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Pastoral Care for Children Conceived through IVF
Passing on Catholic teaching effectively means exercising both the doctrinal and pastoral ministries of a Church
which professes to be both Mother and Teacher.
Australia’s first IVF-conceived baby, Candice Reed, was
born on 23 June 1980.1 Since then, there have been an
estimated 90,000 more Australians born following
conception through IVF or related technologies.2 The rate
of IVF-conceived births as a percentage of all births has
doubled each decade from less than 1% in 1990, to 1.9%
in 2000, to 4% in 2009.3
Social factors around access to IVF introduce variations in
this rate. IVF clinics in Australia are usually located in
capital cities or major population centres, and the expense
often puts IVF out of reach for those who do not carry
private health insurance. The rate of IVF-conceived births
is likely to be higher than 4% for higher-income, privately
insured people living in capital cities.
So on average across Australia today, in a primary or
secondary school class of 25 young people, it is very
likely that at least one student - and in capital cities,
probably more than one student - has been conceived
through IVF. For school teachers, there are pastoral care
implications.
It is already clear that, at an age when children often seek
answers to questions of personal identity, the realisation
that one was conceived through IVF can profoundly
challenge a child’s sense of self and self-worth - especially
when donor gametes and/or surrogacy have been used.
Both processes can place restrictions on a child’s
knowledge of or contact with those who have contributed
to their genetic make-up or biological history. Reflecting
on her own search for her genetic father, one donorconceived adult has eloquently captured a contradiction
intrinsic to donor-IVF and surrogacy:
It's hypocritical of parents and medical
professionals to assume that biological
roots won't matter to the "products" of the
cryobanks' service, when the longing for a
biological relationship is what brings
customers to the banks in the first place.4
School teachers who seek to answer students’ questions
about their conception and birth need to negotiate difficult
social and psychological terrain. In this as in every moral
issue, passing on Catholic teaching effectively means
exercising both the doctrinal and pastoral ministries of a
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Church which professes to be both Mother and Teacher.5
It goes without saying that teachers and others involved in
faith formation must fully understand the Church’s stance
on the use of IVF technology.6 But they must also be very
conscious of the pastoral duty incumbent on all who teach
Catholic faith, since it is unacceptable to communicate the
Church’s objective ethical assessment of IVF technologies
if one does not also communicate the Church’s deep
understanding of and pastoral concern for both the adults
who seek to have children through IVF and the children so
conceived.
For teachers this means not only communicating the
content of Church doctrine accurately and with integrity,
but also manifesting a sincere, compassionate, nurturing
attitude toward those with whom they are communicating
and for whom they are responsible to provide pastoral
care. How should a teacher proceed?
In the first place, it is important to affirm the deeply-felt
need to ‘parent’ which drives infertile couples to believe
they have no option but IVF. The Church esteems
parenthood as a married couple’s sharing in the creative
and sustaining activity of God, one of the ways in which
persons reflect God’s image and likeness and cooperate
with God’s ongoing divine activity in the world.
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Affirming this drive to parenthood also means
acknowledging that the experience of infertility is a form
of suffering that might prompt couples to consider
absolutely any option to relieve it.7 Prior to any critique
of the methods to which they may turn, then, strong
affirmation of the goodness of their innate drive to
parenthood opens up the possibility of talking to, and
about, such couples in pastorally therapeutic ways.
It is also important to affirm, as the Church does, the
positive potential of the medical sciences. Even as it
addresses the ethics of IVF, the Church offers:
a word of support and encouragement for the
perspective on culture which considers science an
invaluable service to the integral good of the life
and dignity of every human being. The Church
therefore views scientific research with hope and
desires that many Christians will dedicate
themselves to the progress of biomedicine and
will bear witness to their faith in this field.8
In highlighting the potential of science, teachers should
be careful to draw students’ attention to the central ethical
distinction between what is technically possible and what
is ethically defensible.9 To put it simply, “that fact that
we can do something does not automatically mean that
we ought to do it.” Examples abound: that fact that
mankind has the capacity to split the atom and create
weapons of mass destruction, or to exploit the
environment thoughtlessly, does not make it ethically
right to do either. Senior students may be led to explore
the value base inherent in all of the sciences, to which
Einstein alluded:
Science can only ascertain what is, but not what
should be, and outside of its domain value
judgments of all kinds remain necessary.10
Along with the ethical questions, students should also be
led to consider three central values: the dignity of the
human person, the essentially relational nature of
humankind, and the importance of being open to the
transcendent. These values underlie the Church’s final
assessment of IVF. The first two are grounded in our
creation in the image and likeness of the Triune God, in
whom both unity and relationship are constitutive. Our
openness to the transcendent is manifested in many ways,
from vague enjoyment of the natural world to quite
specific Christian spiritualities.
Teachers are professionally trained to identify and to ‘tap’
their students’ capacity to grasp these truths. The
students’ sense of justice and fairness based on human
dignity, their experience of desiring to form relationships
of various kinds, and their hope of building a brighter
future, are all indicative of these values and good starting
points for exploring the deeper ethical questions.
Beyond the Church’s ethical issues with the practice of
IVF – principally to do with the destruction of human
embryos – there lies an even more profound problem:
IVF separates the creation of a human person from its
proper locus in the personal loving act of two other
human persons.11
This teaching is based in a rich theological view of
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personhood. ‘Life’ is ultimately ‘gift’, to be received with
gratitude and passed on with humility through actions
which realise our deepest and most intimate human
nature. While we are created as individuals, we are
created for relationship with others.12 We achieve this
most fully when we give ourselves (‘gift’ again) to
another person totally and unreservedly and, on the
foundation of that mutual giving and receiving, establish
a community of life marked by growing affective unity
and an openness to the possibility of creating, sustaining
and bringing to maturity another human person, our child.
Most importantly, the self-same intimate act which
realises the couple’s personal unity (in the image and
likeness of God) also realises their creative potential (in
the image and likeness of God), and so the gift of
‘personhood’ is passed on to the new person through the
unifying and creative mutual self-gift of two persons.
While this argument has a certain elegance, it may fail to
convince a couple consumed by their felt need to parent
children at any cost. As the history of Catholic moral
theology attests, even the clearest reasoning will not
always succeed in overcoming profoundly felt human
drives and passions. Therefore our moral traditions have
long distinguished between the objective moral meaning
of human actions, and the degree of personal culpability
with may be attributed to the persons who choose those
actions. Two of the traditional ‘modifiers of
responsibility’,13 fear and passion, may apply in the
present case: it is entirely possible that a couple’s fear of
remaining childless and what that might mean for their
marriage and sense of purpose in life, or indeed the
strength of their passionate drive for parenthood, might
overwhelm all other factors in their reception of the
Church’s teaching on IVF technology.
As always, doctrinal clarity must be matched by deep
pastoral compassion and understanding of the pressures
to which this couple feel subjected: who but God can
judge the couple’s ability and desire to ‘do and pursue the
good’ as they perceive it? Only to the extent that we fulfil
both our doctrinal duty to teach and our pastoral duty to
care can we claim to pass on the Church’s teaching about
IVF in its fullness.
This is well captured in a message that all IVF-conceived
children need to hear from the Church:
Although the manner in which human conception
is achieved with IVF and ET cannot be approved,
every child which comes into the world must in
any case be accepted as a living gift of the divine
Goodness and must be brought up with love.14
This positive statement of the Church’s respect for the
dignity all human life, regardless of how or why
conception is achieved, should be the first and most
consistently reiterated theme in a teacher’s response to
any questions regarding IVF.
Students’ concerns for their sense of identity are even
more critical when conception has occurred using donor
gametes, and more complex again in the case of
surrogacy arrangements. Hence different jurisdictions
have taken great pains to prioritise the donor-conceived
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child’s right to information regarding the gamete donor15
and, in the case of surrogacy, to ensure that the child’s
right to information about and contact with the surrogate
mother and any gamete donors is subject to courtapproved agreements.16 But because individual donor
arrangements may be subject to different legal
agreements between parties, teachers need to be quite
careful when discussing any particular student’s right to
information or contact. Depending on their age, level of
affective maturity and family situation, it may be better to
refer the student’s concerns back to his or her own
parents.
Discussing surrogacy with students poses yet another risk
of which teachers must be wary. Putting to one side the
question of commercial surrogacy (not permitted in
Australia), even so-called ‘altruistic surrogacy’ raises
questions about the potential ‘commodification’ of
children – that is, the risk of treating children who are the
subjects of surrogacy arrangements as if they were
objects, possessions or goods in respect of which
contracts or legal arrangements can be entered.
In the eyes of some donor-conceived children, it is
fundamentally unjust that IVF and surrogacy laws are
framed primarily around the interests and wants of the
adult parties who seek these options, with little or no real
attention given to the legitimate interests and even the
rights of the children created.17 This ‘rights-based’
argument adds to the Church’s fundamental difficulty
with IVF.
Appropriate pastoral care for students conceived through
IVF begins with reminding them that it was their parents’
great desire to have a child that drove them to consider
IVF in the first place. This is at least an affirmation of
their respect for the child as a person. This focus on the
parents’ primary motivation for using IVF or surrogacy
can help to defuse at a subjective level some of the
tension which can be created by the Church’s objective
critique of the technology, but teachers must be careful
not to dilute that objective critique in the process. Once
again, prudent assessment of the student’s age, level of
affective maturity and family situation may provide
teachers with some guidance on how to achieve an
appropriate balance.
Every child has a need and a right to be affirmed, valued
and respected regardless of the decisions their parents
have or have not made in their regard. This surely is the
overriding pastoral obligation that comes to light as the
Church, Mother and Teacher, strives to fulfil its mission
in Catholic education.
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Sex Cells
Sex Cells, written by Rene Almeling, describes the commercial market that has emerged in the United States for human eggs and sperm. Almeling examines how agendas that are economically, biologically and culturally driven have
lead to distinctly different practices within egg agencies and sperm banks. Further, she observes how these practices
subsequently shape an individual’s perception of the commodification of human gametes.
Rene Almeling is an Assistant Professor of Sociology at
Yale University with an interest in gender, markets,
medicine, and genetics.1 She has written extensively on
gender and reproduction. Between 2002 and 2006,
Almeling interviewed forty-five staff members, nineteen
egg donors and twenty sperm donors from six gamete
donation programs in the United States of America for
her book, Sex Cells. Recipients of the eggs or sperm were
not interviewed.2 Sex Cells has approximately 230 pages,
and is divided into three sections; an introduction
describing economic markets and several sociological
opinions on commodification, in particular bodily
commodification. This is followed by two parts. The first
part unfolds the organisation of the market, through
examination of how the product (eggs or sperm), is
characterised and the portrayal of the product to the
consumer in the market place. Part Two examines the
sociological and physical experience of the market
through the donors’ viewpoint. This encompasses
sourcing the product, and being paid for the product. The
final section of Part Two examines the connections that a
donor may feel towards the end result (child) of the
product they provided for the market. At the end of the
book there is an extensive note section which provides
some comprehensive notes on interviews and further
explanations on the decisions made that shaped the book.
This article discusses each section of Almeling’s book:

Introduction
Almeling notes that the human gamete market consists of
two products from two biologically distinct sources –
eggs or ova from women and sperm from men. Viewing
this market from a biological aspect where both products
are genetic material, eggs and sperm could have equal
value in the market. Structurally the markets for eggs and
sperm could operate on the same principle - recruit
donors to donate genetic material for purchase by
prospective customers to conceive children. However, as
women have a limited supply of eggs, they could be
valued as a scarce resource. As sperm can be replenished
easily, it may not be valued as much by the market.
Conversely, a societal framework may value sperm more
highly based on the income inequality of the genders.
But, woven into this commercial market explored by
Almeling is a cultural expectation – women are supposed
to be the selfless care givers and men are supposed to be
4
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the rational hardworking patriarchs.
Commodification (the assigning of a monetary value to a
bodily good or service) has been contested since the
world’s oldest profession – prostitution. Almeling
discusses the divided attitudes towards commodification.
Scholarship on one side believes the trading of money for
a human being, or some part of a human being could be a
normal expansion of the commercial markets. However,
assuming bodily commodification is harmful for society
and the individual, social relations could be threatened by
this market expansion. Conversely, other scholars
consider the market a variable social process, inconsistent
in its operation, and consider economic processes are
shaped by the social factors surrounding the market and
those who participate in the market.3
Through the analyses of the interviews with staff and
donors at egg agencies and sperm banks, Almeling
considers in Sex Cells the interplay of these different
forces in the American market place for human gametes.4

Organizing the Market
The first section of Sex Cells discusses the organisation
of the commercial market from the initial tentative use of
anonymously donated sperm, to the slick marketing
techniques used for the characterisation of the
“goods” (gametes) within the market today. The effect of
the HIV epidemic on established practises, and the
impact of artificial reproduction techniques are also
considered.
The dawning of the twentieth century saw physicians
surreptitiously using donated sperm for fertility
treatment.5 Eventually when sperm donation was
classified as a medical procedure, physicians sought
donations of fresh sperm from anonymous medical
students and young doctors, matching physical, racial,
and where they could “mental” and religious features to
the husband of the couple.6
By the mid 1980’s, the HIV epidemic changed the ground
rules for sperm donation. As freezing and quarantining
sperm for at least six months prior to use became the
standard practise amongst clinics, physicians relinquished
control of sperm donation to commercial banking.
Minimum sperm counts, sexual disease clearances, and a
strong family health history became part of the algorithm
for donating.7
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Although an established model for gamete donation
existed, egg donation programs did not utilise the model
established by sperm banks. Fresh egg donations were
preferred. Less risky egg retrieval procedures introduced
in the late 1980’s saw women other than those
undergoing fertility treatment start to donate their eggs.
In early programs the donor would often be known to the
recipient. The openness of egg donation programs led to
questions regarding sperm bank practices.8
In the United States sex specific agencies for gamete
donation developed within different branches of medical
research. Policies vary between the different agencies/
banks on the different coasts of the United States, with
some providing basic information regarding a recipient’s
pregnancy to the release of identifying information when
offspring reach eighteen years of age.9

Selling Genes, Selling Gender
Egg agencies and sperm banks were found to employ
similar marketing language – helping people.10 Both egg
agencies and sperm banks screen for genetic and
infectious diseases. This highlights an analogous concern
regarding the exchange of bodily fluids within the market
place. However, Almeling reveals that societal cultural
views of sex and gender shape the “economic logic” and
the “altruistic rhetoric” utilised by the agencies. Women
were expected to demonstrate the traditional role of
“selfless caregiver,” and were questioned on their
feelings regarding the thought of someone who is
genetically related to them being created and out in the
world.11 Men were never requested to consider this aspect
of donation, based on the assumption that women are
more attached to their eggs than men are to their sperm.12
Sperm banks locate themselves near universities assuring
them of a ready supply of intelligent males who were
flexible with their time constraints, and were cash
strapped. If donors are prepared to release identifying
information when their offspring reached eighteen some
of their shortcomings are overlooked, i.e. lack of height
or chubbiness. The most ideal egg donors are young
mums and high academic achieving single women. Both
sperm and egg programs utilised education to ascertain
“genetic based intelligence.”13
As three generations of family health outcomes are
required from the donor, it was unusual for a program to
accept adoptees, who cannot provide a history due to the
circumstances of their birth.14 This is significant. These
agencies are helping to create families with children who
also might not necessarily know the details of their
family history for three generations. Also worth
observing is that Almeling noted that sperm banks reject
more than 90% of potential donors and egg agencies
more than 80%.15
The major marketing mechanism described was the
donors’ profile which introduces donors to recipients.
Women are encouraged to craft a feminine profile
including their motivation for donating, while motivation
is not considered an important aspect of sperm donor
profiles. The real incentive that draws donors – the
financial incentive – is moulded into “genderSPRING 2012

appropriate” terminology on donor profiles.16
Consequently through market practices the recipient is
procuring a “gendered commodified personification of
the donor.”17
When a donor is chosen by a recipient it is called a
match. For egg agencies this is the trigger to begin the
medical and psychological selection processes to confirm
suitability prior to the signing of the legal contract.
(Unsuitable donors have continued in programs if a
recipient has become attached to them). Sperm banks
differ as they release profiles after medical screening and
sperm count completion. Prospective sperm bank
customers are therefore requested to nominate several
potential donors allowing for the possibility that someone
else has purchased a particular vial.18
Sperm donors are rarely provided with recipient
information, unlike egg donors who are often provided
with personal anecdotes to personalise the transaction.
Egg agencies prefer “repeat donors,’ who are reliable
with proof of a previous child - the ability to produce an
egg that results in a pregnancy. Sperm banks just require
donors to have a high sperm count.19

Experiencing the Market
Producing Eggs and Sperm
This section of the book examines donors’ perception of
the market through their experiences of donation and
remuneration.20
A woman who undergoes egg donation experiences
similar procedures to a woman who undergoes infertility
treatment. However, one is paid a large sum of money to
undergo the procedure and the other pays large sums of
money. Egg donors were found to describe the
procedures less melodramatically and the impact on their
lives as less onerous than infertile women. For sperm
collection, men are expected to perform an act that has
been shrouded in clandestine ignominy. Men commented
that the procedure is not as pleasurable as expected.
When describing their donation men invoked business
rhetoric, such as “taking care of business,” potential
donors as “prospects,” and recounting that the first visit
to the bank was similar to attending a new job. All of this
exemplifies a sperm bank framework which is ultimately
going to influence the donor’s experience of bodily
commodification.21

Being a Paid Donor
As acknowledged previously, one of the major reasons
men and women donate their gametes is the remuneration
as donors are often in low paying jobs or students. Also,
women often played down their interest in compensation,
whereas men were more honest in their approach to
receiving remuneration. About a fifth of the donors who
were interviewed did state that helping others conceive a
child was their main priority in donating. These people
were at a different stage in their lives and had often seen
a personal struggle with infertility. Some sperm donors
thought they had genes that were worth passing on,
offering longevity, intelligence, athleticism.22
Compensation varied markedly between the genders.
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Compensation for sperm donors was approximately
$50.00-$75.00. For women, a risk factor is calculated into
the compensation. The American Society for
Reproductive Medicine ethics statement determined that
about $5000 was acceptable; over that figure justification
needed to be provided and over $10,000 was not
acceptable. After the control of the gamete market was
relinquished by physicians (a regulated professional body
with a code of ethics), to businesses the market in
America is no longer easily regulated.23
Often staff of egg agencies determined how much a
woman would be paid for her eggs. Although acting in the
best interests of the donor they also ascertained what a
recipient could afford.24 Due to the scarcity of donors,
African or Asian women are able to command much
greater compensation. Egg agencies in essence broker a
deal between a donor and a recipient, who then execute
the steps of their transaction elsewhere - in fertility
clinics. However, sperm banks are more than a brokerage
house; they provide a place for sampling, testing, storage
and shipping. Women are paid for each egg retrieval,
irrespective of how many eggs are obtained. Yet a man
must produce a sample that meets the sperm bank
benchmark to be paid. Men were often paid fortnightly
(pay check), whereas women were compensated once
retrieval surgery was completed.25 The market forces of
the economy of sex cells are further tangled by sperm
donors being rare and egg donors being plentiful.
Almeling suggests that egg donation may be more
culturally acceptable.26
Egg donors would often work with a particular recipient,
thus the economic valuation of eggs becomes an intimate
exercise, with the transaction framed as a gift.
Conversely, sperm donors provide sex cells for several
future parents.27 Both donor responsibilities are similar to
those of a job, however, egg donors are encouraged to
think of their job as a meaningful one. Gifts are often
presented to egg donors as a reciprocal arrangement for
the gift they are providing. Traditional portrayals of the
removed male and altruistic female also shaped the
feelings which the donor was expected to exhibit.
However, the biological offspring of sperm donors are
more likely to attempt to make contact with their
biological parent through a sperm bank’s identification
release program. The biological offspring of egg donors
seldom attempted contact with their biological mother.28
At one non-profit sperm bank the framing of donations
was a little different and the men spoke of their donation
as a service, providing a middle ground between a job and
gift. Only one man knew something specific about his
recipients unlike the women who donated eggs, where up
to 80% of donors had some knowledge of their recipients.
Again, it was found cultural and social forces were at
play: men tend to help others through paid work and
women through rewarded giving.29
Thus, this framing of gift and job created different
donation and remuneration experiences for donors. Men
utilising the business rhetoric described “recipients” as
customers, sperm banks as “middlemen,” and samples
6
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“not being on the market yet.” Women sometimes
discussed the recipients “investment” of time and money
to have a child through IVF and egg donation. However,
it was the male donors who described feelings of
“objectification and alienation” and that their bodies were
“assets or resources.”30 One donor was asked to “resolve
his problem” after providing a low quality specimen. As
another said, there was pressure to perform at the job.
Even those who did not need the money and thought
donating was an “act of charity,” felt like second class
citizens as sperm banks often ask donors to enter through
a side or back door. The feeling of sperm donors being a
resource was further heightened by a sense that sperm
banks are really in business for women, so they can have
a child. The non-payment for low quality samples
enhanced the sentiment of being a performing resource.
This experience of commodification by sperm donors
encouraged a sense of alienation. Almeling does not
describe the women in the study utilising such language.
One woman spoke of being of more “value” and
registered with altruistic donation programs such as the
bone marrow register, hence providing no sense of feeling
dehumanised as suggested by some scholars in
discussions of commodification of the body.31

Defining Connections
In the final chapter of Sex Cells, the connections between
the donor and the child born are examined through the
donation experience and cultural and societal influences.
The birth of a child involves an egg, sperm, and a woman
who carries the child to birth. Almeling noted the focus of
most social science research is towards to the parents who
will raise the child, who may or may not have contributed
to the birth of the child. The fusion of cultural and
biological suppositions, expect women to feel a greater
association with their eggs than men with their sperm.
Evolutionary psychology contends that women have
fewer eggs than men have sperm, and the process to
produce eggs and have a child requires greater effort on
the part of the woman, thus she will have a greater
amount invested in an offspring than a man. Further,
Almeling notes, social scientists have challenged maternal
instinct stating that the view is overly reliant on biological
determinism. Through referencing in the surrounding
social context, biological ties can become dependent on
what the person is providing, gestation or genetics.
Surrogate mothers downplay any connection to the
children they bear, highlighting the female recipient’s role
especially if she has provided the egg. Alternatively, a
woman who gestates a child conceived with a donor egg
will highlight her role as the gestating mother rather than
the donor’s genetic connection to the child. 32

‘I’m a Father!’ or ‘Just an Egg’
As described previously, the algorithms within sperm
banks and egg agencies orientate donor views. Generally
sperm donors define themselves as the father of children
who are born as a result of their donation. Younger donors
appeared to be more dismissive of their role and the life
experiences of older donors was reflected in their
understanding of their role, often distinguishing their own
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children from their “other” children.33 On the other hand,
egg donors did not consider themselves the mother of the
children born through their egg donation. Consistently,
women interviewed stated that their donation consisted of
“just an egg,” and they are giving a “gift.”34
The break down of motherhood into conception,
pregnancy, birth and caregiving combined with the
emphasis placed on the recipients by egg agencies,
provided women with a different framework to men. The
emphasis on the recipient saw almost 70% of women
noting their gamete would be placed in another’s body,
whereas only 5% of men bothered with this detail.
However, women simply saw themselves as providing an
egg, easily making a division between biological and
social parenting. When challenged, women described the
recipient as being the one who is present at conception,
who carries the child and provides the home for the child.
The egg donor is divorced from all these actions.
However, for men there is an uninterrupted link between
sperm and child. These attitudes are embedded in the
culture of the egg agencies and sperm banks.35
The tradition of recognising the male contribution as
being one of providing the seed and women of nurturing
the seed stems from the ancient Greeks. Almeling uses
the anthropologist Carol Delaney’s argument that
maternity and paternity are expressed within the cultural
context in which they exist. Identity release programs
enhance the male paternity cultural role by suggesting his
role is important in the donor child’s life, but egg
agencies encouraged a desensitising to the genetic
relationship of the mother to her egg and a reinforcement
of the nurturing role of mothers. Thus, a paradox exists men do care and consider the provision of sperm links
them to fatherhood. However, as the features of
motherhood are able to be separated, women donating an
egg, can separate themselves from the different phases of
conception to birth and nurturing a child. Men cannot
divide up fatherhood into stages, thus they are still a
father of some description. This sensitising of the genders
affects the interpretation of social and biological
parenthood.36

Conclusion
Most women cycle with their recipient for egg transfer,
unlike sperm which can be frozen, thus there is no cause
for the development of an intimate relationship. The risk
involved with masturbation is less than that with egg
collection, therefore women are paid more irrespective of
how many eggs are retrieved, yet a man is only paid for
his performance linked to a standardised protocol, even
though sperm donors are rare. To do this differently,
Almeling suggests that eggs retrieved could go to a
number of recipients and sperm could become exclusive
to one recipient, with the donor developing a relationship
with the recipient. Women could be paid for the number
of eggs retrieved and be treated as employees just like
men are at sperm banks.
Almeling challenges the accepted model that the
biological differences between men and women
determine the differences in the markets for eggs and
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sperm. What she offers is an insight into the sociological
and cultural influences that manipulate the market for sex
cells to meet the cultural norms of “maternal femininity
and paternal masculinity.”37 While these are traditional
manifestations, unexpected differences are experienced.
It is surprising that it is the men who feel more
dehumanised than the women through the manipulation.
The organisation of the market for gametes as being
either a “job” or a “gift” ultimately affects the donor
rationalisation that comes with being renumerated for the
donation. Providing the gift of an egg is not seen as
selling your baby to another. Donor identification release
programs more common in sperm banks in the United
States help with acknowledging that the sperm donors’
contribution is of some significance - as your offspring
may want to contact you. However, both sperm donors
and egg donors are discouraged from seeing themselves
as being responsible for their offspring.
Sex Cells illustrates that as with any marketplace the
market is manipulated to provide a product to a consumer
who desires the product. The manipulation of this market
also affects the donor and recipients’ experience of
bodily commodification.
The following was offered by a psychologist working in
one of the agencies interviewed for Sex Cells:
“Medically, the invention of IVF really broke it down to
[fallopian] tubes, eggs, uterus, sperm. To this day, that’s
how we solve the problem. Do you need sperm or eggs,
or do you need both? Or do you need a uterus? What do
you got, what do you need, and what can you give up
psychologically? Then sort of broker what you need.”38 Is
this how we want future generations created?
Note: All gamete donations in Australia must be
altruistic. Reimbursement of reasonable costs is allowed.
Clinics are not permitted to use gametes where the donor
has not consented to release identifying information.
These regulations are part of the Ethical Guidelines on
the Use of Assisted Reproductive Technology in Clinical
Practice and Research issued by the National Health and
Medical Research Council of Australia.39
The Catholic Church teaches that the conception of a
child should be “brought about as the fruit of the
conjugal act specific to the love between spouses.” It
accepts any medical intervention which assists the
couple’s sexual intercourse to result in pregnancy.
However, it rejects any techniques (such as IVF) which
seek to bring about conception in other ways. It
specifically rejects all forms of “heterologous artificial
fertilisation” which seek “to obtain a human conception
artificially by the use of gametes coming from at least
one donor other than the spouses who are joined in
marriage.”40
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Kerri Anne Brussen 

Spiritual Care of the Dying Person
The Catholic bishops of England and Wales have issued a guide to the spiritual care of the dying person. It reminds
us that spiritual care is an essential part of holistic palliative care, and that every health professional has a role to
play in the provision of spiritual care.
On 25 June 2010, the Department for Christian
Responsibility and Citizenship from the Catholic
Bishops’ Conference of England and Wales issued A
Practical Guide to the Spiritual Care of the Dying
Person. A forty-four page booklet, it is available either as
a printed publication or a free download from the web.1 A
draft version of the statement had previously been
released for public comment on 3 February 2010.2 The
writers of the statement were palliative care physician Dr
Catherine Gleeson, bioethicist Dr David Albert Jones
(now the Director of the Anscombe Bioethics Centre in
Oxford), chaplain Fr Paul Mason, and the theological
consultant to the Bishops’ Conference of England and
Wales Revd Dr James Hanvey SJ. As an invitation to
people to obtain and read this booklet, this article
presents some of its most important insights:

Our Spiritual Dimension
We human beings have a deep intuition that there should
be purpose and meaning in our lives. Over a lifetime,
therefore, we search for purposes and commitments
which will give us meaning. Many of us find what we are
searching for in our relationships, in our work, and in
many other experiences. We find it in what we have
learnt, how we have changed and who we have become,
and in the sense that we have made a difference through
our lives. Many of us find it through spirituality and
spiritual practices, perhaps (or perhaps not) as part of a
religion which reveals our connection to a Higher Being.
As the Guide notes, “illness is a time when… questions
of a spiritual nature rise to the surface.” This happens
“especially… when someone is approaching the end of
their life.”3 At this time, we want to make sense of the
journey which has been our life. There may be unfinished
business, such as completing certain tasks, making a will,
planning our funeral, having significant talks with our
loved ones, and perhaps trying to set things right where
there has been a longstanding quarrel or where we have
done the wrong thing. Also, “at such times, many people
8
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who might not describe themselves as ‘religious’ might
wish to return to a faith they were brought up with,
finding in it hope and comfort.”4
Our spiritual dimension is an inescapable part of who we
are. If care is to be truly holistic, it cannot attend only to
the physical, emotional and social dimensions of who we
are. Truly holistic care also attends to our spiritual
dimension.

Spiritual Distress
The Guide notes many phenomena which may indicate
spiritual distress. Sometimes, the spiritual dimension is
quite explicit. For example, a patient may complain that
they have done nothing to deserve this sort of suffering,
or they may feel angry because God has not answered
their prayers and healed them, or they may feel very
afraid about meeting God when they die. At other times,
however, the spiritual dimension of their difficulty can be
quite hidden. It may be spiritual distress if a patient
experiences persistent pain which does not respond to
medication, or ill-defined yet persistent anxiety, or
unresolved grief or anger, or a host of other symptoms.
Families and friends can experience spiritual distress too.
Above all, the Guide encourages health professionals to
consider the spiritual dimension and spiritual distress as
they seek to understand and respond to symptoms
exhibited by patients and their families and friends.

Spiritual Care
If we do not consider the spiritual dimension, we fail our
patients, and we may even do them harm.5 This is a
particular danger nowadays, when many health
professionals are not entirely comfortable either with the
spiritual dimension of life or with providing spiritual
care.
While chaplains have a special role, the Guide reminds us
that every health professional should be concerned about
and involved in spiritual care. It offers many suggestions
about doing this. It is appropriate to inquire about
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spiritual concerns – asking, for example, “How are you
in yourself?” or “Are there particular things that are on
your mind at the moment?”6 While we should not thrust
our beliefs onto a patient, in some cases it can bring a
patient great comfort if we are able to pray with them.7
On this matter, it is significant to note a recent
systematic review of peer-reviewed articles about
spiritual care. It concluded that the results of providing
spiritual care “are substantially positive and beneficial,
thus confirming the place of spirituality in the holistic
construct of palliative care.”8

faith anew as they encounter the reality and the mystery
of death.
Another review has said that this Guide is relevant to
health professionals who care for dying patients, for
these patients’ families and friends, and for these dying
patients themselves.14 I agree. I hope therefore that this
brief discussion will encourage many health
professionals, along with many patients and their
families and friends, to obtain, read and reflect upon
this important statement.
ENDNOTES
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All the above was discussed in the first chapter of the
Guide. The second chapter explores ethical issues. It
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therefore we should not try to flee from the inevitable
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about these matters.9
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peace, saying their goodbyes.”10 Wherever possible,
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The Mystery of Death
The final chapter of the Guide invites us to ponder the
mystery of death. Some health professionals do become
desensitised and somewhat blasé about death, so this is
an important reminder. The Guide invites us to consider
the significance of what is happening “for the person,
for the carers, for us all.” Such reflection “opens us to
something of the depth of being human.” “In the
process of dying everyone – the person dying and his or
her carers – will in some way be touched by the most
profound questions of life. What does it mean? Is death
the way in which our lives end in nothingness or is
death a movement into something which is
unknown?”12 Christian belief is that “after death the
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Kevin McGovern 

Enjoying A Night Out? – The Longer Term Consequences
This article begins with a fictionalised account of a teenage party to celebrate a sporting club’s end of season
achievements. It then looks at some of the potential outcomes of the behaviours displayed and the longer term
consequences.
It was a night of celebration for a group of young men
just on the brink of adulthood. They were coming
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together to celebrate the end of their sporting season.
The parents of the young men were also invited to attend
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the celebration. As many boys had been part of the club
for a number of years, most of the families knew each
other. Being boys, it would not a party without girls.
Although girls were not involved in their sporting club, a
number were invited. A majority of the girls were
unknown to the host family.
So what happened that night? Even though some of the
attendees were over eighteen, others were not. As
expected, the parents who were attending the party would
be responsible for their son if he was under eighteen and
drinking.1 Other boys who did not have parental
supervision also brought alcohol with them. However, the
host family did not seek permission to serve alcohol, from
the parents of the children attending as they were not
providing alcohol to any of the young men or women.
Many of the young men indulged in alcohol, some
drinking too much, others were more restrained either by
the presence of their parents or by their own personal
standards. What about the young ladies who attended?
Only a small number of the parents of the girls contacted
the host family to ask about the party, to establish what
supervision would be available, and to ascertain the
situation with alcohol - whether alcohol was going to be
provided or not. Some of the girls decided not to drink, or
drank only in moderation. However, for some girls, it was
obvious that they had been drinking alcohol before their
arrival at the party. They also came with a supply of
alcohol.
A number of the girls latched onto boys, sometimes a boy
they had never met before. Thus, a boy occasionally
found himself with a girl draped around him. Some of the
boys responded to this attention enthusiastically.
Occasionally, couples were seen encouraging each other
into a dark or private corner. This was not only a risky
situation for the girl; it was also a risky situation for the
boy. In the heat of the moment, these girls may agree to
behaviours that they may subsequently regret, or they
may be unable to fend off unwanted and unwelcome
advances. On the other hand, who was going to believe
whom, when and if the girl decided to call this liaison
assault? This complaint could be well founded, or it
could be because the boy refused to comply with
whatever the girl requested, or it could be because the
girl was too drunk to realise what she had agreed to - in
a darkened isolated environment where there were no
witnesses.
The boys enjoyed their night. As noted, there were some
who had too much to drink. For most, there was parental
supervision or the supervision of a friend’s parent who
was taking them home. The police arrived at one point to
ask for the music to be turned down. Not an unusual
occurrence for a suburban party. Gradually the party
thinned and the girls made their way home, often
disappearing when their parent rang them from their car
to let them know they had arrived at the party to take
them home or the taxi they had called had arrived. Some
of the girls required escorting to waiting vehicles due to
their inebriated state. Very few parents made their way to
the front door to collect their daughter, to have a quick
chat with the host family and to thank them for hosting
10
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the party. Overall it was an enjoyable night for those who
attended, parents included.
This account of a party appears innocent enough. It was
without any major dramas of people experiencing lifechanging accidents or being “king hit.” However, it does
highlight several issues and risks which have been raised
by the media and the medical profession regarding risky
behaviour in this age group.
An initial question that needs to be contemplated is: were
the young women who attended the party safe? The
answer at this function is yes – probably. There were
plenty of parents attending, parents who as parents would
have been concerned about the safety of all as a duty of
care. Even so, the element of risk cannot be denied.
An additional concern is that some of the girls arrived
with alcohol or had obviously been drinking alcohol prior
to arriving at the party. A number of the girls were aged
less than eighteen years, so a further question is who
provided these girls with the alcohol they brought with
them to the party? Was it their parents or perhaps an older
sibling or friend who was over eighteen? Did the friend
or sibling have parental permission to provide the girl
with alcohol?

Alcohol
The Australian Guidelines to Reduce Health Risks from
Drinking Alcohol suggest that the safest option for 15-17
year olds is to delay the initiation of drinking for as long
as possible.2 Further, we know that brain maturation is
not complete until around the age of 25 years. Because
alcohol is known to affect brain development in young
people, it is recommended that drinking - especially
heavy drinking - should be avoided in the late teens and
early adulthood. It has been noted that binge and
excessive drinking could adversely affect brain function
in later years.3 What impels young people and their
parents to shrug off this information? What impels young
people to think that the only way to enjoy yourself is to
make sure that you have in your hand, alcohol? Fr Chris
Middleton approached this subject in an article recently
in The Catholic Weekly – “Teens and drink: lessons for
us all.”4 Middleton challenges the role that parents and
their example may play in the drinking culture of
teenagers. He suggests that parents also need to be
available to offer transport, provide safe venues for
parties and to ring hosts to check on arrangements,
irrespective of what their child may think. In this
fictitious story, many of the parents of the young men
attended the party and were therefore in a position to be
more involved in their son’s activities that night.
However, this was not the case for many of the young
women.
Further concerns have been raised regarding the risks
involved with alcoholic energy drinks. In June 2011, a 16
year old Victorian girl died after consuming a number of
these drinks. Jerril Recheter from Vic Health questions
why alcohol companies continue to manufacture and
advertise such drinks specifically for the market of young
drinkers.5 These drinks have been dubbed a “blackout in
a can” as they have the potential to erase the night’s
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events. The drinks are also known to create a “wide
awake drunk feeling” which leaves the person who has
consumed the drink feeling as if they are in control. A
number of American states have already banned alcoholic
energy drinks.6 Experimenting with alcohol is not unique
to this generation of teenagers but the marketplace now
consists of more options than a generation ago, some
which are lethal in the wrong hands.7

Assault
A further issue created by the behaviour of some of the
young men and women that evening is the risk of sexual
assault. We readily think of the risk of girls being
sexually assaulted, and there are far too many examples
of girls and women who have suffered from male
violence. In the scenario described above, the risk that
one of the girls could have been sexually assaulted cannot
be ignored or downplayed. In this scenario, however, the
behaviour of the girls could also have put the boys at risk.
As noted, some of the girls had been drinking alcohol.
For some, this was not social drinking but drinking to
such an excess that they were not in control of their
actions. This was obvious by their behaviour of seeking
out boys to support them. Risky sexual behaviour in
drunken teenagers is well documented.8 While studies
focus on sexual coercion by males to females, the
behaviour in this account of some of the young women
could see the sexual coercion tables turned. On occasions
it could have been one of the girls attempting to take a
boy into a dark secluded place. While not a similar
situation but with a devastating outcome, the short movie
Every Family’s Nightmare: Lies, Deception and the High
Cost of Justice is a reminder of a one person’s word
against another.9 This is a film that details a year in the
life of a family whose fifteen-year-old son was wrongly
accused of rape and jailed for a year in Western Australia.
To assist in their son’s defence, the young man’s family
assembled an international team of experts. After a year
the girl who accused him of rape confessed that she was
lying. This battle cost the young man’s family everything,
and the young man lost a year of his life in jail.
Disturbingly, experts state that a similar situation could
occur - in any Australian state.10
The focus of this film was to highlight how the justice
system failed the young man. However, the young men at
the party described above could have found themselves in
a similar situation to the young man in this film. Both
genders should therefore avoid placing themselves in
risky situations; especially because, with the influence of
excessive alcohol, judgement is impaired, as is recall of
events.
It is mainly young males who experience alcohol related
harms. Alcohol is involved in 13 per cent of all deaths in
Australians aged 14-17 years. Each week at least sixty
Australian teenagers are hospitalised and one teenager
dies due to an alcohol related cause.11 Recent media
reports describe “party nights” – that is, Friday and
Saturday nights - where ambulance crews in the inner city
of Melbourne spend their shift attending to alcohol
related injuries. Head injuries are common and it is only
SPRING 2012

luck that separates those who are mildly concussed from
those who die. Serious longer term consequences involve
personality changes, mood swings and paralysis.12

Sexually Transmitted Diseases
The Fourth National Survey of Australian Secondary
Students, HIV/AIDs and Sexual Health published in 2008,
found that just under one third of their sample had
experienced unwelcome sex, with 17% stating they were
too drunk.13 Almost 25% of the sexually active students
said that the last time they had sex they were either drunk
or high on drugs, with a significantly higher proportion of
males, 34%, compared to 20% of females. Binge drinking
was also explored in this survey. 71% of young men and
84% of young women in Year 12 reported an episode of
binge drinking during the two weeks prior to the survey.
The conclusions from this report suggest that the role of
alcohol in unwelcome sex had increased since the
previous report in 2002, as had the number of students
reporting binge drinking on three or more occasions.
Young people are one of the priority groups that will be
targeted in the Second National Sexually Transmissible
Infections Strategy 2010-2013. Fifty per cent of young
people have experienced their first sexual encounter by
aged 16.14 The strategy notes that risk-taking could
expose young people to a greater risk of contracting a
sexually transmitted disease. The strategy was initially
developed as a rising rate of sexually transmitted
infections (STIs) had been detected, in particular the rates
of chlamydia infection. Also acknowledged is the “causal
relationship between STIs and reproductive and sexual
health consequences, such as pelvic inflammatory disease
and infertility.”15 In 2001, chlamydia diagnosis for the
age group 15-29 years accounted for 825 infections for
the whole population. Since 2001, the rate of chlamydia
infections has more than tripled for both males and
females aged over 15 with the largest increase in the 1519 year age group. For females aged between 15 and 19
years the chlamydia infection rate increased from 569 per
100,000 in 2001, to 2,228 per 100,000 in 2011, and for
males, the rate increased from 150 per 100,000 in 2001,
to 714 per 100,000 in 2011. Males aged between 20-24
years had the highest male rate of diagnosis for
chlamydia, (1,423/100,000).16 The notification data of
sexually transmitted diseases tells us that STIs are more
prevalent than they were a decade ago, but this data does
not provide any information on the psychological,
reproductive or sexual consequences that our young
people may experience as a result of an STI.17 Chlamydia
infection rates have been utilised to illustrate the increase
in STIs in teenagers and young adults. Other STIs, such
as genital herpes and warts, syphilis, gonorrhoea,
hepatitis B and C as well as HIV infection, can also cause
long term consequences to an infected person.

Conclusion
The transition into adulthood has always been fraught
with risks and risk-taking behaviour. As parents of this
generation of teenagers and young adults, we need to lead
by example. Think about how we celebrate, and show our
children how to drink responsibly. Think about the safety
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of our children. Do not be afraid to be the parent who
rings to ask about the supervision at a party, the provision
of alcohol. Be the parent who picks up their child, rather
than allowing them to catch a taxi, offering to take their
friends home as well. Tell them of the exquisiteness of
love and intimacy in a loving permanent relationship, so
as to encourage them to delay sexual intimacy and not be
part of the STIs statistics which may leave them with a
life-long legacy.
While we cannot protect our children from all risks, we
can provide a safer path for them, to grow in adulthood.
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