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Chair’s foreword

The first thing our parents are usually told
about us when we are born is what sex we
are. From then on, we are not just their
baby, but their son or daughter. Parents
may already know what sex their child will
be due to prenatal scanning. Whilst some
parents want to know their baby’s sex
before birth, others prefer to wait until the
birth to find out. Actually choosing the
sex of our children has not, until recently,
been a realistic possibility. New techniques
of sperm sorting however, as well as
preimplantation genetic diagnosis (PGD),
are beginning to offer parents more
reliable means of having a child of one
sex or the other. The question is no longer
whether we can but whether we should be
able to choose the sex of our children.

In the light of these developments, the
Government asked the HFEA to conduct
a review of sex selection techniques,
including their safety, reliability and
arrangements for their requlation. An
important part of this review has been
consulting with the public. In addition
to carrying out qualitative research
through discussion groups and a large
opinion survey, the HFEA published a
consultation document Sex selection:
choice and responsibility in human
reproduction. | am grateful to the many
individuals and organisations who took
time to reply to this consultation.

Sex selection is currently regulated only
when it is by preimplantation genetic
diagnosis, and is only permitted then to
enable couples who choose to do so to
avoid having a child with a serious
inherited disorder. Techniques such as
sperm sorting, which involve manipulating
fresh sperm before conception, are
currently unregulated. The small number
of people who do wish to select the sex of
their child for reasons other than the
avoidance of an inherited disability are
therefore not prevented from doing so.

From the point of view of safety, the
evidence base for sperm sorting techniques
is somewhat limited. Whilst there is no
evidence so far that they have an adverse
effect on the health of offspring, a larger
and more independent body of evidence
is necessary to provide real reassurance
to prospective users. Should that evidence
materialise, sperm sorting could be

a useful alternative, or adjunct, to
preimplantation genetic diagnosis for
couples wanting to avoid a significant
risk of a serious sex-linked condition.

The strength of opposition to sex selection
for any but the most serious of medical
reasons revealed by the HFEA consultation
is unmistakable. Many respondents
expressed their general disapproval of sex
selection by any method and for any



reason. The reasons for these views vary.
Many individuals and organisations
expressed a range of moral arguments

to support their views. For others the idea
of sex selection seemed to provoke an
intuitive moral objection.

Our survey of a representative sample of
the population clearly indicates that there
is a general moral consensus in the United
Kingdom against parents selecting the
sex of their children for primarily personal
reasons like ‘family balancing’. There is
then the issue of whether individuals
should be allowed, as they are now, to use
reproductive technology for these reasons
or whether they should be prevented from
doing so.

In the following report you will find a
summary of the available information
about the scientific and technical aspects
of sex selection (much of the detail of
which is reserved for the appendices)
together with a summary of our research
and an explanation of our conclusions.

In particular, the Government asked us to
review arrangements for the requlation

of techniques for sex selection and we have

thought about this carefully. The issues
are not easy; as an Authority we have
debated them long and hard. | consider
that our conclusions and the advice
contained in this report represent an

informed, balanced and proportionate
response to the very complex issues raised
by sex selection and | hope it will stand

as a principal point of reference for all
those - Government, professionals and
the interested public — who will be involved
in taking the debate forward.

S [eodtes

Suzi Leather
Chair
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Background

The issue

The public interest

People may wish to select the sex of their children for many reasons

[] They may be at risk of passing on a serious genetic condition to children of
one sex (e.g. Duchenne’s Muscular Dystrophy, which affects only males) and
wish to select children who will be unaffected

L] They may have personal or cultural reasons for preferring a child of one sex
rather than the other

L] They may already have children predominantly of one sex and would like
a child of the other sex to complement their existing family (so-called ‘family
balancing’)

Sex selection may be achieved in many ways. The practices and techniques that
are currently or potentially available to couples who wish to select the sex of
their offspring vary greatly in the likelihood of success and the invasiveness of
the technique, as well as in their impact on the would-be parent and child, and
their moral acceptability. They include

[] Folklore and ‘natural’ methods (e.g. dietary/herbal, sexual positions)

L] Timing sexual intercourse in order to favour the conception of a child of a
particular sex

[ The sorting of a semen sample from the male into samples enriched for X and
Y chromosome-bearing sperm, by either mechanical methods or by genetic
testing, and using the enriched sample to inseminate the woman or to create
embryos in vitro

[ Genetic testing of embryos created in vitro before they are transferred
to the woman, allowing embryos of the required sex to be selected
for transfer

[ Selective abortion of fetuses which are shown through prenatal testing not to
be of the desired sex

‘Sex selection’ in general may therefore be said to encompass any practice,
technique or intervention intended to increase the likelihood of the conception,
gestation and birth of a child of one sex rather than the other. The HFEA’s
regulatory remit does not, however, extend to every practice that is covered by
this definition.

Sex selection is a subject that undoubtedly arouses strong moral reactions.
The Report of the Committee of Inquiry into Human Fertilisation and Embryology'
which prefigured the UK’s first major legislation on assisted reproduction, the
Human Fertilisation and Embryology Act 1990 (HFE Act), recognised that

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 possibilities for
manipulating the early stages of human development.?

1 Cmnd. 9314, 1984; this is often referred to as the Warnock Report after its chair, Dame (now Baroness) Mary Warnock.

2 Warnock Report, p.4, para.1.1.



BACKGROUND

In order to answer, in part, the unease identified by the Committee, the Report
included a proposal for the establishment of a statutory licensing authority to
regulate any treatment or research involving the creation, keeping and use of
human embryos outside the body, or the storage or donation of human eggs
and sperm. This recommendation was later taken up by Parliament and resulted
in the creation of the HFEA. The distinction created at that time between
activities, such as in vitro fertilisation (IVF), which require a licence and others,
such as artificial insemination using husband’s or partner’s sperm, which do
not, brings certain techniques for sex selection within the regulatory ambit of
the HFEA whilst leaving others unregulated.

Technique Regulation Permitted uses

Sperm sorting Unregulated where fresh partner’s Not currently permitted for

sperm is used for insemination. Where regulated uses. Can be offered by
donor sperm is used or when it unlicensed centres for any purpose
involves IVF it is regulated by the where use is unregulated

HFEA under the Human Fertilisation

and Embryology Act 1990

Preimplantation Illegal without licence. Licences are Permitted only for medical
Genetic Diagnosis issued by HFEA under the Human reasons (avoidance of serious

Fertilisation and Embryology Act 1990 sex-linked conditions)

Termination of Regulated under Abortion Act 1967 Permitted only for medical reasons

Pregnancy (as amended)

6.

The rationale for this original distinction may be explained partly by the state of
the science and technology at the time of the Inquiry and partly by the fact that
the original legislators’ principal concern was with the radically new possibilities
for manipulating the human embryo opened up by the successful creation and
growth of embryos in laboratories. This was balanced by a recognition of the
rights of individuals to autonomy in the use of their own gametes, and by a
concern to protect their interests against interference from others whose
professional assistance would be required to obtain treatments of increasing
technological complexity.

Nevertheless, it is clear that concerns surrounding assisted reproductive
technologies do not stop with a concern for the treatment of embryos in vitro.
As with any medical intervention, assisted reproduction involves some risk to
health. This ranges from the risk of ovarian hyperstimulation syndrome (OHSS)
resulting from the artificial stimulation of a woman’s ovaries to induce the
production of large numbers of mature eggs to the risks associated with
multiple pregnancy for the mother and fetuses. Social and ethical issues also
arise from the ability to control and to choose the characteristics of children
that may be born.




Treatments that do not involve the manipulation of human embryos can
therefore raise substantial issues of public interest. This is particularly evident
where the purpose of these treatments is non-medical, as in some sex selection.
As intervention in human reproduction has become more sophisticated,
migrating to ever earlier stages of the reproductive process, new and
increasingly complex issues have emerged for legislators and for society.

BACKGROUND




Overview and approach

Previous consultations 9. In1993, two years after its establishment, the HFEA held its first consultation
on the specific issue of sex selection. Two thousand copies of the consultation
document were issued and 165 responses received. Those who responded were
unambiguously opposed to sex selection for non-medical reasons whilst
supporting the use of preimplantation genetic diagnosis (PGD3) to avoid serious
disease. In fact 93% of respondents opposed the use of PGD for selecting sex for
non-medical reasons and 80% opposed sex selection using the sperm sorting
techniques available at that time for those purposes. After considering the
information on the safety and effectiveness of the methods then available, the
Authority concluded that “data currently available on primary [preconception]
techniques like sperm sorting do not support the use of these methods for...
medical reasons at this time.”4

10. The HFEA published its conclusions in a press release of July 20, 1993.5 An open
letter to the then minister, the Rt.Hon. Tom Sackville M.P. was also published,
explaining the HFEA’s conclusions.®

1. In 1999 the HFEA and the Advisory Committee on Genetic Testing (ACGT) held
a public consultation on the use of preimplantation genetic diagnosis.” A joint
report on the consultation by the HFEA/HGC Joint Working Party on PGD
(established in 2000 to carry forward the consultation exercise and to develop
recommendations for the licensing of PGD) was published in November 2001
by the HFEA and the Human Genetics Commission (HGC), the successor body
to the ACGT.8 In accordance with the majority of responses to the consultation
the Joint Working Party confirmed the HFEA’s approach to licensing PGD,
recommending that “PGD should only be available where there is a significant
risk of a serious genetic condition being present in the embryo.”?

Current regulatory 12.  The HFEA’s policy relating to sex selection, established following the 1993
arrangements and consultation, is expressed in paragraphs 9.9 and 9.10 of the current (fifth)
HFEA policy edition of the HFEA Code of Practice:

9.9 Centres should not select the sex of embryos for social reasons.

9.10 Centres should not use sperm sorting techniques in sex selection.

3 Sex selection by PGD involves the creation of embryos in a laboratory (IVF), the removal of one or more cells from each embryo and the genetic
testing of those cells for the presence of X or Y chromosomes to determine sex. This is followed by the transfer of embryos of the selected sex to
the woman.

4 Open letter from Sir Colin Campbell, Chair of the HFEA, to the Parliamentary Under-secretary of State, the Rt.Hon. Tom Sackville M.P.,
July 15, 1993.

5 Release 93-4.

6 See Appendix B.

7 HFEA/ACGT, November 1999.

8 Outcome of the Public Consultation on Preimplantation Genetic Diagnosis, HFEA/HGC, November 2001.

9 Ibid. Recommendation 11, p.6, para.28.




Reason for the review

Purpose and scope of
the review

10 HFEA, October 2002.

13.

14.

15.

16.

17.

18.

In practice, this policy allows clinics, subject to licence from the HFEA, to select
the sex of embryos using PGD only for the avoidance of serious sex-linked
disorders. Furthermore, whilst treatments such as insemination with sorted
fresh sperm from a woman’s own husband or male partner are not licensable
activities, sperm sorting is not regarded as a suitable practice to be conducted
in licensed centres.

The present arrangements for regulation are set out further in the HFEA’s
consultation document Sex Selection: choice and responsibility in human
reproduction™ at paragraphs 54-61.

Since the 1993 consultation the variety and efficacy of techniques for sex
selection has increased significantly and the HFEA has continued to keep the
development of these techniques under review. Recent data' have indicated
that the flow cytometry method of sperm sorting in particular has now reached
a level of reliability that would make it an attractive option for those who

want a child of a particular sex, either for personal reasons or to avoid a pre-
diagnosed genetic disorder.' Since 1993, public attitudes to the use of assisted
reproductive technologies (ARTs) may also have altered, as the use of assisted
reproduction has become more widespread and knowledge about the
technologies involved has increased.

The purpose of the HFEA’s recent review of sex selection was

[ To assess comprehensively the current state and likely future development of
techniques for sex selection from social, ethical, scientific, technical, legal
and regulatory perspectives

L] To review arrangements for their regulation

As well as considering the use of currently regulated techniques the review has
also been concerned with the development and implementation of unregulated
techniques and the question of whether these should be brought within the
scope of regulation.

An important focus of the review has been the acceptability of different uses of
these techniques and the extent of the state’s legitimate interest in regulating

these uses. The views of stakeholders and the wider public have therefore been

of primary importance in tackling these difficult questions.

11 In particular data presented at the European Society for Human Reproduction and Embryology’s 2001 annual conference.

12 Recent data from the use of Microsort® flow cytometric sperm separation suggests successes by live birth of a child of the intended sex of 70%
for males and 91% for females following sperm sorting. (See report at Appendix C.)
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Elements of the review

OVERVIEW AND APPROACH

19.

The review has involved several components

[1 Specially commissioned research on two aspects of sex selection: social and
ethical issues, and scientific and technical issues (January 2002)

L1 Qualitative research, conducted through discussion groups to investigate
how individual members of the public approach and grapple with the
complex issues surrounding sex selection, what they see as being the central
issues, and the concepts and language they use to discuss them (June-july
2002)

[1 A consultation, informed by the concerns identified in the qualitative
research, to invite more detailed statements of views from stakeholders and
the general public (October 2002-January 2003)

[ Quantitative research to supplement the findings of the HFEA consultation,
surveying a representative sample of the UK population and focussing on
public perception of, and opinions about, the issues of greatest concern that
were identified through the qualitative research (January 2003)




Literature reviews 20.

Scientific and technical issues

21.
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24.

Social and ethical issues 25.

26.

The survey of literature relating to the scientific and technical aspects of
techniques for sex selection was commissioned from Professor Chris Barratt'3
and Dr Lars Bjorndahl of the Assisted Conception Unit, Birmingham Women’s
Hospital, and the Reproductive Biology and Genetics Group, University

of Birmingham.

Their report digests the scientific literature relating to all methods of sex
selection prior to the implantation of the embryo. It covers reports of the
influence on the sex of offspring of occupational and environmental factors,
timing of intercourse, gradient methods, flow cytometry and preimplantation
genetic testing. The report suggests that there is no conclusive scientific
evidence for the effectiveness of ‘natural’ methods or gradient procedures in
predicting the sex of offspring.

Sperm sorting by flow cytometry appears to yield a significant enrichment
of both X- and Y-bearing spermatozoa with enrichment of X-bearing (female
progenitor) sperm being more successful than Y-bearing (male progenitor)
sperm. However, the authors conclude that the full extent of the risk of
inducing heritable damages to sperm DNA by the flow cytometry sorting
procedure is not completely covered by scientific investigations at present.

PGD allows a high degree of reliability in determining the sex of an embryo,
although this advantage is limited to the number of diagnosed embryos that
will result in a pregnancy and normal birth.

The report is attached at Appendix C. Scientific and technical issues are further
discussed in Part Three of the HFEA consultation document Sex Selection: choice
and responsibility in human reproduction.

A survey and digest of literature relating to the social and ethical issues
involved in sex selection was commissioned from Dr Catherine Waldby of
the Centre for Research into Innovation, Culture and Technology (CRICT) at
Brunel University.

This research identified few recent general population surveys of attitudes
specifically towards sex selection. Research carried out in the USA in the 1970s
and 1980s found that married couples with university education showed little
desire to control the sex of the first child but a strong desire to influence the sex
of their second to achieve a sex balance in the family. Whilst they opposed, in
general, the use of termination of pregnancy as a method of achieving this
balance, a significant proportion said they would use a reliable preconception
method. More recent studies in the UK showed no significant overall preference
for one sex over the other although a disproportionately high percentage of
those actively seeking sex selection were from ethnic populations originating

13 Shortly after the submission of this report Professor Barratt was appointed a member of the HFEA by the Secretary of State for Health.
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27.

28.

29.

30.

3L

32.

COMMISSIONED RESEARCH

outside Europe. Amongst these there was a marked preference for male children
although this was from families who already had more than one female child
and were nearing the end of their reproductive lives. These findings did not
demonstrate that permitting controlled sex selection for non-medical reasons
would lead to a skewing of the sex ratio in the UK.

Attitudinal studies amongst medical and ancillary staff found that they
personally disapproved of the use of prenatal diagnosis and termination of
pregnancy for sex selection purposes, but at the same time continued to
observe professional ethics of non-directive counselling and an observance of
the woman’s right to choose abortion. They did, however, support restriction
of information given to women about the sex of a fetus while legal abortion
was still an option, unless this was for medical reasons.

Cross-cultural studies identified use of new reproductive technologies for

sex selection in newly industrialising countries, predominantly to favour male
offspring, although there was little evidence relating to whether traditional
preferences for sons were retained after immigration to Britain or other
European countries.

The most strongly argued ethical case against the use of medically assisted

sex selection found in the literature related to its perceived complicity with
sexism and discrimination against women. However, there were few attempts to
argue that sex selection might skew the sex balance in Western societies since
the preference here was generally for families with children of both sexes. Other
commonly used arguments against sex selection were that it represented a
‘slippery slope’ and that it would divert scarce medical resources away from
medical uses.

Supporters of sex selection tended to deny the force of the arguments against
it (for example, by arguing that there is no real basis for suggesting that
children would be harmed as a result) and to appeal to the rights of individuals
to make unconstrained decisions about their own families and the type of
children they have.

With regard to techniques used, post-implantation methods involving
termination were generally seen as a last resort to be used only in serious cases.
Less invasive methods such as sperm sorting, particularly those that did not
result in the collateral destruction of embryos, were regarded as preferable to
PGD. This was balanced by concern for the reliability of the technique and the
consequences of misdiagnosis for the resulting child.

The report is attached at Appendix D. Social and ethical issues are further
discussed in Part Five of the HFEA consultation document Sex Selection: choice
and responsibility in human reproduction.
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Qualitative research:
discussion groups

33

34.

35.

36.

37.

38.

Qualitative research was commissioned from Counterpoint (UK) Ltd following
consideration of tenders from three market research agencies. In the course
of consideration of tenders it was also agreed to complement this with
quantitative research commissioned from MORI (see below).

The research involved eight representative groups drawn from a wide range

of ages and social backgrounds in hour-long discussions, four of the groups
reconvening after a week for a further session. Additionally four specific ethnic
minority groups were held. All groups were single-sex with matching age ranges
and family circumstances and were held in June and July 2002 in London,
Edinburgh, Belfast, Cardiff and Birmingham.

The purpose of conducting this research was to gain

[ An understanding of which issues relating to sex selection were felt to be of
greatest public concern

LI An appreciation of the way in which those participating in the research
thought about these issues, and the language and concepts they used in
order to deal with them

The findings of this research could then be used to inform the drafting of
the HFEA’s public consultation document, helping to focus this on areas of
identified controversy and presenting the arguments in an accessible form.

Three interrelated sets of issues came out clearly from the discussions
[ 1 Issues related to being a citizen and/or consumer in our society
L] Issues relating to moral or religious arguments or sentiments

[1 Issues arising out of a sensitivity to the family context in which reproductive
choices are made, and which these choices themselves create

As well as identifying a number of common concerns and supporting
arguments, a number of criteria emerged from the discussion groups around
which people articulated their acceptance of or resistance to sex selection.
These were

[} Whether there were good medical reasons (e.g. a potentially life-threatening
genetic condition) for someone wishing to choose the sex of their child

[1 The invasiveness of the technique used
[] The reliability of the method used, and the consequences of misdiagnosis

[1 The parents’ attitude to sex selection and to their potential future children
(treating the child as an end in itself rather than a means to satisfy their
own desires)

COMMISSIONED RESEARCH
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40.

41.

42.

Quantitative survey: 43.

opinion poll

44.

COMMISSIONED RESEARCH

[ The impact of the widespread use of sex selection on society as a whole (for
instance on the sex ratio or whether it would be seen to be promoting the
acceptability of ‘designer babies’)

Despite the complexity of the issues and the variety of perspectives participants
brought to the discussions, the research discovered few significant demographic
differences in general attitude towards sex selection. Slight variations,
attributable to religious and social context, were noted between regional
groups, and differences in approach were noted between men and women and
different age groups.

The views and concerns expressed by Asian ethnic groups were very similar

to those of other groups although their different cultural heritage did give them
a greater understanding of the historical preference for male children amongst
Asian communities. Explanations for this preference included the financial
burden of providing dowries for girls, economic labour provided by boys, and
the hope that boys would take care of their parents after marriage. These
reasons still prevailed in the present amongst more traditional families, and

the groups included participants who had themselves felt pressure to continue
producing children until a son was born. Nevertheless, whilst they understood
the potentially devastating effect of pressure exerted on women by some
families to have male children, most participants in the Asian ethnic groups felt
that from their own perspectives any use of sex selection, especially where this
went beyond ‘family balancing’, would involve unacceptable sex discrimination.
These groups also tended to be more aware than others of illegal procedures
involving termination of pregnancy being used in Asian countries to select
against female children.

The debate also provided a context in which Muslim participants in particular
explored the conflict between their cultural and religious perspectives, between
the pressure to have male offspring and the belief that all children, whether
male, female, healthy or disabled were a gift from Allah. Ultimately, the latter
of these positions tended to hold sway and these groups therefore rejected sex
selection on the basis that it constituted interference with this divine gift.

A report on the qualitative research is attached at Appendix E.

Quantitative research was commissioned from MORI (Market & Opinion
Research International) Social Research Institute. The research involved a
representative sample of 2,165 GB adults (aged 16 and over), interviewed
face-to-face, in-home in 198 sampling points, and was conducted from
9-14 January 2003.

As well as seeking opinions on particular questions, this research also provided
the opportunity to probe levels of public awareness of sex selection practices
and the reasons people might have for seeking sex selection, as well as
establishing what level of importance they attach to this issue. Although the
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main reason people thought sex selection would be sought was because of a
preference for a boy or a girl (cited by 31%), almost as many people as this cited
medical reasons (26%, rising to 34% among those thinking sex selection is an
important issue). Just over half (52%) thought that it was an important issue
whilst fewer than a third (29%) thought that it was not.

45. The research found that a majority (69%) did not agree with the most liberal
proposition that any parent should have the right to choose the sex of their
child. Consistent with this, around two-thirds (68%) thought that sex selection
should be regulated, whilst 17% disagreed.

46. In order to compare attitudes to the acceptability of sex selection for a variety
of reasons according to the techniques used, the sample was split so that half
the respondents were asked questions about PGD'# and the other half were
asked the same questions about sperm sorting.’

47. In general, the research found no significant differences in attitudes towards
the purposes for which sperm sorting and PGD could be used. The initial
response of about half the respondents was that sex selection should not be
permitted at all (by either technique). However, when they considered whether
it should be available for medical reasons only (such as avoiding serious sex-
linked disease), the use of both techniques was supported by about two-thirds
(65% for each technique). Only a small minority in MORI’s survey thought that
sex selection by either method should be available for ‘family balancing’ (16%
for sperm sorting; 18% for PGD) or ‘other non-medical reasons’ such as social
and cultural reasons (7% and 8% respectively).'6

48. The findings of the quantitative research are presented at Appendix F.

14 Respondents were told: “PGD is a technique for selecting the sex of offspring which involves testing embryos created outside the body to
see what sex they are before they are put into the woman’s womb. This technique is reliable but can lead to the creation of embryos of the
unwanted sex, which might then be discarded.”

15 Respondents were told: “Sperm sorting is a technique for selecting the sex of offspring which involves sorting a man’s sperm before conception
takes place. This can be used to help avoid the creation of unwanted embryos, unlike alternative techniques.”

16 For further information about the MORI survey, please contact Michele Corrado or Andrew Norton at MORI (on 020 7347 3000 or
michele.corrado@mori.com/andrew.norton@mori.com).
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The consultation document 51
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Responses received 54.
Overall
responses Individuals Organisations
n=641 575/641 66/641

(89.70%) (10.30%)

17 See paras 56 to 58, below.

The consultation document, Sex selection: choice and responsibility in

human reproduction, was published in October 2002, and was sent out to

248 organisations for comment, including fertility clinics, professional
organisations and religious and interest groups. Members of the public were
able to write in for copies of the document. They were also able to access and
download it from the HFEA website, or respond to questions online. The launch
of the consultation was well covered in the print and broadcast media.

Although the consultation was not a scientifically robust way of sampling
representative public opinion on this subject, it is valuable to note the views
of those who were sufficiently interested in the issues raised to respond.

Many wrote at considerable length to explain why they were answering as they
did, and their explanations have helped to inform the development of

our conclusions.

In drafting the consultation document we sought to draw on the lessons
learned from the qualitative research regarding the way in which participants
had approached the issues and what they found to be the most important
concerns. The document tried to meet requests to inform public debate by
providing further explanation of the techniques available and of the current
provisions for regulation, whist trying to give a clear presentation of the
arguments that were found to be most difficult or important.

By providing a real opportunity to contribute to the debate the consultation
also tried to address the sense of powerlessness people felt in the face of what
they saw as inevitable scientific advance, and their expressed distrust of media,
scientists, politicians and big business.

We are well aware that the question of the moral status of the human

embryo remains a profoundly important and contested issue, and that the
acceptability of many of the practices currently regulated by the HFEA, including
the use of PGD to avoid serious disease, is not universally accepted. However it
was not the purpose of this consultation to reopen those questions. They have
been much debated in Parliament, and the HFEA works within the framework
provided by the HFE Act. The practical issue which gave rise to this consultation
is that the HFE Act does not provide for the regulation of sperm sorting by itself.
This is a development which raises new questions and the consultation is
intended to inform debate on the matter prior to any decision by Parliament.

Overall 641 valid'7 responses to the consultation were received. Of these 589
made use of the questionnaire, the remaining 52 choosing to respond
discursively. The responses were distributed as follows.

15



By post/email Via website 55,
Overall 208/641 433/641
(n=641) (32.44%) (67.56%)

Individuals 162/575 413/575
(n=574) (28.17%) (71.83%)

Organisations  46/66 20/66
(n=67) (69.70%) (30.30%)

57.

58.

Pattern of responses 59.

60.

18 121 responses were excluded under this rule.

In line with Cabinet Office guidance we made the fullest use of electronic
means to disseminate the consultation and gather responses. As can be seen
from the adjacent table, the use of the internet accounted for a large proportion
of the responses although it is not possible to say whether those using the
internet would have responded by other means had this option been
unavailable. Additionally, many people chose to send their responses by
multiple means.

Where numbers are given, the unit of quantification represents numbers of
responses received. However, it is virtually impossible to assess the number of
people represented by these responses. Although some represented the views
of established organisations with the support of hundreds of members, others
were from small or informal groups. Accordingly, where responses were from a
number of signatories (from ‘Mr & Mrs X’ upwards) these were counted as a
single response and data of this type appear within the ‘individual’ category
unless the response specifically identified its originator as an organisation.
Where a number of identical responses were received from different individuals,
possibly using scripts provided by campaigning organisations these have been
counted separately.

There are two exceptions to this rule: only one response was recorded in cases
in which identical responses were received via the website from the same IP
address and with the same name details. Similarly, where respondents with the
same name and contact details submitted identical responses in more than one
form (for example, by post and by email) only one of these was recorded.'®

Additionally, as the consultation was explicitly open to “any organisation
or member of the public in the United Kingdom”, responses received from
addresses abroad were not included in the analysis, although the HFEA has
noted their contents with interest. There were 36 responses falling into
this category."?

Respondents were invited to classify themselves by indicating whether their
organisational or personal interests fell into one of the categories listed. This
list was not intended to be exhaustive, and its purpose was to provide us with
an additional means of ensuring that the consultation had reached groups and
individuals who were likely to have a stake in the outcome of the consultation.
The classification was not intended in any way to influence the value that would
be attached to the responses when these were reviewed. Multiple categories
were acceptable (for example, where people’s interests fell into both
‘clinical/scientific’ and ‘pro life’ categories).

We were particularly interested in the views of those who expressed principled
objection to procedures that are likely to involve discarding supernumerary
embryos on the relative acceptability of preconception as opposed to post-
conception sex selection. In this connection we were grateful to receive such a
high proportion of responses from ministers of religion and faith groups.

19 The total number of different responses received before the deadline of January 22, 2003, including responses from abroad, was 677. The absolute
total number of responses received before the deadline, including duplicate responses and responses from abroad was 798.
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General statements and 61. Many respondents developed their positions in sophisticated ways and provided

approaches a large amount of detail to support them. Nevertheless, few respondents
departed from the range of basic arguments presented in the consultation
document. In the following paragraphs we will try to draw out the main features
of the responses we received whilst giving particular attention to arguments or
points of view that seemed to us to be original or unanticipated. However in a
brief report such as this it is impossible to give a sense of the nuance and
individuality of the responses that were received. For those who wish to explore
these in more detail all responses to the consultation will be made available to
researchers, except where the respondents have specifically requested
confidentiality.2®

Individuals 62. Asour preliminary qualitative research anticipated, individual respondents,
particularly those without preconceived opinions about sex selection, tended
to bring a range of perspectives to the issues which were in some cases difficult
to reconcile. For example, many respondents approached the questions from
the multiple perspectives of parent, citizen, committed religious believer, etc.
In many responses people were clearly wrestling with a number of contradictory
views that they were unwilling to abandon in order to arrive at definitive
answers.

63. Many of those responding in a personal capacity also found it difficult to
reconcile their personal feelings about sex selection with the implicit invitation
to think as if they were legislating for others. Clearly the social dimension was
important and many were concerned that sex selection for non-medical reasons
would represent a deterioration of moral standards within any society in which
it was practised. Even those who had no feeling against sex selection on a
personal level expressed concerns about the possible effects of a large number
of apparently innocuous individual choices in skewing the balance of the sexes
and reinforcing discriminatory treatment of one sex.

64. Nevertheless a great many respondents felt that sex selection was unqualifiedly
wrong because it involved interference with divine will or with what they saw
as the intrinsically virtuous course of Nature. Many of those who used these
arguments used them to express a profound concern that human intervention
in reproduction to achieve specific goals might result in unintended and
undesirable side-effects. In effect they were saying that because human beings
are fallible they are not in a position to take into account the full consequences
of their actions. Similarly, interfering with a self-regulating natural process
might have unanticipated effects that would be ultimately disadvantageous
for those involved. (Many developed this argument by alluding to what they
saw as the pernicious consequences of such interferences in the past, citing
GM crops and antibiotic-resistant diseases as examples.) Considerations like
these, relating to the limits of human wisdom, were generally used to support
the precautionary view that sex selection should not be used at all, at least
at present.

20 See Appendix A.
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66.

67.
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69.

An alternative objection relied on the argument that sex selection treats
children exclusively as a means rather than as an end in themselves and
interferes with the unconditional love owed by parents to their children. Where
sex selection is practised simply because a couple wish for a child of a particular
sex, it is that wish that is being primarily attended to; thus, it is argued, the
fundamental interest of a resulting child in being loved and valued for its own
sake is inevitably compromised. These concerns were compounded for many
respondents by the fact that sex selection could be offered on a commercial
basis. Many deplored, on a general level, what they saw as the increasing
commercialisation of biomedicine, life and healthcare provision of which this
was taken to be an example.

These anxieties were often expressed as the concern that parents would foist
their gender expectations on the child from the moment of its conception or
that a child selected for its sex may receive privileged treatment within the
family at the expense of other children of the opposite sex. A related objection
raised by many was that if misdiagnosis or mis-selection occurs and an embryo
of the unintended sex is conceived or transferred, this might lead either to
abortion or, if the child is born, to difficulty for the parents in accepting or
caring for the child.

On a different tack, many of those approaching the issues from a ‘family’
perspective argued that permitting ‘family balancing’ could have positive
benefits. For example, it could reduce the likelihood that women would
continue to have children of the same sex in the hope of giving birth to a

child of the other. Some went further and argued that permitting sex selection
would reduce the burden on the state in the form of child benefit payments
to such families.

Some respondents were able to bring their personal experience to bear on their
responses. For example, many individuals wrote that their experience of living
in families with children of only one sex led them to support ‘family balancing’
although they remained opposed to sex selection for other non-medical
reasons. Among these there appeared to be a balance between those who might
want male children and those who might want females. Some told us that they
had already tried ‘natural’ methods of sex selection without success and more
than one respondent regretfully stated that they felt they would be forced to
go abroad to seek reliable sex selection treatment that was unavailable in the
UK. Others gave accounts of using unregulated methods of sex selection
currently available in the UK, both successfully and unsuccessfully, and one
person submitted a personal account of her experience of actually seeking
treatment abroad.

Whilst some respondents spoke of their ‘desperation’ for a child of a particular
sex, the majority of these did not see this as incompatible with their love for
their existing children of the other. Nevertheless at least one respondent said
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70.

Organisations 71.

72.

73

74.

21 Questionnaire Response 35.

that they had had difficulty coming to terms with the birth of a child when
they had wanted a child of the other sex. One respondent with three girls told
us of her disappointment on being told, following amniocentesis, that she was
expecting yet another girl. However this disappointment turned to joy after the
birth: “How can you not love a healthy new-born baby?” she asked rhetorically.

On the whole, very few individuals who responded to the consultation
expressed the more liberal view that parental choice should be the paramount
consideration and that the state should not interfere with parents’ search for
assistance in these matters.

In the case of organisations, particularly those whose reason for existence is
to promote a closely defined range of interests, the type of conflict apparent
within some individual responses was naturally less in evidence. Interested
organisations tended to be more direct, arguing consistently from their, often
explicit, premises for a well-defined position.

Many responses were received from Churches and religious groups, some
arguing that sex selection was contrary to divine wisdom revealed through holy
scripture since it amounted to an attempt to subvert or circumvent the will of
God (some said: ‘to play God’). However, in their response to the consultation
the Church of England Public Affairs Unit noted that “the use of human
intelligence and creativity to, inter alia, heal, is enjoined on us as co-creators
made in the image of God. [...]]t is, strictly speaking, an impossibility to play
God, for if one could, one would be God.”?' Nevertheless they opposed the use
of sex selection for non-medical reasons,?? citing the level of risk, both physical
and psychological, and the potential social harms as reasons.

The Catholic Bishops’ Conference, on the other hand, drew a distinction
between the acceptability of sex selection itself and the intrinsic acceptability
of the methods for achieving it. In its response to the consultation it argued
that the reason that sperm sorting is unacceptable is that it is “one step in an
act of manufacture of a child”.?3 However it did not regard the intention of
producing a child of a particular sex as necessarily unacceptable in itself since
it is permissible in some situations to undertake normal sexual intercourse in
conditions which have been deliberately chosen by a married couple in order to
maximise the chance of having a child of one sex rather than the other (it
alluded intriguingly to a study according to which there is a condition which
gives a 95% chance of success in this matter, although no detail was provided).

Many responses were received from groups who had a principled objection
to the production of embryos that will not be used in treatment, and may
therefore be discarded. For these reasons they objected to the use of PGD for
any reasons, including the avoidance of serious disability.

22 This response also drew our attention to the fact that it is important to specify, whenever the phrase is used, what is meant by medical reasons.
Throughout our consultation document, the phrase was intended as shorthand for the criteria currently used in PGD and abortion guidance,
namely where there is a significant risk of a serious genetic condition being present.

23 Written Response 37.
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24 Written Response 13.

25 Written Response 59.

Some of these groups offered criticisms of the HFEA consultation document
and consultation process. One organisation, Comment on Reproductive Ethics
(CORE24), for example, objected to our assertion that ‘family balancing’ was
“supposedly the least objectionable non-medical reason for sex selection”,
pointing out that “a far more convincing case could be argued in defence of sex
selection for ethnic reasons, where male children are such a priority that women
in these cultures are subject to life-threatening consequences if they do not
provide male heirs.” Another, from the Society for the Protection of Unborn
Children (SPUC?5), whilst generally complimenting the HFEA on a ‘clear’ and
‘even handed’ consultation, reminded us that there is a distinction between sex
selection (a purposive practice) and sex identification (a technique that may be
used for a variety of ends, none of which the respondent endorsed).

These groups tended to object to sex selection by sperm sorting for a number
of reasons which they prioritised differently but which tended to include
discrimination (both on grounds of sex and disability), the potential for
misdiagnosis (leading to increased likelihood of abortion or concerns about
the welfare of children), the health risks involved for both patients and
offspring, and the potential for the acceptance of sex selection to project us
down a slippery slope resulting in ‘designer babies’.

These concerns were shared by a great number of other responses to the
consultation. Many responses received from groups and individuals with
experience of disability argued that the use of new reproductive technologies
could have adverse consequences for the perception and treatment of disabled
people in society. At least one respondent developed this point, arguing that
to permit ART to be used for purposes other than the avoidance of serious
disability would result in a trivialising of the use of the procedure and would
risk propagating the view that the avoidance of disability is itself a trivial
choice. Other groups with knowledge of genetic disorders,2¢ whilst not reaching
a view on the use of sex selection for non-medical reasons, were in favour of
using sperm sorting for medical indications.

Many responses cited concerns about the effect of the widespread availability
of sex selection on the ratio of male to female children in society, often citing
significant imbalances caused by sex preference in other countries. This was
thought in turn to lead to reinforcement of unacceptable gender stereotypes
and the oppression of the less represented sex by the other. In our consultation
document (paragraph 86) we suggested that if sex selection for non-medical
reasons was restricted to situations of ‘family balancing’, i.e. where a couple
already have one or more child of the other sex, no great distortion in the
overall balance of the sexes is likely. But some respondents put it to us that it
would be very difficult, for both legal and practical reasons, to restrict sex
selection for non-medical reasons to family balancing situations, so the anxiety
that sex selection would upset the balance of the sexes cannot be set aside in
that way. One response?’ provided a detailed calculation of the possible impact

26 For example, the Genetic Interest Group, Written Response 27.

27 GeneWatch UK, Questionnaire Response 73.
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of sex selection on the balance of sexes in the population, analysing the
effects of the variation in reliability between ‘X sorts’ and ‘Y sorts’ using
current technology.

79. Some of our respondents pointed out that the implementation of many
beneficial techniques, particularly in assisted reproduction, has preceded
any conclusive evidence of the lack of health risk or even of positive benefit.
For example, in its response to the consultation, the British Fertility Society?®
concluded that on the issue of risk, a majority of its members who expressed
an opinion (75%) felt that the level of acceptable risk should be less than or
equivalent to the currently perceived risk of intra-cytoplasmic sperm injection
(1cs1), a common method of fertilisation used in assisted conception.
The current estimate of the risk of major birth abnormalities, such as cleft
palate, is between one and five per cent for both ICSI children and controls.
Studies suggest that minor birth abnormalities occur in up to 20% of ICSI
babies compared with about 15% in the general population following
natural conception.??

80. The Royal College of Obstetricians and Gynaecologists (RCOG3°), on the other
hand, strongly supported the implementation of sperm sorting for medical
reasons, but only when it has been shown to be reliable and free from health
risks. As in 1993, however, it did not reach a view on its use for non-medical
reasons. On the other hand, the British Medical Association (BMA3') affirmed its
current policy that “sex selection should be reserved for genetically indicated
reasons only, to avoid major genetic problems in the future.” However it did
not distinguish between preconception and preimplantation (post-conception)
methods, nor between family balancing and other ‘social’ reasons for sex
selection. It also acknowledged that in its internal discussions a wide range of
views were put forward, some supporting the use of sex selection by whatever
means, others implacably opposed to it. The BMA did not, in the end, express a
specific view on the relative acceptability of family balancing or the need for
regulation of sperm sorting, but signalled the importance of the issues and
hinted that that it may be revisiting them in the future.

81.  Other professional bodies, particularly those with an interest in counselling,
shared the concerns of individual respondents about the welfare of children
selected for their sex, arguing that if sex selection treatment were to take
place for whatever reason, welfare issues should at least be anticipated and
confronted. For example, the response of the British Infertility Counselling
Association (BICA32) urged that non-directive counselling which explores the
implications of sex selection as thoroughly as possible should be an essential
requirement for anyone contemplating treatment. However, this group
struggled with the conflict between the need to be non-directive and the
temptation to judge the impulse to select sex for non-medical reasons as
unacceptable and something that appropriate counselling would allay.

28 Questionnaire Response 157.

29 The HFEA continues to keep emerging evidence of abnormalities following ART under review and produces information for patients on the
risks involved.

30 Questionnaire Response 89.
31 Written Response 25.

32 Questionnaire Response 28.
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Questionnaire responses

33 Centre 0070, Written Response 54.

82,

83.

84.

85.

34 For example, Questionnaire Response 24.

35 Questionnaire Response 91.

Licensed ART clinics also tended to see both sides of the issue, appreciating
the ethical difficulties but sympathising with patients who wanted to choose
the sex of their child. A substantial contribution was received from one HFEA
licensed centre which had conducted a survey to establish demand for sex
selection among its patients.33 This centre, in common with other respondents
in the clinical/scientific group, argued in favour of using PGD for ‘family
balancing’ purposes, arguing that this was preferable to sperm sorting since
PGD was reliable, the need for IVF treatment as part of the procedure would
have the effect of restricting its appeal to those who had strong reasons for
wanting it and it could be managed under the existing licensing system which
would ensure that clinics would take into account the welfare of the child that
would be born. This response also denounced the use of phrases such as
‘designer baby’ in this debate as a scare tactic. Other clinicians, however, took a
contrary view opposing sex selection for all non-medical reasons.34

Many of those with a professional interest alluded to the problem of assessing
the risks associated with unproven technologies. As one cytogeneticist who
responded to the consultation pointed out,3> one reason why women continue
to have children of only one sex may be because they are constitutionally
disposed not to carry children of the other sex successfully; hence to inseminate
them with sperm in order to produce children of the other sex, or selectively to
transfer embryos of that sex, may increase the incidence of miscarriage or fetal
abnormality. Others, both individuals and professionals,3¢ felt that the way to
address these questions, was to conduct a pilot study in a limited number of
regulated centres.

Finally, we were also impressed by the contributions from schools and colleges
which had chosen to use the sex selection consultation as a subject for their
debating clubs37 or as part of their syllabus.38 Whilst these tended to be in
favour of sex selection for serious genetic disease, they tended to disagree with
it being made available on a wider basis.

A questionnaire was provided at the end of the consultation document and
respondents were invited to make use of this, if they wished, to structure

their responses to the consultation. However responses in any format were
welcomed. For each question, respondents were encouraged to provide reasons
and further explanation for the responses. The questionnaire also asked
respondents to say whether they agreed or disagreed with a number of
statements expressing opinions about issues connected with the issues
discussed in the document.

36 For example, Centre 0019, Questionnaire Response 156.

37 For example, Questionnaire Response 121 (12-14 year-olds).

38 For example, Questionnaire Response 19, used as part of a Critical Thinking class for AS level students.
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86. Given the complexity and interconnected nature of the issues involved, it was
difficult to formulate reasonably brief questions which allowed for a full range
of answers. In practice many respondents made good use of the space available
to set out arguments which qualified their answers or even challenged the
question involved. However, as we anticipated, a significant proportion of
respondents chose not to use the questionnaire (or respond specifically to the
questions posed) when responding to the consultation. Consequently the

Overall response numerical analysis of questionnaire responses is by nature only a partial picture
Did not of the overall responses.
Agree Disagree respond
282 230 77 Statement 1: Sperm sorting should be regulated in the UK by the HFEA.

(47.88%) (39.05%) (EXoyAZ)H 87. This is the only statement with which more respondents agreed than disagreed.
However in many cases those who thought that sperm sorting should be not be
permitted at all disagreed with the statement because they thought that

Overall response regulation by anyone implied that it would automatically be permitted under
Did not certain circumstances.
Agree Disagree respond
214 281 94 Statement 2: The use of sperm sorting should be permitted only when its reliability and
(36.33%) (47.71%) (15.96%) absence of risk to health have been satisfactorily established.
. (o] . (] . (]

88. Many of those who disagreed with the statement did so because they held that
the use of sperm sorting should not be permitted at all. In effect they read the

Overall response statement as affirming that sperm sorting should be permitted once its
Did not reliability and absence of risk to health have been satisfactorily established.
Agree Disagree respond
237 309 3 Statement 3: The use of sperm sorting should be permitted in sex selection for medical reasons

if the people seeking treatment request it.

(40.24%) (52.46%) (7.30%)

89. It was the internet responses which tipped the balance decisively against this
statement, since a large majority of the written responses were in favour. Since
the internet responses were often not accompanied by a statement of reasons
it was seldom clear why people disagreed with the statement. Where a reason
was given it was sometimes that the destruction of a human embryo is wrong.
Since, as the consultation document explains, the use of sperm sorting does not
necessarily require IVF there was a misapprehension here. The statement was
also criticised by many respondents on the grounds that the appeal to ‘medical
reasons’ is too vague. This group would have been content to allow sperm
sorting where there is a substantial risk of a serious sex-linked genetic disorder,
but not in cases where the risk is small or the disorder is not serious. Several
respondents expressed opposition to the introduction of ‘eugenic’ or
discriminatory practices by this route. Many respondents also expressed the
anxiety that, even when this distinction is drawn, it would be difficult to
monitor its application in practice. The widespread prevalence of this anxiety is
an important finding of this consultation.
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Overall response
Did not
Agree Disagree respond
78 483 28
(13.24%) (82.00%) (4.76%)

Statement 4: The use of sperm sorting should be permitted in sex selection for non-
medical reasons.

90. This response was overwhelmingly against this statement. Opposition to sperm
sorting for non-medical reasons was expressed by all groups, though most
emphatically among the internet responses. Most of the reasons given followed
those mentioned in the consultation document - that sex selection for non-
medical reasons would be a form of sex discrimination, would threaten the
natural balance of the sexes, would threaten the unconditional love that parents
owe to their children, would be a start down the ‘slippery slope’ to the selection
of character traits and other predispositions, and would lead to serious
problems if a child of the ‘wrong’ sex was born. Since a great many of the
responses came from individuals or groups with religious views, these reasons
were often reinforced by the affirmation that this kind of interference in the
procreation of children would be contrary to the will of God. Others used
religious language to make a different point: that because children are the ‘gift
of God’ parents should not seek to choose the kind of children they will have
but should gratefully accept and nurture whatever children they have. Thus the
overwhelming view was that sex selection for non-medical reasons would be a
wrongful use of technology, with bad consequences both for children affected

Overall response by it and for society at large. Most of those who did agree with the proposition

Did not maintained that sex selection is a legitimate exercise of personal freedom.
Agree Disagree respond

69 488 32
(1.71%) (82.85%) (5.44%)

Statement 5: The use of PGD should be permitted for selecting the sex of offspring for non-
medical reasons. (It is already available for medical reasons).

91.  Although the focus of the consultation was primarily on the use of sperm
sorting as a method of sex selection, PGD is also available in some countries
to select embryos by sex for non-medical reasons and there is evidence that
some are prepared to travel abroad to make use of this service. It was therefore
important to assess public opinion about the use of PGD for these reasons.
Although, as noted above, a consultation was recently held on the use of PGD
the present consultation sought to confirm the outcome of the previous one
by putting forward a positive statement about extending the use of PGD which
the 1999 consultation had posed in the negative. It was useful to compare
attitudes to sex selection techniques that involved the creation of surplus
embryos and those which potentially did not, although this was complicated by
considerations relating to the difference in efficacy between the two methods.3?

92. The proportions here follow those for the previous question. In giving reasons
for their views most respondents just referred to their response to question 4,
though some added their opposition to the disposal of unwanted embryos
inherent in PGD.

39 In the quantitative research this was achieved through the use of a split sample whereby half of the respondents were asked questions with
respect to PGD and the other half were asked the same questions with respect to sperm sorting.
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Overall response
Did not
Agree Disagree respond
165 288 136

(28.01%) (48.90%) (23.09%)

Statement 6: It would be preferable to combine sperm sorting with PGD when selecting the sex
of offspring for medical reasons (rather than using either technique singly).

93. In general those who supported this statement had previously agreed with the
statement in question 3, that sperm sorting can be used for sex selection for
medical reasons. But some of those who had agreed with the statement in
question 3 disagreed with this statement because they opposed PGD on the

Overall response grounds that it leads to the disposal of embryos. Many others gave no answer
Did not to it.
Agree Disagree respond
73 487 29
(12.39%) (82.68%) (4.93%)

Statement 7: Sex selection (by either sperm sorting or PGD) should be permitted for non-
medical reasons when a family has at least two children of one sex and none of the other sex.

94. The distribution of responses to this statement follows that to question 4.
Insofar as respondents provided fresh reasons for their disagreement with the
statement, many maintained that there was nothing ‘unbalanced’ about a
family in which all the children were of one sex. It was also argued that there
would be no easy way to defend in law a restriction on sex selection to families
with the make-up envisaged in the statement and that families which involve
step-children or adopted children would make any such restriction
unmanageable.

95. Among those respondents who agreed with the statement there were several
who provided testimonies concerning the depth of their wish to have children of
both sexes in their family and their unhappiness in their failure to achieve this.
The existence and genuineness of such experiences were acknowledged by some
respondents who nonetheless disagreed with the statement, highlighting the
tension felt by many between their personal preferences and their moral sense.
Their view was that it is one thing to wish to have a child of one sex rather than
the other, and another thing to take steps to bring it about, since positive
intervention in this area changes one’s relationship to the outcome, replacing
hopes with expectations. In particular, where the outcome that is wished for is
the creation of another human being, respect for the future child’s value as an

Overall response individual precludes the exercise of control by parents over the kind of child it
Did not is to be, including over its sex.
Agree Disagree respond
43 501 45
(7.30%) (85.06%) (7.64%)

Statement 8: Sex selection (by either sperm sorting or PGD) should be permitted for non-
medical reasons other than family balancing.

96. This statement provoked the greatest disagreement with the proposition it
contained. Only those who consistently adopted the view that sex selection is
a matter for the exercise of personal freedom agreed with this statement.

Summary of responses 97. The strength of opposition to sex selection for any but serious medical reasons
revealed by this consultation is clear. Although the consultation was primarily
focused on the issues raised by the development of sperm sorting, many
respondents took the opportunity to express their general disapproval of sex
selection by any method and for any reason.
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The HFEA’s conclusions are set out below. These address the social and ethical
issues surrounding sex selection, and the safety and efficacy of the techniques
used, taking into account the views of key stakeholders and the interested
public.

Although this review was not concerned primarily with the use of sex selection
by PGD for medical reasons, a number of respondents to our public consultation
used their responses as an opportunity to express their opposition to this type
of treatment. This opposition invites a response.

As mentioned earlier (see paragraph 11) this issue was raised in the 1999
consultation on PGD. The outcome of this consultation led an HFEA/HGC Joint
Working Party to conclude in 2001 that PGD should be available to patients
who are at a significant risk of passing on a serious genetic condition to their
offspring. In view of the benefit that the availability of elective sex selection by
PGD undoubtedly provides when used for this purpose we find no reason to
revise our position at present. This view is supported by a clear majority of
those in the representative national sample polled by MORI.

The technique of IVF/PGD requires great technical skill and involves some risk
to both patients and embryos. Our view is therefore that it should continue to
be regulated closely in accordance with the original intentions of the HFE Act
and used only where there is a genuine health benefit to balance these risks.
The use of this technique in the UK is restricted to a small number of cases and
there is no reason to expect a significant increase in the future. We do, however,
recognise public anxiety about the possibility of a ‘slippery slope’ in this area,
and the importance of restricting the availability of sex selection by PGD to
genuinely serious cases.

Centres licensed to conduct PGD must submit an application to the HFEA for
each condition for which they wish to test and we intend to apply the existing
guidelines rigorously. It is, however, consistent with our conclusion regarding
PGD that if a less intrusive alternative treatment of equal or greater efficacy and
equal or lower risk to the health of patients and offspring were available it
should be made available to patients with equivalent indications.

The major focus of our review was on sex selection by sperm sorting and, in
particular, on the newly available technique of flow cytometry. This reflects a
general concern about the potential widespread use of unregulated techniques
about which little evidence exists.

Many respondents to the consultation suggested that it is important to
separate the social and ethical arguments about sex selection from arguments
relating to the present state of development of the technologies involved. In
other words, that we should separate the question of ends from the question of
means, and decide whether sex selection should be permitted before addressing
the question of whether, or how successfully, it can actually be achieved.
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40 Microsort® data, May 2003.

CONCLUSIONS

However, sex selection is already a reality. Clinics offering sperm sorting by
gradient methods already exist in the UK and flow cytometry, which is now
being used at two centres in the United States, could legally be made available
here. The question before us is not, therefore, ‘Should these techniques be
permitted?’, but rather: ‘Should they be prohibited?’ Given that there are some
indications for which we have said we believe sex selection may legitimately
be used, we propose to consider first whether it is acceptable that these
techniques should be available now, in their current state of development,
before considering whether there should be restrictions on the uses to which
they are put.

Some have argued forcefully that the state should be cautious about
intervening in the use of their own tissues by consenting adults to create or
extend their own families. Such caution is entirely appropriate. The effects

of sex selection are not, however, restricted to the individuals seeking it, but
extend also, and most importantly, to the child that is to be born, as well as to
the society in which it will live. We believe that whether health professionals
should be permitted to, or prevented from, offering a service that involves a
health risk not only to prospective parents but also to their future child must
therefore be a pressing issue both of ethics and of public policy.

The scientific opinion and clinical evidence that we have obtained regarding
the health risks associated with sperm sorting is not conclusive. Currently
available evidence does not suggest that the level of risk is higher than that of
many other assisted reproductive technologies currently licensed in the UK, in
particular ICSI/PGD, which is currently used for the avoidance of serious genetic
disease. Evidence relating to the use of flow cytometry in humans continues to
accumulate, notably in the course of a controlled clinical trial overseen by the
US Food and Drug Administration (FDA).

To date fewer than 400 children have been born following sperm sorting
with flow cytometry (the FDA trial requires 750) and these children are still
very young. Whilst the rate of birth abnormalities following this treatment is
currently no greater than that in the general population,4° a question mark
must remain over its effect on the long-term health of offspring which is not
currently monitored by follow-up studies. Developmental abnormalities and
genetic effects that may only appear in certain circumstances or after many
years, or even many generations, cannot be ruled out absolutely.

For some this speculative risk alone would be sufficient reason to restrict the
use of the technique or prohibit it altogether. For others such a precautionary
approach is unrealistic. They argue that no activity, particularly in reproduction,
is entirely risk free and that one must accept some level of risk in order to
obtain a positive benefit. As some of our respondents pointed out, the
implementation of many beneficial techniques has preceded any conclusive
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evidence of the lack of health risk or even of positive benefit. However the
issues relating to flow cytometry are more specific than a general fear of
unknown consequences.

Sperm subjected to flow cytometry are stained with a chromatin-binding dye
and subjected to laser energy. As yet little is known about the fate of the dye
used, for example, how it is metabolised as the embryo develops. Laser energy,
on the other hand, is known to have the potential to cause DNA damage, which
is extremely unlikely to manifest as a single disorder occurring in common in
many individuals, or in a single individual in all circumstances. The level and
significance of any DNA disruptions caused by flow cytometry, their effect on
fertilisation and the developing embryo’s ability to repair any damage are all
comparatively poorly understood at present. All these considerations argue for
careful study of the technique and for its controlled introduction in humans

if it is to be introduced at all.

A different set of considerations arises in relation to sperm sorting by gradient
methods (such as are currently in use in a proprietary form known as the
‘Ericsson’ technique). Independent evidence relating to the effectiveness of this
technique in producing the intended outcome (a live child of the selected sex) is
unavailable. Laboratory work that has focussed on the technique’s effectiveness
in separating X-bearing and Y-bearing sperm populations seems to show that
the technique is not particularly successful in this respect.4' However, scientists
acknowledge that the apparent clinical successes of this method may be due to
the fact that, as its originator has asserted, the use of the technique gives
functional advantages to one type of spermatozoa, or to embryos of a particular
sex developing after fertilisation. On the other hand, as far as risk is concerned,
there is no reason to suppose that merely passing sperm through a gradient
prior to insemination - similar to procedures commonly used in preparation for
IVF - has any damaging effect on the sperm itself.

Some would argue that if the technique is not especially effective (the best
figures from those using the technique give a 10%-30% error rate), and
particularly if it poses no appreciable risk to health, the strongest arguments for
bringing it within the scope of regulation fall away. However there is another
way of looking at this. If the techniques really were ineffective then patients
might have unrealistic expectations which could put them in a vulnerable
position. This would have particularly serious consequences if it were used for
medical indications, perhaps by those who had a principled objection to, or
were not accepted for PGD. A reason for regulating gradient methods may
therefore be to protect patients and to ensure that if they choose to use these
techniques they are at least provided with proper and independently approved
information about the likely outcomes.

On the other hand, if the techniques are effective, as their proponents claim,
the question remains whether it is socially desirable, or at any rate a matter of

41 Laboratory studies have shown that there is no significant enrichment of X and Y sperm populations following sorting by this method. See, for
example, Claasens et al., 1995, “Fluorescent in situ hybridization evaluation of human Y-bearing spermatozoa separated by albumin density
gradients”. Fertil. Steril.. 63: 417-418; Wang et al., 1994. “Assessment of the separation of X- and Y-bearing sperm on albumin gradients using
double label fluorescence in situ hybridisation”. Fertil. Steril., 61: 720-726; Flaherty S.P. et al., 1997 “Albumin gradients do not enrich Y-bearing
human spermatozoa” Hum. Reprod., 12: 938-942.
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indifference, that they are available to anyone who has a desire to choose a
child of a particular sex for any reason. (These questions are addressed in more
detail from paragraph 131, below). Equally importantly, as things currently stand
these services can be provided in combination with fertility drugs without any
regulation. The risks of ovarian hyperstimulation and multiple pregnancy are
common to all treatments where such medicines are used. In other words, it is
not merely the technique of sperm sorting itself, but the treatment as a whole,
that must be taken into account.

Conclusion on regulation of 113. With great public concern over the risks associated with fertility treatment

sperm sorting and the introduction of new assisted reproductive technologies it is extremely
important that accurate and reliable evidence about the use of these
technologies is collected and their effects studied. Nevertheless, the potential
benefits that could accrue from the responsible use of flow cytometry for the
avoidance of serious, sex-linked genetic disorders, are sufficient to persuade us
not to support a total legislative ban on sperm sorting that would rule out the
use of technique for the foreseeable future. Regulation offers an appropriate
and proportionate response to these concerns and a means of ensuring that
information is captured and independently assessed.

114. Where, in common with other forms of assisted conception, third parties
intervene in a way that has consequences for a new human life, and potentially
for society as a whole, we believe that that life, as well as the people seeking
treatment, are owed some consideration of their interests and protection from
potential unnecessary, avoidable harm. Accordingly our advice is that the
provision of treatment services for a woman using sperm that has been
subjected to a process likely to affect the conception, gestation, birth or
subsequent development of a child should be subject to statutory regulation.

115. In common with other assisted reproductive treatments currently subject to
regulation by the HFEA we furthermore advise that if sex selection, by whatever
means and for whatever purpose, is to be used in the UK those seeking
treatment should be given proper information and the opportunity to receive
counselling about the implications of the procedure before they consent
to treatment, and no treatment should be provided unless a thorough
assessment of the welfare of any child that may be born as a result, and of
any other child that may be affected by the birth, has been conducted.

116. If treatment using sorted sperm were to be regulated as we suggest, it would
not necessarily follow that it should be permitted. Two further questions
still fall to be addressed: firstly, whether, if regulated, sperm sorting should
actually be used, and second, whether, if it is to be used at all, there should
be restrictions on the purposes for which it is used.
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42 See paragraph 107, above.
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We have said above that some concerns persist about the health risks attached
to flow cytometry as well as about the welfare of children born as a result of the
treatment. These risks cannot all, however, be assessed properly by further work
in animal models, or reliably inferred from relevantly similar treatments. If these
concerns are to be addressed, they can only be addressed properly through the
clinical use of the technique in humans and the careful follow-up of children
born as a result.

One response to these concerns is to await the outcome of the clinical trial
currently taking place in the USA. Assuming the trial will provide answers to
the outstanding questions, we could reserve the decision about whether such
treatments should be permitted in the UK until the evidence has been collected
and verified. Only if the outcome of the trial is favourable would a carefully
controlled roll-out of the technique be permitted, reserving the possibility that
licences could be withdrawn quickly if its use gave cause for concern.

Another response might be to contribute actively to this trial. For example, if
a UK clinic wished to obtain a licence from MicroSort® and establish a sperm
sorting service in this country, contributing their outcome information to the
accumulating body of data on the technique, should they be given a licence
to do so?

We have acknowledged that there are issues relating to the long-term health

of offspring which go beyond those addressed in the current clinical trial. Whilst
the outcomes from the trial look promising for the relative safety of flow
cytometry judged by the incidence of birth abnormalities4> compared to the
general population, the study is limited to the assessment of the health of
children soon after birth. Additional long-term prospective research would be
required to answer questions about child development, welfare, and the general
and reproductive health of offspring. This is likely to take a considerable time
to accomplish. We therefore advise that if treatment using sperm subjected to
flow cytometry is to be used in humans, detailed information should be
collected to enable follow-up studies to be conducted including, with patients’
consent, long-term case studies, and to provide independent statistical
information relating to the efficacy of the technique and any risk to health
associated with it.

It is implicit in our conclusions relating to the continued use of PGD that

we consider sex selection to be justified in circumstances in which the likely
adverse consequences of using the technique are agreed to be less serious than
the consequences of not using it, i.e. the risk of the occurrence of the condition
that it is used to avoid. We repeat that it is consistent with our approach to
PGD licensing that if a less intrusive alternative treatment of equal or greater
efficacy and equal or lower risk to the health of patients and offspring were
available it should be made available to patients with genuine medical
indications. However, whilst potentially less intrusive, and with potentially
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lower risk to the health of patients, flow cytometry has not as yet demonstrated
a level of efficacy equal to that of PGD; and, like PGD, we cannot absolutely

rule out the small chance of some long-term adverse effects for offspring.

We therefore need to consider whether there are circumstances in which the
comparative benefits of flow cytometry in one respect (potentially less
intrusiveness and greater safety for the patient undergoing treatment)
compensate sufficiently for the comparative disbenefits in the other (efficacy

in achieving the desired outcome).

The pros and cons of flow cytometry are difficult to quantify objectively.
Benefits and harms will be different in different situations and to different
people, and should therefore be assessed in each particular context. This is well
recognised in the PGD guidance issued by the HFEA in 200343 which covers the
many circumstantial factors to be taken into account in reaching a treatment
decision. These include: the view the people seeking treatment have of the
condition, their previous reproductive experience, their family circumstances,
the availability of effective therapy, now and in the future, and the extent of
social support available. We believe this approach, which respects the
reproductive autonomy of those seeking treatment, to be correct.

There may be a small group of patients at risk of passing on a serious genetic
disorder for whom PGD is not appropriate (for example, because it would be
clinically inappropriate for them to undergo IVF or because they have principled
objections to the creation of surplus embryos). For some of these the decreased
- but not eliminated - risk of having an affected pregnancy using flow
cytometry might be preferable to the risk of any adverse effects and to the
risks or perceived unacceptability associated with any of the available
alternatives (including PGD, natural conception, possibly followed by pre-natal
diagnosis/abortion, DI, adoption or not having a child at all). This seems to us
to be a reasonable extension of reproductive choice that could provide genuine
health-related benefits to certain categories of patient, as long as certain
criteria are met. We therefore advise that, subject to a licence being granted,
licensed centres should be permitted to offer treatment using sperm subjected
to flow cytometry to patients who are at a significant risk of passing on a
serious sex-linked genetic condition to their offspring following the provision
of proper information and subject to the additional requirements applicable
to a PGD service.

When what is at stake is avoiding having a child with a serious disability,
however, a misdiagnosis rate of up to 10% is unlikely to be acceptable to many
people.44 Some might therefore wish to combine sperm sorting with PGD to
give reassurance that the intended sex had been obtained whilst maximising
the chance of finding a suitable embryo, and therefore having a healthy child as
a result, and minimise the number of unsuitable embryos (embryos that will be
discarded because they are of the ‘wrong’ sex) that are created.

43 See HFEA Chair’s letter CH (03) 04 and HFEA Code of Practice (6th ed., forthcoming 2003).

44 The current success rate in achieving a pregnancy of the intended sex following intra-uterine insemination cycles that resulted in a pregnancy
is reported to be ~90% for girls and about 20% lower for boys. All other things being equal, for those at risk of passing on a recessively inherited
X-linked condition, this would mean a 1in 20 chance of having an affected pregnancy due to misdiagnosis.
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125. This combined procedure would be particularly advantageous for those women
who produce few good quality eggs and who wish to reduce to an absolute
minimum the chance of having an affected pregnancy.4> Although it would
combine the putative risks associated with both techniques, for serious
indications the combination of flow cytometry with PGD nevertheless seems to
us to be a reasonable approach. We therefore advise that, subject to a licence
being granted, licensed centres should be permitted to offer treatment using
sperm subjected to flow cytometry in combination with PGD to patients who
are at a significant risk of passing on a serious sex-linked genetic condition to
their offspring.

Gradient methods 126. When we turn to gradient methods different considerations arise. We are
confronted with a dilemma. Setting aside the question of health risk,4¢ if
gradient methods are thought to be ineffective their use for medical reasons
would be hard to justify in most circumstances. (Furthermore, it would not
make sense to combine them with IVF if their alleged success does not relate
to their success in separating sperm but rather to other factors affecting
conception or implantation.) On the other hand, if these techniques are
effective, many would oppose their use for non-medical reasons, precisely
because this effectiveness would allow parents to influence the identity of
their children in unacceptable ways (see paragraph 132 onwards, below).

127. Clearly the collection of evidence which would allow the question of efficacy
to be answered is very important if gradient techniques are to be used in any
circumstances. Accordingly, as with flow cytometry, we advise that if treatment
using sperm subjected to sperm sorting by gradient methods is to be provided,
detailed information should be collected to permit follow-up studies including,
with patients’ consent, long-term case studies, and to provide independent
statistical information relating to the efficacy of the technique and any risk to
health associated with it.

128. At present, however, we are persuaded on the basis of the limited evidence
at our disposal that it would be unreasonable to allow gradient methods, if
regulated, to be used for medical reasons where efficacy is of great importance.
Consequently we advise that treatment using sperm subjected to gradient
methods of sperm sorting should not be provided for the avoidance of serious,
sex-linked genetic conditions.

Restriction of use of 129. We have said that, consistently with the confirmed approach to licensing PGD,

sperm sorting the significant risk of passing on a serious sex-linked genetic condition is a
good and, other things being equal, sufficient reason for prospective parents
to be offered the option of sex selection. We have said that in the light of the
information currently available we believe that the likely balance of risk and
benefit could support the use of flow cytometry, either alone or in combination
with PGD, for medical indications providing certain conditions obtain. We have
also said that from what we currently know about the efficacy of gradient

45 On the other hand, such a procedure would be unlikely to contribute usefully to the body of evidence regarding the safety of flow cytometry
since it would not allow the effects of sperm sorting to be separated from those of PGD.

46 Although see paragraphs 111 and 112, above.
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methods, we do not believe that it would be reasonable to offer these to
patients for the avoidance of serious genetic conditions.

However there is likely to be a small but persistent demand for sex selection
from prospective parents whose reasons for wanting it fall outside the criteria
for medical indications, for whom the perceived risks associated with the
treatment are less important than the chance of obtaining a child of a particular
sex. We have found some evidence of this demand through our research and
consultation exercises. We must now consider whether licensed service
providers should be permitted to offer any of the techniques we have discussed
to people who fall into this category.

If the argument for regulation rests partly, although not exclusively, on the
need to protect the interests of the children who may be born, parental choice
alone cannot be allowed to determine whether sex selection may be used.
Whilst prospective parents’ desire for treatment, and their informed consent to
that treatment, are necessary conditions for treatment to take place, these
cannot alone be sufficient.

The main argument against prohibiting sex selection for non-medical reasons
is that it concerns that most intimate aspect of family life, the decision to have
children. This is an area of private life in which people are generally best left to
make their own choices and in which the state should intervene only to prevent
the occurrence of serious harms, and only where this intervention is non-
intrusive and likely to be effective.

In addition to the question of risk to health, other moral and social
considerations come into play. Many of these were set out at length in the
consultation document Sex selection: choice and responsibility in human
reproduction. Others were put forward by respondents to that consultation.
These arguments were discussed in Part 4 but we believe it is important to note
here the role that they played in informing our conclusions.

Many respondents to the consultation deployed a range of arguments designed
to demonstrate that the practice of sex selection is demonstrably wrong. For
example, they argued that the intention to select a child on the basis of its sex
alone is contrary to divine will. Without in any way questioning the sincerity of
moral convictions which arise from religious faith, we take the view that public
policy in this area should be founded on wider considerations than those
deriving from a particular set of religious beliefs.

Other respondents took a slightly different approach claiming that to choose

a child on the basis of sex alone, regardless of the sex chosen, is itself a
discriminatory act that should be discouraged. Furthermore, in cases in which
sex selection is carried out for the purpose of avoiding the birth of children with
serious disabilities it was suggested that to do so is to choose against disability
per se and to engage in ‘eugenics’.
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136. This is clearly a very difficult area. However, consistently with our established
policy on the use of PGD, we regard the informed choices of individual parents
to make use of assisted reproductive technologies in order to avoid having a
disabled child as morally defensible. The choice of parents not to have a
disabled child does not, in our view, entail the eugenic proposition that it is
undesirable to have disabled people in society. Nevertheless it cannot be denied
that the choices of individual couples collectively have an impact on society,
both on its consciousness and its composition. In our opinion both of the above
objections to sex selection on grounds of discrimination raise serious issues
which must be taken into account.

137. Although some people’s private motives for wishing to select in favour of a
particular sex may be perceived as morally unacceptable, in our view they need
not always be so. In our view it is neither possible nor desirable to restrict
access to sex selection on such criteria.

138. One argument common to many consultation responses was that the
widespread availability of sex selection would have a destabilising effect on the
balance of sexes, either in the general population or in certain communities. In
our research we found comparatively little relevant evidence about the effect of
sex selection in societies like that of the UK and what evidence there is does not
suggest that such an imbalance would result. Nevertheless this is an important
consideration. We believe that it is sufficient to require that if sex selection is
widely used its effect on population balance should be carefully monitored, and
the possibility reserved to prohibit or control it if a significant imbalance is
observed.

139. In our view the most persuasive arguments for restricting access to sex
selection technologies, beside the potential health risks involved, are related to
the welfare of the children and families concerned. There was considerable
alarm among consultation respondents that children selected for their sex alone
may be in some way psychologically damaged by the knowledge that they had
been selected in this way as embryos. Some consultation respondents expressed
concerns that such children would be treated prejudicially by their parents and
that parents would try to mould them to fulfil their (the parents’) expectations.
Others saw a potential for existing children in the family to be neglected by
their parents at the expense of sex-selected children. Additional worries arose
from the fact that the desired outcome is by no means guaranteed by the sperm
sorting methods under consideration, and were a misdiagnosis to occur, a
resulting child of the ‘unintended’ sex might suffer as a result of their parents’
frustrated expectations.

140. Set against this are arguments for the positive benefit of elective sex selection.
It might, for example, diminish the numbers of ‘unwanted’ children or aborted
fetuses, the effects of parental disappointment or the threat to the welfare of
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children in large families where the parents keep trying to conceive a child of a
particular sex naturally.

141. These concerns raise many questions which cannot be answered independently
of the actual use of sex selection in humans. Inferences drawn by analogy to
other areas of life, such as families with donor conceived or adopted children, or
to other countries with very different cultural values cannot be relied upon to
predict how sex selection would affect the UK as a whole or individual families
and children here. Whilst it is not clear that the practice of sex selection would
always be incompatible with the welfare of the child born as a result there is
clearly ample reason to be cautious.

142. In the case of flow cytometry we have advised that, from the information
available at present, it is not possible to discount a theoretical risk to health
with the use of the technique. In view of this, the balance seems to us to be in
favour of restricting the use of the technique, at least until more detailed
follow-up information is available. Accordingly, we advise that treatment using
sperm subjected to flow cytometry should be restricted to the circumstances
in which there is a clear medical benefit and subject to the conditions that we
have described above,47 consistent with the current guidance on indications
for the use of PGD.

143. If, at some later date, follow-up information concerning sex selection by flow
cytometry shows that the technique poses no significant risk to health, the
issue of its use for non-medical reasons may again be raised. We return to this
question below (see paragraph 147), but first we discuss the use of gradient
methods of sex selection for non-medical reasons.

144. Since there is no reason to suspect that gradient methods pose a significant risk
to the health of offspring the situation with respect to them will be different.
Our advice must turn on the consideration of welfare issues, prominent among
which are the consequences of misdiagnosis.

145. The option exists to allow treatment with sperm sorted by gradient methods
to be used in the context of a prospective clinical study designed to establish
independently its effectiveness. There are certainly sufficient concerns about
the welfare of children and the effect of unrestricted access to sex selection on
the population balance and on society in general to persuade us that it should
not be available without control. Regulation of such a trial would allow control
to be exercised over the indications for which these techniques are used and
ensure that any risk to the health of patients from the use of stimulatory drugs
is minimised. It would also ensure that people seeking treatment are provided
with appropriate information, including verified misdiagnosis rates, to allow
them to make informed choices before putting themselves in the hands of
doctors or parting with money. This arrangement could involve requirements
that people seeking treatment are properly counselled about the implications of
the steps they are taking and that the welfare of the child is properly taken into

47 See paragraphs 120, 123 and 124, above.
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account by clinicians before treatment is provided. More generally such a trial
would permit an assessment to be made of the extent and profile of demand
for this service, and controlled follow up of families involved, including the
effects of selection on the subsequent treatment and long-term psychological
development of the children. This latter information could clearly not be
obtained from cases in which sex selection is used for medical reasons since
this situation is significantly different. Treatment for non-medical reasons is
the only way of obtaining it. A trial would also allow the implications of
misdiagnosis to be studied, should this occur.

We have given lengthy consideration to this option. We are aware that if our
advice up to this point were to be followed, clinics in the UK already offering
treatment with sperm sorted by gradient methods would be required to
apply for licences to continue operating in the way that they have done up to
now. If successful they would thereafter be subject to the strict and detailed
requirements that regulation would impose and be required to submit to
regular audit and inspection. We have eventually decided, however, not to
support this option and to recommend instead that sex selection by this
method should no longer be permitted.

In reaching a decision we have been particularly influenced by the
considerations set out above relating to the possible effects of sex selection for
non-medical reasons on the welfare of children born as a result, and by the
quantitative strength of views from the representative sample polled by MORI
and the force of opinions expressed by respondents to our consultation. These
show that there is very widespread hostility to the use of sex selection for non-
medical reasons. By itself this finding is not decisive; the fact that a proposed
policy is widely held to be unacceptable does not show that it is wrong. But
there would need to be substantial demonstrable benefits of such a policy if the
state were to challenge the public consensus on this issue. In our view the likely
benefits of permitting sex selection for non-medical reasons in the UK are at
best debatable and certainly not great enough to sustain a policy to which the
great majority of the public are strongly opposed. Accordingly we advise that
treatment services provided for the purpose of selecting the sex of children, by
whatever means this is to be achieved, should be restricted under licence to
cases in which there is a clear and overriding medical justification.
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Summary of conclusions 148. In summary, taking into consideration the evidence accumulated throughout
the course of the sex selection review, including the results of the market
research and public consultation, we have reached the following conclusions

Because of the unknown risks to patients and offspring that could be
associated with the use in treatment of gametes that have been subjected to
sperm sorting in the laboratory, and the treatment context in which the
gametes may be used, such uses should be subject to regulation (paragraph
14)

As with all assisted reproductive treatment services, before they consent to
treatment those seeking treatment involving sex selection should be given
proper information and the opportunity to receive counselling about the
implications of the procedure, and no treatment should be provided unless a
thorough assessment of the welfare of any child that may be born as a result,
and of any other child that may be affected by the birth has been conducted

(paragraph 115)

Detailed information should be collected relating to all treatments and
outcomes where sperm sorting is used. This will allow independent
assessment of the extent of any risk of adverse consequences for the
immediate or long-term health, development and welfare of the child,
mother and family, and independent assessment of the efficacy of sperm
sorting techniques (paragraphs 120 and 127)

Subject to a licence being granted, centres should be permitted to offer
treatment with sperm that has been subjected to flow cytometry (whether
alone or in combination with PGD) only to patients with clear and overriding
medical indications (paragraphs 123, 124 and 142)

Treatment using sperm that has been subjected to gradient methods should
not be used in treatment either for medical reasons or for non-medical
reasons at present (paragraphs 128 and 147)
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Appendix A: List of
consultation respondents

The following 66 organisations responded to the HFEA consultation:

AceBabes

Assisted Reproduction & Gynaecology Centre (ARGC)
Assisted Reproduction Unit, Aberdeen Maternity Hospital
Blackpool NHS Primary Health Care Trust

Breeding Resistance Against Cancer Etc (BRACE)
British Fertility Society c/o Bioscientifica Ltd

British Infertility Counselling Association (BICA)
British Medical Association (BMA)

Brook Lane Community Church

Cambridge Genetics Knowledge Park

Catholic Bishop’s Conference of England and Wales
Centre for Reproductive Medicine and Fertility, Sheffield
Change

CHILD, The National Infertility Support Network
Christian Action Research & Education (CARE), Public Policy Division
Christian Medical Fellowship

Church of England’s Board of Social Responsibility
Comment on Reproductive Ethics (CORE)

Coulby Newham School, Debating Club

Croydon Primary Care Trust

Fegan’s Child & Family Care

Fertility Care Scotland

Financial Management Development

Forth Park Hospital

Gateshead Primary Care Trust

Genetic Interest Group

Genewatch UK

Guild of Catholic Doctors

Human Life Council

IMAGE

International Christian Medical and Dental Association
Knights of Saint Columba Accrington Council 188
LIFE

Life, Art and Politics Group

London Fertility Centre

Medical Ethics Alliance

Methodist Church, North Hertfordshire Circuit
National Council of Women of Great Britain

North Bristol NHS Trust Fertility Unit

North Manchester Primary Care Trust

North Tees Primary Care Trust

Open Air Campaigners (OAC Ministries, Kent)

Oxford Centre for Molecular Sciences (OCMS)




Project Group on Assisted Reproduction (PROGAR)
ProLife Alliance

Reproductive Health Matters

Reproductive Medicine Unit

Royal College of Obstetricians and Gynaecologists
Royal Gwent Trust

Scottish Council on Human Bioethics

Scottish Humanists

Sheffield Fertility Clinic

Society for the Protection of Unborn Children (SPUC)
Star of the Sea Catholic Church

The All Party Parliamentary Pro-life Group

The Bridge Centre

The Fellowship of Independent Evangelical Churches
The Missionary Training Service

The Parish of Hanford

The Thalidomide Society

Transalpine Congregation of the Most Holy Redeemer
UKC Prolife Society

Union of Liberal & Progressive Synagogues

United Free Church of Scotland

University Hospital Hartlepool

Weymouth College: Science, Mathematics & Humanities Department

We also received 574 individual responses of which 17 requested to remain
confidential.

The HFEA is happy to make the responses from those who have not requested

that their responses remain confidential available for viewing to assist researchers.
Personal and contact details of individual respondents will not be disclosed for
this purpose.

The responses may be viewed by appointment with the HFEA. In line with Cabinet
Office Guidance in the Code of Practice on Written Consultation a charge may apply to
cover any costs incurred.
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Appendices B to H

The remaining appendices, B to H, have been omitted from the printed report for
reasons of brevity and economy although they are included with the electronic
version on the HFEA website (available at www.hfea.gov.uk). Paper copies of these
appendices, and additional copies of the report, are available free of charge from
the HFEA.

Appendix B: Outcome of 1993 consultation: open letter to the Under Secretary of
State for Public Health

Appendix C: Scientific and Technical Literature Review
Appendix D: Social and Ethical Literature Review

Appendix E: Qualitative Research Findings - report of research conducted by
Counterpoint UK Ltd)

Appendix F: Quantitative Research Findings - report of research conducted by Market
and Opinion Research International (MORI)

Appendix G: Consultation Co-ordinator’s Report

Appendix H: Consultation Complaints Officer’s Report
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