
ASSISTED REPRODUCTION TECHNOLOGIES

We are here for you: infertility clinic communication during the first
wave of the COVID-19 pandemic

Holly Mehr1 & Tia Jackson-Bey2 & Michelle Vu3
& Victoria Lee4

& Christopher Herndon5
& Jacqueline Ho6

&

Lusine Aghajanova7 & Molly M. Quinn1

Received: 10 February 2021 /Accepted: 31 March 2021
# The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2021

Abstract
Purpose To study how SART-member fertility clinics communicated via clinic websites during the first wave of the COVID-19
pandemic following publication of ASRM COVID-19 Task Force recommendations.
Methods SART-member fertility clinic websites were systematically surveyed for the presence of an REI-specific COVID-19
message (REI-CM) and analyzed for their adherence to ASRM guidance.
Results Of the 381 active clinic websites, 249 (65.3%) had REI-specific COVIDmessaging. The presence of REI-CMwas more
common in private than in academic practices (73% vs 38%, p < 0.001) and with increasing practice volume: 38% of clinics with
< 200 annual cycles vs 91% of clinics with > 1000 cycles (p < 0.001). Adherence to ASRM guidance was more common in
academic than in private practices (54% vs 31%, p = 0.02). Additionally, 9% of REI-CM (n = 23) announced continued treatment
regardless of a patient’s clinical urgency. This messaging was more common in groups doing > 1000 cycles a year (18%, p =
0.009). Clinics treating all-comers were less likely to cite ASRM than other clinics (41% vs 62%, p = 0.045). However, 75% (n =
14) cited COVID-19 guidance from WHO, CDC, and state and local governments.
Conclusions Clinic response to ASRM recommendations during the first wave of COVID-19 pandemic was heterogeneous.
Although academic practices were more likely to follow ASRM guidance, there was a lower extent of patient-facing messaging
among academic practices than private clinics. In event of further escalations of this and future pandemics, clinics can learn from
experiences to provide clear messaging to patients.
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Introduction

Coronavirus disease 2019 (COVID-19) is a contagious
infection caused by a novel severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2). The initial outbreak
was reported in Wuhan China on December 31st, 2019,

and quickly spread globally. In the USA, the earliest re-
ported case was on January 20th, 2020. On March 11,
2020, COVID-19 was declared a global pandemic by the
WHO as cities across the USA and worldwide began to
experience a surge of cases. Many states issued shelter in
place orders, and recommendations from multiple
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government and professional organizations were to stop
non-emergent surgical procedures.

On March 17th, 2020, the American Society for
Reproductive Medicine (ASRM) published the initial guidance
for REI clinics regarding infertility treatment during the
COVID-19 pandemic [1]. The goal for the recommendations
was to “provide practices with recommendations that guard the
health and safety of our patients and staff, and recognize our
social responsibility, as an organization and as a community of
providers and experts, to comply with national public health
recommendations.” At this stage, there was an exponential rise
in reported infections and very little data on the impact of
COVID-19 on fertility and pregnancy [1]. The recommenda-
tions advised against initiation of new fertility treatment cycles
outside of emergent fertility preservation. ASRMwas clear that
the guidelines were “not intended to be the only approved stan-
dard of practice or to dictate an exclusive course of treatment.”
Further updates were indicated to be forthcoming.

Two updates to this guidance were published by ASRM on
March 30th and April 13th which offered some additional
guidance but continued to recommend no new cycle starts
outside of urgent cases [2, 3]. On 4/24/2020, new guidance
was published that gave recommendations for how and when
to resume treating patients [4]. Since then, most clinics have
reopened and are treating patients, but COVID-19 cases and
fatalities continue to rise worldwide [5].

COVID-19 has presented all health care providers and in-
stitutions globally with the dilemma of how and when to treat
patients while also mitigating the spread of the disease and
respecting the needs of local and regional health care facilities
(such as the need for adequate personal protective equipment).
Little was known at the onset of the pandemic regarding the
impact of COVID-19 on maternal health or pregnancy out-
comes. Reproductive medicine poses a scenario wherein pa-
tients and providers often feel an urgency to proceed with
treatment due to the detrimental impact of advancing age on
treatment success as well as psychosocial impact of the dis-
ease. Further, patients have often faced a significant duration
of infertility prior to pursuing treatment [6]. As a result, further
delay for any reason and uncertainty of when cycles would
resume causes anxiety and distress for all involved [7, 8].
Finally, from a clinic management standpoint, IVF clinics
are high overhead enterprises, and cessation of IVF treatment
put many IVF programs in financial distress, as revenue
slowed and practice owners were forced to furlough staff
and potentially close their practices all together [9].

In the weeks to months after ASRM first recommended
minimization of clinical activities through the Task Force doc-
ument, each fertility clinic in the USA had to decide if and
how they were moving forward with treatment. Most fertility
clinics communicated to their current and prospective patients
through clinic-specific websites. Our objective in the current
study was to evaluate how SART-affiliated fertility clinics

communicated to the public and their patients via clinic
websites during the time period in which ASRM advised a
halt on non-emergent fertility treatment.

Methods

Between 4/20/2020 and 4/24/2020, SART-affiliated fertility
clinic websites were systematically surveyed for the presence
of an REI-specific COVID-19 message (REI-CM).

Clinic website URLs were gathered from SART’s website.
In the event that no URLwas provided, a Google search of the
medical director and clinic name was performed, and if both
matched those provided in the SART database, the website
was used.

Eachwebsite was systematically surveyed for any COVID-
19-specific messaging, and if it was not found, Google
searches of the clinic website and “COVID-19” and “corona-
virus” were performed. All messages, including blog posts,
pop-ups, and pages were collected in a Microsoft Word file
for storage to capture the messaging at the time of search
(4/20/20–4/24/20) before new guidelines were released and
to facilitate any analysis required between reviewers. The
message was coded as an REI-CM if the content within the
message referred directly to fertility patients or the clinical
activities of the REI office. Any COVID messaging that was
hospital or health system wide without specific reference to
the fertility clinic or patients was categorized as non-REI-
specific COVID messaging.

Next, the COVID-19 message was evaluated for various
content including the type of fertility treatment offered and to
whom it was being offered, plans for liberalizing or resuming
care, adherence to updated ASRM guidance, citation of
ASRM, WHO, CDC and state and local governmental guid-
ance, educational material on COVID-19 in general and com-
ments on safety in pregnancy, and the provision of psycho-
logical resources.

The messages were analyzed for how they communicated
their policy on treating patients in general as well as the spe-
cific recommendations on treatment cycles outlined in the
ASRM guidance: new IVF cycle starts, IUI cycle starts, ovu-
lation induction, embryo transfers, continuing in-cycle pa-
tients, continuing diagnostic procedures, surgeries, and emer-
gent, medically indicated fertility preservation.

For each treatment category, the message was analyzed for
how the clinic communicated its current policy or practices
with patients: treating all-comers regardless of clinical urgen-
cy, treating case by case, not treating, no mention of this treat-
ment, vague, or unclear messaging about this treatment. For
those treating case by case, the specific definition of “case by
case” was also recorded when provided.

The messages were also analyzed for citing guidance from
any professional organization, health organization, or
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government. Messages were considered to cite ASRM guid-
ance if ASRM was specifically cited by name in the message
or a link to current guidelines was included in the messaging.

Each REI-CM was independently evaluated by two differ-
ent reviewers for the content as is related to the questions
above and arbitrated by a third reviewer in the case of discrep-
ancies in findings.

Practice size, as measured by number of completed cycles a
year, and practice location were among the predictors abstracted
from SART. Twenty clinics did not have 2017 clinic volume
data available and were not included in the clinic volume anal-
ysis. The type of practice (academic, hybrid, or private) was
determined by the website and University affiliation. Clinics
were determined to be hybrid if they were private practice
groups with a significant University or hospital affiliation and/
or an REI fellowship. Hybrid clinics were grouped with private
practice for statistical analysis. Clinics were classified according
to whether they were under a shelter in place (SIP) order, and the
duration of that order, at the time of data abstraction utilizing
publicly available data maintained by the CDC [10, 11].

Statistical analyses were performed using Stata software to
determine associations between clinic demographics such as
practice type and size and patterns in messaging such as adver-
tising ongoing treatment where appropriate. All data was coded
to be categorical. Chi squared was used for categorical data
with sufficient sample size. Fisher’s exact test was used for
categorical data when any condition had a frequency of < 5.

Results

Three hundred eighty-one of 385 SART member clinics had
active websites. Of those with websites, 68 clinics were cate-
gorized as academic, 293 private practice, 18 hybrid, and 2
military. Eighty-six clinics performed < 200 cycles a year, 126
clinics performed 200–500 cycles a year, 84 clinics performed
from 501 to 1000 cycles a year, and 65 clinics performed
greater than 1000 cycles per year. Two hundred twelve of
381 clinics were located in states with shelter in place orders
for ≥30 days at the time of data extraction.

Of those with active websites, 309 (81%) had some form of
COVID messaging and 249 (65.3%) had an REI-CM. The
presence of an REI-CM was more common with increasing
practice volume; 38% of clinics with < 200 annual cycles vs
91% of clinics with > 1000 cycles (p < 0.001) had an identi-
fiable REI-CM. An REI-CM was also more common in pri-
vate than academic practice (71% vs 38%, p < 0.001), with the
majority of academic practices (57%) having an institution-
wide COVID message that was not REI-specific and did not
give specific information regarding treatment provision. There
was also a trend toward more frequent REI-CM in states with
a shelter in place (SIP) order for ≥ 30 days vs < 30 days (n =
61% vs 70%, p = 0.064) (Table 1).

Reference to published recommendations

Reference to ASRMguidance was included in 61% (n = 152) of
messages; however, only 33% (n = 82) of messages outlined
treatment practices that fit within ASRM recommendations pub-
lished in “Patient Management and Clinical Recommendations
Update #2,” which was active at the time of the data extraction.
A majority of this discrepancy is due to a large number of
messages that mentioned professional guidance but did not
specify what this guidance entailed or how the practice was
treating patients (n = 52). Explicitly outlining treatment patterns
that fit ASRM guidelines was more common in academic prac-
tices (54% vs 31%, p = 0.02), with a trend toward clinics with
SIP orders ≥ 30 days (p= 0.059) but was not associatedwith size
of practice or geographic region (Table 1).

Specific recommendations found in ASRM’s “Patient
management and clinical recommendations during
the coronavirus (COVID-19) pandemic”

1. “Suspending initiation of new treatment cycles, including
ovulation induction, intrauterine inseminations (IUIs),
in vitro fertilization (IVF) including retrievals and frozen
embryo transfers, as well as non-urgent gamete cryopres-
ervation.”

Some, but not all, messaging was very explicit about
specific treatment options being suspended, including
17% (n = 42) NOT starting any new IVF cycles and
28% (n = 69) starting emergent IVF only, and 31% (n =
78) starting IVF on a case-by-case basis, including urgent
gamete cryopreservation.

Example: “Urgent gamete cryopreservation. This does
not include patients of advanced reproductive age or di-
minished ovarian reserve. Urgent gamete preservation is
limited to those beginning treatment for illnesses that are
considered gonadotoxic (i.e. chemotherapy and/or radia-
tion treatment)”

Messaging for 41.7% (n = 104) of clinics clearly stated
no IUI cycles and 24.5% (n = 61) of messages clearly
stated no ovulation induction cycles.

2. “Strongly considering cancellation of all embryo transfers
whether fresh or frozen.”

Nineteen (7.6%) REI-CMs explicitly discussed con-
tinuing some form of embryo transfer, 101 (40.5%) ex-
plicitly stated they have paused embryo transfers, and the
remaining messages (n = 129, 52%) had either vague or
omitted information regarding embryo transfer.

Fifty-one percent of clinic messages included some dis-
cussion of the safety of COVID-19 in pregnancy which
ranged from a statement that safety was not known, to state-
ments suggesting pregnancy is safe, to nuanced evaluation
of current evidence. Twelve of 19 (63%) clinics advertising
ongoing embryo transfer included a discussion of safety in
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pregnancy. Of those explicitly not performing transfers,
53% (n = 54) mentioned safety in pregnancy.

Example 1

“At this time there are no direct medical concerns with
pregnancy and COVID-19... Researchers will continue their
studies on this topic, but as far as we know COVID-19 does
not have a direct impact on pregnant women.”

Example 2

“Pregnant patients are routinely exposed to viral infec-
tion. Some, like Varicella and Influenza can be significantly
more severe, and even devastating in pregnancy. Others,
including similar SARS-type viruses and the novel corona-
virus (to date) seem to manifest similarly in pregnant women
as in other infected patients. While we are still early in the
evolution of this disease, there is no evidence that pregnant
women are more susceptible to COVID-19. ”

3. “Continuing to care for patients who are currently ‘in-cy-
cle’ or who require urgent stimulation and cryopreserva-
tion.”

A minority (42%, 104/249) of COVID messages in-
cluded specific intentions for in-cycle patients. Of those
mentioning their in-cycle patients, a vast majority (90%,
94/104) reported that they were continuing treatment.

4. “Suspending elective surgeries and non-urgent diagnos-
tic procedures.”

Twenty-nine percent of messages explicitly stated
that they were suspending surgeries and diagnostic pro-
cedures (n = 74). Seventeen percent of messages an-
nounced that clinics were continuing some form of sur-
gery or diagnostic procedures (n = 42). The remainder
(53%, n = 133) either did not mention or had uninter-
pretable messaging.

5. “Minimizing in-person interactions and increasing utili-
zation of telehealth.”

A majority of centers with REI-CM, 85%, advertised
offering telemedicine options (n = 211/249) which was
more likely in practices with > 1000 cycles a year than <
200 cycles a year (97% vs 76%, p = 0.01). Telemedicine
availability in REI-CM was similar between academic
and private practices, regardless of length of SIP order
and geographic region (Table 1).

Clinics choosing to treat patients outside ASRM
guidance

Clinics also communicated that they were treating patients
outside ASRM recommendations. Forty-four (18%)Ta

bl
e
1

O
ut
co
m
e
pr
ed
ic
to
rs
fo
r
R
E
I
sp
ec
if
ic
C
O
V
ID

-1
9
m
es
sa
gi
ng

P
ra
ct
ic
e
vo
lu
m
e
in

cy
cl
es

pe
r
ye
ar

Pr
ac
tic
e
ty
pe

L
en
gt
h
of

S
IP

or
de
rs

G
eo
gr
ap
hi
c
re
gi
on

<
20
0

20
0–
50
0

50
1–
10
00

>
10
00

P
va
lu
e

A
ca
de
m
ic

P
ri
va
te
/H
yb
ri
d

P
va
lu
e

<
30

da
ys

≥
30

da
ys

P
va
lu
e

N
E

M
W

S
ou
th

W
es
t

P
va
lu
e

Pr
es
en
ce

of
R
E
I-
sp
ec
if
ic
C
O
V
ID

-1
9
m
es
sa
ge

33
/8
6

(3
8%

)
77

/1
26

(6
1%

)
64
/8
4

(7
6%

)
59
/6
5

(9
0%

)
<0

.0
01

a
26
/6
8

(3
8%

)
22
3/
31
3

(7
1%

)
<0

.0
01

a
10
1/
16
0

(6
1%

)
14
8/
21
2

(7
0%

)
0.
06
4a

56
/7
9

(7
1%

)
45
/7
4

(6
1%

)
77
/1
23

(6
2%

)
71
/1
03

(6
9%

)
0.
43
0a

T
re
at
in
g
w
ith
in

A
S
R
M

gu
id
an
ce

13
/3
3

(3
9%

)
25
/7
7

(3
2%

)
24
/6
4

(3
8%

)
15
/5
9

(2
5%

)
0.
43
4a

14
/2
6

(5
4%

)
70
/2
23

(3
1%

)
0.
02
2a

26
/1
01

(2
6%

)
55
/1
48

(3
7%

)
0.
05
9a

17
/5
6

(3
0%

)
16
/4
5

(3
5%

)
2/
77

(2
6%

)
28
/7
1

(3
9%

)
0.
33
9a

T
re
at
in
g
re
ga
rd
le
ss

of
cl
in
ic
al
ur
ge
nc
y

1/
33

(3
%
)

8/
77

(1
0%

)
3/
64

(5
%
)

11
/5
9

(1
9%

)
0.
04
3b

1/
26

(4
%
)

22
/2
23

(1
0%

)
0.
48
4b

14
/1
01

(1
4%

)
9/
14
8

(6
%
)

0.
03
7a

9/
56

(1
6%

)
2/
45

(4
%
)

8/
77

(1
0%

)
4/
71

(6
%
)

0.
15
0b

M
es
sa
ge

om
itt
ed

tr
ea
tm

en
to

pt
io
ns

14
/3
3

(3
2%

)
29
/7
7

(3
8%

)
19
/6
4

(3
0%

)
10
/5
9

(1
7%

)
0.
02
8a

8/
26

(3
1%

)
74
/2
23

(3
3%

)
0.
80
5a

35
/1
01

(3
5%

)
44
/1
48

(3
0%

)
0.
65
3a

12
/5
6

(2
1%

)
13
/4
5

(2
9%

)
25
/7
7

(3
2%

)
29
/7
1

(4
1%

)
0.
13
0a

Pl
an
s
fo
r
lib
er
al
iz
in
g
ca
re

7/
33

(2
1%

)
8/
77

(1
0%

)
14
/6
4

(2
2%

)
19
/5
9

(3
2%

)
0.
02
0a

2/
26

(8
%
)

47
/2
23

(2
1%

)
0.
12
3b

23
/1
01

(2
3%

)
26
/1
48

(1
8%

)
0.
59
0a

14
/5
6

(2
5%

)
8/
45

(1
8%

)
21
/7
7

(2
7%

)
6/
71

(8
%
)

0.
02
3a

T
el
eh
ea
lth

26
/3
3

(7
8%

)
61
/7
7

(7
9%

)
55
/6
4

(8
5%

)
58
/5
9

(9
8%

)
0.
01
5a

21
/2
6

(8
1%

)
19
0/
22
3

(8
5%

)
0.
28
8a

84
/1
01

(8
3%

)
12
7/
14
8

(8
6%

)
0.
56
9a

51
/5
6

(9
1%

)
35
/4
5

(7
8%

)
65
/7
7

(8
4%

)
60
/7
1

(8
5%

)
0.
33
0a

D
at
a
ar
e
pr
es
en
te
d
as

N
Y
es
/N

T
ot
al
(%

).
R
es
ul
ts
in

bo
ld

ar
e
st
at
is
tic
al
ly

si
gn
if
ic
an
t(
p
<
0.
05
)

a
C
hi
-s
qu
ar
ed

te
st

b
Fi
sc
he
r’
s
ex
ac
tt
es
t

1812 J Assist Reprod Genet (2021) 38:1809–1817



practices advertised continued treatment of patients on a “case
by case basis” with myriad definitions ranging from very spe-
cific “women older than 38 and 10 months or with an AMH
<0.7” to very vague “as determined by our providers along-
side our patients.” The ASRM Task Force did not explicitly
consider treating diminished ovarian reserve (DOR) patients
an urgent situation, but many of those treating outside guide-
lines continued to offer DOR patients treatment.

Nine percent of REI-CM (n = 23) advertised continued
treatment regardless of a patient’s clinical urgency. This rare
situation was more common in groups that completed > 1000
cycles a year (19%, p = 0.043), in states with shelter in place
orders < 30 days at the time of data collection (16%, p =
0.037) (Table 1). Groups that advertised ongoing treatment
regardless of a patient’s clinical urgency were less likely to
mention ASRM guidance (41% vs 62%, p = 0.045); however,
75% (n = 14) cited COVID-19 guidance from WHO, CDC,
and state and local governments.

In general, practices treating outside of ASRM guidance in
any way were less likely to mention ASRM in their messag-
ing, but this did not reach significance (p = 0.15).

Messaging that omitted treatment options

Many of the messages were not explicit about their current
treatment practices. Thirty-two percent of REI-CM either
omitted their current treatment practices or the language was
too vague to interpret by two separate reviewers and an arbiter.
Omitted practice messaging was inversely related to the num-
ber of cycles performed a year, with 42% of those < 200
cycles a year and 17% of those with > 1000 cycles a year (p
= 0.028). Vague language was not different between private
and academic practices (p = 0.805), geographic region (p =
0.13) or SIP order (p = 0.65) (Table 1).

Resuming care

“The timing of the restart of infertility care, other than that
currently deemed urgent or emergency, has yet, and may
be impossible, to be precisely determined...While it is not
yet prudent to resume non-emergency infertility proce-
dures, the Task Force recognizes it is also time to begin
to consider strategies and best practices for resuming time-
sensitive fertility treatments in the face of COVID-19 in
the population.”

Forty-nine REI-CM (19.6%) included explicit plans for
ramping up service before ASRM published guidance on the
matter on April 24th, 2020 [4]. This was more common in
clinics located in the Northeast (NE) and South than in the
Midwest (MW) andWest (25%, 27%, 18%, 8%, p = 0.02) and
more common in clinics with > 1000 cycles a year (32%, p =
0.02) (Table 1). Clinics with plans to ramp up before April

24th, 2020 were less likely to cite ASRM guidance (p =
0.015).

Additional ASRM COVID-19 Task Force guidance

1. “Practices should recognize the increased need for emo-
tional and psychological support in both patients and staff.”

Overall, 50.8% (126/249) of clinic COVID messages
acknowledged the psychological burden the pandemic
was causing for their fertility patients; 25.4% (63/249) of
clinics either provided resources (webinars, phone apps) or
advertised psychological support services available.
Groups that did and did not follow ASRM guidance were
equally likely to address the psychological consequence of
the pandemic in their messaging (57% vs 48% p = 0.19)
and offer psychological support resources (24% vs 27%, p
= 0.64).

Many patient messages focused on reassurance and em-
phasized the continued presence and support of the clinic
regardless of treatment availability with phrases like “We
are all in this together, and we are here for you.” or “We are
here for you through every step of your journey.”

2. “Providing sufficient minimal staffing, spacing urgent in-
clinic appointments throughout the workday, enabling
staff to work from home, and implementation of manda-
tory health screenings at entry to the facility of patients
who must be seen in person. Such health screening should
include temperature checks, provision of face masks,
compulsory hand hygiene, and 6-foot social distancing
policies in shared spaces.”

A majority of messages (75%) used language stating
safety precautions and cycle cancelations were done for
the protection of the patients themselves (n = 186/249).
Specific safety precautions taken by the clinic or the lab
were stressed in 72% (n = 179/249) of messages.
Behavioral expectations from patients, for example, mask
wearing or coming to appointments unaccompanied, were
described in 70% (n = 174/249).

Discussion

To the best of our knowledge, this is the first and only study to
evaluate how SART-affiliated clinics responded to ASRM
guidance during the first wave of the COVID-19 pandemic.
Clinic response to ASRM recommendations during the first
wave of COVID-19 pandemic was heterogeneous and incon-
sistent. In event of further escalations of this and future pan-
demics, clinics can learn from experiences to provide clear
and consistent messaging to patients.

1813J Assist Reprod Genet (2021) 38:1809–1817



Outcome predictors

We found that the response to ASRM COVID-19 Clinical
Practice Recommendations was heterogeneous across practices.
Although academic practices were more likely to follow ASRM
guidance, there was less patient-facing messaging among aca-
demic practices than private clinics to inform patients. The lower
extent of messaging among academic programs may be second-
ary to the challenge of working within a more bureaucratic and
less nimble medical system. However, those academic practices
who did have messaging were more likely than their private
practice colleagues to indicate their adherence to ASRM recom-
mendations. This finding is not surprising given that academic
and public institutions tend to be more conservative at baseline
with regard to guidance from professional organizations.
Additionally, large state or university systems may provide a
buffer to the financial impact of COVID-19, as well as such
programs’ closer proximity to larger hospital systems attempting
to meet the needs of COVID-19 patients.

Groups with larger practice volume were more likely to
communicate with their patients about what treatments they
offer, to continue to treat patients outside ASRM guidance, to
treat all patients regardless of clinical urgency, and to liberalize
service before ASRMpublished guidance to do so. Thismay be
a sign of the changing landscape of IVF in the United States.
Groups whose business is managed by those outside the med-
ical field may be more willing to work independent of profes-
sional society guidance which are unenforceable and
unregulated.

Those who closely followed recommendations were
more likely to cite ASRM guidance to their patients,
perhaps to deflect patient frustration, or to reassure pa-
tients that consensus had been reached about delaying
treatment based on the best available evidence. Those
clinics that continued to treat all patients regardless of
clinical urgency often cited guidance from the CDC,
WHO, and local health officials while omitting mention
of ASRM. Those advertising plans to liberalize services
were also less likely to cite ASRM guidance.

We also found clinics within states that had longer shelter in
place orders at the time of data extraction trended toward more
frequent REI-CM as well as treating within ASRM guidelines.
Additionally, clinics in states with SIP orders for < 30 days
were more likely to continue to treat all patients regardless of
their clinical urgency. These findings suggest decisions made
by state and local governments—not only recommendations
from professional societies—influence how physicians com-
municate to their patients and how they practice.

Regardless of treatment availability, REI-CM emphasized
the psychological burden of COVID-19, and many clinics
offered and reassurance that they continued to support their
patients through the pandemic as well as access to psycholog-
ical support services.

How other professional societies responded

ASRM guidelines followed a similar trajectory to professional
organizations of other surgical and procedurally focused fields
when they recommended to pause non-emergent treatment on
March 17th and judicious reopening published on April 24th,
2020 [1, 4]. For example, The American College of Surgeons
(ACS) published guidance on March 17th, 2020, including an
“Elective Surgery Acuity Scale” for triaging the range of sur-
geries considered “elective” [12–14]. ACS also published
guidance on Local Resumption of Elective Surgery on April
17, 2020, which, similar to ASRM, highlighted the need for
monitoring local COVID positivity rates, testing availability,
regional PPE, staffing and hospital bed availability, and sup-
ply chain [15]. Similar guidance was published by many pro-
fessional societies of surgical subspecialties [16–18], as well
as professional societies within the field of OBGYN [19, 20].

No similar studies have been published in the OBGYN
field, and little data currently exists as to whether societal
guidelines were followed by physicians in other fields [21,
22]. Pirracchio et al. found that the national volume of elective
surgeries in all fields dropped precipitously in March 2020,
but that the case volume reductions varied greatly by institu-
tion [23]. No further analysis has been published to determine
factors that influenced this heterogeneity, but limited data sug-
gests a heterogenous compliance with professional societal
recommendations across fields.

Deciding who and when to treat: a balancing act

The decision to treat patients must balance the risk of adverse
treatment outcomes due to delay of treatment with the risk of
exacerbating the spread of the disease via in-office transmis-
sion. Two recent studies found that a treatment delay of up to 6
months did not change pregnancy outcomes for women with
DOR or number of eggs retrieved in a second cycle for women
in any age group [24, 25]. While a proportion of clinics con-
tinued to treat DOR and AMA patients during this phase, we
can reassure those women who were denied care inMarch and
April that it likely did not affect their outcome.

There is no published data on the risk of COVID transmis-
sion in either the outpatient or procedural setting as this would
require screening for asymptomatic spread and sophisticated
contact tracing. We now have data suggesting around 50% of
transmission arises from spread from asymptomatic or pre-
symptomatic persons, and recent models suggest that the av-
erage outpatient clinic provider is likely seeing several asymp-
tomatic patients a week depending on the local infection rates
[26, 27]. However, it is clear that the risk of transmission
depends on the prevalence of disease in the community, the
ability to socially distance in non-clinical spaces such as lunch
rooms, the availability of PPE, the adherence of patients and
healthcare workers to proper use of PPE and uptake of
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vaccination [28–30]. Most retrievals are performed under
MAC anesthesia, which is not considered an aerosol-
generating procedure, but the American Society of
Anesthesia still recognizes MAC as a risk for “dispersion of
potentially contaminated exhaled gases” [31]. While no com-
prehensive data has been made public, many practices are
requiring COVID-19 testing before treatment cycles and/or
before oocyte retrieval in an attempt to reduce risk.

Quick adoption of telemedicine

One silver lining in the treacherous landscape of
COVID-19 has been the swift adaptation to telemedi-
cine. A vast majority of clinics with REI-CM (85%)
adopted and advertised telehealth services to their pa-
tients within the span of a month. Large practices were
more likely to advertise telemedicine services, likely be-
cause they had infrastructure to adopt this new technol-
ogy quickly. Use of telehealth has been cited as an
important tool for mitigating geographic and time bar-
riers to fertility treatment and therefore increasing access
to care [32–34]. The Centers for Medicare and Medicaid
Services lifting restrictions on telehealth billing likely
facilitated this long overdue expansion to access. It is
unclear if reimbursement for telehealth will continue
outside of the pandemic, but it has the opportunity to
significantly improve access to care, and with the in-
creased convenience for patients a decreased clinic
space for providers, the medical community is prepared
to continue offering telehealth [35].

Strengths and limitations

The strength of this study was its comprehensive look across
the whole of the SART clinics community as a snapshot of
this unprecedented time period. It offers a comprehensive
view of how clinics communicated to their patients and what
services they continued to provide.

Limitations of this study include the fact that public mes-
saging may not necessarily illustrate the actual practices of a
clinic; indeed, approximately one-third of messages were un-
interpretable with regard to the fertility treatment being of-
fered. Clinics may have communicated with their patients
through formats other than their website, and more recent
policies would not have been captured. We also deliberately
analyzed website content in a narrow window of time just
before ASRMpublished guidance on reopening. This window
necessarily fails to capture how an individual center updated
its messaging over time. Additional limitations include the
potential bias of subjective interpretation of messaging, al-
though this was greatly mitigated through the methodology
of secondary review and arbitration process

Broader implications

COVID-19 cases in the United States are on the rise
again as new variants become dominant and, just as
we saw in March 2020, elective surgeries are being
canceled or delayed in regions most affected in 2021
[36]. While government leaders have recognized the
medical necessity of fertility treatment, reproductive en-
docrinologists may be faced with the decision of who
and how to continue to provide care. While the shut
down in March and April 2020 was unprecedented in
our field, careful analysis of how practices responded
and communicated their response to patients may inform
optimal response in future waves of COVID-19or in
future pandemics. What is more, the Society for
Assisted Reproductive Technologies (SART) is includ-
ing mandatory COVID-19-related questions in their
Clinic Outcome Reporting System (CORS) registry of
assisted reproductive technologies (ART), which will
add to our understanding of COVID and pregnancy.
While a website evaluation is not necessarily a direct
survey of services being offered, this study reveals the
heterogeneity in how clinics have chosen to practice in
the setting of COVID-19 and ASRM guidance. This
data combined with data on how clinics were practicing
during this time point may provide broader information
on how medical operations during international health
emergencies may impact both the treatment outcomes
of our patients as well as the risk of spread of disease.
Finally, our study highlights how the clear communica-
tion to patients during health crises such as COVID-19
is central to our role as health professionals.
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