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Objective: To summarize the procedures and outcomes of assisted reproductive technology (ART) initiatec
in the United States in 1997.

Design: Data were collected electronically by using Society for Assisted Reproductive Technology Clinical
Outcome Reporting System software and were submitted to the American Society for Reproductive Medicine
Society for Assisted Reproductive Technology Registry.

Participant(s): 335 programs submitted data on procedures performed in 1997. Data were collated aftel
November 1998 so that the outcome of all pregnancies established would be known.

Main Outcome Measure(s): Incidence of clinical pregnancy, ectopic pregnancy, abortion, stillbirth, deliv-
ery, and structural and functional abnormalities.

Result(s): Programs reported initiating 73,069 cycles of ART treatment. Of these, 51,344 cycles involved
IVF (with and without micromanipulation), with a delivery rate per retrieval of 27.9%; 1,943 were cycles of
GIFT, with a delivery rate per retrieval of 30.0%; and 1,104 were cycles of zygote intrafallopian transfer, with
a delivery rate per retrieval of 28.0%. The following additional ART procedures were also initiated: 4,616
donor oocyte cycles, with a delivery rate per transfer of 40.0%; 10,181 frozen embryo transfer procedures
with a delivery rate per transfer of 18.8%; 1,584 frozen embryo transfers using donated oocytes, with ¢
delivery rate per transfer of 22.2%; and 600 cycles using a host uterus, with a delivery rate per transfer o
34.6%. Furthermore, 1,173 cycles were reported as combinations or more than one treatment type, 40 cycl
as research, 258 as embryo banking, and 226 as other (unclassified) cycle types. As a result of all procedur
17,311 deliveries resulting in 25,059 babies were reported.

Conclusion(s): In 1997, more programs reported ART treatment and the number of reported cycles increasec
significantly (10.9%) compared with 1996. In comparable cycle types, the overall success rate (deliveries pe
retrieval) increased by 1.8%, which represents an increase of 6.9% compared with the success rate for 19¢
(Fertil Steril® 2000;74:641-53. ©2000 by American Society for Reproductive Medicine.)

Key Words: Assisted reproductive technology, in vitro fertilization, gamete intrafallopian transfer, zygote
intrafallopian transfer, cryopreserved embryos, donor oocytes

In 1988, the Society for Assisted Reproduc- lish clinic-specific pregnancy success rates for
tive Technology (SART) began publishing an- ART procedures in the United States. Through
nual reports of assisted reproductive technol-collaboration with SART and their data collec-
ogy (ART) activities (1). These annual reports tion system, data from 1995 were first collected
were based on voluntary data submissions byand published under the Act (3). In addition to
programs, and they provided a forum for shar- producing the annual CDC report, SART has
ing information early in the development of the continued to review and analyze annual data to
technology. In 1992, the U.S. Congress passecexplore trends in ART activities in more detail.
the Fertility Clinic Success Rate and Certifica- The present report summarizes the ART pro-
tion Act (2), which requires the Centers for cedures and outcomes in the United States in
Disease Control and Prevention (CDC) to pub-1997.
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The SART has prepared this report in conjunction withtion medications were used) and unstimulated cycles were
the American Society for Reproductive Medicine (ASRM) combined in each of the categories described above.

and the CDC'_ It represents manodatory rgporting by 335 A clinical pregnancy was defined as the occurrence of at
programs offering ART, 323 (96.4%) of which were mem- o5t one ultrasonography-confirmed gestational sac in the

bers of SART. Each clinic’s submitted data were tabulateq o5 (which excludes ectopic and biochemical pregnancies
and summarized by SART and were subsequently verified) ;+ jncjydes heterotopic pregnancies). Ectopic pregnancies

by gach C|InIC'.S med|cal director, a_nd a.II.such data V‘{erewere reported separately. Pregnancy loss was defined as a
subject to validation through on-site visits and medicaljinical pregnancy that did not result in a delivery.

record review. i . ) i
The following definitions were used in measuring out-

comes. A live birth was a cycle that resulted in at least one
MATERIALS AND METHODS live-born neonate, regardless of the number of other neonates

Data collected retrospectively for ART treatments initi- 2nd Whether they were live born or stillborn. A stillbirth was
ated from January 1, 1997, through December 31, 19978 cycle that resulted in no live-born neonates and one or
form the basis for this report. Programs collected patientmore stillborn neonates. The number of deliveries is equal to
and cycle-specific data in electronic form, by the SARTthe sum oflive birth cycles plus stillbirth cycles, which is the
Clinical Outcome Reporting System, a personal computep@me as the sum of cycles that resulted in one or more live-
software program designed for ART data collection. ThePorn neonates plus cycles that resulted in all stillborn neo-
ART programs submitted final data in January 1999 tohates. A live-born neonate was one that showed signs of life

permit reporting of outcomes of all pregnancies initiatedaﬁer Complete eXpUISion or extraction from its mother. Signs
in 1997. of life included breathing, beating of the heart, pulsation of

the umbilical cord, or definite movement of the voluntary
uscles regardless of gestational age at birth. Heartbeats
ere distinguished from transient cardiac contractions, and
L . ; espirations were distinguished from fleeting respiratory ef-
Clinical Outcome Reporting System and contained demoitor'[s or gasps. A stillborn neonate was one born at 18 weeks

graphic characteristics, medical history, and diagnosis foBr later from the date of transfer that showed no signs of life

each patient and information on medication, treatment methéfter the complete expulsion or extraction from the mother

OdZ’ and ?utcom;ahs for each ﬁyCI?'A%a}IEa from pﬁt'etntj th%nd no certificate of live birth was filed. The number of
underwent more than one cycle o Were collected ang, o, hates (infants born) is equal to the sum of live-born

analyzed separately for each cycle. Therefore, the CyCIf"\eonates plus stillborn neonates. The number of live-born

numEer rfepo;.tedt 'sTilwzy‘:’ equal tLO O: grelatteé [t)hagAtQ eonates is equal to the sum of normal neonates plus neo-
number ot patients. The data were then tabulated by ates with structural or functional abnormalities plus neonates

and compiled to create the annual clinic data set. who had a neonatal death.

Each clinic was also sent a clinic summary table so that it Structural or functional abnormalities were reported as

could reconfirm outcome and treatment data. Analysis Wag,iows: none. cleft palate, genetic defect, cardiac defect
completed in the 10 months after data submission. Ia; : : ’ ,

Each reporting clinic submitted an export diskette and
printed clinic summary verified as accurate by the medic
director. The export diskette was created by using the SAR

o - : o imb defect, other, and unknown. Details regarding how
addition, the CDC subsidized on-site data validation at 3 rograms obtained this information were not collected. Ne-

_ran(_jomly selegted clinics. .TWO members of Fhe SART Val'onates for whom this information was reported as unknown

idation Comm_lttee, occa_smnally accompanied bY a CDC r was not entered were tabulated as normal. The rate of

ggservgr, vle r|f|e|d atpp()jroxmrate_ly t2h5 data d_eler"len;slmbeaih tructural or functional abnormalities is equal to the number
randomly selected cycles in the medical and [aboratonye hrants with at least one structural or functional abnor-

records of each program. mality per 1,000 neonates.
The AR.T procedures were divided into Sevgral categgries A neonatal death was any death that occurred before 28

for reporting purposes: IVF, GIFT, zygote intrafallopian days of life. The neonatal death rate is equal to the number

transfer (ZIFT), cryopreserved embryo transfer, donor 00+ neonatal deaths per 1,000 live births

cyte, cryopreserved embryo transfer from donor oocytes, and ’ '

ART cycles for host uterus transfer. Programs also submitted

information on cycles in which intracytoplasmic sperm in- RESULTS
jection (ICSI) was performed. All ART Procedures

For reporting purposes, cycles were divided into four In 1997, 335 programs reported initiating a total of 73,069
categories according to the age of the woman at the time afycles of ART treatment. Of these cycles, IVF and fresh
retrieval: =34, 35-37, 38—40, or41 years of age. These transfer of embryos derived from the patient’'s own oocytes
age groups were further categorized by reported primargnondonor) were used in 51,344, including 18,312 cycles in
diagnosis. Stimulated cycles (during which ovulation induc-which ICSI was used. There were 1,943 cycles of fresh
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Comparison of reported outcomes for ART procedures.?

Standard  IVF plus Donor oocyte CPE CPE transfer with  Host uterus
IVF ICSI GIFT ZIFT transfef transfer donor oocyte transfer

No. of cycles or procedurs 33,032 18,312 1,943 1,104 4,616 10,181 1,584 600
Cancellations (%) 21.7 NA 14.4 10.4 6.2 6.0 4.3 6.2
No. of retrievals 25,878 18,292 1,663 989 NA NA NA 563
No. of transfers 24,027 17,243 1,640 911 4,122 9,165 1,467 540
Transfers per retrieval (%) 92.8 94.3 98.6 92.1 NA NA NA 95.9
No. of clinical pregnancies 8,975 6,072 627 346 1,978 2,185 400 226
Pregnancy loss (%) 18.1 18.5 20.4 19.9 16.6 21.3 18.8 17.3
No. of deliveries 7,353 4,949 499 277 1,650 1,719 325 187
Deliveries per retrieval (%) 28.4 27.1 30.0 28.0 NA NA NA 33.2
Singleton (%) 59.6 62.9 66.9 66.4 56.5 74.4 65.8 83.3
No. of ectopic pregnancies (EP) 220 102 16 11 21 60 10 1
EP transfer (%) 0.9 0.6 1.0 1.2 0.5 0.7 0.7 0.2
Abnormal neonates (%) 1.6 1.7 1.9 1.6 1.9 1.8 2.0 1.9

Note: ART = assisted reproductive technology; CREcryopreserved embryo; NA not applicable; ZIFT= zygote intrafallopian transfer. See text for
discussion.

2 Except combination (®1,173), research 40), embryo banking (r258), and other (r226) cycles.

®Includes all cycles regardless of maternal age and infertility diagnosis.

®Includes known or anonymous but not host uterus transfer or surrogate.

d Cryopreserved embryo transfer cycles not done in combination with fresh embryo transfer and not with donor egg or embryo.

¢ Reporting of structural and functional abnormality is problematic. See text for discussion.

Adamson. ASRM/SART registry 1997 results. Fertil Steril 2000.

nondonor GIFT and 1,104 cycles of fresh nondonor ZIFT, ofSummary data are shown in Table 1; IVF and GIFT subsets
which 657 employed ICSI. There were 4,616 cycles involv-are compared with 1996 data in Tables 2 and 3.

ing donor oocytes and fresh embryo transfer and 600 cyclelst

with embryo transfer to a host uterus. In addition, 10,181

nondonor cryopreserved embryo thaw procedures and 1,584l Cycles

donor oocyte-derived cryopreserved embryo thaw proce- gy, 51,344 initiated cycles of IVF (with and without

dures were performed. A total of 1,173 combination cycleleSI) 44,170 (86.0%) led to retrieval, for an overall can-
were performed, with 149 cycles combining nondonor freShceIIat,ion ’rate of 14.0%. Of the 44 17’0 retrievals. 41 270
and cryopreserved embryos, 437 cycles combining multip| 3.4%) led to a tran.sfer. A total of i5 047 clinical p;regﬁan-
transfer methods of fresh nondonor embryos or oocytes, 407, ' '

: o 0
cycles combining fresh and thawed embryos derived fromCIes were reported, for a clinical pregnancy rate of 29.3% per

o 0 . 0
donor oocytes, and 180 cycles combining other treatmentmmated cycle, 34.1% per retrieval, and 36.5% per transfer.

Forty cveles were reported as research. 258 as embrvo bar  total of 12,302 deliveries were reported, for a delivery
ycy b ' Y rate of 24.0% per initiated cycle, 27.9% per retrieval, and

ing, and 226 as other (unclassified) types. All research cyclegg_g% pertransfer. The rate of clinical pregnancy loss was

had research protocols and consent forms approved in a 8.20. A total of 322 ectopic pregnancies were reported,

which represented 2.1% of clinical pregnancies and 0.8% of
As a result of all ART procedures and cryopreserved VF transfers.

embryo transfers, 17,311 deliveries resulting in the birth  oyerall, 60.9% of deliveries were singletons, 32.2% were

of 25,059 babies were reported. Of the deliveries, 10,73%yins, 6.3% were triplets, and 0.5% were higher-order mul-

(62.0%) were singleton, 5,491 (31.7%) were twins, 1,01Qiple deliveries. A total of 17,396 IVF babies were reported
(5.8%) were triplets, and 78 (0.5%) were of higher orderas normal neonates. One hundred seventy-seven stillborn
than triplets. infants (10 per 1000 neonates) were reported, of which 42
ere in singleton deliveries, 96 were in twin deliveries, and
9 were in triplet or higher-order deliveries.

vance by SART.

A total of 24,184 neonates were reported as normal
(96.5%), 240 as stillborn (10 per 1000 neonates, of which
24 also had a structural or functional abnormality), 411 as There were 281 neonates with structural or functional
having a structural or functional abnormality (16 per 1000defects (16 per 1000 neonates); among these neonates, 168
neonates) and 224 as neonatal deaths (9 per 1000 live birthsjeonatal deaths were reported, for a rate of 9.5 per 1000 live
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IVF procedures (with and without ICSI) by maternal age group and infertility diagnosis.

Cancelled Transfers per Deliveries per Multiple births
No. of cycles retrieval No. of No. of retrieval per delivery
Patient category retrievals (%) (%) pregnancies deliveries (%) (%)
1997 IVF procedures without ICSI
Women=34 years of age, no male factor infertility 14,725 10.2 93.9 5,802 4,988 33.9 44.7
Women 35-37 years of age, no male factor infertility 7,513 14.8 94.4 2,716 2,206 294 384
Women 38-40 years of age, no male factor infertility 6,257 19.3 93.0 1,763 1,326 21.2 28.6
Women=41 years of age, no male factor infertility 3,682 24.4 90.0 5901 345 9.4 18.8
1997 IVF procedures with ICSI
Women=34 years of age, male factor infertility 6,118 7.7 94.6 2,407 2,069 33.8 40.5
Women 35-37 years of age, male factor infertility 2,739 11.9 94.0 1,010 840 30.7 34.4
Women 38-40 years of age, male factor infertility 2,130 154 91.9 574 425 20.0 28.6
Women=41 years of age, male factor infertility 1,006 19.3 89.8 184 103 10.2 25.0
Total procedures
1997 44,170 14.0 93.4 15,047 12,302 27.9 39.0
1996 38,432 13.9 93.3 11,938 10,011 26.0 39.0

Adamson. ASRM/SART registry 1997 results. Fertil Steril 2000.

births. Among singleton pregnancies, 7,293 normal neonata®male factor infertility. Overall, 44.8% of all IVF cycles were
and 117 (16 per 1000) neonates with structural or functionainitiated in women=34 years of age, 23.2% in women
defects were reported. Forty (5 per 1000) neonatal deatl85-37 years of age, 20.0% in women 38—40 years of age,
were reported. Among twin pregnancies, 7,634 normal neoand 11.9% in womerz41 years of age. Male factor diag-
nates and 123 neonates with structural or functional defectgosis was reported in 26.3% of all IVF cycles. Table 2 shows
(16 per 1000) were reported. Seventy-nine neonatal deathgsults of the analysis for standard IVF cycles, with and
(10 per 1000) were reported in twin pregnancies. Amongyithout ICSI.

triplet and higher-order pregnancies, 2,469 normal neonates

and 41 (16 per 1000) neonates with structural or functional Among women=34 years of age without male factor

defects were reported_ Forty_nine neonatal deaths (19 pérﬁfertlllty, 16,399 CyCleS were initiated, with a cancellation
1000) were reported. rate of 10.2%. The 14,725 retrievals and 13,825 transfers

resulted in 5,802 pregnancies and 4,988 deliveries, for a
delivery rate of 30.4% per initiated cycle, 33.9% per re-

All 51,344 IVF cycles were analyzed by age of the trieval, and 36.1% per transfer. The rate of pregnancy loss
woman at the time of retrieval and by presence or absence ofas 14.0%.

GIFT procedures by maternal age and infertility diagnosis.

IVF Cycles by Age and Male Factor Infertility

Cancelled Transfers per Deliveries per Multiple births
No. of cycles retrieval No. of No. of retrieval per delivery
Patient category retrievals (%) (%) pregnancies deliveries (%) (%)
Women=34 years of age, no male factor infertility 611 8.3 98.5 265 232 38.0 39.7
Women 35-37 years of age, no male factor infertility 333 14.8 99.1 134 109 32.7 31.5
Women 38-40 years of age, no male factor infertility 296 21.9 98.6 106 74 25.0 28.4
Women=41 years of age, no male factor infertility 250 19.6 98.4 61 39 15.6 15.0
Women=34 years of age, male factor infertility 56 1.8 100.0 20 17 30.4 41.2
Women 35-37 years of age, male factor infertility 31 8.8 100.0 13 10 32.3 50.0
Women 38-40 years of age, male factor infertility 46 17.9 93.5 14 8 17.4 0.0
Women=41 years of age, male factor infertility 40 18.4 100.0 14 10 25.0 10.0
Total GIFT procedures
1997 1,663 14.4 98.6 627 499 30.0 33.3
1996 2,409 16.3 98.8 834 698 29.0 34.0

Adamson. ASRM/SART registry 1997 results. Fertil Steril 2000.
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TABLE 4

IVF according to quartiles for an individual clinic’s cycle volume and quartile group’s cycle volume.

All cycles Sampl&

Clinic Annual cycle Total cycles No. of clinics Median no. of No. of Deliveries per
quartile$ volume in quartile in quartile cycles per clinic cycles cycle (%)
A <190 18,179 215 112 6,982 27.4
B 190-357 17,054 65 269 5,773 325
C 360-778 19,432 40 515 6,197 30.5
D >786 18,404 15 1,407 5,629 34.3
w <63 3,152 84 44 1,240 27.1
X 64-125 7,629 84 94 2,996 26.4
Y 126-260 15,683 83 198 5,567 30.7
z >263 46,605 84 828 14,778 32.3

@See text for explanation of quartiles.
b Sample group is IVF treatment of womes34 years of age with all infertility diagnoses.

Adamson. ASRM/SART registry 1997 results. Fertil Steril 2000.

There were 8,819 cycles in women 35-37 years of agd25 deliveries, for a delivery rate of 16.9% per initiated
without male factor infertility, with a cancellation rate of cycle, 20.0% per retrieval, and 21.7% per transfer. The rate
14.8%. The 7,513 retrievals and 7,094 transfers resulted iof pregnancy loss was 26.0%. There were 1,247 cycles in
2,716 pregnancies and 2,206 deliveries, for a delivery rate avomen=41 years of age with male factor infertility, with a
25.0% per initiated cycle, 29.4% per retrieval, and 31.1% pecancellation rate of 19.3%. The 1,006 retrievals and 903
transfer. The rate of pregnancy loss rate was 18.8%. transfers resulted in 184 pregnancies and 103 deliveries, for

Among women 38—40 years of age without male factor® delivery rate of 8.3% per initiated cycle, 10.2% per re-

infertility, 7,757 cycles were initiated, with a cancellation trieval, ar;d 11.4% per transfer. The rate of pregnancy loss
rate of 19.3%. The 6,257 retrievals and 5,817 transferd'@S 44.0%.

resulted in 1,763 pregnancies and 1,326 deliveries, for analysis of Clinics by ART Volume

delivery rate of 17.1% per initiated cycle, 21.2% per re-

trieval, and 22.8% per transfer. The rate of pregnancy loss To assess the effect of clinic volume on outcomes, two

was 24.8%. analyses were performed. To standardize the comparison of

clinics, the sample population for these analyses included

. . i ) X only women=34 years of age. In the first analysis, the total

o e ackr TSI, )3 Concelalon fole f pumber of ART cyles was dvided nlo roughly equs

59i cTi.nicaI pr'egnancies and 345 Ejeliveries for a deIiveryaualrtiles of approximately 18,000 cycles each. Clinics were
' then distributed within the quartiles by clinic volume. Thus,

rate OOf 7-1% per initiated cycle, 9.4% per retrieval, an;jquartile A consisted of a large number of the smallest pro-
10.4% per transfer. The rate of pregnancy loss was 41.6 /ograms and quartile D consisted of a small number of the
Among women=34 years of age with male factor infer- largest programs. An ART program or clinic was defined as
tility, 6,625 cycles were initiated, with a cancellation rate of a legal entity practicing under state law, recognizable to the
7.7%. The 6,118 retrievals and 5,786 transfers resulted isonsumer, that provides ART to couples who have experi-
2,407 pregnancies and 2,069 deliveries, for a delivery rate agénced infertility or are undergoing ART procedures for other
31.2% per initiated cycle, 33.8% per retrieval, and 35.8% pereasons. The number of retrievals and the average delivery

transfer. The rate of pregnancy loss was 14.0%. rate per cycle were compared among quartiles (Table 4).

There were 4,871 cycles in women4l years of age

There were 3,108 cycles in women 35-37 years of age In quartile A, 215 clinics performed 18,179 total ART
with male factor infertility, with a cancellation rate of 11.9%. cycles, with a median volume of 112 cycles per clinic.
The 2,739 retrievals and 2,575 transfers resulted in 1,01Quartile A clinics reported 6,982 IVF cycles in the sample
pregnancies and 840 deliveries, for a delivery rate of 27.0%opulation, with an average delivery rate of 27.4% per cycle.
per initiated cycle, 30.7% per retrieval and 32.6% per transThe 65 clinics that formed quartile B reported 17,054 total
fer. The rate of pregnancy loss was 16.8%. Among womerycles, with a median volume of 269 cycles. Quartile B
38-40 years of age with male factor infertility, 2,518 cyclesclinics reported 5,773 cycles in the sample population, with
were initiated, with a cancellation rate of 15.4%. The 2,13032.5% of cycles resulting in a delivery. In the 40 clinics that
retrievals and 1,957 transfers resulted in 574 pregnancies amdade up quartile C, 19,432 cycles were performed. Quartile
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C clinics performed 6,197 cycles in the sample population, The average age of female patients undergoing IVF cy-
with an average delivery rate of 30.5% per cycle. A total ofcles with ICSI was 34.6 years, compared with 35.3 years in
18,404 cycles were performed at the 15 clinics (4.5% of alwomen undergoing IVF cycles without ICSI. The rate of

clinics) included in quartile D; the median volume was 1,407structural or functional anomalies for ICSI patients (23 per
cycles. In quartile D clinics, 5,629 cycles were performed in1000) did not differ from that among non-ICSI patients (22

the sample population, with an average delivery rate ofer 1000). The rate of neonatal death for ICSI patients
34.3% per cycle. (13 per 1000) did not differ from that for non-ICSI patients

(14 per 1000). The rate of ectopic pregnancy for ICSI pa-
tients was 1.7% per clinical pregnancy, compared with 2.5%
for non-ICSI patients.

In the second analysis of cycle volume, clinics were
divided into four quartiles of approximately 84 clinics each.
Quartile W comprised clinics performing63 cycles. Quar-
tile W clinics performed 3,152 cycles (median volume, 44 Of 1,104 initiated ZIFT cycles, 657 (59.5%) were per-
cycles) and reported 1,240 cycles in the sample populatiorfprmed with ICSI. The clinical pregnancy rate for ZIFT
with an average delivery rate of 27.1% per cycle. Quartile Xcycles using ICSI was 37.7% per initiated cycle, 37.7% per
comprised clinics that performed 64-125 cycles; these clinfetrieval, and 40.3% per embryo transfer (compared with
ics performed a total of 7,629 cycles and a median of 921.9%, 29.5%, and 33.2%, respectively, in ZIFT cycles
cycles. Quartile X clinics performed 2,996 cycles in thewithout ICSI). The delivery rate for ZIFT cycles using ICSI
sample population, with an average delivery rate of 26.4%was 30.0% per initiated cycle, 30.0% per retrieval, and
per cycle. Clinics performing 126 -260 cycles formed quar-32.0% per embryo transfer (compared with 17.9%, 24.1%,
tile Y. In these clinics, a total of 15,683 cycles were per-and 27.1% in cycles without ICSI). In ZIFT cycles using
formed (median, 198 cycles), and 5,567 cycles were pertfCSI, the cancellation rate per initiated cycle was zero,
formed in the sample population, with an average deliverycompared with 25.7% in ZIFT cycles without ICSI, and the
rate of 30.7% per cycle. The 84 largest clinics (those thatate of ectopic pregnancy was 2.8% per clinical pregnancy
reported>263 cycles) performed 46,605 cycles (63.8% of(compared with 4.1% in ZIFT cycles without ICSI). The
all cycles). The median cycle volume for quartile Z clinics average age was 33.7 years among women undergoing ZIFT
was 828 cycles. Quartile Z clinics performed 14,778 cyclesycles with ICSI and 35.7 years among women undergoing
in the sample population, with an average delivery rate oZIFT cycles without ICSI.

32.3% per cycle. Of 4,616 initiated fresh donor oocyte and fresh donor

ICSI embryo cycles, 1,351 (29.3% of all donor cycles) were
performed with ICSI. The clinical pregnancy rate for donor
A total of 20,932 ART cycles and 19,587 transfers in-cycles using ICSI was 46.4% per embryo transfer and the
volved embryos fertilized by using ICSI. Overall, 7,083 delivery rate was 38.0% per embryo transfer, compared with
clinical pregnancies were established, resulting in 5,772 de48.7% and 41.0%, respectively, in cycles without ICSI. The
liveries (62.6% singleton, 31.8% twin, 5.1% triplet, and rate of ectopic pregnancy was 1.2% per clinical pregnancy
0.5% higher-order gestations). The pregnancy loss rate wamong donor cycles using ICSI and 1.0% among those
18.5%. There were 8,066 normal neonates delivered, 13®ithout ICSI; the average age was 41.0 years in recipients of
neonates with structural or functional abnormalities (17 pedonor cycles using ICSI and 40.6 years in recipients of donor
1000 neonates), and 76 neonatal deaths (9 per 1000 livwycles without ICSI.
births). One hundred nineteen ectopic pregnancies occurre%lFT

Fertilization with ICSI was done in 18,312 of 51,344 IVF
cycles (35.7%). The clinical pregnancy rate for IVF cyclesAll Cycles
using ICSI was 33.2% per initiated cycle, 33.2% per retriev- . ,
al, and 35.2% per embryo transfer (compared with 27.2%, One hundred thirty-nine programs reported 1,943 cycles

34.7%, and 37.4%, respectively, in IVF cycles without ICSI).Of GIFT. A total of 1,663 retri.evals (85.6% of cycles) and
The delivery rate for IVF cycles using ICSI was 27.0% per1,640 trapsfers (98..6% of retnev_als) were p_e_rformed. These
initiated cycle, 27.0% per retrieval, and 28.7% per embryoresulted in 627 cI|n|.c§1I_ pregnancies, for a clinical pregnancy
transfer (compared with 22.3%, 28.4%, and 30.6%, resped@t€ Of 32.3% per initiated cycle, 37.7% per retrieval, and
tively, for cycles without ICSI). In IVF cycles using ICSI, 38._2% per gamete transfer. Thgre were 499 deliveries, for a
the cancellation rate was zero because the data entry Soﬂghvery rate of 25.7% per initiated cyc!e, 30.0% per re-
ware required reported cycles to progress to retrieval beforg'eval' and 30.4% per gamete transfer. Sixteen ectopic preg-
ICSI could be selected as the cycle type. This policy prob_nanmes were report.eq, representing a rate of 1.0% per trans-
ably artificially elevated the cancellation rate in non-ICSI IV fer and 2.6% per clinical pregnancy.

cycles (21.7%)because there were probably a number of A total of 683 GIFT infants were born, of which 66.9%
circumstances in which ICSI was planned but cycles werevere singletons, 29.3% were twins, and 3.8% were triplets.
cancelled. There were 6 stillbirths. Six hundred sixty-three infants were

646 SART ASRM/SART registry: 1997 results Vol. 74, No. 4, October 2000



reported as normal neonates. Thirteen had structural or funéeal pregnancies and 10 deliveries resulted. The delivery rate
tional abnormalities (19 per 1000 neonates). One neonatah the subgroup was 29.4% per initiated cycle, 32.3% per

death was reported (1 per 1000 live births). The incidenceetrieval, and 32.3% per gamete transfer. The pregnancy loss
of neonates with structural or functional abnormalities andrate was 23.1%.

neonatal death did not differ for GIFT compared with IVF. |\ omen 38—40 years of age with male factor infertility,

GIFT Cycles by Age and Male Factor 56 cycles were initiated and 46 retrievals (17.9% cancella-
tion rate) and 43 gamete transfers were performed. Fourteen
Cycles of GIFT were stratified according to age of theclinical pregnancies and 8 deliveries resulted. The delivery
woman at retrieval and presence or absence of male factate in the subgroup was 14.3% per initiated cycle, 17.4%
infertility. Overall, 37.2% of GIFT cycles were initiated in per retrieval, and 18.6% per gamete transfer. The pregnancy
women=34 years of age, 21.9% in women 35-37 years 0Ofgss rate was 42.9%.

age, 22.4% in women 38-40 years of age, and 18.5% in . . .
g ) y g § In women=41 years of age with male factor infertility,

women =41 years of age. Male factor infertility was re- D .
ported in 10.1% of GIFT cycles. Results in each category arég cycles were initiated and 40 retrievals (18.5% cancella-
- tion rate) and 40 gamete transfers were performed. Fourteen
shown in Table 3. - ; o
) ) _ clinical pregnancies and 10 deliveries were reported. The
In women=34 years of age with no male factor infertil- gelivery rate in this subgroup was 20.4% per initiated cycle,

ity, 666 cycles were initiated, with 611 retrievals (8.3% 2509 per retrieval, and 25.0% per gamete transfer. The
cancellation rate) and 602 gamete transfers; 265 clinicahregnancy loss rate was 28.6%.

pregnancies and 232 deliveries resulted. The delivery rate in

this subgroup was 34.8% per initiated cycle, 38.0% peAdditional ART
retrieval, and 38.5% per gamete transfer. The pregnancy IO%IFT

rate was 12.5%.

In women 35-37 years of age with no male factor infer-  Ninety-three programs reported initiating 1,104 ZIFT cy-
tility, 391 cycles were initiated. There were 333 retrievalscles, with 989 retrievals, (10.4% cancellation rate) and
(14.8% cancellation rate), and 330 gamete transfers; 13911 transfers (92.1% of retrievals). As a result, 346 clin-
clinical pregnancies and 109 deliveries resulted. The delivical pregnancies were established and 277 deliveries oc-
ery rate in this subgroup was 27.9% per initiated Cyc|elcurred,foradelivery rate of 25.1% per initiated cyCIe, 28.0%

32.7% per retrieval, and 33.0% per gamete transfer. Th@er retrieval, and 30.4% per zygote transfer. Eleven ectopic
pregnancy loss rate was 18.7%. pregnancies were reported (1.2% per transfer and 3.2% per

clinical pregnancy). Of the deliveries, 66.4% were single-
tons, 28.5% were twins, 4.7% were triplets, and 0.4% were
f a higher order than triplets. A total of 385 live-born in-

In women 38-40 years of age with no male factor infer-
tility, 379 cycles were initiated. There were 296 retrievals

0, I .
(21.9% cancellation rate) and 292 gamete transfers; 10 ants were reported, 6 of which had structural or functional

clinical pregnancies and 74 deliveries resulted. The deliver o
rate in this subgroup was 19.5% per initiated cycle, 25'00%bn0rma““es (16 per 1000 neonates). Three neonatal deaths

er retrieval. and 25.3% per gamete transfer. The preanan 8 per 1000 live births) were reported. The incidence of
IF:)ss rate wa,s 30 2%' Perg ) preg eonates with structural or functional abnormalities and neo-

natal death did not differ for ZIFT and IVF.
In women=41 years of age with no male factor infertil-
ity, 311 cycles were initiated. Two hundred fifty retrievals Ponor Oocytes and Donor Embryos

(19.6% cancellation rate) and 246 gamete transfers were |, hundred thirty-one programs reported use of donor

performed; 61 clinical pregnancies and 39 deliveries req g tes Known and anonymous donor cycles were reported

sulted. The delivery rate in this subgroup was 12.5% pefggather. A total of 4,616 cycles were initiated and 4,122
initiated cycle, 15.6% per retrieval, and 15.9% per gametgansters were performed. The number of cases in which
transfer. The pregnancy loss rate was 36.1%. one donor’s oocytes were used for multiple recipients is
In women=34 years of age with male factor infertility, unknown.
57 cycles were initiated. Fifty-six retrievals (1.8% cancella-  jinical pregnancies were reported in 1,978 cycles, for a
tion rate) and 56 gamete transfers were done. Twenty C"nicaélinical pregnancy rate of 48.0% per embryo transfer. There
pregnancies and 17 deliveries were reported. The deliver\\,(,ere 1,650 deliveries, for a delivery rate of 40.0% per
rate in this subgroup was 29.8% per initiated cycle, 30.4%, o <fer. A total of 2,458 live-born infants were reported, of
per retrieval, and 30.4% per gamete transfer. The pregnancyhich 56.5% were singleton, 37.5% were twin, 5.8% were
loss rate was 15.0%. triplet, and 0.2% were higher-order deliveries. Twenty-one
In women 35-37 years of age with male factor infertility, ectopic pregnancies were reported (0.5% per transfer and
34 cycles were initiated and 31 retrievals (8.8% cancellatiorL.1% per clinical pregnancy). Forty-seven infants had struc-
rate) and 31 gamete transfers were performed. Thirteen clirtural or functional abnormalities (19 per 1000 neonates), and
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24 neonatal deaths (10 per 1000 live births) occurred. Theata. The objective of SART is to collect data from all U.S.
incidence of neonates with structural or functional abnor-ART programs. Annual reporting of data is a requirement of
malities and neonatal death did not differ for donor oocytesSART membership.

and embryos compared with nondonor IVF. In 1997, the number of programs reporting data to the

Cryopreserved Embryo Transfer ASRM/SART Registry increased by 11.7% and the number

of procedures reported increased by 10.9% compared with

Three hundred eighteen programs (94.9%) reported trangggg (4). In contrast, the corresponding values from 1995 to
fer of cryopreserved nondonor embryos as a separate procgggg were a 6.8% increase in reporting clinics and a 11.4%
dure using eggs obtained from the intended recipient, for &,crease in procedures performed (5). In 1997, the number of
total of 10,181 thaw and 9,165 transfer procedures (90.0% of /g cycles increased by 15.0%, the number of GIFT cycles

thaws resulting in transfer). Clinical pregnancies resulted ifyecreased by 32.5%, and the number of ZIFT cycles de-
2,185 cycles (21.5% of thaw and 23.8% of transfer proceyreased by 8.0% compared with 1996.

dures) with 1,719 deliveries, for a delivery rate of 16.9% per

thaw and 18.8% per transfer procedure. Cryopreserved em- 1he overall success rates of IVF, GIFT, ZIFT, cryopre-
bryo transfers from donated oocytes were used in 1,584 thagerved embryo transfer, and donor oocyte transfer (as mea-
and 1,467 transfer procedures, resulting in 400 clinical pregsured in deliveries per transfer) increased from 26.9% in
nancies (clinical pregnancy rate, 25.3% per thaw and 27.304996 to 28.6% in 1997, for a relative increase of 6.3%. The
per transfer procedure) and 325 deliveries (delivery rateSUCCESS rate of IVF procedures increased in 1997 compared
20.5% per thaw and 22.2% per transfer procedure) A total oyith 1996, with respective delivery rates per retrieval of
2,653 live-born infants resulted from 2,044 deliveries with27-9% and 26.0%. Delivery rates for GIFT cycles increased
known outcome from all cryopreserved embryo transfers, inf0 30.0% per retrieval in 1997 compared with 29.0% in 1996.
cluding donated oocytes. A total of 2,580 normal infants, 49The delivery rate for ZIFT declined to 28.0% per retrieval in
infants with structural or functional abnormalities (18 per 1997 from 30.9% in 1996. Therefore, the success rates of
1000 neonates), and 24 neonatal deaths (9 per 1000 livF and ZIFT in 1997 did not differ meaningfully from each
births) were reported. The incidence of neonates with strucother, in contrast to prior years (4, 5).

tural or functional abnormalities and neonatal death did not  Ajthough the success rate of GIFT remained higher than
differ for transfer of cryopreserved embryos compared withnat of IVF in 1997 P<.0005, ¥? test), no consensus exists
nondonor IVF. on an explanation for this difference. Cycle profiles reveal
different age distributions, diagnostic categories, and num-
bers of gametes or embryos transferred per patient. These
A total of 123 programs reported performing host uterusand other factors may influence changes in success rates
cycles, in which embryos generated from the intended parfrom year to year (6). Of note, because hundreds of statistical
enting couple were placed in a gestational carrier. Six hunealculations are performed in evaluating the registry data,
dred such cycles were initiated, resulting in 540 transfersnany statistically significant results will occur by chance
(transfer rate, 90.0% per cycle). Clinical pregnancies weralone. The SART continues to work with the CDC to stan-
reported in 226 cycles, for a rate of 37.7% per initiated cycledardize definitions, data collection, and analysis wherever
and 41.9% per embryo transfer. A total of 187 deliveriespossible, so that registry data can be better analyzed from
were reported, which included 59.9% singleton, 36.4% twinyear to year for stability of results and trends. This approach
2.4% triplet, and 0.5% higher-order births. The delivery ratewill help SART identify clinically meaningful differences.

0, initi 0,
was 31.2% per initiated cycle and 34.6% per transfer. One Rates of cycle cancellation in 1997 (13.9% of all initiated

ectopic pregnancy was reported. Two hundred SIXty_ﬂvelVF, GIFT, and ZIFT cycles) did not differ from 1996 rates

neonates were normal, and 5 had structural or function 14.0% of all initiated IVF, GIFT, and ZIFT cycles). The
abnormalities (19 per 1000 neonates). No neonatal death3 . 4
o . cancellation rate for IVF procedures (14.0%) in 1997 was
were reported. The incidence of neonates with structural or.” .
. . : . similar to the 1996 rate of 13.9% of reported cycles. The
functional abnormalities and neonatal death did not differ for’_. . o
highest rate of transfers per retrieval (98.6%) is still seen

host uterus transfer and nondonor IVF.

among GIFT procedures, reflecting the fact that fertilization
is not a prerequisite for transfer; in contrast, IVF and ZIFT
DISCUSSION procedures yielded respective transfer rates of 93.4% and
0 . .
The SART, along with the CDC, has attempted to identifygz'.l/o per retrlevgl. Cancellano_n rates and transfers per
; . . .~ retrieval are combined to determine the rate of transfer per
all programs in the United States that provide ART services.

Of 335 reporting programs, 323 (96.4%) were SART mem_mitiated cycle. The transfer rate per initiated cycle was

i 0, 0
bers. It is thought that because of compelling professionalhlgher among GIFT and ZIFT cycles (84.4% and 82.5%,

1 0,
public, and governmental concerns about ART, almost aIrESpeCtlvely) than among IVF cycles (80.4%).
programs that provide ART services are now reporting their The current data demonstrate the ongoing profound effect

Host Uterus Transfer
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of age on ART success. In IVF, GIFT, ZIFT, and nondonor
cryopreserved embryo transfer cycles, the likelihood of suc
cess (measured in deliveries per transfer) for worrerl . "
tructural and functional abnormalities and neonatal
years of age was 48.9% lower than that for women 38—4

eaths.?
years of age, 62.8% lower than that for women 35-38 years
of age, and 67.2% lower than that for wome34 years of Triplets and
age. The likelihood of success for women 38-40 years of Al higher-order

age was 27.2% lower than that for women 35-37 years of deliveries Singletons  Twins multiples

age and 36.9% lower than that for wome34 years of age.  structural and functional

Women 35-37 years of age had a 11.9% lower likelihood of abnormality rate (%) 16 16 17 17

success than women34 years of age. The greatest effect of Neonatal death rate (%) 0.9 05 10 2.0

age was seen in IVF cycles: Women41l years of age #Reporting of structural and fundamental abnormalities and neonatal deaths

experienced a 52.8% lower success rate than women 38— 4gProplematic. See text for discussion.

years of age. Age was less of a factor in determining SucceSAgamson. ASRM/SART registry 1997 results. Fertil Steril 2000.

only in donor oocyte cycles (fresh or cryopreserved) and

host uterus transfer cycles. The cut-off ages of 35, 38, and 41 |, |y ¢ycles, singletons represented 80.1% of deliveries

years at the time of retrieval were _sglected arbltr:amly; l‘utu_rgn women =41 years of age group but only 56.2% of

efforts to analyze data by an individual woman's age will 4e|iveries in women<34 years of age. The average number

ena.ble more precise determination of probabilities for pop embryos transferred was 3.0; this value varied negligibly

ulations of women at each age. by age in the three younger age groups. The average number
The effect of male factor infertility on pregnancy rates of embryos transferred in women41 years of age was 2.7,

continues to be less pronounced than before 1995, suggegtrobably reflecting compromised oocyte production in some

ing that clinics with proficiency in ICSI may be able to of the women.

mitigate the effects of male factor infertility. This technique  concern over the higher incidence of adverse outcomes
was used in approximately 35.7% of all IVF cycles, andassociated with multiple pregnancy has led SART to estab-
1997 was the third consecutive year of widespread use of thigsh new guidelines recommending the number of embryos
more successful approach to treatment of male factor infefgr gocytes to be transferred in certain patient ylagions
tility. When all IVF cycles were classified by male factor and (8). These guidelines are based on analysis of the U.S.
other diagnoses, patients with mdgtor infertility expe-  experience as reported to SART (9). The effect of imple-
rienced a higher delivery rate per retrieval (25.5%) thanmentation of these guidelines, which were released in
those with other diagnoses (23.4%). Data were not colnovember 1999, will not be known for several years.

lected on the ability of sperrfunction assays, morphology \whether new technologies, such as blastocyst culture, will
assessments, or antibodies to influence ART outcomes. NonR@|pstantially affect the incidence of high-order multiple

of these chgractc_a_ristics were incIL_Jdec_j in the definition ofyregnancies is also yet to be determined.
male factor infertility for this reporting interval.

Questions have been raised about rates of congenital
The incidence of ectopic pregnancies for all proceduresinomalies in IVF, especially with ICSI. This issue is difficult
was 0.7% per transfer and 2.1% per clinical pregnancyto address because of the numerous factors that confound
These values compare favorably to an estimated overaletection and reporting of congenital anomalies. A compre-
incidence of ectopic pregnancy in the United States of 2%nensive discussion of this issue is beyond the scope of this

per reported pregnancy (7). article. However, while acknowledging significant limita-

The incidence of multiple gestations was also determinedfions Of the data currently available from SART and others,

When classified by cycle type, the percentage of singletoﬁART is publishing these data on structural and functional
deliveries ranged from 74.4% for cryopreserved embry@bnormalities and neonatal deaths because of concerns that

transfer cycles to 56.5% for donor oocyte transfer cycles.have been expressed about adverse outcomes associated with

Twin deliveries accounted for 82.5% of all multiple deliv- ART- SART acknowledges aresponsibility to increase aware-
eries and 32.2% of all deliveries. Higher-order multiplesn€SS of adverse outcomes because such awareness may en

formed the remainder of multiple deliveries. The 781 triplet9ender strategies to promote their reduction. The perspective

deliveries accounted for 6.3% of all deliveries and 16.2% of°! the CDC on this issue is presented in the Commentary
all multiple deliveries: 60 quadruplet deliveries represented€ction following the article.

0.5% of all deliveries and 1.2% of all multiple deliveries;  The available SART data on neonatal abnormalities and
and 3 quintuplet deliveries represente®.025% of all de- deaths among singletons, twins and triplets or higher-order
liveries. The rate of multiple pregnancy was unchanged fopregnancies in 1997 are summarized in Table 5. Because of
1995, 1996, and 1997 (3, 4). This incidence of prematuritthe method used to collect these data (see Materials and
was not analyzed. Methods) abnormalities are described as “structural and
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functional abnormalities.” This case definition may include populations or other confounding factors. The neonatal death
some conditions not generally considered birth defects, anchte was 0.9% with ICSI compared to 1.0% for non-ICSI
exclude others. The definition of an abnormality differs frompatients. The data also show an abnormality rate for all ages
that of birth defects in population-based monitoring systemsof 1.7% with ICSI and 1.6% for non-ICSI patients. These
making meaningful comparison of rates difficult, if not im- rates do not appear to be materially different for ICSI and
possible. Additionally, when the structural or functional ab-non-ICSI patients. These rates do not appear to be materially
normality status was reported as unknown, neonates weigifferent for ICSI and non-ICSI patients. However, certain
categorized as normal. This affected 1,275 of 24,184 (5.3%bnormalities clearly can result from the use of ICSI in
normal neonates. If some unknown cases had structural @elected males with specific genetic conditions that can be
functional abnormalities this could increase the prevatransmitted through the ICSI procedure (14). Data from
lence rate. Brussels where ICSI was first developed and where follow-
Case ascertainment is problematic because the method Bp studies have been performed on the ICSI children re-
obtaining information about outcomes, including structuralvealed 9 sex-chromosomal and 14 autosomal aberrations and
and functional abnormalities, was not standardized docul9 inherited structural aberrations in 1,437 fetuses, for a total
mented. If programs rely on patient report, under-ascertainrate of 2.9%, suggesting a possible increase in selected cases
ment of abnormalities is likely. For example, comparingcompared to a control population (14). Data on specific
maternal report regarding birth defects in offspring to dataabnormalities were not collected in our study. Furthermore,
abstracted from the medical records, Rasmussen et al; foursémple sizes for subgroups of patients could be so small that
that the sensitivity of maternal report was about 60% (10)the ability to detect clinically significant differences would
On the other hand, if reports were not validated by review ote limited.
medical records, an overestimation of the number of abnor-

malities may have occurred. The Human Fertilization and Embryology Authority

(HFEA) in the United Kingdom reported “developmental
Other variables confounding data collection, analysis, an@efects and syndromes” at 1.3% of all ART procedures, and
interpretation include, but are not limited to, effect of racial fgr micromanipulation procedures of 1.6% (15). The French
heterogeneity, socioeconomic factors, relative prevalence giational IVE registry has reported IVF malformations at
major versus minor malformations, the occurrence of mul- go4 and the general population at 2.1% (16). This report
tiple malformations in one child, inclusion or exclusion of ~gncluded that “the prevalence of congenital malformations
abortus and stillbirth anomalies, differences in coding data,g ot higher than after natural conception” and the malfor-
and variation in reporting. mation rate was not different that that reported by other
The neonatal death rate was 0.9% and the rate of strusimilar studies. The singleton stillbirth rate was also not
tural and functional abnormalities was 1.6%. Data reportedlifferent at 0.60% for IVF patients compared to 0.61% for
to the National Center for Health Statistics (NCHS) for 1996the general population. The singleton perinatal mortality
showed an infant mortality of 0.72% for the United Statesassociated with IVF was 0.65% compared to the general
general population (11). The National Birth Defects Prevenpopulation of 0.64%. Comparison of data from different
tion Network (NBDPN) reported a congenital anomaly ratecountries is associated with the potential for national differ-
on 47 specific birth defects for all races at 1.2% (12). How-ences in underlying risk factors for birth defects.
ever, the NBDPN data did not include all birth defects, but

only common birth defects likely to be diagnosed during the . Oyerall, the curr.ent data do not suggest a generally higher
birth hospitalization. Given differences in case definitions,St'”b'rth’ abnormality or neonatal death rate, but they also do

ascertainment and socio-demographic characteristics of po©t confirm that there are no untoward effects, especially in

ulations, comparisons between studies may not be valid. It i§€/ected populations. Further efforts are needed to address

also not known whether ART and non-ART populations areIimitations of data on birth outcomes. Future studies should

similar in underlying risk factors for birth defects. The Include not only IVF and ICSI offspring, but also case-

prevalence of structural and functional abnormalities in ouONtrols from non-ART infertile populations and from pop-
population may also be affected by the rate of pregnancil@tions with normal fertility.

termination for abnormalities, which was not reported (13).  Qverall, the data do not suggest generally higher rates of
The neonatal death rate for twins is approximately twicestillbirth, abnormality, or neonatal death, but neither do they
that for singletons. For triplets or higher order multiples theconfirm that no untoward effects occur, especially in selected
neonatal death rate is four times the singleton rate. Th@opulations. The data on ICSI are more problematic, as
abnormality rate in our study was not different for single- certain abnormalities clearly can result from the use of ICSI
tons, twins and triplets or high order multiple pregnanciesin selected men with specific genetic conditions that can be
Other studies have suggested a higher rate of birth defects transmitted through the ICSI procedure (14). Further studies
multiple pregnancies. Our results could reflect incompleteare needed to address in more detail outcomes from IVF and
case ascertainment, differences between ART or non-ARTCSI. Such studies must include not only IVF and ICSI
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offspring but also case-controls from non-ART infertile pop- The functions of data collection and future validation will

ulations and from populations with normal fertility. continue to be carried out under the auspices of the SART
Executive Council and the CDC, with input from the SART
SUMMARY Registry, Validation, Quality Assurance and Research Com-

mittees and the National Coalition for the Oversight of ART

The number of programs reporting data, the number ofNCOART). The ASRM and SART believe that the efforts
cycles of ART performed, and the overall probability of of the SART Executive Council, SART committees, and the
success with ART all increased in 1997. The 10.9% iﬂCfeaS@DC in data reporting and |ab0rat0ry accreditation will
in number of cycles reported may be attributable to a highefacilitate compliance by ART programs with the Fertility

percentage of active clinics reporting data and to the incluclinic Success Rate and Certification Act of 1992.
sion of data from non-SART members in this report. The

increased reporting activity probably relates to the imple-G, David Adamson, M.D.

mentation of the federal 1992 Fertility Clinic Success Ratepresident, SART 1998-1999

and Certification Act. The 11.7% increase in clinics report-Robert G. Brzyski, M.D., Ph.D.

ing data may also be attributed to the enforcement of thehair, Registry Committee 1998—-1999
CDC'’s definition of a reporting clinic, which requires dis-
crete business entities completing treatments at the same
laboratory to report separately. The continued efforts of
SART to ease the burden of ART reporting, the requirement
of all SART member clinics to report their results, and the
requirement to participate in the on-site validation process O/&cknowledgment§ART officers for 1998-1999 were G. David Adamson,
lose their SART membership have also probably increaseg} p., philip | McNamee, M.D., David I. Hoffman, M.D., James A. Grifo,

compliance with reporting. M.D., Ph.D., and Bill Yee, M.D. The Society for Assisted Reproductive

The overall delivery rate per transfer increased fromTechnology thanks all its committees and the individuals involved in the
v very P S I generation of this report for their hard work and dedication. In particular,

_27-0% in 1996 to 28.7% in 1997_- This represents an at?SOH_Jtﬁ)yce Zeitz, Executive Administrator, Society for Assisted Reproductive
increase of 1.7 percentage points and a 6.3% relative inFechnology; C. Martin Beaird, The November Group, Inc.; Matthew V.
crease. Combined with a 10.8% increase in transfers, thiScott and Juin Wang, Redshift Technologies, Inc., and Gary Jeng, Ph.D.,
resulted in 2.609 additional deliveries. a 17.7% increase Thgenters for Disease Control and Prevention, are thanked for their invaluable
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0 0 0 i i in-
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Commentary
In the preceding article, SART presents population-based

Program, Charlottesville; Jones Institute for Reproductive Medicine, Nor-data of assisted reproductive technology (ART) procedures
folk; Richmond Center for Fertility and Endocrinology, Medical College of performed in the United States in 1997. These data were
V]j'g/'_’“"’_‘/\_’ rama E_chmSmonweEIthtTLtlnlvcerslty 'VRF_’(;"FOT'dFeT”r']“tyl\l'”S“tgLe collected using the Society for Assisted Reproductive Tech-
of Virginia, and LifeSource Fertility Center, Richmond; The New Hope . .

Center for Reproductive Medicine, Virginia Beach. Washington: Washing-nOIOgy (SART) ART reporting system. Since 1995, data

ton Center for Reproductive Medicine, Bellevue; Bellingham IVF, Belling- ffom the SART system have been used by the Centers for
ham; Olympia Women’s Health, Olympia; University of Washington Fer- Disease Control and Prevention (CDC) to calculate preg-
tility & Endocrine Center, Virginia Mason Fertility Center, and Pacific nancy success rates for ART clinics Operating in the United
Gynecology Specialists, Seattle; GYFT Clinic, P.L.L.C., Tacoma. WestStates As the authors describe. CDC has collaborated with
Virginia: Center for Reproductive Medicine West Virginia University i o T
Health Science Center, Charleston. Wisconsin: Family Fertility ProgramSART in standardizing data collection procedures, case def-

Appleton; Gundersen/Lutheran Medical Center, Lacrosse; University ofinitions, and data analyses, and has subsidized on-site data
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