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	Ein cyf / Our ref: 078/22/FOI 


	Dyddiad / Date: 30th June 2022  


Further to your request for information dated 30th May 2022, I am pleased to provide the following response. Please accept our apologies for the delay. 
Your request and our response:

1. I am specifically looking for data that indicates how long patients are currently waiting for fertility specialist appointments, having been to their GPs and been referred for further investigation? I’d like figures for the last 5 years in Betsi Cadwaladr University Health Board (BCUHB) if possible please?
Due to the impact of the COVID-19 pandemic all Fertility clinics were stopped between March and August 2020 with face to face clinics only been re-instated in the last 12 months.
In accordance with the Freedom of Information Act 2000, this letter acts as a Refusal Notice under section 17 of the Act.

This is not information that the Health Board routinely compiles or holds in a central location. Therefore, we would have to carry out a specific exercise to determine how long patients have waited for fertility specialist appointments in the last five years. From our preliminary assessment, we estimate that to comply with your particular request would exceed the appropriate cost limit under section 12 of the Freedom of Information Act 2000. This is currently £450. In reaching this decision we estimate that it would take staff in excess of 34 hours to locate and review all of the Gynaecology notes where ‘Fertility’ is included in the referral comments, for patients across 3 acute hospital sites, from 1st January 2018 to 31st May 2022. This figure is based on a timescale of 5 minutes per patient record, there being 416 records to review. Therefore, to obtain the data would work out at approximately 34 hours @ £25.00 per hour (cost permitted under the Act) = £850.
As you will be aware this is not an exemption which requires us to consider the application of the public interest test. 
2. I also wondered if you have waiting times for the various kinds of fertility treatment provided, again, is this data also currently available for the last 5 years please? 

As per our response to question 1 above, we are unable to provide a breakdown of the information requested. Under the Health Board’s obligation to advise and assist, please see the BCUHB formal fertility policy, embedded below, which has recommendations for time frames for secondary investigations. Referrals for treatment are dependent on a number of variables including age, reason for referral and clinical outcome of baseline investigations. Additionally, we are also subject to the waiting times of other disciplines which support the pathway e.g. radiology. Please note that any information that is personal has been redacted under Section 40 – Personal Information of the Freedom of Information Act.

       
[image: image1.emf]Gyn 11 - Fertility  Protocol - V2.1_redacted.pdf



We welcome correspondence through the medium of Welsh
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This is a review of the written control document (WCD).  


The aim of the review is to ensure that the fertility and 
WCD demonstrates compliance with NICE guidance and 
WHSCC and that BCU provide effective, equitable and 
sustainable fertility service which meets the present and 
future needs of the population of North Wales. It is 
estimated that 1 in 6 heterosexual couples in the UK will 
be referred for the investigation of fertility concerns and 
there is evidence that the prevalence of fertility problems 
is increasing (NICE 2013).  
This written control document following review has 


undergone a full rewrite and clearly outlines the scope of 


practice and competence required to ensure safe, 


effective, efficient and seamless patient focussed care.  


V2.1 (July 2021) – inclusion of Appendix 9 – IUI  
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1. Introduction and purpose   


  


The North Wales fertility Service aims to support the pathway of care for all patients 


experiencing infertility / sub fertility problems through women’s outpatient services 


across the BCUHB.  Infertility is a recognised medical condition which can have a 


real impact on individuals’ mental health. Failure to address infertility and 


commission appropriate treatments can lead to a significant economic burden on 


the health sector (HFEA 2019)  


  


The Women’s Fertility Service task and finish group recommended that fertility care 


in North Wales should be undertaken by a dedicated Fertility Nurse Practitioner on 


each of the three sites (East, Central and West)  


Each site will also have a named Gynaecology Consultant with specialist interest in 


fertility and also dedicated secretary to provide the required administrative support 


to nursing/medical staff and patients on the pathway.  


  


The Fertility Nurse Practitioner will undertake clinical responsibility for all infertility 


patients in accordance with the agreed guidelines that are contained within this 


document. Responsibilities will include full history taking, clinical examination, 


request relevant investigations, interpret the results, formulate treatment and 


management plans, which may include referral to specialist tertiary centres.   


  


The Fertility Nurse Practitioner will counsel the patients regarding lifestyle and 


preconception care and offer emotional support throughout the fertility pathway.  


  


In accordance with the Nursing and Midwifery Code (NMC 2015) the nurse 


practitioner will acknowledge any limitations in her/ his knowledge and competence 


and decline any duties or responsibilities unless able to perform them in a safe and 


skilled manner.  


  


Responsibility of clinical supervision has been agreed and will be undertaken by the 


local fertility link consultant on each site.  


  


This is a nurse led service; however this policy will guide the relevant clinician in the 


absence of Fertility Nurse Practitioner. 
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 2.  Referral Criteria   


Patients will be referred directly to the fertility service by:- 


 General Practitioners   


• Nurse Practitioners  


• General Gynaecology  


• Oncology (fertility preservation prior to cancer treatment)  


• Urology  


• Endocrine Specialist  


  


Triaging of referrals will be undertaken by the fertility Nurse Practitioner / nominated 


clinician on each site. If referral deemed inappropriate, the referrer will be informed 


and the patient discharged from the fertility service.  


  


Criteria:-  


- A woman of reproductive age, who has not conceived after 1 year of 


unprotected vaginal sexual intercourse, in the absence of any known cause of 


infertility, should be offered further clinical assessment and investigation along 


with her partner. (NICE 2013)   


  


- A woman of reproductive age who is using artificial insemination to conceive 
(With either partner or donor sperm) should be offered further clinical 
assessment and investigation if she has not conceived after 6 cycles of 
treatment, in the absence of any known cause of infertility. Where this is using 
partner sperm, the referral for clinical assessment and investigation should 
include her partner (NICE 2013)  
  


- Same sex couples requesting fertility advice / onward referral  


  


- Single women requesting fertility advice / onward referral   


  


- Transgender requesting fertility advice / onward referral  


  


- Patients requesting advice regarding surrogacy / onward referral  


  


- Women with BMI 19 – 30   


  


- Couples undergoing smoking cessation  


Both partners are expected to stop smoking to progress on this referral pathway  


.  


- Couples must have been cohabiting in a stable relationship for a minimum of 2 


years.  


  


Earlier referral will be accepted:-  


  


- The woman is aged 36 years or over  


- There is a known clinical cause of infertility or a history of predisposing factors 


for infertility.  


- Where treatment is planned that may result in infertility (such as treatment for 


cancer), early fertility specialist referral should be offered.  
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Investigations to be undertaken by GP prior to referral:-  


  


Preferably all results should be available for accepting referral  


(Appendix 1 – Fertility Pathway)  


  


Female –  


Day 2 – 5 FSH and LH  


Mid luteal serum progesterone (day 21 in a regular 28 day cycle)  


Thyroid Function Test  


Cervical screening status  


Chlamydia status  


Pelvic ultra sound scan  


  


Male – Semen 


analysis  


  


2.1 Booking Process  


Referrals will be directed to the three individual sites East, Central and West. 


Following triaging by fertility practitioner / nominated clinician and deemed 


appropriate, patients will be booked in to the respective fertility clinic. Couples are to 


be encouraged to attend together.  


  


3. Assessment and Investigations  


  


A full history and clinical and pelvic examination will be undertaken at initial 


consultation and findings documented on the infertility clinical proforma (Appendix 


2)  


  


Clinician to review available results and request or update necessary investigations 


as listed below;-  


  


- Blood serum for FSH and LH to measure serum Gonadotrophins taken between 


day 1 – 5 of menstrual cycle  


  


- Serum progesterone in the mid luteal phase of the cycle (day 21 of 28 day cycle)  


  


- Women with prolonged irregular menstrual cycles should be offered a blood test 
to measure serum progesterone. Depending upon the timing of menstrual 
periods, this test may need to be conducted later in the cycle (for example day 
28 of a 35-day cycle) and repeated weekly thereafter until the next menstrual 
cycle starts. (NICE 2004)  


  


- Pelvic ultra sound scan to exclude ovarian or pelvic pathology  


  


- Triple swabs (Endo cervical, high vaginal, chlamydia)  


  


- Hysterosalpingogram (HSG) to confirm tubal patency and assessment of uterus 
Results of pelvic USS and confirmation of normal triple swabs are required prior 
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to requesting HSG. Before undergoing uterine instrumentation women should be 
offered screening for Chlamydia trachomatis (NICE 2013)  


  


(Appendix 3 – referral criteria, clinical details required for HSG request form)   


  


- Cervical screening status  


To avoid delay in fertility treatment a specific enquiry about the timing and result of 


the most recent cervical smear (NICE 2013). Enquire as to cervical screening 


history, if had abnormal smears requiring colposcopy treatment such as LLETZ or 


cone biopsy.  


  


If polycystic ovarian syndrome is suspected further blood tests may be required   


- Serum testosterone  


- Serum prolactin (If amenorrhoeic or oligomenorrhea )  


- Sex hormone binding globulin (SHBG)  


- Glucose Tolerance Test (GTT)  


- HBA1c  


  


Anti Mullerian Hormone (AMH) – is not available on the NHS and can only be 


obtained through private request. Complete Clinical Biochemistry form to request 


AMH highlighting PRIVATE. (Appendix 8 – information for requestor and patient)  


  


Hep C & B and HIV are required when referring to tertiary centres, the tertiary 


centres wish to undertake this once they are in their care.  


  


Semen analysis (Appendix 4 – Request for semen analysis)  


  


4. Female Factors  


  


4.1 Assess and Manage Ovulation Disorders  


Women with regular monthly menstrual cycles should be informed that they are 
likely to be ovulating (NICE 2013)  
25% patients will experience ovulatory disorders (NICE 2013)  


The World Health Organisation classifies ovulation disorders in to 3 groups;-  


Group 1 - Hypothalamic pituitary failure  


Group 2 -Hypothalamic pituitary ovarian dysfunction, primarily Polycystic Ovarian 


Syndrome.  


Group 3 - Ovarian Failure.  


  


Management   


Advice on lifestyle life style changes, lifestyle factors including body weight, 


smoking, alcohol and recreational drug use can have an impact on woman’s 


chances of getting pregnant (HFEA 2019)  


  


Advice regarding BMI.  


- Women who have a BMI of less than 19 and who have irregular menstruation or 


are not menstruating should be advised that increasing body weight is likely to 


improve their chance of conception.  


- If high levels of exercise is undertaken advise to moderate exercise regime  
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- Women who have a BMI of 30 or over should be informed that they are likely to 


take longer to conceive.   


- Women who have a BMI of 30 or over and who are not ovulating should be 


informed that losing weight is likely to increase their chance of conception. 


(NICE 2013)  


  


Polycystic ovarian syndrome  


Proposed classification  


There is no formal classification system for PCOS.   


The following has been proposed:  


- Mild PCOS (accounts for 16% of affected women): characterised by irregular 


periods, polycystic ovaries on ultrasound, mildly elevated androgen 


concentrations, normal insulin concentrations, unknown long-term risks  


- Ovulatory PCOS (accounts for 16% of affected women): characterised by 


normal periods, polycystic ovaries on ultrasound, elevated androgen 


concentrations, increased insulin concentrations, unknown long-term risks  


- Hyperandrogenism and chronic anovulation (accounts for 7% of affected 


women): characterised by irregular periods, normal ovaries on ultrasound, 


elevated androgen concentrations, increased insulin concentrations, potential 


long-term risks  


- Severe PCOS (accounts for 61% of affected women): characterised by irregular 


periods, polycystic ovaries on ultrasound, elevated androgen concentrations, 


increased insulin concentrations, potential long-term risks.  


(BMJ 2019)  


  


Rotterdam diagnostic criteria for the diagnosis of polycystic ovarian 


syndrome Two of the following three criteria are required:  


·         oligo/anovulation  


·         hyperandrogenism clinical (hirsutism or less commonly male pattern 
alopecia) or  biochemical (raised free androgen index (FAI) or free 
testosterone)  


·         polycystic ovaries on ultrasound  


Other aetiologies must be excluded such as congenital adrenal hyperplasia, 


androgen secreting tumours, Cushing syndrome, thyroid dysfunction and 


hyperprolactinemia.  


(ESHRE 2004, Legro et al 2013, Teede et al 2018)  


  


Advise women with WHO Group 2 anovulatory infertility with a BMI of 30 or over to 


lose weight.   


In PCOS patients with BMI >30 the following is recommended which can be done at 


GP level before referral to secondary centre.  


-Fertility in women declines significantly with a BMI >30–32 kg/m2 and age more 


than 35 years. In women aged less than 35 years with a BMI >25 kg/m2 and no 


other cause of infertility, an intensive lifestyle program addressing weight loss, 


without any pharmacological treatment for the first 6 months, is recommended.   


  


Inform them that this alone may restore ovulation, improve their response to 


ovulation induction agents, and have a positive impact on pregnancy outcomes 


(NICE 2013)  
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Reduction of 5% of total body weight has been shown to reduce insulin resistance 


and testosterone levels. There is no evidence that adding metformin to standard 


care is beneficial in improving pregnancy and live birth rates for women with 


anovulatory PCOS (Johnson et al, 2010). Insulin-sensitising agents have not been 


licensed in the UK for use in patients without diabetes. Although a body of evidence 


has accumulated demonstrating the safety of these drugs, there is currently no 


evidence that the use of insulin-sensitising agents confers any long-term benefit 


(RCOG 2014). Metformin appears to have a limited role in improving reproductive 


outcomes in women with PCOS, although there may be a benefit to using 


metformin in specific patient groups, for example in obese women when combined 


with clomiphene citrate, those with clomiphene resistance, and those who have 


been found to have either Impaired glucose tolerance or type 2 diabetes. (RCOG 


2017)  


The following two evidence based recommendation (EBR) is not for fertility patients, 


but will help if these group of women later wish to conceive because of the 


reduction in weight, improved hormonal and metabolic state.   


1) Metformin in addition to lifestyle, could be recommended in adult women with 


PCOS, for the treatment of weight, hormonal and metabolic outcomes. EBR  


2) Metformin in addition to lifestyle, could be recommended in adult women with  


PCOS, with BMI ≥25kg/m2 for management of weight and metabolic outcomes EBR 


(International PCOS guideline 2018)  


  


Bariatric surgery may be an option for morbidly obese women with PCOS (BMI of 


40 kg/m2 or more or 35kg/m2 or more with a high-risk obesity-related condition) if 


standard weight loss strategies have failed. (RCOG 2014)  


Consider referral to endocrinology for management of Cushings Disease and 


Microprolactinoma.  


  


Anovulatory cycles   


-  Consider clomifene citrate (Clomid)  


For women who are taking clomifene citrate, it is advised to offer ultrasound 


monitoring during at least the first cycle of treatment to ensure that they are taking a 


dose that minimises the risk of multiple pregnancy (NICE 2013). Ultrasound 


monitoring is not available within BCUHB, therefore day 21 progesterone is 


advised. Monitoring of clomiphene therapy measures the response and the dose 


titrated accordingly. Women should be informed of potential risks of multiple 


pregnancies and advised they should not continue treatment for more than 6 cycles 


(NICE 2013).  


If there is no response to clomiphene consider referral for IVF.  


Do not offer oral ovarian stimulation agents to women with unexplained infertility. 


Women with unexplained infertility are to be informed that clomifene citrate as a 


standalone treatment does not increase the chances of a pregnancy or a live birth 


(NICE 2013)  


  


Hyperprolactinaemia Amenorrhoea -   


Prolactin > 1000iu consistently with amenorrhoea, request MRI pituitary fossa. 


Refer to endocrinology specialist.  
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4.2 Medical and Surgical Management of Endometriosis  


The management of endometriosis-related subfertility should have multidisciplinary 


team involvement with input from a fertility specialist.  


Where laparoscopic surgery may be considered benefits and risks will be discussed  


- Whether laparoscopic surgery may alter the chance of future pregnancy the 


possible impact on ovarian reserve   


- If Endometriosis is confirmed and treated , improvements to fertility may be 


achieved due to adhesiolysis and reduced inflammation    


- The possible impact on fertility if complications arise -  Alternatives to surgery - 


 Other fertility factors.  


(NICE 2017)  


  


Hormonal treatment for women with endometriosis who are trying to conceive, 


because it does not improve spontaneous pregnancy rates (NICE 2017)  


  


Where eligible the woman will be referred to chosen tertiary centre for IVF and can 


consider oral contraception for symptom control whilst on waiting list.   


   


Individual cases will be discussed with local lead consultant to ascertain 


management plan.  


  


4.3 Investigate and manage tubal / uterine abnormalities  


Women will be advised regarding investigations for tubal and uterine anomalies.  


- Hysterosalpingogram  


- Laparoscopy and dye  


Women with hydrosalpinx should be offered salpingectomy, preferably by 


laparoscopy, before IVF treatment to reduce the risk of ectopic pregnancy improves 


the chance of a live birth (NICE 2013)  


Women with amenorrhoea who are found to have intrauterine adhesions should be 


offered hysteroscopic adhesiolysis because this is likely to restore menstruation and 


improve the chance of pregnancy (NICE 2013)  


  


If endometrial polyp is suspected advise Hysteroscopy with option for polypectomy  


  


Individual cases will be discussed with local lead consultant to ascertain 


management plan.  


  


5. Male Factors  


It is estimated that 1 in 6 couples will have difficulty conceiving. Male factor alone is 


responsible for 20% of those cases. (BMJ 2018)  


There is no formal classification of male infertility. It may be categorised according 


to aetiology:  


• Primary spermatic failure  


• Genetic disorders of infertility  


• Obstructive azoospermia  


• Varicocele  


• Hypogonadism  


• Cryptorchidism  


• Idiopathic  


• Male contraception  
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• Male accessory gland infections  


• Germ cell malignancies and testicular microcalcifications  


• Disorders of ejaculation.  


(EAU 2015)  


  


The clinical definition of male factor infertility is the presence of abnormal semen 


parameters in the male partner of a couple unable to achieve conception after 1 


year of unprotected intercourse. The World Health Organization defines male factor 


infertility as the presence of ≥1 abnormalities in the semen analysis or the presence 


of inadequate sexual or ejaculatory function (WHO 2004)  


  


5.1 Semen Analysis  


The results of semen analysis conducted as part of an initial assessment should be 


compared with the following World Health Organization reference values  


  


• Semen volume: 1.5 ml or more  


• pH: 7.2 or more  


• Sperm concentration: 15 million spermatozoa per ml or more  


• Total sperm number: 39 million spermatozoa per ejaculate or more  


• Total motility (percentage of progressive motility and non-progressive 


motility):  


40% or more motile or 32% or more with progressive motility  


• Vitality: 58% or more live spermatozoa  


• Sperm morphology (percentage of normal forms): 4% or more.   


(NICE 2004, amended 2013)  


If the result of the first semen analysis is abnormal, a repeat confirmatory test 


should be offered. The time frame for repeat is advised by andrology biomedical 


scientist and documented on semen analysis report, usually 10 – 12 weeks in some 


cases sooner.   


Further investigations may be recommended to include FSH, LH and testosterone 


and USS of testes to exclude varicoceles and assess testicular volume.  


Elevated round cells could be indication of infection consider referral back to GP or 


GUM for additional testing or Urology referral.  


  


Endocrine evaluation;  


Assessment of FSH, LH, free and total testosterone, oestradiol, sex 


hormonebinding globulin, and prolactin levels is indicated in men with sperm counts 


<10 million sperm/ml  


- Low testosterone indicates hypogonadism.   


- Increased FSH in the presence of low testosterone is a sign of testicular 


failure. -  Increased prolactin may be due to pituitary tumour, MRI brain is 


indicated  (BMJ 2018)  


A high / normal testosterone with low FSH / LH could be indicative of steroid use / 


abuse.  


  


In complex cases discuss with local lead consultant regarding findings and refer to 


relevant speciality.  
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5.2 Medical and Surgical Management of Male Factors  


  


The causes of male factor infertility include abnormal spermatogenesis; 


reproductive tract anomalies or obstruction; sexual and ejaculatory dysfunction; and 


impaired sperm motility.  


  


Men with minor anomalies will be counselled with regard to lifestyle:- 


 Advise of normal BMI range  Loose underwear.  


• Minimisation of exposure to work related hazards.  


• Prescribed/ over the counter/ recreational drug use.  


• Smoking habits.  


• Alcohol   


• Caffeine   


• Hot baths  


• Work related hazards (Exposure to petro-chemicals, formaldehyde, volatile 


solvents)  


• Exercise (excessive training, prolonged cycling, use of protein shakes)  


  


They will be advised regarding diet, lifestyle and recommended supplements   


  


Where the appropriate expertise is available, men with obstructive azoospermia 


should be offered surgical correction of epididymal blockage because it is likely to 


restore patency of the duct and improve fertility. Surgical correction should be 


considered as an alternative to surgical sperm recovery and IVF. (NICE 2004)  


  


Men should not be offered surgery for varicoceles as a form of fertility treatment 


because it does not improve pregnancy rates. (NICE 2004). However varicocole 


repairs should be considered in cases of oligospermia, infertility duration greater 


than 2 years / unexplained infertility or symptomatic (EAU 2015) Refer to urology or 


fertility specialist.  


  


Men with severe sperm anomalies will be referred on to specialist centre if eligible in 


line with the Welsh Health Specialist Services Committee 2013 Guideline.  


  


When Klinefelter syndrome is suspected, men who have small testes, 


gynaecomastia, incomplete androgenisation and infertility due to severe 


oligospermia or incomplete azoospermia, will be referred to fertility specialist.   


  


The use of donor insemination is considered effective in managing fertility problems 


associated with the following conditions:  


• obstructive azoospermia (Not eligible for NHS funding when due to 


vasectomy)  


• non-obstructive azoospermia  


• severe oligospermia  


• infectious disease in the male partner (such as HIV – however sperm 


washing in the may remove the virus and remove the need for donor sperm) 


 severe rhesus isoimmunisation  


• severe deficits in semen quality in couples who do not wish to undergo 


intracytoplasmic sperm injection  
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Donor insemination should also be considered in certain cases where there is a 


high risk of transmitting a genetic disorder to the offspring.  


(WHSSC 2017)  


  


5.3 Management of Ejaculatory Failure  


  


Retrograde Ejaculation  


Retrograde ejaculation is a rarer type of ejaculation problem and happens when 


semen travels backwards into the bladder instead of through the urethra. Men may 


describe it as a dry orgasm producing no semen, or produce only a small amount 


during ejaculation.   


• Advise regarding investigations to confirm retrograde ejaculation (appendix 


5)  


• Where retrograde ejaculation is confirmed consider referral to specialist 


tertiary centre for consideration of assisted conception   


• Refer to Urology specialist for further management.  


Treatment of ejaculatory failure can restore fertility without the need for invasive 


methods of sperm retrieval or the use of assisted reproduction procedures. 


However, further evaluation of different treatment options is needed. (NICE 2004)  


  


6. Same Sex Couple / Single Person  


  


For same sex couples/single women/single men, the non-stimulated cycles may be 


achieved through a private arrangement or through NHS-provided Intra Uterine 


Insemination (IUI) with donor sperm. IUI is not funded by WHSSC. Funding for IUI 


is the responsibility of the Health Boards. Where donor sperm is needed to 


undertake IUI, the donated sperm will be funded by WHSSC, but not the IUI 


procedure.  


(WHSSC 2017)  


IUI is covered under BCU contract with:- The Shropshire and Mid Wales Fertility 


Centre, Shrewsbury. – Appendix 9 Intra Uterine Insemination 


Women will require full fertility work up for the woman requesting assisted 


conception and will be required to meet the NHS funding criteria stipulated in 


chapter 10. of this policy.  


Once confirmation of completed 6 cycles of AI or IUI they are eligible for NHS 


funded IVF but will be required a mandatory 12 month wait in line with heterosexual 


couples with unexplained infertility.  


  


For same sex couples both women may be offered relevant fertility work up 


depending on their choice regarding who will donate egg and who will carry the 


pregnancy.   


  


Consider referral for IUI or AI for couples with psychosexual or physical issues.  


  


7. Transgender  


Patients considering gender transition who are requesting fertility preservation will 


be referred to chosen tertiary centres prior to commencement of transition. The 


fertility Nurse practitioner / clinician will liaise with chosen tertiary site as to relevant 


investigations required for the necessary referral. An individual patient funding 


request (IPFR) may be required to establish NHS funding.  
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8. Surrogacy   


Patients requesting assisted conception through surrogacy will require referral to 


tertiary centre. Patients are eligible for NHS funding if they meet WHSSC funding 


criteria but are required to find their own surrogate.  


Further information can be obtained from   


Hewitt Centre, Liverpool Women’s Ovum Donation Coordinator, Direct phone 


01517024212  


Email: lwft.odteam@nhs.net  


  


Also please refer to:-  


BCUHB Surrogacy procedure  


Written control document. Version 3 Mat07 June 2019 


http://howis.wales.nhs.uk/sitesplus/documents/861/Surrogacy%20Procedure%20%


2 


0V3%20FINAL%20approved%20QSE%20%26%20Board%20May%202019%20QS 


G%20June%202019%20for%20upload.pdf  


  


9. Safeguarding  


Concerns regarding mental health status which may impact progression on the 


fertility pathway should be clearly documented. A multidiscipline approach is 


advisable which may require input from GP, mental health clinician; further advice 


and information can be sourced from BCU safeguarding team and BCU 


safeguarding policies.  


  


Please refer to:-  


BCUHB Adults at Risk (handling individual cases) 


Written control document. Version 1 Feb 2020  


http://howis.wales.nhs.uk/sitesplus/documents/861/SA01%20Adult%20at%20Risk% 


20Procedure%20APPROVED.pdf  


  


http://howis.wales.nhs.uk/sitesplus/861/page/74769  


  


10. NHS Funding Criteria  


Prior to referral for NHS funded IVF / ICSI the following criteria is accepted 


As per Specialised Services Commissioning Policy: CP38.Specialist Fertility 


Services (WHSSC 2017) - Appendix 6.  


  


• BMI 19 – 30 (Women)     


• Women aged 20 – 40 entitled to two cycles IVF / ICSI  


• Women aged 40 up to 43rd birthday entitled to one cycle IVF / ICSI  


• Men aged up to 55  


• Couples where one partner does not have living biological / adopted child  


• Single person who does not have living biological / adopted child  


• Non-smoker at time of IVF / ICSI  


  


The following are not accepted   


• If known to have had three or more previous NHS / private IVF cycles   


• Male / female subfertility as a result of sterilisation or reversal sterilisation  
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11. Referral To Specialist Clinic For Assisted Reproduction  


  


WHSCC are the responsible commissioner for tertiary fertility services and in 


accordance with their commissioning patients who are eligible for NHS funded IVF / 


ICSI are offered choice of three sites  


  


- The Hewitt Fertility Centre, Knutsford   


- The Hewitt Fertility Centre, Liverpool   


- The Shropshire and Mid Wales Fertility Centre, Shrewsbury  


  


Patients are encouraged to undertake their own research to scrutinise the three 


sites and inform us as to their preference. They are advised of HFEA website.  


www.hfea.gov.uk/choose-a-clinic/  


  


Once confirmation of chosen centre is confirmed completion of a referral to include 


all up to date investigations relating to fertility work up are included.  


The referral letter will detail eligibility for NHS funding. And also include completed 


IVF referral form, as found in annex ii of the WHSSC policy (Appendix 6)  


  


If the patient does not meet the criteria for treatment, but the referring clinician 


believes that there are exceptional grounds for treatment, an Individual Patient 


Funding Request (IPFR) can be made to WHSSC under the All Wales Policy for  


Making Decisions on Individual Patient Funding Requests (IPFR). (WHSSC 2017)  


  


12. Documentation and Communication  


  


- Patient details and clinical information will be documented appropriately within 


the medical notes.  


- The fertility service will be supported by a dedicated secretary on each of the 


three sites.   


- Detailed letters will be sent to the General Practitioner that will clearly 


communicate findings, results and management plans.  


- All relevant information, results and management plan will be communicated to 


the patient.  


- Where appropriate supporting services such as; Urology, Gynaecology, 


Specialist Tertiary Centers, will receive relevant communication and results.  


- Communication networks between contributing departments will be maintained 


through frequent contact.  


  


13. Patient Information   


  


People who are concerned about their fertility should be informed that over 80% of 


couples in the general population will conceive within 1 year if: the woman is aged 


under 40 years and they do not use contraception and is having regular sexual 


intercourse. Of those who do not conceive in their first year, about half will do so in 


the second year (accumulative pregnancy rate over 90%). Women who have not 


conceived after 2 years of regular unprotected intercourse may consider referral for 


IVF.  
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Patients will be advised regarding lifestyle, preconception care, diet and 


recommended supplements. Verbal information supplemented with written 


information will be provided.  


Patients will be informed:-  


- That maternal and paternal smoking can adversely affect the success rates of 


assisted reproduction procedures, including IVF treatment.   


- That maternal caffeine consumption has adverse effects on the success rates of 


assisted reproduction procedures, including IVF treatment.  


- The consumption of more than 1 unit of alcohol per day reduces the 


effectiveness of assisted reproduction procedures, including IVF.  (NICE 2013)  


All women planning pregnancy will be advised to take folic acid to reduce risk of 


neural tube defect (NTD). Women who are at normal risk for an NTD to take folic 


acid 400 micrograms daily, and once pregnant, to continue this until the twelfth 


week of pregnancy. Women who are at higher risk having previously had a child 


with a neural tube defect or are taking medication for epilepsy, or have diabetes, a 


larger dose of 5 mg a day is recommended. (NICE 2013)  


  


All patients will be counselled appropriately given time and opportunity to express 


concerns and anxieties relating to their fertility issues, investigations and 


treatments. For further information and support patients will be directed to fertility 


support networks.  


Patients will have the opportunity to make informed decisions regarding their care 


and treatment via access to evidence-based information. These choices should be 


recognised as an integral part of the decision-making process (NICE 2013)  


  


(Patient information leaflet – appendix 7)  


  


14. Audit and Evaluation  


- Data will be collected detailing clinic appointments, investigations, referrals and 


outcomes. Supporting secretary to complete data base via excel spread sheets.  


- Issues raised through clinical audit or practice will be addressed through support 


and guidance from the clinical supervisor.  


- Patient satisfaction questionnaire will be determined by the use of an opinion 


meter bi-annually which will assist in auditing the service.  


- The fertility practitioner will seek advice about audit and evaluation strategies 


from the Clinical Audit Department and clinical governance team.  


  


15. Qualification and Competence  


- NMC validation will be up to date and current  


- Will adhere to all BCUHB policies and be up to with mandatory training  


- Will have completed Ionising Radiation Medical Exposer Regulations (IRMER) 


competencies as per BCU IRMER policy  


- Will be working at an advanced clinical level having undertaken a minimum 


degree level qualification.  


- Will be a non-medical prescriber or within agreed patient group directives  


(PGD’s)  


- Complete annual competencies agreed and signed by clinical supervisor  
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Appendix 7 - Patient Information (Under review with patient user group)  


Appendix 8 – AMH request (information for patient and requestor)  


 Appendix 9 – Intra Uterine Insemination 


  


  


  


  


  


  


  


  


  


  


  


     
  







BCUHB Fertility Protocol V2.1 (July 2021)      18   


  
  


  


  


  


  


  


  


  


  







BCUHB Fertility Protocol V2.1 (July 2021)      19   


 


Fertility Pathway - continued  


  


  


1. Ideally to review the couple together.   


2. Lifestyle- advice on intake of alcohol, caffeinated beverages, use of over the 


counter drugs, recreational drugs, avoid tight underwear for male partner and 


occupational hazards if any.   


3. Both partners are expected to stop smoking to progress on this referral 


pathway.  


4. Women accessing IVF treatment must have a body mass index (BMI) of 


between at least 19 and up to and including 30. Female patients with a BMI 


below 19 that are ovulating normally may be treated at the discretion of the 


treating clinician.   


5. Refer to eligibility criteria for Assisted Reproduction.  


http://www.whssc.wales.nhs.uk/sitesplus/documents/1119/CP38%20Speciali


s t%20Fertility%20Services%20v9.1%20Feb%202018.pdf   


6. Refer to appendix 1 (NICE Clinical Guidance [CG156] Published date: 


February 2013 Last updated: September 2017).  


7. Refer to local guidance for appropriate collection of semen sample. Use 


WHO criteria for result analysis. If less than 10 million sperms/ml, repeat 


semen analysis after 4 weeks and check FSH, LH & Testosterone levels.  


  


Excerpt from NICE Clinical Guidance [CG156] Published date: February 2013 Last 


updated: September 2017 https://www.nice.org.uk/guidance/CG156  


A woman of reproductive age who has not conceived after 1 year of unprotected 


vaginal sexual intercourse, in the absence of any known cause of infertility, should 


be offered further clinical assessment and investigation along with her partner (see 


investigation of fertility problems and management strategies).   


A woman of reproductive age who is using artificial insemination to conceive (with 


either partner or donor sperm) should be offered further clinical assessment and 


investigation if she has not conceived after 6 cycles of treatment, in the absence of 


any known cause of infertility. Where this is using partner sperm, the referral for 


clinical assessment and investigation should include her partner (see investigation 


of fertility problems and management strategies).   


Offer an earlier referral for specialist consultation to discuss the options for 


attempting conception, further assessment and appropriate treatment where:  


• The woman is 36 years or over  


• There is a known clinical cause of infertility or a history of predisposing factors for     
infertility.   


Where treatment is planned that may result in infertility (such as treatment for 
cancer), early fertility specialist referral should be offered.   


People who are concerned about their fertility and who are known to have chronic 
viral infections such as hepatitis B, hepatitis C or HIV should be referred to centres 
that have appropriate expertise and facilities to provide safe risk-reduction 
investigation and treatment.  
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Fertility Pathway - continued  


NICE Quality Standards as applicable to Wales  


Statement 1. People who are concerned that it is taking longer than expected to 


conceive are given advice on the impact that lifestyle can have on their chances of 


getting pregnant.  


Statement 2. People are referred for specialist consultation if the woman has not 


conceived after 1 year of intercourse or after 6 cycles of artificial insemination, or 


earlier in certain circumstances.  


Statement 3. People who are having problems conceiving are offered counselling 


before, during and after investigation and treatment for their fertility problems.  


Statement 4. Services analysing semen samples use methods and reference values 


in accordance with the most recent World Health Organization laboratory manual.  
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Appendix 2 – Infertility Clinical Proforma  


  


INFERTILITY CLINICAL PROFORMA    


PATIENT DETAILS  


  


  


  


  


  


DATE   


OBS HISTORY  


  


 


MENSTRUAL  


HISTORY  


Menarche  


Cycle  


Duration  


Amount  


Pain  


Discharge  


  


  


PCB  


IMB  


Dyspareunia  


  


  


Intercourse frequency  


  


  


  


LMP  


  


  


Smear history  


  


  


  


  


  


REFERRAL DETAILS  


  


  


  


  


  


  


  


AGE  


  


Micturition  


  


Bowels  


  


BMI  


  


Wt  


H  


  


FEMALE  


  


PMH  


  


  


MEDS  


  


  


ALLERGIES  


  


  


Occupation –   


  


SMOKING  


ALCOHOL  


RECREATIONAL DRUGS  
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PARTNER  


NAME  


DOB  


  


CHILDREN  


  


PMH  


  


  


  


MEDS  


  


ALLERGIES  


  


Occupation –   


  


SMOKING  


ALCOHOL  


RECREATIONAL DRUGS  


RESULTS                                                      


Scan                                                                                                                              


Semen Analysis  


Triple swabs  


FSH/LH/Day 21 progesterone/TFT  


Rubella immunity / AMH                  


HSG  


  


  


  


GYNAE EXAMINATION  


  


Abdo  


  


  


  


  


  


V/E  


  


  


  


  


  


Speculum  
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INVESTIGATIONS REQUESTED  


  


  


  


  


  


  


  


  


  


MANAGEMENT PLAN  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


  


SIGNATURE                                                                                                                 


DATE  
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Appendix 3 – HSG Referral Criteria  


  


• Normal pelvic USS within 6 months prior to HSG  


• Normal pelvic USS within 12 months can be accepted as long as there have 


been no acute Gynaecology hospital admissions. Referring Nurse 


Practitioner / clinician to countersign scan to confirm and highlight ‘OK’ for 


HSG.  


• Normal triple (endo, HV, Chlam) swabs within 3 months  


• BMI 19 - 30  


  


  


Clinical information to include:-  


  


 Primary / secondary fertility            


 Regular / irregular cycles           


Normal pelvic / speculum exam (or comment)  


Smear status / comment if had colposcopy treatment e.g. LLETZ  


USS – date  


Swabs - date  


Weight – kgs  


BMI  


  


Patient demographics to include up to date phone contact or mobile number.  
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Appendix 4 – Request for semen analysis  


  


Male demographics to be completed on the request form to include NHS no. or 


hospital number and include details of partner.  


  


(Information on Betsi Cadwaladr web site – Search under Pathology – Link to 


Andrology – View Information for Medical Staff – Male Fertility)  


  


Diagnosing Male Fertility – Brief Guide for BCUHB Clinicians  


   


Infertility is defined as the failure to conceive after at least one year of regular 


unprotected sex.  


Risk factors and possible causes  


   


Ask patient about  


• The age of his partner, as women over 35 have a higher risk of infertility than 


younger women.  


• Duration of infertility – previous children or pregnancies.  


• Smoking, alcohol and recreational drug use.  


• Illicit or prescribed androgen usage.  


• Sexual history – pain, infection.  


• Hypogonadism, loss of spontaneous morning erection, weight gain, loss of 


muscle mass, abnormal breast development and decreased body hair.  


• History of testicular lumps, which may suggest varicocele or tumour.  


• Symptoms of headache and visual disturbances, which may suggest a pituitary 


adenoma.  


• Family history of infertility.  


• Chronic medical illnesses, such as diabetes or cancer.  


• Medications that impair sperm function.  


• Previous surgeries which may inadvertently have caused obstructive 


azoospermia  


• Previous testicular torsion.  
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Semen analysis  


   


At present all semen analysis in BCUHB is undertaken at the Andrology 


Department, Maelor Hospital, Wrexham.  


When a decision has been made to refer the male patient for semen analysis 


certain steps must be followed:  


   


  


• Provide the patient with a test request form to accompany his test.  


• Give the patient a semen analysis kit which contains a pre-weighed toxicity 


tested pot. These can be requested from the Andrology Department,  


Pathology, Maelor Hospital Wrexham 03000 857224 or via  


BCU.AndrologyQueries@wales.nhs.uk  


  Tell the patient to read the information within the kit and then inform them 


that they must ring up the Andrology department to pre-book an 


appointment time to drop off the sample or to book the on-site clinic room to 


produce the sample on site if they live further than 45 minutes travel time 


away from Wrexham.   
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Semen Analysis Results  


If semen analysis has a low concentration, test follicle stimulating and luteinising 


hormones and testosterone.  


Sperm function is subject to high biological variation, so a repeat sample is required 


10-12 weeks after first analysis to confirm any abnormality seen on initial testing.  


   


Address reversible causes such as:  


• Infection or medication  


• Encourage patients towards lifestyle changes such as losing weight or giving 


up smoking.  


• Over strenuous physical training  


• Long distance driving with heated seats  


• Also heat from long use of laptop computers within genital area.  


  


When to refer to a specialist  


Most patients with confirmed male factor infertility will require specialist referral for 


further management. This should be to a Fertility Specialist, who will then refer 


cases to other consultant specialists if required and specialist fertility centres if 


assisted reproduction techniques are indicated.  


   


Please note this is a brief local guide intended for clinicians using the BCUHB male 


fertility testing service. Please refer to pertinent national guidance for further or 


more detailed information.  


  


Reference  


(Diagnosing male infertility. James Wall, Channa N Jayasena; 6 October 2018; 


thebmj pages 32-35)  
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Document no: PTH/AND/52  


Version no: 1.0  


Last updated: 14 August 2019  
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Andrology - Information for Patients Male fertility  


Information for Patients – Male fertility testing (semen analysis)  


  


Samples for investigation of male fertility can only be accepted by appointment. 


Please contact the number below for further details once you have received a 


request form from your doctor.   


Andrology, Pathology, Wrexham Maelor Hospital, LL13 7TD  


 Phone: 03000 857224 Email: BCU.AndrologyQueries@wales.nhs.uk  


  


Information on collection and delivery of samples is provided in the semen analysis 


kits available from your doctor or the laboratory. This includes a questionnaire that 


must be filled in on production of the sample and brought to the laboratory, and a 


collection pot that must be validated by the laboratory before use – no other 


collection pots will be accepted.  


Results should be available 14 days after sample is received.  


Semen analysis results  


Sperm tests are required to assess male fertility. The results can vary considerably 


and so, to try to give an accurate assessment, you are asked not to ejaculate for 2 


days before producing your sample for analysis but don’t leave more than 7 days 


before producing your sample. It takes a sperm 3 months to mature, and any 


adverse factor during that time can damage sperm maturation for up to 12 weeks.  


Parameters measured in sperm function tests  


1. Semen Volume: The semen volume is the amount of fluid, millilitre (ml) 


produced. Low volumes occur if part of the specimen misses the collecting pot, or in 


certain disorders of the “accessory” sexual glands i.e. prostate gland and seminal 


vesicles. Increased volume may occur with current or previous infection of the 


prostate gland.  


2. Sperm density: The normal level is at least 15 million per ml of semen with a 


total of 40 million in the ejaculate. Levels up to 250 million/ml can be seen. The 


average is around 50 million/ml.  


3. Sperm motility: The best sperm are progressively motile (forward moving) 


and the normal result is at least 32% progressive.  


4. Sperm morphology: Morphology is the physical appearance of the sperm. A 


normal sperm sample has at least 4% normal forms. Consistently poor morphology 


may indicate a problem.  


5. Round cells: These may be inflammatory cells or immature cells. An 


increased number of inflammatory cells suggests some inflammation within the 


male sexual organs, which may (or may not) be related to infection. If increased 


numbers are observed, you may be asked for a semen sample for culture, to detect 


infection, and you may be given an antibiotic. A second antibiotic may be required if 


the inflammatory cells persist.  


6. Agglutination: This is where sperm stick together so they cannot travel in the 


usual way. Up to 5% agglutination may be seen in the normal sample. More is 


abnormal and can occur with inflammation or anti-sperm antibodies, especially after 


surgery, infection or injury of the male sexual organs, particularly vasectomy.  
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7. Blood in the semen: This is nearly always abnormal and usually requires 


referral to a Urologist. Please write on the questionnaire given with the sample kit if 


you cut or damage your penis when producing a sample.  


Why might my sperm test be abnormal?  


All men produce abnormal sperm tests at some point in their lives. Temporary 


factors that can lead to abnormal results are:  


1. Inadequate or excessive abstinence from ejaculation prior to the test.  


2. Acute or chronic stress.  


3. Any illness, infection, injury or operation, but especially involving the male sexual 


organs, and especially with a high temperature. Even a heavy cold or “flu” can 


affect sperm function for up to 10 weeks.  


4. Wearing tight underwear, sitting or driving for long periods (2hours or more) or a 


hot environment.  


5. Exposure to chemicals e.g. industrial occupations/farming.  


6. Recreational drugs including alcohol, tobacco or cannabis (even if a single heavy 


episode).  


7. Pharmaceutical drugs, especially drugs used in cancer treatment, steroids, some 


antacids e.g. Tagamet and some blood pressure drugs e.g. Propranolol  


8. Diet: The normal western diet is high in carbohydrate and fat and low in certain 


important elements, such as zinc and selenium  


9. “Normal” variation: because of this at least 2 tests are always requested, usually 


8 weeks apart.  


10. Unexplained – Frequently there is no obvious cause found for abnormal 


sperm function tests.  


What can I do if I have had an abnormal sperm function test or 2 very different 


tests?  


This may be just a normal variation and so you should wait for the next test. Even if 


all results are abnormal a spontaneous pregnancy is possible although less likely. 


However, you should try to lead as healthy a lifestyle as possible in the weeks 


leading up to the next test and while trying to conceive. Improved lifestyle measures 


are detailed below.  


Occasionally, other investigations may be required, including:  


• A scrotal ultrasound, if a varicose vein is suspected  


• A semen sample for culture, if inflammatory cells are seen  


• A sperm antibody test, if there is “agglutination” of sperm  


• Blood tests for hormones and chromosomes when there are very few, or no 


sperm in the semen.  


  


Life-Style Advice To Men Who Have Had One Or More Abnormal Sperm 


Function Tests  


Sperm take 8-10 weeks to mature and so any adverse factor can affect sperm 


production for up to 3 months. Conversely, any improvement in lifestyle can take 8- 


10 weeks to produce an improvement in sperm function tests and sperm fertilising 


ability.  
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Recommended Lifestyle Measures  


1. Healthy diet, high in green vegetables and fruit and nuts  


2. Stop smoking completely and avoid smoky atmospheres (i.e. passive smoking). 


3. Reduce alcohol to less than 5 units a week, spread across the week. 


Preferably do not drink  


4. Do not take recreational drugs  


5. Reduce or eliminate caffeine intake. Caffeine has been associated with reduced 


pregnancy rates.  


6. Wear loose boxer-style underwear and avoid hot baths and hot environments 


such as saunas and steam rooms.  


7. Avoid sitting/driving for long periods. Try to take hourly breaks - 2 hours of driving 


heats scrotum (and testicles) by 2°C.  


8. Take vitamin C (up to 1000mg daily), vitamins A&E, zinc and selenium  


(recommended daily allowance)  


9. Avoid inhaling, or direct contact with noxious chemicals, e.g. organic solvents and 


organophosphate pesticides. You may need to wear a mask or protective gloves.  


10. Try to reduce stress: A consultation with the fertility counsellor may be 


beneficial to develop stress reducing strategies.  


11. Mention to your Fertility Doctor, Scientist or Nurse, any supplements or drugs 


you are taking - they may affect sperm function.  


   


   


   


Document number: PTH/AND/50                               version: 2  


Document title: Information for Patients – Male fertility testing (semen analysis)       


  







BCUHB Fertility Protocol V2.1 (July 2021)      32   


Appendix 5 – Request for semen analysis retrograde ejaculation  


  


  


Patient information  


Retrograde ejaculation investigations  


Two special sample collection containers are required for this investigation and will 


be made available when you have contacted the scientist in the laboratory. A 


request form from your doctor must be brought with your samples or we will be 


unable to test the samples.  


In addition to following the instructions for producing a sample for semen analysis, 


to test for retrograde ejaculation the following must be observed:  


Please empty your bladder before collecting your semen sample.  


Collect your semen sample as described in the patient information leaflet within the 


kit. Label this container ‘semen sample’ as well as your name, date of birth, address 


and date and time of sample.  


Collect a urine sample after ejaculation – label this collection container ‘urine 


sample’ as well as your name, date of birth, address and date and time of sample.  


Make sure the lids of both containers are on tightly to avoid leaking and bring 


directly to the laboratory in time for your appointment. Bring the request form and 


filled in questionnaire from the sample collection kit as well.  


Please make yourself known to the reception staff as the scientist will want to 


discuss your samples with you.   
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Appendix 6   


  


Specialised Services Commissioning Policy: CP38.Specialist   Fertility 


Services (WHSSC 2017)  


  


Accessed via -  


http://www.whssc.wales.nhs.uk/sitesplus/documents/1119/CP38%20Specialist%20


F ertility%20Services%20v9.1%20Feb%202018.pdf  
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Appendix 7   
  


Patient information  


  


(Patient information leaflet currently being developed with patient user group Gynae 


voices – to be added once completed)  
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Appendix 8  


  


Anti Mullerian Hormone (AMH) – PRIVATE Biochemistry request  


  


  


Bangor hospital  


  


• Gynae / fertility request AMH on a paper request form, write ‘to pay into J056’ 


on the form.  


• Give form to patient, to go to General Office and pay £45  


• General Office will mark the form as ‘PAID’.  


• Patient goes to phlebotomy with request form, and has sample taken.  


• Form and blood received in lab.  


• Sample sent by lab to Shrewsbury lab.  


• Result obtained and sent to YG lab from Shrewsbury lab, and YG lab enter 


on computer system, and visible to requestor at that time on WCP.  


• Bill sent to YG lab from Shrewsbury and paid from J056.  


  


  


Wrexham Hospital  


  


• The patient pays the fee at general office who attaches the receipt to the 


request card.   


• Patient attends phlebotomy  


• The lab then forward the specimen on to Shrewsbury  


  


  


Glan Clwyd Hospital  


  


  


• The patient pays the fee at general office who attaches the receipt to the 


biochemistry form request  


• Patient attends phlebotomy  


• The lab then forward the specimen on to Shrewsbury  
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Appendix 9 
Assisted Conception – INTRA UTERINE INSEMINATION 


Intra uterine insemination is covered under BCU contract with: The Shropshire and Mid 


Wales Fertility Centre, Shrewsbury. Donor sperm covered WHSCC 


 


 


 


  


  


  


  


  


  


  


  


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Same sex couples 


Single women 


Couples with psychosexual / physical issues 


Day 2 – 5 FSH & LH  
Mid luteal serum progesterone (day 21 in a regular 28 day cycle)  
Thyroid function test  
Cervical screening status  
Chlamydia status  


Pelvic ultra sound scan 
Tubal patency (HSG or Laparoscopy & dye) 
Semen analysis (if needed) 


Results confirm suitability for IUI – 


The decision as to whether IUI is 


stimulated or unstimulated will be 


made as clinically appropriate. 


IUI with superovulation for 


unexplained infertility 


Results suggest subfertility - such as 


defined tubal blockage / sub fertile 


semen analysis where IVF / ICSI 


deemed more appropriate 


Referral criteria – 


BMI 19 – 30 (Women)  


Women aged 20 – 40 


Expedite waiting list age > 36  


If clinically appropriate maximum 6 
cycles IUI.  


Men aged up to 55  


Couples where one partner does not 
have living biological / adopted child  


Single person who does not have 
living biological / adopted child  


Non-smoker at time of IUI 
 


The following are not accepted:-  
 
If known to have had three or more 
previous NHS / private IVF cycles  


 


Male / female subfertility as a result of 
sterilisation or reversal sterilisation. 
 
Previous failed IVF (NHS / Private) 
due to poor ovarian response  


 


Referral criteria – 


BMI 19 – 30 (Women)  


Women aged 20 – 40 entitled to two 
cycles IVF / ICSI  


Women aged 40 up to 43rd birthday 
entitled to one cycle IVF / ICSI  


Men aged up to 55  


Couples where one partner does not 
have living biological / adopted child  


Single person who does not have living 
biological / adopted child  


Non-smoker at time of IVF / ICSI  
 
 
 
The following are not accepted:- 
 
If known to have had three or more 
previous NHS / private IVF cycles  


 


Male / female subfertility as a result of 
sterilisation or reversal sterilisation  
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