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Standardising Access Criteria to NHS Fertility Treatment

FOR COMMISSIONERS OF FERTILITY SERVICES
Status of the document

This document offers guidance to help PCTs move towards more equitable provision of fertility services. It is not mandatory. 
Principles applying to the use of access criteria in commissioning fertility services

There is a National Institute for Health and Clinical Excellence (NICE) guideline on the assessment and treatment for people with fertility problems. However, as a clinical guideline, it does not address all the issues of access to fertility services that are being applied by commissioners in their local determination of services for their local populations.

Access to fertility services should be governed by the same principles as other services, namely needs assessment, clinical effectiveness and cost effectiveness. It is inequitable for fertility patients to be subject to wider access criteria – arising perhaps from social value judgement – which cannot be fully justified. Equally, when considering access to fertility services, PCTs should employ the same criteria for access as they do in other services in respect of lifestyle factors which are amenable to change and that adversely affect the clinical effectiveness of treatment. 
In reviewing their access criteria, commissioners should carefully consider the origin of them, the extent to which they are outside the usual framework of service commissioning, and the extent to which they are justifiable.
All Primary Care Trusts (PCTs) should have mechanisms for considering clinical exceptions outside these criteria.

Current position

There is disparity in the access criteria being applied. The impact on patients facing this disparity, whilst at the same time having to cope with the often underestimated physical and emotional effects of infertility, is immense.

There is variation in the range of treatments that are covered by criteria. However, this disparity is particularly marked in the criteria that are applied to the most complex form of fertility treatment, namely IVF.

Work carried out help reduce disparity

The Department of Health has funded the leading fertility patient support organisation, Infertility Network UK, to develop a set of standardised access criteria and these are set out in the attached chart, and in the text explaining each item on the chart. They are endorsed by the Department and the aim in issuing them is to help PCTs provide services which are transparently fair and consistent for fertility patients across the country.

The aim of these guidelines is to help PCTs work towards equitable provision. The order in which progress is made is a matter for local decision.

	
	Access criteria endorsed by the Department of Health and supported by Infertility Network UK 

	1. Definition of infertility
	According to both the NICE Fertility Guideline and the British Fertility Society, infertility should be defined as failure to conceive after regular unprotected sexual intercourse for 2 years in the absence of known reproductive pathology.

	2. Female age range
	Couples in which the woman is aged 23-39 years at the time of treatment should be able to access NHS funding for IVF.

	3. Female Body Mass Index (BMI)
	GPs will already have worked with patients who have a high (or low) BMI to help increase their chances of conceiving. On referral for IVF, women who still have a BMI outside the range of 19-30 should be given advice from a dietician, warned of the potential risks in pregnancy and, if appropriate, provided with access to exercise advice and offered psychosocial support with a view to being within the accepted BMI range at the time of treatment.

	4. Smoking
	GPs will already have worked with patients who smoke to help them stop smoking and increase their chances of conception. On referral for IVF, women and their partners who continue to smoke should be informed that this is likely to reduce their fertility and impair the health of their unborn child. They should be referred to a smoking cessation programme to help them stop smoking with a view to being non-smoking at the time of treatment.

	5. Previous cycles
	The NICE fertility guideline states that there is uncertainty about the clinical effectiveness of IVF cycles beyond the third cycle. It is appropriate then, that previous IVF treatment, whether self funded or NHS funded, should be taken into account.

	6. Existing children
	PCTs should move towards a position where funding is available for those who do not have a living child, including couples where one partner is childless. As investment in fertility services increases, funding may be available for IVF where both partners have a child/children from a previous relationship, but not from the current relationship.

	
	In all considerations of parental status, there should be an explicit statement that children adopted by either partner should have the same status as biological children.

	7. Previous sterilisation
	Where PCTs offer sterilisation as an irreversible method of contraception and are confident that this information is given to patients at the time of the procedure, it is appropriate that neither reversal of these procedures nor fertility treatment consequent upon the failure of self funded reversal should receive NHS funding routinely


EXPLANATORY NOTES

Where this document refers to IVF it should be understood that the text and recommendations also apply to ICSI (Intra-Cytoplasmic Sperm Injection).

All PCTs should have mechanisms for considering clinical exceptions outside these access criteria.

1. Definition of infertility

The NICE fertility guideline says that infertility should be defined as failure to conceive after regular unprotected sexual intercourse for 2 years in the absence of known reproductive pathology
. 

The NICE guideline recommends that people who are concerned about delays in conception should be offered an initial assessment. A specific enquiry about lifestyle and sexual history should be taken to identify people who are less likely to conceive
.

People who have not conceived after 1 year of regular unprotected sexual intercourse should be offered further clinical investigation including semen analysis and/or assessment of ovulation
.

Where there is a history of predisposing factors (such as amenorrhea, oligomenorrhea, pelvic inflammatory disease or undescended testes), or where a woman is aged 35 years or over, earlier investigation should be offered
.

Recommendation

Service principle – needs assessment

PCTs should use the definition of infertility as stated in the NICE fertility guideline. This ensures that patients with demonstrable fertility problems are able to be access services, whilst others receive advice from primary care. Those PCTs employing a different definition should work towards the NICE guideline’s definition.

2. Age of the female partner

Recommendation 11.8 in the NICE fertility guideline entitled “Clinical effectiveness and referral for in vitro fertilisation treatment” states that couples in which the woman is aged 23-39 years at the time of treatment and who have an identified cause for fertility problems (such as azoospermia or bilateral tube occlusion) or who have infertility for at least 3 years duration should be offered up to three stimulated cycles of IVF
.

Recommendation
Service principle – clinical effectiveness

Women aged 23-39 years should be able to access NHS funding for IVF.

3. Female Body Mass Index (BMI)

The NICE fertility guideline recommends that women should be informed that female BMI should ideally be in the range of 19-30 before commencing assisted reproduction and that a BMI outside this range is likely to reduce the success of assisted reproduction procedures
.

Recommendation

Service principle – clinical and cost effectiveness

GPs will already have worked with patients who have a high (or low) BMI to help increase their chances of conceiving. On referral for IVF, women who still have a BMI outside the range of 19-30 should be given advice from a dietician, warned of the potential risks in pregnancy and, if appropriate, provided with access to exercise advice and offered psychosocial support with a view to being within the accepted BMI range at the time of treatment.
4. Smoking

The NICE fertility guideline recommends that, on referral for IVF, couples should be informed that maternal and paternal smoking can adversely affect the success rates of IVF
.
Recommendation

Service principle – clinical and cost effectiveness

GPs will already have worked with patients who smoke to help them stop smoking and increase their chances of conception. On referral for IVF, women and their partners who continue to smoke should be informed that this is likely to reduce their fertility and impair the health of their unborn child. They should be referred to a smoking cessation programme to help them stop smoking with a view to being non-smoking at the time of treatment.
5. Previous cycles
NICE recommends that couples in which the woman is aged 23-29 years at the time of treatment and who have identified cause for their fertility problems or who have infertility of at least 3 years duration should be offered up to three stimulated cycles of IVF
.

With regard to previous cycles, NICE also recommends that couples should be informed that the chance of a live birth following IVF treatment is consistent for the first three full cycles of treatment, but that the effectiveness after three cycles is less certain
.

Recommendation

Service principle – clinical and cost effectiveness

The NICE fertility guideline states that there is uncertainty about the clinical effectiveness of IVF cycles beyond the third cycle. It is appropriate then, that previous IVF treatment, whether self funded or NHS funded, should be taken into account.

6. Existing children

PCTs commonly include an access criterion that relates to the parental status of those seeking children.

Recommendation

Service principle – needs assessment

In all considerations of parental status, there should be an explicit statement that children adopted by either partner should have the same status as biological children.

PCTs should move towards a position where funding is available for those who do not have a living child, including couples where one partner is childless. As investment in fertility services increases, funding may be available for IVF where both partners have a child/children from a previous relationship, but not from the current relationship.

7. Previous sterilisation

Where PCTs offer sterilisation as an irreversible method of contraception and are confident that this information is given to patients at the time of the procedure, it is appropriate that neither reversal of these procedures nor fertility treatment consequent upon the failure of self funded reversal should receive NHS funding routinely. Again, clinicians may apply for funding of these procedures through the exceptional case route if the patient’s circumstances warrant this.

� NICE Clinical Guideline, Fertility: assessment and treatment for people with fertility problems, p. 33
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� Embryos not transferred during a stimulated in vitro fertilisation treatment cycle may be suitable for freezing. If two or more embryos are frozen then they should be transferred before the next stimulated treatment cycle as this will minimise ovulation induction and egg collection, both of which carry risks for the woman and use more resources (Ibid, p.96-97).
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