
4.2.3 Therapeutic Donor Insemination 
 
Therapeutic donor insemination using sperm from a woman’s partner or a third-party donor can enable a 
woman or couple who might not otherwise be able to do so to fulfill the important life choice of 
becoming a parent (or parents). 
 
However, the procedure also raises ethical considerations about safety for the woman and potential 
offspring, donor privacy, and the disposition of frozen semen, as well as the use of screening to select the 
sex of a resulting embryo. 
 
Physicians who choose to provide artificial insemination should: 
 
(a) Provide therapeutic donor insemination in a nondiscriminatory manner. Physicians should not 

withhold or refuse services on the basis of nonclinical considerations, such as a patient’s marital 
status. 

 
(b) Obtain informed consent for therapeutic donor insemination, after informing the patient (and partner, 

if appropriate): 
 

(i) about the risks, benefits, likelihood of success, and costs of the intervention; 
 
(ii) about the need to screen donated semen for infectious disease agents and genetic disorders when 

an individual proposes to donate sperm specifically for the patient's use in therapeutic donor 
insemination; 

 
(iii) about the need to address in advance what will be done with frozen sperm (if any) from a known 

donor in the event the donor dies; 
 
(iv) that state law will govern the status, obligations, and rights of the sperm donor, known or 

anonymous, in relation to a resulting child. 
 
(c) When sperm is collected specifically for use by an identified patient, obtain informed consent from 

the prospective donor, after informing the individual: 
 

(i) about the need to test donated semen for infectious disease agents and genetic disorders; 
 
(ii) whether and how the donor will be informed in the event the semen tests positive for infectious 

disease or genetic disorder;  
 
(iii) that state law will govern the status, obligations, and rights of the donor in relation to a resulting 

child. 
 

(d) Counsel patients who choose to be inseminated with sperm from an anonymous donor to involve their 
partner (if any) in the decision. 

 
  



(e) Provide sex selection of sperm only for purposes of avoiding a sex-linked inheritable disorder. 
Physicians should not participate in sex selection of sperm for reasons of gender preference. 

 
AMA Principles of Medical Ethics: I,V 

 
Background report(s): 
 
CEJA Report 3-A-16 Modernized Code of Medical Ethics 

CEJA Report 7-I-04 Artificial insemination by known donor, amendment 

CEJA Report 8I-04 Artificial insemination by anonymous donor, amendment 

CEJA-CSA Report A-96 Issues of ethical conduct in assisted reproductive technology 

Report of the Judicial Council A-83 Artificial insemination by donor 



CEJA Report 3-A-16 Modernized Code of Medical Ethics 
 
4.2.3 Therapeutic Donor Insemination 
 
Therapeutic donor insemination using sperm from a woman’s partner or a third-party donor can enable a 
woman or couple who might not otherwise be able to do so to fulfill the important life choice of becoming 
a parent (or parents). 
 
However, the procedure also raises ethical considerations about safety for the woman and potential 
offspring, donor privacy, and the disposition of frozen semen, as well as the use of screening to select the 
sex of a resulting embryo.[new content sets out key ethical values and concerns explicitly] 
 
Physicians who choose to provide artificial insemination should: 
 
(a) Provide therapeutic donor insemination in a nondiscriminatory manner. Physicians should not 

withhold or refuse services on the basis of nonclinical considerations, such as a patient’s marital 
status. [new content addresses gap in current guidance] 

 
(b) Obtain informed consent for therapeutic donor insemination, after informing the patient (and partner, 

if appropriate): 
 

(i) about the risks, benefits, likelihood of success, and costs of the intervention; 
 
(ii) about the need to screen donated semen for infectious disease agents and genetic disorders when 

an individual proposes to donate sperm specifically for the patient's use in therapeutic donor 
insemination; 

 
(iii) about the need to address in advance what will be done with frozen sperm (if any) from a known 

donor in the event the donor dies; 
 
(iv) that state law will govern the status, obligations, and rights of the sperm donor, known or 

anonymous, in relation to a resulting child. 
 
(c) When sperm is collected specifically for use by an identified patient, obtain informed consent from 

the prospective donor, after informing the individual: 
 

(i) about the need to test donated semen for infectious disease agents and genetic disorders; 
 
(ii) whether and how the donor will be informed in the event the semen tests positive for infectious 

disease or genetic disorder; [new content addresses gap in current guidance] 
 
(iii) that state law will govern the status, obligations, and rights of the donor in relation to a resulting 

child. 
 

(d) Counsel patients who choose to be inseminated with sperm from an anonymous donor to involve their 
partner (if any) in the decision. 

 
(e) Provide sex selection of sperm only for purposes of avoiding a sex-linked inheritable disorder. 

Physicians should not participate in sex selection of sperm for reasons of gender preference. 
 

AMA Principles of Medical Ethics: I,V 
 



OPINION OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS* 
 

 
CEJA Opinion 7 - I-04 

 
 
Subject: Artificial Insemination by Known Donor, Amendment 
 
Presented by: 

 
Michael S. Goldrich, MD, Chair 

 
 
Upon reviewing Opinions that address HIV/AIDS, and upon further consultation at the Open 1 
Forum held at the 2004 Annual Meeting of the House of Delegates, the Council on Ethical and 2 
Judicial Affairs (CEJA) has determined that in several instances the specific focus on HIV/AIDS is 3 
unjustified.  Rather, the focus ought to be expanded to include other blood-borne pathogens.  4 
Furthermore, the Council has identified legal language in this particular Opinion that does not 5 
belong in such an ethics policy.  For this reason, CEJA is amending Opinion E-2.04, “Artificial 6 
Insemination by Known Donor” as follows.  The amended Opinion will appear in the next version 7 
of PolicyFinder and the next print edition of the Code of Medical Ethics. 8 
 9 
E-2.04 Artificial Insemination by Known Donor. 10 
 11 

Any individual or couple contemplating artificial insemination by husband, partner, or 12 
other known donor should be counseled about the full range of infectious and genetic 13 
diseases for which the donor or recipient can be screened, including communicable disease 14 
agents and diseases. HIV infection. Full medical history disclosure and appropriate 15 
diagnostic screening should be recommended to the donor and recipient but are not 16 
required.   17 
 18 
Informed consent for artificial insemination should include disclosure of risks, benefits, 19 
and likely success rate of the method proposed and potential alternative methods. 20 
Individuals should receive information about screening, costs, and procedures for 21 
confidentiality, when applicable. The prospective parents or parent should be informed of 22 
the laws regarding the rights of children conceived by artificial insemination, as well as the 23 
laws regarding parental rights and obligations. If the donor is married to the recipient, 24 
resultant children will have all the rights of a child conceived naturally.   25 
 26 
If the donor and recipient are not married, an appropriate legal rule would treat the 27 
situation as if the donor were anonymous: the recipient would be considered the sole parent 28 
of the child except in cases where both donor and recipient agree to recognize a paternity 29 
right.   30 

                                                      
* Opinions of the Council on Ethical and Judicial Affairs will be placed on the Consent Calendar for 
informational reports, but may be withdrawn from the Consent Calendar on motion of any member of the 
House of Delegates and referred to a Reference Committee.  The members of the House may discuss an 
Opinion fully in Reference Committee and on the floor of the House.  After concluding its discussion, the 
House shall file the Opinion.  The House may adopt a resolution requesting the Council on Ethical and 
Judicial Affairs to reconsider or withdraw the Opinion. 
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Sex selection of sperm for the purposes of avoiding a sex-linked inheritable disease is 1 
appropriate. However, physicians should not participate in sex selection for reasons of 2 
gender preference. Physicians should encourage a prospective parent or parents to consider 3 
the value of both sexes.   4 
 5 
If semen is frozen and the donor dies before it is used, the frozen semen should not be used 6 
or donated for purposes other than those originally intended by the donor. If the donor left 7 
no instructions, it is reasonable to allow the remaining partner to use the semen for 8 
artificial insemination but not to donate it to someone else. However, the donor should be 9 
advised of such a policy at the time of donation and be given an opportunity to override it. 10 
(I, V) Issued June 1993; updated December 2004. 11 



OPINION OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS* 
 

 
CEJA Opinion 8 - I-04 

 
 
Subject: Artificial Insemination by Anonymous Donor, 

Amendment 
 
Presented by: 

 
Michael S. Goldrich, MD, Chair 

 
 
Upon reviewing its opinions that address HIV/AIDS, the Council on Ethical and Judicial Affairs 1 
(CEJA) has determined that in several instances the specific focus on HIV/AIDS is unjustified.  2 
Rather, the focus ought to be expanded to include other blood-borne pathogens.  For this reason, 3 
CEJA is amending Opinion E-2.05, “Artificial Insemination by Anonymous Donor.”   The 4 
amended Opinion will appear in the next version of PolicyFinder and the next print edition of the 5 
Code of Medical Ethics. 6 
 7 
E-2.05 Artificial Insemination by Anonymous Donor. 8 
 9 

Thorough medical histories must be taken of all candidates for anonymous semen 10 
donation. All potential donors must also be screened for infectious or inheritable diseases 11 
which could adversely affect the recipient or the resultant child. Frozen semen should be 12 
used for artificial insemination because it enables the donor to be tested for communicable 13 
disease agents and diseases HIV infection at the time of donation, and again after an 14 
interval before the original semen is used, thus increasing the likelihood that the semen is 15 
free of HIV infection blood-borne pathogens. Physicians should rely on the guidelines 16 
formulated by relevant professional organizations, such as the American Society of 17 
Reproductive Medicine, the Centers for Disease Control and Prevention, and the Food and 18 
Drug Administration, in determining the interval between the initial and final HIV test, 19 
which disorders to screen for, and which procedures to use in screening.  Physicians should 20 
maintain a permanent record which includes both identifying and non-identifying health 21 
and genetic screening information. Other than exceptional situations where identifying 22 
information may be required, physicians should release only non-identifying health-related 23 
information in order to preserve the confidentiality of the semen donor.  24 
 25 
Physicians should maintain permanent records of donors to fulfill the following 26 
obligations: (1) to exclude individuals from the donor pool who test positive for infectious 27 
or inheritable diseases, (2) to limit the number of pregnancies resulting from a single donor 28 
source so as to avoid future consanguineous marriages or reproduction, (3) to notify donors 29 
of screening results which indicate the presence of an infectious or inheritable disease, and 30 

                                                      
* Opinions of the Council on Ethical and Judicial Affairs will be placed on the Consent Calendar for 
informational reports, but may be withdrawn from the Consent Calendar on motion of any member of the 
House of Delegates and referred to a Reference Committee.  The members of the House may discuss an 
Opinion fully in Reference Committee and on the floor of the House.  After concluding its discussion, the 
House shall file the Opinion.  The House may adopt a resolution requesting the Council on Ethical and 
Judicial Affairs to reconsider or withdraw the Opinion. 
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(4) to notify donors if a child born through artificial insemination has a disorder which may 1 
have been transmitted by the donor.   2 
 3 
Informed consent for artificial insemination should include disclosure of risks, benefits, 4 
likely success rate of the method proposed and potential alternative methods, and costs. 5 
Both recipients and donors should be informed of the reasons for screening and 6 
confidentiality. They should also know the extent of access to non-identifying and 7 
identifying information about the donor. Participants should be advised to consider the 8 
legal ramifications, if any, of artificial insemination by anonymous donor.   9 
 10 
The consent of the husband is ethically appropriate if he is to become the legal father of the 11 
resultant child from artificial insemination by anonymous donor. Anonymous donors 12 
cannot assume the rights or responsibilities of parenthood for children born through 13 
therapeutic donor insemination, nor should they be required to assume them.   14 
 15 
In the case of single women or women who are part of a homosexual couple, it is not 16 
unethical to provide artificial insemination as a reproductive option.   17 
 18 
Sex selection of sperm for the purposes of avoiding a sex-linked inheritable disease is 19 
appropriate. However, physicians should not participate in sex selection of sperm for 20 
reasons of gender preference. Physicians should encourage a prospective parent or parents 21 
to consider the value of both sexes.   22 
 23 
In general, it is inappropriate to offer compensation to donors to encourage donation over 24 
and above reimbursement for time and actual expenses. (I, V) Issued June 1993; updated 25 
December 2004. 26 
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Joint Report of the Council on Ethical and Judicial Affairs
and the Council on Scientific Affairs, A-96
Issues of Ethical Conduct in Assisted Reproductive Technology

INTRODUCTION

Certain examples of actual and alleged unethical conduct in the practice of assisted reproductive
technologies (ART) have generated public debate about these rapidly progressing technologies. In
one case, it was charged that eggs stored for future use by patients were used to impregnate others
without explanation, permission, or the informed consent of the parties. Although this was not the
first case to reveal the potential for deception in provision of ART, it was all the more significant
for having occurred at an esteemed and successful center for fertility treatment. Another case
involved a physician (not an obstetrician or reproductive endocrinologist) who operated a private
fertility clinic where inappropriate and nonindividualized drug therapy was prescribed for
ovulation induction; the physician also used his own sperm for artificial insemination of patients,
again without their knowledge or consent. This physician was later convicted in a court of law.

The practice of ART has become increasingly complex with advances in methods of ovarian
stimulation, ova and sperm retrieval, fertilization, storage of embryos, and use of donor gametes.
In addition to the rapid pace of innovation in these services, fertility treatment is more frequently
sought by patients. Delay of childbearing to later years when reproductive function is declining in
both sexes and damage to the female reproductive tract by sexually transmitted diseases may be
contributing causes to infertility, and therefore, the increased requests for infertility treatment.
This patient population is often desperate for help after being frustrated consistently in attempts to
have a child. In addition, the costly ART procedures often are not covered by insurance and must
be paid out-of-pocket by patients. Patients who undergo many cycles of treatment hoping to
achieve pregnancy face daunting expense. All of these factors make patients seeking ART
particularly vulnerable. In addition, reported outcome measures of ART success are not always
standardized, and the possible use of a combination of techniques in a single treatment cycle
further confuses measures of outcome.

AMA RESPONSE

Reacting to the cases described above and reflecting concern about the practice of ART in
general, the American Medical Association convened a meeting of representatives from relevant
specialty societies and federal agencies in December 1995 (see Appendix for list of
organizations). This meeting was held to identify the special ethical challenges involved with the
provision of ART, primarily focusing on assessment of already existing practice guidelines,
including ethical standards, and the status of professional selfregulation in this field. The
exchange of information at the meeting made it clear that medical specialty societies, primarily
the American Society for Reproductive Medicine (ASRM), have made impressive efforts to
develop and codify guidelines on acceptable practice. The meeting also highlighted the efforts of
the profession, particularly the Society for Assisted Reproductive Technology (SART), an
affiliate of ASRM, to create a registry for clinics and to report clinical data on fertility treatment.
Also, the establishment of the National Advisory Board on Ethics in Reproduction (NABER) is
evidence of the recognition by the American College of Obstetricians and Gynecologists (ACOG)
and ASRM of the need for an independent body to deliberate and make recommendations
concerning the issues confronted by practitioners in the field of ART.

Reports from government entities outlined problems in implementing the provisions of the
Fertility Clinic Success Rate and Certification Act (1992). This legislation called for accreditation
and inspection of fertility clinics and uniform reporting of success rates. However, this would be
a voluntary process with no penalties for clinics that fail to report or report falsely. The Centers
for Disease Control and Prevention has been engaged in implementing the requirements of the
Act, but scarcity of both financial and staff resources has prevented full implementation. Given
the unlikelihood of the federal government allocating sufficient funds to support this undertaking
and the increasing burden to SART in performing this service, there was considerable discussion
of how this data collection and oversight can be continued.
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ETHICAL INFRACTIONS AND THEIR PREVENTION

Meeting participants identified two types of ethical infractions in the practice of ART: blatant
exploitation and more subtle deception. The alleged cases of unauthorized egg transfer and the
physician who used his own sperm for insemination are examples of blatant exploitation. Such
egregious conduct must be condemned. The second form of infraction, which may be
unintentional, is less serious but presumably more prevalent and harder to identify. Deceptive
advertising and insufficient informed consent are probably the most common manifestations of
this type of ethical violation. All of these practices constitute unethical conduct and threaten both
professional integrity and the patients involved.

Better professional guidelines might not have prevented the flagrant violations of ethical conduct
described above. Indeed, there will always exist some unscrupulous individuals who, although
aware of ethical guidelines, continue to willfully violate those guidelines. However, when a
physician is identified as acting unethically, professional censure should be swift and stern.
Additionally, professional organizations should provide information and testimony about
professional standards in actions taken against physicians who commit such fraud.

Professional standards are more likely to have an impact on the second form of ethics violation.
When patients seek consultation on pursuing ART, physicians must honestly characterize success
rates for individuals according to age, general health and specific diagnosis; inform them about
investigational techniques that may be used; and be forthright about the considerable limitations
of ART in achieving live births in general. Projected costs of the procedure also should be fully
disclosed. Physicians must provide fair assessment of the chance of success of remaining options
when a patient has undergone repeated cycles of treatment and faces decisions about continuing.
This is especially important given the financial incentive for physicians and clinics to have
patients continue treatment; those with severe fertility problems may be exploited by an
unscrupulous practitioner. In this sensitive area, physicians must be careful not to raise false
hopes.

There also is potential for discrimination in provision of ART. Patients with difficult-to-treat
conditions or multiple causes of infertility may not be able to secure access to these technologies
as some centers may not want their outcomes data negatively affected by treatment failures. Such
policies are unacceptable and should be actively condemned by specialty societies and other
medical organizations. Reporting success rates associated with specific diagnoses and treatments
would avoid skewing success data of patients with more favorable prognoses. Informed consent
for ART must be comprehensive, covering every aspect of the procedure from the laboratory
handling of embryos to intentions for preservation of frozen embryos. The AMA supports the
need to standardize a recommended informed consent form for ART. Ideally, such a document
would be developed and endorsed by all the relevant specialty societies, who would then assume
responsibility for subsequent dissemination. Model state legislation detailing minimal standards
for informed consent is another possibility.

PROFESSIONAL SELF-REGULATION

The AMA Code of Medical Ethics: Current Opinions with Annotations clearly states physicians'
responsibility to report unethical behavior of colleagues to the proper authority. To the extent that
such reporting may cause legal repercussions, physicians need adequate protection under the law
to prevent intimidation.

Several challenges confront the medical profession in regulating ART. Currently, SART
incorporates data collected annually from member laboratories into a national registry. SART
members are required to submit laboratory data, but there currently is no means to validate
submitted information. Furthermore, membership in SART is voluntary. Therefore, while lack of
membership clearly reflects badly on a fertility program, membership in SART does not ensure
high quality.
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There has been discussion of establishing a reporting mechanism for fertility clinics like that of
the Human Fertilization and Embryology Authority in Great Britain, which coordinates data
submitted under a mandatory program. A good model would be the program of the College of
American Pathology (CAP), which accredits laboratories performing moderate- and high-
complexity testing by regular mandatory inspection. CAP accreditation provides deemed status
with the standards set by the Clinical Laboratory Improvement Act of 1967 and the Clinical
Laboratory Improvement Amendments of 1.88. A voluntary program for accreditation of fertility
laboratories that requires regular inspection has been developed jointly by CAP and ASRM. In
general, support for a strengthened voluntary reporting system far outweighs that for a
compulsory plan.

The medical specialty societies, including ASRM, ACOG, and the American Urological
Association, are undecided about assuming the primary responsibility for oversight of ART,
where they would rely on local entities to review compliance and enforcement pursuant to a
national independent authority to oversee and validate practices and accredit clinics. First, they
are concerned about funding, although such an effort could be funded primarily by the fertility
professionals who themselves have an interest in validation of their programs. Second, they are
concerned about liability for assuming a disciplinary role.

The Councils encourage specialty societies to maintain their ongoing development and review of
professional guidelines in this area. Improved dissemination of guidelines, particularly ethical
considerations and reporting standards, also must be pursued. Specialty societies are encouraged
to establish mechanisms for disciplining their members. In particular, a review panel should
evaluate reports of unethical behavior of physicians and report to the state medical board and
National Practitioner Data Bank when appropriate.

Given the rapid technological progress and unique profit motive in ART, reinforcing ethical
guidelines is especially vital. Currently, compliance with ethical guidelines is not mandated for
membership in relevant specialty societies. Requiring members' written commitment to the
ethical principles articulated in ASRM policy at the time of membership renewal would increase
awareness, underscore the importance of, and reinforce adherence to these valuable guidelines.
Given the relatively small number of ART clinics, it may be worthwhile for specialty societies to
develop a physician education campaign to highlight these challenging issues and impart ethical
guidance. In terms of public perception and professional integrity, such efforts would serve the
interests of specialists, all physicians, and the public.

PATIENT INFORMATION

While it is important to promote awareness of practice standards within the specialty, it is also
important to educate physicians outside the specialty, as well as patients seeking reproductive
services. Information materials, including a checklist for patients' use when considering fertility
services and clinic selection, should be available in a variety of practice settings. Educational
outreach should be conducted to keep referring physicians (e.g., obstetrician/ gynecologists,
family physicians, urologists) updated and aware of available technologies and reputable clinics
for referral. In addition, information currently available to potential consumers of reproductive
services should be more widely publicized. Many patients seek treatment on the basis of
recommendations from friends, colleagues, or physicians not trained in reproductive medicine.
Patients seeking information about clinics must be informed of the availability of reliable
information on clinic outcomes for types of procedures applied to specific diagnoses, as well as
potential risks associated with treatment (e.g., ovarian hyperstimulation from fertility drugs).
Patient advocacy groups, such as RESOLVE have been very active in providing this information,
but their reach may be limited. Referring physicians must be aware of the potential for patient
access to clinic information and should advise their patients to consult this and other resources. If
patients perceive they have received substandard counsel or service, or have been subjected to
unethical practices in the provision of reproductive services, specialty societies should provide
information on ethical standards upon request and referral to the appropriate disciplinary body
(e.g., county and state medical societies, licensing boards).
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COMMERCIAL REGULATION

Another troubling aspect of ART concerns promotion of these services. Fertility clinics
sometimes claim inflated success rates in advertising. Providers have included data on outcomes
in media promotion, in some cases giving exaggerated estimates of success or defining success
differently from the accepted standard. Even if the figures are genuine, predictors are so mercurial
in ART that a cited figure may not represent the chances of successful outcomes for the majority
of patients. Furthermore, average success rates do not necessarily reflect the results of a specific
clinic since outcomes are affected by the nature of the pathology (some types of infertility are
more successfully treated than others) as well as the skill of the professional and technical staff.

At least one fertility clinic has offered an indemnity for treatment, promising to refund the cost of
the services if a pregnancy does not result within three treatment cycles. However, under the
agreement, anyone with an identifiable fertility problem would not be eligible. Such publicized
"guarantees" manipulate and unfairly attract patients. In addition, basing payment for medical
treatments on outcomes is unethical according to Opinion 6.01, AMA Code Of Medical Ethics.

The Federal Trade Commission (FTC) has initiated disciplinary actions against six clinics since
1991 for misrepresentation of reproductive service successes. With the assistance of ASRM, the
FTC has established guidelines for advertising of reproductive services. NABER also is seeking
to identify false advertising claims. It may be helpful for the profession to undertake systematic
review of the promotional practices of individual clinics and recommend acceptable and
professional representations of services offered.

CONCLUSION

This report is intended to emphasize the value of existing guidelines to ensure ethical practices in
ART. Areas of potential deception and exploitation of patients, particularly informed consent,
advertising, and payment arrangements, have been identified.

The relevant specialty societies must find a means to validate clinic data so that reliable
information can be more widely disseminated to potential patients. It is important to note that all
of these efforts to emphasize ethics in provision of ART will require significant resources.
Legislation to promote certification must allocate the funds to have mandates carried out.
Likewise, practitioners of ART may need to assume further financial responsibility to ensure
verification of data and the promotion of standards. The profession cannot abrogate responsibility
for the practice of its members. Improved self-regulation is essential to effective patient care and
to maintaining public trust in ART.

RECOMMENDATIONS

Based on deliberations of the AMA's Task Force on Ethical Issues in Assisted Reproductive
Technology (ART), the Council on Ethical and Judicial Affairs and the Council on Scientific
Affairs recommend the following statements be adopted as policy positions of the AMA and the
remainder of this report be filed:

(1) Medical specialty societies involved in the provision of Assisted Reproductive Technology
(ART) services should continue to set technical and ethical guidelines for ART and educate the
profession and patients through wide dissemination of this information through physician and
patient advocacy groups. Such material should include standardized information on clinic-
specific success rates.

(2) Fertility laboratories not currently participating in the College of American
Pathologists/American Society of Reproductive Medicine accreditation program are encouraged
to do so.

(3) Professional self-regulation is encouraged through signed pledges to meet established ethical
standards and to comply with laboratory accreditation efforts. Physicians who become aware of
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unethical practices must report such conduct to the appropriate body. Physicians also should be
willing to provide expert testimony when needed. Specialty societies should discuss the
development of mechanisms for disciplinary action, such as revocation of membership, for
members who fail to comply with ethical standards.

(4) Patients should be fully informed about all aspects of ART applicable to their particular
clinical profile. A standardized informed consent instrument should be developed for the benefit
of patients and professionals. Payment based on clinical outcome is unacceptable.

(5) Physicians and clinics practicing ART should use accurate descriptors of available services,
success rates, and fee structure and payment obligations in promotional materials.

(6) If legislation on regulation of ART laboratories, advertising practices, or related issues is
adopted, it should include adequate financial resources to ensure the intended action can be
implemented. Improved legislative protection may be needed to protect physicians and their
professional organizations when they provide testimony on unethical conduct of colleagues.
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APPENDIX

AMA Task Force on Ethical Issues in Assisted Reproductive Technology

Invited organizations and representatives who attended the meeting of the Task Force on Ethical
Issues in Assisted Reproductive Technology:
American College of Obstetricians and Gynecologists

(Daniel H. Riddick, MD, PhD; Stanley Zinberg, MD)
American Society of Reproductive Medicine (Robert D. Visscher, MD)
Association of Professors of Gynecology and Obstetrics (Robert W. Rebar, MD)
American Urological Association (Laurence A. Levine, MD)
College of American Pathologists (William Byrd, PhD)
Society for Assisted Reproductive Technology (Paul W. Zarutskie, MD)
Federation of State Medical Boards of the United States, Inc. (James R. Winn, MD)
National Advisory Board of Ethics and Reproduction (Mary Martin, MD)
Centers for Disease Control and Prevention (Lynne Wilcox, MD, MPH)
Federal Trade Commission (Matthew Daynard)
Food and Drug Administration (Thomas Arrowsmith-Lowe, MD)
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