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Infertility Services Project final Beoorfc
(FPR-000037-01-0)
|- Introduction

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

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

of Infertility Treatment Ct.. .,1I.



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

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

availability of providers,



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

cautions for interpreting the findings for esieh data set.

A. Private Physician Survey

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

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



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

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

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



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

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

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

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



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

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

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

95%

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

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

** Confidence intervals me?2 standard deviations.

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



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

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

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

B below, columns one and two).

Table B: Family Planning Agency Survey Sample Estimates

Proposed Estimated  Actual

Minimum Final Mail Mail

AggnéjL-1XML Saanle Response  Responses

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

agencies 1,419 100 157 90 130
» Hospital family

planning agencies 272 100 212 98 108
* Planned Parenthood

affiliates 181 100 145 129 135

» "Other" type agencies 582 100 194 109 135



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

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

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

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

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

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

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



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

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

Axency Type
ealth y P

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

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

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

and female infertility patients served annually.



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

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

, dumber Standard 95% Confidence

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

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

**Confidence interval » + two standard deviations

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

constitute.

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



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

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

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

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

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



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

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

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

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



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

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



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

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

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

02040-7



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

4dm 7 Type

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

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

nodica anming services.



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

faaacr Xm *

Maalth Plannod talor

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

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

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

Sooth

loot

37

149

Uaat

loot

37

17

105



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

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

Metropolitan 44 47 10 94 /1

Nonaetropolitan 49 57 44 93 13
Btalgfl

Northeast 49 55 100 92 88+

Northcentral 12 44 9 97 74

South 41 42 41 89 42

Nest 44 41 95 97 64
AYttIflt PatUnt CiBtlglfl

Respondents . 3.571% 2,031 2.108 1.864 1.932

llonrespondsnts 1.721 1.974 026 4.430 1.421

-« Statstically sianieant dnes BeveEn the SOERRLAUPES ft i

agency type (p <.09)



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

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



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

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

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

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



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

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

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

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

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

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

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

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

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



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

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

A. Classification by Fecundity Status

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



l. Subfecund or Infecund

a. surgically Starile

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

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

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

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

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

U S PSR S 1

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

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

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

sometimes be reversed by microsurgery.



b. Monsurgicslly Stsclla

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

surgery.

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

affirmatively to the question:

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

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

¢) ether reason difficult.

d. Difficult/Dangerous to Carry to Tana

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

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

or,

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

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



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

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

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

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

exposure to Intercourse over the time period.

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

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

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



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

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

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

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

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

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

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



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

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

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

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

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

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

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



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

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

the demographic impact of impaired fecundity.

B. Definition of lead Infertility Care

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

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

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



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

in a year.

C. Results
1. Fecundity Characteristics

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

a. .Jga, Race, Ethnicity

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



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

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

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

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

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



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

sterilization.

b.  Marital Status, Parity and Desire for Children

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

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



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

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

not use contraceptives. 7/.

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

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

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

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



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

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

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

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

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



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

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

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

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

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

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

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



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

2. lumber of Woman with Fecundity Tapeiraents

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

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

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



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

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

3. Infertility Services Weed and Utilization

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

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



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

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

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

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

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

benefit from further professional attention.



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

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

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

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

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



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

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

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

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



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

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

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

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

level, but only six percent are Medicaid recipients.



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

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

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

There is no justification for assuming that women who obtain infertility
services from private physicians receive higher quality care than those who
use hospital clinics or other sources. Therefore it is impossible from these
data to ascertain whether the carereceived by low-income andMedicaid-eligible
women is inferior to that receivedby other women.



S. for...SateritwUvj--3.tajrUimi<?n E m m !

Of the 8.6 million women or their partners who have been surgically
sterilized for contraceptive reasons, 26 percont say they would now like to
have a child (or more children)* (see Table W-6). This percentage may be
inflated somewhat by women who would like ideally to have more children but
who as a practical matter would not choose to do so under present
circumstances, even if they were fecund. Nevertheless, the number who say
they would like to have a child is approximately 2.2 million.

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

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

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

children.



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

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

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

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

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

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

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

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

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

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



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

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

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

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

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

sterilised themselves or whose hushand has had a vasectomy.



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

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

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

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

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

jubfecund or  infecund

Fecundity Unknown SuroUeHr Sterile D ifficult/
Total ‘ Contra- 5 SKot ’ Bon- Bon-eurgl- Dangerous
W"ﬁ nown ceptive on- exual ly Contra- contra- celly Perceived to Carry 1*¢ 24-35 12 21
Characterlst U«—| o Total JASMA  u-r,-  JiflUL WMEIH__ Totel -StEHvt ttfylyt gltrUt__ lubfecund to Tern Total JtelL tot- —ey~.
- y
All \omen 54,099 100  19.S 21.& 9.1 13.9 359 173 7.0 1.7 2.0 4.0 2.1 1.1 03 0.7
toa 9f Ua
0 15-19 9,521 100 AS09 1599  11.59 54.79 209 9 0.09 *0.59 *0.99  *1.39 +0.19 *9 4 +0.1
0 20-24 10,429 100 1:99 29.1 12.0 14.7 14.3 3.7 0.4 0.9 2.7 4.0 2.4 *0.2 0.5 1.7
0 25-29 10,243 100 32.3 24.9 0.4 3.1 29.0 12.1 3.7 *1.5 4.1 51 2.5 °1.0 0.4 «0.9
o 30-34 9,301 100 21.0 21.3 7.4 2.0 40.2 24.0 10.1 *1.1 4.0 3.4 *2.0 *1.0 0.2 0.0
o0 33-39 7,093 100 7.0 14.4 4.7 *1.0 40.1 35.2 104 3.1 3.1 55 2.0 2.4 4 <0 4
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(cont.)
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Table W-2: Number and Percentage Distribution of Women 15-44 by Fecundity Status, 1982

Total

Known fecund
Fecundity unknown
Contraceptive user

Non-user (short Interval
0r unmarried)

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

Medical reasons (childbearing
dangerous)

Contraceptive reasons

Nonsurgically sterile

Menopause

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

36 months or more

24-35 months

12-23 months

Women
(00P*s)

54,099

10,562
24,166
11,687

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

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

* Relative standard error is 30 percent or greater

+ Possibly treatable fertility impairment

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

100

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

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

* Relative standard error is 30 percent or greater

* Excludes menopause



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

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

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



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

Of Those in

Percent in Need Need of Services

Women in Need

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

(cont.)



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

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

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

* Relative standard error is 30 percent or more.

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

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



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

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



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

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

* Relative standard error is 30 percent or greater

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

ITicant.



IV. Infertility Services: Comparison of Providers

A-Introduction

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

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

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

monitoring by evaluating urine or blood estrogen levels.



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

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

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

to be repeated a number of times.



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

" Level | (initja
la

infertility interview, educatiop, physical
examination, S

| i
b tests, counseling, end referral),

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

- Level 111 (more sophisticated and complex services).

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

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

procedures or services.



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

queried to specific levels for this analysis is as follows:

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

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

Layal 1!

Semen analysis
Postcoital test
Endometrial biopsy

Levy:, LIl .
g?é)rrrr antibody test

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

Laparoscopy

Sonography

Varicocelectomy

Female microsurgery
Male tubal reconstructive surgery

Artificial insemination, by donor

Genetic counseling, screening

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

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

many poor couples unless offered at a reduced fee.



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

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

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

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



B - Private Physicians

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

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

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

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

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

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

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

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

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

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

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

Nonmetropolitan-area physicians are slightly more likely than

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

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

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

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

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

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

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

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

one obstetrician/gynecologist who provides :hese services.

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

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

others to treat in fe rtility problems.



1. Procedures and Tests.

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

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

provide basal body temperature instruction.

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

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

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

status are not statistically significant.



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

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

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

Regional differences in the percentage of physicians offering Level 111

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

2. Humber of P atients fturTed Annumille.

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

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



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

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

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

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

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

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

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

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

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

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

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

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

general surgeons.



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

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

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

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

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

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

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

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



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

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

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

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

problems (data not shown).

4. Financial Access.

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

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

in fe rtility services beyond a praliminary evaluation.



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

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

obstetrician/gynecologists and 11 percent of the urologists provide

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

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

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

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

evident.

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

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

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

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

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

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

physicians to provide in fe rtility services under Medicaid.



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

Location

Unweighted !

Total

Metropolitan otgtuo

K3

Metropolitan
Moaaetropolltan

morthaaat
Mortheantral
South

Moot

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

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

Too (w to eatlaeta; taapl* w@ Hot aelectod for r« (loM | eatlaatea by thla apeclelty.
Difference* bat»*»» tyacliltIM are atatlatlcally algalfleant (p. <.05).
DIffaranca between aetrepolltea atatwa groups la atatlatically algnifleant (p. <.05).
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434

92%

92
94
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Table P-2: Percentage of All Physician* That Provide Various Infertility Taata and Procedures, Grouped According to Lavala, by

Specialty and legion

Sarvicaa by Laval
Unweighted |

Percentage ako provide at least
see service

Hrel |
e Iscludee:

besal body tesperatur* Instruction
Infection Investigation

0 Percentage who provide at
iesst ana Level I procedure

0o Percentage who provide all
Level | procedures

Level Il
r includes:

- Quoen analysis
Peatcoltel teat

e Percentage who provide at least
ana Laval Il procedure

e Percentaga who provide e ll
Level Il procedures

IMd

lit

37

21

37
23

42

20

Speciallist lon

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

ttetropolila

35
2«

20

34
24

41

20

Status

41
31

42

30

41
22

44
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Table

P-3:

Service*

Percentage D istribution of Physicians Who Provide |In fe rtility

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

Serving Annually,

P atient

In fe rtility

P atient*

Unweighted V

o Humber

- Fewer

- 13
- 25
- 49
- 73

to
to
to
to

- Kora

- Total

o] Range of
served

Served in

than 13
24
48
72
96

than 96

o Average number

served

o] Median

served

Percentage who

served more than

12 patients

- Of providers

- Of all

Projected

total

patients

Caseload,

patients

physicians 23

national

number of

served

and C haracteristics of Their Annual

by Specialty

General/Family

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

In fe rtility

Urologists

377

26%
18
22
14
17

100

1-1200

56

25

74

68

340,000



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

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

Specialty*

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

Urologists 45 12 42

M etropolitan status

M etropolitan 66 24 6 4

Honmetropolitan 74 22 3 1
Region

Hortheast 70 21 6 4

Horthcentral 72 23 4 2

South 60 29 6 5

West 73 20 5 2

Humber of In fe rtility
P atients Served Annually

More than 12 61 28
Less than 13 76 19

* S tatistically significant (p <.05).



Table P-5:

In fe rtility
P atient*

of

P hysician
Characteristic*

Physician*

Unweighted M

Total

Specialty*

Who Provide
P atient*,

by

Served

In fe rtility
Specialty,

Another

Physician

O bstetrician/gynecologists

G enerall/faaily practitioners

and general

Urologists

M etropolitan

status*

M etropolitan

Wonavet ropo litan

Region
W orthcast
Hortheentral
South
West

Wunber of In fe rtility

P atients Served Annually*
More than 12
Less than 13

* S tatistically

significant

surgeons

difference

6*6

731

77

80
38

TA
70

77
74
68
76

71
75

(p

<.05).

Service*:
Practica

Center/
Hospital

319

19

16
40

19
24

13
21
27
19

23
19

Where They Refer
Location,

Hever
AaPed

41

3%

W N W

Been

Kale
and Wumber

Do Hot
Refer

80

31

N AW s



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

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

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

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

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



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

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

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

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



C. Family Planning Agencies

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

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

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



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

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

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

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

physical examination for women, basal body temperature instruction and

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

percent vs. 83 to 87 percent).

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

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



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

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

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

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

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

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

percent of the others provide as many.

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

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

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

providers in the area offering these services.



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

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

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

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

lab fa cilities were the reasons cited moot frequently by nonmetropolitan

agencios.



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

and other agency types.

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

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

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

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

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



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

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

physicians.

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

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

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

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

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

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

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

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



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

providing preliminary tests only.

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

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

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

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



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

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

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

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

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

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

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

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

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

M edicaid policies of most agencies.



