The ethics of preconception gender selection

During the course of my career as a department chair, I have received assorted letters of complaint about physicians, nurses, residents, ward clerks, housekeepers, and even the hospital’s elevators. One of the most interesting was in response to an advertisement one of our affiliated voluntary faculty members had placed in a South Asian magazine seeking patients interested in sperm separation to selectively enhance conceptions of male fetuses. The letter writer, an attorney, inveighed against what she viewed as a clearly misogynistic and unethical practice and questioned why any medical school would allow such an individual to remain on its faculty.  My initial impulse was to beg off the complaint by pointing out that since this physician performed the procedure in a private office and practiced at an affiliate hospital, it was not under my jurisdiction.  But the more I contemplated the writer’s comments, the more complex I found the issue. The following is the essence of my long-winded response:

While I sympathize and, frankly, concur with many of your opinions, I would be remiss if I failed to address the ethics of preconception gender selection.  In a medical setting, there are three principles most often invoked in assessing the “ethics” of a given practice:

1) Autonomy:  This principle holds that a person is free to establish personal norms of conduct and to voluntarily choose a course of action based on a set of consistent values. It imposes on physicians an obligation to respect a patient’s choice of treatment or, in the case of obstetrics and gynecology, her reproductive options. Thus, a paternalistic physician arbitrarily ligating a patient’s fallopian tubes or even deciding on one of a number of reasonable courses of non-emergent treatment without a full discussion of risks and benefits is unethical. 

2) Beneficence: This is an obligation that we all share to promote the well-being of others. Its reciprocal principle, nonmaleficence, holds that we do no harm, a concept central to the Hippocratic tradition, primum non nocere.  These two concepts are fundamental to medical practice. While strictly speaking, beneficence requires a physician to promote the well-being of the patient, I would posit that we also have an obligation to promote the well-being of society as a whole. Therefore, practices that may help or at least not harm an individual patient but that harm society also violate our obligation to beneficence and nonmaleficence.  

3) Justice:  In the medical context, justice mandates that we treat all patients equally; that no person receive unequal treatment unless such “lesser” therapy is peculiarly suited to the individual. The principle of justice is often cited when assessing the validity of a patient’s demand for governmental allocation of an expensive medical resource (such as bone marrow transplants for breast cancer) from a limited budget (such as a state’s limited Medicaid budget). 

How then should we view the ethics of a gender selection practice using sperm separation techniques and the advertising of such services to a specific ethnic group?  In balancing autonomy and beneficence, a physician attempts to define the patient’s (and I would contend society’s) best interests as objectively as possible. So, for example, in the case of a couple facing a horrific and lethal genetic disorder that can only be inherited or expressed in a male offspring, virtually everyone, regardless of their views on reproductive choice or the right to life, would contend that preconception gender selection is appropriate. In this context, gender selection is justifiable since:

· the couple clearly desire the approach (autonomy);

· it will avoid great suffering among the parents and their child (nonmaleficence); 

· it will bring them great joy (beneficence); 

· the techniques are already available to those not at risk for gender-linked genetic disorders (justice); and   

· its application in a population would be very, very limited, and thus it would not affect society’s gender ratio (societal nonmaleficence).

Next, take the case of a couple with five daughters who desire a son.  In this setting, many but not all, would contend that the physician has an obligation to provide this service, given the couple’s right to autonomy, the fact that it would bring them happiness, and its availability to couples without a disproportionate number of children of one gender. Finally, since such a use would be rare and, if suitable techniques were available, be applied to correct extreme deviations in the number of offspring of either gender, it should have no adverse impact on society’s gender ratio.

Now to address the issue at hand: Should a physician knowingly contribute to the perpetuation of a cultural predilection towards the preferential birth of children of a single gender?  From the perspective of autonomy, one could reason that every mother/couple have the right to select the gender of their fetuses, particularly as such a selection involved unfertilized gametes. Certainly, almost all would agree that such preconception selection is preferable to the selective abortion of fetuses because they were of the “wrong” gender. Moreover, autonomy is considered by a number of respected medical ethicists as absolute as long as it does not infringe on the personal freedom of others.  

On the other hand, from society’s perspective, I would contend that preconception gender selection in the absence of special circumstances is unethical, and particularly so when such services are directed at select racial or ethnic groups.  My argument is that, if widely utilized, such practices would result in overt skewing of the ratio of males to females in a given society, causing long-term social stress due to competition for the reduced number of females, and posing adverse evolutionary effects.  However, one could easily accuse me of cultural imperialism, of imposing my Western Judeo-Christian cultural norms on other societies. Indeed, since it is potential mothers who may seek the service to avoid terminating female fetuses, one could even accuse me of misogynistic views.

In short, I personally share your discomfort with the widespread practice of sex selection (whether pre- or postconception) in the absence of special and unique circumstances.  I also would not condone the practice of advertising preconception sex selection to specific ethnic groups.  However, for all the reasons stated above, it is not clear that such a practice is “openly misogynistic” or “patently” unethical. 
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