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National Institute for Health and Care Excellence 

Stakeholder comments proforma – engagement exercise for quality standard on fertility problems 

Please enter the name of your registered stakeholder organisation below.NICE is unable to accept comments from non-registered organisation or 
individuals.  If you wish your comments to be considered please register via the NICE website orcontact the registered stakeholder organisation that most 
closely represents your interests and pass your comments to them. 

Stakeholder organisation: British Fertility Society 

Commenter name: Dr Jane Stewart 

Job title: Honorary Secretary 

Address and postcode:  

Email address: Jane.stewart@nuth.nhs.uk; bfs@bioscientifica.com 

Telephone number: 01912138213 

Please note: comments submitted are published on the NICE website. 

Would you like to express an interest in being a publication partner for this quality standard?  Yes  No 

 

Key area for quality 
improvement 

Why is this important? Why is this a key area for quality 
improvement? 

Supporting information 

Equitable funding for 
fertility treatment. 

It is widely known that funding for 
fertility treatment is different 
throughout the UK.NICE guidance 
since 2004 has made specific 
recommendations regarding 
funding which have been 
variously qualified by sequential 
commissionersalong with so 
called social criteria which may be 
used to exclude patients from 
treatment.  

Lack of appropriate funding has led to 
inaccessibility for many who cannot afford to fund 
themselves, and an opaque mixture of services 
through NHS and non-NHS centres. 
 
Lack of equitable funding and exclusion of 
services from the NHS results in dissatisfaction 
for both patients and providers alike. 
 
The production of appropriate national tariffs 
would contribute to a more equitable approach. 

The Infertility Network UK 
Primary Care Trusts Liaison Project 
2009-2012 Final Report on Findings April 
2011 - October 12: 

http://www.infertilitynetworkuk.com/niac_
2/ccg_details 

NICE Fertility Guidelines 2004 
 

http://www.nice.org.uk/ourguidance/niceguidancebytype/clinicalguidelines/shregistration/shregistration.jsp
mailto:Jane.stewart@nuth.nhs.uk
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In addition the lack of national 
tariffs may have led to 
discrepancies in commissioning 
based on differences in 
calculating fees to commissioners 
as opposed to actual per cycle 
costs. The attempts to produce 
national tariffs were abandoned in 
2012. 

NICE Fertility Guidelines 2013 
 
Commissioning Fertility services 
Factsheet.  NHS Commissioning Board 
Feb 2013 
 
Final report of the Expert Group on 
Commissioning NHS Infertility Provision. 
DoH Jan 2010 

Fertility preservation for 
patients undergoing 
cancer treatment 

Chemotherapy and radiotherapy 
treatments given to treat cancer 
(and some other chronic 
conditions e.g. rheumatoid 
arthritis) can lead to infertility. It 
needs to be offered at the point of 
diagnosis and any sperm, eggs or 
embryos placed in storage should 
be kept for 10 years in the first 
instance to guard against relapse. 
Storage beyond 10 years should 
be provided in cases where 
infertility persists or the patient is 
too young to have considered use 
at that stage. 

Many studies have shown that: 
 
(a) Oncologists have poor awareness of fertility 
issues and do not offer fertility preservation 
appropriately; 
 
(b) Patients have a poor understanding of fertility 
issues at the point of diagnosis and rely on the 
support of health professionals to facilitate fertility 
preservation; 
 
(c) Young female cancer patients are particularly 
unhappy with the information provided and 
access to fertility preservation services; 
 
(d) Information provided on-line about sperm 
banking (there is no data on egg and embryo 
banking) is of poor quality and could be improved. 
 
(e) As in Point 1 above funding for fertility 
preservation is extremely variable and often 
discrepant for male and female procedures. NICE 

Pacey, A.A., &Eiser, C. 2011 Banking 
sperm is only the first of many decisions 
for men: what healthcare professionals 
and men need to know. Human Fertility, 
14, 208-217. 
 
Gilbert, E., Adams, A., Mehanna, H., 
Harrison, B., Hartshorne, G.M. (2010) 
Who should be offered sperm banking for 
fertility preservation? A survey of UK 
oncologists and haematologists. Annals 
of Oncology, 22, 1209-1214. 
 
Eiser, C., Arden-Close, E,. Morris, K., 
Pacey, A.A. (2011) The legacy of sperm 
banking: How fertility monitoring and 
disposal of sperm are linked with views 
of cancer treatment.  Human 
Reproduction, 26, 2791-2798. 
 
Peddie VL, Porter MA, Barbour R, 
Culligan D, MacDonald G, King D, Horn 
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2013 has made guidance regarding proper 
funding for fertility preservation in particular 
recommending that it should not be influenced by 
the social criteria that are often applied to fertility 
funding albeit that that might have an impact on 
subsequent gamete or embryo use. 
 
Therefore there is significant scope for 
improvement concerning how fertility preservation 
services are delivered. 

J, Bhattacharya S. (2012) Factors 
affecting decision making about fertility 
preservation after cancer diagnosis: a 
qualitative study. BJOG 119, 1049-1057. 
 
Merrick, H., Wright, E., Pacey, A.A., 
Eiser, C. (2012) Finding out about sperm 
banking: what information is available 
online for men diagnosed with cancer? 
Human Fertility, 15, 121-128. 
 
Yeomanson DJ, Morgan S, Pacey AA. 
(2013) Discussing fertility preservation at 
the time of cancer diagnosis: 
Dissatisfaction of young females. Pediatr 
Blood Cancer, 60, 1996-2000. 
 
NICE Fertility Guidelines 2013 

Primary Care role and 
patient pathway 

Primary care roles in 
management of infertility relate to 
providing good health for fertility 
and pregnancy information, 
identification of relevant fertility 
issues and for prompt referral to 
expert centres. 

Ensuring that couples are well informed atan early 
stage about how they can optimise general health 
and wellbeing for fertility and pregnancy, must be 
considered standard in primary care and later 
reinforced. This includes smoking, alcohol, weight 
management, folic acid supplementation, cervical 
screening etc. 
 
In addition timely referral to expert centres must 
be made to avoid undue delay in undertaking full 
investigation and moving to effective fertility 
treatment. Progress through the patient pathway 
should not be measured differently to other 
medical problems. 

NICE Fertility Guidelines 2004 
 
NICE Fertility Guidelines 2013 
 
Standards of Care of the Infertile 
BFS/RCOG Joint Document 2006 
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Multiple pregnancy in  
treatments not licensed 
by HFEA 

The risks of twin and higher order 
pregnancy are well known. In IVF 
treatments there has been 
significant reduction in twin 
pregnancy rates following the 
introduction of elective single 
embryo transfer policies in 
selected patients. 
 
There are currently no specific 
restrictions for ovulation induction 
treatments to ensure that multiple 
pregnancies are avoided as far as 
possible. 

Whilst higher order pregnancies are uncommon, 
twin pregnancies remain a significant risk of 
ovulation induction treatment. Unmonitored or 
poorly monitored cycles aimed at maximising 
pregnancy rates increase the risk of multiple 
pregnancies; untenable practice when IVF 
multiples are being minimised where possible. As 
ovulation induction is not licensed through the 
HFEA regulatory authority, unless linked to a 
licensed treatment such as intrauterine 
insemination, national monitoring/standards do 
not currently exist. 
 
A standard for acceptable twin rates for such 
treatments should be established, monitored and 
maintained by centres/practitioners offering such 
treatment. 

NICE Fertility Guidelines 2013 
 
http://www.oneatatime.org.uk 
 
 
 
 

Provision of specialist 
infertility counselling – 
implications and 
therapeutic. 

1. Before treatment 
with donor gametes 

2. Before donating 
gametes  

  

 
1. Preparation for parenthood 

sessions, for people seeking 
treatment with donor 
gametes, ensure they are fully 
informed of all the social, legal 
and ethical implications of 
having a donor conceived 
child.  including telling 
children from an early age 
that they are donor conceived 
in order to promote the long 
term psychological wellbeing 
of donor conceived offspring. 

2. Donors potentially make a life 

The HFEA Code of Practice requires clinics to 
offer implications counselling in a number of 
circumstances before consent to treatment or 
donation is obtained.  Implications counselling is a 
routine part of the treatment pathway in some 
clinics, but not all.  Introducing a key quality 
standard that states that patients undergoing 
donor treatment will receive implications 
counselling (including preparation for parenthood) 
routinely as part of their treatment and be offered 
therapeutic counselling where appropriate, will 
ensure that patients are given the opportunity to 
fully consider the implications of 

Nuffield Council on Bioethics Donor 
Conception: ethical aspects of 
information sharing 2013. 
Recommendation ‘As a matter of good 
professional practice, clinics should 
provide counselling sessions as part of 
the routine series of appointments 
attended by prospective parents. An 
additional support session later in 
pregnancy or after the birth of the child 
should also routinely be offered.’ 

Policy and Practice paper: Wilde et al 
'Family building using donated gametes 

http://www.oneatatime.org.uk/
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long commitment when they 
donate their gametes. It is 
important that donors are fully 
informed about this 
commitment and given the 
opportunity to explore the 
implications of donation for 
them, their partner and any 
future children. 
 

 

treatment/donation before they consent. 

Similarly there is a risk to the long-term 
psychological health of the donor, their families 
and any donor-conceived offspring if donors are 
inadequately prepared for the potential 
consequences of their donation. Implications 
counseling should be a demonstrable part of the 
individual’s pathway to donation. 

and embryos in the UK: 
Recommendations for policy and practice 
on behalf of the British Infertility 
Counselling Association and the British 
Fertility Society in collaboration with the 
Association of Clinical Embryologists and 
the Royal College of Nurses Fertility 
Nurses Forum' Posted online on 
December 13, 2013.   

Routine counselling advocated by for 
example: 

Donor Conception network, the National 
Gamete Donation Trust and the Infertility 
Network UK. 

The British Infertility Counselling 
Association Guidelines for Good Practice 
(2012) 

HFEA Code of Practice (8th edition) 

Nuffield Council on Bioethics Donor 
Conception: ethical aspects of 
information sharing 2013. 
Recommendation ‘Clinics should ensure 
that sessions with a counsellor are 
scheduled as part of a routine series of 
appointments that donors attend before 
deciding whether or not to donate. Where 
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donors have partners, clinics should 
strongly encourage partners to attend 
these sessions.’ 

    

 
 

Please email this form to: QStopicengagement@nice.org.uk 

Closing date: 27thJanuary 2013 at5pm 
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