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CORRESPONDENCE
Decision on Mandating Coverage for ART Must Begin with Accurate Data

Response to: “Who Pays? Mandated Insurance Coverage for Assisted Reproductive
Technology”

We read the above-named article with great interest. While this article addresses
many relevant issues, clarification of certain points is warranted.

One of the authors’ primary arguments against mandated insurance coverage for in
vitro fertilization (IVF) is the “low success rate.” As evidence, they cite a per-cycle
implantation rate (IR) of 4-36 percent. Implantation rate is defined as the number of
fetuses with cardiac activity found on ultrasound divided by the number of embryos
transferred. Although IR is used in research, it is considered a surrogate outcome and
not typically clinically relevant [1-4]. For example, a patient who receives one
embryo and miscarries at 10 weeks, after cardiac activity has been detected, has an
IR of 100 percent, while a patient who receives three embryos and has only one
identifiable pregnancy on ultrasound has an IR of 33 percent, even if she
subsequently delivers a live infant. Therefore, IR does not truly reflect IVF
“success.”

The authors subsequently reference data from the 2011 Society for Assisted
Reproductive Technology (SART) registry, which reports live birth rates of 4-40
percent per cycle. The use of this data to support the authors’ claim of “low success
rates” is problematic for several reasons. First, the live birth rates published by
SART are age-specific. The 4 percent live birth rate per cycle cited by the authors is
applicable to women over age 42, comprising only 6 percent of all cycles performed
in the United States (US). In reality, more than half of autologous IVF cycles
reported to SART are performed in women younger than 38, a group with a live birth
rate of 30-40 percent per cycle [5]. Second, cumulative live birth rates, although not
reported by SART, are more clinically relevant than per-cycle data. Studies have
demonstrated a cumulative live birth rate for young women exceeding 80 percent
after three IVF cycles, effectively surpassing rates achieved through natural
fecundity [6-9].

Clarification is also needed regarding the advantages and disadvantages of adoption
and assisted reproductive technology (ART). The authors fail to highlight the various
treatment options available to the infertile couple and, in fact, make no mention of
donor-oocyte therapy. This is especially troublesome since patients considering IVF
with donor oocytes are frequently the same women contemplating adoption. The lack
of comment on this group is especially conspicuous during the authors’ endorsement
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of adoption over IVF, when they claim that adoption “boasts a ‘success’ rate much
higher” than an IVF cycle and is “more accessible and affordable than ART.”

These claims are inaccurate. First, patients who receive donor oocytes experience
relatively high success rates. Donor-oocyte I\VF cycles are associated with a live
birth rate of 55 percent per fresh embryo transfer, with cumulative live birth rates as
high as 85 percent [5-7, 10]. Next, oocyte donation may offer a faster path to
parenthood than the 9- to 18-month waiting period advertised by some US adoption
agencies, since patients with access to frozen donor oocytes can initiate IVF and
achieve pregnancy within a few weeks [11, 12].

Also, the authors do not provide any data to support their claim that adoption is
“more affordable” than IVF. In fact, adoption is incredibly expensive. The average
cost of a domestic newborn adoption through an agency in the US is nearly $40,000,
and international adoptions can be far more costly [13-16]. While we agree that IVF
is also expensive, we feel that the authors’ failure to disclose the high cost of
adoption is misleading. Furthermore, the authors did not consider the fact that IVF
provides the opportunity for embryo cryopreservation and additional children.
Patients with excess cryopreserved embryos after conceiving with IVF have the
opportunity to have a second or even third child in the future at a substantially lower
cost.

Finally, during their objection regarding the expense of mandated coverage, the
authors claim that “arguments about cost effectiveness remain unconvincing” and
“more stringent enforcement of ASRM guidelines [limiting the number of embryos
transferred] could prove just as effective.” Here, there is no mention of costs
generated by non-ART treatments. Too often, patients who cannot afford IVF are
treated with controlled ovarian hyperstimulation with intrauterine insemination
(COH-1UI) because it is cheaper on a per-cycle basis [17]. Although the number of
COH-1UI cycles performed in the US is unknown, estimates suggest that these cycles
produce four times more births than IVF, or about 4.6 percent of newborns [18].
Each cycle of COH-IUI carries a 25-30 percent multiple pregnancy rate and a 7-11.6
percent triplet-and-higher-order-multiple (HOM) pregnancy rate [19]. A recent
publication from the CDC estimated that non-IVVF fertility treatments such as COH-
IUI were responsible for 45 percent of HOM births in the US in 2011, compared to
32 percent for IVF [20]. Finally, expedited treatment with I\VF rather than COH-IUI
is associated with a shorter time to pregnancy and lower cost per delivery [17].
Improving access to IVF could, therefore, theoretically limit the number of COH-IUI
cycles performed, improve the cost-effectiveness of treatment, and reduce the
substantial costs associated with HOM pregnancies.

Determining what “a reasonably just state should offer” is the fundamental basis of
any discussion regarding medical resource allocation, but the authors’ misinformed
use of certain facts and lack of comment on key areas led them to oversimplify the
discussion on both sides. The decision for a society to support a citizen’s right to
reproduce is a complex one, and both perspectives have valid and substantial
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evidence to support their arguments. While we applaud Falloon and Rosoff for
raising this issue in a public forum, we encourage readers to recognize that the
discussion has already been carried far beyond what was presented in their article.
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Virtual Mentor welcomes your response to recently published articles and
commentaries. Send your correspondence to virtualmentor@ama-assn.org.

The viewpoints expressed on this site are those of the authors and do not necessarily
reflect the views and policies of the AMA.
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