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Servicemembers and veterans appear to face high rates of
infertility. Unfortunately, limited information, restrictive laws
and policies, high cost, and other barriers put the infertility
care they need, including IVF, out of reach for many.
INTRODUCTION
This issue brief is the third in a series
discussing the unique barriers servicemembers, veterans, and their dependents face in
accessing reproductive health services.
In this issue brief, we examine access to in
vitro fertilization (IVF) for servicemembers
and veterans, who face unique barriers to
care. First, we provide background on infertility, including clinical and social infertility, and racial disparities in incidence rates
and access to care. In this section we also
discuss infertility care, including IVF, as an
important aspect of comprehensive health
care and key to ensuring access to the full
spectrum of reproductive rights. Second,
we provide background on infertility
among servicemembers and veterans, in
particular with regard to female infertility,
where significant research and knowledge
gaps persist. Third, we discuss barriers to
IVF services, including legal restrictions
on insurance coverage, cost barriers, and
logistical and systemic barriers to care.
Finally, we offer policy recommendations
for ensuring equitable access to infertility
care, including IVF, for servicemembers,
veterans, and their dependents.

Issue Brief

To learn about infertility in the United
States and disparities in incidence rates and
access to care more generally, see Infertility
and IVF Access in the United States:
A Human Rights-Based Policy Approach.

BACKGROUND

Human Rights Implicated
Infertility implicates multiple human
rights, including a person’s right to health,
to make decisions about their reproductive
life like whether and when to have children, to benefit from scientific progress,
to equality and non-discrimination, and
to informed consent. To recognize and
address these rights, laws and policies
should ensure that people impacted by
infertility, including servicemembers and
veterans, have access to information about
and can access infertility care, including
IVF, without discrimination.

Infertility Prevalence
Clinical infertility is a globally recognized
public health concern. An estimated 15
percent of couples worldwide are impacted
by clinical infertility.1 In the U.S., millions
of people are impacted by clinical infertility. Data from the Centers for Disease
Control and Prevention (CDC) National
Survey of Family Growth 2015-2017,
the most recent survey on this subject,
reported that 8.8 percent of married
women in the United States aged 15-49
were infertile.2 Data from the same survey
revealed that 9.4 percent of women aged
15-44 and 12 percent of men aged 25-44
reported some form of infertility.3 Indeed,
male infertility affects approximately 50
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percent of infertile couples and about 30
percent of those couples only have male
factor as the cause of primary infertility.*, 4
Fertility declines with age for both men and
women, but women’s fertility declines more
precipitously after age 35.5 These numbers
do not account for individuals and couples
impacted by social infertility.
Infertility is often exclusively understood
as clinical, and describes the physiological conditions underlying the inability to
reproduce following one year of unprotected sexual intercourse. Clinical infertility assumes that a person is engaging in
procreative sex with their partner. Social
or situational infertility captures infertility based on the inability to reproduce via
sexual intercourse due to social factors such
as an individual’s sexual orientation or lack
of a partner. A more inclusive definition
of infertility that recognizes both clinical
and social infertility was developed in
2017 following work by a global panel of
experts, professional organizations, and
patient representatives.6 The CDC has not
yet adopted this definition. Doing so would
provide greater clarity regarding the scale
of infertility incidence in the United States.
Deeply entrenched racial and ethnic disparities in health outcomes disproportionately affect Black and Indigenous women of
all socioeconomic backgrounds,7 including
in rates of clinical infertility. CDC data from
2006-2010 reveal that non-Hispanic Black
women were nearly twice as likely to be
diagnosed as infertile than Hispanic or nonHispanic white women.8 An analysis of data

*The World Health Organization (WHO)
distinguishes between primary infertility where a person has not previously had a pregnancy and live birth,
and secondary infertility, where a
person has already had at least one
pregnancy and live birth. Based on
its estimates, secondary infertility
impacts more women globally than primary infertility. For the purposes of
this issue brief, infertility refers
to both primary and secondary clinical
infertility unless discussing social
infertility.

collected by the CDC between 2002 and
2013 also showed higher rates of infertility
among Black and American Indian/Alaska
Native respondents compared to nonHispanic white respondents.9
Racial disparities in rates of infertility
incidence have also been reported in
the military, where female recruits have
historically been more diverse than both the
general population and male recruits.10
As of 2020, 43 percent of male and 56
percent of female servicemembers are
Hispanic or a racial minority.11 Among the
1.6 million women who are veterans, 65
percent are white, non-Hispanic, 20 percent
are Black, nine percent are Latina, three
percent Asian American Pacific Islander,
and one percent Native American.12

Infertility care
The most common form of assisted reproductive technology (ART) in the United
States is in vitro fertilization (IVF).** Almost
two percent of annual births in the United
States are a result of IVF13 and 99 percent
of all ART procedures in the United States
utilize IVF.14 A typical, two-week IVF cycle
consists of the following steps:
1. Stimulation of the ovaries using fertility medications (ovulation induction);
2. Egg retrieval, which is the surgical
removal of eggs from the ovaries;
3. Fertilization of the retrieved eggs with
sperm in the laboratory (IVF); and
4. Transfer of the most viable embryos
into the uterus.15
**Assisted reproductive technologies
include all infertility treatments
that involve the handling of eggs
and sperm and/or embryos. Popular
methods of ART include IVF and frozen
embryo transfers. ART do not include
treatments in which only sperm is
handled, as in intrauterine insemination (IUI). They also do not include
treatment in which a patient takes
hormonal medication to stimulate egg
production (OI).

This two-week timeline does not include
the time required for patient evaluations
and informed consent conversations that
happen prior to ovulation induction, or
the time after embryo transfer waiting
to confirm a pregnancy. Data from 2018
shows that only approximately 30 percent
of first-time IVF cycles where the patient
was under 35 years of age and used their
own egg(s) resulted in a live birth.16 For
women over age 35, the likelihood of
requiring several IVF treatment cycles to
achieve a successful pregnancy increases
substantially.17 This may require repeating
several or all four steps in a cycle.
The use of ART has increased significantly
since the birth of the first infant in the U.S.
using IVF in 1981.18 Notably, so has the
out-of-pocket cost of such technologies.
The average cost of a single IVF cycle in
the United States is over $20,000 when
including necessary medications and
tests.19 The chances of live birth increase
with each cumulative IVF cycle and
some health agencies recommend that
insurance policies cover at least three
IVF cycles to maximize cost and clinical
efficiency.20 Multiple cycles result in
increased costs, forcing some people
to consider taking out loans, turning to
crowdfunding platforms, getting treatments in other countries with lower costs,
or moving to states with IVF insurance
mandates.21 Women who have insurance
coverage for IVF are more likely to have
a successful live birth because they continue to access care over multiple cycles,
versus women who pay out of pocket
and can only afford one cycle.22 High
out-of-pocket costs can lead women to
discontinue IVF care after one unsuccessful IVF cycle.23 Women without insurance,
in particular, are three times more likely
than women with insurance to discontinue
infertility services after one round.24
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While neither intrauterine insemination
(IUI)*** nor ovulation induction (OI) are
categorized as methods of ART, they are
also commonly used methods of infertility care in the United States. The success
rate of IUI ranges between 20-50 percent
over multiple cycles and is often the first
intervention infertile patients use to
become pregnant before moving on to
more invasive and expensive procedures,
such as IVF.25 Ovulation induction can be
used in conjunction with IUI or IVF for
people experiencing irregular menstrual
cycles or unexplained infertility.26
Mental health care is also increasingly
recognized as an essential part of infertility
care, as infertility and pregnancy loss can
be a heavy emotional burden. One study
found that women impacted by infertility felt as anxious or depressed as those
diagnosed with cancer, hypertension, or
those recovering from a heart attack.27
Psychologists are seeing an increase in
patients dealing with the mental trauma of
infertility, with one psychologist characterizing it as an “invisible loss” because of
the stigma and silence surrounding the
inability to conceive.28

INFERTILITY INCIDENCE AMONG
SERVICEMEMBERS AND VETERANS
While research on infertility incidence
and access to infertility care use in the
United States is limited, there is even less
data available for the military community.
However, a recent study by the Service
Women’s Action Network (SWAN), which
surveyed 799 female servicemembers
and veterans, revealed that 37 percent of
respondents struggled with infertility—
over three times higher than the national
average.29 While this is not a nationally
representative survey, it nevertheless
indicates that infertility is of increasing
***IUI is a method of infertility
care whereby sperm is transferred
directly into a person’s uterus to
facilitate fertilization.

concern among servicemembers and veterans, particularly as the number of female
recruits continues to grow.30 In another
survey involving over 20,000 veterans
who served in the military between 2001
and 2008, respondents of both genders
reported that they had experienced
infertility at rates higher than the general
U.S. population.31
A Military Health Services report attempts
to counter this narrative, but its conclusions may not paint a full picture.32 The
report estimates that only 1.6 percent of
“active component women of childbearing
age” were diagnosed with clinical infertility, and concludes that the rate of infertility among servicemembers is far lower
than the rate of self-reported infertility
represented in both the SWAN report (37
percent) and the general population (6.7
percent).33 However, in doing so, the report
compares the rate of diagnosed clinical
infertility cases in the military to those of
self-reported infertility in the SWAN report
and in the general U.S. population.34 Such
a comparison is misleading, however,
because the rate of diagnosed infertility
is inherently underinclusive as it ignores
people who experience infertility but are
unable to access care or obtain a formal
diagnosis. As anecdotal evidence collected in the SWAN survey shows, many
female servicemembers and veterans who
struggled to become pregnant wanted to
seek out or attempted to seek out medical
care but faced substantial barriers.
The report also addresses only clinical
infertility, thereby disregarding servicemembers whose social infertility is based
on circumstances such as their relationship
status or sexual orientation. An estimated
16 percent of female servicemembers
and four percent of male servicemembers
identify as lesbian, gay, or bisexual. 35
Additionally, unmarried servicemembers
represent approximately 43 percent of
active duty servicemembers, 52 percent of

National Guard and Reserve members, and
40 percent of veterans.36 As will be further
explored below, current restrictions on
infertility coverage limit access to infertility care for these groups and a number of
servicemembers and veterans have been
denied services because their infertility
was not clinical.

Risk factors related to
military service may affect
infertility incidence rates for
servicemembers and veterans
Many servicemembers are exposed to jobrelated risk factors that can cause infertility
or are linked to a greater risk of infertility.
While more research is needed to obtain
reliable data, it is likely that exposure to
these risk factors results in higher infertility rates among servicemembers and
veterans. For example, soldiers deployed
in combat areas may experience servicerelated injuries that render them infertile.
Combat-related injuries that adversely
impact fertility include spine/spinal cord
and head injuries, which particularly affect
male fertility, and genital/pelvic trauma,
which may affect fertility in both men
and women.37 Women who are deployed
in combat zones often are also exposed
to an additional risk factor most men are
not: combat gear that is not designed for
use by women. Ill-fitting combat gear can
cause injuries, including injuries that could
directly or indirectly affect fertility.38
Some military occupations may hold
their own, unique risks. Exposure to toxic
chemicals can harm the reproductive
system and potentially cause infertility.39
As a result, servicemembers who are
exposed to harmful chemicals as an
essential function of their jobs may be at
substantially higher risk of infertility than
other servicemembers or the civilian population at large. These include engineers
handling solvents to clean or strip plane
parts, servicemembers who specialize in
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hazardous waste cleanup, or those who
are exposed to contaminated water and
burn pits during deployment. For example,
one retired Army Officer reported that
exposure to MEK—a liquid solvent used
for cleaning or stripping of plane parts—
caused the total loss of her ovaries at age
21. The military refused to provide her with
IVF or other infertility care.40
Other risk factors include sexual trauma
and PTSD. While more research is needed
on the link between military sexual trauma
and infertility, researchers have shown that
women in the military who report surviving
attempted or completed sexual assault
are more likely to also report a history of
infertility.41 Likewise, although the relationship between psychological distress
and infertility remains unclear,42 there
is a demonstrated correlation between
post-traumatic stress disorder (PTSD) and
female infertility. 43 The Department of
Defense reports high numbers of sexual
assault44 and estimates of PTSD rates
among returning servicemembers vary,
but may affect as many as 20-30 percent
of all returning servicemembers.45

BARRIERS TO IVF FOR
SERVICEMEMBERS AND VETERANS
Servicemembers and veterans are subject
to numerous barriers to IVF services,
including discriminatory restrictions on
insurance coverage, the high cost of IVF
services, and logistical and systemic
barriers to care.

Legal restrictions on eligibility
for insurance coverage
SERVICEMEMBERS

TRICARE, the insurance benefit plan for
servicemembers and their dependents,
restricts eligibility for infertility care,
making access to care in the military health
care system difficult for the vast majority
of beneficiaries. While TRICARE beneficiaries include all military personnel and
their dependents, including members of

the Army, Navy, Air Force, Marines, Coast
Guard, and nonactive duty servicemembers
such as the National Guard and Reserves,
only certain active duty servicemembers
are eligible for IVF coverage.
TRICARE covers medical care for the “diagnosis and treatment for an illness or injury
of the male or female reproductive system”
that may lead to infertility (e.g., reproductive
cancers, hormonal disorders, and erectile
dysfunction), but it does not cover methods
of assisted reproductive technology, including IVF, outside a narrow set of circumstances.46 In April 2012, the Department of
Defense began covering IVF services for
“seriously or severely ill or injured” servicemembers via a memorandum.47 In order to
be eligible, a member must:
be on active duty;
have experienced a serious illness or
injury while on active duty;
have lost natural reproductive ability
due to that illness or injury;
be able to provide their own genetic
material to produce a pregnancy; and
have a lawful spouse who can also
provide their own genetic material.48
An eligible servicemember or the lawful
spouse of such a servicemember may receive
up to three completed cycles of IVF from
either a military treatment facility or a civilian provider, capped at six total cycles.49
TRICARE’s insurance coverage requirements discriminate against beneficiaries
whose infertility is social, nonactive duty
servicemembers, and dependents of
servicemembers who receive their insurance coverage through TRICARE. They
also exclude any beneficiaries who cannot
prove that a service-connected illness or
injury caused their clinical infertility,
which is often difficult to prove unless it
manifests as physical trauma to the reproductive organs.50

“I applied to the VA for services
and was initially denied because
I am not legally wed to a male.
I appealed and received approval
for IUI but not IVF. My infertility
is service connected and will
likely require IVF but the VA and
Congress do not care because
I don’t have a male spouse.”

Army Officer, Veterani

VETERANS

Veterans face similar eligibility restrictions
to accessing IVF. Veterans who receive
an honorable discharge are eligible for
health care benefits through the Veterans
Health Administration (“VHA”) system,
which provides nearly all essential services
at VHA facilities.51 VHA is the country’s
largest integrated health care system, with
more than 1,200 care locations serving
nearly nine million veterans with essential
health services each year.
The VHA medical benefits package specifically excludes coverage for IVF.52 However,
pursuant to a provision first attached to
the annual appropriations bill in 2016
and included every year since then, VHA
currently funds IVF for a narrow subset of
veterans. Under the provision, veterans
who had a service-connected condition
that led to their inability to procreate with
their spouse without the use of infertility
treatment are eligible for IVF.53 The VHA’s
eligibility requirements are designed to
mirror those under TRICARE.54 As a result,
single and unmarried veterans, those in
same-sex marriages, and those who cannot
prove a service-connected illness or injury
remain ineligible for IVF services.
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This drives non-eligible individuals from
these groups to seek care from non-VA
providers, where they face substantially
higher out-of-pocket costs that are prohibitive to many.
Because the current provision is tied to the
annual appropriations bill, the funding for
even this narrow population of veterans is
not permanent. It is limited to the current fiscal year and must be renewed by
Congress with every appropriations cycle.

High out-of-pocket cost
High out-of-pocket costs for infertility care
are a significant barrier that affects even
those who are eligible for IVF treatment
coverage. Individuals who qualify for
TRICARE coverage and are able to access
care still have to pay some amount of
out-of-pocket costs, even with discounts
offered due to their military status.55 For
example, the cost of one IVF cycle at the
Walter Reed ART Institute in Bethesda,
Maryland for a covered, eligible individual
ranges from $4,800 to $7,000.56 One Air
Force member who became pregnant
through IUI while on the waitlist for IVF
services at Walter Reed found that even
with the discounted services, her out-ofpocket costs were equivalent to going to a
civilian provider because TRICARE did not
cover all the necessary medication.57
Costs for service vary dramatically based
on the specific military treatment facility’s
(MTF) contracts with civilian partners and
regional cost differences. One Air Force
Officer who received infertility care from
both a MTF and a civilian provider noted
that the quality of care and service at the
MTF was not worth the amount of money
she paid out-of-pocket.58

Logistical and systemic barriers
Servicemembers and veterans face parallel
logistical and systemic barriers that
impede their access to care. Such barriers
include limited availability of healthcare
facilities that provide the needed care;
excessive delays and wait times for
appointments due to high demand and
limited facilities; a perceived low quality
of care; and inadequate and/or confusing
referrals. In addition, servicemembers also
face unique barriers because the nature of
IVF care can impact their career trajectory.
LIMITED FACILITIES AND LONG
WAIT TIMES

TRICARE beneficiaries may access care
directly from the 723 MTFs, including 109
MTFs located overseas,59 or they may use
TRICARE to purchase care from civilian
providers in the United States.60 However,
only six MTFs offer the full range of infertility services, including IVF, leading to
limited access to care and long wait times.
Specifically, related barriers include:
Geographic limitations on access to
care: Access to IVF is already limited by

geography in the United States, with one
study finding that nearly 40 percent of
reproductive age women live in areas
with zero or only one ART clinic.61 For
servicemembers, the six MTFs offering the full range of infertility services
are distributed across the country in
Maryland, Hawai’i, North Carolina,
Washington, Texas, and California.62
Some of these MTFs contract with civilian providers to provide care, which
increases the travel costs and time
needed to access care for servicemembers experiencing infertility. Many
servicemembers may be stationed in
locations that make these six MTFs or
civilian ART clinics entirely inaccessible, especially while on active duty.

“[I’m] frustrated that infertility
treatment is treated as an
elective rather than a disease.
After waiting months on
IVF waitlist […], I sought [a]
second opinion through civilian
provider. Both options are cost
prohibitive to most.”

Air Force Officer,
Active Dutyii

“Frustrating!! My military OB/
GYN at my last base was trained
to do IUI. We tried this option
four times without success. […]
I feel disadvantaged because
I’m not stationed in Hickam, San
Antonio or the National Capital
region where IVF could have
been an option.”

Air Force Officer,
Active Dutyiii
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Limited availability of appropriate
specialists: For veterans, accessing care

“It has been frustrating receiving
treatment for infertility through
the military healthcare system.
After receiving a diagnosis
that required IVF in order to
conceive, I was referred to
a military treatment facility for
IVF. I have been on a waitlist for
IVF for over a year. Even getting
an initial appointment took several months. The closest military
treatment facility that offers IVF
is three hours away, requiring me
to take significant time off work
to accomplish appointments.”

Air Force Officer,
Active Dutyiv

“The VA placed me on clomid for a
year without trying to determine
what could be the cause. When
it didn’t work, they wanted to do
exploratory surgery. I said no and
went to a respected fertility clinic
who found on the first day the
causes[…]. I became pregnant
within a couple of months.”

Air Force Officer, Veteranv

may also be difficult because not all
VA-affiliated fertility centers are able
to provide care for all infertility issues.
The age of the individual and specific
conditions causing infertility can
determine which clinics can provide
appropriate services.
Excessive wait times: Wait times are
common and often run up to one year,
which can be significant because the
rate of successful live births decreases
with age.63 After waiting for a year on
a waitlist, one member of the Air Force
had to take significant time off from
work because the nearest MTF was three
hours away.64 Additionally, changes in
location through deployment or changes
of station can also disrupt, delay, or cancel infertility care.65 One service member
described the ART care team at one
facility as “so over-regulated and overwhelmed that they must attempt to force
everyone into cycles, they can’t accommodate your schedule, and they don’t do
cutting-edge procedures.”66 This service
member eventually sought IVF services
from a civilian clinic, which cost over
$30,000 in out-of-pocket fees.67
Interruptions in access to care while
transitioning to veterans’ benefits:
In addition to the significant waiting period patients experience in the
military and VA health care systems,
the transition from receiving care as a
servicemember insured under TRICARE
to receiving veterans’ benefits is not
seamless and continuity of infertility
care is not guaranteed. For example, one
Coast Guard veteran reported that she
was forced to wait ten months after her
retirement before she was able to access
care with an infertility specialist again.68

INCORRECT DIAGNOSES AND
INADEQUATE REFERRALS

Both servicemembers and veterans
have repeatedly reported receiving inadequate information and care at military
and veterans’ health care facilities. Such
barriers include:
Failure to refer: One Navy servicemember reported that her request for
a referral to see an infertility specialist
was denied because she had not reached
a threshold of three miscarriages—
despite having actively tried and failed
to conceive for four years.69 Another
servicemember reported, “I need IVF
treatment[,] but the military would not
provide it and would not refer me to an
outside clinic. I had to find my own clinic
and pay out of pocket thousands of dollars and drive at least 2 hours away.”70
Inadequate testing: Several servicemembers and veterans reported
inadequate infertility diagnostics.
A Coast Guard veteran stated that
“if getting pregnant is not successful it
is chalked up as ‘unexplained’ infertility.71 In her case, after visiting a specialist, the “unexplained” infertility was
revealed to be in part due to exposure
to mold which was never considered
by military health care providers.72
Complex referral system: For veterans, the complexity of the VA’s referral
system can pose an additional barrier.
VA has historically been inconsistent in
how referrals are made and how claims
and payments to community care providers are handled.73 Reports indicate
that veterans struggle to make appointments and experience long delays to
access community care, and it is unclear
whether VA community care providers
are even accepting new patients.74
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Referrals to limited service providers:

Some veterans report that referrals were
made to providers who did not provide
a full range of options or did not have
payment agreements with the VA.75
This problem is compounded when VA
refers to religious institutions, which not
only do not offer IVF services for religious reasons but may fail to even disclose that IVF is an option. For example,
U.S. Senator Tammy Duckworth has previously shared her experience with such
a referral. After eight years of unsuccessful infertility care at an institution she
was referred to by VA, her doctor told her
she was now too old to successfully complete a pregnancy.76 At the recommendation of a friend, she changed physicians,
and learned that the VA-recommended
provider’s religious directives did not
permit fertilizing embryos outside of the
body—and they never disclosed to her
that the service even existed.77 Within
18 months of switching providers,
Senator Duckworth became pregnant
for the first time, and recently celebrated
the birth of her second child.

“What bugs me to this day is
that she never said, ‘You need
to go to a different kind of
facility.’ I was educated! I was
the director of Illinois Veterans
Affairs. I didn’t do my due diligence, so what about
those other families?”

U.S. Sen. Tammy Duckworth,
Army Officer, Veteranvi

LACK OF ACCOMMODATIONS
FOR MEDICAL TREATMENT

Servicemembers may face additional
obstacles unique to their service that can
imperil the success of their treatment or
impede their career advancement opportunities. Such barriers include:
Denial of medical leave and accommodations: If a servicemember’s

command officer designates them as
“mission essential,” medical leave or
time off from work to receive care may
not be possible.78 But infertility care is
time-sensitive and requires frequent
ultrasound monitoring, blood tests,
medication, and availability for egg
retrieval. Because members undergoing treatment are not medically exempt
from deployment or arduous duty,
performance of servicemembers’ duties
during an IVF cycle may jeopardize the
success of their treatment.79
Denial of medical weight abeyance:

Military servicemembers must comply
with strict weight requirements as part
of their service, and failure to pass their
weight or body fat standards can make
servicemembers ineligible for promotion or transfer opportunities.80 The
high levels of estrogen during an IVF
cycle can lead to rapid and substantial temporary weight gain for some
patients. Nonetheless, medical weight
abeyance has been denied to members
who requested relief due to receiving
infertility care.81
No consideration of ongoing treatment in transfer decisions: Infertility

treatment does not have a medical
designation that requires priority, so
there is no mechanism in place to ensure
that superior officers accommodate a
servicemember’s infertility treatment
needs when they are transferred to
a new location. For example, proximity
to a clinic that provides infertility care

is not a consideration. Transfers may
also increase the cost of care significantly as patients must change clinics.
One servicemember reported that
as a result of three transfers within
five years, she was forced to undergo
expensive, duplicative tests despite having performed those same tests at her
previous clinic.82 Moreover, after being
transferred from California to Virginia
mid-cycle, she lost two embryos in
shipment from her old clinic to her new
one because they were packaged incorrectly.83 Such issues could be avoided
if infertility treatment were taken into
consideration by those with the authority to issue transfer decisions.
This lack of systematic support, combined
with the discriminatory eligibility requirements in TRICARE and VA Care, make
access to IVF not only a costly but
a difficult, often labyrinthine process.

RECOMMENDATIONS
Gaps in access and coverage for infertility
care pose substantial barriers to care,
especially for servicemembers and veterans. This is compounded by a significant
lack of research and data on the scope of
infertility issues servicemembers and
veterans face as well as other logistical
and systemic barriers.
Laws and policies must promote and
protect servicemembers’ and veterans’
rights to make decisions about their
reproductive life, to health, to benefit from
scientific progress, to informed consent,
and to equality without discrimination.
The following are policy recommendations
designed to ensure that those who serve
have equitable access to infertility care.
Congress and the administration should
take immediate steps to ensure the regular collection and publication of data on
infertility incidence and access to care
in the military and among veterans,
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disaggregated by age, race/ethnicity,
sex, sexual orientation, and marital
status (including for same-sex married
couples), geographical location, and
military rank, including:
The number of self-reported cases of
infertility, either clinical or social;
The number of diagnosed clinical
infertility cases;
The number of clinical infertility
diagnoses that are “unexplained;”
The number of people diagnosed with
clinical infertility and also known to
be exposed to toxic chemicals during
service-related activities;
The number of patients who would be
eligible for infertility services but for
their marital status;
The extent to which there are data
gaps in infertility incidence and
access to care for BIPOC servicemembers and veterans; and
Whether there is a discrepancy
between rates of self-reported infertility and rates assessed by diagnostic codes within the system of the
Defense Health Administration/the
Veterans Health Administration.

Congress and the administration must
ensure that all servicemembers and
veterans receive insurance coverage
for “non-coital” reproductive services
such as IUI and IVF, without limitations
with regard to whether their infertility
is service-connected, whether they are
impacted by clinical or social infertility,
their marital status, or their sexual orientation. Such insurance coverage must
include at least three cycles of IVF.
Congress and the administration must
also address the high demand for
infertility services, including IUI and
IVF, by expanding the Defense Health
Administration (DHA)’s and VHA’s
capacity to ensure a greater number
of participating providers with greater
geographic diversity.
DHA and VHA must incorporate existing best practice recommendations for
infertility care as established by the
American Society for Reproductive
Medicine, the American College of
Obstetricians and Gynecologists, and
the World Health Organization.
DHA and VHA must issue and implement guidance for infertility care
referrals, including disclosure of
practice limitations such as religious
objections by the provider to certain
infertility services.
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