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Reproductive Medicine

Natalie Dodson

For a married couple, the desire for biological chil-
dren is natural. Yet, with birth rates declining and
infertility rates rising in the United States, more
couples are experiencing the devastation of infer-
tility.! In conventional reproductive healthcare, the
solution to this crisis is fertility clinics and assisted
reproductive technology (ART). Nevertheless, ART
should not be the first solution offered to couples
who suffer from infertility; restorative reproductive
medicine (RRM) should be.

One of the major differences between ART and
RRM is that the former seeks to circumvent the
infertility, and the latter seeks to treat the underly-
ing causes of infertility.

Conventional Reproductive
Healthcare's Response to Infertility

Infertility is not a disease or condition. Instead,
it is a symptom of underlying reproductive dys-
function and can often present with other symp-
toms. In Abigail Anthony’s case (see “How Doctors
Ignored My Stage Four Endometriosis”), for exam-
ple, while not experiencing infertility—she was
not trying to conceive—her other symptoms, such
as intense pain, revealed her reproductive health
condition: endometriosis. Her pain was not the

1 Joyce Martin, Brady Hamilton, and Michelle Osterman,
“Births in the United States, 2023,” NCHS Data Brief, July
20, 2024, https://doi.org/10.15620/cdc/158789; Colleen
N. Nugent Ph.D. et al., “Infertility and Impaired Fecundi-
ty in Women and Men in the United States, 2015-2019,”
National Health Statistics Reports, March 24, 2024,
https://www.cdc.gov/nchs/data/nhsr/nhsr202.pdf.

disease; endometriosis was. In the same way, infer-
tility is not a disease, but conventional reproductive
healthcare treats it like one.

For many symptoms of reproductive health condi-
tions or diseases, the medical professions’ instinc-
tive response is pharmaceutical Band-Aids to mask
and ignore the symptoms for as long as possible.
Likewise, for infertility, the common response is
in vitro fertilization (IVF), which circumvents
the infertility by producing the child outside of
the body without attempting to treat the under-
lying cause of the infertility. Both approaches
fail to restore health and may instead contribute
to worsening health for all patients involved. As
some of this section’s authors describe, circum-
ventive technology often sells couples a pervasive
yet ineffective promise. While ART can produce
an embryo outside of the uterus, it cannot guar-
antee successful implantation or live birth of that
child. The reproductive dysfunction persists with
ART, often leading to unsuccessful IVF cycles and
repeated heartbreak for couples.

Restorative Reproductive Medicine

RRM is a comprehensive approach to address-
ing the symptoms and causes of reproductive dys-
function. Rather than treating reproductive or
bodily dysfunction in a piecemeal manner, RRM
examines the whole body and the multitude of
conditions or comorbidities that may contrib-
ute to the symptoms patients experience. Once
the underlying causes of the symptoms are iden-
tified, often through fertility awareness-based
methods (FABMs), RRM protocols treat them
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through hormone-balancing, dietary and nutri-
tional adjustments, environmental changes, and,
in some cases, surgery.

Rather than suppressing or circumventing dis-
tressing symptoms of reproductive health con-
ditions with pharmaceutical Band-Aids or ART,
RRM treats the conditions and seeks to return
the individual to peak health. While conventional
reproductive medicine offers inadequate options
to women suffering from symptoms of reproduc-
tive health conditions or couples struggling with
infertility, RRM does not sell women or couples
quick fixes. Instead, RRM requires the difficult yet
necessary work of treating the underlying diseases,
conditions, and dysfunction.

Unfortunately, funding for reproductive health
condition research is sorely lacking.” In response
to this gap, independent health organizations and
RRM specialists have created their own databases
and research projects.” These medical profession-
als, like Dr. Marguerite Duane (“An Overview
of Restorative Reproductive Medicine”) and Dr.
Patrick Yeung (“Restorative Reproductive Medicine:

2 Kerri Smith, “Women’s Health Research Lacks Funding
— These Charts Show How,” Nature 617, no. 7959 (May
3, 2023): 28-29, https://doi.org/10.1038/d41586-023-
01475-2.

3 Patrick Yeung Jr., “Characteristics of Patient Popu-
lation with Endometriosis,” ClinicalTrials.gov, up-
dated September 19, 2019, https://clinicaltrials.gov/
study/NCT03002870?cond=endometriosis%20data-
base&rank=1; FACTS - Fertility Appreciation Collabora-
tive to Teach the Science, “Research - FACTS About Fer-
tility,” FACTS About Fertility, May 13, 2024, https://www.
factsaboutfertility.org/learn-more/research-nli/; FEMM
Health, “Research - FEMM Health,” March 3, 2024,
https://femmhealth.org/professional-education/research/.

A Surgical Approach to Treating Endometriosis”), have
also undertaken the burden of training the next
generation of medical professionals in RRM.* Up
to this point, policy has failed to address reproduc-
tive dysfunction comprehensively and instead has
narrowly promoted pharmaceutical Band-Aids.
With ongoing discussions about the infertility cri-
sis in the United States, legislators and the admin-
istration have an opportunity to support treatment
for the root causes of infertility and restorative
reproductive medicine.

The articles in this section will provide an intro-
duction to RRM. The authors describe the pres-
ent flaws in conventional reproductive medicine
and how RRM produces much-needed solutions
to these failings. As medical professionals, bioeth-
icists, and patients, these authors draw from per-
sonal experience and evidence-based data to sup-
port RRM and its medical protocols.

The authors discuss why restorative reproduc-
tive medicine should be an alternative to, or at
least a prerequisite to, assisted reproductive tech-
nology. One article (“Putting All Our Eggs In One
Basket”) will examine the cost and success rates of
assisted reproductive technology and restorative
reproductive medicine, finding that “success rates
for [restorative reproductive medicine] are simi-
lar to or better than IVF for many couples” Our
hope is that this section provides an introduction
to restorative reproductive medicine, a new and
burgeoning area of medicine.

4 FACTS - Fertility Appreciation Collaborative to Teach
the Science, “Enroll in Our Elective - FACTS About Fer-
tility,” FACTS About Fertility, January 22, 2025, https://
www.factsaboutfertility.org/learn-more/enroll-in-our-
elective/.

Natalie Dodson is a Policy Analyst at the Ethics and Public Policy Center
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Setting aside at once the phrases “reproductive
health” and “women’s health” as they are popu-
larly used in the media (that is, often as a euphe-
mism for abortion), let us turn to them as they are
next most frequently employed: to collectively
reference the hormones, pharmaceuticals, and
devices used to manage women’s menstrual cycles,
whether for contraceptive purposes or to alleviate
the symptoms of common gynecological disor-
ders such as endometriosis, polycystic ovary syn-
drome (PCOS), and uterine fibroids, which often
present as painful, heavy, and/or irregular peri-
ods (among other symptoms) in adolescence and
if left untreated will likely lead to struggles with
infertility as an adult.

Modern reproductive healthcare is a narrowly
conceived vision of women’s health. Restorative
reproductive medicine (RRM), on the other hand,
is an authentic, more comprehensive approach to
women’s health.

A Brief History of the Reproductive
Health Industry’s Reliance on
Pharmaceuticals

That contraception has become synonymous with
“women’s health” is a phenomenon nearly eighty
years in the making. Enovid, the first contracep-
tive pill to hit the U.S. market, was first approved
in 1957 for the treatment of “gynecological and

menstrual disorders,” with the caveat that it could
inhibit ovulation as a side effect.!

What was referred to as the “contraceptive activ-
ity” of the Pill almost immediately became so well
known among women and their doctors alike that “a
suspiciously large number of women [were] treated
with the pill [beginning in] 1957 for ‘severe men-
strual disorders,” as Nicholas Bakalar putitina 2010
edition of The New York Times's “First Mention” fea-
ture on contraceptive pills.2

But whether American women of the late 1950s
were using Enovid as contraception or to control
the symptoms of endometriosis, fibroids, or any
of the other poorly understood gynecological dis-
orders that have plagued women for centuries,’
birth control’s popularity upon its initial approval
was staggering: As Lara Marks notes in Sexual
Chemistry: A History of the Contraceptive Pill, by
1961 (one year after Enovid’s approval as a contra-
ceptive in 1960), half a million American women
were regularly taking hormonal contraception.*

1 Lara Marks, Sexual Chemistry (Yale University Press, 2010).

2 Nicholas Bakalar, “Birth Control Pills, 1957,” The New
York Times, October 25, 2010, https://www.nytimes.
com/2010/10/26/health/26first.html.

3 Camran Nezhat, Farr Nezhat, and Ceana Nezhat, “Endo-
metriosis: Ancient Disease, Ancient Treatments,” Fertili-
ty & Sterility 98, no. 6 Suppl. (2012): S1-62, https://doi.
org/10.1016/j.fertnstert.2012.08.001.

4 Marks, Sexual Chemistry.
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While Enovidss entry into the market could be consid-
ered a “soft opening” of sorts—intended to gauge wom-
ens interest in taking a daily medication with no ther-
apeutic purpose—hormonal contraceptives did prove
effective at managing the symptoms of certain gyneco-
logical disorders, chief among them endometriosis and
fibroids, and, more commonly today, PCOS. Today,
hormonal contraception is still used (often off-label)
as a frontline treatment for these issues and, more gen-
erally, to “regulate” a woman’ cycle when she presents
with irregular and/or heavy, painful periods. By flatlin-
ing the ebb and flow of a womans natural cycle with
the synthetic versions of the female reproductive hor-
mones estrogen and progesterone (progestin), modern
hormonal contraceptives (whether in the form of a pill,
patch, injection, ring, or intrauterine device [IUD]) still
mask many of the symptoms of common gynecological
disorders, just as Enovid once did.

How Hormonal Contraceptives Work

It’s important to note that hormonal contraception
does not treat the root causes of PCOS, endometri-
osis, or any of the gynecological disorders for which
doctors commonly prescribe it. Hormonal contra-
ceptives also come with their own side effects and
risks, some as benign as nausea and bloating and
others as serious as cancer, blood clots, and depres-
sion.” Many women and their doctors alike are ill
informed about the extent of these risks.

It is a little-known fact—or a little-discussed one—
that hormonal contraception functions by keeping
women from having menstrual cycles. The synthetic
hormones in hormonal contraceptives function pri-
marily to prevent pregnancy by keeping women
from ovulating and likewise from menstruating.® For
many women afflicted with a variety of gynecologi-
cal disorders, the overriding of their natural, cyclic
hormonal fluctuations by hormonal contraception

5 “Citizen Petition from Contraceptive Study Group,” Food and
Drug Administration, Regulations.gov, May 10, 2019, https:/
www.regulations.gov/document/FDA-2019-P-2289-0001.

6 It’s true that women on the Pill still bleed, but it is breakthrough
bleeding and not true menstruation, which by definition must be
preceded by ovulation. See Madison Ayers, “Can You Ovulate
on Birth Control?,” Natural Womanhood, July 14, 2023, https://
naturalwomanhood.org/can-you-ovulate-on-birth-control/.

manages symptoms such as painful and/or heavy
periods. The logic is simple: No menstrual cycle
means no symptoms of a menstrual disorder.

It is undeniably quicker, cheaper, and easier for a
physician to prescribe hormonal contraception to
a female patient than it is for him to take the time
to diagnose or investigate the underlying causes
of her irregular and/or painful cycles (which may
include, among other things, a detailed review of
the patient’s menstrual cycle history, hormone anal-
ysis, imaging studies, physical or surgical exams,
etc.). For the busy physician, prescribing hormonal
contraception is a quick solution that may also
make his patient’s life more manageable—at least
until she discontinues it, for example if she wants
to get pregnant or if side effects become intolerable.
In fact, the very existence of hormonal contracep-
tives may be part of the reason why these disorders
remain chronically underdiagnosed, undertreated,
and under-researched despite impacting a signifi-
cant percentage of the female population.

Perhaps this is why it takes, on average, between
eight to twelve years for a woman to receive a diag-
nosis of endometriosis’—a condition that affects
more than six million American women—mak-
ing it a condition as common as diabetes® (PCOS
has a similar prevalence, and uterine fibroids may
actually affect as many as 80 percent of women).
These conditions also represent the leading causes
of infertility in the United States. Strikingly, an esti-
mated 70 percent of teenage girls who present with
dysmenorrhea (painful menstrual cramps) are even-
tually diagnosed with endometriosis.” But that diag-
nosis often comes after years of needless suffer-
ing, with pharmaceutical “Band-Aids” placed over
symptoms and the heartbreak of miscarriage and/
or infertility.

7 Zoé Pugsley and Karen Ballard, “Management of Endometriosis
in General Practice: The Pathway to Diagnosis,” British Journal
of General Practice 57,1n0. 539 (2007): 470-76, https://pme.ncbi.
nlm.nih.gov/articles’PMC2078174/.

8 “Endometriosis,” U.S. Department of Health and Human Ser-
vices, Office of Women'’s Health, last updated February 22, 2021,
https://womenshealth.gov/a-z-topics/endometriosis.

9 Robert N. Taylor, Lone Hummelshoj, Pamela Stratton, and Paolo
Vercellini, “Pain and Endometriosis: Etiology, Impact, and Ther-
apeutics,” Middle East Fertility Society Journal 17, no. 4 (2012):
221-25, https://doi.org/10.1016/).mefs.2012.09.002.
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Why Women Need Healthy Cycles

The problem with the immediate recourse many
physicians take towards prescribing hormonal con-
traceptives for painful and/or irregular cycles is two-
fold. It not only fails to address the root causes of
these issues but also blithely ignores the fact that
women need their cycles for the good health and
proper development of nearly every major organ
system of the body.® This is precisely why, since
2015, the American College of Obstetricians and
Gynecologists has said that the menstrual cycle
should be treated as a “vital sign” (alongside the
other four measurements of the body’s essential
functions: body temperature, pulse rate, respiratory
rate, and blood pressure)."

To illustrate this point by means of an analogy:
Consider that we do not shut down a patient’s heart
when her heartbeat is irregular. We understand, cor-
rectly, that the irregular heartbeat calls for inves-
tigation, indicating that it says something import-
ant about the patient’s cardiac health. We likewise
understand that issues with cardiac health do not
stay within the heart; instead, they have far-reaching
implications for a patient’s overall well-being.

Why, then, have we decided to shut down women’s
menstrual cycles when their periods are irregular?

What Authentic Women's Health Should
Look Like

For far too long, doctors and patients alike have
accepted the false belief that hormonal contra-
ception is the best—indeed, the only—remedy for
gynecological disorders. (For too long, women
have also accepted that those same risks and side

10 “Reasons Women Need Periods,” Natural Womanhood, ac-
cessed March 3, 2025, https:/naturalwomanhood.org/category/
know-your-body/reasons-women-need-periods/.

11 “Menstruation in Girls and Adolescents: Using the Menstrual
Cycle as a Vital Sign,” American College of Obstetricians and
Gynecologists, Committee Opinion No. 651, December 2015 (re-
affirmed 2025), https://www.acog.org/clinical/clinical-guidance/
committee-opinion/articles/2015/12/menstruation-in-girls-and-ad-
olescents-using-the-menstrual-cycle-as-a-vital-sign.

effects are a necessary trade-off for effective preg-
nancy prevention.) This mentality has arguably set
back medicine’s understanding of women’s health
in an untold number and manner of ways. But
healthcare professionals who have embraced the
field of restorative reproductive medicine, which
uses the detailed knowledge of a female patient’s
menstrual cycles to gain information about a wom-
an’s fertility and overall health, have rejected the
quick fix of contraception and are committed to
investigating and treating the root causes of cycle
issues—improving the patient’s fertility and overall
health in the process.

In other words, RRM-trained healthcare profes-
sionals are not content to simply override a woman’s
cycle by flooding her body with various pharmaceuti-
cals and/or synthetic hormones via pills, injections, or
devices. Instead, they are armed with training in nat-
ural procreative technology (NaProTechnology), fer-
tility education and medical management (FEMM),
NeoFertility, and other practices that are committed to
the understanding that a woman’s cycle (and likewise,
her fertility) is not a disease to be cured but rather a
fifth “vital sign"—that is, a biomarker that can indicate
something about the overall health of a woman to the
knowledgeable healthcare professional. In the hands
of such a professional, a detailed accounting of a wom-
an’s menstrual cycles (commonly captured via digital or
analog charts of fertility biomarkers such as menstrual
bleeding, basal body temperature, cervical mucus, and/
or hormonal tests) is as powerful and essential to good
knowledge of a patient’s health as an EKG tracing is in
the hands of a cardiologist.

It is time to revolutionize womens health—to see it
as more than a euphemism for abortion or pregnancy
prevention but instead as a field of medicine that under-
stands the truth that a womans cycle impacts (and is,
in turn, impacted by) her overall health. One’ cycle is
not an independent function of the body that can (or
should) be shut down with little regard for the workings
of the whole. Indeed, this has been the fundamental mis-
take of the majority of womens health solutions since
1957. But thanks to restorative reproductive medicine,
the field of womens health is finally changing for the bet-
ter. In the next essay, Dr. Marguerite Duane of FACTS
About Fertility will explain how.

Grace Emily Stark is the Editor in Chief for Natural Womanhood.
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Medicine

Marguerite Duane, MD

Restorative reproductive medicine (RRM) is an
approach to health care designed to identify and
treat root causes of reproductive or hormonal dys-
function to restore the reproductive system to the
way it is designed to function. Although infertil-
ity is commonly labeled as a causal diagnosis of
reproductive concerns, it is not the root cause but
rather a symptom; RRM thus seeks to identity
and treat the true underlying causes of infertility
to restore health and fertility.

The reproductive system is the only system in
the human body that requires cooperation with
another human being to function to its full capac-
ity. The goal of the reproductive system is to enable
a person to reproduce, but human beings do not
reproduce on their own. For a man and a woman to
reproduce, the male sperm must fertilize the female
ovum (egg) to create a genetically unique human
being. In some cases, it is difficult to assess whether
the reproductive system is fully functional until a
couple attempts to have children.

More couples are now unable to conceive, a con-
dition known as infertility. The standard medi-
cal definition of infertility is an inability to con-
ceive after one year of random acts of intercourse.
In couples who engage in fertility-focused inter-
course, infertility is defined as the inability to con-
ceive after six months. The couple learns to iden-
tifty the days when a woman is likely fertile—the
fertile window—and has sexual relations during
that window.

In women who are over thirty-five years old, if
the couple is unable to conceive after six months
of random acts of intercourse, they are deemed
infertile. Given the precipitous decline in fertility

6

as women and men age, this designation should
expedite the clinical evaluation to identify and
treat potential root causes of infertility.

Infertility and Fertility Awareness—
Based Methods

Although healthy men are almost always fertile,
healthy women of reproductive age are almost
always infertile. In women, the fertile window
typically lasts only three to six days per cycle.
Identifying a woman’s window of fertility is key to
successful reproduction, which is a distinct advan-
tage of using fertility awareness-based methods
(FABMs). With FABMs, women can track observ-
able signs (external physical biomarkers) that
reflect internal hormonal changes, empowering a
woman to identify the time when she may be able
to conceive during each cycle. Research demon-
strates that in a healthy ovulating woman, the
probability of pregnancy in any one cycle is only
20-25 percent.!

Many medical professionals mistakenly view
infertility as a disease when it is, in fact, a symp-
tom of underlying conditions that contribute to
a couple’s inability to procreate. In most cases,
infertility does not result from a single factor but
multiple underlying health issues present in males
and females. Infertility is due to a female factor 30

1 Allen J. Wilcox, David Dunson, and Donna Day Baird,
“The Timing of the ‘Fertile Window’ in the Menstrual
Cycle: Day Specific Estimates from a Prospective Study,”
BMJ 321 (2000): 1259-62, https://doi.org/10.1136/
bmj.321.7271.1259.
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percent of the time, a male factor 30 percent of the
time, and combined female and male factors 40
percent of the time. Medical care is incomplete,
and we do a disservice to our patients if we do not
consider potential underlying causes of infertility
and treat them in both the man and the woman.

When a woman charts her cycle with a FABM,
this provides a daily diary of her hormonal health
and allows medical professionals trained in RRM
to identify underlying abnormalities. Multiple evi-
dence-based natural methods are available that
use various observable signs or biomarkers; these
include a woman’s cervical fluid secretions (cer-
vical mucus), the menstrual bleed (period), basal
body temperature, and urinary hormones. FABMs
that enable a woman to track her cycle using these
biomarkers include the Billings Ovulation Method,
the Creighton Model, the Sympto-Thermal Method,
Fertility Education and Medical Management, the
Marquette Model, and NeoFertility.

The American College of Obstetricians and
Gynecologists and the American Academy of
Pediatrics recognize the female menstrual cycle
as the “fifth vital sign.” For a woman, her cycle
is a vital sign as valuable as her temperature or
blood pressure. In most cases of infertility, a likely
diagnosis can be discovered through the medical
history and the chart of a woman’s cycle, which
reflects the details of her daily hormonal changes.

Restorative Reproductive Medicine
Protocols

Once the underlying causes of infertility have been
identified, clinicians trained in RRM seek to treat
these causes. Using medical protocols developed
in conjunction with FABMs, our goal is to restore
the reproductive health of the female and male
body to enable a couple to procreate naturally.
Several comprehensive medical protocols have
been developed, including Natural Procreative
Technology (NaProTechnology), which is based
on the Creighton Model. NaProTechnology aims to
identify and treat underlying conditions through
medical and surgical management to facilitate
natural procreation. Dr. Phil Boyle, who was
trained in NaProTechnology, has since developed
NeoFertility, which can be used with the ChartNeo
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app or other FABMs to expand treatment options
for infertility. NeoFertility is the newest RRM
approach and seeks to address many more of the
underlying issues that can contribute to infertility,
including hormonal imbalances as well as auto-
immune and inflammatory conditions. Fertility
Education and Medical Management (FEMM)
collaborates closely with the Reproductive Health
Research Institute to address a wide range of wom-
en’s hormonal health issues using evidence-based
medical protocols.

A Patient Story

As a family physician, when I see a couple with
infertility, I evaluate and treat the couple, not
just the woman. Using an RRM approach, I con-
sider potential reproductive health conditions in
women, such as endometriosis, polycystic ovary
syndrome (PCOS), and uterine fibroids, and con-
ditions in men, including insulin resistance, high
blood pressure, and poor sperm quality. After a
thorough evaluation, I may refer patients to other
specialists trained in RRM, such as surgeons and
nutritionists, to assist with the management of
the underlying conditions causing infertility. In
restorative medicine, collaboration is key, and
each medical professional plays a unique role.

For example, a thirty-year-old woman pre-
sented to my practice with secondary infertility
and recurrent miscarriage. She had been previ-
ously diagnosed with infertility and PCOS, and
after a minor diagnostic surgery, she conceived
and had a child. However, two years later, when
the couple started trying to expand their fam-
ily, they experienced a miscarriage. Then another,
and another. After her third miscarriage, a repro-
ductive endocrinology and infertility (REI) phy-
sician recommended in vitro fertilization (IVF).
She questioned the advice as her difficulty was not
in getting pregnant but staying pregnant; at that
point, she found my practice.

Almost immediately, we identified multiple fac-
tors contributing to her recurrent miscarriages
and now secondary infertility. To address her
PCOS, T helped her change her diet. I also diag-
nosed Hashimotos thyroiditis and began treat-
ment. Several hormonal issues were identified, and
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it became clear she not only had PCOS but poten-
tially endometriosis as well. As this condition is
beyond the scope of my family medicine practice, I
explained that I needed to engage the services of a
restorative reproductive medicine colleague.

I referred her to a NaProTechnology trained
surgeon who performed surgery for PCOS, and
the patient conceived two months later. Given
her history of recurrent miscarriage, we used
progesterone supplementation to support her
natural hormones, and, ultimately, she carried
the child to term. Five years after the birth of her
first child, she welcomed her second. By restor-
ing this woman’s reproductive system to the way
it was designed to function, this couple con-
ceived their third child less than two years later
without any additional interventions.

A Comprehensive Approach to
Women's Health

So what sets restorative reproductive medicine
apart from conventional reproductive endocrinol-
ogy and infertility (REI)?

The difference between REI, the mainstream
approach to treating infertility, and restorative

reproductive medicine is that REI treats infertil-
ity itself as the disease rather than as a symptom of
underlying causes. REI seeks to treat infertility by
producing embryos in test tubes rather than treat-
ing its cause. The embryo must then be transferred
back into the woman’s body to carry the child to
term. By not identifying root causes of infertil-
ity, REI may lead to pregnancy loss because the
woman is not healthy enough to carry the child
to a full-term delivery. If the answer was simply
creating the embryo in the test tube, then assisted
reproductive technology would have a 100 per-
cent success rate, but it does not.

In contrast to assisted reproductive technologies
(ART), RRM offers a comprehensive approach
focused on identifying and treating root causes
of infertility to make women and men healthy
and fertile again. RRM restores natural fertil-
ity and effectively treats common causes of infer-
tility, such as endometriosis and PCOS, while
also leading to healthier individuals and couples.
Treating underlying conditions that cause infer-
tility should be the goal of every medical profes-
sional who cares for these patients, and restorative
reproductive medicine is an effective, patient-cen-
tered approach to achieve this goal.

Marguerite Duane, MD, is a board certified family physician, and co-founder and Executive
Director of FACTS - the Fertility Appreciation Collaborative to Teach the Science.
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Medicine: A Surgical POLICY
Approach to Treating
Endometriosis

Patrick Yeung Jr., MD

Reproductive health conditions such as endo-
metriosis are underdiagnosed and undertreated.
These conditions are very common but rarely
mentioned by mainstream medicine.

What is Endometriosis?

Endometriosis develops when the cells that line
the uterus are found outside of the uterus. This
condition often leads to pain and infertility, but
treatments can help with these symptoms and
restore fertility. As endometriosis progresses, it
can go beyond the surface of the uterus and can
develop in and on other organs, such as the ova-
ries and bowels. There are many theories for how
and why endometriosis develops, but none have
been proven, and some of these theories have
led to pervasive myths and falsehoods about the
disease. For example, one myth is that removing
the uterus (a hysterectomy) or shutting oft peri-
ods through medically induced menopause cures
endometriosis. This is not true. Neither option
treats the already existing endometriosis or slows
the growth of the disease. And hormonal sup-
pression is a risk factor for more advanced dis-
ease later in life.

At least one in ten women has endometriosis
in an asymptomatic population of women, but
within the population of women suffering from
infertility, the number is closer to 50 percent of
women without pain and 80 percent of patients

9

who have pain even with hormonal suppression.!
According to the University of St. Louis’s ten-year
database, over 90 percent of women with pain
and infertility have endometriosis. Unfortunately,
most of these women have likely been told they
have unexplained infertility.”

As a medical professional intimately affected
by endometriosis through my wife’s expe-
rience with the disease, I know that it is bad
enough that women suffer from infertility, but
the added burden of not knowing the cause of
one’s infertility adds insult to injury. My wife is
the first to say, “If a woman is not getting preg-
nant, there should be a reason why.” Indeed, a
woman’s body is designed to have the capacity
to get pregnant.

The usual treatments that are offered—phar-
maceutical Band-Aids, bypass therapy for infer-
tility, or repeated surgeries for the rest of one’s
life—are not satisfactory. At my practice, the
RESTORE Center for Endometriosis, we offer
root-cause treatment to remove the disease and

1 Patrick Yeung Jr., Shweta Gupta, and Sam Gieg, “En-
dometriosis in Adolescents: A Systematic Review, ” Jour-
nal of Endometriosis and Pelvic Pain Disorders 9, no. 1
(2017), https://doi.org/10.5301/je.5000264.

2 Patrick Yeung Jr., “Characteristics of Patient Popu-
lation with Endometriosis,” ClinicalTrials.gov, up-
dated September 19, 2019, https://clinicaltrials.gov/
study/NCT03002870?cond=endometriosis%20data-
base&rank=1.
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thus avoid long-term pharmaceutical Band-
Aids and even the need for post-operative hor-
monal suppression. Root-cause treatment can
also lead to naturally recurring fertility.

Surgical Treatment of Endometriosis

Early in my medical career, I realized that to be
skilled in this area of medicine, I could not sim-
ply perform these surgeries part time, and surgical
excision of endometriosis became my exclusive
focus. I have performed around four thousand of
these surgeries in the past fifteen years, in addi-
tion to completing two residencies and two fel-
lowships, one in minimally invasive gynecologic
surgery and another in laser removal of endome-
triosis, which is my tool of choice for these surger-
ies.” My education and experience enable me to
excise endometriosis where other medical profes-
sionals may not be able to do so, such as near the
bowel and fallopian tubes.

Root-cause treatment leading to natural fer-
tility or one-and-done surgery makes sense
to patients. It resonates with those who suf-
fer from chronic pain and infertility. But many
medical professionals are not supportive of this
approach. They do not want to be done with
the patient after one surgery. The money isn’t
in these surgeries. It is in Big Pharma and in
vitro fertilization (IVF), not in restoring nat-
ural fertility. Offering one-and-done surgery
takes away from these medical professionals’
businesses. These surgeries also take a lot of
effort, training, and risk because they aim to
remove the disease entirely, which is the defi-
nition of optimal excision of endometriosis. It’s
a lot easier to remove a few spots and then put
a patient on long-term pharmaceutical sup-
pression or send her off for IVE. My approach
requires a very different mindset.

Most of my patients have had previous sur-
geries for their endometriosis, including abla-
tion, burning the disease at the surface, or inad-
equate excision. The rate of repeat surgeries after

3 “Meet Dr. Patrick Yeung Jr.,” RESTORE Center for
Endometriosis, accessed March 1, 2025, https://www.re-
storeendo.com/meet-dr-yeung.
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ablation, which is the most common surgical
method for endometriosis, is between 40-60 per-
cent in one to two years.* The disease is not con-
stantly coming back after each surgerys; it is really
the same disease seen over and over again since
it has not been treated or has only been partially
treated. With ablation of the disease, energy is
used to try to destroy the implants of the disease,
but nothing is removed from the body.

Comparably, complete excision seeks to treat
all of the disease and prevent adhesions, which
are bands of scar tissue that consist of endo-
metrial tissue, by producing and removing the
specimen of the disease from the body. Rather
than burning the surface of the disease, excision
cuts to the root of the disease and removes it,
leaving behind only the healthy tissue. In pro-
ducing the specimen, I am able to send it to the
lab for pathology, which allows me to give a cer-
tain diagnosis of disease and the amount of it.
My rate of repeat surgery from the ten-year data-
base is 2.5 percent in ten years.” And the major-
ity of my patients took no long-term pharma-
ceutical suppression post-operation, which is
a common approach for patients who have fre-
quent repeat surgeries.

One-and-done surgery is possible, and it
should be the main option that medical profes-
sionals offer to patients.

But one-and-done surgery takes time. Excising
endometriosis completely can take hours, and there’s
only one billing code if you are in network. No med-
ical professional can survive in network by excising
endometriosis. We, like all centers of endometriosis,
provide these services out of network or on a cash-
pay basis in order to be able to do a good job. It takes
time, expertise, and risk to go after all of the disease.
And in some cases, there is a lot of it. For example, I
have found endometriosis in the bowel, ovaries, fal-
lopian tubes, and diaphragm, but it has also been
found in the lungs, brain, and the back of the eye.

4 Patrick Yeung, Ayesha Mohan, and Jeffrey Gavard, “The
Long-Term Rate of Repeat Surgery After Optimal Exci-
sion Surgery of Endometriosis at a Single Tertiary Refer-
ral Center,” preprint, Preprints.org, September 19, 2024,
https://doi.org/10.20944/preprints202409.1485.v1.

5 Yeung, Mohan, and Gavard, “The Long-Term Rate.”
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Unfortunately, there is a bottleneck issue. There
is high demand for these surgeries, but there are
too few surgeons. If medical professionals commit
to comprehensive root-cause treatment, as I have,
that requires a lot of surgery, but it takes time to
train enough surgeons to do this type of opera-
tion. The first part of my career has been focused
on collecting and publishing the data on this sur-
gical approach. The second part of my career will
hopefully be focused on training others to provide
this treatment.

It is incredibly validating for patients suffering
from symptoms of endometriosis, including

infertility, to get answers through pictures and
pathology. There is so much value in being
able to say to patients, “Congratulations, you're
not crazy; you were sick” Most women want
answers and to know that something is really
wrong, and I am able to give them the answers
they’ve been searching for, often for many years.
On top of that, I am able to help patients feel bet-
ter. As medical professionals, that should be the
goal, and we need to begin offering our patients
more than Band-Aids and circumventive tech-
nology. We need to offer them real answers and
root-cause treatment.

Patrick Yueng Jr., MD is the founder and owner of RESTORE Center for Endometriosis
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The American Association for Reproductive Medicine
(ASRM), the primary medical society in the United
States supporting the practice of in vitro fertiliza-
tion (IVF), has become increasingly active politically
through its Center for Policy and Leadership (CPL).!
It presents itself as the factual authority on assisted
reproductive technology even though it is also the pri-
mary financial beneficiary of the pro-IVF position.
Restrictive policy makes the practice of IVF more dif-
ficult and potentially less lucrative for those who work
in this field. Therefore, when lawmakers see very care-
tully crafted messages from the CPL, it would be pru-
dent for them to consider potential bias cleverly dis-
guised as patient advocacy.

Infertility is a chronic condition caused by multi-
ple underlying anatomic and/or health-related issues.”
The infertile couple experiences significant psycho-
logical pain and suffering due to the loss of what many
take for granted: the ability to conceive and give birth
to a child. Diagnostic procedures, needle sticks, and
technical treatments for infertility add more stress and
can harm the couple’s relationship. Assisted reproduc-
tive technology (ART), a group of related, powerful
procedures for conceiving that includes IVF and that
handles either eggs or embryos outside of the wom-
an’s body;’ treats infertility as an acute condition. Each

1 “About] American Association for Reproductive Medicine,
accessed March 2, 2025, https://connect.asrm.org/cpl/about-
the-cpl?ssopc=L.https://connect.asrm.org/cpl/about-the-cpl?s-
sopc=1.

2 “Infertility; World Health Organization, May 22, 2024, https://
wwwwho.int/news-room/fact-sheets/detail /infertility.

3 Meaghan Jain and Manvinder Singh, “Assisted Reproductive
Technology (ART) Techniques,” StatPearls, last updated June 7,
2023, https://wwwncbinlm.nih.gov/books/NBK576409/.
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procedure results in one attempt for pregnancy, with

the success highly dependent upon the age of the

woman. It is not therapeutic for the parents or the

subsequent children, especially during the embryonic

stage, and it does not cure the underlying issues that

lead to infertility. While IVF is a significant techni-
cal development that has resulted in successful births

for millions, it has suppressed investigation into ways

to correct underlying diseases. A definitive diagnosis

is not even necessary for IVF because the treatment
remains similar regardless of the cause. This ambigu-
ity about diagnosis often forces the patient to move

quickly to IVF rather than doing the tedious work that
getting a precise diagnosis would require. And since

IVF doctors are paid handsomely to use their high-
tech laboratories and highly trained embryologists,
they may be hesitant to convince the patient other-
wise. Today, many ART procedures are conducted for
reasons that have nothing to do with infertility, such as

egg and embryo banking, screening for genetic traits,
and nontraditional family procreation.*

There is another form of treatment for infertil-
ity, however, that is not well known or widely taught
or researched in mainstream academic medical
schools. It is called restorative reproductive medi-
cine (RRM). Clinicians trained in this science focus
investigations and treatments on correcting abnor-
malities rather than suppressing, destroying, or
bypassing normal reproductive function’ RRM

4 “National ART Summary;” Centers for Disease Control and Pre-
vention, December 10, 2024, https://www.cdc.gov/art/php/na-
tional-summary/index.html.

5 “About;’ International Institute for Restorative Reproductive Med-
icine, accessed March 2, 2025, https://iirrm.org/about/.
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started with physicians and women’ health special-
ists who, in response to their patients’ ethical or reli-
gious objections, found alternatives to the conven-
tional approach to reproductive medicine. First, they
scientifically defined how to use biomarkers of the
womans menstrual cycle such as bleeding, cervical
mucus, basal body temperature, and urinary hor-
mones to assist the woman in identifying her fertile
window:® The couple could then use this information
to target intercourse and either avoid or achieve preg-
nancy. Subsequently, physicians recognized the util-
ity of this fertility awareness—based method (FABM)
for the diagnosis of menstrual cycle abnormalities.
Today, blood collection for diagnostic hormone
analysis and therapeutic treatments are applied to
the precise day of the menstrual cycle and represent
an important component of RRM.” For example, day
21 of the cycle has conventionally been identified as
important for diagnosing post-ovulatory hormone
levels since it is twenty-one days after the start of a new
menstrual bleed. Because of the variability of a wom-
an’s cycle, however, day 21 is also highly variable, lead-
ing to inconsistent results.* When a woman is using a
scientifically validated fertility awareness method, this
day corresponds to seven days after she experiences her
peak fertility sign, and it is a very accurate marker for
healthy ovulation by measuring the hormones estra-
diol and progesterone. If ovulation is dysfunctional,
medications such as Letrozole and HCG are pre-
scribed to correct this abnormality and optimize fer-
tility. Diagnostic evaluation of systems such as thyroid,
uterine, and metabolic functions is performed, some-
times leading to surgical repair and medications such
as levothyroxine, naltrexone, metformin, and oth-
ers used to treat these underlying health issues.” Cycle

6 Marguerite Duane, Joseph B. Stanford, Christina A. Porucznik,
and Pilar Vigil, “Fertility Awareness-Based Methods for Wom-
en’s Health and Family Planning]’ Frontiers in Medicine 9 (2022):
858977, https://pubmed.ncbinlm.nih.gov/35685421/.

7 Duane, Stanford, Porucznik, and Vigil, “Fertility Awareness—
Based Methods?”

8 Shahpar Najmabadi, Karen C. Schliep, Sara E. Simonsen, Christi-
na A. Porucznik, Marlene J. Egger, and Joseph B. Stanford, “Men-
strual Bleeding, Cycle Length, and Follicular and Luteal Phase
Lengths in Women Without Known Subfertility: A Pooled Analy-
sisof Three Cohorts;” Paediatric and Perinatal Epidemiology 34, no.
3(2020): 318-27, https://pubmed.ncbi.nlm.nih.gov/32104920/.

9 Phil C. Boyle, Joseph B. Stanford, and Ivana Zecevic, “Successful
Pregnancy with Restorative Reproductive Medicine after 16 years

13

health is continuously monitored so that the treat-
ments can be assessed. While this is going on, investi-
gation and treatment of the man is also conducted.

This is just one example of how physicians, guided
by cycle-tracking methods and apps used by their
patients, can apply multiple and sustained interven-
tions over time. Like conventional reproductive endo-
crinologists, RRM physicians use ultrasound, surgery,
blood hormone analysis, and ovarian stimulation
drugs, but their use is less about taking over reproduc-
tive function and more about assisting it so the func-
tion can proceed normally while both partners are
healthy, leading to the best chance of a healthy preg-
nancy and baby.

Success rates for RRM are similar to or better than
IVF for many couples, and they are free of IVF’s host
of unresolvable ethics and regulatory problems." And
when RRM-treated couples don't give birth to a child,
they often still benefit from the treatments, which have
been designed to improve their health and well-being,
So they don't leave empty-handed. ART, on the other
hand, is associated with increased adverse outcomes
for the woman and her baby,"" and those who are not
successful often leave sick, broke, and brokenhearted.

By compiling data published by the Society for
Assisted Reproductive Technology (SART)" for IVF
success and comparing it to similar-year data pub-
lished for RRM in 2008 and 2012,"* we can make

of Infertility, Three Recurrent Miscarriages, and Eight Unsuccess-
ful Embryo Transfers with In Vitro Fertilization/Intracytoplasmic
Sperm Injection: A Case Report;” Journal of Medical Case Reports
16,n0.1(2022): 246, https://pubmed.ncbi.nlm.nih.gov/35729591/.

10 Craig Turczynski, “In Vitro Fertilization (IVF): A Compre-
hensive Primer;’” Charlotte Lozier Institute, December 17, 2024,
https://lozierinstitute.org/in-vitro-fertilization-ivf-a-comprehen-
sive-primer/.

11 Chantae S. Sullivan-Pyke, Suneeta Senapati, Monica A. Mainigi,

and Kurt T. Barnhart, “In Vitro Fertilization and Adverse Obstet-

ric and Perinatal Outcomes,” Seminars in Perinatology 41, no. 6

(2017): 345-53, https://pubmed.ncbinlm.nih.gov/28818301/.
“Final National Summary Report for 2021, Society

for Assisted Reproductive Technology (SART), accessed

March 2, 2025, https://www.sartcorsonline.com/Csr/Pub-

lic?ClinicPKID=0.

13 Joseph B. Stanford, Tracy A. Parnell, and Phil C. Boyle, “Out-
comes from Treatment of Infertility with Natural Procreative
Technology in an Irish General Practice;’ Journal of the Amer-
ican Board of Family Medicine 21, no. 5 (2008): 375-84, https://
pubmed.ncbinlm.nih.gov/18772291/.

14 Elizabeth Tham, Karen Schliep, and Joseph Standford, “Natural
Procreative Technology for Infertility and Recurrent Miscarriage:

12
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some comparisons between the two approaches.
We also added unpublished data obtained from an
established RRM clinic in Dublin, Ireland, called
NeoFertility."” The IVF rates are based on one IVF
retrieval and embryo transfer attempt, and the rates
for RRM are based on a cumulative period of up to 18
months (NeoFertility) or 24 months (NaPro) of try-
ing natural conception. The last column in the table
below includes data from multiple embryo trans-
fers, which adds all the subsequent transfers of fro-
zen embryos that resulted from that one retrieval.
Since each natural conception cycle ovulates one egg,
resulting in about twelve eggs per year, and each IVF
cycle results in an average of nine eggs,'® this compar-
ison may be the most valid. In addition, one can see
the excessively high rate of twins, triplets, or higher
number multiples that are born from IVE. Although
these rates were significantly reduced between 2003
and 2019, they are still higher than RRM rates.

Outcomes in a Canadian Family Practice;” Canadian Family Phy-
sician 58, no. 5 (2012): e267-e274, https://pubmed.ncbinlm.nih.
gov/22734170/.
15 Phil C. Boyle, Agnes Toth, Linda ONeill, and Craig J. Turcynski,
“Restorative Reproductive Medicine: An Emerging New Treat-
ment Process and a Prerequisite to Assisted Reproductive Tech-
nology for Treatment of Infertility]” preprint, Preprints.org, Janu-
ary 8,2024, https://doi.org/10.20944/preprints202401.0624v1.
16  Sesh Kamal Sunkara, Vivian Rittenberg, Nick Raine-Fenning,
Siladitya Bhattacharya, Javier Zamora, and Arri Coomarasamy,
“Association Between the Number of Eggs and Live Birth in IVF
Treatment: An Analysis of 400 135 Treatment Cycles; Human
Reproduction (Oxford, England) 26, no. 7(2011): 1768-74, https://
pubmed.ncbi.nlm.nih.gov/21558332/.

A review of SART 2019 data shows that IVF babies
had more multiple pregnancies and even the single-
ton pregnancies had 3 times more premature deliv-
eries compared to RRM, (14.4% vs 3.9%). The addi-
tional financial and health burden associated with
multiples and premature delivery need to be consid-
ered in the analysis of cost involved with IVF treat-
ment. Unfortunately, not all causes of infertility can
be solved with a restorative approach.-Severe forms of
male infertility are beyond its scope; for example, if a
man has a total absence of sperm in his ejaculate, he
will not be able to conceive a child. Assisted reproduc-
tive procedures can retrieve the sperm surgically, and
then injection of the sperm directly into an egg that
has been retrieved through IVF will result in fertil-
ization. Conception would otherwise be impossible,
which is why some people choose this approach, but it
must also be considered that it puts the burden of med-
ical treatment on the woman. If instead research was
applied to learn how to surgically reconstruct abnor-
mal anatomy or regenerate sperm production, this
treatment could restore fertility and lead to repeat con-
ceptions.” This same IVF approach is offered to men
with other forms of male infertility. Another example
not currently solvable by RRM is that of a woman who
has lost her fallopian tubes due to previous ectopic
pregnancies or severe tubal blockage. Until the 1970s,

17 Joel L. Marmar, “Techniques for Microsurgical Reconstruc-
tion of Obstructive Azoospermia,” Indian Journal of Urology
27, no. 1 (2011): 86-91, https://pmcncbinlm.nih.gov/articles/
PMC3110422/.

0 0

Data source Paii(e)lt;ts Avg. Age Lil:‘fzgl'%ifth Tw/(i)ns
RRM-Stanford et al., 2008 [ 1998-2002 1072 35.8 26% 4.6% 0.0%
IVE- SART 2003 2003 82930 35.7* 29% 30.0% 6.0%
RRM-Tham et al., 2012 2000-2006 108 354 38% 0.0% 0.0%
IVE-SART 2006 2006 90233 36.0* 29% 29.0% 1.8%
RRM-NeoFertility 2019 2019 193 36.4 40% 2.5% 0.0%
IVF-SART 2019 single-ET 2019 126935 36.5* 29% 6.0% 0.1%
IVE-SART 2019 multi-ET 2019 127175 36.5* 37% 6.7% 0.1%
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a procedure was used to transplant the ovary into the
uterus so the egg would ovulate in a location where a
sperm could fertilize it. The procedure had a low suc-
cess rate of about 10 percent but was abandoned even
though IVF was less successful than that at the time.'®
These potential treatments deserve to be pursued.

As one might expect, decisions can be influenced by
finances. A significant amount of revenue is needed
to support an ART clinical program. The cost to set
up the laboratory ranges from $500,000- $1,000,000."
Reproductive endocrinologist salaries range from
$225,002-$733,793,° and the average embryologist
earns $108,046.”' This does not include administrative
support and nursing staff. There is still a need for lab-
oratory services with RRM for things like blood hor-
mone monitoring and semen analysis, but these ser-
vices are typically not performed in-house and don't
contribute significantly to overhead. A single IVF can
cost between $12,400-$25,000 per cycle depending
on the extent of other procedures used, such as genetic
testing, freezing, sperm injection, etc., and the cost
per live birth can exceed $60,000.2 The base IVF fee,
which does not include diagnostics, surgery, or med-
ications, ranges from $9,000-$14,000 per attempt.””

18 Y. Beyth and W. Z. Polishuk, “Ovarian Implantation into the
Uterus (Estes Operation): Clinical and Experimental Evaluation;
Fertility and Sterility 32, no. 6 (1979): 657-60, https://pubmed.
ncbi.nlm.nih.gov/510567/.

19 “When Your Clinic Doesn't Have a Lab,” Fertility IQ, accessed
March 2, 2025, https://wwwifertilityiq.com/fertilityiq/articles/
when-your-clinic-doesnt-have-a-lab.

20 Justin Nabity, “Reproductive Endocrinologist Salary Range,”
Physicians Thrive, last updated November 18, 2024, https://
physiciansthrive.com/physician-compensation/reproduc-
tive-endocrinologist/.

21 “Embryologist Salaryin United States;” Indeed, accessed March
2, 2025, https://wwwindeed.com/career/embryologist/salaries.

22 Benjamin J. Peipert, Melissa N. Montoya, Bronwyn S. Bedrick,
David B. Seifer, and Tarun Jain, “Impact of In Vitro Fertilization
State Mandates for Third Party Insurance Coverage in the United
States: A Review and Critical Assessment;” Reproductive Biology
and Endocrinology 20, no. 1 (2022): 111, https://pubmed.ncbi.
nlm.nih.gov/35927756/.

23 Jeanette Tomasino, “IVF Cost: Understanding the Expens-
es of In Vitro Fertilization,” Carrot (blog), July 6, 2023, https:/

>

This cost can be compared to the alternative RRM care
provided by the NeoFertility clinic in Dublin, Ireland,
which similarly does not include diagnostic testing,
surgery, or medications.

Converted to U.S. dollars, the NeoFertility medical
management plan, which would provide up to eigh-
teen months of care, costs $2,647. A similar RRM clinic
in the United States includes the cost of the initial base-
line and monthly lab tests, eight hours with a dietitian
or health coach, and monitoring during early preg-
nancy for a total charge of $9,000.** RRM clinicians
are typically trained in family medicine or gynecology
and are less highly compensated than reproductive
endocrinologists,” > and there is no need for a high-
tech ART lab or laboratory personnel. These factors
make the cost to the patient a fraction of IVF.

In conclusion, ART is a powerful and highly refined
technology that has helped millions to conceive a child.
But it has blossomed into an enormous industry that
has supplanted the scientific pursuit of alternative ther-
apeutic methods and is associated with a host of ethical
and health-related issues.”” RRM represents an emerg-
ing “medical treatment process” that is already demon-
strating impressive results and is as effective as one IVF
retrieval with multiple embryo transfers. Although the
process is longer, it can be done at a fraction of the cost
of ART. With additional awareness and research fund-
ing, tremendous progress could be made, reducing the
need for many to use ART.

www.get-carrot.com/blog/ivf-cost-understanding-the-expens-
es-of-in-vitro-fertilization.

24 “Financial Information,” Radiant Clinic, accessed March 2, 2025,
hittps://radiantclinic.com/financial.

25 “How to Compare Family Physician Salary and Compensation,”
American Academy of Family Physicians, accessed March 2, 2025,
https://www.aafp.org/family-physician/practice-and-career/
managing-your-career/find-a-job/comparing-physician-com-
pensation.html.

26 “Obstetrician and Gynecologist Salary, US. News ¢ World Re-
port, accessed March 2, 2025, https://moneyusnews.com/careers/
best-jobs/obstetrician-and-gynecologist/salary.

27 Turczynski, “In Vitro Fertilization”

Craig Turczynski, PhD is a Reproductive Physiologist specializing in resorative reproductive medicine.

Phil Boyle, MD is a family physician and developer of NeoFertility.
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Central Role It Ought to
Play in Fertility Care

Victoria Peck-Gray, RD

Proper nutrition is a critical factor for both
men and women in optimizing fertility, but
it is often underappreciated, or sometimes
wholly overlooked, within the conventional
fertility care model. In this model, the under-
appreciation for nutrition can go so far as
being reduced to a simple question in an
appointment: “Are you taking a prenatal mul-
tivitamin?” Couples struggling to conceive fre-
quently receive this advice from their doctor:
“Try for twelve months, and if you're not preg-
nant, we will discuss your options™—“options”
typically being to jump straight to assisted
reproductive technologies (ART) such as in
vitro fertilization (IVF). Not much guidance,
however, is generally given for what the couple
could do to increase their chances of natural
conception, particularly how they could har-
ness the power of food and nutrition.

Most couples want guidance on how to sup-
port their fertility with natural solutions such
as nutrition and lifestyle changes. Since these
solutions do not play a prominent role in the
conventional fertility care model, many cou-
ples are seeking out providers like me who
practice restorative reproductive medicine
(RRM), a model of fertility care that aims to
identify and correct root causes impacting
fertility, often using targeted nutrition sup-
port as part of the care. I propose that nutri-
tion optimization ought to be part of any fer-
tility care plan prior to escalating to options

like ART. In fact, the impact of nutrition and
lifestyle changes could potentially prevent
the need for ART, saving couples money, time,
and effort as well as dramatically reducing
their health-care costs.

Below I describe the three major ways nutri-
tion impacts fertility and explain how the
RRM model of care embraces nutrition and
why the standard model of fertility care ought
to do the same.

The Link Between Nutrition and
Fertility

The food we eat literally becomes our body, pow-
ering every single process and chemical reaction
that occurs each moment we are alive. When it
comes to fertility, food and nutrients influence the
health of eggs and sperm, support the hormonal
cycles that drive conception, and even lay the
foundation for a healthy pregnancy. Nutrition lit
erally powers the creation of life and its sustenance.
Nutritional support can play many roles in
optimizing and restoring fertility, including
the following:
1. Correcting metabolic dysfunction, which
is especially important in the condition
polycystic ovarian syndrome (PCOS)*

1 Onchee Yu et al., “Incidence, Prevalence, and Trends in
Polycystic Ovary Syndrome Diagnosis: A United States
Population—Based Study from 2006 to 2019,” American
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2. Restoring nutrient deficiencies, which can
impact numerous facets of fertility

3. Reducing inflammation, which has a role
in endometriosis

Metabolic Health and Fertility

In the United States and most Westernized coun-
tries, metabolic dysfunction is widespread. An
estimated 93 percent of American adults have
at least one biomarker indicating metabolic dys-
function, which is an impairment in the body’s
ability to efficiently convert food into energy.
Two of the most common conditions of meta-
bolic dysfunction include insulin resistance and
excess weight. These conditions are also known
risk factors for infertility.

For example, at least 75 percent of women
with PCOS, a metabolic condition affecting
about one in twenty women that often creates
challenges with conceiving, have insulin resis-
tance (a form of blood sugar dysregulation).?
High levels of insulin in women can disrupt the
delicate balance of hormones needed for strong
ovulation and successful conception.

Insulin resistance does not affect just women.
Male factor infertility accounts for up to a shock-
ing 50 percent of infertility cases, and insulin
resistance is more prevalent in men with poor
sperm quality and reduced sperm count*

Blood sugar dysregulation can show up in a
multitude of symptoms day to day, including
fluctuating energy levels, sleep disturbances,

Journal of Obstetrics and Gynecology 229, no. 1 (2023):
39.e1-39.e12, https://pubmed.ncbi.nlm.nih.gov/37061077/.

Meghan O’Hearn, Brianna N. Lauren, John B. Wong,
David D. Kim, and Dariush Mozaffarian, “Trends and
Disparities in Cardiometabolic Health Among U.S.
Adults, 1999-2018,” Journal of the American College

of Cardiology 80, no. 2 (2022): 13851, https://pubmed.
ncbi.nlm.nih.gov/35798448/.

Yu et al., “Incidence, Prevalence, and Trends.”
Adrianna Zanko, Katarzyna Siewko, Adam Jacek
Kretowski, and Robert Milewski, “Lifestyle, Insulin
Resistance and Semen Quality as Co-Dependent Factors
of Male Infertility,” International Journal of Environ-
mental Research and Public Health 20, no. 1 (2022):
732, https://pme.ncbi.nlm.nih.gov/articles/PMC9819053/.
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weight gain, and excessive cravings. These
kinds of symptoms are so common among
Americans that it almost seems a part of the
modern cultural experience to be “tired and
hangry” But these symptoms often are red
flags of burgeoning metabolic dysfunction.

If left unresolved, the underlying metabolic
dysfunction of insulin resistance can advance
from just an annoying extra few pounds
of weight to reproductive dysfunction and
inability to conceive. In my women’s health
and fertility nutrition practice, I coach my
clients in supporting blood sugar balance and
reducing insulin resistance through nutri-
tion and lifestyle adjustments. The process of
restoring blood sugar regulation can be fairly
simple and has proven successful as a means
of improving energy, overcoming resistant
weight loss, and even getting pregnant.

Given the prevalence of metabolic dysfunc-
tion like insulin resistance and its known
impact on fertility, and given how relatively
simple and affordable it is to correct this
dysfunction through nutrition and lifestyle
changes, it only makes sense to feature nutri-
tion support as part of the fertility care model.

The Impact of Nutritional
Deficiencies on Fertility

In addition to blood sugar and overall metabolic
health, nutrient status plays an influential role in
fertility. Essential nutrients include amino acids
(from proteins) and essential fatty acids (omega-3
and omega-6), along with a multitude of vitamins
and minerals. Deficiencies in any of these nutri-
ents can impact reproductive health by impairing
the development and quality of eggs and sperm
as well as disrupting hormone signaling that con-
ducts the whole reproductive process.

Here are just a few examples:

« Magnesium is a mineral used in over three
hundred processes in the body, including
energy production inside eggs and sperm,
hormone signaling, and blood sugar regula-
tion, to name a few that directly impact fertil-
ity. But research shows that close to 50 percent
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of the U.S. population is not meeting the min-
imum daily requirements for magnesium.®

« Zinc is a mineral that supports the matura-
tion of eggs, assists in hormone production,
and enhances sperm quality. Low zinc levels
have been associated with reduced fertility
in both men and women.

« Omega-3 fats play a key role in reducing
inflammation and promoting healthy blood
flow to the reproductive organs, improving
the chances of implantation. But according to
NHANES data, around 89 percent of adults
have low blood concentrations of these essen-
tial fats, which puts them at risk for cardiovas-
cular issues and fertility challenges.®

Nutrient deficiencies can occur due to factors

such as poor dietary intake and depletion from
chronic stress, which can often leave people with
low levels of essential nutrients well beyond the
duration of the stressor if nutrients are not inten-
tionally replenished. Therefore, identifying per-
sonal nutrient deficiencies and providing nutri-
tion support to replenish nutrient levels can have
a profound impact on fertility care.

Nutrition’s Role in Endometriosis
Care

Alongside PCOS, another common condition that
can negatively impact fertility is endometriosis, which

5 James J. DiNicolantonio, James H. O’Keefe, and William
Wilson, “Subclinical Magnesium Deficiency: A Principal
Driver of Cardiovascular Disease and a Public Health
Crisis,” Open Heart 5 (2018): 1-16, e000668, https://pmc.
ncbi.nlm.nih.gov/articles/PMC5786912/.

6 Rachel A. Murphy, Prasad P. Devarshi, Shauna Ekimura,
Keri Marshall, and Susan Hazels Mitmesser, “Long-
Chain Omega-3 Fatty Acid Serum Concentrations Across
Life Stages in the USA: An Analysis of NHANES
2011-2012,” BMJ Open 11, no. 5 (2021): 1-8, e043301,
https://pme.ncbi.nlm.nih.gov/articles/PMC8112395/.

is a factor in about 50 percent of infertility cases. Most
medications prescribed for endometriosis do not
address the root cause of the disease. The RRM
model of care, which includes fertility awareness—
based methods and laparoscopic excision of endo-
metriosis, on the other hand, can identify and treat
endometriosis earlier.

The RRM approach to endometriosis often
embraces nutrition support as a complement
to this care process. Nutrition guidance, often
including an anti-inflammatory diet and tar-
geted supplementation, can help to further alle-
viate pain and inflammation, along with balanc-
ing hormones in order to enhance recovery and
prevent progressionw of the condition.

A Call to Action: Elevating the Role
of Nutrition in Fertility Care

Optimizing nutrition can play a profound role in
fertility care, including reversing metabolic dys-
function to promote a fertile environment in the
body, supplying the nutrients needed for the devel-
opment of healthy eggs and sperm, and helping
patients to recover from conditions such as PCOS
and endometriosis that pose challenges to fertility.
Targeted nutrition and lifestyle changes can pro-
vide natural solutions in fertility care that address
root causes, promote overall thriving health, and
come at a fraction of often cost-prohibitive ART.

Despite these facts, the standard model of
fertility treatment regularly bypasses these
foundational, natural options for restor-
ing reproductive health and instead typi-
cally leans on costly ART that do not address
root causes. The RRM model recognizes and
embraces nutrition support as a foundational
component of fertility care along with other
natural options that can be used before send-
ing couples to ART.

Victoria Peck-Gray, RD is a registered nurse, functional medicine dietician, and the founder of Wonderfully Made Nutrition.
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Healing Infertility POLICY

Marie Meaney, PhD, and Joseph Meaney, PhD

Couples do not embark on the in vitro fertiliza-
tion (IVF) journey with a light heart. Most would
prefer treatments that heal their infertility so they
can have children without resorting to fertility
technology. Having one’s babies conceived in a lab,
sorted and selected by technicians, thrown away if
not deemed healthy enough, or frozen for possi-
ble future use are not nice thoughts—even if one
doesn’t fully appreciate the grave ethical violations.
IVF was never an option we considered because
of our religious and moral objections to the pro-
cedure. We wish we had been offered other pos-
sibilities without needing to search far and wide,
spending significant amounts of money, and hav-
ing to travel long distances to avail ourselves of the
most promising treatments offered by restorative
reproductive medicine. This, it seems to us, is the
kind of compassionate care that couples suftering
from infertility deserve. Almost everywhere we
turned, IVF was the default proposition for infer-
tility, and this surprised us given the high cost and
failure rates of IVF when compared to other ways
of addressing the causes of childlessness.

Early in our marriage, we realized that babies
weren't arriving as we had hoped, and we were
devastated. The thought of a life without children
stretching out in front of us seemed like one unend-
ing heartbreak. We considered the beautiful option
of adopting a child, but the difficulties of this path
were daunting, and ultimately, we didn’t feel it was
our calling. Those nine years it took us to finally hold
our little daughter Thérese in our arms seemed end-
less. Many people going through this experience
speak of a feeling of powerlessness. After undergo-
ing various tests, we had a sense of what our medical
issues were (many don't, since there is still a substan-
tial amount of unexplained infertility even today).
The question was how best to address them.

CENTER

One of the most promising infertility care cen-
ters for the last few decades has been the Saint Paul
VI Institute for the Study of Human Reproduction
in Omaha, Nebraska, founded by Dr. Thomas
Hilgers, who developed the Creighton Model
FertilityCare System (CrMS) and the women’s
health science of NaProTechnology (short for
Natural Procreative Technology). Dr. Hilger’s var-
ious treatments have proved far more success-
ful than IVF (ranging from 81.9 percent in case
of anovulation, 56.7 percent in case of endome-
triosis, to 38.4 percent in case of tubal occlusion),
yet the average gynecologist remains completely
ignorant of this option for couples suffering from
infertility.1

First, one learns the Creighton Model, a fertil-
ity awareness—based method that looks in detail at
the woman’s menstrual cycle (her cervical mucus,
the consistency, stretchiness, and color of which
yield important information about her fertility
and must be recorded accurately).2 At the time,
Marie had to drive more than an hour to meet up
with a teacher to help her learn the method (now,
happily, one can go through the process online).
The tracked cycles are then sent to a practitioner.
We were in direct contact with the Saint Paul VI
Institute. The information helps the specialists
to determine whether there is a high likelihood
of endometriosis or other issues (vitamin or hor-
monal deficiencies can be treated more easily than
these conditions). If the first seems to be the case,
then NaProTechnology has several promising
potential interventions, and a laparoscopy may

1 “Infertility,; NaProTechnology, accessed February 21,
2025, https://naprotechnology.com/infertility/.

2 “Creighton Model FertilityCare System,” Creighton
Model, accessed March 1, 2025, https://creightonmodel.
com/.
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become necessary. If the endometriosis isn't too
severe, it is removed immediately (leaving hardly
any scar tissue behind); otherwise, another, longer
surgery is scheduled. We traveled to Omaha from
Virginia for the first intervention, but even today,
doctors trained in NaProTechnology are scarce
and far apart. It takes quite a bit of commitment to
access treatment.

In our case, Marie only had the first laparos-
copy done. Before getting to the second phase of
the treatment—the longer surgery—Joseph under-
went a surgical intervention to remove a varico-
cele. Then, Marie tried a massage treatment with
Clear Passage, acting on the scar tissue attach-
ments produced by endometriosis. This can help
resolve infertility issues (the treatment was inno-
vative at the time, but fortunately today one can
more easily find physiotherapists using different
techniques aimed at the same results).3 Though
the deep-tissue massage helped reduce the recur-
ring pain caused by endometriosis, it was another
two years before our long-desired child was born.

We threw everything we could at the factors lead-
ing to our infertility. We also tried alternative med-
ical treatments, psychological help, and spiritual
healing. The question of which treatment options to
select was difficult; the temptation to second-guess
ourselves remained a constant preoccupation. Many
doctors helped us, and many prayers went up to
Heaven. Finally, Marie conceived naturally, and after
a full-term pregnancy and long labor, we had the joy
of welcoming our precious daughter into the world.

To our distress, we experienced secondary

3 “Infertility Treatment,” Clear Passage, accessed March 1,
2025, https://clearpassage.com/services/infertility-treatment/.

infertility after her birth. This subsequent infer-
tility was also very painful. Our hope for more
children lasted as long as our biological clocks
allowed and through a heartbreaking miscar-
riage along the way. At that point, we were living
in Italy and found some Catholic fertility doctors
in Rome. We were blessed all along our journey;,
but others are less so. Some may not have the
means to travel or pay for different kinds of treat-
ments, or they may have to fight with their health
insurance providers for coverage. It takes a lot of
stamina to research options and follow through
with them. Given the heavy psychological burden
couples already carry when infertility weighs on
them, making medical care for infertility more
easily accessible would be incredibly helpful.

Allocating money for research into the causes
and treatments for infertility rather than mainly
relying on IVF would give hope and eventu-
ally more good options to couples. Informing
them of their chances of carrying a child to
term if they turn to the Creighton Model and
NaProTechnology and other methods of restor-
ative reproductive medicine rather than IVF
would be the honest and compassionate thing
to do. The current status quo of near-total igno-
rance of alternatives to IVF among medical pro-
fessionals is simply unacceptable.

Our successful journey to overcome infertil-
ity through the use of restorative reproductive
medicine is an example of what is possible. True
informed consent would involve offering real
alternatives to couples facing infertility rather than
simply directing them to IVF centers.

Marie Meaney, PhD, is a mother and the author of Embracing the Cross of Infertility.

Joseph Meaney, PhD, is a senior fellow at the National Catholic Bioethics Center.
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Abigail Anthony

Pharmaceutical suppression in the form of
birth control was pushed on me as soon as I
began menstruating. When I had the typical
adolescent experience with unsightly acne, the
drug was presented as a cure that would regu-
late my hormones and clear up my skin. Since I
was a competitive dancer, doctors and coaches
insisted that my period prevented optimal ath-
leticism; supposedly, birth control would allevi-
ate any monthly symptoms and improve my per-
formance. Although I was not sexually active,
doctors suggested that I strategically begin
birth control so that I could eventually engage
in casual sex without concerns about pregnancy.
I repeatedly refused to take the drug.

My health began deteriorating in high school.
I was moody and irritable, which everyone —
including my parents — dismissed as standard
teenage misery. Physical symptoms started hin-
dering me and only worsened: I regularly felt as
though my stomach was filled with barbed wire,
I had very little appetite, and no amount of
sleep or caffeine could energize me. In college,
I had difficulty sitting for more than an hour
because a pinching sensation would develop in
my stomach. My weight fluctuated even though
I maintained a consistent diet. But perhaps the
most noticeable physical changes were appar-
ent in my unpredictable menstrual cycle: I had
my period for six months straight, or every two
weeks, or not at all.

Yet, during every annual checkup, doctors con-
cluded I was healthy. Indeed, my bloodwork
always showed perfectly normal results. My
academic success was cited as circumstantial

evidence that whatever I claimed to experience
really wasn’t that bad. Since no particular medi-
cal issue had been identified, everyone believed I
was imagining the physical symptoms. As for my
erratic menstrual cycle, doctors simply assumed
that I had a hormonal imbalance that resulted
from years of intense athletic training, and they
suggested birth control as a treatment. The com-
munal diagnosis was that I was debilitated by
maintaining a perfectionist mindset at a demand-
ing Ivy League university, so I was prescribed an
antidepressant and Adderall. Yet even with those
stimulants, I felt lethargic, unmotivated, and ulti-
mately, severely depressed.

One morning, during my senior year at uni-
versity, I woke up with a stabbing sensation
near my right hip, so I swallowed some Advil
and assumed I'd be back to normal in an hour.
But the pain only intensified. I finally admitted
myself to the university’s healthcare center and
was rushed to the nearby emergency room for
appendicitis. After some tests, it was clear that I
didn’t have appendicitis. I insisted to the physi-
cians that something must be wrong because I
felt intense pain — even after I had been given
morphine. But a doctor dismissed me and sent
me back to campus. His explanation for the
whole ordeal was that I was “maybe just having
a bad menstrual cycle.”

I was willing to accept his explanation that I was
experiencing particularly bad menstrual symp-
toms, but I knew that such debilitating symptoms

— especially those that persisted after taking an
opioid — were suggestive of something seriously
wrong with my reproductive system.
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I scheduled an appointment with a respected
OBGYN in New York City, and he performed
my first vaginal ultrasound. Nothing alarming
appeared on the screen — no cysts, no tumors,
no fibroids, no polyps. But I felt excruciating
pain as if the probing device were a sharp sword.
The doctor noticed my discomfort as I dug my
nails into the exam table, and that was enough
for him to diagnose me with endometriosis.

I had never heard of the condition. The doc-
tor explained that endometriosis (sometimes
called “endo”) is a disease where uterine tis-
sue grows outside the uterus; it is commonly
found in the ovaries, fallopian tubes, blad-
der, and bowel, although it can spread pretty
much anywhere, including the breasts, nose,
eyes, and even the brain. The disease is rela-
tively common and affects roughly 10 per-
cent of women, but it is particularly difficult
to diagnose because there is no known cause,
and the tissue rarely appears through imaging.
Medications—including birth control—might
alleviate the crippling symptoms of endome-
triosis, but the only effective treatment is to
undergo excision surgery, during which the
tissue is severed and removed. And so, I sched-
uled surgery for just a day after I submitted my
last undergraduate exam.

Since endometriosis rarely appears on scans
like ultrasounds or MRIs, I wasn’t even certain
that I had the disease. As I waited for the anes-
thesia to knock me out on the day of my sur-
gery, I was preoccupied with concerns: What
if the surgeons don’t find any of the tissue, or
what if there’s only a tiny bit? I worried that I
wouldn’t feel much better after the procedure.

I woke up in a new room over five hours
later, where my parents waited. Although I

had blurry vision and a foggy mind, I remem-
ber very clearly what my parents said: The doc-
tors found endometriosis — a lot of it. The tis-
sue had been on eight organs. (It had entirely
covered my appendix, which probably explains
the sudden pain that sent me to the emergency
room earlier that year.) When I was visited by
the surgeons, I was informed that my condi-
tion had been classified as stage four. One doc-
tor said I had one of the worst cases that he had
ever seen, and another was shocked that I had
been able to manage daily activities. The lead
surgeon—the man who had diagnosed me—
looked at me with a smile and said, “You're
going to feel like a new person.” Now, I can say
that he was right.

Sometimes, I wonder how dramatically dif-
ferent the past decade would have been if a
doctor—just one doctor—had properly iden-
tified my condition. After all, it should have
been an easy diagnosis: The disease is about as
common as diabetes, and I had exhibited nearly
every symptom. Instead of recommending the
appropriate treatment, the medical industry
presented birth control as a panacea for every
reproduction-related issue. Perhaps I might
have undergone surgery much earlier if I had
just stumbled upon a single infographic on
social media about endometriosis, or if I had
met one other woman who endured the disease,
or if my sex education classes in school had
offered even a brief mention of common repro-
ductive diseases. I'm deeply indebted to the
doctors who finally listened to me and, more
importantly, believed my accounts of seriously
debilitating symptoms. I just wish it hadn’t
taken eight years to find them.
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Abigail Anthony is a staff writer at National Review.
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Emma Waters

The desire to have children is one of the most
fundamental human experiences. Infertility, by
extension, is one of the most painful. It is in this
vulnerable state of desire and physical limita-
tion that doctors refer parents to fertility clin-
ics for treatment. Yet in recent years, these same
parents have begun to sound the alarm on the
abuses and bad incentive structures within the
fertility industry.

It is precisely because we, like these par-
ents, value children and the gift of life that we
must critically examine the fertility industry—
an under-regulated, multi-billion-dollar global
enterprise that profits from the creation and
selection of human life. This industry includes
reproductive technologies such as in vitro fer-
tilization (IVF) and third-party reproductive
arrangements, including surrogacy and egg,
sperm, and (in some cases) embryo “donation.”

1 BioSpace. “In Vitro Fertilization Market Size Will
Reach USD 36.51 Billion in 2028: Increase in Incidence
of Male and Female Infertility and Growing Number
of Women in Workforce Will Drive Industry Growth.”
BioSpace, September 26, 2022. https://www.biospace.
com/in-vitro-fertilization-market-size-will-reach-usd-
36-51-billion-in-2028-increase-in-incidence-of-male-
and-female-infertility-and-growing-number-of-wom-
en-in-workforce-will-drive-industry-growth#:~:tex-
t=The%20global%20In%20Vitro%?20Fertilization%20
(IVF)%20market,growing%20awareness%20about%20
fertility%20treatments%?20are%20the.

Medical Care vs. the Fertility Industry

At its core, medicine seeks to diagnose, treat, and
heal the human body. The fertility industry, how-
ever, tends to prioritize costly procedures that cir-
cumvent the human body altogether. While many
medical professionals working in fertility clinics
are well-intentioned, the industry itself is shaped
by financial structures that often prioritize profit-
ability over patient care. Unlike traditional medical
practices, which are typically owned and managed
by physicians, the fertility sector is increasingly
dominated by private equity firms and venture
capital investors seeking rapid returns.”

The ownership structure of fertility clinics reflects
this change. Between 2010 and 2017, private equity
acquisitions in the healthcare sector increased by
187%,* with fertility clinics becoming a prime target.
By 2023, an estimated one-third of all IVF cycles* in
the United States were performed at clinics affiliated

2 The CHR Voice. “The Rapidly Changing World of
Infertility Practice: Where will it lead to?”” Journal
of IVF-Worldwide. January 23, 2024. 2(1):20-28.
doi:10.46989/001¢.92514

3 Pasquale Patrizio et al. “The Changing World of IVF:
The Pros and Cons of New Business Models Offer-
ing Assisted Reproductive Technologies.” Journal of
Assisted Reproduction and Genetics. 2022. https://doi.
org/10.1007/s10815-022-02399-y.

4 The Lancet. “The Fertility Industry: Profiting from
Vulnerability.”  www.thelancet.com, October 2024.
Doi:10.1016/S0140-6736(24)01484-3
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with private equity firms. These investor-driven clinics
are significantly more likely to promote high-margin
procedures, such as preimplantation genetic testing
(PGT) or egg freezing for otherwise fertile women.”
As a result, what began as a specialized field of
medicine rooted in research and patient care has
evolved into a highly lucrative, investor-driven
enterprise in which financial interests often take
precedence over ethical and medical care.

Self-Regulated Industry with Few Legal
Protections for Parents and Embryos

Unlike other sectors of medicine, the fertility indus-
try operates with minimal regulatory oversight.

In 1992, Congress passed the Fertility Clinic and
Success Rate Certification Act which requires clin-
ics to report basic success rates and at-birth demo-
graphics. Over 30 years old, the Act lacks a strong
enforcement mechanism and few standards gov-
erning how fertility clinics operate. In addition
to this, there is some measure of federally man-
dated quality control with the Food and Drug
Administration and the Centers for Medicare and
Medicaid Services who are responsible for over-
seeing the medical and clinical standards for IVF,
respectively. Nonetheless, most standards in the
fertility industry related to procedure and ethics
is “self-regulated through membership with and
recommendations from organizations such as the
American Society for Reproductive Medicine”*

5 Alexander Borsa and Joseph Bruch, “Prevalence and
Performance of Private Equity-Affiliated Fertility Practic-
es in the United States.” Fertility and Sterility, Vol. 117,
no. 1., January 2022. https://www.fertstert.org/action/
showCitFormats?

6 Emma Waters, Taming IVF’s Wild West, The New Atlan-
tis, spring 2024 print journal, https://www.thenewatlantis.
com/publications/taming-ivfs-wild-west

These guidelines, however, are neither legally
binding nor subject to enforcement by an exter-
nal authority. The result is an industry in which
clinics can—and frequently do—operate without
meaningful accountability,” leaving both parents
and embryos vulnerable to irreversible harm.®

The articles in this section will provide an
overview of the fertility industry in the United
States. Drawing from the perspective of bio-
ethicists, medical professionals, and industry
experts, these essays will explore the need for a
renewed national discussion on bioethics and
the treatment of embryos, the lack of legal and
ethical protections in third-party reproduction,
developments in embryo adoption, and future
reproductive technologies that redefine our
understanding of procreation.

Without meaningful oversight, the fertility
industry risks prioritizing financial gain over the
well-being of the very lives it helps create. As we
navigate the complexities of modern reproduc-
tive technologies, it is essential to ask: Who is
truly benefiting from these advancements, and
who is paying the price? Our hope is that the
essays in this section provide an overview of the
specific practices within the fertility industry and
help facilitate a much-needed discussion about
the ongoing ethical, medical, and legal challenges
that exist in this industry.

7 Bill Cassidy, et al. “Ranking Member Cassidy, Col-
leagues Request Audit of Safety Standards at Fertility
Clinics to Improve IVF Experience for Families.” Help.
senate.gov, June 20, 2024. https://www.help.senate.
gov/rep/newsroom/press/ranking-member-cassidy-col-
leagues-request-audit-of-safety-standards-at-fertility-clin-
ics-to-improve-ivf-experience-for-families-2.

8 Josh Brecheen. Letter to Mandy K. Cohen at the Centers
for Disease Control. Breechen.house.gov, April 30, 2024.
brecheen.house.gov/uploadedfiles/josh_brecheen_let-
ter _to_cdc.pdf.

Emma Waters is a Policy Analyst in the Tech Policy Center at The Heritage Foundation.
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In February 2024, the Alabama Supreme Court
ruled that the state’s wrongful death statute
offered an avenue of relief to a family alleging that
an in vitro fertilization (IVF) clinic’s negligence
had led to the destruction of its embryonic off-
spring stored in that clinic’s freezers. The court
concluded, correctly, that since the statute had
already been authoritatively construed to protect
human beings at the embryonic stage of develop-
ment in utero, it likewise applied to living human
embryos ex utero who were killed as a result of a
defendant’s negligence. The court concluded that
it was not its role to carve out judge-made excep-
tions to the scope of the statute, especially when
the injured parents in cases such as this suffered
the very same kind of injury as those who enjoyed
the protection of the law, namely, the loss of their
embryonic child due to the negligence of oth-
ers. It was, the court argued, for the state legisla-
ture to draw such lines, not for the judicial branch.
It was a modest, common-sense decision by the
Alabama Supreme Court.

Unfortunately, powerful political interests on the
left immediately mobilized to create a false narra-
tive that the court had banned IVF in the name
of a theological judgment concerning the value of
human life at its earliest stages and that this was
simply a predictable consequence of the overturn-
ing of Roe v. Wade by the Supreme Court of the
United States and the extremism of the pro-life
movement. Enabled by some high-profile medical
care providers in Alabama, a sympathetic media,

25

and prominent politicians, including then-Presi-
dent Joe Biden and Vice President Kamala Harris,
this false narrative took hold and spread across
the nation for several weeks.

These events led, in turn, to Republicans both
in Alabama and in Washington, DC, declaring
their passionate support for IVF and resolving
to find a legislative mechanism to increase access
to it. (The Alabama state legislature went so far
as to offer blanket immunity to clinics for any
claims relating to “damage or death” of embryonic
human beings during the provision of IVF treat-
ment.) Enthusiasm for such a law appears to per-
sist both as a policy matter and as a political strat-
egy whose aim is to counter the relentless attacks
on Republicans on the issue of abortion.

Given this appetite for federal legislation promot-
ing IVFE, it is useful to pause a moment to consider
the complexity of the issue before moving forward.
Yes, IVF has made it possible for many families
to have the beautiful blessing of children. But the
practice of IVF in America is also fraught with seri-
ous peril, especially in light of the following:

1. The current state of nonregulation of the

IVF industry as such (often described as
a legal “Wild West” by commentators
across the political spectrum)

2. The absence of longitudinal studies on

the health and safety of children and
mothers in this domain

3. The speed with which experimental proce-

dures in this field become routine practice
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4. The widespread use of ethically ques-
tionable nonmedical interventions such
as sex selection and the marketing of
testing for trait selection, including intel-
ligence and appearance

5. The commodification of the body and its

parts, including the buying and selling
of eggs, sperm, and embryos

The fact that IVF involves the creation, screen-
ing, transfer, storage, and sometimes destruction
of a living human being at the earliest stages of
development. Facing these risks are uniquely vul-
nerable and desperate patients who feel betrayed
by their own bodies in the effort to become what
they most want to be, namely, parents of their
beloved children.

For all of these reasons, legislating on IVF is not
a simple matter, and lawmakers would be well
advised to proceed with caution. Below are a few
points for consideration, enlarging briefly upon
the concerns set forth above.

Twenty-one years ago, the President’s Council on
Bioethics report Reproduction and Responsibility:
The Regulation of New Technologies declared that
there is “no comprehensive, uniform, and enforce-
able mechanism for data collection, monitoring, or
oversight, of how the new reproductive biotechnol-
ogies affect the well-being of the children conceived
with their aid, the egg-donors, or the gestational
mothers” Our own research (including in Snead’s
book What It Means to Be Human: The Case for the
Body in Public Bioethics, especially Chapter 4) con-
firms that this is still the case.

Nor are assisted reproduction technologies
(ART) subject to the kinds of rules and norms
that govern clinical research or the development
and sale of new drugs and medical devices. There
is essentially no information about adverse effects
involved in novel practices, nor are there require-
ments to produce or provide any.

A similar regulatory vacuum surrounds the kind
of cryogenically stored embryos specifically at issue
in the Alabama case. In the United States (unlike
in much of Europe), there are no standard rules
or practices around the numbers of embryos cre-
ated, how they are preserved and handled, or
what becomes of those that are not implanted and
brought to term.
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No information is required to be collected or
made available to consumers about the eftects
extended cryogenic preservation might have on
the children who are ultimately born. There is
no legal or policy framework for dealing with the
complicated circumstances that surround human
beings in this earliest stage of development out-
side the womb. Indeed, no definitive information
exists about the number of embryonic human
beings currently in cryostorage in the United
States, though it is often suggested that the num-
ber may exceed one million.'

Make no mistake: Elected officials who have
committed themselves to protecting the unborn
should have serious concerns about this total
lack of oversight or protection for human beings
at the embryonic stages of development in the
IVF process.

The only federal statute specifically dedicated
to ART, the Fertility Clinic Success Rate and
Certification Act of 1992, is a toothless consum-
er-protection law. It requires the Centers for
Disease Control and Prevention (CDC) to pro-
pose a model program for the certification of
embryo laboratories and leaves states free to vol-
untarily adopt the program. We see no evidence
that this has had any perceptible effect on the
industry’s practices.

The law also requires the CDC to collect some
very basic data on IVF success rates. But the CDC
does not report information of crucial relevance
to prospective patients: It provides no data on the
types or rate of adverse health outcomes to mothers
or children (beyond noting the percentage of term,
normal-weight, and singleton births) or on the
costs of procedures. It does not speak in any way to
the fact that the boundaries between fertility treat-
ment, biomedical research, and the commercial
economy are permeable and unmonitored. And it
has no mechanisms for reliable auditing or mean-
ingful enforcement of reporting requirements. No
state adequately addresses these concerns either.

1 Amy Dockser Marcus, “More Than a Million Embryos
Are in Cold Storage. What Should Happen to Them?,
Wall Street Journal, December 25, 2023, https://www.
wsj.com/lifestyle/relationships/adoption-invitro-fos-
ter-care-surrogacy-17400499.
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There are no laws specifically designed to protect
the health and flourishing of mothers undergoing
IVF or their children. There are no limitations
on practices (such as the creation and transfer of
multiple embryos per cycle) that might increase
the risks of preterm births, low birth weight, and
related adverse health consequences. Even though
the CDC has noted a correlation between IVF and
an increased incidence of birth defects and other
maladies, there have been no federally funded
longitudinal studies to explore such possibilities
in depth. Clinics offer genetic screening and selec-
tion of embryos for nonmedical purposes, includ-
ing sex selection (which, according to one recent
academic study, is available in 73 percent of IVF
clinics in the United States?). Meanwhile, compa-
nies sell predictive tests for screening embryos and

aggregating data to create “polygenic risk scores”

for low intelligence (with the promise of testing
for high intelligence in the near future).’ Other
companies provide embryo screening for hair and
eye color. People buy and sell sperm, eggs, and
even “batches” of embryos at a discounted rate
and organized according to preferred traits.*

But ultimately, consumer protection is only the
crudest of the tools our society should employ to
protect Americans in this sensitive domain. The
would-be parents seeking fertility treatment and
the children they bring into the world are not,
first and foremost, consumers, let alone political
combatants. They are families, held together by

2 Sarah M. Capelouto et al., “Sex Selection for Non-Medical
Indications: A Survey of Current Pre-Implantation Genetic
Screening Practices Among U.S. ART Clinics,” Journal
of Assisted Reproduction and Genetics 35, no. 3 (2018):
409-416, https://doi.org/10.1007/s10815-017-1076-2.

3 Hannah Devlin, “IVF Couples Could Be Able to
Choose the ‘Smartest’ Embryo,” The Guardian, May
24,2019, https://www.theguardian.com/society/2019/
may/24/ivf-couples-could-be-able-to-choose-the-smart-
est-embryo.

4 Alan Zarembo, “An Ethics Debate Over Embryos on the
Cheap,” Los Angeles Times, November 19, 2012, https://
www.latimes.com/health/la-xpm-2012-nov-19-la-me-
embryo-20121120-story.html.

a bond of love and mutual obligation and depen-
dent upon one another and on the support of the
larger society. Both the practice and regulation of
assisted reproduction should proceed from the
understanding that the animating goal is to form
a family, which requires consideration of both the
parents and the children at all stages of the chil-
dren’s development and at every step of the par-
ents’ treatment process.

In any decent society, parents and children have
a claim on all of us for support. Such support calls
for the quality that has been most sorely lacking
in the political response to the Alabama contro-
versy: responsibility. It demands that we see fertil-
ity treatment in all its human dimensions, that we
sympathize with the people involved, and that we
also grasp the ways in which the most vulnerable
among them sometimes need protection.

For our elected officials on Capitol Hill, we
respectfully suggest that senators, Congress mem-
bers, and their staffs carefully study all of the
aforementioned risks and complexities carefully—
including the irresponsible practices of the IVF
industry itself—before moving forward with leg-
islation in this fraught domain.

For Further Reading:

Yuval Levin and O. Carter Snead, “The Real Lessons of
the Alabama IVF Ruling,” The Atlantic, March 15, 2024,
https://www.theatlantic.com/ideas/archive/2024/03/ala-
bama-ivf-ruling-regulation/677747/ (on which this piece
is partially based)

Snead, What It Means to Be Human: The Case for the
Body in Public Bioethics (Harvard University Press, 2020)
(especially Chapter 4)

The President’s Council on Bioethics, Reproduction
and Responsibility: The Regulation of New Biotechnologies,
report, March 2004, https://bioethicsarchive.georgetown.
edu/pcbe/reports/reproductionandresponsibility/full-
doc.html (especially Chapter 2)

Carter Snead, JD is a bioethicist, fellow at the Ethics and Public Policy Center, and a Professor of Law at Notre Dame.

Yuval Levin, PhD is the director of Social, Cultural, and Constitutional Studies at the American Enterprise Institute (AEI).
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to Know About the Egg POLICY
and Sperm ‘“Donation”
Industry

Jennifer Lahl, RN

The World Egg and Sperm Bank, located in
Arizona, boasts that since 2004 it has been the
leader in making “building a family simple.”
Egg donors are told they can “make an impact
by helping grow a family;” and sperm donors are
told that they can “change the world, and the
world will change you.” These altruistic-sound-
ing messages lure young men and women in
need of money to respond by selling their
genetic material and their future children, with
little understanding of the medical, ethical, and
legal issues at stake.

Much of my work has focused on these ethi-
cal questions surrounding in vitro fertilization
(IVF) and what is called third-party reproduc-
tion, which includes surrogacy and the use of
egg “donation” and/or sperm “donation.” But
who are these mostly anonymous men and
women selling their genetic material? What
are the rights of “donor-conceived” children to
know and be known by their biological parents
and extended family? What are the risks to the
short- and long-term health of women who sell
their eggs and children born of assisted repro-
ductive technologies? These are important
questions that policymakers need to address.

While egg and sperm “donation” may seem
like a net positive for society, there are five
things you need to know about this industry.

1. Eggand sperm “donation” is a
misnomer.

I intentionally use quotations around the
words “donor” and “donation” because most
harvested eggs and sperm are bought and sold,
not donated. The global egg market is cur-
rently worth almost $4 billion and is projected
to hit $5.3 billion by 2030.! The global sperm
market is almost $5 billion, with growth to
$6.5 billion predicted by 2032.> Both eggs and
sperm are small and can be frozen and shipped
all over the world, making this an easy global
market for buying and selling human gam-
etes (egg and sperm). Since the procedure of
egg retrieval and egg harvesting is onerous
and risky, women who sell their eggs are paid
thousands of dollars in many cases. Men may
make up to $1,500 a month for two “dona-
tions” a week since sperm “donation” requires
no medical procedures or drugs and very lit-
tle time.’

1 “Egg Donation Market,” Verified Market Reports, Feb-
ruary 2025, https://www.verifiedmarketreports.com/prod-
uct/egg-donation-market/.

2 “Global Sperm Bank Market Size, Share, and COVID-19
Analysis,” Spherical Insights, July 2023, https://www.
sphericalinsights.com/reports/sperm-bank-market.

3 Swati Chalumuri, “7 Highest Paying Sperm Banks
(+Compensation 2025),” Hear Me Folks, January 10,
2025, https://hearmefolks.com/get-paid-to-donate-sperm/.
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2. Eggand sperm “donation” targets
vulnerable men and women.

Advertising around the buying and selling of
gametes is slick and enticing. Words like “be
an angel” target women considering selling
their eggs, and slogans like “inside every hero,
there are a million more” refer to the man as
the hero for his millions of sperm. Language
like “help build a family” and “give the gift of
life” is coupled with promises of money and
sometimes offers of free vacations. But there
is no real gift being given because the compa-
nies running this advertising are buying and
selling gametes. These markets heavily target
people in need of money, often university stu-
dents who are strapped for cash.

3. Eggand sperm “donation” can harm
“donors” physically and psychologically.

The practice of sperm donation itself carries
very little medical risk to the man’s health. But
pornography plays a role in sperm collection,
and its effects on men should not be ignored—
especially when medical professionals are
encouraging its use.

For the egg donor, however, there are serious
short- and long-term health risks. The most
serious short-term risk is ovarian hyperstim-
ulation syndrome (OHSS), which is caused by
the fertility drugs the woman takes to encour-
age her ovaries to produce as many as sixty
eggs in one cycle.* This can cause swelling
and fluid retention in the abdomen and can
put the woman at risk for strokes due to blood
clots, kidney failure, and shortness of breath
due to abdominal swelling. Longer-term risks
are damage to the woman’s own fertility, along
with cancer risks associated with the fertility
drugs.” But since egg donors aren’t tracked and

4 Pratap Kumar, Sameer Farouk Sait, Alok Sharma,
and Mukesh Kumar, “Ovarian Hyperstimulation Syn-
drome,” Journal of Human Reproductive Sciences 4, no.
2 (2011): 70-75, https://pmc.ncbi.nlm.nih.gov/articles/
PMC3205536/.

5 Jennifer Schneider, Jennifer Lahl, and Wendy Kram-
er, “Long-Term Breast Cancer Risk Following Ovarian
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monitored, the data we have on these risks is
paltry.° I have interviewed many egg donors
who have later suffered strokes, life-threaten-
ing hemorrhaging, loss of their own fertility,
and cancer. These women were not informed
of such risks because Big Fertility tells them
there are “no known risks.” That claim can
only be made, though, because the phenom-
enon of taking otherwise young women with
healthy fertility and putting them on power-
ful hormones to harvest their eggs has not
been adequately studied.

The psychological risks to both the egg and
sperm donor may become apparent only
later, to those who realize they may have doz-
ens or even hundreds of children born from
their gamete. This can be especially distress-
ing to women who lost their fertility while
selling their eggs and know they will never
be able to conceive.

4. Eggand sperm “donors” are selected
based on their looks, health, or IQ.

The targeting of gamete sellers is specific to
the ethnicity, age, intellect, religion, medical
history, and general background of the indi-
vidual. Ivy League donors are highly desirable
and can often fetch six-figure compensation.”
One agency offers personal concierge ser-
vice to people looking to buy eggs and sperm,
boasting that its large database can have cus-
tomers matched with the perfect donor in two
to three weeks.®

Stimulation in Young Egg Donors: A Call for Follow-Up,
Research and Informed Consent,” Reproductive BioMed-
icine Online 34, no. 5 (2017): 480-85, https://www.rbmo-
journal.com/article/S1472-6483(17)30048-2/fulltext.

6 Emily Woodruff, ““We Simply Don’t Know’: Egg Do-
nors Face Uncertain Long-Term Risks,” STAT, January
28, 2017, https://www.statnews.com/2017/01/28/egg-do-
nors-risks/.

7 “Donor Compensation,” My Egg Bank, accessed March

2025, https://www.myeggbank.com/for-donors/do-

nor-compensation.
8 Donor Concierge, homepage, accessed March 2, 2025,
https://www.donorconcierge.com/.
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5. Donor-conceived children often suffer
the most.

The narrative donor-conceived children are
often told is about how they were so wanted
by their parents. This is often true, but as the
donor-conceived community grows and shares
experiences as part of the search for biological
parents, siblings, and extended family mem-
bers, it becomes clear that there is much more
to the story. The phenomenon of “genealogi-
cal bewilderment,” often experienced by adop-
tees, has been expanded to include donor-con-
ceived children.” Genealogical bewilderment
is the struggle that comes when one’s personal
identity is a mystery. The widespread fascina-
tion with genealogy demonstrates, at a mini-
mum, curiosity about one’s origins. Whom do
I look like? Why does no one else in my fam-
ily share my interests? Do my biological par-
ents ever think about me and wonder where
I am? Do I have siblings in the world? The
longing for answers to questions like these can
lead to stress and anguish that cannot be satis-
fied by just saying that a child was so wanted.
This is in large part why donor-conceived
people are taking advantage of services like
23andMe and Ancestry.com to find their fam-
ily. Matches are made everyday thanks to data-
bases like the Donor Sibling Registry, founded
in 2000 by Wendy Kramer and her son Ryan.
Ryan was born from anonymous sperm dona-
tion, and as he got older he longed to find his
biological father. Ryan eventually did find his
father. Wendy realized that no such group
existed to help people like her son. Now the
registry has matched tens of thousands of peo-
ple to the family. There have also been numer-
ous stories of fertility doctors impregnat-
ing their unsuspecting female patients'® and

9 Scholarly Community Encyclopedia,“Genealogical Be-
wilderment,” last updated November 22, 2022, https://
www.encyclopedia.pub/entry/35779.

10 Steve LeBlanc, “A Former Harvard Professor Is Ac-
cused of Using His Sperm to Secretly Impregnate a Pa-

young men literally siring hundreds of chil-
dren." This is a more complex web to untan-
gle as husbands and their wives discover they
have raised children they thought were their
biological children but are indeed not. The
impact on these children is severe as well
as they learn of their story of origin and the
knowledge that their biological parents and
half-siblings are perhaps numerous and scat-
tered around the world.

Slowly, international laws are changing to
provide this information to donor-con-
ceived people in search of family ties. In the
United States, Colorado is the only state that
has prohibited the practice of anonymous
egg and sperm donation.'?

Medicine is tasked first with doing no harm. Egg
donors and sperm donors are not patients. They
are people with healthy fertility. Healthy women
are put on powerful medications for which they
have no medical need in exchange for money.
Sperm donors too are offered financial incen-
tives to sell their biological children. While both
may be offered anonymity, the advances in DNA
cannot hide the truth of the genetic origins of the
donor conceived person. The policies around
these processes take little interest in the health of
fertile young women and certainly seem to ignore
the consideration of the rights of the child con-
ceived in this manner who may long to know at
least their medical history. There is much harm
being done and medicine and our policies need to
take into account this side of the story.

tient,” Associated Press, December 13, 2023, https:/
www.apnews.com/article/harvard-fertility-doctor-law-
suit-376318aa4dfffb53bb52f1456c817bdf.

11 Emily McGarvey, “Sperm Donor Who Fathered 550
Children Ordered to Stop,” BBC News, April 28, 2023,
https://www.bbc.com/news/world-europe-65429936.

12 Ivana Saric, “Colorado Becomes First State to Ban
Anonymous Sperm and Egg Donations,” Axios, June
1, 2022, https://www.axios.com/2022/06/01/colora-
do-ban-anonymous-sperm-egg-donation.

Jennifer Lahl, RN is founder the Center for Bioethics and Culture.
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Commercial Surrogacy THICS

David Smolin, JD

Surrogacy is not merely a technology but rather
the use of a woman’s body and reproductive
capacities to fulfill the procreative purposes
of others (the intending/intended parents).
Surrogacy employs assisted reproductive tech-
nology (ART), typically in the form of in vitro
fertilization (IVF) and potentially genetic selec-
tion of embryos.

Commercial surrogacy typically involves four
parties: intending/intended parent(s), surro-
gate mother, intermediaries, and child. Gamete
donors may also be involved. The term “inter-
mediary” includes surrogacy agencies but can be
broader, as it includes any person, organization,
or network facilitating the initiation, continu-
ation, and/or finalization of surrogacy arrange-
ments. The parties who play that role can include
agencies, doctors, medical clinics, or attorneys,
but those who merely provide medical or legal
services are not included as intermediaries.'

Typically, there are multiple contractual rela-
tionships: between the intending parents and the
intermediary, between the intending parents and
the surrogate mother, and sometimes between
the intermediary and the surrogate mother. The
child alone remains unrepresented even though
he or she is the purpose of those contracts.?

Surrogacy in the United States, both domestic

1 David Smolin and Maud de Boer-Buquicchio, “Surroga-
cy, Intermediaries, and the Sale of Children,” in Research
Handbook on Surrogacy and Law, eds. Katarina Trim-
mings, Sharon Shakargy, and Claire Achmad (Edward
Elgar Publishing, 2024); International Social Service,
“Principles for the Protection of the Rights of the Child
Born Through Surrogacy (Verona Principles),” Febru-
ary 25, 2021, https://www.iss-ssi.org/wp-content/up-
loads/2023/03/VeronaPrinciples 25February2021-1.pdf
(see Glossary, page 7, and Principles 24, 6-9, and 16).

2 Smolin and de Boer-Buquicchio, “Surrogacy.”
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and international, is governed almost exclusively
by state laws, which vary considerably. Federal
law generally does not directly address surrogacy;,
but some federal regulations may incidentally
address components of surrogacy, such as citi-
zenship rules for surrogate-born children.’

What Are Intending Parents Paying
For?

Intending parents are the paying customers of
surrogacy, but there is controversy about how to
characterize what they are paying for. Certainly,
intending parents are paying for various kinds of
services (gestational, intermediary, legal, med-
ical, etc.). But intending parents are not merely
paying for a child to be created, gestated, and
birthed, for they certainly would not be satisfied
unless they were also given exclusive physical and
legal custody of the child. Commercial surrogacy
contracts are often explicit in requiring the sur-
rogate mother to participate in the legal and phys-
ical transfer of the child to the intending parents.
These contractual provisions commonly appear
even in states that employ the legal fiction that the
child was never in the physical or legal custody of
the woman who gestated and birthed the child.
Thus, it may be fair to interpret commercial surro-
gacy contracts as facilitating the sale of a child, or
at least as providing payment for legal and physi-
cal transfer of a child.*

3 “Surrogacy Laws by State,” Legal Professional Group,
American Society for Reproductive Medicine, accessed
March 2, 2025, https://connect.asrm.org/lpg/resources/
surrogacy-by-state?ssopc=1.

4 United Nations General Assembly, “Report of the Spe-
cial Rapporteur on the Sale and Sexual Exploitation of
Children, Including Child Prostitution, Child Pornogra-
phy and Other Child Sexual Abuse Material,” January
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The Rights of Surrogate Mothers

There is often an ongoing power struggle between
the intending parents and surrogate mother, cen-
tered on the body, health care, and life of the sur-
rogate mother. For example, contracts may state
that the surrogate mother is expected to undergo
an abortion if chosen by the intended parents,
including a “reduction abortion” in a multiple
pregnancy or abortion if the unborn child is diag-
nosed with a disability. Sometimes these conflicts
lead to litigation.?

For example, in Cook v. Harding (2018), the
surrogacy agency matched a forty-seven-year-
old surrogate mother, Melissa Cook, with a fif-
ty-year-old single intending father. Three
embryos were transferred, leading to a triplet
pregnancy. Conflicts arose when the intending
father demanded a reduction abortion and Cook
refused. The intending parent’s attorney informed
Cook in writing that by refusing the abortion she
was in breach of the contract and liable for mon-
etary damages. Cook still refused the abortion
and went on to unsuccessfully litigate for paren-
tal rights, claiming that the intending father was
neglecting the children’s needs.®

Such intimidation tactics rest on shaky legal
grounds, as the surrogate mother has common
law and constitutional rights to refuse unwanted

15, 2018, https://docs.un.org/en/A/HRC/37/60; Smolin
and de Boer-Buquicchio, “Surrogacy”; David M. Smo-
lin, “Surrogacy as the Sale of Children: Applying Lessons
Learned from Adoption to the Regulation of the Surroga-
cy Industry’s Global Marketing of Children,” Pepperdine
Law Review 43, no. 2 (2016): 265-344, https://digital-
commons.pepperdine.edu/plr/vol43/iss2/2/.

5 Emma Cummings, “The [Un]enforceability of Abor-
tion and Selective Reduction in Surrogacy Agreements,”
Cumberland Law Review 49 (2018): 85-124, https://
heinonline.org/HOL/LandingPage?handle=hein.journals/
cumlr49&div=4&id=&page=; Courtney G. Joslin, “(Not)
Just Surrogacy,” California Law Review 109 (2021): 401,
444-49, https://papers.ssrn.com/sol3/papers.cfm?ab-
stract 1d=3561081; Hillary L. Berk, “The Legalization of
Emotion: Managing Risk by Managing Feelings in Con-
tracts for Surrogate Labor,” Law & Society Review 49, no.
1 (2015): 143-77, https://doi:10.1111/1asr.12125.

6 Cook v. Harding, 190 F. Supp. 921 (C.D. Cal. 2016), on
appeal No. 16-55968 (9th Cir. 2018).
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medical procedures, even after the overruling of
the constitutional abortion right.” Yet, intending
parents commonly use contracts and communi-
cations to attempt to control the lifestyle of the
surrogate mother, including not only obvious
restrictions on smoking, drinking, and drug use
but also specific dietary restrictions and restric-
tions on the surrogate mother’s sexual activ-
ity. There may also be power struggles regarding
the health care of the surrogate mother and the
details of the medical aspects of the surrogacy.
For example, intending parents may prefer the
transfer of multiple embryos into the surrogate
mother because it increases the odds of preg-
nancy ensuing in each cycle, with a backup plan
of reduction abortion for multiples, while surro-
gate mothers may object to the risks of transfer-
ring multiple embryos.®

In the Global South, frequently the surrogate
has virtually no control over her own life and
health-care decisions. She may live in a dormitory
with other surrogate mothers and have her daily
schedule, diet, access to her own children and
husband, and permission to leave the clinic con-
trolled by intermediaries. The huge economic and
social inequalities between intermediaries and
surrogate mothers and between wealthy intend-
ing parents and surrogate mothers often leave
surrogate mothers in the Global South with little
practical scope of autonomy. This scope of auton-
omy is even more restricted when intermediaries
take surrogate mothers across national boundar-
ies, removing them from their own countries.’

The Rights of Surrogate-Born Children

Surrogate-born children in the United States
lack even basic protections in many jurisdictions.
Intending parents are not subjected to criminal

7 Cruzan v. Director, Missouri Department of Health, 497
U.S. 261 (1990); Washington v. Glucksberg, 521 U.S. 702
(1997).

8 Cummings, “The [Un]enforceability”; Joslin, “(Not) Just
Surrogacy”; Berk, “The Legalization.”

9 Smolin and de Boer-Buquicchio, “Surrogacy”; United
Nations General Assembly, “Report of the Special Rap-
porteur.”
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conviction or child abuse screenings; courts do
not conduct suitability reviews and do not make
best interests of the child determinations. This
lack of protection is an intended consequence of
recently enacted surrogacy laws, based on an ide-
ology of a “right to procreate,” rather than an acci-
dent or oversight. Under such state laws, the trial
court must award exclusive and full parental rights
to the intending parents so long as the contract
was entered into prior to pregnancy, the surrogate
mother had independent counsel, and the finan-
cial arrangements and escrow procedures were in
place. The trial judge is not permitted to consider
matters relevant to suitability or best interests,
which are deemed irrelevant.” A child, in short, is
obtained with a credit card and a contract, and the
court has no power to protect the child from inap-
propriate placements.

Surrogate-born children in many jurisdictions
in the United States lack identity rights, meaning
that information about their genetic and gesta-
tional origins is not recorded and stored for their
access as adults. This is in contrast to develop-
ments in state adoption laws, which have increas-
ingly acknowledged that adult adoptees very com-
monly wish to obtain, at a minimum, information
about their origins information that is basic to
their identity. Thus, particularly regarding new
adoptions, truly closed adoptions are rare. The
legal fiction that adoptees have no relationship to
their genetic and gestational parents and relatives
has increasingly shifted into a recognition of the
necessarily complex identity of adopted persons,
even in the most loving and successful adoptive
homes. The failure of surrogacy systems of law
and practice to implement the lessons learned
from adoption is another indication of the way
that children are viewed as paid-for products of

10 Cal. Family Code §§ 7960-62 (2024); Uniform Par-
entage Act of 2017, Uniform Law Commission, accessed
March 2, 2025, Parentage Act: https://www.uniformlaws.
org/committees/community-home?CommunityKey=c4{3
7d2d-4d20-4be0-8256-22dd73af068f; David M. Smo-
lin, “The One Hundred Thousand Dollar Baby, ” Cumber-
land Law Review 49, no. 1 Cumberland Law Review 1
(20198):  1-54, https://works.bepress.com/david smo-
lin/20/download.
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surrogacy systems rather than as persons with
rights and interests of their own. Indeed, this
model of commercial surrogacy without suitabil-
ity reviews, best interest determinations, or iden-
tity rights has been proffered to the world as an
American model suitable for global export, with
unsurprising rejection and critique by many con-
cerned with children’s rights."

Surrogacy in the United States: Costs,
Clients, International Options, and
Legal Rights

The United States represents the high end of the
global surrogacy market. Intending parents from
around the world pay around $150,000 per sur-
rogacy arrangement.”” They often come to the
United States to evade restrictions on commer-
cial surrogacy in their own countries, intending to
bring the child after birth to their own country.”
The children of foreign intending parents born in
the United States acquire American citizenship,
which is one of the benefits justifying the high cost
of American surrogacy. Surrogacy agencies in the
United States intentionally advertise surrogacy to
intending parents from countries that restrict sur-
rogacy, offering facilitators who speak their lan-
guages and advertising the benefits of attaining
American citizenship.'* Foreign intending parents
may constitute half or more of the customers of par-
ticular American surrogacy agencies; the majority
of them come from China, Western Europe, and
Australia. Foreign intending parents constitute

11 American Bar Association, report and resolution 112B,
critiqued and quoted in United Nations General Assembly,
“Report of the Special Rapporteur,” para. 23, 26-27.

12 Smolin and de Boer-Buquicchio, ”Surrogacy,” 63 (doc-
umenting costs of $100,000 to $200,000).

13 United Nations General Assembly, “Report of the Spe-
cial Rapporteur,” para. 17.

14 “Become a Parent Through International Surrogacy in
the United States,” Circle Surrogacy, accessed March 2,
2025, https://www.circlesurrogacy.com/intended-parents/
who-we-help/international-parents (stating “Your child is
a U.S. citizen” as the first benefit for foreigners conduct-
ing surrogacy in the United States and indicating having
worked with intending parents from more than seven-
ty-three countries).
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about a third of surrogacies in the United States.”
Protections for children with foreign intending
parents are even more difficult to implement since
there can be no pre-surrogacy cooperative mecha-
nism with countries that prohibit commercial sur-
rogacy, and, even if there were a desire to access
information about intending parents, it would be
very difficult to verify. In effect, foreign intending
parents come to America to buy access to the bod-
ies of surrogate mothers and to create a child who
will be an American citizen and yet will likely leave
America immediately to be raised in the nation of
his or her intending parents.

Intermediaries profit the most from commer-
cial surrogacy. Of the approximately $150,000
cost of American surrogacies, $40,000 to $70,000
goes to the surrogate mother, and then there
are various costs for medical and legal services.
Intermediaries receive much less than surrogate
mothers per arrangement, but of course inter-
mediaries can arrange innumerable surrogacies
while surrogate mothers are necessarily limited
by time and biology. Hence, intermediaries ben-
efit the most financially from an industry that, in
the United States, likely receives more than $750
million per year, including both domestic and
international surrogacies. (Some make much
higher estimates, but those seem speculative.)

In order to avoid the high costs of American sur-
rogacy, some American intending parents go to
other countries for surrogacy. Eastern European
nations such as Ukraine and Russia have com-
prised the middle of the market, while a vari-
ety of Global South nations have constituted the
low-cost segments of the market. National poli-
cies on surrogacy change over time; for example,
Russia and India have, in recent years, enacted
rules purporting to end their roles in interna-
tional surrogacy. The global international surro-
gacy market thus is not stable but is constantly
subject to shutdowns and scandals. Most coun-
tries prohibit commercial surrogacy or lack laws

15 Alexandra Herweck, Carol DeSantis, Lisa M. Shandley,
Jennifer F. Kawwass, and Heather S. Hipp, “International
Gestational Surrogacy in the United States, 2014-2020,”
Fertility and Sterility 121, no. 4 (2024): 622-30, https://
pubmed.ncbi.nlm.nih.gov/38176517/.

on commercial surrogacy, and thus the num-
ber of nations that have officially sought roles as
international surrogacy hubs is limited and con-
stantly changing.'®

Surrogacy: Reproductive and Economic
Freedom or Moral Harm?

Anti-surrogacy viewpoints predominated across
left-right perspectives for some years, as evident
in the 1988 Baby M. case, in which the New Jersey
Supreme Court invalidated a commercial surro-
gacy contract. Commercial surrogacy was viewed
as exploitative of women and as commodifying (or
selling) children.” These concerns with exploit-
ing women and commodifying children have
increased relevance in today’s globalized commer-
cial surrogacy industry, where women are moved
across national boundaries to global surrogacy
hubs, as in the recent case in which a Chinese fer-
tility company moved Thai women to the nation
of Georgia for purposes of harvesting and sell-
ing eggs and surrogacy, with the children in effect
being sold to foreign intended parents. Three of
the women claimed they were held in a house
against their will, and a trafficking investigation
was opened.'®

The transition from traditional surrogacy
using artificial insemination, in which the sur-
rogate mother was genetically related to the
child, to gestational surrogacy using IVF, in
which the surrogate mother is genetically unre-
lated, provided a claimed rationale for a reas-
sessment toward a positive view of commercial
surrogacy, as exemplified by the 1993 Johnson v.
Calvert case from the California Supreme Court."
Nonetheless, the real change has been ideolog-
ical. Commercial surrogacy has been embraced

16 Smolin and de Boer-Buquicchio, “Surrogacy,” 60—65.

17 Matter of Baby M., 109 N.J. 396 (1988); Joslin, “Not
(Just) Surrogacy,”403.

18 Nino Tarkhnishvili, “Accusations of Egg-Harvesting
Rock Georgian Surrogacy Industry,” Radio Free Europe/
Radio Liberty, February 13, 2025, https://www.rferl.org/a/
georgia-surrogacy-surrogate-mothers-assisted-reproduc-
tion/33312337.html.

19 Johnson v. Calvert, 19 Cal. 2d 494, 851 P.2d 776 (1993).
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by some on the right as a form of economic free-
dom. These supporters use reasoning similar
to that of Elizabeth Landes and Richard Posner
in “The Economics of the Baby Shortage,” who
infamously argued for laws allowing the sale of
parental rights for adoption, a position defended
for decades by Judge Posner and others in the law
and economics movement.”’ Many on the left
have strongly supported commercial surrogacy
as a matter of reproductive freedom and equali-
ty.?! These ideological emphases on economic and
reproductive freedom and the shift to gestational
surrogacy do not provide convincing answers to
the intrinsic and practical critiques of commercial
surrogacy. Indeed, the emerging model of com-
mercial surrogacy typified by California law** and
by the Uniform Parentage Act of 2017 (enacted in
various forms into some state laws)* exacerbates
these problems by unleashing a large commercial

20 Elizabeth M. Landes and Richard A. Posner, “The Eco-
nomics of the Baby Shortage,” Journal of Legal Studies 7,
no. 2 (1978): 32348, https://www.journals.uchicago.edu/
doi/10.1086/467597; David M. Smolin, “The One Hun-
dred Thousand Dollar Baby (summarizing and critiquing
law and economics arguments applied to surrogacy).

21 John A. Robertson, Children of Choice (Princeton Uni-
versity Press, 1994); Smolin, One Hundred Thousand
Dollar Baby (summarizing and critiquing right to procre-
ate, reproductive freedom arguments applied to surroga-
cy).

22 Johnson, 19 Cal. 2d 494, 851 P.2d 776; Cal. Family
Code §§ 7960-62.

23 Uniform Law Commission, Map of Adoptions, Uni-
form Parentage Act of 2017, https://www.uniformlaws.
org/committees/community-home?CommunityKey=c4f{3
7d2d-4d20-4be0-8256-22dd73af068f.

surrogacy industry that has successfully insisted
on a form of contractual, for-profit surrogacy with
little regard for the interests and rights of children
and the rights and humanity of surrogate mothers.

Recommendations

Federal law should address the abusive prac-
tices of the commercial surrogacy industry in
targeting foreigners from countries that restrict
commercial surrogacy. The United States has
an interest in not allowing this industry to facil-
itate the evasion of the laws of other countries.
The United States has an interest in not allowing
American citizenship to be sold by American sur-
rogacy agencies. The United States has an inter-
est in not allowing surrogacies to be conducted
within its borders under circumstances where
it is virtually impossible to protect the chil-
dren since the foreign intending parents are not
screened and there are no criminal background
checks. Indeed, these children are American citi-
zens born to American-citizen surrogate mothers
but then are immediately taken by unscreened
foreign intending parents to other countries
beyond the protections of the United States. The
United States has an interest in not permitting
these children to become the paid-for products
of an almost billion-dollar industry.

David Smolin, JD is a professor of law at Cumberland School of Law and Director of The Center for Children, Law, and Ethics.
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This paper will briefly describe two novel tech-
niques used in conjunction with assisted repro-
ductive technologies like in vitro fertilization
(IVF). The first, preimplantation genetic test-
ing (PGT), has been commercially available for
several years and is now widely deployed in IVF
clinics to detect potential genetic diseases or
other anomalies in embryos created in the lab.
The second technique, in vitro gametogenesis
(IVG), is not yet available for use in humans but
likely will be in the next few years. As this paper
will explore, both of these techniques have the
potential for serious harm, including discrimina-
tory eugenics practices in the first case and a rad-
ical restructuring of familial ties and human lin-
eage in the second.

Preimplantation Genetic Testing

PGT is a technique used to test embryos cre-
ated in a lab via IVF for genetic diseases and
other genetic traits. During a typical IVF cycle,
in order to increase the chances of producing a
viable pregnancy, multiple human embryos—up
to six or eight—are produced in the lab. Prior to
implanting one or more of these embryos in the
woman’s uterus, the embryos can be genetically
tested. Techniques for doing this, which do intro-
duce some risks to the embryos, were originally
developed to screen for genetic diseases. Once
genetic anomalies are identified, only appar-
ently genetically healthy embryos are selected for
implantation and the opportunity to be brought
to birth. Those deemed genetically “unfit” are
typically destroyed.
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While this method of PGT is sometimes
described as a “treatment” for genetic diseases,
it is important to note that the method does not
actually treat an individual affected by a disease.
It merely identifies that individual and discards
him or her, denying that human being in its earli-
est stage of development the opportunity for con-
tinued existence. In short, PGT doesn’t treat or
heal maladies; it ultimately destroys the affected
embryo altogether.

It is also worth noting that while this technique
is often framed in terms of eliminating disease,
there are other common uses for PGT. It is fre-
quently employed, for example, for sex selection.
This practice is banned in most of the world but
not in the United States. Many intending parents,
especially those from cultures that tend to dis-
value female children, use PGT to ensure they do
not become pregnant with a girl. Thus this tech-
nique perpetuates discriminatory attitudes and
social practices regarding sex. Meanwhile, many
in the United States use PGT sex selection pre-
cisely because they prefer girls.!

As our knowledge of the complex relationships
between genes and biological traits advances, PGT
could be used not only to eliminate those with
diseases or disabilities but to select for “desirable”
traits—to produce bigger, faster, stronger, smarter,

1 “One study found that white parents having a first child
picked female embryos 70 percent of the time,” while
“parents of Indian and Chinese descent were more likely
to pick boys.” Cited by Emi Nietfeld, “The Parents Who
Want Daughters—and Daughters Only,” Slate, May 7,
2024.
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or more physically attractive children—or simply
children with a particular hair or eye color. Orchid,
for example, is a company that provides a “whole
genome embryo report” and advertises its service
with the tagline “Have healthy babies.” Another
U.S. company, Heliospect Genomics, offers ser-
vices that go beyond screening for genetic dis-
eases to predicting human behavior, including IQ
screening of embryos at a cost of $50,000—a prac-
tice that violates U.K. law but is legally permitted
in the United States.?

Some misguided ethicists even argue that PGT is
a more “responsible” way to produce children and
predict that within a few decades most people in
developed countries who can afford these services
will stop having sex for the purpose of reproduc-
tion.> While some celebrate this as a technologi-
cal advance, we should worry about the possibility
of creating a dystopian society in which children
are “manufactured” using industrial quality-con-
trol measures and only those deemed most “fit”
are permitted to survive.

PGT revives the dark specter of eugenics: the
use of medical technology to eliminate those
deemed genetically unfit because of disease, sex,
or other “undesirable” traits. While our new “lib-
eral eugenics” may not be top-down or govern-
ment-mandated—as with forced sterilization in
the United States and euthanasia of the “unfit” in
Germany during the twentieth century—the same
ugly attitudes are manifest in these new eugenic
practices. Consumer-driven eugenics is not nec-
essarily less discriminatory against women, men,
or those with disabilities than a coercive, govern-
ment-sponsored eugenics program.

In Vitro Gametogenesis

While it has not yet been perfected in humans, we
now have the capability in other mammals to pro-
duce gametes—either eggs or sperm—from adult

2 Hannah Devlin et al., “US Startup Charging Couples
to ‘Screen Embryos for 1Q,””” The Guardian, October 18,
2024, https://www.theguardian.com/science/2024/oct/18/
us-startup-charging-couples-to-screen-embryos-for-iq.

3 See, for example, Stanford law professor Henry T.
Greely’s book The End of Sex and the Future of Human
Reproduction (Harvard University Press, 2016).

stem cells such as skin cells using techniques of
genetic manipulation. The procedure, known as
in vitro gametogenesis, involves programming
stem cells to differentiate into gametes—sperm or
eggs. In 2018, the first human egg cells (though not
viable eggs usable for IVF) were created in a lab
using this method. In 2024, researchers at Oregon
Health Science University developed a more efhi-
cient technique in mice that avoids problematic
genetic alterations.* Many researchers are work-
ing on applying these IVG techniques to humans.

This procedure would allow many people who
are unable to have genetically related children to
do so, including, for example, women of advanced
maternal age or women unable to produce via-
ble eggs due to cancer treatment or other medi-
cal issues. Such promises make IVG attractive to
many prospective parents. More radically, how-
ever, because it may be possible to produce eggs
from male cells or sperm from female cells, IVG
would allow men (or women) in same-sex rela-
tionships to have children who are genetically
related to both fathers (or both mothers), one of
whom would supply an artificial egg and the other
the sperm. This would deny children the right to
have both a genetic father and mother and dra-
matically alter our culture’s notions of human lin-
eage, motherhood, and fatherhood.

As explained in the previous section on embry-
onic genetic testing, a typical IVF egg-har-
vesting cycle can produce at best only about
half a dozen eggs, thus limiting the number of
embryos that can be created and destroyed in a
laboratory. But because the IVG technique uses
skin or other easily obtainable cells rather than
an invasive procedure, it would permit an inex-
haustible supply of eggs, and thus would cre-
ate the potential to easily produce hundreds
of embryos in the lab. This technique would
amplify the potential for commercial eugen-
ics on a massive scale via “embryo farming,’
in which hundreds of embryos are tested and
only the genetically “strong” or “select” few are
allowed to survive.

4 Aleksei Mikhalchenko et al., “Induction of Somatic Cell
Haploidy by Premature Cell Division,” Science Advanc-
es 10, no. 10 (2024): 1-11.

ETHICS AND PUBLIC POLICY CENTER



IVG would likewise permit other frankly bizarre
scenarios, such as the unauthorized use of some-
one’s genetic material to produce offspring who
are genetically related to a person who did not
consent to have children. The hotel maid who
wants to have Brad Pitt’s children could merely
scrape some skin cells from his pillow and pay a
firm to turn these into sperm using IVG, then use
that sperm in an IVF procedure.

The deployment of IVG portends a radical
refashioning of family structures that could alter
the relationships between generations in ways that
we can scarcely imagine. Some IVG enthusiasts,
for example, celebrate the potential for “multi-
plex parenting.” Suppose four individuals wanted
to have a child who was genetically related to all
four of them. They could pair up and use IVF to
create two embryos in the lab—one related to one
pair and the other to another pair in the foursome.
Next embryonic stem cells could be extracted from
each of those embryos, and through IVG another
set of sperm and eggs could be created from those
embryos. Those two embryos could be discarded,
and the gametes derived from them would be
used to create a third embryo, which would then
be brought to birth.

All four members of the group would be genet-
ically related to the child; technically, they would
be genetic grandparents, not parents. The genetic
parents would actually be two embryos that were

5 César Palacios-Gonzalez, John Harris, and Giuseppe
Testa, “Multiplex Parenting: IVG and the Generations
to Come,” Journal of Medical Ethics 40 (2014): 752-58,
https://jme.bmj.com/content/40/11/752.

created and destroyed in the lab. In fact, this cycle
of embryonic stem cells to gametes to embryos to
embryonic stem cells and so forth could be theo-
retically repeated as many times as one wanted in
a lab—ultimately producing a child with no living
genetic relatives, a child whose parents, grandpar-
ents, great-grandparents, etc., were all embryos
created and destroyed in a lab. The generations
would be “compressed” in space and time, and
the resultant living human being would be with-
out a meaningful family history or genetic lineage
of people who had actually lived full human lives.

Those who are ready to embrace this brave new
world of human reproduction seem incapable of
thinking deeply about the seriously harmful likely
effects on children, on the relationship between
generations, on family structure, and on an indi-
vidual’s genetic identity. If such a dystopian sce-
nario becomes our reality, we will have turned
procreation into a manufacturing process, instru-
mentalizing human life and discarding—on a
massive scale—human lives deemed unfit to exist.

These “Wild West” domains of human repro-
duction are subject to virtually no regulation at
the federal or state level and have been subjected
to almost no public discussion or democratic
debate. Thoughtful regulatory action is now nec-
essary since these techniques are already available
(in the case of PGT) or will soon be available (in
the case of IVG) for use on human beings.

Aaron Kheriaty MD, is a fellow at the Ethics and Public Policy Center and

director of the Bioethics and American Democracy Program
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One of the most serious ethical concerns with
in vitro fertilization (IVF) is that for every
child born with the help of IVF there are typi-
cally many other children—the “spare” embryos
produced by the IVF process—who are kept in
cryostorage and consigned to an uncertain fate.
Most of these human beings will remain frozen
indefinitely until their parents eventually stop
paying the storage fees and they are allowed
to die. Although the lack of reporting require-
ments makes it difficult to get accurate numbers,
experts estimate that there are roughly five mil-
lion frozen embryonic children (some put the
number as high as ten million) in the United
States alone.!

Biologically, there is no doubt that these are
genuine human beings, just like you and me
at that early stage of life. All that they need
to continue their lives and grow to maturity—
allowing their unique human potential to
unfold—is an adequate environment that pro-
vides them with oxygen, nutrition, and pro-
tection, and at this stage of life the only envi-
ronment that can provide them with those
basic needs is a woman’s womb.

1 Jessica Hamzelou, “Inside the Strange Limbo Fac-
ing Millions of IVF Embryos,” MIT Technology Re-
view, January 13, 2025, https://www.technologyreview.
com/2025/01/13/1109922/inside-the-strange-limbo-fac-
ing-ivf-embryos/.
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Why Embryo Adoption?

For all who recognize the profound, equal, and
intrinsic dignity of every human being, the fate
of these tiniest and most vulnerable of human
lives is a tragedy that calls for a humane and com-
passionate response. That response is embryo
adoption. In other words, when the parents of
frozen embryos are unable or don’t want to ges-
tate and raise them, we should treat these embry-
onic orphans just like other orphaned children
and facilitate their adoption into a loving fam-
ily.? (We should also enact sensible regulations
that prevent IVF clinics from routinely creating
“spare” embryos in the first place, as Germany
and Italy have done.” These countries have also

2 Nothing that I say here should be taken as a condemna-
tion of the embryos’ parents, who are typically just taking
their doctors’ advice and following the standard IVF pro-
tocols, without even being given the option to limit the
number of embryos that they attempt to produce. Further,
most couples struggling with infertility are also unaware
of alternatives to [VF—such as NaProTechnology and
other forms of restorative reproductive medicine—that,
unlike IVF, actually identify and treat the underlying
causes of infertility. These alternatives are not only more
successful and less costly than IVF but also involve sig-
nificantly fewer health risks to mother and child and are
free from the many ethical concerns surrounding IVF.

3 Legal Treatment of Embryos Created Through IVF (Law
Library of Congress, March 2024), https://tile.loc.gov/stor-
age-services/service/ll/11glrd/2024555202/2024555202.
pdf.
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passed regulations that make it illegal to create
embryos for the purpose of selling them to pro-
spective parents—a practice that unfortunately
already occurs here in the United States.*)

How Does Embryo Adoption Work?

There are several agencies that facilitate embryo
adoption, but the only fully licensed adoption
agency that does embryo adoption is Nightlight
Christian Adoptions, which has an embryo adop-
tion program called Snowflakes.>*

Like other adoption agencies, Snowflakes
requires that prospective adoptive parents
complete a home study with a licensed adop-
tion agency and facilitates “matching” between
the embryos’ current legal parents and the pro-
spective adoptive parents. This is similar to the
matching process that occurs between birth
mothers and prospective adoptive parents in
infant adoption.

In other words, parents who want to place
their embryos for adoption would contact
Snowflakes (or another agency) and submit
a family profile, including relevant medical
history and information about the embryos.
Prospective adoptive parents likewise prepare
a family profile and also indicate to Snowflakes

4 The California Conceptions Donor Embryo Program
buys eggs and sperm from “donors” and then uses them
to make embryos for prospective parents, who pay a
handsome fee for this service. Although a sponsored link
to this program is the first thing that appears in response
to a Google search for “embryo adoption agencies,” this
program is the antithesis of embryo adoption. The pur-
pose of embryo adoption is to welcome existing embryos
into a loving family that will gestate and raise them, but
programs like this one actually create new embryos for
prospective parents.

5 “Building Families Together,” Snowflakes Embryo
Adoption Program, accessed March 2, 2025, https://night-
light.org/snowflakes-embryo-adoption-donation/.

6 Other agencies, such as the National Embryo Donation
Center and Embryos Alive, try to mimic adoption best
practices to some extent but are not licensed adoption
agencies. There are also embryo donation programs run
by some fertility clinics, which typically involve anony-
mous embryo donation and more generally do not follow
the best practices of adoption.
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what their preferences are regarding things like
racial background and the number of embryos
they would like to adopt (Snowflakes tries
to keep siblings together, asking prospective
adoptive parents to adopt all of the remaining
embryos from a particular set of parents).

Once a match has been agreed upon by both
parties, an adoption contract is signed, offi-
cially transferring ownership of the embryos
to the adoptive parents. Unlike the adoption
of already born children, the embryos are
legally treated as property rather than as per-
sons. For this reason, the embryo adoption
contract is a property transfer contract. Finally,
the embryos are shipped to a participating fer-
tility clinic, where the embryos will be trans-
ferred one or two at a time into the uterus of
the adoptive mother in the hopes of achieving
a successful pregnancy.

Embryo Adoption Success Rate and
Best Medical Practices

Sadly, although clinics do their best to ensure that
the conditions in the adoptive mother’s uterus are
favorable (often by giving the woman estrogen to
build up her uterine lining and then giving pro-
gesterone both before and after the embryo trans-
fer to facilitate implantation), the embryos do not
always implant for various reasons (sometimes
simply because they are not healthy enough). But
the implantation rates following the transfer of
previously frozen adopted embryos are no worse,
on average, than implantation rates in IVF more
generally: Roughly one-third of embryo transfers
result in implantation, and roughly one-fourth
result in live birth. The process does, therefore,
involve some risk both to the child and to the
adoptive mother, especially if miscarriage occurs
after implantation. But the embryo transfer pro-
tocol itself has minimal risks to the adoptive
mother, and for the embryo the risks are clearly
outweighed by the prospective benefits, given
that the alternative is indefinite cryostorage and
eventually death.

Just like other forms of adoption, embryo
adoption sometimes results in heartache and
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disappointed hopes, but it also involves many
joys, including allowing the adoptive mother to
gestate and breastfeed her adoptive child and
thus begin the bonding process even earlier
than in traditional postnatal adoption , as well
as enabling the adoptive parents to ensure that
the child is well cared for during pregnancy
(something that is usually far from guaranteed
in infant adoption) and saving the child from
having to suffer the “primal wound” of separa-
tion from the birth mother.” Ultimately, it is the
only humane and compassionate way to deal
with these millions of children whose lives are
currently in limbo and whose only prospect for
survival is to be adopted by loving parents will-
ing to gestate and raise them.

What can legislators do to help? Apart from
passing sensible IVF regulations to prevent
additional human beings from being created
only to be consigned to indefinite cryostorage,
legislators can help the millions of embryonic
human beings who already exist by promoting
and facilitating the practice of embryo adop-
tion. Here are two concrete suggestions: First,
just as the government facilitates postnatal
adoption through measures like tax credits for
adoption-related expenses, the same should be

7 Nancy Newton Verrier, The Primal Wound (Gateway
Press, 1993).

done for embryo adoption. Currently, because
embryo adoption is not legally treated as an
adoption, couples who pursue embryo adop-
tion do not qualify for adoption tax credits,
making the costs of embryo adoption—which
include both agency fees and the costs of the
embryo transfers, neither of which is usually
covered by insurance—prohibitive for some
people. Changing the legal definition of adop-
tion to include embryo adoption or changing
the tax rules to allow embryo adoption to count
for the adoption tax credit is one important step
that legislators should take to promote the com-
passionate and life-saving practice of embryo
adoption. Second, legislators should place
legal limits on the number of years that parents
can keep embryos in cryostorage without any
attempt or other sign of genuine intent to try to
gestate them. After that time limit has passed,
the embryos should be declared abandoned and
they should be made available for adoption.
Although such measures will not resolve
the problem posed by these millions of frozen
embryos, they are crucial steps toward building a
society in which even the smallest and most vul-
nerable of our fellow human beings are treated
with the dignity and respect that they deserve.

Melissa Moschella, PhD is a professor of philosophy at Notre Dame’s McGrath Institute for Church Life
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