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ABSTRACT	
 

In this thesis, I aim to analyze the ethical implications of assisted reproductive technology 

with an emphasis on egg donation. First, I introduce assisted reproductive technology providing 

a comprehensive background on the history and process of ART procedures. I then present the 

usage of ART in the US with data collected from the Center for Disease Control and Prevention 

and presented in the 2015 ART National Report. Next I discuss the societal impacts and 

bioethical implications of ART, specifically egg donation and oocyte cryopreservation, focusing 

on the “Egg industry” and company sponsored oocyte cryopreservation. Finally, I analyze ART 

and egg donation using ethical principles including the four medical or bioethical principles as 

well as the utilitarian principle. As this is a literature review, conclusions drawn from the report 

are objective and based on suggestions and analyses stated in the literature. From the existing 

literature on ART and its societal and individual implications, aspects of ART try ethical 

principles, nevertheless, do indeed have positive effects on individuals and society as well.  The 

most detrimental implications, per literature consensus, stem from the lack of regulation in the 

donation industry and the absence of rigid consent policies and procedures for donors.  
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INTRODUCTION	

	 	
As a collegiate student who was heavily involved on campus in my undergraduate career, 

I represented the interests and well-being of various large groups of women. This includes not 

only my own Greek organization of which I was the president, but also 11 other Greek women’s 

organizations on campus as I served as Vice President of Health Promotions for the Panhellenic 

community. Representing these women and advocating in their best interest, I realized the 

significant role health education and autonomy played in the success of these women. It wasn’t 

until I learned two of my close peers had decided to donate their own eggs, that I began to fully 

understand the impact Assisted Reproductive Technology (ART) had not only on my own 

demographic, but on society. 

Figure	1:	Timeline	displaying	development	and	progression	of	ART		
 

 

(Lindheim) 
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 Since the first baby conceived from In Vitro Fertilization in 1978 (see Figure 1 for a 

synopsis of ART research and development), there have been approximately 3 million babies 

born with the help of this ART procedure (Golombok). Although the progression and use of 

ART was slowed in its beginning stages due to strong religious opposition (Lindheim); since the 

2000s, the use of ART has significantly increased (Center for Disease and Control). According to 

the Center for Disease and Control, in 2015 alone, there were almost 73,000 babies born with 

ART and 12% of all ART procedures performed with the intent of transferring an embryo (and 

attempting to conceive) utilized donor eggs (Centers for Disease Control and Prevention). As 

seen in the Use of ART in the US, ART Trends section of this thesis, the use of ART in the US 

has increased drastically in the last 9 years particularly the number of woman utilizing oocyte 

cryopreservation (or egg banking). This trend is certainly apparent in the media and online, with 

hundreds of thousands of egg donors blogging their experiences, egg agencies advertising both 

digitally and less subtly on college campuses, and news stations reporting the latest controversies 

in reproductive autonomy such as technology companies’ decisions to include oocyte 

cryopreservation in health benefit packages. There is no doubt that technological advances in 

reproductive health are affecting societal norms, values, and even markets. Rather the more 

significant inquiry, Are these changes in the best interest of individuals? Of society? Can these 

best interests truly be measured? What steps is society taking to regulate, control, and quantify 

the effects of ART? 
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BACKGROUND	

CHAPTER	ONE:	What	is	Assisted	Reproductive	Technology?		
 

The Center for Disease Control and Prevention defines Assisted Reproductive 

Technologies also known as ART as any “fertility treatment in which both eggs and embryos are 

handled” (“What is Assisted Reproductive Technology”). This does not include treatments that 

only handle sperm such as artificial insemination. There are several ART developed and 

available to individuals, one of which is In Vitro Fertilization (IVF). While IVF is the most 

common type of ART, ART is not the most common treatment for infertility. Many women and 

couples begin treatment attempts for infertility with fertility drugs or intrauterine insemination 

unless they are sure that these treatments will not be effective due to the cause of infertility 

(“Fertility Problems-Treatment Overview”).  

In	Vitro	Fertilization	and	Egg	Donation	
 

Put simply, In Vitro Fertilization is a process in which a man’s sperm and woman’s egg 

join together outside of the body (in a laboratory dish).  A woman who chooses to use In Vitro 

Fertilization to conceive a child has the choice of using her own oocytes (eggs) or using donor 

eggs. The US National Library of Medicine outlines 5 steps in the process of IVF: Stimulation, 

Egg Retrieval, Insemination and Fertilization, Embryo Culture, and Embryo Transfer. A woman 

who uses donated eggs opposed to her own will not go through stimulation or egg retrieval as the 

egg donor will undergo these steps.  

1. Stimulation	
In this phase, the woman self-administers hormone injections (or fertility drugs) daily for one to 

two weeks to promote ovulation. Naturally, ovulation entails the production of one egg per 

month; however these drugs facilitate the production of several eggs. In addition to the 
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administered drugs, the woman will have ultrasounds of the ovaries and blood tests to ensure her 

hormones levels are sufficient every one to three days.    

2. Egg	Retrieval	
The woman administers final dosages of fertility drugs to prep the eggs for removal and then 

undergoes surgery while under anesthesia.  Ultrasound is used to guide the movement of a thin 

needle attached to suction device through the vagina and into the ovarian follicles where the eggs 

are “sucked” through the needle. This occurs with both ovaries and on average 20 or more eggs 

may be removed depending on the individual (Burd).  

3. Insemination	and	Fertilization	
The egg and sperm are then placed together in a controlled environment so that the sperm may 

enter or fertilize the egg. To increase chances of successful fertilization, sperm is often injected 

directly into the egg in a process known as Intracytoplasmic Sperm Injection.   

4. Embryo	Culture	
The fertilized egg now begins the stages of embryonic development as it is left in culture for 5 or 

more days allowing time for it to divide into several cells. This is also the stage in which pre-

implantation genetic diagnosis or PGD can be performed to check the embryos for genetic 

disorders. 

5. Embryo	Transfer	
Finally using a catheter, the embryos are inserted into the woman’s uterus going first through the 

vagina and cervix. An embryo that has implanted in the uterus has attached itself to the lining of 

the uterus which results in pregnancy. Depending on the woman’s age and other important 

factors affecting her fertility, multiple embryos may be inserted to increase the chance of 

implantation - this can result in multiple fetuses. Any embryos that are not used may be 

cryopreserved (frozen) for later use or donation at the woman’s discretion (Burd).  
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CHAPTER	TWO:	Use	of	Assisted	Reproductive	Technology	in	the	US		
 

In collaboration with both the American Society for Reproductive Medicine and the 

Society for Assisted Reproductive Technology, the Center for Disease Control and Prevention 

published a national report using data from 464 fertility clinics. Though this report was published 

in October of 2017, the data reflects information from 2015 and is the most up-to-date national 

report from the CDC (Centers for Disease Control and Prevention).  

Throughout the year 231,936 ART total cycles were performed from the 464 clinics. 80% 

of these cycles or 186, 157 cycles were performed with the purpose of transferring one or more 

embryos. The remaining 20% were performed for cryopreservation or egg banking, thus are not 

included in calculated success rates. From these cycles, 60, 778 live births occurred resulting in 

72, 913 infants (due to multiple fetuses in some births). Several cycles were excluded from most 

of the report for reasons listed below in the footnote. With this report, it is possible to evaluate 

numerous questions:  

1. What type of ART cycles were performed? 

2. What is the demographic breakdown of women who used ART? 

3. What percentage ART cycles using nondonor and donor eggs successfully resulted in 

pregnancy? In birth? 

4. Did more women use donor eggs or nondonor eggs? 

5. How has the use of ART changed since 2006? 

	
Types	of	ART	cycles	performed	
 
 In this section of the report, the intent of the ART cycle performed was determined as 

well as the source of reproductive material used (frozen, fresh, donor, nondonor, embryo, or 

egg). As seen in Figure 1 below, 20% of cycles performed were done so with the intent of 
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freezing the egg(s) or embryo(s) for later use or donation. Approximately 9% of ART cycles 

involved eggs or embryos from donors compared to 69% coming from a nondonor source (this 

includes the 20 percent of ART cycles performed with the intent of banking). Thus, we can 

conclude from this data that more woman use nondonor eggs opposed to donor eggs; however, 

the number of frozen embryos from donor eggs used in ART cycles has increased since 2006 

according to Figure 10 in the ART trends section (Centers for Disease Control and Prevention). 

21,182 ART cycles in 2015 utilized eggs from a donor opposed to nondonor. More than half of 

these cycles (12, 151) used frozen embryos created from donor eggs while 7, 331 used fresh 

donor embryos created from fresh donor eggs and 1,700 used donor embryos. As seen in Figure 

2, the use of donor eggs increases significantly with age. In fact, 90% of women age 48 and 

above who underwent ART cycles used donor eggs in 2015.   

Figure	1	ART	Cycles	Performed	
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Figure	2:	ART	Cycles	Using	Donor	Eggs/Embryos	in	2015	by	Age	of	Woman		

 

 
Demographic	Analysis	(by	age)	of	Women	Who	Used	ART	at	Reporting	Clinics	
  
 Figure 3 provides an age analysis of women who used ART at the reporting clinics. The 

largest percentile (38.1%) of women were younger than 35. Since cycles performed with the 

intent to bank were also included in this figure, a portion of this percentile could have been 

women with the intention of donating or freezing for later use. Although it is not provided by this 

figure but by data collected in this national report, it should be noted that the average age of 

women who used ART in 2015 was 36 (Centers for Disease Control and Prevention).  
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Figure	3:	Pie	Chart	Displaying	Age	Demographics	of	Women	who	Used	ART	

 
Success	Rates	of	ART	Cycles	in	2015	
 
 In Figure 4, clinics were categorized into four groups based on the number of ART cycles 

performed in 2015. In every category, fresh donor eggs had the highest success rate compared to 

all other types. Frozen nondonor and frozen donor had similar success rates in each category, and 

fresh nondonor consistently fell far below the others. Figure 5 compares success rates for ART 

cycles from both nondonor and donor eggs. Fresh embryos from frozen donor eggs resulted in 

higher rates of pregnancy, live births, and single-infant live births when compared to fresh 

embryos from frozen nondonor eggs. From Figure 6, it can be concluded that fresh donor 

embryos from fresh donor eggs perform the best compared to other types of donor embryos with 

55.6% of transfers resulting in live births. In comparison, frozen nondonor embryos outperform 

fresh nondonor embryos with 44.3% of transfers resulting in live births as seen in Figure 7 

(Centers for Disease Control and Prevention).  
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Figure	4:	Success	Percentages	of	ART	Cycles	by	Type	of	ART	and	Clinic	Size	in	2015 

 
   

Figure	5:	ART	Cycles	Results	for	fresh	embryos	from	frozen	nondonor	and	donor	eggs	 
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Figure	6:	Results	of	Transfers	Using	Donor	Eggs	or	Embryos	in	2015	

 
 
Figure	7:	Results	of	Transfers	from	Frozen	or	Fresh	Nondonor	Embryos	in	2015	
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ART	Cycle	Trends		
 
 As shown in Figure 8, the use of ART has increased in the past 9 years, though the 

number of live birth deliveries and infants born increased a lesser amount in the same period. 

This could be due to more women choosing to use ART to bank (freeze) their eggs for later use 

as seen in Figure 9, the number of ART cycles completed with the intention of banking eggs has 

dramatically increased since 2006 (Centers for Disease Control and Prevention).  

Figure	8:		ART	cycles	performed,	live	birth	occurrences,	and	number	of	infants	born	from	2006	to	2015	
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Figure	9:	Number	of	ART	Cycles	Performed	with	the	Intention	of	Banking	the	Oocytes 

 

Figure	10:	Number	of	Donor	Eggs	Used	in	ART	Cycles	2006-2015	
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SOCIETAL	IMPLICATIONS	

CHAPTER	THREE:	The	“Egg”sistence	of	an	Industry	
 
The	Rise	of	a	Market	
 

While Assisted Reproductive Technology brings with it many ethical concerns, the 

industry it has created, that is the market for human eggs, seems to be the most controversial. In 

most countries, the sale or compensation of oocytes is banned. The US is one of the few 

countries that allows this market to exist. Furthermore, there is little to no regulation of the donor 

agencies that compose the market (Klitzman).  

The growth and prosperity of the market can be attributed to several factors; one of which 

is demand. Currently 10% of the population in any given country is infertile(Klitzman). In the 

United States alone, this would mean over 32.3 million (“U.S. Census Bureau QuickFacts: 

UNITED STATES.”). In addition to this, there is an increasing number of women delaying 

childbirth for career advancement purposes not only adding to the number of infertile, but 

increasing the demand for human oocytes in the US. Single individuals and LGBTQ couples also 

attribute to this demand. While a portion of these potential consumers opt to use their own eggs 

through oocyte cryopreservation or seek other solutions such as adoption, 10.5% of artificial 

reproduction technology treatments in the US utilize eggs from donors. Given the restrictions of 

compensation for oocyte donation in other countries and the absence of such policies in the US, 

many individuals travel to the US for ART treatment and the highly accessible, largely 

unregulated oocyte market (Klitzman).  
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Given that agencies are privately owned companies outside of professional medicine, 

they are not regulated by state and/or federal government or other codes of conduct such as the 

American Medical Association requirements to which hospitals and medical practices conform. 

The extent of regulation is voluntary agreement by agencies. For example, if agencies adhere to 

guidelines and recommendations by the American Society for Reproductive Medicine, they can 

list ASRM as a professional endorsement on websites and in credential, but endorsement is not a 

requirement to operate and failure to comply will not lead to closure of an agency. The absence 

of enforcement is reflected by the percentage of agencies and IVF clinics that do not adhere to 

guidelines by the American Medical Association or the American Society for Reproductive 

Medicine shown in Table 1 (Klitzman).  

Table	1:	Percentage	of	adherence/nonadherence	to	AMA	and	ASRM	guidelines	

 
(Klitzman) 

ASRM	guidelines	prohibit	varying	compensation	based	on	donor	traits

• 58.8% of agencies explicity state that certain traits will be compensated more than others
• 17.6% stated certain traits were "preferred" or "in demand" when advertising or informing 

candidates

ASRM	recommends	against	using	donors	under	21	

• 45.8% of agency websites sought younger donors

AMA	guidelines	require	that	health	websties	present	risks	in	addition	to	compensation	

• 98% of agency websites present compensation 
• 74% did not list psychological and/or emotional risks
• 88.7% did not mention risks to future fertility 
• 47.1% did not mention short term risks 
• 100% of agencies failed to acknowledge possible cancer risk
• 92.2% of clinics failed to acknowledge possible cancer risks
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Qualitative	Study	on	Views	of	ART	and	Egg	and	Agencies	
 

The “industry” for eggs was not always so prominent and lucrative. Not too long ago, 

clinics were the main source of donor eggs. While clinics were slightly more regulated than 

agencies, the abundance of donor choices and availability of information about given donors lead 

to an increase in agency use. Faced with limited donor options and information, prospective egg 

recipients turned towards egg agencies- forced to either offer more options or accept patient 

decline, clinics began to utilize agencies to provide their patients with more donor options. The 

increase in agency use in the last decade has essentially lead to the creation of an oocyte market 

in the US. The existence of such a market isn’t ridiculed for allowing more reproductive 

autonomy to individuals or increasing choices for potential egg seekers, but more so for its 

extreme lack of regulation exhibited by the percentage of agencies and clinics who adhere to 

ASRM or AMA guidelines shown in Table 1. To further investigate this market and explore the 

implications of essentially no regulation, a study was conducted using qualitative methods in 

which researchers surveyed ART providers including physicians and nurses as well as patients 

(donors and/or egg recipients). 17 physicians, 10 other ART providers, and 10 patients were 

surveyed - totaling to 37 participants in the study. The interview questions were created after 

examining prior literature on the topic and explored views and experiences of participants 

regarding ART and the use of egg donor agencies (Klitzman).  

The results of the study indicated great variation in how clinicians view agencies and the 

frequency in which they use them, but revealed numerous concerns of which clinicians and 

patients commonly spoke. The identified issues include: inconsistent quality of agencies 

regarding screening and preparation of potential donors, insufficient medical record keeping of 

donations given per donor, reluctance/refusal to share important medical records with providers 
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and clinics, inadequate information of potential donors concerning possible risks and benefits of 

oocyte donation, confidentiality of donors, and the eugenic-like nature of the process (Klitzman). 

Inadequate	Screening	of	Potential	Donors	

While interviewing providers, it became apparent that there was a wide range of opinions 

regarding agencies. This is largely due to the inconsistency in quality of agencies. Due to 

absence of enforced regulations, agencies vastly differ in multiple aspects of their business 

including evaluation and screening of potential donors.  A large portion of clinician reviews of 

agencies were negative because they felt the agency had poor screening protocol and often had to 

“rescreen” donors from agencies. One provider said he had to rescreen donors from agencies 

who claimed that their evaluation had only been an online psychological test. When donors go 

through such minimal screening with agencies, they are often taken back by evaluations with 

clinical providers – some even coming to find that they are not actually suitable donors due to 

unknown medical issues or genetic dispositions that the agency failed to recognize. Many 

providers felt that agencies are too financially motivated- failing to fully inform or screen donors 

because of the possibility of losing donations and thus the financial gain associated with those 

eggs (Klitzman).  

Poor	Record	Keeping	of	Donors	and	Donation	History	
 

ASRM guidelines state that agencies should not allow a woman to donate eggs more than 

6 times, but as shown in Table 1, most agencies don’t adhere to this guideline. In interviews 

conducted, multiple providers expressed distress over the lack of adherence to this policy feeling 

they had to probe donors for this information during their clinical visits. The donation limit exists 

for the best interest of a donor’s health as donation can take a toll on a women’s body, but 

clinicians have found that some women don’t share negative experiences of past donations with 
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agencies in fear of being turned down. Unlike clinics and major medical centers, most agencies 

don’t pry or monitor number of donations because they don’t want to lose the donation 

(Klitzman). Also, most agencies overlook risks to a donor’s body for chance to use a donor who 

has successfully donated in the past. Furthermore, many agencies even pay these donors more as 

seen in Table 1 .Even for the agencies that do keep records, some refuse to release them with 

providers. One provider claimed that she is only able to get records of donors from agencies 

about 60% of the time. Clinicians also felt frustrated by the misleading presentation of donors on 

agency websites with “desirable traits” who were not available to egg recipients (Klitzman).  

Insufficient	Information	of	Potential	Donors	
 

As displayed in Table 1, most agencies DO NOT fully present the risks involved with 

oocyte donation to potential donors. 74% did not list psychological and/or emotional risks, 

88.7% did not mention risks to future fertility, 47.1% did not mention short term risks, and zero 

presented potential increased risk of cancer on their agency websites (Klitzman). Given there is 

not an enforced protocol regarding presentation of risks and information of candidates, clinicians 

felt some potential donors did not fully understanding the donation process or the side-effects it 

could have. Given the large sums of money one can be awarded for a donation and the heavy 

advertising for such rewards, many women don’t fully consider the risks. For example as seen in 

Figure 1, by simply searching “donate eggs” on google, 3 of the first 5 results featured cash 

awards with one even explicitly stating that certain traits or “qualifications” would result in 

higher pay for the donation.  Even when clinicians fully inform potential donors, they often feel 

skeptical of a second authority informing them of more risks than they originally believed to be 

according to agencies. This is known as the “anchoring heuristic” referring to the phenomenon in 
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which initial information received by individuals “anchors” or lays a foundation of how future 

information will be perceived by the individual (Klitzman).  

Figure	1:	Google	results	after	searching	“donate	eggs”	

 

 

Confidentiality	of	Donors	and	Association	with	Eugenics	
 

Much of the attraction and demand for agencies comes from the large supply of donors 

(and thus options) and detailed information they provide about these donors. US laws and health 

care policies prohibit healthcare providers from sharing certain information about donors with 

clinicians, possible egg recipients, and the public; however, given agencies are 3rd party 

organizations and not health care providers, they are not ruled by these policies and often share 

photographs and personal information on their websites and send this donor profiles to clinicians 

and possible egg recipients (Klitzman). While egg recipients are often pleased with the extensive 

information provided about donors during the selections process, it not only breaches the 
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confidentiality of donors but can create issues for parents who conceive offspring using donated 

eggs from such agencies. With information about donors available publicly, offspring conceived 

with purchased eggs who wish to find biological parents in the future will have the resources to 

do so. In addition to this, parents who conceive with egg agencies may form expectations for 

their offspring believing that they will receive the donor’s desired traits as reflected in donor 

profiles. Furthermore, with such a large selection of donors and the ability to filter through 

donors based on desirable physical traits and educational attainment (collegiate 

degree/institution, etc), it can be argued that the market for human eggs is promoting or leading 

to a eugenic society (Klitzman).  
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CHAPTER	FOUR:	Company	Sponsored	Oocyte	Cryopreservation	
 

Amongst the many impacts assisted reproductive technology (ART) has had on society, 

the effects on the work force have been of particular societal focus recently. One of the 

opportunities that arises from ART is the option to postpone childbirth to focus on one’s career. 

If optional, many professionals believe that this opportunity could serve to benefit women; 

however, disagreement arises from the belief that this opportunity will never feel completely and 

totally optional due to the pressure its mere existence may put on women in the workforce.  

Seizing an opportunity to be on the forefront of societal changes realized by ART, leading tech 

corporations initiated changes in their own employee health contracts to provide coverage for 

ART procedures up to $20, 000 (Mertes).  

 While Facebook and Apple claim these changes were made with the intention of 

increasing women’s reproductive autonomy, the societal reaction was mixed with many 

questioning the companies’ motives and asking the question: Do these policies support or hinder 

women’s reproductive autonomy? To answer this question, the benefits, consequences, and 

conditions of company sponsored oocyte cryopreservation were investigated (Mertes).  

Potential	Benefits	
 
 Of the benefits that could come from company sponsored oocyte cryopreservation, two 

regard the demographics of the average anticipated gamete exhausted (AGE) baking woman. 

bioethical researcher Heidi Mertes, published in the Journal of Assisted Reproductive Genetics, 

believes that company sponsored AGE banking may lead to a decrease in the age of the average 

woman preserving oocytes. Since generally younger woman are more confident that they will 

find a significant other and achieve the means to have a family when they so desire, this 

demographic feels less pressure to consider assisted reproductive technology. This confidence, 
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along with the financial burden of AGE banking, this younger demographic is much less likely to 

bank their eggs. Therefore, most women who use AGE banking are doing so past their peak of 

fertility when they are sure that they will use the banked eggs. However, If cost was no longer a 

factor in the decision to preserve ones eggs, younger women may reconsider AGE banking given 

they do not have much to lose financially even if they don’t need to use their eggs in the future. 

With this logic, company sponsored oocyte cryopreservation could lower the average age of the 

AGE banking clientele. This demographic change would increase the number of banked eggs 

that come from peak fertility age thus greatly improving the quality of banked eggs (Mertes). 

 Such policy changes could also affect other aspects of the average AGE banking woman.  

The main reason identified by women for freezing their eggs is the lack of a suitable partner for 

reproduction and child bearing; thus, a large portion of woman who choose to freeze their eggs 

ARE single and of declining reproductive health. If the cost of oocyte cryopreservation were 

included in employee health benefit packages, even those women who have a spouse and are of 

prime reproductive health may use AGE banking to safely and purposefully postpone 

childbearing with the feeling that it may hinder their career progression and aspirations. 

Ultimately, changes in both age, dating status, and intention could lead to increased utility of 

oocyte cryopreservation (Mertes).  

 From a bioethical standpoint, inclusion of AGE banking in employee health benefits 

could also decrease the exploitation of female employees and increase justice for those women 

that do choose to freeze their eggs. Women with a demanding career who seek consistent 

advancement or to move up the corporate ladder may feel pressured to postpone childbirth 

despite desires to be a mother. They may be made to feel that they will be at a disadvantage to 

their male counterparts if they choose motherhood, and thus be put in a vulnerable position 
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where they are ultimately coerced to utilize AGE banking or altogether give up childbearing. 

Those who choose to freeze their eggs bear a very large financial and physical burden. If 

employers were to cover the cost of AGE banking, women would be compensated for the 

sacrifice of their best fertile years and while they would still bear a physical burden and the 

possibility of unsuccessful re-implantation later in life, the financial obligation would not be their 

own (Mertes). Given that a company would benefit from a women’s choice to postpone 

childbearing for the career advancement, the financial compensation leads to increased justice in 

the circumstance.  

 Despite these potential benefits, many professionals feel that company sponsored oocyte 

cryopreservation will NOT increase the autonomy of women and may even disempower them as 

Canadian bioethicist Francoise Baylis said, it would emphasizing the “otherwise subtle message 

that women who have babies are not serious about their careers”. The following consequences 

could attribute to the decreased autonomy of women.  

Potential	Consequences	
 
 If coverage for oocyte cryopreservation is not accompanied by family friendly policies 

such as paid maternity leave, on-site daycare, or financial coverage for adoption and IVF; it can 

be implied that the company prefers that their female employees delay motherhood thereby 

pressuring women to make this sacrifice. This means women who feel no desire to postpone 

childbearing may undergo AGE banking solely to please their employers or for fear that they 

will not be promoted if they choose otherwise (Mertes).  

 Secondly, young women with good circumstances for parenthood (suitable spouse, stable 

financials, etc.) who delay childbearing and bank their eggs may be doing so with a false sense 

of security under the impression that it guarantees successful results. They may not understand 
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the potential magnitude of the sacrifice they are making. This could be attributed to wrongful 

coercion of female employees. There is no guarantee that neutral provision of information and 

non-directive counseling will be provided to potential candidates of AGE banking. Such 

information includes technicalities, success rates, procedural descriptions, and possible risks; and 

for the provision to be neutral, it must be provided by a person who will not gain monetarily 

from the egg donation including agency employees (Mertes).  

 Another potential consequence is the acceptability of an employer to ask one to postpone 

childbearing rather than forego it.  If companies covered the cost of egg banking, it would seem 

more reasonable for them to push a woman towards delaying childbirth because they wouldn’t be 

asking for her to forego it completely. Without coverage, female employees felt comforted by 

“now or never excuse” for motherhood in the workplace that is employers were somewhat 

obligated to accommodate for childbearing at some point due to the lack of other provided 

options (Mertes).  

 For female employees that do choose to bank their eggs, several conditions and questions 

may leave them feeling indebted to the company/employer. Will she be required to reimburse the 

company for the cost of AGE banking if she leaves? How long must she stay until she doesn’t 

have to reimburse them? Conditions for reimbursement may pressure a female employee to stay 

despite her wishes, judgement, or a superior career opportunity. Additionally, will certain 

expectations regarding a time minimum between banking and attempting pregnancy be placed on 

a woman? These conditions regarding women whose company provided coverage for AGE 

banking will lead the women to feel that their employer holds power over them and ultimately 

decrease reproductive autonomy (Mertes).  
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Suggestions	for	Implementation	of	Company	Sponsored	Oocyte	Cryopreservation	
 

 After evaluating the potential benefits and consequences of company sponsored oocyte 

preservation, it was determined that such coverage could only increase women’s reproductive 

autonomy if and only if the following conditions are met: 

1. Women must fully understand the risks, benefits, implications, and limitations of 

AGE banking, and this information must come from a neutral informant who has no 

affiliation with said company/employer.  

2. There must be no pressure felt to utilize the funds for banking- a female employees 

decision to use or not to use the funds should not have an effect on her career 

opportunities within the company.  

3. Finally, sponsorship of AGE banking must not negatively influence other policies that 

promote family-work life balance. Furthermore, these policies MUST accompany 

company sponsored oocyte cryopreservation. With this condition, women feel that 

their company supports their wishes to have a child and will support them as best as 

possible, and do not feel as if AGE banking is the only option.  

 If the above 3 conditions are met, it will be ensured that women should feel no personal 

obligation to bank their eggs (Mertes). They will only do so because they truly believe it is in 

their absolute best interest for achieving the goals most important to them. Additionally, it will 

protect the freedom of women to bear children young without facing professional setbacks and 

discrimination. In conclusion, Mertes determined that given the difficulty of meeting all three 

conditions and ensuring (1) no personal obligation and (2) freedom with no professional 

setbacks; it is very unlikely that women’s reproductive autonomy is improved by company 

sponsored oocyte cryopreservation. However, rather than including AGE banking in employee 
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health benefits, investment of these funds in family friendly policies and the salaries of young 

female employees would more successfully increase women’s reproductive autonomy.  This 

would result in company support for the balance of professional and parental obligations and 

compensation for young females that is high enough for them to personally choose to pursue 

AGE banking if they feel it is their best option (Mertes).  
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ETHICAL	ANALYSIS	

CHAPTER	FIVE:	Ethical	Analysis	of	Egg	Donation		
  

There are many controversies that arise with assisted reproduction technology 

and the practice of egg donation; of which, the most publicized and heavily disputed are 

Informed consent, maximization of public health, distributive justice, right to privacy vs. right to 

ancestral family knowledge, human commodification and body as property, and adoption vs. 

IVF(Sargent). The 4 Basic Bioethical principles among other well-known ethical principles can 

be applied to these controversies to further analyze each on an ethical basis(McCormick).  

Informed	Consent	
 

One of the largest issues in the largely unregulated oocyte donation industry is that of 

informed consent. As previously mentioned in Insufficient Information of Potential Donors 

section of the "Egg"sistence of an Industry , most agencies and clinics strip patients and donors 

of their right to informed consent because they do not fully educate them on the risks of the 

associated procedures.  

According to University of Washington School of Medicine Ethics in Medicine informed 

consent, which refers to the voluntary choice of a competent patient to refuse or accept treatment 

after full disclosure of appropriate and necessary information from a health care provider, can 

only be fully achieved when the following occur: 

1. The patient is educated on the nature of the procedure or treatment 

2. The patient is made aware of alternatives to the procedure or treatment 

3. The patient is educated on the relevant risks and benefits of the procedure or treatment and 

uncertainties regarding each alternative 
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4. An assessment of patient understanding is made by the health care provider or relevant 

professional   

5. There is discussion and mutual understanding of patient acceptance or rejection of the proposed 

procedure between the provider and patient 

After the health care provider describes the procedure, educates the patient on alternatives, 

risks, and benefits, he or she must assess the patients understanding. If understanding is 

achieved, consent can still then only be valid if the patient is in a competent state and his or her 

consent is voluntary. If the patient is coerced in any manner, this would make his or her consent 

involuntary (De Bord).  

In regards to assisted reproductive technology procedures such as oocyte cryopreservation 

and oocyte donation, providers and agencies may have a motive to coerce a potential donor or 

recipient to undergo a procedure. If an individual decides to donate her eggs, this would result in 

a gain for the agency in that they now have a larger bank of eggs from which clinics and 

potential recipients can choose and an additional oocyte to sell (from which they will gain 

monetary profit). If an individual decides to purchase oocytes and undergo implantation 

procedures, this will result in monetary gain for the clinic or agency (in that the recipient will 

purchase oocytes).  

The issue of informed consent stems from the medical ethical principle of respect for 

autonomy. Given that autonomy refers to “independence or freedom from external control”, this 

principle protects the right of a patient to be the sole dictator of what happens to his or her 

body(De Bord). If informed consent is not given by a patient, then this principle of respect for 

autonomy is violated.  
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Maximizing	Public	Health		
  

The controversy of public health maximization essentially weighs individual rights against 

societal welfare and inquires the question: Does egg donation benefit more persons than it 

harms? The Utilitarian principle of ethics states that a decision or practice that leads to the 

greatest good for the greatest number of people is ethical. With egg donation, the health of a 

younger, more fertile donor is at risk for the benefit of an infertile patient (Sargent). It is difficult 

to quantify and compare the effects on both parties. For an infertile woman, donation may mean 

a family. Given this child is intentionally conceived (and thus greatly desired) at a high cost, it 

could be assumed that he or she is likely to grow up in a healthy and fruitful home eventually 

becoming a contributing member of society. Thus, the decision to allow egg donation for these 

parents benefitted not only the family and the child, but society. However, this benefit comes at 

the cost of potentially negative effects on the egg donor. These include the physical risks and 

side effects of egg donation as well as the emotional long-term effects that some donors suffer 

(Sargent). Some donors feel the monetary benefit of donation outweighs the negative effects, but 

certainly not all. While the Utilitarian principle aims to make the most ethical decision, in the 

case of egg donation, it can be very difficult to quantify the overall positive and negative impacts 

and weigh the happiness or benefit of some individuals over the suffering or detriments to 

another. Deeming egg donation ethical because it benefits society conflicts with morals and other 

ethical principles that place value on individual rights.  

Distributive	Justice	
 

The concern of distributive justice in egg donation refers to the disparities in 

compensation of donors. Generally, one egg donation cycle will cost an individual or couple 
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$20,000. $5000 of this total goes towards compensation of the egg donor and the remaining 

$15000 pays clinical and administrative fees. These amounts vary depending on the individual 

purchasing the cycle and their personal desires and monetary funds. Egg recipients who are able 

and willing to pay more will have more options available to them within an egg bank. In other 

words, they can afford to essentially handpick the traits they desire for their child conceived 

through IVF or other assisted reproductive technology methods (Sargent).    

While the American Society for Reproductive Medicine established a recommended 

guideline that clinics and agencies do not exceed $5000 per cycle in compensation to egg donors 

or $10,000 with justification as to why the $5000 cap is not sufficient; there are no guidelines 

that clinics or agencies must legally abide by to continue operations (Bayefsky). For this reason, 

many agencies offer donors sums exceeding $10,000 and payments to donors vary per donor 

characteristics such as health, physical traits, education level, intelligence (standardized test 

scores), age, ethnicity, and socio-economic level. One such highly publicized example was an 

egg agency ad published in the Yale Daily News. The ad called for a “young women of Jewish 

heritage, athletic, SAT score of 1500, and attractive”, offering $25,000 for one cycle (Urist). One 

of the collegiate women who responded to this offer wrote of her experience in an essay to the 

Atlantic in 2002 stating she was ultimately rejected for looking too plain according to the couple 

in pursuit of an egg donor of the advertised type. Another such example is an egg agency who 

solely recruits and sells eggs of “model donors”. The founder Ron Harris advertises his services 

on www.ronsangels .com, offering compensation of up to $150,000 per cycle to donors he deems 

suitable per his agencies criteria (Sargent).  

While it can be argued that it should be the right of choice for a couple to choose from a 

variety of donors per desired traits and ultimately pay more for those traits, varying 
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compensation based on donor traits tries the principle of justice. In healthcare, justice refers to 

the concept of fairness and the “fair distribution of goods in society” (McCormick).  Regardless 

of the good and its level of scarcity, this principle says that a good or service should be 

distributed equally to persons who are equal. There are many factors for which “equal” can be 

determined including need, effort, contribution, merit, and free-market exchanges (McCormick). 

The University of Washington Department of Ethics applied this concept in an example about 

Medicare, all US citizens above the age of 65 qualify for equal medical treatment through 

Medicare insurance. These individuals are equal based on the factor of age (Sargent). In the case 

of egg donation, if donors were evaluated by effort, it can be argued they should be seen as equal 

as essentially experiencing the same process with a given agency or clinic in attempting to 

donate their eggs. Per the American Society of Reproductive Medicine, compensation for oocyte 

donation is appropriate to account for the “time, inconvenience, and discomfort” a donor may 

give or experience during the donation process. It is specifically stated that compensation should 

not differ due to the “number or quality of the eggs”, the donor’s “ethnic or other personal 

characteristics” or history of oocyte donation (Hess). The ASRM thus claims “equal” should be 

determined by time, inconvenience, and discomfort and any variation in payment should be 

related to these factors. However, as shown in the “Egg”istence of an Industry and in the 

example cases provided, compensation largely varies on donor qualities, background, and 

donation history and is advertised as so on agency websites and other ads. The University of 

Washington Department of Ethics claims that the lack of distributive justice in oocyte donation 

compensation could indeed be “reinforcing the status of disadvantaged groups” seeing as women 

who have greater social and/or economic power not only have a greater chance of selection, but 

will most likely be compensated more for their oocyte donation (McCormick).  
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Right	to	Privacy	VS	Right	to	Ancestral	Knowledge	
 
 This concern essentially weighs the right of the child to know versus the right of the 

donor to be anonymous. It is ultimately at the discretion of the donor to remain anonymous. If 

she chooses to do so, the child will be denied the right to ancestral knowledge even if this is 

something he or she desires. However, if ASRM or individual agencies required donors to 

provide identification so the child conceived as a result of her egg would be able to know the 

identity of their genetic mother, this would be denying donors the right to privacy. This conflict 

can be related to the principles of beneficence, non-maleficence, and right to autonomy. Denying 

the right of the mother to be anonymous for the benefit of the child would be violating her right 

to autonomy, to make the final decision about use of (and conditions regarding this use) her 

body. On the contrary, if the child is denied the right to know of her or his ancestral knowledge, 

it could be said that child is hurt by the concealment of this genetic information (Sargent). 

Withholding this information from a child may cause them emotional distraught throughout life. 

In this case, the principle of nonmaleficence, which says that a patient cannot be intentionally 

harmed whether it be through an action or the omission of one, would be violated (McCormick).  

Human	Commodification	and	Body	as	Property		
  

This concern is discussed extensively in The “Egg”istence of an Industry and refers to 

the issue that the practice of oocyte donation and assisted reproductive technology has led to the 

creation of an egg market and the commodification of donation. Federal law prohibits the sale of 

organs in the United States. Critics of egg donation argue that eggs shouldn’t be viewed any 

differently than organs, thus policies overseeing egg donation should be as stringent as those 

regulating organ donation. The US has tried to solve this ethical dilemma with ASRM policies 

that claim compensation is for “time” opposed to the actual eggs; nevertheless, seeing as there is 
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disparity in payment based on donor traits and background, the proposed solution is ineffective 

(Sargent). 

Adoption	VS	IVF	
 
 According to UNICEF 2011 statistics and the Adoption Life official website, there are 

over 397,000 children living in the US foster care system. Of these children, only about 101,600 

are eligible for adoption. Furthermore 32% of these children will not be adopted until more than 

3 years in the foster care system. Worldwide, the United Stated Department of Health and 

Human services estimates there over 153 million orphans as of 2013 (US and World Orphan 

Statistics). With so many children who need families, is it ethical to promote policies or the lack 

of policies that allow the practice of egg donation? And by doing so, is social welfare being 

maximized? Per the Utilitarian principle of ethics, a decision or practice that is not resulting in 

the greatest good for the greatest number of persons, is unethical. It’s possible that egg donation, 

preventing adoption of children, is not maximizing social welfare and thus unethical per the 

utilitarian principle. Still it is difficult to measure the “greatest good” for the “greatest number” 

of persons as many happy families come as a result of egg donation and ART (Sargent).   
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CONCLUSION	
 

Although the progression of ART started slowly, inhibited by religious skeptics and the 

control of the church; as seen in chapter two, the use of ART in the US has increased 

significantly in the past 9 years and has reached a substantial percentage of the population. This 

growth in usage however, has not been met equally with a growth in regulation or policy 

establishment. While the AMA and ASRM have created guidelines, adherence is not required for 

operation. Thus, though many clinics and agencies are recognized for following said guidelines, 

there are a large portion that do not. This has led to a lack of consistency in proper informed 

consent methods for potential donors and varied compensation for egg donation based on donor 

traits and donation history.  

Societal implications from the progression of ART in society such as company sponsored 

oocyte cryopreservation policies (health care compensation) present threats and potentially 

negative consequences to the female population; however, such policies also could present 

opportunity in the form of reproductive autonomy if paired with additional supportive policies 

such as office day care and lengthy paid maternity leave. IVF and egg donation present 

opportunity to infertile women who otherwise may not be able to conceive with donor eggs 

accounting for 9% of all ART cycles in 2015 including those completed with the intention of 

banking. With the application of bioethical principles, it is clear that many aspects of ART could 

be considered unethical; however, the challenge as seen in the current literature, is quantifying 

and weighing the benefits versus the detriments of such ART practices. Suggestions from 

credible sources included increased, mandatory regulation for agencies and clinics, as well as, a 

clear and consistent informed consent process for all potential donors. 
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