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Abstract
Background: Flow cytometric sorting can be used to separate sperm based on sex chromosome content. Differential
fluorescence emitted by stained X- vs. Y-chromosome-bearing sperm enables sorting and collection of samples
enriched in either X- or Y-bearing sperm for use to influence the likelihood that the offspring will be a particular sex.
Herein we report the effectiveness of flow cytometric sorting of human sperm and its use in human ART procedures.
Methods: This prospective, observational cohort study of the series of subjects treated with flow cytometrically sorted
human sperm was conducted at investigational sites at two private reproductive centers. After meeting inclusion
criteria, married couples (n = 4993) enrolled to reduce the likelihood of sex-linked or sex-limited disease in future
children (n = 383) or to balance the sex ratio of their children (n = 4610). Fresh or frozen-thawed semen was
processed and recovered sperm were stained with Hoechst 33342 and sorted by flow cytometry (n = 7718) to
increase the percentage of X-bearing sperm (n = 5635) or Y-bearing sperm (n = 2083) in the sorted specimen.
Sorted sperm were used for IUI (n = 4448) and IVF/ICSI (n = 2957). Measures of effectiveness were the percentage
of X- and Y-bearing sperm in sorted samples, determined by fluorescence in situ hybridization, sex of babies born,
IVF/ICSI fertilization- and cleavage rates, and IUI, IVF/ICSI, FET pregnancy rates and miscarriage rates.
Results: Sorted specimens averaged 87.7 ± 5.0% X-bearing sperm after sorting for X and 74.3 ± 7.0% Y-bearing
sperm after sorting for Y. Seventy-three percent of sorts were for girls. For babies born, 93.5% were females and
85.3% were males after sorting for X- and Y-bearing sperm, respectively. IUI, IVF/ICSI, and FET clinical pregnancy
rates were 14.7%, 30.8%, and 32.1%, respectively; clinical miscarriage rates were 15.5%, 10.2%, and 12.7%.
Conclusions: Flow cytometric sorting of human sperm shifted the X:Y sperm ratio. IUI, IVF/ICSI and FET outcomes
were consistent with unimpaired sperm function. Results provide evidence supporting the effectiveness of flow
cytometric sorting of human sperm for use as a preconception method of influencing a baby’s sex.
Trial registration: NCT00865735 (ClinicalTrials.gov)
Keywords: Human sperm, sperm sorting, Flow cytometry, Sex selection, IUI, IVF/ICSI, FET, ART procedures

Background
Human sperm sorted by flow cytometry can increase the
likelihood that a child so conceived will be of a particular
sex. This provides a preconception reproductive option
for parents wishing to reduce sex-linked and sex-limited
disease risk for their future children or to balance the
sex ratio among their children. The intensity of the
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fluorescence emitted by the DNA of chromosomally
normal, fluorescently stained sperm varies depending
on the presence of the X- or the Y-chromosome. The
X-chromosome contains more DNA than the Ychromosome [1]; in humans, X-chromosome-bearing
sperm have approximately 2.8% more total DNA than
Y-bearing sperm [2,3]. In sperm stained with a DNAspecific fluorochrome, this difference in DNA content
is made evident by the intensity of the fluorescent
signal emitted by the stained sperm, thereby allowing
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the differentiation of X- from Y-bearing sperm such that
enriched populations of X- or Y-bearing sperm may be
generated using flow cytometric sorting.
Improving the efficiency of food production was the
impetus for the development of sex pre-selection in
non-human mammals. Johnson and co-workers utilized
the vital stain Hoechst 33342 (H33342) to stain the
chromosomal DNA of X- and Y-bearing sperm and sorted
the sperm nuclei into separate populations [4]. In
subsequent experiments they stained and sorted living
mammalian sperm to produce the first live births of
rabbits and pigs with significantly skewed sex ratios
[5,6] followed by births of calves from live sorted sperm
[7,8]. In these animal studies [5-8] and another study [9]
the offspring were all normal and showed no detrimental
effect of sorting or from the use of the fluorescent stain.
The first successful flow cytometric separation of X- and
Y-bearing human sperm into enriched populations, the
results of which were analyzed by fluorescence in situ
hybridization (FISH), was subsequently undertaken by
Johnson and multiple collaborators from Genetics & IVF
Institute (GIVF) [2].
Flow cytometric sperm sorting was patented for mammalian applications by the United States Department of
Agriculture (USDA; U.S. patent # 5,135,759). Because of
GIVF’s extensive work with USDA scientist Lawrence
Johnson on human applications of sperm sorting, coupled
with our ability to undertake clinical work in this area, in
1992 USDA granted GIVF an exclusive license to apply
the sperm sorting technology in humans. GIVF thereafter
obtained USDA and IRB approval to initiate human
clinical studies utilizing flow cytometric sperm sorting,
at first for couples at risk for having children with sexlinked or sex-limited disease, and subsequently inclusive
of family balancing. Sperm sorting was only available
through enrollment and participation in the clinical
study. GIVF has applied the registered trademark name
MicroSort® (hereafter MicroSort) to the human sperm
sorting process; the registered trademarks XSort® and
YSort® (hereafter XSort and YSort, respectively) apply
to sorting with MicroSort to increase the proportion of
X-bearing sperm and Y-bearing sperm, respectively.
As described in the current report, MicroSort has
been successfully employed in association with intrauterine insemination (IUI) and in vitro fertilization
(IVF) with intracytoplasmic sperm injection (ICSI) to
achieve numerous pregnancies, currently totaling over
1,300 live-born babies. Levinson et al. [10] reported the
first human pregnancy resulting from MicroSort. Fugger
et al. [11] reported the births of babies resulting from the
use of sorted human sperm for IUI, IVF, or ICSI. Both
fresh and frozen-thawed human sperm have been sorted
to yield populations enriched in X-bearing or Y-bearing
sperm [4,12].
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From the inception of human clinical application,
GIVF had initiated and sponsored its own IRB-approved
clinical trial of MicroSort. This had proceeded for several
years, with accompanying reports of successful results
both in the peer reviewed literature and in lay media. In
1999 the United States Food and Drug Administration
(FDA) notified GIVF of its opinion that MicroSort should
be classified as a medical device falling under FDA
regulatory jurisdiction. GIVF responded that it believed
MicroSort was an innovative medical method, rather
than a medical device regulated by FDA, but the agency
was unwilling to alter its opinion. GIVF therefore
submitted to FDA an Investigational Device Exemption
(IDE) application to study the safety and effectiveness
of the MicroSort sperm separation technology. The IDE
application was conditionally approved in May 2000
and received full approval in August 2001 to continue
the investigation for both the Genetic Disease Prevention
(GDP) and Family Balancing (FB) indications. From the
beginning of the study, sorts were performed and sorted
sperm were used under the supervision of physicians at
GIVF in Fairfax, VA. In 2002, GIVF received FDA and IRB
approval for a second investigational site which included a
sorting laboratory. That site opened in Laguna Hills, CA,
in 2003. The clinical study was concluded in March 2012,
thereby ending MicroSort availability in the United States.
MicroSort is currently offered by GIVF to patients in
several other countries outside the United States.
In this paper we report the methods and overall effectiveness results from the MicroSort clinical study.

Methods
The objectives of this prospective, observational cohort
study, conducted under an FDA-approved IDE, were to
determine the safety and effectiveness of flow cytometric
sorting of human sperm. Only effectiveness results of the
clinical study are presented in this report. Effectiveness
was determined by measuring the ability of sorted sperm
to increase the probability of conceiving an infant of the
targeted sex. The two primary measures of effectiveness
were fluorescence in situ hybridization (FISH) analysis
of sorted sperm to determine the percentage of X- and
Y-bearing sperm cells in sorted samples and the sex of
babies born from the use of the sorted sperm. Secondary
measures of effectiveness were pregnancy rates and the
sex of prenatal fetuses (if prenatal sex determination was
performed). Safety was determined by evaluating the rate
of congenital malformations among infants born from the
sorted sperm. The primary safety measure was the rate
of major congenital malformations among infants born
from sorted samples compared to that of the general
population. Those results will be presented in a separate report. This study was conducted with Institutional
Review Board approval (Chesapeake IRB; registration
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number IRB00000790) under an FDA-approved Investigational Device Exemption (IDE). The FDA clinical trials
registration number was NCT00865735. The results
reported here are from data collected between June
1994 and January 2012.
Study population

The study population consisted of married couples who
desired children of a specific sex to reduce the risk of
sex-linked and sex-limited genetic disorders in their
future children (Genetic Disease Prevention; GDP), or
for balancing the sex ratio among their children (Family
Balancing; FB). Sperm sorting with MicroSort was only
available through enrollment and participation in the
clinical study. Enrollment in the FB indication was limited
to couples who had at least one child, desired to have a
child of the under-represented sex among all of their children, and where the wife or the egg donor was younger
than 40 years of age. Limitations on age or prior children
did not apply to GDP participants. Both GDP and FB couples used donor sperm or oocytes if medically indicated.
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who sought reduced genetic disease risk or a balanced
sex distribution among their children. The study enrollment also included couples undergoing treatment for
infertility indications who qualified for and desired participation in the study. Table 1 contains the inclusion
and exclusion criteria for the FB and GDP indications.
Enrollment was conducted at the two investigational
sites: at GIVF in Fairfax, VA, (1994–2012) and at the
Huntington Reproductive Center (HRC) clinic in Laguna
Hills, CA (2003–2012). Couples meeting inclusion criteria
underwent clinical consultation, any indicated medical
evaluation, and signed an informed consent form before
being accepted as study participants. Documentation of
genetic disease risk was reviewed by a medical geneticist
on the study staff to confirm eligibility for enrollment and
participation under the GDP indication. Once enrollment
was complete, cycle management decisions, e.g., the
use of IUI or IVF/ICSI, ovarian stimulation protocols,
etc., were made between the participating couple and
their physician.
IUI treatment cycles

Subject selection

Participants were primarily fertile, married couples who
met inclusion criteria, were enrolled in the study, and

Cycle monitoring for IUI cycles utilized either ovulation
predictor kits or frequent transvaginal sonography coupled
with serum progesterone, estradiol, and luteinizing hor-

Table 1 Inclusion and exclusion criteria for participation in the MicroSorta clinical study: Genetic Disease Prevention
(GDP) and Family Balancing (FB) indicationsb
Inclusion criteria

Criterion
for GDP?

Criterion
for FB?

The man and woman (couple) are married.

Yes

Yes

The couple combined must have at least one child (biological, adopted or stepchild).

No

Yes

The couple desires the under-represented gender among all of their children (biological, adopted or stepchild).

No

Yes

The couple wishes to minimize the risk of genetic disorders that are known or believed to be sex-linked or sex-limited.

Yes

No

The husband and wife, and donor and/or surrogate mother (if applicable) have negative laboratory test results for HIV-1
antibody, Hepatitis B surface antigen, and Hepatitis C antibody.

Yes

Yes

The wife or the donor of the eggs must be between the ages of 18–39 at the time of egg retrieval or insemination.

No

Yes

Both husband and wife agree to participate in the ongoing follow-up, as evidenced by providing signed medical release
forms to obtain newborn and pediatric records for any children conceived during the clinical study.

Yes

Yes

Both husband and wife have signed an informed consent.

Yes

Yes

A history of a major congenital malformations or known chromosomal abnormality in the husband, wife or donor
(egg or sperm) or in their prior children.

No

Yes

A clinically significant disease in the woman who will be carrying the pregnancy.

Yes

Yes

Exclusion criteria

Abnormal, undiagnosed, gynecological bleeding in the woman who will be carrying the pregnancy.

Yes

Yes

Known allergy or hypersensitivity to the dye used for DNA staining in the woman who will be carrying the pregnancy.

Yes

Yes

Known current substance abuse in couple (husband and wife) that is the intended parents, or in the woman who will
be carrying the pregnancy.

Yes

Yes

a
MicroSort is a process of flow cytometric sorting human sperm to increase the proportion of X- or Y-chromosome-bearing cells in the sorted specimen. The
differential fluorescence emitted by stained X- vs. Y-chromosome-bearing sperm enables the identification and selection of X- or Y-bearing cells such that the
sorted specimen is enriched in the targeted sperm. Sorted sperm may be used to attempt to establish pregnancy so as to influence the likelihood that the baby
will be of a particular sex.
b
Indications = GDP, FB: Participation in the MicroSort clinical study to reduce the risk of sex-linked/ sex-limited genetic disease in future children (GDP) or to
balance the sex ratio among current children (FB).
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mone (LH) measurement, or some combination of ovulation monitoring tools. Gonadotropin stimulation was used,
if indicated, after a discussion of additional risks related to
multiple gestation and ovarian hyperstimulation syndrome.
Insemination was performed 28–52 hr after detection
of the LH surge, or 36–40 hr after human chorionic
gonadotropin (hCG) administration. The lead follicle was
17–25 mm at the time of hCG administration, depending
upon the stimulation protocol. Inseminations for IUI utilized only freshly sorted sperm and took place exclusively
at either GIVF, the location of the investigational site and
sperm sorting laboratory in Fairfax VA, or the investigational site at the HRC clinic, located in the same building
as the sperm sorting laboratory in Laguna Hills, CA.
IVF/ICSI treatment cycles

Participants undergoing IVF/ICSI treatment cycles underwent ovarian stimulation using various gonadotropin
protocols that were in standard use at GIVF as well as at
multiple national and international facilities of collaborating
physicians. Freshly sorted sperm samples or cryopreserved
sorted sperm samples were used for IVF/ICSI at the two
investigational sites whereas only cryopreserved sorted
specimens were used by the collaborating physicians. In
both cases, the cryopreserved sorted sperm for IVF/ICSI
were thawed and used without further processing.
Sperm preparation and staining

Sperm preparation and sorting were performed at the
sperm sorting laboratory at GIVF in Fairfax, VA, or at
the sperm sorting laboratory in Laguna Hills, CA. Study
participants provided either fresh or cryopreserved semen
for sorting. Prior to evaluation and processing, freshly
collected semen was allowed to liquefy at 35°C for 30 min;
cryopreserved specimens were thawed according to instructions provided with the cryopreserved semen. All semen
was evaluated for volume, concentration, percentage motile
sperm, progression, and viability (eosin dye exclusion)
before and after processing. Semen was processed by
centrifugation through either glass wool columns or,
after 1998, discontinuous density gradients (ISolate, 50%,
90%; Irvine Scientific, Santa Ana, CA). After processing,
recovered sperm were washed and the sperm pellets
re-suspended in medium [BWW (Irvine Scientific) supplemented with 10% bovine serum albumin (Sigma, St Louis,
MO) before June, 2004, or either Ham’s F-10 or Sperm
Washing Medium supplemented with 0.5% Human
Serum Albumin (both Irvine Scientific) after June 2004].
Aliquots of 10 × 106 sperm were then stained for 1 hr at
37°C with Hoechst 33342 (H33342; Calbiochem-Behring
Corporation, La Jolla, CA) at a final concentration of
9 μM as previously described [2]. H33342 is a nonintercalating [13], membrane permeable [14,15], DNAspecific fluorescent stain that binds non-covalently to
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poly-AT regions of the minor groove of the DNA helix
[16]. It’s excitation and emission maxima are 350 nm
and 456 nm, respectively [17].
After one hr of staining, each aliquot of stained sperm
was sorted for one hr before being replaced by the next
aliquot of freshly stained sperm. Sperm aliquots were
stained sequentially and staining was timed so as to
minimize the wait for the freshly stained aliquot after
sorting the preceding aliquot was completed.
Flow cytometric sperm sorting

Prepared, stained sperm were sorted as previously described
[2]. Sperm were sorted using either a modified Epics® 753
(Coulter Corporation, Hialeah, FL) or modified FACS®
Vantage flow cytometers (Becton-Dickinson Immunocytometry Systems, San Jose, CA) equipped with argon ion
water cooled lasers (Coherent Inc., Santa Clara, CA).
Instruments were modified according to [18]. Instruments
were calibrated before each sort using H33342-stained
sperm from a single human donor chosen because of the
known, predictable performance of his sperm in response
to the standardized staining and excitation conditions
of sorting. Dulbecco’s phosphate buffered saline (Irvine
Scientific) was used as sheath fluid. Fluorescence emitted by
each stained sperm after UVA laser excitation (333–364 nm,
100 mW) was directed through a 400 nm long pass filter
to forward (0°) and right angle (90°) detectors. Properly
oriented sperm were identified and gated based on 90°
fluorescence intensity. The sperm identified by the 90°
gate were then gated on lower (YSort) or higher (XSort)
0° fluorescence intensity, and the sperm meeting the 0°
fluorescence gating criteria were electrostatically deflected
from the sample stream and into the collection container.
For any given sort, only one type of sperm (X-bearing or
Y-bearing) was intended for collection.
Sperm were analyzed at a rate of 3,000-3,500 cells per
sec and the sorted sperm (predominantly X-bearing or
predominantly Y-bearing) were collected at a rate of
approximately 15–20 cells per sec into TYB Refrigeration
Medium (Irvine Scientific) or other media. Thus, one hr
of sorting could yield 60,000 to 80,000 sorted sperm.
The actual number of sorted sperm collected per hr of
sorting varied from specimen to specimen. IUI sorts
were performed with a target of 200,000 motile sperm
collected post-sort. Fresh IVF/ICSI sorts were performed
with a target of 60,000 motile sperm collected post-sort.
For specimens that were to be cryopreserved after sorting,
the target was 100,000 motile sorted sperm post-thaw,
based on test-freeze results obtained prior to sorting or,
in the absence of those results, an assumed maximum
post-thaw motility of 50% of the pre-freeze motility.
Post-sort sperm were centrifuged to concentrate recovered cells in a final volume of 400 μL for IUI, 200 μL for
cryopreservation, or 60 μL for IVF/ICSI procedures in
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which freshly sorted sperm were to be used. Post-sort
motility and progression were evaluated at 35°C under
paraffin oil using Hoffman illumination. A sample from
each of the sorted specimens was obtained and preserved
for a post-sort quantitative determination of enrichment
in X- or Y-bearing sperm (post-sort purity) using FISH.
Sorted specimens were used fresh for IUI or IVF/ICSI at
GIVF or HRC or were cryopreserved and stored at the
laboratory for future IVF/ICSI use at GIVF, HRC, or for
shipment to a collaborating physician’s facility.
The times required to perform the necessary steps in
the preparation and sorting process were as follows:
Liquefaction of raw semen - 30 min; evaluation and
preparation for sorting - 1.5 hr; staining first sperm
aliquot - 1 hr; sorting - up to 4 hr for IUI; evaluating
sorted sperm and preparing sorted sperm for insemination - 45 min). To obtain the target number of sorted
sperm for IUI or for post-sort cryopreservation, at least
4 aliquots of 10 × 106 sperm each were prepared.
Therefore, assuming a post-preparation recovery rate of
30%, the raw semen specimen for an IUI sort was
expected to contain ≥140 × 106 sperm at ≥50% motility.
For an IVF/ICSI sort, raw semen containing 40–70 × 106
sperm at ≥50% motility was expected to yield the 1–2
aliquots of 10 × 106 prepared sperm for sorting. If an
initial raw semen specimen did not contain the anticipated number of sperm, the husband was requested to
produce additional semen specimens.
Fluorescence in situ hybridization (FISH)

A sample containing approximately 5,000 sperm was
taken from the sorted specimen for FISH evaluation of
post-sort purity. The FISH procedure was a modification
[19] of the one-DNA probe standard protocol (Vysis,
Inc., Downers Grove, IL) as previously described [4]
using alpha satellite DNA probes specific for the X and
Y chromosomes. Briefly, sorted sperm were washed
twice in PBS, air dried on a slide, fixed with 75% methyl
alcohol-25% acetic acid, washed with 2X Saline Sodium
Citrate (SSC; 0.3 M NaCl, 30 mM sodium citrate; Vysis,
Inc.) at 37°C and allowed to air dry. The fixed, washed
sperm were then treated with 50 mM dithiothreitol
(DTT) in 0.1 M Tris–HCl (pH 8.0 at room temperature),
washed with 2X SSC, and air-dried. Sperm were then
concurrently denatured at 75°C and incubated with Vysis
Spectrum CEP X orange/Y green probe mixture and
Vysis Spectrum CEP Hybridization buffer (Vysis, Inc.)
under a cover glass in a hybridization chamber. After the
sperm DNA and the X- and Y-probe mixture hybridized,
slides were washed with 0.4X SSC and counterstained
with 4’,6-diamidino-2-phenylindole (DAPI; Vysis, Inc.).
The labeled, counterstained sperm were evaluated at
600 X total magnification using an Olympus BX60
fluorescence microscope (Olympus America, Inc., Center
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Valley, PA) equipped with a dual band pass fluorescein
isothiocyanate (FITC)/Rhodamine cube and DAPI filter.
Sperm were initially identified using the DAPI filter
then evaluated for presence of X- (red) or Y- (green)
probe signal using the FITC/Rhodamine filter. At least
200 spermatozoa were counted for each patient sample.
Samples were taken for FISH analysis after every sort,
and results were successfully obtained on approximately
99% of the 7718 sorts performed.
Post-sort specimen cryopreservation

For cryopreservation, sorted specimens were diluted 1:1
(v:v) with TEST Yolk Buffer Freezing Medium (Irvine
Scientific), transferred to 1 mL Nunc cryotubes (Nunc,
Kamstrup, DK) or 0.25 mL straws (IMV, Minneapolis,
MN) and subsequently frozen in liquid nitrogen vapor
using a programmable controlled rate freezer (Planar
Kryo 10, TS Scientific, Perskie, PA). After vapor freezing,
the sorted specimens were plunged into liquid nitrogen
for storage until use. Frozen sorted specimens for IVF/
ICSI were thawed at room temperature before use.
Cycle outcomes and baby follow-up

Cycle outcome information was provided by physicians
enrolled as collaborators in the clinical study. Because
IUIs were only performed at the two investigational sites
(Fairfax, VA, and HRC in Laguna Hills, CA), physicians
at those sites provided IUI cycle outcome information in
addition to outcome information for IVF/ICSI cycles in
which freshly sorted sperm or cryopreserved sorted
sperm were used. Collaborating physicians not at the
Fairfax, VA, or the Laguna Hills, CA, sites only received
cryopreserved sorted sperm for use in IVF/ICSI and
agreed to provide the cycle outcome results. Cycle data
were recorded on standardized clinical report forms
(CRFs) which were then forwarded to GIVF for review
by study personnel and data entry. Cycle data included
medications used for ovarian stimulation, and retrieval,
fertilization, cleavage, and PGD results. Other data included
pregnancy testing results and results of any early ultrasounds performed to determine intrauterine localization
and number of developing fetuses. A clinical pregnancy
was defined as any pregnancy that had a sonographicallydetected fetal sac with or without fetal heart activity, any
miscarriage which occurred more than 35 days after
insemination or embryo transfer, or any pregnancy with
documented presence of fetal tissue. A clinical miscarriage
was defined as the loss of a clinical pregnancy more than
35 days after insemination or embryo transfer, or any
pregnancy loss which required a dilation and curettage.
Once clinical pregnancy was established it was customary that the female participant returned to the care of her
OB/GYN for the duration of the pregnancy. It is possible
that some collaborating physicians may have provided
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both ART treatment and obstetric care to their patients.
Periodic follow-up calls were placed by study personnel
to participants to obtain pregnancy status updates,
including clinical miscarriages, pregnancy terminations,
fetal reduction procedures, ectopic pregnancies, stillbirths,
and other adverse events. In addition, the results of prenatal
ultrasounds, including fetal sex determination, if performed
(not required), chorionic villus sampling or amniocentesis
were requested. Medical records were requested in order to
identify, verify, evaluate and classify any events reported
during follow-up calls. Data obtained from follow-up calls
were recorded on CRFs by study personnel. A copy of the
medical records containing results of the newborn physical
examination performed at birth (birth records) and the
pediatric evaluations performed by the baby’s physician
throughout at least the first year of life (pediatric records)
were requested from participants who had agreed, as part
of the consenting process, to provide those medical records
for babies born using MicroSort sperm. Each baby’s
medical records (birth records and pediatric records) were
independently reviewed by two board-certified medical
geneticists (the study medical geneticists) engaged by the
study sponsor to independently identify, evaluate and
classify any congenital malformations and other adverse
event results relating to the babies. These findings were
recorded on CRFs by the study medical geneticists.
Additional medical records and testing results were
requested and reviewed as conditions dictated. A third
medical geneticist was used to resolve any disagreement
between the first two independent evaluations. Safety
outcomes, including congenital malformation results
and a more detailed description of the specific safetyrelated methods and findings, are not reported here
and will be presented in a separate report.
Data analysis

All data were recorded on CRFs which were submitted
to study personnel for internal review for completeness.
Completed CRFs were then sent to an independent data
management firm for data entry into the clinical study’s
database housed there. Periodic audits, edit checks, and
reviews were performed on the database per the data
management firm’s policies and procedures.
Although this clinical study was conducted to evaluate
both the safety and the effectiveness of flow cytometric
sorting of human sperm for subsequent use in ART procedures, only effectiveness results are presented in this
report. However, it is necessary to make some mention
of safety since the sample size was estimated taking into
consideration both safety and effectiveness, with the
larger sample size being selected.
The sample size for effectiveness was based on the
FISH analysis of sorted sperm and the sex of babies
born. For FISH analysis results, the objective was to
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demonstrate that the percentage of X-bearing sperm
after XSort and the percentage of Y-bearing sperm after
YSort was greater than 50%. For the sex of babies born,
assuming the true success rate was at least 65%, 90 births
provided 90% power to demonstrate that the success rate
was greater than 50%.
The sample size for safety was based upon the rate of
major congenital malformations in babies born, estimated
to be 4% in the general population at the time the study
was designed. The primary safety hypothesis was to
demonstrate that the rate of major malformation was
less than 6%, based on the assumption that the true
major malformation rate was 4% plus a non-inferiority
margin of 2 percentage points (4% + 2% = 6%). Thus,
1050 babies would provide 90% power to demonstrate
non-inferiority. Because the sample size for major
malformations was the largest, the study was powered
based on a sample size of 1050 babies born.
Results are reported as means ± SD unless otherwise
stated. Changes in clinical pregnancy rates, in clinical loss
rates and percentages of babies having the targeted sex
were tested by a test for trend, treating age groups as
equally spaced, using the Cochrane-Mantel-Haenszel test
[20] contained in SAS version 9.2 (The SAS Institute, Cary,
NC). A P value <0.05 was considered to be significant.

Results
General

Between 1994 and 2012, 4993 couples were enrolled in
the study; 7.7% (383/4993) for GDP and 92.2% (4610/4993)
for FB. Overall, the mean age at enrollment was 38.5 ±
7.5 years for husbands and 35.5 ± 4.7 years for wives. For
GDP, average husband and wife ages at enrollment were
35.2 ± 5.7 and 33.4 ± 4.3 years, respectively. For FB, the
respective ages for husbands and wives at enrollment were
38.8 ± 7.5 and 35.6 ± 4.7 years. Of the 7718 sorts performed,
5635 (73.0%) were XSorts and 2083 (27.0%) were YSorts.
859 sorts (10.7%) were for GDP and 6859 (89.3%) for FB.
Table 2 contains summary post-sort purity results for
sorted sperm, and the sex of embryos, fetuses, and babies
born from the use of sorted sperm. The sorted specimen
contained an average of 87.8% (range 60.4-99.0; 95% CI
87.7-87.9) X-bearing sperm after XSorts and 74.3% (range
52.0-93.8; 95% CI 73.9-74.5) Y-bearing sperm after YSorts.
Embryo sex results were in good agreement with post-sort
FISH results while the fetal sex and baby sex results, though
consistent with post-sort purity results, appeared elevated.
An average of 215.7 × 106 ± 166.9 × 106 total motile sperm
in raw semen yielded an average of 172.2 × 103 ± 776.7 ×
103 motile sorted sperm available for use.
Intrauterine insemination

4448 sorts were used in IUI cycles. 14.1% and 85.9% of
sorts were for the GDP and FB indications, respectively;
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Table 2 Post-sort puritya, embryo sex, fetus sex, and
neonatal sex after flow cytometric sorting of human sperm
XSortb
c

Sorted Sperm
Embryo Sexd
f

Fetus Sex

Baby Sexg

YSortb

87.8 ± 5.0% X

74.3% ± 7.0 Y

n = 5635

n = 2083

87.0% ♀e

70.6% ♂e

n = 3921

n = 3563

90.5% ♀

83.2% ♂

n = 567

n = 161

93.5% ♀

85.4% ♂

n = 1010

n = 328

a
Percentage of X- or Y-bearing sperm in the sorted sample after XSort and
YSort, respectively.
b
XSort, YSort: Sorting to recover X-bearing sperm or Y-bearing
sperm, respectively.
c
Determined by fluorescence in situ hybridization (FISH). Both values
significantly different from 50% p < 0.001.
d
Determined by embryo biopsy/preimplantation genetic diagnosis (PGD).
e
♀, ♂ symbols denote female and male sex, respectively.
f
Determined by ultrasound, chorionic villus sampling, or amniocentesis.
Includes cycles utilizing PGD.
g
Determined by morphological examination at birth. Includes cycles utilizing
PGD. Both values significantly different from 50% p < 0.001.

80.4% of IUI sorts were XSorts and 19.6% were YSorts.
Mean ages for husbands and wives undergoing IUI were
37.8 ± 7.2 and 35.1 ± 3.9 years, respectively. The overall
IUI clinical pregnancy rate was 14.7% (653/4448) per
cycle (Table 3), achieved with an average insemination
dose of 217.1 × 103 ± 71.7 × 103 motile sperm. The majority of IUI cycles employed either no exogenous stimulation or clomiphene citrate alone for ovarian stimulation
(data not shown). Clinical pregnancy rates per cycle
decreased and miscarriage rates increased as female age
increased (Table 3).
IVF/ICSI

A total of 2957 sorts were used in IVF/ICSI cycles. Of
the IVF/ICSI sorts, 6.5% and 93.4% were for the GDP
and FB indications, respectively; 59.1% were XSort and
40.9% were YSort. Mean ages for husbands and wives
undertaking IVF/ICSI were 40.2 ± 6.7 and 35.1 ± 5.3 years,
Table 3 Pregnancy (PR) and spontaneous miscarriage
(SAb) rates by female age for cycles in which flow
cytometrically sorted human sperm were used for IUI
Agea
(yr)

Cycles
(n)

Clinical
pregnancies (n)

PR per
cycle (%)b

SAb
(n)

Clinical
loss (%)c

<30

383

70

18.3

7

10.0

30-34

1614

264

16.4

31

11.7

35-39

2271

304

13.4

58

19.1

>39

180

15

8.3

5

33.3

All Cycles

4448

653

14.7

101

15.5

a

Age at time of procedure.
Statistically significant decrease with increasing age (p < 0.0001).
c
Statistically significant increase with increasing age (p < 0.002).
b
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respectively. For IVF/ICSI sorts, the mean number of
motile sperm after sorting was 118.5 × 103 ± 1290 × 103.
Of the 41,008 oocytes retrieved, 32,586 were viable and
appropriate for insemination. The overall fertilization
rate was 71.4% (23,270/32,586). There were 22,283 twopronucleate zygotes yielding 20,402 cleaved embryos
for an overall cleavage rate of 91.6%. Overall, PGD was
utilized in 37.5% of IVF/ICSI cycles; 34.0% of XSort
IVF/ICSI cycles and 45.3% of YSort IVF/ICSI cycles
employed the procedure. A mean of 2.4 ± 1.2 embryos
(range 1–12; 95% CI 2.4-2.5) embryos were transferred
per fresh cycle resulting in a mean IVF/ICSI clinical
pregnancy rate of 30.8% (911/2957) per cycle (Table 4).
The per-cycle clinical pregnancy rates for IVF/ICSI
decreased with increasing egg source (wife or egg donor)
age (Table 4); however, the apparent increase in miscarriage rates with age was not significant (p = 0.093; Table 4).
There were 196 frozen embryo transfer (FET) cycles in
which a mean of 3.1 ± 1.3 (range 1–7; 95% CI 2.7-3.5)
frozen-thawed embryos were transferred, yielding 63
clinical pregnancies for a 32.1% per cycle FET clinical
pregnancy rate. Among the FET clinical pregnancies, 8
miscarriages were reported for an FET clinical loss rate
of 12.7%.
Cycle outcomes and baby follow-up

A total of 1143 births with one or more babies resulted
from 1627 clinical pregnancies. Table 5 contains a summary
of the sex of babies born by ART type, sort type and female
age (wife or egg donor, if used). There was no trend for the
percentage of babies having the targeted sex to change with
female age for any of the ART type-sort type subclasses (all
p < 0.05). Of the 1358 babies born, 933 were from singleton
pregnancies (68.7%), 410 from twin pregnancies (30.2%),
and 15 from triplet pregnancies (1.1%). Sixteen ectopic
pregnancies, 202 clinical spontaneous miscarriages and 24
selective reductions (6 for detected fetal abnormalities
and 18 to reduce the risk of multifetal pregnancy) were
reported. Of the 23 pregnancy terminations reported,
19 followed XSorts and 4 followed YSorts; 16 were for
detected fetal abnormalities, 4 were for the non-targeted
sex, 2 were unclassified and 1 was for a male fetus at risk
for an X-linked disease. Of the babies whose sexes had
been documented, 93.5% (944/1010) were of the targeted
sex after XSorts and 85.4% (280/328) were the targeted
sex after YSorts (Table 2). The rate of major congenital
malformations for babies conceived with sorted sperm
were statistically indistinguishable from general population
controls (Marazzo DP., in preparation).

Discussion
The results reported here show that the MicroSort sperm
sorting resulted in a marked increase in the percentage of
X- or Y-chromosome-bearing sperm in sorted specimens
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Table 4 Pregnancy (PR) and spontaneous miscarriage (SAb) rates by female age for cycles in which flow cytometrically
sorted human sperm were used for IVF/ICSI
Agea (yr)

Cycles (n)

Donor cycles (n)

Clinical pregnancies (n)

PR per cycle (%)b

SAb (n)

Clinical loss (%)

<30

334

173

146

43.7

11

7.5

30-34

822

46

278

33.8

23

8.3

35-39

1434

5

374

26.1

43

11.5

>39

163

5

31

19.0

4

12.9

Unconfirmed

204

201

82

40.2

12

14.6

All Cycles

2957

427

911

30.8

93

10.2

a

Age of egg source at time of procedure (wife or egg donor, if used).
Statistically significant decrease with increasing age (p < 0.0001), excluding unconfirmed age.

b

(Table 2). This is consistent with prior reports from GIVF
[11,21-23] and sorts analyzed independently by Vidal et al.
[12]. The evaluation of many thousands of unsorted
semen specimens utilizing FISH showed that the ratio of
X- to Y-bearing sperm was invariably close to the expected
50:50 ratio (data not shown). Sorting caused a significant
(p < 0.001) and biologically meaningful shift in the X:Y
ratio to 88:12 after XSorts (n = 5635) and to 26:74 after
YSorts (n = 2083). Those shifts equate, on average, to a
7.2-fold greater likelihood of a baby being female than
male after an XSort, and a 2.9-fold greater likelihood of a
baby being a male than a female after a YSort.
Successful sorting depends on the accurate detection
of differences in fluorescent signal intensity between the
X- and Y-bearing sperm. Strict adherence to standardized
conditions of sperm preparation, staining, and instrument
setup and operation minimize extrinsic effects on the
fluorescent signal detection and thus, sort outcome. On
the other hand, characteristics intrinsic to the sperm are

more difficult to control. Variations in sperm head size,
shape, and surface features (such as number, size and location of vacuoles) may affect the intensity of the fluorescent
signal in ways similar to how those same characteristics
affect light transmission through a lens. Variations in
sperm chromatin packaging may affect stain uptake by
limiting (or enhancing) stain access to DNA and impact
sorting accuracy through decreased or increased signal
intensity. While the intrinsic factors are more challenging
to control and may be the greater contributors to sortto-sort variation in sorting success, the results show
that the vast majority of sorts resulted in a sorted specimen
containing a high percentage of the targeted sperm.
The collection of sufficient sorted sperm for clinical
application requires an adequate number of motile
sperm in the raw semen. Not all participants were able
to provide raw semen specimens of sufficient quality
for sorting. Approximately 3% of sorts were cancelled
for a variety of reasons, primarily related to semen

Table 5 Babies born of the targeted sexa and of the not targeted sexb, by ART typec, sort typed and agee
ARTc

IUI

IVF/ICSIf

a

Agee (yr)

XSortd

YSorte

# babies of targeted/
not targeted sex

Targeted sex (%)

# babies of targeted/
not targeted sex

Targeted sex (%)

<30

31/6

83.8

6/3

66.7

30-34

162/12

93.1

27/4

87.1

35-39

216/12

94.7

31/8

79.5

>39

22/2

91.7

1/1

50.0

All cycles

431/32

93.1

65/16

80.2

<30

63/3

95.5

37/2

94.8

30-34

144/9

94.1

67/11

85.9

35-39

240/15

94.1

83/13

86.5

>39

65/7

90.3

28/6

82.4

Unconfirmed

1/0

100.0

0/0

0.0

All Cycles

513/34

93.8

215/32

87.0

Targeted sex = Female baby after XSort, Male baby after YSort.
b
Not targeted sex = Male baby after XSort, Female baby after YSort.
c
ART (assisted reproductive technology) type = intrauterine insemination (IUI) or in vitro fertilization/intracytoplasmic sperm injection (IVF/ICSI).
d
Sort type = XSort, YSort: Sorting to recover X-bearing sperm or Y-bearing sperm, respectively.
e
Age of egg source at time of procedure (wife or egg donor, if used).
f
Includes FET cycles.
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quality: insufficient sperm numbers (<140 × 106 sperm
for IUI sorts and <70 × 106 sperm for IVF/ICSI sorts) or
motility (<50% motility) in the raw specimen; insufficient
sperm recovered after processing, often due to extremely
high degree of debris in the specimen; and/or poor
sperm survival after processing. Although it was strongly
recommended that study participants provide the results
of a recent semen analysis prior to sorting, it was not
required and not all did so. On the day of the sort,
approximately 40% of participants provided a second
semen specimen, and a few provided a third specimen,
because the initial semen specimen was not of sufficient
quality for sorting. If a sort was cancelled for reasons of
poor semen quality, participants could reschedule a
sort. In such cases, the quality of semen produced on
the day of the rescheduled sort was adequate for sorting
about half the time, suggesting that stress at the time of
collection and/or inattention to the abstinence period
may have been contributing factors to the poor initial
specimen(s). Less than 1% of sorts were interrupted
and/or cancelled due to cytometer or laser malfunctions;
in these rare instances the sort was rescheduled after the
malfunction had been addressed.
The ability of sperm sorting to increase the percentage
of X-bearing sperm in the sorted specimen could be of
benefit to couples wishing to avoid having children
affected by sex-linked disease. There are over 1,100 Xlinked diseases and approximately 60 Y-linked diseases
[24]. Due to the fact that females have two X chromosomes (one of which undergoes X-inactivation), it is
primarily the male child that is affected. This makes the
greater effectiveness of sorting for X-bearing sperm
particularly useful for helping reduce the likelihood of
conceiving a child affected by the disease. In cases of
classical X-linked disorders, sorting for X-bearing
sperm would increase the likelihood of conceiving a
girl to approximately 90% and decrease the likelihood
of conceiving an affected male child from 25% to 2.5%.
The embryonic sex data (as determined by PGD) show
proportions of XX embryos after XSort and XY embryos
after YSort were consistent with the post-sort FISH
results. However, the prenatal sex distributions for fetuses,
determined in those who underwent ultrasound, CVS
or amniocentesis for sex identification, and the sex of
babies born, as determined by physical exam at birth,
while paralleling the predicted outcomes, appeared
increased (Table 2). Closer examination showed the sex
distributions for babies born for XSort IUIs, YSort IUIs,
XSort IVF/ICSIs, and YSort IVF/ICSIs (Table 5) were
5.3, 5.9, 6.0, and 12.7 percentage points greater, respectively, than the respective overall post-sort FISH results
shown in Table 2. An imperfect agreement between the
sex distribution of babies born and the post-sort FISH
results is not unexpected and we speculate that for X-and
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YSort IUIs and XSort IVF/ICSIs, the 5 to 6 percentage
point difference between values for those two variables,
because of their uniformity across sort types and ART
types, likely reflects normal variation (noise) characteristic
of these data. However, the two-fold greater difference
between the sex distribution of babies born and the
post-sort FISH results for YSort IVF/ICSIs, which
equates to 17 more male babies born than would have
resulted if the percentage point difference between the
baby sex distribution and the post-sort FISH results
had been 5–6 percentage points, suggests something
other than systemic noise. We suggest that the utilization
of PGD in a greater percentage of YSort vs. XSort IVF/
ICSI cycles (45% vs. 34%) potentially contributed to the
higher than expected rate of male births after YSort
IVF/ICSIs. Because PGD is very robust for identifying
embryonic sex, the utilization of PGD in YSort IVF/
ICSI cycles would be expected to yield a higher rate of
male embryos identified and transferred, and ultimately
result in an elevated rate of male births. Another potential
contributor to the higher than expected rate of male
births after YSort IVF/ICSIs could have been unreported
miscarriages or terminations, resulting in the greater than
expected survival of male vs. female pregnancies. It is also
possible that YSorts, in addition to selecting Y-bearing
sperm, also selected some X-bearing sperm of impaired
competence possibly arising from the effects of passage
through the flow cytometer or some unknown selection
mechanism during the sorting. This could have increased
the effective percentage of functional Y-bearing sperm in
the sorted IVF/ICSI specimen and thereby the rate of male
fetuses and babies. However, if this had occurred, one
would expect this to also have been reflected in the sex
distribution results for YSort IUIs, which it was not. It
should be noted that determination of embryonic sex and
prenatal fetal sex by any method was not required of
participants, and therefore was not performed for all
participants. Because PGD results were reported for
approximately 40% of IVF/ICSI cycles and results of fetal
sex determinations were reported for approximately
50% of fetuses, caution should be taken in the interpretation of, and speculation regarding the reasons for,
the apparent differences between post-sort purity and
baby sex distribution.
In addition to increasing the proportion of X- or Ybearing sperm in the sorted sample, the current results
indicate that the function of flow cytometrically sorted
human sperm was not adversely affected. The IUI results
(Table 3) show the pregnancy rates resulting from the
use of sorted sperm were comparable to rates published in
the literature. Published IUI pregnancy rates are generally
10-15% per cycle [25-27], whereas the overall IUI pregnancy rate in the current study was 14.7% in a population
of participants presumed to have normal fertility potential.
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Theoretically, the presumed normal fertility status of most
of the current study’s participants could have potentially
increased the IUI pregnancy rate over that reported for
studies that did not employ sorted sperm. Because the
majority of the current study’s participants were enrolled
under the FB indication, which required at least one
previous child, and some participants that were enrolled
under the GDP indication also had one or more children,
primary infertility was likely not a factor. Similarly,
because of the sperm requirements for sorting, male factor
infertility was likely not a factor. On the other hand,
the relatively low numbers of sorted sperm available for
insemination, coupled with the mean age of the wife at
insemination (35.1 ± 3.9 years) could be anticipated to
lower the IUI pregnancy rate.
The number of motile sorted sperm inseminated in
the current study (0.217 × 106) was considerably lower
than the range of threshold motile sperm doses (0.8
to >20 × 106) reported by Ombelet et al. [28] in their
review of sperm traits predictive of IUI outcomes. It
was also lower than their proposed motile sperm
threshold dose of >1.0 × 106, above which IUI success
was expected to be significantly improved. While doubling the inseminated dose of motile sorted sperm could
possibly have resulted in an increased IUI pregnancy
rate in the current study, in most cases the sperm dose
would still have been lower than the threshold values
discussed above. The detrimental effects of increased
sorting time on sperm longevity would likely have had
some counterbalancing effect on whatever benefit might
have been derived from the increased number of sorted
sperm that were obtained by increasing sorting time.
However, the insemination of very low sperm numbers
has been reported to result in pregnancies [29-33], indicating factors other than motile sperm numbers impact IUI
pregnancy rate. The many factors that can impact IUI
success and the different combinations of those factors
among patient populations, coupled with the variation
among physicians in the methods utilized for infertility
treatment, likely can result in practice to practice variability in IUI results. Nonetheless, reports from multiple large
studies show that overall IUI pregnancy rates fall between
10% and 15% per cycle [33-40].
The relatively low number of sorted sperm available
for insemination was due largely to attrition during
the multiple processing steps and the small proportion
of properly oriented sperm passing through the flow
cytometer during sorting. It was also due, in part, to
the balancing of prolonged sort times to maximize sperm
recovery against optimizing sperm longevity by minimizing
the amount of time between semen collection and insemination. These multiple factors resulted in 0.6% to 1.0% of
total sperm being recoverable for use. Given these factors,
a low IUI pregnancy rate with sorted sperm would be
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expected if the sorting process adversely affected sperm
function, particularly considering the sperm dose inseminated. On the contrary, our current results show IUI per
cycle pregnancy rates to be consistent with other reports in
the literature.
Results from IVF/ICSI cycles in the current study are
consistent with published values for fertilization rate
[41-44], cleavage rate [41,45-47], and pregnancy rate
[48] and provide additional information regarding the
effect of sorting on sperm function. If sorting did
adversely affect sperm function, one would expect lower
rates of fertilization, cleavage and pregnancy, which was
not the case. Furthermore, the spontaneous miscarriage
rates for pregnancies achieved using sorted sperm (Table 3,
Table 4) were comparable with those reported for the
general population [40] and for IUI [49-51] and IVF/ICSI
[50,51] indicating that sorting did not adversely impact
post-implantation, first trimester fetal development.
Combined, the IUI and IVF/ICSI results indicate that
sorted sperm were capable of fertilization in vivo and
in vitro, and the use of sorted sperm did not appear to
interfere with normal embryonic development and
resulted in pregnancies at rates comparable to those
seen when unsorted sperm are utilized. Furthermore,
the FET results are consistent with literature reports in
terms of clinical pregnancy rates [52-55] and miscarriage
rates [52,53,55], indicating that frozen embryos arising
from the use of sorted sperm were able to effect and
maintain pregnancy at rates similar to those for frozen
embryos resulting from the use of unsorted sperm.
It is notable that, overall, XSorts were the predominant
sort type requested by participants, being performed
nearly 3 times more often than YSorts (5635 XSorts vs.
2083 YSorts = 2.7 to 1). A combination of reasons may
explain the more common preference for female babies
among the participants in this study; these include 1) the
greater likelihood of the desired sex outcome given the
higher mean percentage of X-bearing sperm after XSorts
relative to YSorts (88% versus 74%), 2) an overall parental
or cultural preference for females in the FB patient population, and 3) a contribution of genetic disease prevention
(GDP) to this preference. When the XSorts and YSorts
for GDP were subtracted from their respective totals,
the remaining ratio was still skewed toward a female
preference (4813 XSorts vs. 2046 YSorts = 2.4 to 1).

Conclusions
Flow cytometric sorting of human sperm with MicroSort
resulted in a biologically meaningful shift in the expected
50:50 ratio of X- to Y-bearing sperm found in normal
ejaculated semen. The use of sorted sperm (MicroSort)
increased the chances of conceiving a child of a targeted
sex. The sorted sperm yielded IUI, IVF/ICSI and FET outcomes consistent with outcomes reported in the literature
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using unsorted sperm, indicating that sperm function was
unimpaired. These results illustrate the effectiveness of
flow cytometric sorting of human sperm for subsequent
use in ART as a preconception option for families wishing
to reduce the risk of genetic disease or to balance the sex
distribution among their children.

Author details
1
Genetics & IVF Institute, 3015 Williams Dr, Fairfax, VA 22031, USA.
2
Huntington Reproductive Center, 23961 Calle de la Magdalena, Suite 503,
Laguna Hills, CA 92653, USA. 316920 Hardy Rd, Mount Airy, MD 21771, USA.

Abbreviations
ART: Assisted reproduction technologies; BA: Bovine serum albumen;
BWW: Biggers-Whitten-Whittingham medium; CA: California; DAPI: 4’,6-diamidino2-phenylindole; CRF: Clinical report form; DNA: Deoxyribonucleic acid; FB: Family
balancing; FDA: United States Food and Drug Administration; FET: Frozen embryo
transfer; FISH: Fluorscence in situ hybridization; FITC: Fluorescein isothiocyanate;
FL: Florida; GDP: Genetic disease prevention; GIVF: Genetics & IVF Institute;
H33342: Hoechst 33342; hCG: Human chorionic gonadotropin; HRC: Huntington
Reproduction Center; IUI: Intrauterine insemination; IDE: Investigation device
exemption; IRB: Institutional review board; IVF/ICSI: In vitro fertilization with
intracytoplasmic sperm injection; LH: Luteinizing hormone; MO: Missouri;
PGD: Preimplantation genetic diagnosis; SD: Standard deviation; USDA: United
States Department of Agriculture; UVA: Ultraviolet A; VA: Virginia.

References
1. Pinkel D, Gledhill BL, Van Dilla MA, Stephenson D, Watchmaker G: High
resolution DNA measurements of mammalian sperm. Cytometry 1982, 3:1–9.
2. Johnson LA, Welch GR, Keyvanfar K, Dorfmann A, Fugger EF, Schulman JD:
Gender preselection in humans? Flow cytometric separation of X and Y
spermatozoa for the prevention of X-linked diseases. Hum Reprod 1993,
8:1733–1739.
3. Sumner AT, Robinson JA: A difference in dry mass between the heads of
X- and Y-bearing human spermatozoa. J Reprod Fertil 1976, 48:9–15.
4. Johnson LA, Flook JP, Look MV, Pinkel D: Flow sorting of X and Y
chromosome-bearing spermatozoa into two populations. Gamete Res
1987, 16:1–9.
5. Johnson LA, Flook JP, Hawk HW: Sex preselection in rabbits: Live births
from X and Y sperm separated by DNA and cell sorting. Biol Reprod 1989,
41:199–203.
6. Morrell JM, Dresser DW: Offspring from inseminations with mammalian
sperm stained with Hoechst 33342, either with or without flow
cytometry. Mutat Res 1989, 224:177–183.
7. Cran DG, Johnson LA, Miller NGA, Cochrane D, Polge CE: Production of
bovine calves following separation of X- and Y-chromosome bearing
sperm and in vitro fertilization. Vet Rec 1993, 132:40–41.
8. Cran DG, Cochrane DJ, Johnson LA, Wei H, Lu KH, Polge C: Separation of
X- and Y-chromosome bearing bovine sperm by flow cytometry for use
in IVF. Theriogenology 1994, 41:183.
9. Johnson LA: Sex preselection in swine: altered sex ratios in offspring
following surgical insemination of flow sorted X- and Y-bearing sperm.
Reprod Domest Anim 1991, 26:309–314.
10. Levinson G, Keyvanfar K, Wu JC, Fugger EF, Fields RA, Harton GL, Palmer FT,
Sisson ME, Starr KM, Dennison-Lagos L, Calvo L, Sherins RJ, Bick D, Schulman
JD, Black S: DNA based X-enriched sperm separation as an adjunct to
preimplantation genetic testing for the prevention of X-linked disease.
Hum Reprod 1995, 10:979–982.
11. Fugger EF, Black SH, Keyvanfar K, Schulman JD: Births of normal daughters
after MicroSort sperm separation and intrauterine insemination, in-vitro
fertilization, or intracytoplasmic sperm injection. Hum Reprod 1998,
30:2367–2370.
12. Vidal F, Fugger EF, Blanco J, Keyvanfar K, Catala V, Norton M, Hazelrigg WB,
Black SH, Levinson G, Egozcue J, Schulman JD: Efficiency of MicroSort flow
cytometry for producing sperm populations enriched in X- or Y-chromosome
haplotypes: a blind trial assessed by double and triple colour fluorescent
in-situ hybridization. Hum Reprod 1998, 13:308–312.
13. Muller W, Gautier F: Interactions of heteroaroatic compounds with nucleic
acids; A-T specific nonintercalating DNA ligands. Eur J Biochem 1975,
54:385–394.
14. Arndt-Jovan DJ, Jovin TM: Analysis and sorting of living cells according to
deoxyribonucleic acid content. J Histochem Cytochem 1977, 25:585–589.
15. Lalande ME, Ling V, Miller RG: Hoechst 33343 dye uptake as a probe of
membrane permeability changes in mammalian cells. Proc Natl Acad Sci
U S A 1981, 78:363–367.
16. Latt SA, Stetten G: Spectral studies on 33258 Hoechst and related
bisbenzimidazole dyes useful for fluorescent detection of
deoxyribonucleic acid synthesis. J Histochem Cytochem 1976, 24:24–33.
17. Cosa G, Focsaneanu KS, McLean JRN, McNamee JP, Scaiano JC:
Photophysical properties of fluorescent DNA-dyes bound to single- and
double-stranded DNA in aqueous buffered solution. Photochem Photobiol
2001, 73:585–599.
18. Johnson LA, Pinkel D: Modification of a laser-based flow cytometer for
high resolution DNA analysis of mammalian spermatozoa. Cytometry
1986, 7:268–273.
19. Pieters MHEC, Geraedts JPM, Meyer H, Dumoulin JCM, Evers JLH, Jongbloed
RJE, Nederlof PM, van der Flier S: Human gametes and zygotes studied by
nonradioactive in situ hybridization. Cytogenet Cell Genet 1990, 53:15–19.

Competing interests
This work was supported in its entirety by Genetics & IVF Institute, Fairfax,
Virginia. David S. Karabinus, PhD, was a paid employee of the study sponsor,
Genetics & IVF Institute (GIVF) at the time the study was conducted, is a contract
consultant of the study sponsor, and participated in the company’s employee
stock ownership program. Donald P. Marazzo, MD, was a paid employee of the
study sponsor (GIVF) at the time the study was conducted and participated in
the company’s employee stock ownership program. Harvey J. Stern, MD, PhD, is
a paid employee of the study sponsor (GIVF) and participates in the company’s
employee stock ownership program. Daniel A. Potter, MD, is a partner in
Huntington Reproductive Center Medical Group. Huntington Reproductive
Center Medical Group, which owned a 25% interest in the MicroSort facility in
Laguna Hills, California. Chrispo I. Opanga, MS, is a paid employee of the study
sponsor (GIVF) and participates in the company’s employee stock ownership
program. Marisa L. Cole, BS, was a paid employee of the study sponsor (GIVF) at
the time the study was conducted and participated in the company’s employee
stock ownership program. Lawrence A. Johnson, Ph. D., invented the sperm
sorting process described in this paper, while an employee of the United States
Department of Agriculture (USDA). He held two issued patents, one with
royalties. One of the issued patents has expired along with associated royalties.
After his retirement from the USDA, he was a paid consultant of the study
sponsor (GIVF). Joseph D. Schulman, MD, is the founder and partial owner of the
company (GIVF) that sponsored the study. GIVF received a patent license from
USDA for the use of the sperm sorting technology in humans.
Authors’ contributions
DK was the study Principal Scientific Investigator, director of the two sperm
sorting laboratories, and drafted the manuscript. DM was the study Principal
Clinical Investigator and Medical Director of the investigational site in Fairfax,
VA. HS reviewed the medical records for eligibility to participate, the medical
records of babies born, and contributed to the study design. DP was Medical
Director of the MicroSort investigational site in Laguna Hills, CA. CO was the
sorting laboratory supervisor at the MicroSort site in Fairfax, VA and was
instrumental in setting up and opening the sorting laboratory in Laguna
Hills, CA. MC was the clinical study coordinator, obtained, reviewed, and
submitted study data, and coordinated regulatory and IRB interactions. LJ
while employed by the United States Department of Agriculture (USDA),
collaborated with the Genetics & IVF Institute (GIVF) in the development of
applying flow cytometric sperm sorting to humans, was a consultant to GIVF
after retirement from USDA, and contributed to the design of the study. JS is
the founder of GIVF and instrumental in designing and initiating the study.
All authors read and approved the final manuscript.
Acknowledgments
Many people provided guidance and assistance for this study. The
contributions of the following are particularly acknowledged: Keith Blauer,
MD, Daniel Molina, PharmD, Brian Repelin, BS, and Sayed Hashemi, MPH.

Received: 3 May 2014 Accepted: 11 September 2014
Published: 24 November 2014

Karabinus et al. Reproductive Biology and Endocrinology 2014, 12:106
http://www.rbej.com/content/12/1/106

20. Landis RJ, Heyman ER, Koch GG: Average partial association in three-way
contingency tables: A review and discussion of alternative tests. Int Stat
Rev 1978, 45:237–254.
21. Fugger EF: Clinical experience with flow cytometric separation of human
X- and Y-chromosome bearing sperm. Theriogenology 1999, 52:1435–1444.
22. Schulman JD, Karabinus DS: Scientific aspects of preconception gender
selection. Reprod Biomed Online 2005, 10:111–115.
23. Karabinus DS: Flow cytometric sorting of human sperm: MicroSort®
clinical trial update. Theriogenology 2009, 71:74–79.
24. In Online Mendelian Inheritance in Man. OMIM Statistics for the week of
January 7, 2013. [http://www.ncbi.nlm.nih.gov/Omim/mimstats.html]
25. O’Brien P, Vandekerckhove P: Intra-uterine versus cervical insemination of
donor sperm for subfertility. Cochrane Database Syst Rev 2000, 2:CD000317.
26. Le Lannou D, Gastard E, Guivarch A, Laurent MC, Poulain P: Strategies in
frozen donor semen procreation. Hum Reprod 1995, 10:1765–1774.
27. Ferrara I, Balet R, Grudzinskas JG: Intrauterine insemination with frozen
donor sperm. Pregnancy outcome in relation to age and ovarian
stimulation regime. Hum Reprod 2002, 17:2320–2324.
28. Ombelet W, Dhont N, Thijssen A, Bosmans E, Kruger T: Semen quality
and prediction of IUI success in male subfertility: a systematic review.
Reprod Biomed Online 2014, 28:300–309.
29. Burris AS, Clark RV, Vantman D, Sherins RJ: A low sperm concentration
does not preclude fertility in men with isolated hypogonadotropic
hypogonadism after gonadotropin therapy. Fertil Steril 1988, 50:343–347.
30. Trout S, Bohrer M, Corsan G, Sachdev R, Kemmann E: Is it worthwhile to
perform intrauterine insemination of less than one million motile
sperm? Fertil Steril 1995, 64(Suppl 1):s132.
31. Cressman BE, Pace-Owens S, Pliego JF, Wincek TJ, Kuehl TJ: Effect of sperm
dose on pregnancy rate from intrauterine insemination: a retrospective
analysis. Tex Med 1996, 92:74–79.
32. Centola GM: Successful treatment of severe oligozoospermia with sperm
washing and intrauterine insemination. J Androl 1997, 18:448–453.
33. Marshburn PB, Alanis M, Matthews ML, Usadi R, Papadakis MH, Kullstam S,
Hurst BS: A short period of abstinence before intrauterine insemination is
associated with higher pregnancy rates. Fertil Steril 2010, 93:286–288.
34. Botchan A, Hauser R, Gamzu R, Yogev L, Paz G, Yavetz H: Results from 6139
artificial insemination cycles with donor spermatozoa. Hum Reprod 2001,
16:2298–2304.
35. Jurema MW, Viera AD, Bankowski B, Petrella C, Zhao Y, Wallach E, Zacur H:
Effect of ejaculatory abstinence period on the pregnancy rate after
interuterine insemination. Fertil Steril 2005, 84:678–681.
36. Randall GW, Gantt PA: Double vs. single intrauterine insemination per
cycle: use in gonadotropin cycles and in diagnostic categories of
ovulatory dysfunction and male factor infertility. J Reprod Med 2008,
53:196–202.
37. ESHRE Capri Workshop Group: Intrauterine insemination. Hum Reprod
Update 2009, 15:265–277.
38. Merviel P, Heraud MH, Grenier N, Lourdel E, Sanguinet P, Copin H: Predictive
factors for pregnancy after intrauterine insemination (IUI): An analysis of
1038 cycles and review of the literature. Fertil Steril 2010, 93:79–88.
39. Chavkin DE, Molinaro TA, Roe AH, Sammel MD, Dokras A: Donor sperm
insemination cycles: Are two inseminations better than one? J Androl
2012, 33:375–380.
40. Ventura SJ, Curtin SC, Abma JC, Henshaw SK: Estimated pregnancy rates
and rates of pregnancy outcomes in the United States, 1990–2008.
Nat Vital Statistics Rep 2012, 60:1–22.
41. Tournaye H, Verheyen G, Albano C, Camus M, Van Landuyt L, Devroey P,
Van Steirteghem A: Intracytoplasmic sperm injection versus in vitro
fertilization: a randomized controlled trial and a meta-analysis of the
literature. Fertil Steril 2002, 78:1030–1036.
42. Shen S, Khabani A, Klein N, Battaglia D: Statistical analysis of factors
affecting fertilization rates and clinical outcome associated with
intracytoplasmic sperm injection. Fertil Steril 2003, 79:355–360.
43. Rosen MP, Shen S, Rinaudo PF, Huddleston G, McCulloch CE, Cedars MI:
Fertilization rate is an independent predictor of implantation rate.
Fertil Steril 2010, 94:1328–1333.
44. Johnson LNC, Sasson IE, Sammel MD, Dokras A: Does intracytoplasmic
sperm injection improve fertilization rate and decrease the total
fertilization failure rate in couples with well defined unexplained
infertility? A systematic review and meta analysis. Fertil Steril 2013,
100:704–711.

Page 12 of 12

45. Cook S, Quinn P, Kime L, Ayres C, Tyler JPP, Driscoll GL: Improvement in
early human embryo development using new formulation sequential
stage-specific culture media. Fertil Steril 2002, 78:1254–1260.
46. Johnson JE, Higdon HL, Blackhurst DW, Boone WR: Expectations for oocyte
fertilization and embryo cleavage after whole sperm versus sperm head
intracytoplasmic sperm injection. Fertil Steril 2004, 82:1412–1417.
47. Ciray HN, Karagenc L, Ulg U, Bener F, Bahceci M: Early cleavage
morphology affects the quality and implant potential of day 3 embryos.
Fertil Steril 2006, 85:358–365.
48. Centers for Disease Control and Prevention, American Society for
Reproductive Medicine, Society for Assisted Reproductive Technology: 2011
Assisted Reproductive Technology Fertility Clinic Success Rates Report. Atlanta
(GA): US Dept of Health and Human Services; 2013.
49. Belloc S, Cohen-Bacrie P, Benkhalifa M, Cohen-Bacrie M, De Mouzon J,
Hazout A, Menezo Y: Effect of maternal and paternal age on pregnancy
and miscarriage rates after intrauterine insemination. Reprod Biomed
Online 2008, 17:392–397.
50. Bellver J, Garrida N, Remoni J, Pellicer A, Meseguer M: Influence of paternal
age on assisted reproductive outcome. Reprod Biomed Online 2008,
17:595–604.
51. Brandes M, Verzijden JCM, Hamilton CJCM, de Weys NPC, de Bruin JP,
Bots RSGM, Nelen WLDM, Kremer JAM: Is the fertility treatment itself a risk
factor for early pregnancy loss? Reprod Biomed Online 2011, 22:192–199.
52. Riggs R, Mayer J, Dowling-Lacey D, Chi T-C, Jones E, Oehninger S: Does
storage time influence postthaw survival and pregnancy outcome?
An analysis of 11,768 cryopreserved human embryos. Fertil Steril 2010,
93:109–115.
53. Hill MJ, Miller KA, Frattarelli JL: A GnRH agonist and exogenous hormone
stimulation protocol has a higher live-birth rte than an natural endogenous
hormone protocol for frozen-thawed blastocyst-stage embryo transfer
cycles: an analysis of 1391 cycles. Fertil Steril 2010, 93:416–422.
54. Dasig J, Zhao J, Reddy V, Gebhardt J, Suarez M, Behr B: Spontaneous
abortion rates following frozen embryo transfer: preliminary experience
comparing slow and vitrified cryopreservation methods. Fertil Steril 2011,
86:s417.
55. Tomas C, Alsbjerg B, Martikainen H, Humaidan P: Pregnancy loss after
frozen-embryo transfer – a comparison of three protocols. Fertil Steril
2012, 98:1165–1169.
doi:10.1186/1477-7827-12-106
Cite this article as: Karabinus et al.: The effectiveness of flow cytometric
sorting of human sperm (MicroSort®) for influencing a child’s sex.
Reproductive Biology and Endocrinology 2014 12:106.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

