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Abstract

Since the birth of the first "test-tube baby" in 1978, in vitro fertilization and other new
reproductive technologies (RT’s) have been the cause of intense public debate. What is aimost
entirely missing from this debate is an analysis of what these new technologies will mean for
women. This paper provides an overview of feminist concerns about the new reproductive
technologies. [ begin with a description of the general areas of feminist concern around RT’s,
and then I describe the feminist response to the specific technologies of in vitro fertilization,
artificial insemination, surrogate motherhood, and sex selection. The paper concludes with
the belief that only a very few women will actually benefit from these technologies, and that
these benefits will be gained at the expense of women as a group. In the long run,

reproductive technologies will firther undermine what little control women now have over
their reproductive lives.



Introduction!

Louise Brown, the first baby conceived through in vitro fertilization, was born in England in
1978. Since that time the additional technologies of surrogate motherhood, embryo transfer,
and sex selection have been developed, and more are on the way. While the number of women
who have actually used these technologies is small, the impact that they have had on the
human consciousness has been immense. Each of these technologies has been, and continues
to be, hotly debated in the public arena, and innumerable books, articles, and television

programs have been produced about these new reproductive technologies (RT’s for short).

In any discussion of reproductive technologies it is important to clarify the scope of one’s
inquiry, for it is possible to defihe the phrase "reproductive technologies” very broadly.? In
this paper I shall discuss only the "new" reproductive technologies of in vitro fertilization,
surrogate motherhood, and sex selection; however, I shall also discuss artificial
insemination.® Although it has been practiced for decades and is therefore not a "new"
technology, Al has recently come under increased public scrutiny and has become an
increasingly important issue for feminists.

.

Generally speaking, the public debate over the new RT’s has tended to focus on three main
issues:

1) Ethical and religious questions - Are human beings justified in manipulating human
biology in these ways to create new life? Are these interventions morally acceptable, or are

we "playing God" by interfering with natural processes? Do we have the "right" to develop
and use these technologies?

2) Financial questions - Who should pay for these technologies? The woman or couple who

l'I'l'xe author wishes to thank Rona Achilles, Micheline Dumont, Margrit Eichler, Linda Kealey, Debbie Redfern, Heather
Ross, and Wendy Williams for their comments on earlier drafts of this paper.

20ne such definition states that RT's are "all forms of biomedical intervention and 'help’ a woman may encounter when she
considers having - or not having - a child” (Arditti, 1984:1). For example, a conference held in Halifax in February of 1986
entitled "My Body...Whose Baby? Looking at Reproductive Technologies™ covered such topics as the development and testing of

contraceptives: AL, IVF, and other treatments for infertility; prenatal tests and treatments like ultrasound, amniocentesis, and
fetal surgery; and childbirth technology such as fetal monitoring.

3Space limitations do not permit an examination of embryo flushing (sometimes called embryo transfer), artificial wombs,
and cloning, which should logically be included in any discussion of the new reproductive technologies. I direct the interested

reader to Gena Corea’s book The Mother Machine, and Test-Tube Women. edited by Arditti et al for a feminist analysis of these
technologies.
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uses them, their insurance company, the state? Since reproductive technologies currently
benefit only a tiny proportion of the population, is the money spent on them an efficient use of
scarce health care resources, or are these monies better spent elsewhere?

3) Legal questions - What are the legal rights of each participant in each technology? What
are the legal rights of the doctor or clinic, of the fetus itseif? Who has a "right" to access to
these technologies? Who has a "right" to regulate them? The legal issues are myriad and new
ones are emerging constantly. Canadian law (and indeed the legal systems of most countries)

has yet to catch up with the issues raised by the development of these new technologies.*

All of these issues are indeed important and must be addressed, however, what is almost
always missing from the public debate over the new RT’s is an analysis of what these
technologies will mean for women. The only place where such an analysis is to be found is in
the feminist literature, both academic and popular.’ The purpose of this paper, therefore, is to
provide an overview of the current state of feminist response to the new RT’s. I will begin with
a description of the major areas of feminist concern around the new RT’s, and then [ will

describe the feminist response to the specific technologies of in vitro fertilization, artificial
insemination, surrogate motherhood, and sex selection.

General Feminist Concerns About the New Reproductive Technologies

I believe it is correct to say that the overall feminist response to the new reproductive
technologies is negative, ranging all the way from a generalized sense of unease to out-and-
out active opposition to these technologies. Feminists, of course, are a very diverse group, and
it would certainly be incorrect to say that all feminists view the new reproductive
technologies in a negative light. Some feminists believe that these technologies themselves
are potentially useful to women as long as control lies in women’s hands. Some leshian

feminists are more inclined to accept certain technologies which might allow them to become

4The government of Ontario has made an attempt to come to grips with the legal issues surrounding the new RT’s with the
publication in 1985 of the Report on Human Artificial Reproduction and Related Matters by the Ontario Law Reform
Commission. This commission was established in 1982 by the Attorney General of Ontario and given a mandate to "inquire into
and consider the legal issues relating to the practice of human artificial insemination, including ’surrogate mothering’ and
transplantation of fertilized ova to a third party” (Ontario Law Reform Commission, 1985:1). This report wiil most likely form
the basis of new Canadian legislation governing these technologies, and as such it is vitally important for women. Copies can be
obtained by writing: Ontario Government Bookstore, Piiblications Services Section, 5th floor, 880 Bay Street, Toronto, Ontario,
MTA IN8. Toll free long distance: 1-800-268-7540. Cost: $12.

51 do not mean to imply by this comment that feminists are not part of “the public”. ] do mean to convey the idea that feminist

perceptions of the new RT's have been almost entirely missing from the media coverage which is usualiy the generai public's
only source of information on these issues.



pregnant without having to resort to intercourse with men. I have also noted that feminists
who are themselves infertile and those who want children badly are less likely to be opposed
to either the idea or the reality of certain reproductive technologies than feminists who
already have children or who have no interest in childbearing.sNevertheless, having made
these important qualifications, I believe that my initial statement is correct - the general

feminist response to the new reproductive technologies has been negative.

Feminist concern has focused on three main areas:

1) a fear that the increasing use of these new technologies will lead to an even greater degree

of male medical control over women’s reproductive capacities than already exists,

2) a belief that the ideology that surrounds the new RT’s only serves to further encourage the

idea that a woman’s primary role in life is to become a mother, and,
3) a fear that, in the future, an alliance between medicine and government coulid lead to state
control of women'’s reproduction by denying some women access to the new RT’s while forcing

others to make use of them.

[ shall now discuss each of these issues in turn.

1) Reproductive Technology and Male Control of Women'’s Reproduction

The fear that the increasing use of the new RT’s will lead to more and more male control of
women’s reproductive capacities is probably what concerns feminists most about these new
technologies. Even a cursory examination reveals that although these technologies are
completely female-centered they are almost entirely male-controlled. This control is exercised

in three major ways: control of the development of these technologies, control of their
practice, and control of information about them.

A) Male Control of the Development of the New Reproductive Technologies

Male control of the development of these technologies begins at the crucial point at which a

decision is made to pursue certain types of medical research in the first place. The choice of

GVery little has been written by infertile feminists about the new reproductive technologies or infertility; however. an

excellent book that addresses infertility from a feminist perspective is The Experience of Infertility by Naomti Pfeffer and Anne
Woollett. London: Virago Press. 1983.



what area of research to pursue is not just an economic or practical one but also a political one.
What questions does the researcher see as important and therefore worth researching? Who
will benefit from the research? What effect will it have on the researcher’s career? What is
the political agenda of the organization, if any, that is providing the research funds? These are
just some of the many ways in which the decision to embark on a certain piece of research or
to move in a certain direction is not just a medical one, or even a practical one, but also a
political one. Most scientists, as we know, are male. For a variety of historical and social
reasons, very few women are currently working as research scientists in positions of power
and authority. Not surprisingly, this situation also holds true in the area of research on
reproduction. It is amazing and frightening to contemplate the fact that most of the scientists
who deal with women’s reproduction belong to that half of the human race that does not
menstruate, experience pregnancy, give birth, or go through menopause. In short, they are
men. Since the vast majority of reproductive scientists are men, it stands to reason that they
are not going to view medical research on women in the same way as women themselves.
Consequently, medical research on women’s reproduction emerges out of a predominantly
male consciousness, and the implications of this fact for women are profound.” It means, first
and foremost, that these men pursue research directions which they feel are important, and
which may or may not be beneficial to women. I[n fact, they may even affect women
adversely.® Women, like most other groups who are the final "consumers" of the end product
of research, are not generally consulited before or during the research process about what we
perceive our needs to be. The agenda, hidden or otherwise, that propels research scientists
forward in the case of reproductive technology is almost entirely their own. Also, since women
scientists are few in number, and rarely hold powerful positions within the scientific world, it
is difficult for them to move research in directions that are "woman-positive". This last
remark assumes, of course, that these women would themselves have a feminist
consciousness and a desire to do "woman-positive" research in the first place, and this, alas, is

not always the case. A few courageous women do speak out, but they are, quite literally,

TSee Coren. 1985(a) and Arditti(1984) for descriptions of the development of the new RTs. Their accounts clearly demonstrate
that these technologies have emerged from malestream science.

8One recent notorious example of malestream research which has adversely affected women is the Dalkon Shieid IUD. This
device was removed from the market following the deaths of seventeen women users in the U.S. Many other women had to
undergo hysterectomies or developed pelvic inflammatory disease which can severely threaten fertility.



voices crying in the wilderness.?

Thus we see that within the scientific community the voice of women is muffled.
Consequently, research on women's reproduction takes place in a male-controlled scientific
community with little input from women, and the end resulit is that we are usually faced with
a fait accompli. New technologies burst upon the scene with much drama and publicity, like
IVF, or else they are practiced quietly by a few individuals until they eventually become
known to the public, as in the case of surrogate motherhood. It is very difficult to halt any

type of technological "progress" once it has begun. Once the genie is out of the bottle, it is
almost impossible to put it back in.

Once any reproductive technology has been developed, its practice is also controlled by men.!?
The most powerful agents of control are the members of the male medical profession who are
the actual practitioners, but lawyers and hospital administrators sometimes have a role to

play, depending on the technology, and these people are usually also men.!!

Control of the practice of the new RT’s is currently exercised in a number of ways. One of the
most blatant is control of the admittance criteria for each technology. Doctors, and sometimes
to a lesser extent hospital administrators and lawyers, decide who will be permitted access to
these technologies. Doctors decide what the medical indications for each technology will be,
that is, what medical conditions must be present in order to justify the use of a particular
reproductive technology as "treatment". In addition to the medical criteria, various social
criteria are usually also established by RT practitioners. Marital status, the stability of the
marital relationship, number of children already in the home, mental health, and emotional

and financial ability to provide good parenting can influence a couple’s "acceptability” for a

9A recent inspiring example is that of Robyn Rowland. Rowland is an Australian psychologist who resigned in 1984 as chair
of a hospital committee investigating the psychological effects of IVF and Al. She objected strongly to the proposed research
directions of the IVF team, and publicly criticized the team for using women's bodies as living laboratories.

104, examplie of the male dominance of the new RT’s can be seen in the sex composition of the doctors and scientists who run
the four Ontario IVF clinics that [ am currently investigating. Only one of the approximately twenty M.D.’s and scientists who
operate these programs is a woman. The nurses, secretaries, and technicians, however, are aimost entirely female.

llLegislation governing the new reproductive technologies does not currently exist, but when it is formulated it will emerge
from iegislatures that are almost entirely male. As I have mentioned earlier. it is most likely that Canadian iegisiation will be

based on the conclusions of the Ontario Law Reform Commission in their Report on Human Artificial Reproduction and Related
Matters. The committee that wrote this report consisted of five male lawyers.



particular technology (Corea, 1985a).

Doctors, of course, also control the medical procedures that are utilized in each reproductive
technology. They decide what level of risk is acceptable. what drugs are safe to administer
and what the dosage will be, etc. This is of course true for all medical practices, but this
reality takes on an added significance in the case of the new RT’s. Since all of these new
technologies are still in the process of being refined and "perfected”, there is no such thing as
accepted medical practice in this area (Corea, 1985a).!2 Women who utilize the new RT’s at
this point in history are realily taking part in a huge, unregulated medical experiment. They
are the raw material on which the medical profession is practicing. Given what we know

about the prevalence of women.abuse in the past by obstetricians, gynecologists and other
reproductive scientists, this fact alone is cause for alarm.!3

C) Male Control of Information About the New Reproductive Technologies

One of the greatest difficulties facing researchers who wish to investigate the new
reproductive technologies is the fact that information about them is almost entirely male-
controlled, and the men who have this control are those who have the greatest stake in the

successful promotion of these RT’s - the men who developed them and practice them.

This control is exercised in two ways. First of all, the highly technical nature of these RT’s
means that only those who have a fairly high level of medical and scientific knowledge can
begin to fully understand not only how they work but also what they might lead to in the
future. This lack of scientific knowledge on the part of the general public means that these
RT’s must be explained and interpreted by those who have the expertise to do so. For the most

part, those people are usually the very doctors and scientists who developed the procedures in
the first place and who are currently involved in them.

Secondly, the circumstances and settings in which these RT’s are used serve to greatly
increase the control that their practitioners have over information concerning them. One

potential source of information is the patients who undergo these technologies, however,

12'l’his fact has also emerged quite clearly in the course of my own research on couples seeking IVF. "Treatment"” protocols

differ from program to program in the four Ontario [VF centers [ am examining, and they are constantiy being changed within
each program.

l:,'I'he abuse of women by the male medical profession has been well documented in numerous books and articles. An
excellent example is Gena Corea’s The Hidden Malpractice, New York: Harper & Row, 1985.



since they are classified as medical procedures these patients are therefore protected by the
usual standards of doctor-patient confidentiality. The identities and experiences of these
patients can only be revealed by the patients themselves. Researchers who wish to find out
about the experiences of individual women or couples are therefore faced with the daunting
task of locating a population whose identities are protected, and rightly so, by the code of
medical ethics. Such research is difficuit and time consuming and is most likely to be
undertaken only by researchers who are very determined and highly committed.!4It is even
difficult to find out such basic facts as how many women have passed through a certain
program and what its success rate is, since aggregate data can only be made available if the
doctors who run these programs choose to do so, or if they should be forced to do so (this is an

unlikely prospect). Even if such data are made available, it is almost impossible to verify its
accuracy.

Many, but certainly not all, of the new reproductive technology programs are located within
large hospitals, since a team approach is often necessary, as well as a great deal of
sophisticated and expensive equipment.!> Hospitals by their very nature are highly
bureaucratic, and responsibility for certain programs is often spread out among a number of
administrators or medical personnel who have different types of knowledge and who operate
under varying degrees of constraint. This complex bureaucratic web further complicates the
researcher’s task. Furthermore, these institutions are well aware that they are involved in

highly controversial undertakings, so information control may be even more stringent than
usual.

[t is even more difficult to obtain information on physicians who use the new RT’s on their
own in a private practice setting. Hospitals usually receive public funds and must at least
appear to be accountable, and new medical programs must usually be approved by an in-house
ethics committee. Doctors in private practice do not operate under this constraint and are
therefore even less accountable, and the details of their operations are even less accessible.

1"'F‘o:' all of the above reasons, almost no systematic published research currently exists on women's own experiences of these
new technologies. Research is underway, however, and this situation will improve in the next few years as the results are
published and disseminated. The investigation of the new RT’s from the point of view of the women who experience them is
currently a task of the utmost importance and will remain so for many years.

5pisis especially true of IVF, which is the most labour intensive and expensive of the technologies being discussed in this
paper. However, although most IVF is done in hospitals, it is possible to perform the procedure in a private practice setting if a

doctor has the financial resources. This situation currently exists in Toronto. where Dr. Firouz Khamsi operates an IVF
practice in his private clinic, The Toronto Fertility and Sterility Institute.



All of these factors combine to produce a situation in which information about the new RT’s is
almost completely controlled by the doctors and scientists who developed these technologies
in the first place, and who benefit from them professionally. If the old saying that knowledge
is power is indeed true, this situation only serves to further empower these doctors and
scientists while perpetuating the powerlessness of any individual or group, feminist or not,
who seeks information on the new RT’s. Since these doctors are not terribly forthcoming and
patients are hard to access, the situation is indeed rather bleak. Nevertheless, in spite of these
daunting obstacles, feminist researchers are pressing forward, and investigative work is

slowly emerging to take its place beside the growing body of theoretical literature, and more
can be expected in the future.

2) Do the New Reproductive Technologies Encourage Women to See Themselves Primarily as
Mothers?

A more subtie but no less important feminist criticism of the new RT’s is that the ideology
that surrounds them serves to further encourage the idea that a woman’s primary role in life
is to become a mother. The rush by doctors and scientists to provide expensive, invasive and
traumatic "fix-it" fechnologies to help women bear children usually at great trauma and
expense to themselves and often to society definitely serves to support the idea that
childbearing is so important that it justifies the enormous degree of intervention and the
huge costs associated with the new RT’s.'® The strong desire of these women to bear a child
(which is often described as desperation) is seen as "natural”, unproblematic, and is largely
taken for granted by the general public and the doctors and scientists who develop and
promote these technologies. Almost no attention has been paid in the public debate over the
new RT’s to the question of why women want children so badly that they are willing to
undergo the immense emotional, physical, and often financial costs of using one of these
technologies. In short, what is missing from the debate is any sort of analysis of how a desire
for children might be socially constructed. There is no doubt that becoming a parent is not just
a biological act. Parenthood also has a host of social meanings which are culturally defined.
Parenthood for both men and women is often seen as a religious obligation, a moral
responsibility, an expected part of marriage, and a sign of social maturity, among other
things. Some writers believe that childbearing is so thoroughly socially prescribed that they
have given a special name to the phenomenon: pronatalism. Peck and Senderowitz define

pronatalism as "any attitude or policy that is 'pro-birth’, that encourages reproduction, that

18These costs are different for each technology and wili be outlined in detail later in the paper.
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exalts the role of parenthood” (Peck, 1974:1), and "a strong and heretofore unquestioned social
force which has produced both the universal-parenthood ideal and its attendant
discriminations" (Peck, 1974:9). Gimenez defines pronatalism as "the existence of structurai

and ideological pressures resulting in socially prescribed parenthood as a precondition for all
adult roles" (Gimenez, 1984:290).

Probably the most powerful social mechanism by which reproduction is encouraged is the way
in which producing children is connected with the social meanings of sexuality. Veevers

(1973) believes that parenthood and sexuality are connected in two ways:

1) becoming a parent proves that an individual has accepted and is living out their correct
gender role identity, and,

2) becoming a parent proves that an individual can perform the sex act competently. As far as
women are concerned, many writers have stated categorically that motherhood is culturally
defined as essential to the adult female role. Becoming a mother is not only something that
every woman is supposed to do, it is seen as her most important role in life (Blake, 1974,
Fortney, 1971, Gimenez, 1984, Rich, 1976, Russo, 1976, Veevers, 1973).

These new reproductive technologies, then, have emerged out of western cultures!’that still
tend to equate womanhood and motherhood and which actively encourage childbearing. The
overwhelming desire for a child that leads some women to use these technologies remains
largely unexamined, except by feminists (Arditti, 1984, Corea, 1985a). However, as the
women’s movement has pointed out, the social pressure on women to reproduce is enormous.
Those who promote the new RT’s believe that the extreme level of medical intervention and
the financial and emotional costs are justified simply because the end resuit will be the birth
of children to a small number of infertile women. In addition to this, they almost completely
ignore the extent to which society promotes a strong desire for children in women by making
motherhood an essential part of the female role. Thus by both commission and omission,

those who promote the new RT’s encourage women to see motherhood as their primary role in
life.

I wish to state very clearly that the preceding discussion is not meant to trivialize the strong

desire that many women have for motherhood or to present these women as "dupes of

1'7Resear¢:h on the new RT’s has taken place mostly in Britain, Austraiia and the United States.
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patriarchy", as one infertile woman of my acquaintance put it, bgcause they want a child
badly and often make great efforts to have one. This is not my intention at all. However, to
assume that infertility is only a biological problem, and therefore solvable through medical
intervention alone is to completely overlook the fact that parenthood is also a social
phenomenon with a whole host of social and cultural meanings which can influence an
individual’s desire to become a parent in the first place. This simple but vital fact has been
mostly overlooked in the debate on the new RT’s. It’s importance must be recognized and

evaluated if we are to determine what these technologies will mean for women, who are their
major consumers.

3) The New Reproductive Technologies and Possible State Control of Women's Reproduction

As Gena Corea has pointed out, medicine is not just a source of healing, it can also be a
powertul means of social control (Corea, 1985a:2). This is especially true when medicine joins
hands with the state. In the long run, many feminists fear that an alliance between medicine
and government could lead to state control of women'’s reproduction through the use of these
new reproductive technologies. This could be done in two ways - by either denying some
women access to them or by forcing some women (or even all women) to make use of them.
While some might view this idea as far-fetched, historical examples of attempts by the state to
control reproduction are well known,'®and recent examples can be found in our own country.
Laws against prescribing or selling contraceptives were part of the Canadian Criminal Code
until 1969. The numerous re-trials of Dr. Henry Morgentaler on abortion charges and
parliament’s refusal to address the issue of changing the abortion law are strong indications
that the Canadian state has involved itself and continues to involve itself in controlling
women’s reproduction, for whatever reason.!® At the present time, laws governing the new

reproductive technologies do not exist in Canada, but the situation may soon change.??

18One of the more notorious examples of state control of reproduction is the Nazi Lebensborn program, in which young
women who were considered "racially valuable"” were forced to breed with men who were also considered "raciaily vaiuable"”,
i.e., Aryan-looking, to produce children for the Reich. This program also invoived stealing female children from their naturai

parents and preparing them for reproductive servitude. This program is described more fully in The Mother Machine by Gena
Corea, pages 272-273.

19Margaret Atwood has produced a frightening vision of what women's lives might be like if the state had complete control of
reproduction in her recent novel The Handmaid’s Tale. Toronto: McClelland and Stewart, 1985.

20See footnote 4 on the work of the Ontario Law Reform Commuission in thisarea.



12

Feminist Response to Individual Reproductive Technologies

1) In Vitro Fertilization

The original stated purpose of IVF was to enable women whose fallopian tubes are blocked,
absent, or otherwise dysfunctional to bear children. Simply stated, IVF works by bypassing a
woman’s defective fallopian tubes. Her eggs are surgically removed from her ovaries,
fertilized in a glass dish with sperm produced through masturbation, and placed in her uterus,

where pregnancy sometimes results. The success rate for IVF worldwide is 12.9 percent
(Soules, 1985).

In actual practice, in vitro fertilization is a sophisticated, multi-step procedure. Although the

procedure varies slightly from program to program, the following is a basic outline of the steps
that make up a single IVF attempt.

An IVF procedure usually begins around the fifth day of a woman'’s menstrual cycle when she
begins taking several Clomid tablets daily. Clomid is a fertility drug which stimulates the
development of multiple egg follicles in the ovaries. At approximately the ninth day of her
cycle a daily injection of Pergonal will be administered. Pergonal is an extremely powerful
fertility drug which induces ovulation. Around this time, daily blood tests and an ultrasound
scan will also be required to assess the development of the egg follicles and also to make sure
that the ovaries are not being dangerously overstimulated by the Pergonal. As the time of
ovulation approaches, some programs also require that the woman collect her urine at six-
hour and then three-hour intervals, store it in the fridge, and bring it to the lab daily for
testing in order to assess her hormone levels. The purpose of the blood tests, ultrasound and
urine collection is to monitor the development of the egg follicles.

Around day 1l or 12 an injection of the hormone HCG (human chorionic gonadotropin) is
administered to trigger ovulation. On day 12 or 13, the woman is admitted to the hospital. In
the next 24-48 hours, depending on the results of her blood tests, ultrasounds and urine

analysis, she will undergo a surgical procedure called laparoscopy to collect the eggs that have
been developing in her ovaries. This involves a general anesthetic.

The collected eggs are placed in a culture medium and closely observed to make sure that they
are sound. They are then combined with the husband’s sperm, which have been specially
treated to maximize their ability to fertilize the eggs. Approximately 24 hours later all the

eggs which have fertilized (which are now human embryos) are returned to the woman’s



13

uterus by means of a thin catheter inserted through the cervix. This procedure is called
embryo transfer and does not require an anesthetic. The woman rests in the hospital for a few
hours and then returns home to wait and see if the embryo(s) implant in the uterine wall. If
implantation occurs a pregnancy has begun, and she will either go on to bear a child (or
children) in nine months or miscarry. However, since the success rate of IVF is only 10-15
percent, most of the women who undergo this procedure will have a menstrual period
approximately two weeks after embryo transfer. Most programs will perform a blood test

before this time to try and detect an early pregnancy, so many women will know before the
two week period is up that they have not conceived.

It is important to note that IVF can fail at any stage in the procedure. Some women never get
to the egg collection stage because their ovaries do not respond to the fertility drugs.
Sometimes egg collection is difficult due to the inaccessability of the ovaries and only a few
eggs will be collected. which severely reduces the chances of success. Occasionally, no eggs
will be collected at all, but this outcome is relatively rare. It is also possible that some of the
collected eggs will not develop properly in the culture medium prior to being mixed with the
sperm, or they may not fertilize once they are combined with the sperm. Even eggs that do
fertilize may not undergo cell division, that is, they stop developing and cease to be living

organisms. And finally, as I have mentioned above, implantation of the embryos returned to
the uterus may not occur.

In vitro fertilization, then, is an extremely complicated procedure which is most likely to fail
and which is extremely stressful, both physically and emotionally, on the women who
undergo it. IVF involves surgery, general anesthetic, repeated ultrasounds, and blood
drawing. Clomid can produce hot and cold flashes and profound mood swings which can
manifest themselves as fits of ecrying or depression, and Pergonal can produce abdominal pain
or heaviness and excruciating headaches, as well as other side effects. IVF is very emotionally
stressful because it may fail at any point in the procedure, and women who have gone through

IVF speak in harrowing terms of living from day to day wondering if their "treatment"” cycle
will be cancelled.

As well as being very physically and emotionally stressful, IVF is expensive. In the U.S. and
Australia a single attempt can cost thousands of dollars. Fees of $3000 to $6000 or more in the
U.S. are not uncommon. In Canada, the situation varies from province to province. Most
provincial health insurance plans do not cover IVF, but the Ontario Health Insurance Plan

has recently begun to cover some of the costs involved. Patients who underwent [VF prior to
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O.H.LP. coverage were paying approximately $1500 per cycle, plus $500 to $600 in drug costs.
Patients who come to Ontario from outside the province for "treatment" can expect to pay
approximately $3000 per cycle, since they are not covered by O.H.L.P.

Many feminists are deeply concerned that women are being used as "guinea pigs" in the
development of IVF, which is touted as "treatment" for infertility but which is in fact
experimentation on women’s bodies.?! Feminists were among the first to point out that
Steptoe and Edwards, the developers of IVF, were refused funding for their initial research by
the British Medical Research Council because it was considered unethical.22They went ahead

regardless with private funding which came primarily from the United States (Pilon,
1985:24).

Other abuses in the development of IVF have also been uncovered, especially concerning the
issue of informed consent. Some feminists and ethicists have questioned whether the women
involved in early IVF attempts were aware that they were actually experimental subjects, or
whether they were led to believe that they were receiving treatment for their infertility.
There is evidence that some women may have been misled (Corea, 1985a). Feminists have also
wondered how the doctors who developed IVF obtained the human eggs needed for
experimentation. Chilling evidence exists that these "experimental eggs" were taken from
women’s bodies without their knowledge or consen_t.”

The practice of IVF also greatly concerns many feminists. The doctors who run private I[IVF
programs decide who will be admitted based on whatever criteria they choose to establish. In
hospital-based IVF programs criteria are usually established by a committee of doctors, and
hospital administrators may also have a role in establishing admittance criteria.?* While

most of these criteria are medical, social criteria such as marital status, marital stability, and

2llt is important to understand that [VF does not treat infertility, it bypasses it. Even if a woman should be lucky enough to
bear a child through IVF, she still remains infertile, since the condition that made her infertile in the first place has not been

"cured”. If she wishes to bear another child, she must once again attempt in vitro fertilization. with no increased chance of
success.

22Funding was refused for three reasons: ) the research presented possible hazards to the women involved, 2) no

preliminary studies had been done on primates, 3) laparoscopy (surgery) would be used for purely experimental purposes
(Pilon, 1985:24).

231“01' a complete description of the questionable ethical practices used in the development of IVF see (Corea. 1985a:100-120).

241, the course of my own research [ have also found that even in hospital IVF programs with stated admittance criteria
individual doctors have a fair amount of leeway in deciding who will be admitted.
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number of children already in the home are often used to screen couples seeking IVF. This

screening sometimes includes a required psychological or psychiatric assessment (Corea,
1985a).

The issue of marital status is especially problematic for feminists, for most clinics will only
perform IVF on married women or women who are in a "stable” heterosexual relationship.
As Hubbard points out, this restriction prevents women who do not fit into this male-defined
framework from using this supposedly liberating technology to become mothers, and
undercuts the doctors’ claim that IVF was developed to help infertile women (Hubbard, 1980).
As it is now practiced, IVF helps only infertile married women. Lesbian women and single
women are generally denied access to [IVF.25 Some clinics also specify that the marriage must
be "stable”. This requirement means that someone on the IVF team must make a judgment
of the quality of the applicants’ marriages, surely a daunting task. As Dr. Pat Taylor, the
director of the University of Calgary’s IVF program points out, there is no easy way to
determine when a relationship is stable (The Toronto Star, 1985, Nov. 2). Itis hard to think of
many other medical procedures for which a stable marriage is a necessary pre-requisite. The
fact that social criteria as well as medical criteria are used to screen prospective IVF patients

shows that IVF is not only a medical procedure but a means by which a degree of social control
of women’s reproduction is exercised.

More recently, some feminists have also expressed concern about the fact that the medical
"indications" for IVF seem to be expanding (Corea, 1985a, Donchin, 1985a). As outlined
earlier, the original stated purpose of [VF was to enable women whose fallopian tubes are
blocked, absent, or otherwise dysfunctional to bear children. However, the potential and
actual uses of IVF seem to have expanded. Author Gena Corea charges that "Today, [VF is
used on healthy, fertile women in order to enable their infertile male partners to have
children" (Corea, 1985a:121).28 Corea goes on to quote a reproductive scientist who states that

"The biggest population (for external fertilization) are going to be men with low sperm

25’l'wcp Canadian IVF doctors speaking at recent public meetings on {VF have justified the exclusion of single women on the
grounds that, since there are far more married couples who want IVF than can currently be accommodated, treatment of single
women will have to wait until some future time when there are more clinics available. Underlying this rationale is the unstated
assumption that two parents are automatically better than one and that married couples therefore have a more legitimate
claim to parenthood than do single women. One of these doctors claimed that using [VF for single or lesbian women would
promote public controversy and endanger the existence of [IVF programs which rely on public acceptance for their continued
existence.

26)/[en with low sperm counts (oligospermia) are often infertile because too few of their sperm reach the fallopian tubes

where fertilization takes place. By removing a woman's eggs from her ovaries and attempting to fertilize them in a laboratory
dish. that is, by using [VF. fertilization can sometimes occur in spite of a low sperm count.
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counts"” (Corea, 1985a:12]1). As Corea points out, it is not those men who bear the burden of
IVF, but their wives. By including oligospermia (low sperm count) as a medical justification
for treating women, some IVF doctors obviously disagree with some feminists who object to
using a totally invasive, expensive, traumatic and potentially dangerous treatment on women

to bypass a biological defect in their husbands. This raises the vital question of who or what is
actually being served by IVF.

As with all other RT’s, information on IVF is mostly controlled by those who practice it. This
fact becomes especially significant when we examine the IVF success rates that are reported
to the public. Some feminists are concerned that women are being deceived about the actual
success rates of IVF in order to ensure that clinics have a steady supply of eager patients.
Since almost no basic information about what really goes on in IVF clinics is available, Gena
Corea and Susan Ince conducted a survey of all 108 clinics that were operating in the U.S. in
February and March of 1985. They did so because they suspected that "a few clinics were
having most of the babies,?’many were having none or only a few, and that women going to
these latter clinics are under the impression that they have that widely-quoted 20% chance of
getting an IVF baby" (Corea, 1985b:2). Corea and Ince found that many clinics "massage"
their data and define "success" (i.e. pregnancy) in such a way that their success rates are
inflated and deceptive. Amazingly, support for these conclusions has come from an
unexpected source - the medical profession itself. Writing in a major reproductive biology
journal, Dr. Michael Soules described how many clinics misrepresent their success rates, and
called for all clinics to be honest with themselves and with the public whom they profess to
serve. He believes that "the widespread practice of exaggerating the IVF pregnancy rate

appears to be a marketing ploy to lure prospective infertile couples into becoming active IVF
patients" (Soules, 1985:513).

2) Artificial Insemination by Donor

This technique involves placing a donated sperm sample in a woman’s vagina, close to the
cervix, around the time of ovulation in an attempt to bring about a pregnancy. Sperm from
the woman’s husband can also be used, in which case the procedure is referred to as AIH

(Artificial Insemination by Husband). Occasionally, a combination of a donor’s sperm and the

271 was present when Corea read this paper at the Women's Emergency Conference on the New Reproductive Technologies
at Vallinge, Sweden, July 3-8, 1985. During her presentation Ana Regina Gomes dos Reis, a Brazilian doctor, pointed out that
clinics do not have babies. women do. Corea leaves this sentence uncorrected in her paper but footnotes it in order "to

demonstrate how easy it is to fall into speech patterns in which men are the procreators and women are invisible" (Corea,
1985b:39).
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husband’s sperm will be used. This is called AIC (Artificial Insemination Combined).

Artificial insemination by donor was first practiced in North America in 1884, when an
anesthetized woman was inseminated with the sperm of a medical student without her
knowledge or consent. She later gave birth to a son (Corea, 1985a).28

The practice of Al to date has been characterized by two outstanding features: 1) it has been
controlled by the medical profession, and 2) it has been kept secret. In this paper I shall only

discuss what medical control of Al has meant for women, since this is the issue that most
concerns feminists.??

Asis the case with other reprodiiétive interventions, medical control of Al means that doctors
decide who gets access to this "technology".3® Most doctors refuse to perform Al for single
heterosexual or lesbian women. To be considered worthy of Al, a woman must generally be
married (Achilles, 1985, Smillie, 1986, Winters, 1983). Medical control of AI also means that
the doctor who performs the insemination chooses who will be the biological father of the
woman's child (Achilles, 1985). Since sperm vendors®! are guaranteed anonymity by the
doctors who buy their sperm, it is usually impossible for a woman to find out who the genetic
father of her child is or what his characteristics are. She must put her complete trust in her
doctor that the semen he or she is using is free of defects and will produce the physical
characteristics that she wants in a child.32 In the ﬁnal analysis, both a woman’s access to Al
and the characteristics of the child she will bear are under the control of the medical
profession. As Achilles states, a woman who undergoes traditional doctor-controlled Al "does

have a child she would not otherwise have, but she also pays a price" (Achilles, 1985:11).

28As Corea and others have pointed out, this act is more accurately described as a rape.

29'I'l1e number of medical, social. ethical and legal issues concerning Al that could and shoulid be discussed is enormous, but a
thorough examination of even a few of them is beyond the scope of this paper; however, a large literature exists for the
interested reader. See (Corea, 1985a, Snowden, i983, Bayles, 1984).

3°As my friend and colleague Rona Achilles has pointed out, it is quite incorrect to refer to Al as a technology since it can be
performed without any medical or scientific intervention whatsoever, as [ wiil outline later in my discussion of self-
insemination.

3"[ will refer to the men who provide sperm for Al as sperm vendors rather than sperm donors. which is the more common
term. because they are in fact selling their sperm, usualiy for $25 to $35 an ejaculation. They are not providing 1t free of charge,
as is the case with blood donation.

324105t married women want a sperm "donor” whose physical characteristics closely resemble thase of their husband.
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Thus we see that the current medical practice of Al serves to control women'’s reproduction in
two ways: it generally denies single heterosexual women and lesbians access to the
procedure, thus denying them motherhood through this method, and it also denies women

who are permitted to use this method the right to choose the biological father of their child.

In the last few years, many single heterosexual women and lesbians have taken control of
their own reproduction in a simple and bold way - they have begun to practice
self-insemination.33 Physically, this is a very simple procedure that involves inserting a
semen sample into the vagina around the time of ovulation, and lying still for a few minutes.
This is exactly the same procedure that is performed by doctors, and the fact that many
women manage to become pregnant through self-insemination shows that medical control of
Al is politically based and has no medical justification. There is no legitimate medical reason
why Al as it is usually practiced must be done by a physician.** Feminists have charged that
doctors fight to retain control of Al and refuse to inseminate single heterosexual women or
lesbians because they want to ensure that male power over women’s reproduction continues

and that children will continue to be born within a patriarchal framework, i.e., legal
marriage.

Al can also be combined with other reproductive interventions. In fact, it forms the medical
basis for the practice of surrogate motherhood, v\{hich [ shall discuss in the next section. Al

can also be used with sex selection techniques, which I shall discuss later in this paper.

3) Surrogate Motherhood

Surrogate motherhood, as it is currently practiced, involves the artificial insemination of a
woman with the sperm of a man whose wife is infertile. The surrogate signs a contract in

which she agrees to bear the husband’s child and turn it over to the couple after birth. The

33 growing literature on self-insemination is emerging, much of it written by and for lesbians. See (Adamson, 985,
Hornstein, 1984, Klein, 1984, Pies, 1985, Robinson, 1985, Hanscombe, 1982, Schulenburg, 1985).

341, certain circumstances. Al is performed by placing the semen sampie directly inside the woman's uterus. This involves
dilation of the cervix and there is a slight possibility of infection. shock. and. very, very rarely, death. Because of these rare but
very real risks. intrauterine Al may legitimately be seen as the practice of medicine.



19

surrogate is almost always paid a fee, usually around $10,000.35

The surrogate mother industry began in the United States in the late 1970’s when a man
whose wife was infertile wanted to hire a woman to bear a child for him. He contacted
Michigan lawyer Noel Keane, who advertised for a woman who would be willing to be
artificially inseminated for a fee with the man’s sperm and surrender the baby to him after
birth. Once the story hit the press, Keane’s office was deluged with inquiries both from
couples seeking surrogates and from women volunteering to be surrogates. Keane took on
other clients, and the surrogate industry was born (Corea, 1985a). Unlike most RT’s which are
conceived (no pun intended) and developed by male scientists and doctors, surrogacy also
requires the cooperation of lawyers, and, of course, it would not have begun without the

strong desire of men married to infertile women to have their own biological children.

The feminist response to surrogate motherhood has been unalloyed horror. Many feminists
believe that the buying of women’s reproductive capacities may lead to a degree of
exploitation and dominance of women that we can only begin to imagine. I shall first discuss

the practical implications of surrogacy for women, and then I shall discuss its ideological
implications.

Many people who favour surrogacy argue that it is simply a business agreement entered into
by two parties who are both acting freely. Co;lsequently, they see no reason to object to
surrogacy as long as both parties understand their rights and obligations and no coercion is
involved. Some commentators have even gone so far as to state that surrogacy can benefit
women, since it offers them a chance to make money out of bearing children - a socially
valuable function which, up until now, they have always done "for free". Bernard Dickens, a
bioethicist at the University of Toronto, supported this view when he stated that "...the
nature of the contract...is a free arrangement among equals; that is, if women achieve
autonomy over their reproductive capacity, then they are free to offer that as they wish" (The
Globe and Mail, 1982). Michael Bayles, the former head of the Westminster Institute for
Ethics and Human Values in London, Ontario, echoed this view when he wrote "...it would be

unjust to deny (women) the opportunity to be uterine mothers for a fee. Of course, this

35{ shall use the term "surrogate mother” in this paper only because it has entered common usage. [t is a complete
misnomer. As Brodribb states™Surrogate’ motherhood is a completely inaccurate term. Instead, it is an ideological device
reflecting patriarchal interests and is based on a male consciousness of the birth process. Any woman who iabours to give birth
with her own ova and from her own womb is a real mother" (Brodribb. 1986:1). Coreati1985a) uses the term "breeders" to describe
women who agree to become surrogates. The phrase "surrogate wife” has also been suggested as a more accurate description of
surrogacy, since the surrogate is actually substituting for the contracting man's wife. who is infertile.



20

assumes that women make an informed and voluntary decision to be surrogate mothers"
(Bayles, 1984:26).

[t is exactly this last point which causes feminists so much concern around the whole issue of
surrogate motherhood. As Dworkin points out in her brilliant analysis of surrogacy, women'’s
free will is both socially and economically constructed (Dworkin, 1983). The social placement
of women in all cultures means that they do not have the same opportunities for making
money as do men. The fact that the fee involved in surrogacy is important to surrogate
mothers is borne out by the fact that surrogate agencies have trouble recruiting surrogates if
they cannot be paid. Some surrogates have stated that they plan to use the money to pay
their bills or to keep the family business going. Generally speaking, women who seek to
become surrogates do not have high incomes and tend to work at low paying, low status jobs,
if they are employed at all (Corea, 1985a). A real possibility arises for the exploitation of poor

women who may have no marketable skills in a misogynist world but their ability to bear
babies.

Some of the reproductive entrepreneurs who run surrogate agencies are concerned that the
$10,000 fee paid to surrogates might prevent some couples from using this "service”, and

attempts are reportedly underway to find women who will breed for less. This could lead to
the horrific exploitation of Third World women.3®

Dworkin also rejects the notion that women are freely choosing to become surrogates by
pointing out that women’s will is also socially constructed. A number of factors come together
here. Women are taught from infancy to be nurturant and concerned about the needs of
others, and even to place these needs before their own. They are also taught that childbearing
is the most valuable activity they can engage in. These factors combine to make surrogacy
seem like a reasonable and valuable activity which allows a woman to benefit others while at
the same time fulfilling her "natural” function in life - bearing babies.

The couple who hires a surrogate and their lawyer are chiefly interested in three things: 1)
they want to ensure that the "product” of the transaction (the surrogate’s baby) is in fact the
genetic offspring of the man whose sperm is used to impregnate her, 2) they want to ensure

that the resulting baby is healthy, and 3) they want to ensure that they will be able to take
possession of the child once it is born.

36(¢orea’s research on this aspect of surrogacy is especially chiiling. See The Mother Machine.p.245.
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In order to guarantee these three outcomes the contracts that most surrogates sign turn them
into virtual reproductive slaves. A surrogate is required to abstain from sex for a given period
of time before the artificial insemination and until a pregnancy is confirmed to ensure that
the contracting father will in fact be the genetic father of the child. She must not use drugs
and usually must not smoke or drink. She must agree to keep all scheduled administrative,
medical, psychological, counseling or legal appointments. Also, she must use the medical
services supplied by the program and she must agree in advance to undergo any treatments or
interventions that are deemed medically necessary to safeguard the pregnancy. This last
catchall phrase could mean that the surrogate might be forced to stay in bed for the last
month of the pregnancy, quit her job, submit to dangerous birth technologies or even undergo
an unnecessary caesarean seetion that the doctor might wish to perform simply as a

precautionary measure to protect the heaith of the baby (Ince, 1984).

To the best of my knowledge, surrogacy at this time generally only involves the insemination
of a woman’s own egg within her own body with the sperm of the contracting father.
However, as several authors have pointed out, the possible combination of surrogacy with
other reproductive technologies could lead to the further exploitation and devaluation of
women (Corea, 1985a, Donchin, 1985b, Winters, 1983). As Donchin observes, it is possible to
sever the genetic link between the surrogate and her baby by using an egg from another
woman, fertilizing it with the contracting father’s sperm, and implanting it in the surrogate’s
womb. In this way the surrogate does in fact become simply an "incubator"”, since she is
"simply" carrying a child which has no genetic connection to herself (Donchin, 1985b).
Currently, certain women are seen as desirable surrogates because of their appearance, race,
intelligence and good health. These attributes are important to the contracting father
because the woman is contributing half of her genetic material to the baby. However, if
surrogacy is combined with in vitro fertilization techniques and the surrogate need not be
genetically related to her child, this would open up a veritable Pandora’s box of ways in which
women could be further exploited. For example, women of colour would become acceptable to
white couples as breeders, since these women could now "simply" act as "incubators"” for a

white baby. This would make the commercial exploitation of Third World women even more
attractive.

And what about after the birth? If a surrogate changes her mind, and wants to keep the baby,
what are her legal rights? At the moment, in the absence of controlling legislation, a
surrogate has usually been able to keep her baby if she changed her mind about relinquishing

it after birth, but this situation may change if the recommendations of the Ontario Law



Reform Commission become law.37

The ideology that surrounds surrogacy also concerns feminists a great deal. As I have outlined
above, surrogacy, like IVF, most definitely supports the notion that women’s most exalted
and natural role is that of mother. It also serves to further encourage the notion that women
exist to help others, to be compliant and submissive, and that this type of behaviour will make

women happy. In a very profound way, surrogacy reduces women to the the function of their
uteri.

Surrogacy also makes motherhood a discontinuous process by dividing it up into discrete
biological and social components. As Anne Donchin has pointed out, surrogacy means that a
child can now have three mothers - the genetic mother, who contributes her egg; the carrying
or gestational mother, who bears the child; and finally, the social mother, who actually raises
the child. In all societies throughout history women have gained a certain amount of power
through their ability to reproduce. By fragmenting women'’s reproductive power and placing
it under the control of men, that power may be lost to women.

In the final analysis, who is actually served by the practice of surrogate motherhood? Who
really benefits from it? [ will answer these questions with a quote from feminist philosopher
Anne Donchin: "(Surrogate motherhood) is a curious ad hoc compromise of biological and
social connection which conforms to no principle' whatsoever, but merely serves the interests
of whomever possesses the economic and social power to turn generative capacities,
technological innovations and economic advantages to their own personal use" (Donchin,
1985b:3). Clearly, the group that best fits this description is men.%8

4) Sex Selection

Sex selection technologies are currently under development which would allow parents to

371n recommendation 49 the Commussion states that "A child born pursuant to an approved surrogate motherhood
arrangement shouid be surrendered immediately upon birth to the social parents. Where a surrogate mother refuses to
transfer the child, the court should order that the child be delivered to the social parents. In addition, where the court 1s
satisfied that the surrogate mother intends to refuse to surrender the child upon birth, it should be empowered, prior to the birth
of the child, to make an order for transfer of custody upon birth" (Ontario Law Reform Commission. 1985:283).

38Rona Achilles has pointed out that this group might also include rich women.
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choose the sex of their offspring.’? It is important to understand that there are two ways in
which the sex of a child can be controlled. There are pre-conception technologies, which
attempt to allow for the conception of an embryo of the desired sex, and there are post-
conception technologies. These attempt to determine what the sex of the embryo is after it is

conceived. If the developing embryo is of the "wrong" sex, abortion can then be used to
prevent the birth of the unwanted chiid.

Unscientific attempts to choose the sex of one's child before conception are almost as old as
history, and have generally been unsuccessful, as one might imagine.*® But in the last few
decades a number of medical scientists have focussed on this "problem", and progress is being
made. Effective sex pre-selection techniques are not yet widely available and are therefore

not widely used, but there is every reason to believe that this situation will change in the next
few decades.

There currently exist two reliable medical technologies which enable the determination of a
child’s sex after conception: amniocentesis, and chorionic villi sampling (CVS). These two
techniques were not developed specifically for the purpose of sex determination. Their
original purpose was to provide prenatal diagnosis of genetic diseases or fetal abnormalities.

However, since these tests are based on fetal chromosome analysis, they also determine the
sex of the fetus.

Amniocentesis is a prenatal diagnostic technique in which a small amount of the amniotic
fluid which surrounds the fetus is drawn by needle from the uterus of a pregnant woman. The
chromosomes present in this fluid are then analyzed to detect such fetal abnormalities as
Down’s syndrome, spina bifida, etc. In the course of this analysis, the sex of the fetus is also
determined. Amniocentesis cannot usually be done until the 16th week of pregnancy, and the
results are usually available two to three weeks after the procedure is carried out. This
means that if fetal abnormalities are present and an abortion is desired, the woman must

undergo a second trimester abortion, which involves greater physical and psychological risks
than an early abortion.

CVS is an experimental prenatal diagnostic technique similar to amniocentesis. A sample of

398pace limitations do not permit a description of these numerous technologies. See (Corea, 1985a, Hoskins, 1984, Nentwig,
1981,

'wSee Nentwig (1981 for a rascinating description of sex pre-selection methods used in ancient times.
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fetal cells is taken through the pregnant woman’s cervix, and is analyzed to detect any fetal
abnormalities. The sex of the child can also be determined. CVS has two advantages over
amniocentesis: it can be performed early in the pregnancy and the results can be obtained
quickly, so that if fetal abnormalities are present and an abortion is desired, it can be carried

out early in the pregnancy, which is much safer for the pregnant woman.

At first glance, the ability to choose the sex of one’s child might seem either harmless, or.
indeed, advantageous. Scientists who advocate these technologies say that they would be a
boon to couples who are in danger of passing on sex-linked diseases to their offspring
(Winters, 1983).4! Some demographers believe that population control in Third World
countries would be enhanced if people could choose the sex of their children. The birth rate
would gradually decline because parents would not keep trying to have a child of the desired
sex (male). Also, some people have argued that since children would know that they were
indeed wanted as a boy or as a girl, parents’ satisfaction with their children and family

happiness in general would increase. Other positive uses of these technologies have also been
hypothesized (Hoskins, 1984).

However, when we look at what sex selection either pre or post conception will mean for
women, a much darker picture emerges. Generally speaking it has been shown cross-
culturally that both men and women prefer to have male children. We know this from two

disparate sources: folk customs and sayings, and sex preference studies done by social
scientists.

According to Corea, it is possible to produce an "endless" list of folk sayings showing that sons
are more highly valued than daughters.*? The cultural practices of many religions and
nations also show that sons are preferred over daughters. For example, following a Hindu
marriage ceremony, the husband and wife both pray for the birth of a son (Ramanamma,
1980). In the recent past, Koreans practiced the ritual of "son praying", which involved the

painful cauterization of a woman’s navel with a salt mixture to produce male offspring
(Williamson, 1976a).

“Hemophilia. for instance, appears in male children only. Couples known to be carrying this genetic trait could use sex
pre-selection to conceive only girls.

42Corea quotes three examples: 1) A German saying: "A house full of daughters is like a cellar full of sour beer.” 2) A Chinese

proverb: "Eighteen goddesslike daughters are not equal to one son with a hump."” 3) From the Talmud: "When a girl is born. the
walls are crying.” (Corea. 1985a:190).
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Recent sociological studies also demonstrate that son preference is strong and widespread. It
is not a question of not wanting daughters at all; most people say they want balanced families,
but those who want an odd number of children almost always want more boys than girls

(Hoskins, 1984). Both parents generally prefer their firstborn to be male (Rent, 1977), and
most people prefer that an only child be a son (Williamson, 1976a).43

What will happen if these technologies are perfected and become easily available? What will
they mean for women? The most serious consequence of sex selection for women is also the
most obvious - fewer women would be born, and the sex ratio would become imbalanced in
favour of men. Quite literally, there would be more men than women. This simple fact would
have dire consequences for women. We need only look at the level of women’s oppression now
in all societies to imagine what the consequences of a male majority would be for women. To
an even greater degree than at present, women would become truly second-class citizens
(Steinbacher, 1981). Cavin believes that rape, child molestation, and other types of violence
against women and children would logically increase, since these crimes are most often
perpetrated by men (Cavin, 1979). Postgate, who favours sex selection for population

purposes, describes a frightening scenario in this oft-quoted passage:

All sorts of taboos would be expected and it is probable that a form of purdah
would become necessary. Women'’s right to work, even to travel alone freely, would
probably be forgotten transiently. Polyandry might well become accepted in some
societies; some might treat their women as queen ants, others as rewards for the
most outstanding (or most determined) males (Postgate, 1973:14-15).

Campbell sums up the situation by saying that a male majority would lead to a rise in the
dominance of male values such as aggression, and would lead to "More of everything, in short,
that men do, make, suffer, inflict and consume" (Campbell, 1976:88).

As [ mentioned previously, most parents prefer that their firstborn child be a male. This has
important consequences for women based on what we know about the effect of birth order on
personality. A large body of research has shown that firstborns tend to be generally more
intelligent, more achievement-oriented, more successful, more affiliative, more independent,
and have higher self-esteem (Rowland, 1984, Steinbacher, 1981). In addition to this research
on the general effect of birth order, Altus has found that, in two-child families, women tend to

disparage themselves more if they have an older brother than if they have an older sister

43Extensive bibliographies of sex preference research are available in (Gray, 1983. Steinbacher. 1983. Williamson, i976b,
Williamson. 1978).
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(Altus, 1966). Since these positive traits are the very characteristics that are generally
encouraged in sons and often discouraged in daughters. sexism and continued male
dominance would become institutionalized in the birth order if parents’ preference for a
firstborn son could become an assured reality (Steinbacher, 1981). As Rowland succinctly
states: "Males would become more stereotypically male: and second-born females more

stereotypically feminine. Second class status would be assured; pre-determined" (Rowland,
1984:361).

Sex selection technologies also have profound psychological and physiological consequences
for women. The potential for serious conflict with a husband over what sex of child to have is
great, and it is not too likely that the woman’s wishes in this matter would prevail
(Steinbacher, 1981). Also, imagine, if you can, the emotional pain of a woman who is forced to
abort a "wrong sex" fetus which she has come to love and wants to bear regardless of its sex.
As well as the emotional stress of enforced abortion, women also bear the physiological costs
of sex selection technologies. This is especially grave if the post-conception techniques of
amniocentesis and CVS are used. In the final analysis, it is women who take the physical

risks, women who endure the pain, and women who undergo the abortions if the fetus is the
"wrong"sex.*

Although sex selection technologies are not widely used at present, an examination of current
usage shows us that it is quite likely that they would in fact be used against women if they did
become widely available. Most couples who take part in sex pre-selection research are in fact
hoping to conceive males. It is actually difficult to evaluate the success of female pre-selection
techniques because so few couples want girl children (Corea, 1985a). The post-conception
technology of amniocentesis is being used throughout India in numerous clinics for the sole
purpose of sex selection, and virtually all aborted fetuses are girls (Roggencamp, 1984). China
has a population policy which encourages only one child per family, and in areas where
amniocentesis is available, most aborted fetuses are girls (Campbell, 1976). Numerous reports

also indicate that female infanticide is on the increase in China, especially in rural areas (Lin,
1983, The Economist, 1983).

Given the overwhelming weight of evidence, both historical and current, it is impossible to

believe that sex selection technologies will be beneficial to women. In fact, they will have, and

4'4'See Roggencamp (1984) for a horrific description of the emotional and physical suffering of an Indian woman forced to
undergo the late abortion of a female fetus against her will.
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currently are having, quite the opposite effect. What will the future hold for women if

research continues and use of these technologies become more widespread? I will answer this
question with a quote from Robyn Rowland:

"Already women are the less powerful, more exploited, raped and poor social
group - and we have the numbers! Imagine how tenuous will be our hold on life and
security if our numbers are severely depleted. Women’s culture, which is aiready
systematically discarded, will be crushed, and without a sense of community of

culture, our sex would lose the bonds of strength we now grapple to share. Without
women we face a future without hope" (Rowiand, 1984:362).

Conclusions

What will these new reproductive technologies mean for women? Will they lead to more
reproductive choices and greater control of our reproductive lives, or will they further
undermine what little choice and control we now have? Based on the analyses reviewed in
this paper, it is impossible to view the new reproductive technologies as beneficial or
liberating for women in general. Nevertheless, a very few women will benefit by being able to
bear children they could not otherwise have. In an excellent analysis of IVF, Sue Sherwin has
pointed out that in vitro fertilization is "a Trojan horse gift to women. While meeting the
desires of some women - desires which have developed within a culture deeply oppressive to
women - this technology threatens to further entrench values which are responsible for that
oppression. A larger vision suggests that the technology offered may, in reality, reduce
women's freedon and, if so, it should be avoided (Sherwin, 1986:7). I believe Sherwin’s
comments can legitimately be applied to all the new RT’s, not just in vitro fertilization. A
feminist analysis of these technologies can only lead to the conclusion that a very few women

will benefit from these "advances" at the great expense of women as a group.

As women, the tasks we are faced with in dealing with the new RT’s are fourfold. While it is
almost a cliche to close an academic paper with the suggestion that more research is needed,
this is exactly the situation that we are faced with in evaluating the benefits or costs of the
new reproductive technologies. We must begin now to examine every aspect of these
technologies from the point of view of women. We must establish a compelling body of

empirical research which can stand beside the impressive collection of feminist theoretical
work on the new RT’s which is growing rapidly.

Secondly, we must publicize our findings and speak out at every opportunity in the popular
media and to each other. At this moment, the feminist critique of the new reproductive

technologies is not being heard by the general public or even by most women. Both groups
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generally view these technologies favourably since, after all, they seem to allow infertile
women to have babies.

Thirdly, we must come together to actively resist those new technologies which are dangerous
to women, and to gain control of those that might be beneficial to us. My personal belief based
on my own reading and research is that there are and will be far more of the former than the
latter; however, a perfect consensus among women as to the costs or benefits of the new RT’s
is not likely to emerge now or in the future. What is most urgently needed is investigation

and action, and these can only come about if the importance of these technologies for women
is recognized.

Finally, we must recognize that infertility is a vital issue for all women, whether they be
feminist or non-feminist, fertile or infertile; whether they want children or not. Up until now
feminism has not addressed the question of infertility. Feminist women have largely been
preoccupied with fighting for access to birth control, abortion rights, and more humane
woman-centered childbirth practices. The emergence of the new RT’s has had the beneficial
side effect of raising the issue of infertility as a feminist concern, and this recognition has
been long overdue: Malestream research has focussed on "curing"” infertility while spending
very little time or effort trying to discover what causes infertility in the first place, and how it
might be prevented. Also, malestream research has invested very little time and effort in
overcoming male infertility. Since infertility in men accounts for approximately half of the

problem, at least half of all research efforts should be directed at men. This has definitely not
been the case.

In a pronatalist society which reveres technology and little understands the power relations
which underly human reproduction, feminists face an uphill battle. Both the investigation of
the new RT’s and feminist resistance or efforts to take control will be incredibly difficult, but
the effort must be made, and it must begin now. The widening attempts of the purveyors of
the new RT’s to control human reproduction mean that what little control we now have over
our reproductive lives is severely threatened. In a very profound way, reproductive

technologies present a grave threat to what little autonomy we now have as human beings.
These are the stakes, nothing more, nothing less.
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