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SURROGACY – A WIDE WORLD DEMAND. IMPLEMENTATION AND ETHICAL 

CONSIDERATIONS 
 

Adrian Ellenbogen M.D. 
IVF Unit. Hillel Yaffe Medical Center, Hadera. Rappaport School of Medicine, Technion-Israeli Institute of Technology, 

Haifa, Israel 
 
 

Introduction. 
Surrogacy implies that a woman becomes  pregnant 

and gives birth to a child with the intention of giving this 
child to another person or couple, commonly referred to as 
the ‘intended’ or ‘commissioning’ parents (Shenfi et al., 
2005). A surrogate mother is the woman who carries and 
gives birth to the child and the intended parent is the person 
who are going to   raise the child. The defi from the 
European Society for Human Reproduction and Embryology 
(ESHRE) (Shenfi   et al., 2005) does not state the sexuality 
of the intended parents. Surrogacy can take one  of  two 
main forms: gestational  surrogacy  (where  the  surrogate 
is the birth mother but not the genetic mother of the child) 
and traditional surrogacy (where the surrogate is both birth 
mother and genetic mother). Gestational surrogacy relies on 
in vitro fertilization (IVF) of either the intended mother’s 
ovum or that of a third-party donor. In gestational surrogacy, 
the woman who carries the child (the gestational carrier) has 
no genetic connection to the child (Zegers-Hochschild et 
al., 2009). Traditional surrogacy can rely on IVF or can be 
accomplished via intra-uterine insemination: the surrogate 
provides the ovum, and the sperm is provided either by the 
intended father or by a third-party donor. This means that the 
surrogate mother’s eggs are used, making her a genetic parent 
along with the intended father. Surrogacy may be commercial 
or altruistic, depending upon whether the surrogate receives 
economic recompensation for her pregnancy. In commercial 
surrogacy the surrogate is usually recruited through an 
agency, reimbursed for medical costs and paid for her 
gestational services. With altruistic surrogacy, the surrogate 
is found through friends, acquaintances or advertisement. She 
may be reimbursed for medical costs directly related to the 
pregnancy and for loss of income due to the pregnancy (FIGO, 
Committee for Ethical Aspects of Human Reproduction and 
Women’s Health, 2008; Dempsey, 2013). 

 
Indications for surrogacy treatment 

The main indications for surrogacy treatment are women 
with congenital absence of the uterus and women  who 
have had a hysterectomy for different reasons but who all 
still have functioning ovaries. Mullerian aplasia, including 
congenital absence of the uterus such as Mayer-Rokitansky- 
Kuster-Hauser   syndrome, is relatively rare   (Lindenman 
et al., 1997). Another indication is for women who have 
suffered repeated abortions or underwent several in vitro 
fertilization treatments with repeated implantation  failure 
for no obvious reason. (Practice Committee of American 
Society for Reproductive Medicine; ASRM, 2015). Certain 
medical conditions (e.g. heart and renal diseases), which 

 
might be life threatening for a woman during pregnancy, 
are also indications for surrogacy, established that the 
future mother is healthy enough to take care of a child after 
birth and that her life expectancy is reasonable (Brinsden, 
2003). Moreover, surrogacy could be appropriate for same-
sex male couples or  single  men  (Dempsey,  2013). In a 
recent publication the indications for the treatment of 37 
couples requiring treatment by IVF surrogacy at Bourn 
Hall Clinic, England were: hysterectomy following cancer 
surgery (27%), congenital absence of uterus (16%), post 
partum hysterectomy (16%), repeated failure of IVF (16%), 
recurrent abortion (13%), hysterectomy foe menorrhagia 
(5%) and severe medical condition (5%). (Brinsden, 2003). 

 
Religious considerations to surrogacy. 

The first ever report of a baby being born following 
treatment by gestational surrogacy was from the USA (Utian 
et al., 1985). However it took more than a decade that the 
concept and the possibility of surrogacy will spread through 
the word mainly due ethical and  religious motives. 

In Christian view-the Catholic Church is strongly against 
all forms of assisted conception, therefore  to  surrogacy. 
The Anglican Church is more flexible in its views and has 
not condemned the practice of surrogacy. Surrogacy is not 
forbidden in the Jewish religion-the child belongs to the 
father who gave the sperm and to the woman who gave birth. 
The Islamic view appears to be absolute in that surrogacy is 
not acceptable - pregnancy should be the fruit of a legitimate 
marriage. If a woman did deliver, the child would be hers. 
Buddhist religion does not ban surrogacy, however takes into 
consideration family ties and moral causes. 

 
Concern about surrogacy agreements 

Pregnancy and childbirth are deep, intimate and complex 
identity-related processes, which have significant physical 
and mental effects for the woman experiencing them. 
Surrogacy is a complex relationship which might be a fertile 
ground for harm and exploitation and must be recognized, 
especially when private organizations with financial interests 
are allowed to be involved. Disagreement has surrounded the 
practice of paid surrogacy since its beginning. Some feminist 
theorists were against paid surrogacy as the commodification 
of the body (Ketchum, 1989). Others, have argued  that 
such surrogacy is permissible, but only if the woman 
maintains the right to choose to end the pregnancy as well 
as the possibility to cancel the agreement at any time (Tong, 
1996). Some courts have followed this view (Steinbock, 
2004). Still others have argued that commercial surrogacy 
should be prohibited as conflicting with the interests of the 
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child (Roberts, 1993). Defenders of more traditional family 
structures and methods of reproduction have claimed that 
the practice of surrogacy should be banned. (Alvare, 2002). 
These statements and implementation in different countries 
may lead couples to track surrogacy services abroad. Where 
commercial surrogacy is prohibited, or where surrogacy 
agreements are unenforceable, intended parents may look to 
an authority where such arrangements are legally permitted 
or where the contract will be enforced. Regardless of how 
these disagreements are resolved, it is evident that certain 
protections for both the gestational carrier and the intended 
parent(s) are required for any form of surrogacy to be 
ethically acceptable. 

 
Legislation in different countries 

In 2005, ESHRE task force on ethics and law concluded 
the following statements: The indications for surrogacy will 
be absence of the uterus regardless of aetiology, serious 
health risks for the intended mother   or diffi in 
becoming pregnant. In addition: 1. Payment for services is 
unacceptable; only of rational expenses and compensation for 
loss of income should be considered. 2. All parties involved 
should be counseled and screened separately by independent 
specialists. 3. The surrogate should be aged <35 years for 
partial surrogacy and <45 years for full surrogacy . 4. It is 
required that the surrogate has at least one child. 5. Only 
one embryo should be replaced in order to avoid multiple 
pregnancies and to prevent unnecessary complication of 
the surrogate’s and the future child’s health. For special 
conditions, the replacement of a maximum of two embryos can 
be considered. 6. The commissioning parents should be well 
aware that the surrogate has the legal right to make decisions 
about her pregnancy against their will and against the original 
agreement. 7. A ‘cooling off period’is recommended so that all 
parties can think through their decision. 8. Long-term follow- 
up studies both of the resulting family and of the family of 
the gestating woman should be conducted, especially to gain 
insight in the psychological impact of the arrangement on the 
child(ren). (Shenfi   F et al.). 

Today, In Europe, surrogacy is not officially allowed in 
Austria, Bulgaria, Denmark, Finland, France, Germany, Italy, 
Malta, Norway, Portugal, Spain and Sweden. Altruistic, but 
not commercial, surrogacy is allowed in Belgium, Greece, 
the Netherlands and UK. (Soderstrom-Anttila et all, 2016). 
Some European countries, such as Poland and the Czech 
Republic, currently have no laws regulating surrogacy 
(Brunet et al., 2013). An extensive examination of national 
legal approaches to surrogacy was performed. (Brunet et 
al., 2013), analyzing existing European Union law and 
the law of the European Convention of Human Rights to 
determine what obligations and possibilities enclose national 
and transnational surrogacy. The study concludes that it is 
impossible to indicate a particular legal trend across the EU, 

however all Member States appear to agree on the need for 
a child to have clearly defined legal parents and civil status. 

Up to day, commercial surrogacy is legal in Georgia, 
Israel, Ukraine, Russia, India and California, USA, while in 
many states of the USA only altruistic surrogacy is acceptable 
as in Australia, Canada and New Zealand (Soderstrom- 
Anttila et all, 2016). 

 
U.K Law 

In the United Kingdom, as in Canada, prohibits 
commercial, but not voluntary-altruistic surrogacy agencies 
and forbids advertising for or about surrogacy. Only the 
commissioning couples and the host surrogate may initiate, 
negotiate or compile information to make surrogacy 
arrangements (Brinsden et al, 2000). Surrogacy agreements 
are unenforceable. Although the law around parentage 
in surrogacy is far clearer and more uniform in the U.K. 
than in Canada, the rules respecting legal parenthood can 
vary. Assisted reproduction in the U.K. is governed by 
the provisions of the Human Fertilisation and Embryology 
Act (HFE Act) and regulation is handled by the Human 
Fertilization and Embryology Authority (HFEA). Parentage 
in gestational surrogacy is determined on the basis of the 
status provisions of the HFE Act. These provisions, provide 
that the birth mother and her consenting spouse or same-sex 
civil partner are the legal parents of the child, whether or 
not they are genetically related to the child. If there is no 
father according to the status rules — where, for example, 
the surrogate mother is single or where her spouse or partner 
does not consent to the assisted conception treatment — the 
intended father can be considered the legal father of the child. 
It is clear that in gestational surrogacy, the intended parents 
are not the parents of the child at birth. Intended parents can 
seek what is called a Parental Order for adoption of the child. 
Until the Parental Order is approved, the future parents have 
no parental status and cannot make decisions regarding 
the child’s welfare. To achieve a Parental Order, intended 
parents must meet several conditions: the application must 
be made at least six weeks but less than six months after the 
child is born; the birth mother and her spouse or partner 
must consent to the Order; at least one intended parent must 
be domiciled in the U.K.; the child must be in the care of 
the intended parents; at least one intended parent must be 
genetically related to the child and the intended parents must 
be a couple (either married or civil partners) . Finally, and 
very significantly in the international surrogacy context, the 
court must be satisfied that “no money or other benefit (other 
than for expenses reasonably incurred) has been given or 
received by either of the applicants for or in consideration of 
the agreement or turning over the child, unless the payment 
is authorized by the court (Nelson E.). 
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U.S. Law 

The remarkable changes in American family law as the 
development of assisted reproductive technologies (ART) 
developed brought to proposed laws as the sections of the 
2000 Uniform Parentage Act as amended in 2002 (U.P.A.) 
law. (Kindregan CP, McBrien M, 2011). 

The U.P.A. «provides for a written agreement among the 
proposed gestational mother, her husband if she is married, 
the donor or donors, and the intended parents. In this 
agreement, the gestational birth mother, her husband if she is 
married, and the gamete donor or donors relinquish all rights 
and duties regarding the child to be produced by ART. The 
agreement also provides for the intended parents to be the 
legal parents of the child so produced. The U.P.A. provides 
that a court may approve an agreement if the intended parents 
and the prospective gestational mother (and her husband if 
she is married) have been residents of the state for at least 90 
days. The agreement can include a provision for reasonable 
compensation to the prospective gestational mother. A 
hearing to validate the agreement must include the following 
findings: (1) that the residency requirement has been met and 
the parties have submitted to the jurisdiction of the court; 
(2) that there has been a home study of the suitability of the 
intended parents in conformity with the standards governing 
adoptive parents unless it is waived by the court; (3) that all 
parties voluntarily entered the agreement and understand 
its terms; (4) that adequate provision has been made for 
reasonable health care expenses until the birth of the child; 
and (5) that the compensation provided to be paid to the 
gestational mother (if any) is reasonable. After the court has 
approved the agreement but prior to the gestational mother 
becoming pregnant by ART, she (and her husband if she is 
married) or either of the intended parents can terminate the 
agreement by giving written notice of termination to all other 
parties. Neither the gestational mother nor her husband can 
be held liable to the intended parents for terminating the 
agreement. The court may terminate the agreement for good 
cause. If a party gives notice of termination, the court will 
vacate the order of validation. The U.P.A. states that after the 
birth of a child to the gestational mother, the intended parents 
shall file a statement of the birth with the court if the birth 
took place within 300 days of the assisted reproduction. The 
court will then issue an order confirming the legal parentage 
of the intended parents, if necessary will issue an order for 
surrender of the child to the intended parents, and direct the 
issuance of a birth certificate naming the intended parents as 
the parents. If the intended parents do not report the birth to 
the court, the gestational mother or a state agency may do so. 
Upon proof that the court had validated the agreement, the 
court will enter an order declaring the intended parents to be 
the legal parents and that they are financially responsible for 
the support of the child» (Kindregan CP, McBrien M, 2011). 
In 2013, the Ethics Committee of the American Society for 

Reproductive Medicine stated that intended parent(s) ’’are 
the individuals contracting with the gestational carrier and 
planning to be the social and legal parents of the child. 
‘‘Gamete providers’’are the sources of the sperm and oocytes; 
they may or may not be the intended parents. Gestational 
carriers have a right to be fully informed of the risks of the 
surrogacy process and of pregnancy. Gestational carriers 
should receive psychological evaluation and counseling. 
Gestational carriers should have independent legal counsel. 
Reasonable economic compensation to the gestational carrier 
is ethical. The intended parents are considered to be the 
psychosocial parents of any children born by a gestational 
carrier» ( ASRM Committee Opinion, 2013 ). 

Despite stated above, surrogacy laws vary widely among 
American states. Some states have legislation dealing with 
surrogacy agreements; these laws vary as to the legality 
of such agreements, their enforceability, and whether 
compensation is permitted. Other states make surrogacy 
agreements unenforceable and rely on the common law 
where custody is disputed. 

 
Australian Law 

Commercial surrogacy is prohibited in Australia. Until 
quite recently, even altruistic surrogacy was forbidden in 
several jurisdictions; now in most states it is permitted. As 
it is difficult to find women willing to enter into surrogacy 
arrangements without compensation (and as advertising 
related to surrogacy is commonly outlawed), manyAustralians 
have sought surrogacy services in other countries. In three 
Australian states (New South Wales, Queensland and the 
Australian Capital Territory) , such surrogacy tourism has 
now been banned. Surrogacy contract are not enforceable in 
Australia, although some states have provisions that enforce 
the obligation to pay surrogacy-related costs to the surrogate 
mother. In general terms, parentage law in Australia is 
similar to that of the U.K. The surrogate mother and her 
partner are parents at birth, regardless of whether there is any 
genetic connection to the child. In addition, as in the U.K., 
most states have a process whereby intended parents can 
obtain a court order declaring them legal parents. Statutory 
conditions attach to parentage orders, but the specifics vary 
by state. Very generally, the conditions include age and 
residency requirements for the parties, consent from all of 
the parties, terms that the agreement was made preceding 
conception and was not a commercial arrangement and a 
conclusion by the court that the child’s welfare is best served 
by the order. (Nelson E). 

 
Israeli law 

The surrogacy law passes in 1996. It has enabled 
surrogacy in Israel up today. (State of Israel, Ministry of 
Health, 2013). By law, a man and woman who are partners 
are entitled to find a surrogate alone or through a surrogacy 
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agency, and to enter into a surrogacy contract with her. The 
surrogacy agreement is submitted to the Board for Approval 
of Surrogacy Agreements which verify the compatibility of 
the parties to the process: a check that the surrogate is not 
entering the process out of «emotional or financial distress, 
emotional and physical and medical suitability» of all those 
engaged in the procedure. 

 
The Law 

The Surrogacy Agreements Law (Embryo Carrying 
Agreement (Surrogacy law, 1996), deals with the agreement 
between the intended parents and the surrogate mother, 
according to which the surrogate mother agrees to become 
pregnant through implantation of an egg fertilized with the 
intended father’s sperm, to carry pregnancy on behalf of the 
intended parents and to hand over the baby, after its delivery, to 
the intended parents. The law is intended for women of fertile 
age, Israeli citizen, aged up to 54, who are unable to become 
pregnant and carry a pregnancy, or who might severely put at 
risk their health should they become pregnant. The surrogate 
mother age should be 22-38 years and can undertake only 
two procedures of surrogacy if the two procedures ended with 
delivery, delivered once and did not became pregnant after sis 
embryo transfer on the second procedure or did not become 
pregnant after six embryo transfer attempts on each process. 

The Embryo Carrying Agreement consists of two parts: 
The fi part deals with the surrogacy agreement. The second 
part deals with the status and parenting of the newborn. The 
law views the surrogacy agreement as an autonomously 
drawn-up contract by the parties working in the “free 
market,” but which must be put forward to an authorization 
committee for validation. The committee’s task is to approve 
the agreement after ensuring that it meets the conditions set 
down by the law and is convinced that both parties signed 
of their own free will, and after establishing that no risks are 
posed to the mother’s health or to the child’s welfare. It was 
also decided that the committee has the authority to approve 
conditions for the surrogate mother regarding “monthly 
payments to cover considerable expenses and to recompense 
for wasted time, suff   loss of income or temporary loss 
of working ability or any other reasonable compensations». 
The Board considers the documents submitted to it, hears the 
parties to the agreement as required and is entitled, as per its 
judgment, to require any additional material from the parties 
and to hear any additional person. The Board approves the 
surrogacy agreement after being satisfi that the conditions, 
as they appear in Section 5 (a) of the Law, are satisfi 

The Board for Approval of Surrogacy Agreements is 
entitled to reassess an approval that has been granted if a 
substantial change occurs in the facts, circumstances or 
conditions that its decision was based on, so long as the 
fertilized egg has not yet been implanted in the surrogate 
mother. 

Board Members 
The members of the Board for Approval of Surrogacy 

Agreements were appointed by the Minister of Health and 
have been acting under the provisions of the agreements law 
since the law came into force. 

Composition of the Board: 
Two physicians who are certified specialists in obstetrics 

and gynecology. A physician who is a certified specialist in 
internal medicine. 

A clinical psychologist. 
A social worker. 
A public representative who is a jurist. 
A clergyman, as per the religion of the parties to the 

agreement 
The surrogate mother cannot pull out from the surrogacy 

agreement, unless a “ genuine change occurs to justify this” 
prior to the issue of the parental order. The law forbids a 
family member of one of the intended parents to serve as the 
surrogate mother, as well as “traditional surrogacy,” where 
the surrogate mother is genetically related to the fetus. The 
law states that the sperm used for IVF has to come from the 
intended father only and that the embryo carrying accord 
cannot include clauses which avoid the surrogate mother 
from receiving any medical treatment of her choice, including 
abortion. The law allows only heterosexual couples with 
legal couple status to use surrogacy. Single men and women, 
as well as lesbian and homosexual couples are not allowed to 
use the procedure. 

By the end of 2013, from 1042 applications, 1026 couples 
were approved according to the law and 516 children had 
been born through surrogacy (State of Israel, Ministry of 
Health, 2013). 

A very interesting description dealing with surrogacy 
in an Islamic country was reported (Aramesh K., 2009), 
affirming that gestational surrogacy is being practiced in 
some medical institutions in Teheran, and in some other 
cities in Iran and mentioning that most «Shiite scholars, but 
not Sunni have issued jurisprudential declarations (fatwas) 
that allows surrogacy as a treatment for infertility». The main 
ethical worry of Iran’s practice with surrogacy is financial 
concern. Even though monetary compensation is allowed 
by religious authorities, it involves ethical problems. The 
author suggests that economic agreements should be limited 
to reimbursement to surrogate mother of her customary 
expenses. 

 
Pregnancy complications and delivery rates after 

surrogacy treatment 
In gestational surrogacy programs, the clinical pregnancy 

rate per embryo transfer was reported to be between 19 to 
33% and 30 to 70% of the couples succeeded to become 
parents (Soderstrom-Anttila et al.). In a recent retrospective 
study, there were 178 pregnancies achieved out of 333 
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stimulation cycles, including fresh and frozen transfers. 
The mean age of the gestational carriers (GCs) was 31.8 
(range 21 –44). The indications for surrogacy were: 96 
women mean aged 40.3, with recurrent implantation failure 
(RIF), recurrent pregnancy loss (RPL) and previous poor 
pregnancy outcome (132 cycles, pregnancy rate 50.0%, 
miscarriages rates 25.8% and 34.8% birth rate). Other 108 
women mean aged 35.9, suffered from severe Asherman’s 
syndrome, uterine malformations/uterine agenesis and 
maternal medical diseases (139 cycles, pregnancy rate 
54.0%, miscarriages rates 20.0% and 40.3% birth rate). 
Maternal (GS) complication rates were low, occurring in 
only 9.8% of pregnancies. Fetal anomalies occurred in only 
1.8% of the babies born. Moreover, Up to the age of 10 
years there were no major psychological differences between 
children born after surrogacy and children born after other 
types of ART, or after natural conception (Serafini P., 2001). 
In studies which assessed contact between the surrogate 
mother and the intended mother/family, in the vast majority 
of cases contact was harmonious and regular, both during 
pregnancy and after birth (Jadva et al., 2003; Imrie and 
Jadva, 2014). Psychological personality test performed for 
surrogate mothers were found in the normal range (Jadva et 
al., 2015). Follow-up studies show that generally there were 
no significant difficulties for the surrogate mothers to hand 
over the children to the intended parents (Jadva et al., 2003; 
Pashmi et al., 2010). 

 
 
 
 
 

REFERENCES: 

In Conclusion 
It is obvious that surrogacy involves deep ethical and 

religious problems and considerations. Normally the person 
who wants the child takes the medical risks of the pregnancy. 
In surrogacy arrangements the carrier takes the risks. 
However, as a result of growing demand from couples who 
cannot conceive on their own, together with the technological 
developments of IVF, in addition to acceptance and readiness 
of women to take part in the process of surrogacy as surrogate 
mothers, may spread the procedure to be performed in 
more and more countries around the world. However it is 
imperative that high degree of security is necessary for both 
the gestational carrier and the intended parent(s). Therefore, 
the state where the process of surrogacy is performed has 
as an obligation to provide clearly defined rules to enable 
the existence of a fair relationship which will benefit all 
participants. It also has an obligation to ensure the practical 
implementation of these rules and to conduct a long-term 
follow-up of all participants in the procedure and to make 
sure that no party suffers long-term harm. The Israeli law 
on surrogacy is an excellent example of the application and 
solution of most of the legal and ethical issues related to 
surrogacy process. 

 

Shenfield F, Pennings G, Cohen J, Devroey P, deWert G, Tarlatzis B. ESHRE Task Force on Ethics and Law 10: surrogacy. 
Hum Reprod 2005; 20:2705–2707. 
Zegers-Hochschild F, Adamson GD, de Mouzon J, Ishihara O, Mansour R, Nygren K, Sullivan E, van der Poel on behalf 
of ICMART and WHO. The International committee for Monitoring Assisted Reproductive Technology (ICMART) and the 
World Health Organization (WHO) Revised glossary on ART Terminology. Hum Reprod 2009; 24:2683–2687. 
FIGO Committee Report: Surrogacy. Int J Gynaecol Obst 2008; 102:312–313. 
Dempsey D. Surrogacy, gay male couples and the significance of biogenetic paternity. New Genet Soc 2013; 32:37–53. 
Lindenman E, Shepard MK, Pescovitz OH. Mullerian agenesis: an update. Obstet Gynecol 1997; 90:307–312. 
Practice Committee of the American society for Reproductive Medicine and Practice Committee of the Society for Assisted 
Reproductive technology. Recommendations for practices utilizing gestational carriers: a committee opinion. Fertil Steril 
2015; 103:e1–e8. 
Brinsden PR. Gestational surrogacy. Hum Reprod Update 2003; 9:483–491. 
Utian, W.H., Sheean, L., Goldfarb, J.M. et al. Successful pregnancy after in vitro fertilization and embryo transfer from an 
infertile woman to a surrogate. N. Engl. J. Med 1985; 313, 1351±1352. 
Ketchum SA. Selling babies and selling bodies. Hypatia 1989; 4:116–127. 
Tong R. Feminist bioethics: toward developing a ‘‘feminist’’ answer to the surrogate motherhood question. Kennedy Inst 
Ethics J 1996; 6:37–52. 
Steinbock B. Payment for egg donation and surrogacy. Mt Sinai J Med 2004;71:255–65. 
Roberts MA. Good intentions and a great divide: having babies by intending them. Law Philos 1993; 12:287–317. 



Суррогатное материнство 4 (30) 2016

  12  

 

 

 
Alvare HM. Catholic teaching and the law concerning the new reproductive technologies. Fordham Urban Law J 2002;30:107– 
134. 
Shenfield F., Pennings G., Cohen J., Devroey P., de Wert G., Tarlatzis B. ESHRE Task Force on Ethics and Law 10: Surrogacy. 
Hum Reprod 2005; (20): 2705-2707. 
Soderstrom-Anttila V., Wennerholm U-B., Loft A., Pinborg A.; Aittomaki K.; Romundstad L B.; Bergh C. Surrogacy: 
outcomes for surrogate mothers, children and the resulting families—a systematic review. Hum Reprod Update 2016; 22 (2): 
260–276. 
Brunet L., Carruthers J., Davaki K., King D., Marzo C. McCandless J. A comparative study on the regime of surrogacy in EU 
member states:  study.  European Parliament, May,;15:2013. http://www.europarl. europa.eu/studies 
Brinsden PR., Appleton TC., Murray E., Hussein M., Akagbosu F., Marcus SF. Treatment by in vitro fertilization with 
surrogacy: experience of one britich centre. BMJ 2000; 320: 924-928 
Nelson E. Global Trade and Assisted Reproductive Technologies: Regulatory Challenges in International Surrogacy. J law, 
med & ethics. 2013; 240-253. 
C. P. Kindregan, Jr. and M. McBrien; Assisted Reproductive Technology: A Lawyer’s Guide to Emerging Law and Science, 2d 
ed. (Chicago: American Bar Association, 2011); 24-25. 
Consideration of the gestational carrier: a committee opinion. Fertil Steril 2013; 99 (7):1838-1841. 
Surrogacy in Israel. State of Israel, Ministry of Health, 2013: https://www.health.gov.il/English/Topics/fertility/Surrogacy/ 
Pages/default.aspx 
Embryo Carrying Agreement (Surrogacy law). Israel Ministry of Heath, 1996:pundekaut@moh.health.gov.il.http://www. 
health.gov.il/English/Services/Committees/Embryo_Carrying_Agreements/Pages/default.aspx 
Aramesh K. Iran’s experience with surrogate motherhood: an Islamic view and ethical concerns. J Med Ethics 2009; 35:320- 
322. 
Dar S, LazerT, Swanson S, Silverman J,Wasser C, Moskovtsev SI, Sojecki A, Librach CL. Assisted reproduction involving 
gestational surrogacy: an analysis of the medical, psychosocial and legal issues: experience from a large surrogacy program. 
Hum Reprod 2015;30:345–352. 
Serafini P. Outcome and follow-up of children born after IVF-surrogacy. Hum Reprod Update 2001;7:23–27. 
Jadva V, Murray C, Lycett E, MacCallum F, Golombok S. Surrogacy: the experiences of surrogate mothers. Hum Reprod 
2003;18:2196–2204. 
Imrie S, Jadva V. The long-term experiences of surrogates: relationships and contact with surrogacy families in genetic and 
gestational surrogacy arrangements. Reprod Biomed Online 2014;29:424–435. 
Jadva V, Imrie S, Golombok S. Surrogate mothers 10 years on: a longitudinal study of psychological well-being and relationships 
with the parents and child. Hum Reprod 2015;30:373–379. 
Pashmi M, Tabatabaie SMS, Ahmadi SA. Evaluating the experiences of surrogate and intended mothers in terms of surrogacy. 
Iran J Reprod Med 2010;8:33–40. 


