
CHAPTER 5

EUGENICS, GENETICS AND INFERTILITY TREATMENTS
5.A.
The Eugenics Movement 



1. Historical Context. 



2. Negative and Positive Eugenics.

5.B.
Prenatal Diagnosis and Genetic Screening.

5.C.
Sterilization



            1. Definitions: direct and indirect, voluntary and compulsory



2. Indirect (therapeutic) sterilization





3. Direct (contraceptive) sterilization.



4. Involuntary sterilization.

5.D.
Genetic Counselling

5.E.
The Treatment of Infertility



1.  Causes of Infertility



  
2.  Artificial Insemination by husband or by donor


  
3.  Moral principles 

 

4.  In‑vitro fertilization with Embryo Transfer (IVF‑ET)



5.  Degraded practices consequent upon IVF-ET




6.  Assisted procreation

5.F.
"Sexual reassignment" therapy.

OBJECTIVES OF THIS CHAPTER:
•
1. To learn about the aims and philosophy of the eugenics movement and its impact on medicine.

•
2.  To appreciate the Catholic teaching on sterilization.

•
3.  To study modern infertility treatments within the perspectives afforded by Donum Vitae. 

5.A.
The Eugenics Movement. 
5.A.1.   Historical Context

"If we are to keep our flock at the highest pitch of excellence, there should be as many unions of the best of both sexes, and as few of the inferior, as possible, and ... only the offspring of the better unions should be kept. And again, no one but the Rulers should know how all this is being effected; otherwise our herd of guardians may become rebellious."   (Plato, The Republic V.155, 4th century B.C.)


The word 'eugenics'  comes from Greek and means 'well born' or 'good breeding'. It was coined by the English philosopher Francis Galton in 1904, as "the science which deals with all influences that improve the unborn qualities of a race, also with those influences that develop them to the utmost advantage." He believed that heredity is the major factor in human achievement. Although Gregor Mendel's experiments in genetics had been successful in 1865, the results were not widely known or understood until the early decades of the 20th century. Galton was unaware of Mendel's work.


The other influential stream of thought came from Malthus' Essay in the Principles of Population (1798) which concluded that populations tend to increase and outstrip their means of subsistence. It was better, he alleged, to let the poor starve  than to maintain them and encourage them to multiply, with the result that even more people starved. Malthus' ideas aroused fear of overpopulation and discouraged large families. In the hands of such as of Margaret Sanger, they were to prove conducive to the promotion of practices such as contraception, sterilisation and even abortion as means of controlling population growth. Ms Sanger's youthful care for the poor soon transformed into a care to prevent the poor from multiplying.


As the eugenics movement developed in the Anglo Saxon world in the late C19th, there was much uninformed enthusiasm. Problems originating in social or spiritual problems were attributed to heredity. The U.S. enforced 'eugenic laws' requiring compulsory sterilisation for feeble‑mindedness, insanity, rape, habitual criminality and other 'hereditary unfit' groups. A U.S. commission declared immigrants from Mediterranean regions to be "biologically inferior" and severe immigration restrictions came into force in 1924.


The most advanced laboratory for eugenics was Nazi Germany. An influential book by two respected Professors, Binding (law) and Hoche (psychiatry), in 1920 laid the foundations. It was entitled "The Permission to destroy lives unworthy of life: the  extent of its Application and the Means thereto."  It introduced the notorious phrase  lebensunwerte Leben, that is, "lives unworthy of life" or "lives not worth living." Among these it included the mentally ill, the handicapped, the incurably ill and retarded and deformed children.


Hitler's Mein Kampf in 1925 advocated the ruthless elimination of those suffering from syphilis and V.D. in order to improve the health of the general population. But his ideas were far from unique. German doctors had already embarked on a programme of sterilising mentally ill and disabled people. Nazi euthanasia laws for the mentally ill, chronically sick and deformed, sickly or retarded children came into operation about 1938. When finally in 1941-2 the systematic extermination of "people of inferior races" began, the idea was not  new,  merely the scale and ruthlessness with which the killings were carried out.


The eugenics movement was discredited by the Nazi atrocities but since the legalisation of abortion, has been making a quiet and insidious comeback (cf. EV 14, 16).                             

5.A. 2.   Negative and Positive Eugenics


Now some definitions:


Negative eugenics promotes selection by avoiding the conception and birth of certain types of individuals.


Positive eugenics encourages the types of breeding associated with pedigree dogs or racehorses, and more generally, genetic engineering aimed at changing the genetic heritage of mankind.


The Church has long used a form of negative eugenics in forbidding marriages within certain degrees of consanguinity. Couples considering marriage who have a background of genetic defect in their families, are advised to seek medical advice and counselling about the chances of their children being born healthy. Positive eugenics has long been used in crop breeding and stock-raising. It is not so certain that it can morally be applied to human beings.


Modern developments of genetic knowledge have brought in their wake new eugenic possibilities:

1. Negative eugenics: chromosomal abnormalities and some metabolic disorders can now be diagnosed in a baby before birth. A major issue is whether abortion can then be justified.

Accurate DNA diagnosis of carriers of genetic diseases in advance of marriage can suggest sterilization or contraceptive measures to prevent the birth of defective children..

2. Positive eugenics:  the development of in-vitro fertilization and embryo transfer, together with sperm and embryo banks, have made it possible for a woman (or couple) to select the  child she wishes to gestate,  judged from by its genetic parentage.  Predicting physique and abilities from the chromosomes will become accurate as the human genome is gradually mapped out.


Cloning by nuclear replacement - removing the nucleus from an ovum and substituting it with a nucleus from a body cell from the same or another individual - could produce many genetically identical copies of one individual - for slave labour, perhaps.

----------------------------------------------------------------------------------------------------------------------

TO THINK ABOUT:
1.  How would you respond to a member of your family (or parish) who learns that the child she is presently carrying has just been diagnosed as suffering a severe genetic defect?

2.  Would you want to know in advance if you were going to suffer from a genetic illness developing in ten years' time?

FURTHER READING: Ashley and O'Rourke,  Healthcare Ethics (3rd ed.), pp 316-27.
Basterra, Bioethics,  pp.127-30
Haring, Manipulation: Ethical Boundaries of medical, behavioural and genetic manipulation, 1991.

----------------------------------------------------------------------------------------------------------------------

5.B.    Prenatal Diagnosis and Genetic Screening

The Royal College of Physicians report (1989) recommended that tests to detect chromosomal abnormalities be offered to all pregnant women : 


"Most infants with congenital malformations and chromosomal disorders are born to healthy young women with no identifiable risk factor. There is no evidence that such 'sporadic' disorders can be prevented, and neither diagnosis or intervention is possible before pregnancy is established. Therefore the only means of detecting the disorders is by population screening during pregnancy using methods that are safe, simple and cheap."


Such tests are offered on the assumption that if the foetus is found to have some serious disorder, they will opt for termination. Indeed as the Dictionary of Medical Ethics (Duncan, Dunstan & Welbourn) states vis-à-vis amniocentesis;


"Amniocentesis involves serious ethical problems since it is not without risk to the unborn child, and is only indicated if the tests performed will lead to a result in which termination would be acceptable. To undertake the procedure on a woman who would not tolerate abortion would be unsuited to most societies, as would its performance for an indication, such as sexing or consistency with some test for paternity, in which most obstetricians would consider abortion as a response to the result to be unjustifiable foeticide" (p21)


When screening programmes to prevent the birth of children with neural defects (eg. spina bifida, anencephaly) were initiated in the 1970s by many Health Authorities, socio‑economic considerations were decisive, as the political and medical literature at that time reveals. Savings were estimated in terms of costs averted - the institutional care of the handicapped child, its additional education costs, loss of economic productivity by the mother, low economic output of the child.


Some benefits considered were less mercenary: parents who otherwise would avoid pregnancy altogether ‑ knowing there was a risk of a handicapped child - might conceive knowing that abortion was available if any handicap was detected. An early detection of         non‑viable foetuses (eg. anencephaly ‑ no brain) would spare the mother months of 'futile pregnancy' and perhaps allow her to restart a 'normal pregnancy' that much earlier. In the case of neural tube defects, the distress and grief of stillbirths or neonatal deaths would be avoided.


Negative consequences cited include the loss of normal foetuses, or damage to them through testing. Indeed "more unaffected pregnancies may be harmed than handicapped children avoided" (DHSS working party 1979). Maternal anxiety at the tests might interfere with mother‑child bonding. There is resentment (indeed, sometimes legal proceedings have been instituted) when the tests fail to detect disability and a handicapped child is born after all.


In all this discussion there was no consideration of the morality of abortion, nor of the value of the life of the handicapped. Prenatal diagnosis is seen as the tool for weeding out lives regarded as not worth living - lebensunwerte Leben. This negative eugenics nurtures in society the falsely optimistic idea that parents have a right to a healthy child. They may indeed hope and pray for this, but to demand and expect it is unreasonable. Instead of accepting a child as a gift, there is a move towards ordering the sort of child one  wants.


The four principal social arguments used to promote the abortion of handicapped babies may be summarised as follows:


1.  The handicapped child is a burden on its parents.


2.  The handicapped child is a burden on society.


3.  Negative eugenics measures help to improve the genetic stock.


4.  The handicapped child will have a poor quality of life.


The bishops of Great Britain and Ireland responded to this tendency in these terms:


"The basic value of every life is given with the coming into existence of that life. Were that not so, we would not be equal as human beings. If our value depended on our achievements, we human beings would be of very unequal value. To say that all human beings are equal is to say that all possess basic human rights. If we deny this, it becomes simply a matter of choice whom we should treat justly. Those who choose to abort, or in other ways eliminate, persons they judge to have a poor 'quality of life', deny in effect the equality and dignity of every human being. In doing so they remove the only sure foundation of justice between human beings."                    (Bioethical Committee GB&I bishops 1989)


Prenatal diagnosis is often, but not always, used with a destructive aim. Nevertheless this field of medicine does hold genuine therapeutic potential. In late pregnancy amniocentesis may occasionally be a lifesaving procedure to relieve both mother and child from the pressure of excess amniotic fluid. In Rhesus disease it is used in mid‑pregnancy to test for foetal jaundice, so that in serious cases a blood transfusion may be given to the foetus. There are a few other treatable foetal conditions which benefit from drugs given to the mother, intra‑uterine surgery or intra‑amnion medication.


The Proposed International Guidelines for Biomedical Research stipulate with regard to pregnant and nursing women: "Therapeutic research is permissible only with a view to improving the health of the mother without prejudice to that of the foetus or nursling, to enhance the viability of the foetus, or aiding the nursling's healthy development or the ability of the mother to nourish it adequately." Try substituting the words 'Prenatal diagnostic procedures' in place of 'Therapeutic research.' It is a fundamental minimum  requirement that "The potential benefits to the child itself of prenatal diagnosis concerning its state of health must outweigh the risks to which the child would be exposed by the procedure."


Therefore the test must be reliable, necessary before birth in order to promote the child's health. The condition must be treatable in utero or by special preparations for its delivery. No alternative way of gaining the information is available. The likelihood of foetal debility from the suspected condition must be far greater that the chance of injury during the diagnostic procedure.


The table on the following page presents the various prenatal tests presently used.

(Sutton.A, Prenatal Diagnosis, pp 20-1. Linacre Centre 1990)

---------------------------------------------------------------------------------------------------------------------- 
SELF-CHECK (5.1):
1.  Read Basterra, Bioethics,  pp.121-6 and CCC 2274

2. Read EV 63. How can the Church respond to society's current attitude towards  handicapped children? What do Jean Vanier and l'Arche have to say to us, for instance?

3.  How should we advise pregnant mothers when their GP recommends an amniocentesis test?

4.  Some refer to prenatal diagnosis as a "search and destroy mission." Others argue that it allows many foetuses to live that might otherwise have been aborted because their health condition was unknown. Which do you think is a more accurate description of prenatal diagnosis?

FURTHER READING:
A. Sutton, Prenatal diagnosis: Confronting the Ethical Issues, Linacre Centre,  (1990).

B.M.A. Medical Ethics Today (1993), pp 123-31.

T.A.Shannon,  An Introduction to Bioethics, pp.67-73.

----------------------------------------------------------------------------------------------------------------------

5.C.   Sterilization
5.C. 1.      Definitions: direct and indirect, voluntary and compulsory


 From a Christian perspective, we are stewards of our bodies and have a responsibility to maintain our physical integrity. The sexual organs in particular have a purpose which transcends the individual life ‑ they are ordered towards the procreation of the species, for the good of the human race and the Church (cf. Gen 1:26). To deprive oneself of a basic human capacity ‑ unless medically unavoidable ‑ is seriously wrong. Even when a couple do not mean to have any more children, the sense of power and life and of belonging to the human race, fostered by the potential to reproduce, suggests that sterilisation may well have unforeseen negative psychological effects. Religions and philosophies of all cultures have traditionally regarded sterility as a curse, as the O.T. testifies. (1 Sam. 1:5‑6; Hos. 9:14)


 Qui distinguit bene, docet bene. Therefore let us distinguish (a) castration, which is the removal of both gonads,  testes or ovaries, and (b) sterilization - the suppression of fertility by severing the vas deferens in the male or by ligating and blocking the fallopian tubes in the female. In the male, vasectomy does not remove the capacity for coitus, orgasm or sexual satisfaction. In contrast, male castration produces impotence, the lack of any erection and the inability to have intercourse.


We must distinguish direct sterilization - the purpose of which is deliberately contraceptive -  from indirect, where sterility comes about as a side effect of medical treatment e.g. when cancer of the womb necessitates hysterectomy, or testicular cancer requires their excision . So too there is a distinction between voluntary sterilization undergone by the individual and compulsory sterilisation enforced by the State. In Familiaris Consortio (1981) Pope John Paul II states that it is:


"a grave offence against human dignity and justice for the government or public authorities to limit the freedom of couples in deciding about children. Consequently any coercion applied by such authorities in favour of contraception, or still worse, of sterilization and procured abortion, must be altogether condemned and forcefully rejected." (FC 30)


In India between 1958-80 it is reckoned that twenty million men were vasectomized, sometimes with bribes of transistor radios etc., in the interests of limiting the population. It is thought that at the time of Humanae Vitae, several third world governments were about to bring in compulsory sterilisation and/or contraception, had the Pope decreed (per impossibile) that these were moral. The G7 countries and IPPF are still promoting demographic sterilization on a massive scale worldwide. (see J. Kasun, The War against Population, Ignatius, 1988, pp.79-94)


5.C. 2   Indirect Sterilization    



"Procedures that induce sterility are only permitted (a) when they are immediately directed to the cure, elimination or prevention of a serious pathological condition and are not directly contraceptive; and (b) a simple treatment is not reasonably available." (NCCB (USA) 1977)


Thus for example, oophorectomy (excision of the ovaries) may be preformed to treat cancer of the breast. The ovaries produce hormones which spread the cancer and their disabling may prevent the cancer metastatizing. However if mild irradiation is sufficient, that should be used instead, allowing for the future recovery of fertility. However if the woman were pregnant, irradiation of the ovaries would cause loss of the foetus and would therefore be unjustifiable.


In the male, when the prostate has to be removed, there is a 20% risk of post operative infection spreading via the vasa deferentia (sperm ducts from testes) to the epididymis and carrying the painful and sometimes dangerous complication of epididymitis. May vasectomy be performed to block the route of infection? This comes under the principle of double effect. For an elderly man whose fertility is waning anyway, and for whom complications could be life-threatening, the vasectomy is justifiable. For a younger man with a young wife, it is contra-indicated. Modern antibiotics may well be effective against the spread of infection.


In the case of fibroid tumours (myomas) in the wall of the uterus, conservative surgery is recommended. "It is more difficult and painstaking than total hysterectomy. It requires more thought, greater fortitude, technical skill and above all, patience." Nevertheless it preserves the woman's fertility so she may bear children in future. "Physicians have no right to decide arbitrarily when a woman shall cease to bear children."

(H. H. Lordero, Amer.J. Obs/Gyn. 79 (1960) 43-51.)

----------------------------------------------------------------------------------------------------------------------

SELF-CHECK (5:2): 

1. 
Uterine damage in repeated caesarean sections  (See Dunn op.cit. p.79-80) :  a woman has already undergone several caesarean sections and is again pregnant. The doctor judges that this time he may well be unable to repair the uterus in such a way that it will safely support another pregnancy. If he finds this judgement verified during the coming delivery, may he remove the uterus?


What do you think? Is there any extra information you need to answer the question? Would there be any danger in answering with an unqualified yes? Is there any difference between this and a woman with heart disease who might be unable to support another pregnancy?  

2.  Read the C.D.F. document referred to above. How do the rules for cooperation in sterilization operations for a Catholic hospital differ from those applicable to a Catholic nurse working in a secular hospital?

----------------------------------------------------------------------------------------------------------------------

5.C. 3    Direct (contraceptive) sterilization:


Sterilization performed for contraceptive purposes is intrinsically unethical and opposed to the Principle of Totality and Integrity (ch.II. A.2). Nevertheless it has been growing in popularity. In England & Wales,  1995-6 figures give the following percentages of women aged 16-49 using the various contraceptive methods (1976 figures in brackets):


Contraceptive pill 25 (29);   male condom 18 (14);   IUD 4 (6);  withdrawal 3 (5);  cap 1 (2);  NFP 1 (1);   injection 1 (0);  spermicide 0 (0);  female sterilization 12 (7);  male vasectomy  11 (6).  Total using at least one method  73% (68%).


Humanae Vitae (1968) (see Flannery Vol 2  p.404) accepted the idea of responsible parenthood by use of the infertile period in order to space children or to limit overall family size when necessary. However in line with nineteen centuries of Catholic teaching, and the universal ecumenical Christian consensus up to the (Anglican) Lambeth Conference decision of 1930, the Encyclical rejected contraception and sterilization, saying:


Therefore in conformity to these principles of a human and Christian marriage, we must again declare that the direct interruption of generation already begun as a legitimate way of limiting the number of children, and especially abortion, even for therapeutic motives, are to be altogether rejected. Equally to be excluded, as the teaching authority of the Church has frequently declared, is direct sterilization of a man or a woman, whether this be temporary or permanent. Likewise is every act to be rejected which, either in anticipation of the conjugal act, or in its accomplishment or in the development of its natural consequences, proposes, whether as an end or a means, to render procreation impossible. (HV 14)

The 1975 CDF statement Sterilization in Catholic hospitals (in Flannery Vol 2, pp 454-5) absolutely ruled out direct sterilizations "even when  . . motivated by a subjectively right intention of curing or preventing a physical or psychological ill-effect which is foreseen or feared as a result of pregnancy."  This would be to sterilise for essentially contraceptive purposes. Moreover, "the sterilization of the faculty itself is even more strongly prohibited than is the sterilization of individual acts [e.g. by the Pill], since it is nearly always irreversible." 


Sterilization represents a long-term and probably permanent anti-life choice. In contrast, the male condom is a short-term, single instance anti-life option. "Going on the Pill" is a middle-term decision.  The rejection of the dimension of personal fertility risks making the sexual union of a married couple a relatively shallow and pleasure-seeking exercise. God, the author of life, is specifically and deliberately excluded (see Module 6). The "becoming one flesh" ceases to be an occasion of sacramental grace.


As with contraception so with sterilization, the breaking of the unitive-procreative link can lead to a diminution in mutual respect and an increasing focus upon sexual pleasure alone. It may lead to increased temptations to seek extramarital relations, with no fear of pregnancy. The vasectomized man, the sterilized wife, have both withdrawn from their partners that gift of fertility which they promised upon their wedding day.


A major problem with voluntary sterilisation for contraceptive purposes is that people change their minds. The death of a child, the death or divorce of a spouse and a union with a new partner may lead to a request for reversal (in 8‑10% of all cases). Surgeons are having increasing success in repairing vasectomies and tubal ligations but for the majority it is still not possible. (see Duncan, Dunstan & Welbourn 418‑9). For this reason some doctors refuse sterilization to men and women under 30. 


It is particularly iniquitous when a doctor coerces a mother during labour, when she is in pain and thinking "Never again!", into agreeing to tubal ligation after delivery, perhaps without explaining its irreversibility. It is highly unethical to perform a ligation after childbirth for insufficient reasons and without consent. Substantial legal damages have been awarded against surgeons on this account. Follow-up studies show that regret or remorse are more common after post-partum sterilization.


An appropriate form of reparation for those married couples who have opted for direct sterilization might be to abstain from sexual intercourse for 10‑12 days per month, as they would need to were they practising Natural Family Planning. In this way they do not profit from the sterilization. Alternatively, in countries where many orphaned children are needing homes, adoption would be a possibility which might be recommended.

 
Natural family planning (periodic abstinence by the sympto‑thermal (STM) or Billings methods) is 98‑99% efficient if taught by a qualified teacher and used by a committed couple. STM if used by the strict rules (no intercourse between menstruation and ovulation) can be up to 99.9% reliable.  This is the moral solution to the various conflict situations, for example:


1. Renal or cardiac malfunction, or endocrine imbalance, which make it impossible for the woman to bring a pregnancy to term. Every time she conceives, she later suffers a miscarriage. However, if the womb itself is damaged and is incapable of bearing a pregnancy, it might be removed as a pathological organ if it is causing other medical complications.


2.  For eugenic reasons, where by reason of age or family background a woman fears she is likely to bear a handicapped child.


3. To save the life of the mother, when this would be endangered by another pregnancy. Or to save her mental health, if doctors fear that another birth would bring on very severe post-natal depression.

 5. C. 4.   Involuntary sterilization 


 In some cases of mental retardation the authorities recommend the sterilisation of  incompetent women patients in order to protect them from pregnancy, if they are likely to engage in sexual relations - the consequences of which they do not understand -  whilst in care or in hospital.  However, after being sterilized, they would be in less need of surveillance to protect them from exploitative or consensual intercourse with other patients (or staff?). It appears that this policy may be more for the convenience of the hospital authorities, social services or parents, who will not then have to be so alert. It is not really for the benefit of the handicapped person themselves, and risks reducing them to instruments of sexual pleasure and exploitation. Moreover, they have a natural right to marry and found a family, if they are capable of this. There is a eugenic frame of mind which resents the possible procreation of "sub-normal defectives" and denies their inalienable rights as human beings.


The euphonic castration of boy singers before puberty, to assure them a career as counter-tenors,  was common in Renaissance times, even in the Papal Chapel. Frequently opposed by moralists, it died out in 1884. 

   
Compulsory sterilization was used by the Nazis on various ethnic groups (c.200,000 cases per year). It was introduced in Maharastra state in India in 1976 for couples who already had three children. The law led to widespread riots and the fall of the government. It is currently practiced in China.

----------------------------------------------------------------------------------------------------------------------

SELF-CHECK (5.3):

1. A woman is likely to die if she becomes pregnant again. Her husband selfishly refuses to co‑operate in abstaining from sex or in using NFP. What is she to do?  Can the principle of choosing the lesser evil in a conflict situation apply be used to justify her going for a sterilization, or their using some non-abortifacient form of contraception? Or does the Church's teaching that contraception and direct sterilization are both intrinsece malum preclude this?

2. Belgian nuns in Congo(1961) and nuns in Bosnia (1992)  in fear of rape, were allowed to take contraceptive pills. Was this legitimate? Could they have been sterilized?



3. Is there any moral reasoning which could justify the castration of male rapists? 

4. If a husband came to request a vasectomy without having consulted his wife, should the doctor inform her himself?

FURTHER READING:

Basterra, Bioethics, p.112-6
T.J.O'Donnell, Medicine and Christian Morality, pp.130-44 

Ashley and O'Rourke, Healthcare Ethics, (3rd ed.) pp.271-80; (4th ed.) pp.287-302.

Duncan, Dunstan and Welbourne, Dictionary of Medical Ethics, pp.49-50 and 417-21.

----------------------------------------------------------------------------------------------------------------------

5.D.   Genetic Counselling

The medical speciality of diagnosing inherited or genetic defects and their treatment is advancing rapidly. There are c.3000 different diseases in the single‑gene disorder group, all caused by different abnormal genes. 33% of infant deaths are related to genetic causes. More than 100 genetic conditions can be diagnosed prenatally. If both parents are carrying a particular sex‑linked or recessive gene, they may have as much as a 50% chance of bearing offspring with that genetic defect. There is a 5% incidence of genetic disease in all live births.

Genetic testing of adults may be performed for various reasons:


(1)  to advance scientific research.


(2)  to assist responsible parenthood so that carriers of genetic defects may not pass 
them on.


(3)  to make possible early therapy for offspring before the malfunctioning of defective 
genes causes extensive damage.


(4) for the ethically unacceptable option of aborting children who probably carry a  
serious genetic defect.

(5) DNA testing in the course of investigating crime in police forensic work, or in                                                                                                                              
establishing paternity in civil lawsuits.


A family may come to a genetic counsellor because they are already worried about a child who suffers from haemophilia, sickle cell anaemia or Tay‑Sachs Syndrome, for instance. Or an unmarried couple may know that such diseases run in one or both of their families and want to know the chances for their children's health should they marry. They must decide whether they have the capacity to care for potentially defective children. They need to consider their own desire to have children to complete their mutual love, and to know better the risks of bearing a gravely handicapped child. Painful dilemmas arise for an adult suffering from a genetic defect which may lead to early death or progressive neurological degeneration (eg. Huntington's chorea) in middle age.


As Catholics we remember that children are begotten not merely for time but for eternity, and we should take a more optimistic and life-affirming attitude towards the inevitable risks of parenthood.

----------------------------------------------------------------------------------------------------------------------

FURTHER READING:
J.G. Masterson in Ethical Issues in Reproductive Medicine, pp 12‑20, ed.M.Reidy. 

 Ashley & O'Rourke, Healthcare Ethics, (3rd ed.) pp 320‑7;  (4th ed.) pp.323-31

Basterra, Bioethics, pp.117-20

----------------------------------------------------------------------------------------------------------------------

5. E.  The Treatment of Infertility
5.E.1.  Causes of infertility

By comparison with the transmission of other forms of life in the universe, the transmission of human life has a special character of its own, which derives from the special nature of the human person. "The transmission of human life is entrusted by nature to a personal and conscious act, and as such is subject to the all holy laws of God: immutable and inviolable laws which must be recognised and observed. For this reason one cannot use means and follow methods which could be licit in the transmission of the life of plants and animals." (Pope John XXIII, Mater et Magistra 1961)


In a normally fertile population, if 100 just-married couples begin having sexual relations (with no previous use of contraceptives), then within 6 months 63% of the women will be pregnant, and within 12 months 80%. Of the remainder 10% would be classified as subfertile and 10% as infertile.


Problems in the male account for 25% of the couples presenting themselves at infertility clinics, in the female 40%, and combined male and female problems 30-40%. The various causes appear with these frequencies ‑ ovulatory failure: 21%, tubal damage: 14%, endometriosis: 6%, cervical mucus problems: 3%, male semen problems: 24%, coital failure: 6%, unexplained: 28% (figures from the late Dr.Anna Flynn). In the male there may also be undescended testes or a faulty epididymis (the result of mumps or rubella), seminal plasma deficiency, a high % of abnormal sperm, or the effect of cytotoxic drugs or excessive heat.


Problems of infertility have been growing recently because of current trends in society:  (a) the pandemic of VD with its attendant increase in pelvic inflammatory disease.


   (b) tubal disease related to widespread use of IUDs


   (c) later childbearing, and hormonal sterility due to earlier contraceptive pill use. 


   (d) a large number of surgically performed tubal ligations, difficult to reverse.


   (e) sterility consequent upon induced abortion.

Some problems of subfertile (not infertile) couples can be overcome by using natural family planning 'in reverse' i.e. abstaining through the cycle and having intercourse at the time of ovulation when fertility is at its peak. Note also that stress can inhibit ovulation, when a couple are  trying too hard and too desperately for a baby. A more relaxed attitude can prove successful.

5.E.2    Artificial Insemination by husband or by donor


Various technological solutions have been developed to aid infertile couples who long to have children, although none of them cure the basic problem of sterility. One of the earliest was artificial insemination, either by husband (homologous ‑ AIH) or by a sperm donor (heterologous ‑ AID) where the husband is infertile. The semen is usually obtained by masturbation and frozen in storage (sperm bank) or used within a few hours. It is introduced into the vagina by means of a syringe or plastic cap placed at the cervix. 48‑60% of women become pregnant after a course of usually 6 inseminations.


Until Pius XII's intervention in 1949 several Catholic theologians had considered AIH a moral possibility, provided that the sperm was obtained not by masturbation (see Module 6) but from normal intercourse using a punctured condom which allows some semen to be passed, but retains most. Some theologians argued that in this case masturbation to obtain semen for procreation does not share the malice of normal 'selfish' masturbation, because it is "other‑directed."  (Chiavacci, Mahoney).  Incidentally, for sterility tests, seminal fluid may also be obtained by a needle and syringe from the testes or the epididymis, or by prostate massage forcing some of the fluid out of the seminal vesicles and through the urethra.


The moral evaluation of AID was from the beginning harshly negative. It completely dissociates procreation from conjugal love and has been labelled biological adultery. The new life is not the fruit of the intimate and exclusive marriage partnership. The child bears no genetic relationship to the husband, and may be a constant galling reminder of his incapacity to father. Feelings of jealousy and inferiority and loss of self esteem are likely. The legitimacy of the child is in doubt as well as any inheritance. The husband could refuse to support the child, and if the donor were known he could be sued for maintenance. In sperm banks the donors are unknown but IQ and physique are advertised in the hope of breeding a high quality offspring. The whole procedure betrays a grave lack of sensitivity to human values.

----------------------------------------------------------------------------------------------------------------------

SELF-CHECK (5.5):
Essential Reading  C.D.F. ,  Respect for Human Life (Donum Vitae),  II. B. 4, 6, 7, 8

and CCC 2373-79.

1. Do you understand clearly why the Magisterium rejects even AIH?

2. What are sterile couples expected to do, if recourse to these new technologies is forbidden them?

----------------------------------------------------------------------------------------------------------------------

5.E. 3   Moral principles 


The key principle in Humanae Vitae and Familiaris Consortio, is that the unitive and procreative purposes of conjugal union may not be uncoupled from each other. This view of human sexuality is also held by the Protestant moralist Paul Ramsey, based on the reflective reading of scripture that "what God has joined together let no man put asunder". Contraception leads to union excluding procreation. AIH and IVF dissociate the two ends of marital love in the opposite direction leading to procreation without union.


"Fertilization is licitly sought when it is the result of a conjugal act which is per se suitable for the generation of children, to which marriage is ordered by its nature and by which the spouses become one flesh." (DV II.B.4)


Otherwise procreation is not in conformity with the dignity of the person. The child has a right to originate as the fruit of his parents' mutual act of love and selfgiving - from a procreation "linked to the union, not only biological but spiritual, of the parents, made one by the bond of marriage." He/she should not be conceived as the product of an intervention by medical or biological techniques. That effectively reduces him to an object of scientific technology. The spouses then are no longer the servants of the Creator who is love, but together with the technicians have wrested control of the procreative process.


"No one may subject the coming of a child into this world to conditions of technical efficiency which are to be evaluated according to the standards of control and dominion." (DV. idem)


While one sympathises with infertile couples, it must be pointed out that marriage does not confer upon the spouses the "right to a child". That would reduce the child to being merely an object of desire, something wanted. A child is a gift and a blessing, not an entitlement.  So marriage confers  the right to perform those natural acts which are per se ordered to procreation. .


For these reasons AIH cannot be admitted except in those cases where the technical means do not substitute for normal sexual union, but remedy difficulties, helping the act to achieve its natural purpose. Pius XII (1951) warned picturesquely of converting "the domestic hearth, sanctuary of the family into nothing more than a biological laboratory." This may appear to be a somewhat reactionary, anti‑technological viewpoint. Nevertheless, if fertilization were to occur commonly and routinely by artificial methods, a big step would have been taken towards the mechanization of marriage. Jewish and Protestant attitudes towards AIH are more tolerant or lax, depending on your point of view.

----------------------------------------------------------------------------------------------------------------------

FURTHER READING: 

Ashley and O'Rourke, Healthcare Ethics, (3rd ed.) pp.280-6; (4th ed.) pp.240-8.

Ch.16  Ethics and Reproductive Interventions,  in R.A. McCormick, How Brave a New World?,  SCM 1981.

----------------------------------------------------------------------------------------------------------------------

5.E. 4.    In-vitro Fertilization with Embryo Transfer (FIV ‑ ET)
Historical overview:


In July 1978 Louise Brown was born in Oldham, England, having been conceived by the in vitro technique. She was the first 'test‑tube baby'; born thanks to the scientific expertise of Drs. Edwards and Steptoe. In their subsequent work at Bourn Hall Clinic in Cambridgeshire, from October 1980 to April 1983, 1200 women received embryos conceived in vitro. 139 babies were born, a success rate of 11%. It has remained at a similar level. However the standard practice involves the implanting of between 2 and 5 embryos back in the womb, so the actual number of embryos lost is much higher. IVF laboratories quickly spread throughout the industrialised world.


In 1984 in Australia a baby called Zoe was born, having previously been frozen as an embryo. The same year, in the U.S. the first child was born to a mother who was not her genetic mother. The wife was sterile, but the husband's sperm had been used to fertilize in vitro an ovum taken from another woman: the resulting embryo was then transferred to the womb of the sterile "mother." Thus the way was opened to future surrogate motherhood


By 1994 it is estimated that c.250,000 children had been conceived by IVF and successfully come to birth.

 Normal procedure:  


Often the woman is given fertility drugs so that she will hyper-ovulate i.e. produce several ova in the one cycle. Just before ovulation, the mature follicle within the ovary is punctured and the ova and follicular liquid it contains are abstracted  by syringe, analysed, and preserved in culture medium at 37C. Sperm are usually obtained by masturbation, or by thawing out a sample from a sperm bank. The sample is concentrated by centrifugation, and the more mobile sperm (100,000-150,000)  selected. Within 6-24 hours these are placed in contact with the ova in vitro. After 16-18 hours more, the process is examined to see which ova have been fertilized. The zygotes are removed, placed in a suitable culture medium, and kept in a refrigerator until by catheter they can be transferred to the womb (not less than 24 hours after fertilization). The mother rests for a few hours, and after two weeks returns, to test for pregnancy. Spare embryos are usually kept and frozen for later attempts, should the first try prove unsuccessful.


In 1994 the ICSI (intra-cytoplasmic spermatozoid injection) technique was reported. A single sperm is injected by micropipette into the cytoplasm of the ovum. This is for cases where the sperm are weak or for some other reason cannot  penetrate the cell wall of the ovum. 

Moral defects:


IVF procedures in general can be faulted on the following ethical grounds:


1.  Lack of respect for life. Hundreds of zygotes were created and destroyed before Louise Brown was born successfully. For each child born successfully, far many more die.

2.  Readiness to abort misfits and selective reduction of twins or triplets in utero.

3.  Effectively experimentation without the child's consent. Risk of harm to the child.

4.  Allocation of scarce resources for the benefit of only a few.

5.  Misguided motives of scientific recognition, prestige and money?


Soon embryos were being bred for experimentation. It is claimed that such work promotes the understanding and treatment of cancers, genetic defects and transplants. Research is being undertaken on immunological contraception, abortion during the first month of pregnancy, sex selection, diagnosis of genetic abnormalities and the use of embryonic tissue and organs for transplantation. Other projects involve inter‑species breeding and gestation, cloning, artificial twinning and chimerism.

The human status of the embryo ignored:



The obvious assumption is that the early embryo does not enjoy full human status, and that the interests of science and society override the values and interests of the newly conceived embryo. The traditional moral positions of Hippocratic medicine are abandoned. This suspicion is confirmed when we see the guidelines recommended by the Joint European Medical Research Councils:


1.  Research on the process and pre‑implantation products of in‑vitro fertilisation between gametes ... can be supported.


2.  When human ova have been obtained and fertilised in vitro for a therapeutic purpose, and are no longer required for that purpose it would be acceptable to use them for ... research.


3.  The fertilisation of ova in the laboratory (for purposes of research) is acceptable provided there is no intent to transfer the embryo ...

4.  Studies on interspecies interaction involving human gametes are valuable ... The products should not be allowed to develop beyond the early cleavage stages."  (The Lancet ‑ 19 Nov 1983, p 1187)


These guidelines do not recognise the generated embryo as a human being. There is no intention of trying to provide the embryo with the chance to live and develop normally. Instead it has become an object of scientific curiosity to be created and destroyed at will.


The UK Human Fertilization and Embryology Act controls the creation, storage and destruction of surplus embryos. Embryos may not be kept after the appearance of the primitive streak (14 days). Storage can be for a maximum of 5 years (10 years for gametes).

 IVF-ET and changes in society:

The New York Times reported (7.1.1996) some thirty IVF clinics in the US performing 40,000 IVFs per year in total. The cost to each couple is from $11,000 to $25,000 or more, with 37% profit to the clinics. The best success rates are up to 15% (after repeated attempts).


On one level IVF answers  the prayers of some infertile couples. However the low success rate means that on balance it brings far more disappointment than joy. Does it exploit the heartfelt yearning for a child experienced by childless couples,  raise false hopes and cost most of them a great deal of emotional anxiety and money ($7,500 per cycle of treatment) to no avail? Moreover it is no cure for sterility. It merely circumvents a minority of cases by technological wizardry.  More resources should go into preventing sterility and tackling its root causes.


Secondly, the family is at a very deep level a biological institution, as well as being much more besides. Dissolving the biological roots by technologizing reproduction can undermine family bonds. The ultimate nightmare of the divorce of reproduction from sexuality is imaginatively portrayed in Aldous Huxley's Brave New World.

 We are witnessing a real fragmentation of parenthood. In theory, a child could have one genetic mother who supplied the ovum, a different gestational mother who carried him/her in her womb, and a third nurturing mother who raises him/her. Maybe even a fourth,  a  stepmother, if the parent's marriage breaks up. And if the new relationship disintegrates, perhaps a fifth, a foster-mother. And sixth, an adoptive mother. Talk about mixed-up kids!

Fathers are limited to the genetic and nurturing varieties, along with more traditional stepfathers, foster-fathers and adoptive fathers.

----------------------------------------------------------------------------------------------------------------------

SELF-CHECK (5.6):

1.  Essential reading:  Donum Vitae,  Introduction,   1. Respect for Human Embryos 1-6, and 2. Interventions upon Human Procreation A1-3, B5. 


What procedures with embryos are specifically condemned in the first section?   Who is accused of "playing God"?



What does the second section mean by the "dynamic of violence and domination" of IVF? How does it offend the human dignity of the child?

2. Compare the following reactions to the announcement of the first test‑tube baby:

a.
A message of congratulations to the parents, while pointing out the unsatisfactory nature of the process of conception. (Cardinal Luciani of Venice)


b.
"Some married couples have a deep desire for children but are unable to conceive. Science can support the loving and natural ambitions of the couple to upport new life." (Bishop Harris, auxiliary in Liverpool)


c.
"Technical manipulation with human eggs and sperm is worse than the atom bomb." (Bishop Stimpfle of Augsburg)


d.
"I don't see anything wrong with childless couples using the test‑tube method if there is no other possible way for them to have babies." (Bishop Lucy of Cork)


e.
"The limits of the right of human intervention were transgressed." (Archbishop Degenhardt of Paderborn)


Do these statements tell us anything about the teaching of the Bishops in matters of moral theology?

FURTHER READING:
T. Iglesias,  IVF and Justice,  Linacre Centre, London 1990.

A. Fisher, IVF The Critical Issues, Collins Dove, Blackburn, Victoria, Australia, 1989

R. McCormick (ed.)
Notes on Moral Theology, 1965 ‑ 80,  pp 787‑94, for early reactions to the first test-tube babies.

5.E. 5    Degraded practices consequent upon IVF-ET
1. Surrogate mothers and womb rentals

      A woman's ovaries are functioning, but her womb cannot carry the child to birth. She and her husband contract with another woman (for usually c.$10,000 expenses), to gestate their embryo conceived in vitro. Multiple implantations will probably be necessary. The surrogate mother legally agrees to hand over the child after birth.

      Alternatively, when the wife cannot produce any ova, then the surrogate mother is inseminated with the husband's sperm. The child she carries is genetically her own, but she is legally bound to hand it over after birth.

2. Prenatal adoption
     If at some stage it became possible to transplant an embryo from one womb to another at some stage during pregnancy, would this be a licit means of saving the child's life if its mother threatened a miscarriage? 200 Italian couples offered to adopt some of the five-year old frozen British embryos which legally had to be discarded, because their parents did not want them. Is it right to go to such extra-ordinary lengths to save life? Or is it condoning the production and cryo-preservation of spare embryos?

 

     Attempts have been made to implant human embryos in animal wombs e.g. sheep, like an incubator.

3. Post-mortem IVF
     A widow requests insemination with the sperm of her deceased husband
(in Britain, the Diane Blood case), which had been deposited before death in a sperm bank. In 1994 Pamela Maresca, a North American, succeeded in becoming pregnant with sperm obtained from the corpse of her husband, who was killed in a car accident 16 days after their marriage. Is it fair to bring a child into the world who can never know his father? The understandable desires and sentiments for maternity must be passed through the filter of reason.


4. Post-menopausal pregnancies and geriatric parents
    An Italian woman of 63, whose 17-year old son had been killed, received a donated fertilised ovum and gave birth by caesarian section. Hormone replacement therapy makes the womb receptive to the eggs. The press nicknamed her "grandmother-mother." Another woman in South Africa became pregnant by IVF with ova from her daughter and sperm from her son-in-law. When is your mother your grandmother?! Germany, Sweden and France have now banned IVF using donated eggs.

5. Male mothers? 
    Some have discussed the possibility of men bearing children. A fertilised ovum would be implanted onto some organ in the man's body where sufficient living space is available e.g. near the kidneys. The man would be treated with hormones before and after, and birth would be by caesarian. Critics speak of a severe risk of haemorrhaging, and the likelihood of the child growing deformed.

6. Cloning, cryopreservation and hybridization
     
Cloning ("giving birth to yourself") involves taking the 46-chromosome nuclear material out of a  cell of an adult person, and introducing it into the nuclear space of a mature ovum, whose own nuclear material has been evacuated. The asexually "fertilised" ovum will grow into an exact replica of the adult, from thom the genetic material was taken. This was achieved for Dolly the sheep in Edinburgh.

    
Some propose the development of human clones in order to make available a supply of organs for transplant, or as a slave-race of labourers. Morally, cloning negates the irrepeatable uniqueness of every human being. Everyone has the right to be born as themselves, not merely a genetically programmed copy of somebody else. Cloning would violate one's human right to individuality. It also supplants sexual relationships by technology. Man becomes his own Creator, usurping the place of God.


Hall and Stillman in Nov.1993 (Washington University) forced an in vitro embryo to twin. This however was not true cloning, but a successful attempt at obtaining more than one embryo from a single fertilized ovum.  DV I.6 states that "attempts or hypotheses for obtaining a human being without any connection with sexuality through "twin fission", cloning or parthenogenesis are to be considered contrary to the moral law, since they are in opposition to the dignity both of human procreation and of the conjugal union."



Successful low-temperature storage and thawing-out of embryos has made possible their long-term preservation in liquid nitrogen (-196C). It thus makes possible embryo banks, instead of merely sperm banks. Genetic qualities can be listed, and the children sold for implantation. A coloured woman in Italy gave birth to a white "son", by these methods.

    
DV I.6 roundly condemns the freezing of embryos.  "Cryopreservation . .  constitutes an offence against the respect due to human beings by exposing them to grave risks of death or harm to their physical integrity and depriving them, at least temporarily, of maternal shelter and gestation, thus placing them in a situation in which further offences and manipulations are possible."

Trafficking in embryos is forbidden in UK law.

7.  Gamete banks (sperm or ova)


These represent a market in human gametes, whose maternity and paternity remains a closely guarded secret. Legal anonimity is insisted upon. No child will be able to find their true parentage on account of this juridical hypocrisy. Sperm donors have to be less than 35 years, non-smokers, not drug addicts or alcoholics, and genetically sound. Samples are usually given in exchange for money. On the other hand, there is a shortage of egg donors. The procedure of laparoscopy  is more complicated and risky. Sometimes women use ova from a sister or other close relative. In 1993-4 there was public alarm at proposals to use egg-cells from aborted female foetuses: ironically this would lead to children, who if they traced their grandmother, could justly accuse her of murdering their genetic mother!

8. Chimeras and hybrids

A chimera is the mixture of various animals in one individual c.f. some visions of the prophet Ezekiel.  The transplanting of animal organs into humans or vice versa counts as a chimera in bioethics e.g. a chimpanzee heart into a man.


More ominous is experimentation leading to human-animal hybrids by inter-species fertilization (now forbidden in UK). In 1987 human male sperm were used to fertilize a chimpanzee egg successfully, but the experimenters aborted the embryo later.

Human sperm have fertilized rat eggs in Australia, and hamsters in Britain. Proposals have been made for interbreeding with gorillas and orang-utans.  Whether a human or an animal body resulted would depend on which DNA predominated. 
TO THINK ABOUT:   Could one have a human spirit in an animal body by this means?

9.  Sex selection or predetermination in offspring


In the IVF procedure it is quite possible to analyse the embryos for genetic defects (this is routine) or for the Y-chromosome indicating a male rather than a female. However sexual identity also seems to be linked to the presence genes coding for the HY-antigene (AgHY).   Research is also underway on techniques to distinguish androsperm, carrying the Y-chromosome, from gynosperm with the X-chromosome. Gardiner and Edwards have used microsurgery to remove blastocysts from the womb, check their sex, and replace them if they are of the desired gender. However the re-implantation success rate (c.20%) is low. 

5.E. 6.    Assisted Procreation

The recent documents of the Church do not prohibit all forms of artificial assistance to the marriage act. It is only those which substitute for the sexual union which are seen as immoral. Other techniques which facilitate or help the conjugal act reach its procreative objectives are permitted. (DV II B.7)


One traditional aid has been the use of a punctured condom to correct hypospadias, where the urethra emerges on the underside rather than at the end of the penis. Another is the collection of sperm in a syringe immediately after intercourse to propel it towards the cervix. In cases of low sperm count, it may be licit (?) to collect and concentrate the husband's ejaculate on several occasions (using the moral theologican's favourite, the pierced condom). The residue with a high concentration of viable spermatozoa can be introduced into the wife's reproductive tract immediately before intercourse in order to mix with and fortify the natural ejaculate. However this method is open to one of the objections to AIH and IVF ‑ an unscrupulous doctor or technician might substitute more fertile sperm not of the husband, in order to improve his success statistics.


Some new methods ‑ Low Tubal Ovum Transplant (LTOT) and Gamete Intra‑Fallopian Transfer (GIFT) have also been developed and advanced as being in compliance with Catholic teaching.


LTOT was used in cases were the fallopian tubes were partially blocked, preventing the egress of an ovum. One or more ova were retrieved by laparoscopy and transferred to the lower fallopian tube.  Normal intercourse followed. However the success rate was low (c.0%), probably because fertilization usually occurs in the distal regions of fallopian tube, and the 2-3 day journey to the uterus may be significant. 


LTOT  was modified to TOTS (Tubal Ovum Transfer with Sperm) in 1985. In this the sperm is collected from a conjugal act in a perforated silicone sheath which self-seals after the initial deposition in the vagina,  Both ovum and sperm are then inserted together into the middle reaches of the fallopian tube. 


GIFT is similar to TOTS but involves more preparation of the sperm. It is `capacitated' i.e. metabolic changes are induced to make fertilisation more likely, and the seminal plasma is washed off, since it contains several factors which reduce the chances of fertilization. Sperm and ova are kept separated until inserted together with an air bubble into the end of the Fallopian tube, where fertilization may occur. Success rate c. 25%.

ZIFT (zygote intra-fallopian transfer) is similar to GIFT except that conception occurs in vitro and just one zygote is transferred back into the fallopian tubes, to avoid multiple pregnancies.

----------------------------------------------------------------------------------------------------------------------

SELF-CHECK (5.7):

1.  Which, if any,of these procedures, GIFT, LTOT, TOTS, ZIFT, ICSI,  do you think satisfy the moral principles given in Donum Vitae?

2.  "Laboratory reproduction is radically human compared to conception by ordinary heterosexual intercourse. It is willed, chosen, purposed and controlled, and surely these are among the traits that distinguish Homo sapiens from others in the animal genus, from the primates down. Coital reproduction is, therefore, less human than laboratory reproduction."

Thus wrote Joseph Fletcher. Analyse the underlying values which lead him to this bizarre conclusion.

3. Mrs Mary Beth Whitehead, a 29-year old housewife from New Jersey, signed a contract on 6-2-85 to bear a child for William and Elizabeth Stern. She agreed that "in the best interests of the child, she will not form or attempt to form a parent-child relation with any child she may conceive, and shall freely surrender custody to William Stern, Natural Father, immediately upon birth of the child, and terminate all parental right to said child pursuant to this agreement." She received $10,000 for "compensation for services and expenses" from the New York Fertility Centre. The child, conceived through artificial insemination with Mr Stern's sperm, was born 27-3-86.  What consequences do the parties not appear to have taken into consideration?

FURTHER READING:

F.J.E.Basterra, Bioethics, pp.63-91.

D. de Marco, Biotechnology and the Assault on Parenthood, pp.205-38.

P. Dixon, The Genetic Revolution, Kingsway, 1993.

----------------------------------------------------------------------------------------------------------------------

5.  F.   Sex‑change operations (Sexual reassignment therapy)
The process of sexual differentiation

Sexuality usually depends upon one's chromosomal make-up: the presence or absence of one Y chromosome in the one‑cell zygote after fertilization. XX is the genotype for a female, XY for the male. This we call one's chromosomal sex. The Y chromosome produces Testicular Determinant Y (TDY) as early as the 8 cell stage. All embryos originally have undifferentiated gonads and two sets of sexual ducts (Wolffian and Müllerian), but at 7 weeks the male gonads differentiate and start to produce hormones which destroy the Müllerian ducts and cause the development of male genitalia. In the XX female, the Wolffian ducts are absorbed and the gonads and Müllerian ducts develop into the female sexual system.  Distinguishing by the sex organs, we speak of one's gonadic sex.

At the same time the different hormone balances in the two sexes cause certain differences in the male and female brain, in particular preparing the female brain to regulate the menstrual cycle. These processes may well be disturbed by the presence of oestrogen in the mother's blood (from oral contraceptives). In certain mammals a higher level of homosexuality has been demonstrated among male offspring conceived shortly after the mother had ceased taking oral contraceptives.  By the shape of the body (women are differently formed to men) we speak of morphological sex.

The child gradually learns his/her own gender identity and assumes a gender role in society. Experts speak in this context of one's psychological sex. Usually all four indicators point to the same sex role, and the person happily adjusts as a man or as a woman.


However things can go wrong in this long and complicated process. There are chromosomal aberrations: in Turner's syndrome, the chromosomal constitution is XO and neitherovaries nor testicles develop. Kleinfelter's syndrome reads XXY with an extra chromosome: male identity cannot properly develop because the extra X-chromosome has a feminizing influence. They have male sex organs, but feminine musculature, and are sterile. Very rare is hermaphroditism, where both sets of sexual organs have developed -  a sexual duality of a type.

Theories of transexualism:


Transsexuals are usually men who feel that they ought to have been born women. They believe that  their 'real sex' is not that shown by their body, but that nature made a mistake. However there is usually no doubt about their chromosomal sex: the men are male and the women are female.  It appears to be primarily psychological; the men wish to be reincarnated in a woman's body, the women to occupy a man's body.


There are two current theories. The first attributes the phenomenon to biological and hormonal causes - the absence of the antigen HY (a protein specific to gonadic testicular sex) in transexual men, its occurence in transexual women. 


The second explanation relies more on psychological, educational and environmental factors, even granted some genetic influence.

Sexual reassignment therapy


Only 10 ‑ 25% of males applying for sex‑change operations do actually have an obvious, documentable, lifelong, profound disturbance of core gender identity.  In fact when candidates for surgery are requested to undergo psychotherapy in preparation, many change their minds. After surgery there is no evidence of a high satisfaction rate with the results. The John Hopkins University which had pioneered the operations, suspended its programme after a report concluded that psychotherapy was more beneficial to the majority of 'sex-change' applicants.


The surgery does not genuinely enable people to change sex. For the male it  begins with counselling and female hormone therapy.  The surgery consists of castration and removal of the penis and the construction of an artificial vagina. However there is no uterus or ovaries and no chance of bearing children. Hormones have to be used permanently to maintain female secondary sexual characteristics. 


For women transexuals who want to be "men" the procedure  involves large quantities of male hormones,  hysterectomy and excision of the ovaries. The skin from the vagina may be used to construct an artificial penis, with a little silicone pump to simulate erection. The person is effectively neutered and would be unable to contract Christian marriage in this condition.


The troubled transsexual should be counselled against surgery and towards psychotherapy.  Our society  minimises the differences between the sexes, but it is simply not possible to "change sex." Today's culture is grievously mistaken in its exaggerated stress on sexual identity and activity as a primary determinant of human worth. The transsexual, like the homosexual, needs to develop spiritual, intellectual and social interests which will help them escape this over‑preoccupation with sexual identity.

FURTHER READING:

Ashley & O'Rourke, Healthcare Ethics, (3rd ed.)  pp.313-6; (4th ed.) pp. 339-44.

Schwartz, Moraczewski and Monteleone (eds), Sex and Gender, Pope John XXIII Center (1983)


PRENATAL TESTS
Type of test
Detectable conditions
Stage of pregnancy

& foetal loss rate


Invasive: mother only
MSAFP
Estimation of maternal serum alphafetoprotein in maternal blood
Neural tube defect; Down's syndrome. If possible then amniocentesis etc offered. Effectively a prescreening
16th-18th week


Combined maternal blood test
Estimation of MSAFP, chorionic gonadotropin and/or unconjugated oestriol
Down's syndrome
16th-18th week


Invasive: both mother and foetus
Amniocentesis
A test involving the insertion, through the mother's  abdomen, of a fine needle into the amniotic sac and the removal of about 20 ml of amniotic fluid. This is usually done under ultrasound guidance.
Chromosomal disorders; a number of hereditary disorders caused by a single gene; neural tube disorders
16th-18th week

foetal loss

 0.5 - 1.5 %


Chorion biopsy
A test involving the introduction through the mother's vagina or abdomen of a needle or other instrument into the womb and the removal of tissue surrounding the fetus. This is usually done under ultrasound guidance.
Chromosomal disorders; a number of hereditary disorders caused by a single gene
8th-12th week

foetal loss

 2.5 - 6.7 %


Type of test
Detectable conditions
Stage of pregnancy

& foetal loss rate


Fetoscopy
A test involving the introduction through the mother's abdomen of an instrument enabling the examiner to see the fetus. This is usually done under ultrasound guidance and under local anaesthesia and/or sedation.
Chromosomal disorders; disorders detectable by fetal blood sampling; malformations
16th-18th week

foetal loss

 2 - 5 %


Cordocentesis
A test involving the insertion of a needle through the mother's abdomen (where the umbilical chord of the fetus is attached to the placenta) and then the removal of fetal blood. This is usually done under ultrasound guidance.
Chromosomal disorders; disorders detectable by fetal blood sampling
15th week


Non-invasive
Ultrasound scan
An instrument is passed over the mother's bare abdomen and a picture of the fetus is produced on a screen.
Fetal growth and development; multiple pregnancy; malformations, including neural tube defects

Thest also used for visual guidance when other tests are preformed.
Any time but often the 16th week to check dates and development.

Now replacing the MSAFP test.


Radiography
The mother's abdomen is X-rayed. This is hardly ever done today.
Skeletal abnormalities requiring a picture of the whole skeleton
20th week onwards


Taken with permission from  Agneta Sutton, Prenatal Diagnosis: Confronting the Ethical Issues,   pp.20-1,  Linacre Centre, London, (1990)

