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for IVF mothers delivering one or two children was estimated 
at $2,339 per delivery, whereas in triplet and quadruplet preg-
nancies, the cost of NICU stays per delivery was $175,039.3 
The costs associated with multiple births are eight to nine 
times the cost of single or twin births.9 

The risks of multiple gestations are not new to the medi-
cal community. Yet, the wishes of patients tend to take pre-
cedence; about 40% of them desire multiple gestations and 
births due to a lack of knowledge, insurance coverage, or long 
periods of infertility.8 Only 2% of women rated single embryo 
transfer as their best option, while 57% rated double embryo 
transfer as “ideal.”11 A prime example of this is the case of the 
“Octomom” who delivered eight children via IVF transfer.12 
All her children were born at 31 weeks, and they were at high 
risk of disabilities and cerebral palsy that could not be cared 
for due to financial restraints.12 The cost of caring for these 
children falls not only on already financially strung out par-
ents but also the nation’s state and private insurances. In 2000, 
of approximately $10 billion spent on hospital care for new-
borns, the majority of that money was spent on only a small 
fraction of infants delivered before 37 weeks.12

MEDICAL REGULATION

This in mind, the question then becomes: why are med-
cal professionals and IVF clinics not taking serious 

actions against multiple gestations? In 1994, the American 
Society for Reproductive Medicine (ASRM) Ethics Commit-
tee made recommendations to limit multiple pregnancies by 
specifying an ideal number of embryos to transfer based on a 
woman’s age.13 The specification included a two embryo limit 
for a healthy woman under the age of 35 and a one embryo 
limit for someone who has previously given birth via IVF.13 
Additionally, these services can be denied with enough evi-
dence that the patient will not be able to take adequate care 
of the children.2 However, these are simply guidelines, and 
there is no central certification board to ensure these rules 
are followed by IVF clinics. Physicians, in fact, are faced with 
a great deal competitive pressure to transfer large numbers of 
embryos, not only to satisfy out-of-pocket patients, but also 
to maintain a competitive standing in publicly reported preg-
nancy rates.14 Patients often use pregnancy rates published 
in the Society for Assisted Reproductive Technology (SART) 
and Centers for Disease Control and Prevention (CDC) 
databases to choose where to seek treatment, often without 
examining embryo transferred rates and multiple rates.14 The 
reporting systems are further confusing, as some SART/CDC 
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INFERTILITY IS A RISING PROBLEM IN THE 
United States. Nearly 12% of the population deals with 
problems related to this issue.1 Fewer than 50% of U.S. 

women who are infertile receive medical services.1 The most 
cited reason for the lack of access to infertility services is the 
selective insurance coverage for those who elect to get infer-
tility treatments and the high cost of out of pocket payments. 
Unfortunately, there is also the matter of the problematic 
practices of Alternative Reproductive Technologies (ART), 
which are currently without proper reporting and account-
ability.2 In Vitro Fertilization (IVF) is a largely successful 
form of ART, with about 52,000 births from 152,000 cycles in 
2005.2 The average estimated cost of an IVF cycle is between 
$8,000 and $10,500 according to several regional IVF clinics 
in the U.S.3 This high cost of IVF treatment without external 
aid from insurance companies or the state leads families to 
make medically unsafe decisions regarding their treatment.

DECONSTRUCTING THE PROBLEM

It has been proven that multiple embryo transfer is a ques-
tionable and unsafe practice. It involves the transfer of 

more than one or two embryos into an infertile woman to 
increase the chances of a live birth.4 Multiple embryo transfer 
is thought to be a surefire way to ensure a live birth and avoid 
the financial strains of multiple cycles.4 The concept of mul-
tiple embryos leading to at least one live birth is an antiquated 
one because the progress in IVF technology has increased the 
success rate of embryo transfers.5 In fact, there is a dispropor-
tional number of multiple order births and pre-term births in 
the country associated with IVF and ART, when compared 
to the national averages.5 The national average for embryos 
transferred was 2.1 among women aged 35 years underging 
IVF, and about 32% of the infants born with assisted repro-
ductive technologies in 2009 were pre-term, compared to 
about 8% of pre-term births in the general US population; the 
twin rate was 43.7%, compared with 3.3% in the general US 
population.6 Similarly, babies born from assisted reproduc-
tive technologies contributed to 34.4% of all triplets or higher 
order multiple births in the population, but only 1.4% of all 
infants born in the USA were conceived using ART. 7

Multiple births lead to significant risks for both mothers 
and children. These risks include increased maternal mor-
bidity and mortality, depression and mental stress, and fetal 
mortality and morbidity from cerebral palsy and pulmonary 
and ocular damage.8 The effects of these fetal conditions are 
long-lasting and can lead to childhood and adulthood disabil-
ities for children.8 The cost of medical issues in these families 
persists after IVF treatments due to pre-term birth complica-
tions. The cost of Neonatal Intensive Care Unit (NICU) stays 
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data reveals information on centers that exclude 
cycles in women over age 38 and thus can show a 
19.9% increase in the reported pregnancy rates.7

The medical community needs to determine 
the best medical practice for performing IVF pro-
cedures. The highest IVF birth rates are associated 
with blastocyst stage transfer.15 Embryos can be 
cultured for up to six days until they become blas-
tocysts.15 At this stage, it may be easier to select 
the best quality embryo or fresh donor ovary 
cell (oocyte), especially when the mother’s age 
is relatively high.15 Even with donor oocytes, live 
birth rates are higher for fresh embryos than for 
thawed embryos.15 Differences in patient age can 
have various effects on IVF and may require dif-
ferential treatment patterns. For patients younger 
than 39 years or for those with previous pregnan-
cies, there must be stricter selection criteria for blastocysts.8

Additionally, embryology labs do not have a standard 
model of cryopreservation, which is the use of very low tem-
peratures to preserve structurally intact living cells and tis-
sues.7 This is because the procedures these labs perform are 
not meant to be diagnostic and, therefore, do not need cer-
tification under the Clinical Laboratory Improvement Act.7 
Allied services for embryo selection and preservation, such as 
genetic diagnosis and cryopreservation, should be enhanced, 
and as the guideline based IVF success rates improve, those 
rates need to be reported.

PROFESSIONAL AND PATIENT EDUCATION

The ASRM guidelines for the number of embryos recom-
mended for transfer need to be adopted by medical pro-

fessionals as a standard of care. The guidelines, if not followed, 
need to be reportable and linked to losing medical licenses 
for IVF specialists. It can be argued that difficulties arise for 
patients in directly reporting such signs, as the accreditation 
and testing process would need to be conducted by an ASRM 
board such that they can accredit only those IVF clinics that 
follow the guidelines. A systematic reporting and review pro-
cess would avoid the increase of medical carelessness with 
respect to IVF. Labs that specialize in embryology should be 
certified under the Clinical Laboratory Improvement Act to 
increase their surveillance. Additionally, health care profes-
sionals need to be given continuing education on maternal 
and pediatric risks of multiple gestation, as well as on the ben-
efits of single embryo transfer, in order to develop strategies 
that empower their patients to make healthy choices. 

Since a huge part of the issue is the patient desire for mul-
tiple embryo transfer, a part of the suggestion also focuses 
on increasing patient awareness. Patients who elect multiple 
embryo transfers tend to be older and believe that double 
or multiple transfers will both increase their chances of live 
births and reduce their financial involvement with the treat-
ment.8 Even patients who want a single child believe that their 
chances will increase with a two-embryo transfer rather than 
a single embryo transfer.16 Newton et al. conducted a study 
demonstrating that women were not initially aware of the 
risks and complications associated with multiple pregnancies, 

but when they were given this information, they expressed a 
reduced preference for twin pregnancy.11 After receiving risk 
information, the percentage of women who characterized sin-
gle embryo transfer as “extremely” or “very” desirable slightly 
exceeded those who favored double embryo transfer.11 Each 
patient requesting IVF treatment should be informed about 
the pros and cons of the procedure by a medical professional. 
Patient counseling by an IVF specialist should be mandated 
ASRM guidelines. 

A risk-pooling model, similar to the model adopted by 
Belgiu,  can be recreated in the US within various IVF clinics 
and hospitals in order to create a patient community-based 
program.8 In this model, the patients “share” the financial 
risk; they pay a higher fee for all of the professional services 
if they have a child from their first IVF cycle than they would 
if they are not successful at first.8 The financial risk shifts to 
the clinic, since the patients do not pay an additional fee for 
subsequent cycles.8 If the results are ultimately unsuccessful 
or the patients voluntarily stop at any time, they must be given 
a full refund.8 Thus, from the start of their treatments, patients 
are comforted by the knowledge that their costs are capped, 
and, ultimately, they will either have a child or have their pay-
ment refunded.8 This shared risk program will reduce the psy-
chological and economic pressures that lead patients to risk 
multiple gestations.17 Every IVF clinic and hospital should 
have an opt-in method for the shared risk program for a lower 
cost than that of multiple gestation. 

INSURANCE

Laws cannot be made to limit reproduction. Such a law that 
restricts birth based on perceived health and the parent’s 

ability to care for the child can be easily construed as classist.2 
A woman must maintain the right to freely decide the number 
and spacing of her children.2 Thus, the best way to prevent 
risky health behaviors that result from high costs and lack of 
coverage is to provide coverage for ART and IVF treatments. 

One of the most commonly cited reasons against IVF cov-
erage is that it is experimental and not medically necessary.19 
It is true that infertility will not directly harm a patient, but 
this assumption belittles its societal consequences. A study 
of infertile couples found that 50 percent of women and 15 
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percent of men rated infertility as “the most upsetting expe-
rience of their lives”.18 Another study compared the psycho-
logical symptoms of infertile women with those of patients 
with other chronic medical conditions and found that infer-
tile women had equivalent symptom severity relative to those 
with other serious chronic conditions.18

Insurance provisions for ART will lower the appeal of 
multiple births and result in less related risks for mothers 
and infants. A study demonstrated that patients younger than 
36 years of age who underwent IVF in states with mandated 
insurance coverage for ART were found to transfer fewer 
embryos than did patients in states without mandated cover-
age.21 This provision would additionally help solve the issues 
presented in the ART and IVF industry by creating a “watch-
dog” effect on providers in order to prevent them from ignor-
ing the ASRM guidelines. Finally, insurance providers would 
also increase access for those patients who would have not 
been able to originally afford treatment, and it would attract 
more patients to plans that cover IVF and other ART treat-
ment. The ACA does not have infertility listed as one of its ten 
mandated coverage items, but the ACA improves the afford-
ability of infertility if covered by an insurance company, by 
prohibiting insurers from considering gender when setting 
premiums, eliminating lifetime caps on insurance reimburse-
ments, and eliminating pre-existing condition exceptions.1 

Insurance providers must already pay a large amount for 
maternal and long term care of multiple IVF related pre-term 
births. These costs far exceed the costs of covering ART.8 In 
fact, enrolling consumers of infertility healthcare would aid 
in increasing profits for insurance companies in the long 
term since individuals seeking ART tend to be relatively 
young, have higher incomes, and are more likely to have at 
least a four year college degree — all factors that correlate 
with improved health.1 This long-term retention of patients 
should be an incentive for companies as they are enrolling 
healthy individuals who will utilize infertility care.1 Coverage 
will provide insurance companies with a bargaining chip to 
insure both quality and affordability of the service. 

CONCLUSION

Overall, the issues of multiple gestations can be divided 
into those of medical regulation and insurance coverage. 

The lack of medical regulation on the number of transferred 

embryos and the need for families to use their money effi-
ciently is the first layer of the issue at hand. The concern of 
public coverage also plays a vital role in ethically and finan-
cially managing multiple embryo gestation. States that have 
increased coverage of IVF and ART have fewer issues of mul-
tiple gestation and lower associated costs. This underscores  
the fact that increased coverage may be the simple, yet effec-
tive, solution to a problem that costs the healthcare system 
millions of dollars annually. 

The issue of multiple gestations can be easily managed by 
a concerted effort on the part of healthcare providers, insur-
ance companies, and state-mandated coverage. Policy recom-
mendations are as follows:

• Enforce ASRM guidelines in clinics through an 
accountability system of inspections and insurance 
company surveillance. The failure to comply should 
lead to lack of accreditation and license revocation. 

• Form a centralized licensing board with the efforts of 
ASRM, CDC and SART to identify and accredit only 
those healthcare providers who work under ethical  
guidelines. 

• Increasing patient education regarding multiple ges-
tation risks by mandatory counseling by IVF special-
ists, health managers or psychological counselors as 
necessary. 

• Create a risk-pool model that leads to a reduction in 
costs and an increase in patient involvement in care. 

• Increase state-mandated coverage in all 50 states to 
reduce multiple embryo transfer pressures faced by 
families with economic concerns. 

• Negotiate provider agreements with private insur-
ance companies to reduce cost for increased and 
more efficient payments.

• Promote the use of non-IVF methods of ART before 
IVF in order to reduce costs and increase option 
accessibility.

These changes to policies and practices would help 
increase access to IVF services, manage the problems related 
to multiple gestations and births, and improve the role of 
insurance companies in this context.

References for this article can be found at 
TuftScope.squarespace.com
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