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ABSTRACT  

Research question    

What are the reproductive and obstetric outcomes of the gestational surrogacy treatment 

in the Netherlands?  

Design  

This retrospective cohort study reports all data of gestational surrogacy treatment in the 

VU University Medical Centre over a period of 10 years. Data was collected from 60 

intended parents and 63 gestational carriers, including reproductive and obstetric 

outcomes.  

Results 

All intended mothers had a medical indication for gestational surrogacy and used 

autologous oocytes, and semen of the intended father. Ninety-three IVF cycles were 

initiated in 60 intended mothers, with subsequent 184 single embryo transfers in 63 

gestational carriers. This resulted in 35 ongoing singleton pregnancies. At least one live 

birth was achieved for 55.0% of intended couples. Pregnancy was complicated in 20.6% 

by a hypertensive disorder. Labour was induced in 52.9%, and the Caesarean section rate 

was 8.8%. None of the pregnancies was complicated by preterm birth. Post-partum 

haemorrhage (>500 ml) occurred in 23.5%. 

Conclusions  

This study shows the effective results of the non-commercial gestational surrogacy 

programme in the Netherlands, in a multidisciplinary team setting. An increased risk for 

adverse obstetric outcomes in surrogate mothers is noted for hypertensive disorders and 

post-partum haemorrhage compared with the incidence in non-surrogacy pregnancies. 

 

 

KEY MESSAGE 

This retrospective cohort study shows an effective non-commercial gestational surrogacy 

program in the Netherlands. Gestational carriers show an increased risk for adverse 

obstetric outcomes, including hypertensive disorders and post-partum hemorrhage. This 

requires extensive counselling during intake and careful perinatal monitoring by obstetric 

caregivers. 

  



INTRODUCTION  

Surrogacy in combination with in vitro fertilization (IVF) is a treatment first reported in the 

USA in 1985.1 Oocytes are retrieved from the intended mother after ovarian stimulation 

and are fertilized in vitro with semen of the intended father. The resulting embryo is 

transferred into the uterus of the gestational carrier. This treatment enables couples to 

have their own genetic offspring when a woman is not able to carry a pregnancy due to 

absence or non-functioning of the uterus. 

Gestational surrogacy treatment is controversial. It is not allowed by law in a number of 

countries in Europe.2 In the USA, Australia, Canada and Finland it is practised 

substantially.3-6 In the Netherlands it has been allowed since 1997. The law changed from 

a complete prohibition of surrogacy, to allowing surrogacy while prohibiting mediation 

between intended parents and surrogate mothers. The first results in the Netherlands 

(between 1997 and 2004) showed that non-commercial gestational surrogacy is feasible, 

with good results in terms of pregnancy outcome and psychological outcome in the absence 

of legal problems.7 Since 2006 the VU University Medical Centre in Amsterdam has been 

the only hospital in the Netherlands performing IVF treatment in gestational surrogacy.  

In recent literature, perinatal outcomes have been well documented.8 However, there are 

few data on obstetric outcomes after surrogacy pregnancies. This report summarizes the 

legal and ethical aspects concerning this treatment in the Netherlands. Moreover, all data 

will be presented from our gestational surrogacy programme in a tertiary centre over a 10-

year period, including pregnancy outcomes and maternal complications. 

 

PATIENTS AND METHODS 

This retrospective cohort study reports all data of gestational surrogacy treatment in the 

VU University Medical Centre between October 2006 and March 2017. In this period, 60 

couples attempted one or more IVF surrogacy cycles, with 63 gestational carriers. The data 

on the IVF treatment and resulting pregnancies were derived from medical records, of both 

the intended parents and the gestational carriers. In case of an ongoing pregnancy the 

obstetric caregiver was contacted, after consent of the patient, to retrieve the detailed 

information about pregnancy and labour, including maternal and neonatal complications. 

This study has been formally exempted from ethical approval granted by the Institutional 

Review Board of the VU University Medical Centre (reference 2017.288, dated 16 June 

2017). 

 



Intake procedure  

Various medical conditions indicate the need for a gestational carrier and are as such 

described in the Dutch guideline on surrogacy (NVOG guideline no 18, Jan 1999): (i) 

congenital or acquired (post-hysterectomy) absence of the uterus; (ii) a serious medical 

condition that contra-indicates for a pregnancy; (iii) a non-functioning uterus (e.g. 

untreatable Asherman syndrome). To evaluate whether the intended parents are suitable 

for a gestational surrogacy treatment, the indication and the medical history is in our center 

verified by a specialized gynecologist (RS), and if necessary by a multidisciplinary team of 

obstetric experts and other specialists. Due to the regulations in the Netherlands, the 

intended parents are themselves responsible to find a suitable gestational carrier. A 

detailed history and physical examination, including a pelvic ultrasound, are performed in 

both the intended mother and the gestational carrier. A semen analysis of the intended 

father is performed. The intended parents and the gestational carrier (and possible partner) 

are screened for transmissible diseases, such as HIV, hepatitis B virus, hepatitis C virus 

and syphilis. See Table 1 for inclusion criteria for intended parents and gestational carriers. 

 

 

 

 

Table 1. Inclusion criteria for accepting gestational surrogacy treatment 

Intended parents - Medical indication for gestational surrogacy 

- Intended mother ≤40 years  

- Expected sufficient supply of oocytes and semen 

- Good biopsychosocial health  

- Successful recruitment of surrogate mother (no commercial surrogacy 

allowed) 

- Meet legal requirements 

Gestational carrier - One or more uncomplicated term pregnancies and vaginal deliveries 

(exclusion criteria are e.g. hypertensive disease, post-partum 

haemorrhage >2 l, previous Caesarean section) 

- Good biopsychosocial health (exclusion criteria: high risk of obstetric 

complications) 

- Age 25-45 years 

- Meet legal requirements 



Psychological counselling 

After medical acceptance, psychological screening is started. A specially trained team of 

psychologists (JLS, IPP) evaluate the motivation for gestational surrogacy and the 

psychological well-being. Parents and gestational carrier are seen separately by the 

psychologist and in a joint session with all parties. If the gestational carrier has a partner, 

explicit approval is necessary in the process and he/she will be included in the psychological 

counselling. Part of the work-up is psycho-education concerning expectations about the 

procedures and possible pregnancy. After completion of the psychological screening, an 

extensive consent form is signed addressing mutual commitments of intended parents and 

surrogate parents, including for example arrangements about the voluntary character of 

the treatment, pregnancy care and responsibility of care for the child. However, the legal 

value of this form is limited, the aim is to obtain a clear mutual agreement. Continuation 

of the procedure is followed only after approval by the gestational surrogacy team. 

Legal and financial aspects 

The earlier mentioned informed consent also addresses the financial aspects. Costs 

resulting from the surrogacy procedure and/or pregnancy must be covered by the intended 

parents. Medical insurance usually reimburses three IVF cycles and the medical costs of 

pregnancy and labour. It is obligatory to obtain life insurance for the gestational carrier 

during the pregnancy, and it is advised to draft a will concerning the custody of the child 

should the intended parents pass away. For legal parenthood the intended parents have to 

follow a formal adoption procedure after birth. Dutch law assigns the woman who gives 

birth to a baby as the mother (mater semper certa est). For permission to have the 

responsibility to take care of the child immediately after birth, individual permission is 

required from the Dutch Child Care and Protection Board (in Dutch: Raad voor de 

Kinderbescherming).  

 

Ovarian stimulation and IVF treatment  

Cycle synchronization between gestational carrier and intended mother is achieved using 

oral contraceptives. For the IVF procedure in the intended mother, a standard GnRH 

agonist protocol is used. Ovarian stimulation is performed with recombinant FSH  

(Gonal-F®; Merck, Germany or Puregon®; MSD, USA). Ovulation trigger is achieved with 

10,000 IU of human chorionic gonadotropin (HCG; Pregnyl®; Organon, The Netherlands) 

or 6,500 IU recombinant chorionic gonadotropin (Ovitrelle®; Merck, Germany). Oocyte 

retrieval is performed 36 h after administration of HCG, under conscious sedation. In case 

of successful synchronization during the stimulation phase, a fresh single embryo transfer 

(SET) is performed and good quality supernumerary embryos are cryopreserved. In case 



of failed synchronization, primary cryopreservation of all good quality embryos is 

performed.9 Embryo transfer is carried out 3-5 days after oocyte retrieval. The frozen 

thawed (cryo) cycles are preferably performed in a natural cycle.10 

 

Analysis  

The data are presented with use of different outcomes: spontaneous miscarriage was 

defined as the absence of a gestational sac (by ultrasound) after previous detection of a 

clinical pregnancy; ongoing pregnancy was defined as pregnancy >12 weeks of gestation; 

implantation rate was defined as the number of pregnancies per transfer, and as the 

number of pregnancies per transfer per patient. The study compared the treatment factors 

and outcomes between the indication groups (described in ’Intake procedure’), because 

the underlying reason for gestational surrogacy is very diverse in these three groups. One 

aim was to study if this results in different outcomes, which would be interesting for 

research purposes and also useful for correct patient counselling. The data were analyzed 

in SPSS® version 22.0 (IBM Corp., USA). Chi-squared, one-way ANOVA or non-parametric 

Kruskal-Wallis tests were performed where appropriate. P <0.05 was considered as 

evidence of significant group difference.  

 

 

 

 

 

 

Figure 1. Relationship 

between surrogate mother and 

intended mother. 

 

 

 

 

RESULTS    



The gestational surrogacy treatment of 60 intended parents and 63 gestational carriers 

was reviewed. Three intended mothers had more than one gestational carrier. The mean 

age of the intended mothers was 33.5 years (range 24-39) and the mean age of the 

gestational carriers was 35.3 years (range 27–44). The relationships of the intended 

mothers with the gestational carriers are shown in Figure 1. In 31.7% of the cases there 

was a genetic relation between the women. The medical indications are shown in Table 2. 

The various maternal medical conditions posing a contraindication for pregnancy were: 

Alport syndrome (hereditary nephritis), B-cell lymphoma in the kidney with renal 

transplantation, chronic heart failure (NYHA class 2), congenital malformation of urogenital 

system with renal failure, cystic fibrosis with lung transplantation, haemolytic uremic 

syndrome with renal failure (n = 2), paroxysmal nocturnal hemoglobinuria (n = 2), and 

systemic lupus erythematosus with antiphospholipid syndrome.  

 

 

In total, 93 IVF stimulation cycles were initiated. Five of the intended mothers had already 

undergone an IVF stimulation followed by embryo cryopreservation prior to the start of the 

surrogacy procedure: one patient with cancer and four patients in whom, during infertility 

treatment, an indication for gestational surrogacy emerged. A cycle was defined as one 

stimulation cycle with fresh transfer and/or any subsequent frozen-thawed embryo 

transfers from the same cycle. Six cycles were cancelled, four because of poor response, 

Table 2. Indication categories for gestational surrogacy    

           Number Percentage 

Indication 1: Absence of the uterus 36 60.0% 

Acquired: obstetric complication 8  

Acquired: oncological disease 9  

Acquired: benign gynecological disease 5  

Congenital: Mayer-Rokitansky-Küster (MRK) syndrome 14  

Indication 2: Maternal medical condition  10 16.7% 

Indication 3: Non-functioning uterus  14 23.3% 

Endometrium failure 4  

Uterus myomatosus 4   

Uterus anomaly 4  

Other 2  

Total  60 100 



one because of premature ovulation during stimulation and one because of failed cycle 

synchronization between the intended mother and gestational carrier. Seventy-four 

transvaginal and 13 transabdominal oocyte retrievals in 59 intended mothers were 

performed. An average of 10.5 oocytes (range 0-30) were collected. In one case no oocytes 

were obtained. Ovarian hyperstimulation occurred in 2.2% of the cycles: both were 

classified as mild due to the absence of laboratory findings and hospitalization was not 

required. In 76 treatments, fertilization was achieved by IVF, in 10 treatments fertilization 

was achieved by ICSI. In 41 stimulation cycles a fresh embryo transfer in the gestational 

carrier was performed, and in 42 cycles the embryos were primarily cryopreserved. In 

three cases there were no embryos suitable for transfer. A total of 142 cryopreserved SET 

were performed (95.8% in natural cycle, 4.2% with hormone substitution therapy). One 

intended couple transported the cryopreserved embryos formed after IVF treatment to 

another country, for use in commercial surrogacy. In this case after double-embryo 

transfer an ongoing singleton pregnancy followed. In total, 184 embryo transfers were 

performed in 61 gestational carriers.  

  

 

 

 

 

In 60 patients, 93 initiated IVF/ICSI cycles yielded 52 pregnancies; see Table 3 (results 

per cycle) and Table 4 (results per couple). The mean implantation rate per patient was 

40.1%. The ongoing pregnancy rate (OPR) per intended couple was 56.7% (for a first 

Table 3. Pregnancy results of gestational surrogacy treatment, per initiated cycle               

(n = 93 cycles) 

 Number  Percentage 

Live births 34  36.6% 

Pregnancies 52 55.9% 

- Ongoing pregnancies >12 weeks 35a 37.6% 

- Spontaneous abortions 5 5.4% 

- Biochemical pregnancies 12 12.9% 

a One pregnancy was terminated at a gestational age of 22 weeks. 



child). One couple had two ongoing pregnancies. In Table 5 the results categorized per 

indication are shown. Comparing the chance of an ongoing pregnancy in women with an 

absence of uterus versus women with a medical contra-indication for a pregnancy shows 

an odds ratio of 3.00 (confidence interval (CI) 95% 0.71–12.69). Comparing women with 

an absence of uterus versus a non-functioning uterus shows an odds ratio of 2.67 (CI 95% 

0.75–9.45). In a subgroup of women with a congenital absence of the uterus (all women 

with Mayer-Rokitansky-Küster (MRK) syndrome): 78.6% reached an ongoing pregnancy. 

Comparing the chance of an ongoing pregnancy (per couple) in women with MRK syndrome 

versus all other women in our cohort shows an odds ratio of 3.67 (CI 95% 0.90–14.89). 

From the 52 pregnancies, 35 were ongoing pregnancies >12 weeks gestation. One 

pregnancy was terminated at a gestational age of 22 weeks, due to the presence of Down’s 

syndrome combined with a severe cardiac anomaly.  

 

 

 

Thirty-four singleton pregnancies were reported with a gestational age of >24 weeks. 

These pregnancies all resulted in a live birth, see Table 6. Hypertensive disorders occurred 

in 20.6% of the gestational carriers (n = 7), in three of these cases there was a genetic 

relation with the intended mother (all sisters). In 91.2% a spontaneous vaginal birth 

occurred. The Caesarean section rate (CSR) was 8.8%, in two cases a Caesarean section 

was performed because of a transverse position of the fetus and in one case because of a 

failed (elective) induction. In 23.5% of the pregnancies blood loss of >500 ml was reported, 

including three cases of post-partum haemorrhage (PPH) >1 l. One patient needed surgery 

and a blood transfusion after a total blood loss of 4 l, due to retention of placental tissue. 

In one case blood loss of >500 ml was reported directly post-partum, and due to heavy 

Table 4. Pregnancy results of gestational surrogacy treatment, per couple                             

(n = 60 couples) 

 Number Percentage 

Couples with live birth  33 a  55% 

Couples with pregnancy 40 66.7% 

- Couples with ongoing pregnancy >12 weeks 34 b 56.7% 

- Couples with only spontaneous abortion 2 3.3% 

- Couples with only biochemical pregnancy 4 6.7% 

a One couple had two ongoing pregnancies, both resulting in a live birth. 
b One pregnancy was terminated at a gestational age of 22 weeks. 



blood loss on day 10 and 25 post-partum, repeated readmission was necessary, for 

dilatation and curettage (late PPH).  

There were no cases of preterm birth. The mean gestational age was 39.2 weeks. The 

mean birth weight was 3591 gram (range 2465–4550). No congenital malformations were 

reported in the live born babies. Labour was induced in 52.9% of the pregnancies (without 

any preterm induction of labour). In nine cases the reasons for induction were elective; in 

six cases labour was induced due to a hypertensive disorder; in two cases induction was 

due to fetal macrosomia; and in one case induction was due to hydronephrosis. 

 

 

Table 5. Results of gestational surrogacy in the three indication groups 

 Indication 1: 

Absence of the 

uterus (n = 36) 

Total 48 cycles, 1.3 

cycle per patient 

(range 1-3 

Indication 2: 

Maternal medical 

condition (n = 10) 

Total 17 cycles, 1.7 

cycle per patient 

(range 1-3) 

Indication 3: A 

non-functioning 

uterus (n = 14) 

Total 28 cycles, 

2.0 cycle per 

patient (range 1-4) 

Age (years) intended 

mother a, b 

32.8 (3.3) 32.9 (2.4) 35.6 (1.9) 

Age (years) gestational 

carrier a 

35.5 (4.6) 33.6 (4.3) 35.9 (4.4) 

No. of oocytes retrieved 

per cycle c 

10.5 (7.3) 8.8 (6.8) 9.1 (8.3) 

No. of embryo transfers  

- per initiated cycle a 

- per patient a 

95  

1.9 (1.6-2.3) 

2.6 (2.0-3.2) 

29 

1.7 (1.1-2.4) 

2.9 (1.5-4.3) 

60  

2.1 (1.5-2.8) 

4.3 (2.1-6.4) 

No. of implantations  

- IRd per transfer a % 

- IRe per patient a % 

32  

34 (24–43) 

44 (31-57) 

9 

31 (13-49) 

38 (9-67 

11  

18 (8–28) 

31 (11-52) 

No. of ongoing 

pregnancies  

- OPR per couple f (%) 

24  

66.7% 

4  

40.0% 

6  

42.9% 

Data are presented as mean (SD) or mean (95% confidence interval). IR = implantation rate; 

OPR = ongoing pregnancy rate. a One-way ANOVA test.  b P = 0.011. c Kruskal-Wallis test.          
d Calculated as the number of pregnancies divided by the number of embryos transferred, 

multiplied by 100. e Calculated as the number of pregnancies per patient, divided by the 

number of transferred embryos per patient, multiplied by 100. f Pearson chi-squared test. 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

DISCUSSION  

The reported live-birth rate (LBR) per initiated cycle of 36.6% is comparable with other 

recent reports on gestational surrogacy performed in Canada (34.8%) and the USA 

(34.0%).3,11 Earlier results of gestational surrogacy treatment in the Netherlands (between 

1997 and 2004) show a LBR per couple with an initiated IVF cycle, of 44.8%.7 The LBR (for 

a first child) per intended couple in the current report cohort was 55.0%. When comparing 

the gestational surrogacy results (OPR per cycle 37.6%) with non-surrogacy IVF 

treatments in our centre (OPR of 39.8%, unpublished results of 2010-2015) it can be 

concluded that the gestational surrogacy program is successful. Moreover, in this study 

cohort of 60 intended parents there are couples that still have cryopreserved embryos 

available for transfers and couples who will start fresh cycles, so the pregnancy rate can 

only increase. 

When focusing only on the women with an absence of the uterus, the OPR per couple is 

66.7%. Especially women with MRK syndrome have a high chance on a successful 

treatment, with an OPR per couple of 78.6%. This is in line with a recent review on 

gestational surrogacy in MRK patients, showing LBR per patient of 56.8%.12 It can be 

Table 6. Pregnancy complications in 34 ongoing pregnancies 

>24 weeks gestation 

 n (%)  

Obstetric complications  

Multiple pregnancies 

Hypertensive disorders 

 - PIH  

 - PE 

 - HELLP  

 

0  

7 (20.6) 

5 (14.7) 

1 (2.9) 

1 (2.9) 

Labour  

Caesarean section 

Mild PPH > 500mL  

Early PPH > 1L 

Late PPH >1L 

 

3 (8.8) 

5 (14.7) 

3 (8.8) 

1 (2.9) 

Fetal complications 

Prematurity 

LBW <2500 gram 

Macrosomia 

Shoulder dystocia 

 

0 

1 (2.9) 

3 (8.8) 

1 (2.9) 

PIH = pregnancy induced hypertension (blood pressure ≥140 mmHg 

(systolic) and/or ≥90 mmHg (diastolic)); PE = pre-eclampsia 

(hypertension + proteinuria); HELLP = haemolysis, elevated liver 

enzymes and low platelets; PPH = post-partum haemorrhage; LBW 

= low birth weight.  



concluded that in a large proportion of the women with MRK syndrome the oocyte quality 

is good and oocyte retrieval is feasible. Gestational surrogacy is a good reproductive option 

for this patient population. Furthermore, the women with an acquired absence of the uterus 

also show good IVF results, in contrast to the belief that blood flow to the ovaries is 

compromised after hysterectomy resulting in a lower ovarian reserve.13  

After 93 initiated IVF/ICSI cycles, in 83 cycles embryos suitable for transfer were obtained. 

However, in 51% no fresh embryo could be transferred and the embryos were primarily 

cryopreserved. It turned out to be challenging to synchronize the cycle of two women 

following the use of oral contraceptives. Possibly, the preparation of the gestational carrier 

for the embryo transfer with the use of hormone substitution therapy (oestradiol and 

progesterone) can increase the fresh embryo transfer rate, but it also means the 

administration of hormones to the gestational carrier, while the starting point of this 

protocol was to administer the gestational carrier no more hormones than absolutely 

necessary.  

In the ESHRE taskforce it has been recommended since 2005 to perform SET in gestational 

surrogacy.14 However, this is still often not the case, for example in a surrogacy programme 

in the USA in which 78.5% of the embryo transfers comprised two or more embryos.4 In 

the IVF surrogacy programme in the Netherlands, only SET was performed. This 

programme is designed to have the lowest risk for the gestational carriers. This is also in 

accordance with Dutch regulations, in which SET is mandatory. There were no twin 

pregnancies. This likely contributed to the absence of preterm birth (0%) and low incidence 

of low birth weight (2.9%). Still, the incidence of hypertensive disorders in our study was 

20.6%, a higher rate than previously reported (incidence between 4.3 – 10%).15 This 

incidence is also considerably higher than that in assisted reproductive technology 

pregnancies without the use of a surrogate, where an incidence of 10% for pregnancy 

induced hypertension and 5% for pre-eclampsia is reported.16 However, rates of 

hypertensive disorders in oocyte donation pregnancies are even higher (16-40%).17 This 

supports the idea of a connection between nulliparity and hypertensive disorders. In the 

placenta of oocyte donor pregnancies, histological and immunohistochemical reactions 

have been described, which could represent a host-versus-graft-rejection-like 

phenomenon.18 For gestational carriers in a surrogacy procedure, it has been speculated 

that “a healthy carrier with a normal reproductive background might somehow compensate 

for atypical immunological reactions related to a foreign embryo”.15 Moreover, it has been 

reported that the incidence of a hypertensive disorder is higher if a oocyte donor is 

genetically unrelated to the recipient (20% versus 8%).17  

The CSR in the cohort of this study is higher than in low-risk multipara patients in the 

Netherlands (8.8% versus 1%).19 However, in other countries a CSR of 21.3–70% is 



reported for gestational surrogacy pregnancies.3,5,20 This difference could be explained by 

the low rate (0%) of multiple pregnancies in this study cohort, the absence of preterm pre-

eclampsia, or is possibly partly due to normal topographic variation in CSR. In other cohorts 

no details are supplied about reasons for Caesarean section. We advocate that an elective 

Caesarean section should not be offered routinely for gestational surrogacy pregnancies. 

Besides, a Caesarean section also results in the impossibility of being a gestational carrier 

again.  

The incidence of PPH is often not reported in literature about gestational surrogacy. Oocyte 

donation pregnancies are reported to be associated with PPH, with an incidence between 

0–17.3%.21-24 In the cohort from this study, PPH (>1000 ml blood loss) occurred in 8.8% 

of the cases. Furthermore, 23.5% of the deliveries had a total blood loss of more than 500 

ml (mild PPH). Compared with an incidence of PPH (>1000 ml) of 3% in low-risk multipara 

women19 it can be cautiously suggested that the risk of PPH is increased after gestational 

surrogacy.  

Although this is a complete series of all gestational surrogacy treatments as far as we know 

in the Netherlands over a period of 10 years, it is a limited number of patients and these 

data are retrospective. A strength of this study is that follow-up data were available on 

birth outcomes and obstetric complications. The long-term follow-up data on surrogate 

mothers and intended parents, with special attention to the psychological effects, was 

unfortunately not available to us at the time of publication. In the literature, there are not 

enough scientific reports about the psychological consequences of a gestational surrogacy 

treatment. More research is required to get a better image of the long-term consequences 

and impact on the surrogate mother, intended parents and their family. 

We often encounter patients with a solid medical indication for surrogacy, for which finding 

a suitable gestational carrier seems to be very difficult. Dutch law penalizes commercial 

mediation or the public search or public offer for a gestational carrier (‘Wetboek van 

Strafrecht’, art 151b). It is a fact that an unknown number of couples with or without solid 

medical indication go abroad for surrogacy, and this is even increasing.4 We feel that 

regulations concerning mediation for surrogacy should be a subject for discussion 

nowadays. In our opinion, a government agency should manage a database of surrogacy 

mothers that could be consulted by intended parents. 

In summary, gestational surrogacy is a suitable treatment for couples in which the woman 

is not able to carry the pregnancy herself. Using an extensive intake procedure in our 

centre, including medical and psychological counselling and testing, this study shows an 

effective, non-commercial gestational surrogacy program. However, gestational carriers 

seem to have an increased risk for adverse obstetric outcomes, such as hypertensive 



disorders and post-partum haemorrhage. This requires extensive counselling during the 

intake procedure and careful perinatal monitoring by the obstetric caregivers.  
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