Chapter 14
Incorporating Insurance Education into
the Fertility Preservation Process

Laxmi A. Kondapalli and Alice Crisci

Overview

Over the last several decades, cancer survival rates have tremendously increased,
largely due to enhanced early detection and improved therapeutics. What was once
considered a “death sentence,” now allows survivors to imagine a life after cancer
with expectations beyond survival [1]. These medical achievements should be tem-
pered by the resultant gonadotoxic effects. As such, survivorship issues are of
increasing importance. Fertility loss is of particular concern for the approximately
135,000 pediatric, adolescent, and young adults (AYA) diagnosed each year [2].
Infertility caused by cancer treatment is iatrogenic, meaning any adverse condition
induced by medical interventions including reactions from prescribed drugs or from
medical and surgical procedures. Iatrogenic infertility is typically caused by cancer
treatments such as chemotherapy, radiation, or surgical removal of reproductive
organs. While the focus of this chapter will be specific to cancer patients, fertility
may be compromised by treatments for other conditions such as autoimmune
disorders.

While cancer screening, diagnosis and treatment are commonly covered under
most insurance plans, fertility preservation (FP) is not, despite growing evidence of
reproductive dysfunction resulting from treatments [3-5]. Further, many insurance
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companies will cover treatment for other iatrogenic conditions cause by cancer
treatment [6], such as breast reconstruction after mastectomy for breast cancer.
Patients at risk for iatrogenic infertility are different from patients treated for infer-
tility. Infertility is defined as the inability to conceive after 12 months. Cancer
patients may not have infertility at the time of diagnosis, but they need to undergo
fertility preservation services prior to initiation of cancer treatments, which may
impart risk of becoming infertile in the future. For example, a young woman with
newly diagnosed lymphoma may choose to cryopreserve oocytes before starting
treatment. Although she may have normal reproductive function at the time, her
ability to have biological children in the future may be impaired. Therefore, she
may choose to preserve oocytes to secure her fertility wishes. Even when traditional
insurance has provisions for infertility treatments, cancer patients are often denied
coverage because they do not meet the strict criteria of infertility, which limits
coverage to those who have been trying to conceive for at least 612 months. This
definition excludes most cancer patients attempting to access fertility preservation
treatment.

While there is ongoing discussion and debate about insurance coverage for fertil-
ity preservation at a local and national level, the following sections outline strategies
that may facilitate assess to fertility preservation services for patients.

Preauthorization for Oncofertility Consultation
and Treatment

Most insurance companies have provisions covering consultations with specialists.
An important component to ensure this coverage is the referral to an oncofertility
specialist. It is critical for patients and office staff to understand the process to
receive pre-authorization coverage for consultations with a reproductive endocri-
nologist. These patients benefit from understanding the full endocrine impact from
their specific cancer treatment and all the potential associated side effects including
menstrual irregularities, sub-fertility and infertility, sexual dysfunction, metabolic
disturbances, cardiovascular and bone health. See Appendix 1 for a sample oncofer-
tility referral form.

While there may be differences in specific procedures for pre-authorization
across insurance companies, most will have guidelines about the process that are
accessible via phone or online. Many insurance companies have specific pre-
authorization forms that are available on their Web site that can be faxed to your
office. Another important component to achieving insurance coverage is the use of
appropriate diagnosis codes for the visits. The International Classification of
Diseases (ICD) is the classification system used to code and classify disease states
and mortality data and was designed to promote international comparability of these
statistics [7]. Health care providers use the ICD system to code diagnoses associated
with particular hospital and office visits, and are used by insurance companies to
justify coverage for the visit.
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Table 14.1 Supplemental V codes for fertility preservation

V codes for fertility
preservation

V2642 * Encounter for fertility preservation counseling
¢ Encounter for fertility preservation counseling prior to cancer
therapy
* Encounter for fertility preservation counseling prior to surgical
removal of gonads
V 26.82 * Encounter for fertility preservation procedure
* Encounter for fertility preservation procedure prior to cancer
therapy
* Encounter for fertility preservation procedure prior to surgical
removal of gonads

Providers can add these codes to the primary cancer diagnosis when submitting insurance bills.
Note that these codes can be added to any primary diagnosis, not only cancer, such as rheumato-
logic and hematologic disease, and not gender-specific

For oncofertility patients, it is essential to use the cancer diagnosis as the primary
diagnosis code for the consultation. In addition, there is a supplementary classifica-
tion of factors, known as V codes, which influence the patient’s health status and
contact with health services. In fact, special V codes for fertility preservation have
been developed and are billable medical codes that can be used on reimbursement
claims. These V codes should be used for preauthorization and all subsequent visits
(Table 14.1). If a patient wishes to proceed with FP treatment, it will be helpful to
submit a separate pre-authorization form for the specific FP procedure. Often, this
is coupled with a Letter of Medical Necessity.

Communication About Medical Necessity
for Fertility Preservation Procedures

Insurance companies often use medical necessity to review benefits coverage and/or
provider payment for services, tests or procedures that are medically appropriate
and cost-effective for its members.

For example, one insurance company, Cigna Healthcare®, states that the medical
necessity process is based on health care services that a Physician, exercising pru-
dent clinical judgment, would provide to a patient, and that are:

* In accordance with the generally accepted standards of medical practice;

 Clinically appropriate, in terms of type, frequency, extent, site, and duration, and
considered effective for the patient’s illness, injury, or disease; and

* Not primarily for the convenience of the patient or Physician, or other Physician,
and not more costly than an alternative service or sequence of services at least as
likely to produce equivalent therapeutic or diagnostic results as to the diagnosis
or treatment of that patient’s illness, injury, or disease [8].
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Oncofertility specialists can submit a comprehensive letter that establishes
dical necessity, which includes the following topics:

Patient name and date of birth

Insurance carrier name and patient identification number

Clinical diagnosis and ICD code

Cancer treatment plan

Side effects of the treatment plan associated with reproductive health

Proposed ICD-10 codes and associated V-codes that you are requesting
coverage

Case for coverage (see below)

Physician signature

Your contact details

Case for Insurance Coverage for Oncofertility Services

There are a number of factors that can be included in the letter of medical necessity
to support insurance coverage for patients. These include [9]:

Guidelines from professional organizations: The American Society of Clinical
Oncology (ASCO) and American Society of Reproductive Medicine (ASRM)
promote discussion of fertility impact of treatment at the time of diagnosis and
have published guidelines discussing the incorporation of oncofertility in cancer
care.

latrogenic Condition: Cancer patients often undergo gonadotoxic treatments that
are medically necessary to overcome malignancy, but that may impart iatrogenic
infertility. Cancer benefits typically include insurance coverage for the remedy
of iatrogenic conditions. This includes procedures that are otherwise considered
elective, such as surgical scar revision.

Right to Parity: This concept is related to non-maleficence meaning to “do no
harm” and argues that insurance practice should mitigate iatrogenic effects
caused by cancer treatment.

Benefit Already Exists: Some patients may have infertility coverage in their
insurance plans. Although they may not meet the strict criteria for infertility, an
argument can be made that they are at significant risk of permanent infertility as
a consequence of cancer treatment. Fertility may be so impaired that assisted
reproduction will be ineffectual in the future; therefore they will not be able to
take advantage of this covered benefit.

Low Usage, Low Cost, and Positive Returns: The at-risk population is small and
the proportion of insured members that will utilize the service is also small.
Further, the cost per member per month is low with potential for significant posi-
tive cost offsets in the future. Patients who are unable to pursue FP prior to can-
cer therapy may become subfertile and utilize more assisted reproductive
resources in the future.
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* Avoids Risk of Adverse Selection: The narrow window of time between cancer
diagnosis and initiation of treatments discourages patients from switching insur-
ance policies to take advantage of a FP benefit.

In addition to diagnostic codes, some insurance companies require a list of
procedures associated with FP that a patient is seeking insurance coverage. The
Current Procedural Terminology (CPT) is a universal coding system in which num-
bers are assigned to every medical service a medical practitioner may provide to a
patient including medical, surgical and diagnostic services. Insurance companies
use these codes to determine which procedures are covered and the amount of reim-
bursement. Table 14.2 outlines CPT codes for standard fertility preservation treat-
ments that are useful in writing letters of medical necessity (Table 14.2) [10].

Table 14.2 Standard ICD codes to use for fertility preservation procedures

CPT code Code description

Fertility preservation methods

77334 Shielding of gonads during radiation therapy

58825 Transposition of the ovary(s)

57531 Radical trachelectomy

89259 Sperm cryopreservation

89258 Embryo cryopreservation

0059T Oocyte cryopreservation

0058T Ovarian tissue cryopreservation

89335 Cryopreservation, reproductive tissue, testicular/ovarian
89240 Experimental/investigational fertility preservation treatments
Monitoring and laboratory services

76830 Complete pelvic ultrasound with image documentation
76857 Limited pelvic ultrasound for follicular monitoring
36415 Venipuncture

83001 Follicle stimulating hormone

83002 Luteinizing hormone

82670 Estradiol

84144 Progesterone

99211 Nursing visit

98960 Injection teaching

QOocyte retrieval and embryology lab procedures

00840 Anesthesia for intraperitoneal procedure

58970 Follicle puncture for oocyte retrieval

76948 Ultrasonic guidance for aspiration of oocytes

89254 Oocyte identification from follicular fluid

89250 Culture of oocytes

89251 Culture of oocytes/embryos, < 4 days, with coculture of oocytes/embryos
89320 Semen analysis

(continued)
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Table 14.2 (continued)

CPT code Code description

89259 Insemination of oocytes

89280 Intracytoplasmic sperm injection (ICSI), when necessary
89281 Assisted oocyte fertilization, microtechnique; >10 oocytes
89272 Extended culture of oocytes/embryos, when necessary
Gamete storage

89342 Storage per year, embryo(s)

89343 Storage per year, sperm/semen

89344 Storage per year, reproductive tissue, testicular/ovarian
89345 Storage per year, oocyte(s)

The following codes are typically excluded, but may be possible in other aspects
of an insurance plan:

* Assisted reproductive technologies for future conception

— Intrauterine insemination (58321, 58322, 58323)
— Thawing of cryopreserved embryos (89352)

— Thawing of cryopreserved sperm (89354)

— Preparation of embryo for transfer (8§9255)

— Embryo transfer (58974, 58976)

e Preimplantation genetic diagnosis (PGD) and other genetic testing (89290, 89291)
* Assisted embryo hatching procedures (89253)
* Donor egg, sperm or embryos (S4023, S4025, S4026)

A Letter of Medical Necessity is a critical aspect of insurance advocacy for
patients and a letter template is provided in Appendix 2. Although it does not guar-
antee coverage for fertility preservation consultations or treatment, it may be the
only opportunity a patient has to successfully appeal.

Appeal Process

The Affordable Care Act ensures a patient’s right to appeal health insurance deci-
sions, including asking insurers to reconsider its decision to deny payment for a
service or treatment. Plans created after March 23, 2010 specifically spell out how
insurers must handle the appeal process. The law even permits its members to have
an independent review organization decide whether to uphold or overturn the plan’s
decision. The Letter of Medical Necessity and physician referral form are assets
required for this process.

Insurers are required to let its members know:

¢ The reason the claim was denied.
e The insured’s right to file an internal appeal.
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* The insured’s right to request an external review if the internal appeal was
unsuccessful.
* The availability of a Consumer Assistance Program (when their state has one).

The law further protects your patients by requiring insurers:

» To give their decision within 72 h after receiving a request for an appeal regard-
ing the denial of a claim for urgent care. (If the appeal concerns urgent care, you
may be able to have the internal appeal and external review take place at the same
time.)

e 30 Days for denials of nonurgent care not yet received.

e 60 Days for denials of services already received.

Many insurance companies facilitate the appeals process online for its members
and is historically something your patient must work through independently with
the support of your Letter of Medical Necessity, summary notes and physician
referral. Patients can also submit a letter of appeal for fertility preservation on their
own behalf (Appendix 3), in addition to letters of support from patient advocacy
groups.

Insurance Reform: State Laws Related to Insurance
Coverage for Infertility Treatment

Over the past 30 years, 15 states—Arkansas, California, Connecticut, Hawaii,
Illinois, Louisiana, Maryland, Massachusetts, Montana, New Jersey, New York,
Ohio, Rhode Island, Texas, and West Virginia—have passed laws that require insur-
ers to either cover or offer coverage for infertility diagnosis and treatment. While
most these states require inclusion of coverage for in vitro fertilization (IVF),
California, Louisiana, and New York have laws that specifically exclude coverage
for IVE. These mandates, which are not specific to cancer treatments, are illustrated
in Table 14.3 [11]. In contrast, states across the nation currently do not require
insurance coverage for infertility treatments for people who may become infertile as
a result of cancer or medical treatments.

To date, three states have introduced legislation proposed to expand existing cov-
erage of infertility caused by cancer treatments. However, none of these measures
have become law. In 2011, California Assembly member Anthony Portantino was
the first legislator to author a fertility preservation bill. California Assembly Bill
428 required health plans and policies to cover “medically necessary expenses for
standard fertility preservation services when a necessary medical treatment may
directly or indirectly cause iatrogenic infertility to an enrollee [12, 13]” The
California Health Benefits Review Program analyzed the fiscal impact of this bill
and estimated an increase premium of $0.03 per member per month. This bill was
not approved by the state appropriations committee and will be reintroduced at a
later time.
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In 2012, two states attempted to pass legislation for fertility preservation. A bill
introduced in New Jersey aimed to require insurers to cover medically necessary
expenses for preventing infertility in women undergoing chemotherapy or radiation
therapy for the treatment of cancer through oocyte cryopreservation. This differs
from Hawaii House Bill 2105, which provides coverage for established preservation
procedures to both men and women who are: (1) of reproductive age, and (2) diag-
nosed with a cancer or undergo cancer treatments that may adversely affect fertility.
However, the bill identifies only two specific fertility preservation methods—sperm
and embryo cryopreservation [14].

Finally, Senator Claire McCaskill (D-MO) introduced a provision in the National
Defense Bill which would provide “additional coverage of fertility treatments for
military members who may require such treatments due to chemotherapy, radiation
or surgery in order to ensure military service members who face loss of fertility due
to medical treatments have a chance to preserve their ability to have children.”

As the national conversation for expanded insurance coverage to include fertility
preservation evolves, a number of advocacy groups are actively collaborating with
key legislators to address this issue. For instance, the Livestrong Foundation and the
Cancer Legal Resource Center joined together to develop a position statement out-
lining standards for health insurance coverage to address the fertility needs at the
time of a cancer diagnosis. Key points include statements regarding insurance cov-
erage for standard fertility preservation services for iatrogenic infertility should be
dependent on a diagnosis of a medical condition requiring treatment that may cause
infertility, not a diagnosis of infertility; and that all coverage language should be
written so that when experimental fertility preservation treatments become standard
practice as determined by appropriate professional societies, they become a covered
benefit [15].

Acknowledgement This work was supported by the Oncofertility Consortium NIH
SULIDE(19587 and NIH K12-HD001271-13 (LAK).
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Appendix 1

Oncofertility Referral Form
Patient Name: | MRN poB-|____lage! ]

Attending Physician- | P #

Ordering Healthcare Provider- Pageré# |
REFERRING TO:

Department: OBGYN > ReproMed > Oncofertility Chimic

Sanrlal

Amulmutftr Is the Patient:
Fﬂtﬂtyhmm(hnﬂm :
: Sem-lzf.lpnim Children's Patient?

Room Number?
Reason for Visit (Include Patient Diagnosis):

Form completed by, ITitle/ | Date | ]
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Appendix 2

[Center Letterhead]

[Date]

[Insurance Name] Review Unit

By fax: (999) 999-9999

Attn: Appeals

RE: Doe, Jane

D.O.B: 9-30-1984

Blue Cross Blue Shield ID #: 9999999999
Group #: 99999

To Whom It May Concern:

Ms. Jane Doe is a 35-year-old with Stage 4 colon cancer diagnosed in January
2009. The patient’s plan of care for this diagnosis includes chemotherapy and likely
subsequent radiation. Many of these therapies that so effectively help increase
survival have side effects that may cause the loss of fertility. The patient is not
currently infertile but may be rendered sterile by the cancer treatment (a covered
benefit under her plan).

In preparation for these treatments, the patient saw me in consultation to review
fertility preservation options as per American Society of Clinical Oncology (ASCO)
and American Society for Reproductive Medicine Guidelines (Attached). After dis-
cussing the probable impact of the proposed cancer treatment on her fertility, we
reviewed the range of options available.

(Select the appropriate paragraph and delete the others.)

After discussing the spectrum of options, based on cancer treatment, age,
diagnosis and the window of time available to the start of cancer treatment the
decision was made to bank [oocytes / embryos / ovarian tissue cryopreservation]
[Oocyte / embryo] banking is the standard of care for fertility preservation for some-
one in her circumstances.

After discussing the spectrum of options, based on the cancer treatment, age,
diagnosis and window of time available to the start of cancer treatment the decision
was made to perform a fertility sparing unilateral salpingo-oophorectomy and ovar-
ian cryopreservation prior to beginning her treatment. Surgical intervention is the
standard of care for obtaining ovarian tissue for cryopreservation.

Note on Male Patients: This can be customized to include a description of the male
diagnosis if the male is the patient. Use of sperm banking, donor sperm and/or
assisted reproductive technologies to treat couples where the man has been rendered
infertile by cancer treatment is NOT the same as infertility from other causes and
often covered.

Therefore, we request that this treatment as well as related procedures and test-
ing, which have been previously denied, be reconsidered for coverage for this
patient. As noted, the patient did not present with infertility but this fertility preser-
vation treatment is essential to preserving fertility prior to beginning cancer
treatment.
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If you have any questions or need further information, please do not hesitate to
contact me.
Sincerely,
John Smith, MD
Lead Physician
Center for Advanced Reproductive Services
Attachments:
1. American Society of Clinical Oncology Recommendations on Fertility Preservation
in Cancer Patients. Journal of Clinical Oncology 24: 917-2931, 2006.
2. Fertility preservation and reproduction in cancer patients. Fertility and Sterility,
Vol. 83, No. 6, June 2005.
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Appendix 3

Jane Doe

22 Fair Avenue

Chicago, IL

[date]

[Insurance Company Name] Review Unit

By fax: (999) 999-9999

Attn: Appeals

RE: Doe, Jane

D.O.B: 9-30-1984

Blue Cross Blue Shield ID #: 9999999999

Group #: 99999

To Whom It May Concern:

I am a 35-year-old with stage 4 colon cancer diagnosed in January 2009. My plan
of care for this diagnosis includes chemotherapy and likely subsequent radiation.
Many of the therapies that so effectively help increase survival have side effects that
may cause the loss of fertility. I am not currently infertile but may be rendered ster-
ile by the cancer treatment (a covered benefit under their plan). In preparation for
these treatments, I met with Dr. John Smith in consultation to review the possible
impact of my cancer treatment on my fertility and my options for fertility preserva-
tion options as per American Society of Clinical Oncology (ASCO) and American
Society for Reproductive Medicine Guidelines (see below).

(Select the appropriate paragraph and delete the others.)

After discussing the range of options available, based on my cancer treatment,
age, diagnosis and time available to the start of my cancer treatment the decision
was made to bank embryos. Embryo banking is the standard of care for fertility
preservation for someone in my circumstance.

After discussing the range of options available, based on my cancer treatment,
age, diagnosis and time available to the start of my cancer treatment the decision
was made to bank eggs. Egg banking is the standard of care for fertility preservation
for someone in my circumstance.

After discussing the range of options available, based on my cancer treatment,
age, diagnosis and time available to the start of my cancer treatment the decision
was made to perform a fertility sparing unilateral salpingo-oophorectomy and ovar-
ian cryopreservation prior to beginning her treatment. Surgical intervention is the
standard of care for obtaining ovarian tissue for cryopreservation.

Note on Male Patients: This can be customized to include a description of the male
diagnosis if the male is the patient. Use of sperm banking, donor sperm, and/or
assisted reproductive technologies to treat couples where the man has been rendered
infertile by cancer treatment is NOT the same as infertility from other causes and
often covered.

Therefore, we request that this procedure as well as related procedures and test-
ing previously denied for coverage be reconsidered. As noted, I do not have
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infertility but this treatment was essential to preserving my fertility before my
cancer treatment could begin.

If you have any questions or need further information, please do not hesitate to

contact Dr. Smith at [Practice Name] or me.

Sincerely,
Jane Doe
References:

. American Society of Clinical Oncology Recommendations on Fertility

Preservation in Cancer Patients. Journal of Clinical Oncology 24: 917-2931,
2006.

. Fertility preservation and reproduction in cancer patients. Fertility and Sterility,

Vol. 83, No. 6, June 2005.
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