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uidelines on the number of embryos
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ased on data from the most current published CDC/ASRM/SART yearly report, guidelines for the number
f embryos to be transferred in IVF cycles have been further refined. (Fertil Steril� 2004;82:773–4. ©2004
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ultiple gestation (particularly triplet and
igher order multiple pregnancy) is an undesir-
ble consequence of the assisted reproductive
echnologies (ART) (1). Multiple gestation
eads to an increased risk of complications in
oth the fetuses and the mother (2).

Although multifetal pregnancy reduction
an be performed to reduce fetal number, the
rocedure does not completely eliminate the
isks associated with multiple pregnancy. Fetal
eduction may result in the loss of all fetuses
nd even successful reductions may have ad-
erse psychological consequences (3). More-
ver, multifetal pregnancy reduction is not an
cceptable option for many women.

These guidelines are intended to assist ART
rograms and patients in determining the ap-
ropriate number of cleavage stage (usually
ay 2 or 3) embryos to transfer. Strict limita-
ions on the number of embryos transferred, as
equired by law in some countries, do not allow
reatment plans to be individualized after care-
ul consideration of each patient’s own unique
ircumstances. Accordingly, these guidelines
ay be modified, according to individual clin-

cal conditions, including patient age, embryo
uality, and the opportunity for cryopreserva-
ion, and as clinical experience with newer
echniques accumulates. These guidelines
hould be modified to replace fewer embryos
hen transferring embryos at a more advanced
tage of development (i.e., blastocyst).
I. Individual programs are encouraged to
generate and use their own data regarding
patient characteristics and the number of
embryos to be transferred.

II. The number of embryos transferred should
be agreed upon by the physician and the
treated patient(s), informed consent docu-
ments completed, and the information re-
corded in the clinical record. In the ab-
sence of data generated by the individual
program, and based on data generated by
all clinics providing ART services, the fol-
lowing guidelines are recommended:
A. In patients under the age of 35, no more

than 2 embryos should be transferred in
the absence of extraordinary circum-
stances. For patients with the most fa-
vorable prognosis, consideration should
be given to transferring only a single em-
bryo. Patients having the most favorable
prognosis include those who are under-
going their first cycle of IVF, have good
quality embryos as judged by morpho-
logic criteria, and have excess of em-
bryos of sufficient quality to warrant
cryopreservation. Patients who have had
previous success with IVF should also be
considered in the most favorable prog-
nostic category.

B. For patients between 35 and 37 years of
age having a more favorable prognosis,
no more than 2 embryos should be
transferred. All others in this age group
should have no more than 3 embryos
transferred.

C. For patients between 38 and 40 years of

age, no more than 4 embryos should be
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transferred. For patients in this age group having a
more favorable prognosis, consideration should be
given to transfer of no more than 3 embryos.

D. For most patients greater than 40 years of age, no
more than 5 embryos should be transferred.

E. For patients with two or more previous failed IVF
cycles and those having a less favorable prognosis,
additional embryos may be transferred according to
individual circumstances after appropriate consulta-
tion.

F. In donor egg cycles, the age of the donor should be
used to determine the appropriate number of em-
bryos to transfer.

II. Since all oocytes may not fertilize when GIFT is per-
formed, one more oocyte than embryo may be trans-
ferred for each prognostic category (4).
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