
right it rings the death knell for the NHS and opens the way
for unprecedented deregulation.
The good news for the commercial sector is that the panel

predicts increased spending on private health care by both
NHS purchasers and private insurers. The bad news for the
public is that multitiered health care systems will emerge
with different standards of care available to patient groups
depending on their access to private care and ability to pay.
The report recognises that this is already happening as
a consequence of devolving purchasing to districts and
fundholders.
The panel has a definite view ofwho the consumers are, but

they are not poor, old, chronically sick, or disabled people.
While the panel predicts increased choice, increased par-
ticipation, and increased levels of services for patients it fails
to relate these to the predictions made for the future of
purchasers and providers. Thus while "patient levers" will
force the general practitioner fundholder to offer all this
increased choice they see "no problem with GPs having to be
more selective about who they refer since they now have a
budget to work to." Nor do they see a problem with the
reduction in numbers of hospital beds: "Beds will just
disappear; the hospital authorities won't consult anyone, they
will just take them out of use." And hospitals will close
as a result of cost containment, switches in contracts, and
competition with the private sector.
These reports expose managers' growing discomfort with

politicians and the role they are being asked to play in the

continued underfunding of the health service. They also
suggest that managers are concerned less with protecting the
values and principles of the NHS than with protecting
themselves from the wrath of politicians and the fallout from
their local communities. The reports also show that the
internal market has not controlled costs, provide further
anecdotal evidence that it has harmed the central tenets of the
NHS, and suggest how deregulation and alternative funding
will accelerate these processes. If health service managers
really want to get the debate on priority setting and rationing
underway they should stop crystal ball gazing. What we need
from them is an immediate and honest evaluation of the
impact of the internal market on equity, comprehensiveness,
and equality of access to health care for the people of Britain.

ALLYSON M POLLOCK
Senior lecturer in public health medicine

St George's Hospital Medical School,
London SW17 ORE
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Sex selection

"The rights ofman " or the thin edge ofa eugenic wedge?

If the ability to choose the sex of one's children had been
available 70 years ago some aspects of recent history might
have been different. George VI and Councillor Roberts, for
example, might not have chosen to father only girls, depriving
us of the Queen and Lady Thatcher.
Two recent events have focused attention on the imminent

reality of preconceptional sex selection. The first of these is
the opening of a gender clinic in north London '; the second is
the publication by the Human Fertilisation and Embryology
Authority of a consultation document seeking views on
whether primary sex selection should be freely available.2
Although methods of selecting sex before conception are not
entirely reliable, it is timely to consider how we wish to
respond to them when they become so.

Is primary sex selection (that is, selection of sex even when
the fetus is not known to have a sex linked disorder) merely
extending the control we already have over family size to
include composition (for example, ensuring that a family
ends up with "one of each")? Or is it fundamentally different,
involving the selection of individuals on the basis of character-
istics unrelated to illness?
The debate hinges on the likely consequences of the

intervention for prospective parents, families, and society in
general. A reliable test would present all prospective parents
with choices: the choice of whether to take the test and, if they
do, to choose the child's sex. How would such decisions be
made and by whom: the mother, the father, other siblings,
grandparents? If there was conflict about the choice would
one parent feel less responsibility or love for the child?

In effect, parents will be invited to weigh up the relative
merits of a male or a female child before conception.

Preferences vary among societies. While there is a preference
for male children in some societies, such as those with dowry
systems, it is weaker in Western societies.3 A recent American
study of university students has shown that over the past
15 years the preference for male children has fallen.3 If the
sampled students had had all the children they wanted, in
1972, 55% of them would have been male, in contrast with
52% in 1987. Preferences for firstborns to be male fell from
85% to 70% over the same period. Despite this, of those using
the first franchised clinics in America, Asia, and Europe,
236 couples have chosen to have boys while just 15 have
chosen girls.' In Britain most early consumers have been
seeking male children (BMA conference on sex selection,
London, April 1993).
The main demographic consequences that have been

considered are a smaller population, as people are enabled to
complete families with their preferred sex ratios,4 and changes
in population sex ratios. Although amniocentesis and
chorionic villus sampling have not altered sex ratios in
Western countries, the use of these procedures is associated
with an altered sex ratio in China and India in favour of male
children.5 Sex selection offers the possibility of avoiding
female infanticide and midtrimester abortions: while this
seems attractive, a small but growing group in India argues
that what is needed is an elimination of inequality, not ofbaby
girls.6 What needs to change, it argues, is a set of social values
that results in an obstetrician offering commiserations not
congratulations on the birth of a healthy female child.

It is difficult to predict how people in Britain will respond
once a reliable test is available. Responses will depend in part
on the barriers to its use, such as cost and ease of access.
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Evidence exists, however, that once a medical technology is
available its use becomes established regardless of broader
social considerations.7 If preconceptional sex selection was to
become available one option would be to limit it, initially at
least, to licensed centres. This would allow detailed research
not only on the safety and reliability of the technique but also
on the gamut of psychological, social, and demographic
consequences. Without this research we cannot judge
whether individual benefits of influencing the sex of our
progeny will outweigh adverse social consequences.

Preconceptional sex selection has been condemned as an
example of positive eugenics-that is, an attempt to improve
(as defined by the perpetrator) the inborn qualities of the
human race.8 It differs, however, from past eugenic episodes
in not being perpetrated by a state. But does an absence of
state intervention in such matters make it acceptable for
people to select genetic characteristics of their unborn

children? This is a key question that now confronts us as the
fruits of analysis of the human genome reach the clinic and the
marketplace.
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Biochemical screening for Down's syndrome

The NHS shouldprovide itfor allpregnant women who want it

Providing secondary prevention of Down's syndrome by
offering prenatal diagnosis and selective termination to
parents with high risk pregnancies identified on the basis of
maternal age has been routine in modern obstetric care.
This approach, however, has the limitation that younger
mothers (under 35), who account for most cases of Down's
syndrome, do not have the option of prenatal testing.

Against this background it was found that in pregnancies in
which the fetus had Down's syndrome maternal blood
showed various alterations in biochemical markers and this
information could be combined with maternal age to produce
an estimate of the risk of the syndrome.'-3 This allowed the
extension of screening to mothers of all ages, and prospective
studies have confirmed the efficacy of this approach.46 There
are, however, five main points of controversy.

Firstly, is prenatal screening for Down's syndrome
justifiable on ethical and social grounds? About one in 12
people in Britain strongly oppose all forms of prenatal
diagnosis, and the general policy has been to allow people to
choose whether they want prenatal screening and to support
their informed choice.7
The second point relates to whether screening based on

maternal serum or matemal age has the higher detection rate.
In Britain, using a maternal age of 35 or over as a cut offwould
identify about 7% of all pregnancies as high risk; these
pregnancies would include 30% of the pregnancies in which
the fetus had Down's syndrome. Many retrospective and a
few prospective studies have shown that combining matemal
age with information from biochemical markers lowers the
false positive rate (to 3-7-5-1%) and increases the detection
rate (to 48-73%).'168 The positive predictive value rises from
one affected pregnancy in every 120 diagnostic prenatal tests
done on the basis ofmaternal age alone to about one in 40 done
on the basis ofmaternal age and biochemical markers.
The third point, which has generated much dispute among

screening laboratories, relates to the best combination of
analytes for screening maternal serum. Further experience
from prospective studies should resolve the controversy, and
we must hope that commercial considerations do not interfere
with the publication of these data.
The fourth controversial point relates to the cost of

maternal serum screening and the decision whether to

introduce such screening. Adding a single marker such as
human chorionic gonadotrophin to an existing programme
using ot fetoprotein screening for neural tube defects results in
laboratory test costs of / 10-,C 15. This cost is offset by the
reduced number of diagnostic prenatal tests required in view
of the combined test's enhanced specificity. Clearly, however,
the laboratory does not operate in isolation, and the costs of
training and counselling before and after the tests need to be
considered. The costs of counselling before screening on the
grounds of maternal age alone also need to be taken into
account. If, as in my experience, most pregnancies in which
the fetus has the syndrome are identified and the parents
choose termination of their pregnancies this will substantially
alter the birth frequency for Down's syndrome. But this
should be regarded as a byproduct of a programme whose
main objective is the improved opportunity for informed
choice coupled with the most effective use of scarce resources.
The final point relates to whether centres that decided early

on to introduce screening made the right decision. Already a
majority (estimated at 69%) 9 of British districts and health
boards have opted to introduce such screening. All have had
difficulties with educating patients and counselling, and all
have been handicapped by a lack of national coordination
and funding. Hence programmes have been introduced
piecemeal, which has led to different approaches and
inadequate education, counselling, and monitoring.7 8

Despite these limitations I believe that screening funded by
the NHS is preferable to private testing as it avoids inequality
of access, which is inherent in private medicine. Further
development of such screening is inevitable, with more
accurate biochemical markers '° and the extension of screening
for Down's syndrome (but not neural tube defects) into
the first trimester.'"-" This will compound the present
deficiencies unless these are rectified by the Department of
Health taking a far more active role.

MICHAEL CONNOR
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