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Patrick Steptoe .. s

Pioneer in Laparoscopy and In Vitro Fertilisation.
A founding father of the British Fertility Society

atrick Steptoe, Elliot Philipp, Herbert Reiss, Victor Lewis and Wendy Love first

discussed the formation of the British Fertility Society (BFS) at a meeting in Athens in
1972. The first meeting of the newly formed Society was held at the Royal Northern Hospital
in March 1974, and Patrick Steptoe was elected President - a post which he held until his
death in March 1988.

Steptoe was a talented musician — indeed, he nearly chose music as a career, rather than
medicine. He frequently played the piano at international meetings. A fact little known to many
is that he was also an expert on wine, and was an elected ‘Chevalier du Tastevin' — a singular
honour among wine connoisseurs.

Having qualified from St George’s Hospital, University of London, in 1939, he at once joined
the Royal Naval Volunteer Reserve as a Surgeon Lieutenant on the outbreak of war. His ship
was torpedoed in the Mediterranean Sea in 1941 and he spent two years as a prisoner of war —
some of which was in ‘solitary’ after being discovered
helping fellow prisoners to escape. He left the Navy in
1946, furthered his studies in Obstetrics and Gynaecology
- gaining his Membership of the Royal College of
Obstetricians and Gynaecologists (RCOG) in 1948 — and
moved to Oldham as a Consultant in 1951.

It was in Oldham that Steptoe developed his interest in laparoscopy, having studied under
both Palmer and Frangenheim in Europe. He pioneered laparoscopy in England and
experienced considerable opposition from colleagues, who believed it was unsafe and
unworkable. He finally authored the seminal textbook ‘Laparoscopy in Gynaecology’ in 1967.
It was as a result of this publication and his pioneering work that Robert Edwards first came to
hear of Steptoe, as Edwards realised that laparoscopy was a technique by which the ovaries could
be visualised and oocytes possibly collected from ovarian follicles. So began the celebrated and
hugely successful collaboration between Steptoe and Edwards - gynaecologist and scientist -
that, after ten years of research and many failures, led to the birth of the first child conceived by
in vitro fertilisation in 1978.

Steptoe and Edwards were refused any University or Medical Research Council funding for
their ongoing research, so they were forced to ‘go private’ and founded Bourn Hall Clinic, near
to Cambridge, where Edwards was Reader, and later Professor of Physiology.

Steptoe lived long enough to see the birth of the one thousandth baby born as a result of
his and Edwards’ team’s work. He and Edwards received numerous awards and accolades, chief
among these was a CBE from Her Majesty the Queen, awards from the Royal College of
Obstetricians and Gynaecologists, Royal Society of Medicine and British Medical Association.
Of particular pride to Steptoe was his election to Fellowship of the Royal Society — a singular
honour for a non-scientist, which he received just before his death in March 1988.

Since his death, the work that he and Robert Edwards pioneered has led to the birth of more
than ten thousand babies from his Clinic, Bourn Hall, and more than four million babies
worldwide. Recently, and belatedly in the opinions of most, Robert Edwards has gone on to
receive the 2010 Nobel Prize for Medicine and Physiology, and most recently has been honoured
by HM the Queen with a Knighthood — both of which honours, | am sure, would have been
shared by our Founding Father and first President — Patrick Steptoe.

He pioneered laparoscopy

in England and experienced
considerable opposition from
colleagues

Peter R Brinsden
President of the British Fertility Society, Bourn Hall Clinic, Cambridge

COMMENTARY

ollowing the recent elections to the Executive
Committee I am delighted to welcome:
Kevin McEleny as Andrologist Member
Trudi Campbell as Nurse Member
Joyce Harper as Scientist Member
Adam Balen re-elected as Clinician Member

Allan Pacey was successful in becoming the next
Chair of the Society and will take up this post in
January 2012.

The next post to be advertised will be for a
Clinician Member as Charles Kingsland will come to
the end of his first term in October 2011 and is
eligible to stand for a further term.

The activities of the BFS are directed by the
Executive Committee, which are elected by the
membership, highlighting the need for the
membership to be aware of the power you all hold.

The membership of the BFS has been fairly
consistent over the years with the current
membership sitting just now at 823. The
membership is split into ten categories which are
broken down as noted in the graph below.

Looking at this we can see that the Society
recognises the multi-disciplinary nature of science
and practice of reproductive medicine and welcomes
all professional groups working in this field, into its
membership. The benefits of being a member are
numerous and particularly just now in the current
economic environment extremely beneficial with
reduced costs to register for meetings and study days
as well as the opportunity to apply for travel grants.
Members also benefit from the daily news alerts
which enable us all to keep up to date as to what is
happening in our field.

All members can access the members’ section of
the website which hosts the Bulletin Board where
members can add any questionnaires or surveys
which will also be highlighted in the daily alerts to
encourage members to respond.

CONTINUED ON PAGE 2



he British Fertility Society has rewarded an individual’s outstanding contribution to
reproductive medicine by awarding a Honorary Fellowship of the Society. Recipients of this
award include both national and international clinicians, scientists, nurses and counsellors, who
have either played an important role in developing Reproductive Medicine as a specialty or have
been instrumental in establishing the British Fertility Society as a multidisciplinary organisation
representing all facets of reproductive healthcare.
This year the British Fertility Society has bestowed three awards to a clinician, scientist, and
counsellor who have made huge contributions to Reproductive Medicine in their respective
specialties.

Robbie Harrison

Professor Harrison was born in 1940, and qualified in Medicine in Dublin in 1967. Not only has
Robbie pioneered fertility treatment in Ireland, he also has a prodigious academic record, publishing
213 peer reviewed papers, 52 review articles and book chapters, edited 19 books or pamphlets and
written 221 abstracts or published letters. Perhaps his greatest contribution has been on the
international scene. He was involved with, and later chaired the WHO task force of infertility
between 1983 and 1988. At the same time he was Secretary General of the International Federation
of Fertility Societies from 1983 through to 1996, helping to establish this organisation as a real force
in helping to promote good practice in fertility investigation and treatment internationally. He was
awarded the Presidency of the IFFS from 1998 to 2001 in recognition of his tremendous efforts. Of
course throughout his career, Robbie has always been one of the great characters on the world stage,
and it was no surprise when he entertained all at Fertility 2011 in Dublin by taking the microphone
and giving us a lesson in Rock and Roll!

Roger Gosden

Professor Gosden started his scientific career with a BSc from Bristol University, which was followed
by a PhD in Cambridge working alongside Professor Robert Edwards. Following this he moved to
Edinburgh, to work in the Department of Physiology where in collaboration with Professor David
Baird he published his seminal paper on ovarian tissue cryopreservation, which gave real hope to
thousands of women who are at risk of losing ovarian function due to chemotherapy. In 1994 Roger
moved to Leeds as the inaugural Professor of Reproductive Biology where he continues his work on
optimising human ovarian tissue preservation, and turning his attention to other avenues to explore
oocyte biology such as in vitro maturation. He was joined in Leeds by Helen Picton as Lecturer and
a number of bright clinicians on scholarships from around the world. Kutluk Oktay, Sam Kim and
Dror Meirow have all gone on to become prominent figures in Fertility Preservation. In 1998,
frustrated by the lack of funding streams in UK universities Roger moved to North America, initially
to McGill University in Montreal, then on to the Jones Institute in Virginia, and finally to Cornell
University New York. He continued to produce high quality scientific work through to his recent
retirement, recognised in a number of prestigious awards

Jennifer Hunt

Jennifer Hunt was founding chair of the British Infertility Counselling Association (BICA) and has
played a significant role in developing support services for people affected by infertility in the UK.
Her involvement has included working with the King's Fund, serving on the executive committee of
the British Fertility Society, the National Gamete Donation Trust and with UK DonorLink's Advisory
Group, the National Accreditation Board for Infertility Counselling and the Project Group on
Assisted Reproduction (Progar).

Jennifer was appointed to the HFEA in November 2003 having previously been an external
Inspector for the HFEA, and served as a member of the Authority until 2009.

Jennifer Hunt is currently the Senior Infertility Counsellor at I'VF Hammersmith and continues
to provide support and advice at the highest level and to be a staunch supporter of those who seek
to improve the support services provided to those affected by infertility, and the donor conceived,
among others.

COMMENTARY

(CONTINUED FROM PAGE 1)

BFS members are able to obtain electronic
access to current and past issues of Human
Fertility. The journal should have an impact
factor next year and has gone from strength to
strength under the leadership of Henry Leese
who has been inspirational to all in driving the
progress of the journal over the years. The
journal articles are incredibly useful to review
within Centre’s Journal Clubs which can be
added to our CPD portfolios.

Therefore | would encourage you all to
make full use of your membership and ensure
all your colleagues are aware of how much
they could gain by becoming a member!

Alison McTavish
BFS Secretary

Howard Jacobs

oward Jacobs was formerly Professor of

Reproductive Endocrinology at the
Middlesex and University College Hospital and
is a previous Chairman and President of the
British Fertility Society.

Howard has also been President of the
Endocrine Section at the Royal Society of
Medicine and a member of the committee on the
Safety of Medicines for 15 years, 5 of them as
Chairman of the Subcommittee on Biological
Medicines. Howard was responsible for
numerous Research Fellows in the Speciality of
Reproductive Medicine over many many years,
several of whom are now Professors in their
own right.

Now retired, Howard graduated with an MA
in Film Studies (with distinction) from Queen
Mary, University of London to which he has just
submitted a PHD thesis on animated films.

Mr C R Kingsland
Liverpool Women's NHS Foundation Trust

Travel grant
deadline dates

Please note the following deadlines for
submitting applications for travel grants

Subfertility and Reproductive
Endocrinology & Assisted

Conception 20 Jan 2012
BFS Study Week

(ET/IUI, PU, EFS) 6 April 2012
BFS Persons Responsible

& Senior Staff 16 July 2012
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The ESHRE Cross-border
Reproductive Care
Taskforce (CBRC)

new research project:

s most BFS members will know, the ESHRE CBRC
Taskforce has been involved in research on the

demographics and motivations of patients who cross Shr e

SCIENCE MOVING
PEOPLE
MOVING SCIENCE

borders in Europe for reproductive services (Shenfield

,2010). Furthermore, the BFS has kindly agreed to have
a link on their website to our Good Practice Guide
published last spring (Shenfield ,2011).

Our new endeavour is to collect data on egg donors. Indeed, in the field of oocyte donation,
the numbers of aspirations and of transfers are relatively well known in Europe, as reported by many
countries through the ESHRE EIM register, even if, in some countries where the report is
incomplete, numbers are probably underestimated. It is also clear, from the EIM reports and from
the literature that the pregnancy rate associated with this technique is the highest in ART, because
oocytes are issued from young fertile women. However, very little is known about the donors who
take some risks in order to allow the recipients to get pregnant.
There are few publications on their origin, characteristics,
study is to improve the motivation and selection. Furthermore, there is evidence that the
knowledge about oocyte differences in legislation across European countries, with OD
donors. fully allowed in some countries, restricted or even forbidden in

others, lead to cross border reproductive care. Indeed our 2010
paper showed that those seeking egg donation represented 25% of the reasons for the movements
(probably an underestimate as only a few Spanish centres participated).

The aim of the proposed study is to improve the knowledge about oocyte donors. This
information will be useful to all stakeholders, from patients to clinical teams and policy makers.
The European Commission is particularly interested in this matter.

We ask the collaborating centres to give an anonymous questionnaire to consecutive egg donors
during a one to 4 month period, depending on the amount of donation cycles they perform, so that
a minimum of 10 questionnaires per clinic can be obtained. Another questionnaire, on the clinic’s
egg donation activity, is also required and will also be sent to FS or directly to ESHRE Central office
where the scientific director Veerle Goossens will collate all returns.

Any clinic returning more than 10 egg donors questionnaires will receive a free annual
ESHRE membership to a member of their team. So if your clinic is not yet included please
contact Frangoise Shenfield (mfi@easynet.co.uk), member of the Taskforce, and coordinator for
the UK, who will send you the protocol, information for collaborating centres and questionnaires.
Prof Siladitya Bhattacharya (s.bhattacharya@abdn.ac.uk) is helping on the academic front, and may
be contacted as well.

Thank you all in advance for your collaboration.

The aim of the proposed

Frangoise Shenfield
RMU, UCLH London and member of ESHRE CBRC Taskforce
References

Shenfield et al, 2010, for the ESHRE CBRC taskforce, Cross border reproductive care in six European
countries, Hum Reprod, : 1361-1368

Shenfield et al 2011, on behalf of the ESHRE Task Force “Cross Border Reproductive Care”, ESHRE Good
practice guide for CRBC for centres and practitioners, Hum Reprod  : 1625-1627

BFS
Eponymous
Lectureships

T he British Fertility Society awards two
Eponymous lectureships each year:
The H S Jacobs President's Lecture
The Patrick Steptoe Memorial Lecture
These lectureships are prestigious awards
and are given to nominees who have made an
outstanding contribution to the field of
reproductive medicine and command an
international reputation. Both lectureships are
delivered at the BFS Annual meeting.
Nominees will be proposed by the
Meetings Sub-committee following wider
consultation. The final decision is taken by the
BFS Executive Committee. In broad terms the
H S Jacobs President's Lecture will have a
reproductive endocrinology theme. In
choosing the Patrick Steptoe Memorial
Lecture the Executive Committee will consult
with the Meetings Sub-committee organising
the relevant Annual Meeting to ensure as
much as possible that the topic is in keeping
with the theme of the meeting. The invitation
to the nominated person will be in writing by
the Chairman of the BFS.

Funding

The Patrick Steptoe Memorial Lecture

This is a sponsored award. Sponsorship
includes all expenses incurred by the speaker.
There isa medal presented to the presenter.
The H S Jacobs President's Lecture

This lectureship is supported by a generous
endowment to the BFS and all costs will be
met by the BFS.



Cryopreservation Strategies:
Best Practice Position Meeting

SHEFFIELD, 17TH MAY 2011

n initiative by Maureen Wood (Aberdeen)

and Rachel Cutting (Sheffield) culminated
in an extremely successful meeting in Sheffield
in May, at which leading embryologists from the
majority of assisted conception units in the UK,
as well as invited speakers from Belgium
(Etienne van den Abbel) and the US (Gary
Smith),
methodologies for cryopreservation of oocytes

met to consider the current
and embryos. The initiative behind the meeting,
which was held under the auspices of the
Association of Clinical Embryologists (ACE)
was to provide a forum for constructive
interaction and discussion between scientists
who are involved directly in cryopreservation in
assisted conception, with the opportunity for
them to share experiences, and for the group as
a whole to gain insight into and evaluate
different practices.

The meeting was deliberately kept relatively
small, with attendance restricted to one participant
per centre in order to promote discussion, and all
registrants encouraged in advance to participate
actively. A pre-requisite for attendance was that
each registrant would share their own unit’s
cryopreservation method(s), experience and
results, whether good or bad. With this in mind,
all participants submitted a summary of their
centre’s 2010 cryopreservation data in advance of
the meeting, according to clear guidelines,
including the cryopreservation method(s) used,
why a given method had been selected, as well as
practical experience during its introduction and
development. In addition, centres were asked to
submit their results for each embryo stage and
cryopreservation strategy, in terms of survival,
clinical pregnancy and live birth rate per thaw cycle
and per oocyte/embryo, and implantation rate per
oocyte/embryo thawed/warmed and transferred.
Data from 47 centres were collated and reviewed
by the organisers, and centres with the largest
datasets, or who had the most extensive experience
were selected to present and lead discussions on
specific topics.

Maureen Wood opened the meeting, setting
the goals and overall purpose of the day, which
was to provide an informal forum for units to
share combined experiences; to facilitate a centre’s
selection of the optimum strategy, best suited to
its own individual circumstances; and to compare
the pros and cons of slow freezing and
vitrification. Thus, the aim of the day was to
discuss key issues, to consider the relative merits

of different protocols, to

attempt  to  evaluate

critically the plethora of

reported results, and

most importantly, to

attempt where possible to

compare like with like.

She warned against being

seduced by surrogate

endpoints of success;

thus, when selecting a
cryopreservation strategy,

itis essential to ignore the

hype and assess the

evidence, in terms of clinically relevant endpoints,
and above all, to keep an open mind.

Rachel Cutting presented a summary of the
participating UK units’ practices, which
illustrated clearly how vitrification has overtaken
slow freezing as the method of choice for
cryopreservation of oocytes and blastocysts.
Thus, whilst 32 of the 47 participating centres
currently cryopreserve oocytes and blastocysts, of
these, only 3 and 6 respectively still use slow
freezing rather than vitrification for these stages;
in contrast, for pronucleate and cleavage stage
embryos, slow freezing and vitrification are
equally popular, with 19 centres still slow freezing
and 18 vitrifying these stages.

Individual centres’ survival rates following
vitrification and warming ranged from 75-98%
for pronucleate and cleavage stage embryos and
53-87% for blastocysts, whilst for slow freezing
and thawing the same figures were 52-95% and
67-90% respectively, but numbers varied
considerably between centres. Moreover, for
those centres practising vitrification, a total of 5
different commercial reagents and 8 different
devices were used, compared with only 2 sets of
reagents and primarily one device (straws) for
those practising slow freezing.

Etienne van den Abbel and Gary Smith
presented their respective experiences of large
series of vitrified oocytes and blastocysts, but
sadly the third invited speaker, Laura Rienzi
(Rome), whose prospective randomised
comparison of outcomes following use of fresh or
vitrified/warmed oocytes was published in
Human Reproduction last year, had to cancel at
the last minute due to illness. Both during and
following these presentations, the day’s
discussions covered the use of closed or open
systems for vitrification; whether or not to

collapse the blastocoel artificially prior to
vitrification; the optimum exposure time in
Equilibration Medium for vitrification; centres’
experiences of oocyte cryoprervation; how best
to introduce vitrification as a new procedure in a
centre’s portfolio; how long to leave oocytes
between collection and denudation prior to
cryopreservation; how to minimise the volume of
expensive vitrification reagents without
compromising success rates; and whether centres
should exercise caution when considering
importing vitrified material from other units, in
view of the wide range of different techniques
used.

From the opening stages of the meeting, it
was clear that there is no concensus among UK
centres as to which is the best, easiest, most
practical or most successful approach to
cryopreservation. However, from the organisers’
introductory summaries, which set the scene,
through the invited speakers’ presentations of
their extensive experience, to the full day of
stimulating discussion and fruitful interaction,
the participants who were fortunate enough to
attend undoubtedly experienced one of the best
and most thought-provoking meetings in as long
as most could remember.

The proceedings of the meeting will appear
shortly in Human Fertility.

Warning: the risks of accidental warming are
far greater with vitrified oocytes and
embryos than with slow frozen straws; there
is an approximate 15 second safety margin
with slow freezing, but not with vitrification
devices, therefore take care when moving
devices between receptacles.

Recommended reading: Review by Ana Cobo
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Nursing
Competence

ome fertility nurses are in the somewhat unique position of having to demonstrate evidence
of competence to three regulatory bodies,
The Nursing and Midwifery Council (NMC)
The Human Fertility and Embryology Authority (HFEA)
Care Quality Commission (CQC).

On a review of the requirements set out by these bodies there is a common thread that Nurses
must meet three main conditions. We must be registered with the NMC, we must be assessed to be
competent in our practice and that we must be reassessed for competence at appropriate intervals.

The act of being registered by the NMC indicates competence to practice as a nurse within the
UK by virtue of appropriate qualifications. Continuing registration is conditional on an annual basis
whereby nurses must complete a self-assessment form that confirms adherence to the Code of Conduct
which states very clearly that we ‘... must recognise and work within the limits of (our) competence’
Nurses registered with the NMC must also keep a record of continuing professional development that
can be audited by the NMC at any time.

The HFEA states that Nurses should be:

(a) working towards competencies set nationally, locally or both, to ensure appropriate standards
of clinical competence, and

(b) able to provide evidence of competence in the duties performed (for example, a certificate for
a recognised qualification or a written testimonial by another person who is suitably qualified and
competent in that discipline or function).

The questions though are: how do we assess competency, what should be covered in our
assessment and how often should we be re-assessing?

All Centres should have an induction program that includes an initial/basic training that all newly
employed nurses must complete which provides a protected window of supervised practice that allows
for orientation, training and assessment, which should be signed off by suitably qualified person. This
should provide the basis for competence assessment and should cover those activities and processes
specific to the treatments provided at the clinic.

How is competence assessed? An effective quality management (QM) system can give some of
the best evidence of nurse competency and continual reassessment. A combination of adherence to
standard operating procedures (SOPs), performance audits, review of patients questionnaires, the
encouragement and support of continuing professional development and performance appraisal
provide a multi-layered and regular reassessment of competence. The single act of signing a piece of
paper does not a competence make; it requires constant evaluation which provides evidence.

What should be covered in our assessment? Much has been talked about regarding the extent of
competency and where we draw the line. Should we have a written and signed competency for every
aspect of a nurse’s role? Nursing is a complex and multi-skilled discipline and no two fertility clinics
are alike, so the individual unit must decide what they feel they need to cover. Is it reasonable, for
example, for the HFEA to assess the competence of a nurse performing a basic nursing skill (ie. blood
pressure readings) or is correct to assume that such a thing would fall outside their field of expertise?
Could it not then be reasonably argued that such nursing skills fall firmly under the remit of the NMC
and as such should be deemed competent by evidence of registration and the absence of identified
issues? Conversely a nurse performing an IUI which is specifically related to the HFE Act and thereby
could be considered to be reviewed within the remit of the HFEA.

How often should we be reassessing competency? Should it be scheduled or should it be on an as-
required basis? There are no prescriptive instructions and nor should there be. It is stated that it must
be ‘evaluated at appropriate intervals. The decision is thus left to the discretion of the individual clinic
and indeed to individual practitioners.

From reviewing the various guidance from these governing bodies the conclusion regarding
assessment of competency is that there is no fixed method, which is not, I think, an unfavourable state
of affairs. It should be left to the individual clinics and staff concerned to create and shape their own
policies and procedures appropriate to their environment and abilities. If there are no robust
monitoring systems in place then regular timed reassessments would, | think, be appropriate but where
you have a robust QM system in place surely it would be reasonable to reassess competence on an as-
required basis? To end, we have no better guidance than our own professional boundaries and code
of conduct which serves the nursing profession well and let us hope common sense prevails.

UK
DonorLink

offered UK

DonorLink a further grant to keep our

The Government has

service going until the end of March 2012
while they consider alternative options.
While this is not as firm a commitment to
the security of the voluntary register
service as we would have liked, it allows us
to resume our service for the time being.
We therefore resumed taking registrations
from Monday 12 September 2011 until
further notice, giving priority to those that
joined our waiting list since we suspended
registrations. As you might expect, it will
take us some time to work through the
large backlog: we had almost 70
Expressions of Interest by the end of last
week following the BBC1 documentary
and the large number of ‘hits’ on our
website suggests that there will be more to
come. I understand that there was also a
rise in enquiries to the HFEA, NGDT and
to individual clinics.

In her letter to us dated 5 September
2011 the Minister, Anne Milton, said ‘I am
keen for options to be considered in the next
few months, bearing in mind the difficulties
that have been encountered in sorting out a
more settled future for the register’. She went
on to say that the alternative options to be
considered might include ‘... potential
applications to the Innovation, Excellence
and Strategic Development Fund’ This is
somewhat surprising given that it was this
fund that turned down our application for a
three year grant in 2010 on the grounds that
we did not meet its eligibility criteria and the
fund’s criteria have not to our knowledge
been changed since that time. \We are taking
this up and seeking clarification.

We are highly concerned that the service
is now facing a further period of uncertainty,
especially given that any changes to the
service will need a good length of lead in time
and the end of March 2012 will come round
very quickly. UKDL will, of course, continue
to press for the voluntary register to be placed
on a more permanent footing and we hope
for your continued support in doing so.

Marilyn Crawshaw
National Adviser to UK DonorLink



Donor conception services:
Key messages from the
Australian Federal Review

ast summer, I spent six weeks visiting
Australia and New Zealand supported by
a grant from the Nuffield Foundation to study
their donor registers and donor linking services
(/Iwww.york.ac.uk/depts/spsw/staff/documents/
CrawshawReportOnAustraliaNewZealandTrip
January2011.pdf). I met with actual and
potential service users (including donor
conceived adults and children, parents, donors),
infertility  counsellors, other fertility
professionals, staff from Birth Deaths and
Marriages Register services, adoption staff, civil
servants, regulators and academics.
Concurrently, an Australian Federal Inquiry
into Donor Conception was running into ‘The
past and present practices of donor conception in
Australia’ to which | made an invited submission
(no 156): (http://www.aph.gov.au/senate/committee/
legcon_ctte/donor_conception/submissions.htm).

All submissions were posted on the website once

received. They make fascinating reading and
reflect a child and family friendly approach to
donor conception services and greater provision
of counselling, including in later ‘contact’ work.
Submissions from young donor conceived people
are of particular interest; we rarely get such
representation in national consultations here.
Public support for retrospective changes from one
of the major service providers, Monash IVF, was
seen as a major breakthrough.

The Inquiry reported in February 2011 and
made 32 recommendations, with a further report
due in 2 years to ascertain progress:
(http://www.aph.gov.au/Senate/committee/
legcon_ctte/donor_conception/index.htm) Of
particular interest to the UK are the following:

lowering number of families from a donor to 4
and ideally 1;

continuing ban on payment to donors and
ensuring only 'reasonable expenses' are
allowed;

requiring mandatory counselling for those
using donor and for donors (including option
of this being independent of the clinic);
recommending parents have a right to
counselling after birth of their children to assist
with telling their child of its origins;

placing responsibility for providing ongoing (at
various life stages) counselling at both federal
and state level;

recommending birth registration should
include some notation whereby donor
conceived people can be aware that they are
donor conceived and provided with relevant
information;

establishing a national statutory donor register
and also a voluntary register similar to UK
DonorLink that includes a DNA bank (of
particular benefit for donor conceived people
without paper records of their origins);

using joint state and federal funding to
publicise registers;

protecting all existing records;

reviewing the regulatory framework to ensure
it meets requirements and considering making
it more comprehensive and stronger;

setting up an Ombudsman type system to deal
with complaints and concerns;

banning import of gametes except where there
is no ethnically similar gametes available in
country.

The Inquiry is widely considered to have
resulted from sustained pressure from parents and
donor conceived people - in particular for greater
standardisation  (constitutionally, ‘health’ is
managed by states leading to a patchwork of
legislation and conflicting rights, irrespective of
National Health and Medical Research Council and
Reproductive Technology Accreditation Council
guidelines for accreditation — equivalent to HFEA
regulation), a national register and greater access to
information for donor offspring (including
retrospectively). Its recommendations may also
have been influenced by Australia’s recent history
of social policies such as child migrants, the ‘stoler’
[Aboriginal] generation and the ‘forgotten’ [abused
in state care] generation where their harm was only
realised as the years unfolded. A stark difference
with the UK fertility services context that may be
influential is the level of counselling provision —
both prior to treatment and in ongoing work with
donor conceived people and their families, and
donors - and hence the presence of counselling
input to service policy and practice developments.

Both the Federal Inquiry and discussions in
which | took part used as their starting point the
longer term well-being of donor offspring, donors
and their families, unlike the current HFEA
Donation Review and its focus on gamete(s)
supply. Despite shortages —waiting lists are quite
lengthy in places and some clinics now only offer
treatment to those who bring their ‘own’ donor -
attention to supply was a secondary
consideration.

It is fascinating to have visited other English
speaking, industrialised countries and immerse
myself in their services. It is energising to see the
breadth of concern with trying to ‘get it right’
firstly, for the families that get formed, secondly,
for donor conceived people throughout their
lifetime and thirdly for donors.

Marilyn Crawshaw

Marilyn Crawshaw is a recently retired
Senior Lecturer and now Honorary Fellow
at the University of York. She is an
independent researcher and practitioner;
chairs PROGAR; is national adviser to UK
DonorLink and has written, researched
and practiced in this field for many years.
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Changes to
sperm and egg
donation services

On 19th October 2011 the HFEA revealed the result of the public consultation, ‘Donating sperm
and eggs: have your say}, which ran from January to April 2011. The BFS response was highlighted
in the Spring newsletter.

On the day of the announcement the British Fertility Society Chair, Tony Rutherford was quoted
in the national press "The level of compensation should be raised so that it is commensurate with
what a donor has to go through"

There was also a quote stating that the BFS supports an increase in compensation payment, but
said it was important to ensure that women continued to volunteer for altruistic reasons.

The HFEA have stated that sperm and egg donors should receive a fixed amount to compensate
for the disruption and discomfort they experience.

For sperm donors, a fixed sum of £35 per visit including expenses
For egg donors, a fixed sum of £750 per cycle of donation including expenses

They also stated that that donors should receive benefits in kind which include treatment services
in return for donation of their sperm or eggs to treatment or research. The most common treatment
that is offered is egg sharing arrangements in exchange for I\VF, however other treatment services can

be offered including storage and moving up the waiting list.

A full report which runs to several hundred pages can be
found on the HFEA website within the papers of the open
Authority meeting held on 19th October .

In their report " Human bodies: donation for medicine and
research,” the Nuffield Council on Bioethics influential think
tank stated that ‘Women who donate their eggs to research in the
United Kingdom should be compensated for the discomfort, risk,
and inconvenience they undergo. They also recommend that the
U.K. National Health Service (NHS) pay for the funerals of organ
donors.

We will have to wait and see the impact, if any, these changes
will have on the number of donations made and the profile of the
donors within the UK.

The BFS Annual Meeting 2012
will take place on Friday 6 and
Saturday 7 January 2012 at the
Queens Hotel, Leeds.
Ahead of the conference on
Thursday 5 January 2012, we would
like to invite you all to an informal
social evening at the Corn
Exchange in Leeds. Tickets are
available online as part of the
meeting registration.
The theme of the meeting is
Infections and the BFS Meetings Subcommittee have put together an exciting programme, inviting an
exceptional group of speakers. The committee is delighted to announce a significant increase in the
number of abstract submissions providing 18 oral communications for the main programme and 37
posters that will be displayed during the meeting.
Full details about the meeting, including online registration and the full scientific programme can
be found on the conference website: http://www.fertility.org.uk/meetings/2012/annual2012/index.html

Surveys

Please see below a survey that has been
submitted by Dr Sesh Kamal Sunkara. This
survey is also available for members to view
and make comment in the BFS members’
area of the website. Members who wish to
submit a survey for review by the
membership can add their survey to the
Surveys forum in the Bulletin Board. The
survey must be in Survey Monkey or another
online equivalent. Once added it will be
included in the next available BFS Daily
News Alert.

Androgen supplementation
in poor responders
undergoing IVF treatment

Poor ovarian response to controlled ovarian
stimulation is a growing problem with women
delaying childbearing. In a recent worldwide
survey, several IVF centres have reported an
increasing burden of poor ovarian response
(IVF-Worldwide, 2010). Various interventions
have been proposed to improve the outcome
of poor responders, although evidence to
support these has been scant. There has been
current interest in the use of adjuvant
androgens. The recent worldwide survey has
shown that nearly a quarter of IVF clinicians
would use dehydroepiandrosterone (DHEA)
in poor responders. However, current
evidence on the use of DHEA for women with
poor ovarian response is not conclusive. We
request the opinion from members of the
British Fertility Society whether the benefit or
lack of it should be addressed by a randomised
controlled trial of DHEA in poor responders
by responding to the survey.
http://www.surveymonkey.com/s/FPZVJY7
Thank you

Yours sincerely

Dr Sesh Kamal Sunkara

Assisted Conception Unit, Guy’s & St Thomas’

Foundation Trust, King's College London, London,
UK

Mr Arri Coomarasamy

School of Clinical & Experimental Medicine,
College of Medical & Dental Sciences, University
of Birmingham, Birmingham, UK.

Professor Siladitya Bhattacharya
Division of Applied Health Sciences, School of
Medicine and Dentistry, University of Aberdeen,
Aberdeen, UK



Effective Fertility Services:

24-25 May 2012

T he BFS is delighted to introduce a new educational study day entitled Effective Fertility Service.

This new 2 day course follows on from the success of the Quality Management of a Fertility

Service study day and will now replace it in the BES training calendar. The objective of this study

day is to help those involved in fertility services develop effective and successful fertility units.

Whilst, quality will remain a key area, this course has been expanded to include sessions that will

provide tips, techniques and advice to help individuals or organisations improve management/

business performance.

Effective Fertility Services will become the study day that members should attend as part of the
Quality Management of a Fertility Service certification module.

This study day will offer interactive workshops, as well as presentations, enabling participants to
understand and visualise the challenges faced in running a fertility service and how to overcome them.
The course is run by experts and leaders actively practising in this field. The study day is structured
to deliver interactive, practical and enjoyable multi professional training. As such, we would encourage
anyone (scientist, doctors, embryologists, nurses and managers) involved in the fertility sector to attend

this course.

Further information about all upcoming BFS study days can be found on the BFS website.

Valentine Akande

FORTHCOMING MEETINGS
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