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INTRODUCTION

THE AIM OF THIS BOOKLET IS TO PROVIDE YOU WITH AN OVERVIEW OF FERTILITY
PRESERVATION, WITH AN EMPHASIS ON THOSE SERVICES AVAILABLE HERE AT UIHC. IF
YOU THINK YOU MAY BE INTERESTED IN ANY OF THESE SERVICES AND WOULD LIKE
MORE INFORMATION, PLEASE SCHEDULE AN APPOINTMENT WITH US IN OUR IVF CLINIC
(319-356-8483) SO THAT WE CAN PROVIDE YOU WITH MORE ONE-ON-ONE COUNSELING
SPECIFIC TO YOUR NEEDS. WE MAY THEN RECOMMEND AN APPOINTMENT IN EITHER
OUR IVF OR REPRODUCTIVE ENDOCRINOLOGY CLINICS.

FERTILITY PRESERVATION SERVICES AVAILABLE AT THE UIHC CENTER FOR
ADVANCED REPRODUCTIVE CARE INCLUDE:

® COMPREHENSIVE FERTILITY EVALUATION OF THE INDIVIDUAL OR COUPLE
® IN VITRO FERTILIZATION WITH EMBRYO CRYOPRESERVATION

® PREIMPLANTATION GENETIC DIAGNOSIS

® ANONYMOUS AND KNOWN OOCYTE DONATION

® ANONYMOUS AND KNOWN EMBRYO DONATION

® ANONYMOUS AND KNOWN SPERM DONATION

® ASSISTED FERTILIZATION VIA ICSI

® SPERM RETRIEVAL

® SPERM CRYOPRESERVATION

® COUNSELING SERVICES

PATIENTS WHO MIGHT CONSIDER FERTILITY PRESERVATION OPTIONS INCLUDE:

® CANCER PATIENTS
® WOMEN WITH BENIGN OVARIAN DISEASE OR ENDOMETRIOSIS REQUIRING
EXTENSIVE SURGERY
® WOMEN WITH BRCA | AND Il MUTATIONS
® AUTOIMMUNE DISEASE PATIENTS
(SUCH AS LUPUS NEPHRITIS, ACUTE GLOMERULONEPHRITIS, BEHCET’S
SYNDROME)
® PATIENTS WITH HEMATOLOGIC DISEASES
(IE SICKLE CELL DISEASE)
® WOMEN AT INCREASED RISK FOR PREMATURE OVARIAN FAILURE
(FRAGILE X PREMUTATION CARRIERS, FAMILY HISTORY OF EARLY
MENOPAUSE)



UNDERSTANDING FERTILITY PRESERVATION

IT IS IMPORTANT FOR YOU TO BE AWARE OF WHAT IMPACT YOUR DIAGNOSIS AND
TREATMENT WILL HAVE ON YOUR REPRODUCTIVE HEALTH BEFORE BEGINNING
TREATMENT, AND WHAT OPTIONS ARE AVAILABLE TO YOU TO PRESERVE YOUR
FERTILITY. THE FOLLOWING INFORMATION CAN BE USED AS A GUIDE TO INITIATE A
MEANINGFUL DISCUSSION WITH YOUR PHYSICIAN. MUCH OF THIS INFORMATION
REFERS TO THE DIAGNOSIS OF CANCER, BUT IT CAN ALSO BE APPLIED TO THE
CONDITIONS ON THE PREVIOUS PAGE WHICH MAY INVOLVE THE SAME TREATMENT.

WHAT IMPACT WILL MY DIAGNOSIS AND TREATMENT HAVE ON MY FERTILITY?
CANCER ITSELF USUALLY DOES NOT AFFECT FERTILITY IN WOMEN. IT IS THE
TREATMENT OF CANCER, WHICH CAN BE THE SAME TREATMENT USED FOR SOME
BENIGN CONDITIONS, WHICH AFFECTS FERTILITY. ONE OF THE MOST IMPORTANT
FACTORS IN DETERMINING THE IMPACT OF YOUR DIAGNOSIS AND TREATMENT ON
YOUR FERTILITY IS YOUR FERTILITY STATUS PRIOR TO TREATMENT. MOST OF THE
TIME, PATIENTS ARE UNAWARE OF THEIR FERTILITY STATUS PRIOR TO TREATMENT.
REGULAR MENSTRUAL CYCLES OR A PRIOR PREGNANCY DOES NOT ALWAYS
INDICATE FERTILITY. A REPRODUCTIVE ENDOCRINOLOGIST CAN HELP YOU
DETERMINE YOUR CURRENT FERTILITY STATUS. AGE IS AN IMPORTANT FACTOR IN
PREDICTING FERTILITY, WITH A SIGNIFICANT DECLINE IN WOMEN AROUND THE AGE
OF 37 OR 38. OVARIAN RESERVE IS ALSO A USEFUL INDICTOR, WHICH IS OFTEN
ESTIMATED BY LOOKING AT THE OVARIES USING TRANSVAGINAL ULTRASOUND
IMAGES. THE SIZE OF THE OVARIES AND THE NUMBER OF FOLLICLES PRESENT
(EGG-CONTAINING CYSTS) INDICATE THE NUMBER OF EGGS REMAINING IN THE
OVARIES (OVARIAN RESERVE). AN FSH LEVEL ON THE THIRD DAY OF YOUR
MENSTRUAL CYCLE IS ALSO COMMONLY USED TO MEASURE OVARIAN RESERVE.
AMH (ANTI-MULLERIAN HORMONE) MAY BE A USEFUL MARKER IN THE FUTURE, BUT
CURRENTLY MORE RESEARCH IS NEEDED. WE WOULD STRONGLY ENCOURAGE YOU
TO HAVE AN EVALUATION OF YOUR OVARIAN RESERVE PRIOR TO STARTING ANY
CANCER TREATMENT SO THAT YOU CAN BE MORE ACCURATELY COUNSELED ON THE
IMPACT OF YOUR CANCER TREATMENT ON YOUR FERTILITY AND THE SUCCESS OF
VARIOUS FERTILITY PRESERVATION OPTIONS.

THE SPECIFICS OF YOUR TREATMENT (IE CHEMOTHERAPY, RADIATION, SURGERY)
WILL ALSO DETERMINE YOUR RISK FOR INFERTILITY. CHEMOTHERAPY AND
RADIATION CAN DAMAGE THE CELLS THAT PRODUCE EGGS AND SPERM, BUT THE
EXTENT TO WHICH THIS OCCURS DEPENDS ON SEVERAL FACTORS. WITH REGARD
TO CHEMOTHERAPY, THE MOST IMPORTANT ISSUES WILL BE THE TYPE OF
CHEMOTHERAPY AGENT AND THE CUMULATIVE DOSE. CERTAIN CHEMOTHERAPY
AGENTS ARE MORE DAMAGING THAN OTHERS. ALKYLATING AGENTS, LIKE
CYCLOPHOSPHAMIDE AND PROCARBAZINE, TEND TO HAVE A MUCH GREATER EFFECT
ON OVARIES THAN OTHER AGENTS LIKE METHOTREXATE, VINCRISTINE, AND
BLEOMYCIN WHICH HAVE LITTLE EFFECT. RADIATION CAN BE PARTICULARLY
TOXIC TO OVARIES IF IT IS DIRECTED TOWARD YOUR PELVIC AREA. IN GENERAL, A
SINGLE HIGH DOSE IS WORSE THAN SEVERAL SMALLER FRACTIONATED DOSES.
SHIELDING THE OVARIES MAY HELP MINIMIZE THE EFFECTS. RADIATION CAN
ALSO DAMAGE THE UTERUS AND INCREASE THE RISK OF MISCARRIAGE AND LOW
BIRTH-WEIGHT. RADIATION TO THE PITUITARY GLAND OR HORMONE-PRODUCING
AREAS OF YOUR BRAIN CAN ALSO CAUSE INFERTILITY BY INTERFERING WITH YOUR
NORMAL HORMONE PRODUCTION. SURGERY TO REMOVE REPRODUCTIVE ORGANS
SUCH AS THE OVARIES, FALLOPIAN TUBES, UTERUS, AND/OR CERVIX WILL IMPAIR
THE ABILITY TO BECOME PREGNANT AND/OR CARRY A BABY. BONE MARROW AND
STEM CELL TRANSPLANTS GENERALLY INVOLVE HIGH DOSES OF CHEMOTHERAPY,
SOMETIMES COMBINED WITH FULL BODY RADIATION.

TABLE 1 IS A COMPILATION OF BOTH CLINICAL EXPERIENCE AND PUBLISHED
RESEARCH ON THE IMPACT OF COMMON CANCER TREATMENTS ON MENSTRUATION.
THERE ARE A LOT OF ABBREVIATIONS IN THIS TABLE WHICH MAY NOT BE CLEAR. IT
MAY BE HELPFUL TO REVIEW THIS TABLE WITH YOUR ONCOLOGIST SO THEY CAN
SHOW YOU WHAT TREATMENT PROTOCOL THEY ARE RECOMMENDING FOR YOU. KEEP



IN MIND THAT THIS TABLE, ALONG WITH MUCH OF THE PUBLISHED RESEARCH IN
THIS AREA, DEFINES INFERTILITY AS AMENORRHEA, WHICH MEANS LOSS OF
MENSTRUATION. THIS MAY UNDERESTIMATE THE RISK OF INFERTILITY. MANY
WOMEN WHO RETURN TO MENSTRUATION AFTER THE COMPLETION OF TREATMENT
MISTAKENLY BELIEVE THEIR REPRODUCTIVE CAPACITY HAS NOT BEEN AFFECTED.
THIS IS A COMMON MISCONCEPTION. YOU SHOULD BE AWARE THAT WOMEN WITH
REGULAR MENSTRUAL CYCLES MAY STILL BE INFERTILE AND MAY ALSO BE AT RISK
FOR GOING THROUGH MENOPAUSE MUCH EARLIER.

FOR MEN, EXPOSURE TO CHEMOTHERAPY AND/OR RADIATION COMPROMISES
SPERM PRODUCTION, QUALITY, MOTILITY AND DNA DAMAGE. AS WITH WOMEN,
FACTORS DETERMINING THE LIKELIHOOD OF REPRODUCTIVE DAMAGE FOR MEN
INCLUDE: DRUG TYPE AND DOSAGE; RADIATION LOCATION AND DOSAGE; PATIENT’S
PUBERTAL STATUS AT TIME OF TREATMENT; AND PATIENT’S PRE-TREATMENT
FERTILITY (WHICH IS OFTEN UNKNOWN). TABLE 2 IS A COMPILATION OF CLINICAL
EXPERIENCE AND CURRENT RESEARCH ON COMMON CANCER TREATMENTS ON THE
RISK OF AZOOSPERMIA, WHICH MEANS THAT NO SPERM ARE FOUND IN THE
EJACULATE. SURGERY ON THE TESTES OR IN THE PELVIS CAN ALSO AFFECT SPERM
PRODUCTION OR CAN DAMAGE THE NERVES THAT CAUSE EJACULATION.

WHAT IS THE SAFETY OF PREGNANCY FOR ME?

YOU SHOULD BE AWARE OF ANY INCREASED RISKS YOU MIGHT HAVE IN THE FUTURE
WITH PREGNANCY DUE TO YOUR DIAGNOSIS AND TREATMENT. FOR EXAMPLE, IT
APPEARS THAT RADIATION (BUT NOT CHEMOTHERAPY) PUTS PATIENTS AT
INCREASED RISK FOR MISCARRIAGE, PRETERM LABOR, PRETERM DELIVERY, LOW
BIRTH WEIGHT, AND PLACENTA ACCRETA (ABNORMAL IMPLANTATION OF THE
PLACENTA). MANY TYPES OF CHEMOTHERAPY, SUCH AS DOXORUBICIN, ARE
ASSOCIATED WITH LONG-TERM CARDIOVASCULAR COMPLICATIONS WHICH MAY PUT
YOU AT SIGNIFICANTLY INCREASED RISK DURING PREGNANCY. IF YOU HAVE BEEN
EXPOSED TO SUCH AGENTS, YOU SHOULD HAVE A CARDIAC EVALUATION PRIOR TO
PREGNANCY.

CANCER RECURRENCE. WITH THE POSSIBLE EXCEPTION OF GESTATIONAL
TROPHOBLASTIC DISEASE, PREGNANCY DOES NOT APPEAR TO AFFECT THE RISK OF
RECURRENCE OF ANY TYPE OF CANCER, WITH MELANOMA AND BREAST CANCER
BEING THE BEST STUDIED CANCERS. TO DATE THE EFFECT OF SUBSEQUENT
PREGNANCY AFTER BREAST CANCER ON PROGNOSIS AND SURVIVAL IS REASSURING.
IN FACT, SEVERAL STUDIES HAVE SHOWN A FAVORABLE EFFECT, CONSISTENT WITH
A POSSIBLE PROTECTIVE EFFECT OF THE PREGNANCY. WHILE THESE STUDIES ARE
REASSURING, THE ISSUE STILL REMAINS CONTROVERSIAL, AS MANY OF THESE
STUDIES ARE LIMITED BY SMALL SIZE AND CONFOUNDING FACTORS. BREAST
CANCER PATIENTS SHOULD WAIT AT LEAST TWO YEARS BEFORE PREGNANCY,
PRIMARILY BECAUSE THIS IS WHEN MOST RECURRENCES WILL OCCUR. HOWEVER,
SHOULD YOU GET PREGNANT PRIOR TO THEN, THERE IS NO EVIDENCE TO SUGGEST
THAT YOU SHOULD TERMINATE THE PREGNANCY.

CANCER TREATMENTS. SOME CANCER TREATMENTS, SUCH AS
METHOTREXATE, HAVE A LONG HALF LIFE AND CAN BE RETAINED FOR SEVERAL
MONTHS IN THE LIVER. PREGNANCY SHOULD THEREFORE BE AVOIDED FOR 3
MONTHS AFTER STOPPING MTX.

BREAST FEEDING. MOST WOMEN WHO HAVE UNDERGONE IRRADIATION FOR
BREAST CANCER ARE ABLE TO PRODUCE SMALL AMOUNTS OF MILK ON THE
AFFECTED SIDE, BUT THE AMOUNT OF MILK PRODUCED MAY BE LESS AND MASTITIS
WOULD BE DIFFICULT TO TREAT IF IT OCCURS. HOWEVER, MILK PRODUCTION FROM
THE CONTRALATERAL BREAST IS NOT AFFECTED BY PREVIOUS OR CONCURRENT
IRRADIATION AND IS SAFE.



TABLE 1.

RISK OF AMENORRHEA (LOSS OF MENSES)
FROM CHEMOTHERAPY AND RADIATION

TREATMENTS FOR CANCER

DEGREE OF
RISK

TREATMENT PROTOCOL

CoOoMMON USAGE

HIGH RIsSK

>80% OF
WOMEN

DEVELOP
AMENORRHEA
POST-TREATMENT

WHOLE ABDOMINAL OR PELVIC RADIATION DOSES
>6 GY IN ADULT WOMEN

WHOLE ABDOMINAL OR PELVIC RADIATION DOSES
>15 GY IN PRE-PUBERTAL GIRLS
>10 GY IN POST-PUBERTAL GIRLS
TBI RADIATION DOSES
CMF, CEF, CAF X 6 CYCLES IN WOMEN 40+
CYCLOPHOSPHAMIDE 5 G/M: IN WOMEN 40+

CYCLOPHOSPHAMIDE 7.5 5 G/M* IN GIRLS <20

ALKYLATING CHEMOTHERAPY (E.G., CYCLOPHOSPHAMIDE,
BUSULFAN, MELAPHAN) CONDITIONING FOR TRANSPLANT

ANY ALKYLATING AGENT (E.G., CYCLOPHOSPHAMIDE,
IFOSFAMIDE, BUSULFAN, BCNU, CCNU) + TBI OR PELVIC
RADIATION

PROTOCOLS CONTAINING PROCARBAZINE: MOPP, MVPP,
COPP, CHLVPP, CHLVPP/EVA, BEACOPP, MOPP/ABVD,
COPP/ABVD

CRANIAL/BRAIN RADIATION >40 GY

MULTIPLE CANCERS

WILM’S TUMOR, NEUROBLASTOMA, SARCOMA,
HODGKIN LYMPHOMA

BONE MARROW TRANSPLANT/STEM CELL
TRANSPLANT

BREAST CANCER

MULTIPLE CANCERS

NON-HODGKIN LYMPHOMA (NHL),
NEUROBLASTOMA,

ALL, SARCOMA
BMT/SCT

BMT/SCT, OVARIAN CANCER, SARCOMA,
NEUROBLASTOMA, HODGKIN LYMPHOMA

HODGKIN LYMPHOMA

BRAIN TUMOR

INTERMEDIATE
RISK

~30-70% OF
WOMEN DEVELOP

CMG OR CEF oR CAF X 6 CYCLES IN WOMEN 30-39

AC IN WOMEN 40+

WHOLE ABDOMINAL OR PELVIC RADIATION 10-15 GY IN

BREAST CANCER

BREAST CANCER

WILMS’ TUMOR

AMENORRHEA PREPUBERTAL GIRLS
WILM’S TUMOR, NEUROBLASTOMA
WHOLE ABDOMINAL OR PELVIC RADIATION 5-10 GY IN
POSTPUBERTAL GIRLS SPINAL TUMOR, BRAIN TUMOR,
NEUROBLASTOMA, RELAPSED ALL oR NHL
SPINAL RADIATION > 25 GY
Low RISK AC IN WOMEN 30-39 BREAST CANCER
<20% OF CMF, CEF, OR CAF X 6 CYCLES IN WOMEN UNDER 30 BREAST CANCER
WOMEN DEVELOP
AMENORRHEA NON-ALKYLATING CHEMO: ABVD, CHOP, COP HODGKIN LYMPHOMA, NHL

AC (ANTHRACYCLINE, CYTARABINE)

MULTI-AGENT THERAPIES

ACUTE MYELOID LEUKEMIA (AML)

ALL

VERY Low
RISK

NEGLIGIBLE
EFFECT ON

MF (METHOTREXATE, 5-FU)

VINCRISTINE (USED IN MULTI-AGENT THERAPIES)

BREAST CANCER

LEUKEMIA, HODGKIN LYMPHOMA, NHL,
NEUROBLASTOMA, RHABDOMYOSARCOMA,
WILMS’ TUMOR, KAPOSI’S SARCOMA

MENSES

RADIOACTIVE IODINE THYROID CANCER
UNKNOWN PACLITAXEL, DOCETAXEL (TAXANES USED IN AC BREAST CANCER
RISK PROTOCOLS) OVARIAN CANCER

OXALIPLATIN

IRINOTECAN

BEVACIZUMAB (AVASTIN)
CETUXIMAB (ERBITUX)
TRASTUZAMAB (HERCEPTIN)
ERLOTINIB (TARCEVA)
IMATINIB (GLEEVEC)

COLON CANCER

COLON, NON-SMALL CELL LUNG
COLON, HEAD & NECK

BREAST CANCER

NON-SMALL CELL LUNG, PANCREATIC
CHRONIC MYELOID LEUKEMIA (CML),
GASTROINTESTINAL STROMAL TUMOR
(GIST)

TABLE 2. RISK OF AZOOSPERMIA (NO SPERM IN EJACULATE)

FROM CHEMOTHERAPY AND RADIATION

TREATMENTS FOR CANCER

DEGREE OF

TREATMENT PROTOCOL

| commonN UsaGE




RISK

HIGH RIsSK

PROLONGED
AZOOSPERMIA

TOTAL BODY IRRADIATION (TBI)
TESTICULAR RADIATION DOSE >2.5 GY IN MEN
TESTICULAR RADIATION DOSE > 6 GY IN BOSY

PROTOCOLS CONTAINING PROCARBAZINE: COPP, MOPP,
MVPP, CHLVPP, CHLVPP/EVA, MOPP/ABVD, COPP/ABVD

ALKYLATING CHEMO FOR TRANSPLANT CONDITIONING
(CYCLOPHOSPHAMIDE, BUSULFAN, MELPHALAN)

ANY ALKYLATING AGENT (E.G. PROCARBAZINE, NITROGEN
MUSTARD, CYCLOSPHOSPHAMIDE) + TBI, PELVIC RADIATION, OR
TESTICULAR RADIATION

CYCLOPHOSPHAMIDE >7.5 G/M*

CRANIAL/BRAIN RADIATION > 40 GY

BONE MARROW TRANSPLANT/STEM CELL
TRANSPLANT (BMT/SCT)

TESTICULAR CANCER, ALL, NON-HODGKIN
LYMPHOMA

ALL, NGL, SARCOMA, GERM CELL TUMORS

HODGKIN LYMPHOMA

BMT/SCT

TESTICULAR CANCER, BMT/SCT, ALL< NHL,
SARCOMA, NEUROBLASTOMA, HODGKIN
LYMPHOMA

SARCOMA, NHL, NEUROBLASTOMA, ALL

BRAIN TUMOR

INTERMEDIATE
RISK

PROLONGED
AZOOSPERMIA
NOT COMMON AT
STANDARD DOSE

BEP X 2-4 CYCLES (BLEOMYCIN, ETOPOSIDE, CISPLATIN)
CUMULATIVE CISPLATIN DOSE <400 MG/M-
CUMULATIVE CARBOPLATIN DOSE < 2 G/M"

TESTICULAR RADIATION DOSE 1-6 GY (DUE TO SCATTER FROM
ABDOMINAL/PELVIC RADIATION)

TESTICULAR CANCER

TESTICULAR CANCER

TESTICULAR CANCER

WILMS’ TUMOR, NEUROBLASTOMA

Low RIsSK

TEMPORARY
AZOOSPERMIA

NON-ALKYLATING CHEMOTHERAPY: ABVD, OEPA, NOVP,
CHOP, COP

TESTICULAR RADIATION DOSE 0.2 -0.7 GY

HODGKIN LYMPHOMA, NGL

TESTICULAR CANCER

VERY Low
RISK

NO EFFECTS

TESTICULAR RADIATION DOSE < 0.2 GY

INTERFERON-ALPHA

MULTIPLE CANCERS

MULTIPLE CANCERS

ON SPERM RADIOACTIVE IODINE THYROID

PRODUCTION

UNKNOWN IRINOTECAN COLON

RISK BEVACIZUMAB (AVASTIN) COLON, NON-SMALL CELL LUNG

CETUXIMAB (ERBITUX)
ERLOTINIB (TARCEVA)
IMATINIB (GLEEVEC)

COLON, HEAD & NECK

NON-SMALL CELL LUNG, PANCREATIC
CHRONIC MYELOID LEUKEMIA (CML),
GASTROINTESTINAL STROMAL TUMOR
(GIST)




WHAT FERTILITY PRESERVATION OPTIONS ARE AVAILABLE TO ME?

FERTILITY PRESERVATION IS A VERY NEW AND EMERGING FIELD, SO MANY OF THE
OPTIONS CURRENTLY AVAILABLE ARE STILL CONSIDERED EXPERIMENTAL.
NEVERTHELESS, YOU SHOULD MAKE YOURSELF AWARE OF ALL OF THESE OPTIONS
SO THAT YOU CAN MAKE AN INFORMED DECISION. HERE WE WILL REVIEW EACH
ONE, EXPLAIN THE PROCESS, DESCRIBE WHO MAY OR MAY NOT BE A GOOD
CANDIDATE, AND REVIEW THE SUCCESS, COST, RISK, AND AVAILABILITY.

® EMBRYO CRYOPRESERVATION (FREEZING) *

® PREIMPLANTATION GENETIC DIAGNOSIS *

® OOCYTE CRYOPRESERVATION (FREEZING EGGS) **
® OVARIAN TISSUE CRYOPRESERVATION

® OVARIAN SUPPRESSION *

® SPERM CRYOPRESERVATION *

® SPERM RETRIEVAL *

® RADIATION SHIELDING OF GONADS *

® OVARIAN TRANSPOSITION *

® DONOR EMBRYOS AND OOCYTES, AND SPERM *
® GESTATIONAL SURROGACY *%

® ADOPTION

* CURRENTLY AVAILABLE HERE AT UIHC
*%* MAY BE AVAILABLE SOON AT UIHC



EMBRYO CRYOPRESERVATION (EMBRYO FREEZING)

EMBRYO FREEZING PRIOR TO CANCER TREATMENT CURRENTLY OFFERS PATIENTS
WHO REQUIRE FERTILITY PRESERVATION THE HIGHEST LIKELIHOOD OF A FUTURE
PREGNANCY.

THE PROCESS

IN GENERAL, EMBRYO CRYOPRESERVATION INVOLVES FERTILIZING EGGS WITH
SPERM IN A LAB THROUGH IN-VITRO FERTILIZATION (IVF) AND THEN FREEZING THE
EMBRYOS THAT ARE CREATED. THE PROCESS BEGINS WITH “OVARIAN
HYPERSTIMULATION”’, WHEREBY WOMEN ARE GIVEN MEDICATION TO STIMULATE
THE PRODUCTION OF EGGS BY THEIR OVARIES. TYPICALLY, DAILY SELF-
ADMINISTERED INJECTIONS OF HORMONES ARE GIVEN FOR APPROXIMATELY 8-12
DAYS, WHILE RESPONSE TO THE MEDICATION IS MONITORED WITH FREQUENT BLOOD
WORK AND ULTRASOUNDS. THE PROCESS SOMETIMES TAKES UP TO 5 WEEKS,
DEPENDING ON THE USE OF MEDICATION PRIOR TO THE STIMULATION AND THE
ONSET OF YOUR PERIOD. SIDE EFFECTS MAY INCLUDE BLOATING, DISCOMFORT,
AND MOOD CHANGES. WHEN YOUR OVARIES ARE READY, YOU WILL UNDERGO A
PROCEDURE CALLED ‘“OOCYTE RETRIEVAL”. THIS IS AN OUTPATIENT PROCEDURE
DONE UNDER IV SEDATION WHERE EGGS ARE RETRIEVED FROM YOU OVARIES WITH
A NEEDLE THAT IS DIRECTED THROUGH YOUR VAGINA OVER AN ULTRASOUND
PROBE. THE PROCEDURE USUALLY TAKES ABOUT 20 MINUTES, AND
COMPLICATIONS ARE RARE. ONCE REMOVED, THE EGGS ARE FERTILIZED IN THE LAB
WITH SPERM TO CREATE EMBRYOS. THE EMBRYOS THAT DEVELOP SUCCESSFULLY
ARE THEN FROZEN FOR FUTURE USE. WHEN YOU ARE READY TO CONCEIVE, THE
EMBRYOS ARE THAWED AND PLACED BACK INTO YOUR UTERUS IN A PROCEDURE
CALLED “EMBRYO TRANSFER’”. YOU WILL LIKELY HAVE TO TAKE MEDICATIONS FOR
SEVERAL WEEKS TO BUILD THE LINING OF YOUR UTERUS SO THAT THE EMBRYOS
WILL IMPLANT. FOLLOWING THE TRANSFER, YOU WOULD CONTINUE TO TAKE
HORMONE SUPPORT IN THE FORM OF PROGESTERONE INJECTIONS FOR 12 WEEKS,
IF YOU ARE PREGNANT. EVEN IF YOU ARE INFERTILE OR IN MENOPAUSE, YOU CAN
CARRY A BABY USING YOUR FROZEN EMBRYOS AS THE UTERINE LINING CAN
USUALLY BE PREPARED WITH MEDICATION. IF YOUR UTERUS HAS BEEN REMOVED
OR DAMAGED FROM TREATMENT, THE EMBRYOS MAY BE TRANSFERRED INTO A
GESTATIONAL CARRIER. FROZEN EMBRYOS ARE USUALLY STORED AS SMALL
GROUPS IN SEPARATE VIALS, SO THAT YOU DO NOT HAVE TO THAW AND USE THEM
ALL AT THE SAME TIME. FOR EXAMPLE, IF YOU HAVE TEN EMBRYOS FROZEN, YOU
MAY DECIDE TO THAW THREE THE FIRST TIME THAT YOU TRY. NOT ALL OF THE
EMBRYOS THAT ARE THAWED WILL SURVIVE. GENERALLY BETWEEN ONE AND SIX
ARE THAWED AND BETWEEN ONE AND FOUR ARE TRANSFERRED. THE NUMBER OF
EMBRYOS THAT WE TRANSFER INTO YOUR UTERUS AT ONE TIME WILL DEPEND ON
YOUR AGE (AT THE TIME OF RETRIEVAL) AND THE QUALITY OF THE EMBRYOS.

THE PATIENT

EMBRYO FREEZING REQUIRES BOTH EGGS AND SPERM, SO THIS OPTION IS
PREDOMINANTLY SUITABLE FOR PATIENTS WITH A PARTNER. HOWEVER, IF YOU ARE
A SINGLE WOMAN, THE USE OF DONOR SPERM IS AN OPTION. WE DO NOT CONSIDER
DONOR SPERM AN APPROPRIATE OPTION FOR VERY YOUNG WOMEN OR TEENAGERS.

SUCCESS

THE SUCCESS OF IVF DEPENDS ON MULTIPLE FACTORS, THE MOST IMPORTANT
BEING MATERNAL AGE AT THE TIME OF OOCYTE RETRIEVAL, AND EGG QUALITY AND
QUANTITY. GENERALLY WOMEN UNDER AGE 35 HAVE GOOD QUALITY EGGS. HERE
AT UIHC, OUR SUCCESS RATES FOR FROZEN IVF CYCLES ON INFERTILE COUPLES
(WITHOUT CANCER) FROM 2005-2007 ARE THE FOLLOWING:

AGE (AT TIME OF EGG RETRIEVAL) ONGOING PREGNANCY RATE PER

TRANSFER
<35 51%
35-37 32%
38-40 46 %

a41-42 10 %



FOR COMPARISON PURPOSES, THE SUCCESS RATE OF NATURAL CONCEPTION
BETWEEN A FERTILE MAN AND WOMEN IS 20-25% PER CYCLE. WE CAN GIVE YOU A
BETTER IDEA OF YOUR CHANCE OF SUCCESS AFTER A THOROUGH EVALUATION. WE
OFTEN HAVE TO USE DIFFERENT TYPES OF STIMULATION PROTOCOLS IN CANCER
PATIENTS, WHICH CAN DECREASE THE RESPONSE. THE CHANCE OF PREGNANCY
WILL ALSO DEPEND HEAVILY ON THE NUMBER OF EMBRYOS YOU HAVE TO FREEZE,
AS THAT WILL DETERMINE HOW MANY TRANSFERS, OR ATTEMPTS, YOU WOULD HAVE
IN THE FUTURE. GENERALLY, ~ 3% OF EMBRYOS WILL SURVIVE THE FREEZING AND
THAWING PROCESS, SO REALISTICALLY YOU MAY ONLY FREEZE ENOUGH EMBRYOS
FOR ONE TRANSFER. IDEALLY, A PATIENT WOULD UNDERGO MORE THAN ONE
“FRESH” CYCLE IN ORDER TO STORE MORE EMBRYOS IN CASE ONE CYCLE IS NOT
SUCCESSFUL. THE DOWNSIDE OF THIS IS THAT IT WOULD FURTHER DELAY THE
INITIATION OF YOUR CANCER TREATMENT. EXCESS FROZEN EMBRYOS THAT YOU DO
NOT USE CAN BE DISCARDED, DONATED TO ANOTHER COUPLE, OR DONATED TO
RESEARCH. ALL CRYOPRESERVED EMBRYO TRANSFERS MUST BE COMPLETED BY
YOUR 50™ BIRTHDAY.

RISKS

THE MAIN RISK TO CANCER PATIENTS OF THIS OPTION IS THE DELAY IN CANCER
TREATMENT. IN WOMEN WITH HORMONE-SENSITIVE TUMORS SUCH AS BREAST AND
ENDOMETRIAL CANCER, THERE IS THE ADDITIONAL CONCERN REGARDING THE
SAFETY OF OVARIAN STIMULATION, AS HIGH LEVELS OF ESTRADIOL ARE SOMETIMES
REACHED. WOMEN WITH BREAST CANCER HAVE A UNIQUE SITUATION SINCE THERE
IS TYPICALLY SIX WEEKS FROM SURGERY TO CHEMOTHERAPY WHICH IS ADEQUATE
TO COMPLETE AN IVF cYCLE. HOWEVER, MANY BREAST TUMORS CONTAIN
ESTROGEN RECEPTOR POSITIVE CELLS, WHICH MIGHT BE ADVERSELY AFFECTED BY
HIGH ESTRADIOL LEVELS. ALTERNATIVE STIMULATION PROTOCOLS CAN BE USED IN
THESE SITUATIONS, WHICH MAY INCLUDE TAMOXIFEN, A MEDICATION COMMONLY
USED TO TREAT BREAST CANCER. ANOTHER RISK ASSOCIATED WITH THE
STIMULATION INCLUDES THE DEVELOPMENT OF OVARIAN HYPERSTIMULATION
SYNDROME, WHICH CAN CAUSE ABDOMINAL PAIN AND DISTENTION, ENLARGED
OVARIES, FLUID RETENTION, AND SHORTNESS OF BREATH. THIS CAN BE LIFE
THREATENING, BUT HERE AT UIHC <1% OF PATIENTS REQUIRE HOSPITALIZATION
FOR THIS. THE POSSIBLE LINK OF OVARIAN CANCER RESULTING FROM OVARIAN
STIMULATION FOR IVF IS UNCLEAR. THE SMALL INCREASED RISK SHOWN IN SOME
STUDIES MAY BE ATTRIBUTED TO INFERTILITY AND NULLIPARITY (NO CHILDREN),
WHICH ARE KNOWN RISK FACTORS FOR OVARIAN CANCER. RISK OF COMPLICATIONS
FROM THE EGG RETRIEVAL HERE AT UIHC 1S <0.5%, AND INCLUDE BLEEDING,
INFECTION, AND DAMAGE TO OTHER PELVIC STRUCTURES. RISKS ASSOCIATED WITH
THE TRANSFER WOULD INCLUDE MULTIPLE GESTATION (TWINS, TRIPLETS, AND
HIGHER), MISCARRIAGE (10-30% OF PREGNANCIES), AND ECTOPIC PREGNANCY (A
PREGNANCY OUTSIDE OF THE UTERUS, 1-3% OF PREGNANCIES). SOME STUDIES
HAVE SHOWN THAT BIRTH DEFECTS ARE HIGHER FOLLOWING IVF. THE LARGEST
AMERICAN STUDY ON BIRTH DEFECTS WITH IVF WAS DONE HERE AT UIHC. WE
FOUND A BIRTH DEFECT RATE OF 6% IN CHILDREN CONCEIVED BY IVF, VERSUS 4%
IN NATURALLY CONCEIVED CHILDREN. BIRTHS FROM FROZEN EMBRYOS DO NOT
APPEAR TO HAVE A HIGHER RATE OF BIRTH DEFECTS THAN FRESH IVF CYCLES.
HOWEVER, FRESH AND FROZEN EMBRYOS CAN CONTAIN DEFECTS WHICH ARE NOT
APPARENT EVEN AFTER MICROSCOPIC EXAMINATION. FINALLY, AN IMPORTANT RISK
TO CONSIDER IS THE EMOTIONAL ONE, IF PREGNANCY DOES NOT OCCUR.

CosTs

IVF cosTs ~ $ 10,000 PER CYCLE HERE AT UIHC, WITH $2,000 — 5,000 MORE IN
MEDICATIONS. THE IVF LAB HERE WILL STORE FROZEN EMBRYOS FOR TWO YEARS,
FREE OF CHARGE. STORING EMBRYOS BEYOND THAT COSTS ~ $ 240 / YEAR.

AVAILABILITY

IVF WITH CRYOPRESERVATION OF EMBRYOS IS NO LONGER CONSIDERED
EXPERIMENTAL AND IS READILY AVAILABLE HERE AT UIHC. (TYPICALLY IVF Is
SCHEDULED DURING ONE OF OUR 6 WEEK LONG ‘“UP TIMES” THROUGH THE YEAR.)
IF YOU THINK YOU MAY BE INTERESTED IN IVF, PLEASE CONTACT US AS SOON AS
POSSIBLE SO THAT WE CAN (FACILITATE GETTING YOU IN TO THE NEXT UPTIME AND)
MINIMIZE DELAY OF YOUR CANCER TREATMENT.



PREIMPLANTATION GENETIC DIAGNOSIS (PGD)

IF YOUR TUMOR IS PART OF AN INHERITED SYNDROME OR PREDISPOSITION, YOUR
OFFSPRING MAY BE AT INCREASED RISK FOR CANCER. PREIMPLANTATION GENETIC
DIAGNOSIS IS AVAILABLE FOR MANY OF THESE MUTATIONS, WHICH WOULD ALLOW
YOU TO UNDERGO IVF AND ONLY HAVE EMBRYOS TRANSFERRED WHICH DID NOT
CARRY THAT MUTATION. THIS PROCESS INVOLVES BIOPSYING THE EMBRYOS AND
THEN TESTING THOSE CELLS FOR CERTAIN GENETIC DEFECTS. THERE ARE SEVERAL
RISKS ASSOCIATED WITH THIS PROCESS, INCLUDING DAMAGE TO THE EMBRYO AND
ERRORS IN THE TESTING (FALSE POSITIVES AS WELL AS FALSE NEGATIVES). WE
RECOMMEND STRONG CONSIDERATION BE GIVEN TO AMNIOCENTESIS OR OTHER
PRENATAL TESTING IF A PREGNANCY OCCURS FOLLOWING PGD, TO CONFIRM THE
CHILD IS NOT AFFECTED BY THE DISEASE. SOME CANCER MUTATIONS FOR WHICH
THIS TECHNOLOGY IS CURRENTLY AVAILABLE INCLUDE:

¢ BRCA1

¢ BRCA2

® FAMILIAL ADENOMATOUS POLYPOSIS

® GORLIN SYNDROME

® LYNCH/HEREDITARY NON-POLYPOSIS COLON CANCER
* LI-FRAUMENI SYNDROME

® NEUROFIBROMATOSIS

® RETINOBLASTOMA

® TUBEROUS SCLEROSIS

® VON HIPPEL-LINDAU DISEASE

® MULTIPLE ENDOCRINE NEOPLASIA (MEN)

OOCYTE CRYOPRESERVATION (EGG FREEZING)

OOCYTE CRYOPRESERVATION IS AN EXPERIMENTAL FERTILITY PRESERVATION
OPTION WHEREBY EGGS ARE REMOVED FROM YOUR BODY AND FROZEN
(UNFERTILIZED) FOR LATER USE.

PROCESS

OOCYTE CRYOPRESERVATION WOULD BEGIN WITH OVARIAN HYPERSTIMULATION
AND OOCYTE RETRIEVAL, AS DESCRIBED ABOVE FOR EMBRYO FREEZING, AND
WOULD REQUIRE 2-5 WEEKS. HOWEVER, THE EGGS ARE NOT FERTILIZED WITH
SPERM, BUT ARE IMMEDIATELY FROZEN. WHEN YOU ARE READY TO USE THE EGGS,
THEY ARE THAWED AND THEN FERTILIZED WITH YOUR PARTNER’S SPERM OR DONOR
SPERM TO USING INTRACYTOPLASMIC SPERM INJECTION (ICSI) TO CREATE
EMBRYOS. FINALLY, THE RESULTING EMBRYOS ARE TRANSFERRED INTO YOUR
UTERUS AS DESCRIBED ABOVE.

PATIENT

OOCYTE CRYOPRESERVATION IS FOR WOMEN WHO EITHER DO NOT HAVE A PARTNER,
DO NOT WANT TO USE DONOR SPERM, OR HAVE ETHICAL OR RELIGIOUS OBJECTIONS
TO EMBRYO FREEZING.

SUCCESS

IN CONTRAST TO FREEZING EMBRYOS, FREEZING EGGS HAS PROVEN TO BE QUITE
DIFFICULT. THIS IS MOSTLY BECAUSE EGGS CONTAIN A LOT OF WATER, WHICH
FORMS ICE CRYSTALS DURING THE FREEZING PROCESS, DAMAGING THE EGG AND
ITS CHROMOSOMES (GENETIC MATERIAL). WHILE IT IS DIFFICULT TO COMPARE
THEM SIDE BY SIDE, PREGNANCY RATES REMAIN LESS THAN THOSE WITH IVF AND
EMBRYO FREEZING. HOWEVER, THE TECHNOLOGY IS IMPROVING RAPIDLY. ONE
RECENT STUDY COMPILING THE RESULTS OF ALL EGG FREEZING DATA SHOWED
THAT THE LIVE BIRTH RATE PER EMBRYO TRANSFER USING FROZEN EGGS IS 21.6%
(COMPARED TO THE AVERAGE LIVE BIRTH RATE WITH FRESH EGGS AT 43.3%) FOR



WOMEN UNDER THE AGE OF 35 IN 2005 IN THE UNITED STATES. HOWEVER, THE
LIVE-BIRTH RATE PER OOCYTE THAWED IS LIKELY TO BE BETWEEN 2 AND 4%.
SUCCESS RATES MAY BE SIGNIFICANTLY LOWER THAN CURRENT OVERALL
ESTIMATES FOR WOMEN WHO CRYOPRESERVE OOCYTES AFTER AGE 35, GIVEN THAT
MOST PUBLISHED REPORTS HAVE DESCRIBED OUTCOMES FOR YOUNGER WOMEN.
OTHER FACTORS THAT WILL PREDICT SUCCESS INCLUDE NUMBER OF EGGS
RETRIEVED AND QUANTITY AND QUALITY OF EMBRYOS CREATED.

RISKS

RISKS ARE THE SAME AS THOSE ASSOCIATED WITH EMBRYO FREEZING, AND
INCLUDE DELAY OF CANCER TREATMENT, RISK OF STIMULATING HORMONE
SENSITIVE TUMORS, OVARIAN HYPERSTIMULATION SYNDROME, AND MULTIPLE
GESTATIONS. THERE MAY BE UNIQUE RISKS RELATED TO THE CRYOPRESERVATION
AND THAWING OF OOCYTES, BUT THIS IS UNCLEAR AT THIS TIME.

CosTs

THE AVERAGE COST OF EGG FREEZING IS $8,000 PER CYCLE. MEDICATIONS ARE
ADDITIONAL AND CAN RANGE FROM $2,000 TO $5,000. OOCYTES ARE STORED
FREE OF CHARGE FOR TWO YEARS. BEYOND THAT, STORAGE WOULD COST ~$240 /
YEAR. FERTILIZATION WITH ICSI AND TRANSFER OF THE EMBRYOS WILL COST AN
ADDITIONAL $3,000.

AVAILABILITY

CURRENTLY OOCYTE CRYOPRESERVATION IS NOT AVAILABLE HERE AT UIHC.
HOWEVER, THIS IS A RAPIDLY EVOLVING AREA AND IS SOMETHING WE HOPE TO
HAVE AVAILABLE FOR OUR PATIENTS IN THE NEAR FUTURE.

OVARIAN TISSUE CRYOPRESERVATION

PROCESS

OVARIAN TISSUE FREEZING IS AN EXPERIMENTAL PROCEDURE IN WHICH DOCTORS
REMOVE PART OR ALL OF AN OVARY AND FREEZE IT FOR LATER USE. THIS REMOVAL
IS OFTEN DONE LAPAROSCOPICALLY IN AN OUTPATIENT SURGICAL PROCEDURE.

THE TISSUE THAT IS REMOVED CONTAINS HORMONE-PRODUCING CELLS AND
IMMATURE EGGS. WHEN THE TISSUE IS LATER THAWED, IT CAN BE
RETRANSPLANTED IN ONE OF TWO WAYS. IN AN “ORTHOTOPIC” TRANSPLANT, THE
TISSUE IS PUT BACK CLOSE TO WHERE IT WAS REMOVED FROM THE PELVIS.
CONCEPTION CAN THEN BE ACCOMPLISHED WITH IVF OR NATURALLY.

PATIENT

OVARIAN TISSUE FREEZING IS AN APPEALING OPTION AS IT REQUIRES A MINIMUM
AMOUNT OF TIME (ONE DAY FOR SURGERY). THIS MAY BE SUITABLE FOR WOMEN
WHO DO NOT HAVE TIME TO DO EMBRYO OR EGG FREEZING OR CANNOT USE
FERTILITY MEDICATIONS. IT IS ALSO THE ONLY OPTION AVAILABLE FOR
PREPUBESCENT GIRLS. WOMEN WHOSE CANCER HAS SPREAD TO THE OVARIES MAY
NOT BE CANDIDATES FOR THIS OPTION, AS RETRANPLANTING THE TISSUE WOULD
PUT THEM AT RISK FOR CANCER RECURRENCE.

SUCCESS

THIS IS VERY NEW TECHNOLOGY, AND THEREFORE IT IS DIFFICULT TO ESTIMATE
YOUR CHANCE OF SUCCESS. ONLY 4 BIRTHS WORLD-WIDEHAVE BEEN REPORTED TO
DATE USING THIS TECHNOLOGY.

RISKS

ONE LIMITATION OF THIS TECHNIQUE IS THAT THE OVARIAN TISSUE IS OFTEN
UNABLE TO DEVELOP A BLOOD SUPPLY AFTER IT IS TRANSPLANTED. THERE IS ALSO
CONCERN THAT STORED OVARIAN TISSUE COULD CONTAIN CANCER CELLS WHICH
COULD POTENTIALLY LEAD TO A RECURRENCE OF YOU TUMOR IF TRANSPLANTED
BACK.



CosTs

GENERALLY THIS TECHNIQUE COSTS ~$12,000 FOR THE INITIAL SURGERY TO
REMOVE THE OVARIAN TISSUE, $10,000 TO $15,000 TO TRANSPLANT IT BACK, AND
THEN POSSIBLY IVF AT $10,000.

AVAILABILITY
THIS TECHNOLOGY IS NOT CURRENTLY AVAILABLE HERE AT UIHC.

OVARIAN SUPPRESSION

PROCESS

THIS METHOD INVOLVES USE OF A MEDICATION, TYPICALLY GNRHA
(GONADOTROPIN RELEASING HORMONE AGONIST), TO SUPPRESS THE OVARIES
WHILE UNDERGOING CHEMOTHERAPY. THE THEORY IS THAT BY SHUTTING DOWN
THE OVARIES DURING CHEMOTHERAPY, THE DAMAGE TO THE FOLLICLES MAY BE
MINIMIZED. THE MEDICATION IS USUALLY GIVEN AS AN INTRAMUSCULAR
INJECTION AT LEAST A WEEK BEFORE CANCER TREATMENT BEGINS SO THAT IT CAN
TAKE EFFECT BEFORE CHEMOTHERAPY STARTS. SINCE IT IS SHUTTING DOWN YOUR
OVARIES, IT CAN CAUSE SIDE EFFECTS COMMON IN MENOPAUSE SUCH AS HOT
FLASHES AND VAGINAL DRYNESS. THESE SYMPTOMS ARE TEMPORARY, AS GNRHA
DOES NOT CAUSE PERMANENT MENOPAUSE.

PATIENT

THIS IS AN OPTION FOR POST-PUBERTAL WOMEN UNDERGOING CHEMOTHERAPY.
RESEARCH CLEARLY SHOWS THAT GNRHA DOES NOT PROVIDE PROTECTION WHEN
VERY HIGH DOSES OF CANCER DRUGS OR RADIATION THERAPY ARE USED. THEY
ALSO DO NOT PROTECT THE OVARIES FROM RADIATION.

SUCCESS

STUDIES LOOKING AT THE SUCCESS OF THIS OPTION HAVE ALL BEEN VERY SMALL
AND THE RESULTS HAVE VARIED SIGNIFICANTLY. SOME SHOW A BENEFIT, OTHERS
DO NOT. PROPERLY DESIGNED STUDIES (LARGE RANDOMIZED CONTROLLED TRIALS)
TO ANSWER THIS QUESTION ARE CURRENTLY UNDERWAY.

RISKS
THERE IS CONCERN THAT THESE MEDIATIONS CAN ALTER THE RESPONSE TO
CHEMOTHERAPY FOR HORMONALLY-SENSITIVE CANCERS, LIKE BREAST CANCER.

CosTSs
THE COST OF THIS MEDICATION IS APPROXIMATELY $500 PER INJECTION AND IT IS
USUALLY GIVEN MONTHLY.

AVAILABILITY
THIS MEDICATION CAN BE ORDERED BY YOUR ONCOLOGIST OR OB/GYN OR BY A
FERTILITY SPECIALIST.

SPERM CRYOPRESERVATION
FOR MEN, THE MOST PROVEN AND SUCCESSFUL METHOD OF FERTILITY
PRESERVATION IS SPERM CRYOPRESERVATION (FREEZING).

PROCESS

TYPICALLY THIS INVOLVES COLLECTION OF SEMEN BY MASTURBATION IN OUR
REPRODUCTIVE TESTING LAB. TO MAXIMIZE THE NUMBER AND QUALITY OF SPERM,
WE WOULD RECOMMEND THAT YOU ABSTAIN FROM SEXUAL ACTIVITY FOR 2-7 DAYS
PRIOR TO SEMEN COLLECTION. THE SEMEN SAMPLE MUST BE COLLECTED INTO A
SPECIAL STERILE CONTAINER PROVIDED BY THE REPRODUCTIVE TESTING
LABORATORY. MASTURBATION IS THE PREFERRED COLLECTION METHOD. WE
HAVE A PRIVATE ROOM SET ASIDE IN THE LAB FOR COLLECTION. A SEMEN
ANALYSIS IS COMPLETED APPROXIMATELY 45 MINUTES AFTER THE SPECIMEN
ARRIVES AT THE LABORATORY. WE EVALUATE THE EJACULATE VOLUME, SEMINAL
FLUID CONSISTENCY, SPERM COUNT, AND SPERM MOTILITY. FOLLOWING THE
ANALYSIS, THE SEMEN IS DILUTED WITH A CRYOPROTECTANT TO PROTECT THE
SPERM DURING CRYOPRESERVATION AND THE SPECIMEN IS TRANSFERRED TO



CRYOVIALS. THE SPERM ARE THEN FROZEN IN A CONTROLLED RATE FREEZER AND
STORED IN A LIQUID NITROGEN TANK AT -196 C. SPERM MAY BE STORED AT THIS
TEMPERATURE INDEFINITELY. WHEN THE SPERM IS LATER THAWED, IT CAN BE
USED FOR INTRAUTERINE INSEMINATION (IUI) OR FOR IVF.

PATIENT
POST-PUBERTAL MALE PATIENTS REQUIRING FERTILITY PRESERVATION.

SUCCESS

THE SUCCESS OF SPERM CRYOPRESERVATION DEPENDS ON THE QUALITY OF THE
SPECIMEN THAT IS FROZEN. WE CAN GIVE YOU A BETTER IDEA OF THIS ONCE WE
HAVE REVIEWED YOUR SEMEN ANALYSIS.

RISKS
THERE IS LITTLE TO NO RISK ASSOCIATED WITH SPERM CRYOPRESERVATION.

CosTSs
SEMEN ANALYSIS AND CRYOPRESERVATION COST $240. STORAGE OF FROZEN
SPERM IS APPROXIMATELY $150 PER YEAR.

AVAILABILITY

PLEASE CONTACT THE UIHC REPRODUCTIVE TESTING LAB TO SCHEDULE AN
APPOINTMENT FOR SPERM SEMEN ANALYSIS AND SPERM CRYOPRESERVATION, AT
(319) 384-8354.

CRYOGENIC LABORATORIES, INC., ALSO OFFERS A CONVENIENT “PRIORITY MALE”
SERVICE, WHICH ALLOWS MEN TO COLLECT AT HOME AND OVERNIGHT SHIP THE
SPECIMEN TO THEIR CRYOBANK FOR STORAGE. (SEE RESOURCES)

OVARIAN TRANSPOSITION

PROCESS

OVARIAN TRANSPOSITION IS AN OUTPATIENT SURGICAL PROCEDURE WHERE YOUR
OVARIES ARE SURGICALLY MOVED HIGHER UP INTO YOUR ABDOMEN AWAY FROM
THE RADIATION FIELD TO MINIMIZE EXPOSURE AND DAMAGE. IT CAN BE DONE IN
BOTH PRE- OR POST- PUBERTAL PATIENTS. IF YOU ARE ALSO RECEIVING
CHEMOTHERAPY, THIS MAY NOT BE OF AS MUCH BENEFIT. THE OVARIES CAN BE
REMOVED FROM THE RADIATION FIELD LAPAROSCOPICALLY, BUT THIS SHOULD BE
DONE CLOSE TO THE TIME OF RADIATION TREATMENT, SO THAT THE OVARIES DO NOT
HAVE TIME TO MOVE BACK INTO THE RADIATION FIELD. SO EVEN IF YOU HAVE A
STAGING LAPAROTOMY, IF YOU ARE NOT GOING TO HAVE RADIATION FOR SEVERAL
MONTHS, IT MAY BE WORTHWHILE TO COME BACK FOR LAPAROSCOPIC
TRANSPOSITION IMMEDIATELY BEFORE TREATMENT.

PATIENT
PRE- OR POST-PUBERTAL PATIENTS PLANNING TO RECEIVE PELVIC RADIATION.

SUCCESS

SUCCESS RATES OF THIS TECHNIQUE HAVE BEEN INCONSISTENT, VARYING BETWEEN
16 AND 90%, DEPENDING ON THE AMOUNT OF RADIATION THAT HAS SCATTERED,
THE RADIATION DOSE, THE AGE OF THE PATIENT, AND WHETHER THE OVARIES ARE
ALSO SHIELDED. BECAUSE THE OVARIES CAN REMIGRATE, SPONTANEOUS
PREGNANCIES HAVE OCCURRED WITHOUT REPOSITIONING THE OVARIES, SO
TYPICALLY THEY ARE REPOSITIONED ONLY IF DIFFICULTY CONCEIVING OCCURS.

RISKS

WHEN THE OVARIES ARE MOVED, THEIR BLOOD SUPPLY MAY BE COMPROMISED, AND
THIS COULD LEAD TO DECREASED FUNCTION OR CHRONIC PAIN. IF THE OVARIES
MIGRATE BACK INTO THE FIELD, THEY MAY STILL RECEIVE SOME RADIATION. THERE
MAY ALSO BE A RISK OF HAVING DIFFICULTY DIAGNOSING OVARIAN CANCER IF THE
OVARIES ARE NO LONGER PALPABLE ON PELVIC EXAM.

CosTSs



OFTEN OVARIAN TRANSPOSITION CAN BE DONE IN CONJUNCTION WITH OTHER
SURGICAL PROCEDURES AND THEREFORE MAY BE COVERED BY INSURANCE.

AVAILABILITY
THIS OPTION IS CURRENTLY AVAILABLE HERE AT UIHC.

DONOR OOCYTES AND EMBRYOS

IF YOU ARE INFERTILE OR IN MENOPAUSE AFTER CANCER TREATMENTS, BUT WOULD
LIKE TO CARRY A PREGNANCY, THE USE OF DONOR OOCYTES OR DONOR EMBRYOS
MIGHT BE GOOD OPTIONS TO CONSIDER. EGG AND EMBRYO DONATION WOULD
ALLOW YOU TO STILL EXPERIENCE PREGNANCY AND CHILDBIRTH, THOUGH YOU
WOULD NOT HAVE ANY GENETIC RELATIONSHIP TO THE CHILD.

PROCESS

MOST OFTEN, DONATED EMBRYOS COME FROM ANOTHER COUPLE WHO HAVE
UNDERGONE IVF. EXCESS EMBRYOS ARE FREQUENTLY FROZEN DURING IVF, AND
IF THE COUPLE CHOOSES NOT TO USE THEIR EXCESS EMBRYOS, THEY MAY DECIDE
TO DONATE THEM TO ANOTHER COUPLE. DONOR EGGS CAN BE DONATED TO YOU
FROM A KNOWN DONOR, FOR EXAMPLE A FRIEND OR RELATIVE, OR AN ANONYMOUS
DONOR. EGG DONORS CAN BE FOUND THROUGH OUR IVF CcLINIC HERE AT UIHC.
WE CAN ASSIST YOU IN FINDING A DONOR BASED ON PHYSICAL CHARACTERISTICS,
ETHNIC BACKGROUND, EDUCATIONAL BACKGROUND, OR OTHER CRITERIA THAT YOU
MAY VALUE. MOST EGG DONORS ARE BETWEEN 21 AND 34 YEARS OLD AND HAVE
UNDERGONE BASIC PSYCHOLOGICAL, MEDICAL, AND GENETIC SCREENING. THE
EGGS ARE RETRIEVED FROM THE DONOR AND FERTILIZED WITH SPERM FROM YOUR
PARTNER. THEN THE EMBRYOS ARE TRANSFERRED INTO YOUR UTERUS. WE
CURRENTLY DO NOT OFFER THE CREATION OF EMBRYOS FROM BOTH DONOR EGGS
AND DONOR SPERM. WITH EITHER EMBRYO OR EGG DONATION, YOU WOULD TAKE
MEDICATIONS TO BUILD THE LINING OF YOUR UTERUS SO THAT THE EMBRYOS WILL
IMPLANT AND GROW. FOLLOWING THE TRANSFER, YOU WOULD CONTINUE TO TAKE
HORMONE SUPPORT IN THE FORM OF PROGESTERONE INJECTIONS UNTIL 12 WEEKS,
IF YOU ARE PREGNANT. WE DO REQUIRE PATIENTS TO MEET WITH OUR HEALTH
PSYCHOLOGIST PRIOR TO USING DONOR EGGS OR EMBRYOS.

PATIENT

ANY WOMEN WITH A VIABLE UTERUS WHO CAN SUSTAIN A PREGNANCY CAN TRY IVF
WITH DONOR EMBRYOS OR EGGS. WE DO HAVE SOME AGE LIMITS HERE AT UIHC,
WHICH INCLUDE:

AGE LIMITS FOR DONOR EMBRYO RECIPIENTS:

FROZEN CYCLES: <50
AGE LIMITS FOR DONOR EGG RECIPIENTS ARE:
FRESH CYCLES: <48 FOR ANONYMOUS DONOR EGGS
<50 FOR KNOWN DONOR EGGS
FROZEN CYCLES: <50 FOR ANONYMOUS OR KNOWN DONOR EGGS
SUCCESS

THE SUCCESS OF IVF USING DONOR EMBRYOS WILL DEPEND ON THE QUALITY AND
QUANTITY OF THE EMBRYOS CHOSEN. USE OF EGG DONATION TO ACHIEVE
PREGNANCY HAS THE HIGHEST SUCCESS RATES OF ANY ASSISTED REPRODUCTIVE
TECHNOLOGY, AND AT UIHC THE PREGNANCY RATE IS ABOUT 65%.

RISKS

THE MAIN RISK ASSOCIATED WITH THIS TECHNOLOGY IS MULTIPLE PREGNANCIES,
SUCH AS TWINS, TRIPLETS, OR HIGHER. WE WILL TRY TO MINIMIZE THAT RISK TO
YOU BY LIMITING THE NUMBER OF EMBRYOS WE TRANSFER. THERE IS ALSO A RISK
OF MISCARRIAGE AND ECTOPIC PREGNANCY.

CosTs

THE PRICE OF A DONOR EGG CYCLE AVERAGES $21,000 FOR KNOWN DONORS, AND
$19,000 FOR ANONYMOUS DONORS. THIS INCLUDES THE DONATED EGGS, COSTS
OF FERTILITY TREATMENTS, AND MEDICATIONS. THE COST OF A DONOR EMBRYO
CYCLE Is $5,800.



AVAILABILITY
EMBRYO AND EGG DONATION IS AVAILABLE HERE AT UIHC.

DONOR SPERM

PROCESS

DONOR SPERM CAN BE USED FOR IN-VITRO FERTILIZATION OR INTRAUTERINE
INSEMINATION. MAJOR SPERM BANKS IN THE UNITED STATES COLLECT
SPERM FROM YOUNG MEN WHO GO THROUGH A DETAILED SCREENING OF
THEIR PHYSICAL HEALTH, EDUCATIONAL AND EMOTIONAL HISTORY, FAMILY
HEALTH HISTORY, AND EVEN SOME GENETIC TESTING. DONOR SPERM
SAMPLES ARE FROZEN AND SPERM DONORS ARE RETESTED AFTER SIX
MONTHS, BEFORE THE DONOR SPERM IS RELEASED, TO PREVENT DISEASE
TRANSMISSION. COUPLES CAN CHOOSE A DONOR WHO MATCHES THEIR
PHYSICAL TRAITS, EDUCATIONAL RECORD OR TALENTS. COUPLES CAN
CHOOSE A DONOR WHO WILL REMAIN ANONYMOUS OR WHO IS WILLING TO
HAVE CONTACT WITH A CHILD LATER IN LIFE. YOU WILL SELECT A DONOR,
PAY FOR THE SPERM, AND THEN HAVE THE SPERM TRANSPORTED TO OUR
FACILITY. FOR THE WOMAN IN THE COUPLE, IT USUALLY INVOLVES
INTRAUTERINE (OR ARTIFICIAL) INSEMINATION, USUALLY WITHOUT ANY
HORMONE TREATMENTS. HOWEVER, OCCASIONALLY THE WOMAN WILL ALSO
NEED TO BE TREATED WITH MEDICATION OR IVF. AsS WITH DONOR EGGS OR
EMBRYOS, WE WOULD REQUIRE THAT YOU MEET WITH OUR HEALTH
PSYCHOLOGIST PRIOR TO USING DONATED SPERM FOR FAMILY BUILDING.

PATIENT
DONOR SPERM IS THE MOST SIMPLE AND INEXPENSIVE WAY TO BECOME A
PARENT FOR MEN WHO ARE INFERTILE AFTER CANCER.

SUCCESS

SUCCESS RATES RANGE FROM 50-80% AND ARE HIGHEST IN WOMEN WITH
NO INFERTILITY PROBLEMS. MOST WOMEN BECOME PREGNANT WITHIN 3 TO
6 ATTEMPTS.

RISKS

THERE IS A LESS THAN 1% RISK OF DEVELOPING AN INFECTION IN THE
UTERUS AND/OR FALLOPIAN TUBES WITH ANY IUl PROCEDURE (THIS IS
UNRELATED TO SCREENING FOR THE VARIOUS INFECTIONS DISCUSSED
ABOVE).

CosTs

THE COST OF DONOR SPERM VARIES AMONG SPERM BANKS AND DEPENDS ON
WHAT COMBINATION OF PRODUCTS AND SERVICES YOU WANT, BUT
GENERALLY RANGES BETWEEN $200 AND $500 PER VIAL. THE
REPRODUCTIVE TESTING LABORATORY AT UIHC CHARGES A FEE FOR
STORING SPECIMENS OVER 6 MONTHS WHICH IS CURRENTLY $150 PER YEAR
AND IS PRO-RATED DURING THE FIRST YEAR. INTRAUTERINE (OR
ARTIFICIAL) INSEMINATION COSTS ~$180-260. ADDITIONAL FEES WOULD
APPLY FOR ANY MEDICATIONS OR PROCEDURES NECESSARY FOR THE FEMALE
PARTNER TO CONCEIVE.

AVAILABILITY

IVF oR IUI WITH DONOR SPERM IS A SERVICE AVAILABLE HERE AT UIHC.
WE ARE WILLING TO WORK WITH ANY SPERM BANK THAT COMPLIES WITH
FDA REGULATIONS GOVERNING REPRODUCTIVE TISSUE BANKS (21 CFR
PART 1271), BUT WE CAN PROVIDE YOU WITH NAMES AND CONTACT
INFORMATION FOR SPERM BANKS THAT WE RECOMMEND.

SURROGACY / GESTATIONAL CARRIERS



PROCESS

TRADITIONAL SURROGACY IS WHEN A FERTILE SURROGATE MOTHER IS
ARTIFICIALLY INSEMINATED WITH THE MALE PARTNER’S SPERM. THE CHILD WILL
HAVE THE GENES OF THE MALE AND THE SURROGATE FEMALE. THE FEMALE
PARTNER THEN USUALLY HAS TO ADOPT THE BABY AFTER BIRTH. GESTATIONAL
CARRIER IS WHEN A WOMAN CARRIES A PREGNANCY FOR YOU, BUT HAS NO GENETIC
RELATION TO THE CHILD. THE CHILD IS THE GENETIC OFFSPRING OF THE COUPLE,
NOT THE SURROGATE.

PATIENT

SURROGACY IS AN OPTION FOR WOMEN WHO ARE NOT ABLE TO CARRY A
PREGNANCY (USUALLY DUE TO PROBLEMS WITH THEIR UTERUS OR GENERAL
HEALTH).

SUCCESS
SUCCESS RATES ARE ABOUT THE SAME AS STANDARD IVF.

RISKS
RISKS TO YOU WOULD INCLUDE THOSE ASSOCIATED WITH OVARIAN
HYPERSTIMULATION, IF YOU ARE THE SOURCE OF THE OOCYTES.

CosTS
THE COSTS OF SURROGACY CAN VARY GREATLY, RANGING FROM $10,000 TO
$100,000.

AVAILABILITY

CURRENTLY, SURROGACY AND GESTATIONAL CARRIER ARE NOT AVAILABLE OPTIONS
HERE AT UIHC, DUE TO THE STATUS OF THE IOWA LAWS REGARDING THIS ISSUE.
HOWEVER, WE HOPE TO BE ABLE TO OFFER THIS OPTION TO OUR PATIENTS IN THE
NEAR FUTURE.

ADOPTION

PROCESS

ADOPTION IS AN OPTION THAT CAN BE CONSIDERED BY ANYONE SEEKING
PARENTHOOD. IT CAN BE DOMESTIC OR INTERNATION AND OPEN OR CLOSED.

OPEN ADOPTION REFERS TO A PROCESS IN WHICH THE BIRTHMOTHER IS KNOWN TO
YOU AND YOU TO HER. THE POSSIBILITY FOR CONTACT BEFORE AND AFTER THE
BIRTH IS POSSIBLE. CLOSED ADOPTIONS ARE PRIVATE IN THAT YOU AND THE
BIRTHMOTHER WILL HAVE LIMITED INFORMATION ABOUT ONE ANOTHER AND NO
INFORMATION ABOUT ONE ANOTHER’S IDENTITIES. YOU ALSO MAY CONSIDER
FOSTER CARE, WITH THE FUTURE POSSIBILITY OF ADOPTION THROUGH THAT
PROCESS. REGARDLESS OF WHICH ROUTE YOU TAKE, THE STATE IN WHICH YOU
LIVE WILL HAVE LAWS THAT REGULATE ADOPTION. IN MOST CASES YOU WILL HAVE
CONTACT WITH STATE-CERTIFIED SOCIAL WORKERS WHO WILL ASSIST YOU IN THE
PROCESS. ADOPTION AGENCIES MAY BE PRIVATE, NOT-FOR-PROFIT ORGANIZATIONS,
SUCH AS JEWISH FAMILY AND CHILDREN’S SERVICES OR CATHOLIC CHARITIES.
THEY MAY BE LOCAL OR STATE GOVERNMENT BODIES SUCH AS COUNTY CHILD
WELFARE SERVICE AGENCIES. THERE ALSO ARE FOR-PROFIT ORGANIZATIONS AND
LAWYERS THAT SPECIALIZE IN COORDINATING DOMESTIC AND/OR INTERNATIONAL
ADOPTIONS. MOST ADOPTION AGENCIES REPORT THAT THEY DO NOT RULE OUT
CANCER SURVIVORS AS POTENTIAL PARENTS, ESPECIALLY WITH DOCUMENTATION
FROM A DOCTOR STATING THAT LIFESPAN AND QUALITY OF LIFE ARE EXPECTED TO
BE GOOD. HOWEVER, SOME AGENCIES DO REQUIRE A CERTAIN AMOUNT OF TIME TO
PASS BEFORE ALLOWING A SURVIVOR TO BE ELIGIBLE (E.G. 5 YEARS). THE
ADOPTION PROCESS TAKES TIME (6 MONTHS TO 2 OR 3 YEARS) AND COSTS VARY
GREATLY, FROM $2,500 TO $35,000.



THE NEXT STEP

DECIDING IF FERTILITY PRESERVATION IS RIGHT FOR YOU

IF YOU ARE AT RISK FOR INFERTILITY FROM YOUR CANCER TREATMENT, IT IS
IMPORTANT TO THINK ABOUT THE SIGNIFICANCE OF PARENTING TO YOU. QUESTIONS
YOU MAY WANT TO ASK YOURSELF INCLUDE:

HAVE | ALWAYS WANTED CHILDREN?

WoULD | PREFER ADOPTION TO OTHER PARENTHOOD OPTIONS?

DOES IT MATTER TO ME IF MY CHILDREN ARE BIOLOGICALLY RELATED TO ME?
AM | OPEN TO USING DONOR SPERM OR DONOR EMBRYOS?

How MANY CHILDREN DO | WANT TO HAVE?

How DOES MY PARTNER/SPOUSE FEEL ABOUT ALL OF THESE ISSUES?

Do | HAVE ETHICAL OR RELIGIOUS CONCERNS ABOUT ASSISTED REPRODUCTIVE
TECHNOLOGIES?

IF YOU THINK YOU MAY WANT TO PURSUE FERTILITY PRESERVATION, START WITH A
DISCUSSION WITH YOUR ONCOLOGIST. QUESTIONS YOU MAY WANT TO ASK HIM OR HER
INCLUDE:

How WILL MY DIAGNOSIS AND TREATMENT AFFECT MY FERTILITY?

ARE THERE ALTERNATIVE CANCER TREATMENTS WITH FEWER SIDE EFFECTS ON
MY FERTILITY?

CAN | SAFELY DELAY MY TREATMENT TO UNDERGO A FERTILITY PRESERVATION
PROCEDURE?

IS IT SAFE FOR ME TO USE FERTILITY DRUGS? (IS MY CANCER SENSITIVE TO
HORMONES?)

IS PREGNANCY SAFE FOR ME? HOW LONG SHOULD | WAIT BEFORE | TRY TO GET
PREGNANT?

SCHEDULING AN APPOINTMENT

YOUR ONCOLOGIST CAN HELP DIRECT YOU TO THE APPROPRIATE CLINIC, BUT YOU WILL
LIKELY HAVE AN APPOINTMENT IN OUR IVF OR ENDOCRINE CLINIC. THE NUMBER TO
CONTACT THAT CLINIC IS 319-356-8483.

LABS AND TESTING THAT CAN BE DONE PRIOR TO YOUR APPOINTMENT

BLOOD TESTS FOR HIV, HEPATITIS (B SURFACE ANTIGEN AND C ANTIBODY) AND RPR
(SYPHILIS) ARE REQUIRED FOR BOTH PARTNERS UNDERGOING IVF. THESE SHOULD BE
ORDERED BY YOUR LOCAL PHYSICIAN AND RESULTS MAY BE MAILED OR FAXED TO US
OR HAND CARRIED TO YOUR PRELIMINARY APPOINTMENT. USE OF ANY DONOR
GAMETES HERE AT UIHC REQUIRES PRETREATMENT COUNSELING BY A HEALTH
PSYCHOLOGIST. CALL THE CLINIC TO DISCUSS YOUR PARTICULAR CIRCUMSTANCES
PRIOR TO GETTING THESE TESTS DONE.



THE UIHC IVF TEAM
PHYSICIANS

BRADLEY J. VAN VOORHIS, MD

DIRECTOR, REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY DIVISION
DIRECTOR IVF PROGRAM

BOARD CERTIFICATION IN REPRODUCTIVE ENDOCRINOLOGY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

CRAIG H. SYROP, MD

VICE CHAIR

DIVISION OF REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY
BOARD CERTIFICATION IN REPRODUCTIVE ENDOCRINOLOGY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

WILLIAM E. DAVIsS, MD

ASSISTANT PROFESSOR

DIVISION OF REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

GINNY RYAN, MD

ASSOCIATE

DIVISION OF REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

MIKA THOMAS, MD

FELLOW

DIVISION OF REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

LINDSAY MAINS, MD

FELLOW

DIVISION OF REPRODUCTIVE ENDOCRINOLOGY AND INFERTILITY
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY

LABORATORY PERSONNEL

AMY SPARKS, PHD, HCLD
RESEARCH SCIENTIST

PATTY NOLAN, BS, MT, ASCP
EMBRYOLOGIST

MELODY BAKKEN, BS
EMBRYOLOGIST

NANCY HAYS, BS
CLINICAL LABORATORY TECHNOLOGIST Il

JiLL BLAINE, B.A., BS
DATA BASE ANALYST Il

CINDY RIGGAN
SECRETARY III

JENNIFER JAGNOW
CLINICAL LABORATORY TECHNOLOGIST |

SARAH DAY
CLINICAL LABORATORY TECHNOLOGIST |

COUNSELING PERSONNEL



AMY STOCKMAN, PHD
HEALTH PSYCHOLOGIST

FINANCIAL COUNSELING

KRISANNE DUHAIME
FINANCIAL ADVISOR

PAM FUNKE
PROGRAM ASSOCIATE

IVF NURSING STAFF

JAN GERARD, RNC, BSN
IVF NURSE COORDINATOR

MICHELLE MAIFELD, RNC
STAFF NURSE, IVF CLINIC

REBECCA FOrRD, RN, BSN
STAFF NURSE, IVF CLINIC

DEE OSSMAN, RN
STAFF NURSE, IVF CLINIC

IVF OR NURSES

° TERRI WAGNER, RN
° KATHY KOEHLER, RN
° SHIRLEY HOEPPNER, RN

IVF OPERATING RooM TECHNICIAN

° PATRICIA SPEVACEK

PROGRAM ASSOCIATE

° PAM FUNKE

RECEPTIONIST SECRETARIAL SUPPORT

° CHERYL CULLERS-HOARD

CINDY HUEDEPOHL, RN, BSN
STAFF NURSE, IVF CLINIC

JANICE GRIMES, RN
STAFF NURSE, IVF CLINIC

LoRrRI HAVRAN, RN
STAFF NURSE, IVF CLINIC

VICKIE HODGEMAN, RN
STAFF NURSE, IVF CLINIC



OTHER RESOURCES

FERTILE HOPE

FOUNDED IN 2001 BY LINDSAY BECK, FERTILE HOPE IS A NATIONAL NONPROFIT
ORGANIZATION HEADQUARTERED IN NEW YORK CITY, DEDICATED TO PROVIDING
REPRODUCTIVE INFORMATION, SUPPORT AND HOPE TO CANCER PATIENTS AND
SURVIVORS WHOSE MEDICAL TREATMENTS PRESENT THE RISK OF INFERTILITY.
PROVIDES INFORMATION FOR PATIENTS AND PHYSICIANS, INCLUDING FINANCIAL
ASSISTANCE OPTIONS, SUPPORT, AND ONGOING CLINICAL TRIALS.
WWW.FERTILEHOPE.ORG

ASSOCIATION OF CANCER ONLINE RESOURCES

A NONPROFIT ORGANIZATION BASED IN NYC. SUBSCRIBE TO A CANCER/INFERTILITY
RELATED INTERNET MAILING LIST AT HTTP://LISTSERV.ACOR.ORG/ARCHIVES/CANCER-
FERTILITY.HTML

WWW.ACOR.ORG

LIVE STRONG, THE LANCE ARMSTRONG FOUNDATION

FOUNDED IN 1997 BY CANCER SURVIVOR AND CHAMPION CYCLIST LANCE ARMSTRONG,
THE LAF IS A REGISTERED NONPROFIT ORGANIZATION LOCATED IN AUSTIN, TEXAS,
CREATED TO INSPIRE AND EMPOWER PEOPLE AFFECTED BY CANCER.
WWW.LIVESTRONG.ORG

CRYOGENIC LABORATORIES, INC.

THIS CRYOBANK WAS ESTABLISHED IN THE 1970’S AS THE COUNTRY’S FIRST PRIVATE
SPERM BANK. ALONG WITH AN EXTENSIVE DONOR SPERM PROGRAM, CLI OFFERS A
CONVENIENT “PRIORITY MALE” SERVICE, WHICH ALLOWS MEN TO COLLECT SPECIMENS
AT HOME AND HAVE THEM SHIPPED OVERNIGHT TO THEIR CRYOBANK FOR STORAGE.
1800-466-2796. INFO@RCRYOLAB.COM

WWW.CRYOLAB.COM

100 QUESTIONS & ANSWERS ABOUT CANCER & FERTILITY

KUTLUK H. OKTAY, MD,

WRITTEN BY AN OBGYN/REPRODUCTIVE MEDICINE SPECIALIST AND CANCER/FERTILITY
PATIENT ADVOCATE, WITH COMMENTARY FROM ACTUAL PATIENTS, THIS IS AN
INVALUABLE RESOURCE FOR ANYONE STRUGGLING WITH THE MEDICAL, PHYSICAL, AND
EMOTIONAL TURMOIL OF CANCER AND INFERTILITY.



