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Preface to New Edition

When a book is reissued in a new edition, this often means that a new
preface is tacked onto the front of an unchanged text. We have chosen a
very different route—a complete update with important revisions to the
1987 edition. Every chapter has been changed, some quite significantly,
and many more recent references have been added.

We decided to revise the book because so many changes have oc-
curred since it was first published. Certainly many of the technologies
for conception have changed. Some, particularly in vitro fertilization and
GIFT, have achieved better success rates over these intervening years,
although the rates are still low. Some procedures, such as ovum donation,
gestational surrogacy, and microinsemination, which were fairly rare in
1987, have become much more widespread. And the ovum transfer pro-
gram, about which we wrote with great skepticism, no longer exists, but
its story is very instructive.

New techniques are being developed constantly, so that no book
can ever be totally up-to-date. We have included, however, the major
trends and changes that are defining infertility practices for the foresee-
able future.

The other major change of the last seven years is the greatly increased
levet of critical discourse about these new technologies. At the same time
that alternative methods for conception have become increasingly avail-
able and accepted, concerns about their dangers to individual patients
and their implications for women as a whole have been raised with great
cogency. In the first edition, we discussed the early criticisms of worried
feminists and ethicists; we have incorporated those worries with greater
urgency in this new edition, as some of the dire predictions have been
borne cut by many troubling experiences.

We hope that this book will illuminate the dilemmas that new tech-
nologies create for individuals and for society, Each new technique offers
hope and trauma, terrible costs, and some wonderful benefits. We hope

X1
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that both the individuals who are seeking to make the best decisions
for themselves and the public that is attempting to sort out the meaning
and future of the momentous changes we describe will find insight in
these pages.

Judith N. Lasker
Susan Borg
September 1994
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Introduction

Many people have asked us how we came to write this book together.
They wonder why two women, one a scciologist living in Pennsylvania
and the other an architect and city planner living in New Jersey, drove
hundreds of miles each week to write about infertility.

We met over forty years ago, in Mrs. Cosgrove’s kindergarten class.
We grew up together, around the corner from each other, sharing the play
and dreams of childhood. In all of those years spent in each other’s homes
and on the phone together, we rarely talked about having children. We
just assumed that one day, when the time was right, we would become
mothers.

Years later we both discovered, tragically, how false that assumption
had been. Within a horrible period of six months, we each watched our
firstborn baby die. From cur experiences we learned that pregnancy does
not always occur easily and that healthy babies should not be taken for
granted. We relied on each other for comfort and for support in cur grief.
Out of that sharing came When Pregnancy Fails: Families Coping with
Miscarriage, Ectopic Pregnancy, Stillbirth, and Infant Death, a book we
wrote about the experience of loss in pregnancy.!

We have spcken about miscarriage and infant loss to many groups
since the book was first published. Because of our writing and speaking,
we have met thousands of men and women who also grieve for the babies
they have lost. Each one of them reminds us that creating a healthy baby
is an intricate, miraculous process that goes wrong much too often.

Many of the people we have met are struggling with infertility as
well. Their stories of grief for the children they cannot have touched us
deeply. We felt their pain and frustration even more strongly because of
personal encounters with infertility. We realized that there is almost no
understanding from others for this kind of loss. From our awareness of
the enormous impact of infertility and the many changes occurring in its
treatment came the desire to write In Search of Parentbood.

[vww .ebook3000.con}
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Most people like us who have struggled to become parents started
out thinking they had some control over their lives. We all grew up with
the revolutionary idea of reproductive choice. With more effective birth
control and abortion legalized (if not always available) we could plan
when (or if) we wanted to have children. We have arrived painfully at the
realization that we really have very little control. The idea of “reproduc-
tive freedom” is a cruel reminder of what we thought we were entitled
to and discovered we have lost.

Becoming a parent seems as though it should be easier than ever be-
fore. There is much greater knowledge about reproduction and many new
treatments for infertility. Yet the most advanced medical technologies
and the best efforts of both prospective parents and health professionals
cannot guarantee success. Millions of Americans are now caught up in a
desperate search to have a baby.

Why do so many people have trouble conceiving? Infections, sexu-
ally rransmitted diseases, environmental toxins, and occupational hazards
are all important factors affecting the fertility of both men and women. As
couples wait longer to begin having children, there is more time to be ex-
posed to these hazards. In addition, medical care itself has caused some in-
fertility. Some birth control measures, especially the Dalkon Shield LU.D.,
have fostered infections that destroyed women’s reproductive organs.
DES, a hormone given to pregnant women several decades ago, caused
infertility in many of their children years later. Even cesarean sections
increase the chance of problems because of infections and scarring that
may result from surgery.?

According to the National Center for Health Statistics’s (NCHS) 1988
National Survey of Family Growth, 4.9 million women, or one in every
twelve women of childbearing age in the United States, has difficulty con-
ceiving or carrying a child. Of course not all of those who report difficulty
are actually trying to or want to have another child. On the other hand,
results from the 1982 National Survey of Family Growth revealed that
about one-fourth of the 9.5 million women whe are in couples in which
one partner was sterilized for contraceptive reasons still would like to
have a child. These women are often also candidates for the methods
described here?

The percentage of nonsterilized women who are infertile (8% ) has
remained constant over the course of two decades. Yet there is a widely
hetd perception that infertility is dramatically increasing. This is due to
the fact that the same percentage results in growing numbers of women
as those in the large demographic bulge created by the baby boom gen-
eration get older, and particularly as women in their thirties begin trying
to conceive for the first time. At the same time, adoption has become
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increasingly difficult or unavailable. Partially as 2 result of these changes,
the demand for infertility services has grown enormously.

Although infertility is almost twice as likely to affect black women as
white women, particularly among those who have been pregnant before,
the demand for services is especially strong among middle- and upper-
middle-class educated and mostly white people in their thirties who have
never had children. They are people with resources but, because of their
age, not much time to wait. Medical, legal, and scientific professicnals as
well as corporate interests have rushed in to respond to this situation. The
result has been that the number of infertility-related programs has mul-
tiplied in the past few years. Not surprisingly, therefore, the number of
women who reported in the NCHS national survey that they had sought
infertility services in the previous year increased 264 percent between
1982 and 1988.°

These programs promise alternatives that may help fulfill the dreams
of people who want so much to be parents. But they also carry with them
very high emotional and financial costs. In this book, we examine the new
technologies—the hope they offer as well as the difficult dilemmas and
personal challenges they present.

The methods we look at are artificial insemination with sperm from
the husband {AIH) or from a donor (AID), in vitro (better known as
test-tube) fertilization (IVF) and its variations such as GIFT (gamete in-
trafallopian transfer) and ovum donation, and surrogate motherhood. In
addition we will examine the case of ovum transfer (OT) from a donor
woman, a method that failed and which illustrates some of the potential
problems with what many physicians call “Assisted Reproductive Tech-
nology” (ART). Although there are many possible treatments for infer-
tility, and new procedures have been developed that may increase the
chance of “natural” conception, these are the most publicized and the
most controversial. Variations on each method are being developed all
the time. While the alternatives are very different from each other, the
attention they have received, in contrast to other infertility treatments, is
largely due to their being methods of conceiving a child without sexual
intercourse.

Much of the research on which the methods are based was origi-
nally intended to help cattle breeders and has been going on for decades.
Only in the past decade have these methods begun to be widely available
for solving problems of human infertility. The success rates continue to
be low, and many couples who are concerned about infertility eventu-
ally conceive without any intervention. Yet more and more people are
convinced—by advertising and media reports that often greatly exagger-
ate the chances of success, by the urgings of their doctors, as well as
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by the positive experiences of some others—that artificial insemination,
IVE, surrogacy, or some combination of these, are their only avenue to
parenthood. As treatments are perfected, as the concern about infertility
continues to rise, and as more private companies and medical institutions
seek to participate in the challenge and the profits to be made from infer-
tility programs, the numbers of people trying these methods will continue
to rise rapidly worldwide.

Infertile people now make up the greatest portion of those who are
interested in the alternatives. Other situations might also lead people to
consider them. One member of a couple might carry a genetic trait that
he or she does not warit to risk passing on to a child. There are women for
whom pregnancy may be dangerous. Single heterosexual or gay women
who want to become parents without sexual involvement are increasingly
using AID. Although in this book we refer primarily to infertile couples,
we intend for our comments to apply to anyone who has difficulty in con-
ceiving or carrying a healthy baby and who might consider one of these
methods.

Over the past few years there has been increasing concern about the
use and potential of these technologies. For example, critics are very con-
cerned that poor women are being exploited for their breeding capability
by wealthy women and their husbands, and that surrogate mothers will
be hired for convenience by women who simply do not wish to be preg-
nant. The typical practice of AID encourages parents to attempt to create
superior children with selected genetic traits. Embryos created through
IVF are already being genetically screened and cloned in experiments.
While these methods could help reduce genetic disease, they may also
lead to a narrowing of acceptable human varfation and help to achieve
the widespread preference for sons, which currently results in selective
abortion of female fetuses.

The new methods give even greater power to scientists and physi-
cians, who not only assist couples to conceive on their own but also
actually “perform” the conception themselves in their offices or laborato-
ries, They are storing the beginnings of life in “banks” and, in many cases,
turning their practices into commercial ventures. The production of chil-
dren is now a $2 billion business. Al of this raises serious questions about
how we think of children and of the women whe give birth to them. As
scientists gain more control over reproduction, many thoughtful pcople
worry that babies have already been turned into products of a commer-
cial process in which the parts are being bought and sold and screened
and perfected, with the mother reduced to being the packaging.

These are very real worries, and the direction of research raises
troubling questions. Most infertile people, however, do not worry about
these issues. They would like nothing better than to conceive the “old-
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fashioned” way. For them, the alternatives are not a convenience or an
adventure or 4 social problem. They are only a last resort in a personal
quest. The conflict between personal choices and social consequences
is one of the most important themes in any understanding of the rapid
changes in infertility treatment.

A great deal has already been written about these alternatives. Im-
portant books and articles examine carcfully the legal, ethical, or political
problems raised by the new technologies. Some authors extol the won-
ders of the new discoveries and explain the technical aspects in detail.
Others condemn them as ethically questionable, religiously unacceptable,
or socially dangerous.

Our purpose is a different one. We examine the impact of these meth-
ods on the many people whose lves they touch—the hopeful parents and
their familics, the donors and surrogate mothers, the professionals, and
of course the children. We look at the personal side, the emotional im-
pact of the technology, and the social context within which families are
deciding which alternatives to pursue. The technical details are changing
extraordinarily fast, as almost every week brings publicity about new de-
velopments. But the feelings and concerns of the people involved, which
are the focus of this book, remain basically the same.

These methods are bringing enornmous benefits to many people, but
they also present many emotional risks and potential physical dangers.
No one knows for sure what long-term effects these new medical proce-
dures may have on the mothers and fathers or on the children. The debate
over their safety has intensified as new research both exposes hazards and
brings about technical improvements.

People already feeling vulnerable because they have not been able
to have children now face unprecedented dilemmas and decisions. How
much are they willing to go through to try to have a child? Can they find
the right resources? Can they afford it? Should they tell anyone? Can they
take the added stress and physical risk? How do they feel about being part
of an experiment, doing something others may condemn? How should
they relate to the person who provided the semen or the egg or who
carried the baby for them?

As we consider these questions, we address the differences in the
ways men and women tend to respond to them. These differences often
create difficult times for couples already under great stress. They may dis-
agree on how important it is to have a biological child rather than adopt,
or how much to share the news of what they are doing with friends, or on
what they will later tell the child. The responses to these issues are often
very different depending on whether it is the man or the woman who has
been identified as infertile.

In examining these methods, we must ask how the increasing medicat
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control over life, the transformation of babies inte commodities created
from parts purchased by those with money to do so, the view of surrogate
mothers as incubators with a contract and no ties to the baby they carry—
how does all this affect the people who are now turning to professionals,
looking for emotional support as well as medical expertise? And what
about the much greater number who cannot afford even to consider the
possibilities? How will this medical control affect all of us in the future?

The public knows little about the people who are sperm or ovum
donors or “surrogate mothers,” people who are increasingly involved in
these efforts to conceive. We will compare the motivations and experi-
ences of the anonymous sperm donors to those of the women who con-
tract to conceive and carry a baby for someone else. Is it really so easy
for any of them?

The new technologies have challenged us to reconsider what we
mean by a parent or by a family. For instance, donor insemination is giving
single people, both homosexuals and heterosexuals, greater options for
parenthood. Some parents are including surrogate mothers as part of their
families, and increasingly relatives are the source for donated ova. The
possibilities for control over conception raise numerous questions, con-
cerns, and possibilities with regard to social relationships.®

In the heated debates that have emerged around these new alter-
natives, we find it impossible to join those who take 2 position that is
unequivocally for or against. The more we have studied the experiences
of people trying these methods, the more we feel torn between the two
sides of this debate.

Both of us have known the anguish of not having the baby we wanted
so much. Now that we are mothers with living children, who are so cen-
tral to our lives, we cannot imagine anyone taking away our chance of
having them. We have also seen the incredible joy of people who have
finally had babies after all else failed. Because of these experiences, we
feel reluctant to see options eliminated if they do in fact help people who
want to become parents.

There is another side to this situation, though. We worry more and
more about the abuses that have resulted from the commercialization of
conception. We are disturbed by the exploitation of women hired as sur-
rogates, many of whom grieve deeply for the babies they thought they
could give up. We detest the growth of profiteering at the expense of in-
fertile people. And we share with many critics the concern that increasing
medical control over conception, pregnancy, and childbirth is leading to
more restrictions on the lives of women and on the kinds of children it is
acceptable to have. We have little confidence, after seeing so many abuses
in the past, that scientific discoveries in the field of reproduction will
be used only to help people. We have secn people pressured into trying
an expensive and stressful method simply because it was there, only to
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meet with renewed devastation from one more failure. We have learned
of patients being deceived about the likelihood of success and led on by
physicians with littie experience.

In spite of what we have learned, we find ourselves sometimes rec-
ommending one or another of these alternatives. We understand the des-
perate need of our friends to become parents. Yet we also warn them
that this is not easy, that the issues are complex, that they need to know
exactly what they are getting into.

Our review of the literature in medicine, sociology, psychology, law,
and ethics has given us some information about the issues we consid-
ered to be important in writing this book. But we knew that the best
insights would come from talking with people who had experienced the
various methods. We wondered at first, since these methods were quite
new when we started, if we could find men and women who would share
their storjes with us.

It was easier to find people than we had expected because so many
lives are affected by infertility. Some people were referred to us by physi-
cians and staff members of IVF and surrogacy programs; others were
found through personal contacts. The largest single group was made up of
people who responded to our requests for assistance in both national and
local newsletters of RESOLVE, a support organization for infertile people.
Most of the infertile people in our study had already tried one or more
of the alternatives; some had considered them and decided not to go on.
Some had had successful pregnancies, others were still trying to conceive.
Many had adopted children.

We interviewed people from all over the country, in person and
by phone, and all of these interviews were taped (with permission ) and
transcribed. In addition, 94 people {65 women and 29 men) compieted
questionnaires sent out to those who responded to our request in RE-
SOLVE newsletters. We also visited a variety of infertility clinics and surro-
gacy programs of different types and sizes throughout the country, inter-
viewing physicians, nurses, lawyers, and therapists. We also interviewed
donors—surrogate mothers and sperm and embryo donors. All together,
over 200 people directly contributed their experiences to this book.

The interview transcripts and the questionnaires are the sources for
the quotes used in this book. The stories of specific couples whom we
describe sometimes combine quotes from several interviews; they are in-
tended to portray the issues that people involved experience while being
faithful to the words of those who spoke with us.

This book is based, then, on the widely varying ¢xperiences and per-
ceptions of a relatively large number of people, but they were not selected
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in a highly systematic way, and many of them volunteered to participate
in response to an ad. Thas they do not represent all people who are in-
fertile or who try alternative methods of conception. This study should
be considered exploratory, one that has attempted to uticover the mary
important personal issues raised by the new alternatives.

We also wanted to find out more about the attitudes of people who
are not directly affected by infertility. We surveyed 165 students at two
colleges in Pennsylvania to obtain their views on the new alternatives. In
addition, we investigated existing polls and national surveys to learn the
opinions of the general public and the ways they have changed over time.

It is our hope that by reading this book, people who are considering
these methods will have a clearer picture of what they are likely to face.
Those who have already begun, or finished, trying an alternative should
recognize that their experiences and emotions are shared by many others.
Also, we want professionals to understand better their clients’ experi-
ences 50 that services might better meet their needs. And we hope the
general public will gain a more complete idea of what these significant
changes mean.

Since our personal tragedies, we have between us given birth to three
healthy babies and adopted an infant. We have been through the travails
of fertility treatment, the anxieties of prenatal testing, and the struggle
for successful birth uncomplicated by excessive intervention. We feel
like survivors, attuned to the fragility of birth and life by our personal
experiences.

We look at our kindergarten class picture now and see two curly
haired smiling girls for whom the world was so simple. We would never
have believed then, nor even understood, the joys and tragedies of child-
birth that would join our lives and our work so many years later.
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CHAPTER 1

The Drive to
Have Children

We'll sell the car, the bouse even, if it comes to it .. . There
was nothing [ wouldn’t give wep if it meant we could bave
a child

—JOHN BROWN
Cur Miracle Called Louise'

Over and over we have heard such words of desperation, of willing-
ness to endure any pain or expense, cven o risk one’s life, ali in order to
have a child. The search for parenthood by infertile people has been com-
pared to terminal cancer victims' quest for a cure. But infertility, though
painful, is not life-threatening. Why are some people so driven in their
efforts?

Personal and Social Pressures

Gail is a thirty-four-year-old woman 'we interviewed who has been
through eight cycles of AIH {artificial insemination with her husband's
sperm )} and four attempts at IVF (test-tube fertilization) in the past five
years, all without success. Gail is a calm, good-natured person, but she
describes herself as “driven” to keep trying to get pregnant:

It's worth it all to know you've done everything that you
can do. I don’t want to always be wondering if we should have
pushed a little harder or tried something else. At least I know
tny inability to conceive is not from lack of trying.

What is it about conceiving and bearing children that is so crucial to
infertile people like Gail, that makes them willing to try almost anything?

11
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Some scientists, agreeing with Harvard sociobiologist Edward O. Wilson’s
theories, claim that people’s desire to reproduce is innate, perhaps even
programmed into their genes. Although there may be a biological com-
ponent to wanting to bear children, no one has vet been able to prove
or measure it. On the contrary, a great deal of evidence shows that social
and psychological pressures to have children are at least as powerful, if
not more so, than the biological pressures.?

Gail’s desire for children is like that of many other people. She talks
about the feeling of emptiness, the sense that her family is not yet com-
plete. She and her husband Bill have been married for nine years, and they
arc eager to share their love with children. They yearn for the pleasure of
cuddling babies and playing with them as they grow. They want to pass
on their values, to see themselves as living on in the fature through the
lives of their children.

Gail and Bill fear that they are losing not only the fantasy of their ideal
family but a part of themselves. Will they ever see themselves in the face
of a young child? Wili there be someone for them to teach, to play with,
somecone who will miss them when they’re gone? Or, will their lives, like
their bodies, be “sterile,” “barren™?

Gail and Bill's own internal drive to be parents is strongly reinforced
by external pressures. They feel that they have made their own choice
to have children, but it is also obvious that this choice would be greatly
approved by others. Gail described the pressures from her family and
friends:

When I was little, my parents talked a lot about what it
would be like when I grew up and became a mother. “Growing
up” and “becoming a mother” seemed like the same thing, After
[ got married, the comments started coming in from my friends
as well as my parents—"“Well, when are you going to have a
family?” they kept asking us. They were all having kids, and we
felt very left out. I'm sure this all had an impact on our wish for
children.

It is’t just my relatives and friends. 1 think it’s in the air,
almost like an epidemic. Everywhere 1 go there are pregnant
women and babies, in the stores, on TV, just walking along the
street. It makes you feel abnormal not to be pushing a stroller
or buying the newest kind of diaper.

The pressures to have children go beyond comments from others
and commercials on television. They are deeply imbedded in the culture,
supported by powerful social norms.

Every culture has its ideal image of what 2 man and a woman should
be like, and for the woman, the cultural ideal is almost always focused on
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motherhood. People who do not have children are generally considered
to be selfish and maladjusted, a harsh judgment from society?

The influence of social pressures becomes most obvious when there
is a shift in fertility trends. In the United States, for example, there have
been a number of dramatic changes over the past few decades in the
number of children per family. [n the aftermath of World War II, women
were encouraged to have large families, and the birth rate rose sharply.
Then, in the late 1960s and early 1970s, fertility dropped steadily. Child-
lessness became more acceptable, and small families were preferred. In
the 1980s, social forces began to move us in the opposite direction once
again. The media increased their focus on childbearing and women's roles
as mothers, the number of births increased every year, and big business
responded eagerly with new products and services. Many yourng women
are now, in the 1990s, fecling particularly pressured to become mothers
early in order to avoid the much-publicized fertility problems that might
arise later.’

These changes are responses to the economic and pelitical climate of
the time, not simply the accumulation of millions of individuat decisions.
We all like to think that such important decisions as whether to have chil-
dren and how many to have are made by ourselves, independently. Yet
our behavior, consciously or unconsciously, is often strongly influenced
by prevailing social trends.

The pressures to have children affect not only married couples. A
growing number of single women, both lesbian and heterosexual, are
turning to technological means of conception because of their desire to
have children?®

The demands of others also affect those who already have one child.
If having no children is selfish, having one and denying him or her the
chance t¢ have siblings is said to be cruel. “Only” children are stereotyped
as spoiled and maladjusted, despite considerable evidence to the con-
trary. A study by sociologist Nancy Russo found that the plan to have one
child is almost as unpopular among Americans as the goal of having none.
This attitude makes the frequent situation of secondary infertility even
more difficult for people who are trying so hard to have another child®

Why should it be necessary to pressure people to have children?
If the notion that children bring the ultimate fulfillment (especiatly for
women) were true, then no one would need encouragement. But having
children can be a very risky business.

National surveys generally agree that couples without children are
happier with their marriages than those who do have children. Women,
paradoxically, suffer the most from having children. Mothers are more
likely to be depressed than non-mothers. And women who, without chil-
dremn, are equal to their husbands in almost every way in their marriage,
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quickly discover that the arrival of a child sharply reduces their power in
marital decision making. Even women who continuc working outside of
the home lose power as they become defined as primary caretaker and
homemaker’

Of course there is another very different reality—that children can
be wonderful, that parenting can be the most satisfving experience in
one’s life. Having children is neither pure heaven nor total hell but some
incredible combination of both. The vast majority of people keep their
eyes fixed on the positive, the beautiful, and take the risk. They count
on the miracle of new life and the love that children bring. They cannot
imagine going through life without them.

It is understandable why many people like Gail whoe cannot have
children are so desperate. They have failed to fulfill their own desires,
their expectations of what their lives should be like. They have also failed
to fulfilf the powerful mandate of society, but not by any choice of their
own. And they feel the stigma that is attached to anyone who deviates
from the most central norms of society® It is no wonder that some people
are willing to undergo enormous stress and risk to become parents.

Why Not Adopt?

If the goal were primarily to be parents, it should not matter so much
where the children come from. Gail told us she is asked by some of her
friends, “Why not just adopt?”

They don’t seem to understand why, for me, adoption is still
a last resort. It just is not the same as having a biological child.

The social norm is not only to be a parent; it is to be a biclogical
parent. We arc urged to create new life, to perpetuate the species.

Most of the people who responded to our questionnaires and inter-
views indicated that they had indeed considered adoption or were already
on a waiting list. The fact remains, however, that almost all of them (in-
cluding some who had already adopted one child) were still pursuing
other alternatives. Why don’t they give up on trying to conceive, espe-
cially after repeated failures? Why do they reject adoption or turn to it
only as a last resort?

Adoption is risky and difficult. Waiting lists for healthy infants are
long. The costs are exorbitant. Adoption agency caseworkers ask a lot
of personal questions, make judgments, and have excessive control over
one’s life. Some people simply are not eligible. These are the reasons
people gave us for not wanting to pursue adoption.

But infertility procedures are often described in exactly the same
terms. Programs are impersonal; waiting for results is unbearable. Failure
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rates are high, and costs are prohibitive for many. Even so, most people
prefer to try infertility treatments, with all their problems, rather than
face the difficulties of adoption. There is one very basic reason for this
choice: Most people want a biological child.

All those people who filled out our questionnaire and said they had
rejected adoption as an alternative cited the desire for a biological child as
the reason. Those who try the reproductive alternatives are going through
all of this trouble and stress not only to be parents but also to create their
“own” children®

Becormning parents is very closely tied, in the minds of many, to the
proper functioning of their bodies. A man sees a biological child as proof
of his virility. For a woman, a biological child means being able to ex-
perience pregnancy, birth, and breast-feeding. For both, the inabitity to
produce a child is a threat to their sexual identity.

For many people, genes are the key issue. As Bill said:

(Gail is really smart and pretty, and 1 feel good about myself.
It would be neat to see our qualities passed on to a child. And we
worry about how healthy or intelligent an adopted child would
be. At least with our own, we think we'd have a pretty good idea
of what we’'d be getting.

Some people worry about the effects of adoption on children, espe-
cially foreign-born or biracial children. Having “one’s own” seems so
much less complicated. It is certainly more acceptable to the world
around us.

A child is the most visible demonstration of a couple’s love for each
other, a miraculous creation out of the union of two intimate people. One
woman expressed her regret at losing this possibility:

The hardest part of all of this has been dealing with the
idea of our lovemaking not producing a little part of ourselves,
melted together. 1 still miss my husband’s smile or his eyes in
our adopted son, although I love him dearly.

Men usually appear to be the driving force behind the preference
for a biological child.** Many women told us that they would be happy
to adopt, but that their husbands wanted a genetic connection. The men
agreed. Why the difference?

Genes are obviously the biggest contribution men make to the cre-
ation of a child. They cannot carry, birth, or nurse a baby. In addition, they
are rarely the major caregiver. Women can “mother” in many ways. Many
men, especially those who have not yet experienced the daily caring and
loving that fathering can entail, focus on the biclogical connection.

Gail explained her husband’s reluctance to adopt:
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Bill thought he would feel more comfortable with a child
that was ours biologically. He says he just couldn’t accept an
adopted child as his own.

Men may also be more concerned with carrying on the family name
and heritage. One man who learned he was infertile explained:

The hardest part was telling my father. I felt like T had failed
him. I had broken the chain, the idea of continuity from the past
to the future, which still seems so important in some primitive
part of ourselves.

When adoption was easier, it may have been a more acceptable solu-
tion. In any case, it was often the only alternative to childlessness. Today,
the situation is dramatically different. People keep trying for biological
children not only because they want them and not only because of social
pressures but alsc because infertility specialists are promising new alter-
natives. It has become increasingly difficult for infertile people to say no
to this new set of pressures.!

The Pressure to Keep Trying

An individual’s desire to keep trying to have a baby is powerfully re-
inforced from the outside—from media accounts of miracle babies, from
acquaintances who have been successful, and from friends who encour-
age one to try a new method they have heard about. One woman told us
how she felt overly pressured by optimistic news reports:

If T see one more article or book that says, “You Can Have a
Baby,” or “New Hope for Childless Couples,” [ think I'll scream.
Sure it’s good for the public to know, but the message seems
to be that if you just try hard enough or go to the right doctor
you're sure to get pregnant. [ wish it were so easy!

The most direct pressure, and the hardest for many to resist, comes
from physicians. Almost everyone we surveyed who attempted concep-
tion through AIH or AID (artificial insemination with a donor’s sperm)
cited a doctor’s recomnmendation as the reason. The choice of in vitro fer-
tilization was explained as “our last hope,” “our only choice,” 2 message
that is strongly reinforced by the medical community.

A staff member of an IVF program described the pressure to try
alternatives:

More and more it has become a matter of ‘all roads lead
to in vitro’ More and more physicians around the country are
saying to couples, ‘“Well there’s always IVFE!
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People who do decide to try a new method must first of all have the
financial resources required; poor women who are infertile have very few
options. Second, they are usually very persistent people, very driven to
succeed.'? They are people, like Gail, who feel compelled to keep going:

For someone who doesn’t gamble and hates the idea of get-
ting on a roller coaster, it was quite an ¢ffort to decide to try IVE.
But at the same time, [ found the idea of quitting most frighten-
ing. It was as if all the tests, operations, and medication through
the years would have been for nothing, I just could not face the
idea of failure.

Gail is very accurate in describing her decision as a gamble, a high-
risk venture into the unknown. Gamblers make pacts with themselves
(pacts that are often broken ) about how much longer they will try to win
or how much more money they will spend on each game. Infertile people
do the same. They often “hedge their bets” by getting on adoption lists
while trying to conceive. They promise themselves that they will try just
“one more time,” or “one more year,” or until the money runs out.

Every new technique creates new options and new pressures, added
possibilities, and increased risks. It is hard to decide whether it is worth
all the risks one has to take to pursue another alternative. Is it worth the
problems of having a child who is biologically related to only one parent?
Is it worth the money? Is it worth the personal stress and physical pain?
And most of all, is it worth taking the risk of failing once again?

Many people, despite all of the pressures, decide that they have had
enough. It is not worth it to them to keep trying, to keep hurting and
hoping. They discover that their lives can be very fulfilling in other ways
than parenting, or that adopted children bring them every joy that they
had hoped for.

Others decide that it is worth the risk, the trouble, the stress of the
treatment. Their commitment to having a biological child compels them
to go on, overshadowing other goals. Not being able to have children
makes them feel so unhappy that some are willing to try anything that
might help. Theirs is a gricf that is often overwhelming, a sense of loss
that only success, it seems, can erase.



CHAPTER 2

The Feelings
of Grief

Once again pregnancy bas eluded us. I awake with moder-
ate cramps and lower back pain. No flow. Resisting the urge
to take Motrin since maybe this is a faise alarm and I might
really be pregnant, 1 endure several hours of increasingly
wiore severe pain, Finally, the blood comes. Right on time,
my period bas started. And so begins another cycle, a pattern
that bas repeated itself again and again over the past two
and a balf years.

As 1 bave done a countless number of tines in the past
two weeks, 1 run to look at my chart. My cervix was right,
my cervical mucus was right, my basal body temperature
toas right, and our timing of intercourse was right. What
more could we bave done? Clearly, infertility listens not fo
Jact or reason. it must have greater weapons in i1s arsenal.

1 picture endomelriosis down there looking smug and
very certain that it will continue o defeat our every attempt
al pregnancy. And there are my diseased tubes and ovaries,
weak and powerless against this enemy, thal thus far bas
not been beaten by Danazol or major surgery.

Hope and courage and optimism line up facing despeir
and hopelessness and depression, prepared 10 do baitle.
Maybe this cycle pregnancy will be the victor; endomelriosis
and infertility, the losers.

Probably not.

—KATHLEEN S. MCGINNIS-CRAFT
in RESOLVE Newwsietter!

The image of fighting against an unseen enemy captures the feelings
of many who struggle with infertility. They feel as if they have been struck
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by a natural disaster, an unexpected and uncontrollable devastation of
their lives. Of course not all infertile people respond in the same way,
and many do not consider the inability to conceive to be a major disaster.
Bur for those who do, the emotions they may experience are as those of
people who grieve for the death of a loved one.

Yet this is a different kind of grief. A death has finality to it, but infer-
tility seems to go on indefinitely. It is like having a chronic iliness; there is
the continuing reminder of loss coupled with continued hope for a cure.
Each month there is a new hope, the fantasy of being pregnant, the con-
viction that £his time it just has to work. Then, once again, the crushing
evidence of failure. One woman who wrote an articie in the RESOLVE
Newsletter described it this way:

Being infertile has been compared to having a loved one
missing in action; I hope and grieve simultaneously, a delicate
tension?

A death is not only final, it is also a public event. a rallying point for
family and friends to offer sympathy and help. Infertility, in contrast, is a
very private trauma, unrecognized and misunderstood by others. Deaths
are marked by ceremony and gravestones. Other life crises alsc have their
rituals. But the loss each month of the possibility of a desperately wanted
child goes unnoticed, marked only by the purchase of more sanitary nap-
kins. As one woman told us:

A lot of people don’t understand that infertility is very much
like having a child die. You grieve for the baby who wasn't con-
ceived this month, and for all the babiecs you'll never have.

The devastation brought by infertility is hardly a new phenomenon.
The Bible, for example, contains a number of stories about women who
could not bear children. The book of Samuel opens with one such story,
about Hannah. Her grief, like that of so many people, was also misunder-
stood.

Hannah's husband Elkanah, who loved her very much, could not
understand why she was so upset, asking if he was not good enough for
her: “Hannah, why do you weep? And why do you not eat? And why is
your heart sad? Am [ not more to you than ten sons?”

Elkanah’s other wife Peninah had children, and she taunted Hannah
constantly. Even Eli, the priest in the temple where Hannah went to pray
for a child, scorned her. He took her obvious distress to be a sign of drunk-
enness, until Hannah explained that she was “a woman sorely troubted,”
filled with “great anxiety and vexation” {1 Sam, 1).
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The Grief Process

The grief that Hannah felt is a normal response to loss. It is hard to
imagine how so much pain and bitterness can be normal and even neces-
sary for coping. But grief has been aptly described to us by a social worker
as a circle of fire around a bereaved person. One must walk through and
be burned in order to get to the outside, or else stay trapped inside for-
ever. The “burns” of grief wound us in tmany ways that are common to
almost all losses. They are the now widely recognized reactions of shock,
denial, anger, guilt, depression, and resolution.?

Most couples are shocked when they find out they have infertility or
genetic problems. They had thought that they were largely in control of
their future, that surcly having children would be part of the natural pro-
gression of their lives. They are stunned, disbelieving, when it turns out
otherwise. Feeling vulnerable, they are frightened to discover how little
control they have over what happens to them. Since infertility is so un-
certain, many people find it easy to deny it. “This isn't happening to me,”
they say. Some denial helps a person to adjust to an overwhelming situa-
tion. Total denial can be destructive, however, if a couple delays secking
help until it is almost too late to do anything. One man told us about his
experience:

My wife and [ were trying hard to have a baby. After a year,
my wife’s physician didn’t seem worried; so we didn’t even sus-
pect anything could be wrong. After another year, he thought
we should have some tests, but I was sure it was just our timing.
How could anything be wrong with us?

It took another year to get me to go get my sperm tested,
and I went only because of my wife’s insistence. I just didn’t
want to believe anything could be wrong. Now [ wish we hadn’t
wasted all that time.

Sometimes the grief over being infertile goes underground, unac-
knowledged. This can happen when a diagnosis of male infertility is fol-
lowed immediately by successful AID (artificial insemination with donor
sperm) or when a baby becomes unexpectedly available for adoption
soon after the detection of blocked tubes. The feelings do not necessarily
disappear. They may reemerge without warning later on, still demanding
ateention.

Men are more likely than women to deny the problem or their feet-
ings. Women, on the other hand, often deny the incredible rage that is
part of the grief of infertility. According to studies, women have a harder
time showing their anger than men. One woman quoted by psychologist
Patricia P. Mahlstedt said:
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My husband told me he hated what the past few years had
done to me. He said he watched me turn into an angry, bitter,
hateful persomn. It was a long time before I realized how angry 1
was. | was consumed with anger before I understood what was
eating me up inside. Then my problem was finding what to do
with my anger—how at least to channel it, if not resolve it?

Anger and frustration can be all-too-constant companions. Anger at
insensitive friends or relatives who say “just relax,” “go on vacation,” or
“adopt and then you'll get pregnant.” How could so-called friends be so
ignorant, so impaticnt with the depression and preoccupation infertility
causes? Some may find that they no longer can stay in contact with these
“friends” who fail to understand. They find themselves feeling isolated
and lonely. Family parties become too painful, especially as new nieces,
nephews, and cousins appear cach year.

Friends and relatives are not the only targets of anger. Doctors, nurses
and hospitals are often high on the list. Infertile people feel very vulner-
able to the doctors’ control over their lives. They are tired of the endless
painful procedures they must endure. They are angry at physicians who
have no infertility expertise yet assure that they can help. They are angry
at the specialists who have no time for them or who are condescending
and insensitive.

One man's comment reveals a common sentiment:

We foolishly believed everything the varicus doctors told
us. We learned the hard way that we had to cut through the
“we know best” garbage to get accurate information. We had
to find the person who really knew what he was doing, instead
of wasting so much time with inexperienced gynecologists who
claimed to be specialists but really were not.

A woman who was going through AIH (artificial insemination with
her husband’s sperm ) reflected one frequent source of anger at physicians:

I know their time is precious. | know I am only one of many
patients. But when they can offer me only one block of time
and expect that I should rearrange my whole day on one day’s
notice and then pay dearly for their tine, and this happens over
and over every 28 days, it is a source of repeated frustration.

The anger may extend to doctors in general, especially if it is sus-
pected that a2 medical intervention caused the problem to begin with.
DES daughters and women whose fertility was destroyed by IUDs are furi-
ous that they must turn for help to the medical system that they hold
responsible for their trauma.
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Many infertile people are upset about the cost and time that they
spend trying to get pregnant. Many give up their jobs to be available for
the tests and procedures. Others may have to mortgage their homes to
obtain the thousands of dollars needed for many treatments. One wornan
wrote to us to share her feelings:

One thing about being infertile, you'd better have a large
income and good insurance because everything you do to diag-
nose infertility and to achieve a pregnancy is very expensive and
not for the average couple. Maybe someone should sell infer-
tility insurance se when you get married and can’t have children,
it'll pay for treatment or adoption.

After experiencing a loss or tragedy, at some point people ask them-
selves, “What could I have done to avoid it?” Even if it is an event totally
out of their control, they wonder if God or fate is punishing them. Guilt,
for real or imagined offenses, is inevitable. But the constant search for a
cause, the preoccupation with possible faults can poison one’s life.

The media help fuel the guilt. News reports cite the rise in sexually
transmitted diseases as causing the increase in infertility problems, and
people begin to wonder about their past relationships. The guilt is even
greater if one links infertility to a past abortion. In reality, abortions have
not been shown to cause infertility, but it is hard to forget them, especially
in the current political environment®

Many decisions we've made in our lives may come back to haumnt
us, even though they may have been the best decisions at the time. The
choice of birth control methods or the decision to wait to have children
may have increased the likelihood of infertility. How ironic, how tragic
that our efforts to control fertility, to control the course of our lives, may
have led directly to our loss of the ability to conceive.

Psychiatrists have long claimed that emotional distress or neurosis
can cause infertility. According to such theories, relaxation or therapy is
what is needed to achieve a successful pregnancy. This viewpoint only
adds to the burden of guilt. Fortunately it is now possible to identify
organic causes for over 90 percent of infertility. Hard medical evidence
has made psychological theories much less convincing. Also, more thera-
pists have recognized that distress is usually a result, not a cause, of
infertility ¢

An exact diagnosis can cause renewed guilt and more questions:
“How did my tubes get so scarred?” “Why are my sperm so slow?” “What
did I do to make this happen?” But a diagnosis is also an answer and the
basis for a treatment strategy. A diagnosis can make it easier to accept the
situation, to decide what to do next. The fewer than 10 percent of infertile
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people who find no cause are therefore doubly frustrated. For example,
we interviewed a woman who was undergoing AIH for unexplained in-
fertility. She described her feelings:

As a woman you just expect to have a baby; so you say
to yourself, “What did I do wrong, what’s happening inside my
body that’s not right?” I have an image in my mind of Pac Man.
Maybe I have these little things like antibodies eating the sperm,
chubba, chubba, chubba. You can get really crazy.

‘The feelings of guilt, anger, and frustration can turn into serious de-
pression. Depression is a frequent response to infertility.

At this time in my life I wanted a house, 1 wanted a career. 1
wanted the kids and everything. And I wind up renting an apart-
ment from my mother, staying home and cleaning, and being
very domestic. I haven’t been able to work for three years be-
cause [ have to be on call, going back and forth to the hospital,
monitoring urines. And Sometimes I feel that there’s nothing feft
in my life.

It is hard to make decisions when one is fecling depressed. It is hard
to muster the energy needed to investigate all the alternatives, to keep
going back for more and more procedures. As one woman said:

Sometimes I feel so low, all I want is to lie in bed. I have to
drag myself to the doctor. I know if I don’t, I'll have no chance
at all.

These feelings of grief—shock, denial, anger, guilt, and depression—
are commaon to all kinds of losses. There are other painful emotions that
most discussions of grief neglect, but which can affect infertile people
very powerfully. They may have a strong sense of failure. Their bodies
have failed to perform a very basic function, and their sense of themselves
as a man or woman is challenged. One woman said:

Intellectually, [ know that this doesn’t mean I'm a faflure as
a wife or 2 woman or that I'm not feminine. But, as many times
as you go through this, your emotions take over and you do feel
like a total failure.

Infertile people cannot help but feel jealous of others who have had
no problems in bearing children. Wherever they go, they feel surrounded
by babies and pregnant women. Whenever they watch television, pick up
a magazine, or read a paper, they are reminded that they live in a fertile,
unsympathetic world. Some people are especially furiocus at those parents
who neglect and abuse their children. One woman told us bitterly:
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I can’t even control my own damn body. Other women
have babies so easily and just take it for granted. They even plan
exactly when they want the baby to arrive—those are the ones
that drive me crazy.

Jealousy appears even in groups intended to help infertile people.
Psychiatrist Miriam Mazor observes:

Women who have had a series of miscarriages are viewed
as “more fortunate” by those who have never conceived; those
who ovulate regularly are seen as “more normal” by those who
do not. . . . Rarcly will they tolerate a member with a second-
ary infertility problem (one who has borne a living child), and
they have difficulty in dealing with the issue of what to do about
group members who become pregnant, with the initial impulse
being to expel the offending member.”

Grief with Secondary Infertility
and Pregnancy Loss

Becoming pregnant is a major achievement. But for some people it
may not, unfortunately, end the grief. Many people have one child and
then can have no more. Others experience the terrible loss of a baby.

We tend to think of infertility as being the same as childlessness, It
is surprising to realize, then, that of all infertile couples, more than half
already have one or more children? If they have been trying unsuccess-
fully to conceive for a year or more, they are considered infertile, no
matter how many other children they have.

Those who experience secondary infertility are especially shocked,
for their experience makes them feel certain that they can be successful
again. They also feel even more isolated; others tell them to feel grate-
ful for the child or children they already have. Gjerde Dausch, writing
in the RESOLVE Newsletter, describes how she hid the existence of her
son from her RESOLVE friends. Although she very much wanted another
child, people trying to have their first did not consider her infertile. Her
response:

Yes, we have a child, but our problems and feelings are the
same. Just because we have one child does not mean we can’t
or dont mourn the loss of the unborn child.

There is a great deal of guilt with secondary infertility. Dausch writes:

I spent a great deal of time reflecting back on my life to see
where I had gone wrong to merit only one child. . . . My emo-
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tional state, [ believe, suffered even more as a result of having a
child. { could never tell myself that my infertility was an act of
fate or something possessed from birth. Since it was so easy the
first time, I felt that T must bave done something after his birth
to cause my infertility. . . . [ had had the ability to have children,
and I kept looking for what I did to destroy this.?

A new trauma may confront those who actually do conceive. Mis-
carriage and ectopic (tubal) pregnancy are common early in pregnancy,
especially for those with fertility problems. The chances of losing 2 preg-
nancy appear to be particularly high with in vitro fertilization. Some
wormmen will experience a successful first trimester only to face the heart-
breaking news of a genetic problem discovered by a prenatal test such
as amnijocentesis. They will have to decide whether to end this much-
wanted pregnancy, whether to abort the child whose obvious movements
and growth had already brought such joy. Increasingly, as a result of fer-
tility drugs, women who conceive are carrying triplets, quadruplets, or
more, and they are confronted with the possibility of having to abort
one or more fetuses in order to improve the chances of survival for the
others."

As in any other group of pregnant women, some infertile people
who finally conceive will experience premature labor, stillbirth, or new-
born death.'* So close to their goal, they feel betrayed and cheated when
they have to bear another loss. One woman who conceived after having
infertility problems wrote to us about her feelings about the baby’s death:

When I became pregnant, [ really thought that we had won
the battle, and would somehow be protected from more prob-
lems because we had “paid our dues” with infertility.

Ironically, those who experience such tragedies may find themselves
isolated in their bereavement. Their infertile friends may tell them, “At
least you got pregnant.” In IVF programs, a pregnancy—no matter how
brief—is counted as a “success.” And they may discover what most others
who have lost babies have found: that the rest of the world does not
understand how disastrous these losses are.

Resolution

Resolution should be the last stage of grief. However, without a rec-
ognized loss, with no obvious end to the struggle, with little support from
others, resolution may be especially hard for many people to achieve.

Grief over the loss of a loved one follows a usual course, as described
by psychologists. As the loss recedes into the past, the sharp edges of the
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pain become a little duller. The memories are more manageable, and life
begins to feel more normal.

The grief of infertility does not conform to this pattern, however.
Throughout the months and vears of diagnostic tests and fertility treat-
ments and failed efforts to adopt or give birth, the disturbing emotions do
not go away; instead they may gain in intensity. There may be off times,
“vacations” that couples take from their efforts. (“I put my ‘Do not Dis-
turb’ sign up,” one woman told us.) Hope for an answer and optimism
about success may ease the grief. But as time goes by, it is harder to sus-
tain this optimism. After five years of trying to conceive, a woman wrote
1O us:

Infertility is an emoticnally devastating disease, which rears
its ugly head over and over again. With each month that goes by,
the stakes get higher, and the failure is more painful.

Each month without a pregnancy represents less time left to con-
ceive and more evidence of a problem that is not going away. Couples who
begin their efforts to have a child in their thirties and are unsuccessful
may begin to panic as they see deadlines looming up zhead. Many adop-
tion agencies and IVF programs will not accept women over forty. And
there is that internal deadline—the fear of increased risk of birth defects
and pregnancy complications, the recognition that time for conceiving
may be running out.

Resclution may be particularly difficult to obtain for people whose
infertility is “unexplained.” The frustration can be seen in the following
comments:

It wouldn’t be so difficult if I had an answer. I could cope, 1
could come to terms with myself. Now I can’t decide whether I
should go another two months for the inseminations, or another
six months. What if 1 dor't go? Maybe [ would have become
pregnant. If I knew, I think I could resign myself to the fact that
that’s the way things are and look for another option, maybe
adoption or child-free living. It hurts deep down inside because
I feel like I'm going to live fifty or sixty years and still never know
why I never became pregnant. It will always be a mystery.

At each step along the way, couples must ask themselves if it is worth
continuing. Some are strengthened in their desire to conceive, more com-
mitted than ever. Some parents, even after adopting, are still not ready to
stop trying to have a biological child. They are still waiting for a new tech-
nique to be developed, still trying an alternative. They love their adopted
children, but a resolution of their longing eludes them.
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The publicity about new technologies can open the old wounds
of thosewho truly felt they were done with trying to conceive, who
have been satisfied for years with their adoptive family. News of IVF
babies, tubal transplants, cven postmenopausal pregnancy, may reawaken
old yearnings. Once again they are faced with the uncertainty, with the
“what ifs?”

It is difficult to shut the door firmly on biological parenthood. The
availability of new technologics makes it a great deal harder. Such tech-
nologies are almost impossible to ignore. They offer new hope and what
appear to be more choices. But choices such as these can be difficulr,
shattering the carefully nurtured peace of a family.

Even thosc who feel whole again after a birth or adoption report some
residue of sadness. Life is so much better, but it is never the same again.

I am always aware that my son was conceived with AID and
wish he were a joint biological child. But the feeling is not pain-
ful and does not hurt my relationship with him or my husband. I
feel I have accepted my husband’s infertility and our alternatives
to it. But 1 believe [ will never forget the situation or stop feeling
a little sad.

The struggle does end eventually, one way or another. For many, it
ends with a successful birth or births, or it ends with adoption. It may
end with a decision that living without children is truly acceptable. The
important issue is not how it ends, but how satisfied and comfortable one
is with the resclution.

Resolution does not depend on a child or children. It is very difficult
to “give up” the battle and believe that it is a positive move, but many
couples arrive at a point where they can accept that there will be no child.
They decide they must stop torturing themselves, that their lives can be
just as fulfilling in other ways. They are ready to move on. Finally there is
peace in their lives.

Whether a couple adopts a child or decides to remain child-free, it
takes great strength to decide to stop trying to conceive. Those who con-
sider stopping have to withstand the urging of their physicians to take the
next step. They may have to convince their spouse that they have been
through ¢nough. They must repress the “what ifs” in their own minds.
When they do finally decide to stop, however, they often experience tre-
mendous relief:

I knew that there was a point when [ had to quit. There are
just so many times I could aliow this kind of invasion, not only
into my body, but also into my psyche. I don’t know how long
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you can hang on to the word “hopeful.” You have to come to a
time when you say it’s over. It was such a relief to put it behind
me and get on with my life.

When we asked peopile if they had any regrets about trying an alter-
native method of conceiving, 85 percent said no. Yet two major themes
emerged again and again in comments about what they wish they had
done differently. They regretted, often vehemently, not having sought a
fertility specialist earlier. And in many cases, they were sorry they had not
tried to adopt sooner:

I always believed surgery or IVF would work eventually,
and [ felt I could only do one thing at a time. Now I wish I would
have explored adoption earlier, because time is running out.

People who are able to adopt despite the many obstacles usually dis-
cover that the biological connection was not so important after all. As
any child grows and develops his or her own independent personality,
memories of conception, pregnancy, and birth recede and have little to
do with the life of a family. A woman writes:

It was very important te me to have cur own child. But
once we adopted a baby, [ fell in love with her. All of a sudden I
wasn't interested in pursuing #n vifro anymore.

The birth or adoption of a child does bring resolution for many
couples. They have achieved their goal of parenthood. Their grief can, at
last, be put behind them. If they have a child conceived with the help
of an alternative method, the anger they had felt about cost and stress
usually disappears. “It was worth every penny” they say. “Anything that
important is worth doing whatever you have to do.” For many people,
adoption brings a happy end to their infertility:

My husband and I have adopted two terrific girls from
Korea. 1 cannot imagine lfe without the children I have now.
They are so much mine that sometimes I can’t remember why 1
was 50 upser about infertility in the first place.
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CHAPTER 3

Artificial
Insemination

Monday morning, ten ¢’clock. This was by no means a typical day for
Cathy and Mark. Each of themn had arranged to take the morning off and
meet the doctor before his regular office hours. Tense and excited, they
hoped that this day would finally mark the successful end of their years of
effort and frustration. They felt uncomforrable entering the building, look-
ing over their shoulders and hoping no one would see them. They were
surprised to see others in the waiting room-—another young couple and
several women sitting alone, staring at their magazines. Everyone knew
that they were all there for the same reason—for artificial insemination.

Mark and Cathy are part of a growing phenomenon, one that has
already produced hundreds of thousands of babies in the United States.
Although artificial insemination has been performed for a long time, untii
recently it was still rare. There are two kinds of artificial insemination.
The semen that is deposited in a woman, usually with a syringe, may
have come from her husband (AIH} or from a donor {(AHD). Both meth-
ods can be used when a man has fertility problems. AID, because of the
involvement of a donor other than the husband, has been much more
controversial.’

In some ways, donor insemination is a combination of adoption and
typical pregnancy, since a couple “adopts” half of the genetic makeup
of their child but the woman is still able to have a normal pregnancy
and birth. Either kind of insemination allows the man to be present at
both the conception and birth, and to share the experience of pregnancy
just like any other father. It is also the simplest and least expensive form
of alternative conception. Becaunse of these advantages and the growing
difficulties and higher costs associated with adoption, insemination has
become increasingly popular among many infertile couples.

However, one of its advantages—that the child is to all appearances
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the natural offspring of both parents—may also be the most troublesome
aspect. The secrecy that surrounds artificial insemination can be a major
source of difficulty for the parents. Because of the secrecy, artificial in-
semination is rarely discussed, and most people are unaware of its avail-
ability. When Cathy’s physician first suggested it, she was surprised and
hesitant; she had never heard of anyone using insemination before.

Mark and Cathy had been married for several years when they de-
cided they were ready to have children. They had been very careful about
birth control, wanting to get their careers started before becoming par-
ents. It never occurred to them that they would have any difficulty once
they decided to conceive. Yet, after three years of trying, they were begin-
ning to wonder if they would ever have a child. When they both turned
thirty, they finally sought a physician’s advice.

The first thing the doctor did was to test Mark’s sperm. It took only a
simple test to determine the likely cause of the problem—Mark’s sperm
count was very low. Both were shocked by the news. They described
their feelings:

Cathy: By the time we first went to the doctor, things were
already getting bad between us. We were trying so hard to have
a baby that our sex life was awful after a while. I didn’t want
to have anything to do with him—it’s not making love, it’s just
having sex. Then when we learned about his sperm count, well [
thought that might finish us altogether. It was really hard for him
to accept. But the doctor suggested we try artificial insemina-
tion using Mark’s sperm, and that gave us both hope that I could
get pregnant. 1 tiked the idea because it would still be our baby.

Mark: When the doctor called with the test results, [ just
didn’t want to believe it. I never thought that not getting preg-
nant could be my fault. When I first found out about it, I didn’t
come home for two days. I had to let some steam off so I just
went off by myself. I couldn’t face Cathy or talk to anyone. It’s
hard for someone like me to try to explain this to anyone—you
know, they'll think you're a deadhead, you can't do anything,
you're not reatly a man. You know every guy looks to have a son.
1 didn’t care so much about my job and making money anymore;
I just really wanted to have a family.

I kept asking myself how this could have happened to me.
Was it genetic? Maybe [ caught VD from someone [ had slept
with before [ met Cathy. Sometimes people say if you masturbate
a lot, yow’ll use it all up. I knew that wasn’t true, but I couldn’t
stop wondering.
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AIH and AID: Responses to Infertility

Traditionally, infertility has been viewed as a woman’s problem, with
most of the research and tests and treatments directed at the female part-
ner. Yet it is now recognized that abnormalities of the semen such as in
the number, shape, or speed of the sperm are present in 40 to 50 percent
of the men in infertile couples. In fact, male sperm count in general has
been declining recently, most likely due to environmental causes. Medi-
cal conditions that cause male infertility such as varicocele (enlargement
of a vein in the scrotum) can sometimes be treated. In many cases, how-
ever, there is nothing that can be done to correct the abnormalities that
interfere with conception?

Increasingly, physicians are recommending some form of in vitro
fertilization for couples with male infertility. A more common treatment
for many couples, however, is found in artificial insemination. AIH (in-
semination with the husband’s sperm) may help when the male’s sperm
count is low or when his sperm have poor meotility. In addition, AIH is
used for female infertility factors such as poor cervical mucus. It is also
possible for either the man or woman to have antibedies that counteract
the fertility of otherwise normal sperm; AIH may be used to circumvent
this problem. AIH may also be used when a couple has experienced diffi-
culties with intercourse for emotional or physical reasons, or when there
has not been a conception for some unknown reason.’

The pregnancy rate with AIH varies greatly from one study to
another, depending on the diagnosis, method, and number of attempts.
Most studies are not well controlled to determine if pregnancy was
achieved by AIH or by the couple having normal intercourse. When AITH
is performed primarily for a problem with male fertility, there appears
to be a much lower than average success rate and a greater likelthood
of miscarriage. The Ethics Committee of the American Fertility Society,
reflecting on the uncertainty of success in cases of poor sperm count
or motility, antibodies, and cervical mucus abnormalities, recommended
in 1986 that AIH for these conditions be carried out only in a carefully
controlled research setting.?

In the past, the husband’s sperm was usually deposited in the woman's
vagina. Increasingly, doctors now put the sperm directly into the uterus.
This technique (known as [Ul—intrauterine insemination ) is particularly
effective when infertility is due to cervical factors. It is more expensive,
and there is a small chance of infection.®

In the past few years, many fertility centers have introduced the usc
of superovulation through hormonat treatment of the woman before intra-
utering insemination. Because of the greater likelihood of pregnancy after
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hormone injections (with or without insemination ), the combination of
superovulation and 1UI is becoming increasingly routine for a variety of
fertility problems, including unexplained infertility. The pregnancy rate
appears to be about 20 percent, making this procedure an attractive alter-
native for some couples considering IVF,

In some cases, eggs are retrieved after superovulation, mixed with
the husband’s {or donor’s) prepared sperm, and introduced either into
the uterus or into the peritoneal cavity. These methods draw heavily
on the techniques used in #n vitro fertilization and are intended to avoid
failure which might be due to the improper timing of insemination during
natural evulation. They also share some of the problems of IVF, however,
since superovulation can have serious side effects, and there is a higher
rate of miscarriage, ectopic pregnancy, and multiple births. Thus in recent
years, artificial insemination has become more complicated, expensive,
and possibly riskier, in an effort to improve previously low pregnancy
rates®

Donor insemination (referred to either as AID or DI) is used when
the husband has no sperm at all, when there is a severe problem with
the number, quality, or motility of the husband’s sperm, or when AIH has
not worked. If the husband has had a vasectomy, was exposed to toxic
materials, or has a history of genetic disease in his family, a couple may
turn to AID”

As was true in Mark’s case, AIH is often used first, before trying a
donor, even though the success rate is fairly low for male factor infertility.
For many men, it offers a transition time before the difficult move to the
use of a donor. As Mark said:

I began to think about the doctor’s suggestion that we col-
lect my sperm and inseminate Cathy with it. I realized it didn’t
matter so much to me that the method was unusual, as long as
we could still have our baby together. But after five months and
still no pregnancy, we were both starting to panic. Having to
accept finally that my sperm were useless was the hardest thing
I've ever had to do.

Cathy and Mark’s physician commented on his approach:

Husbands using AIH are usually not far along in the process
of resolving their feelings. I do AIH many times in preparation
for AID because a man might say for instance, “I'll never use
another guy's sperm.” This way [ put the idea in their mind that
if you have 2 lousy sperm count, perhaps you're going to need
AID, and even if you don’t think it is a reasonable thing, at least
you ought to talk about it.
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Experts who have studied the impact of insemination on couples
oftenrecommend that they wait until they have resolved their feelings
about the man's infertility before starting AID.® For the husband, there is
the blow to his sense of himself as 2 man and a feeling of deficiency in
his body. He may feel ashamed that he cannot father a child and regret
that he is letting his wife down. Men who think they should be superior
and in charge in a relationship may feel deprived and inferior—a source
of terrible frustration.

For the wife, there may be anger at her husband, guilt for feeling
angry, and guilt that she is fertile when her husband is not. The stress
occasionally causes an ordinarily fertile woman to stop ovulating when
AID is begun. With both husband and wife feeling angry with themselves
and with each other, it is not surprising that conflict and sexual difficul-
ties frequently develop between them. Couples who wait at least a few
months after the diagnosis to work through their feelings before starting
AID tend to be able to handle the procedure more successfully.

When their doctor suggested donor insemination, Mark and Cathy at
first felt they couldn’t go through with it. In desperation, they decided to
see a counselor to talk through the problems they were facing. Mark said:

I wanted to have a child so badly, and I also wanted Cathy to
be able to experience a pregnancy. But I couldn't stand the idea
of my wife carrying somebody ¢lse’s baby. When the doctor first
mentioned it, all I could think was that it would be like another
man screwing my wife. I had a hard time explaining my feelings
to Cathy, since I was s¢ ambivalent and she seemed eager to try
using a donor.

Fortunately, the therapist helped us realize that being a bio-
logical father is very different from parenting a child. You leave
your mark on the world by the way vou parent your child, not
by the genes you give him. [ still have moments of regret, but |
remind myself that AID is just a procedure. Once you have that
child, it’s yours and you’ll love it like it has always been yours.

Not every couple needs a therapist to help them share with each
other the feelings they are having. For Mark and Cathy, however, it was
helpful. They are now glad that they could finally talk together about all of
their painful thoughts and emotions before starting insemination. It made
it much easier for them to endure the stress of the procedure and to feel
that they were working together as a team to reach their goal. Mark is
better able to accept his infertility, knowing that Cathy does not love him
any less,
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The Donor

In addition to having to deal with their grief over Mark’s infertility,
Mark and Cathy were both concerned about who the donor would be.
Just as Mark feared that AID would be like adultery, some people as-
sume that the woman finds 2 suitable man cutside of the marriage and has
intercourse with him. One man called a physician known to specialize in
artificial insemination in order to volunteer his services—he thought he
would be paid for having sex with a woman! When told he could only
give a specimen anonymously, he quickly lost interest.

Usually the donor is not known to the couple at all unless they seek
him cut themselves. In most cases, the physician finds a donor, either
through personal contacts or through a sperm bank, and the identity is
carefully guarded. It has been suggested, in fact, that the term “donor” is
misleading, since the man is paid for his sperm.

Mark and Cathy were especially concerned about the health of the
donor because they knew nothing about him. As Cathy said:

1 was a little leery about the whole thing because you domn’t
really know whose sperm it is. And then 1 worried a lot about
catching AIDS. I know they usually use residents, who I'm sure
are in good health, but you just don’t know. The doctor said he
tries to use people who have already had healthy children, and
he screens for VD before every insemination.

I think the time I really worried about it the most was when
I was pregnant. We both knew a baby is a baby once it’s con-
ceived. But you really wonder what the baby is going to be like.
You really don’t know. We were both shocked when the baby
was born healthy.

Who are the donors for artificial insemination? Until recently, most
donors in the United States were medical students or residents recruited
by private physicians for the immediate use of fresh sperm. However, re-
ports of possible transmission of the AIDS virus and other diseases through
AID led to the rapid increase in use of frozen semen in the late 1980s.

Sperm banks, which tend to recruit students and young professionals
from a variety of fields, freeze the sperm for future use. In the 1970s, as few
as 5 percent of all artificial inseminations involved the use of frozen sperm,;
by 1987, that figure increased to about 50 percent. In 1988, the Centers
for Disease Control and Prevention, the American Fertility Society, and the
Food and Drug Administration all recommended that only frozen donor
semen be used, and that it be quarantined for at least six months until the
donor could be retested for HIV infection. However, many doctors are
unaware or, or do not follow, these recommendations.’
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Freezing sperm was reported as far back as 1776 in Italy. Ninety
years later, an Italian pathologist suggested starting a sperm bank so that
a2 woman could produce “legitimate” children in case her husband died
on the battlefield. { The possibility of banking sperm before battle was in
fact highlighted in the American media during the time that soldiers were
being sent to the Persian Gulf in advance of the 1991 war.) It was not
until 1953, however, when new storage techniques were developed, that
scientists could thaw sperm without changing its molecular structure.
This made it possible to achieve fertilization.'

Fresh sperm continues to be preferred by many physicians and
couples because it is less expensive and is believed to have a higher
success rate—about 10 to 15 percent higher than for frozen, Yet recent
studies suggest that there is no longer a difference between the two in
their effectiveness, and there are many advantages in using frozen sperm.
The doctor does not have the problem of finding fresh sperm from a suit-
able donor within a few hours of the time it is needed. Also, other samples
of sperm from the same donor can be used for additional inseminations
and can even be used for future pregnancies. Perhaps most important,
donors of frozen sperm are much more likely to be carefully screened,
and there is time to test and retest both the donor and the sperm to detect
infectious disease or abnormalities.

The greatest objection voiced by researchers to the system of sperm
donation has been the lack of adequate screening. Even though babies
born by donor insemination have fewer birth defects than the typical
newborn population, there is still great concern about the potential for
introducing infections and defective sperm. Most physicians who recruit
donors of fresh semen question them only superficially about health and
family history, and a donor who is a carrier of a genetic disease may be
unaware of this fact.

One physician told an especially tragic story of a couple who turned
to AID because they were both carriers of Tay-Sachs disease. They had
watched their first child die a slow and awful death and did not want to
take the chance that another baby would be affected in the same way.
What no one knew was that the donor was also a carrier, and the baby
born after insemination z2lso died from Tay-Sachs.

As attorney Lori Andrews, author of New Conceptions, writes: “It is
ironic that the screening of donor sperm for human AID is much less strin-
gent than that of bull sperm in the cattle industry.” The American Fertility
Society and the American Association of Tissue Banks have established
guidelines for screening donors, and government health officials in some
areas have begun to establish regulations for more rigorous screening. Yet
for the most part the practice of artificial insemination is unregulated.'

Another concern about the donors besides their health is the possi-
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bility that one man’s sperm could be used to inseminate many women,
increasing the chance of unwitting marriage between siblings. Although
in reality the risks of sibling marriage are stilt low, it has been estimated
that, theoretically, one man could donate enough semen in a year to pro-
duce 20,000 children.!* In fact the pool of donors is usually quite small.
One woman commented:

They asked what characteristics we wanted from the donor
but warned that special requests might mean a delay since there
were 50 few donors. We often joked that it was probably one
guy who went behind a screen and put on a different wig each
time depending upon the request.

Such joking reflects considerable anxiety on the part of many couples
about the donor’s identity. Several prospective pareats expressed wor-
ries about a racial mix-up, and the suspicion of some that a doctor might
himself be the donor was unfortunately confirmed by the arrest and con-
viction of an American physician who had used his own semen in many
cases without informing the patients.

Because of the potential problems with choosing donors, some
couples decide to select their own. A relative of the hushand or close
friend may be asked, which could allow them to avoid doctors altogether.
For the majority of people who prefer not to know the donor or who
cannot find a willing man, experts recommend that people question a
physician about the extent of screening and the number of pregnancies
that have already resulted from the donor’s sperm.

Other experts have also urged the keeping of detailed records of
donors. Law professor George Annas argues forcefully that the current
practice of discarding all records of the donor’s identity ignores the best
interests of the child. He calls for sealed records on all AID children and
their genetic fathers that would be available to the children when they
grow up. Without these records, important information on the medical
history of a child in unavailable. Baran and Pannor, based on their studies
of adoption and AID, firmly believe that the identity of the genetic father
should be available to his children.’*

Only about a dozen states now require some form of record keep-
ing; in one survey reported in 1979, 83 percent of physicians opposed
any such legislation. Opposition to releasing information about the donor,
cven without identifying information, continues to be very strong. In
Congress’s 1987 survey, almost half of physicians responded that they
do not even keep records that would allow them te match a donor to
the pregnancies resulting from his sperm. Of those who do keep records,
approximately three-fourths insist that they would not release the infor-
mation to anyone under any circumstances, even if the donor’s name is
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kept anonymous. Physicians prefer to control their own practices and not
have to respond to legislative requirements. In addition, they seek to pro-
tect the confidentiality of donors, many of whom are their colleagues and
students, or to shield the infertile husband from the stigma they fear he
might suffer if his condition should become known.'®

Many practitioners of AID fear that the requirement of records will
scare off potential donors as well as open up a host of possible legal prob-
lems. They gain support from the example of Sweden, which passed a law
requiring that the donor’s identity be recorded and available to children
when they turn eighteen. The number of donors dropped dramatically for
a while, and couples had to go to other countries for AID. However, the
number of donors did increase again, with older married men replacing
many of the students who had formerly provided most semen for insemi-
nation. And a number of studies indicate that there are donors who do
wish to have their names or at least information about them available to
the children.’¢

An Experience of Donor Insemination

In addition to their worry about the donor, Mark and Cathy were very
apprehensive about the procedure itself. She described what happened:

Once we decided to try AID, our doctor referred us to a
specialist. The first visit was scary. You wonder if pecople are
locking at you because they know what you're there for, espe-
cially the nurses. No one ever said anything, of course, but you
just wonder what goes on in their heads.

When we met the doctor, he interviewed us both and took a
medical history. He asked us if we had any personal preferences
and gave us a form to fill out with a lot of personal information,
things like the color of our eyes, cur hair. He tried to match
Mark’s height, weight, everything. Then [ was told to take my
temperature every morning before getting out of bed. When it
started to go down, [ was to call and get two appointments—
one for that day and then one for two days later.

I was really nervous the first time we went for an insemi-
nation. Thank God it went more easily than I expected. Mark
came with me inte the exam room although they didn't really
invite him. I was glad he asserted himself because [ wanted him
there with me. The doctor explained that he was putting a cap
over my cervix that had a tube attached to it. It felt a little un-
comfortable as he did it. He went in his office for a minute and
brought back 2 container of sperm that had just been delivered
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by the resident. Then he put a syringe filled with the sperm into
the tube that was sticking out of the cap. He folded up the tube
so that the sperm would be pushed into the cap. He asked me to
stay still for twenty minutes. Then I was instructed how to take
out the cap after eight hours.

The procedure for artificial insemination is quite simple, although it
varies somewhat from one physician to ancther. Some, for example, do
not use a cervical cap as Cathy’s doctor did, especially when using frozen
sperm. Some use a drug to stimulate ovulation, but many do not. Physi-
cians may inseminate twice or three times a month. Some couples pick
up frozen sperm from their physician and perform the insemination at
home by themselves.

Many couples who have been through AIH or AID now wish they had
done it at home, if possible. In that way they could have aveided some of
the tremendous difficulties that arise when coordinating with the physi-
cian’s schedule. More important, it would have been less impersonal, and
the husband could be actively involved. By using a syringe bought in
a drugstore, semen is transferred from a container to the vagina. Some
physicians teach couples how to do this if they ask for instruction.

Many times couples request that the husband’s sperm be mixed with
the donor’s or decide to have intercoure just before or after the insemina-
tion. They hope in this way to maintain the possibility that any child con-
ceived could be the husband’s. Many physicians, however, recommend
against the mixing of sperm and urge couples to refrain from intercourse
priof to insemination. Sperm from different men can sometimes negate
each other’s effectiveness, and the success rate seems to be higher when
there is no mixing."”

Cathy went home after the first insemination feeling very excited.
She felt sure she must be pregnant. She said:

It felt like magic—the electricity in my belly. I was so sure
I was pregnant that it was like losing a baby when I found out
I wasn't. Because it didn't work the first time, [ would protect
myself and say “No, I'm not pregnant” and just feel it’s not going
to happen. I thought that this is something I'm going to do every
month for the rest of my life and Pm never going to get preg-
nant. One month [ broke the thermometer, partly on purpose. [
was starting to get very depressed about this.

It is not unusual for a couple to experience frustration and depres-
ston when insemination fails to produce a pregnancy quickly. Particularly
after so many years of difficulty in achieving a pregnancy, AID may be
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seen as a last resort. If it does not succeed, despair can sct in, and many
couples abandon the effort after a few months.

Studies of AID report an average success rate of 60 percent, although
in different studies they range from 37 to 84 percent. Martin Curie-Cohen
and colleagucs found that those physicians who did the most insemina-
tions also had the highest success rate.'®

After seven months of inseminations, Cathy and Mark were discour-
aged and upset. The costs of the procedure were becoming harder to
bear. Although artificial insemination usually costs far less than IVF (in
vitro fertilization) or hiring a surrogate mother, the monthly expenses
mount up quickly. Each time a woman is inseminated, there is the charge
for the office visit and the fee for the sperm sample. In addition, she may
be taking expensive fertility drugs to stimulate her ovulation. If a couple
uses intrauterine insemination, the visit is more expensive, and there is
oftent a charge for washing and preparing the sperm. The people we inter-
viewed said they were spending anywhere from $100 to $600 a month
for artificial insemination. The Congressional Office of Technology Assess-
ments's 1987 survey of practitioners of artificial insemination concluded
that the average patient cost for four cycles was about 81,000, with physi-
cians who carry out the most inseminations reporting considerably higher
charges. Approximately three-fourths of the total costs are paid by the
patients themselves.”

The emotional strain was even more difficult for Mark and Cathy than
the financial burden. Cathy said:

It was very hard on us. The fear that it might not work was
always there. | felt the emptiness would be endless and all this
effort would be futile. All the waiting each month was so hard.
Another problem for both of us was the hassle of leaving work
and making up enough excuses so that there would not be too
many questions and then pray that { had chosen the right day.

The next month Cathy became pregnant. Mark was very excited and
involved in the pregnancy. They both worried though about what the
baby was going to look like. Cathy tried not to think about the donor, but
sometimes she dreamed it was the doctor. Other times she had moments
of panic that the donor was really totally different from Mark, and maybe
even from another nationality or race. Most of the time, though, she felt
overwhelmed with gratitude te this unknown person who had made it
possible for her to become a mother.

People who have used AID report widely differing feelings toward
the donor. Some wish they could meet him and see what he looks like or
thank him for his help. Others dismiss the donor, saying they have pur-



42 In Search of Parenthood

chased a product and the person behind it is irrelevant to them. Most
people know that they will never be able to find out who the donor is and
prefer to try to forget about him. Some fathers are plagued by feelings of
inferiority when they compare themselves to the bright and accomplished
type of man who is selected to be a donor.

When Cathy and Mark’s baby Michael was born, they were both ec-
static to be parents at 1ast. All of the worries they had had seemed insignifi-
cant. When asked if they have any sense of how the method of conception
might affect their relationship to Michael, who is now five years old, they
explained:

Cathy: When Michael was very young, [ stepped back and
let Mark do things more than I would have otherwise, because [
feel I have this genetic claim on him and Mark is going to need
to have something special to make up for that. Over the years
this has changed, and [ feel we are more equal about everything.

Mark: 1 am his father—there is no doubt in my mind. As
he’s growing and his features are getting more definite, I won-
der who clse has a nose like that. But these feelings are minor
compared to the joy and gratitude of having him.

Keepring AID Secret

For most parents, the joy of having and raising a healthy child far
outweighs any problems that might accompany AID. However, there are
some problems faced by parents. One of these is the feeling they have
done something deviant, something not really accepted by others. Ac-
cording to Bernard Rubin, who reviewed the history of artificial insemina-
tion, it has been discussed as far back as the second century and practiced
since at least 1793. He reports, however, that it has always been opposed
from many sides.?

In the past, some physicians called it “socially monstrous,” “an offense
against society.” Courts ruled that AID is a form of adultery and the chil-
dren born from it “illegitimate.” Leaders of many religious groups have
forbidden its use, claiming that it would endanger the family and violate
religious precepts. Pope Pius XII, in voicing the Catholic Churcl’s oppo-
sition in 1949, claimed thar AID would “convert the domestic hearth,
sanctuary of the family, into nothing more than a biological laboratory.” %

This opposition has mostly disappeared. The medical profession now
openly accepts and endorses donor insemination, and the courts and legis-
latures in most states have passed laws to ensure that the children have
the same status as any other child born to a married couple. Sperm banks
have multiplied, and infertility is a subject openly discussed in the media
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and among many couples. AID is increasingly available to single hetero-
sexual and lesbian women as well as to married couples. Apparently many
of the legal, medical, and psychological obstacles have been overcome in
the past two decades.

But that does not mean going through with the procedure is easy,
that there are not a host of emoctional as well as medical and legal prob-
lems that remain. The Catholic Church as well as the most conservative
of Jewish and Protestant leaders are still opposed.?? The general public is
largely uninformed and unsupportive.

Secrecy is a key issuc for those involved in insemination. Artificial
insemination is almost always surrounded by secrecy-—secrecy about the
identity of the donor, secrecy between the couple and their friends and
family about what they are doing, and secrecy from the child conceived
about his or her true origins. The first recorded case of successful AID,
in 1884, was done during an examination of the woman without even
telling the couple involved. Since then, according to sociologist Robert
Snowden and colleagues, some physicians have advocated, if possible, not
telling the husband of his infertility or that a donor is going to be used.”

Most physicians and other staff members of AID programs strongly
encourage their patients to keep AID a secret from everyone. They even
suggest not telling the obstetrician who delivers the baby, so that the hus-
band’s name will be put on the birth certificate without hesitation. As one
woman said:

The doctor told us it's nobedy ¢lse’s business, that it's just
between the two of us and him, and no one else has to know.
That was a hard thing, you know, because so many times you
want to say it. It’s a hard thing to explain, and people seem to
think that if you can't have your own, you shouldn’t have any or
you should adopt. I have a feeling his parents wouldn't accept
the baby if they knew. They wouldn’t think she was a part of him.

The secrecy inevitably produces some awkwardness at times, espe-
cially when family members and friends speculate, as they always do,
about which parent a child resembles. One father recalled:

When he was little, everyone said he looked just like me.
My mother has a picture of me when I was little and she held
it up against him and she said they leoked identical, like twins.
I used to say, “No, look how different he looks,” but now I just
play along with it—1I know what really happened.

Most couples feel very torn between a desire to keep the information
private and a strong need to talk to others about it. They are fearful of
others’ reactions. Yet they also talk about the stress of “living a lie” and
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the wish to share such an important event with those to whom they are
close. Some wish they could meet other people who have also used AID
so they could compare their feelings and experiences with each other.

No matter how strongly they express a commitment to secrecy, most
of the people in our study and in others had told at least one or two others.
They are sclective, often telling one set of parents but not the other, or
certain friends they assumed would be sympathetic. But they have found
it very difficult not to tell anyone at all.

The central ditemma for parents who use donor insemination is
whether to tell their children. The great majority of parents who use AID
insist that they will never reveal the circumstances of the conception to
their children.?¢ By not informing the child, the parents believe that they
need never worry about a later search for the identity of the biological
father. More important, they feel they will avoid any stigma that they or
the child might suffer for seeming “abnormal.” After all, they reason, why
create unnecessary problems, particularly if friends and relatives also do
not know and therefore the risk of a child’s hearing from other sources is
minimal?

Certainly most parents who conceive “naturally” do not tell children
about the circumstances of their conception. Unlike the adopted child,
where others know and neither of the parents is involved genetically,
the child born of AID appears to be the product of the parents’ normal
pregnancy and birth. As one father said:

[ couldn't tell him. You know, I will have raised him all his
life and I just wouldn’t have the heart to tell him. I'm afraid he’d
be ashamed of me. It might break my heart as well as his.

Then why tell the children? Some experts claim that it is essential
thar children know their medical history and not assume they may share
any medical problems experienced by the fathers who raise them. Some
also fear that maintaining a secret about the child’s origin is ultimately
unhealthy for the family. Aphrodite Clamar, writing in the American four-
nal of Psychoanalysis, emphasizes this possibility: “By its very nature, a
secret is a potent force, assuming undue proportion and power within the
family—an existential fact that remains unspoken, vet controls and colors
the lives of the people involved.” Baran and Pannor, who began their study
of donor insemination (DI) with a belief in the value of secrecy, were led
by their findings to the opposite conclusion. They found that secrecy is
“lethal and destructive to the fazmilies involved. . .. We are convinced that
in all DI families, the need to maintain secrecy and anonymity has had an
adverse effect upon all of the members.” ?* Children may sense that some-
thing is being hidden from them. Those who are eventually rold often feel
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relieved because they had guessed that there was something different, or
bad, about themselves.

The physicians who provide donor insemination usually counsel
silence; social scientists who have studied AlD almost always encourage
openness. With the experts disagreeing and what seem to be compelling
arguments on both sides, parents are faced once more with a dilemma
created by the benefits of technology. {See chapter 11 for further discus-
sion.)

Single Heterosexual and Lesbian Women

Single heterosexual and lesbian women who want very much to have
children are turning more and more to AID as a solution. According to
one estimate, 10,000 children conceived with AID in the United States
have been born to lesbian mothers. Single women, straight or tesbian, may
not want intimacy with 2 man in order to conceive, or they may prefer 1o
avoid problems by not knowing the identity of the father.?s As one lesbian
woman said:

Sex with somebody that I'm not invelved with otherwise
would seem so mercenary. It wasn’t anything I ever considered.
I kind of liked the idea of having a virgin birth. And anyway,
conception is conception—it’s just a matter of how the sperm
gets there.

Many single heterosexual women who seck out donor insemination
hope to get married but cannot wait any longer to find the right man be-
fore having children. As difficult as it is for married couples to adopt, it
is even more so for unmarried women. AID is then an attractive alterna-
tive. A single mother of a four-year-old son born by AID talked about her
situation:

It’s hard raising a child by yourself. But my family has been
wonderful. My parents were concerned at first about the man
and what he does and what he locks like. But they loved the
baby from the moment he was born—-it just doesn’t matter any-
more where the sperm came from. It’s also helpful that I have
friends who did the same thing-and our kids will be friends with
each other and not feel so unusual.

The most difficult problem faced by unmarried women is obtain-
ing AID. Many physicians and clinics refuse to inseminate anyone who
is not in a stable marriage; others insist on first having a psychological
evaluation.®” Public attitudes are changing but are still unsympathetic. It
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is necessary, therefore, for single heterosexual and lesbian women to seek
out a physician or a sperm bank willing to help them, or simply to do the
insemination themselves.

A lesbian couple who had used a turkey baster to inseminate one
partner received a great deal of media attention when they split up and
the other partner sued for visitation rights. While the story created a
sensation in the press, it is not an isolated case. In fact, information re-
garding techniques of home insemination is widely available in networks
of lesbianwomen seeking to aveid the difficulties {and expense) of ap-
proaching physicians.

The outcome of that case and others like it indicates the obstacles
facing lesbian parents. Courts in New York and California have ruled that
even if a woman was equally involved in raising a child conceived by
donor insemination, she has no rights to that child if she is not the bio-
logical mother.®® ‘This is particularly ironic in light of the decision of the
first judge in the famous Baby M case, who ruled that being a biological
mother gave Mary Beth Whitehead no rights at all to her child. In a few
cases, the sperm donor has won visitation rights over the objection of
the lesbian mother. These rulings demonstrate the tremendous difference
between AID used by married couples and by unmarried women. In the
case of a heterosexual marriage, the sperm donor has no legal rights, and
the birth mother’s husband is usually considered to be the parent by law.

Despite the growing number of children conceived by the artificial
insemination of unmarricd women, they still comprise a very small per-
centage of all inseminations. This proportion is certain to increase, but
the obstacles point to the control that many physicians have over access
to this technology. It is an example of the medical and legalprofessions’
enforcement of social biases in relation to technologies for conception.™

Studies of families who have undergone artificial insemination have
uncovered relatively few significant problems as a result, and some studies
cven found that AID couples have a much lower divorce rate than average,
althought the validity of these results has been challenged.® Perhapsthe
process of working through the conflicts of infertility leads to stronger
relationships in those who have had AID. Most families are very positive
about the results, and many return to be inseminated for a second child.
These results have contributed to a2 more open-minded attitude on the
part of those physicians and lawmakers who recognize the benefits for
infertile families.

Not everyone is as fortunate as Mark and Cathy, who did finally have
a child with AID. Those people for whom AIH or AID does not work are
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confronted with new decisions. What should they do next? Depending on
the nature of the problem, they may try another method. Many couples,
for example, who used AIH for female or unexplained infertility and for
whom, therefore, AID is not appropriate, consider whether to try IVF or
other treatments. Many others look into adopting a child,

For those who do succeed, artificial insemination, like many of the
new technologies, creates dilemmas for individual familics to resolve.
It is certain to become increasingly common and more successful and
therefore probably more public. Even so, it is likely to remain a secretive
process, one producing a very private, but troubling, joy for parents. As
Cathy said:

I don’t really think about it anymore. Just once in 2 while I
wonder what other people would think if they knew and what
Michael would think if he knew. I wonder how other parents
who have had AID deal with it. And then I forget about it again,
and we're just like any other family.



CHAPTER 4

In Vitro
Fertilization

We flew into the Norfolk Virginia airport, coming tn low
over the ocean with its persistent, lapping waves. It was a
beautiful warm day, a day we bad looked forward to for
fwo years. I was one delermined lady to get pregnant, even if
it meant a long wait to get into what we considered the best
in vitro program in the country. I was going to force a baby
out of my body; it meant so much 10 me. As we rode in a cab
to the Medical Tower, I wondered bow many thousands of
others bad already made this same trip, this “pilgrimage to
Mecca.” Were they all as filled with nervous excitement as I
was, as desperate and as bopeful? How many bad left again
by the same route, their dreams destroyed in sunny Norfolk?
1 praved that [ would be one of the lucky ones.

Hundreds of thousands of people, like this woman, are now con-
sidering or have already attempted #n vitro fertilization (IVE). The birth
of Louise Brown, the first “test-tube baby” in England in 1978, repre-
sented a major breakthrough in fertility treatment, drawing the attention
of the world to the miracle of IVE. The first American program opened
in Norfolk, Virginia, in 1981, and approximately two hundred more have
followed. Worldwide, tens of thousands of babies have already been born
as a result of this method.

The growing availability of IVF has raised many questions. Is it the
most promising new technology, helping people who cannot conceive to
fulfill their dreams? Or does it offer false hope to people who are willing
to try anything to have a baby?

There is no doubt that it is controversial. The image of scientists cre-
ating human embryos in a laboratory is frightening to many people. They
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see IVF as leading to dangerous manipulations of life, including selective
use of embryos according to their sex and other genetic traits. But for
those couples who seek out IVF, the controversies are mostly irrelevant.
They have spent years trying to have a biological child, and they often
believe that IVF is their last hope. Even though it may reopen a Pandora’s
box of anxieties and grief once thought resolved, and despite the fact that
it is difficult, expensive, stressful, and unlikely to succeed, each coupte
sustains the hope that for them, at least, it will produce a miracle.

Carol and Tim have been searching for this miracle for almost ten
years, For years their lives have been dominated by temperature charts
and sex on schedule. Carol has been through multiple tests with several
doctors. She has had surgery twice and has taken fertility drugs. For Carol
and Tim, IVF is not a radical new experiment. It is simply the last of a
long series of intrusive and difficult procedures. it is the end of the line
for them.

During these years, Tim has worked hard to build up his own mail-
order business and Carol has been enjoying a successful career in family
counseling. Yet their minds were never far from their precccupation with
becoming parents. Carol said:

I had all the usual tests done—everything from A to Z. After
years of tests and two operations, the end result was absolutely
nothing—unexplained infertility. [ went to another infertility
specialist to get a second opinion and was told, “Relax, keep
trying.” They couldn’t find anything. I 2lways thought they were
implying that the problem was in my mind, and, although I didn't
think so, I would wonder. It's the 1980s; they should be able to
come up with something tangible. It’s like I'm out on a limb; I'm
in limbo somewhere.

I kept thinking 1 had to do something, find more informa-
tion, see other doctors, or else nothing would happen. It was so
frustrating to keep calling and writing pecople, because it takes
so much emotional energy to do that. But I did it anyway be-
cause I wanted a baby 50 badly. Finally, one doctor suggested 1
try in vitro. He referred me to a medical center about an hour
from our home that had recently started a program,

For some lucky couples, perhaps 15 percent of those who start the
process, [VF succeeds with the birth of a baby. For all those who fail to
become pregnant, or who have miscarriages or ectopic pregnancies, it
brings renewed stress and grief. For many, it is the final procedure that
closes their struggle for a biological child.

The great majority of people in our study who had tried IVF felt it
was worth the effort. They may be angry at a specific program, they recall
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the process as being emotionally and physically difficult, and they might
have been unhappy if it did not work. But, despite all the stress, almost
no one was sorry at least to have tried. Other studies have also found that
the experience of IVF can be extremely stressful, and its failure can result
for some people in acute grief reactions, including anxiety, depression,
and thoughts of suicide. Women report such responses more often than
men, and women without children appear to react most intensely when
IVF does not work. These reactions generally diminish over time !

When IVF was first developed, it was intended primarily as a way
of bypassing damaged or blocked fallopian tubes. As infertility special-
ists became more experienced with the techniques of IVF, many clinics
began to extend it to couples with other problems such as endometrio-
sis {when pieces of the uterine lining attach to the tubes or ovaries and
prevent conception ), male infertility, poor sperm-mucus interaction, and
unexplained infertility such as Carol and Tim experienced.”

The major purpose of IVF has been to join the egg of 2 woman to the
sperm of her husband so that they can produce a biological child together.
Eggs are removed from a woman’s ovary, either by a surgical procedure
called a laparoscopy or now most often with the use of ultrasound-guided
needle aspiration. A thin needle is inserted into the ovary either through
the vagina or through the bladder. Using ultrascund to visualize the eggs,
the physician can remove them through the needle without generat anes-
thetic, and they are fertilized with the husband’s sperm in a small shallow
container called a petri dish. After waiting two days to see if the cells have
divided, the physician inserts the fertilized eggs through the woman’s
vagina into her uterus.

As IVF has been perfected and gained greater public acceptance,
physicians have begun to offer a large number of variations. Fertility cen-
ters are increasingly using methods called gamete intrafallopian transfer
(GIFT) and zygote intrafallopian transfer ( ZIFT ). These techniques were
developed with the idea that fertilized eggs would implant more readily
in the womb if they could start a normal journey through the fallopian
tubes first. With GIFT, as soon as the cggs are retrieved, they are im-
mediately placed in a catheter with the man’s semen and returned to the
fallopian tube. ZIFT differs in that the eggs are placed in the tube only
after fertilization.

Physicians appear to have achieved a higher snccess rate with GIFT
than with IVE, but ZIFT is so far no more successful than IVF, and sub-
sequent studies indicate that where a fertilized egg is placed is not a key
determinant of the results. It may be that GIFT has better success rates
in part because candidates for the procedure have less severe fertility
problems to begin with. For example, this method is possible only for
a woman who has at least one healthy tube. And since it is a somewhat
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less complicated procedure than IVF, it may be attracting couples earlier
in the treatment process who might have eventually conceived without
assistance. In fact, one of the best-selling fertility books recommends that
people having trouble conceiving skip all other tests and treatments and
go right to GIFT?

Some procedures involve other people in the conception or preg-
nancy. For example, 2 woman with impaired fertility whose husband also
has a low or absent sperm count can have her eggs fertilized in the petri
dish by a donor’s sperm. If a woman’s ovaries are missing or inaccessible,
or if she has stopped ovulating, she may receive eggs donated or sold by
another woman, which are then fertilized by the patient’s husband. Or
if she can produce an egg but for some reason cannot carry a baby, the
couple’s embryo may be transferred to another woman who is hired as a
surrogate mother?

The use of donor eggs is becoming increasingly common, and it is
proving to be more likely to result in a heatthy baby than any other form
of IVF. As a result, a number of fertility clinics have organized programs
for recruiting egg donors.

Some clinics offer a method called micromanipulation for male in-
fertility. The woman is superovulated, her ¢ggs retrieved, and then a hole
is drilled in them to allow the sperm to enter, either on their own or
by “subzonal insemination.” The success rate is low, but it docs work
for some couples in which the man’s sperm cannot achieve fertilization
otherwise.

Success Rates

One of the first questions most couples ask as they are investigating
IVF is the liketihood of success. In some clinics they are told it is 50 pet-
cent or more, or that if they try enough times they are sure to succeed
eventually. The author of a popular book on infertility, which urges its
readers to skip all other fertility treatments and go right to GIFT, claims
that it succeeds 45 percent of the time. These numbers are highly exag-
gerated. Even those specialists who cite more modest rates of 15 to 20
percent often do not take into account the chances of success for the
couple’s specific conditions or age group. For example, women over forty
are as a group less than half as likely as women under forty to have a baby
after IVF or GIFT. The answers one receives also often reflect a national
rate or the experience of the most successful clinics, ignoring the fact
that the particular center where a couple is secking help may have had
very few births or none at all®

One center sent us a letter reporting one birth and three current
pregnancies out of almost one hundred patients. At best this would be a
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4 percent success rate so far. Yet this clinic, in the same letter, claimed a 20
percent pregnancy rate with 50 percent ending in miscarriages. Another
program, which had had no pregnancies after several attempts, was fea-
tured in a local newspaper report with the claim that success could be
achieved as often as 50 percent of the time.

Widespread dissatisfaction about the difficulty in obtaining accurate
information led to congressional hearings in 1988 and 1989 and the publi-
cation of a government survey of IVF clinic results. In addition, the Ameri-
can Fertility Society and the Society for Assisted Reproductive Technology
established a registry in 1987, and its annual reports provide informa-
tion about average pregnancy and delivery rates for all reporting clinics
combined.

These surveys indicate that there is tremendous variation in success
rates from one clinic to another, with only a handful accounting for a
substantial proportion of deliveries. In 1990, for example, 5 clinics out
of 180 accounted for over one-fifth of all IVF deliveries, and 5 out of 135
that performed GIFT reported 45 percent of all GIFT pregnancies. Larger
programs apparently do no better on average than smaller ones, so size
alone is not an indication of how good a program is. The reports also
document slowly improving results from year to year, although this may
be a result of people with less severe fertility impairments trying IVF as
well as of improvements in techniques®

It is very difficult to state an actual rate of success. Some IVE pro-
grams define success as a positive pregnancy test. Close monitoring of the
woman may produce an ecarly diagnosis of what is called a “chemical preg-
nancy,” one that aborts so early that in unmonitored women it would not
cven be recognized. Increasingly clinics are emphasizing “clinical preg-
nancy,” in which a gestational sac is present on ultrasound in addition
to the positive pregnancy test. These numbers do not include, therefore,
women who become pregnant and then have an ectopic pregnancy. More
than one out of four pregnancies, according to registry reports, result in
ectopic pregnancy, miscarriage, therapeutic abortion, or stillbirth. It is
also hard to give an exact rate because at any given time there are people
who are in the middle of the process, waiting to start another attempt,
or currently pregnant. Many drop out after one or two tries. Therefore,
clinics usually present their rates as the number of pregnancies compared
to the total number of cycles in which ovarian stimulation was initiated
or to the number of embryo transfers”’

The most crucial gquestion, the best measure of success, is how many
couples who enter a program actually end up with babies. The answer to
that question is still difficult to obtain. Our survey of American IVF pro-
grams in 1985-86 showed that the percentage of couples who started IVE
and actually had a successful birth ranged from none to 30 percent, with
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most programs having birth rates below 10 percent. A government study
in 1986 calcluated that 6 percent of women have babies for each attempt
at IVF. The 1992 IVF-ET Registry report concluded that 20.7 percent of
the 19,095 women who began at least one cycle of IVF, GIFT, or ZIFT in
1990 had a baby. Since many women began one of these methods more
than once in 1990, it is important to calculate the chances of success for
each cycle begun; for clinics that reported results for 1990, there was
a successful birth rate of 15.3 percent for each cycle. In comparing the
different methods, we discover that births resulted from 19.0 percent of
GIFT cycles, 12.3 percent of IVF, and 13.2% of ZIFT procedures initiated.
The best success rates were with donated eggs, the lowest with frozen
embryos. These figures should be treated with caution; not all clinics re-
port to the registry, and the results are not obtained independently. As we
have seen earlier, clinics have in the past misrepresented success rates to
make themselves look better®

Those who can afford IVF do not appear to be discouraged by the
low success rates. They hope to defy the odds, to prove that this high-
stakes gamble will pay off for them. They may be deceiving themselves.
In order to begin a program such as IVF, it may be necessary to ignore
accurate information about the very low rates of success. Even when the
poor chances of having a baby from IVF are carefully presented in ad-
vance, couples often do not believe what they hear. A nurse coordinator
in an IVF program described this mental screening process:

The majority of patients are very well read. They know that
one place may have a 20 percent success rate, and we have a
rate of 10 percent. But for them it’s never 10 percent or 20 per-
cent, they all believe that their own chance of having 2 baby is
50 percent or 70 percent or 80 percent. Maybe they have to
believe that to come here.

Physicians and patients alike engage in magical thinking about the
possibility of having a baby. Staff members of new programs are con-
vinced that they will achieve high success rates, and they communicate
this to couples. A woman who had already been through IVF three times
describes how she convinced herself that her chances were good despite
the evidence:

The doctor told me that I was the twelfth woman in the
program. He didn’t want to tell me if they had had any successes
yet, but I kept asking. I wanted to know what my odds were.
He had zalready told me that the chance of implantation was one
in seven. When he finally said that they had had no successes
vet, I felt really good; it increased my high. I figured if there had
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already been one in the first group of seven, then the next one
would be number fourteen instead of number twelve. This way
it felt like my chances were better.

Many people decide not to take the risk of trying [VF; for them the
low success rates are too discouraging. For example, of the women who
wrote in our questionnaire that they had considered IVE, more than one-
third said they had rejected the idea because of the poor success rates.

Advocates of IVF point out that the natural conception rate is also
low. Even fertile people who have intercourse during ovulation have only
a one in four chance of conceiving. Some physicians claim that IVF can
match and may ultimately €xceed the natural pregnancy rate. This remains

to be seen.

Carol described her experience of learning about the possibility of
success with IVF and how she reinterpreted the clinic’s lack of experience

to be a positive factor:

Puring out first interview, we spoke to a doctor and the
nurse coordinator. They were extremely nice and supportive
and gave us detailed information about the procedure and what
to expect. They told us that the success rate for this procedure
was about 17 percent, At that time I didn’t realize that they
hadn’t had any successes at all, and that they had been doing it
for only six months.

I would have done it even if I had known that. At least it
was a chance and if 1 didn’t do it [ would never know whether
I had that chance or not. Also I liked the fact that it was a fairly
new program because [ thought that we would get more atten-
tion. It made it seem like we were doing something important,
something that probably not too many people in this area go
through.

An Experience of IVF

The IVF procedure is based on precise timing and continuous moni-
toring of the woman's responses. For several weeks the woman’s life is
dominated by injections of fertility drugs, ultrasounds, blood tests, fol-
lowed by egg retrieval and more blood tests. Carol described the proce-

dure and the physical and emotional difficulties it entailed:

After our initial interview, we waited three months be-
fore the start of the procedure. It was really very hard once
we started. [ think because you want this 5o badly and try to
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protect yourself from the hope, especially after so many disap-
pointments, you begin to feel you can’t do it. But somehow we
kept going.

Tim started giving me the Pergonal injections on the third
day of my cycle in order to help produce more than one egg.
The shots were a little scary, but the main thing is that T felt I
couldn’t escape what we were doing. I couldn’t try to distract
myself or pretend this wasn’t happening. I was dragged right
into it because 1 was so physically involved for the entire month.

On the sixth day I started going to the hospital for ultra-
sounds. Each morning I would sit in the waiting room with other
couples, drinking water to fill up my bladder, so that they could
see if follicles {the sacs in which eggs develop] were growing on
my ovaries. They would say vou have three follicles, sized 1.2,
1.4, and 1.7. I kept thinking, am [ going to make it? My blood,
my numbers, are they going to find follicles? Will they be big
enough? Will I make it to the laparoscopy?

At every stage | was terrified thar [ would fail and not make
it to the next step. [ was scared and upset, but 1 was afraid to
show my feelings or go to the counselor there. | thought they
might ask me to leave the program because I wasn't handling it
well. There was also the feeling that I didn’t want to say anything
because I would be jinxed.

Then they told me the time looked good to release the eggs
from the follicles. To do this they stopped the fertility drugs and
gave me an injection of HCG [human chorionic gonadotropin, a
substance that triggers the release of the eggs from the follicles|.
It really drew me in when [ saw those eggs on the surface of my
ovary in the ultrasound.

A day and a half later, [ went into surgery for the removal
of the eggs. When 1 woke up, the doctor told me they had got-
ten three eggs and they looked pretty good. I felt a tremendous
sense of relief at that point. The worst part physically was over—
the ultrasounds, the driving back and forth, and then the surgery.

The anesthesia made me sick for a while. While [ was vomit-
ing in the recovery room, Tim wanted to know where I thought
he should go and masturbate 1o give his sperm. 1 couldn’t be-
lieve it. I just told him to take his Pentbouse magazine and go
find a bathroom. They told me that they took Tim’s semen to the
lab, washed it, separated the sperm from the fluid, and placed it
in an incubator for several hours. Then a lab technician placed a
few drops of the most active sperm onto each egg to fertilize it.
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Not evervone who starts IVF gets as far as Carol did, since there are
several points in the procedure at which something may not work. In an
average cycle, approximately 15 percent of women who take drugs to
stimulate their ovaries discover that the egg follicles have not developed
sufficiently or cannot be retrieved. When eggs are removed, about 15 per-
cent of the time they fail to fertilize. This means that one out of every
four women who begin a treatment cycle will not proceed to the stage of
having a fertilized egg placed in her body?® As one woman who never had
cggs retrieved said:

I'd been there for a week and things were not looking very
good. The eggs were not developing the way they wanted them
to. That was hard to take. Here the nurse is telling everybody
after the ultrasounds to come back tomorrow. Then she sits
down quietly in the corner with me and says, “Well, we're sorry
to have to scrap this cycle.” [t was like someone had died.

Carol felt fortunate to be among those who made it through all of
the initial stages. She said:

I burst into tears when the nurse called and told me eggs
had divided. I realized I had finally created new life.

Two days after surgery, I went back for the embryos to be
transferred into my uterus. When they put them in with the
fluid, I was scared to move. I had to stay on my hands and knees
with my rear end elevated for the transfer—all of this with eight
people looking at me. What a humiliating position. But I guess
I'm beyond embarrassment at this point.

It was also verp exciting. It tasted like hope—real hope. My
body was all puffed up from the Pergonal shots and I felt preg-
nant. [ knew a live embryo was in my uterus. This was the closest
I had ever been to being pregnant. Then the two-week wait to
see if an embryo would implant, and [ would be officially preg-
nant. After one week my hopes were the highest, but I could
barely endure the strain of waiting, thinking every twinge from
my waist down was either menstrual cramps or early signs of
pregnancy.

Then during the second week, I felt I was getting my period.
That awful roller coaster we had been living on was coming
crashing down again.

The nurse catled with the results of the first blood test 1 took
to check for pregnancy. She said it looked good but inconclusive.
When I went for the next blood test, the staff were all excited.
Maybe I'd be their first success. My hopes were soaring again.
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Then they called and told me the latest blood test was nega-
tive. Even though I half expected it, | was devastated. I didn’t
realize how much it would affect me. [ thought I was handling
it real well, but I couldn’t even talk to them.

All those feelings I thought had been resolved came right
back again. We had never been so close to a pregnancy—never
felt quite this hopeful before. That made it painful. For weeks
I lay awake at night trying to visualize those embryos inside of
me, trying to figure out why it didn’t work.

Tim shared in the terrible disappointment:

The day we heard the news I couldn’t believe it. T didn’t
want to believe it. All my rational sense of the poor probabilities
didn't prevent us from feeling that we had just lost a baby. 1
started to focus on work intensely. [ couldmn’t stand to see Carol’s
pain—1I didn’t want to sce her cry.

The news of failure after weeks of intense effort and hope is crush-
ing. It is compounded for many by a sense of abandonment, a break in the
close and constant coantact that binds couples to clinic staff and to others
going through the program. One IVF counselor described this rupture:

You call a patient and tell her that you have a negative preg-
nancy test, the phone call is over, but you know somebody at
the end of the tine is falling apart. There needs to be some real
handholding at that time because of the emotional feeling that
somehow the patient has failed, and the medical team feels that
way, too. That’s one of the reasons we have a hard time dealing
with it, because we, too, have failed.

The intense daily relationship between staff and patient is over, often
ending without even a goodbye. This breaking off of communication, a
frequent occurrence, is particularly hard on couples because they are
grieving. They gricve for those living growing embryos that should have
become babies and instead died in the worman’s body.

“Some women become attached to those embryos in a way that's
very similar to how attached women get to a pregnancy,” explains a psy-
chologist who counsels infertile couples. “They are really experiencing a
failed cycle of én vitro as a miscarriage.” This is not surprising. Her body
prepared with drugs, her mind “psyched” for success, and in many cases
having seen live embryos under a microscope and even being placed in
her uterus on ultrasound, she has indeed felt pregnant. Just as with a
miscarriage, couples may go through intense feelings of depression and
anger. They may feel guilty; once again they may blame themselves for
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having done something wrong or simply for being inadequate. They may
be jealous of others who have achieved pregnancies by IVF or who have
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never had to struggle with infertility.

Despite the trauma they had just experienced, Carol and Tim re-
minded each other that they had originally agreed to try the procedure
at least three times. They figured they would devote one year to in vitro.
At that point Carol would be thirty-five, and they would then decide what

to do next. Carol explained:

Tim

In my head I knew it made sense to try it again. [ thought,
Pve endured one loss and I know what that’s like. It’s very pain-
ful, but it didn’t kill me. My choice is to try one or two more
times with the months of grief attached to it, and maybe have a
success, or not to try hard at all. As hard as it was, knowing that
we got so far gave me hope to try again. Maybe the next time
would be lucky for us. I'm glad I did it. [ don’t think I could have
rested, knowing that the technology existed, until [ had tried it.
It was painful, but so were the other years of my life that I was
trying to get pregnant. Those were my choices. [ could quit or 1
could try.

was also ready to try again:

Two months later we were back. It was easier the second
time because we knew everybody there and knew what was in-
volved. The part that made the first one hard was not knowing
your way around the medical center and feeling bounced from
one lab or office to another. You also don’t know whether you're
going to drop out at any peint. They come up with all sorts of
little traps along the way and give you only little picces of infor-
mation as you go along. [ would think we’ve made it and then
find out that no, that was just one piece and there’s stilt another
step to be done. We got through all the steps the first time; so
I was very positive about our chances of being successful if we
tried again.

I was so excited when they told me that this time they re-
trieved eleven eggs from Carol. They were very encouraging. [
felt like we got 100 on a test and this was the time it was going
to happen for us.

The development of follicles, eggs, and embryos becomes very im-
portant psychological steps for couples going through IVF. As Carol ob-

served:

You go for these tests and you bring the results back to the
nurse there, the picture of the follicles, which wasn’t always very
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encouraging. She'd say, “Is that ait there is? Come on Carol, you
gotta get them bigger.” What did she think? Of course, 1 would
like to make them as big as possible!

Carol and Tim felt sure that since there were so many eggs retrieved
this time, they were going to make it. When the results of the final blood
test were negative, they were devastated again. Carol said:

I was afraid I was going crazy, especially after I got my
period. I couldn’t go to work and I couldn’t stop crying. Again I
felt like I had lost a baby, but it would sound strange to tell that
to my friends and family. So [ couldn't share the feelings very
well. There were several months of mourning when nothing else
in life seemed worthwhile. I felt physically depleted, not to men-
tion secing all this money thrown out the window for nothing.
We had very little left. I really wanted to run away from it all.

But at the same time, I realized that it hadn’t been all nega-
tive. At least, after all these years of trying to get pregnant, we
knew we could make an embryo. That was one step farther along.
And the doctors were still encouraging—they hadn’t given up.

A positive aspect of the IVF experience for Carol and Tim was Tim’s
involvement in the procedure. Tim commented:

I felt more actively involved with the in vitro than with
any other part of the infertility procedures. Maybe because | be-
came so involved, [ was very hopeful. I thought I was going to
faint when I had to give Carol the first shot. I always had a pho-
bia about needles. But it really made me appreciate what Carol
was going through physically. Then watching the ultrasounds,
watching Carol go into surgery one more time, was really hard.
1 admired Carol’s courage. I don’t think I could go through the
same thing,

Many couples feel that IVF gives them an opportunity for greater
control over the procedure, while others are glad to be told what to do
and not worry about control. The programs vary a great deal in how much
they involve couples, such as the man givirig Pergonal shots to the woman,
or the couple taking samples to the lab. But ultimately the outcome is out
of their hands. As one infertility counselor noted:

They make the decision te do it. But are they going to be
accepted in the program? That's out of their control. it’s all of
these hurdles they have to leap over. I think the only control
they really have is deciding which program, how many times
they will try, how they're going to cope as a couple, and how
they're going to utilize their network of family and friends.



60 in Search of Parenthood

Carol and Tim had agreed to try three times, and although they were
feeling very discouraged, they decided to stick to that original plan. By
this time they knew the ropes and they were feeling close to some of the
staff. Tim recalled:

As much as it had been difficult, and they weren't always
equipped to meet our needs, we still felt that they were like
family. You can get to know people pretty well in those circum-
stances. One of the doctors was really super, and we also came
to rely on the nurse coordinator a lot. When things got really
tough for us after the second cycle, we went to see the social
worker at the clinic, and she was a big heip.

For some couples, trouble arises because one member of the couple
is more interested in pursuing IVF than the other. Often the husband feels
that he is just going along to keep his wife happy, but that it is really
her project. Some men are very reluctant to see their wives subjected to
vet another series of tests and treatment. When the two are not in agree-
ment, a failed IVF attempt may produce a great deal of anger and mutual
blaming.

Some IVF programs have a full-time social worker who offers coun-
seling and organizes support groups. Others use a therapist only at the
beginning in order to help couples talk about their feelings about in-
fertility and any ambivalence they have about IVE. However, since these
interviews are part of the initial screening, many people are reluciant to
speak openly for fear of being dropped from the program. In reality, it is
very rare for the therapist to recommend that a couple be excluded.’

Most programs offer no counseling at all. As one director said:

We take pride—we do a good job of talking to people. 1
don’t think we do as good a job for someenc who really has a
more pronounced need, but it’s like a lot of other things with
an IVF program—someone’s got to pay for it, and I think the
expense is prohibitive.

For many couples, the contacts they have with clinic staff are all they
need, but many more with whom we talked expressed a desire for more
counseling as part of the program. Some felt that they were treated very
itnpersonally; although they were not sorry to have tried IVF, they were
angry at the staff. As one man said:

You know, we've been infertile a long time and we finally
get to this fancy medical center and pretty soon we realized that
these guys were only spending ten minutes with us if we were
lucky. We just weren't getting our questions answered, and of
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course it wasn’t working either. It was just so frustrating. The
whole process is so much black magic. You get the impression
youw're part of an experiment, a little cog in their big machine,
just another one of fifty peopie being herded like sheep through
exactly the same thing with no personal interest in you as an
individual.

Part of this anger is an inevitable component of the grief from fail-
ure. The clinics that make efforts to offer personalized care and support
may be better able than the others to help couples through this difficult
process. They are certainly more appreciated. But this kind of support is
unusual.

One very important source of support is the other couples who are
going through IVF at the same time. Tim described the bond he felt to
these other couples:

They were mostly people like us, in their thirties, educated,
and from middle- or upper-middie-class areas. They had all been
through infertility problems for many vears. All these women
had their battle scars from surgeries, and their bodies had been
probed and prodded. All the guys had jerked off a million times
in the bathroom. With all of these things we had in common,
there was a lot of mutual support.

There may be a certain amount of competition among people in the
same cycle {e.g., who has the biggest eggs?), but ordinarily this is greatly
outweighed by the help. These couples sometimes stay in touch with each
other long after their connection with the center has ended.

Even before Carol and Tim received that last phone call informing
them once again of a negative pregnancy test after their third attempt,
they had the feeling that it was all over for them with IVF. They knew they
would have to accept that they were unlikely to have a biological child.
Carol was glad that at least it was over:

When the third time failed, I felt exhausted. I was angry and
upset, but part of me felt like it was over and that was a relief.
I knew I had done it all and now I could stop; { was tired. By
the time we finished in vitro, [ had come to the point where
the need to have a biological child had been beaten out of me.
I had wanted desperately to be pregnant with our own child.
Inch by inch I started to give up that need, and I felt T was ready
to consider adoption.

For many couples who do not succeed, IVF can lead to closure. They
feel that they have tried everything and now can begin to accept the fact
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that they are not going to be able to have a child together. Carol and
Tim went through the procedure three times before they could come to
this point. Couples sometimes reach this resolution after one time, while
others are unwilling to give up even after six or more trials.

Many couples have to drop out of the program because it is simply
too expensive to go on. The cost of each cycle is usually $5,000 or more,
and many insurance companies do not cover IVE! There are additional
expenses of transportation, lodging, and food if one uses a center away
from home. Because of these high costs, many people cannot even try one
time, and others make great sacrifices for this chance. Some people feel
it really isn’t a choice—"“We do what we have to do,” they say. Another
woman agreed:

You pay yvour money and take your chances. What good
is money if you don’t have the thing you want most—to have
children?

Other people express a great deal of anger and resentment about
having to spend so much, especially when the procedure fails. One man
voiced his opinion:

The price tag is outrageous! These programs are entirely
too expensive. Why should people have to go to the poorhouse
simply to exercise their inalienable right of having a child?

For many pecple the “price tag” makes the decision for them. They
may buy lottery tickets in the hope of some day winning z large sum, but
in the meantime they simply cannot afford to go on. In our 1985 survey,
we found that people with little insurance coverage who made less than
about 840,000 per year could not afford to try IVF at all. Money is also
the major reason given by the many people who stop IVF after one cycle.

In studies of patients who withdrew from an ién vitro program, two
main reasons were given for leaving. Financial burdens was one. The other
major problem was the stress of the procedure. People mentioned the
tremendous anxiety, depression, disruption of work or career, and strain
on their marriages.'?

Despite the cost and stress, many couples find it hard to stop. They
are encouraged by the programs and by the nature of the procedure to
try again and again, in the hope that eventually it will work. Sitting in
the waiting room in the one of the leading IVF clinics, it is hard to re-
sist the temptation. Beautiful picture albums on the coffee table show all
of the babies conceived in this place, together with their beaming fami-
lies. There is hope in the air. And a sign on the bulletin board offers the
powerful message: “You Never Fail Until You Stop Trying.” Stopping—



In Yitro Fertilization 63

or worse, not even trying—are presented as personal failures, lack of
adequate motivation to have a child.?
A social worker at another IVF center criticized this kind of pressure:

It is a rare bird, the infertility specialist who will say to
couples, “Why don’t you stop? Why don't you just put it in park?”
Even to take 2 break. It's very hard for couples to give themselves
permission to say, “I have done enough.” We need to really help
people, when they need to say enough is enough, to be able to
do that.

Stopping is particularly difficult for those couples who have achieved
a pregnancy that ended in miscarriage or ectopic pregnancy. They have
tasted success; for them IVF worked, at least for a while. After years of
trying to get pregnant, they have finally done it, and they celebrate their
accomplishment. The clinic celebrates with them, counting them as a
success. As one program director said:

It took us more than fifteen transfers to get our first preg-
nancy. If you've done fifteen with nothing, 2 pregnancy is a real
shot in the arm, whether it results in a live birth or not. It's a shot
in the arm for the medical team and for the other patients, too,
because they always want to know if you're having successes.
And for some infertile people, even a failed pregnancy can be
better than none at all,

Although a successful birth is still the exception, it does occur.
One fortunate couple, whose daughter, Carla, is an IVF baby, are Sharon
and Jerry.

Sharon had become pregnant quite unintentionally shortly after her
marriage to Jerry, when she was in her twenties. They both knew they did
not want another child right away after Alison was born, so they used birth
control conscientiously, sure that they were super-fertile. When they de-
cided later to have another child, it never occurred to them that it might
not work. Like many couples with secondary infertility, they were aston-
ished to find out that what had been so easy six years earlier was now
impossible, It was five long painful years until they finally had another
daughter, Carla, conceived in a petri dish at a university fertility clinic
during their second attempt at IVF,

Sharon and Jerry described to us their experience with IVF. Sharon,
still ecstatic, began:
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It's been a miracle, Carla was dropped from heaven and
I feel so blessed. It's as if I've woken up from a nightmare. I
am a new person—I am not infertile anymore. [ got pregnant
and probably can again, if I want to. In fact, this turned my life
around.

Qur problem, as it turned out, was damage to my tubes. I
must have the most horrible tubes in fifty states. Even when I
first became pregnant with iz zétro, I had an ectopic pregnancy.
But that was hardly my first. During those five years we were
trying to get pregnant, I actually conceived three times, but I
had a miscarriage the first time, then two ectopic pregnancics,
and several operations to repair my tubes. The first ectopic was
especially traumatic. { came pretty close to dying that time. I
came within two hours of hemorrhaging to death. So much at
once—my first major surgery, nearly dying, losing 2 pregnancy,
and discovering how serious my infertility problem was all at
once. I was pretty badly depressed after that.

Part of the difficulty in deciding on in vitro, even though
our doctor said it was our only chance, was the fear of facing one
more loss, one more failure. I had terrible feelings of guilt that
my body was this damaged vessel that was not capable of let-
ting life continue. It was difficult for me to think that I would be
carrying around fertilized eggs that would die one more time. 1
didn’t think [ could stand any more dead babies.

The turning point for me came when a good friend said,
“You know all those eggs in your ovaries are going to die when
you do, and they are dying each month. Now you can take a
risk that they’ll live to ten or thirty cells, with the chance of be-
coming a human being, or not live at all.” So I decided, okay,
together my eggs and I will just take that risk of living to twenty
cells or however far they get, with the ocutside chance that one
of them might actually continue—otherwise they’d die anyway.

Jerry continued the account:

We were actoally very good candidates for the procedure,
knowing that the tubes were our problem. I was more cager
than Sharon to try it, thinking of it as a real challenge, almost
an adventure into new scientific territory. Besides I just wasn't
ready to consider adoption; I really wanted another child that
was ours. We couldn't let the opportunity go by. One good thing
about the in vifro was that it took the pressure off our mar-
riage. I didn’t have to perform according to the calendar, and
lovemaking became more natural at that point.
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Sharon interjected:

I think everybody goes into it believing it might work. Even
though they tell you that the success rate is low, there’s some-
thing very compelling about it. You get very much tied up into
their system—you get to know the physicians and they get in-
vested in you, and you see it work with other patients; so even
if it doesn’t work, you try again. When you know that there’s a
chance out there, it’s hard not to grab for it.

The whole system has such built-in hope, as you move from
one stage to the next, that there’s a lot of false optimism that
gets built in. You know, all of a sudden, you've got follicles and
you get a little excited about that. You go to the laparoscopy and
they are able to view the eggs; you get real excited about that.
As you move along the process, you get more and more hopeful,
so that by the end there’s only a very small part of you that’s
really ready for bad news.

Jerry remembered his feelings at the time of the final stage of the proce-
dure:

I really believed that Sharon was pregnant after the embryos
were transferred. [ had even looked in the microscope to see
the embryos, and when 1 said 1 wasn’t sure what I was looking
at, Sharon’s response was, “What's the matter—don’t you even
recognize your own kid?” I was so sure that it would work since
everything had gone perfectly up to that point. When we found
out she was pregnant, we were elated and began to make plans
for the birth. We were astonished at the grief and depression we
felt when we realized she was having another ectopic.

Jerry and Sharon were both very involved in the in vitro procedure.
They felt that in many ways it brought them together as a couple, since
they were both so oriented to achieving pregnancy, and the procedure
was something they could work on together. They were fortunate to have
been referred to a clinic that had already been operating for scveral years,
had had a number of successful births, and was less than two hours away
from their home. They were able to get the Pergonal locally, and Jerry
gave Sharon the shots at home. By the eighth day, however, she needed to
be at the clinic early cach morning for a week of ultrasounds and blood

tests. She moved into a motel near the medical center. Sharon recalled
that time:

Being down there alone did not bother me. I locked upon
it as kind of a nice vacation, and I knew that Jerry and our daugh-
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ter Alison would be there for the weekend. There were several
of us at the same motel, and we tended to spend a lot of time
together. Most of the time it was very helpful, but occasionally
the anxiety became contagious and that was the downside of it.

Jerry commented:

I think the hardest part for me was the waiting, waiting at
home for Sharon to call while she was away to let me know if
it was going okay. And of course it was awful waiting for the
results of the blood tests to see if she was pregnant.

Sharon continued their story:

After the embryos were transferred in one part of the hospi-
tal, they had to take me on a gurney to the hospital itself, because
at that time you had to stay twenty-four hours. Well, it was the
bumpiest ride I've ever been through and I thought, This isn’t
good, I'm supposed to be perfectly still and I'm sure things are
falling out. And then we had to wait for the elevator, and I was
on an incline and 1 could feel things starting to drip out and I
thought, It's all over. I was very pessimistic at that point.

We were ccstatic when the test came back positive. But
then I kept bleeding and having pain on one side and I called the
doctor and told him this feels like an ectopic pregnancy again.
They discovered I was right, and they removed the tube. I was
so scared by this experience that 1 asked them to please cauter-
ize the other tube way down at the base. These tubes were no
friends of mine.

At that point I was hopeful because before 1 hadn’t been
able to part with my tubes, they were my only chance. Now that
I got pregnant once, I figured 1 could do it again. They could take
my tubes—I didn’t need them anymore. I think that knowing I
could get pregnant, that it worked, made it easier for me to ac-
cept the loss. Instead of feeling helpless, [ could go on. Also, I'm
a somewhat religious person, and I just felt that if God wanted
this for me it would be. If not, then that was His will and I could
accept what would happen. That was very helpful and kind of
got me through it.

The hardest part was probably the emotional aspect of it.
[ was very psyched for this the second time. [ felt very positive
about it, knowing that if 1 could just get pregnant and have it in
the right place, I would be on my way. [ had decided I would do
this as often as necessary to get pregnant, no matter how long it
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took. And yet I kept trying to tell myself that it might not work,
the success rate wasn’t good, because: I was so afraid of another
disappointment. And then the embryo that was to be Carla was
transferred to me on Mother's Day—what a good omen!

I knew it wasn't over when that pregnancy was confirmed.
I just didn’t believe it was going to last, that I could be so lucky.
All through the pregnancy I kept waiting for something to hap-
pen, for it to be taken away from me. But I also figured that if
one embryo survived out of the six that were transferred, this
must be a strong and healthy one.

I think I had the same concerns for her that [ would have
had if I had conceived her naturally. It was a relief when she was
born to see that she was a very healthy baby. Now when I look
at her, 1 don’t even think about ali we went through to get her.
She’s just Carla, a very special child.

1Ibe Risks of IVF

Certainly one concern for couples is the risks of the procedure, both
for the woman and for the potential baby. IVF pregnancies are more likely
to end in ectopic pregnancy, miscarriage, or premature birth. It has been
difficult, however, to assess the significance of the high rates of loss, be-
cause the women involved may be at a higher risk of experiencing these
losses than other women by virtue of their age and infertility history, and
the fact that they are closely monitored to detect pregnancy.1*

There is growing concern about the risks involved in taking fertility
drugs, although physicians generally claim that they have been proven
safe over many years of use. In fact, their use has increased consider-
ably in conjunction with artificial insemination and other therapies. Yet
there is increasing awareness of the hazards of what is called ovarian
hyperstimulation syndrome (OHS), which has occasionally proven fatal
for wornen undergoing treatment for infertility. More commonly, hyper-
stimulation may result in burst ovaries, ovarian cysts, septicemia, adhe-
sions, migraines, depression, weight gain, and other symptoms. For some
women the result of hormone therapy is the destruction of their fer-
tility. Of every 1,000 women who underwent IVF in the United States in
1990, 7 are known to have been hospitalized for treatment of OHS. Severe
OHS has been estimated to affect 1 to 2 percent of all women who take
ovilation-induction drugs, and some researchers have raised concerns
about their possible link to cancer and birth defects. Serious questions
have also been raised about the long-term effects of repeated ultrasounds,
although the evidence is inconclusive.!®
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Doctors usually minimize the risks, and patients usually do not ask.
Many say they will do whatever is necessary and do not consider the
possible side effects. As one nurse at an IVF clinic said:

Patients are not frightened about what is going to happen
to their bodies. It’s amazing, if you told them we'll have to tie
your arms and legs down or whatever it is, they are willing to go
through it.

An additional risk of the IVF procedure has been the use of laparos-
copy for egg retrieval in IVF and replacement of egg and sperm in GIFT,
since any use of general anesthesia carries the risk of complications and
(rarely) of death, Many women reported that the nausea after the anesthe-
sia was the most unpleasant part of the whole procedure. The increased
use of ultrasound-guided aspiration is making it possible to avoid laparos-
copy in most IVF procedures, but it is still used in the great majority of
GIFT attempts.'¢

There has not yet been any compelling evidence that babies con-
ceived by IVF are at greater risk of birth defects than babies conceived
naturally. Yet most scientists agree that there is the theoretical poten-
tial for abniormalities as a result of the procedure. In addition, the higher
rate of premature birth and low birth weight increase the possibility of
long-term disabling conditions. As more years pass and more babies can
be followed up through their childhood, it will be possible to assess any
long-range effects.!”

One risk that is widely acknowledged is that of multiple births. Twins,
triplets, and quadruplets are all much more common with IVF, GIFT, and
ZIFT; they occur in as many as one-third of all deliveries. This occurrence
has presented a serious dilemma: On the one hand, the more embryos
transferred, the better the chances for a pregnancy. Yet multiple births
increase the dangers for the mother and babies and may present over-
whelming problems of parenting.'®

One woman who underwent IVF dismissed the problem: “For a
woman who's infertile, multiple births are multiple blessings.” However,
another couple who had tried for a long time to have a baby realized they
were unable to cope with the prospect of having four and decided to
have an abortion instead when they learned that the wife was carrying
quadruplets. This was a disaster for all concerned.

Increasingly, women who have conceived several babies at once are
being offered the possibility of aborting one or more of the fetuses in
order to increase the chances of a successful birth for the others. This puts
expectant parents in the agonizing situation of having to decide whether
to eliminate some babies after so many years of trying to conceive, or take
the chance of having all of the babies be sick or die.’”
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This kind of situation has led some physicians to prefer freezing some
of the embryos until a later cycle rather than inserting all of them at
once. Freezing also has the advantage of reducing the need for renewed
drug therapy on each attempt. But freezing embryos is objectionable to
many people and is still not perfected.? To overcome the fears of many
that frozen embryos will be experimented on or discarded, scientists are
working on techniques for freezing eggs before fertilization instead. When
this can be done easily and the eggs can be thawed and fertilized in later
cycles without damage, it is likely to be used widcely.

IVF may seem controversial to outsiders. The U.S. government, source
of so much research support, refused for many years to fund IVF research,
and many groups object to its use for a wide variety of reasons {see chap-
ter 12).2! IVF is making possible widespread study of and experimention
with embryos and with reproduction, and this makes many people worry
about the consequences in the future. But to those who are involved with
infertility, it is becoming an increasingly rountine procedure. New tech-
nigues that avoid repeated drug treatment and surgery are likely to make
the experience less traumatic and somewhat less expensive. And the re-
quirement in some states that insurance companies cover at least part of
the cost is making it more accessible to middle-class couples.

Scientists and fertility specialists applaud the opportunity they are
giving couples to try to get pregnant. However, our initial questions re-
main. Is IVF a wonderful technology giving people another chance, or is
it a false promise? Are couples really frecly choosing to proceed, giving
them another possibility, or does the sheer existence of IVF make it im-
perative that they try it? Is this a benign program designed to try to help
people, or is it really part of scientists’ effort to control women’s lives and
to master the process of creation? Will IVF make society a better place,
or will it reinforce existing inequities and narrow what are considered
acceptable choices?

We have seen many people excluded from trying IVF by the cost and
by the rules of eligibility. We have seen the torment couples go through,
the misrepresentation of success rates, the stress and grief, the reopening
of old wounds thought healed. There is the possibility of more loss, the
worry about risks and side effects, and a lack of support and follow-up.

Even so, couples told us, it was worth a try. Even if they did not have
a baby, at least they had had a chance. And when sometimes, blessedly, it
works, the happiness is unimaginable. For these families it seems to be a
miracle; for others it is a curse. The effects of these new technologies on
society as a whole are still being vigorously debated.



CHAPTER 5

Surrogacy

Although all forms of the new technologies for conception have
sparked widespread criticism as well as strong support, the one that ap-
pears to have sparked the most heated public controversy is the practice
of hiring a woman to bear a child, what has come to be called surrogacy.

The majority of the American public was initially appalled by the
idea that a woman could veluntarily agree to become pregnant (with the
sperm of a man who is not her husband) and then give the baby to that
man and his wife in exchange for money. “How could you possibly give
up your own baby for $10,000? What normal woman would ever do that?”
These are the guestions posed to surrogate mothers by others. There is
hostility and bewilderment in the questioning.

A surrogate mother named Jan wrote a letter to the child she was
carrying to explain her feelings about what she was doing,.

I'm sure you're wondering why I would do this. [ have two
children of my own who are very precious to me, and it’s hard
for me to envision going through life wanting children and not
being able to have them. I felt that I could help your mom and
dad out by doing this. . . . Being pregnant with you has been
very exciting, and something very special for myself. [ felt very
good . . . but the best thing was the excitement [ knew your
mom and dad were experiencing. I've never thought of you as
my child, but you hold a very special place in my heart.!

Despite the public’s concern over the motives of women who would
willingly become pregnant in order to give up a baby, most people were
even more fervent in condemning Mary Beth Whitehead in the widely
publicized Baby M case for not relinquishing her child after giving birth.
Afer all, she had signed 2 surrogacy contract, she had promised to do it.
Witnesses at the trial accused her of being immature and overly emo-
tional, of not knowing how to play with her baby in the “right” way. Her

70
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refusal to give up her child was used as “evidence™ of her unfitness to be
a mother.

The often bitter controversy over surrogacy greatly accelerated as a
result of Whitehead's decision and the trial and appeal that resulted, and it
has continued to be debated in legislatures and courtrooms as well asina
wide variety of publications. “Pro-family” and religious forces on the right
oppose the idea because of its potential for undermining the traditional
family, one that is ruled by men whose wives’ key roles are caretaker and
baby maker. For example, they fear the possibility that women could hire
surrogate mothers for convenience, te maintain their own careers. Many
feminists are just as critical. They decry the exploitation of poor women
and the commercialization of women’s bodies to produce children for
men. Lawyers and ethicists debate whether this is baby selling, and physi-
cian organizations have expressed serious reservations about the ethics
and risks of surrogate motherhood?

Opinion surveys on alternatives for having babies show surrogate
mothering to be at the very bottom of everyone’s list.* Some people simply
do not understand what it is all about and assume that 2 man must have
intercourse with the surrogate for her to get pregnant. The idea of re-
ceiving moncy for a baby is discomforting, perhaps even more so because
it is a woman taking payment for something she’s supposed to do for free,
as part of her role in life. Over time the public has become more used
to the idea, while the organized groups opposing surrogacy have gained
ground in lmiting its availability.

The term “surrogate mother” is used here because it is the most
recognized name for women who have babies for others. It is mislead-
ing, however, perhaps intentionally so, since the word surrogate usually
refers to a substitute for the real thing. At the time of the birth, the surro-
gate mother is actually the real mother, 2a mother who has agreed to give
up her child to its father. The terminology itself is a subject of debate.
While proponents of surrogacy speak approvingly of women who merely
“rent their wombs” or act as “human incubators,” opponents describe
them as the natural or birth mothers and sometimes more disparagingly
as “breeders” and “reproductive prostitutes.”

An Experience with Surrogacy

All this controversy did not deter Sarah, a thirty-one-year-old legal
secretary who had a baby for Alex and Lisa. She feels good about what
she has done, sure that it is right:

[ knew how I would feel if 1 didn't have my children. 1
mean my children are my whole life. 1 just can’t imagine not
having them.
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My best friend couldn’t get pregnant, and yet it was so easy
for me. I know the kind of anguish she went through. I couldn't
help her, but I felt a need inside me to help someone else. Thank
God I'm healthy enough to do it.

I loved being pregnant. 1 liked the attention, but my family
is complete. My husband and I don’t want any more children
for ourselves—he had a vasectomy a few years ago. At first
the money made it attractive, too, but after I got pregnant and
started to feel so close to Lisa, it didn't seem very important
anymore. I was not even sure I'd be able to accept the money.

I like the idea of doing something unique. But basically 'm
just a normal person, not someone who is out for money. But
I'm not some kind of angel either. I'm just a normal working-
class woman who does it because I like being pregnant and ! like
giving other people the happiness that my kids have given me.

A Michigan-based attorney named Noel Keane started the first sur-
rogacy program in 1978, Since then, other lawyers, social workers, and
former surrogate mothers have started their own surrogacy businesses,
and as many as four thousand babies have been born under contract in the
United States alone? In very few of these cases has the surrogate mother
changed her mind and expressed the intention to keep the baby, but those
occurrences have been widely publicized and have formed the basis for
new laws and court decisions affecting the practice of surrogacy.

Who uses surrogacy programs? Mostly affluent couples with a fertile
husband and an infertile wife, for whom other treatments have failed and
adoption is unavailable or unacceptable. The woman may have a genetic
disease that she does not want to transmit or a medical condition that
prectudes pregnancy.

How do women who want to be surrogates and couples who want
a baby find each other? Sometimes a couple recruits a woman through
personal networks or advertisements. Qccasionally a family member—a
sister or a cousin—offers to carry a baby for her infertile relative. Most
often, however, they are brought together by “matchmakers”—attorneys,
physicians, psychologists, former surrogate mothers, and others—who
have started surrogacy programs.

Alex and Lisa were at first very skeptical about trying a surrogacy pro-
gram. They had been through a miscarriage, an ectopic pregnancy, tubal
surgery, and three failed attempts of IVF (#n vitro fertilization }. They were
on an adoption list but discouraged by the years they would still have to
wait. Lisa described how hard it was to decide:

I knew how important it was for Alex to have his own baby
and I felt guilty that I couldn't provide that for him. I wanted
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one, too, but [ had finally begun to accept the reality that I would
never give birth to my own baby. 1 saw a TV program about sur-
rogates but couldn't handle the idea at the time. I got depressed
just thinking about it. The idea of giving up on my own body
and locking at someone else’s and visualizing that person beir=g
the biological parent of my child was too painful for me.

A year later we still didn’t have a baby, and the thought of a
surrogate began to seem more like a possibility. I showed Alex
an article about it and was surprised at how enthusiastic he was.
I was willing to talk to the attorney at least and find out more
about it.

Alex saw the advantages of a surrogacy program right away:

I figured we'd have more control with a surrogate than with
adoption, where somebody arbitrarily thinks this baby will fit
well with this couple. I liked the idea that both of us would be
there at the start of creating a baby. The child would know that
he or she was created not by accident but out of love and 2
commitment to nurture that child for the rest of our lives. And
of course at least we knew that the baby would have half of
our genes.

Screening Couples and Surrogate Mothers

73

Having finally decided to contact a surrogate program, Lisa and Alex

were worried about being accepted. As it turned out, there was no screen-
ing process whatsoever. The lawyer told them that he accepts all couples

who can pay. He explained his reasoning in an interview with us:

It is his child and he has a constitutional right to do this. We
have no basis for screening the couple. They've been through
enough torture already. If they were able to conceive on their
own, no one would ask them “How many windows do you have
facing the lawn?” or “How much money did you earn?” the way

people who want to adopt are questicned.

Different programs vary greatly in their philosophies regarding the
sclection of couples, although financial tmeans is a criterion for all pro-
grams. Three programs described here—referred to as the East Coast,
Midwest, and California programs-—represent some of the variation that
can be found in sefection of couples and other practices. For example,
some programs, such as the East Coast onc, require that couples be mar-
ried and childless and have a documented fertility problem. Otherwise
they have no screening of applicants. The Midwest program, on the other
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hand, accepts everyone who applics. The couples may see a psychiatrist,
but only if they request one.

In contrast, the California program has very different policies. The
psychologist interviews all the couples who come to the program. Accep-
tance is far from automatic, as explained by the psychologist:

What I screen them for is appropriateness for a surrogate
mother program, not appropriateness for parenthood. I'm not
like an adoption agency. I want to know if they can handle our
philosophy and how we work. I say to them, “Let me help you
decide if this is the way that's best for youw.”

They're very anxious for a child and willing to be flexible.
Burt occasionally we have a couple who is not ready for a sur-
rogate. They have to come to terms with the third party in a
very physical way—the woman may be in the delivery rcom or
at Lamaze classes, and she’ll be talking to the surrogate periodi-
cally. If a woman’s infertility is not resolved to the point where
she can handle being with the woman who’s carrying her hus-
band’s child, it's going t¢ be painful.

The three programs also have conflicting ideas about how to select
the women to be surrogate mothers. All have some kind of screening by
a psychiologist or psychiatrist, but with very different intentions. The psy-
chiatrist who sees applicants to the Midwest program, for example, feels
strongly that all applicants should be screened. But he also believes that
if he finds a woman who wants to be a surrogate competent to make an
informed decision and wanting to be a surrogate, she has a right to be
one. He said:

I function by helping surrogates to screen themselves. | ex-
plain all the possible risks, and then the responsibility to decide
is up to them. Professionals have no way to predict who will be
okay. Even if we did know, our job should be to help them de-
cide, not to be paternalistic and decide for them. What I advise
is, “If you're not sure, don't do it. It’s forever; this is one of the
most important decisions of your life.”

He had interviewed well over 500 applicants and had yet to turn one
down, but a large proportion decided to drop out on their own.

Women were accepted in the Midwest program whether they were
single, married, gay, or had children. The first surrogate in this program
was an unmarried virgin, the infertile couple’s friend who volunteered to
have their baby. The program directors prefer, however, that the women
already have children. They used to think it was better if surrogates were
single or divorced, anticipating possible complications from 2 husband.



Surrogacy 75

Now they believe that having a husband may be valuable for support. It
also may be casier for the woman to give up a baby because it is not her
husband’s.

The psychologist in the California program also screens the women
who apply to become surrogate mothers. In contrast to the open-door
policy of the Midwest program, she turns away at least two-thirds of the
applicants. First, she requires that they already have children at home,
cxplaining that a woman who has never had a pregnancy and delivery
cannot really know what she is agreeing to. She also eliminates anyone
who, in her judgment, would suffer from being a surrogate mother.

I feel that it is my job to make sure that no one gets into this
who would get hurt. Even though it’s very difficult sometimes,
I do tell women I think it's simply not in their best interest to
be a surrogate, that they are so needy and that this isn't going to
fulfill their need. We see ourselves as very protective.

In California, the psychologist also sees husbands of potential surro-
gates to be sure that the women will have a supportive home environ-
ment. Once accepted, the woman is required, and the husband invited, to
attend a monthly support group meeting. She is also in frequent contact
with the psychologist.

The East Ceast program has a different approach. Unlike the Califor-
nia program, which locks at the benefit or harm to the surrogate mothers,
the East Coast program is concerned primarily with their emotional ability
to give away a child. According to the psychologist who screens all ap-
plicants, he Iooks for women who are strong-willed and reliable, and he
accepts fewer than half of those who apply.

The Relationship Between
Surrogate Mother and Couple

Lisa and Alex were not aware of all these differences when they
picked a2 surrogacy program. They had, similarly to many other couples,
simply gone to one that was located near their home. They were pleased,
however, that the lawyer said they could meet Sarah before deciding if
they wanted her to have a baby for them. Alex described what they were
looking for:

We wanted a nice normal human being that has above-
average intelligence. We wanted her to be emotionally stable,
kind of a solid person. We thought it was important for her to
be healthy and loving so that we would be able to communicate
that to the child.
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In a number of programs, the couple picks a woman from pictures
in a book that includes details of the surrogates’ history and motivations.
Some come to the office to meet several women. Sometimes, if they re-
quest it, the director suggests a particular woman for a couple and then
has them make the decision. All three people involved have to agree with
the choice.

At the East Coast program, the attorney makes the match strictly
according to the couple’s place on the waiting list. When a woman be-
comes available, he sends her description and a photograph of her and
her children to the first couple on the list. If possible, two such profiles
are sent, and the couple makes the decision.

In contrast to programs where the couples select among a ntumber
of women, the psychologist in California decides on every match. She
sends to the couple and to the potential surrogate information about each
other; if they are pleased with what they sce, they must meet together
with the program staff. Each party has a chance to veto the match, but
as the psychologist says, “If I've done my job, it shouldn’t happen, and it
rarcly does.”

The most important difference among program staff is their attitude
toward the relationship between surrogate mother and couple. Some pro-
grams leave that decision up to the parties involved. Other programs take
definite but opposite stands on this issue. In California a meeting is re-
quired and a relationship encouraged, while in the East Coast program
complete anonymity is the rule.

The psychologist for the California program explained why she and
her colleagues feel so strongly about openness:

If the couple really doesn’t want to meet the surrogate or
they want to make sure she doesn’t know where they are or
what their last name is, it’s not going to work. The surrogate is
going to feel she’s not being appreciated or that they don’t trust
her, or that they’re still ashamed of this. And separation from the
baby will be much harder. It works for us because she cannot
imagine hurting this couple whom she knows and likes so much,

The East Coast program takes the opposite view. The program’s di-
rectors fecl strongly that if 2 relationship were allowed to develop the
surrogate would have a harder time detaching hersclf from the couple
and the child. And they worry that she might refuse to be inseminated by
an unattractive man, or that she would say, “This guy looks like Burt Rey-
nolds, how can I give up Burt Reynolds’s baby?” Therefore, couples and
surrogates never meet and never learn each others’ names or addresses.
All communication is through the attorney’s office.

So many differences; yet the key people in each program are confi-
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dent that their way works best. They all base their policies on a notion of
what they believe to be psychologically healthy and most efficient. Until
impartial follow-up studies are carried out, however, we cannot know
which, if anry, will prove to be the best for surrogate mothers, for couples,
and especiaily for the children.

Generally, the couples seem to be more interested in anonymity than
are the women they hire. They feel uncertain about what part a known
surrogate mother should continue to play int their lives. They worry about
a meeting leading to problems. One woman explained:

Suppose she didn’t like my husband’s glasses, or his freckles.
Considering the enormity of what she’s doing, something trivial
like that could set her off. We just didn't want to take the risk. We
had all the information we needed about her and the pregnancy
from the lawvyer.

Some women fear that if they get to know the couple, it will be
hard to separate from them as well as fromi the baby. They prefer a2 more
“businesslike” arrangement, with no contact or information,

A more common situation is that of the woman who agrees to have
a baby for an ancnymous couple and then regrets the lack of contact. We
heard stories, for example, of women who requested the baby's picture
and received no response. One surrogate recalled:

Once I was pregnant, I starting having a lot of thoughts
about the couple, wondering what kind of people I was going
to be giving this baby to. I knew I could never meet them, and
that began to bother me. [ just hope that when the baby’s older
they'll tell her about me and let her come see me if she wants to.

Occasionally both parties are obsessed with secrecy. Birth mothers
tell everyone that the baby died, and infertile wives pretend to be preg-
nant for nine months. We do not know what the consequences of these
behaviors are, but we strongly suspect that such deception will be harmful
to the people involved.

Lisa, Alex, and Sarah discovered that it was very valuable for them
to know each other. Eventually they forged strong bonds of commitment
and friendship. Their relationship was stronger than most berween sur-
rogates and couples because they all wanted it that way. Although their
story is unusual because of the closeness they developed, their experi-
ences and feelings are shared by many others who become involved in
SUrrogate programs.

The relationship began with a difficult introduction in the dark-
leather conference room of a Iaw firm. Sarah remembered that day vividly:
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The meeting was very awkward at first because you're going
in feeling, I really want to do this and 1 really want to please
them. They're going in and they want to show that they really
would be good parents and want a surrogate to have a baby
for them. After about five or six minutes of awkwardness, we
started to chat and then we even got into talking about things
like my period and her uterus and ovaries. It was odd talking
about intimate subjects to people you just met. It was important
to me that they have a very religious sense, that they believe in
God, and not be cold people. They were wonderful, and [ knew
by the end of that meeting that 1 wanted to be the mother of
their baby. When they said they were sure they wanted me to
be their surrogate, I was so thrilled—I felt an immediate bond
with them.

As friendly as this threesome felt, they were very uncomfortable
about starting the inseminations. Sarah had started charting her tempera-
ture every day, and when she thought she was about to ovulate, she called
the program’s physician. He arranged for her and Alex to come in the
next afternoon. Sarah described what happened then:

It was all very odd. Lisa came with him and she and [ are sit-
ting there chatting in the waiting room while Alex goes into the
bathrocom. He comes out with the stuff and then [ go in the other
room to have it inseminated. Then we all leave on the elevator
together just like this is an everyday occurrence.

When I got home it hit me all of a sudden that I had another
man’'s sperm inside me and I might get pregnant by him. It felt
really creepy for a few minutes, but then it passed. When I got
my period that month, I was really disappointed that it hadn't
worked and eager to try again.

The second month Alex wasn't able to get here at the right
time, and Lisa decided to bring the sample by plane, since they
live four hours away by car. [ always laugh when I picture her
running through the airport with her little lunch bag. She didn’t
want it to go through the x-rays, and the security people asked,
“What’s this?” She tried to be casual: “Oh, it’s sperm,” and they
let her through.

When it took that time 1 was ecstatic. I called the lawyer’s
office right away to tell him. I had a bouquet of balloons sent
to Lisa and Alex to let them know I was so happy being preg-
nant. I proudly told everybody around me that 1 was pregnant.
I told my two sons, who were three and a half and seven at the
time, that I was having a baby for Alex and Lisa. I explained to
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them that Lisa’s tummy didn’t work and I would be carrying this
baby for them. When I referred to the baby, I would always say
Lisa and Alex’s baby. They didn’t have any problems with it. My
son even told his class at school, “Guess what—my mommy’s
pregnant and we are not keeping the baby.”

My sister and parents accepted it very easily. The only famity
member that gave me a hard time was my husband’s aunt—she is
a very staunch Catholic. She said, “God will punish you for this.”
“Aunt Rita,” I said, “I find it hard to believe that God would pun-
ish me for giving so much love and happiness to someone else.
I am happy with myself and feel good about what I am doing,”

My pregnancy was easy-—I wasn't tired or sick. But sud-
denly this all changed. During my tenth week [ saw some blood.
It hit me in the face like a thunderbolt that I could lose this baby.
A few days later, blood started pouring out and I had excruciat-
ing labor pains—1I thought 1 was really dying. However, I only
worried about what I was going to tell Lisa and Alex. What a
failure T was! Would they give up on me?

Sarah seemed to have had a strong need for Lisa and Alex’s approval.
She was more concerned about them than about the trauma her own body
was going through. This is not unusual; some women become surrogates
because of the positive attention they receive from the couple as well as
from the professionals who run the prograrn,

Fearful of rejection, Sarah wrote a letter to Lisa and Alex explaining
how badly she feit. She said she felt she was their last hope and had let
them downn. She hoped they would want to try again with her.

Lisa and Alex were very discouraged by the miscarriage. They began
to wonder if they just were not meant to have a baby. But Sarah’s determi-
nation infused them with new hope. They called Sarah and told her they
felt very lucky to have her and that they wanted to continue as soon as
she was ready.

After the miscarriage, Lisa and Alex visited Sarah’s home and met her
family for the first time. Each meeting was bringing them closer together,
and now Sarah’s husband Mike became more involved as well. He com-
mented:

After they left, I talked to Sarah thar night and told her,
“That couple deserves to have a baby.” Just because the woman
he chose to marry cannot have children, that does not negate his
right to have a child. And because | was lucky enough to marry
someone who can have children, does that give me more of a
right to have them? I just can’t believe that, I think what Sarah’s
doing is fantastic—I'm really proud of her.
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By the time they started trying again, Lisa felt that they could do
without the physician. After all, insemination is a simple procedure, one
that can be accomplished with a store-bought syringe, and she wanted
her baby conceived in a more personal environment. Lisa replied:

We invited her to our house for a few days and [ helped her
do it several times. She and [ would lic on my bed and put up
our feet together and just talk for an hour. It’s so special that our
baby was actually conceived in our own bed.

Lisa and Alex almost held their breaths until the second pregnancy
had progressed bevond the first trimester. Even then they were still very
tense. We talked to Lisa halfway through the pregnancy:

I'm excited, but nervous, too. There’s just been so much
suppressed fecling for so long and we're trying to suppress it for
another four or five months—it’s hard. I think the uneasiness is
irrational, it’s nothing specific. But just to have a baby live, you
know—1 just sort of hold it in and try to stay very busy.

I'm really very glad though that the baby’s in her uterus and
not mine. It would be dead if it were in my body, and so there’s
really a feeling of relief and trusting her body over mine.

We've already been there for a couple of prenatal visits.
Hearing the heartbeat, seeing the baby on ultrasound—1I can’t
tell you how thrilling this has been. We even framed the ultra-
sound picture and hung it by our bed so we could see it when-
ever we wanted to. Sarah is incredible—she sent us Mother’s
Day and Father’s Day cards and a tape of the baby’s heartbeat.
We played it so many times the tape wore out. I talk to her at
least once a week to find out how she’s doing. It keeps me feeling
very connected to the pregnancy.

Alex did not have the frequent contact with Sarah. He dealt with the
anxiety by tryving to be more detached. It didn’t help that he was still
uncomfortable with the whole idea. Alex described his feelings:

I still would rather it be Lisa carrying my baby, and some-
times I get angry at Sarah for not being Lisa, for being able to
do what my own wife cannot. I know that's not fair, but I can’t
help how 1 feel. In some ways it would have been easier if we
didn't meet her and know what 2 wonderful human being she is.
It's more difficult than just renting a womb, so to speak. And she
needs a lot of attention from us—if Lisa doesn’t call one week,
Sarzh starts to wonder what’s going on.



Surrogacy 81

Sarah did want the attention and the reassurance she gained from
those visits and calls. She relied on Lisa to help her through the difficult
times when she was feeling ambivalent or uncertain. Sarah recalled:

Whenever [ had any maternal feelings toward the baby, like
when it first started to move, I would call up Lisa and talk it
through with her. That way 1 just transferred those feelings to
Lisa. I never felt this was my baby. [ tacked a picture of Lisa and
Alex on my refrigerator so that all of us could keep in mind that
1 was doing this for them. If I ever thought about kecping the
baby, all I'd have to do is look at that picture and think what
they’ve been through.

Not everyone was as [ucky as me, having Lisa to talk to. I've
talked to other women who are having a very hard time. I think
support groups should be required for us, to help handle the
criticism for one thing. Also, being able to deal with the fact that
some day you're going to have a child in your arms and you are
going to hand that child over to somebody else. You can gear
yourself up for the nine months, but when it comes you're still
going to have a difficult time.

Lisa moved into Saraht and Mike's house two weeks before the due
date, wanting to make sure she was there for the baby’s arrival. She felt
very close to Sarah’s family during that time.

Everyone worried about how the hospital staff would react to their
situation. Would they allow Lisa into the delivery room? Would she be
able to hold the baby? As it turned out, with some help from the pro-
gram’s physician, the labor nurses reluctantly agreed to go along. Sarah
remembers the delivery vividly:

When I started pushing, Lisa was pushing with me. There
were tears in her e¢yes when she saw the baby’s head. I was so
happy to see Lisa’s pure joy. They handed the baby to me first
and I locked at her for 2 minute and handed her to Lisa. Mike
was by my side, and they let Alex come in to see his daughter.
She was a beautiful seven-pound, two-ounce healthy little girl.
They named her Emily.

The nurse told me she had been on the labor floor twenty-
five years and never in those twenty-five years had she ever
witnessed such love in the delivery of a baby.

Alex had arrived at the hospital only a few minutes before Emily was
born. He describes the incredible feelings of that moment:
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It’s a little hard to convey how wonderful that experience
was. [ was standing in the delivery room thinking, What do I do
now? and there’s this little pink prune squawking its head off and
grabbing my finger. There’s a bonding that takes place—there’s
no lightning flash, but it’s there. It’s a moment that will be there
forever for me. At that moment I had a daughter.

Sarah stayed in the hospital for three days. Lisa and Alex were staying
at her house, but they spent every waking moment at the hospital, sharing
in the care of the baby. This was not an easy time for Sarah, as she recalls:

In the hospital the second night, the baby was in the room
with me, and I looked down at her swect face and thought she
locked just like me. [ immediately called Lisa to talk to her about
how well her baby was doing and my feeling about the baby. As
I was talking the baby fell asleep and 1 felt better.

Lisa and Alex stayed at our housc one more night after 1
came home from the hospital. That night I had a difficult experi-
ence. The baby was in Lisa and Alex’s room and I could hear
her screaming. They were trying to calm her, but just like any
new parent, they weren’t sure what to do. I felt torn between
wanting to help the baby and feeling that it was important to let
them handie her themselves.

The hardest part was saying goodbye to them the next day.
I had 2 much harder time saying goodbye to Lisa than to the
baby because I had such an intensely close retationship with her.
Even though I knew our relationship would continue, it would
be different. That goodbye really caught me off guard because |
hadn’t expected it.

After they left, it was like that feeling [ have the day after
Christmas. The parties are over, the presents have been opened,
and all the anticipation, all the fun is over. All that is left are
empty boxes and torn wrapping paper. Mike put his arm around
me and told me how wonderful he thought I was, and how much
he loved me. It really helped having his support. One of the
things that was hard for both of us was the fact that the baby
was a girl and we have two sons. If it had been a boy I think it
would have been much easier.

Lisa was simply overwhelmed by all that had happened. She remembers:

I was just so grateful to Sarah, and ecstatic to finally have
our baby. 1 told Sarah she had made it possible for us to have
the family we never thought we couid have, and to experience a
pregnancy as much as we ever could. There were nowords to tell
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her how happy she had made us, but I'm sure she understood. 1
worried about her though; I hoped she: would be okay.

During the first few weeks after Emily’s birth, Sarah and Lisa talked
on the phone often. They needed to reassure each other that everything
was all right. Sarah said;

I probably have my highest euphoria when I am talking to
Lisa. When I hear her talking to Emily or she’s drinking her bottle
while Lisa’s talking to me, I think, she just sounds like a really
different person than what she did when I met her. She sounds
very content now, like she is complete. That is the biggest gift
that she could have given me, just letting me hear her be happy
like that.

One month later, Sarah was in court, declaring before a judge her
intention to relinguish all rights to the baby. She knew that up until that
time she could change her mind. But whenever she was tempted to do
s0, she thought about how ecstatic Alex and Lisa were and realized she
could never break their hearts. She had taken on 2 very important job,
had done it well, and had gained very valuable friends. She knew that she
would be part of their lives in some way, that she could always know how
the child was doing.

All of that made it hard to her to think about accepting the money
that would arrive after the day in court. The payment is often a troubling
subject for surrogate mothers, and they are sensitive to accusations that
they are selling their babies. They remind people, however, that they are
giving the baby to his or her own father, not to strangers who have no con-
nection. Some are very reluctant to take the money, while for others the
idea of a contractual obligation keeps them committed to relinquishing
the baby. Sarah said:

It was never my major motivation. If you think about it,
$10,000 isn’t a lot of money for all of the inconvenience and dis-
comfort of the inseminations and pregnancy and birth. At least
I didn’t have to abstain from sex with my husband during the
inseminations like most of the other women. We were grateful
for that vasectomy. Even so, it was a year out of my life.

Mike and I had decided that we couldn’t take any money
from Alex and Lisa. Yet they insisted, telling me I deserved it,
that there is no way that any amount of money they could
give me would ever be enough to reward me for what I had
done for them. Lisa made me feel comfortable about taking the
money, just as 1 had made her feel comfortable about taking the
child when she was worrying so much about taking her from
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me. There was something else, much more important than the
money. The day we signed the papers, Lisa gave me a string of
pearls. I had no idea it was coming, and I wear them all the time.

Sarah used the money to go back to school and start a new career
in counseling. She felt that she had given a precious gift to Alex and Lisa
and had received in turn a new direction for her own life, a new sense of
confidence and specialness.

Obviously not many couples can afford the $30,000 and more that
an gverage surrogacy program costs, including legal, medical, and coun-
seling fees as well as expenses and the fee for the birth mother. Those
who can, however, are happy to pay it. A private adoption, or five or six
IVF attempts, would cost as much. As Alex said:

[ think the surrogate deserves a larger fee for everything
she’s done. There’s so much else involved for them. For us, it
wasn't easy to come up with such a big amount. Let me put it
this way—I could have bought one helluva Porsche. But then,
on the other hand, if I had bought a Porsche, that’s all I'd have,
and there’s no comparison to having Emily.

Problems with Surrogacy

The experience we have described is in many ways unusual. Most
surrogates and couples do not develep such a close relationship. Some
women who sign up with surrogacy agencies want this kind of relation-
ship with the couple, or at least more contact than they have, but they do
not know how to make it happen. The program may not allow it, or the
couple may not want it. Other surrogates prefer to think about what they
arc doing as more like a job and manage to maintain a certain detachment
from the whole process. Program psychologists are surprised by the num-
ber of women who do not seek any support or any information about the
couple and the baby.

Are the birth mothers fooling themselves by treating surrogacy as if
it were, in the words of somne, a “temporary job"? Are they rationalizing
away bothersome emotions? Or are they simply unique women for whom
being a surrogate mother brings sufficient rewards (emotional or finan-
cial} to ourweigh any discomfort or pain? Some women even decide to
have a baby a second time, for the same couple or for a different one.
Critics wonder if what this really means is that the need for attention or
for fulfillment or for absolving of past losses simply wasn't met the first
time and never can be. What are we to make, for instance, of the following
quote from a woman who is waiting to be matched to a second couple?
She has a son at home and receives photographs of the daughter she relin-
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quished to the first contracting couple: “She looks just like me. She looks
more like me than my own son. When I saw the last picture 1 started cry-
ing. It’s so nice to know [ have a baby out there who looks like me.”¢ Are
those really tears of joy?

There is no doubt that for most women being a surrogate mother is
very difficult. It requires tremendous commitment and has the potential to
create serious problems. Uncertainty about the relationship to the couple,
negative comments from others, and especially grief for the baby who is
gone are all common. There are physical risks as well from the pregnancy
and delivery, and additional risks for those women who are superovulated
before being inseminated. One young woman who had agreed to be a
surrogate mother tragically died of heart discase, apparently as a result of
the pregnancy.

Even the best-prepared surrogate mothers may have a difficult time
adjusting, and they often find it hard to admit to needing help. One woman
told us:

I think with surrogates there is this image you feel you must
keep, that you arg¢ a “super surrogate” and you're not going to
feel any feelings after the baby is born other than happiness for
the couple because they finally got their child. But that’s not
true, because for nine months you carried this child. Every night
you lie down in bed and you're lying on your side because the
baby’s there. And you get home and that baby is not there. It
was not s¢ much that [ wanted to change my mind. It was just
the feeling of emptiness because there wasn't a baby there when
there should have been by all [aws of nature.

A few programs provide support groups or individual counseling for
the surrogate mothers while they are pregnant. Most women we inter-
viewed felt there should be more, and that the feelings of loss should be
addressed.

One woman who has become a resource for others in the program
she was involved with explained some of the problems:

Sometimes other surrogates call me because they are afraid
to talk to the couple. Maybe they haven’'t met the couple and
want to but aren’t sure how to go abeout it. Or the couple does
not want them to hold the baby at all in the hospital and they
want to. I tell them, “Until you sign the papers giving up custody
of that child, that child is yours. If you want to hold that baby,
no one¢ can stop you.”

Sometimes they want to find cut more about the baby after
it's born but can’t. I think there is a need for more of a mediator
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between these people, and a way for them to talk to surrogates
who've done it already.

Patricia Foster is a woman who changed her mind about giving up
the baby but was unsuccessful in gaining custody despite a prolonged and
expensive legal battle. She describes her feelings about the pregancy:

I thought {wrongly ) that the baby wasn’t conceived out of love,
that since I was to be artificially inseminated, I would feel differ-
ently about this baby. But by three months he was moving and
by four and za half months I saw the baby on an ultrasound screen
in the hospital and watched his little fist swinging and saw his
little legs kicking. I couldn’t take my eves off the screen. He was
mine and 1 loved him no matter how hard I tried to convince
myself otherwise. . . .

The surrogate company keeps telling you that this is the couple’s
child. But your body takes over. Your mind and heart don't agree
anymore. This little person takes over. He moves. He kicks. He
reminds you twenty-four hours a day that he is there. You start
to see this little person grow and grow. . . .

The guilt you start to feel because your heart is taking over!
Putting your hands on this tummy that grows and this little per-
son who responds to your touch. Praying every night that he’s a
healthy baby. Crying yourself to sleep at night because you are
scared of your feelings. . . . Praying not to go into labor so you
and the baby can’t be separated. . . . You leave the hospital with
empty arms and feel cheated. Now the suffering, the pain, the
feeling of emptiness, the great sense of loss at being separated
from your child. How can this be, how can this be allowed to
happen?”

Mary Beth Whitehead has also written about the feelings of loss she
experienced, feelings she had not anticipated when she signed the surro-
gacy contract:

I genuinely believed that this was a way for me to help better
the world. Looking back, I now believe that this was a form of
brainwashing. . . . [ was completely devastated about having the
baby taken from me. I felt like I was used for one purpose and
was no longer needed or wanted. I was distraught for my child,
for my own flesh and blood. 1 remember the inseminating doc-
tor telling me that [ was giving away an egg. I didn't give away
an egg. They took a baby away from me, not an egg. That was
my daughter. That was Sara they took from me?
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Occasionally it is the couples who have to confront grief. An early
case that received publicity was that of a surrogate mother who decided
to keep her child even before the birth. The coupled filed suit secking
custody. Before the trial it came out that the wife could not have children
because she had had a sex change operation. Fearful that this information
would work against them in court, the couple dropped the case a day
before the trial and gave up any rights to the child?

Another couple, who never had centact with the woman who was
to bear a child for them, flew six hundred miles to pick up their baby on
the day his birth was scheduled to be induced. When they arrived, they
were shocked to find cut that the mother had never even checked into
the hospital. The wife wrote to us about her traumatic experience:

We called the person running the program to find out what
happened. She seemed very upset on the phone and said the sur-
rogate had gone to another hospital where no one would know
about this baby’s origin. And then she told us she would be right
over to our hotel with the baby. As she handed the baby to us,
she said we would not be able to keep him because the mother
had changed her mind. She stood outside in the hall for twenty
minutes while we stood inside the room too stunned to talk or
look at each other. We just watched our little baby boy, who we
would probably never see again. Then she knocked on the door,
and like robots we handed her back the baby. There we were
in that strange room far from home, surrounded by all the baby
clothes and diapers we brought with us.

We signed a legal document that said we weren't sure who
the biological father was and gave up all our rights and responsi-
bilities and got our money back. We didn’t sue becaunse we were
sure we wouldn't have a chance of getting him, Who would take
a nursing baby from his mother?

This couple was in a program in the Midwest where the surrogate
and couple are not allowed to meet. Although they exchanged letters
through the program office, the wife feels the main reason the surrogate
mother kept the baby was because of this policy. The wife said:

We were anonymous to her, we weren't real people. She
needed emoticnal support and wasn't getting it from the pro-
gram. We should have been there to give it to her. Instead,
we were strangers that she was supposed to give her baby to.
We knew we would be good parents, but she had no way to
know that.
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This woman was sure that no court would award her the child, Yet,
in 2 complicated and dramatic New Jersey case that brought a great deal
of attention to surrogacy, one genetic father did challenge in court the
surrogate mother’s decision to keep her child. The mother, Mary Beth
Whitehead, had given the baby to the father, William Stern, and his wife,
but a few days later she asked to have the child back for 2 week. When
the week elapsed and Whitehead did not return, police officers came to
her home to arrest her. Whitehead fled the state with the baby and was
discovered several months later in Florida by private detectives.

The judge who ruled in her case upheld the surrogacy contract as
binding, claiming that she 1ost all parental rights at the moment of concep-
tion; the only exception he conceded to her was the right to abort, since
this was protected by Roe v. Wade. (Many surrogacy contracts require the
woman to have an abortion if prenatal tests reveal any medical condition
unwanted by the contracting couple.) Condemning Whitehead as an unfit
parent who could not give the child the same educational benefits as the
Sterns, he awarded them custody and immediately completed adoption
proceedings. An appeal to the New Jersey Supreme Court resulted in a
reversal on the contract decision, with the court ruling that it is illegal to
pay a worman to have a baby. However, the custody decision stood, with
Whitehead given expanded visitation rights.'®

Although there have been a few surrogate mothers who have won
custody, they have been the exception. The Baby M case, however, has
had a major influence on the future of surrogate programs. Until this case,
the legal status of surrogacy had been largely untested and therefore un-
clear. Most states have long had laws against paying a birth mother for a
baby. Since the Baby M case, a number of legislatures have passed bills to
limit or prohibit surrogate mothering."

The whole subject of women having babies in order to give them to
the genetic fathers and their wives (who are increasingly also the genetic
mothers) continues to be fraught with intense controversy. What may
have seemed for some people at the beginning to be a relatively simple
solution to their desire for a child has come to symbolize and embody
a much larger struggle over the meaning of motherhood, the rights of
women, the definition of parent, and the best interests of the chiid."?

Opponents of surrogacy arrangements question the social implica-
tions of rewarding women for not bonding with the babies growing inside
of them. They point to the enormous potential for emotional damage—to
the mothers who give away their babies, to their other children who see
that Mom could give up a child she has borne, and to the babies who are
separated from their birth mothers. Proponents respond that such effects
are not inevitable, and that in any casc it is paternalistic, indeed anti-



Surrogacy 89

woman, to ask the government and the courts to protect women against
making their own informed decisions about how to use their bodies.

Opponents further contend that surrogacy contracts are unenforce-
able since they violate constitutional protections such as due process
and the ban on slavery and state laws such as those forbidding the sale
of babies. Proponents respond that surrogacy is neither baby selling nor
slavery but compensation for a woman’s time and effort and willingness
to relinquish her parental rights. If this is true, counter the critics, why
does the same amount of time and cffort merit $10,000 if the baby is
alive, but only 31,000 if the baby dies at birth? Surely it is the product,
not the process, that is being purchased. And if the $10,0600 were indeed
compensation for a woman’s time and effort, then she is being grossly
underpaid, in violation of the fair labor laws.

How can this transaction be considered baby selling? respond the
supporters of surrogacy. After all, the baby is going to his or her genetic
father. How could he be buying his own child? The child is half the father’s,
the argument goes, and in case of dispute he has at least equal claim to
the baby, indeed more than half because he has a contract and he can
provide better financially than can the birth mother in almost every case.
If his wife’s fertilized egg was transferred to the woman they hired, then
of course it's completely their child.

"Qutrageous!” is the answer. How could parenthood be defined only
by genes? How could the bond between a woman and the baby grow-
ing inside her, indeed growing with and because of her, be so totally
discounted? If sperm donors in the case of donor insemination have no
legal rights over the babies they father, why should the sperm donor in
the case of surrogacy have the onfy rights? If women who donate ova to
infertile women undergoing IVF have no rights to the babies that resuit,
why should the woman whose ova are fertilized and transferred to a hired
birth mother be considered to be the only “real” mother?

These situations are exactly comparable in terms of what occurs
genetically and biologically, and vet they have been weated in exactly
opposite ways by the courts. The difference between sperm and ovum
donation on the one hand and surrogacy on the other is one of intent,
often embodied in some form of contract. Yet in a number of cases the
courts have ignored the laws and precedents relating to donor insemina-
tion and have ruled in favor of genes as the dominant factor in determining
who has custody, in defining who the parents are. It is certainly not ir-
relevant that there are usually significant class differences between hired
birth mothers and the couples who employ them.

Indeed a key element in the critics’ concern about surrogacy is that
only well-off couples can afford to hire a birth mother, and the women
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who agree to bear children for these couples tend to be financially (and/
or psycholegically ) needy and therefore vulnerable to intimidation by
the couples as well as the brokers. The inequality in this relationship
means that the deck is stacked against the birth mother, and her rights
and feelings and preferences will ultimately be ignored.

The introduction of “gestational surrogacy,” in which the couple’s
embryo is carried by a hired woman, has greatly accelerated the problem.
With no genetic contribution, the mother’s legal rights are greatly dimin-
ished. In some cases, she is legally declared nof to be the mother even
while she is still carrying the baby inside her. The full-time contribution
of blood and belly and careful nutrition and nausea and varicose veins and
risks to her health, and the subtle but constant physical and psychological
interaction of mother and growing fetus over the course of nine months
are considered irrelevant in comparison to the ejaculation of semen and
the extraction of eggs, to the microscopic gametes and their precious
chromosomes.

The rights of birth mothers are even further diminished when they
are womnen of color, the black and Latina women who are beginning to ap-
pear in news stories of troubled surrogacy arrangements. They are among
the least powerful people in our society under any circumstances, and
when they are hired to carry an embryo, they have no more rights than if
they were hired to clean the house.

The story of Anna Johnson reveals what is clearly a growing trend.
Johnson, a2 working-class African-American woman who had been on wel-
fare, was hired by a white man and his Filipina wife to have their embryo
implanted in her uterus. As the baby grew, Johnson decided that she could
not give away this baby, and she sued for custody, asking at least to have
joint custody or visitation rights. The judge ruled that two mothers might
confuse a child, and he terminated all of Johnson’s rights to the baby. One
author suggests that the contracting couple picked a black woman on
purpose to increase the likelihood of this cutcome in case of a dispute—
after all, they are supposed to have reasoned, what judge would give a
white baby to a black mother? Gena Corea’s prediction in 1985 that a
breeding class of poor women would be developed to meet the needs of
white and wealthy men scems closer to reality.'?

Racism, class oppression, patriarchal rule over women. By accepting
surrogacy, say the critics, we permit these evils, which already cxist in our
society, to flourish. We legitimize the victimization of individual women.
We resurrect the era of slavery, when black women made babies for their
white masters.

Not at all, say the supporters. We are promoting altruism, people
helping each other. We are permitting women, not legislators, to control
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their own procreative choices. We are giving unhappy, even desperate,
couples a chance to exercise their right to be parents.

No, respond the critics, you are mostly helping men to be genetic
fathers, as if the male genetic tie were the supreme value. And you are
helping lawyers and physicians and other brokers to make large profits by
taking advantage of needy and vulnerable women. This is only peripher-
ally about women wanting babies; it is really about men gaining greater
and greater control over reproduction.

The adherents of each position continue to argue with each other,
in print, in court, and through a variety of organizations created to pro-
mote or halt surrogacy through legislative action. There are women who
have been surrogate mothers in the past who are active in both camps.
Ironically and sadly, feminists who agree with each other on many issues
are often deeply divided by this one. Some strongly defend a woman’s
right to choose how she uses her procreative abilities, even if it may ulti-
mately be to her detriment. Others are equally vehement in opposing the
exploitation of women and would abolish all commercial surrogacy.!

Many state legislatures have debated, and some have passed, laws
that would barn, limit, or in some way regulate the practice of surrogacy.
In July of 1992, New York State, the location of a large proportion of the
surrocacy business, passed a law that made it illegal to pay either a broker
or a birth mother for having a baby. Yet in many states it is still possible
to become a surrogacy broker with little or no limitation.'s

Despite the wide diversity of laws and court precedents, each pro-
gram has so far managed to find legal ways to accomplish its goals. Accord-
ing to one program director, “We do not confront laws anymore; we find
out procedurally what’s the easiest position to take. We find out where
the least resistance is in order to complete this.” Noel Keane, the first, the
busiest, and best-known broker, closed down his Michigan office when
that state passed a law against surrogacy, and centered his operations in
New York. When that state banned commercial surrogacy arrangements,
he made plans toc move to other states. He is also arranging matches over-
seas, including the recruitment of American women of Asian descent to
carry babies for Japanese couples.’®

Sarah maintains that her experience, at least, has been a positive one
for her, although she does long for the baby and sometimes wonders what
life would be like if Emily were with her:

When I think back about the whele experience, I really feel
good about myself and what 1 did for them. [ wear my pearls
almost all the time and 1 talk to Lisa pretty often. However, as
time goes by, Lisa calls less often, and I feel disappointed. They
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invited all of us to come visit them on Emily’s first birthday. I was
glad to see her mom and dad so happy and they are really good
parents to Emily. But it was a shock to see Emily. She looks so
much like me. Seeing her reminded me how much I had wanted
my own bhaby girl.

Lisa and Alex asked me if 1 would think about having a
brother or sister for Emily. I told them I didn’t think I could do
it again.

Being with them, it felt just like an extended family. It was
hard to leave though. I knew it would probably be a long time
untit I saw Emily again.

Altruism or exploitation? An independent woman's choice, or co-
ercion and manipulation of poor women with low self-csteem? Another
expression of racism and sexism, or a welcome opportunity to solve a
difficult problem? Profit making at women’s expense, or a sympathetic
response to the sadness of infertility? Surrogacy is all of these, not one
or the other. It is 2 complex phenomenon, one whosc risks and costs are
becoming increasingly apparent, just as it is becoming more commonly
practiced and more publicly accepted.



CHAPTERG

The Rise and Fall
of Ovum Transfer:
A Cautionary Tale

In January 1984, the first baby to have been carried by two mothers
was born. This young boy was the product of an unusual partnership
of medical researchers, financiers, and a livestock breeder. He was con-
ceived inside one woman who had been inseminated with the sperm of
the other woman'’s husband. Five days after conception, the tiny embryo
was removed without surgery and transplanted into the uterus of the sec-
ond woman. This woman, who was infertile, then carried the baby to term
and gave birth to him. His birth, and that of a girl born several months
later, represented the first—and almost the only—successes in the United
States of a method called ovum transfer (OT )

OT was highlighted in major media outlets, including The New York
Times Magazine, the Phil Donahue show, and People magazine, as another
breakthrough for infertile people. It was heavily marketed to the public
and to investors, and it continues to be the basis for articles appearing in
the medical literature about its past success and future promise. Yet OT
was a monstrous failure, both medically and financially. Its story is impor-
tant because it illustrates some of the ways in which women have been
used as guinea pigs in questionable scientific experiments and misled by
profit-driven entrepreneurs who see infertility treatment as just one more
commodity from which to make money.

Ovum transfer was presented at the outset as having the potential
to create major changes in the process of reproduction that could affect
fertile as well as infertile women. First, the procedure presumably offered
infertile women a nonsurgical alternative to IVFE. Second, the commercial-
ization of the OT program departed from the usual medical approach at
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the time. In addition to being financed by investors buying shares through
the stock exchange, the program alsc operated out of profit-making clin-
ics, and sought to patent the entire procedure as well as the instruments.
Third, OT was envisaged from the beginning and continues to be viewed
by some of its advocates as the basis for diagnosing the genetic makeup
and potential health problems of embryos very early in their develop-
ment.?

OT was not a new concept; it had been widely used in the cattle
industry for many years in order to increase the number of offspring of
genetically superior cows. These high-quality cows are inseminated with
the sperm of prize bulls. Their embryos are then removed, to be carried
by more common cattle, so that the superior cow can be inseminated
again very quickly. Beginning in the late 1970s, superovulation was intro-
duced to maximize the number of high-quality embryos and ensure the
profitability of this method of breeding?

Richard Seed, a consultant to the livestock industry, had a vision of
saving Western civilization by increasing the number and quality of Ameri-
can babies. Together with his physician brother Randolph, Richard began
a corporation in 1978 named Fertility and Genetics Research (FGR).
Its purpose was to apply ovum transfer to humans. Their grant to Drs.
John Buster, John Marshall, and colleagues at Harbor UCLA Medical Cen-
ter made it possible 10 carry out the first experimental phase in 1983
and 1984.

The developers of this new method for humans called it “ovum trans-
fer,” even though it is a five-day-old embryo that they tried to transfer.
The avoidance of the term “embryo transfer” in the OT program appears
to have been designed to allay public werries about scientists playing
with embryos. Dr. John Buster, the professor of OB/GYN who directed
the original OT research, talked about the careful selection of a name for
the program:

We chose the word “ovum” because, in 1980 when we pre-
pared the protocol, we were concerned that there would be
people parading with signs outside that we were transplanting
things with arms and legs and eyes that we called an embryo.

Ovum Transfer as an Infertitity Treatment

The developers of OT presented it as an ideal solution for women
who cannot produce their own eggs, either because they have had their
ovaries removed or experienced premature menopause. In addition, they
considered it the best method for women who are not infertite but who
do not want to take the chance of passing a genetic discase to their chil-
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dren; these women might welcome the chance to be pregnant by carrying
another woman’s egg fertilized by their own husband'’s sperm.

FGR, in its promotional literature, listed these as the types of prob-
lems that would bring couples to OT, but the research had either not
included, or not been successful with, women in most of these categories.
Only one OT baby, born in Milan in 19806, had a mother without ovaries.
The mothers of the two OT babies born in California did not fit any of
these groups. They both had normal ovaries but scarred fallopian tubes,
the type of condition for which IVF was first developed. In fact, the owners
of FGR expected a major portion of their customers to come from the
growing ranks of women who may have tried other methods such as IVF
and failed. As FGR president Twerdahl told us:

If a couple can afford it and they have their own sperm
and eggs, we presame they would prefer IVE. But perhaps they
can no longer afford IVF or they failed at IVF a couple of times.
Perhaps the patient can’t tolerate surgery and anesthesia any-
more, whether she can’t physically or psychologically. Then
ovum transfer becomes a method for them.

The OT program recruited its first donors by putting a small ad in the
newspaper: “Help an infertile woman have a baby. Fertile women age 20—
35 willing to donate an egg. Similar to artificial insemination. No surgery
required. Reasonable compensation.” Of the four hundred women who
answered the ad, many lost interest after their initial contact, and others
were screened out. Only forty-six were finally accepted. Dr. Buster talked
about the donors:

To answer that ad was a pretty cavalier thing to do and sowe
got a large number of people that had high psychopathic scores.
After screening out a bunch of them that weren’t suitable, we
were left with a few great ladies.

Those “few great ladies” were selected on the basis of psychological
stability, medical suitability, proven fertility, and compliance. They and
their husbands were questioned at length to make sure they could handle
the procedure and any possible side effects. Infertile couples who applied
were also carefully screened to be sure they would fully cooperate with
the program ?

Public relations were, from the very beginning, a key concern. As
Dr. Annette Brodsky, the psychologist in charge of screening, explained:

You need people who are going to be stable enough to
handle the fact that OT is a new procedure, that there might be
publicity around it, that they won’t get completely overwhelmed
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or thrown by the fact if something goes wrong. We didn’t want
them to be so invested in having a baby that, should prenatal
testing reveal that the baby is deformed, they'd say they would
want it anyway. Then the first baby in the project is deformed
and the whole world stops wanting to think about it again.

After being matched with a recipient woman, a donor arrived at the
¢linic at the time of ovulation, to be inseminated by the sperm of the infer-
tile woman’'s husband. The sperm had already been carefully examined for
genetic information and the possibility of venereal disease. Five days after
the insemination, the donor returned. With a specially designed catheter,
about two cunces of fluid were flushed into her uterus. In a procedure
called “lavage,” the fluid was then removed again through the catheter.
If an embryo was growing in the woman’s uterus, it was unlikely to have
attached itself yet to the uterine wall and therefore should have emerged
with the fluid. One woman who was a donor described her experience:

It’s a simple procedure and doesn’t take very long, about
fifteen minutes from start to finish. You get undressed, get up on
the table, put your feet in the stirrups. They use a speculum and
then the catheter. There’s a little bit of cramping; you feel a little
tug for a second. It’s pretty much like a regular exam.

The fluid that was taken from the donor’s uterus was checked for em-
bryos. If one was found, the recipient woman was called, and the embryo
was transferred, again by a catheter inserted through the cervix, into her
uterus. If everything went as planned, the embryo that started in another
woman’s body then implanted in the infertile woman’s uterus and grew
there normaily.

While the endless waiting and lack of success were undoubtedly har-
rowing for the couple, the major physical risks of OT were for the donor.,
She was exposed to the possibility of infection from the insemination. She
also took the risk of remaining pregnant if the “lavage” process did not
work. This happened at least three times in OT research, and one of the
donor women had to have an abortion. The other two aborted sponta-
neously. Ectopic pregnancies were also a possibility, since the fluid could
wash an embryo back up into the tubes.

In its second phase, in addition to putting ads in local newspapers
to recruit donors, the OT program asked infertile couples to help find
their own donors. If a couple brought a friend or relative into the pool of
donors, they were promised a priority position on the waiting list. Since
there were 2,900 names on the list by the time the Long Beach clinic
opened, this was an incentive that put a great deal of pressure on couples
and their famijlies.
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In FGR’s plans to establish OT clinics nationwide, there was the pos-
sihility that donors and couples would be matched through a central
computer. In a few collection centers arcund the country, “professional”
donors would have numerous embryos washed out of them every month.
These embryos would be frozen and shipped out to OT centers elsewhere
in the country to waiting couples and their physicians. A collection cen-
ter could even be in the basement of a high-rise office building in the
center of a large city. Thousands of women working upstairs could easily
descend during their Iunch hour for a quick insemination or lavage.

The Commercialization of Ovuam Transfer

Once the “research phase” was completed, FGR sought financing to
expand its operations. In December 1985 the company’s stock was offered
over the counter under the symbol BABY1. The company made plans to
create OT clinics in joint ventures with hospitals and physician groups in
California, Chicago, and other major population areas.

When the OT procedure was first publicized, and FGR made known
its intention to seek patents for the catheter and the process, there was a
great deal of criticism. Jeremy Rifkin, a leading opponent of genetic engi-
neering, threatened to bring a lawsuit to contest the patent, claiming it
“reduces the process of human reproduction to 2 commercialized prod-
uct to be bought and sold in the marketplace.” The medical community
was equally opposed to FGR's approach to research. An attorney for the
American Medical Association explains: “It’s always been the view of the
medical profession that you should have as widespread dissemination as
possible of anything that would be beneficial to patients.”*

“We're a technology company, just like any other. . .. We're no differ-
ent from Polaroid or any other company that invents a new process and
wants a patent to protect it.”¢ This comment came from Lawrence Sucsy,
an investment banker whe did much of the fund-raising for FGR. For him
and many others in the financial field, infertility is a growth business, a
booming market aimed at highly motivated and affluent consumers.

FGR was hardly the only infertility company to offer shares on the
stock market and set up joint ventures for profit. Private infertility clinics
offering 2 wide range of treatments have followed the same path. Fran-
chise operations and IVF chains have appeared throughout the United
States and many parts of the wortd.”

What difference does the form of organization make for infertile
people? From the point of view of FGR's John Buster and James Twer-
dahl, it could only make things better. They believed that central control
guarantees high quality, a large enough pool of donors, and uniformity of
performance from one place to another. According to Dr. Buster:
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The financial issues and the patient care issues and the
quality issues are usually about the same. The company does
well by contracting only with first-class organizations. It will do
well only if it serves the people well, if it is perceived as taking
good care of the women. If not, it will fail.

Of course there are many corporations that have done extremely
well financially by treating their customers, workers, and neighbors very
badly. If ovum transfer had had any success, FGR would not bave to have
treated people well, because infertile people would come to it anyway; it
failed because it simply did not work.

Buster also claimed that, without private financing, the research for
OT would never have been possible. He describes himself as having been
driven into the arms of Wall Street types by the unavailability of funding:

The alternative is to do nothing at all. Wall Street will never
help you unless they get their money out. It's kind of analogous
to going swimming with sharks. [ mean, the sharks are pretty
vicious, but their behavior is predictable and if you do exactly
what they want and understand that predictable behavior, it is
fine. You have to understand that getting money out of it is what
makes their system work for them, even though that relation-
ship compromises some of the dear academic principles we've
always espoused.

Centralized control might be an advantage, especially when com-
pared to the very uneven performance of different IVF centers that have
been started independently. Profit-making health programs, however, are
not necessarily any more efficient or cost-effective than nonprofit ones.
The incentives for them to cut corners and to concentrate on the most
profitable activities are very strong. As Dr. Buster himself admits:

There is a very delicate balance between keeping the Wall
Street crew happy, keeping the physicians happy, and keeping
the patients happy.

The Fall of OT

The second phase of OT started in the fall of 1986 in Long Beach,
California, at a private medical center. Ultimately, according to James
Twerdahl, a former electronics executive who became president of FGR,
the intention was to have thirty to fifty such OT centers in North America.
Once the first clinics proved successful, FGR planned to develop new
ones in almost every metropolitan area in the United States, all under the
corporation’s control.
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Yet within a few short months, all of these plans were abandoned.
The Long Beach clinic suspended its operation, and the dozens of people
who were on waiting lists to be either recipients or donors for OT were
informed that they should look elsewhere?

Why did this project, with such great ambitions and media hype, fail
so completely and so rapidly? Investors and potential paticnts were all
sent letters early in 1987 informing them of the development of the GIFT
procedure at a nearby medical center. GIFT's apparently greater success
rate, compared with IVFE, made it unlikely that OT could compete effec-
tively for patients for whom IVF was an undesirable option. Investors were
told that this “competing technology . . . could adversely affect the com-
pany’s operations.” Patients were informed about the GIFT procedure and
told, “While we strongly believe in Ovum Transfer, we nevertheless want
only what is in your best interest.”?

The reality, however, was that OT had never worked well at 2ll for
infertile women, and that it was causing risks for the donors as well. De-
spite the claims that this method would solve a wide range of infertility
problems, the research results were so poor that they could in no way
justify marketing the procedure as proven. Dr. Buster spoke expansively
of a 60 percent success rate, but his published reports of the firse trials
are considerably more cautious. It is true that 60 percent of the blasto-
cysts (the most developed fertilized ova) that were transferred resulted
in pregnancies. However, only five blastocysts were recovered after eigh-
teen months and fifty-three inseminations of ten donor women. Three
pregnancies resulted (hence the ¢laim of 50 percent success, or three out
of five blastocysts), but one ended in a miscarriage. It is striking that four
of the five blastocysts came from only one donor, although all ten donor
woimen had been carefully screened for fertility. Twenty less-developed
embryos were also transferred, but only one produced a pregnancy. This
was an ectopic pregnancy, and the woman's tube had to be removed.”

During the first eighteen months that OT was attempted by Buster
and his colleagues, thirteen women received embryos. Thirteen womer,
two babies. This may sound pretty good for a first trial. But ten donors had
been inseminated fifty-three times. Two babies after fifty-three attempts is
hardly 60 percent; it should more accurately be represented as less than
4 percent. In addition, recipient women experienced a miscarriage and
an ectopic pregnancy, and one of the donors retzined two pregnancies
after lavages, resulting in a miscarriage and an induced abortion. Most
disturbing perhaps is that the only women who had babies became preg-
nant within the first six months of the program. For another year until
the research ended, and in subsequent trials at the Harbor campus, no
additional births were reported.!

Similar trials were carried out in Milan, Italy, between May 1984 and



100 In Search of Parenthoud

February of 1986, but with better results. Of forty-two couples in the re-
search, eight became pregnant; two of these had spontancous abortions
and four bad given birth at the time of the researchers’ report. One donor
out of forty-two retained a pregnancy after lavage.'

Further experimentation resulted in more complications for donors.
A report of 265 lavages between 1982 and 1987 claims a “rare (3% )’
complication rate, but this is figured on the basis of the number of pro-
cedures, Since there were only twenty donors, four instances of infection
or retained pregnancy means that 20 percent of donors were adversely
affected by the experience.’”

The developers of the OT method pointed out that the initial trials
were only the experimental phase. With more donors, more drugs to
eliminate retained pregnancies in the donors, and more money, they
hoped to limit the losses and improve the rates considerably. Yet subse-
quent research at the University of Southern California Medical School
in 1987 and 1988 attempted, with dismal results, to overcome the fail-
urcs of OT. The problem of very few embryos retrieved was addressed by
superovulating the donors with hormone treatments; the drawback of re-
tained pregnancies was to be averted by giving all donors an endometrial
curettage and contragestive drugs after each lavage. Despite these proce-
dures, which presented more risks for the donors, twenty-eight lavages of
six donors resulted in only one embryo transfer, but no pregnancies for
recipients and two retained pregnancies in donors.™

Clearly this is 2 method that had moderate success in Milan but very
poor results in California, with problems for the donors severe enough to
lead even OT's strongest proponents to conclude that the risks were too
great to proceed. The subsequent development of ovum donation com-
bined with IVF eliminated any indication for using lavage, as it meant that
egg donors no longer have to be inseminated."

On the basis of his very limited and mostly unsuccessful experience
with thirteen women, Dr. Buster had proclaimed in 1985 that “the re-
search is completed, the success of the procedure is proven,” and the
plans for a national marketing campaign were launched. Good medical
research, however, requires a much larger sample, trials by other re-
searchers, and better evidence of safety and effectiveness before making a
procedure available to the general public. The American Fertility Society’s
ethics committee concluded in 1986 that, because of reservations about
the procedure, OT should be carried out only under carefully controlled
experimental conditions.'¢

Ovum Transfer for Prenatal Diagnosis

Human ovum transfer was first used with infertile couples. Long be-
fore it failed, however, John Buster already had other plans for using the
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ovum transfer technology, but this time with all pregnant women. He
has long since moved on to this new research. His concern now is not
with making babies but with improving their “quality.” He described the
embryo to us as a “little microchip,” a package containing an incredible
amount of information. Now he is researching that package, decoding the
information to discover defects in the chip. In an interview carried out in
1985, Dr. Buster told us:

In another five years infertility will be a non-issue, when
there’s an abundance of human ova available. Women are going
to be much more concerned about the quality of life than they
are about whether or not they can have babies.

More than five years have passed. Today infertility is hardly a non-
issue, and OT has failed to live up to any of the promises. Yet john Buster
continues to be optimistic. In recent publications he describes uterine
lavage as “safe.” and in 1991 he was quoted as saying that in ten more
years it would be perfected enough to give all women the possibility to
diagnosc their embryos even before they implant in the uterus. Women
who are now advised to have prenatal testing must wait at least until late
in the first trimester and then agonize over the possibility of an abortion,
With the lavage method { that worked so poorly for OT), they could have
a newly fertilized egg washed out of their wombs after five days, checked
out in a laboratory, and reinserted only if it is healthy.”

‘Thus a2 new field has developed, called preimplantation genetics. Eggs
that are fertilized and grow in a laboratory as part of IVF are already being
biopsied to detect sex and genetic disease; Buster's proposal is that uter-
ine lavage should be used to remove embryos from women who conceive
naturally, before they implant in the uterus, so that they can be diagnosed
for genetic “quality.”

Scientists claim that very soon they will be able to detect not only ge-
netic diseases in new embryos but also even tendencies to diabetes, heart
disease, and other disorders. Will all of the embryos with these problems
be discarded? Will future children with the wrong color hair or shape of
nose be tossed out, with the woman trying again the next month for a
more perfect “package”? According te the scientists, no embryos will be
discarded; instead, they will be frozen until methods are developed to re-
pair the defects. We wonder, though, how many people would go to the
expense and trouble of genetic repair—when it becomes feasible—of an
embryo if it is relatively easy to produce new ones.

All of the reproductive technelogies have this potential for applying
cugenics to human procreation. They all will eventually allow parents to
pick their children’s characteristics. OT may be unique in that one of its
founders, Richard Seed, became involved with it in the first place because
he considered it 2 means of improving the number and quality of Ameri-
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can babies. According to journalist Martin Stuart-Harle, Seed believed that
“there has always been a shortage of humans in Western civilization” and
that OT could be a key to “the success of Western civilization.” ¥

OT is not likely to contribute very much toward achieving this racist
vision. It is more likely to be used by fertile women who are worried that
they might have handicapped children and who are able to monitor the
possibility of a pregnancy from the very beginning. These would tend to
be more affluent and educated women with access to the most advanced
medical resources. They are the people who, if they have handicapped
children now, push hard for better services. When only poor and unedu-
cated women have children with sericus problems, how much influence
will they have over the allocation of resources to help such children?

The history of OT is a disturbing one. It demonstrates the worst of
science and business combined, with women the experimental subjects
paying for their own subjection to unproven and risky procedures, and
no outside body empowered to provide any oversight or regulation. The
media also played an important role in promoting the program, just as
they have consistently highlighted the very few successes of other repro-
ductive technologies and ignored the many negative dimensions for those
involved. If GIFT, whose success is also overplayed, and cocyte donation
had not been developed around the time when FGR was beginning its
operations, it is likely that the program would have continued on hype
and hope for several more years before its failure brought it down. But
fack of success both scientifically and commercially has hardly discour-
aged the promoters. This is evident from the current attention in both
the press and scientific journals to the use of uterine lavage with “preim-
plantation genetics.” It would not be surprising to find FGR, which is still
in the infertility business, setting up franchised embryo check-ins around
the worid in a few years.
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CHAPTER 7

Donors and
Surrogate Mothers

Bob had not yet finished unpacking his bags when, glancing at the
clock, he realized his first class was about 1o begin. As he sprinted across
the quad, he felt the tension rising inside him. It was the start of his sec-
ond year of medical school, and everyone agreed that this year was the
worst. Besides, the tuition had just gone up again. He felt that he was
being slowly sucked into a quicksand of debts. It was hard to imagine how
he could make it through the next year.

As he passed the mailboxes, he noticed an official-looking letter in-
side and prayed that it would not be another bill. Instead, it was a letter
from one of his professors in OB/GYN, telling him and the other men
in his class about the need for sperm donors. The professor described
the growing problem of male infertility, and, like a military recruiter, he
ended with “I'm looking for a few good men.”

Bob stopped in his tracks, realizing that this might be a solution. He
recalled later:

The line that caught my eve was the one that said, “I will
pay you 835 for every specimen.” I thought, this could make a
dent in my bills if I do it regularfy! I looked at it as a lot easier
than selling blood, which 1 was chicken to do anyway. Here was
away I could help people and do myself a favor at the same time.
And frankly, I think I've got pretty good genes—1 figured I'd be
a great candidate.

The letter said that if you're interested, fill out this form
describing yourself—stuff like hair and eye color, height, race,
special interests, Then there was a medical history form—what
did your grandmother die from, things like that. I had never been
tested for genetic diseases like Tay-Sachs, but 1 couldn’t think
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of anyone in my family who’s had a problem so I just said no
to the question about genetic problems. Later I took a genetics
course and realized that I had had no idea which diseases could
be inherited or how.

It turned out to be so easy. As far I was concerned, the most
difficult part was getting to the office early in the morning and
getting out of there before the women arrived. I have to admit
that I wondered about these women and their husbands. Occa-
sionally I'd imagine this beautiful girl carrying my handsome
baby. Most of the time, though, I just wanted to do my job, get
my money, and be out of there to get to class on time.

I was glad when it ended after a year. I was starting to feel
uncomfortable about possibly having so many children that 1
don’t know. The closer I came to starting my own family, the
more real the idea of fathering became for me.

Who Becomes a Donor or Surrogate Mother?

Who are the men and women we call donors? Who are these people
who sell or donate sperm or eggs, or who become pregnant for nine
months int order to create a child for someone else? Why do they do it,
and how do they feel about having children they may never know? The
answers to these questions are different for male and female donors, and
from one method to another.

Unfortunately, little is known about the donors. This is understand-
able in the case of egg donors because there have been few of them so far.
There have been hundreds of surrogate mothers, however, over the past
decade, and several studies of them exist.” There is a great deal of curiosity
about who these women are and why they would become surrogates.

In contrast, there has been a lack of interest in the United States in
studying sperm donors and their reasons for doing it, despite the fact that
AID has been practiced for over one hundred years. Tens—if not hun-
dreds—of thousands of men have sold their sperm in the United States
alone during that time. Yet hardly a single American study of these men
exists.?

The lack of research on male donors says a great deal about the ob-
session with secrecy that surrounds AID. Most of what we do know about
the feelings and motivations of sperm donors comes from anecdotal infor-
mation, from interviews and informal contacts, and from studies carried
out in other countries.®

We do know that, until recently, the vast majority of sperm donors
in the United States were medical students or residents providing fresh
sperm. In a 1979 survey of American physicians who performed AID, 85
percent reported using fresh sperm. Of these, more than three-fifths re-
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lied solely on medical students or residents, 10 percent on other students,
and 18 percent on a combination of both#

This picture has changed, however, as the demand for AID increased
and sperm banks made frozen semen more available and easier for physi-
cians to use. With frozen sperm, doctors no longer have to worry about
screening the donors themselves or about the Jogistics of arranging for
donors to be in the right place at the right time. Most important, men can
be screened for HIV infection both at the time they sell their semen and
again six months tater, so that the possibility of HIV transmission is practi-
cally eliminated before the semen is ever used. With these developments
has come some change in the pool of donors. They are still selected for
academic achievement, but not only in the medical field. They are also
more likely to consider selling their semen as a long-term job.

Even with these changes, the motives of sperm donors appear to have
changed very little. Some are curious about their fertility, wondering if
their sperm is any good. Others are motivated by sympathy for people
who want children. For many men, however, the major reason to be a
donor is the financial incentive.’

Surveys in other countries such as Australia and New Zealand found
many donors stating their willingness to continue even without payment.
Yet where payments are low or nonexistent, as in France, it has been
difficult to recruit men. One Australian physician who doubled the fee
experienced an immediate increase in applicants. In contrast, a feminist
sperm bank in Oakland, Catifornia, looks for men with altruistic motives
and may pay them with a service, such as a cholesterol check, rather than
with cash.?®

The desire for money was the major factor for a law student named
Ken, who saw an ad placed by a sperm bank. He thought this would be an
easy way to buy the car he had always wanted. He said:

I felt a little strange answering the ad. I told a few close
friends I was thinking of doing this as a joke. We all laughed.
When I went into the clinic they gave me a physical exam and
had me masturbate in the bathroom to examine my sperm. [
then asked the doctor, “How does it look?” I always wondered
how good my sperm really is. After locking at it under his
microscope, he said, “So far it looks good, but we won't know
until other tests, including a karyotype for genetic information,
arc done.”

A few weeks later they called and asked if T wanted to try
being a donor. By then it wasn't a joke anymore. [ had decided
to go ahead.

Ken has been a donor now for two years, and he figures he is making
as much money for five minutes in the bathroom as he does for several
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hours at his job as a law clerk. He takes his sperm donor job very seriously.
He keeps himself in good shape, watching his weight and never smoking,
He also makes sure not to have sex for forty-cight hours before each trip
to the sperm bank.

Ken was proud of being one of the sperm bank's star donors. He
recalled:

Until 1 started being a donor, [ wasn't absolutely sure if I
could get a woman pregnant. It turns out [ must have been a
super stud, because they asked me to do it a lot of times,

[ wonder once in 2 while how many children 1 have out
there in the world. Of course, I've never asked at the sperm
bank—they probably don’t even know and if they did, they
wouldn’t tell me anyway. Sometimes [ try to calculate: If one
child is produced every time I make a donation—let’s see, that
would be about 112 children! Of course, that's unlikely.

What 1 do know for surc is that so far I've made $5,600,
850 every time. Not a bad record. The children don't feel real wo
me——it’s as if they’re not really there. But my car is. and ¢very
time I make another payment I feel great that the extra money
helps me afford it.

If being a sperm donor is s0 easy and lucrative, why don’t more men
offer their services? According to one physician who recruits donors in a
medical school, fifty letters from him can produce twenty responses one
year but only three or four the next. The reluctance on the part of the
majority must be more than a concern with inconvenience.

Some men may be put off primarily by their uneasiness about mas-
turbation, especially on demand and in a hospital bathroom. Others fear
that a child they never knew existed might come back one day to demand
money or disrupt their lives. Many men are reluctant to father anonymous
children, feeling some responsibility to care for, or at least acknowledge,
their offspring,

Men who decide to become sperm donors may be kidded by their
friends, but they do not have to face any serious social stigma. It is also
possible to keep this activity secret from others if they want to. In Robyn
Rowland's study of Australian sperm donors, 77 percent had told some-
one about being a donor. Yet 31 percent of those who were living with a
partner had not told her and had no intention of teling her.”

For a man to sell his sperm and “father” unknown numbers of chil-
dren for profit does not seem to disturb or intrigue the general public.
When it comes to surrogate mothers, the situation is very different. The
idea that a woman could give birth to a child for 810,000 and then give
it away is considered “unnatural” by many people. Of course, giving up a
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baby after nine months of pregnancy is very different from a quick ejacu-
lation of semen. The motivations of surrogate mothers are therefore very
different from those of sperm donors.

Jenny is in many ways typical of women who decide to have a baby
for someone else. She is married, with children, and had never heard about
this type of program until one day when she noticed an ad inn the news-
paper saying, “Surrogate mothers wanted to bear children for infertile
couples.” She recalls:

I showed it to my husband just to see his reaction. I was sur-
prised that he didn’t oppose it. All he said was, “As long as you
don't have to sleep with the guy, if vou want to do it, it's ckay.”

In the beginning I wanted to do it for the finances, because
we were very much in debt. After carrying the baby, the money
didn’t matter so much. It was just the feeling of giving someone
the gift of life. Maybe [ was destined to sec that ad and this is my
part to give to humanity.

Women who become surrogate mothers emphasize their empathy
for the infertile, and their desire to do something special. Many of them
love being pregnant but do not want any more children to take care of.
For many, it is a chance to do something that fits with a traditional role—
having a baby—but in a unique way. The first “generation” of surrogate
mothers received a great deal of media attention, and for some women
this was a big advantage. According to Dr. Nancy Reame at the University
of Michigan. most surrogates are women who sce few possibilities for
satisfaction in their lives. “This is their one chance to shine.”?

Women who respond to ads from surrogacy brokers are also a more
varied group than sperm donors seem to be. According to Burton Satz-
berg, attorney for Surrogate Mothering Ltd | in Philadelphia:

The women, interestingly enough, have very little in com-
mon with each other. Some of them are highly educated, others
are not; some fairly well off, and others are not. Different reli-
gions, different interests. Some are homebodies and some are
out there in careers. The only things they have in common are
that they enjoy being pregnant and they all have had very posi-
tive birth experiences.

Despite this variety of backgrounds, some patterns do emerge, partly
due to program requirements. The majority are married, have one or two
children, and have completed at teast a high school education. They are
strong-minded and willing to do something that might be disapproved
of. They are almost all white and Protestant or Catholic. Psychologist
Hilary Hanafin of Los Angeles described the women she selects as “really
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neat people,” who are emotionally healthy. This last characteristic is not
necessarily true of women involved in other programs.

It is increasingly possible, due to the spread of egg donation pro-
grams, for a woman to be a donor without becoming pregnant. Yet the
women being recruited as oocyte donors share some of the same motives
and characteristics of surrogates. They are empathic, often having a friend
or relative who is infertile. Some want to feel special; others are trying
to compensate for a past abortion. One unusual woman who is a regular
donor in California is the daughter of Holocaust survivors; she sees her
activities as “my way of getting back at Hitler. . . . He took the Jews off the
world, I'm putting them back in."?

The women who offered to be embryo donors for the first experi-
mental round of the ovum transfer program are described by Dr. Annette
Brodsky, a psychologist who screened them, as “not the average lady
off the street.” She found them to be adventurous, but also concluded
that many were trying t¢ make up for an unstable past. One OT donor
cxplained to us why she likes what she is doing:

It's a gift of God to pass on. It also helps me with self
confidence. I've always been shy and let other people walk all
over me. When [ was in school I had a lot of friends; then [ got
married and devoted myself to my husband, that was it. It makes
me feel good to do something for somebody—every time I leave
there I'm on a high. And where would we be today without
guinea pigs?

Egg donors are recruited in a variety of ways. Since the removal
of eggs requires an invasive procedure, physicians sometimes approach
women who are already having surgery and ask them to donate some
of their eggs. Women who are having tubal ligations or hysterectomies
or who are undergoing laparoscopies as part of IVF or other infertility
treatments have been the most likely candidates. According to physicians,
such women are highly sympathetic to the problems of infertility and
rarcly say no. They certainly are in a vulnerable situation, and would be
reluctant to refuse their doctors’ requests.

With the widespread use of superovulation in conjunction with egg
retrieval, however, it has become more difficult to ask women who are
about to have an operation for sterilization to first undergo drug treatment
and daily monitoring. And with the greater availability of cryopreserva-
tion to freeze embryos, women in the process of IVF are more reluctant
to give away any of their eggs. Over the past few years, therefore, as
oocyte donation in conjunction with IVF has become more common, the
most comumon donors have been those recruited by the recipient woman
herself, usually friends or family members, and women who respond to
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advertisements by fertility clinics. This second group are generally the
only ones to be paid, and they usually do not have any contact with the
couples who receive the eggs.'®

As donor programs become more routine, the characteristics of the
donors are already changing. Those who are attracted by the potential
for media attention and the desire to be pioneers may be less likely to
apply. More donors are being recruited by friends who have already been
surrogates or donors. Some surrogacy programs are reporting that more
highly educated and emotionally stable women are now applying than in
the past.

The Ideal Donor, the Ideal Surrogate Mother

We asked program staff and couples to describe what they were
looking for in an ideal donor. Although health was always a major factor,
the other priorities differed greatly depending on whether they needed
a male or a female donor. The differences were closely tied to sex role
stereotypes.

Most programs that need sperm donors, for example, look for intel-
ligent men. The profiles of donors at IDANT, a New York sperm bank that
is one of the largest in the United States, include grade point averages,
and 3.5 to 4.0 is common. An extreme example of this requirement for
intelligence is seen in the policies of the Repository for Germinal Choice
in Escondido, California { better knowti as the Nobel Sperm Bank ). It dedi-
cates itself to improving the human race by using only donors who have
superior intelligence.

Several other sperm banks in California cater primarily to single
women, both lesbian and heterosexual. They provide more detailed infor-
mation en the donor, sometimes including his motives for being a donor
as well as eating habits and musical ability. !

In contrast, when it comes to surrogate mothers, qualities such as
stability, warmth, openness, physical attractiveness, strength of charac-
ter, and compassion are considered more important than intelligence. So
is the ability to cooperate with a program and follow its guidelines. All
surrogacy programs and some egg donor programs screen applicants for
psychological makeup. We are aware of only one program, in Belgium,
that screens potential sperm donors psychologically and turns away those
considered to be unstable.'? The difference is striking. The father should
be intelligent, the mother should be nurturant and pretty as well as com-
pliant.

Some of this is togical. Surrogate mothers certainly give a great deal
more of themselves to the baby, and often to the couple as well, than do
sperm donors, and that does make personality traits, at least, much more
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important. However, the case of cocyte donors supports the view that
powerful stereotypes are at play here as well. Their role is in many ways
similar to that of sperm donors. They are often anonymous, and their in-
volvement is much more short term. Yet they may be screened like poten-
tial surrogate mothers, with attention t¢ personality and psychological
stability. Intelligence does not appear to be an important factor.

The difference in pricrities when selecting a male versus a female
donor is based on a traditional view of the ideal father and the ideal
mother. Perhaps the professionals who do the screening and the prospec-
tive parents as well are trying to create a balance they assume a child born
of the two of them would have.

Finding One’s Own Donor

More people are deciding to do without the professional “match-
makers” who recruit and screen donors and manage the relationship
among all the parties. They prefer to select their own egg donor, sperm
donor, or surrogate mother, in the last two cases often performing the
insemination themselves. Some IVF programs that use donated eggs re-
quire that the couple find their own donor, as they do not have sufficient
donors available. Increasingly people who want to become parents are ap-
proaching friends and relatives or placing ads in the newspaper (“Carrier
Mother Wanted” reads the headline on one such advertisement ). One sur-
vey found that 63 percent of the medical students studied and 78 percent
of a sample of infertility support group members agreed that AID recipi-
ents should be allowed to select their own donors.!* This is a surprising
statistic in light of the current prevatence of anonymity.

There are some advantages to finding one’s own denor. It aveids the
control and the biases of professionals and is almost always less expensive.
Noel Keane, the lawyer who started the first surrogate mother program,
was introduced to the idea by a couple who were having a young unmar-
ried friend carry a baby for them and just needed an attorney to handle
the legal aspects.

Another reason some people prefer to choose their own donors is
50 their children will have the option of knowing who the other person
is who contributed genetically and/or biologically to their birth. Some
known sperm donors do in fact take a part in the child’s life. For many
other people, the choice of a relative has the advantage of making the
child genetically closer to the infertile parent or to the woman in 2 les-
bian couple who is not the biological mother. Increasingly, couples are
turning to brothers, sisters, and cousins to be sperm and egg donors, and
occasionally to mothers or other female relatives to serve as surrogate
mothers. News reports of women over fifty bearing children for their own
children are appearing with greater frequency.
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Having a known donor is not always an advantage. A sperm donor
may want much more involvement with the child than the mother had
intended, and occasionally the mother and the donor end up in court
together battling over visitation and custody. Single women, both hetero-
sexual and lesbian, are particularly vulnerable, because courts have ruled
in the sperm donoer’s favor in custody disputes when there was not another
man arcund t¢ be the father. Even as they have sometimes denied visi-
tation rights to a lesbian partner who helped raise a child after she and
her lover separated, some courts have given priority to the genetic father,
even one who has had no contact with the child.¥

The problems may become even more complicated when family
members are involved. Sisters are not allowed to be oocyte donors in
England and parts of Australia, due to fears of psychological harm to the
children.”® One woman we interviewed worried about such effects:

My sister offered to have a baby for me. She figured it would
be ideal, because the baby would have genes like mine and she
would still be Aunt Betty just as if [ had given birth to the child.
But as great an idea as it is in theory, 1 knew it would be a dis-
aster. She’s the kind of person who would want to be telling me
how to raise the kid, and never let me forget what she did. I'd
rather have someone who isn’t so close to me.

Both donors and recipients often realize that their relationship will
change with a successful pregnancy, as it may with no pregnancy or if the
child suffers any health problems. Both may expect that their relation-
ship will be closer, but it may well be complicated by a strong sense on
one part or the other of enormous obligation to the one who made this
pregnancy possible.

Sometimes having a relative be a surrogate mother or sperm or egg
donor does work well. Family members made such private arrangements
long before the current era of procreative alternatives. A close relative,
a brother, or sister, is likely to offer empathy as well as genetic simi-
larity. There may be disputes over parenting or conflicts with the donor’s
spouse, but we have heard of several instances of women having babies for
sisters and still maintaining close relationships between the two families.

Lesbian couples who want to find their own donor in order to avoid
the scrutiny of professionals sometimes discover that it is more difficult
than they expected. One gay woman reported:

We got turned down, I don’t know how many times. They’d
say, “Oh, I don't know if I could handi¢ it” “Nobody’s asking
you to handle anything,” we said, “just give us your sperm!” We
weren't asking for any financial support; the kid didn't even have
to ever know who they were. We had a lawyer ready to sign
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every legal document in the whole world. We were all prepared.
But they'd say, “But I'd just know that there was this child.”
We were so angry that they couldn’t just give us sperm—two
seconds you know.

Since private arrangements with sperm donors and surrogate
mothers are largely unrecorded and therefore unstudied, we cannot know
how frequently this happens or how well it works. When it doesn’t work
and ends up in court, we are more likely to hear abeut it. Such was the
case of a young Mexican woman brought to the United States by cousins
living in California who told her she would be pregnant for them only for
a few weeks, but later informed her that she would be carrying the child
to term. Her objections and subscquent decision to keep the baby were
mict with threats to have her deported as illegal and prosecuted for using
the American cousin's name for insurance coverage, as she had been rold
to do. Despite her lack of English and precarious legal situation, the young
woman was able to get legal help and win joint custody of the baby.'®

The matchmakers who run programs usually prefer, of course, that
the selection be left up to them. One surrogacy program director, for
example, reasoned that the safeguards involved in his screening proce-
dure arc essential. Certainly, a thorough health screening is important,
but there is no reason that an individual or couple could not arrange to
have a donor screened. It is also true that the screening of donors by
physicians is not always as rigorous as it should be.

Risks for Egg Donors and Surrogate Mothers

People who become donors usually tatk about the positive side of
their experience. They feel very good about helping others, and the extra
money that many earn can be a big help. In many cases, the egg donor is
contributing her ova to a friend or relative who she knows has suffered
a great deal because of infertility, and being able to heip gives her great
satisfaction.

There are risks as well, however. The risks are particularly great for
the women donors, both cocyte donors and surrogates mothers. They
face a multitude of physical risks, ranging from minor discomforts of preg-
nancy to infection during egg retrieval to possibly severe or even fatal
compications from an ectopic pregnancy or ovarian hyperstimulation syn-
drome or childbirth. Surrogate mothers are artificially inseminated with
sperm that may not be carefully screened, exposing themselves to the
possibility of infections, venereal disease, or even AIDS, which threaten
health, future fertility, or life itself.

Psychologist Annette Brodsky explains why donors in the now-
defunct ovum transfer program ignored the risks:
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Some donors say: “I trust this program, [ trust the people,
if they think it’s okay, and they've researched it, and they've
looked at it, then I'll be okay.” We tell them all the risks—we
can't let them out of here without knowing. But, there’s a lot of
not wanting te know.

A risk that is of concern to some women who become surrogate
mothers is the possibility that the couple may reject a child if he or she is
born with a handicap. One highly publicized case made the entire coun-
try aware that this might happen. The baby in that instance was born
with microcephaly, indicating a likelihcod of retardation. The presumed
father questioned whether this was his baby and raised the possibility that
he would not take the child. The results of blood tests were revealed in
a bizarre manner—in front of a national audience on the Phil Denahue
show; they showed that the surrogate mother’s husband was actually the
father, and she agreed to keep the baby.

A much more common problem for surrogate mothers is the emo-
tional trauma of giving up the baby. One woman described her own
experience:

Through the whole pregnancy I was motivating myself, try-
ing to put my state of mind into what [ wanted it to be for
the delivery and after. But it was still very hard, that separation,
much harder than I thought it would be. I wonder how she’s
doing, what kind of life she’ll have. | wish I had thought to ask
the couple if I could be the guardian of the baby if anything hap-
pened to them. But 1 know [ have to try not to think about her.
Her birthday is especially hard. I always get depressed then.

I wanted to keep in touch with the baby’s parents—after
all, we had gotten to know each other pretty well and you'd
think they'd want to know how [ am. We had agreed from the
beginning that after the baby was born we would not contact
each other. But I hadn't realized how hard it would be saving
goodbye to them. I haven’t heard from them since that day we
said goodbye.

The birth mothers face grief from loss of the baby and frequently
from the loss of their connection with the couple. Psychiatrist Philip
Parker, in his follow-up study of thirty surrogate mothers, found several
who had severe grief reactions and required treatment. One of the first
surrogate mothers, “Elizabeth Kane,” was frequently interviewed in the
media and insisted that it had been casy to give up her baby. Seven years
later she appeared on television to express her remorse. She is now active
in opposing surrogacy and feels that she and her other children have been
damaged by her experience of giving away a child.””
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AS surrogacy programs are increasingly combined with IVF, the emo-
tional dimension for surrogate mothers may change somewhat. In these
cases 2 woman becomes pregnant with the embryvo of a couple, and she
may feel more like a “hired womb.” A woman who was trying to conceive
with frozen embryos explained her feelings about it:

This has nothing to do with me at all. It's not my egg and it's
not my husband’s sperm. I'll be an incubator, that's really what it
is. You know I'm just going to take care of their baby, like baby-
sitting it for nine months. It’s kind of long to baby-sit somebody,
but that’s the way [ look at it.

What does it mean for women to carry and give birth to babies that
are not “theirs” genetically, yet have been part of their bodies for nine
months? Is it really easier, or is that another form of self-deception to suit
the needs of others? How is it possible for a woman to believe that “this
has nothing to do with me at all"? The effort to detach herself from what
is going on in her body, to perceive herself as a machine (an “incubator™),
is difficult to sustain. After nine months of the most intimate connection,
it is not surprising that some women find it just as hard to give up a baby,
regardless of its genes.

The emotional risks for surrogate mothers may be cased by profes-
sional counseling and support, but it is rarely available after the baby
is relinquished. Some women feel that seeing the happy family together
helps them cope with the loss. But what about those women who never
sce the baby again and do not know where he or she is? They do their best
to detach themselves from the experience and go on with their lives. Are
they repressing grief, only to see it emerge again months or vears later as
has occurred with many birth mothers who relinquish babies for adop-
tion?'® No one knows the answers vet; women who have come forward
to fight either for or against state bans on surrogacy give very different
accounts of how the experience has affected their lives.

There may be risks for the birth mother’s family life as well, some-
thing about which we do not have much information. For instance, many
women said that their husbands were very supportive. Is it really irrele-
vant to these husbands that their wives are pregnant from the sperm
of other men, especially affluent, well-educated men whom the women
have come to believe will make great fathers? Will the marriage suffer
if the woman feels her husband pushed her into being a surrogate for
the money? Can their other children really understand that “Mommy is
baby-sitting Ray and Betsy’s baby for nine months because Betsy's tummy
doesn’t work™ and not wonder how Mommy could give away their baby
sister or brother? What will be the long-term effects on these children?
Several women who now regret their involvement with surrogacy say
that their other children have suffered as well as they themselves have.
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The women we interviewed felt confident that, so far, their families
have not suffered. They give instances instead of how encouraging their
husbands and other relatives had been, how easily the other children
hadaccepted the situation. Unti] follow-up studies are done, there will be
no way to know how many women, or members of their families, suffer
long-term damaging effects.

Many egg donors stay in contact with the couple and child, either
because they already knew each other or because they had requested re-
ports and pictures of the child. There have been no instances yet of donor
women claiming any rights to the child, but it is certainly possible that
this could happen.

Some women donors mention as 4 benefit the attention that they re-
ceive from prestigious people. They are courted and cared for—if only
temporarily—by physicians and lawyers, and may even appear on tele-
vision. This need for attention may ultimately backfire. Program staff re-
mark that some women return regularly for favors and advice, expecting
to receive continued support. They do not always get what they are look-
ing for and end up feeling angry and disappointed.

Onewoman, whose experience as a surrogate mother can only be de-
scribed as destructive, was ready to do it again because of her continuing
need for approval by the program directors:

The pregnancy made me feel sick as a dog, I've never been
so sick in my life. I was going through a great deal of emotional
problems and admitted myself to a hospital to get some rest.
I had to place my children in foster homes for the rest of the
pregnancy.

The pregnancy kept me going through all that, and also my
relationship with the program. [ would trust those guys with
my life. They really care about me; they tell me I'm their star.
They're my knights in shining armor; they've helped me through
a lot. Even though I'm having a hard time getting pregnant again,
I'tl keep trying for them.

Hilary Hanafin, who counsels women for a Los Angeles surrogacy-
program, belicves that some women may actually benefit from being a
surrogate mother. She said:

It's not unusual to hear that a surrogate has decided to go
back to school and finish her degree, or put adown payment on a
house she's always wanted. I think it’s a combination of finances
and of also having achieved something unique that really gives
them that boost, that transition from being a housewife to at-
tacking another career.
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Risks for Sperm Donors

Physicians who work with artificial insemination or who have do-
nated sperm themselves do not believe there are any emotional problems
associated with donating sperm. If there is any risk, it is that a child may
find the donor father who would prefer to remain anonymous. There have
in fact been a number of children who have tried to trace their fathers
through medical school records or yearbooks.

The chance of this happening, however, is still small. Most of the chil-
dren do not know of their AID origins, and if they do, the possibility of
finding the biological father is slitn. Records are poorly kept or destroyed.
Only in Sweden is it required that a record be kept of the donor and that
children have the right to this information after they reach the age of
eighteen.

A surprising number of donors would like to have contact with the
children, or at least would not mind it. Robyn Rowland, in her study
of Australian sperm donors, discovered that 60 percent of her sample
would not mind meeting the children they had fathered. Forty-two per-
cent claimed that they would still donate even if their names were given to
the couple. Daniels's study of donors in New Zealand had similar results;
four out of five think about the children they may have, and two-thirds
would not mind being contacted by them.”

Often it is the donor’s wife who is more concerned. She may worry
that some of her husband's dozens of offspring may come looking for
him, perhaps threatening her own children’s well-being as well as their
inheritance.

In an unusual case in which a supposedly anonymous donor came
to know a child, it was the boy’s mother who contacted him. As she had
worked in the fertility clinic, she had a prerty good idea who was the
genctic father of her child. Divorced from her husband, she wanted the
child to know his biological father. Fortunately, in this case, the sperm
donor and his wife, who were not able to have children of their own, were
delighted to meet the boy, and he has become an important and joyous
part of their lives.

Donors and Recipients

The great majority of donors and recipients have no contact and very
little knowledge about each other because secrecy has been the rule for
donor insemination. Surrogacy and egg donation programs vary widely
in their policies, from those that forbid any contact to others that re-
quire it. Of course in the most common type of IVFE, where there is no
donor involved, there is no problem about secrecy. When sperm donors
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are brought into IVF, they are almost always anonymous; in contrast, egg
donors in IVF are often known to or met by the recipient couple®

Professionals who advocate secrecy sometimes justify it by claiming
that a relationship between donor and recipients would intensify fantasies
about each other, which could lead to trouble. According to psychologist
Howard Adelman of Surrogate Mothering Limited:

If the surrogate meets the couple, there's the possibility
of fantasies starting. She starts really liking this guy who is the
father, and maybe thinking she’d like to have this child of his
and keep it and even—in very unrealistic situations—possibly
he’ll leave his wife for her. So when they ask what he looks like,
I make a joke out of it—1I say, “He’s very short, fat with a big
belly, and bald,” and they laugh.

Ancnymity, however, offers no guarantee of eliminating troublesome
fantasies. Perhaps it is harder to act on them, but they may actually be
exaggerated by lack of reality. Donors and recipient couples who never
meet often have fears and fantasies about each other. Many times these
revolve around racial or religious prejudices. Fantasies about other char-
acteristics are often present as well. “I hope he deesn’t look like John
Belushi,” 2 woman commented after being inseminated.

Some people who advocate secrecy in a surrogate program fear that
the birth mother will “blackmail” the couple later in order to receive
more money. In addition, anonymity has the advantage of diminishing the
couple’s sense of obligation to do more for someone who has given them
such an important gift.

The major argument against secrecy is the same one used in dis-
cussions of adoption—harm to the children who may want or need to
know their parentage. In addition, many surrogate mothers want to know
the families to whom they are giving their babies. Like many other birth
mothers who give up babies for adoption, they need to know where the
babies are and how they are doing.

One woman who developed a close relationship with the adoptive
couple described the reasons for her feelings about contact with the child:

I was adopted and knew my birth mother, and [ realized
that [ couldn’t handle anonymity. So we decided before I even
got pregnant that it was very important that the child know who
I am and feel comfortable enough to call me if he feit the need
to talk to me, that he would have that right to do it.

This woman has already visited the child twice and speaks to the parents
regularly by phone. Their situation, however, is tiot very cotnmon.
One element present in most relationships is the payment. Whether
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it be $50 for a sperm donor, anywhere from $1,000 to 4,000 for an egg
donor, or the typical $10,000 that surrogate mothers have received for
over 2 decade, very few people become involved with one of these meth-
ods for free. As George Annas, professor at Boston University Law School,
suggests, they are not donors, but vendors.?!

There are pluses and minuses with payment, just as with secrecy.
Both appear to increase the likelihood that a sufficient number of donors
will be available. Both present difficult conflicts for many of the people
involved.

In his classic study of blood donation, “The Gift Relationship,”
Richard Titmuss found that those countries in which blood denors are
paid have major problems with donors concealing information that would
have disqualified them.”? The same may be true for some sperm donors,
who have been known to split one sample of semen into more than one
donation, and also to misrepresent their medical histories.

Some people who do not really want to be donors may feel com-
pelled to do so because they need the money. Payment is also troubling
because of the implications of “baby selling.” In an ideal world, people
would give of themselves for altruistic reasons, to help others in need.
Unfortunately, we have seen from the experience of some other coun-
tries that altruism is rarely enough of an incentive to begin to meet the
demand for donors.

A great stir resulted from the announcement at the end of 1993
about animal experiments being conducted in Great Britain using aborted
fetuses as a source of ova for IVE. The questions raised in this chapter
abour donors’ motives, psychological characteristics, and relationships
with recipients would be irrelevant if this practice were followed with
humans. But it raises many other difficult ethical issues for society and
may pose particularly hard social and psychological challenges for the
recipient family and the child who is born from a fetal mother’s egg.

Often donors enter into a program as a lark, or from financial need.
And often they discover that they are giving a very precious gift, onc
that may make others incredibly happy. Many couples told us about their
feelings of gratitude, feelings they rarely get a chance to express to the
donors:

[ love my son with zll my heart. But I can’t forget that a
stranger played an essential role in my child’s conception. With-
out him, my son would not exist. I know we'll never meet the
donor, but sometimes [ wish he could visit us and sce for himself
what a precicus human being he has helped to create.



CHAPTER 8

The Professioncals

It had been a particularly rough day for Dr. B, the director of a fer-
tility center. He shut the door of his office, sat back in his big leather chair,
and sighed. He was clearly exhausted. He was willing to be interviewed
about his work, but he was distracted by thoughts of the phone call he
had just made. He explained:

A couple came in last year who had two children; she then
had a tubal ligation. Later one of the children died and she
wanted to have another. Tubal surgery didn’t work, so IVF was
their only chance. She told me they were people of meager
means. They had sold their second car and raised $10,000. They
figured that, with insurance, they had enough for three chances.
“Here we are, Doc,” they said, looking at me with hope in their
eyes. Today I got the third negative pregnancy test. I just feel
the lowest of low.

It's really, really tough. If I think too much about every
patient’s pain and sacrifices, I wouldn’t be able to focus on de-
veloping new procedures that may help them. If I spend more
time consoling and talking to them, there will be no time for the
next person. I know they're angry and desperate, but [ just can't
always deal with it.

The hardest part of my work is trying to treat such a
large number of patients. It requires such extraordinary patient-
physician interaction, so much emotional energy involved in it,
and after 2 while, it is wearing. My God, they are all lined up
out there—one side of my brain says I'm obliged to treat every
person that I can and the other side says, if you treat any more,
you wor't even know their names.

People who try the new methods have entrusted their futures to
powerful individuals. They bring to these physicians and lawyers their
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hopes and anxieties, their vulnerable overtested bodies, and often their
life savings. They seck understanding and compassion, information and
support, and most of all, of course, they seck a baby. What they find is that
the professionals they depend on often fail to understand their emotional
needs. These professionals frequently focus only on the technical or legal
details and do not realize how crucial their support is.

Professionals and Their Motives

Who are these people who are offering the reproductive alternatives?
Two entirely different images emerge from what has been written about
them. In one image, commonly found in the media, these are extremely
hardworking, imaginative, and dedicated people. They are creative scien-
tists, empathic attorneys, and caring physicians and nurses, devoting enor-
mous energy to helping unfortunate couples achieve their most precious
goal. They are pioneers, miracle workers, even saints.

There is also another image, painted by those who are critical of the
new methods. They write of the “pharmacrats,” the egomaniacal madmen
whose search for fame and fortune is exploiting women today and may
ruin society in the future. In this view, the infertility professionals are
single-minded devotees of “science” who pursue “progress” without re-
gard for the human and social consequences. Hiding behind the mask of
benevolence, they are the manipulators and controllers of women.

Both pictures have some truth to them. In our interviews with profes-
sionals, we observed the complex merging of these two images. We met
individuals who are motivated by the challenge of working at the frontiers
of science and by the prestige of being at the top of their field. They are
ambitious go-getters who feel there is no reason to be concerned about
the present risks to women and possible future dangers. At the same time,
they work very hard to help infertile couples. They share in the joys and
disappointments of their clients and cannot understand why they would
be considered exploiters of women.

When we asked directors of infertility and surrogate programs why
they became involved in this kind of work, their answers usually centered
on scientific and career concerns. The lure of scientific discovery, the
chance to be a picneer, is a principal motivation for many professionals.
As one director of a fertility program put it:

My thing in life is not to be just in the front running: I want to
be right out there in the very front. The grant money in my area
dried up; so I became interested in infertility. Personally, it is
important to me that the work I do helps women. But by far the
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most exciting part professionally is the resecarch and the new
data we get.

Another physician remarked:

Delivering babies became t¢o routine for me—it just wasn't
very creative, But IVFE is really an exciting intellectual problem.
It has unlimited potential.

Dr. Alan DeCherney, director of Reproductive Endocrinology at Yale
University School of Medicine, represents this viewpoint most vividly.
He wrote:

We can only be overjoyed . . . to be working during a period
of time when such paramount advances have been made. How
thrilling it must have been to be Chaucer writing when Guten-
berg invented the printing press, or to be a physicist working
on the Manhattan Project! . . . An individual who is interested in
fertility, who is not involved in IVF, is very similar to the West
Point graduate who is educated in military science but never
goes to war!

There is something very troubling about the imagery here. The physi-
cian is compared to a warrior; the rescarchers on women’s bodics are
similar to the creators of the atomic bomb. The prestige and satisfaction
of discovery, and the possibility of developing and using new skills, appear
to be more important than helping women become pregnant.

Dr. DeCherney himself is also worried about the physicians who
go into infertility treatment with little or no training and whose motiva-
tion is essentially financial. In 1989 he appeared before a congressional
subcommittee investigating IVF and criticized the OB/GYN doctors who
decide that malpractice issues make obstetrics unattractive, take a two-
day course, and then advertise themelves as able to perform IVE. “Any
doctor that is licensed in this country is licensed to do anything. I can do
neurosurgery in my kitchen if [ have a mind to,” DeCherney pointed out
in warning of the possibility of exploitation in medicine. DeCherney and
ten other leading specialists around the country issued a similar warning
in the journal Fertility and Sterility, charging that exploitation of infertile
couples exists due to lack of regulation of practice and false advertising.?

The other side of this picture is that many of the academically in-
clined or profit-driven professionals derive a tremendous satisfaction from
the personal side of their work. For some, the desire to help people who
are infertile has led them into this specialty in the first place. One infer-
tility specialist explained:
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When I was a resident, my wife and [ became friendly with the
couple next door in our apartment building. She had a fertility
problem and needed somebody to give her a Pergonal shot. That
was how I learned about the terrible pain of infertility, and it
was the dawn of my new career.

Another physician recalted:

I was working with infertile couples, and it was so frustrating to
always be saying, “There’s nothing else to be done.” [ joined an
IVF program so that [ could offer more.

Does it make a difference why these professionals went into the field
of infertility? After all, without driven scientists and entreprencurial law-
yers, there would be fewer options for the infertile. And from the point of
view of people trying to have children, the motivations of providers may
not appear to be important, providing they can achieve success,

However, these physicians and lawyers are powerful people who
hold the fate of many families in their hands and in their laboratories. If
their priorities are science or prestige or financial gain, they should not
be entrusted with decision making about the future of these procedures.
And in the short run, it may be difficult for them to provide the needed
emotional support for their clients.

The Power of Professionals

The professionals’ power extends to many aspects of the methods.
They decide who will be allowed into a program and what their experi-
ence will be like. They determine what procedures will be used and how
much information the clients will have. They select the surrogate mothers
or the donors and decide what new directions the research will take. The
only control they do not have is over the outcome.

Control over access to services is an important source of power.
There is no open-door policy with the new methods; every program sets
criteria for screening clients. Marital status, age, fertility history, and emo-
tional stability are usually considered before someone is allowed to try
an alternative® The ability to pay is the only standard shared by every
program.

Many infertile people never get inside the well-guarded gates of fer-
tility programs. The professional gatekeepers in many programs have de-
clared them to be too old, too poor, toe single, too far down on the waiting
list, too neurotic, or medically unqualified. Some of the restrictions were
instituted because the programs were new and the directors were wor-
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ried about public relations. They believed that by accepting only married
couples who were psychologically stable they would avoid bad publicity.

In some countries the requirement of marriage is written into na-
tional policy. In one case in England, a woman found out that she had been
removed from an IVF waiting list {without ever having been informed)
because she had worked years earlier as a prostitute. Her appeal to a court
was turned down.?

The psychological testing is the one aspect of the screening that
bothers applicants the most. One woman recalled her session angrily:

We had a horrible experience. The coordinator refused to tell
me over the phone what the assessmert was about and insisted
that we just come in for the appointment. Additionally, we had
to pay in advance and our check had 10 arrive before we went
through the program. In retrospect, [ should have been suspi-
cious then. The actual assessment included intrusive, lengthy
questionnaires about our sexual practices (questions bevond
imagination!). A final interview with a psychologist revealed that
this was a research study to determine if couples applving for
IVF had sexual problems as well. She assured us that she didn’t
think that this was the case, and that as a group she found us
“disgustingly normal.” There seems to be an attitude among pro-
fessionals that we are experimental guinea pigs even though we
are paying (and the price is high) for the opportunity to try
something with no guarantees or assurances.

Psychological screening may helip patients to consider whether they
can cope with the stress of the procedures. It may also, however, re-
inforce the emotional distress of the infertile couple who, already feeling
inadequate, must prove their qualifications for parenthood. This is a chal-
lenge never presented to those who can conceive on their own; infertile
people may wonder why they have to meet higher standards than other
prospective parents.

According to the studies of couples who have applied to AID and
IVF programs, very few have ever been rejected for psychological rea-
sons. Some couples voluntarily change their minds after a full discussion
of their motivations and plans; a few are referred for further counseling ®
But the fact of screening gives a great deal of power to the physicians.
Even though they may not turn away many couples, they could.

When there were not many programs available and few of them had a
reputation for success, the long waiting lists became the greatest obstacle
to acceptance. At one point a staff member of the Norfolk IVF program, for
instance, estimated that it would take ten years to accommodate every-
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one already on the waiting list. In this kind of situation, assertiveness and
personal connections often help move a name to the top of the list. Physi-
cians may favor their own and their friends’ patients, and lawyers may
turn first to the couples they know or like the best. Now that there is a
great deal more competition for clients, the waiting lists are shorter and
the standards for admission have become somewhat less restrictive.
Some physicians feel that their role in “gatekeeping” should be lim-
ited to giving the facts. One fertility specialist who practices AID told us:

If a woman comes in here and she is unmarried, or a lesbian
couple comes in and they decide they are in & stable relationship
and want a chifd, who am I to decide that they shouldn’t? My
job is to inform them of the dangers and ask if they’ve thought
about all the possibilitics. If they have, I'm just playing a techni-
cian at that point. They could just as easily go to a bar and have
sex with somebody to get pregnant. They might as well do it in
a controlled manner.

Even the most liberal professionals, such as this doctor, see control
as an essential part of their role.

Most people entering programs in which there is a donor trust
the professionals to screen out problems effectively. For example, most
women who tried AID told us they were sure that the sperm donors had
been medically screened. Yet we have seen that selection is based more on
academic accomplishment, and health is often checked very poorly. On
the other hand, a woman who had a baby as a surrogate mother told us she
was certain the adoptive couple was screened for suitability as parents.
Yet the director of the program that recruited her told us that if couples
can afford it, they are accepted. He sends only surrogate applicants to the
psychologist, never the couples.

Sociclogist Marcia Millman describes the ways in which physicians
“enact trust” from their patients. By withholding information and discour-
aging questions, they force patients and their families to fall back on the
belief that the physician will do the right thing® While some degree of
confidence is important between patient and doctor, blind trust can be
harmful. One woman said:

I've had four laparoscopies in the last four years. I wouldn't think
of changing doctors, even though I still haven't gotten pregnant.
[ think part of that is just the way I trust my doctor—if he wanted
to cut me anywhere I'd say, “Fine, go ahead, do what you want.”

Denial is a powerful force for self-protection in humans. It protects
people from seeing or feeling what they would rather avoid. It is all the
more powerful when reinforced by a lifetime of learning that one should
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trust people in authority, especially doctors. So when a kindly physician or
psycholegist tells someone that what he or she is about to do—whether it
be open heart surgery or ovum donation—has possible risks, most people
have learned not to listen. They trust that it will not happen to them.

Another concern about the control of professionals is related to the
potential link between these methods and a growing movement called
eugenics. People who believe in eugenics want to “improve” the popu-
lation by limiting the reproduction of “inferior” people. Since it is the
doctors and lawyers who choose prospective parents, donors, and sur-
rogate mothers, will they decide to produce only babies with superior
intellect or other specific characteristics? This is already happening, par-
ticularly in the way sperm donors are now selected for intellectual ability,
and in the beginning of genetic screening of embryos before they are
transferred to a woman's body.

Perhaps the greatest power of these practitioners is the control they
have over the creation of new life. “We arc truly playing God,” a psy-
chologist with an IVF program told us. The potential for—and existence
of—abuse of such power is what worrics many observers of the new
technologies.

Meeting the Needs of Clients

The professionals who work in fertility programs are crucial in the
lives of the people who go to them for help. It is not surprising, then,
that they evoke such strong emotions, both positive and negative. These
conflicting comments from two women who had been through IVF are

typical:

They were incredible human beings, always there for me. 1
think of them as family. They really helped me get through the
hard times.

I didn’t feel that they were very understanding about the pain 1
was in. We were dealt with as objects, as guinea pigs. Not that
they wanted to; they just didn’t have the staff. They didn’t have
the training. We were just numbers to them—it was much too
impersonal.

Many professionals—arttorneys, physicians, and staff—are very caring
to their clients; just as often they are viewed as distant and lacking in
understanding. Often they simply do not know how to deal with the ¢mo-
tions of people struggling with infertility. Unfortunately, their comments
and attitudes have a tremendous impact. An unsympathetic staff person
can intensify the stresses of an already difficult process. One woman was
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very upset about her doctor, who had said, “Why do you deserve to have
a2 baby?” She explained that he had six children and thought that the
better the person, the more children God would give you. A woman who
was having artificial insemination was also very upset with her physician.
She said:

It’s hard for anyone to meet your emotional needs, but the one
person who did the least of any one I know was my doctor. First
of all, he had pregnant women in the waiting room at the same
time I was there. And then he would hardly tatk to me. When 1
complained one time, he said that he had thirty other women
out there in his office just as anxious as I was and he had to sec
all of them in one hour. I really didn’t have a choice because he
was the only one in our area doing inseminations.

It would infuriate me when he would unexpectedly go out
of town and not have anyone cover for him. Here I was planning
my whole life around this schedule, I would be ovulating and he
would be out of town. He said he couldn’t ask another doctor to
cover for him because then the donor would be known to some-
one e¢lse. 1 felt that if he was offering a service, he really owed
it to the people to be there. However, he was more concerned
about the donor than about his patients.

Lack of understanding, lack of time, lack of personalized attention.
There are the themes that recur in the comments of people who have tried
the alternative methods. We asked people what, if anything, they would
change about the program they were in. By far the most frequent response
was that it should provide more emotional support and counseling. There
are sC many pressures, expectations, frusirations, and feelings of isolation
and anger, it is no wonder that a person would benefit from a professional
counselor and from more contact with other couples. Though some re-
ceive the help they need from program staff, or from informal support
groups, most people feel that more is required.

Formal support groups are rare for most programs because funds
are scarce or because staff members believe there is no need for them.
For example, Dr. Howard Jones of the Jones Institute of Reproductive
Medicine in Norfolk claimed in a speech that IVF patients have no special
emotional needs compared with other infertility patients and therefore
programs to provide support are unnecessary.” In other programs, sup-
port groups have been announced, but they met at inconvenient times or
were not presented as an essential part of the program. Under such cir-
cumstances, it is not surprising that they failed. At one university hospital,
a more formal group has been set up where couples are encouraged to
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attend as part of the program. In addition, every couple is introduced to
one or two other couples as a buddy system for support.

People going through these programs need support and contact from
the staff at all stages of the process. They also need to be prepared for the
possibility of failure. Feelings of isolation and depression are especially
acute during waiting periods and after conception fails.

While the relationship between staff and patients may often be very
good and helpful as long as the patients are physically at the program,
this support often vanishes once they go home. One woman recalled her
feelings:

After the eight embryos were implanted and I went home, I felt
the staftf were very far away. | would call up and they would
seem very, very distant—it seemed like they were billions of
miles away. They were very curt and would say, “Send in your
blood and we’ll find ocut the results.”

Many people told us they felt they were not getting from the pro-
fessional staff honest information about the procedure and their realistic
chances of success. They needed accurate information to make their de-
cisions and were angry if they felt they had been misled. One man who
wrote to us was furious when he learned, after his wife had gone through
IVF, that her chances of success had been only 1 percent:

After the fact we were told we were admitted because the clinic
personnel thought that it was psychologically beneficial to ex-
perience failure, to which [ say, “Hogwashi”

When their needs are met, even if the treatment is not successful,
the gratitude is boundiess. An example is a woman who gave birth after
three attempts at IVF in the Norfolk clinic. She spoke about the founders,
Drs. Georgeanna and Howard Jones:

I'll never forget the fact that the Joneses were there. You know,
she held my hand and paited my back during the transfer, and
he did the transfer. I think of them as our child’s grandparents.

One couple who were trying AIH told how appreciative they were
of their doctor’s dedication. The husband said:

After three months of trying, we told him the procedure was
too expensive for us to continue. We were surprised when he
quickly said he would cut the fee in hatf. He's just doing every-
thing he can to get us a baby—not everything he can to get a
large bank account.
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The physician who made extra visits in the hospital to a woman
whose family was far away, the hospital staff who made a couple feel wel-
come in the delivery room while a surrogate mother gave birth to a child
for them, the doctor who opened his office on Christmas to do an in-
semination, the receptionist who kept a woman cotnpany for the three
hours she had to lie still after an embryo transfer, the nurse whose humor
and friendliness made it possible to get through another day of tests and
uncertainty—these people are remembered forever.

Stresses on Professionals

Infertility programs are certainly stressful for staff members as well
as for the people who are infertile. The emotional difficulties for the pro-
fessionals, however, are even tess well recognized?

Because the professionals have so much of their training and energy
invested in these programs and so many people counting on them, they
are often faced with difficult emotional stresses as well as technical chal-
Ienges. They know that people are using up their retirement funds or the
money they had saved for buying a house. They know they are frequently
rargets for the anger and frustration of the people they are trying to help.
The pressure for success is intense,

For some, the frustrations arise mainly from the technical challenges.
For example, several IVF physicians told us that the single most difficult
aspect of their work was the situation where they were not able to re-
trieve any eggs. It means that something went wrong in the process of
monitoring hormone response. They feel more responsible at that point.
It also seems more final than when a2 woman ar least has some eggs that
can be fertilized, even if she does not get pregnant on a given cycle.

Often the nurse coordinator of an IVF programi is the one who is most
intensely involved with couples. Joan is one such nurse; she has been part
of a busy IVF center for two years. She described her role in the program:

I get involved with every couple. It’s hard not to, because the
nurse is the person they see every single day. I'm the constant
in the whole process. F'm the “good news, bad news” persomn.
Everything goes through me. I see them every morning follow-
ing their ultrasound and talk with them on the phone every
evening with the results and instructions. I'm available at home
if they need to call me for any reason.

Yes, you do get wrapped up in it. It's very hard for me to
call a patient with a negative pregnancy test. Emotionally it's the
most difficult part of the job. But then there’s the elation of call-
ing those women who have a positive pregnancy test. [ think I
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experience the same kind of emotional roller coaster they are
experiencing because [ want so much for it to be successful for
cvery couple.

One of the toughest situations for people working in these programs
is when their efforts are frustrated by a change of heart, such as the sur-
rogate mother who decided to keep the baby, the woman who was so
nauseated during her pregnancy following AID that she decided to have
an abortion, or the IVF patient who went through hormone treatments
only to refuse to undergo the laparoscopy because she had already ex-
perienced so much failure in her life and was afraid to fail again.

Professionals who work in surrogacy or AID programs are less
troubled than IVF staff people by the difficulty of achieving a pregnhancy.
They are matching up rwo people who have no known fertility problems,
and therefore they ordinarily see high rates of pregnancy. Their frustra-
tions are more with the logistics of making the match—recruiting sperm
donors and coordinating their schedules with the recipient women’s
cycles, or finding women who would be good surrogate mothers.

Programs that carefully screen surrogate mothers are caught in the
difficuit situation of needing women and yet sending many applicants
away. The staff members feel stressed by the responsibility of making sure
no one is hurt. Being in a situation for which there is little precedent
also creates stress, as noted by Dorie McArthur, 2 psychologist who works
with a surrogacy program:

The hardest part is that every week we consider an ethical, legal,
philosophical, social issue for which there is no answer in any
book. We're just ordinary human beings in this world, trying to
figure out how to do it in a way that won’t backfire. If it does
backfire, what will the repercussions he? When do we take the
risk and when do we not?

How do staff members deal with the stress? IVF programs, in par-
ticular, have informal supports for the team members. They take breaks
berween cycles, rely on the social worker or psychologist on the team to
provide help, or they find contacts with other programs. One nurse Co-
ordinator found relief from the stress and pressures of her job by phoning
a woman who had the same job at a different IVF clinic. She said:

For a year, we were best friends on the phone. It was so great
because we could really support each other. Her pregnancies
really helped me when we had none. And when she was down,
when she went through a real grief, a real dry spell, then my
pregnancies helped her.
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For some, the ability to keep going comes from the patients and their own
inner strength. Another nurse said:

When [ have to give bad news, they feel almost as bad for me
as I do for them, so it’s more of an “Ch, my God, what are we
going to do?” feeling. They know I'm feeling bad. I also do a lot
of blocking-—that’s my defense mechanism, and a lot of joking.
Laughter is my way out instead of crying.

Do these professionals feel they are special, that they are involved in
creating Jife? For some, there is a thrill in making new life possible. They
feel a special tie to the children, maintaining a long-term relationship like
that of an aunt or uncle. A lawyer who runs a surrogate agency described
the satisfaction he derives from his work:

There's such a fulfillment when you hand that baby over from
the surrogate to the couple. It does feel like I'm part of creating
life. You just look back and think these people had absolutely
nothing till they came to us, and look what we’ve given them. It's
something vou just don’t get in the practice of law. In practicing
law you might get someone a bigger settlement, but in a few
weeks it’s going to be spent or put in the bank. That’s nothing
to compare with making a family.

Other professionals say they think about their work as being just like
any other form of medicine. The director of an IVF program claimed that
the procedure has received too much attention:

It is a normal treatment of infertility, and if you do it every day,
it becomes a part of your daily work. We're not creating life,
we're just making it possible for two germ cells to meet where
otherwise they might not mect. It's just 2 normal extension of
nature.

When we asked people who work with alternative methods what
they like best about their work, the two dimensions—driven scientist
and caring professional—appeared often. For some, it was the prestige of
finding a new technique or the challenge of overcoming a difficult tech-
nical problem. For others, it was the excitement of a woman becoming
pregnant. In the words of one doctor:

What’s the most satisfying part? Oh, my God, that’s easy. Easy—
the joy of those people.
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CHAPTER 9

The Couple

Infertility tested our relationship to the limit and strength-
ened it immeasurably. Of course we bave bad our fights. We
grieved together and separaltely, but I feel we are stronger
for it

This man’s comment is typical of the many we heard from infertile-
people. In different words, with different details, they all told us of the
tremendous strain their relationships had endured. The negative feelings
seemed most overwhelming for those who were still in the midst of the
struggle to get pregnant. Those who had completed their ordeal—who
had adopted, were expecting or already had a child, or had decided to
stop trying—expressed the most positive views. They had a strong sense
of having overcome the difficulties.

The experience of infertility profoundly challenges a couple’s rela-
tionship. The very survival of a marriage may depend on a husband and
wife’s ability to meet this challenge together.

Helen and Dave tried IVT twice and are now waiting with excitenent
for a surrogate mother to deliver a baby for them. Dave described how
much their lives had changed since the simple and carefree time when
they were first married:

We were just going along and having a good time. We had a
lot of friends and we were both excited about our work. When
we realized that we might not be able to have a child, everything
fell apart. For years after, it seemed like every thought, every
word, was focused on what we had to do to get Helen pregnant.

It’s very difficult for me to imagine that anything else could
happen that would require more of us than what we've been
through over these last five years. We found out just how much
we need each other. We are a team. Our marriage is strong. We
did it!

135
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Helen explains why it was so difftcult:

Sometimes I wondered if we were going to get through this
as a couple, and sometimes I wondered if I was going to sur-
vive at all. The years seemed endless. Sex became a burden, and
there were so many procedures that were painful, tiring, and ex-
pensive. At times I felt [ was going crazy with depression. Dave
tried to be suppertive, but from the beginning, the emotional
intensity was much less for him that it was for me.

I finally came to understand that he just didn't experience
it the way I did, so now I accept that difference. And he tried
to understand my feelings—the disappointment, and the guilt 1
felt for being jealous when friends got pregnant. By the time we
made the decision to try in vitro, we had worked out a lot and
turned into a pretty good team. [ think we will be better parents
for it.

Stresses on the Couple

It is the rare couple who experiences infertility without some strain
on their relationship. There are many reasons for this stress—the emo-
tional ups and downs from month to month, the financial drain, the dis-
tortion of lovemaking into scheduled baby making, and the tremendous
physical risks taken by the women.

The financial demands alone can take their toll, as people give up
50 many other things they want or need in order to spend their money
on physicians and lawyers. Some women quit their jobs to be available
for treatments, reducing the family income at a time when expenses are
greater. Some people resent the high costs of treatment because getting
pregnant seems to be “free” for everyone else. They are also angry at the
insurance companies that will not cover their treatment, claiming that it
is not medically necessary.

Resentment, anger, and feelings of deprivation can undermine a re-
lationship. The same is true for low self-esteem. Individuals who do not
feel good about themselves find it hard to be loving and to be loved in
turn. A woman who has undergone AIH unsuccesstully for a year wrote:

Probably the worst effect infertility has had on our marriage
is that it made me an incredibiy serious and depressed person.
My husband is having a hard time living with this new me—we
used to have so much fun together.

For many couples, the dramatic swing from despair to hope and back
to despair again is hardest to deal with. Many people described this as a
roller coaster, from which they cannot get off until they are successful.
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Once a couple decides to attempt an alternative, they must go
through procedures that are often rigorous and demanding. The testing,
the timing, the visits to the doctor, the waiting for results all put tremen-
dous stress on a couple attempting to be supportive of each other. One
social worker at an IVF program said that some couples find that the pro-
cedure puts too much strain on their relationship, and they quit after one
attempt. Other couples may need time away from the program to work
out their differences or seek marriage counseling before trying again.

Infertility is often discovered early in a marriage, before couples have
ever needed to work out how to cope with a crisis. Sometimes couples
have difficulty knowing how to give each other support. The woman may
find her husband preoccupied and unsupportive, and he may be angry
and frustrated about not being able to make her feel better or to find 2
solution to their problem.

Even when anger is not an issue, even when a couple has had a close
relationship, they are still two individuals whose responses to infertitity
are bound to be different from each other. It is impossible for two people
to feel the same way at the same time. Grief is a lonely process, and
even the most loving partner cannot know all the other’s feelings or make
the guilt and depression go away. One woman who had been trying to
conceive for five years wrote:

I cried, and my husband couldn’t understand why I was so
upset, so I cried more! A vicious cycie!

Another woman who has been infertile for ten years told us:

I try to be understanding, and I do think I understand much
more now than [ did when we first went into this process. But 1
also feel that I don’t have a lot of energy left over to be real sup-
portive of him. I gotta hold myself together, tco. He's worked
very hard to keep his feelings down and I'm afraid he’s just never
going to work through it. But [ can't do much more; I can’t do
it for him. He has to handle it his own way.

Infertility is not an event that occurs and then slowly recedes into
the past, like most losses. It is an ongoing, recurring loss, one that forces
couples to make many decisions at a time when their relationship is
already strained. They must choose at various times whether to stop or
continue. Should they get ancther opinion? Can they afford another round
of IVF? Is it worth going for one more test, one more month of Pergonal?
Can they live with having another woman bear their child? Which adop-
tion agency might give them the quickest results? When they disagree
about the best direction to take, they must work hard to resolve the
conflict.

So often these stresses are faced in isolation. Family and friends often
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cannot understand or do not know how to be supportive. Partners are
forced to turn to each other for most, if not all, of their support. It is a
heavy burden for them to help each other while feeling so vulnerable.
One man wrote us reflecting on how much better he felt after finally
talking with others who are infertile:

It has been a painful growing experience. We handled the
first two years alone, confiding in few people. Only recently
have we realized how well we had managed an issue that many
find almost intolerable. Despite many hurting morerts, we are
closer than ever.

Men and Women: Different Responses

There appear to be sharp distinctions between the way most men
and most women react to the crisis of infertility. Many individuals see the
conflicts in their relationship as arising from their own or their partner’s
personal failings. Yet there is 2 common pattern of male-female differences
that often puts further stress on a couple. Researchers have concluded
that women generally appear to be more distressed and preoccupied by
infertility than are men.!

The way in which men and women cope with their feelings, for in-
stance, tends to be different. Very often the men withdraw while the
women prefer to talk. One woman, for example, talked about how busy
her husband would become at the difficult times during their struggles
with infertility:

The day we heard that the IVF didn’t work, my husband
threw himself into a community project. He really needed to do
that so badly because he is very threatened by my feelings of
loss. He can be supportive for 2 while, but then he always backs
away and gets angry when I cry.

One man described his way of dealing with the tension. Instead
of withdrawing emotionally, he would try to joke about the situation.
He said:

The most difficult part, I think, was supporting her. She was
the one who was feeling the most physical and emotional stress.
I tried to make it better by being as silly as possible because it
was an absolutely absurd situation going through all this stuff,
Somechow I knew that silliness was not what she wanted, but it
was the only way I could deal with the IVF procedure.

Women are more likely to talk to others about what they are going
through. They are more likely to organize and attend support groups.
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When we placed notices in local and national RESOLVE newsletters ask-
ing for people who would share their experiences with us, every one of
the cighty-five letters we received was written by a woman.

A woman is also more likely than a man to want to discuss marital
conflicts with her spouse. For example, one woman said:

He really doesn’t want to talk to me about what we are
going through. When we start to talk to each other we end up
velling. We resolved that by talking only very briefly. When 1
suggested we see a therapist he would say, “I'm a boy, boys don’t
need this.” I think that’s his way of backing out. I know he feels
terribly guilty because it is his infertility problem. I felt I would
go crazy if I didn’t talk to somcone.

The difference between men and women in feelings about secrecy
can be another particularly difficult source of trouble. This difference is
especially hard on 2 woman who needs to talk but feels she must comply
with her husband’s wishes to keep their infertility problems a secret. In
our research, most couples said they agree with each other about whether
to tell others of their experiences, Some couples, however, particularly
those who used AID, found this to be a problem. Generally, the men were
more likely to want to keep everything secret” A woman whose baby was
conceived with AID explained:

My husband insisted we tell no one about the AID proce-
dure, and that was very hard for me. I felt that, in trying AID,
I would be carrying another man’s sperm, and if the process
worked, | would be living with a “lie” the rest of my life. I finally
broke down and rold a close friend. It felt like I was releasing an
enormous pressure from my mind.

Another couple found secrecy an issue between them when using a surro-
gate mother. The wife said, “I didn’t feel as much a need of confidentiality
with the surrogate as my husband felt. He was really worried about any
contact with her.”

We found only one instance in our research where a woman said she
wanted to keep her infertility a secret and her husband disagreed. The
husband explained, “My wife felt a need 1o be more secretive about the
treatments. As she was diagnosed as having the infertility, she was more
sensitive than L”

In most cases where there is a difference in opinion about infertility
issues between husbands and wives, it is the husbands' wishes that pre-
vail. Judith Lorber, a sociologist who specializes in the study of health
care and gender issues, writes that in ocur socicty men’s wishes tend to
win out in all areas of decision making around fertility. For instance, she
cites a study of childless couples in which it was found that if the husband
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wanted a child and the wife did not, they usually divorced. But if the wife
wanted a child and the husband did not, they tended to stay together and
not have children?

Not only do men’s opinions usually prevail, but as one social worker
remarks, many women said they would cover up for their husbands’ in-
fertility, saying that the problem was their own. If they had previously
told friends that the infertility was their husband’s problem, and then they
used AID, they would change the scenario to protect their husbands. A
woman who wrote to RESOLVE expressed her bitterness about having to
cover up her husband’s infertility by letting others think that she was the
cone with a problem:

[ was trying to get away from responding to infertility like a
case of “cooties.” something you feel compelled to pin on “the
other guy.” So even though I knew my sexual identity was in-
tact, it felt like a hollow reassurance. I scemed to be the only
one who knew this. . . . If evervone else sees you as infertile, it
is hard not to react as though you are.?

Another woman wrote to RESOLVE about the difficulties she was
experiencing because her husband wanted no one to know that he had
had a vasectomy during a previous marriage. The cover-up even affected
the woman'’s relationship to her own mother, who felt guilty about her
daughter’s supposed infertility.®

Why are women more likely to cover up for men? According to psy-
chologist Dr. Ellen Herrenkohl, “It's more acceptable for 2 woman to
admit to having a problem. When couples come to me for marital counsel-
ing and circumstances require that one spouse be identified as the patient,
it is almost always the woman who volunteers.”

This is particularly true when the problem is infertility since, in
males, fertility is often confused with virility. One husband who has a
Ph.D. in bicchemistry offered an explanation:

Society has sterility and impotence all mixed up. Who
should understand the difference between sterility and impo-
tence better than I, but my first reaction to learning I was sterile
was that I must be impotent. I should know better, but that was
my first thought.

Male infertility may also disrupt the unspoken assumption of the
man’s dominance in a relationship, giving the woman more power than
either of them feels comfortable with. Some wives even say they feel guilty
about being “whole” when their husbands are not. There are accounts of
women actually ceasing to ovulate when AID treatment begins. Do they
feel, whether consciously or unconsciously, that they are supposed to be
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the ones who are infertile, especially since that is what everyone else
assumes? Does her assuming the responsibility for infertility restore the
previous state of power between them?

Inequalities

A couple’s infertility is further complicated by unavoidable ineguali-
ties that add to the male-female differences. Every element of the pro-
cess—the diagnosis, the treatment, the commitment to keep trying, and
in marny cases the genetic connection to the child—aifects the two people
in different ways. Inevitably this imbalance also affects their relationship.

Diagnosis

Most often only one partner in the couple is diagnosed as having
the infertility problem. Couples can agree that infertility is not anyone’s
“fault,” but it is difficult to avoid bad feelings on both sides. For many
people, parenthood is part of their expectation from marriage. It is hard
for the fertile person not to resent a partner who has in some sense not
lived up to his or her part of this implied pact. The affected spouse, on
the other hand, often feels guilty and inadequate, convinced of having
deprived his or her spouse and having failed the marriage.

The fertile partner is usually relieved at first not to be responsible.
He or she may try to be reassuring. As one man said:

I kept teiling her I still loved her just as much, that I married
her for herself and not for the kids she would have,

The inequatity of diagnosis often means that partners have to be very
cautious in how they discuss their situation. They feel they must be gentle
with each other, not pushing the partner with the fertility problem to
do something he or she is not prepared for. This caution makes decision
making more complicated, sometimes leading the fertile partner to re-
sort to subtle pressures. [n one study of couples seeking AID, the authors
made this interesting observation:

Most often it is the husband who makes the first sugges-
tion [to try AID}, possihly because in the majority of cases the
problem is felt to be particularly his. As far as the woman is
concerned, she is afraid of hurting him or provoking some un-
expected reaction by broaching the subject of AID. . . . [But] we
often had the impression that the wife had done everything in
her power to persuade the husband to suggest AID¢
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Commitment

Usually women appear to be the most committed to finding a solution
for infertility. It has traditionally been considered a woman’s problem,
and the woman is defined as the paticnt. Most women are the activists in
pursuing alternatives. They do the work, they make the connections, they
undergo the tests and treatments. They are identified as needing children
the most. It does not matter that the man's condition may be the reason
for infertility—the woman is the one who must get pregnant.

Yet in the background we can often detect the subtle but real pres-
sure by the men. It is the men who most often resist the idea of adoption,
who want most to have a genetically related child. It is for the men that
Many women are pursuing a pregnancy, to have “his” child.”

Men and women both usually confirmed the view that women are
most involved in seeking treatment. One man who has a child from a
surrogate said:

My wife was the one; she was the driving force. Put “force”
it capital letters.

Most professionals whom we interviewed agreed that the wife usually
appears to be more involved. For example, a psychologist who screens
couples for IVF believes that it is often the woman who is pushing to try
the method, that the man is just going along. She explained:

These women have a real sense of rage. They feel entitied
to motherhood. This by all rights should be theirs, and it kind
of excludes the men from the whotle process. It’s their body; it’s
their business. IVFE is really a rigorous procedure, so the men are
on the outside. There’s a lot of empathy, but they just can’t feel
what it’s like to go through all that.

The apparently greater commitment of most women fits with the
popular idea that women want children most and benefit from them the
maost. There is another side to this picture, however. Many clues point to
a more complex explanation for women's greater involvement.

An important clue is to be found in feminist analyses, which have
challenged the idea that children are necessary to a woman’s fulfillment.
Feminist authors have emphasized how much motherhcod has been an
institution controlled by men for their benefit. Childbearing has had the
purpose of providing heirs for men. For women, having children has
meant distress and often death. It has alsc been used to justify women’s
low pay and lack of opportunities in the work force. Only by glorifying
motherhood, by making a myth of how important it is to women, has it
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been possible to keep women producing children, even when it is the
men who want them and benefit from them the most®

As mothers and as feminists, we cannot agree with the view that chil-
dren are only a trap for women, for we know the extracrdinary pleasure
they can bring. And more recent feminist writings have also recognized
the value of mothering for many women? But this does not negate the im-
portance of the idea that women’s desire for children and their active pur-
suit of fertility is at least partly instilled by the values of a male-dominated
society.

Some of the women say they are driven only in part by their own
desire for a child. Their commitment to finding a solution comes from
guilt, from their sense of having failed as women because they cannot
provide children for their busbands. This is expressed by a woman who
had turned to 2 surrogate mother to have a child:

My main emotion was guilt; I felt really guilty that I couldn’t
provide him with a biological child. If he had married someone
else, he probably could have had biological children. Having a
surrogate took care of my guilt because | paid for it from the
money | had earned, and now he has his own child.

Some of the apparent differences in enthusiasm are a2 matter of differ-
ences in personal style between most men and woren. She is emotional
and involved, even obsessed, with the efforts. He is the quiet one, ap-
parently detached. Yet he becomes terribly depressed when she gets her
peried, and he becomes intensely excited by a success.

A psychologist who works with infertile couples observed:

The women tend to be more open in general. Some of the
men are $0 controlled, reserved, cautious. Once there is a preg-
nancy, they just let themselves go, and even their wives are sur-
prised. They just weren't willing to get their hopes up until it
was a reality.

Some men told us they feel reluctant to encourage further treatments
becanse they cannot stand to see their wives going through any more
tests or suffering any more disappointment. It is not that they want a child
any less, but they recognize that it is their wives who must endure the
physical and emotional strain of treatment. Usually, then, they do not want
to push too hard, agreeing to go along if she really wants to proceed.

When one partner is more committed to seeking a solution than the
other—whether it be the man or the woman—this imbalance can cause
serious problems. One woman whose husband was ambivalent about
having a child described the result:
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[ desperately wanted a child, and my husband went along
with doing ATH, but he reatly had a iot of conflicts about it. Ask-
ing him to produce a sperm specimen twice 2 month in the
doctor’s office became an unbearable chore. He just hated the
whole process. We had so many fights, now [ can’t even tell him
when I get my period. I have to hide the little wrappers from
the tampons because he gets so depressed.

Treatment

No matter how united a coupie is, the man is inevitably a bystander
when his wife is trying to get pregnant. At best, he can be supportive.
He can take the woman’s urine or blood to the lab, sit with her through
ultrasounds, wait for her to wake up from laparoscopies, or hold her hand
during inseminations.

There is usually one task that only he can do. In the diagnosis stage
and for all of the methods except AID, he must produce sperm. He must
g0 into a bathroom in the hospital or doctor’s office and masturbate into
a cup.

This simple act is not so easy for many men. Women have their most
private parts examined and invaded by a host of strangers, over long peri-
ods of time, yet the man’s solo encounter with himself in the lavatory
is fraught with discomfort. Whether because of embarrassment, religious
reservations, or a strong overlay of performance anxiety, our interviews
were filled with awkward joking about this one aspect of the treatment. A
man whose sperm was used to inseminate a surrogate recalled the friendly
teasing of his friends:

There was a point where we thought it might be twins
and some of our friends started calling me “mega-sperm.” They
would joke around and ask how it feels and I would say, “Oh,
it'’s all in the wrist.”

For women, resentment may arise from this imbalance in involve-
ment. One woman recalled:

It was his problem, but they did very littie to him. They
turned o me and did a whole bunch of tests just to double check
if everything was okay. It doesn’t seem fair.

Another woman had been through one cycle of IVE and was being en-
couraged by her husband to try it again. Her response:

It's casy for a man to say, "Let’s do it again”——they don’t
have to go through ir!
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Women who go through IVF for male infertility may have the most cause
for resentment. After all, they are presumably healthy. Yet they become
the patients, undergoing powerful and potentially harmful drug treat-
ments, daily ultrasounds, and sometimes surgery under general anesthesia
in an effort to have “his child.”

Many women did not express these feelings. They accepted the diffi-
culties and stresses as necessary to achieve their goal. It had to be done,
they felt, and would all be worthwhile if they could only have 2 baby.

Parenting

When deciding to try a technique that requires using a donor, there
are many more issues of inequality for a couple to consider. A social
worker at a fertility program explained:

The most complex componeni is that one person is the
biological parent and the other is not; so they start off on an
unequal footing even before the birth of the child. They have to
resolve with each cther what the meaning of being parents is
and the difference between biological and social parenting and
how they feel about this inequality in biological parenting.

When couples talked with us about this imbalance, they expressed strong
feelings and widely differing opinions. One woman said:

I would rather do AID and have a donor than adopt—at
least it’s half of ours.

Other people expressed the opposite point of view. They felt they
could not deal with the imbalance. It would create too many problems
either for themselves or for the child. One man explained his decision:

[ want it to be our child biologically or not our child bio-
logically, not half. 1 don’t want to feel involved in something
where my wife wouldn’t be. I'd rather wait for a new technology
that might come along while we are still in our childbearing
years that would allow us both to be biologically connected.

In many cases, infertility occurs in second marriages. If one partner
already has children, and the other one would like to have a child with
the new spouse, the imbalance between the two can be very painful. A
letter in the RESOLVE Newsletter describes the strain this can create:

I resent my stepchildren and the relationship my husband
has with “his” children, and I no longer feel like a couple deal-
ing with grieving the dream child. I feel as if my husband is the
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person I've always avoided when I felt weak . . . the person who
has children. . . . He can pick up the phone anytime and talk with
“his” children. I feel very alone.'®

Several women whose husbands had children from previous mar-
riages wrote to us expressing similar feelings of insecurity, isolation, and
resentment. One woman said she just could not believe that her husband
was as interested in trying to have a child as she was: “No matter what
happens, he still has kids. 1 don’t.”

Effects of Stress

The stresses of infertility and of the treatments may affect every as-
pect of a couple’s relationship. They may have a profound impact, for
example, on a couple’s sex life. The physical and emotional strain of treat-
ment, as well as the depression that accompanies failure, often reduces
interest in sex. Sex is no longer a spontaneous expression of love and
desire—it becomes a planned, charted, and highly charged activity with
the goal of conception. Dr. Wulf Utian, director of an IVF program, writes
that “the fantasied presence of the gynecologist in the bedroom directing
the sexual activity of the couple” can destroy any desire for intimacy."

Utian aiso observed, as have other researchers, that a couple’s prob-
lems may lead the husband or wife to have an affair. He concludes that
some people may be trying to test their fertility with other partners.

Infertility can affect a sexual relationship in another way. For in-
stance, psychiatrist David Berger studied sixteen men diagnosed as having
a very low or absent sperm count and discovered that eleven of them
became impotent for several months following the diagnosis.'?

So many stresses, so many problems. Do they lead to divorce? Occa-
sionally, when the struggle is just too difficult. The husband and wife
arc simply too far apart in their motivation, their commitment and their
feelings, and they cannot find a way to bridge the gap.

Some couples need a therapist to help them resolve their differences.
They may need someone to help them communicate the feelings that they
have been afraid to share—the fears of abandonment, the ambivalence
about trying again and again.

For others, going to RESOLVE meetings is a helpful step. One man
said:

1 was surprised to see other people in the same situation
as us and many having even more problems. I realized other
women could be very emotional, just like my wifc, and saw how
people can help each other.
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Success is a strong antidote to stress. Couples who told us that their
relationship was in trouble were likely to be still trying to have a child.
Those who had succeeded in having a child, whether through adoption
or one of the alternative methods, generally feit much better about them-
selves and about their marriages. People who had reconciled themselves
to not having a child also experienced happier relationships.

One woman who adopted a child after a long bout with infertility
and pregnancy loss wrote:

The adoption has reunited us and made us a real family,
not two frustrated housemates. I truly believe that the old saw,
“Children can't save a marriage,” is bullshit. Without our daugh-
ter, our marriage was headed for the garbage heap. We couldn’t
have lived together much longer without a child to love.

Children do not always save a marriage. In fact, some therapists have
observed that couples who finally do have or adopt a child then break up.
The stress has been too much, and the child cannot “solve” the problems
that have festered for so long. Sometimes the couple has gotten used to
a childless lifestyle and after so many years cannot adjust to the major
changes a child brings. Or the child they have dreamed about and worked
s hard for may fall short of the perfect baby of their fantasies.”?

Most couples do survive, however, with or without children. They
claim that their relationship is stronger than ever, that their partners’
iove made it possible to survive so much trauma. Many comments from
people we interviewed reflected this process of change and growth. As
one woman said:

It may be a cliché to say adversity has strengthened our mar-
riage, but I think it probably has. We went through everything
together. We have bonds and trusts that other people don't have.
We know how to deal with each other’s disappointments and
have learned that, despite all our problems, we are very fortu-
nate. We know our children are miracles, and we're so grateful.
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High-Tech Children

These are very much wanted children. These kids, you know,
are dropped from beaven. I wonder bow that'’s going to
affect them.

—Mother of a child conceived through IVE

Will being so special—the “miracle babies” who came after years
of infertility—create problems for these children? Perhaps they will not
have any special difficulties. It is possible, though, that their parents will
overprotect them or worry excessively about their health. Such children
may find it hard to live up to everyone’s expectations. Perhaps they will
be teased by their friends about coming out of a test tube.

When a donor is involved, the repercussions for the children are
likely to be even more complicated. How much should they be told? How
will they feel about having a “third parent™? Should they have any contact
with the donor?

It is not surprising that the parents of “high-tech children” are un-
certain about the answers to these questions. No one really knows the
long-term effects of the alternative methods. We will not know what they
are for many years, since almost all of the thousands of children born from
IVF and surrogate mothers are still very young and almost no research at
all exists on these questions. We know very little even about the tens and
probably hundreds of thousands of children born through AID who have
already reached adulthood, because of the lack of follow-up studies. We
know nothing about the future of children born from IVF with donated
eggs or sperm, or those who were carried and given life by grandmothers
or aunts, since these are still relatively uncommon. With no information
on the potential dangers (or benefits), these children must be considered
part of a massive social experiment for which they have not volunteered
and which is not even being evaluated.

When prospective parents think about the risks of the new alterna-
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tives, their immediate concern is with the physical risks—the health of
the child—rather than with long-term psychological effects. They have
realistic fears that egg or sperm donors may harbor unknown diseases,
such as AIDS. The idea of conception in a test tube arouses fears of mix-
ups in the laboratory or some scientific mishap. Some prospective parents
are concerned that a surrogate may not be taking good care of herself
during the pregnancy.

The data that exist so far show that children born of AID and IVE are
generally healthy, although some experts worry about both the short and
long-term effects of these methods. What might be the effect of drilling
ova for insemination, or of freezing and then thawing embryos? High rates
of prematurity and multiple birth with IVF, and the risks of damage from
use of superovulatory hormones and repetitive ultrasonography are rea-
son for concern about the health of these children.! There are no studies
yet on the health of children born to surrogate mothers, but neither is
there any reason to expect that they will differ from other children.

Special Problems for the Chiidren

Omnce a child is born and appears to be healthy, the parents begin to
think more about the psychological issucs. With hardly any information
to guide them, how are they to know what is best for their child? What in-
sights we have are gleaned primarily from the literature on the adoption
experience, which, although not the same as the methods discussed here,
is concerned with many similar issues for the children. Adoption is obvi-
ously most like the methods that involve donors. However, even children
whao are born from AIH or IVF and who are related genetically to both
parents may face some of the same problems as adoptees. In most of these
situations, the children are part of their families because of their parents’
infertility. Their future is very much affected by the parents’ ability to
resolve this pare of their lives comfortably.

A number of researchers have claimed that adoptees exhibit more
emotional problems and are more likely to seek therapy than non-
adoptees. This appears to be particularly true once they are of school
age; studies of young adopted children and their families show either
no differences or even better adjustment than in families of nonadopted
children?

Evidence of problems has been attributed by some to the fact of
adoption. Others disagree on the reason, suggesting that adoptive fami-
lies may simply be more comfortable asking for professional help. Some
psychologists also point out that if adopted children do have more prob-
lems, it is probably not because of the adoption itself but because of the
stigmatizing reaction of others or because of poor communication in the
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family. Both parents and children may use adoption as an extra “weapon”
in the normal parent-child struggles® Arthur Sorosky, Annette Baran, and
Reuben Pannor, authors of The Adoption Triangle, agree that the impres-
sion of adoptees as having major problems is exaggerated, but they point
out that pitfalls do exist:

Although we would agree . . . that it is wrong to blame
all the adoptees’ problems on the adoption experience, there is
evidence to suggest that adopted children have unique areas of
vulnerability. Adoptive parents must be acutely aware of their
children’s special needs. . . .+

What are these “unique areas of vulnerability,” these “special needs™?
One important concern for many adopted children is the feeling that they
are not the parents’ first choice. Psychologist Dr. Ellen Herrenkohl, for
instance, says that adoptees with whom she has worked often exhibit
an excessive need to please their parents and fears of being rejected by
them. When there is not a genctic tie to the parent, she explains, the child
may feel that it would be possible to “give him or her back,” that the
connection to the parents is not eternal and unconditional.

Adopted children are often told that they are extra special because
they were “chosen.” Yet, according to Betty Jean Lifton, author of Lost
and Found: The Adoption Experience, “chosen baby” stories are more
upsetting than reassuring. She writes:

Many adoptees have told me that the stories made them feel
twice rejected: by the natural parents who didn’t keep them,
and by the adoptive parents who couldn’t have a baby of their
own. Being choser meant being second best.?

The reality is that most parents would have greatly preferred to
have a child the “normal” way. Adoption or IVF or AID was not their
first choice, but something they turned to when their efforts to conceive
failed. This is not necessarily a problem for the child unless the parents
have not accepted their infertility and see the child as a constant reminder
of failure.

Smith and Miroff, authors of You're Our Child: A Social Psychologi-
cal Approach to Adoption, comment about their research on adoptive
families: “The ease with which the child fully accepts his adoptedness
is directly related to the degree of success the adoptive parents have
achieved in accepting their own status of adoptive parents.” They add that
the parents who talk too much or not at all about adoption, who are un-
able to handle a friend’s pregnancy, or who are “struggling with fantasics
of how their own biological children might have looked or behaved” will
communicate to the child a feeling that something is wrong. These obser-
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vations apply not only to adoption but to families who have used the new
methods of conception as well®

Some parents, for example, form an excessively protective relation-
ship with the child. Having waited so long and being so aware of the pre-
ciousness of this child, they cannot let him or her out of their sight. One
womadan, in a rather extreme situation, tied red ribbons between herself
and her daughter and never left her side.

People who have children after so many years of effort often have
unrealistic expectations of themselves as parents. They cannot imagine
complaining about the daily hassles, for they are going to be perfect par-
ents. This can cause a great deal of strain for them and the child. After all,
“miracle babies” spit up and cry at night and have temper tantrums just
like any other kids.

The parents may also have unreasonably high expectations of the
child. This child, born of science as well as intense devotion, can hardly
turn out to be average. Their expectations of children may be even greater
with AID, because the donors are chosen from highly intelligent, suc-
cessful men. The reality is that the children may (or may not) be more
accomplished than the parents, but they are unlikely to achieve the level
of the most brilliant biological father.

The child may also have impossibly high expectations of him- or her-
self. After all, the parents suffered and worked hard to have him or her.
They spent a lot of money, devoted all their energies to becoming par-
ents, and dreamed about the wonderful child they would have. The child
may feel that he or she has to be perfect to satisfy the parents.

On the other side, if a third party was involved, it becomes casy to
explain undesirable behavior as coming from “bad bloed.” “Surely she
couldn’'t have gotten that from me!” the parent may say. Even normal
misbehavior can be construed as a problem, one that was inherited from
someone else. When the donor is unknown, such thoughts are more likely
to occur.

In most cases of adoption, the child imagines a birth mother who was
young and poor and became pregnant carelessly outside of marriage. She
could not even take care of her own child. As a result, adoptees often feel
ashamed of their origins and, as adolescents, may act out with rebellious
and, ironically, promiscuous behavior,”

A surrogate mother, in contrast, did not create the child by accident.
She is likely to be married and can be presented as a generous person who
wanted to help the parents. Yet questions wili certainly still exist in the
child’s mind. How could she have given him or her away just for money?
What kind of cold-blooded persen could she be? Not the adoptive child’s
fantasy of an immoral or poverty-stricken mother, but surely a concern
about whether the mother cared more about money than about the child.
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A child born of AID reflected a similar feeling about the role of money
in her conception, as quoted in a study by Davis and Brown:

I wanted to know how he could have sold what was the
cssence of my life for $25 to a total stranger, then walk away
without a second thought. . . . Why couldn’t he connect the
semen to the human being it would create?®

Children as well as the parents who raise them often wonder what
traits they may have inherited from the donor or birth parent. This opens
the door for children and parents to fantasize. One adoptee quoted in
How It Feels to Be Adopted reminds us that there can be very positive
sides to the fantasies:

The best thing about being adopted is that I ¢can have won-
derful fantasies about my birth mother. And if you're a dreamer,
which I can be, your mother can become anyone you want her
to be. I happen to like opera a lot, so for a while my real mother
was Maria Callas. She was such a strange and wonderful lady, and
I thought it was neat to have such a bizarre and exotic mother?

A child born from one of the new methoeds is different from an
adoptee in at least one important way-—he or she is usually genctically
related to at least one parent. This may be an advantage over adoption,
since the child will feel connected to part of his or her family heritage.
It may also present problems for the family, however, if it becomes the
source of power struggles between the parents. In almost all two-parent
famities, there is an imbalance of power. It is also normal for children to
favor Mom sometimes and Dad other times. The danger in families that
use alternative methods is that common situations will be interpreted as
having genetic meaning, creating unnecessary anxieties. One woman who
had a child from AID gave an example:

There are times when 1 feel my husband is not taking his full
share of responsibility for our child. This conflict would probably
have arisen no matter what the circumstances of conception,
but I wonder sometimes if my husband feels his son is more
mine than his.

Many people who are trying to conceive already have one or more
children. These children could also have special problems with their par-
ents’ infertility. They may feel the anguish of their parents’ ordeal, some-
times assuming—as children do—that it is their fault. A woman whose
son was six whern she started infertility treatments recalled:

He started having panic attacks, and I was so concerned, 1
took him to a psychiatrist who helped him verbalize his feelings.
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It turns out he thought we were angry at him, that it was his
fault. He even asked me if giving life 1o him had ruined me so I
could no longer have any more children!

If a sibling does arrive, will the usual rivalry be worse because of the
circumstances? Will this very special new child seem to the older sibling
to be more wanted, more loved?

Although the parents may feel very comfortable handling any prob-
lems that arise within their family, they may still fear that disapproval by
others will hurt their children. The popular view assumes that a child is
best off with his or her biological parents. Often-heard phrases such as
“Blood is thicker than water,” “Is she your own?” or “Is that your ‘real’
mother?” convey this message.”®

Approximately one in every one hundred Americans (and 2% of all
children under cighteen) were adopted by nonrelatives; in addition, many
children live with parents who are not genetically related to them.!! There
is still a “cultural lag,” however; most people’s values have not caught up
with the reality. Qur society still holds on to the norm of a “traditional”
nuclear family, a norm that no doubt affects the many children who do
not fit the ideal model.

The Search

Adopted children often report a neced to know their origins, to know
they weren’t “dropped from heaven” or “hatched in a social agency” One
thirteen-year-old year quoted in What it Feels Like to Be Adopted said:

Adopted kids . . . need to know where they came from,
instead of thinking that they just appeared on this earth from
outer space . . . everyone goes through an identity crisis at one
time or another and evervone needs to know where he or she
came from. As soon as I searched and found the information 1
was locking for I felt more worthwhile in the world—as though
I belonged better. Beforehand, a part of me had always been
missing. .. ."?

No matter how good adoptive parents (or the parents who have used
alternative conceptions invelving third parties) are in relating to their
children, the children will always have some normal curiosity about their
origins. This interest surfaces at major turiing points in their lives, such
as during adolescence. It may subside after that, but later life crises often
reawaken the yearning for their roots. Marriage, pregnancy and parenting,
death of an adoptive parent, and the presumed old age and possible death
of the birth parents are all reminders of the adoptees’ separation from
their genetic heritage.
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Many times adoptees who seek information about their origins real-
ize that the parents are uncomfertable with their questions, and they learn
it is better not to ask. This lack of openness can only create further prob-
lems. One adopted woman quoted in The Adoption Triangle talked about
this issuc:

[ was very curious about my birth parents, but felt that my
adoptive parents became angry because [ wanted to know more,
They felt they had failed me because of my curiosity.!*

Questions about origins can be threatening to the adoptive parents. Yet
studies suggest that reunions between adoptees and birth parents lead to
even better relationships with the adoptive parents.™

A major theme in the adoption literature is “the search” Adoptees
often respond to their need for a biological connection and concerns
about identity by looking for the birth mother. This has been extremely
difficult, since the laws and adoption agency policies, and sometimes the
adoptive parents, put obstacles in their way. Yet the desire for reunion
persists on both sides, and the courts and adoption agencies have recently
started to pay attention to this need and consider revising their policies.

It is interesting that female adoptees are more likely to search than
males, and mothers are more accepting of a scarch than fathers. The
search is almost always for the birth mother. As in so many other areas
of social life, it is the women who are forging the connections that link
them together.’

We expect that children born te surrogate mothers will also want to
find the women who gave birth to them, even though one genetic parent
is known. They will engage in a search for the same reasons adoptees do,
to know about their origins and to meet the women who carried them and
gave them away. They may be at an advantage compared t¢ most adopt-
ces, since the adoptive parents ordinarily have much more information
on birth mothers who were surrogates, and no laws require the sealing
of records. How easy it will be depends, however, on the wishes of their
parents and the policy of the particular surrogacy program.

Most surrogacy programs act as a go-between for couples and sur-
rogates whenever they want to have information about each other. This
gives the possibility for updates on medical information and can be a way
to locate each other at 2 later date. One program in California requires
that changes of address be sent to it by both parties for eighteen years
after the birth. There are no guarantees, of course, that this information
will be sent to the programs or even that the programs will survive.

Some surrogate mothers may search out the child themselves, as
birth mothers of adopted chiidren are doing increasingly. No matter who
initiates the search, there is a strong likelihood that many surrogates and
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the children to whom they gave birth will meet each other. Egg donors,
in contrast, are much less involved in the child’s creation than a surrogate
mother. Some want te maintain contact with the children; others consider
their donation to be like AID—short term and impersonal.

The likelihocd of AID children meeting their genetic fathers is very
remote. Even if they do find out about the conception, so few physi-
cians keep records that it is usually impossible to trace the donor. Yet
some adults conceived by AID are searching anyway, resorting to medical
school yearbooks and attempting to obtain information from the physi-
cian. The government of Sweden passed a law requiring that records be
kept of sperm donors and recommending that the children be told when
they reach cighteen. Some American experts have urged that records of
at least the donor’s characteristics and medical history be kept and made
available to the children, but it is unlikely that this will happen scon.'¢

When Sorosky and colieagues examined the outcome of hundreds of
reunions between adult adoptees and their birth parents, they were im-
pressed with the intense emotional quality of the secarch and the benefits
of its success:

For a2 human being who has been unnaturally separated
from his/her origins, the reunion with a birth parent is an inte-
gral event in his/her life. . . . The reunion provides a bridge to the
adoptee’s beginnings and answers questions about the past and
present. Whether the outcome of the reunion fulfills fantasies is
not so important as the fact that it gives the adoptee, finally, a
feeling of wholeness.'”

The Child’s Relationship to the Donor
or Surrogeaie Mother

Surrogacy raises the additional dilemma of what kind of retationship
the family will have, if any, with the woman who gave birth to this child.
Should she be like a favorite aunt who visits on holidays, a close friend
of the family, or a more distant figure? What will be best for the parents?
What will be best for the children?

One possible model is “open adoption,” which has been an impor-
tant response to the difficult search experiences of so many birth mothers
and adoptees. In open adoption, the adoptive couple may meet the birth
mother, often prior to the birth, and continue a relationship of some kind
after the adoption, or they may correspond with each other through the
agency.'®

Some variations on this approach have been followed by many
couples who hire a woman to carry a baby for them. In some cases, the
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adoptive parents and the birth mothers have maintained contact, and the
children have aiready met their biclogical mothers once or several times.
This may also occur with egg or sperm donors who were picked by the
parents.

An ongoing relationship between child and birth parent could be
very positive, or it could cause problems. The birth mother or surrogate
may be in a position of competing with the adoptive mother for the child’s
attention, or she may disagree about how the child should be raised. This
may be particularly true when the donor parent is also a family member.
The adoptive mother is vulnerable to feeling insecure in this situation
because she has not given birth to the child. One father of a boy born to
a surrogate mother told us:

I suppose eventually he will want to meet her. I don’t think
you can deny the child that or the biological mother if she wants
it. I don’t have a problem with that. I just think it could be a
little confusing for the kid.

A fifteen-year-old adopted girl quoted by Jill Krementz confirmed that
knowing two mothers does have its difficult aspects:

It’s confusing because [ don’t know how to categorize my
relationship with Alison {the birth mother]. I don’t want to think
of it as purely biological, but I don’t know how else to define
it. I feel ridiculous introducing her as my friend and yet 1 cer-
tainly don’t think of her as my mother. . . . My birth mother’s the
person who gave me my heredity and my life, and while I don't
want to push her away I also don’t want to take anything away
from my mom.'”

A growing proportion of surrogate mothers have no genetic connec-
tion to the child at all. Embryos that grow in the laboratory through IVF
are transferred to hired women who have been given hormone treatments
to prepare them for pregnancy.

The situation in which the birth mother acts as “incubator” for the
product of other people is still very new, and the consequences for the
children are not known. How will they feei about having grown inside a
stranger’s body, about being birthed by a woman who saw herself as only
a carrier? Perhaps they will feel less compelled to search for the “host
mother” if there is no genetic connection to her. We think not. Just as
these women often grieve for the babies as much as birth mothers who
have a genetic tie, the children are as likely to be interested in knowing
who it was that carried them and delivered them into the world.

There is no one best model for how thesc complex relationships
should work. Every family must resolve the dilemmas in its own way.
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What is most difficult is that the interests of those involved may conflict
with each other. The parents, the donors, and the children may all need,
or want, something very different from one another.

Telling the Child

Aware of the possibility of preblems, many parents wonder if they
should tell a child about his or her origins at all. Their decision depends
a great deal on the particular method involved.

For people trying IVF, for instance, sccrecy is not much of an issue.
Everyone we surveyed who has or is trying to have a child through IVF
intends to tell the child. They generally want the children to know how
special they are. But they must proceed with some caution, as this mother
of a child born after IVF points out:

I want her to know what we went through so she will under-
stand how special she is to us. But I think you can get into a
bind—ryou don’t want it 1o be something she has to live up to.

Couples who hired surrogate mothers were a little less sure, but
they generally planned to treat the subject openly. Surrogacy is similar to
adoption because of the existence of a birth mother who relinquishes the
child to a couple through a legal adoptive process. Not surprisingly, most
parents expect to tell their children about their birth mother in the same
way professionals now advise parents to talk about adoption—gradually,
openly, and early in the child’s life.

The parents of children born after ATH and AID, in contast, are di-
vided and uncertain about what to do. Couples who use ATH may feel
that there is no reason to talk about the conception with a child, although
one could say the same is true for IVE. For couples who use AID, telling
presents the most difficult dilemma. Of all the methods, donor insemina-
tiont is the only one that has been treated with so much secrecy. Hardly
anyone suggests that other procedures be kept secret. Instead we hear
that the child should know how much he or she was wanted.

Why the tremendous difference in attitude? Logically, the child is
least likely to need to know about an IVF conception where there was
no donor involved, and yet this is the situation in which parents are most
likely to plan to tell. The key différence seems to be that artificial insemi-
naticn usuzally involves male infertility and that other methods usually
treat female infertility. AIH, which can be used for either partner’s prob-
lem, is more likely to be kept secret when used for male than for female
infertility. It appears that the couples, and society as a whole, consider
male infertility 2 much more serious stigma than female infertility. Men
judge themselves and are judged by others by their ability to “perform,”
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whether it be at work, in bed, or in producing offspring. A man who is
lacking in any one of these domains feels deficient in all areas of life. This
can be seen in one father’s comments:

When I told my son about his AID origins, I also said that
1 still have an erection, so he would know that infertility is one
thing and potency something else.

Infertile mothers rarely feel compelled to explain to their adopted
children that they can have orgasms. It appears that secrecy is more for
the protection of the husband than for the benefit of the child. This may
not even be recognized by the couple, who focus their concerns on what
they judge to be the child’s welfare.

It is much easier to keep AID secret than other forms of concep-
tion, and certainly easier than adoption. There is no legal transaction, and
the mother has an apparently normal pregnancy and birth. The father's
name is on the birth certificate, and often the attending obstetrician or
midwife is unaware of the origin of the pregnancy. In addition, most
physicians who offer AID and therapists who counsel prospective par-
ents about donor insemination strongly advise the couples to maintain
secrecy, never to tell the child or anyone else?!

The reality, however, is that many children do suspect something and
are troubled by their suspicions. They notice that they have genetic char-
acteristics that are improbable, or they observe strange glances between
their parents at odd moments. They may overhear comments from others,
since most couples do tell a few friends or family members, In addition,
the mother’s medical records may include information about AID. The
potential for divulging the secret is always present. If they do find out
from others, the children will learn that their parents can deceive them
about something so central to their identities. If they do not find out, they
will assume a medical history that is false and risk marrying incestuously.

Studies of adopted people suggest that the child’s knowledge of his
or her origins may indeed create problems, even turmoil. Yet they also
show that a lack of complete information and understanding is even more
harmful #? This is a harsh dilemma for parents who are committed to open-
ness in their families yet fear the consequences of telling. One man wrote
to us describing his ambivalent feelings about this question:

Ideally, 1 don’t want to lie to my child or deceive her by
failing to tell her the whole truth. It doesn’t seem right for me
to decide that she doesn’t need to know the truth about her
conception. Yet, if T do tell her about it when she’s old enough
to understand, it could be too upsetting for her. After all, she
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would never be able to trace the donor if she wanted to. Why
cause problems unnecessarily?

Jim is a father who resolved these questions by deciding to tell his
son, Michael, even though he worried about what the news would do to
their relationship. He described to us his reasons for telling his son about
AID and the “momentous day” when he did finally share with Michael the
story of his conception:

It was too stressful keeping this information from my boy. 1
don’t think my wife and I ever sat down and said “We need to tell
Michael. When should we tell him?” [ think it was understood
that it was my job, since I'm not the biological parent.

I knew in his earlier years that he was too young to under-
stand; he didn’t have enough information to process what I was
going to tell him. But on the other hand, I wasn’t going to wait
until adolescence, because then, with whatever else was going
on between us, this would just be thrown in the hopper. It would
be a terrible betrayal. He's ten now, and I knew it would have to
happen soon. I wasn’t nervous because I hadn't planned it out;
it happened really spontaneously, and I will just never forget it.

I was jogging in the morning and he was riding his bike
along with me, and we saw a dog go by and I said, “You know,
I'm really afraid of dogs.” I told him there was a runner who got
his testicle ripped by a dog, and Michael said, “Oh really, can
that man still have children?” And I thought Okay, he knows,
he’s got that information. So I said, “Michael, there’s something
I've got to tell you.” And I told him. I was running, and he was
riding his bike. He wanted to know whose sperm it was. I said,
“We don't know who it was, but we know that it was a medical
student in New York.” And we ran on a little bit, and he said,
“You know, maybe that’s why I want to be a doctor.” And my
heart leaped, because I thought that he had accepted this infor-
mation in such a positive way. It 2 sense he was saying that he
accepts the fatherhood of this other person, this abstract kind
of thing.

And that’s how it happened. He didn't seem shocked, We've
mentioned it to cach other a few times since, I want to make
sure he heard it. I will bring it up, not anything dramatic, from
time to time, to make it regular, something reinforced, since 1
guess he could repress it. He doesn’t say much, but he knows
that on his father’s side that’s where he’s from.

I just felt so good after, I had not reatized how much it took
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out of me to be keeping it from him. I felt like I had completed
something, I had ended a travail. 1 really felr a bucden lifted from
me, It may be one thing to say they don't need to know, but it's
another to say that you as a parent don't need to share it.

More parents are beginning t share Jim's view about AID. Qur study
showed that somewhat more people (48% ) intended to tell their child
about AID than did not (39% ) The remaining 13 percent were unsure,
hoping to find an answer as the child grew older. Our sample is an wn-
usual one, since most of the people are members of the RESOLVE support
organization. They are people who are willing to talk about infertility. But
they are likely to represent a growing trend toward more openness about
infertility.

Other studics have shown that the great majority of parents do not
tell their children about AID. When they have told, it has oftcn been due
to special circumstances, such as a later divorce and custody battle or
when the children faced infertility themsclves as aduits. An important
follow-up study by $nowden, Mitchell, and Snowden of English families
whao had usced AID found only a few who had told their offspring of the
AID origins, and only as adults. In each case, the mother had wanted her
son to know he was not gencticaily related to his father. The husbands
in these families were disabled, immoral, or economic failures, and the
mother’s revealing the AID could be seen as an act of hostility. In fact
it is likely that AID information, kept secret for so many years, may be
revealed it an angry enviromment. Dissatisfied fathers may blurt out to an
unruly child, “You're not mine anyway.” Smdics of adoptees have found
that many also were told in an angry way or at an inappropriate time, with
damaging results.®

On the other hand, Snowden and colleagues also interviewed adults
who had been told of their AID origins. ‘They all said that they had sus-
pected something all along, and that the telling had been a relief. They
also said they felt especially important, and that their relationship to their
father was ¢nhanced by realizing what he had been through 2

The difficult task in telling for all parernts is to make it seem natural
and normal. Parents may emphasire that there are other children born in
the same way. As one mother wisely commented, “The way you say it is
important. You can convince a child that there is a problem if he has five
toes on his foot——if you present it like it’s a problem.”

Psychiatrist Robert Abramovitz agrecs. Speaking at a conference of
the American Society of Law and Medicine, he said, “Children can bandle
almost any kind of informaticn, The issue is not whether or not we tell
them, but how wc tcll them and when we tell them.” He urges that chil-
dren born through AID be told because of the potential harm of family
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secrets. He suggests that the telling should be a part of good basic sex
education:

Telling a child “I'm not your parent” is harmful. Start with
“I'm your parent,” and then explain that there is more than one
way to become a parent.®

Telling children about AID as they learn about sexuality and “the
facts of life” is a reasonable approach. It is likely to avoid the confusion
of a child told at a very young age and the anger of those who are not
told until adolescence or adulthood. Ultimately, however, without good
studies on the effects of telling and not telling, every family is left to
decide for itself what is best for them.

Single Heterosexual and Gay Parenis

The majority of single heterosexual and lesbian women who use AID
do not keep the information secret. They would rather that others—and
the child—realize that the conception was planned and wanted, not the
accidental result of a casual affair. Secrecy, then, is usually not a problem,
nor is the issuc of genetic inequality between parents. The mothers are
not worried about protecting men.

A leshian mother of an AID baby described the relaxed attitude she
intended to take in telling the child.

I'll tell her the truth. Some women have relationships with
men, and some women want to have babies and they don't
want to have relations with men. Real basic terminology—the
sperm and the egg story is still valid. And she’ll know other chil-
dren whose mothers were inseminated. We have lesbian couple
friends that are having babies by insemination. So we can say,
“Johnny was inseminated, too.”

Many people object to AID for single or lesbian women because they
believe a child born into such a situation will suffer. Yet such children
are more likely to suffer from the attitudes of others than from the family
environment. Existing studies do not show a negative effect on children.

Elaine Bleckman reviewed the studies of one-parent families and
concluded that there are so many flaws in the studies’ design that it is
impossible to say that children are hurt by single parenthood. If they are,
it is likely to be a result of poverty or the child’s experiencing the loss
of one parent through divorce or death. These problems are much less
likely to exist where single women seek out AID .26

A positive view has also emerged from studies of children living with
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a gay parent or parents. They are apparently no different nor any more
likely to become homosexual than other children” The reality is that the
“family” can have many faces, and no particular structure is inherently
healthy or unhealthy for the children.

The Family

When we asked parents if they feel any differently toward their child
because he or she was born from an alternative method, the great ma-
jority answered with a resounding no. They often qualified the answers,
however. For example, they emphasized that AID children are really theirs
{often underlined ). They also expressed an overwhelming gratitude for
the children, as seen in this mother’s comment:

I do not feel that a child conceived by IVF is different from
any other baby born in this world. However, at his birth we real-
ized how much responsibility we'd taken for his conception and
after waiting for him for so long, he certainly is very special to
us. He certainly can’t be taken for granted.

Dutch researcher Levie asked fathers to describe their feelings about
their children who were born after donor insemination. Their responses
suggest the ambivalence—the satisfaction as well as the regrets—that
many men experience:

Fatherhood does not cause me any conflicts, although I do
wonder sometimes what the child would have been like if it had
been my own. The only thing that troubled me terribly was the
idea of failing as a man. . . . This obsession has completely gone
now that we have this child. I feel richt*®

One father told us he had a great deal of difficulty accepting the
daughter born of AID, and he sought psychiatric help. At about the same
time, the girl became very ill and had to be hospitalized. It took this crisis
for the father to realize how much he loved the child and how deep was
his emotional commitment to her.

However they deal with the unusual origins of their children, most
parents try hard to minimize the effects. They want it to be “no big deal,”
an incidental piece of information. For some parents, this is not difficult,
as seen in this woman’s comment:

A child is a child and the outcome is always going to be the
same—someone to love and cherish. When I look at her now, 1
don’t even think that she’s a product of in vitro. She's just our
daughter.



High-Tech Children 163

Because they were conceived in an unusual way, there may be some
advantages for the children. For example, the fathers of children con-
ceived through donor insemination are often more involved in the preg-
nancy and birth than the average father. This is confirmed by a study
carried out in Australia, which found 94 percent of the fathers attending
the delivery, considerably higher than average.® Wives sometimes make
a special effort to involve their husbands in parenting, to make sure they
feel part of the child’s life.

Despite all of the potential difficulties, the adoption literature is re-
assuring. The great majority of adoptees are as well adjusted as any com-
parable group of nonadoptees, and the chances are good that the same
will be true of the children born of the alternative technologies. These
children, similar to adoptees, are much more likely than most children
to have parents who are more educated and well-off and who, most im-
portantly, want them very much. Their parents are likely to be older and
therefore more mature, more confident. And they will have the advantages
experienced by only children or those with few siblings.®

Additionally, greater openness about a child’s origins and a chance
to meet with others in similar situations is expected to help children. As
the number of children born through IVF and the other methods con-
tinues to grow, a child will not have to feel that he or she is s¢ unusual.
Parents who have become friends through RESOLVE or infertility clinics
are likely to bring their children together as they meet to talk through the
problems they face and to celebrate the growth of their children.

Although there are risks in being a child who has answered par-
ents’ years of anguished prayers, there may be a special dimension to the
relationship, as pointed out by a sixteen-year-old adopted girl:

Mother’s Day is a kind of wonderful day in our house—be-
tween my mother and myself. We've got a different relationship
than most people because I'm adopted. If I do something special
for her on that day, it makes her more happy than most mothers
since, I guess, there’s always a fear on her part that I'm not going
to think of her as my mother. But I dlo, because she’s the one
who raised me and because she’s such a terrific person. [ never
think of my natural mother on Mother's Day.*

One woman who found out at the age of twenty-one that her genetic
father had been an anonymous donor wrote in Fhe New York Times:

Knowing about my AID origin did nothing to alter my feel-
ings for my family. Instead, I felt grateful for the trouble they had
taken to give me life. And they had given me a strong set of roots
a rich and colorful cultural heritage, a sense of being loved

3
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Troubles and dilemmas. It is hard enough to be a parent under the
most “normal” of circumstances, and the introduction of conception in a
petri dish or of another person who made this life possible, adds to the
issues that prospective parents must resolve. They and those who care
about them come to understand that there are many kinds of healthy and
loving families and that social biases which demand that everyone fit a
mold are only harmful to children. But we must also pay much greater
attention to the wide variety of possible physical, social, and psychelogi-
cal consequences of all these methods for the children who are born. We
should niot allow them and their families to continue to be guinea pigs for
fertility doctors unless we can be more confident that they are not hurt
by the needs and ambitions of others.
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Reactions of Others

1t's one thing when people watch Phil Donabue’s show and
bear about bizarre new ways of making babies. It’s another
thing when somebody they know walks up to them with bis
own kid who was born that way. After all is said and done,
a child is still a child, and people kenow with their beart that
this couldn’t be bad.

—John, father of child born to surrogate motber

There is a great deal of controversy over the new methods of concep-
tion. Organized political, medical, and religious groups have taken strong
positions for and against these technologies. Friends and relatives of infer-
tile people, as well as the general public, may also object to the methods
when they hear about them in the news. Yet, as John said, it is harder for
people to disapprove when someone they care about wants so much to
have a child.

Responses of Friends and Family

Those who share their struggles and experiences with others are
often surprised at the positive reactions. They find people curious, inter-
ested, excited for them. Many of those we interviewed said their friends
and relatives were very understanding and supportive. One woman said:

All my friends were very excited when we decided to try
IVF. They didn’t see this as some weird thing to do. We were
afraid to tell my parents until after the baby was born. When we
did, my mother said, “You know, after all you've been through,
this is certainly a miracle for you. She’s all the more special.”

One surrogate mother was worried about telling her grandparents,
because they were in their late seventies and she considered them very
old-fashioned in their ideas and beliefs. She said:
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When I told my grandmother, she surprised the heck out of
me because she said, “Kathy, I think that is the most wonderful
thing you could do for somebody.” It really floored me there
for 2 minute because it wasn't the reaction that I was expecting
at all.

Not cveryone is so positive, however. People who are trying to con-
ceive have heard plenty of hurtful reactions. “The world is already over-
populated—ryou should adopt.” “You don't know how lucky you are not
having kids.” “Adopt and youw’ll get pregnant.” “Just be glad you have one
child.” A surprising negative reaction somectimes comes from people one
might think would be understanding and sympathetic. As one woman said:

A couple of friends who were infertile and were going
through the adeption process were very nasty about our find-
ing a surrogate. I thought they of all people would understand. 1
think they were very jealous.

When negative comments are made by friends or relatives, the rela-
tionship often changes. As one man said, “When you’ve had an argument
like that with someone, you're never quite the same kind of friends.”

It is hard not to be angry with others when they oppose something
that looks as though it might help. One man said:

There is a lot of controversy around, a lot of people with
religious and legal ideals of how the world should be, with their
own axes to grind, and they are trying to impose them on other
people.

It is hard encugh to be infertile. It is painful and difficult to choose
a new route 1o pregnancy and go through all the arrangements and pro-
cedures. The attitudes of others—the misunderstandings and the disap-
proval—sometimes make it even harder. But public discussion of the
implications of these new methods is essential for establishing policies
to protect people from the worst aspects of unregulated medical experi-
mentation,

Public Responses

When [VF programs first began, there was vocal opposition for a short
while from pro-life groups. They picketed the Norfolk Clinic and staged
a hunger strike in an Australian clinic. The director of the program at
Yale devoted much of his energy at the beginning to speaking to church
groups to try to ease their fears. Now, the programs report, the opposi-
tion is less visible. According to Linda Lynch, who was coordinator in the
carly years of the Norfolk program:
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[ don't hear that much controversy anymore, not like in the
beginning. The right-to-life people used to really get on us all the
time, but not anymore. The Catholic Church doesn’t recognize
it, but the general public must be accepting it.

The general public’s attitudes toward the new methods vary tremen-
dously depending on the particular alternative in question. This is seen
both in the media response and in public opinion polls.

The media, for example, have been most positive about [VF. Report-
ers followed the first IVF experiences with the same interest and enthu-
siasm they give to stories of children receiving organ transplants or pre-
mature babies saved by intensive care nurseries. Each new development
results in photographs of healthy IVE babies and their glowing parents ap-
pearing in newspaper and magazine articles. IVF programs seek out such
publicity in their competition for clients.

In contrast, surrogacy arrangements have eften been sensationalized
by the media, treated with distaste and fascination. It is true that surrc-
gacy programs also seek publicity as a way to recruit women. But they
may endure criticism from the media in the process.

Donor insemination is rarely mentioned in the news at all. The pro-
gram as well as the patients are committed to secrecy, and the method
makes it easy to keep it secret. It is also not new and does not involve
interesting technology. Except when controversial cases arise—such as a
couple’s charge that they were given semen from the wrong donor, or the
conviction of a physician for inseminating women with his own semen
without telling them—the media are apparently not intercsted.

The public is also most accepting of IVF, as seen in a variety of polls.
Even in 1978, when only onc baby had been born from the in vitro
method, a Parents magazine poll of 1,500 women found that 85 percent
of them would approve of IVF for married couples who could not have
children any other way.' Studies carried out in the mid to late 1980s of
a variety of groups, including students in different parts of the country,
infertile people, and Psychology Today readers, show continued support
for IVF. Surrogacy is much less acceptable to most people than IVF or
AIH, with donor insemination in between but still quite low. For example,
in our study of mostly middle-class white students in two Pennsylvania
colleges, 60 percent of the students would use TVF themselves if needed,
but only 16 percent would turn to AID and 8 percent to surrogacy if they
were the only ways for them to conceive a child. In a study of students
at two universities in the Southeast, 37 percent of white students and 51
percent of black students found IVF acceptable, but only 23 percent of
the whites and 14 percent of blacks approved of donor insemination.?

The students’ opinions are similar to those of the infertile people we
surveyed. For them as well, surrogacy programs are the least popular of
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all alternatives. Of the eighty-five people who responded to our question-
naire, onty thirteen had even considered hiring a surrogate mother, and
almost every one of them rejected the idea.

The programs that involve a third parent—a donor or a surrogate
mother—are the ones that arouse the most disapproval. The greater ac-
ceptance of IVF is largely due to the fact that, in most cases, both parents
are genetically related to the child. Adoption still receives the highest
rating of all alternatives in every survey, There is no scientific interven-
tion in the conception, and the parents are equal in being genetically
unrelated to the child.

Psychology Today readers who responded to a survey printed in the
magazine in 1984 also agreed that adoption would be their preferred
choice and surrogate motherhood their last option. Although 84 percent
would consider adopting if they could not have children, only 14 percent
thought they might try surrogacy. AID and IVF were both approved by 48
percent of the people who responded.?

The students we surveyed were much more approving of the use
of the methods by others who could not conceive than by themselves,
Although only 8 percent would use surrogacy themselves, for example,
39 percent would approve of others hiring surrogate mothers. They ex-
plained that they did not want to tell other people what they should or
should not do.

There are limits to this laissez-faire position, however. There is a strik-
ingly lower approval rate (25% }for the use of alternative methods by gay
people. In addition, for some people in our sample, these methods are
unacceptable under any circumstarice. For example, students who call
themselves “very religious” and attend religious services often are much
more likely than other students to object to anyone using the methods.
They were more likely to call them “immoral” or “unnatural.”

Ultimately, public opposition to alternative methods of conception
does not affect people personally as much as do their friends’ negative
comments. Most people, both providers and their clients, told us that the
ethical and legal controversics surrounding reproductive technologies
simply do not affect them. They find it hard to believe that anyone could
object to what they are doing.

Yet public opinion and organized opposition do influence decisions
regarding what will be researched, who is eligible for services, and what
procedures can be reimbursed by insurance. Public opinion also affects
laws governing the status of children born from donor insemination and
the legality of surrogacy contracts. A singic woman who wants a baby
through AID, for example, may have great support from her family, but
she is also likely to discover tremendous obstacles in seeking a facility to
help her because fertility centers are afraid of negative publicity. A couple
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who thinks they might be helped by IVF is likely to be deterred more by
their insurance company’s decision not to reimburse their costs than by
any negative reaction from their friends.

Reasons for Disapproval

Why is there so much controversy about these methods, especially
when a third person is involved? Why docs the idea of mixing the sperm
and egg of a man and woman who are not married to each other make
50 many people uncasy? The reasons for opposition have not changed
much since 1969, when Loun Harris polled 1,600 American adults for LIFE
magazine about ideas such as the artificial womb, egg implants, and donor
insemination. More than half agreed with statements that the new meth-
ods would mean the end of babies born through love, that they are against
God’s will, and that they would encourage promiscuity. Many people in
the sample had experienced problems having children and welcomed
help for infertility, but at the same time they feared the takeover of the
family by science and the potential for creating a superrace. Harris quotes
some of the reservations:

We should not mess around with the laws of nature. Some-
cone would have to play God, and who’s to decide who is the
chosen select?

Ithink I kind of detest the scientific world. It leaves no room
for enjoyment. Don’t systematize babies.*

Part of the negative response is due to ignorance. Although most
people have heard of the new methods through the media, they often do
not realize what is involved. In a 1978 Gallup Poll, for instance, 93 per-
cent said they had heard of IVF, but only 42 percent could describe it
correctly? IVF has become much more common since 1978, yet the mis-
taken ideas persist. One woman told us she heard the strangest remarks
after telling everyone at work she had tried IVF but had not gotten preg-
nant. People asked if the baby was growing in a test tube in the lab and
did they have to change tubes as the baby got larger.

Even the relatively educated group of college students who we sar-
veyed displayed considerable ignorance about the new methods. The
questions that asked for their opinions about each method provided some
description. Yet, when asked to explain how the alternatives work, fewer
than half of the students answered accurately. Most surprising were the
health professionals we met in the course of speaking about this research
who also did not understand how any of the methods work.

Because people do not always understand the methods, many believe
thart sexual activity is involved with donor insemination or surrogacy. Sur-
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rogate mothers are sometimes thought to be prostitutes, and a few men
have called surrogacy programs asking where these women were that
they could sleep with. AID is considered by many people to be adultery.

Ironically, sexual fantasies exist about these methods despite the fact
that none of them involves sexual intercourse. But that fact is precisely
the reason for many people’s opposition to these alternatives. They see
the separation of conception from sex as the beginning of the end of
marriage and the family.

As with the controversies over birth control and abortion, the idea
that technology would allow reproduction to be placed under human
control is frightening to many. Some people fear that such methods
will undermine the traditional basis of the family. There is irony here
since those who use the methods are desperately committed to family.
They have worked hard at maintaining a marriage under extreme stress.
Whether married or not, they have invested tremendous energy in having
children, something most people don’t even have to think about. As Gary
Hodgen of the Norfolk IVF program commented:

Pro-life people do not support this, and yet this is the most
pro-life thing that you can possibly have. How can they not see
the value of giving this little baby, which is just like every other
little baby when it's born, to a man and woman who so desper-
ately want it?

As the general public becomes more familiar with these methods,
and as people think about alternatives less in the abstract than in reta-
tionship to specific situations, their opposition declines. For example, in
1978, when the first [VF baby, Louise Brown, was born, Harris’s survey of
1,500 women for Parents magazine revealed a 49 percent approval of IVE
in general. After the procedure was explained, however, and the women
were asked if it should be available to married couples who could not
have children otherwise, approval rose to 85 percent®

Anocther reason for negative attitudes toward those methods is seen
in the attitude that considers infertility a minor problem. “It’s not a major
disease,” people say. “It's not going to kill you.” A survey of readers of
1.8 Catholic revealed that 74 percent agreed with the statement, “Infer-
tility should not be treated as a major illness”, and 54 percent agreed that
all money spent on fertility research and treatment should be redirected
toward conditions such as cancer and heart disease.”

A common reaction is that if a woman cannot have children, then she
was not meant to, and it is wrong to try to change that. Some believe that
relaxation or adoption will solve infertility and cannot understand why a
couple would waste their time with doctors.

People who do not understand infertility or who believe it just could
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not happen to them seem to be less sympathetic to alternatives. We were
surprised, for example, to see that the female students in our study were
less likely to approve of each of the alternative methods than the males,
particularly opposing surrogates and ovurn transfer. When asked, the stu-
dents explained that the women are more idealistic than the men, that
they have grown up thinking about having their own baby, and still hold
on to that idea. Their problem was not so much with technology per se,
but with the idea of relying on another woman’s egg or body in order 1o
have a child.

These are young people, of course, and they have never had to face
the reality of infertility. A study that appeared in the fournal of Social
Psychology in 1977 and included both married and unmarried students
found the married women (who were also older) to be more accepting
of alternative methods. Infertile people are, not surprisingly, much more
positive abut the alternatives. In Charlene Miall’s study of 71 infertile
Canadian women who had adopted or were waiting to adopt children, 90
percent approved of the practice of donor insemination and 70 percent
of surrogacy?®

Many of the young women students will one day, unfortunately, ex-
perience the shock of learning they cannot have babies. At that point, if
they are like many of the women we interviewed, they are likely to feel
very differently. They will have a long difficult path, a great deal to give
up, as they move from this earlier idealism to the later reality.

Groups in Opposition

The most committed opposition to alternative methods of concep-
tion comes primarily from conservative religious groups, particularly the
Catholic Church, fundamentalist Christians, and some representatives of
Orthedox Judaism. Some feminists are equally fervent in their opposition
to these alternatives. Both groups acknowledge that the children con-
ceived by these methods can bring great happiness to their parents, but
they conclude that the drawbacks involved are just too great. It is ironic
that the religious right and the feminist left, which disagree on just about
everything else, should appear to agree in their desire to eliminate or
sharply limit artificial procreation®

Their reasons, however, are fundamentally different. For the religious
groups, most or all of the alternatives are “moral abominations,” violating
the sacred marital relationship, interfering with God’s contrel over nature,
challenging patriarchal rules of procreation, and increasing the likelthood
of abortion. As Rev. Theodore Hall, a Catholic theologian wrote, “The
child’s existence does not justify morally evil means or techniques used
in its origin.” ' And a surrogate mother spoke to us of her cousin who
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is a devout Catholic and who said to her, “It's morally wrong, First of all
the masturbation is wrong, the artificial insemination is wrong, giving the
baby away is wrong.”

Femirnist authors and leaders who are outspoken and articulate in
their opposition to these methods have entirely different reasons, which
focus on the many ways in which they can be harmful for women. They
see artificial reproduction as a2 means for increasing male control over
pregnancy and birth, over women’s and children’s lives. They believe that
women are being used as guinea pigs in massive uncontrolled experi-
ments that have serious risks and whose goals are only in part to help
women. In addition, the increasing use of prenatal sex selection allows
parents to have more boys, especially firstborns who tend to be more suc-
cessful. The availability of the technologies makes it harder for women to
say no to bearing children, and poor women are being used as reproduc-
tive vessels for the well-off.!!

The religious objections focus on both the techniques and the pos-
sible negative consequences for families. According to Hall:

Masturbatory methods of obtaining semen must be out-
rightly condemned as objectively immoral, since it is the
church’s official, constant {and therefore irreversible ) teaching
that such acts are “intrinsically and seriousty disordered.” 2

Since all the methods require masturbation to obtain semen, this
alone is enough to make them unacceptable to the Catholic Church and
to many Catholics. In addition, the church condemns any procreation
that is not a result of sexual relations within a marriage. In 1987, the Vati-
can issued a statement against IVF as well as most other methods. One of
the chief concerns of fundamentalist Christians as well as of the Catholic
Church, is that embryos, which are considered to be living beings, be-
come objects of production, and seme are likely to be destroyed in the
process of implantation or freezing.'

Not all religious leaders agree with this total opposition. Orthodox
Jewish rabbis, for instarice, find no basis in Jewish law for opposing AIH
or IVF, but most of them do object to AID and many also oppose surro-
gacy. Religious commentators who express reservations are most likely
to object tothose methods that involve a donor. The Christian Medical
and Dental Society, for example, approved a statement favoring repro-
ductive alternatives as long as both sperm and egg come from a married
heterosexual couple trying to have a child together.!4

More liberal Jewish and Protestant leaders tend to be supportive
of IVF and AID, althocugh some question them on social and economic
grounds. For example, the World Council of Churches does not object to
IVF but would prefer to see the money spent on prevention and cure of
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blocked tubes and on meeting the health needs of the poor. Similarly, an
editorial in Christianity Today discouraged Christian couples from using
IVF because its great expense excludes racial minorities and needlessly
adds to the cost of medical care, and also because there are already so
many children in need of loving familics but unwanted due to age, race,
or disability.”® This idea is echoed in US. Catbolic magazine:

The claim that people have the right to reproductive tech-
nologies in order to secure their “right” to have children is a
violation of distributive justice—the principle of justice for all,
not for a few. The high cost of establishing and operating fer-
tility centers that offer a relatively small number of people an
exceedingly small chance of having their own children is incon-
sistent with society’s more general obligation to provide all of
its citizens with basic health care !¢

Protestant theologians differ widely in their views. Jack Moore, a pro-
fessor of philosophy and religion, outlines two major views of theology,
one in which humans must not tamper with God’s creation, the other
in which people are partners with God in improving nature. Those who
endorse the second view, he says, are more likely to see the alternatives
as acceptable for couples seeking to overcome infertility. Michael Gold, a
Conservative rabbi, agrees with the second view; he points to the many
cases of infertility in the Bible and describes the Jewish response as an
activist one.”

One minister told us of his own ambivalence when first asked for
advice, and then the change in his views:

A couple came to me to talk about their plan to hire a surro-
gate mother to have a baby for them. They explained how much
they wanted to have a family and that it was their only option. |
can’t say I was happy about the idea, but I also felt I'was not in a
position 1o judge them or to tell them not to do this. Now when
I see them with the results—a gorgeous little boy—I am totally
delighted.

Not all feminists oppose the methods either. Even among those who
see grave dangers in the new alternatives. there are many, such as our-
sclves, who are torn by sympathy for infertile women and men, and who
would defend the right of single women. heterosexual and lesbian, to
have children without sexual involvement with a man.

Ethicists and legal experts offer widely varying views, from full ac-
ceptance to total rejection. An important concern that emerges from
their many discussions is the “slippery slope” problem—the idea that one
action may open the door to others that will be much worse. They won-
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der, for instance, if technologies that currently are designed to help the
infertile will ultimately lead to life being treated as a commodity. Attor-
ney George Annas, speaking at a conference of the American Society of
Law and Medicine, vividly described one scenario. He worried that we
will one day soon have embryo stores, with catalogs describing the sex,
characteristics, and merits of each embryo offered for sate.®

Some authors also worry that the combining of IVF with surrogacy
will lead wealthy women to hire poor wormen to carry a couple’s embryo
for convenience. Motherhood would be degraded into a totally commer-
cial activity.'”

Coping with Disapproval

There is no doubt that the new technologies raise serious concerns
about the future of motherhood. For people struggling with infertility,
the desire to conceive and bear a child often overrides any concern for
the objections of others. On the other hand, ignoring one’s church or
going against public opinion and the attitudes of family and peers may
be difficult and troubling. Choosing an alternative often means having
to deal with being “deviant,” doing something unusual and not always
approved of.

The people who try the alternatives rely on a number of different
strategies for coping with their “deviance.” Some try to educate the pub-
lic or their friends to change their minds; others resort to secrecy. For
some, the idea of being different and doing something unusual has its own
attraction. On the other hand, some people have become so used to the
insensitivity of others to their infertility that they have already developed
thick skins, screening out negative comments. They already know who
understands and who will object, and they may choose their friends and
tailor their conversations accordingly. As one man said, “Some people are
really negative, but we just say ‘the hell with them.””

Some who become involved with alternatives respond to the ob-
jections of others by trying to change their opinions with information.
The director of the Norfolk IVF program even went to the Vatican to try
to influence the Catholic Church's position. On a more personal level, a
woman who had recently applied to be a surrogate mother told us:

1 was so excited, I told my friends what I was doing. Then
someone would say, “How much money are you getting for
that?” and I'd get mad and say, “What do you mean, how much
money am [ getting?” That's not the important thing,. They didn’t
understand at first, but when I finished with them they under-
stood and were supportive.
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Some take their educational efforts beyond their immediate acquain-
tances. They go on television shows, speak to reporters, or write up their
cxperiences for magazine articles. They may enjoy the excitement of the
publicity, but they also want the public to understand what they are doing.
They hope that by presenting their experiences they will be able to lessen
the opposition. One man reported:

This might come off real corny, but we're a reasonably in-
telligent couple and we want to portray surrogate mothering for
all the benefits and all the positive things that it's done. That’s
why we agreed to do the media thing.

Many people wrote to us at length about their experiences because
they wanted to communicate their views znd feelings to the public. Their
plea was voiced by one woman who ended a long letter with, “Please teli
people about us!”

Total secrecy—not telling anyonec what they are doing—is the oppo-
site strategy employed by some of those who are concerned with the
negative views of others. It is used most often by those who try AID and
sometimes by people involved with surrogacy. Some couples who hire
surrogate mothers either fake a pregnancy or tell friends that they adopted
the child. One woman explained:

We live in a rural area and people have very, very, conserva-
tive values, not necessarily consistent with our own, and it’s not
our desire to be on the front page of a two-bit newspaper. We
don’t want our child talked about or teased by the other kids.
We knew we were doing something different and some people
might frown upon it.

When we requested through RESOLVE newsletters that people who
had tried the aiternatives contact us, we discovered a striking difference
between letters from women who had used AID and everyone else. Many
of the letters about AID mentioned the desire for secrecy—"Please leave
a discreet message when you call.” “Please don’t use our names.” “My hus-
band doesn’t want to discuss this.” RESOLVE has ¢ven sct up a separate
information network just for AID that allows people to exchange letters
with each other in total anonymity.

Associating with other infertile people, especially through RESOLVE,
is a helpful strategy for many. A woman who tried AID said:

It's not something we discuss with the man on the street
or with casual acquaintances. In fact, we didn’t even tell our
family. But we have talked about it with a few people from our
RESOLVE group who have become our closest friends now.
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Many people who turn to these methods are unaware of the ob-
jections to them or are simply unconcerned. Most ignore the religious
prohibitions and do not think about what they are doing as related to
male exploitation of women. They are not worried about cloning or arti-
ficial wombs or any of the visions of the future. They are not looking for
an easy way to avoid pregnancy. In fact, they would much rather have a
natural pregnancy. All they want is a baby, a healthy baby as close to them
genetically as possible. As one woman said:

I think all the controversies are media hype, becanse when
you are in the middle of it—all you want is a baby and all that
other stuff is just superfluous; it really is.

Some people who consider using the alternatives are devoutly reli-
gious, yet they often make their decisions without consulting religious
authorities. For example, an Orthodox Jewish man whose wife was arti-
ficially inseminated with a donor’s sperm (a method opposed by most
Orthodox rabbis) commented, “I never asked the rabbi if it was okay or
not. I guess I just didn’t want to hear what his answer might be.” A Catho-
lic woman who tried IVF said, “I never talked to my priest about it. The
way [ figured, it was none of his business.”

By avoiding the pecple who are likely to disapprove and explaining
their situation to others who might be sympathetic, most people man-
age not to hear many open objections. One man said he believes a lot of
people are against his hiring a surrogate mother, but they do not voice
their opinion directly to him: I think if people think it is kind of strange
and awkward, they just don’t say anything”

There is another reason most people do not respond negatively, de-
spite the reservations they may have. [t may be easy to discuss the dangers
and problems of these methods in theory, but it is another matter to ob-
ject to the creation of a real family. For others, just as for the parents,
when they see and come to love the children, they are no longer test-tube
babies or AID children, they are simply “our kids,” “Joe’s baby,” “Cousin
Tammy.” This idea was expressed by a respondent in the 1969 LIFE poll:
“When you hold a baby who depends on you in your artns, you don't
worry where the egg came from.”?°



Conclusion

In 1977 Russell Baker wrote in his New York Times column:

Until a few years ago, people just happened. As a result,
most of them were hodgepodges, like London and Rome, which
also just happened.

Occasionally you might run into somebody who had been
planned, like Washington, D.C. These planned people were the
product of Planned Parenthood. Their parents had sat down with
architects. The architects had shown them blueprints of beauti-
ful families in which all the siblings would be as neatly spaced
as the oaks on a Washington boulevard. . . .

It would be interesting to know what it feels like to be a
fully plantned person. Having your sex determined by your par-
ents, of course, is surely only a primitive beginning on the intri-
cate architecture which biology will make possible in another
generation or so. Before the century is out, science will prob-
ably enable parents to decide not only what size and shape their
producticons will take, but alsc how bright they will be and what
careers they will pursue. .. .’

This vision is already a lot closer to reality than even Baker could have
imagined at the time he wrote this column. The methods for conceiving
that we have described in this book are just the beginning. Scientists have
been working on variations that are making it more and more possible to
create human beings to the designer’s specifications in a laboratory. There
are many exainples of this: the successful cloning of human embryos; the
greater use of sperm banks, with the father’s characteristics to be chosen
by the buyers of the sperm; and the expanding use of genetic analysis of
embryos in the laboratory. Indeed, the explosion of knowledge about the
genetic code made possible through the multibillion-dollar federal fund-
ing of the Genome Project has opened the door for incredible changes
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in embryonic design, prenatal diagnosis, and genetic modification. The
changes this new knowledge and technology will create for women, for
children, for society as a whole, can be frightening to consider.

The newer infertility treatments, including the most controversial
developments, such as experiments with cloning and the use of aborted
fetuses for obtaining ova for IVF, are defended by their proponents as
offering more hope to infertile women. We have also felt the agony of
those who want to have children and cannot. For them we want tech-
nologies for enhancing conception to work. We want the procedures to
be easier, safer, cheaper, and more successful. We want them to be avail-
able to poor women, who are most likely to be affected by infertility but
have almost no access to treatment. We do not want to sce more grief and
desperation for people who feel deprived of the chance to be parents.

Yet we are still very troubled. Our research into the personat experi-
ences of people who consider or try the methods has uncovered a great
deal of trauma and uncertainty. We are troubled and worried about the
personal dilemmas, the emotional uphceavals, the physical risks, the lack
of control, and the unanswered questions about long-term effects.

We are also very troubled by the growing role of prefit-making in
baby making, currently estimated to be a $2 billion industry. No one
should make a great deal of money from the anguish and desperation of
infertile couples and from the financial and emotional neediness of donor
women. When powerful men, whether they be lawyers, doctors, or finan-
ciers, make large profits from linking two vulnerable women, as is the
case with surrogacy and potentially with ovum donation, we must worry
about the consequences.

There is more. Thoughtful cbservers remind us of past medical dis-
coveries that were supposed to be good for women. DES (diethylstil-
bestrol) was offered as a cure for miscarriages, a guarantee of healthier
pregnancies. Instead it caused cancer in women and in their children and
is the source of many of the infertility problcms being experienced today
by the children of women given DES. The Dalkon Shield IUD was inserted
in millions of women to give them control over conception. Instead, it
caused massive infections, infertility, and even death for untold numbers
of these women. Silicone breast implants, unnecessary hysterectomies,
forced cesarcans—the history of women’s health care is full of accounts
of women being convinced that they must have procedures or products
that it turned out were useless or harmful ?

DES, Dalkon Shield, and silicone implants are only a few examples of
products that were heavily marketed to physicians and the public with-
out adequate testing and continued to be sold even after proof of their
harmfulness was established. Given this history, and the more recent reve-
fations that many Americans were unknowingly exposed by physicians
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to high levels of radiation during the cold war, many wormen are asking,
“Why should we trust that newer technologies will be any more safe or
beneficial?”

Biologist Ruth Hubbard worries, along with many others, about the
long-term effects of interfering with natural reproductive processes by
using a technique such as IVF:

After all, embryonic development is the most complicated
of biological processes, one in which an infinite number of re-
actions are taking place in intricate interrelationships, where
timing and all kinds of factors in the chemical environmerit are
fantastically important and split seconds or tiny changes in con-
centration can make a difference. So, coming from this perspec-
tive I frankly view with incredibility and horror the notion that
one can “simply” remove an egg from a woman's ovary, put it
in a culture medium in a dish, and then “simply” pick it up and
reinsert it in a uterus that is at the proper stage of prepared-
ness, and have it implant and go through development, without
these many manipulations having some effect on the process of
development. [ cannot believe that there is no effect.’

It will be many vears before the risks of these methods become known.
In the meantime, women and children are once again the guinea pigs in
a massive, and potentially dangerous, experiment.

Scenarios for the Future

The commentators are not only worried about the possible physi-
cal damage, they also see the shift of conception into the laboratory as
another step toward male control over the conditions of motherhood. It
is the fear of what may happen with the use of these methods that is most
troubling.

It is possible that not so far in the future a young woman will make a
trip to the bank after graduating from high school. She will not be deposit-
ing her graduation checks, but rather some of her own eggs. It the bank
they will be frozen, presumably protected from any future exposure to
hazards in the air or at work. She can now be sterilized and never have to
worry again about the dangers and uncertainty of birth control. When she
is ready to become a mother, she can return to the bank for a withdrawal.
A few eggs will be thawed and mixed with the semen (also newly thawed)
of her husband, lover, or donor. Scientists will inspect the embryos for ge-
netic characteristics, “defects,” and for sex. They will eliminate unwanted
characteristics and add those most desired by the parents if they are miss-
ing. The future mother can then choose which embryo she or a surrogate
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mother or the artificial womb will receive to start growing this “ideal”
baby. She can also have it cloned so that if the “product” turns out well,
she can produce another perfect specimen in the future,

Some people are horrified by such a scenario. It gives control over
the creation of babics almost completely into the hands of the scientists.
It makes imperfection, however that is defined, unacceptable. Yet we have
described such a scene to women, and they have responded laughingly
that much of it sounds very attractive. “Wouldn't that be wonderful if
it really worked?” they say. “No worries about birth contrel, no worries
about waiting too long to get pregnant and then being infertile, no wor-
ries about genetic defects. We wouldn't have to finish childbearing by age
forty. We could really control when and if we want to have children.”

Some feminists such as Shulamith Firestone have claimed that women
will be truly liberated only when they are free of pregnancy, when com-
pletely artificial reproduction is developed in a postrevolutionary society?
Freedom from pregnancy, both wanted and unwanted, does have its ap-
peal for many women, especially if they can still become parents.

Many feminists today fear that such liberation will ultimately be-
come enslaving. As professionals come to control the “banks” and the
technology for conception, they are also able to dictate the terms. They
decide whose genes should be reproduced, what defects are unaccept-
able, which embryos should be discarded. It is alrcady clear from most
fertility clinic policies that married heterosexual couples with money are
the ideal, indeed the only, acceptable candidates for having children. In
Huxley’s Brave New World, among the most powerful members of society
are the ones who make such decisions, the “Directors of Hatcheries and
Conditioning.”?

Social class will be more important than ever as poor women are
hired to carry embryos for the rich under carefully controlled conditions.
Sociologist Barbara Katz Rothman described to us her fear of how this
will work:

I'm convinced that there will be “farms” for surrogates.
Once it’s possible to implant an embryo created from a man’s
sperm and a woman’s egg into another woman, Third World and
poor women will be hired for a low fee and kept on the farms
to produce highly valued white babies. These women will be
carefully watched to make sure they eat right and don’t smoke,
and people will say it’s good for them.

Gena Corea, author of The Mother Machine, calis such farms “breeding
brothels.” She reminds us that control over women—such as black slave
women—ifor use as breeders of children or wet nurses for the wealthy is
nothing new in our society.’
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The most extreme versions of such scenarios appear in novels such
as Huxley's Brave New World or Atwood’s The Handmaid's Tale” In these
fictional accounts, reproduction is rigidly controlled by totalitarian rulers
in order to perpetuate caste divisions in society. Even these visions, how-
ever, are not totally divorced from reality. The Nazis, Corea writes, kid-
napped young girls, branded them, and gave them hormones, with the
intention that they breed Aryan children and then be killed®

Of course it doesn't bawve to go that far. Most professionals who work
in IVF and surrogate programs are interested only in helping infertite
people, not in changing the way everyone reproduces. They would be
horrified to consider the work that they do, mostly with dedication and
care for patients, could be connected in any way to maniacal population
schemes. “Just because you wouldn’t want to use a hammer to kill some-
one,” they say, “doesn’t mean you should abolish hammers and lose their
benefits.”

This is a compelling argument. But the question remains: Who de-
cides which benefits are worth preserving? For now it is primarily the
scientists, for whom the excitement of the research and the prestige of
breaking through new scientific frontiers is the foremost goal. They are
looking for ways to gain greater control over reproduction in general and
ultimately to cure diseases in adults. Through genetic engineering, tissue
grafts from embryos, and other experiments, a whole host of other “prob-
lems” will be “solved.” Some scientists envision the creation of fetuses
solely for their use in harvesting tissues or organs, a sort of “spare parts”
resource. Aborted animal fetuses have already been used experimentally
in Scotland as a source for “donated” ova in IVF. Whatever happened to
this being done soley for the sake of infertile people?

Many infertility specialists agree with the director of Columbia Uni-
versity’s [IVF program when she speaks of responsible scientists who “live
in fear of abuse of the new technology.” As physician Kurt Hirschhorn
wrote, “It is a general rule that whatever is scientifically feasible will be
attempted.”?

Some of the scientists and entrepreneurs are cauticus not to move
faster than public opinion permits. They are carefully attuned to what will
be acceptable to most people, at the same time offering new options that
stretch the limits of acceptability. And they are ready to take advantage of
society’s growing willingness to allow interventions in reproduction. As
James Twerdahl, formerly chief executive officer of Fertility and Genetics
Research, said about the ovum transfer program:

We will never do it for eugenics or sex selection. The smart
clinics will follow trends, not lead them; but, if in twenty years
socicty says cugenics is good, then we might consider it. If
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society decides it wants diagnosis of embryos, then we have the
delivery system that can do it.

We know that medical products can create new uses and needs
where none existed before. As competition grows and products are per-
fected, new markets must be found. For example, technologies such as
fetal monitoring, developed for high-risk deliveries, moved quickly to
routine use in almost all deliveries, where they are unnecessary and may
actually cause problems.’® The wide dissemination of new technologies is
often justified on the grounds of patient demand for them. Yet as Corea
aptly points out:

A pattern emerges in the development of many new repro-
ductive technologies. . . . Experimentation on women is pre-
sented through the media as a “medical breakthrough.” There is
much hoopla and many cries of “new hope for the infertile.” In-
fertile women begin clamoring for what they think of as a “new”
rather than “experimental” procedure. The demand for the pro-
cedure created by the researchers through the media is then
used to justify further experimentation on women.!

Sociologist Elisabeth Beck-Gernsheim, using reproductive technolo-
gies as an example, describes a four-step process in the introduction of
new technologies. Starting with small-scale and mostly unpublicized ex-
ploration, scientists proceed to widespread experimental introduction of
a procedure or product, then define 2 much larger population as the cli-
entele; ultimately, in the fourth stage, social expectations develop that
people should use the technology, changing it from an option to an obli-
gation. She describes this process:

With the arrival of new options and opportunities, standards
of behavior gradually begin to change. The same act that once
scemed totally impossible, and later possible but taboo, may ap-
pear today as an interesting novelty and tomorrow perhaps as
routine. Eventually, it may become the legally sanctioned course
of action.*?

Is “forced implementation,” the name Beck-Gernsheim gives to the
final stage in her model, really likely to happen with the new methods of
conception? We have seen this happen with many other interventions. For
example, prenatal diagnosis such as amniocentesis was originally intro-
duced on a very limited basis for women considered at high risk of deliv-
cring a baby with genetic problems. Over time the targeted clientele has
expanded greatly, prenatal testing through blood analyses has become
more routine, and women who choose not to have amniccentesis may be
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condemned as immoral if they give birth to a child with a genetic defect.
As Beck-Gernsheim says, choice turns into pressure, promise inte threat.

In less than a decade, IVF expanded from being an experimental
treatment for women with blocked fallopian tubes offered in a few re-
search centers to being the routine “solution” offered in many hundreds
of locations around the world for endemetriosis, low sperm count, pre-
mature menopause, and unexplained infertility. Women in their fifties and
occasionally sixties are now trying IVF with the use of younger women'’s
eggs. We are already in the third stage, where more and more people are
defined as “needing” these technologies.

But aren’t these still the choices of women who want to have chil-
dren; how could it be seen as becoming coercive? Already many women
who, a dozen years ago, might have resolved to be satisfied with no chil-
dren or whatever number they already had, now feel compelled to at least
attempt IVFE. Infertile people who do not want to endure further proce-
dures, or women with children who have a new partner who wants to
have “his own” kids, have so far been able to beg off on the grounds of
cost, risk, distance, or their experimental nature. But the programs are
quickly becoming more accessible, more routine, and less invasive. Insur-
ance is covering more of the costs. Older women can start childbearing
all over again with a new partner, even well beyond menopause. It will
be increasingly difficult to say no to IVF and related technologics.

More and more women feel compelled by social pressures to use the
new technologies, and the reasons for using them continue to expand.
Older women { maybe even over thirty-five ), overweight women, women
who are working, women who have had cesareans, women under stress,
women on medications, stnokers, will all certainly “need” other women
to carry their embryos—created through IVF—in a healthier “environ-
ment.” We will be told that it is better to have a controlled setting—a
supervised surrogate or ultimately an artificial womb.

These are not only fears for the future. In 1989, Dr. Eugene Sandberg,
in his presidential address to the Pacific Coast Obstetrical and Gyneco-
logical Society, was already speaking in such terms, extolling the potential
of “reproductive surrogacy” for a long list of possible indications. He
concludes:

An ability to grow healthy, fat, bubbly babies is aspired to
by all would-be mothers, but it is not an ability they all possess.
Why should any woman be consigned to childlessness for lack
of that ability? Even worse, why should 2 woman be consigned
to the abusive production of a thin, patheticaily damaged infant
when a superbly healthy gestational specialist of proved ability is
at hand and wants to market her talent? 7o the contrary, should
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not that woman be beld criminally accountable who know-
ingly permits herself to produce a sickly child whose entire
life will be encumbered by imperfections of bealth and struc-
ture when the prevention of such was possible and available?
{ emphasis added)"?

As sociologist Barbara Katz Rothman points out, all of the new
choices offered to women in the area of reproduction can be limiting as
well as liberating. A woman does not have a free choice to use a tech-
nology if a physician tells her that it is for the good of her baby and she
would be irresponsible—indeed, “criminally accountable”——not to use
it. It will not be a choice whether or not to have cur embryos or fetuses
checked for abnormalities if society condemns women as irresponsible
if they give birth to handicapped children. This is what Beck-Gernsheim
means by “forced implementation,” and its presence is already being felt.

Another example: In the past, some employers convinced women
to be sterilized before they could work in a hazardous setting.' Some
women resisted that pressure, but new techniologies could be used to
overcome the reluctance. Someday soon companies may require pro-
spective women workers to have eggs retrieved and stored, and then be
sterilized before they are hired. Rather than make the work environment
safe, they could protect themselves against possible lawsuits by children
born with birth defects and by women deprived of fertility.

Many of the elements of the futuristic vision are already with us.
Hired women are carrying embryos that are genetically unrelated to
them. Eggs and embryos are being “harvested,” in the terminology com-
monly used, then frozen and stored. IVF and sex selection clinics exist in
franchise operations all over the world.

Another type of selection—for intelligence—is already going on
with donor insemination. In 1982, the first two children were born to
mothers who were inseminated with sperm from the Repository for Ger-
minal Choice in California, better known as the Nobel sperm bank. Al-
though not all donors are Nobel Prize winners, they must be exception-
ally accomplished scientists—outstanding artists are not acceptable. The
purpose of the Repository is to “breed more intelligent human beings,”
as stated by its medical director in a letter to The New York Times."®

This Nobel sperm bank has been widely criticized for its philoso-
phy. What is usually not recognized, however, is that almost all donor
insemination is based on some form of selection, and intelligence is a key
criterion. Physicians claim that they usually seiect medical residents be-
cause they are most accessible, but there are certainly other men who
work in hospitals who are not approached. Sperm banks turn away 80
percent of donor applicants, and one of their criteria is university educa-
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tion. At least one sperm bank includes the donor’s grade point average in
the profiles they send physicians, and their preference for A students is
obvious.

Despite this long-standing practice, many people were dismayed by
reports in 1994 that two black women, one in England and the other in
Italy, had chosen to become pregnant with ova from white women so that
their children would more closely resemble their lighter-skinned hus-
bands. Public officials and physicians in those countries condemned the
idea of choosing one’s offspring’s characteristics in this way, but surely
this is one more of the many bumps along the road toward increasing
public acceptance of these practices.

What Should Be Done?

Because the present and future dangers of the new methods can be so
frightening, many opponents urge that we just stop using them. But what
about the real, legitimate needs of infertile people? Is it fair to deprive
them of the technology that might help them have children?

Some writers, such as biologist Ruth Hubbard, respond that the need
for children is socially created. It would be better if infertile women
overcame the social pressures to have children. She says that some good
consciousness-raising to understand that society wants women to think
their primary role is breeder of children would be more beneficial than
risky technological interventions.'¢

Others add that there are plenty of children available who could be
adopted. Since many of these children are members of minority groups,
the infertile are accused of racism for not wanting then.

Yes, women need to understand the pressures and to realize that we
have other fulfilling roles to play beside that of being a mother. Childless-
ness needs to be a much more acceptable solution for those who have
not been able to succeed.

We believe that it is simply not fair, however, to tell infertile people
that they must raise their consciousness or overcome their racism in order
to give up the goal of having their genetic child or one that would come
close. We all need to have our consciousness raised, and we all need to
climinate racism. There is no logical reason that the infertile, who have
already suffered social stigma and personal loss, should have to bear these
important burdens more than others. Were they somehow designated,
because of their biological handicap, to be more virtuous, more seclfless,
more liberated than people who can bear genetic children?

Because women have been and are oppressed through motherhood
does not make motherhood in itself necessarily oppressive. To want to
raise children who do not suffer handicaps, who have not been given up
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by a grieving birth mother, who bear some resemblance to oneself, who
will not have to struggle with the difficultics of being a different race from
their parents—for a white couple to desire a healthy white infant is not
necessarily racism.

Being a parent is an extraordinarily difficult job under any circum-
stances, and much more difficult if the child is handicapped, more com-
plicated if the child is from a different racial background. These “special
needs children” need to be adopted by especially committed and capable
parents. Infertility is simply not a qualification for being such a parent.

Having a child may not be a right, as some are arguing. It may not be
an entitlement that comes with citizenship, that should be provided by
society. Yet to create life, to see oneself in one’s chiidren, is to participate
in a miracle, It is this miracle that so many people are trying for, one that
technology makes possible for some of them.

Again, the counterargument: The alleviation of some people's pain,
the satisfaction of some people’s desires, does not outweigh the potential
harm caused to the majority. Freedom of cheice is less important than
the welfare of society, of women as a whole. This is the heart of the most
difficult dilemma posed by the new technologies—how to balance the
needs, desires, rights of some against the possible risks for the many.'’

It is imperative that, at the very least, controls be exercised over the
use of the technology. Gena Corea proposes a federal regulatory agency on
the model of the Environmental Protection Agency.'® Although such agen-
cies are notoriocusly poor at regulating industry effectively, often being
controtied by the industries themselves, some systematic review may be
much better than what exists today, which is essentially nothing. Many
other countries have established national panels to set policy with regard
to reproductive technolegy. Thus far the United States has done very little,
leaving decisions almost entirely up to the practitioners and scientists.’

If such bodies are to be established, it is clearly essential that they not
be controlled by the scientists, whose priorities and concerns are often
very different from those of the women and the society who are affected
most by these decisions. The people who make policy should include
representatives of infertile people and of the women’s health movement,
which has done so much to monitor the effects of medical decisions on
women. There are extraordinarily difficult decisions that need to be made
about what technologies can be developed and used and under what
circumstances. These issues deserve very careful consideration and fuli
exploration of the short- and long-term effects of the methods.

Between us we have four young daughters. In ten or more years, they
will probably be thinking about becoming mothers. We worry about the
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kinds of pressures and technologies that will shape their choices, or how
much choice they will have at all.

What will it be like to become grandmothers then? Will we visit
our grandchildren embryos in [aboratories and watch them developing
as fetuses in their artificial wombs from behind a window, as many grand-
parents now get their first glimpse of newborns?

Will our daughters be able to accept any hint of imperfection? Will
they feel they have to make sure they have a boy first and then a girl,
further increasing the male advantage by adding the advantage of being
firstborn? Will they select only children who are clones of Barbie and Ken
dolls, or whatever the ideal model is at the time?

As we worry about their future, we take comfort from the aware-
ness that people can and do resist the pressures of science and medicine.
Women have organized to promote more natural births and succeeded in
making very important changes in childbirth practices. Consumer pres-
sures have led to the removal of dangercus drugs and products from the
market. Many women refused to believe that formula was really healthier
for babies, and they succeeded in convincing mothers and pediatricians
alike of the values of breast-feeding. Some couples do decide not to try a
method for conception they are offered, or to stop after one or two tries.

With all of the dramatic social changes of the past decades, almost
all women and men still prefer to make babies the “old-fashioned” way.
We hope that better prevention of infertility and better treatments will
allow infertile people to do just that, reducing the demand for these other
methods. We can work for a society in which women and men can have
enough time with young children and still succeed professionally, allow-
ing those who would prefer to have children earlier not to feel they must
postpone parenthood or lose out in their careers. And we hope as well
that an active informed public will resist the pressures toward conformity
and control. We hope our daughters will also know how to resist these
pressures, and how to balance their own desires with the welfare of their
communities.
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