EXECUTIVE COMMITTEE

SASREG Embryo Transfer Guidelines
Background
High order multiple pregnancies (three or more) is an undesirable outcome of ART
(Assisted Reproductive Technologies) and ovarian hyper stimulation. Multiple
pregnancies lead to an increased risk of maternal and perinatal morbidity; they have a
severe social and emotional impact and are at high cost for the parents, medical aids
and society (1). The societal cost of caring for preterm neonates resulting from
multiple pregnancies outweighs the couple's savings from preventing failed cycles
(2,3). Even twin pregnancies have a significant increased risk of medical
complications, social and financial impact and should therefore also be avoided as
much as possible (4). The incidence of delivery before 37 weeks is 5 times higher and
the delivery before 32 weeks is 4 times higher in twins compared to singleton
pregnancies (Table 1). Multiple births are the single highest risk factor to health for
both mother and child when undergoing ART treatment. The neonatal and maternal
outcomes were dramatically better for women undergoing two IVF singleton
pregnancies compared with one IVF twin pregnancy after double‐embryo transfer.
These results support single‐embryo transfer to minimize the risks associated with
twin pregnancies (4).
Table 1. Incidence (%) of major maternal complications in multiple pregnancies (5)
Singleton

Twin

Triplet

Quadruplet

Preeclampsia

6

10–12

25–60

>60

Gestational diabetes

3

5–8

7

>10

Preterm labour

15

40

75

>95

Delivery at <37 wk

10

50

92

>95

Delivery at <32 wk

2

8

26

>95
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Recently, increased pregnancy rates due to improved technologies, coupled with concerns about maternal and perinatal
complications associated with multiple pregnancy have led to attempts to restrict the number of embryos transferred.
Single embryo transfer (SET) is the only effective way to avoid the risk of multiple pregnancies following ART. However,
there are concerns that replacing only one embryo can reduce significantly success rates. The Cochrane review found
however that the cumulative live birth rate associated with SET followed by a single frozen and thawed embryo transfer
was comparable with that after one cycle of double embryo transfer (DET), whilst still maintaining a significantly lower
rate of multiple births (6). Elective single embryo transfer results in a higher chance of delivering a term singleton live
birth compared with double embryo transfer.
Although this strategy yields a lower pregnancy rate than a double embryo transfer in a fresh IVF cycle, this difference is
almost completely overcome by an additional frozen single embryo transfer cycle. (7) Despite this evidence, the uptake
of elective SET has been variable. This is mainly due to differences in funding of ART.
There are currently two models for funding of ART.
Model 1
This model aims to optimise cumulative life birth rates. A single health life birth is the desired outcome. Frozen embryo
transfer is an important part of this model. This model is common in many countries in Western Europe and also in
Australia. In most cases ART is funded by the government or insurance. The funding is coupled with strict embryo
transfer guidelines. In the UK guidelines advise that wherever possible a single embryo only should be transferred.
These policies have resulted in a drastic reduction of multiple pregnancy rates.
This model can be called the “funded” model or “regulated” model or “optimal” model.
Model 2
This model aims to maximise the pregnancy rates in a single fresh embryo transfer. The patient usually has to pay
everything for the ART and desires the highest chance of conception. The fertility clinics work in a competitive
environment and want the highest success rates to attract more patients. This model is most common in the USA. This
results in recommendations by the ASRM to transfer up to 5 embryos in certain situations (8). This despite the recent
evidence from a prospective study of nearly 125.000 ART cycles in the Lancet that concluded that the transfer of three
or more embryos is should be avoided at any age (9).
This model can be called the “private” model or “non‐regulated” or “competitive” model.
Guideline
The aim of these guidelines is to eliminate high order multiple pregnancies and to reduce twin pregnancies as much as
possible, whilst maintaining high pregnancy rates. Specialists in Reproductive Medicine should follow model 1 whenever
possible.
Table 2: Recommendation for the number of embryos to transfer in a fresh or frozen embryo transfer.
<37 or egg donation

38‐40

>40

Model 1

1

2

2

Model 2

2

2

3

The National Health Act regulations of 2012 states that no more than three zygotes or embryos may be transferred to
the recipient during and embryo transfer procedure, unless there is a specific medical indication to the contrary (ref
NHA).
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