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Sirs

I have the honour to present the report of the Committee of
Inquiry into Human Fertilisation and Embryology established
in July 1982 to examine the social, ethical and legal implications
of recent, and potential developments in the field of human
assisted reproduction.

The task you set the Inquiry was not an easy one. The issues
raised reflect fundamental moral, and often religious, questions
which have taxed philosophers and others down the ages.
Rightly you chose a membership which encompassed not only
the many professions with a concern in these matters but the
many religious traditions within society, so that as many view-
points as possible could be brought to bear on the morally
sensitive issues before us. I would like to take this opportunity
to place on record my gratitude to all the members of the In-
quiry for their hard work, their enthusiasm and commitment,
and more especially for the way they have brought their own
values to the consideration of the problems before us and yet
at the same time have been open and responsive to the attitudes
and beliefs of others. I am also grateful for the way in which
we have been able to share our professional expertise, a process
which I am sure has enhanced the report, by helping us to
see the problems in a broader perspective.

Despite the way in which members have worked together,
there remain nonetheless certain differences between us; indeed
it would have been surprising if, on such sensitive issues, we
had been united. These differences, presented in three formal
expressions of dissent have, significantly, focussed on the very
subjects, surrogacy and research on human embryos, which,

v



to judge from the evidence, arouse the greatest public anxiety.
Thus even in our disagreement we have reflected the range
of views within society.

It is not possible that a report like this should be equally
well received in all quarters, given some of the controversial
issues we have had to consider. There is bound to be criticism
that we have gone too far, or not far enough. However, we
have sought to provide on the one hand a reasoned discussion
of the issues which we hope will contribute to a high standard
of public debate on matters which are of deep concern to the
public, and on the other a coherent set of proposals for how
public policy, rather than the individual conscience, should res-
pond to a range of developments which many people will not
wish to participate in, but which others find entirely acceptable.
We have tried in short, to give due consideration both to public
and to private morality.

Finally, I would like to add my thanks to those members
of the Department who have helped us to produce our report.
We have benefitted greatly from the advice of Mr R A Sanders
on the legal aspects of our work, and his help has been indis-
pensable. But our most grateful thanks must go to our joint
secretaries, Mrs ] C Croft and Dr ] S Metters whose patience,
humour and unflagging energy have been beyond praise. We
could not have been better served.

Mary Warnock
26 Fune 1984
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FOREWORD

1. Our Inquiry was set up to examine, among other things,
the ethical implications of new developments in the field. In
common usage, the word “‘ethical” is not absolutely unambi-
guous. It is often used in the context, for example, of medical
or legal ethics, to refer to professionally acceptable practice.
We were obliged to interpret the concept of ethics in a less
restricted way. We had to direct our attention not only to future
practice and possible legislation, but to the principles on which
such practices and such legislation would rest.

2. Members of the Inquiry were reluctant to appear to dic-
tate on matters of morals to the public at large. They were
also keenly aware that no expression of their own feelings would
be a credible basis for recommendations, even if they all felt
exactly alike. As our reading of the evidence showed us, feelings
among the public at large run very high in these matters; feel-
ings are also very diverse; and moral indignation, or acute
uneasiness, may often take the place of argument. But that
moral conclusions cannot be separated from moral feelings does
not entail that there is no such thing as moral reasoning. Reason
and sentiment are not opposed to each other in this field. If,
as we believe, it was our task to attempt to discover the public
good, in the widest sense, and to make recommendations in
the light of that, then we had, in the words of one philosopher,
to adopt “‘a steady and general point of view”. So, to this end,
we have attempted in what follows to argue in favour of those
positions which we have adopted, and to give due weight to
the counter-arguments, where they exist.

3. Our emphasis on the arguments may make it appear that
there was a uniformity of approach and moral feeling in the
Inquiry. The reality however has been that our personal feelings
and reactions have been as diverse as those presented in the
evidence. Some members have a clear perception of the family
and its role within society; in considering the various techniques
before us their focus has been on the primacy of the interests
of the child, and on upholding family values. Other members
have felt equally strongly about the rights of the individual
within society. Whatever our original feelings and reactions,
we have all found that our feelings changed and were modified
as work progressed and as we examined the evidence in more
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detail. This has been a further reason for basing our views
on argument rather than sentiment, though we have necessarily
been mindful of the truth that matters of ultimate value are
not susceptible of proof.

4. A strict utilitarian would suppose that, given certain pro-
cedures, it would be possible to calculate their benefits and
their costs. Future advantages, therapeutic or scientific, should
be weighed against present and future harm. However, even
if such a calculation were possible, it could not provide a final
or verifiable answer to the question whether it is right that such
procedures should be carried out. There would still remain the
possibility that they were unacceptable, whatever their long-
term benefits were supposed to be. Moral questions, such as
those with which we have been concerned are, by definition,
questions that involve not only a calculation of consequences,
but also strong sentiments with regard to the nature of the
proposed activities themselves.

5. We were therefore bound to take very seriously the feel-
ings expressed in the evidence. And, as we have said, it would
be idle to pretend that there is not a wide diversity in moral
feelings, whether these arise from religious, philosophical or
humanist beliefs. What is common (and this too we have dis-
covered from the evidence) is that people generally want some
principles or other to govern the development and use of the
new technigques. There must be some barriers that are not to
be crossed, some limits fixed, beyond which people must not
be allowed to go. Nor is such a wish for containment a mere
whim or fancy. The very existence of morality depends on it.
A society which had no inhibiting limits, especially in the areas
with which we have been concerned, gquestions of birth and
death, of the setting up of families, and the valuing of human

life, would be a society without moral scruples. And this nobody
wants.

6. Inrecognising that there should be limits, people are bear-
ing witness to the existence of a moral ideal of society. But
in our pluralistic society it is not to be expected that any one
set of principles can be enunciated to be completely accepted
by everyone. This is not to say that the enunciating of principles
1s arbitrary, or that there is no shared morality whatever. The
law itself, binding on everyone in society, whatever their beliefs,
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is the embodiment of a common moral position. It sets out
a broad framework for what is morally acceptable within
society. Another philosopher put it thus: “The reasons that
lead a reflective man to prefer one. .. legal system to another
must be moral reasons: that is he must find his reasons in some
order of priority of interests and activities, in the kind of life
that he praises and admires”. In recommending legislation,
then, we are recommending a kind of society that we can, all
of us, praise and admire, even if, in detail, we may individually
wish that it were different. Within the broad limits of legislation
there is room for different, and perhaps much more stringent,
moral rules. What is legally permissible may be thought of as
the minimum requirement for a tolerable society. Individuals
or communities may voluntarily adopt more exacting standards.
It has been our business, however, to recommend how the
broad framework should be established, within our particular
area of concern.

7. We realise that some people may think that we have set
the limits, or have suggested that the barriers be erected, in
the wrong places. But at least we hope that we have stated
clearly what we think should be done, and exposed, as far as
possible, the reasoning that lay behind our recommendations.

8. Barriers, it is generally agreed, must be set up; but there
will not be universal agreement about where these barriers
should be placed. The question must ultimately be what kind
of society can we praise and admire? In what sort of society
can we live with our conscience clear?



CHAPTER ONE

THE GENERAL APPROACH

Background to the Inquiry

1.1 The birth of the first child resulting from the technique
of in vitro® fertilisation in July 1978 was a considerable achieve-
ment. The technique, long sought, at last successful, opened
up new horizons in the alleviation of infertility and in the
science of embryology. It was now possible to observe the very
earliest stages of human development, and with these
discoveries came the hope of remedying defects at this very
early stage. However there were also anxieties. There was a
sense that events were moving too fast for their implications
to be assimilated. Society’s views on the new techniques were
divided between pride in the technological achievement,
pleasure at the new-found means to relieve, at least for some,
the unhappiness of infertility, and unease at the apparently
uncontrolled advance of science, bringing with it new possibili-
ties for manipulating the early stages of human development.

1.2 Against this background of public excitement and con-
cern, this Inquiry was established in July 1982, with the follow-
ing terms of reference:

“To consider recent and potential developments in
medicine and science related to human fertilisation and
embryology; to consider what policies and safeguards
should be applied, including consideration of the social,
ethical and legal implications of these developments; and
to make recommendations.”

Scope of the Inquiry

1.3 In considering our terms of reference, we recognised that
we were being asked to examine a sphere of activity still
developing, and rapidly changing. A common factor linking all
the developments, recent or potential, medical or scientific, was
the anxiety which they generated in the public mind. We have
therefore looked at the new processes of assisted reproduction,

! This report distinguishes between in vitro meaning *'in a glass", and in vivo mean-
ing “in the body™.
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including surrogacy, which can cause public concern. We have
also considered artificial insemination, which, though practised
in this country for many years, is not universally accepted ethi-
cally, nor indeed regulated by law. There were, however, some
matters which, though in some sense related, fell outside our
terms of reference. Chief among these were abortion and con-
traception. We have not concerned ourselves directly with
these, although the present state of the law in relation to them
has been a necessary point of reference in discussions.

1.4 Within the terms of reference we were given two words
that had to be clarified. The first of these was embryology. While
the term ““embryo” has been variously defined in considering
human embryology, we have taken as our starting point the
meeting of egg and sperm at fertilisation. We have regarded
the embryonic stage to be the six weeks immediately following
fertilisation which usually corresponds with the first eight weeks
of gestation counted from the first day of the woman’s last
menstrual period.

1.5 The second word in need of clarification was potential.
The pace of scientific discovery is unpredictable. Indeed, a
number of major developments has taken place during the
lifetime of the Inquiry. The changes which take place in society
itself are also difficult to predict. The impact of scientific dis-
coveries on the society of the future is therefore doubly hard
to predict. We took the pragmatic view that we could react
only to what we knew, and what we could realistically foresee.
This meant that we must react to the ways in which people
now see childlessness and the process of family formation,
taking into account the range of views encompassed by our
pluralistic society, the nature and value of clinical and scientific
advances and the benefits of research.

Methods of working

1.6 We found it convenient to divide our task into two parts.
The first concerned processes designed to benefit the individual
within society who faced a particular problem, namely
infertility; the second concerned the pursuit of knowledge,
much of it designed to benefit society at large rather than the
individual. The distinction is not absolute. One cannot divorce
pursuit of an individual’s goals from the goals of society as
a whole and, moreover, policies undertaken for the public good
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while they may well also benefit individuals can, on the other
hand, impose limitations on them. Nonetheless, we found it
a useful division, and the report thus deals first with the allevia-
tion of infertility, and second with scientific developments.

1.7 We recognised that within society there is a multiplicity
of views on the issues before the Inquiry. We therefore decided
to seek evidence from as many organisations, reflecting as many
different perspectives, as possible. A list of those who submitted
evidence 1s included as the Appendix. We are particularly grate-
ful for all the time and trouble taken by those who prepared
submissions and for the insight they gave us into the problems
we were asked to consider. But even with submissions from
so many organisations we have to record with regret that we
did not receive evidence from as wide a range of minority and
special interest groups as we would have liked, despite our best
endeavours.

The international dimension

1.8 Anxiety about the implications of the new developments
in assisted reproduction is not confined to the United Kingdom.
While there is an obvious attraction in a unity of approach
to difficult ethical issues, and we have tried as far as possible
to keep in touch with developments around the world, there
are, in our view, sound reasons for not pursuing this unity
of approach at the present time. Different countries are at dif-
ferent stages in the development both of services and of a policy
response. They have different cultural, moral and legal tradi-
tions, influencing the way in which a problem is tackled and
the ways in which it might be resolved. We have therefore
made recommendations which we believe to be appropriate
specifically in the United Kingdom. Nonetheless, we hope that
others may find our proposals of value, just as we have benefitted
from the experience of other countries. We accept that there
is a case for an international approach. This approach will be
best formulated, however, when individual countries have
formed their own views, and are ready to pool knowledge and
experience.

The role of the Inquiry

1.9 We have confined our recommendations to certair: practi-
cal proposals, capable of implementation. We have tried to
frame these recommendations in general terms, leaving matters
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of detail to be worked out by Government and other appropriate
organisations. We have also indicated what we consider should
be matters of good practice. We have clearly indicated where
our formal recommendations, if accepted, would require legisla-
tive change. The development of science and medical tech-
nology in the field of human fertilisation opens up many new
issues for the law. In vitro fertilisation, for example, has brought
about situations not previously contemplated, in relation to
which there is either no law at all, or such law as exists was
designed for entirely different circumstances. We believe that
new laws will be necessary to cope with the new techniques
for alleviating infertility and their consequences, and to deal
with the developments in research in the field of embryology.
But we foresee real dangers in the law intervening too fast and
too extensively in areas where there is no clear public consensus.
Furthermore both medical science and opinion within society
may advance with startling rapidity.

1.10 We do not discuss in the following chapters every situa-
tion which might arise and then relate it to all existing law.
We have had neither the time nor the resources to do this;
nor, in our view, would such a course have been appropriate.
Rather we have considered the fundamental questions there
raised in relation to any existing law and confined ourselves
to what we regard as essential legislative changes. We wish to
stress our view that the changes which we propose should apply
equally throughout the United Kingdom of Great Britain and
Northern Ireland.



CHAPTER TWO

INFERTILITY: THE SCOPE AND ORGANISATION
OF SERVICES

2.1 In the past, there was considerable public ignorance of
the causes and extent of infertility, as well as ignorance of pos-
sible remedies. At one time, if a couple were childless, there
was very little they could do about it. Generally the cause of
infertility was thought to be something in the woman which
made her childless; only occasionally was it thought that there
might be something wrong with the man. Even today, there
is very little factual information about the prevalence of inferti-
lity. A commonly quoted figure is that one couple in ten is
childless, but accurate statistics are not available, nor is it known
what proportion of this figure relates to couples who choose
not to have children. In certain religious and cultural traditions,
infertility was, and still is, considered sufficient grounds for
divorce. In our own society childless couples used to be advised
to adopt a child. Now, as a result of improved contraception,
the wider availability of legal abortion and changed attitudes
towards the single mother, far fewer babies are placed for adop-
tion.

2.2 Childlessness can be a source of stress even to those who
have deliberately chosen it. Family and friends often expect
a couple to start a family, and express their expectations, either
openly or by implication. The family is a valued institution
within our present society: within it the human infant receives
nurture and protection during its prolonged period of depen-
dence. It is also the place where social behaviour is learnt and
where the child develops its own identity and feeling of self-
value. Parents likewise feel their identity in society enhanced
and confirmed by their role in the family unit. For those who
long for children, the realisation that they are unable to found
a family can be shattering. It can disrupt their picture of the
whole of their future lives. They may feel that they will be
unable to fulfil their own and other people’s expectations. -They
may feel themselves excluded from a whole range of human
activity and particularly the activities of their child-rearing con-
temporaries. In addition to social pressures to have children
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there is, for many, a powerful urge to perpetuate their genes
through a new generation. This desire cannot be assuaged by
adoption. ;

2.3 Arguments have been put to us both for and against the
treatment of infertility. First, we have encountered the view
that in an over-populated world it is wrong to take active steps
to create more human beings who will consume finite resources.
However strongly a couple may wish to have children, such
a wish is ultimately selfish. It has been said that if they cannot
have children without intervention, they should not be helped
to do so. Secondly, there is a body of opinion which holds
that it 1s wrong to interfere with nature, or with what is per-
ceived to be the will of God. Thirdly, it has been argued that
the desire to have children is no more than a wish; it cannot
be said to constitute a need. Other people have genuine needs
which must be satisfied if they are to survive. Thus services
designed to meet these needs must have priority for scarce
resources.

2.4 In answer to the first point, it is never easy to counter
an argument based on the situation of the world as a whole
with an argument relying on the desires of individuals. We
saw it as our function to concentrate on individuals rather than
on the world at large. Questions about the distribution of
resources within the world as a whole lie far outside our terms
of reference. In any event, the number of children born as
a result of techniques to assist in the treatment of infertility
will always be insignificant in comparison with the naturally
increasing world population. On the second point, the argument
that to offer treatment to the infertile is contrary to nature
fails to convince in view of the ambiguity of the concepts
“natural’ and “unnatural’. We took the view that actions taken
with the intention of overcoming infertility can, as a rule, be
regarded as acceptable substitutes for natural fertilisation.
Thirdly, the argument that the desire to have children is only
a wish, not a need, and therefore should not be satisfied at
the expense of other more urgent demands on resources can
be answered in several ways. There are many other treatments
not designed to satisfy absolute needs (in the sense that the
patient would die without them) which are readily available
within the NHS. Medicine is no longer exclusively concerned
with the preservation of life, but with remedying the malfunc-
tions of the human body. On this analysis, an inability to have
children is a malfunction and should be considered in exactly

9



the same way as any other. Furthermore infertility may be the
result of some disorder which in itself needs treatment for the
benefit of the patient’s health. Infertility is not something mys-
terious, nor a cause of shame, nor necessarily something that
has to be endured without attempted cure. In addition, the
psychological distress that may be caused by infertility in those
who want children may precipitate a mental disorder warranting
treatment. It is, in our view, better to treat the primary cause
of such distress than to alleviate the symptoms. In summary,
we conclude that infertility i1s a condition meriting treatment.

Eligibility for treatment

2.5 It is sometimes suggested that infertility treatment
should be available only to married couples, in the interests
of any child that may be born as a result. While we are vitally
aware of the need to protect these interests, we are not prepared
to recommend that access to treatment should be based exclusi-
vely on the legal status of marriage.

2.6 In discussing treatment for infertility, this report takes
the term couple to mean a heterosexual couple living together
in a stable relationship, whether married or not. We use the
words husband and wife to denote a relationship, not a legal
status (except where the context makes differentiation necess-
ary, for example in relation to legitimacy).

2.7 In the evidence, concern was expressed that infertility
treatment may be provided for couples without due regard for
the interests of any child that may be born as a result. For
example the couple may have a previous conviction for child
abuse. It has been argued that the greater the degree of inter-
vention in the creation of a child, the more responsibility must
be taken for that child. However the evidence also drew atten-
tion to the absence of any restrictions on procreation by fertile
couples, whatever their circumstances. Indeed, some of the evi-
dence referred to the fact that Articles 8 and 12 of the European
Convention on Human Rights guarantee a respect for family
life and the right to found a family. It has been argued that
these provisions create a right to take full advantage of the
techniques which are available to alleviate infertility.

2.8 There are other considerations which many believe
should be taken into account. For example, a woman may seek
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treatment when she has herself, at an earlier stage, been steri-
lised at her own request. Perhaps because of a new marriage,
she now very much wants children. The question may be raised
whether, if she has children, albeit from another marriage, she
should be eligible for infertility treatment. Again, a woman who
has had a child may subsequently become infertile. Opinions
may be divided about whether she should be eligible for treat-
ment.

2.9 Furthermore, the various techniques for assisted repro-
duction offer not only a remedy for infertility, but also offer
the fertile single woman or lesbian couple the chance of parent-
hood without the direct involvement of a male partner. To
judge from the evidence, many believe that the interests of the
child dictate that it should be born into a home where there
is a loving, stable, heterosexual relationship and that, therefore,
the deliberate creation of a child for a woman who is not a
partner in such a relationship is morally wrong. On the other
side some expressed the view that a single woman or lesbian
couple have a right under the European Convention to have
children even though those children may have no legal father.
It is further argued that it is already accepted that a single
person, whether man or woman, can in certain circumstances
provide a suitable environment for a child, since the existence
of single adoptive parents is specifically provided for in the
Children Act 1975.!

2.10 In the same way that a single woman may believe she
has a right to motherhood, so a single man may feel he has
a right to fatherhood. Though the feminist position is perhaps
more frequently publicised, we were told of a group of single,
mainly homosexual, men who were campaigning for the right
to bring up a child. Their primary aim at present is to obtain
in practice equal rights in the adoption field, but they are also
well aware of the potential of surrogacy for providing a single
man with a child that is genetically his. There have been cases
in other countries of surrogacy in such circumstances. It can
be argued that as a matter of sex equality if single women are
not totally barred from parenthood, then neither should single
men be so barred.

2.11 We have considered these arguments, but, nevertheless,
we believe that as a general rule it is better for children to
be born into a two-parent family, with both father and mother,

! Secrion 11 of the Children Act 1975
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although we recognise that it is impossible to predict with any
certainty how lasting such a relationship will be.

2.12 We have considered very carefully whether there are
circumstances where it is inappropriate for treatment which
is solely for the alleviation of infertility to be provided. In
general we hold that everyone should be entitled to seek expert
advice and appropriate investigation. This will usually involve
referral to a consultant. However, at the present time services
for the treatment of infertility are in short supply, both for
initial referral and investigation and for the more specialised
treatments considered in this report. In this situation of scarcity
somc individuals will have a more compelling case for treatment
than others. In the circumstances medical practitioners will,
clearly, use their clinical judgment as to the priority of the
individual case bearing in mind such considerations as the
patient’s age, the duration of infertility and the likelihood that
treatment will be successful. So far this is not contentious.
However, notwithstanding our view that every patient is enti-
tled to advice and investigation of his or her infertility, we can
foresee occasions where the consultant may, after discussion
with professional health and social work colleagues, consider
that there are valid reasons why infertility treatment would not
be in the best interests of the patient, the child that may be
born following treatment, or the patient’s immediate family.

2.13 This question of eligibility for treatment is a very diffi-
cult one, and we believe that hard and fast rules are not applic-
able to its solution. We recognise that this will place a heavy
burden of responsibility on the individual consultant who must
make social judgments that go beyond the purely medical, in
the types of case we have discussed. We considered whether
it was possible for us to set out the wider social criteria that
consultants, together with their professional colleagues, should
use in deciding whether infertility treatment should be provided
for a particular patient. We decided it was not possible to draw
up comprehensive criteria that would be sensitive to the circum-
stances of every case. We recognise however that individual
practitioners are on occasions going to decline to treat a particu-
lar patient and we recommend that in cases where consul-
tants decline to provide treatment they should always
give the patient a full explanation of the reasons. This
would at least ensure that patients were not kept in ignorance

of the reason for refusal, and would be able to exercise their
right to seek a second opinion.
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Organisation of services

2.14 We recognise the difficulty of providing reliable statis-
tics on infertility because of the number of infertile couples
who do not seek treatment or are voluntarily childless. Neverthe-
less we were surprised at how few data there were on the
prevalence of infertility, the extent of available services, their
location and the numbers treated. Where figures were available,
they were often out of date and of dubious relevance. Quite
often, people with an infertility problem seek professional
advice about other symptoms. Thus any estimate of the extent
of infertility treatment within the NHS understates the present
level of provision; the primary diagnosis may reflect the symp-
toms about which advice was first sought, rather than infertility.
We believe that these data deficiencies should be remedied so
that policy makers and planners can make decisions against a
background of objectively assessed facts. We recommend that
funding should be made available for the collection of
adequate statistics on infertility and infertility services.

2.15 The infertile, and those representing their interests, in-
dicated 1n evidence to the Inquiry considerable dissatisfaction
with the present pattern of services. Patients tend to feel that,
unless they attend one of the limited number of specialist
infertility clinics, their problem is somehow tangential to the
mainstream activity in the gynaecological clinic; they feel that
not enough attention is paid to the stressful nature of their
condition; they complain about a lack of continuity of care,
a lack of any sense of urgency in determining the cause of their
problem, a tendency to see the woman and the man separately
rather than together as a couple and a shortage of services for
investigation and treatment of infertility in men.

2.16 We find the present haphazard organisation of services
unsatisfactory. While we can appreciate that all gynaecologists
want to offer help to their own patients, we nonetheless believe
that a greater degree of specialisation is necessary. A working
party of the Royal College of Obstetricians and Gynaecologists
(RCOG) has recommended® the creation of a new sub-specialty
of reproductive medicine which would include infertility, and
though we regard an assessment of the merits of this proposal
as outside our terms of reference, we see some advantages in
it. We recommend that each health authority should

! Report of the RCOG Working Party on Further Specialisation within Obstetrics
and Gynaecology November 1982,
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review its facilities for the investigation and treatment
of infertility and consider the establishment, separate
from routine gynaecology, of a specialist infertility clinic
with close working relationships with specialist units, in-
cluding genetic counselling services, at regional and
supraregional level. Where it is not possible to have a
separate clinic we recommend that infertility patients
should be seen separately from other types of gynaecolo-
gical patient wherever possible. The husband and wife
should be seen together and it would then be possible for the
necessary expertise to be available to deal with problems in
the man as well as the woman. It would allow numbers of
infertile couples to meet each other, and would offer scope for
developing informal arrangements for mutual support. A more
specialised service would, we believe, make the best use of avail-
able expertise and resources.

Relative priorities

2.17 While the determination of relative priorities is not a
matter for this Inquiry, we note with concern the lengthy hospi-
tal waiting lists for gynaecological treatment and the tendency
in some places for infertility patients to be given the lowest
priority on waiting lists for both in-patient and out-patient
treatment. A reorganisation designed to promote a more effec-
tive delivery of services need not necessarily involve, in the
long term, much greater expenditure. We recognise, however,
that in some authorities, where little has been provided till now,
a certain amount of new expenditure on infertility services will
be entailed. In order to facilitate local planning, we recom-
mend the establishment of a working group at national
level made up of central health departments, health
authorities and those working in infertility, to draw up
detailed guidance on the organisation of services.

2.18 We urge that the priorities argument should not be used
to cover up the present lack of systematic planning for infertility
services. We recognise that the needs and resources of indivi-
dual health authorities will vary, but recommend that con-
sideration be given to the inclusion of plans for

infertility services as part of the next round of health
authority strategic plans.
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CHAPTER THREE

TECHNIQUES FOR THE ALLEVIATION OF
INFERTILITY: COMMON THREADS

3.1 In the following chapters we shall be discussing remedies
for infertility. Apart from questions raised about the ethics of
these methods, and their implications for those who propose
to use them, there are several common threads running through
them all, of which we consider three below. As a preliminary
we would stress that treatment for infertility should be under-
taken under the supervision of a registered medical practitioner.

Anonymity

3.2 A number of the techniques we consider involves a third
party outside the infertile couple. In artificial insemination by
donor (AID) another man provides the semen; in egg donation
another woman provides the egg; in embryo donation both
another man and another woman contribute; in surrogacy
another woman provides her uterus (womb) for the duration
of the pregnancy. In all cases, the question is whether it is
better that a third party who helps a couple to overcome their
infertility should be known to the couple or that the third party
should remain anonymous. On rare occasions a brother or a
sister may be the most appropriate person to give help, but
our general view is that anonymity protects all parties not only
from legal complications but also from emotional difficulties.
We recommend that as a matter of good practice any
third party donating gametes' for infertility treatment
should be unknown to the couple before, during and after
the treatment, and equally the third party should not
know the identity of the couple being helped.

Counselling

3.3 A second issue concerns the counselling, advice, informa-
tion and discussion that should be available for those who seek
treatment for infertility. Many of the problems which may arise
in the course of treatment, whether this treatment ends in the
birth of a child or not, are complex and they need to be given
careful consideration over a period of time. We therefore believe

' Gamete is the collective term used to describe both sperm and eggs.
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