
read as follows:

"S433- In vitro fertilization procedure coverage. All
individual and group hospital or medical service plan contracts
which provide pregnancy-related benefits shall include in
addition to any other benefits for treating infertility, a
one-time only benefit for all outpatient expenses arising from in
vitro fertilization procedures performed on the subscriber or
member or the subscriber's or member's dependent spouse? provided
that;

(1) Benefits under this section shall be provided to the
same extent as the benefits provided for other
pregnancy-related benefits;

(2) The patient is a subscriber or member or covered
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dependent of the subscriber or member,

(3) The patient's oocytes are fertilized with the patient's

spouse'«t

(4) The:
(A) Patient and the patient's spouse have ahistory of

(5)

sperm;

“infertility of at least five years' duration; or

(B) Infertility

IS associated with one or more ofthe

following Medical conditions:

(i)
(i)

(iii)

(iv)

Endometriosis:

Exposure in utero to diethylstilbestrol,

commonly known as des

Blockage of, or surgical removal of

both fallopian tubes (lateral or bilateral

salpingectomy); or

Abnormal male factors contributing to the

infertility .

The patient has been unable to attain a successful

pregnancy through other applicable infe rtility

treatments for which coverage is available under the

contract: and

The in vitro

medical

facilities

fertilization procedures are performed at

that conform to the American College
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of Obstetric and Gynecology guidelines for In vitro
fertilization clinics or to the American F e rtility
Society Minimal standards for programs of in vitro
fertilization.
(7) The term "spouse" means a person vho is lavfully
married to the patient under the lavs of the State.
The requirements of this section shall apply to all hospital
or medical sei/ice plan contracts delivered or issued for
delivery in this State after the effective date of this section."
SECTION 3. New statutory material is underscored.
SECTION -». This Act shall take effect upon its approval.

INTRODOCED BY:
FEB 1 1 1987
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STAND. COM. REP. N01323

Honwlulu,f Hawaii
Afr\'w ANy ./ 1987

RE: S.B. No. 1112

Honorable Daniel J. Kihano _
Speaker, House of Representatives
Fourteenth State Legislature
Regular Session of 1987

State of Hawalii

Sir:

Your Committee on Consumer Protection and Commerce, to

which was referred S.B, No. 1112 entitled: "A BILL FOR AN ACT
RELATING TO INSURANCE", begs leave to report as follows:

. The purpose of this b ill, as received by your Committee,
is to require individual and group health insurance policies
and individual and group hospital or medical service contracts,
which provide pregnancy-related benefits to allow a one-time
only benefit for all one-patient expenses arising from in vitro
fertilization procedures performed on the insured or the
insured's dependent spouse.

Your Committee has received testimony from the Department
of Commerce and Consumer Affairs, the Department of Health, the
Legislative Tnformaticm Services of Hawaii, the Pacific In
Vitro Fertilization Tnstitute, the John A. Burns School of
Medicine, the University of Hawaii, the Hawaii Medical
Association, and the Hawaii Medical Service Association.

Your Cc-amittee finds that infertility is a significant
problem for many people in Hawaii, and that this bill will
encourage appropriate medical care. Additionally, this b ill
lim its Insurance coverage to a one-time only benefit, thereby
lim iting costs to the insurers. This b ill will be a ,
significant benefit to those married couples who have in vitro
fertilization as their only hope for allowing pregnancy.

Your Committee on Consumer Protection and Commerce is in
accord with the intent and purpose of S.B. No. 1112 and

t
recommends that it pass Second Reading and be placed on the
calendar for Third Reading.

E8723
HRO/1323m



[ROMY M. CACHOLA, Member
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JOAN HAYES, Merger

HfefRera . PfeTERS, Member

DWIGHT Y. TAKAMINE, Member
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Respectfully submitted,

AZIE F ONO, Chairman

NNETH HIRAKI, Vice Chairman

REB BELLINGER, Member

MITSUO SHITO, Member

DWIGHT L. YOSHIMURA, Member
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HAL JONES, Member

JHN MEDEIROS, Member
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Ch. 394. 81 1987 REGULAR 8ES810N

INFERTILITY- INSURANCE COVERAGE—- DIAGNOS18
AND TREATMENT

CHAPTER 394

AN ACT ***yMIng « wtt o | definition of Infertility.

Be it enacted by the Senate and House of Representative* in General Court
assembled, and by the authority of the same, asfollows-

SecTiON 1.

Chapter 175 of the General Law* is hereby amended by inserting after section 47G,
inserted by section 1 of chapter 363 of the act* of 1987, the following section:—

section 47TH.

Any blanket or g-neral policy of Insurance, except a blanket or gt J policy of
insurance *?hich provide* supplemental coverage to medicare or othet gcveromental
programs, described in subdivisions (A), (Q or (D) of section one hundred and ten which
provides hospital expense or surgical expense insurance which includes pregnancy-related
benefits and which is issued or subsequently renewed by sgreement between the insurer
and the policyholder, within or without the commonwealth, while this provision is
effectivs, or any policy of accident and sickness insurance as described in section one
hundred and eight which provides hospital expense or surgical expenae insurance which
includes pregnancy-related benefits and which is delivered or issued for delivary or
subsequently renewed by sgreement between the insurer and the policyholder in the
commonwealth while this provision is effective, or any employees' health and welfare
fund which provide* hospital expense and surgical expense benefits which includes
pregnancy-related benefits and which is promulgated or renewed to any person or group
of persona in the commonwealth while this provision is effective shall provide, to the same
extent that benefits are provided for other pregnaney-rolated procedures, coverage for
medically nderittafy expense* of'tftghfala and treatmentor Infertility." For purposes of
this section”infertflity” shall mean the condition of a presumably healthy Individual who
is unable to conceive or produce conception during a period of one year.

SECTION 2.

Chapter 176A of the General Laws is hereby amended by inserting after section 8J,
inserted by section 3 of said chapter 363, the following section:—

Section IK .

Any contract, except contracts providing supplemental coverage to medicare or other
governmental programs, between s subscriber and the corporation under an individual or
group hospital service plan which is delivered, issued for delivery or renewed in the
commonwealth while this provision is effective and which provides pregnancy-related
benefits shall provide as s benefit for all individual subscribers or members within the
commonwealth and all group members having a principal place of employment within the
commonwealth, to the asms extent that benefits are provided for other pregnancy-related
procedures, coverage for medically necessary expenses of diagnosis and treatment of
infertility. Said infertility benefits shall meet all other terms and conditions of the
subscriber certificate. For purposes of this section, "infertility” shall mean the condition
of a presumably healthy individual who is unable to conceive or produce conception during
a period of one year.

SECTION 3.

Chapter 1768 of the General Laws is hereby amended by striking out section 4G,
inserted by section 4 of said chapter 363, and inserting in place thereof the following two

sections:—

fr.f ' w ¢ _ _

1987 rRecuLAarR 8Fs8ioN ch. 394, s 4

section 41.

Any subscription certificate under an individual 0 group medical service agreement,
except certificates which provide supplemental coverage to Medicare or other governroen-
Uil programs, which shall be delivered or issued or renewed in the commonwealth shall
provide us benefits to all individual subscriber! and membera within the commonwealth
and to all group member* having a principal place of employment within the coeamoev-
wealth for expense of cytologic screening and mammographic examination. Said benefit*
shall be at least equal to the following minimum requirement: (a) in the ease of benefit*
for cytologic screening, suid benefits shall provide for an annua! cytologic screening for
women eighteen year* of age and older; and (b). in the case of benefit* for mammogrsph-
ic examination said benefits ahull provide for a baseline mammogram for women between
the ages of thirty-five and forty and for mammogram on an annual baais for women forty

years of age and older.

Section 4J.

Any subscription certificntc under an individual or group medical service agreement,
except certificates which provide supplemental coverage to medicare er other govemmen
lal programs, which is delivered, issued for delivery or renewed in the comasonwenlth
while this section is effective shall provide aa a benefit for all individual aubecriber* er
members within the commonwealth and all group member* having a principal place *f
employment within the commonwealth, to the same extent that benefits are provided for
other pregnancy-related procedures and subject to the other terms and condition* of the
subscription certificate, coverage for medically necesaary expense* of diegn—-
treatment of infertility. Said infertility benefits shall meet all other terms and eondiiien*
of the aubacription certificate. For purpose* of this section, "infertility" shall assea the
condition of a presumably healthy individual who ia unable to conceive or produce

conception during a period of one year.

SECTION 4.

section 4 of chapter 176G of the General Laws, aa amended by section 5 of said chaptet
363, ia hereby further amended by adding the following aenUnce:— Soch health maiate
nance contract shall also provide coverage for diagnosis and treatment of infertility as *e
forth in section forty-seven H of chapter one hundred and eeventy-five.

Approved October 8, 1987.
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Alt 4SA, t 4770. Awwotatid Com orH u u

S4TTEE, Grou or blanket health Insurance policies ex-
% enefits f ?r Q}l’[ aflent expenses aris-
mg rom In vitro fertilization.

Each group or blanket health insurance policy issued or delivered within
the State on an expense-incurred basis and which provides pregnancy-related

benefits, may not exclude benefits for all outpatient expenses arising from in
vitro fertilization procedures performed on the certificate holder or the certifi-
cate holder’s dependent spouse, provided that:

(1) Benefits under this section shall be provided to the same extent as the
benefit! provided for other pregnancy-related procedure!;

(2) The patientis a certificate holder or covered dependent ofthe certificate
holder,

(3) The patient’s oocytes are fertilized with the patient’s spouse’s sperm;

(4) (i) The patient and the patient's spouse have a history of infertility ofat
least 5 years’ duration; or

(ii) The infertility is associated with 1 or more of the following medical
conditions:

. Endometriosis;

2. Exposure in utero to diethylstilbestrol, commonly known as DES; or

3. Blockage of, or surgical removal of, 1 or both fallopian tubes (lateral or
bilateral salpingectomy);

(5) The patient has been unable to attain a successful pregnancy through
any less costly applicable infertility treatments for which coverage is avail-
able under the policy; and

(6) The in vitro fertilization procedures are performed at medical facilities
that conform to the American College of Obstetricians and Gynecologists
guidelines for in vitro fertilization clinics or to the American Fertility Society
minimal standards for programs of in vitro fertilization. (1986, eh, 237; 1986,
eh 5,1 1)

Effect ofamendment — The 1986 amend- 1 477cc tied been added by A . 110,Acta 1985.
meat, effective July 1, 1985, aubetituted "Ob- aad tine* a | 477DD bed-been added by
stetrldaaa and Gynecologist*” far *Obetetxie 111, Acta 1966 the section added by eh. 337
aad Gynecology* in paragraph (0). has been deeignated aa f 477TEE herein.

Editor’'s not*. — Chapter 237, Acta 1985, Section 3 of eh. 237 provides that tha act
dedgnated this section aa | 477CC, butsince a shall taka affect July 1, 1985.
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es of cruelty to animals
being investigated by the
State Troopers Fish and
. Protection office, said
;hard Graham. Charges, if
ould be filed in about 10
isaid,

ilight of the foxes and the
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inued from Front Page)
re Burkhart, another Butte
t, also saw acres of the
; sm/vballs that ranged in
jm gou balls to basketballs,
were rolled up like jelly-
hesaid.

phenomenon seems to have
led during a freak snow-
A windy blizzard of wet
descended on the area for
ian an hour and then faded
shine as quickly as it came,

flash storm apparently set
perfect conditions to devel-
:;i7ow rollers,” said Mark
;elista, a meteorologist with
ational Weather Service. A
roller recipe requires a very
wind in the upper air, that

break apart snowflake
is, along with stronger wind
20 feet above the ground.

Plaza
>m205

farm was first reported late last
month when workers on the farm
called the state to say they were
leaving the farm because they
were not getting paid.

State investigators and workers,
and borough animal control offic-
ers found the farm Friday with
carcasses of skinned foxes strewn
about the property and cages un-
cleaned for months. The animals
had been poorly looked after and
some died either from thirst, star-
vation or disease.

Add warm snow falling onto a
layer of cold ground snow, so that
the warmer snow won’t stick right
away.

Toss the sticky snow down from
the clouds. As soon as the snow
hits, the stronger lower wind will
pick up an edge and roll the
warmer snow up in the few sec-
onds before it cools down.

"They’re a lot more common in
the Minnesota and Michigan ar-
eas," Evangelista said, because
the lack of mountains in those ar-
eas allows sweeping masses of
warm air, but added they are not
real common.

"They’re probably rare in Min-
nesota and very rare in Alaska,"
he said, adding that this is the first
occurrence he has heard of in

Alaska since he came here five
years ago.

Baby

(Continued from Front Page)
support the bill and others are
"ho-hum™ about it. The only real
opposition has come from insur-
ance companies, who don’t like
the "mandatory coverage" word-
ing and the extra costs they will
have to pass on.

The cost to the state for the
change would be minimal, Me-
nard said. A rough guess of the
cost to insurance companies is
S36 per year per individual cov-
ered. The legislation is aimed at
group insurance plans which al-
ready offer pregnancy coverage.

Menard could give the bill no
better than a "fair" prognosis this
term. Supporters might have to
settle for a compromise suggest-
ing, rather than requiring, compa-
nies provide the coverage.

"If nothing else, we’ve surfaced
the issue this year and we can re-
group and supporters can build
grassroots support for another
try," Menard said.

"This isn’t some pie-in-the-sky
request,” he added. "It’s time it
became an issue."

The bill would pay only for
medical, not travel expenses, and
would be limited to three in vitro
fertilization tries to hold down
costs, Kirk said.

Such infertility treatments are
no longer experimental and have
a proven record of success, he
added. Although they’re not
cheap, compared to cancer treat-
ments and transplant operalion-
s—many of which are of a more
experimental nature—the costs

are relatively low.

Sharing with each other, as well
as an Anchorage-based support
group for infertile couples, has
helped the Hartleys and the Cot-
tles. Although they live in a
monthly cycle of expectation and
disappointment, they are sure of
three things: their lives center on
striving for pregnancy, the biolog-
ical clock is ticking.

"Everything  else  revolves
around it," Toni said of their in-
fertility. "It affects your life every
day. But the worst time is Christ-
mas and family reunions. That’s
when everyone else announces
their pregnancies. You’re happy
for them, but at the same time it-s
depressing when you’re trying so
hard and can’t.”

The women realize that as the
years go by, time is counteracting
their efforts. Claudia, 29, woiljd
like two children, although her
husband is holding out for three.
Toni, a year older, wants four
children. Their eyes light up at the
possibility. A

But both know they have a lim-
ited number of years to conceive
even one child.

In the meantime, they agree
adopuon isn’t an acceptable alter-
nadve.

"I’m not against adopdon, but |
want to try everything | can first
to have a baby before we adopt,"”
Claudia said. "We’ve checked in-
to it already. There’s an 58,000 to
510,000 adopdon fee and a three
year wait for a Caucasian baby."

Boat &RV Show Special

By Landor By Sea

March 17-20

Cottonwood Creek Mall
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ALASKA STATE LEGISLATURE
HOUSE OF REPRESENTATIVES
RESEARCH AGENCY

April 19, 1988

MVEMORANDUM
TO: Representative Niilo Uoponen
ATTN: Lisa McLaren

FROM: Patricia Brawley”7
Legislative Analyst

RE: Infertility Treatments--Costs and Success Rates

Research Request 88.222 (Revised)

You asked this agency to provide information on the success rates of
various infertility treatments, the success rates of individual <clinics

offering such treatments, and the costs involved. You also requested a
comparison of costs and coverage for states which mandate infertility
insurance coverage. Finally, you wished to know which states mandate

pregnancy/maternity insurance.

Infertility Treatments--Success Rates of Procedures and Clinics

Several procedures for the treatment of infertility are currently being
tested, many of them involving donors or surrogates. The most common
nonexperimental procedures which do not necessarily involve donors of sperm
or eggs are hormonal treatments, in vitro fertilization (IVF) and artifi-
cial insemination by husband (AIH). Neither IVF nor AIH will be success-
ful, of course, if the fertility problem is with the male. According to
current data, "when the causes of a couple's infertility are investigated,
a male problem is found primarily responsible forty percent of the time, a
female problem forty percent of the time, and a combination twenty percent
of the time."1

dLori B. Andrews, J.D., New Conceptions: A Consumer's Guide to the
Newest Infertility Treatments. Including In Vitro Fertilization. Artificial
Insemination, and Surrogate Motherhood (New York: St. Martin's, 1984), p.
3.
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The American Fertility Society recently established a national registry of

IVF, embryo transfer (ET), and related practices. The main purpose of the
IVF/ET Registry is to document pregnancy and birth outcomes (not, however,
by individual <clinic). Accurate, meaningful statistics would enable

providers to identify optimal treatments for different patient groups, and
to detect and measure possible adverse health effects on patients and their
offspring. "In Vitro Fortilization/Embryo Transfer in the United States:
1985 and 1986 Results from the National IVF/ET Registry,” published in the
February 1988 issue of Fertility and Sterility, summarizes the first data
collected and analyzed through a survey of clinics which perform these
procedures in the U.S. (Attachment A). Forty-one clinics supplied the
voluntary data and therefore serve as the basis for the result summary.
Participation is voluntary, criteria may vary, and there is no form of peer
review involved at any level. According to the author, Richard P. Marrs,
M.O., the "statistics . . . should be interpreted with caution, due mainly
to the restrictive nature of the data collection forms used.”

Because there are no federal standards for |IVF programs and no reporting
requirements, establishing meaningful success rates for either individual
treatments or for individual clinics is not currently possible. Criteria
for judging success rates may differ with each clinic.

The figures a clinic quotes can be misleading in a number of
ways. Some cite success rates achieved by the best IVF programs
instead of their own. Others may state the number of 'chemical’
pregnancies, determined by a very early blood test; many of these
never go on to become ‘'clinical' pregnancies, which involve the
presence of a fetal heartbeat. Even when success rates are
described in terms of live births, it is crucial to know the
denominator for that figure: 1is it the total number of women who
have been accepted by the program? [And what are the acceptance
criteria?] Is it only the group from whom eggs have been
retrieved? Those in whom an embryo has been implanted? The same
clinic's success rate <can vary tremendously--from perhaps five
percent to almost thirty percent--depending on which criteria are
used... 'IVF has become a terribly competitive field,' says Dr.
Alan DeCherney, director of reproductive endocrinology at Yale
University Hospital's IVF clinic, ‘'and the means by which the
clinics compete is by statistics.,L

A"The Grueling Baby Chase,” Newsweek. November 30, 1987, pp. 79-81.
For an excellent discussion of the issue of success rates, see Chris Anne
Raymond's "In Vitro Fertilization Enters Stormy Adolescence as Experts
Debate the Odds,” Journal of the American Medical Association. January 22 -
29, 1938, p. 464 (3)--Attachment B.
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Joyce Zeitz, Public Relations Coordinator of the American Fertility
Society, indicates that there are approximately 260 clinics worldwide which
are actively engaged in providing IVF treatments; 170 of them are in the
U.S. (Attachment C). Of these, the American Fertility Society recognizes
64 as "accepted"--or meeting their minimal standards criteria. (See
Attachment D for list, and minimal standards.) Criteria include that at
least one staff member has the "experience and training required for board
certification in reproductive endocrinology."” The American Board of
Obstetrics and Gynecology lists 262 individuals as having reproductive
endocrinology subspecialty certification (Attachment E).

The insurance industry predicts that the number of clinics will continue to
grow as the infertility rate continues to increase and insurance coverage
becomes available. Without some form of standard accreditation and review,
however, a ready availability may not truly serve consumers.

Cost of Infertility Treatments

Treatment expenses vary sharply. "A typical charge for one artificial
insemination is $75. Usually, two or three are performed during each
monthly cycle, and foir of every five couples achieve a pregnancy within
siXx months. Women ..j take Per -nal, a fertility drug, are on a
$1,000-a-month regimen.Each IVF procedure costs between $4,000 and
$6,000, and several tries are often necessary. Also, IVF treatments

frequently require that couples find lodging close to the clinic for the
ten days required for each cycle.

Mandatory Insurance Coverage for Infertility by States--Costs and Cover-
age

In spite of the successrate dilemma, three clinics are generally
considered to be responsible for the majority ofall IVF live births in
this country: the Jones Institute for Reproductive Medicine in Norfolk,
Virginia; the Cedars-Sinai Medical Center in Los Angeles; and the Northern

Nevada Fertility Center in Reno, Nevada. Monash University's Queen
Victoria Medical Centre in Melbourne, Australia, is frequently cited as the
world's most successful IVF center. According to a December, 1985 inter-
view with Alan Trounson, lead researcher atthe clinic, research

3Lewis J. Lord, et al., "Desperately Seeking Baby: Ten Million

Americans are Struggling to Have Children,” U.S. News & World Report,
October 5, 1987, p. 58 (6).
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techniques--including embryo freezing--used in Awustralia were at that time
far in advance of those being used in the United States, and success rates

were also far higher. At that time, the Queen Victoria clinic reportedly
had produced more live |IVF births than all of the IVF clinics in the
u.s. I was wunable to locate statistics on the current Australian

success rates, but as with the U.S. clinics, criteria used are determined
by the clinic, and comparisons may not be useful.

Arkansas, Hawaii, Maryland, Massachusetts, and Texas all currently mandate
insurance coverage for infertility. (California is once again considering
the possibility.) In 1985 Maryland became the first state to mandate

coverage for infertility; the other states -enacted such legislation in
1987, and are currently in the process of incorporating the coverage.
Because statistics on costs and utilization of coverage are not available
for states other than Maryland, | will provide the available Maryland
figures and a brief comparative analysis of the coverage provided by the
different states.

The laws in each of these four states say that insurers will provide, to
the same extent that benefits are provided for other pregnancy-related
procedures, coverage for infertility. Beyond that, they vary in several
ways. Texas law covers group, but not individual, policies; and coverage
is not actually mandated, it is a mandated option. Insurers must offer the
coverage; however, employers need not accept it. Coverage is for |IVF
only. To qualify, a couple must have a continuous five-year history of
infertility, unless the infertility is associated with endometriosis,

exposure in wutero to diethylstilbestrol (DES), blockage or one or both
fallopian tubes, or oligospermia (a scarcity of sperm in the semen). They
must have tried less costly procedures. Treatments must be performed in
medical facilities which conform to the American College of Obstetricians
and Gynecologists' guidelines for such clinics, or to the American Fertil-

ity Society's minimal standards for such programs. (See Attachment F for
full text.)

The law in Hawaii provides for both individual and group coverage. The
condition of oligospermia is broadened to "abnormal male factors contribut-
ing to the infertility"; however, there is a restriction in IVF that the
sperm must be supplied by the husband of the patient. Because "abnormal

male factors™ are the cause of 40 percent of couple infertility, this
restriction may become a problem. The most distinctive feature of Hawaii's
statute is its limiting of IVF coverage to one procedure. (See Attachment
G for full text.)

"Robert Weil, "Alan Trounson: Interview,” Omni. December 1985, p. 82
(8)
5This comparison will exclude Arkansas: the Insurance Department

Legislative Liaison was unable to provide any information about it within
the time constraints of this project.
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Unlike the laws in Texas and Hawaii, "infertility” in Massachusetts is
defined as "the condition of a presumably healthy individual who is unable
to conceive or produce conception during a period of one year." Thus,
diagnosis and treatments are available to both sexes without the five year
wait. Problems may arise due to the lack of limits to the number of IVF
procedures allowed. Also of concern to insurers is the Division of Insur-

ance regulation that procedures currently defined as experimental will
automatically be covered at such time as their definitions are changed to
nonexperimental. Procedures are defined as experimental or nonexperimental
by the American College of Obstetricians and Gynecologists. Insurers
believe that the connection between receiving payment for services and the
classification of treatment is a conflict of interest situation, and they
would prefer that treatments receive their <classification from a more
neutral party such as the Department of Public Health. (See Attachment H
for full text.)

More narrow in its coverage than Massachusetts, Maryland law provides for
IVF treatments and artificial insemination by husband (AIH) only. Criteria
for eligibility are very strict and focus primarily on female infertility.
Criteria include that the woman be married; that the sperm used be her
husband's; and that she and her husband, as a couple, have a history of
infertility of at least five years' duration unless the infertility is
associated with endometriosis, exposure in utero to DES, and/or blockage or
surgical removal of one or both fallopian tubes. Under this law, couples
are denied treatment unless the fertility problem rests with the woman. In
addition to discriminating against infertile men, this law appears to give
preferential treatment to women who have undergone voluntary steriliza-
tion. (See Attachment | for full text.)

Maryland's infertility benefits began in 1986. Since then, approximately
925 couples have submitted preauthorization forms (500 for |[IVF, 425 for
AIH) through their physicians. These numbers, however, do not necessarily
reflect the numbers of couples who have subsequently undergone treatment.
Also, no statistics which reflect the number of procedures each couple

received were available. Robert Sirian, Director of Actuarial Projects,
Blue Cross-Blue Shield of Maryland--cautioning that his figures are both
preliminary and tentative--indicated that in 1986 the total incurred
costhad been about $312,000, resulting in a seven cent increase per covered
party per month. This is far below even the most conservative overall

6Gail Harris, Senior Analyst in Medical Policy Development, Blue

Cross-Blue Shield of Maryland indicates that no charges of discrimination
have yet arisen over either aspect of the law.

7This figure represents costs for IVF and AIH only. Services and
treatments relatedto these procedures, such as blood work, ultrasound, and
laparoscopy--each of which costs over $1,000--would not be included in this
figure because they are generally already covered and because there is no
system to document the relationship to IVF or AIH.
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cost predictions made by the insurance industry. Mr. Sirian indicated,
however, that the number of treatment facilities is expected to increase
steadily, and wutilization of coverage and cost are expected to rise
proportionately to a level of between $9 and $13 million annually,
resulting in an increase for covered parties of $2 to $3 per month. (1
will forward a copy of their just-released "Mandated Benefits Summary" to
you upon its arrival.)

While Maryland's inclusion of coverage for infertility treatments appears
not to have had the financial impact sometimes predicted, the potential for
significant impact is still present--as it is for any state which does not
set some limit to the number of IVF procedures allowed, or to the number of
other costly procedures which may at some future date gain nonexperimental

classification and coverage. Insurance representatives in both Maryland
and Massachusetts expressed concern over the lack of such limits. In
addition, the lack of a standard accreditation and review process for
clinics is of wide concern. Carefully worded laws, carefully designed

systems for monitoring and evaluating procedure and clinic success rates,
and carefully designed systems for tracking utilization and costs of both
specific treatments and related procedures might mitigate problems
experienced in other states which offer infertility insurance coverage.

I have provided a listing of which states mandate pregnancy/maternity
insurance coverage, entitled, "State Mandated Health Care Coverage Laws
(Enacted Through June, 1987)." (See Attachment J) I have also included a
report by the Alan Guttmacher Institute, entitled "Infertility Services in

the United States: Need, Accessibility and Utilization,” (Attachment K); a
Research Note from Family Planning Perspectives, entitled "The Need and
Unmet Meed for Infertility Services in the United States,"” (Attachment L);
and "Desperately Seeking Baby,"” from U.S. News and World Report.
(Attachment M).

I hope this information is wuseful to you. If you have any questions,
please contact this agency.

Attachments
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MEMORANDUM

TO: Representative Niilo Koponen
ATTN: Lisa McLaren

FROM: Patricia Brawley/"

Legislative Analyst
RE: Infertility Treatments—Costs and Success Rates

Research Request 88.222

You asked this agency to provide information on the success rates of
various infertility treatments, the success rates of individual clinics

offering such treatments, and the costs involved. You also requested a
comparison of costs and <coverage for states which mandate infertility
insurance coverage. Finally, you wished to know which states mandate

pregnancy/maternity insurance.

Infertility Treatments—Success Rates of Procedures and Clinics

Several procedures for the treatment of infertility are currently being
tested, many of them involving donors or surrogates. The most common
nonexperimental procedures which do not necessarily involve donors of sperm
or eggs are hormonal treatments, in vitro fertilization (IVF) and artifi-
cial insemination by husband (AIH). Neither IVF nor AIH will be success-
ful, of course, if the fertility problem is with the male. According to
current data, "when the causes of a couple's infertility are investigated,
a male problem is found primarily responsible forty percent of the time, a
female problem forty percent of the time, and a combination twenty percent
of the time."1

kori B. Andrews, J.D., New Conceptions: A Consumer's Guide to the
Newest Infertility Treatments. Including In Vitro Fertilization. Artificial
Insemination, and Surrogate Motherhood (New York: St. Martin's, 1984), p.

3.
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Because there are no federal standards for IVF programs and no reporting
requirements, establishing meaningful success rates for either individual
treatments or for individual clinics is not currently possible. Criteria
for judging success rates may differ with each clinic.

The figures a clinic quotes can be misleading in a number of
ways. Some cite success rates achieved by the best IVF programs
instead of their own. Others may state the number of "chemical”
pregnancies, determined by a very early blood test; many of these

never go on to become "clinical™ pregnancies, which involve the
presence of a fetal heartbeat. Even when success rates are
described in terms of live births, it is crucial to know the

denominator for that figure: 1is it the total number of women who
have been accepted by the program? [And what are the acceptance
criteria?] Is it only the group from whom eggs have been
retrieved? Those in whom an embryo has been implanted? The same
clinic's success rate can vary tremendously--from perhaps five
percent to almost thirty percent--depending on which criteria are

used... 'IVF has become a terribly competitive field,' says Dr.
Alan DeCherney, director of reproductive endocrinology at Yale
University Hospital's IVF clinic, ‘'and the means by which the

clinics compete is by statistics.,L

For an excellent discussion of the issue of success rates, see Chris Anne
Raymond's "In Vitro Fertilization Enters Stormy Adolescence as Experts
Debate the Odds,” Journal of the American Medical Association. January 22 -
29, 1988, p. 464 (3)--Attachment A.

The American Fertility Society currently [lists 263 clinics which are
certified by the American College of Obstetricians and Gynecologists.
"Certification” indicates that at least one staff member has a subspecialty
in reproductive endocrinology and has passed the American College of
Obstetricians and Gynecologists' board exam. (I will forward this list
upon its arrival.) The insurance industry predicts that the number of
clinics will continue to grow as the infertility rate continues to increase
and insurance coverage becomes available. Without some form of standard
accreditation and review, however, a ready availability may not truly serve
consumers.

2"The Grueling Baby Chase,” Newsweek. November 30, 1987, pp. 79-81.
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Cost of Infertility Treatments

Treatment expenses vary sharply. "A typical charge for one artificial
insemination is $75. Usually, two or three are performed during each
monthly cycle, and four of every five couples achieve a pregnancy within
six months. Women who take Pergonal, a fertility drug, are on a
$1,000-a-month regimen.Each IVF procedure costs between $4,000 and
$6,000, and several tries are often necessary. Also, IVF treatments

frequently require that couples find lodging close to the clinic for the
ten days required for each cycle.

Mandatory Insurance Coverage for Infertility by States--Costs and
Coverage

In spite of the success rate dilemma, three clinics are generally
considered to be responsible for the majority of all [IVF live births in
this country: the Jones Institute for Reproductive Medicine in Norfolk,
Virginia; the Cedars-Sinai Medical Center in Los Angeles; and the Northern

Nevada Fertility Centerin Reno, Nevada. Monash University's Queen
Victoria Medical Centre in Melbourne, Australia, is frequently cited as the
world's most successful IVF center. According to a December, 1985 inter-
view with Alan Trounson, lead researcher at the <clinic, research

techniques--including embryo freezing--used in Australia were at that time
far in advance of those being used in the United States, and success rates

were also far higher. At that time, the Queen Victoria clinic reportedly
had produced more live IVF births than all of the |IVF rlinics in the
uU.s. I was wunable to locate statistics on the current Australian

success rates, but as with the U.S. clinics, criteria used are determined
by the clinic, and comparisons may not be useful.

Arizona, Hawaii, Maryland, Massachusetts, and Texas all currently mandate
insurance coverage for infertility. (California is once again considering
the possibility.) In 1985 Maryland became the first state to mandate
coverage for infertility; the other states enacted such legislation in

1987, and are currently in the process of incorporating the coverage.

3Lewis J. Lord, et al., "Desperately Seeking Baby: Ten Million
Americans are Struggling to Have Children,” U.S. News & World Report.
October 5, 1987, p. 58 (6).

"Robert Weil, "Alan Trounson: Interview,” Omni. December 1985, p. 82

(8)
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Because statistics on costs and utilization of coverage are not available
for states other than Maryland, | will provide the available Maryland
figures and a brief comparative analysis of the coverage provided by the
different states.

The laws in each of these four states say that insurers will provide, to
the same extent that benefits are provided for other pregnancy-related
procedures, coverage for infertility. Beyond that, they vary in several
ways. Texas law covers group, but not individual, policies; and coverage
is not actually mandated, it is a mandated option. Insurers must offer the
coverage; however, employers need not accept it. Coverage is for |IVF
only. To qualify, a couple must have a continuous five-year history of
infertility, unless the infertility is associated with endometriosis,

exposure in utero to diethylstilbestrol (DES), blockage or one or both
fallopian tubes, or oligospermia (a scarcity of sperm in the semen). They
must have tried less costly procedures. Treatments must be performed in
medical facilities which conform to the American College of Obstetricians
and Gynecologists' guidelines for such clinics, or to the American Fertil-
ity Society's minimal standards for such programs. (I will forward a copy
of this statute to you upon its arrival.)

The law in Hawaii provides for both individual and group coverage. The
condition of oligospermia is broadened to "abnormal male factors contribut-
ing to the infertility", however, there is a restriction in IVF that the
sperm must be supplied by the husband of the patient. Because "abnormal

male factors" are the cause of 40 percent of couple infertility, this
restriction may become a problem. The most distinctive feature of Hawaii's
statute is its limiting of IVF coverage to one procedure. (See Attachment
B for full text.)

Unlike the Jlaws in Texas and Hawaii, "infertility" in Massachusetts is
defined as "the condition of a presumably healthy individual who is unable
to conceive or produce conception during a period of one year." Thus,
diagnosis and treatments are available to both sexes without the five year
wait. Problems may arise-due to the lack of limits to the number of IVF
procedures allowed. Also of concern to insurers is the Division of Insur-
ance regulation that procedures currently defined as experimental will
automatically be covered at such time as their definitions are changed to
nonexperimental. Procedures are defined as experimental or nonexperimental

AThis comparison will exclude Arizona: the Insurance Department
Legislative Liaison was unable to provide any information about it within
the time constraints of this project.
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by the American College of Obstetricians and Gynecologists. Insurers
believe that the connection between receiving payment for services and the
classification of treatment is a conflict of interest situation, and they
would prefer that treatments receive their classification from a more
neutral party such as the Department of Public Health. (See Attachment C
for full text.)

More narrow in its coverage than Massachusetts, Maryland law provides for
IVF treatments and artificial insemination by husband (AIH) only. Criteria
for eligibility are very strict and focus primarily on female infertility.
Criteria include that the woman be married; that the sperm used be her
husband's; and that she and her husband, as a couple, have a history of
infertility of at least five years' duration unless the infertility is
associated with endometriosis, exposure in utero to DES, and/or blockage or
surgical removal of one or both fallopian tubes. Under this law, couples
are denied treatment unless the fertility problem rests with the woman. In
addition to discriminating against infertile men, this law appears to give
preferential treatment to women who have undergone voluntary steriliza-
tion. (See Attachment D for full text.)

Maryland's infertility benefits began in 1986. Since then, approximately
925 couples have submitted preauthorization forms (500 for IVF, 425 for
AIH) through their physicians. These numbers, however, do not necessarily
reflect the numbers of couples who have subsequently undergone treatment.
Also, no statistics which reflect the number of procedures each couple
received were available. Robert Sirian, Director of Actuarial Projects,
Blue Cross-Blue Shield of Maryland--cautioning that his figures are both
preliminary and tentative--indicated that in 1986 the total incurred cost
had been about $312,000, resulting in a seven cent increase per covered
party per month. This is far below even the most conservative overall
co5.>t predictions made by the insurance industry. Mr. Sirian indicated,
however, that the number of treatment facilities 1is expected to increase
steadily, and wutilization of coverage and cost are expected to rise
proportionately to a level of between $9 and $13 million annually,
resulting in an increase for covered parties of $2 to $3 per month. (1
will forward a copy of their just-released "Mandated Benefits Summary" to
you upon its arrival.)

Gail Harris, Senior Analyst in Medical Policy Development, Blue
Cross-Blue Shield of Maryland indicates that no charges of discrimination
have yet arisen over either aspect of the law.

7This figure represents costs for IVF and AIH only. Services and
treatments relatedto these procedures, such as blood work, ultrasound, and
laparoscnpy--each of which costs over $1,000--would not be included in this
figure because they are generally already covered and because there is no
system to document the relationship to IVF or AIH.
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While Maryland's inclusion of coverage for infertility treatments appears
not to have had the financial impact sometimes predicted, the potential for
significant impact is still present--as it is for any state which does not
set some limit to the number of IVF procedures allowed, or to the number of
other costly procedures which may at some future date gain nonexperimental

classification and coverage. Insurance representatives in both Maryland
and Massachusetts expressed concern over the lack of such limits. In
addition, the lack of a standard accreditation and review process for
clinics is of wide concern. Carefully worded laws, carefully designed

systems for monitoring and evaluating procedure and clinic success rates,
and carefully designed systems for tracking utilization and costs of both
specific treatments and related procedures might mitigate problems
experienced in other statas which offer infertility insurance coverage.

I have provided a listing of which states mandate pregnancy/maternity
insurance coverage, entitled, "State Mandated Health Care Coverage Laws
(Enacted Through June, 1987)." (See Attachment E.) I have also included
a report by the Alan Guttmacher Institute, entitled "Infertility Services
in the United States: Need, Accessibility and Utilization,"” (Attachment

F); a Research Note from Family Planning Perspectives, entitled "The Need
and Unmet Need for Infertility Services in the United States,” (Attachment
G); and "Desperately Seeking Baby,” from U.S. News and World Report.
(Attachment H).

I hope this information is wuseful to vyou. If you have any questions,
please contact this agency.

Attachments
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Phone:  (907) 563-5885

April 6, 1988

Ms. Portia Babcock

Legislative Assistant

Office of Representative Curt Menard
P.O. Box V

Juneau, AK 99811

Dear Ms. Babcock:
Re: Draft CS for HB 440 (dated 4/1/88)

The purpose of tMs letter isto provide you with ouranalysis of the
fiscal impact on all agencies of the state resulting from the attached
draft committee substitute to HB 440 that you have provided to me. The
total cost to all agencies is estimated to be $289,440. Other than the
estimated increase to the health insurance component in our division's
budget, as outlined in this letter, we anticipate no additional fiscal
impact on this division for the administration of this proposed
legislation.

The committee substitute limits the number of in vitro fertilization
cycles to three. It also makes a number of technical changes that serve
to clarify the intent and the scope of coverage under this bill. It is
still assumed that this mandatory coverage woula not extend to such

services as prostnetis implants.

The level of coverage outlined in the bill is estimatedto result ina
$2.01 per monthincrease assuming a $307 per month premium per employee.

The FY 89 estimated cost for active state employees is calculated as
follows:

The increase of $2.01 per month health cost times the number of state
employees (12,000) x 12 months = $289,440.

02-B4LH Note: Please Include Your Social Security Number In All Correspondence & Requests Concerning Your Benefits.
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Please contact me should you have questions or require any further
information on this analysis.

Sincerely>

Michael B. Coughlin
Deputy Director

MBC/bb/6
Attachment
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AMENDMENT

Offered in the HOUSE

TO: HCS CSSB 339 (HESS)

Page 1, following line 7s
Insert a new bill section to read:

"* Section 1. PURPOSE. AS 11 .76.105, added by sec. 3 of this Act,
makes the purchase of cigarettes by persons under age 19 a violation. The
sole penalty for a violation is a fine. The amendment of AS 47.10.010(hb),
made by sec. 4 of this Act, implements legislative intent. Because chil—
dren®"s proceedings do not provide for the 1imposition of fines, the amend-—
ment of AS 47.10.010(b) excludes these offenses from the juvenile jurisdic—
tion of the superior court, allowing the citation of minors and the imposi—

tion of fines by the district court."

Page 1, line 8:
Delete "* Section 1."

Insert "* Sec. 2."

Renumber subsequent section accordingly.

Page 2, following line 10:
Insert a new bill section to read:
"* Sec. 4. AS 47.10.010(b) 1is amended to read:

(b) When a minor 1is accused of violating a traffic statute or

-1 4/19/818
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regulation, a traffic ordinance or vregulation of an 1incorporated
municipality, AS 11.76.105 relating to the purchase of tobacco by a
minor, a fish and game statute or regulation under AS 16x or a parks
and recreational facilities statute or regulation under AS 41.21,
excepting a statute the violation of which 1i1s a felony, the procedure
prescribed in AS 47.10.020 - 47.10.090 may not be followed, except
that a parent, guardian”® or legal custodian shall be present at all
proceedings. The minor accused of an fA TRAFFIC] offense specified in
this subsection [, A FISH AND GAME STATUTE OR REGULATION VIOLATION
UNDER AS 16 OR PARKS AND RECREATIONAL FACILITIES VIOLATION UNDER
AS 41.21] shall be charged, prosecuted, and sentenced in the district

court in the same manner as an adult.”

-2- 4/19/88



ALASKA STATE LEGISLATURE
Curt Menard

351 W. Swanson Ave.
Wasilla, Alaska 99637
Or
P.O. Box V
Juneau, Alaska 99811
373-CURT
376-5315 Work
376-5855 Home
465-2679 Juneau

MEMORAND UM

February 23, 1988

TO: Members
House Labor and Commerce
Committee

FROM: Curt Menard
Representative

RE: HB440

HB440 is an Act relating to insurance coverage for treatment
of infertility.

This bill would require that an insurer that provides coverage
for pregnancy-related expenses shall also provide, to the same
extent that benefits are provided for pregnancy-related
expenses, coverage for medically necessary expenses of diagnosis
and treatment of infertility.

"Infertility"” means: the condition of a presumably healthy
individual who is unable to conceive or produce conception for a
period of at least one year before diagnosis and treatment for
infertility.

This Act applies to disability insurance policies and to
hospital or medical service subscriber contracts entered into or
renewed on or after the effective date of this Act.

I have received more than 22 letters in favor of HB440.

I have contacted seven physicians who report that as many as 15%
of America’s reproductive age group have infertility problems.
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February 19, 1988

The Honorable Dave Donley

Chairman, Labor & Commerce Committee
P.O. Box V

Juneau, AK 99811

Dear Representative Donley:
Re: HB 440

The purpose of this letter is to provide you with our analysis of the
fiscal impact on al! agencies of the state resulting from HB 440. Other
than the estimated increase to the health insurance component of our
division's budget, we anticipate no fiscal impact to the ongoing operation
of the division, as the attached fiscal note indicates.

This bill would require mandatory coverage for medically necessary
expenses of diagnosis and treatment of infertility to the same extent as
that provided for pregnancy related expenses. The state's health plans
currently exclude coverage for sexual dysfunctions such as infertility
while pregnancy is covered as any other medical condition. It is assumed
that this mandatory coverage would relate only to infertility treatment
such as in vitro fertilization and would not be extended to include such
services as prosthetic implants.

The level of coverage outlined in the bill is estimated to result in a
$4.30 per month increase in health insurance costs for the estimated
12,000 state employees effective July 1, 1988. The cost is assumed to
remain level each year thereafter because the state does not yet have any
experience analysis to indicate that costs will increase annually for this
additional benefit. This cost increase is based on a maximum of 20 in
vitro fertilization procedures plus additional services such as
counseling. This exposure leads to the$4.30 per month increase assuming
a $307 per month premiumper employee. This coverage would also become
mandatory for the retiree healthplan butwe would estimate no increase in
premiums for this group.

The FY 89 estimated cost for active state employees is calculated as
follows:

02-B4LH Note: Please Include Your Social Security Number In All Correspondence & Requests Concerning Your Benefits.
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The increase of $4.30 per month health cost times the number of
state employees (12,000) x 12 months $619,200.

Please contact me should you have questions or require any further
information on this analysis.

Sincerely,

Robert F. Stalnaker

Acting Director
RFS/bb/7
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Burritt W. Newton M.D.

Diplomate American Board Obstetrics & Gynecology

March 3, 1988

Representative Curt Menard

Pouch V

Juneau, Alaska 99801

Dear Representative Menard:

Congratulations on vyour introduction of House Bill #440. As ; physician
caring for many infertility patients, |1 feel that your bill 1is timely and

necessary. | support it wholeheartedly.

Best of luck in getting it passed.

Sincerely,

Burritt W. Newton, M.D.

BWNtces

Humana Medical Plaza
1200 Airport Heights Drive, Suite 300 « Anchorage, Alaska 99508-2995 « Phone: (907) 276-3711



PUBLIC OPINION MESSAGE

DEAR: REPRESENTATIVE MENARD

NAME? JODEE FORCE

TITLE:
ADDRESS- POB 673112
CITY: WASILLA ZIP: 99667

PHONE: 373-1972

BILL NO: HB 990
SUBJECT: INSURANCE COVERAGE FOR INFERTILITY CARE
MESsAGE;, | HEARTILY SUPPORT INSURANCE COVERAGE FOR TREATMENT OF INFERTILITY
IT IS IMPERIATIVE WE APPROVE HB 990 TO PROVIDE PARENTS WITH LIMITED
FINANCIAL RESOURCES MON DISCRIMINATORY INSURANCE COVERAGE. STARTING A
FAMILY SHOULD NOT BE THWARTED BY AN INSURANCE POLICY'S LIMITED BENEFITS.

POMID: 19092292

DATE: 03/09/68

TIME: 09:22:92 il
LIONANE: MAT-SU LIO

COPIES: REPRESENTATIVES
PUBLIC OPINION MESSAGE

DONLEY
ELLIS

GRUENBERG DEAR: REPRESENTATIVE MENARD

HANLEY

HUDSON

KOPONEN NAME: CAROL WATERS \\[ c

PHILLIPS TITLE:

BARNES ADDRESS: 10300 HILLSIDE DR.

COTTEN CITY: ANCHORAGE ZIP: 99516

NAVARRE PHONE: 396-3198

SUND BILL NO: HB 990

TAYLOR SUBJECT: INSURANCE COVERAGE FOR INFERTILITY CARE

ULMER MESSAGE: | URGE YOU TO SUPPORT HB 990 REQUIRING INSURANCE COMPANIES TO COVER

DIAGNOSTIC INFERTILITY WORKUPS. INSURANCE COMPANIES MUST COVER PREGNANCY, BUT
FIND A LOOP HOLE WHEN COUPLES SEEK TO DISCOVER WHY THEY CANNOT HAVE CHILDREN.
PLEASE HELP BY SUPPORTING THE BILL. PLEASE CALL ME FOR MORE INFORMATION.

POMID: 03159099

DATE”? 03/10/88 n

TIME: 15:90:99 r 'r. Y
LIONAME: ANCHORAGE LIO 'V N\

COPIES” REPRESENTATIVES REPRESENTATIVES

ADAMS BARNES
BOUCHER BOYER
BROWN CATO
COLLINS COTTEN
DAVIDSON DAVIS
DONLEY ELLIS
FRANK FURNACE
GOLL GRUENBERG
GRUSSENDORF HANLEY
HERRMANN HOFFMAN
HUDSON KOPONEN
LARSON MARTIN
MILLER NAVARRE
PEARCE PETTYJOHN
PHILLIPS POURCIIOT
RIEGER SHULTZ
SPRINGER SUND
SUACKHAMMER TAYLOR
ULMER WALLIS

ZAWACKI



PUBLIC OPINION MESSAGE

T
DEAR: REPRESENTATIVE MENARD

NAME: REGINA ROBBINS
TITLE:
ADDRESS: 8420 METRA COURT
CITY: ANCHORAGE ZIP: 9951B
PHONE: 344-4281
BILL NO: HB 440
SUBJECT: INSURANCE COVERAGE FOR INFERTILITY CARE
MESSAGE: 1 THINK THAT INFERTILITY DIAGNOSTICS SHOULD BE COVERED BY INSURANCE.

POMIO: 03150247
DATE: 03/10/88
TIME: 15:02:47

LIONAME: ANCHORAGE LIO

COPIES: REPRESENTATIVES REPRESENTATIVES SENATORS

PUBLIC OPINION MESSAGE

DEAR: REPRESENTATIVE MENARD

pr-r-T ;*T . >
NAME: CATHY GREENSTREET fx t - v
TITLE:
ADDRESS: PO BOX 3396
CITY: PALMER ZIP: 99645
PHONE: 745-6778
BILL NO:

SUBJECT: INFERTILITY BILL
MESSAGE: | WOULD LIKE FOR YOU TO SUPPORT HB 440 AND URGE YOU TO HOLD A
HEARING ON IT.

POMID: 14123918
DATE: 02/29/88
TIME: 12:39:18

LIONAME: MAT-SU LIO

COPIES: REPRESENTATIVES

DONLEY
ELLIS
GRUENBERG
HANLEY
HUDSON
KOPONEN
PHILLIPS



PUBLIC OPINION PASSAGE

DEAR: PcPRESENTATIVE MENARD

RECDVIr:

NAMES JENALEE HEIKES

TITLE:
address: P 0 BOX 520529
CITY: BIG LAKE ZIP*, 99652

PHONE: 892-6425
BILL NO: HB 440
SUBJECT: INSURANCE COVERAGE FOR INFERTILITY CARE
MESSAGE: MASSACHUSETT HAD THE RIGHT IDEA. LEGAL ABORTIONS
INSURANCE COMPANIES CAUSE FEWER ADOPTABLE INFANTS. COUPLES WITH FERTILITY
PROBLEMS SHOULD NOT HAVE TO REMAIN CHILDLESS BECAUSE THEIR INSURANCE CARRIER
DOES NOT ASSIST THEM. | URGE PASSAGE OF HB440. THAT'S FROM A GRANDMOTHER
WHO WANTS TO BE A GRANDMOTHER AGAIN.

POMID: 14092735
DATE: 03/10/06
TIME: 09:27:35

LIONAME: MAT-SU LIO

C'CMyn
PUBLIC OPINION MESSAGE
DEAR: REPRESENTATIVE MENARD
NAME: MICHAEL O'BRIEN R
TITLE:
ADDRESS: PO BOX 995
CITY: PALMER ZIP: 99645

PHONE: 745-6354
BILL NO: MB 440
SUBJECT: INSURANCE COVERAGE FOR INFERTILITY CARE
MESSAGE: | Af- IN STRONG SUPPORT OH THIS BILL TO EXPAND INSURANCE COVERAGE FOR
PEOPLE SUFFERING FROM INFERTILITY.

POMID: 03123535
DATE: 03/10/08
TIME: 12:35:35

LIONAME: ANCHORAGE LIO



DEAR:

TIUE:
ADDRESS:
CITY:
PHONE:
BILL NO:
SUBJECT:
MESSAGE:
FOR WOMEN

POMID:
DATE:
TIME:

LIONAME:

COPIES:

PUBLIC OPINION MESSAGE

REPRESENTATIVE MENARD

JAN FLANDERS

BOX 112057
ANCHORAGE
653-7533
HB 440

ZIP: 99511

INSURANCE COVERAGE FOR INFERTILITY CARE

I URGE YOU TO SUPPORT INSURANCE COVERAGE OF INFERTILITY DIAGNOSTICS

AND MEN.

03153749
03/10/86
15:37:49
ANCHORAGE LIO

REPRESENTATIVES

ADAMS
BOUCHER
BROWN
COLLINS
DAVIDSON
DONLEY
FRANK

GOLL
GRUSSENDORF
HERRMANN
HUDSON
LARSON
MILLER
PEARCE
PHILLIPS
RIEGER
SFRINGER
SWACKHAMMER
ULMER
ZAWACKI

REPRESENTATIVES

BARNES
BOYER
CATO
COTTEN
DAVIS
ELLIS
FURNACE
GRUENBERG
HANLEY
HOFFMAN
KOPONEN
MARTIN
NAVARRE
PETTYJOHN
POURCHOT
SHULTZ
SUND
TAYLOR
WALLIS

SENATORS

ABOCD
BINKLEY
COGHILL
DUNCAN
ELIASON
FAHRENKAMP
FAIKS
FANNING
FISCHER
HALFORD
HENSLEY
JONES
JOSEPHSON
KELLY
KERTTULA
RODEY
STURGULEWSKI
SZYMANSKI
UEHLING
ZHAROFF
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of the two, as it will provide delivery services as well as prenatal and postpartum care for
pregnant women with incomes up to 185 percent of poverty. New York's Prenatal Care and
Nutrition Program (PCNP), which provides prenatal care to poor women ineligible for Medicaid,
was made a permanent program and received additional funding in 1987, a portion of which
will support an increase in provider fees.

* * k* % * X

Universal Health Insurance - Other state legislative initiatives designed to improve access
to and availability of maternity care services for poor women target employers by attempting
to improve coverage for maternity care under employer-based insurance plans. Although a
1978 federal law, the Pregnancy Discrimination Act, was designed to do just that, its impact
has been 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 shortcomings, is the bias of private insurance policies generally which, since their
inception, have emphasized treatment for episodic illnesses or injuries rather than preventive,
predictable 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 coverage that does not cover maternity care. 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.

M assachusetts' 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 benefits for their workers. At the same time, the unemployed would continue to be
covered under an existing free-care program 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% %k * X

Mandated Benefits Laws (M aternity and Newborn Services, IVF, Mammography and Cytologic
Screening) - Mandated benefits laws are another strategy states are exploring to address the
health care needs of poor pregnant women. Rhode Island lawmakers last year enacted broad
legislation providing insurance coverage for maternity care and pediatric preventive care.
Under the new law, which was introduced at the request of the Lieutenant Governor, all health
insurance plans and HMOs must provide pediatric preventive care and maternity care without
deductible cr co-pay requirements. M aternity care is defined under the law to emcompass
all services recommended 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
in Arkansas, California, Florida, Hawaii, Illinois, Massachusetts and Texas. The legislatures
in Arkansas, Hawaii, and Texas voted to require insurance coverage for in vitro fertilization
procedures. The Arkansas law applies 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 benefit for out-patient expenses. In Texas, all insurance companies
and HMOs providing pregnancy benefits must also provide benefits for outpatient in vitro
fertilization procedures. It 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 benefits for medically necessary expenses of diagnosis and treatment
of infertility. Infertility is defined under the law as the "condition of the presumably healthy
individual who is unable to conceive or produce conception during a period of one year."



