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Setting the scene

Poor responders may be older than average

Poor responders may have prejudiced
(« reduced ») ovarian reserve compared to aged
matched fertile women

Poor responders may have more specific
knowledge of their status in view of their

experience (« at least one cycle ») @shre
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Tenfold rise in fertility
treatment for over-40s

Steady increase in
overall success rate
Watchdog's warning
on delayving children

James Randerson
BCileinoe Corresirornderre

The nurmiber of swomen wndengoing fertil-
Ity Lreabmeaent in their 40s Ihas increased
tenfold in the last 15 years, according to
figures released vesterday by Fhe govertn-
ks Fesrtilicy wwatchdos. Ln 100, fevwear
than &ao women were being treated o
help them connceive, but by 2006 the
Terriber bradd risere rox & o0,

The statistics, published by the Huerman
Fertilisation and Embrvclogy Aauthorics,
shoswwr that although treatrmonts for older
wrormeIl are less successiul, the owverall
sUCCess rate has risen steadily From 1494
i 15051 toy 215 in 200ug . Bolweaeen 1991 and
ZOckeD, Lhe nuimbeaer of wwonten owver 40 seal-
ingtreatimentjvmped from 924 ofthe total
sccking tirecatment 1o Imore than 1536, In
the sanmie poeriod, the proporcion of waormen
aged 35 ar below nndergaing treatmemt
dropsped from S896 To 42

Sam Abdalla, director of the assiscod
conception unit ak the Lister hospital in
wosmst Londorn, saicd thae the reasons Moer
Lhier shift were social rather than moedical,
Angela MoMalrle, chief executive of the
HFEMA, sald wamen meeded Lo be aware
that their chances of conceiving drop
as theyw et older, “Ic"s o matbers_ [ ehink,
af concarn,™ she said. According ko data

collectred froue all S5 fortility clinics in
Thie Cconmrry, o swainan apeed woacder 35 wwho
cmbarks on IVE Ihvas a 2696 charnce of baw-
inga hesirhy babyw ol herfirst atlcinpt. The
same fignre for a worman agped 40 L 42 is
9%t and by A4 or clder o2 fhrops to 13545,

TEOME WOMMEn ale waiting longor Tor
WAricus reasons to have a family, " said
Sheenna ¥Young, head cfbhusiness dewvelop-
ment at Infertility Metwork UK, a support
arganisation for I'VE patients. “But voo
should kocp is mind that many penple are
nat having access Lo Lrestmment at Llee opeti-
trarms Aage. M Access bo Ffertility treatmcet o
Lhie PIHS is patchiv arcund the cotnbey and
even ifitis available. coaples may hawve to
weadt Froer treatment.

1 an Aapparent riposte to comnrerats
made in the Guardiamn last wesls by Chae
fertility expert Lord Winstoo, Shivlesy
ITaurisan, the HFEA's claair, s=ic:z 7 dooa'L
subscriise to the wieswr that we hawve large
numbers of clindcs 1an by the greeds or
e corrupr ™

Lord WWinstaon brad said: <Its very caswy
Lo explait peaple by the Fact thot they re
desporates and you've got the techirology
wihiich they wwant, which may not work ™

M= Harrison conceded that palierits
appraoach the IHFEAS with concocris qewer
thie cost of treatment. “The cost wl Ereat-
ment isthe single higzest issue for patients
arn] mere than a third of privvate patients
PpAay more for their treatment Lhan theswr
expected.” she said. One IVEF cvole -
cally cosls £4,000-£8, 000, S5he said the
HFEA Favrmired the intreedwcticon nffeoostoed
trcatiment plans which lay outl whart fiorcil-
ity procedures will oost from the start.
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A few words about bioethics: 4 principles

* Autonomy: consent for investigations and treatment;
information is “key”

* Beneficence V maleficence: safety: “innovative therapy”
eg cytoplasmic transfer; addiction to treatment syndrome,
psy aspects (W of C Taskforce)

* Justice and access to healthcare



ART specific ethical aspects

* Welfare of the child: minimal v max threshold eg
parental health (TF13, H R 22: 2585-88 (2007))

° new techniques ...(adopted). without the necessary
evaluation of their efficacy, effectiveness, safety and
social and economic conseguences.

* Their use without safeguards re health of the children=
premature introduction of drugs without proper research

* Genetic counselling may be necessary (+ Down’s); min
discuss risk for that pregnancy (often older woman)



ART ethico-political aspects: “macro” ethics

* Justice and access: single women, women in lesbian
couples : new rights under HFE Act but....no funding by
PCTs; same if >40 (43 France)

* Access barriers to treatment: in UK all care > 40 is in
private sector; other criteria BMI, FSH levels

* Conversely, care should not be provided (merely) for
“financial benefit” (ARSM Ethics committee)



Justice, funding, caring: ...What is futility?

* Most literature comes from “end of life” care (Sokol)
* Goal specific (futile for what aim?): a child
* Quantitative: highly unlikely, futile v very poor

* Qualitative: would achieved such a poor outcome that
deemed best not to attempit it

* Function (values of patient); may help couple to come to
terms with outlook (“tried everything”)



Definitions ASRM ethics committee

* Futility: < 1% live birth chance; Very poor: 1% to 5%

* Clinicians may refuse in both cases, and should refer...if
appropriate

* Decisions should be patient centred, not for protecting
centres’ success rates

* Conclude: Provision of futile treatment is not ethically
justifiable v inform clear risks v benefits and alternatives
when very poor success rate

Fert and Ster, 92, 1194 -1197



Success rates and league tables

* HFE A policy decision v not in France (results are
amalgamated)

* Headlines not always representative of reality: Abdalla
HI, Battacharya S and Khalaf Y. Is meaningful reporting
of national data outcome data possible”? Human Rep , 25:
9-13 (2010)

* UK LBR per cycle started v Live birth events per 100 E
transferred (account of X)

° Inducement to refuse poor outlook, or to channel via
other treatment (1Ul)



Financial aspects (ASRM)

* Conversely, care should not be provided for
“financial benefit”

* Solution is transparency, proper information to
the prospective patient re evidence based
chance

* Conclusion (FS): If “research” (eg cytoplasmic
transfer), should not be paying



How much information is enough?..

Thorough discussions in futile and very
POOr Prognosis cases...

... I'he lesser the chance, the more
iInformation is needed : proportionality
(in this case “Inverse proportionality”,
FS)



Refusal of care

* Refusal to initiate treatment
* Refusal to continue treatment

* Conflict of interest between patients/physicians over “the
utility of treatment” (v futility)

* Solution : seek another opinion, counselling; other option
(OD)



Clinician autonomy

1. Duty of care may be terminated if no danger to
patient , and continuing may cause more harm
than discontinuing

2. Lack of “impermissible” discrimination must be
shown (ethnic, gender if the law states so as
new HFE Act 2008)

3. Then discuss OD, access, source of oocytes;
adoption; giving up



2005: identifiable donors

* The Regulations at:
hittp://www.opsi.gov.uk/si/si2004/20041511.htm

* http://www.hfea.gov.uk (all HFEA publications)

* HFEA (Disclosure of donor informatiion
regulations) 2004 affects new donors from 1
April 2005, with transition period till 15t April 2006
for old donors (except)




Egg donation/egg sharing

* To share or not to share? CONSENT

* ? Coercition: Devroey and Pennings, RBM Aug 2006,
“subsidised IVF and the effect on the number of egg
sharers”

* Offer “irresistible” ?

* When a donation “selling”: proportionality principle



66

Operating profit

lobalisation and health care

The Economist August 16th 24
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have undermined this trend.

However, globe-trotting patients ¢
ever occupied a niche. What is getting
ple excited today is the promise of a bo
in mass medical tourism, as a much big




Table 1: Percentage of patients crossing borders to the six treating countries
first 4 countries ( where questionnaires humber is >100, and next 3 (Q1>50))

Country of treatment

Country of Be CZ DK SLO SPA SWZ TOTAL
Residence Y% Y% Y% Y% Y% Y% N Y%
ltaly 13.0 2.6 0.3 1.0 31.7 1.4 391 | 31.8
Germany 10.2 67.2 11.9 0.0 10.7 0.0 177 | 14.4
Netherlands 96.6 0.0 0.0 0.0 3.4 0.0 149 | 121
France 85.0 7.5 0.0 0.0 7.5 0.0 107 | 8.7
Norway 0.0 1.5 98.5 0.0 0.0 0.0 67 9.5
UK 7.6 52.8 11.3 0.0 28.3 0.0 53 4.3
Sweden 0.0 5.7 92.4 0.0 1.9 0.0 53 4.3
Total n| 365 252 154 65 193 201 1230 | ---
% | 29.7 20.5 12.5 9.3 15.7 16.3 | 100.0 | ---
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Crossing borders, in search of eggs

* ? Responsibility of referring agent

* ? Local “pressure” on donors (disproportionate
compensation)

* Worse case: women coerced into donating

* US oocyte paradox: paid for “donation”, but not
“appropriate” for research

* Spain : highest OD number in Europe (EIM
figures), fair “compensation”?



Mc Kelvey, David, Jauniaux and Shenfield ,

BROG

How IVF tourists and their multiple
babies overload the NHS

By Jenny Hope
Last updated at 12:35 AM on 20th September 2008

Doctors have revealed for the first time the burden on the Health Service caused by
women who have multiple births after going abroad for fertility treatment.

New evidence shows that one in four women having triplets or more as a result of IVF
treatment had conceived outside the UK.

They travel overseas for IVF because it is cheaper and they are likely to get a higher
number of embryos used in treatment, according to fertility specialists who carried out a
study at a leading London hospital.
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Conclusions

* What is common in the clinic?

* Patients: need evidenced based information, truth about
unknowns

* Practitioner: patients’ interest , Welfare of the child ?7?
Success rate (private sector> subsidised...?)

* Patients centred approach: Success, access and
justice

* ? Prevention: ? Vitrification for all, on the NHS or profit
making



Justice and access

° Equity of access to assisted reproductive
technology

* Medical interventions, both to have a child and
to avoid a genetically affected child, should be
funded at least partially in relatively affluent
societies.

* Funding of medically assisted reproduction
should be considered in a structured way
including efficiency, safety and equity to avoid
unjustified discrimination.
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