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From the Editor

We deserve better than this

The Government is slowly waking up to AIDS and the threat it
poses. Its latest response is a 24-minute video, which secondary
schools are to use with boys and girls aged 14-16. The video is
called Your Choice for Life, which suggests a positive and
healthy approach. But when you see t, it is difficult not toregard
itas a25-minute advert for the condom. Your Choice for Life,in
the terms of the video, is whether you (and your ‘partner’) use
one or not. This is a sordid reduction of health education, and an
abuse of our educational system.

As so often happens, the video itself is accompanied by volumi-
nous notes for the teacher. There are two booklets: AIDS: some
questions and answers (a general selection for those working
with young people) and the Users’ Guide to Your Choice for Life
— 51 pages of small print.

This Guide is actually much better than the video. More to the
point, itis simply different. It reminds the teacher that the latest
Government legislation requires that sex education should
‘encourage’ pupils to ‘have due regard to moral considerations
and the value of family life’. It carries inside the front cover a
prominent notice to the teacher: it is essential that pupils should
be aware of the law on homosexual and heterosexual activity
anddrug misuse. A section in the booklet spells this out—though
in rather technical terms.

The main problem with the video is its failure to encourage its
viewers (young people aged 14 to 16) to abstain from sexual
intercourse. It is extraordinary that it fails to do so, the more so
in the light of the Guide. The Guide reminds us that the law
forbids heterosexual intercourse below the age of 16 (and
homosexual below the age of 21): the video says nothing on the
subject of the law. Indeed, the assumption runs through the
video that its viewers are promiscuous, and that it is only by
regulating their promiscuity that AIDS can be controlled. ‘Be
prepared for the time when you find someone you want to make
love with’, the video tells our children. The words marriage,
wife and husband do not occur even once. Instead we are treated
to the mechanics of erection and the unrolling of the condom.
We deserve better than this.

The centre-piece is in the form of a story about Steve (19) and
Sue (16). Steve doesn’t know it, but he is infected. “They are
thinking about making love.” How is their understanding of
AIDS going to affect their decision? The implication is that they
should ‘take precautions’. Yet we read in the Guide the follow-
ing excellent ‘discussion points’, which in fact imply serious
criticism of the video .

‘Pupils should be clear that the references here to sexual activity
relate to adult behaviour; they are in no sense an endorsement
and certainly not an encouragement of sexual activity amongst
school-age youngsters.” Well, tell that to the marines! The
theme of the film is summed up in the sentence we have already
quoted: ‘Be prepared for the time when you find someone you
want to make love with.” Perhaps the worst thing about this
video is its silent reinforcement of the belief of many 14-16
year-olds that being ‘sexually active’ is the norm, when many
are struggling to resist their friends and the advertisers and the
teenage magazines. The video does indeed endorse and, by its
endorsement, encourage just what the Guide denies.

Then we read this: ‘Pupils should be encouraged to discuss
celibacy as a valid option . . .”. Yet the video has already
dismissed it, with a cheap piece of question-begging: ‘An
obvious way to avoid infection through sexual intercourse is not
to have it. In fact, a few people do choose to live entirely without
sex. But most adults are sexually active.” The fact that (as the
Guide notes) ‘the majority of adults are sexually active within
marriage’ does not get a mention. And the choice for 14-16sis
emphatically not between being ‘sexually active’ here and now,
and ‘to live entirely without sex’. It is of course between
promiscuity now, and living with sexuality but with it under
control and duly channelled, until with growing maturity it finds
expression in sexual union in marriage. This particular para-
graph of the video script is simply disgraceful.

The Guide then notes: ‘“The central role of marriage in sexual
relationships must be emphasised’, something plainly unknown
to the video script-writer and unknowable from his script.

The Users’ Guide is an excellent critique of the video, written
from a very different perspective. We would not be surprised if
this fundamental difference in view actually originated in sharp
disagreement between those who produced the materials. Un-
fortunately, and despite the repeated instructions that the video
‘should be used only in conjunction with the users’ guide’, a 24-
minute video is very much more powerful than a 51-page
booklet. There are two different reasons why this is so.

First, only conscientious teachers are going to take the trouble
to read through the notes and prepare a proper course of lessons
around the video. The typical school period of around 35
minutes is just the right length for showing the video alone, with
a follow-up discussion some other time. The Guide specifically
says this is wrong, and at least an hour must be allowed for the
showing and initial, immediate discussion. And when we are
told ‘the video does not constitute “AIDS education in 25
minutes” ’, someone is wasting his breath. That is exactly how
the video will be seen, in many schools and by many teachers.
It is because they know this only too well that the compilers of
the material keep re-iterating their concern.

Secondly, and even more important, video is a potent and
effective medium, especially for communicating a dramatic
message to young people. This one uses young communicators
whom they know, and familiar music and design, to punch home
its points. The conscientious teacher who has read the Guide and
wants to bring in marriage, the age of consent, celibacy (orrather
abstinence), and all the rest, is going to look rather lame by
comparison. It would have been another matter had these
fundamental questions been raised by Mike Smith and Vicky
Licorish. The problem is that it is not enough for the Guide to
declare that the video is not ‘self-standing’. Any educational
video has to be self-standing, in the sense that the essential
message of the video must be the same as the essential message
of the accompanying materials. Many teachers will use this
video on its own. Many, many pupils will pay little attention to
anything other than the video, even when other material is
properly presented.

There are other things to be said. From an educational perspec-
tive, it must be questioned whether the video could possibly be
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used with the whole range of ability and age that is intended.
Surprisingly, there is little use of graphics and even colour: it is
mostly talking heads, much of it like a Newsnight report. Much
of the language is well over the heads of less able children, with
terms like bacterial infection, patients presenting, characteris-
tic, nodules, antibody positive, used without definition (and
often needlessly). Moreover, the stark spectre of the dying
patient certainly shocks; but there is evidence to suggest that the
effect of this kind of presentation can be counter-productive.

Most important of all, the question we are left with is How are
we to decide for ‘life’? In this vital area of life and death, the
element of challenge is almost lacking. The tone of the cam-
paigns against drug misuse and smoking have focussed on a
challenge to be different: to choose to go your own way, not to
be moulded by your peers and their conventions. The message
hereis different, and comes across loud and clear: hardly anyone
wants to leave sexual intercourse for marriage. Promiscuity,
even among 14-16 year-olds, is to be expected. We can’t fight
it, we maybe don’t even want to. What really matters is cutting
down the risk of spreading HIV and, with it, AIDS. So Your
choice for Life is clear: ‘Be prepared for the time when you find
someone you want to make love with’, and use a condom.

The problem with this approach to health educationis that it fails
even in its own terms. The assumption behind it is clear: don’t

From Dr Paul K. Buxton

Whither the NHS?

This age will be judged by our response to the moral issues
raised by modern medical research and practice which will be
seen to be of greater significance than nuclear disarmament, the
inner city or apartheid. Such was the opinion of a senior civil
servant in a field totally unrelated to medicine. He was certain
that there was an urgent need for a Christian view to prevail on
both the quantity and quality of health care.

We accept that the control of infection (other than AIDS),
elimination of nutritional deficiency, lowered infant mortality
and modern treatment techniques — an unattainable dream fifty
years ago — are all good. However, from concern with healing
disease there has been a gradual shift to preserving ‘quality of
life’ and longevity, linked with an increasing emphasis on
preventive medicine. Not bad things surely, you will rightly say.
But underlying this has been a significant change of attitude to
the means whereby their ends are achieved and to which ethical
and moral principles are often subordinate. At the same time
public expectations of health care facilities have lead to huge
demands on the financial resources available, bringing about a
re-examination of how these financial demands should be met.

This article is concerned with these two aspects of health care in
Britain today: the provision of resources for the NHS, and the
ethical questions raised by recent research and demands from
society. A brief outline of how the NHS related to society in
general and other groups concerned with health care is followed
by a more detailed examination of the issues mentioned above.

What is the NHS?
In Britain the state has an all-embracing control of the provisions
of health care — from community health and preventive medi-

moralise, go along with the idea that younger teens should be
‘sexually active’ — that’s the way to get their sympathy and
influence their behaviour.

Yetif, at the same time, you encourage promiscuity; if you make
it difficult for children who want to say No; if you put sexual
intercourse (including anal and oral sex) on the table in front of
youngsters who had never had a thought about it — if you
encourage promiscuity, the net effects of the video could be to
increase the spread of AIDS.

And its whole message is founded on a lie. ‘It can affect any of
us’, we are told, but of course it can’t — unless we receive
contaminated blood products on trips abroad. It can affect any
of us whoare, or whose sexual partners are, promiscuous or drug
misusers, but that is a different story. Most of those who read
Ethics and Medicine are notin this category, and neither — thank
God - are most of our 14-16 year-old children. So why does the
Government think they must be addressed as if the permissive
society had already swallowed us all whole?

* As we go to press it is reported that the Roman Catholic
Church has decided to produce its own alternative video, since
it too is deeply dissatisfied with Your Choice for Life.

cine to the most complex ‘front line” diagnostic and treatment
techniques. It is the largest single employer in Europe and its
huge budget is controlled by health boards operating within
guide-lines from central government. Local influence on this
process is not very effective at present. Various professional
organisations, academic bodies and special interest groups
interact with it.

This can be summarised in this way:

/

Professional Institutions

e.g. Royal Colleges,
B.M.A., Universities,
Medical Research Council.

The State
ie. DHSS.
Individual patient
Other Groups Health Provision

1. Staff, i.e. Nursing, Medical
and Ancillary Staff;

2. Capital Plant i.e. Hospitals,
Health Centres, Laboratories.
3. Equipment.

e.g. Private Hospitals,
Voluntary Organisations
(e.g. Hospices),
‘Alternative’ Medicine,
Pressure Groups.

The recent discussion about funding of the NHS has centred
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almost entirely on the ‘health provision’ aspect, in terms of
financial resources from direct state funding, the balance being
made up by private insurance or direct payments. The argument
in Britain centresround two main themes: whether extra funding
should come from sources outside the NHS or be supplied only
by the government; and how the available resources should be
managed most effectively. As a liet motif runs the theme of
greater involvement of the individual patients in the discussions
thataffectthem. The recent David Hume Institute conference on
‘How should the health service be financed?’! and books such
as National Health Crisis: A Modern Solution by Dr Ray
Whitney? are evidence of public concern about them.

There is inevitably a tension between the responsibility of the
state to raise funds from the community at large to provide
services for all who need them, and the right of the individual to
choose what facilities they provide for themselves outside the
state system. Ray Whitney advocates a basic ‘credit system’
which could be used by individuals when they sought medical
care from General Practitioners or hospitals which would func-
tion as autonomous units. This has similarities to Canadian
‘Medicare’ insurance.

The speakers at the David Hume Institute conference grappled
with the problem of targeting needs effectively without frag-
mentation. It was also pointed out that provision of finance from
" taxation puts a fixed limit on the services provided so individu-
als may not get the care they need, and there may not be the
flexibility at a local level to switch resources from one service
toanother. Thisresults inmany individuals seeking private care.
They may also need ‘alternative’ medicine whose practitioners
can give them greater care and attention, without the pressures
of waiting rooms full of patients, ward rounds and telephone
calls.This led on to an excellent review of ‘clinical audit’ by
Professor Ian McColl of Guys Hospital where a management
team in the hospital itself decides on priorities and reviews the
effectiveness of the services provided. A recurring theme was
the fact that any ‘free’ service leads inevitably to demands that
exceed supply.

Christians, mindful that modern health care developed from
institutions in which men and women motivated by high ideals
cared for the sick and destitute, should be concermned that
whatever framework evolves, the health service must reflect the
principles of compassion, concern for the individual as a whole
person and the sanctity of life. In addition there should be a
responsible use of resources. The recent trends towards making
those who are employed in the health service also responsible
for its management are to be welcomed.

Inevitably there are failures and setbacks but the concept of
managers responsible for smaller ‘units’, consisting of one or
two hospitals, with medical personnel forming part of manage-
ment teams could resultinresponsible use of resources and more
flexible response to the needs of the individual. The defectis that
the huge bureaucratic machine of the NHS remains, preventing
any really effective local development. The positive answer is
for there to be a few large autonomous administrative areas —
perhaps six for the whole of Great Britain — within which local
units provide medical services, with a board to whom they are
accountable and through whom local needs, complaints and
suggestions can be channelled. The individual patient would
then be dealing with an identifiable group of people who were
providing health services, and communication would be greatly
enhanced. There would also be a framework within which the
doctors’ contract with society could be fulfilled.

Private care, hospices, alternative medicine,
research.

These rather disparate areas of activity are considered together
because they are all outside the main provision of conventional
health care by the NHS. None of them is really independent of
the NHS, sharing personnel, diagnostic and treatment services
toa variable degree. It is most important that their independence
is preserved to provide an alternative to the all-embracing
monopoly of the state-controlled health care, and also to enable
independent research and academic activity to continue. One
effectof decentralising the management of the NHS would be to
make these areas of activity open to public scrutiny and debate.
Private care facilities and the amount of time consultants spend
using them would be openly debated in the context of local
needs.

The use of NHS facilities — many of which are closed at 5 pm —
for private treatment outside regular hours could be considered,
thus generating more income for the hospital concerned and
relieving pressure on waiting lists. In larger academic centres
the relationship between academic activities and straightfor-
ward medical care could be discussed in the community. There
are, however, two much more important reasons why there
should always be a place for institutions outside the state system.

The first is that the state, as a predominantly secular institution,
may not have the moral convictions or motivations to set up
facilities to care for specific groups. The Leonard Cheshire
homes, which came about as a result of the experience of
Leonard Cheshire in caring for a severely handicapped friend, is
an excellent example. Similarly hospices, concerned with the
care of the dying, grew out of a Christian concern for those with
aterminal illness. In 1982 Mildmay hospital, founded by Chris-
tian women in 1866 for treating cholera victims, was closed by
the NHS after many years of Christian witness through excellent
medical services. This was in contravention of a clause in the
Health Service Act protecting religious institutions. However
the hospital has now been re-opened as a community medical
centre and the first hospice for AIDS victims, thanks entirely to
the unremitting work of many volunteers. This anticipated
provision of similar services by the NHS, which will probably
only occur where there are similar groups of caring Christians to
get things under way. To a large extent the running costs of such
institutions are provided by government funds.

The second reason is that the large diffuse organization of the
NHS with its inter-relationships with academic institutions
makesitdifficult forany consideration of the moral implications
of medical research and changes in medical practice. It is
relatively hard for changes to be made — the 1967 abortion act
needed much pressure from a very dedicated group. Once the
changes have been made it is difficult to reverse them, as the
recent Alton bill has shown. The majority of gynaecologists
opposed the 1967 act but now most are carrying out abortions
feeling that they have no choice, as do the general practitioners
who refer pregnant women to them. The Warnock Report was
produced because of the ethical issues thrown up by research on
human embryos and in vitro fertilisation (IVF) being carried out
by a small group of medical scientists. Similar groups are hard
at work on projects involving the transplantation of human
embryo brain tissue to patients with Parkinsons disease and
animal organs into humans. These projects satisfy local ‘ethical
committee’ guide-lines but the convictions and principles of the
public at large have little influence on the general direction of
such research.
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There is also the concern that large amounts of money are used
for ethically questionable techniques to benefit a very few
people. The driving force in society for much of this is a fear of
death, which must be postponed as long as possible, and preser-
vation of ‘quality of life’ at all costs: the unborn baby in the
womb must be sacrificed for the sake of expediency and the
‘spare’ embryo in the laboratory dish so that one surviving
embryo can be implanted to satisfy a ‘right’ to have children.
Any form of transplant—animal or human —is acceptable tokeep
the inevitable at bay for a few years, and moral considerations
are secondary.

We must ensure that — whatever changes occur in health care —

true compassion, and a concept of quality of life based on right
and wrong and on God’s purpose for mankind, prevail in

From Pamela F. Sims

determining the direction of medicine for the future. Suffering
should be relieved if possible, but not at the expense of the moral
law.

Just because one line of research is successful or individual -
scientists have a particular interest, this should not automati-
cally provide amandate to pursue that line of research regardless
of the moral questions raised. The hubris of science takes
precedence over principle at the expense of the ethical fabric of
our society.
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International Conference on Philosophical Ethics
in Reproductive Medicine, Leeds, 1988

The first international conference on Philosophical Ethics in
Reproductive Medicine (PERM) took place in Leeds 18-22
April, 1988. It had been felt for some months beforehand that
there should be some kind of Christian representation that took
aconservative view of ‘life’ issues. We (at Ethics and Medicine)
had particularly felt that the material presented in Nigel
Cameron’s opening chapter of Medicine in Crisis should be
presented to a wider audience. It fell to my lot to revamp the
material somewhat and submit it as a short paper.

The Conference was organised by the University Department of
Obstetrics and Gynaecology at Leeds, who have developed the
teaching of medical ethics within their Department (in conjunc-
tion with the Faculty of Philosophy) to the medical students. Mr
D.R. Bromham, a gynaecologist with an interest in IVF, seemed
to be the prime mover of the organising committee.

In conversation with Mr Bromham I was struck by his openness.
They were feeling their way, thisbeing the first conference of its
kind - and he was anxious to accept papers from many and
varied sources (including ours). He was concerned that the fact
that the conference was planned by medics should not deter
philosophers, ethicists, theologians, women’s groups, social
workers etc. There were over 150 delegates during the week (not
necessarily each day) and over 20 were from overseas. A large
variety of disciplines was represented and included, for in-
stance, representatives from the GMC (General Medical Coun-
cil) and the MDU (Medical Defence Union). There were about
half a dozen CMF (Christian Medical Fellowship) members,
one of whom, Dr Janet Goodall (a paediatrician), presented a
short paper.

The main sessions covered a range of topics from the ‘Moral
Status of the Human Embryo’ (Gordon Dunstan, of course!)
through the wider connotations of IVF, surrogacy, experimen-
tation on embryos, the Australian scene (Peter Singer), manage-
ment of handicapped neonates, the ethics of research in general,
and finally to matters concerning consent. The short papers were

numerous (50 in total) and even more varied in subject matter —
from Holland on running an AID clinic for lesbians to the
teaching of medical ethics in Leeds, and from the use of the
anencephalic fetus’ organs for donation (West Germany) to
‘Reproductive Technologies in the Light of Vatican Instruction’
from an Italian Catholic university.

Atvery shortnotice I was approached, almost as the token ‘LIFE
person’, to take part in a hastily arranged debate on fetal brain
cell transplantation. The PERM Conference had been in the
melting pot for two years, yet the controversy over the use of
aborted fetus’ brains hit the headlines just that week — too good
an opportunity to miss!

It was all quite mind-blowing and one obviously could not get
to everything! Perhaps I may simply share some general impres-
sions. Inmy naivety I had notrealised justhow far medical ethics
of the present day had strayed from its original Christian
foundation. Medical ethics today is based upon humanist pre-
suppositions; philosophy too, is a secular discipline.

As Christians, we were very much in the minority — yet our view
point was valued and noted. As often is the case at conferences
the time spent over the coffee breaks proved as valuable as the
main sessions (sometimes more so!) and I was encouraged that
the likes of Peter Singer was interested in ‘our’ opinion (and that
what I was saying was evidently the same old thing as he was
hearing from time to time back home in Australia!)

It was felt by the organisers that the Conference had been an
unreserved success and hopefully the forerunner of many more.
It is possible that they will be run bi-annually. In the meantime
the Conference Proceedings will be published in due course. It
will be good to mull over details too numerous to register at the
time. Perhaps we should already be thinking about the next
PERM Conference and I would particularly encourage any
Christian philosophers out there to consider contributing!
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Fetal Brain Transplantation —
the Scope of the Ethical Issue

Dr PETER M°CULLAGH, Senior Fellow, Immunology, Australian National University.

Popular presentations of new medical procedures that are per-
ceived as having major ethical implications are usually notable
for tacit acceptance of the factual basis of the associated claims
for medical efficacy. Decisions that are sought about the new
procedure are often centred around the question, “We can do
such and such; ought we to do it?” Consequently, the question
of whether we actually can do it is effectively begged. Refine-
ments relating to the efficacy or the reproducibility of the
procedure are usually ignored. As a result, attention is diverted
to the formulation of an ethical response to the medical dilemma
that will be as novel as the technology that is thought to
necessitate it.

Media commentary on the ethical aspects of new medical
procedures is often preoccupied with one or two aspects of the
" subject even if there are much broader implications. For in-
stance, articles on utilization of the human fetus as a donor of
organs and tissue for transplantation often create the impression
that the only ethical issue concerns the abortion thatrecruited the
fetal donor. Far from abortion and fetal usage being synony-
mous, I believe that a profusion of other ethical issues is raised
by fetal utilization as a tissue donor. This article summarizes
these issues as they relate to human fetal brain transplantation.

Some significant ethical aspects of fetal tissue transplantation
procedures will be substantially modified by variation in the
anatomical source of the tissue used. For example, such techni-
calities as the method employed to induce abortion, the physio-
logical condition of the fetus that is acceptable for tissue
donation, the timing of removal of the tissue from the donor, the
gravity of the disease that is to be treated in the recipient and the
manner in which the tissue is to be implanted in the recipient
may influence ethical consideration of the procedure. At least
five major ethical components of fetal brain transplantation may
be recognised.

1. Ethical Aspects of Procurement of Donor Tissue
Three aspects of the procedures involved in collecting fetal
brainrequire ethical consideration. These are the abortion itself,
the extent of modification of the medical treatment of the
donor’s mother to facilitate successful fetal tissue collection and
the manipulation to which the fetus is subjected ex utero.

Without examining the ethical aspects of induced abortion per
se, the point which requires emphasis in the present context is
the relevance of these for consideration of fetal brain transplan-
tation. Most practising scientists recognize and instinctively
reject scientific reductionism: ethical reductionism applied to
scientific subjects merits a similar response. Any consideration
of the ethics of later use of aborted fetal tissue in splendid
isolation from the required preceding event indicates the exer-
cise of a degree of selectivity inconsistent with forming a
judgement on the basis of all available information. Such
dissection of an interrelated series of events in a chain of
causation to suit the whim of the moment is hypocritical.

If a clinician seeks to achieve the best result for a patient who is
to receive transplanted tissue, prior consultation with the per-
sonnel responsible for collection of tissues from this category of
donor is mandatory. The extent of this consultation is likely to
reflect an increase in attention to the details of tissue collection
that is intended to optimise the eventual outcome. To recognize
this reality is not to claim that the clinician who undertakes fetal
brain transplantation has incited the performance of an abortion.
He or she may remain as free from this accusation as the surgeon
transplanting a kidney from a motorist killed in an accident
remains free from any accusation of procuring that accident.
However, the two situations differ fundamentally beyond this
point. The casualty officer with whom consultation occurs about
requirements for maintaining the motorist’s kidney in ideal
condition bears no responsibility for the motorist’s accident. In
contrast, the obstetrician extracting the fetus from the uterus is
totally responsible for the donor’s availability. As indicated,
some form of communication (perhaps through other parties)
between provider and user of the transplantable tissue occurs, in
the interests of the recipient, in the case of bothkidney and fetus.
This should be recognized in any ethical examination of trans-
plantation of tissues from the fetus.

The precision of the requirements attached to fetal tissue supply
will vary with the specific tissue and the use to which it is to be
put. Given the extreme sensitivity of the brain to oxygen
deprivation, conditions attaching to its preservation and collec-
tion in order that it should remain suitable for transplantation
will be the most rigorous. Consequently, I believe it to be a
pretence for a surgeon to adopt the defence of total ignorance of
the provenance of an item, such as fetal brain tissue, that has
present utility but also has unfavorable aspects associated with
its acquisition. This attitude of dissociation smacks of the
philosophy that ‘it fell off the back of a truck’.

The medical treatment of the mother of a prospective fetal tissue
donor may be adjusted if there are very specific requirements
relating to the tissue to be transplanted. The extentand the nature
of these requirements will vary with the specific tissue. The
timing of extraction of the fetus from the uterus may be varied
to provide fetal tissue from that stage of gestation best suited to
the recipient’s interests. For example, if an anencephalic fetus is
to be used as a heart donor, extraction may be deferred until later
in pregnancy. As regards the transplantation of fetal brain into
patients with Parkinsonism, fetal donors of 9 to 10 weeks
gestational age are said to be the ideal.

Variation in the technique of abortion may be introduced if the
duration of deprivation of blood supply to the tissue, before it
can be refrigerated, is critical for optimal preservation until it
can be transplanted. For example, whilst prostaglandin induc-
tion of abortion is common in some countries, it carries the
major disadvantage as ameans of supplying tissue for transplan-
tation, of often causing death of the fetus substantially before
expulsion from the uterus occurs. This is inevitable if its use is
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coupled with intra-uterine administration of hypertonic saline.
Hence, these techniques will be totally useless in the provision
of fetuses in a suitable state of preservation to serve as brain
tissue donors.

Another commonly used technique, suction evacuation of the
uterus, results in maceration of the fetus to such an extent that
intact, recognizable portions of the brain are recovered in only
a small percentage of cases. Given that the substantia nigra, the
portion of the brain which is to be transplanted to treat Parkin-
sonism, constitutes only a small fraction of the whole organ, the
frequency of its recovery after this method of abortion is likely
to be especially low. An additional implication of subsequent
use of fetal brain tissue for transplantation into the brain of a
recipient is the constraint this imposes that the tissue specimen
be absolutely free from contamination with other cell types
which might produce adverse effects after transfer. It strains
one’s credulity to accept that a level of freedom from contami-
nation consistent with responsibility to the prospective recipient
could be achieved in the case of substantia nigra recovered from
the pot pourri of fetal tissues generated by suction termination.

The third aspect of the procurement of fetal tissue that has
substantial ethical implications relates to the management of the
aborted fetus ex utero. Those dealing with the human fetus
obtained as a result of abortion commonly equate non viability
with death. The scientific literature detailing use of the aborted
human fetus, in transplantation and in other forms of experimen-
tation, incontrovertibly attests to the complete failure of some
investigators to accord any recognition to the presence of vital
signs at the time of intervention. Assessment of expectation of
life was substituted for actual status. (This is a precedent with
many disquieting implications for treatment of other groups of
subjects).

Clear-cut criteria have been established to regulate the use of
post-natal subjects as organ donors. These criteria are intended
to ensure confident diagnosis of ‘brain death’. However, an
essential requirement before brain death may be diagnosed is
that body temperature of the subject must not be below 35°C.
This requirement has been imposed because reversible suspen-
sion of vital signs readily occurs when body temperature is
lowered. Given that the body temperature of a fetus ex utero will
rapidly fall below this level, and that diagnosis of brain death in
the fetus is, in any case, extraordinarily difficult, intervention on
an intact fetus on a presumption of death is likely to be both
scientifically and ethically inconsistent.

This is not to argue that a pre-viable fetus should be subject to
resuscitative measures, only to reiterate that non viability does
not entitle one to construe death. The quandary of diagnosis of
fetal brain death becomes most striking when brain tissue is to
be used for transplantation. Itis the first tissue to deteriorate after
cessation of blood circulation. Its failure to function has been
universally adopted as the event which legitimises the use of a
subjectas a transplantdonor. Yet, the interests of the prospective
recipient require that all measures associated with its harvesting
be directed to its retention in the freshest possible condition!

‘Whilst the preceding issues which directly affect the fetal donor
come to attention most readily in discussion of the transplanta-
tion of fetal brain tissue, there are other aspects of this procedure
that require careful ethical consideration.

2. Ethics of the Application of Results of Animal
Experimentation in Clinical Medicine

Itis, or used to be,* axiomatic that the application of therapeutic
procedures in human medicine should only proceed after exten-
sive testing, with a satisfactory outcome, in an animal model -
closely related to the relevant human disease. This requires the
development in animals of a disease model with very close
similarity to that under study. It requires that the experimental
therapy produce quantifiable and reproducible alleviation of
that condition. It requires that the application of the experimen-
tal therapy to the animal model of disease can legitimately be
extrapolated to humans. I suggest that none of these require-
ments has yet been met, to the extent that reasonable standards
of patient care would require, for the case of treatment of
Parkinsonism by means of fetal brain transplantation.

The animal model for Parkinsonism that has been used almost
exclusively employs rats. It entails the injection of a toxic
chemical into the substantia nigra of the rat’s brain. The accu-
racy with which it mimics the human disease is arguable.
Assessment of the results of experimental brain transplantation
in affected rats is imprecise and of dubious relevance to the
improvements that are sought in the human analogue. The
experimental technique has been found to be more effective in
very young recipient rats than in aged animals. The placement
of substantia nigra grafts has also been observed to be more
successful if it is undertaken as a second stage procedure some
weeks after the prospective recipient site has been damaged in
order to provoke new blood vessel formation. Neither of these
technical aspects commend themselves for application to the
human clinical situation.

The duration of graft survival, and of any behavioural changes
produced in affected rats is not well established. Fetal tissue
grafts are not, as they may still occasionally be portrayed,
resistant to immune rejection by unrelated recipients. The brain
is not a location in which grafts of foreign tissue will be
indefinitely accepted. It is described as an ‘immunologically
privileged site’ because rejection of foreign tissues implanted in
it occurs more slowly than in other locations. A biological
process, such as graftrejection, that extends over twelve months
inananimal with normal life span of two years has very different
implications for a human subject with longer term aspirations.

The brain is the organ in which the human differs most sharply
from other species. Parkinsonism models and experimental fetal
brain transplantation would have most clinical relevance if
studied in higher, non-human primates. However this has oc-
curred on a limited scale. The experimental model for Parkin-
sonism that has been developed in monkeys involves the intra-
venous administration of a narcotic analgesic. Its clinical fea-
tures are much closer to those of the human condition than is the
case with the rat model. However, the applicability of results
obtained by treating it with fetal brain tissue transplantation may
well be limited by the certainty that most human cases of
Parkinsonism are not produced as the result of a single exposure
to a toxic chemical. If the pathological process that damages the
substantia nigra and so produces Auman Parkinsonism is ongo-
ing, there is every chance that any implanted tissue will ulti-
mately be damaged by it also. '

Another scientific limitation of animal experimentation that
should generate substantial ethical constraints in relation to
human application of fetal brain transplantation is that the actual
mechanism of action of these implants is unknown. The distinc-
tion between effects produced by re-establishment of linkages
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(synapses) between brain cells after grafting and those resulting
only from the release of chemical messengers (neurotransmit-
ters) from the implant is of considerably more than academic
interest. The prognosis of human recipients may be heavily
dependent upon it. In all, it is reasonable to retain very substan-
tial ethical reservations about the adequacy of relevant investi-
gation preceding the introduction of fetal brain tissue transplan-
tation into human medicine.

3. Ethics of Scientific Communication

The time has long passed when individuals holding positions of
trust in the biomedical sciences and clinical medicine could
disclaim responsibility for the consequences of widespread
dissemination of statements made by them in their areas of
expertise. It is predictable that claims in relation to some areas
of medical research will be subject to concurrent simplification
and sensationalisation by the media. Consequently, the onus
falls on those engaged in these fields of biomedical science to be
extremely conservative when communicating their results to the
media. However, there are few stimuli which open mouths
wider than television cameras or attentive reporters. An inevi-
table result of the irresponsible manner in which the use of fetal
brain tissue transplantation as therapy for Parkinsonism,
Alzheimer’s disease and other conditions has been bruited
around is that the hopes of many vulnerable individuals will be

unrealistically raised.

The very short periods elapsing between the transplantation of
some brain implants and the release of claims of their success
completely ignore the possibility that any improvement in the
recipient’s condition will be evanescent. Indeed this has gener-
ally been the experience after clinical transplantation of other
fetal tissues. The likelihood that prematurely reported results
will not be sustained is probably greater in the case of fetal brain
tissue than it was for any of the fetal tissues previously trans-
planted. The methods available to measure improvement after
transplantation in this situation are certainly much more subjec-
tive than those used to monitor the success of other varieties of
fetal tissue graft. As with earlier examples, the rejection, albeit
delayed, of the grafted brain tissue by the recipient’s immune
system, remains likely.

An additional confounding factor when tissue is transplanted
into the brain is that substantial, but transitory, changes in
function would not be surprising as a consequence of this type
of surgical intervention, irrespective of whether any tissue was
implanted. It is not possible to estimate the extent to which this
factor, or any psychological effects of the operation, could
account for observed behavioural changes.

An unpublicized accompaniment of fetal brain transplantation
is likely to be the commencement of vigorous immunosuppres-
sive chemotherapy. The disadvantages accruing to a patient as
a result of long term immunosuppression, such as heightened
susceptibility to infection and the development of tumours, may
well balance, or outweigh, the more enthusiastically publicized
benefits of reducing, or discontinuing, previous therapy for the
neurological condition. Finally, it is legitimate, in any analysis
of the ethics of the situation, to query the motivation of clinicians
in making premature claims.

4. Ethical Aspects of Patient Treatment

As noted in (2) above, an indication from previous animal
experimentation of the likely effectiveness and benefit of any
new therapeutic measure should be a pre-requisite for its clinical
application. The other side of the coin in judging the ethics of

initiating human treatment involves estimation of risk of the
procedure for the patient. Whilst the benefits afforded by trans-
plantation of fetal tissues other than brain have been uniformly
minuscule, the associated risks to the recipient have varied
widely. Transplantation of fetal liver to patients with congenital
immunodeficiencies carried a strong risk of severe graft-versus-
host disease. Transplantation of fetal pancreatic islets has been
useless, butharmless, for the recipient. The risks of implantation
of fetal brain tissue deep within the recipient’s brain are as yet
unclear, but may well be significant. This is certainly one of the
most invasive procedures ever to have been introduced into
medicine. It is questionable whether human patients who have
received implants of fetal brain tissue have been dealt with fairly
by their medical attendants.

5. Ethics of the Consequences of Fetal Brain Trans-
plantation

Many consequences are likely to flow from any extensive
adoption of the practice of transplanting fetal brain tissue to treat
Parkinsonism. In the event of any success, or even of the
widespread perception that it has been successful, it is likely that
a positive value may come to be attached to the practice of
abortion which provides tissue for the life-saving transplanta-
tion. It is probable that any adoption of this attitude will militate
against future attempts to curtail abortion on demand if, as was
argued at the time of popularization of that practice, the original
necessity for it lessens. Recognition of the likelihood of conse-
quences of this type provided a powerful incentive for those
seeking the abolition of capital punishment to oppose the
introduction of medical experimentation on its subjects.

Changes in the frequency and the technology of abortion are
potential consequences of any widespread movement to under-
take transplantation of fetal tissues. As indicated in (3), the
collection of fetal brain tissue for transplantation to patients with
Parkinsonism will impose rigorous requirements relating to the
state of tissue preservation. Given the large size of the likely
recipient population that has been identified in the course of
some of the claims for the potential of the technology, there may
also be quantitative implications for abortion practice.

Less measurable, but more pervasive consequences of the
adoption of fetal brain transplantation are likely. These include
coarsening of the general regard for life in the community and
an increasing acceptance of the notion that treating others as
useful means to one’s own ends is the norm. The first stage of
this attitude entails acceptance of the use of individuals who
have become vulnerable as a result of actions that, albeit
deliberate, were not primarily intended to facilitate that use. A
second stage in this attitudinal change may be characterized by
agreement with the practice of drafting individuals into the
initial disabling procedure with the specific intention of their
later use.

As I indicated earlier, the ethical implications of fetal brain
transplantation are potentially much broader than is generally
realised. This article has identified a number of these in order to
illustrate this point. It does not purport to be exhaustive.

Note :

*The increasing practice of employing the human embryo rather than
the less readily available non-human primate embryo in experimenta-
tion has necessitated some reconsideration of what is axiomatic.

Dr M<Cullagh’ s major study, The Foetus as Transplant Donor.
Scientific, Social and Ethical Perspectives was published in
1987 by John Wiley & Sons, Chichester, price £25.
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Test Tube Babies in Debate

PameLA F. SIMS, Consultant Obstetrician and Gynaecologist, Hexham.

Itis now four years since the Warnock Report! and nearly a year
since the Government’s White Paper?. It is my purpose to
summarise the current state of medical practice in this field in the
light of recent official publications. We all need to be aware of
the underlying principles at stake if we are to enter responsibly
into the debate as it is reawakened in society and in Parliament.

Whilst the Warnock report sought to rationalise infertility
treatments in general, it is in vitro fertilisation (IVF), popularly
known as ‘test tube’ baby treatment, which caught the public
imagination. Itis now ten years since the birth of the world’s first
‘test tube’ baby, Louise Brown. Research had been heading in
this direction for a couple of decades and scientists and doctors
working in this field had been asking — and still are — for
guidance regarding the moral and legal implications of their
work.

Inescapably central to the discussion lies the question of the
human embryo. What is it ? How should we treat it? These
questions are answered elsewhere.?

The Warnock Report

The Inquiry was established in July 1982, ’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.’

The Report spells out the discrepancies and irregularities in the
infertility services in this country. Most gynaecologists are
‘generalists’, that is without special training in infertility, yet it
is to these specialists that most women who fail to become
pregnant initially turn. It is perfectly acceptable that this is the
case, considering the huge numbers of patients involved and the
fact that often simple remedies may suffice. Furthermore pre-
liminary investigation may reveal a problem with the husband,
the wife’s fertility being normal.

Male Infertility

Estimates of the prevalence of infertility range from one in ten
to one in six and male infertility may account for about a third
of infertile couples. Where there is a disability precluding
normal sexual intercourse (spinal injury, for example) it is
possible to obtain semen and artificially place it in the vagina of
the wife — obviously this must be done at the correct stage of her
cycle. This technique is called Artificial Insemination by Hus-
band (AIH). Where the husband’s sperm count is very low, or
absent, Artificial Insemination by Donor (AID) may be consid-
ered.

Objections could be made to ATH on the grounds that there is an
abnormal separation of the procreative and unitive functions of
sexual intercourse. This is the Roman Catholic position and the
same argument is used against contraception. Other Christians
would accept that not every act of intercourse need necessarily
combine the two. Therefore AIH is probably acceptable to a
majority.

AID is rather different. Here we have the entry of a third person,
genetically speaking, into the marriage. The then Archbishop of
Canterbury published a report denouncing the practice in 1948
but the Church stayed silent on the matter until after publication
of the Warnock Report. The Church of England’s Board for
Social Responsibility in Personal Origins,* found itself divided
on the question of AID. This ambivalence seems to be reflected
amongst Christians generally at the present time.

The Warnock Report accepts the practice of ATH and AID. It is
not accurately known how many babics are born each year as a
result of AID but it probably runs into thousands. Recommen-
dations are made to legalise the practice and iron out present
irregularities in law.

Female Infertility

This falls into three broad categories, 1. hormonal, 2. blockage
(or absence) of the fallopian tubes, 3. no cause found — so-called
‘unexplained’ infertility. Consideration of conventional treat-
ments with hormones or tubal surgery were not within the remit
of the Warnock committee. The Report more particularly fo-
cuses on the newer technique of in vitro fertilisation.

IVF has been particularly applied in cases where the wife has,
for one reason or another, suffered damage to the fallopian
tubes. This prevents the normal passage of the egg into the cavity
of the womb (uterus) for implantation.

In essence, IVF involves removing eggs artificially from the
infertile woman, placing them in a glass dish (in vitro) contain-
ing nutrient fluid, adding sperm and incubating the developing
embryos for a few days before replacement (embryo transfer —
ET) backinto the mother’ s uterus where hopefully implantation
will occur.

Who could object to the case as baldly stated as above? The
offspring is genetically of his parents. The compassionate Chris-
tian should delight in the fact that the tragedy of infertility has
been overcome for a childless couple. Is this not a triumph of
modern medicine?

Unfortunately it is not this simple. Before Louise Brown a
couple of decades of research had already gone on — countless
hundreds of embryos were lost before the one that was her. Even
discounting the earlier work, present day IVF units inevitably
discard embryos. And thus we are brought back to asking
whether this matters.

The mechanism by which this loss occurs is as follows:

1. The method of egg retrieval has traditionally been (and indeed
was usual at the time of the Warnock Report) by an operation
called laparoscopy. This is a procedure not without risk and
usually involves a general anaesthetic.

2. Avoidance of repeated laparoscopies, when only one ovum
may be found, encouraged the practice of superovulation.
Drugs, as used in conventional infertility treatment, are given to
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the woman to cause the development of many more eggs than
normal. At operation the surgeon may now ‘harvest’ up to ten or
SO eggs.

3. These eggs are all fertilised, and to give the woman a much
better chance of a successful pregnancy more than one is put
back in her uterus. There is a fine balance between the risk of no
pregnancy at all and the disaster of a high multiple birth. The
optimum number seems to be about three or four to achieve a
singleton or twin pregnancy.

4. The so-called ‘spare embryos’ arise because more have been
produced than needed for that particular pregnancy. The fate of
these embryos will depend upon the facilities of the unit. The
theoretical possibilities include discarding them, freezing them
for later use in the same woman or another, and finally experi-
mentation.

Technology now enables a child to be genetically of one set of
parents, carried in the womb of another woman and actually
raised (‘parented’) by yet another couple.

Having accepted that IVF as such is an acceptable method for
treating certain forms of infertility, and recommending the
establishment of a licensing authority to control units, the
Warnock Report then goes on to discuss the matter of egg and
embryo donation. It reasonably concludes that in essence these
are no different from semen donation, with which most people
feel quite happy. It proposes similar kinds of constraints upon
these practices as discussed earlier for AID. A licensing author-
ity would control the freezing and storage of gametes (of both
sexes).

The question of surrogacy agencies is considered and the
recommendation made to outlaw such organisations.

Spare Embryos

The Warnock Report is well over half way through before it
comes back to ‘how it is right to treat the human embryo’ (page
60). The committee moves straight on to this question with
minimal consideration of what the human embryo is.

There is a brief summary of early human embryology which
includes fertilisation, implantation and early cell differentia-
tion; this paves the way for the introduction of what has become
known as the *14 day rule’. It is reasoned that usually implanta-
tion of the early embryo in the wall of the uterus is complete by
this time; twinning, if it is going to happen, has occurred by then;
lastly, and to the committee, most significanily, there is evi-
dence of the earliest development of a distinguishable embryo
within the ball of cells present hitherto. In two or three more days
there is evidence of the beginnings of the nervous system.

Essentially, Warnock allows almost anything to be done to the
embryo up to the crucial fourteen days. This includes freezing
and ‘experimenting’ on surplus embryos. The benevolent
waichfulness of the licensing authority supposedly will allay
any fears which we may have.

Certain points must be stressed as we further consider the 14 day
rule. Firstly, it is a biological fact that individual human life
begins at conception. Scientists make the point that it is inaccu-
rate to speak of the ‘moment of conception’. Fertilisation is a
process which may take some hours, or even days before it is
complete — depending on the species. The sperm enters the egg
cell some time before their nuclei (where the genetic material is

held) fuse and the process of cell division commences — again
this varies according to species.

Itis a fact, however, that once this miraculous process has been
set in motion the only requirement is for the right environment,
and that tiny ball of cells has every chance of developing into a
complete human being. Each one of us started at that point.
Wherever we place the line over which itis illegal to tread, it will
be arbitrary unless it is at this point. We have seen this already
in arguments which surround the abortion issue — what is the
difference between a 24 week old fetus and one of 20 weeks
gestation, other than size? The logic is inescapable. And so it is
with the early embryo.

The fact that certain of the early cells will become placenta and
membranes; the fact that twinning may occur (there may be
greater fluidity of cell movement between early twins and for
longer, two re-combining to one, than even suggested in the
Warnock Report); the fact that things may go wrong and a
growth (mole) is produced or very early miscarriage; none of
these can logically, or morally, justify the deliberate destruction
of embryos. The rate of very early spontaneous miscarriage is
not known and there is some evidence that the human species
may be more efficient at reproduction than previously thought.
Dr John McLean quotes from recent research in Newcastle upon
Tyne suggesting a spontaneous early embryo loss of only 8%.°

The Warnock Report concludes with a futuristic look at possible
research developments using human embryos. There seem to be
two broad divisions of work. Research which may enhance the
success of the present embryo to develop normally in the womb,
and research which may possibly be of benefit to future genera-
tions of mankind — but which will necessarily involve sacrifice
of embryonic lives for the present.

The Warnock Report closes with three expressions of dissent.
‘A’ deals with surrogacy; two members of the committee felt it
should be allowed in a controlled manner. The second, ‘B’,
argued by three committee members stated the case against any
research which ‘would reduce the chance of successful implan-
tation of the embryo’ and ‘recommended that the embryo of the
human species be afforded special protection in law’. ‘C’ also
concerns embryo research and objects to the deliberate creation
of embryos specifically for such purposes; it is signed by four
other committée members. Thus nearly half of the entire
committee is unhappy with Warnock’ s recommendations con-
cerning research.

Developments since Warnock

Medical Advances

1. The most important development has been the GIFT (gamete
intra-fallopian transfer) technique. Eggs are removed from the
woman by the same operation as for IVF, but instead of creating
anembryoin vitro the egg is mixed with suitably prepared sperm
and immediately replaced into the fallopian tube of the woman.

It must be emphasised that not all women requiring IVF would
be suitable for GIFT — for which there must be at least one
functioning tube. Thus GIFT would never replace IVF. Even
newer techniques have emerged, such as POST (peritoneal
oocyte and sperm transfer) — the mixture of egg and sperm are
simply placed near the end of the fallopian tube in the peritoneal
cavity. There is also VISPER (vaginal intra-peritoneal sperm
transfer) — sperm is placed directly in the peritoneal cavity. '



ETHICS & MEDICINE, 1988, 4.3 42

These methods sound as if they should be much simpler than
IVF, and indeed they are. However, the scientific back up,
whether one considers the hormonal manipulation and monitor-
ing of the woman or the preparation of the sperm, is the same as
for IVF. In practice GIFT and IVF run alongside one another in
most units.

We should particularly note that there is no creation of an
embryo outside the woman’s body in either the GIFT or POST
methods.

2. A further development has been the increased use of ultra-
sound scanning to guide the needle used to aspirate the egg cell
from its follicle (the fluid-filled cystic space in which an egg
develops). The needle may be inserted through the abdominal
wall of the woman (under local anaesthetic) or, more recently,
the ovary, containing the follicles, may be approached via the
vagina. Either way, there is no need for repeated laparoscopies,
so the woman is spared an operation.

The advent of ultrasound controlled egg retrieval should also
have spared the woman the need to be hyperstimulated with
hormones to cause her to superovulate. It seems, however, that
rather similar drug regimes are employed whether the woman
receives IVF or GIFT. This is in spite of the fact that eggs
‘artificially’ matured in this way may not be as good quality as
naturally matured ones; though it is obviously easier to obtain
the eggs when they are in larger than normal follicles and there
are several to choose from.

Theoretically, it need not be necessary to produce spare embryos
if only the number of eggs strictly required to attempt pregnancy
in this (or another) particular woman were removed at one
sitting, whether IVF or GIFT were contemplated.

3. Another development, with less clinical application as yet,
has been the ability to freeze the egg; this is called cryo-
preservation. Freezing semen, enabling storage for years if
necessary, has been feasible for some time. The problem with
freezing the egg has been mainly due to its relatively large size
and the damage that occurs as it thaws out — usually chromoso-
mal. Embryos have now been cultured after thawing out and
successful subsequent fertilisation.

With the freezing of eggs we are relieved of the problem of spare
embryos. Eggs are the same as sperm; in and of themselves they
would come to nothing. The controversy which surrounds the
treatment of embryos could be avoided by simply managing the
infertility for its own sake, along the three lines mentioned
above. But infertility treatment is not the sole purpose of this
modern technology.

Pre-embryo

The term ‘pre-embryo’ has been coined since the publication of
the Wamock Report. It has become accepted in the medical
literature (along with ‘pre-implantation embryo’, which seems
a better descriptive term) and its use has been particularly
defended by those who favour allowing any research up to 14
days. They reason that the term ‘embryo’ applies to the devel-
oping organism once it becomes a specific entity apart from the
cells which will become placenta and membranes; the so-called
‘primitive streak’ appears in the ‘embryonic plate’ at around 14
to 15 days. This conveniently fits in with the latest (possibly)
time for twinning, and implantation, which is complete round
about 14 days. Were it not for the need to accommodate the
Warnock proposals and allay public anxieties the term would
never have been invented. '

Voluntary Licensing Authority

The VLA was set up jointly by the MRC (Medical Research
Council) and the RCOG (Royal College of Obstetricians and
Gynaecologists) in the wake of the Warnock Report. Its function
was to approve and monitor the activities of centres performing
IVF and related procedures; whether the application was in
clinical treatment, research only, or both. The VLA also laid
down guide-lines (such as the number of embryos that should be
re-implanted) and sought to make the work of such units public
and published its first report in April 1986¢ and has done so
annually since. In 1988 it reports the overall pregnancy and live
birth rates per treatment cycle for 1986 — all centres — preg-
nancy rate 9.9%, live birth rate 8.6%. Most women would have
more than one treatment cycle, thus the overall success rate of
IVF is usually quoted at around 25%.

Recent Government Publications

In December 1986 a Consultation Paper was published.” Any
individual or organisation was invited to comment by the end of
June 1987. This was followed by the Government’s White Paper
in November 1987. Less controversial proposals included the
establishment of a Statutory Licensing Authority, infertility
counselling, legalising the status of children born by donated
gametes and clarification of who is the legal mother in case of
donated eggs/embryos and surrogacy. Surrogacy arrangements
would be made unenforceable by the courts. Provisions in law
would be made concerning the storage and disposal of human
embryos.

Whether any involvement in surrogacy arrangements should be
a criminal offence remained controversial; so too the licensing
of egg/embryo donation and trans-species fertilisation. On re-
search involving human embryos, one alternative clause would
essentially take the line of the Warnock Report, allowing most
forms of experimentation up to 14 days. The other would
prohibit all research except that intended to benefit the individ-
ual embryo — as was the aim of Enoch Powell’s unsuccessful
Unborn Children (Protection) Bill. Essentially the White Paper
accepts most of the proposals of the Warnock committee.

Research using Human Embryos

What do we really mean by ‘research’ and ‘experimentation’?
What has actually been achieved over recent years and where is
it heading? How essential are human embryos to the inexorable
forward march of medical progress?

The suggested benefits of research are:

a. improving the treatment of infertility;

b. gaining knowledge about factors leading to congenital
disease;

¢. developing more effective forms of contraception;

d. detecting gene or chromosome abnormalities before im-
plantation.

As mentioned above, the results of IVF treatment are at present
poor. Things go wrong at any stage of the treatment cycle and
research is investigating what these factors might be and how to
remedy them. For much of this research, however, human
embryos are not required. In their chapter ‘IVF: the future’ (/n
Vitro Fertilisation: Past, Present and Future — the reader is
referred to the review of this book) Rogers and Trounson® give
an excellent overview of human reproductive research.

The fact of advancing technology in other fields is greatly
influencing the direction that IVF takes. The more controversial
aspects have less to do with the treatment of infertility and more
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to do with the expected, or at least, hoped for, prevention of
disease in the offspring of the future.

The technique of embryonic biopsy, whereby a single cell is
removed from the embryo at a stage when this procedure does
not make any difference to the subsequent development, it is
argued, can be compared to prenatal tests such as chorion villus
sampling (CVS). If the result is normal the embryo is allowed to
live. Rogers and Trounson comment that embryonic biopsy
should be ethically more acceptable than analysis of the whole
embryo. If society accepts prenatal diagnosis and killing of the
fetus later on in pregnancy, it naturally will have no compunc-
tion about the embryo.

Microsurgical techniques allowing the injection of material into
the nucleus of a cell raise the possibility of gene therapy.
Engineered foreign DNA containing the correct information
may be inserted into the embryo. However, it seems that this
technique does not realistically have an application in the
embryonic situation, but rather one would treat children or
adults. The VLA prohibits work which alters the genetic consti-
tution of the embryo, as does the White Paper. Similarly,
Professor Jerome Lejeune argues the case for not requiring
human embryos in genetic research.’

Further prohibited research concerns nuclear substitution or
transplantation. At present itis feasible to exchange the nucleus
of a fertilised egg for the nucleus of an ordinary body (somatic)
cell. In certain species the embryo may develop into a ‘clone’ of
the original adult. In higher forms of life adult cell nuclei do not
stimulate development of the rest of the cellular material. The
process of producing multiple ‘carbon copies’ is not possible in
the mammalian embryo either. One embryo cannot be divided
into more than four identical offspring without destroying the
whole organism. Incidentally, the idea behind having an extra
one of yourself stored away is that, should an adult organ fail,
embryonic tissue could be transplanted. There would be no
rejection problems.

Inter-species fertilisation is prohibited in the White Paper. The
spectre of a breed of sub-human, half man, half gorilla is pure
science fiction. The only situation where such a technique is
employed is in the investigation of male subfertility when
human sperm are allowed to penetrate a hamster egg. Develop-
ment does not proceed beyond the two cell stage.

Finally, it is postulated that one day it may be possible to create
an artificial placenta; allowing the fetus to develop outside the
human body (ectogenesis). At the present time embryos have
notdeveloped beyond 8 or 9 days. Itis not unreasonable, though,
to suggest that the quest for the unknown may take certain
scientists down this road should they be permitted.

More extreme uses for the human embryo such asin industry for
testing drugs or cosmetics are not discussed in any official
documents.

In summary, it would seem that most research need not involve
the deliberate destruction of the human embryo. However, there
are four units in the UK, listed in the 1988 VLA report, where
experimentation is going on with no intention of implanting the
embryo into a uterus.

Where we stand in the debate concerning human embryos will
depend on various factors. The present technological age has
induced a utilitarian materialism far removed from the Christian
beliefs that motivated many of our forebears. The concept of
each and every life being a gift of God would be laughable in the
laboratory of our average IVF unit (and perhaps even in some of
our ordinary hospitals?).

The fact is, however, that there are many of us today who still
hold such Christian beliefs. It is our duty to be well informed as
debate proceeds and to present an alternative viewpoint on these
modern infertility treatments. As Christians, we can be assured
that God has a purpose in the adversities of life, such as
childlessness — though we might not yet be able to see it. AID or
IVF may not be the right way ahead for ourselves as we seck
God’s will, or indeed for others coming to the same conclusion
for differentreasons. Butthese technologies are here to stay. We
can only pray that legislation will temper the excesses and not
fatally undermine our society’s respect for human dignity.

A larger version of this paper is published by CARE, 21a Down Street,
London, W1Y 7DN, price 50 pence.
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The Ethics of Prescribing Drugs

DR J. H. SCOTSON, Timperley, Cheshire.

‘They have the brimstone and treacle, partly because if they
hadn’t something or other in the way of medicine, they’d always
be ailing and giving a world of trouble.’

The liberality with which the Squeers family treated their
charges with brimstone and treacle has been more than out-
matched by the liberality with which the medical establishment
prescribe for their patients. This occurs despite Osler’s dictum
that ‘one of the first duties of a physicianis to educate the masses
not to take drugs’.

Drugs have made a significant contribution to the alleviation of
disease and suffering albeit of secondary importance to nutri-
tion, housing and sanitation. However, because of the plethora
of drugs available and their power to cause harm as well as good,
it is important to bring to mind ethical in addition to pharmacol-
ogical principles in considering their use. Power must always be
controlled if it is to be used for the good and benefit of mankind.
To use the words of Pope John Paul, ‘A time of great progress
isatimeof greatthreat ...”. We have witnessed human tragedies
in the past through inadequate knowledge, unwarranted enthu-
siasm or unjustifiable promotion of drugs and it is important that
these mishaps be minimised or prevented in the future, as much
as it is humanly possible to do so.

Ethical Fears

Ethics has become the neglected child of medicine, rarely taught
to undergraduates and completely ignored by many postgradu-
ates. This ethical underdevelopment is like having a powerful
car with brakes only fit for a bicycle. Science is not safe in the
hands of those who cannot match their scientific knowledge
with ethical knowledge and sensitivity.

'We have conceived a fear of considering fundamental values
because by doing so we might condemn our own well estab-
lished habits and activities; we might offend our friends and
colleagues by bringing into question their own way of practising
medicine. Moreover some doctors think there is to be found no
proper basis on which a philosophical argument can proceed in
a pluralistic society.

The permissive pluralistic society certainly presents a stum-
bling block to some medical practitioners, making them unnec-
essarily diffident in discussion. Understand, however, that the
permissive society is very selective in its permissiveness; it may
allow one to abort pregnant women by the thousand, but it will
find your activities very offensive if you campaign for the rights
of the unborn child or wear a coat of animal fur. The exponents
of this society show no inhibition in promoting their own brand
of immorality. Therefore, it is the duty of those who are loyal to
the truth to make the truth publicly known. The debate must not
be one sided.

The natural law, enshrined in the Ten Commandments, is a law
for all men for all time. The Commandments, which operate in
accordance with the nature of the human person and for the
benefit of the person, were not written with any one religious
denomination in mind. For instance, ‘thou shalt not kill’ is a

universal norm of morality, necessary for our continued exis-
tence and it binds all mankind.

The immutability of the eternal law is a further warrant for its
value. Amongst all that changes, there is much that does not
change. In a similar way the compass, by its power always to
point north, has a worth precisely because of itsrelative stability
in always pointing in the same direction.

Philosophy for the Doctor

Philosophy comes from the Greek words, philo and sophia =
love of wisdom. Unless the doctor wishes to be a pure materialist
or a veterinary surgeon, he cannot understand the full nature of
his patient without recourse to some elementary philosophy. It
was Socrates who said ‘Medicine is a techne like oratory which
can be practised well or badly depending on whether one
practises it philosophically’.

Again, the philosophers of the past, Socrates, Aristotle, Hip-
pocrates, and others, recognised the Natural Law and the de-
mands it made —a law which predated Christianity and is as old
as mankind. Because the law makes demands, it is frequently
ignored and pragmatism is preferred to the recognition of
absolute norms of conduct.

Present Day Drug Position

In 1861 Holmes wrote: ‘if the whole materia medica, as it is now
used, could be sunk to the bottom of the sea, it would be all the
better for mankind - and all the worse for the fishes’. Whether
this state of affairs still exists might be a matter for debate but
one must acknowledge many lives have been saved and much
suffering alleviated by correct use of the modern materia
medica.

Six thousand five hundred drugs are now available on the N.H.S.
The cost of supplying medicines and prescriptions has risen by
28% in real terms over 5 years and for 1984-1985 the cost
amounted to £1.9 billion.

In addition to those medicines which have an undoubted thera-
peutic value, certain undesirable trends exist in prescribing:

i. High demand for psychotropic drugs which act by altering
mental function, e.g. relief of insomnia, nervous tension and
depression. One hundred and thirty one such drugs are listed as
being prescribable by the doctor in MIMS (Monthly Index of
Medical Specialties). Moreover drugs acting on the nervous
system constitute the most frequently prescribed group of drugs.
Although of undoubted benefit for treating nervous disorders,
these drugs are frequently being used as ‘pills for personal
problems’ which of course provide no solution to the problem
other than a partial ‘anaesthesia’ of the mind.,

ii. Drugs as a prop or as a substitute for self control. These
include medicines to curb the appetite for food, nicotine or
alcohol.

iii. Drugs for convenience. The holiday industry comes within
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this heading, e.g. delaying menstruation to permit swimming; to
lessen the fear of flying; to minimise the harmful effects of
sunbathing.

iv. Drugs which alter physiological function, notably the oral
contraceptive pill, which will be considered later.

v. Increasing use of drugs because they are available. A good
example is the use of the anti-inflammatory drugs used mainly
in the treatment of rheumatic conditions which despite having
conferred considerable benefit have also been associated with
perforation and bleeding from the upper part of the gastro-
intestinal tract (the stomach and duodenum).

In 1972 the drug bill for these compounds amounted to £8.3
million. In 1980 the drug bill for the same drugs amounted to
£83.3 million. For 1985, twenty two million prescriptions were
issued for this class of drugs. There has not been a proportional
benefit in terms of relief from arthritic symptoms.

Iatrogenic Disease (latros - a physician)

This is a doctor produced disease or the doctor cast in the role of
a pathogenic agent. Because all drugs have the possibility of
causing harm, iatrogenic disease can never be entirely elimi-
nated but there are some aspects which should be considered by
the ethical prescriber.

A vital pointis that the time at which a drug is administered and
the time at which its harmful effects become manifest, may be
separated by a long interval.

American studies revealed that at a time when diethylstil-
boestrol was given as a therapeutic agent to pregnant women
who were threatening to miscarry, the daughters of these women
some 20 years later suffered from a relatively high incidence of
adenocarcinoma of the vagina and cervix.

This further illustrates how a drug, which may be innocuous to
a mother, may be very harmful to her child who may suffer the
consequences many years after drug exposure.

The baby in utero is at risk from any drugs the mother may be
givenbecause, in pharmacological terms, the placental barrier is
largely a myth. Most substances present in maternal blood will
reach the foetus. The seal-like extremities for limbs which
occurred in the offspring of mothers who took thalidomide in the
early weeks of pregnancy are a further reminder of drug toxicity
during the early weeks of intrauterine development.

Factors Influencing Prescribing

i. Acquired habits. It is interesting that the word ‘ethics’ is
derived from the Greek word ethos meaning habit or custom, so
that the acquisition of good habits constitutes the basis of good
ethics. Each doctor will practise medicine with some personal
characteristics such as selecting a few drugs from the many
thousands available with which he should become knowledge-
able and familiar.

ii. Information which the doctor receives through his hospital
colleagues, lectures and reading will to some extent determine
his prescribing pattern.

iii. Influence of the drug industry. The drug industry spent
£169m promoting its products to doctors in 1983, and the esti-
mated expenditure was almost £200m for 1985. That works out
at £2,500 for each doctor, but almost 80% of the expenditure

(£160m) is on general practitioners. In contrast the N.H.S.
spends about £2m refunding expenses incurred by general
practitioners attending postgraduate education — less than £70
for each doctor.

The same promotional techniques which are used for selling any
commercial product are used for persuading doctors to prescribe
particular drugs. Labelled gifts — diaries, pens, windscreen wip-
ers, penholders, car jump leads and car skid mats are a few
amongst many gifts which remind the doctor of the names of
proprietary drugs.

There can be no doubt that the pharmaceutical industry has
played an important part in drug development but it operates so
as to make a profit (not necessarily a reprehensible thing) The
doctor must learn that his or her prescribing habits should be
based on a more solid foundation than a response to advertising
techniques. In an age where the powers of persuasion are
reinforced with well conducted selling techniques, it is impor-
tant to develop no buying techniques or at least to improve one’s
critical faculties.

Physiological Manipulation

This practice of using drugs to convert the normal to the
abnormal or the physiological to the pathological deserves
special scrutiny because it is now so widespread.

Three quotations which bring home the primary function of the
physician as one who treats the sick and strives to achieve a state
of health in the patient are worthy of recall.

It is the sick, not those who are in health, who have need of the
physician. (Matthew 9: 12).

Whenever I go into a house, I will go to help the sick .
(Hippocratic Oath).

Why do doctors continue their treatment only until health is restored?
Is it because it is impossible for any other condition to be produced
from health? The doctor . . . achieves a state which is such as to
constitute a condition of health; and from this, no condition can be
produced except one which is intermediate between health and
sickness. Neither the doctor’s art nor any other art will create
anything out of health; for either nothing would be produced, or else
the opposite of health. (Aristotle: Problemata).

The fundamental work and aim of medicine, wherever it is
humanly possible, is the restoration to health of the sick person.
In assessing the worth of a physician’s work, it will be in relation
to his or her care for the sick and for the prevention of disease.
The reversal of this role, the conversion of normal function to
abnormal function, is a complete travesty of a doctor’s work.

Contraception

This is the process by which a woman in her reproductive years
is purposely rendered permanently or temporarily sterile so that
sexual intercourse is deprived of its life giving potential.

The oral contraceptive pill became available to married women
in the sixties. In the seventies it became widely available to
single women whilst the eighties have seen its use in young
children who have been frequently able to obtain contraceptive
chemicals without parental knowledge or consent.

The contraceptives are the only group of drugs which are
available without payment to all age groups and which the
doctor is paid for prescribing. They occupy a prominent and
favoured position in the pharmacopea.















