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The recent success of uterine transplant-
ation (UTx) leading to a viable birth has
provided the first evidence for the treat-
ment and cure of absolute uterine factor
infertility.1 Indeed, while its clinical and
scientific merits have been recently estab-
lished,1 a number of social, economic and
ethical concerns remain.2–4 In particular,
the question whether uterine transplants
should be publicly funded remains a
source of debate and controversy.5

In an insightful essay by Nicola
Williams and Stephen Wilkinson, the
authors address the question from the
opposing premise: are there any compel-
ling reasons for the state not to fund
UTx?5 To achieve this goal, the authors
counter three arguments commonly raised
against the public funding of UTx. The
first argument suggests that UTx funding
would increase the carbon footprint,
which is inconsistent with governments’
obligations to prevent climate change. The
second claims that UTx does not treat a
disorder and is therefore not medically
necessary. Finally, the third asserts that
funding for UTx should be denied
because of the availability of alternatives
such as adoption and surrogacy.

Before undertaking their analysis, two
key premises are raised by the authors.
First, their study is limited to countries
with socialised healthcare systems paid
through taxation and may not apply to
countries where healthcare is privately
funded. This argument is a key to the
understanding of the ethical implications
of UTx funding at the world’s stage.
Second, and perhaps more importantly, an
emphasis is placed on the notion that
before determining the source of funding
for UTx, its clinical safety and efficacy
must be established.5 Indeed, ‘The
Montreal Criteria for the Ethical
Feasibility of Uterine Transplantation’ are
in agreement with such imposition.3 In
this regard, the authors’ work may be
somewhat premature. As it has been done
in its experimental stage, where it still
remains, UTx programmes are better
funded by grants from private donations,
and are better undertaken outside of

working hours so as not to interfere with
resource allocation for patients covered by
the system.6 7

To begin, the environmental argument
is problematic. It is well known that
patients with disabilities are already dis-
proportionately stigmatised based largely
on their condition.8 Adding undue burden
and discrimination about their potential
carbon footprint as they try to integrate
into Society, be it by having children or
benefiting from Motability, would argu-
ably be immoral and in violation of
Equity. One could argue that providing
life-saving treatment to an individual who
would otherwise perish is also increasing
environmental emissions as that individual
continues to live. Yet, it would be highly
unethical to defund care based on that
premise. In the case of UTx, the incidence
of uterine factor infertility is estimated at
1/5000, of which only a minority of indi-
viduals in their reproductive years would
theoretically seek the transplant. In the
grand scheme of things, where industrial
and military emissions are in part publicly
funded, any intervention on the UTx
population is unlikely to have a major
relative impact on our carbon footprint.
With regard to the argument against the

true nature of infertility as a disease, there
should be no question that by any stand-
ard, infertility is a disease with a bio-
logical cause. The reasons are
straightforward. First, one can induce
infertility by disrupting the biological
mechanisms of the body, and second, one
is not labelled as ‘infertile’ unless a
work-up has been undertaken, and a diag-
nosis made. From this argument, it
follows that a number of individuals who
have failed to conceive in 12 months, and
who are thus technically ‘infertile’ as per
the WHO definition, may not label them-
selves as such until someone with the
expertise does. These individuals do not
seek treatment for a variety of reasons,
some of which include no desire to pro-
create or no access to care. However, in
neither case is the nature of infertility as a
disease put into question.
From the argument that social context

and individual situations make it such that
infertility is only ‘harmful to people with
certain desires’ it does not follow that
infertility is therefore not a disease.5 The

same principle is beautifully paralleled in
psychiatric diagnoses. In the Diagnostic
and Statistical Manual of Mental
Disorders (DSM) system, making a diag-
nosis depends on a conjoint assessment of
symptoms and functioning.9 In other
words, an individual meeting criteria for
depression, who is nevertheless functional
or not bothered by such symptoms, is
technically not considered as being
depressed. Indeed, akin to infertility,
though the subjective experience of
disease dictates treatment, it never ques-
tions the true nature of the condition.

In their text, the authors cite
Pemberton, who considers that infertility
brings about a ‘grief based on a sense of
failure because of an “abnormality” that is
culturally determined’.5 In effect,
Pemberton argues that infertility leads to
agony and sorrow because an infecund
couple fails to meet cultural rather than
biological standards. Such argument is
inaccurate and misleading. The biological
imperative, defined as the innate drive of
living organisms to perpetuate their exist-
ence, is largely evolutionary in nature and
predates modern cultural norms. The bio-
logical imperative opposes a primarily
social drive for reproduction of the
species, and is therefore inconsistent with
Pemberton’s argument. Indeed, while
infertility does bring about social conse-
quences, they are rooted in perceived bio-
logical failures.

That infertility is perceived as a purely
social issue is frequently used to parallel
cosmetic surgery and fertility treatments,
and used as the pinnacle to oppose public
funding for both. Funding of elective aes-
thetic procedures that enhance body
image for primarily social purposes
should not be compared with the funding
of fertility treatments. Indeed, while the
‘desired’ or ‘ideal’ body type has largely
changed throughout history to meet cul-
tural and social standards, the same
cannot be said about procreation, for it
would violate the very basic principle of
evolutionary biology.

Finally, one could argue that the whole
premise of the argument that there exist
alternatives to UTx is flawed. The ques-
tion that must be first addressed is thus:
what is the primary goal of UTx? Is it to
allow an infertile person to become a
parent? No clinician would argue that
UTx is potentially superior to adoption or
surrogacy in terms of efficacy, safety or
expediency in this respect.3 However, the
proper question is whether UTx is super-
ior in allowing a woman the opportunity
to carry a pregnancy. In this respect, UTx
has the full potential for superiority, given
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that surrogacy and adoption are not real
alternatives.3 The authors argue that
experiencing gestation may be relatively
unimportant compared with being a social
parent from birth to certain individuals.
Such nuanced interpretation may be prob-
lematic for women who see the process of
conception to delivery and raising of the
family as one sacred continuum. In this
regard, UTx may be beneficial over the
two alternatives. Lastly, with regard to
cost, it remains uncertain that commercial
surrogacy arrangements, where available,
are less costly than UTx. Thus, is it not
entirely clear that surrogacy and adoption
are always viable, let alone ‘sufficiently
good’ alternatives to UTx.

All in all, the authors bring forth a con-
vincing case that the aforementioned
arguments against state-funded UTx are
weak. The aspects and discussion hereby
conveyed are fundamental to the advance-
ment of the UTx cause and crucial before
its widespread application.
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