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Introduction

Surrogacy involves an IVF procedure. The eggs and sperm (gametes) come from the female and male called the
“commissioning couple’, (i.e. the couple who want the baby). The surrogate female, also called a“gestational carrier’,
is the female that will have a fertilised egg put into her body with the aim of becoming pregnant and carrying the
commissioning couple’s baby. The commissioning couple must find their own surrogate.

The surrogacy process in the ACT is governed by the Parentage Act 2004. There is a website link to view this Act on
the Canberra Fertility Centre website (www.canberrafertilitycentre.com.au). All surrogacy applications are
submitted to the Fertility East Ethics Committee for approval and a copy of the Surrogacy Guidelines is included in
Appendix A.

Further information on the IVF process is included in the Canberra Fertility Centre Patient Information Booklet (which
can be downloaded from our website noted above).

Surrogacy

Surrogacy in the ACT has been legal since November 1994. The Canberra Fertility Centre terms a surrogate as a
woman who carries a pregnancy for another woman. The embryo contains none of the surrogate’s genetic material.
The surrogate is a gestational carrier only. The genetic make-up of the embryo comes from the Commissioning
Couple. The Commissioning Couple is the couple who want the child.

The surrogacy process may be considered by a Commissioning woman:

who has functioning ovaries but no uterus

who has reproductive tract malformations

who is incapable of carrying a pregnancy for medical reasons

who has had many unsuccessful attempts at IVF and embryo transfers
who has history of repeated miscarriage

Evaluation
The evaluation of the infertile couple for gestational surrogacy includes:-

1. Acomplete medical history from bath partners by their own gynaecologist.

2. Anassessment of the commissioning couple and surrogate and the surrogate’s partner by two counsellors; one
counsellor from the Canberra Fertility Centre and an independent psychologist who conducts psychological
testing. Any dependent children over the age of four of either couple will also require an assessment by an
independent counsellor only.

3. Assessment of the commissioning mother, her partner and the surrogate mother and her partner by the
Surrogacy Spedalist.
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4. Alegal report by a lawyer in the state where the baby will be delivered.

5. Screening tests including blood tests for Hepatitis B, Hepatitis C, HIV, Rubella, Syphilis, Blood Group and
antibodies, reproductive hormone levels, and semen analysis.

These reports are then brought to the Human Resources Ethics Committee (HREC) which assesses each case
individually. There i a period of three months termed a “cooling off period” which begins after the interview
with the clinic’s counsellor, before any treatment can begin.

Psychological Issues

People who are considering surrogacy must have professional counselling prior to proceeding with surrogacy
because of the many issues surrounding these processes. It is important that all parties involved are comfortable
with the procedure as an alternative means of having a family. Resolution of any potentially ambivalent feelings that
either couple may have needs to be addressed. Issues of confidentiality need to be addressed and the extent of the
relationship after birth between child and surrogate and her family must be determined prior to starting treatment.

Ethical, moral and legal issues in relation to surrogacy follow a long way behind the technical capabilities in
reproductive medicine. There is little known of the long-term psychological effects of surrogacy on either the child
born from surrogacy, the surrogate mother or the commissioning parents.

Legal Issues
There are many legal issues concerning surrogacy and they vary from state to state in Australia. It is mandatory to
consult a family lawyer knowledgeable in this area. Fach state may view the birth mother differently.

Summary

The surrogacy option may offer many people a possibility for parenthood that was previously non-existent. The
issues (psychological, ethical, moral and legal) all need careful consideration. Anyone contemplating surrogacy
should explore all the options, obtain as much information as possible, and seek quidance from both counsellors and
specialists in choosing the best path to parenthood for you.

The Surrogate

As the ACT law stands, neither the Canberra Fertility Centre nor any other person associated with the Canberra
Fertility Centre can procure a surrogate for any couple. Surrogates usually include relatives or close friends. The ACT
law states that the Commissioning couples CANNOT advertise for a surrogate. All surrogacy is to be altruistic:- this
means that the surrogate may not be paid for her services, but she may be compensated for reasonable costs
incurred..

The ideal surrogate:

is between 25-37 years of age
has previously carried a pregnancy to term without complications
does not abuse any drugs such as alcohol, cigarettes or marijuana

if she is sexually active, has a monogamous relationship
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is healthy, has no known illnesses such as diabetes etc

is not Rh sensitive (i.e. sensitivity to antibodies that could jeopardize the health of the foetus and the
surrogate).

Surrogacy Enquiries

Thank you for your enquiry regarding surrogacy. The Surrogacy Coordinator manages all surrogacy applications with
the Canberra Fertility Centre and all questions and initial enquiries regarding surrogacy should be directed in writing
to the Surrogacy Coordinator.

Surrogacy Coordinator

PO Box 228

CURTIN ACT 2605

AUSTRALIA

Telephone:  (02) 6282 5458
Facsimile:  (02) 6281 2087
e-mail: admin@cfc.com.au

Application for Surrogacy

An application for surrogacy has two parts:

PART ONE: Initial application letter

1. Application must be in writing to the Surrogacy Specialist.

2. Application must include a copy of the independent gynaecological report for commissioning (genetic) mother
giving the reasons why surrogacy is required. See quidelines in Appendix C.

3. Applications must be sent to:
The Surrogacy Spedialist.

(anberra Fertility Centre
PO Box 228

CURTIN ACT 2605

Ph: (02) 6282 5458

Fax: (02) 62812087


mailto:staffordbell@bigpond.com.au

CANBERRA FERTILITY CENTRE

AWAIT reply to above from the Surrogacy Specialist

before proceeding with Part two

PART TWO: Formal application for Surrogacy

Listed below are the steps to follow once your initial enquiry for surrogacy has been addressed and you have been
advised by the Surrogacy Spedialist to proceed with the formal application for surrogacy.

1.
2.

Medical records are not required at this stage. They will be requested as required.

Applications must be sent to: The Surrogacy Specialist.
(Address see Part 1)

Applications should include a copy for the Surrogacy Coordinator of the following reports: (Guidelines to be
addressed for each of these reports are included in the appendix)

a)  The commissioning mother and the surrogate are both required to obtain an independent
gynaecological report on their health, past history, suitability for a surrogacy arrangement and a
discussion of the various risks involved (The independent gynaecological report already submitted in Part
One is sufficient for the commissioning mother). This can be carried out in their home state. (Appendix C)

b)  The commissioning parents, the surrogate, her partner and any dependent children of either couple
(aged 4-18 years) will be required to attend an interview with an independent psychologist of
their choice. This can be in their home state. (Appendix D)

¢ The commissioning parents, the surrogate and her partner will be required to seek independent legal
advice on the subject of a surrogacy arrangement and the adoption laws as they apply in their home
state. (Appendix F)

d)  Astatutory declaration is required to be signed by the commissioning couple, the surrogate and her
partner, if any, to the effect that the arrangement in which they are entering confers no financial benefit
on any of the parties.

The above formal application letters and reports need to be received and reviewed by the Surrogacy
Specialist at least two weeks prior to any interview date booked with the Surrogacy Specialist and
the Canberra Fertility Centre Counsellor.

4,

The commissioning parents, the surrogate and her partner will be required to attend interviews with the
Surrogacy Spedialist and counselling with the Canberra Fertility Centre counsellor.

An application will be made on your behalf by the Surrogacy Specialist to the Human Resources Ethics
Committee (HREC). This committee meets three to four times each year. The final decision will ultimately lie
with the Surrogacy Spedialist.

The cost of preparation of the application is non refundable, irrespective of the outcome. There will also be the
cost of travelling to Canberra and elsewhere for interviews. The commissioning parents are expected to pay for
the out of pocket expenses incurred by the surrogate and her partner. In addition to these preparation costs
there are the relevant costs for the IVF egg collection, embryo freezing, and embryo transfer procedure/s as
outlined in the Explanation of Fees for Surrogacy section.
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Procedure

The commissioning mother will have an in vitro fertilization (IVF) cycle using drugs to produce multiple follicles. At
the optimum time the oocytes (eqggs) are collected in the operating theatre and fertilised with the commissioning
father’s sperm. The embryos that form after this procedure are usually frozen using cryopreservation and stored in
tanks at the Canberra Fertility Centre.

Itis recommended that the commissioning couple have a second blood test for Hepatitis B Surface Antigen, Hepatitis
Cand HIV six months after the embryos are frozen and that the surrogate wait for the result of that test before having
the embryos transferred to her uterus.

Invitro Fertilization (IVF) Information for Surrogacy

In Vitro Fertilisation (IVF) is the process where oocytes are taken from the woman's body and fertilised in the
laboratory with the partner’s sperm. Resulting embryos are then replaced into the woman’s body (embryo transfer
procedure) with remaining embryos frozen and stored for future use. In a surrogacy arrangement, the embryos
formed from the Commissioning couple’s IVF procedure are usually frozen and stored. The embryos are later thawed
and replaced into the uterus of the Gestational surrogate (termed a frozen embryo transfer procedure).

The basic stages involved in the IVF procedure are detailed below, but do not be surprised if the stages are slightly
different from the procedure you follow. Everyone is an individual and the tests may differ or even some stages may
be added or not included in your treatment. You should discuss your treatment with your specialist or the Nurse
Coordinator.

The IVF treatment involves the following main stages:

Growth and maturation of several oocytes.

Exact timing of collection of these oocytes.

The collection of the oocytes.

Fertilisation of the oocytes that may become embryos.
Transfer of the embryo/s back into the uterus.

Freezing of remaining suitable embryos.

Medications used in Ovarian Stimulation

The normal cycle usually produces one oocyte but fertility drugs are used to hyperstimulate the ovaries to develop
anumber of oocytes in the IVF cycle. Follicle Stimulating Hormone is the most common method of stimulating
follicular development. Puregon and Gonal-F are synthetic forms of Follicle Stimulating Hormone (FSH) and your
specialist will prescribe one of these medications to stimulate the ovaries to produce many oocytes. Some patients
may be treated with FSH only, but most patients will also use Lucrin, Synarel, Cetrotide or Orgalutran in conjunction
with the FSH injections. Lucrin and Synarel are both GnRH agonists and Cetrotide and Orgalutran are GnRH
antagonists. These medications act on the pituitary gland to stop ovulation occurring before the oocyte collection
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inan IVF cycle. Individual instructions will be given to you. Please discuss the cost of your medications before
commencing.

Injections (Lucrin, Cetrotide, Orgalutran, Puregon and Gonal-F) can be conveniently self-administered at home by
yourself or your partner. The nurse coordinator will give you and your partner instructions and a teaching session/s.
You will be supervised at the clinic until you feel confident to self-administer at home. Synarel nasal spray is
conveniently given at home and an instruction sheet and video are available.

Ovarian Stimulation Protocols

There are almost as many stimulation protocols in use in the world as there are IVF clinics. The most common
protocol used by our clinic is the Down Regulation Protocol and it is very similar to that used by most IVF units
around Australia. Others used include Flare Protocol using GnRH (Synarel/Lucrin), Short Protocol using Cetrotide or
Orgalutran, and combination protocols. Your specialist will advise you which protocol they believe will provide the
optimum result.

Overview of the Down Regulation Protocol

In this protocol the GnRH analogue (Lucrin or Synarel) is started in the mid-luteal phase, 7 days after ovulation. Lucrin
or Synarel is continued daily for 10 days then a blood test is performed to check that hormone levels are at a baseline.
Ifa baseline has not been reached then Lucrin or Synarel is continued for a further three to five days. A blood test is
performed again to test for baseline levels. This is performed as necessary until baseline levels have been achieved
and at this stage the stimulation drugs (Puregon or Gonal-F) are commenced, concurrently with the GnRH.

Monitoring Oocyte Development

The oocytes (eqgs) develop inside the ovaries in follicles, which are like little cysts or fluid filled sacs. These follicles
produce increasing amounts of oestradiol (an oestrogen hormone) as they grow. The size can be measured by
ultrasound, although the oocytes themselves are much too small to see. A blood test and ultrasound scan will be
done on about the seventh morning after commencing FSH. Thereafter blood tests and ultrasound scans will be
carried out as required.

a)  Blood Tests

Blood is taken at intervals from about Day 7 of the stimulated cycle to measure oestradiol levels. Blood tests
are done at the Canberra Fertility Centre between 7.30am and 9.00am so that the results are available for
your specialist on the same day. Clients living out of Canberra or interstate will need to discuss with the Nurse
Coordinator whether tests can be arranged closer to home.

b)  Ultrasound Examinations

Patients will have ultrasound examinations to measure the size, number and development of follicles growing.
Ultrasounds are performed trans-vaginally and an empty bladder is required. Sound waves are used to produce
pictures of the growing follicles, so that they may be counted and measured. The number of oocytes collected
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may differ from the number of follicles seen on ultrasound. These scans are done at the Canberra Fertility Centre
between 7.30am and 9.00am weekdays by appointment. Clients living out of Canberra or interstate will need
to discuss with the Nurse Coordinator whether tests can be arranged closer to home.

Admission to CAPS Clinic

Admission will be arranged at the CAPS Clinic prior to oocyte retrieval. You are to remain in the CAPS Clinic for about 3
hours after oocyte retrieval, until fully recovered from the sedation used during surgery.

Timing of Oocyte Retrieval (Pick-Up)

This will be undertaken using ultrasound guided pick-up. Your specialist will advise you as to which method will

be best for you. The oestradiol levels (from the blood tests) and the number and the size of the follicles (from the
ultrasound) are together used to assess the maturity of the oocytes and the right time for oocyte collection. There is
no “correct” oestradiol level to reach and there is enormous variation between patients. It is the whole pattern of blood
and ultrasound results which determine whether the response to treatment is optimum. In general, however, it is
important that the oestradiol level rises steadily until the oocytes are collected. Itis very important to realise thata
wide range of individual treatments are used in the program. Please do not be alarmed if your treatment is different
from someone else’s. The aim is to design the best individual protocol for you. For patients who are not using Lucrin,
Synarel, Cetrotide or Orgalutran, the hormone that normally triggers ovulation, LH, may be present and its levels are
not under your specialist’s control. Ifit is detected, oocyte retrieval must be timed according to the results of the blood
tests.

h(G Injections

HCG (human chorionic gonadotropin) is a hormone that performs the function of LH, triggering the final maturation
of the oocytes and ovulation. In an IVF cycle a single injection of h(G medication (Pregnyl or Ovidrel) is given usually
37 hours before the operation is planned. Your operation time is determined by the oestradiol level and the ultrasound
measurement. Most patients give this injection at home at the specified time, and you will receive instructions from
one of the Canberra Fertility Centre Nurse Coordinators. After this trigger injection the other medications (Lucrin

/ Synarel / Cetrotide / Orgalutran and Puregon / Gonal-F) are normally stopped. Some clients may be asked to
recommence Synarel/Lucrin after oocyte retrieval so you are advised to keep any remaining medication until the cycle
is completed.

Oocyte Retrieval (Egg Collection)

The oocyte collection is done under sedation. The follicles are visualised using trans-vaginal ultrasound, and the

fluid inside them is withdrawn through a needle and tubing into a test tube. The tube is passed immediately to the
embryologist who looks for the oocyte under the microscope. The oocytes are then put in the incubator. Most patients
are sleepy, and some are nauseous for a few hours after the procedure. You may be discharged 3 hours after the
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procedure. You will be visited by the Canberra Fertility Centre nurse coordinator and given further instructions before
discharge.

Sperm Collection

We will inform you of the approximate sperm collection time once the oocyte retrieval time has been arranged. Itis
usually 1-3 hours after the operation. No longer than two to three days abstinence from intercourse/masturbation is
preferred prior to the time of oocyte retrieval. The sperm sample is produced by masturbation at the Centre or by other
means by arrangement. There is a room for this purpose. You are asked to wash your hands beforehand to minimise
the chance of contamination. Lubricants are NOT to be used. It can be very difficult for some men to produce a sperm
sample on request under these conditions. If you are worried about this aspect of the program, please discuss it with
us at or before the start of the treatment cycle, so that arrangements can be made to freeze some semen if necessary
as freezing must be done at least a week before oocyte retrieval. Sexual activity may be continued as usual until three
days before the time of the woman’s oocyte retrieval. Sexual activity may resume 72hrs after the oocyte retrieval if
comfort levels allow.

Events in the Laboratory

The sperm sample is prepared and put with the oocytes (fertilisation), 3-6 hours after retrieval. The oocytes and
sperm are kept in an incubator until next inspected 15-20 hours later. At this time they are checked under the
microscope to determine whether fertilisation has occurred. You will be in contact with the Nurse Coordinator during
these interim days and they will inform you of the fertilisation results and availability of embryos for freezing.

Freezing of Embryos

(anberra Fertility Centre has been freezing embryos since 1985, and the subsequent transfer of these has resulted in
the birth of many healthy babies. There is no increase in the incidence of abnormalities in children born from frozen
embryos, than those from ‘fresh’embryos. Embryos can be frozen after 24, 48 or 72 hours in culture and also at
blastocyst stage. Consent forms are signed relating to the “ownership” of the embryos in the event of death/divorce
etcand any disputes are directed to the Commissioner of Health. In addition consent forms are signed to formalise the
Surrogacy Arrangement.

Follow-up tests

After oocyte retrieval blood tests will be ordered to monitor the hormone levels. Follow-up blood screens may also be
required.

Further Steps — Unsuccessful Cycles

All patients are asked to notify us of their next period whether or not oocyte retrieval and/or embryo transfer is
performed. This information helps us plan future management.
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Cancellation of Cycles

Hormone levels (Oestradiol) from the blood tests and follicle numbers from the ultrasound scan will be used to assess
the progress of the cycle. The aim is to collect between 6 and 10 oocytes. If your blood hormone levels and follicle
numbers are too high, your specialist may decide that your cycle be cancelled to avoid the risk of OHSS (Ovarian
Hyperstimulation Syndrome). The Nurse Coordinator will explain this risk to you at the initial meeting. This is only

a temporary set back. Similarly if the blood hormone levels and ultrasound measurements show that insufficient
follicles are growing then your specialist may also decide that the cycle be cancelled. A cycle may also be cancelled

if follicles develop on an inaccessible ovary (e.g. follicles developing on the wrong side when scar tissue allows only
one ovary to be accessible) o if ovarian cysts impede the cycle.

(ycle cancellation occurs in about one in seven cycles. In the majority of cases, this is just a reflection of the variation
in the biological system and a more satisfactory response is obtained in the next cycle attempt, possibly using a
different drug dose or protocol. Rarely an industrial dispute or other circumstances beyond our control could result in
a cycle being cancelled.

Cancellation of Treatment Components

No Oocytes Collected

This occasionally happens and occurs where there is no access to the follicles, or ovulation has unexpectedly occurred
prior to oocyte retrieval, or there are no oocytes obtained from the follicles at oocyte retireval. Possible reasons for the
failed oocyte collection and future plans are discussed at a follow up appointment with your specialist.

No Fertilisation

This happens in about 5% of patients who have oocytes collected. Sometimes it is because of known problems such
as low sperm count, sometimes because of unpredicted problems with oocytes or sperm, and sometimes there is
no obvious reason. This will be discussed with you and usually an appointment will be made to further review the
situation and make future plans.

Management of the Frozen Embryo Transfer (FET) for Surrogacy
Treatment Cycle

A treatment plan needs to be organised by your specialist gynaecologist before your Surrogate can commence an
embryo transfer cycle. It is recommended that the results of the six-month post oocyte retrieval blood screening
tests are known and cleared before proceeding with embryo transfer to the Surrogate. You may also need to make a
booking for an FET for Surrogacy cycle, so please check with the Nurse Coordinator in advance. All parties will need
to sign consent forms before the procedure commences, and these consent forms must be signed for each transfer
cycle. We cannot thaw any of your embryos without your written consent. It is also necessary for the appropriate
prepayment to be paid before the cycle begins.
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Ina"natural” FET cycle (where no medications are used before the embryo transfer), the cycle is tracked for ovulation
using blood tests to monitor the hormone levels. As ovulation draws near an ultrasound will be requested to measure
the thickness and maturity of the endometrium. If this is suitable, the embryo transfer to your Surrogate will be
performed 2-3 days after ovulation, or a few days later if blastocyst culture is used.

Ina“controlled”FET cycle, Progynova (oestrogen) tablets are administered in order to prepare the endometrium for
implantation. The development of the endometrium is monitored by ultrasound scanning (approximately 1-2 scans).
The first ultrasound is usually performed on day 10-12. When the endometrium is of the right maturity, the embryos
will be thawed for transfer to your Surrogate. Progesterone pessaries are used in conjunction with Progynova to
maintain the endometrium, and these medications may need to be continued for the first trimester of a pregnancy.

Thawing Your Embryos

The embryologist will thaw your embryo/s so that the age of the embryo/s carresponds with the maturity of the
uterine lining of your Surrogate. The exact timing will depend upon the stage at which the embryos were frozen. You
are asked to ring the day before your embryo transfer to confirm the time for which the procedure is booked. Not

all embryos survive the freezing, storage and thawing process. You will be notified by the Nurse Coordinator or your
Specialist if this occurs.

Embryo Transfer Procedure

The surrogate has her menstrual cycle tracked using blood tests and ultrasounds to predict ovulation. Two to three
days after ovulation the embryos from the commissioning couple are transferred to the uterus of the surrogate. The
embryo transfer is carried out at the Canberra Fertility Centre. Under normal circumstances one or 2 embryos will
be replaced because of the risk of multiple pregnancies. No anaesthetic is required and the procedure itself takes
approximately 3 minutes. The Specialist will insert a speculum into the vagina, as for a Pap smear. This allows a
view of the cervix. A fine tube (catheter) is passed through the cervix and up into the uterus. The embryo/s are then
injected into the uterus using a fine inner catheter. This technique does not normally require sedation, and may be
a little uncomfortable but not painful. Your surrogate is then requested to do light duties only, and if possible, avoid
strenuous work or activities until a pregnancy has been diagnosed or excluded. Bleeding does not necessarily mean
that a pregnancy is not developing. Your surrogate must continue blood tests until a final outcome is known. You and
your surrogate will be advised of follow-up tests and any medication required.

Pregnancy

The blood tests taken two weeks after the Surrogate’s ovulation will detect whether the pregnancy hormone (h(G)
is present: however it is too early to know whether there is a healthy continuing pregnancy. Further blood tests and
an ultrasound examination are needed. Your specialist usually orders an ultrasound at approximately 7 to 8 weeks

of pregnancy, and antenatal visits with the specialist commence at 10-12 weeks of pregnancy. Please refer to your

specialist and the Canberra Fertility Centre for instructions. IVF/Surrogacy procedures, like natural conception, can o
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lead to a biochemical pregnancy (a transient rise in pregnancy hormone followed by a late period), miscarriage
(which may need curettage), or an ectopic (tubal) pregnancy (requiring surgery), as well as the happier outcomes.
Therefore unfortunately even a positive blood test is not the end of the waiting. Multiple pregnancy (twins o triplets)
are more common with IVF than with natural conception, because of the practice of transferring more than one
embryo. If you do not want to risk having twins please discuss with your doctor the replacement of only one embryo
in an attempt to reduce this risk.

Contraception for Surrogates

By the time a couple have definitely decided that they will offer to carry a pregnancy for another couple, they will
need to consider what form of contraception they will take to ensure no pregnancy of their own takes place.

Ifa permanent form of contraception exists, for instance a vasectomy or tubal ligation, then of course no further
action is needed.

If, however, no permanent form of contraception exists, then it becomes essential that the couple are very careful
regarding contraception.

The oral contraceptive pill cannot be used immediately prior to surrogacy and your specialist will advise you when to
stop taking it if this is your usual form of contraception. A barrier method of contraception will be advised.

The barrier method (i.e. condoms) or abstinence are the only forms of contraception that can be used before
surrogacy and should be used at all times during the cycle.

Any questions about this issue can be directed to Surrogacy Coordinator at the Canberra Fertility Centre, at any time.

Contraception for Commissioning Couple

Depending upon the reason for surrogacy, prevention of spontaneous pregnancy may be necessary for the
commissioning couple. The barrier method (i.e. condoms) or abstinence are the only forms of contraception that can
be used before surrogacy and should be used at all times during the cycle.
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Appendix A

Canberra Fertility Centre
Guidelines for Surrogacy (October 2007)

Introduction

These guidelines have been prepared to assist in the assessment of each surrogacy case. They are designed to conform
with the Parentage Act 2004 (ACT) (the Act) and other relevant quidelines and legislation. They will be applied on a
case-by-case basis with a certain measure of flexibility in accordance with the general purpose of the Act.

1.  Non commercial

Surrogacy agreements shall be non-commercial. Section 3 of the Act indicates that a payment or reimbursement of
expenses connected with a surrogate pregnancy or the birth and care of the child so born, is not considered to render
the agreement commercial. Obviously the greater such payments or awards, the harder it will be to adequately link
them to such expenses.

2.  Permanent Residency

All parties to the surrogacy arrangements must normally be resident in Australia for the period of the procedure and
pregnancy. This includes the genetic parents, the surrogate mother and the surrogate’s partner if there is one.

3. The Genetic Parents

31 The genetic mother must be over 18 years of age and generally under 38 years of age at the time of referral
(the IVF pregnancy rate for patients over the age of 40 is negligible).

32 The genetic parents should not have more than one live child each or more than one from their present
relationship.

33 The genetic mother should be suffering from some medical condition making pregnancy unlikely, but

which is unlikely to reduce the ability to care for her child, or reduce her life expectancy until the child has
at least reached maturity to age 18. Examples of such conditions are absent uterus, diseased or damaged
uterus, abnormal uterus, repeated failed |VF attempts and repeated miscarriage.

34 The genetic parents should not be suffering from a medical or psychological condition likely to be
exacerbated by her entering the surrogacy arrangement.
35 The genetic parents must have a commitment to lifelong care of the child.

13
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43

54

The Surrogate Mother

The surrogate mother must be over 18 years of age and generally under 40 years of age at the time of
referral (the IVF pregnancy rate for patients over the age of 40 is negligible).

The surrogate mother should have at least one living child by her partner in her present marriage or stable
defacto relationship of over three years, or if separated, widowed or divorced, have at least one living child.
Neither the surrogate’s financial situation or the care of her existing children should suffer unduly as a
result of the surrogacy arrangement.

The genetic mother and her partner should nominate the surrogate mother. The relevant gynaecologist
or fertility specialist or their employees should not attempt to procure, or provide any professional or
technical assistance to facilitate a surrogacy arrangement. The relevant gynaecologist or fertility specialist
has discretion, however, to assess other people who volunteer to be surrogates, as to their suitability.

Counselling

The genetic parent(s) and surrogate parent(s) must be counselled by the relevant gynaecologist or fertility
specialist according to a set protocol. Counselling should address such matters as;

the reasons for surrogacy;

the ability of the genetic parents to care for the child;

the surrogate’s obstetric, gynaecological and medical history; and

the medical risks the surrogate will face by entering the arrangement.

Where surrogacy is required because of the genetic mother's medical condition a report from her treating
physician is also required.

The genetic parent(s) and surrogate parent(s) should be counselled by a solicitor with expertise in Family
Law according to a set protocol on matters such as the legal implications of surrogacy, the consequences
of the surrogate refusing to surrender the child, consequences of refusal of the genetic parents to accept
a disabled child and the implications of how the child's paternity and maternity is assigned on the birth
certificate.

All parties (including children over the age of 4 and under the age of 18) shall be assessed separately by
an independent psychologist who conducts psychological testing. Parties other than children are then also
assessed by a trained counsellor on the IVF program. Both assessments shall answer a set of questions
prepared by the Fertility Centre. The relevant gynaecologist or fertility specialist then counsels the genetic
parents and the surrogate parents.

Declarations

Allinvolved adults must signify their agreement to the surrogacy by signing a declaration that the above
counselling has taken place and that all other preconditions are satisfied.
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Al involved adults must sign a statutory declaration that the surrogacy arrangement conveys no financial
advantage upon any of them.

Ethics Committee Approval

The relevant gynaecologist or fertility specialist must then submit each surrogacy arrangement to the
Human Resources Ethics Committee (HREC) for approval.

It must be made clear to the parties involved, in writing, that the Ethics Committee charge for this service.

The Ethics Committee shall approve or reject each case after consideration of the declarations and statutory
declarations and any relevant written reports.

Cooling-0ff Period

A cooling-off period of three months shall apply from the time of counselling as above during which any of the
parties may withdraw from the arrangement.
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Appendix B

Guidelines for Independent Gynaecological Assessment

Itis a requirement of that an independent gynaecological assessment be performed. This assessment is very specific
and must include the following points:-

Commissioning (Genetic) Mother

1. The genetic mother’s obstetric, gynaecological and medical history.
Confirmation of the reasons as to why surrogacy is required.

An opinion of the ability of the genetic parents to care for the child/ren.

Counselling of the genetic parents in regard to the associated risks for the surrogate, including the possibility
of any as yet unknown short and long term risks, the risks of pregnancy, the risks of multiple pregnancy,
complications of pregnancy, the risks of operative delivery of an IVF pregnancy, death, permanent disability
and loss of child bearing ability.

Surrogate (Gestational Carrier)
1. Thesurrogate’s obstetric, gynaecological and medical history.

2. Counselling of the surrogate including the possibility of any as yet unknown short and long term risks, the risks
of pregnancy, the risks of multiple pregnancy, complications of pregnancy, the risks of operative delivery of an
IVF pregnancy, death, permanent disability and loss of child bearing ability.

Medical Issues

There is a need for a clear plan with interstate doctors as to the extent of their direct involvement in patient care or the
management of a subsequent pregnancy. This will alleviate the anxiety that surrogates may experience in wondering
who does what, when and where.

If surrogates are from interstate and intending to be confined in the ACT, the surrogate should have a couple of
antenatal visits with a Canberra Fertility Centre clinician prior to coming for induction or labour. This is to establish a
working relationship between surrogate and delivering doctor.

Itis common for the surrogate to experience isolation and it is important for the surrogate to set up support networks
In their local area utilising local doctors and nurses The Canberra Fertility Centre staff and the patient clinician will
advise the necessity of pregnancy management.



CANBERRA FERTILITY CENTRE

Appendix C

Guidelines for Independent Clinical Psychologist Initial

Assessment

Itis a requirement that both an assessment by our counsellor and an independent psychological assessment be
performed. An assessment and a report must address these specific issues.

1. Assessment of both couples separately to include psychological and marital stability, including psychological
testing by an independent psychologist.

Implications for each marital relationship.

Implications for relationships between the couples.

Implication for the existing children.

Possibilities of complications which may effect both couples, specifically medical and obstetric problems which
may include death for both women.

6. (Change of heart by any of the parties before or during the process.

7. Theattitudes of both couples towards investigation for foetal abnormality and termination of any abnormal
pregnancy.

8. Refusal of the surrogate to relinquish the child.

9. Theattitudes of the genetic parents to a disabled child.

10. Refusal of the genetic parents to adopt a disabled child.

11. The motivation and attitudes of the surrogate.

12. The genetic parents'intentions regarding directing custody of the child should the genetic parents die.

13, Appropriate counselling and psychological assessment of any existing children of the genetic parents and the

surrogate over the age of 4 years (by an independent psychologist only).
Counselling Requirements for Surrogacy Cases

Initial Assessment

The commissioning (genetic) couple, the gestational carrier (surrogate) and her partner (if applicable), plus any
dependent children over the age of four, of either couple, must attend counselling assessment sessions with an

independent counsellor, who will write a report to the Surrogacy Spedialist. This counsellor must be a registered
psychologist, and psychological testing must be done.

At the time of consultation with the clinician in Canberra, an appointment will also have been made to attend the
initial counselling assessment sessions with the Canberra Fertility Centre. The children do not need to attend these
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sessions as they will have been seen by the independent counsellor. A written report will be submitted to the
Surrogacy Specialist.

Ongoing Counselling with Independent Counsellor

Itis advisable that the surrogate and her partner attend ongoing counselling appointments with their independent
counsellor throughout the pregnancy, and that all parties attend a session about 6-8 weeks after delivery.

These sessions can prove useful in attending to issues that arise in surrogacy cases; for instance, potential grief
reactions and ready access to adequate support networks. One surrogate felt the need for a “closing ceremony” post
surrogacy. Of course, such a symbol would need to“fit”the client, but these sorts of issues have been identified as
useful to discuss during the process of surrogacy.

Surrogates should have a contract with the independent counsellor in their home state. Hence, such a contract
should be discussed at the initial interview, outlining the requirements for further sessions throughout and after the
surrogacy procedure. A brief report should then be addressed to the Surrogacy Specialist stating that the interview
has taken place, and outlining any concerns.

Issues for Counsellors

Itis necessary to clarify the difference between assessment and counselling. Obviously, when a counsellor s

writing a report for consideration in approving a surrogacy case, the role of the counsellor is not one of counselling
but assessing. This role may well change throughout the relationship with the client(s), and become one of the
counsellor, supporter, clarifier, maybe even mediator. It is useful to clarify these roles during the first session with the
parties.

Confidentiality thus becomes another issue for counsellors. Itis useful to clarify during the initial interview when

and with whom confidentiality can or cannot be maintained. For instance, during the assessment phase, because
the counsellor s reporting, the patients need to understand that anything relevant to such an assessment must be
recorded. Again this may change as the role of the counsellor shifts from assessor to counsellor, but the patients need
to be made aware of this.
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Appendix D

Guidelines for Legal Report Requirements

Itis a requirement that couples seeking surrogacy obtain legal advice. A report covering the following issues must be
submitted as part of the surrogacy application.

1.
2.
3.

The legal implications of the surrogacy arrangement.
The consequences of refusal of the surrogate to surrender the child.

Currently there is no law that can force the surrogate to give up the child and it is expected that the surrogate
will give up the child for adoption with the commissioning couple applying to adopt the child. It is important
that all the issues regarding the adoption process, its time frame and the costs involved as they pertain to the
state in which the birth will occur are thoroughly covered. The report must clearly show that this issue has been
discussed and a plan of action needs to be prepared.

The refusal of the genetic parents to adopt a disabled child.

The adequate provision for the surrogate’s dependants in the event of hospitalisation, illness or death related to
the pregnancy.

The adequate provision of quardianship of embryos or any existing children should either or both of the genetic
parents die.

Resources

(anberra Fertility Centre Policy Manual

“Patient Guide to Third Party Reproduction” American society for Reproductive Medicine copyright 1995
(anberra Fertility Centre Guidelines

(anberra Fertility Centre Patient Information Booklet

Parentage Act 2004 (ACT)
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CANBERRA FERTILITY CENTRE

List of information brochures

WHAT IS ACCESS?

ASSISTED HATCHING

BABIES VS CAREER

CETROTIDE and ORGALUTRAN
COUNSELLING SERVICES

ECTOPIC PREGNANCY

EMOTIONAL RESPONSES TO INFERTILITY
ENDOMETRIOSIS

FACT SHEETS FOR RELATIVES AND FRIENDS
FERTILIZATION

HOW MANY EMBRYOS SHOULD | HAVE TRANSFERRED?
LIFESTYLE FACTORS & INFERTILITY
MEDICATION INFORMATION

INFERTILITY AND SEXUALITY
MISCARRIAGE

NON [VF PATIENT INSTRUCTION SHEET
OESTRADIOL IN OOCYTE

00CYTE DONATION

OVARIAN HYPERSTIMULATION SYNDROME (OHSS)
POST COTALTEST (PCT)

PREGNANCY FACT SHEET

PRIVATE SPERM STORAGE

PROGESTERONE PESSARIES

SEMEN COLLECTION FOR ANALYSIS, ARTIFICIAL INSEMINATION
(Al) AND IVF

SMOKING AND CONCEPTION
SURGICAL SPERM COLLECTION (S5C)
SURROGACY INFORMATION

TUBAL DISEASE AND MICROSURGERY
ULTRASOUND

UNEXPLAINED INFERTILITY

List of fee brochures

CANBERRA FERTILITY CENTRE EXPLANATION OF FEES

EXPLANATION OF FEES IVF AND FET FOR SURROGACY
PROCEDURES

EXPLANATION OF FEES RECIPIENT OF DONOR EMBRYOS

EXPLANATION OF FEES (DONOR OOCYTE PROCEDURES)
RECIPIENT OF DONOR OOCYTES

EXPLANATION OF FEES RECIPIENTS OF DONOR SPERM
NON MEDICARE FEES

List of information books

CANBERRA FERTILITY CENTRE INFORMATION BOOKLET
CLINIC PROCEDURES BOOKLET

SEMEN DONOR INFORMATION BOOKLET

SURROGACY INFORMATION BOOKLET

Websites

The following websites contain helpful information:
www.nhmrc.gov.au — Ethical Guidelines

Parentage Act 2004 — Legal Issues
www.desg.org.au
www.xyandme.com
www.dcnetwork.org

These three have DVDs and books for adults and children.
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