When people first ask, how does surrogacy work, they are usually trying to understand two things at once. One is
the medical process. The other is the relationship between the person carrying the pregnancy and the child.
Those questions matter because not all surrogacy arrangements are the same, and the distinction changes nearly

everything, from the fertility treatment involved to the legal and ethical considerations that follow.

At the center of the conversation are two terms that are often used loosely but should not be. Gestational
surrogacy and traditional surrogacy are different arrangements. In one, the person carrying the pregnancy has
no genetic link to the baby. In the other, she does. That single difference shapes how clinics approach care, why
most modern programs favor one model over the other, and why intended parents need clear guidance before

moving forward.

A lot of confusion starts with language. People ask, what is a surrogate, and the answer depends on which type of
arrangement they mean. In everyday conversation, “surrogate” gets used as a catch-all term. In clinical settings,
more precise words matter. When the pregnancy is established through IVF and the person carrying it has no

genetic connection to the child, the preferred term is often gestational carrier.

That distinction is not just semantic. It reflects the modern standard of care.

The basic difference between gestational and traditional surrogacy

Gestational surrogacy uses IVF. An embryo is created outside the body, using the intended parent’s and or donor
gametes, and then transferred into the uterus of the person who will carry the pregnancy. Because of that, the

gestational carrier is not genetically related to the baby she carries.

Traditional surrogacy works differently. In that arrangement, the surrogate uses her own egg. That means she is
both the person carrying the pregnancy and the genetic mother of the child. Medically and legally, that is a very

different situation.
If you strip away all the emotion and complexity for a moment, the cleanest comparison looks like this:
* Gestational surrogacy: pregnancy is established through IVF, and the carrier has no genetic relationship to
the baby.

¢ Traditional surrogacy: the surrogate uses her own egg, so she is genetically related to the child.

® Gestational carrier: the clinical term often used for someone carrying a pregnancy created through IVF with

no genetic link to the baby.
* Modern practice: gestational arrangements are the standard approach in U.S. Fertility practice.
* Traditional surrogacy today: rare in modern clinical practice and associated with greater ethical and legal

complexity.

That last point is especially important. Traditional surrogacy is not just an older variation of the same basic idea. It
raises distinct concerns because the person giving birth is also the genetic parent. Professional guidance in the
United States recognizes that these cases can be more legally and ethically complicated than gestational

arrangements.

Why gestational surrogacy became the modern standard

The rise of IVF changed surrogacy completely. Before IVF made it possible to create embryos outside the body

and transfer them to another person’s uterus, traditional surrogacy was one of the few ways to involve another



person in carrying a pregnancy. Once IVF became established, gestational surrogacy gave intended parents and

clinicians a way to separate the role of carrying the pregnancy from genetic parentage.

That shift matters in practice. When there is no genetic relationship between the carrier and the child, the
arrangement is generally clearer from a medical, ethical, and legal standpoint. Clearer does not mean simple.
Surrogacy is never simple. It involves medical screening, informed consent, contracts, and pregnancy care. But a

gestational arrangement removes one major layer of complication: the carrier is not also the genetic mother.

That is one reason nearly all U.S. Agencies and fertility practices favor gestational surrogacy. It is not merely more
common. It is the model built around current assisted reproduction practice. Traditional surrogacy, by contrast, is
rare and often discouraged in modern clinical settings because the genetic link creates issues that are harder to

navigate.

Anyone researching what is a surrogate will often find broad language online that blurs these categories. In real
clinical conversations, that can create misunderstandings. Intended parents may think all surrogates are the same.
They are not. A gestational carrier is carrying a pregnancy created through IVF. A traditional surrogate is carrying

a child who is also genetically hers. That difference should be understood from the first consultation onward.

How does surrogacy work in a gestational arrangement?

In broad terms, gestational surrogacy follows a defined medical pathway. The details vary from case to case, but

the overall structure is fairly consistent in modern practice.

* Intended parent or genetic contributor screening takes place first, along with screening of the gestational

carrier.
® Embryos are created through IVF using the intended parent’s and or donor gametes.
* An embryo is transferred to the gestational carrier’s uterus.

e |f pregnancy is established, the carrier continues the pregnancy and later gives birth for the intended parent

or parents.
That is the short version, but each step carries real weight.

Screening is not a formality. Professional guidance emphasizes medical and psychological screening, as well as
testing intended to reduce medical complications. In experienced fertility practice, this is where expectations are
tested against reality. People may arrive with a strong emotional desire to move quickly, but careful screening

slows the process down for good reason. The stakes are high for everyone involved.

The embryo creation stage belongs to IVF, not surrogacy itself, though the two become linked in gestational
arrangements. The embryo is created outside the body. That is the feature that makes gestational surrogacy

possible. Without IVF, there is no gestational carrier arrangement in the modern clinical sense.

The embryo transfer is often the point at which intended parents feel the process become real. Up to that point,
surrogacy can seem contractual, administrative, or abstract. Transfer turns planning into pregnancy risk, hope,
and uncertainty. It is also the stage where language matters again. A person may colloquially say “the surrogate is
having the baby for us,” but medically the pregnancy exists because an embryo created through IVF has been

transferred to a carrier who has no genetic connection to that embryo.

If pregnancy occurs, the gestational carrier carries the pregnancy and gives birth to the child for the intended
parent or parents. That is the heart of the arrangement, but it should never be mistaken for the whole
arrangement. The pregnancy sits inside a framework of informed consent, medical management, and legal

planning.



What a gestational carrier is, and what that term does not mean

In clinical practice, a gestational carrier is not simply a polite synonym for surrogate. It describes a specific
reproductive role. The carrier becomes pregnant after transfer of an embryo created through IVF and does not
share genetics with the baby.

That point deserves repetition because it answers one of the most common misunderstandings. Some people
assume that anyone who carries a baby for someone else must be biologically related to the child. In gestational

surrogacy, that is not the case.

This is also why many fertility professionals prefer “gestational carrier” in formal use. It is more precise.

“Surrogate” can mean different things depending on who is speaking. A gestational carrier means one thing.

The precision matters in emotionally charged conversations. Imagine an intended parent explaining the
arrangement to family members, or a carrier discussing the process with her own support system. Vague
language can create unnecessary tension. Clear language narrows confusion. It helps everyone understand that

the carrier is carrying the pregnancy, not contributing her own egg.

That may sound technical, but in family building, technical accuracy often protects relationships.

Why traditional surrogacy is treated differently

Traditional surrogacy is not rare because people stopped using the word. It is rare because the arrangement itself
raises distinct issues. If the surrogate uses her own egg, she is genetically related to the child. That creates a

different set of questions from the beginning.

Those questions are not theoretical. They are the reason professional organizations describe traditional surrogacy
as more legally and ethically complex than gestational surrogacy. When the birth mother is also the genetic
mother, the arrangement cannot be approached as a straightforward extension of IVF pregnancy care. It occupies

a different category.

This is one of those areas where casual public discussion often fails people. Traditional surrogacy can sound
simpler on the surface because it may not require the same IVF pathway as gestational surrogacy. But “simpler”
at the start can mean far more complicated later. The genetic link changes how people experience the

arrangement and how institutions may evaluate it.

That is why current U.S. Medical guidance and practice patterns heavily favor gestational arrangements. It is not
because traditional surrogacy is unknown. It is because the field has moved toward the model considered more

workable and more clearly defined.

Screening is one of the most important parts of the process

When people focus only on embryo transfer and birth, they miss the part of surrogacy that professionals often

consider most protective: screening and informed preparation.

Guidance for practices using gestational carriers emphasizes screening and testing of intended parents or other
genetic contributors, as well as the carrier. The purpose is not only eligibility. It is risk reduction. Surrogacy
involves pregnancy, fertility treatment, and complicated expectations among adults whose goals are aligned but

whose roles are different. Careful screening helps bring hidden problems into the open before treatment begins.

Psychological screening is especially easy for outsiders to underestimate. Many people hear that phrase and think

it implies distrust. In practice, it is closer to due diligence. Pregnancy itself carries emotional strain. Adding



assisted reproduction and a third-party arrangement can intensify that strain. Good preparation is not pessimism.

It is one of the ways responsible programs protect all participants.

The carrier should also be fully informed about the medical, contractual, and legal aspects of the arrangement.
That phrase sounds dry, but it speaks to a larger principle: nobody should enter surrogacy with fuzzy

assumptions. A mature process makes room for hard questions before there is a pregnancy to protect.

In my experience, this is where the strongest arrangements tend to separate themselves from the weakest, not in
the emotional enthusiasm at the start, but in the willingness to be exacting early. The people involved do better
when they understand not only what they hope will happen, but also what responsibilities and decisions may

arise along the way.

The legal and ethical texture is different in each model

Even without diving into jurisdiction-specific rules, one point is clear from professional guidance: traditional
surrogacy is more legally and ethically complex than gestational surrogacy. That is because the birth mother and

the genetic mother are the same person.

In gestational surrogacy, the lack of a genetic link does not eliminate legal work or ethical questions, but it
changes their shape. The arrangement still requires informed understanding of contractual and legal aspects. It
still calls for careful medical practice. But the core relationship between the carrier and the child is defined

differently from the start.

Ethics in surrogacy often live in the details people are tempted to rush past. Was everyone properly informed?
Were expectations realistically discussed? Was the carrier fully advised about medical and contractual issues?
Were screening steps treated seriously rather than as paperwork to clear? These questions matter because

surrogacy is not just a reproductive technology. It is a human arrangement built around reproductive technology.

One of the recurring mistakes in public discussion is treating legal and ethical complexity as if it appears only
when there is conflict. In reality, complexity exists from day one. Good systems acknowledge it early. Poor

systems pretend it can be solved later.

Common misunderstandings that create confusion

A surprising amount of uncertainty comes from simple category errors. Someone hears that a woman is carrying
a baby for another family and assumes she must be the biological mother. Someone else hears the term
gestational carrier and thinks it is just a modern label for the same old arrangement. Both assumptions are

wrong.

Another common misunderstanding is believing that all surrogacy arrangements follow the same medical route.
They do not. Gestational surrogacy depends on IVF and embryo transfer. Traditional surrogacy is fundamentally

different because the surrogate uses her own egg.

There is also a tendency to treat “rare” as if it means “irrelevant.” Traditional surrogacy is rare in modern clinical
practice, but it remains important to understand Surrogacy Company precisely because people still use the word
“surrogacy” without specifying which type they mean. For intended parents, that distinction can change the entire

conversation they need to have with a clinic, lawyer, or counselor.

When someone asks, how does surrogacy work, the most honest first response is often, “Which kind do you

mean?” That is not evasive. It is accurate.
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The lived reality behind the terminology

Professional language can feel sterile until you remember what it is trying to manage. Usually, there is an
intended parent or couple trying to build a family. There is a person considering the significant commitment of
carrying a pregnancy. There may also be donor gametes involved. Each person enters the process with hope, but

also with responsibilities that must be clearly understood.

That is why precision matters so much. A vague answer may feel comforting in the moment, but it tends to create
confusion later. If a clinic says it works with gestational carriers, that means pregnancy will be created through IVF
with an embryo transferred to someone who has no genetic link to the child. If someone is discussing traditional

surrogacy, they are describing a situation in which the surrogate uses her own egg and is genetically related to
the baby.

Those are not minor technical differences. They are the framework of the entire arrangement.

Even the emotional dynamics often follow that framework. A gestational carrier arrangement and a traditional
surrogacy arrangement may both involve generosity and trust, but the presence or absence of a genetic
connection changes how many people, including professionals, understand the pregnancy. It affects ethical

analysis. It affects legal treatment. It affects why the field has moved so strongly in one direction.

What intended parents should take away

If you are researching surrogacy for yourself, the clearest starting point is this: ask for precision. Ask whether the
arrangement being discussed is gestational or traditional. Ask whether the person carrying the pregnancy will
have any genetic relationship to the child. Ask how screening, testing, and informed consent are handled. Ask

what the term gestational carrier means in that specific clinical context.

Most current U.S. Fertility practice is centered on gestational surrogacy for a reason. It became possible through
IVF, it separates pregnancy from genetic parentage, and it is the standard model used by agencies and fertility
practices. Traditional surrogacy remains distinct, uncommon, and more complicated because the surrogate is also

the genetic mother.

Once that is understood, the larger picture comes into focus. Surrogacy is not one single pathway. It is a category
that contains two very different models, and modern reproductive medicine overwhelmingly relies on the one

that creates the clearest boundaries.

For anyone still asking what is a surrogate, the most accurate answer is that the term can describe more than one
role. But if you are speaking in the language of current clinical practice, the role you are most likely referring to is

a gestational carrier: someone who carries a pregnancy created through IVF and has no genetic link to the baby.

That is the version most people mean today, even when they do not yet know the right words for it.



