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Abstract 

The Burden of Infertility, Treatment Options, and Insurance Coverage: A Policy Brief and 

Future Directions 

 

Xin Su, MPH 

 

University of Pittsburgh, 2022 

 

 

Abstract 

 

Infertility is a public health issue that affects about 10% of the world’s population, causing 

a substantial global economic burden and a severe socio-psychological burden. Various physical 

and psychological reasons can cause infertility. In addition, unhealthy lifestyles and habits can also 

contribute to infertility. With socio-economic development and changes in people’s lifestyles, the 

leading causes of infertility have changed from infectious factors to increased pressure and 

women’s delayed fertility. Moreover, male factor infertility must be given attention. Infertility can 

be treated with medicine, surgery, intrauterine insemination (IUI), or assisted reproductive 

technology (ART). However, infertility treatments can be quite expensive, and many health 

insurance plans do not cover infertility diagnoses or treatments. Nineteen states in the United States 

have enacted some form of the infertility insurance mandate. This paper discusses the burden of 

infertility in the United States, its etiology, treatment options and associated costs of infertility, 

infertility insurance coverage laws in the United States and their effects. The issue of fertility 

preservation is also addressed. Recommendations for national-level and state-level infertility 

insurance policies are based on three categories: no insurance mandate, insurance mandates for 

women only, and insurance mandates for both men and women. This paper also proposes that 

attention be paid to insurance coverage for male infertility and balanced with insurance coverage 

for female infertility. The limitations of this paper are also discussed.  



 v 

Public Health Significance: Although infertility affects only 10% of the world’s 

population, the social and psychological burden caused by it is no less than that of malignant 

tumors and heart diseases. Infertility insurance mandates are critical due to the high cost and out-

of-pocket expense of infertility treatments. The policy recommendations made in this paper for 

different states will have significant reference value for policymakers, insurance providers, health 

professionals, and patients toward a more accessible and high-quality health care service for 

infertility. 

Key Words: infertility, fertility, insurance coverage, assisted reproductive technology 

(ART), infertility mandate 
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1.0 Introduction 

Infertility affects roughly 10% of the world’s population. According to the Maternal Health 

Task Force 2010, 50 million couples worldwide are infertile.1 Infertility is a health issue with a 

substantial psychosocial burden, which has been compared to the effects of some severe diseases 

such as cancer and heart disease. For example, a study found that infertile women had rates of 

anxiety or depression equivalent to those of patients diagnosed with cancer, hypertension, 

myocardial infarction, or HIV.2  

Infertility is a reproductive disorder caused by a variety of reasons. According to the World 

Health Organization (WHO) “infertility is a disease of the failure to achieve a clinical pregnancy 

after 12 months or more of regular unprotected intercourse”.3 Despite this definition, many people 

have the common misperception that access to infertility care is a lifestyle choice rather than an 

intrinsic healthcare right for women and men.4 Both male and female factors can lead to infertility. 

Among infertile couples, female factors account for 33%, the male factors account for about 33%, 

and factors for both female and male or unknown factors accounts for 33%.5  

Over the last several decades, both delays in childbearing and fertility problems have 

quickly increased in developed countries, and the infertility rate has increased yearly. Infertility 

currently affects more than seven million individuals in the United States.6 According to data from 

the United States Centers for Disease Control and Prevention (CDC), among heterosexual women 

aged 15 to 49 years with no prior births, about 19% cannot get pregnant after one year of trying. 

Also, about 26% in this group have difficulty getting pregnant.7 Among women aged 15 to 49 

years with one or more prior births, about 6% of married women cannot get pregnant after one 

year of trying, and about 14% have difficulty getting pregnant or carrying a pregnancy to term.7 
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Therefore, attention must be paid to infertility by the whole society, because it significantly affects 

the harmony of society and families.  

There are many reasons for infertility. Conditions affecting a woman’s ovaries, fallopian 

tubes or uterus can contribute to female infertility, including polycystic ovary syndrome (PCOS), 

premature ovarian insufficiency (POI), fallopian tube obstruction (gonorrhea, chlamydia, 

endometriosis, or prior abdominal surgery), and physical characteristics and environment of the 

uterus (fibroids, intrauterine adhesions, endometrial polyps, adenomyosis).1,7 The most common 

reason for female infertility is ovulation disorder.1  

Infertility is not just a women’s problem. Some of the factors contributing to infertility in 

men are disruption of testicular or ejaculatory function (varicocele, anabolic steroid use, certain 

types of cancer treatment, and other medical conditions), hormonal disorders such as an improper 

function of the hypothalamus or pituitary glands, and genetic disorders (Klinefelter’s syndrome, 

Y-chromosome microdeletion, and myotonic dystrophy).1,7 The most common reasons for male 

infertility are the production of none, too few, or damaged sperm cells.1  

In addition to physiological causes, some lifestyle-related reasons can also lead to 

infertility, including obesity, age, tobacco and excessive alcohol consumption.1 Obesity affects 

fertility in both men and women.1,8 The influence is mainly due to the abnormal metabolism of 

sugar, lipid, and protein caused by obesity and its damage to the endocrine system.8 In addition, 

obesity can easily lead to insulin resistance. Elevated insulin levels will stimulate the ovaries and 

promote the synthesis and secretion of androgens.1,8 For men, obesity can affect sexual function 

and sperm quality.8 Age also has a significant impact on fertility.9 Generally, the best period of 

ovarian function in a woman’s life is between the ages of 22 and 28, egg quality is good, 

fertilization ability is strong, and the level of ovarian hormones is relatively stable. After the age 
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of 30, women’s ovarian function begins to decline. After the age of 35, women’s fertility decreases 

more significantly, making it more difficult to conceive.9 Moreover, tobacco use and excessive 

alcohol consumption can affect people’s basic reproductive activities and functions.10  

Causes of infertility are different in different countries and population-dependent. For 

example, a study from India showed that polycystic ovarian syndrome (PCOS) accounted for 

46.6% of cases.1 Infectious causes such as pelvic inflammatory disease and tuberculosis were 

significantly associated with tubal factor infertility. Male factors contributed to 20% of infertility 

cases, and tobacco and excessive alcohol consumption were significantly associated with abnormal 

semen reports.1 Another study from Israel found that the male factor accounted for 45% in 2515 

couples who attended the fertility clinics in Israel between 1999 and 2007, and ovulation disorders 

accounted for 37%, and tubal contributed to 18%.11  

The rate of infertility is increasing, and at the same time, technological changes have made 

many more options available to individuals experiencing fertility problems. It is helpful for a 

woman and her partner to seek health care before trying to get pregnant and identify any possible 

fertility problems.12 In that case, physicians will begin by collecting medical and sexual histories 

from both partners and conducting an initial evaluation, which usually includes a semen analysis, 

a tubal evaluation, and ovarian reserve testing.12  

Infertility can be treated with medicine, surgery, intrauterine insemination (IUI), or assisted 

reproductive technology (ART).7 Medication and intrauterine insemination are often used at the 

same time. Doctors will recommend treatments for infertility based on the evaluation of specific 

factors contributing to infertility, including duration of infertility, age of the female, success rates, 

risks, and benefits of each treatment option.7  
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However, medical treatments for fertility problems are costly in the United States. The 

average cost of an IVF cycle is $12,400.13 Hormone therapy can range from $200 for one use of 

ovarian stimulatory drugs such as Clomid to $3,000 per cycle.14,15 Tubal surgery can range from 

$10,000 to $15,000, which requires a hospital stay.13 Thus, the cost per successful delivery through 

IVF ranges from $44,000 to $211,940, depending on the cause of infertility, the mother’s age, and 

other factors.15 Despite the high financial costs of infertility treatments, health insurance coverage 

for such treatments is limited. Only 19 states have passed insurance mandates to cover ART and 

other infertility treatments.  

The lack of affordable treatment options may have significant detrimental effects on the 

quality of life of millions of Americans. Because of the current lack and variations of insurance 

coverage mandates, infertility is implicitly designated as a disease undeserving of financial 

support, leaving many patients unable to fulfill their reproductive goals.  

This paper summarizes the current status of infertility in the United States; introduces 

available approaches and options for infertility treatments, and reviews the effects of insurance 

mandates and other legislations, aiming to feature the latest advances and critical challenges and 

propose future strategies for infertility insurance mandates.  
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2.0 Methods 

Starting with a PubMed search for “infertility insurance mandates,” this paper firstly 

reviews the burden of infertility in the United States, including its causes, treatment options, 

corresponding costs, and insurance coverage, as well as the trends over time, by summarizing and 

comparing relevant enacted and implemented national- and state-level laws and policies. In 

addition, this paper also reviews the current status of infertility insurance mandates in several 

countries and compares those with the United States.  

 Sources of this paper mainly include peer-reviewed journal articles indexed in PubMed 

and information published on official websites of various federal and state governmental agencies, 

the International Agency for Research on Cancer, and national organizations such as the American 

Society for Reproductive Medicine, Kaiser Family Foundation and RESOLVE.  

Based on the findings of the policy review and further analysis, this paper discusses the 

benefits and deficiencies of current infertility insurance coverage and mandates in the United 

States, and provides policy strategies and recommendations appropriate to the American context.  
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3.0 Literature Review 

3.1 The Burden and Trends of Infertility in the United States 

Currently, no population-based statistics are available to accurately evaluate the burden 

and trends of infertility. There is a lack of nationwide collection of the exact number of infertility 

cases and specific infertility services used in the United States, especially for trends over time. A 

published report presents national estimates and trends based on the National Survey of Family 

Growth (NSFG).16 According to this report, the percentage of women aged 15–44 who had ever 

used infertility services increased from 12% in 1982 to 15% in 1995, then declined to 12% in 2002 

and remained at that level from 2006 to 2010. About 12% of women aged 15–44 in 2006–2010 

(7.3 million), or their partners, had ever used infertility services. Among women aged 25–44, 17% 

(6.9 million) had ever used any infertility service, a significant decrease from 20% in 1995. When 

controlling for confounding factors, such as age, race, marital status, and education, the odds of 

ever using medical help to get pregnant increased in 2006–2010 relative to 1995.16  

According to the NSFG data, in all survey years, the ever-use of specific types of infertility 

services was highest among older and nulliparous women and women with higher education and 

household income levels.16 Among women aged 25–44 with fertility problems who tried to find 

medical help to get pregnant, 27% of those have less than a bachelor’s degree and 56% of these 

are college graduates, suggesting that sociodemographic factors are also significantly associated 

with higher use of any infertility services. This may be due to earlier detection of infertility 

problems and a greater willingness to seek help in higher-income and highly educated groups. In 

addition, the more important reason may be that higher education often leads to delayed marriage 
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and childbearing, and age is the most important factor for female infertility. As noted above, after 

the age of 30, women’s ovarian function begins to decline, and after the age of 35, the decline in 

function is more prominent, making it more difficult to conceive.  

Among men aged 25–44 interviewed in 2006–2010, about one in ten (9.4%) had ever used 

infertility services, which is lower than the 17% among women aged 25–44. Regardless of the 

lower percentages of infertility service use among men, similar associations were seen with age, 

marital status, and other demographic characteristics as seen among women.16  

Although nationwide survey data like NSFG have provided population-based estimates of 

infertility service use, the exact number of infertile people may be underestimated. Inaccurate 

numbers may be caused by many reasons, including failure to seek infertility services, especially 

for male infertility, limited type of infertility treatments included, limited population and age 

covered by the survey, and failure to exclude confounding factors in the analysis. Therefore, a 

national registry covering all infertility treatments is needed to monitor potential infertility 

problems in the United States.  

3.2 The Causes of Infertility and Trends over Time 

The causes of infertility are complex, including female and male reproductive disorders. In 

addition to the disease itself, the following factors also contribute to infertility: women delaying 

marriage and childbearing, life and mental stress, and the increased proportion of male infertility 

(Table 1). 
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Table 1 Causes of Infertility for Female and Male 

Causes Definition Description 

Female Factors 

Fallopian tubes factors Pelvic inflammatory disease and tuberculosis, 

causing tubal inflammation, damage, and 

scarring.  

 Chlamydia trachomatis and Neisseria 

gonorrhoeae as pathogenic bacteria  

 Tuberculosis 

PCOS Polycystic Ovarian Syndrome A common hormonal disorder among women 

that affects women’s menstrual cycle.  

POI  Premature Ovarian Insufficiency Defined as amenorrhea with hypoestrogenism 

and elevated gonadotrophins occurring before 

the age of 40.  

Endometriosis The presence of uterine lining in other pelvic 

organs, especially the ovaries, characterized by 

cyst formation, adhesions, and menstrual pains. 

The cause of endometriosis is unknown, which 

occurs most often between the ages of 25 and 40.  

Other female factors Physical characteristics and environment of the 

uterus 

Including fibroids, intrauterine adhesions, 

endometrial polyps, and adenomyosis.  

Mixed female factors More than one factor All the above reasons could be involved  

Male Factors 

Oligospermia Low sperm concentration as less than 15 million 

sperm per ml 

Caused by varicocele, cryptorchidism, 

reproductive tract infection, autoimmunity, and 

chromosomal abnormalities.  

Asthenospermia The loss or reduction of spermatozoan motility Caused by varicocele, cryptorchidism, 

reproductive tract infection, autoimmunity, and 

chromosomal abnormalities.  

Other male factors Disruption of testicular or ejaculatory function Including anabolic steroid use, certain types of 

cancer treatment, and other medical conditions.  

Hormonal disorders Improper function of the hypothalamus or 

pituitary glands and genetic disorders 

Lifestyle-related Causes for Female and Male 

Age Over 35 for female Women’s fertility will decline 

Tobacco and excessive alcohol consumption Affects fertility in both male and female Affects basic reproductive activities and 

functions 

Obesity Affects fertility in both male and female Abnormal metabolism of sugar, lipid, and 

protein; affecting sexual function and sperm 

quality 

High pressure Affects fertility in both male and female Leading to anxiety, depression, and even 

infertility 
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Historically, the leading causes of infertility were infectious factors, including pelvic 

inflammatory disease and tuberculosis, significantly associated with tubal factor infertility.17 Most 

cases of tubal factor infertility are attributable to untreated sexually transmitted diseases capable 

of causing tubal inflammation, damage, and scarring. Evidence demonstrated the effects of 

Chlamydia trachomatis and Neisseria gonorrhoeae as pathogenic bacteria involved in reproductive 

tract morbidities, including tubal factor infertility and pelvic inflammatory disease.17 Limited 

evidence points to other sexually transmitted organisms, including Mycoplasma genitalium, 

Trichomonas vaginalis, and other microorganisms within the vaginal microbiome, as important 

factors involved in the pathology of infertility.17 Further investigation into the vaginal microbiome 

and other potential pathogens is necessary.  

Compared with the past, the current causes of infertility may be more related to life stress, 

social problems, and male infertility. Reasons for this transition may be the following. First, with 

the progress of society and the improvement in economic level, the pace of life is accelerated, the 

pressure of employment is increased, and the requirements for applicants such as education are 

higher. These may cause mental stress on both men and women, leading to anxiety, depression, 

and even infertility, which again will increase mental stress and cause an irreversible cycle. 

Secondly, due to the increasing pressure of employment, more and more women choose to pursue 

higher education and to delay the age of marriage and childbearing. Thirdly, unbalanced diet, lack 

of exercise, obesity, excessive drinking, and other lifestyle problems are gradually increasing. In 

addition, the problem of male infertility is becoming more and more prominent. As mentioned 

above, among infertile couples, about 33% of infertility cases are attributed to male factors. 

However, this number may be underestimated. In some situations and specific cultures, a diagnosis 
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of male infertility may be so stigmatized that it prevents the male partner from seeking further 

medical care.  

The COVID-19 pandemic is another reason to be concerned. Some studies have shown that 

the new coronavirus can increase male infertility.18 This needs to be confirmed by large-scale and 

long-term follow-up studies, and more studies focusing on the specific mechanism need to be 

carried out.  

3.3 The Treatment Options and Costs of Treatments 

Treatment options for infertility include advice on the timing and frequency of intercourse, 

medications to stimulate ovulation, surgery, intrauterine insemination (IUI), and assisted 

reproductive technology (ART). IUI, also called artificial insemination, requires specially prepared 

sperms to be inserted into a woman’s uterus. Sometimes the woman is also treated with medicines 

that stimulate ovulation before IUI. ART includes all fertility treatments in which either eggs or 

embryos are handled outside of the body. In general, ART procedures involve removing mature 

eggs from a woman’s ovaries using a needle, combining the eggs with sperm in the laboratory, 

and returning the embryos to the woman’s body. The primary type of ART is in vitro fertilization 

(IVF). As shown in Table 2, other types include intracytoplasmic sperm injection (ICSI), zygote 

intrafallopian transfer (ZIFT), and gamete intrafallopian transfer (GIFT).  
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Table 2 Types of Infertility Treatments 

Types Definition Description 

Non-ART (Assisted Reproductive Technology) 

IUI Intrauterine insemination IUI is also called artificial 

insemination. Specially prepared 

sperm are inserted into the 

woman’s uterus.  

Assisted Reproductive Technology 

IVF  In vitro fertilization IVF is the joining of a woman’s 

egg and a man’s sperm in a 

laboratory dish. In vitro means 

outside the body.  

ICSI Intracytoplasmic sperm injection It is used when a male factor 

affects fertility. Through ICSI, a 

single sperm is injected directly 

into the egg.  

ZIFT Zygote intrafallopian transfer In which eggs are fertilized in 

vitro, and some of the resulting 

fertilized eggs are inserted into a 

fallopian tube.  

GIFT Gamete intrafallopian transfer GIFT involves the placement of a 

donor’s oocyte into a surrogate’s 

oviduct.  

Assisted Drugs and Technology 

OI Ovulation induction The most common procedure in 

the treatment of infertility. 

Medicaments for ovulation 

induction are used in two groups. 

The first group consists of women 

who don’t have ovulation. The 

second group consists of women 

who mainly have ovulation and 

treat infertility with assisted 

reproduction methods.  

AH Assisted hatching To breaking or thinning the zona 

pellucida to encourage the embryo 

to escape.  

 

In general, the first stage of treatment is a diagnostic workup, involving a thorough 

examination of each partner’s reproductive organs and their circulatory and endocrine function. 

Further treatment includes three levels. Level I involves ovarian stimulation for up to six cycles. 

Level II involves the use of exogenous gonadotropins for up to six cycles. Level III involves 

assisted reproductive technologies such as IVF for up to four or more cycles.  
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All infertility treatments are exceedingly costly. Findings from one study indicated that 

median out-of-pocket expenses for an 18-month period were $912 for couples using medications 

only, $2,623 for those using IUI, and $19,324 for those using IVF.19  

The cost per successful delivery through IVF ranges from $44,000 to $211,940.15 The 2015 

American Society of Reproductive Medicine (ASRM) reported that the average cost of one IVF 

cycle was $12,400.13 Additional fees for genetic or chromosomal testing of embryos range from 

$2,000 to $5,000, and yearly fees for egg and embryo storage are around $1,000. Many patients 

may require multiple treatment cycles in order to achieve a pregnancy.2 The costs of infertility 

treatments are listed in Table 3.  

A large number of people would benefit from access to ART in the United States. 

According to the National Assisted Reproductive Technology Surveillance System (NASS), the 

number of ART cycles started per year in the United States increased steadily from more than 

50,000 in 1997 to about 200,000 in 2013, although some cases are repeated. The total cost of such 

a large number of procedures is staggering and will cause a tremendous financial burden on 

individuals, families, and society.20  

Infertility treatments can help millions of people have a child, while the disparities in access 

to health care persist. Various financial, social, demographic, and psychological reasons contribute 

to these disparities. Among them, financial accessibility plays a vital role in selecting infertility 

treatments. Generally, people with higher income are more likely to seek medical care for 

infertility and use advanced treatments. Besides income, a reduction in out-of-pocket expenses 

with mandated infertility insurance is associated with increased utilization of infertility treatments 

in the United States.  
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Table 3 Costs of Infertility Treatments 

Types Definition Costs 

Non-ART (Assisted Reproductive Technology) 

IUI Intrauterine insemination $3,866 to $4,299 per cycle 

(Truven Health MarketScan 

Commercial Claims and 

Encounters Databases).21 

 

$2,623 per cycle, the median out-

of-pocket expenses for those using 

IUI (A cohort study).19 

Assisted Reproductive Technology 
IVF  In vitro fertilization $12,400 per cycle (ASRM, not 

clear if medications are included)13  

 

$12,664 per cycle in the mandate 

states, and $9,791 per cycle in non-

mandate states, from a fully-

insured health plan.  

$12,337 per cycle in the mandate 

states, and $11,422 per cycle in 

non-mandate states, from a self-

insured health plan. (Truven 

Health MarketScan Commercial 

Claims and Encounters 

Databases).21 

 

$19,200 per cycle including 

medications (US-based, 

multicenter cohort study)22 

 

$19,324, the median out-of-pocket 

expenses per cycle for those using 

IVF (A cohort study)19 

 

$72,642 for a realized pregnancy 

(A cohort study)19 

Assisted Drugs and Technology 

OI Ovulation induction $1,830 to $2,627 (Truven Health 

MarketScan Commercial Claims 

and Encounters Databases)21 

TS Tubal surgery $10,000 to $15,000 (ASRM)13 

Testing  Genetic or chromosomal testing of 

embryos 

$2,000 to $5,000 (ASRM)13 

Storage Fees for egg and embryo yearly $1,000 (ASRM)13 
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3.4 Public Insurance Coverage for Infertility Diagnostics and Treatments 

The 2010 Patient Protection and Affordable Care Act (PPACA) is the most recent large 

federal law to mandate insurance policies. However, PPACA does not include infertility care in 

its list of essential health benefits and does not comment on whether insurance policies should 

cover infertility care, leaving coverage to the discretion of private insurers and individual states. 

For federal employees who are eligible to elect Federal Employees Health Benefits (FEHB) 

coverage, very few plans pay for IVF or ART procedures. Few plans pay for fertility drugs or 

treatments such as IUI.23 

While most Medicare beneficiaries are adults over the age of 65, Medicare also provides 

health insurance to approximately 2.5 million reproductive-age adults with permanent 

disabilities.24 According to the Medicare Benefit Policy Manual, “reasonable and necessary 

services associated with treatment for infertility are covered under Medicare”.25 However, 

“reasonable and necessary” are not explicitly defined, and specific covered services are not listed. 

In practice, a doctor must first conduct screenings to prove infertility, and further deem fertility 

treatments to be medically necessary.26 Medicare Part B may provide coverage for some fertility 

treatments, but ART is not covered. Prescription drug plans available through Medicare Part D do 

not cover fertility drugs such as Clomid, follicle-stimulating hormone (FSH), and human 

menopausal gonadotropin (hMG).27 Moreover, people enrolled in Medicare Supplement insurance, 

such as Medicare Advantage plans and stand-alone prescription drug plans (PDP), can receive 

more benefits than original Medicare. The specific coverage depends on the patients’ location and 

the insurance provider. For example, KelseyCare Advantage in the Greater Houston area provides 

several plans that offer more benefits, such as prescription drug coverage for necessary medical 

cases involving infertility.28  
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According to a Kaiser Family Foundation (KFF) study, as of January 2020, New York is 

the only state that explicitly requires its Medicaid program to cover fertility treatment (limited to 

three cycles of fertility drugs). Some states may require Medicaid to cover treatments for 

conditions that impact fertility, such as thyroid medications, surgery for fibroids, endometriosis or 

other gynecologic abnormalities. In addition, eight states specifically cover infertility diagnostic 

services (Georgia, Hawaii, Massachusetts, Michigan, Minnesota, New Hampshire, New Mexico, 

and New York). They all offer at least one Medicaid plan with this benefit, but the covered range 

varies. No state Medicaid program currently covers IUI, IVF, or cryopreservation.24  

Among reproductive-age women, Medicaid covers 30% who are Black and 25% who are 

Hispanic, compared to 15% who are White. Concerning the coverage for maternity care and family 

planning services, the lack of coverage for fertility assistance has a disproportionate impact on 

women of color. Because eligibility for Medicaid is based on being low-income, people enrolled 

in the program likely cannot afford to pay for services without some public assistance.  

The insurance program for military families, TRICARE, covers some types of assisted 

reproductive services if deemed “medically necessary,” and pregnancy is achieved through 

“natural conception,” meaning fertilization occurs through heterosexual intercourse. Covered 

services include diagnosis and treatment for an illness or injury of the male or female reproductive 

system, care for erectile dysfunction if it has a physical cause, and diagnostic services (semen 

analysis, hormone evaluation, chromosomal studies). However, IUI, IVF, costs related to donor 

eggs/sperm, and cryopreservation are not usually covered.29 If service members have sustained 

severe illness or injury while on active duty that led to the loss of their natural reproductive ability, 

sperm/egg retrieval, IVF, artificial insemination, blastocyst implantation, and cryopreservation 

may be covered for them.30  
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Another program offered by Veterans Affairs (VA) for Veterans, Women Veterans Health 

Care, may cover a wide range of fertility treatments, procedures, and services. This includes 

infertility assessments and counseling, laboratory tests, genetic counseling, ultrasound imaging, 

hormone therapies, surgical correction, medications, and intrauterine insemination. However, 

donor eggs/sperm/embryos, surrogacy, and experimental treatments are not VA-covered 

services.31  

3.5 Private Insurance Coverage for Infertility Diagnostics and Treatments 

West Virginia enacted the first state-level infertility insurance mandate in 1977. As of April 

2021, 19 states (Arkansas, California, Colorado, Connecticut, Delaware, Hawaii, Illinois, 

Louisiana, Maryland, Massachusetts, Montana, New Jersey, New Hampshire, New York, Ohio, 

Rhode Island, Texas, Utah, and West Virginia) have passed fertility insurance coverage laws that 

require insurers to either cover (17 states) or offer (two states, California and Texas) coverage for 

infertility diagnosis and treatment. Thirteen of those states include IVF coverage, and 11 states 

have fertility preservation laws for iatrogenic (medically-induced) infertility.  

A “mandate to cover” is a law requiring that health insurance companies provide coverage 

of infertility treatment as a benefit included in every policy. A “mandate to offer” is a law requiring 

that health insurance companies make available for purchase a policy that offers coverage of 

infertility treatment. Among states that do not have a “mandate to cover, ” nine states (Arizona, 

Iowa, Michigan, Missouri, Nevada, North Carolina, Pennsylvania, Tennessee, and Virginia) and 

Washington, D.C. have a benchmark plan that includes coverage for at least some infertility 

services for most individual and small group plans sold in that state.  
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However, these laws apply only to certain insurers, for certain treatment services, and for 

certain patients, and some states have monetary caps on costs. In addition, state laws do not apply 

to self-funded or self-insured employer plans regulated by federal law. Moreover, many states 

provide exemptions for small employers (<50 employees) or religious employers (see Table 4 and 

Table 5).  

The use of infertility services is higher in states with an infertility insurance mandate 

compared with states without a mandate. Infertility expenditures for women enrolled in self-

insured plans were 1.2 times higher for those living in states with this mandate versus those without 

a mandate. In contrast, there was a threefold difference for women enrolled in fully-insured plans, 

suggesting that these plans incur more significant expenditures in the context of an insurance 

mandate.21 In addition, infertility insurance mandates have been shown to increase the use of 

infertility services in studies using the Society for Assisted Reproductive Technologies (SART) 

clinical data reported to the CDC and the National Survey of Family Growth.32,33 
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Table 4 States with Laws Mandating Insurance Coverage for both Female and Male Factors 

State Start Year 

Revise Year 

Group 

Insurers 

Employers Age Limit Coverage IVF HMO 

Treatment 

Religious 

Organization 

Fertility 

Preservation 

Services 

California 1989 To offer  Employers 

who self-

insure are 

exempt 

Not Diagnosis, 

diagnostic 

testing, 

medication, 

surgery,  

GIFT 

Not include All plans 

covered 

Not require Not detailed 

Connecticut 1989 

2005 

2017 

To cover Employers 

who self-

insure are 

exempt 

Not 4 cycles for 

OI 

3 cycles for 

IUI 

2 cycles for 

IVF, GIFT, 

ZIFT 

Low tubal 

ovum 

transfer (≤ 2 

embryo) 

Include HMOs 

excluded 

Not require Yes 

Delaware 2018 To cover Employers 

who self-

insure or 

fewer than 

50 

employees 

are exempt 

Yes 

 

For IVF, 

retrieval≤45 

transfers≤50 

diagnostic 

testing, 

medication, 

surgery, 

IUI, AH, 

ICSI, OI, 

IVF 

Include All plans 

covered 

Not require Yes 

Illinois 1991 

1997 

2019 

To cover Employers 

who self-

insure or 

fewer than 

25 

employees 

are exempt 

Not diagnostic 

testing, 

medication, 

surgery, 

Low tubal 

ovum 

transfer  

IVF, GIFT, 

ZIFT 

Include All plans 

covered 

Not require Yes 
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Maryland 1985 

2000 

2018 

2020 

To cover Employers 

who self-

insure or 

fewer than 

50 

employees 

are exempt 

Not Three IVFs 

per live 

birth, 

Maximum 

$100,000 

Include All plans 

covered 

Not require Not  

Massachusetts 1987 

2010 

To cover Employers 

who self-

insure are 

exempt 

Yes 

 

Female≤ 35 

(1 year 

period) 

Female≥35 

(6-month 

period) 

Diagnosis, 

diagnostic 

testing, 

medication, 

surgery, 

IVF, GIFT, 

ICSI, ZIFT 

Include All plans 

covered 

Not detailed Not detailed 

Montana 1987 To cover Employers 

who self-

insure are 

exempt 

Not Requires 

HMOs to 

cover 

infertility 

services as 

part of basic 

healthcare 

services.  

(Not 

detailed) 

Not include HMOs only Not detailed Not detailed 

New 

Hampshire 

2020 To cover Not detailed Not Diagnosis, 

diagnostic 

testing, 

medication, 

surgery 

Not include All plans 

covered 

Not detailed Yes 

New Jersey 2001 

2017 

To cover Employers 

who self-

insure or 

fewer than 

50 

employees 

are exempt 

Yes 

 

Female≤ 35 

(1 year 

period) 

Female≥35 

(6-month 

period) 

Diagnosis, 

diagnostic 

testing, 

medication, 

surgery 

AH, IVF, 

ICSI, GIFT, 

ZIFT, OI 

Include All plans 

covered 

Not require Not detailed 



20 

New York 1990 

2002 

2020 

To cover Employers 

who self-

insure are 

exempt 

Not Diagnosis, 

diagnostic 

testing, 

medication, 

surgery 

3 cycles for 

IVF  

Include 

(100 or 

more 

employees) 

All plans 

covered 

Not detailed Yes 

But not 

defined by 

law 

Ohio 1991 To cover Employers 

who self-

insure are 

exempt 

Not Requires 

HMOs to 

cover 

infertility 

services as 

part of basic 

healthcare 

services. 

IVF, GIFT, 

ZIFT are 

not required 

by the law 

Include 

(not 

required by 

the law) 

HMOs only Not detailed Not detailed 

West Virginia 1995 To cover Employers 

who self-

insure are 

exempt 

Not Requires 

HMOs to 

cover 

infertility 

services as 

part of basic 

healthcare 

services. 

Not 

detailed 

HMOs only Not detailed Not detailed 
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Table 5 States with Laws Mandating Insurance Coverage for Female Factors Only 

State Start Year 

Revise Year 

Group 

Insurers 

Employers Age Limit Coverage IVF HMO 

Treatment 

Religious 

Organization 

Fertility 

Preservation 

Services 

Arkansas 1987 To cover  Employers 

who self-

insure are 

exempt 

Not IVF 

Maximum 

$15,000 

Procedures 

and 

treatment 

under IVF 

benefit 

Include HMOs 

excluded 

Not detailed Not detailed 

Colorado 2020 To cover Employers 

who self-

insure are 

exempt 

Not Oocyte 

retrievals 

(3 

completed, 

using 

single-

embryo 

transfer) 

Not include All plans 

covered 

Not require Yes 

Hawaii 1989 

2003 

To cover Employers 

who self-

insure are 

exempt 

Not 

 

 

1 cycle for 

IVF 

diagnostic 

testing 

under IVF 

benefits 

Include All plans 

covered 

Not detailed Not detailed 

Louisiana 2001 To cover Employers 

who self-

insure are 

exempt 

Not Not 

detailed, 

Not 

required to 

cover IVF 

or other 

ART 

Not include All plans 

covered 

Not detailed Not detailed 

Rhode 

Island 

1989 

2006 
2017 

To cover Employers 

who self-
insure are 

exempt 

Yes 

 
Female 

between 25 

Diagnosis, 

diagnostic 
testing, 

medication, 

Not include All plans 

covered 

Not detailed Yes 
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and 42 surgery 

Maximum 

$100,000,  

up to 20% 

copayment 

Texas 1987 To offer Employers 

who self-

insure are 

exempt 

Not No coverage 

is required. 

Only 

required to 

offer IVF 

Include All plans 

covered 

Not require Not detailed 

Utah 2018 

2020 

To cover Not detailed Not Diagnosis, 

diagnostic 

testing, 

medication, 

indemnity 

$4,000 to 

treatment 

Not include All plans 

covered 

Not detailed Not detailed 
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4.0 Discussion 

Currently, infertility affects about seven million individuals in the United States, causing a 

substantial economic burden and a serious socio-psychological burden. Infertility can be caused 

by various reasons, including infertility-related disease, and psychological and lifestyle-associated 

reasons. This section will discuss the challenges of infertility treatments, the benefits of infertility 

insurance mandates, the impact of employer-provided infertility benefits on employers and 

workers, and insurance coverage and mandates for male factor infertility. The current status of 

infertility insurance mandates in the United States and comparison with other countries will be 

addressed. Recommendations tailored to state infertility insurance laws are also provided.  

4.1 Challenges for Infertility Treatments 

There are many therapeutic options for infertility, such as medicine, surgery, IUI, or ART. 

IVF is the primary type of ART. With the continuous improvement of technologies, therapeutic 

options will increase. The increased therapeutic options have brought many opportunities to 

infertile couples. They can choose different types of treatment according to their specific situation, 

economic and insurance status, and the scope of insurance coverage. In the meantime, 

technological advancements and increased therapeutic options could decrease treatment costs, 

which will benefit more infertile couples, meaning that families that cannot afford the high costs 

can have their genetically related children.  
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However, infertility treatments also bring some challenges. First of all, not every 

technology is 100% successful. The probability of success is related to various factors, including 

severity of disease, the patient’s age, and the function of the ovary. Therefore, some infertile 

couples may have to undergo multiple cycles or even different treatments, further increasing the 

cost and bringing a greater psychological burden to infertile couples. Second, therapeutic options 

also bring challenges to infertility insurance providers. Specific types and numbers of infertility 

treatment, including pre-treatment tests and evaluations, should be covered, which requires 

detailed research to develop a feasible plan. Third, the implication of ART treatment can lead to 

an increase in the rate of multiple births,34 especially for those with limited or no insurance 

coverage. Because of the financial pressure associated with the ART treatment, they are more 

likely to ask to transfer more than one embryo to maximize their chance for success. Multiple 

embryo transfer can increase the rate of multiple births (twins, triplets, or more), which can lead 

to increased risk of gestational diabetes, hypertensive disorders of pregnancy, hemorrhage, and 

stillbirth.35 In 2011, fertility treatments were responsible for 36% of all twin births and 77% of 

triplet and higher-order multiple births in the United States.36 A multiple birth can be good news 

for women who have difficulty conceiving. For women over 35, the most common recipients of 

IVF, the total number of multiple births they produce has skyrocketed, associated with increased 

health risks to mothers and infants. According to infant mortality statistics, the infant mortality 

rate of multiple births is five times higher than for singleton births,37 because multiple births are 

often accompanied by an increase in preterm birth rates. The neurological and endocrine systems 

of multiple preterm infants are poorly developed, and their self-regulation function is extremely 

low, which can lead to death at any time. Therefore, choosing single embryo transfer is very 

important for IVF to prevent multiple births.  
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4.2 Benefits of Infertility Insurance Mandates 

Infertility insurance mandates for ART increase access to infertility treatment and may 

influence clinical practice. With the infertility mandates, the financial pressure on infertile couples 

has reduced significantly,38 and more infertile and older women choose ART due to their higher 

probability of having private health insurance, resulting in increasing fertility rates and live births, 

especially for first birth rates for women over 35.39 A study analyzed 1981-1998 Vital Statistics 

data on births and maternal mortality, suggesting that White women ages 35-49 lived in states with 

mandated insurance coverage of infertility treatment had 20% lower maternal mortality rates 

relative to women living in states that did not adopt mandates.40  

A study examined whether infertility insurance mandates for ART were successful in 

increasing fertility rates and estimated the number of new births generated by the mandates would 

be IVF related, suggesting that for every 88 births generated by infertility diagnosis and treatment, 

24 would be likely to be IVF related.41 

The effect of mandates on first birth rates might depend on the type of mandate enacted. A 

“mandate to cover” affects births differently than a “mandate to offer,” or a mandate that includes 

IVF affects births differently than one that excludes IVF. Several studies showed that a mandate 

is associated with increases in the use of IVF. They also established a market model for IVF to 

predict the utilization rate and found that the infertility insurance mandates could increase the IVF 

utilization rate.4 In some states with full IVF coverage, fewer embryos per cycle are transferred, 

leading to a reduced risk of multiple births per cycle. By maximizing the chance of a full-term, 

normal-birthweight infant, substantial benefits accrue to the patient, the infant, and even the 

healthcare system.  
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A number of scientists have also examined the effects of these mandates, using differences-

in-differences approaches42 where they exploit variation across states, over time, and by 

demographic categories. Although, they found that the mandates have not reduced disparities in 

the use of infertility treatment by race and socio-economic status, they found that mandates are 

associated with an increase in reported use of infertility treatment among highly educated, older 

women that is larger than the effects for other groups.4 

In addition to the benefits mentioned above, infertility insurance mandates can also 

increase social stability, harmony, and people’s happiness. Evidence shows that a female or male 

factor infertility diagnosis is associated with a lower personal quality of life, and undergoing ART 

can positively affect the well-being of couples accessing infertility services. From a social point 

of view, this reduces the likelihood of divorce,43 promoting social harmony. Infertility insurance 

mandates can also increase the cohesion of enterprises if employers provide infertility insurance 

coverage.  

4.3 Impact of Employer-provided Infertility Benefits on Employers and Workers 

Unlike typical pregnancy-related services guaranteed nationally as basic health plan 

benefits under the National Pregnancy Discrimination Act (PDA), coverage for infertility 

treatment services is not similarly ensured, especially for ART. In the United States, only one in 

five employers provide infertility treatment benefits to their employees, and these policies vary 

widely in their comprehensiveness, reimbursement limits, and eligibility requirements.5  

Both employers and employees can achieve positive outcomes if employers provide 

infertility insurance coverage. A 2016 online consumer survey commissioned by RESOLVE of 
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more than 700 employees pursuing IVF found that those with employer-provided IVF benefits had 

higher satisfaction with their employer than respondents without coverage. Covered employees 

were less likely to miss time from work due to treatments, experience psychological stress, 

depression, or other conditions related to infertility. In addition, covered employees were more 

likely to recommend their employer as a place to work; and felt their employer listened, met their 

needs, and cared about their well-being. Similarly, a 2017 survey conducted by FertilityIQ of 

patients who had undergone IVF found that employees who had their IVF covered reported being 

more likely to remain in their job for a longer period (62%), were more willing to overlook the 

shortcomings of their employer (53%) and were more likely to work harder (22%).44 

Employers fight to attract and retain talent in the current tight labor market, and growth in 

infertility benefits coverage is a suitable strategy for achieving this. A review of coverage data 

from FertilityIQ shows a clear trend in industries such as finance, consulting, and technology 

toward offering fertility benefits and expanding existing coverage.45 Another recent national 

survey also found that many employers are interested in expanding their infertility benefit offerings. 

Of the respondents who do not currently cover IVF, almost a fifth say they are likely to add this 

coverage in the next two years. Likewise, of the respondents who do not currently cover egg 

freezing, 12% are likely to do so within two years.46  

The most common reason given by employers for not providing infertility coverage is cost. 

Larger employers are more likely to cite cost as a barrier than smaller employers. A study shows 

that if employees do not value infertility mandates at cost empirically and are unwilling to take 

wage cuts, employers may decrease their demand for this affected and identifiable group, women 

between the ages of 28 and 42.14 
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However, the national survey also showed that 47% of respondents would be more likely 

to provide fertility coverage if they knew the cost of covering infertility treatment would be offset 

by savings from eliminating other medical plan costs, such as multiple births.46  

4.4 Insurance Coverage and Mandates for Male Factor Infertility 

As mentioned above, about 33% of infertility cases are attributed to male factors. There is 

a possibility that this number is underestimated. Data from the National Survey of Family Growth 

(NSFG) demonstrates that among couples actively seeking infertility care in the United States, as 

many as 18%–27% of men do not complete a male evaluation,47 indicating that male factor 

infertility must be given close attention and high priority. The true prevalence of male factor 

infertility in the United States is unknown. Based on data from the National Assisted Reproductive 

Technology Surveillance System (NASS), researchers mapped the geographic distribution of male 

factor infertility for IVF between 1999 and 2010. The prevalence varied by states during the study 

interval, and the overall prevalence of isolated and total male factor infertility remained stable at 

around 17.1% and 34.6%, respectively.48  

Infertility has traditionally been considered a female problem. In certain cultures and 

situations, a diagnosis of male infertility may be so negative as to prevent the male partner from 

seeking medical care for diagnosis and treatment.49 Religion can also influence the attitudes toward 

a diagnosis and treatment for the male partner.48 Generally, there is a lack of knowledge among 

policymakers and insurance providers about male factor infertility.50 Thus, efforts must be made 

to recognize male factor infertility and understand its mechanism and necessary treatments.  
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There is an inequity between male and female coverage in state laws for the infertility 

insurance mandates.51 In 19 states with laws mandating insurance coverage for female factor 

infertility, 12 (California, Connecticut, Delaware, Illinois, Maryland, Massachusetts, Montana, 

New Hampshire, New Jersey, New York, Ohio, and West Virginia) have mandates for male factor 

infertility evaluation or treatment (Table 4), and seven (Arkansas, Colorado, Hawaii, Louisiana, 

Rhode Island, Texas, and Utah) have mandates for female factor only (Table 5). 

Although there are recommendations that male and female partners begin infertility 

evaluations together, only 12 of 19 states with laws mandating infertility insurance coverage for 

male partners. Excluding men from infertility coverage has several risks, such as reducing male 

access to necessary care, inducing a higher burden on female partners, and missing opportunities 

to diagnose severe male health problems. Therefore, future laws should promote equal attention to 

male and female partners. 

4.5 Impact of Assisted Reproductive Technology on Fertility Preservation 

Fertility Preservation (FP) is a fundamental issue for males and females whose future 

fertility may be compromised. Reproductive capacity may be seriously affected by age, different 

medical conditions, and treatments, especially those with gonadal toxicity.52 Although patients 

diagnosed with benign diseases, including benign hematological diseases, autoimmune diseases, 

and gynecological or genetic disorders, account for 8% ‐ 13% of the demand for fertility 

preservation, the main population at risk consists of young oncology patients treated with 

chemotherapy, radiotherapy, or ovarian surgery.53  
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Cancer can affect reproductive organs, or the damage to the ovaries and testis can be caused 

by the type and dose of chemotherapy or radiotherapy.54 So infertility is a known complication of 

cancer treatment, and fertility preservation is one of the top concerns for most cancer survivors.55,56 

Advancing cancer therapies and high survival rates associated with these treatments have resulted 

in the need for female patients to have the option to preserve fertility through embryo or oocyte 

preservation.57  

The Alliance for Fertility Preservation (AFP) estimates that in the United States, 

approximately 160,000 people between the ages of 0-44 are diagnosed with cancer each year.58 

According to the WHO-International Agency for Research on Cancer (IARC) database,59 the 

estimated number of new cancer cases in 2020, aged 25-44 years, in the United States for both 

sexes is 115,532 (Figure 1A), and 77,247 for female only (Figure 1B). Moreover, the estimated 

number of prevalent cancer cases (three-year) in 2020 in the United States for both sexes is 270,306 

(Figure 1C), and 180,103 for female only (Figure 1D).  

The  American Society of Clinical Oncology, American Society of Reproductive Medicine 

(ASRM), Society for Assisted Reproductive Technology (SART), and the American Medical 

Association (AMA) maintain that fertility preservation should be offered in certain instances. 

These circumstances include fertility preservation for women receiving gonadotoxic therapies for 

cancer or other medical diseases and certain genetic disorders such as BRCA mutations.60 The 

primary care community is in a critical position to provide information about the possibility of 

fertility preservation, providing referrals to a reproductive endocrinology and infertility specialist, 

or a gynecologist, in order to incorporate reproductive goals into the patient’s overall survivorship 

and overall quality-of-life plan.61 In addition, the knowledge that efforts have been made to 

preserve future fertility can serve as a stimulus of hope.  
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An anonymous online survey of SART membership shows that the large majority of SART 

members favored insurance for fertility preservation for cancer patients and the avoidance of 

genetic disorders.62 Federal legislation has been introduced for fertility preservation in the 

Department of Defense.63 Moreover, 11 states have current fertility preservation laws for 

iatrogenic (medically-induced) infertility.64 
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Figure 1 Estimated Number of New and Prevalent Cases (3-year) Worldwide in 2020, ages 25-44 
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4.6 Current Status of Infertility Insurance Mandates in the United States and Other 

Countries with Social Health Insurance System 

There are differences between states to access general infertility insurance in the United 

States, dependent on the state of underwriting and the median disposable income of the locals in 

question. Therefore, improved access to and utilization of infertility insurance is crucial and may 

have broader implications for public health.  

About 30 states in the United States have not enacted infertility insurance mandates. The 

possible reasons are as follows. First, there is a lack of a population-based database that could 

accurately define the burden of infertility and difficulties in access to infertility services. Secondly, 

patient, public, and provider awareness of infertility is limited, due to education level, scientific 

biases, and conflicts of interest. Thirdly, there is a lack of health insurance coverage and limited 

funding for clinical care. Finally, cultural, religious, and societal perceptions of infertility 

diagnosis and acceptance are important to consider. Altogether, infertility needs to be recognized 

as a disease and a public health issue. Further evaluation of the effects of these mandated benefits 

is essential to inform this policy debate.  

In several countries with social health insurance systems, the mandated insurance coverage 

for infertility testing and treatment is quite different. In Germany, before 2004, all financial costs 

of maximally four IVF treatment cycles were fully reimbursed by the public health insurance 

system without restriction by a lower age limit. In 2004, following the implementation of the 

German healthcare modernization law, only women covered by the social healthcare system, 

between the ages 25 and 40 years, with a male partner younger than 51 years, qualified for 50% 

reimbursement of maximally three IVF cycles, resulting in a dramatic reduction of ART treatment 

in Germany.65 
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Australia has a tradition of supportive public funding of ART treatment through its publicly 

financed health insurance scheme, Medicare. Since 2001, women have been eligible for partial 

reimbursement of almost all ART and IUI cycles with no funding limits to factors such as the 

number of previous cycles, maternal age, and duration of infertility.66  

In Korea, the government enacted health insurance coverage for infertility treatment 

procedures in October 2017. Furthermore, in July 2019, the government abolished the restriction 

on the age of women so that women aged 45 years or older could benefit from health insurance for 

infertility treatment if considered necessary by a physician. The co-pay rate for IVF and IUI 

procedures also increased from 30% to 50%.67  

In Japan, with its universal health insurance coverage, people can receive medical tests for 

fertility problems, including hormonal tests, hysterosalpingography, and early-phase fertility 

treatments, including ovulation induction with timed intercourse using transvaginal 

ultrasonography with 30% copayments. However, public health insurance does not cover IUI and 

ART treatments. Alternatively, the government offers partial reimbursement of 300,000 Japanese 

Yen (JPY) per ART cycle for up to six cycles for women younger than 43. In February 2022, Japan 

plans to expand the scope of universal health insurance coverage for infertility.68 As a result, 

treatments such as artificial insemination that were not covered by medical insurance will be 

included for the first time.  

To control overpopulation, severe poverty, and resource shortages, China implemented the 

family planning of encouraging one-child policy (abbreviated as one-child policy) in the early 

1980s. Since 2013, this policy started to be relaxed to ameliorate the stagnant population growth, 

aging population, and shrinking workforce. Currently, there is no national-level infertility 

insurance coverage in China.69 In March 2022, the Beijing Municipal Medical Insurance Bureau, 



 35 

together with the Municipal Health Commission and the Municipal Human Resources and Social 

Security Bureau, announced that 16 safe and reliable assisted reproductive technologies such as 

common intrauterine insemination, embryo transfer, and sperm optimal treatment will be included 

in residents medical insurance.70 This municipal policy change in Beijing is an important step 

toward a more supportive environment in society to encourage childbearing in women.  
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5.0 Proposed Strategies 

At present, 19 states in the United States have passed insurance mandates to cover 

infertility treatments, yet other states have no infertility insurance mandates. The main reasons 

have been analyzed above. In order to improve access to and utilization of infertility insurance, 

proposed strategies are recommended at the national and state levels based on the three categories, 

including no insurance mandate, insurance mandates for women only, and insurance mandates for 

both men and women.  

5.1 Proposed Strategies at the National Level 

5.1.1  Health Education 

1. To conduct nationwide health education to raise public awareness of infertility, 

especially for insurance providers, political leadership, and many medical societies and 

practitioners.  

2. To popularize public health knowledge related to infertility, improving the awareness of 

early diagnosis and treatment.  

5.1.2  Infertility Insurance Mandates 

1. To establish a national population-based database that can accurately analyze the burden 

of infertility and collect all data on access and utilization of infertility care and insurance. 
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2. To evaluate the possibility of passing national-level infertility insurance mandates and 

then make legislative advocacy efforts. 

At the national level, infertility insurance can be promoted in three stages (such as for 

women) 

 Stage I: covering diagnosis and related tests for fertility problems, such as hormonal 

tests and early-phase fertility treatments, including ovulation induction, can be 

required of insurance providers. According to the costs listed in Table 3, the 

estimated maximum cost is $7,600 per person (including ovulation induction, 

$2,600, and testing, $5,000). Based on the data from CDC, 13% of the 

approximately 72 million reproductive-aged American women need infertility 

services, and the total costs are $71 billion for those women.  

 Stage II: IUI can be required to be covered. According to the costs listed in Table 

3, the estimated maximum cost is $4,299 per cycle for IUI. Based on the NASS 

data, the number of ART cycles performed per year in the United States is 200,000, 

with costs of about $860 million. Generally, infertility insurance covers three cycles 

for IUI, and total costs are $7,100 million per year (including $1,520 million for 

stage I, $3,000 million for surgery, and $2,580 million for IUI).  

 Stage III: IVF, GIFT, and ZIFT can be required to be covered. Take IVF as an 

example: according to the costs listed in Table 3, the estimated cost is $12,400 per 

cycle. Based on the NASS data, the number of ART cycles performed per year in 

the United States is 200,000, with costs of about $2,480 million per cycle. Generally, 

infertility insurance covers three cycles for IVF, and total costs are about $12 billion 
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per year (including $1,520 million for stage I, $3,000 million for surgery, and 

$7,440 million for IVF).  

The government can decide the age limit, number of cycles for IUI and IVF, and maximum 

payment (such as infertility insurance mandates in Delaware, Massachusetts, Connecticut, 

Maryland, New Jersey, New York), or offer partial reimbursements or copayments with a 

percentage for those infertility treatments (such as infertility insurance mandates in Germany, 

South Korea, and Japan). 

5.2 Proposed Strategies at the State Level 

For the states have passed infertility insurance mandates for both men and women, 

including 12 states (California, Connecticut, Delaware, Illinois, Maryland, Massachusetts, 

Montana, New Hampshire, New Jersey, New York, Ohio, and West Virginia): 

 Collect related information on infertility insurance, including the number of the 

insured population, treatment options, costs, and other effects, conduct a systematic 

evaluation. 

 Increase infertility insurance coverage based on treatment options, especially for male 

factor infertility. 

For the states have passed infertility insurance mandates only for women, including seven 

states (Arkansas, Colorado, Hawaii, Louisiana, Rhode Island, Texas, and Utah): 

 Collect related information on infertility insurance for women, including the number 

of the insured population, treatment options, costs, and other effects, conduct a 

systematic evaluation. 
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 Increase infertility insurance coverage for women based on treatment options. 

 Collect population-based data on the male factor infertility in the state and estimate 

the possibility of passing male infertility insurance mandates dependent on the state of 

underwriting and median disposable income of the locals, then make legislative 

advocacy efforts. 

For the states that have no infertility insurance mandates for women and men (other 31 

states): 

 Collect population-based data related to infertility of women and men in the state, and 

estimate the possibility of passing infertility insurance mandate dependent on the state 

of underwriting and median disposable income of the locals, then make legislative 

advocacy efforts. 

 Enact infertility insurance mandates for women firstly based on treatment options.  

 Estimate the possibility of passing male infertility insurance mandates dependent on 

the state of underwriting and median disposable income of the locals, then make 

legislative advocacy efforts.  

  



 40 

6.0 Limitations 

This paper has several limitations. Although all the referenced documents and information 

were obtained from credible sources online, this paper does not include data analysis using the 

original database from the Society for Assisted Reproductive Technology (SART) or the National 

Survey of Family Growth (NSFG). Also, most published data examine only the use of assisted 

reproductive technologies (ART) like in vitro fertilization (IVF), which compose only a small 

fraction of infertility treatments. The effects of non-ART infertility treatments such as ovulation-

inducing drugs and artificial insemination are relatively unclear.  
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7.0 Conclusions 

Infertility is a disease with a considerable socio-psychological burden in the United States. 

With the progress of society and economic development, the causes of infertility have also changed, 

from mainly infectious factors to be more related to life stress and male infertility. Infertility can 

be treated with many therapeutic options, including medicine, surgery, intrauterine insemination 

(IUI), or assisted reproductive technology (ART). While infertility treatments are quite expensive, 

many health insurance plans do not cover infertility diagnoses or treatments. The lack of affordable 

treatment options affects the quality of life of millions of Americans. Therefore, infertility 

insurance mandates are necessary and have many benefits for infertile couples. Currently, 19 states 

have passed insurance mandates to cover ART and other infertility treatments. The reason why 

some states have not enacted mandates might be the common misperception that infertility-related 

care is an elective option rather than a medical necessity, especially for male infertility. Therefore, 

infertility needs to be recognized as a public health issue by raising public awareness to be accepted 

by insurance providers, political leadership, and many medical societies and practitioners. 

Recommendations tailored to state infertility insurance policies to improve access to and 

utilization of infertility insurance are provided. In addition, a national registry covering all 

infertility treatments is needed to monitor potential infertility problems in the United States.  
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