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Opinion

The hardly clear-cut, volatile and intensively controversial notion of naturalness inevitably emerges from careful considerations of issues contemporary bioethics is concerned with. The following are among current and upcoming issues, which modern ethics is called to address, where naturalness strongly emerges as a potentially prohibitive factor: Intervention in and modification of the human genome (human gene editing), reproductive cloning, development of neuro-sciences-related techniques (e.g. deep brain stimulation), post-menopausal pregnancy (reproduction), prolongation (lifelong ?) of female reproductive lifespan obtained through ovarian tissue cryopreservation/(auto) transplantation in otherwise healthy women, development of in-vitro fertilization (IVF) techniques allowing same-sex couples to become biological parents.

With the rapid advent of techno-sciences in medicine and biology, borderlines between what is natural and what unnatural/artificial become increasingly blurry, shifting towards the unnatural, thus leaving room for what is viewed as natural to expand in. What today is unnatural tomorrow may be natural or on the verge of becoming natural. The limits of human abilities as well as human corporeity are becoming all the more unclear. Besides, some "new classes of 'unnatural' entity” [1] have emerged along a continuum between natural and unnatural (such as the so-called "artificial gametes”, the only difference of which from natural ones is the fact that they are derived in vitro (outside human body) [2].

Surprisingly, despite the fact that in contemporary bioethics there is a significant trend towards rejection of naturalness as a key-factor for ethical soundness assessment, many scholars remain unwittingly (or, perhaps, intuitively) committed to naturalness [3,4]. Something 'artificial' raises more concerns than what is 'natural'. In modern bioethics it is noted that some applications are viewed as ethically problematic because of their negative consequences (consequentialism), whereas the real reason why scholars object to them is a strict (conscious or intuitive/unconscious) commitment to naturalness (deontology). Indeed, in many such cases, objections are based on rather unconvincing or partially convincing arguments.

For instance, post-menopausal pregnancy (achieved through medically assisted reproduction) is presented as deserving rejection for its potential undue harmful impact on the mother or the child to be born. Besides, same-sex parenthood is usually objectionable for its potential harmful impact on the children) or even society at large. Such a commitment to naturalness, as a disguised consequentialist approach, seems absolutely implausible and indefensible. Given the truth of the assumption that deontology may be applied as disguised consequentialism, in the context of a burgeoning rise of techno-sciences in the field of bio-medical sciences, bioethics can no more pretend to reject naturalness, while at the same time adopting it in a disguised manner. Bioethics should clearly outline the role attributes to naturalness in the context of techno-scientific progress and ongoing contemporary societal transformations in interaction with techno-scientific progress (particularly in the field of biosciences).

To what extent (if any) naturalness should factor in when considering wrongness or ethicality of a health-related practice or intervention is something that ought to be judged after scrutinizing the health benefits expected, as well as the risks of such an intervention for all stakeholders involved (e.g. offspring or even society at large). In my opinion, in between the two polar opposites of the natural (endorsed) and the artificial (rejected) there is a continuum along which a decision concerning whether an intervention is ethically sound or should be dismissed as ethically implausible falls. For instance, naturalness cannot determine whether life-sustaining treatment will be applied or continued in an intensive care unit, when there are considerable expected treatment benefits. However, when (further) application of that treatment violates the core of human dignity (i.e. by objectifying the patient or blurring the borderline between human corporeity and technical means), human nature may factor in when arguing against the application of such life- sustaining treatment. 


Interestingly, even the most fanatical defenders of naturalness regard biotechnical interventions into human nature as ethically sound and defensible, as long as serving health-related purposes [5]. Note, however, that in contemporary bioethics, health is conceptualized in a broad sense (positively/holistically), thus hardly distinguished from well-being. This conceptualization of health is consistent with a less strict commitment to naturalness. Indeed, health in the broader sense is defined as one's ability to achieve (or strive for achieving) their goals [6] at least those included in Nussbaum's list of necessary goals to lead a minimally decent life [7].

According to Richman's theory [8] health is conceptualized much broader, as the matching an individual's abilities ('qua organism') with their goals ('qua person'). Procreation (and what it means for those who procreate) may apparently be viewed as included in that list. Involuntary infertility may cause serious mental / ill-health states and, as such, may be regarded, even in the strict sense, as an unhealthy state. Involuntary infertility is considered a state that may cause a woman to experience a mentally unhealthy state, e.g. experience a sense of anxiety, stress, distress, depression and other negative feelings, perhaps similar to those experienced by a seriously ill person [9-11]. Reproductive autonomy (if, when and with whom one has children) has an intrinsic value and plays a crucial role in women's well-being [12].

Let me expand a bit further regarding the topics of fertility treatment provision to older women (at post-menopausal age) and lesbian parenthood. Provision of fertility treatment to older women is usually viewed as “unnatural” and, hence, as ethically unacceptable. Post-menopausal reproduction raises concerns that include arguments ranging from issues of naturalness, mother's potentially reduced energy and life expectancy, to risks and efficacy. However, naturalness-based concerns seem to be prevailing as the rest of concerns can be convincingly addressed, at least to some extent [13]. According to Zwart [14] postmenopausal reproduction is unnatural as a woman's body does not “want” to get pregnant. Even if this is the case, what should be the cut-off age limit for reproduction in accordance with human nature? Why does a female body after an early menopause “want” to get pregnant? Pennings [15] arguably state that none of the criteria of distributive justice in the allocation of donor oocytes justifies discrimination against postmenopausal women. Note that artificial gametes (derived in vitro from non- reproductive cells) may impact the case of postmenopausal motherhood.

However, it is also noteworthy that artificially derived gametes highlight the progress of IVF techniques, thus intensifying forces promoting pronatalism-driven social oppression. Ovarian tissue cryopreservation/(auto) transplantation in “healthy” women is a (no more experimental) method addressing age-related ovarian failure that may also be a cause of involuntary childlessness and endocrine deficiency. When conceptualizing health in the broad sense, involuntary infertility is more likely to be regarded as an unhealthy state. However, in such a case, high standards should be met in order for a naturalness-violating intervention to be considered ethically sound. For instance, great health benefits and/or minimal potential risks for all stakeholders involved should be expected.

When is infertility involuntary? In my opinion, non- autonomous is not only a decision made under blunt coercion or deception, but also a decision made under oppression (external or internal), which erodes psychological mechanisms and skills that promote one's autonomy. Indeed, genuine autonomy is an illusion, whatever the adopted notions of autonomy are (variously conceived). However, this does not mean that we should view any decision as autonomous on condition that it was not made under blunt coercion or deception. Along this line, a non-autonomous choice to be infertile means involuntary infertility. Even “mild” external (socio-cultural) oppression (i.e., a young woman may have to choose between carrier pursuing and starting a family) and or internal compulsion or impulsion (i.e. irresistibly strong same-sex attraction) may result in a woman being in a state of infertility that should be characterized as involuntary as in a woman born without a uterus or ovaries or a woman suffering from an aggressive cancer that allows no oocyte harvesting before gonadotoxic anticancer treatment is administered.

In reality, according to Smajdor [16] women often “subject to heavy social pressure in their reproductive choices.” Therefore, according to the author “there are no compelling reasons for a systematic ban on the use of donated oocytes in postmenopausal women” Involuntary infertility, in the strictest sense of the term, is a medically unhealthy state justifying any intervention to human nature, inclusive those considered to be violating naturalness. Indeed, many of our everyday decisions are profoundly affected by more or less mild external oppression or even internal compulsion. Such decisions are, e.g. those concerning lifestyle. There are coercive offers mostly considered not to be affecting the autonomous character of a related decision (i.e., the offer to an imprisoned sex-offender to undergo surgical or chemical castration as an alternative to an ongoing, long-term imprisonment). On the other hand, there are decisions considered as autonomous because of the seeming mildness of external oppression (e.g., lifestyle). From this perspective, female genital cosmetic surgery is viewed as autonomous and, as such, ethically plausible, whereas female genital alteration practices derived from non western-type cultures are (wrongly, in my opinion) conflated under the all-catching term female genital mutilation (FGM) and considered, in a simplistic and, perhaps, misleading manner, completely unacceptable, regardless of whether these practices are imposed on non-autonomous persons or not. I hold the view that there is a blurry distinction between western-type cosmetic genital surgery and FGM.

There is a blurry distinction between voluntary infertility of a selfish woman and voluntary infertility of a woman who during her reproductive age was trapped by the necessity of achieving economic stability or social recognition [17]. It is likely for a young woman to start a family in a society within which she may be equally influenced by pronatalist trends and, at the same time, trends towards achieving social recognition and economic stability which requires time and energy -consuming efforts. Furthermore, regarding endocrine benefits from ovarian tissue (auto) transplantation, it is to be highlighted that even though hormonal replacement treatment is more flexible, women prefer the “natural” production of ovarian hormones in their bodies [18].

Besides, should also be highlighted that, according Elson's theory, women feel to have as much womanhood as the quantity of ovarian tissue in their body [19]. Two full functioning ovaries correspond to full womanhood. Hence, retardation of age- related decline in ovarian function may be regarded as (broadly understood) a healthy state. The concerns associated to lesbian parenthood have to be considered in the light of the available scientific evidence [20]. Concerning the topic of lesbian biological parenthood, academic studies provide reliable suggestions that lesbian parenthood is not harmful to the children) produced [21]. Given the truth of such an assumption, the only reason not to give lesbian women access to assisted reproduction seems to be a strong prejudice-based commitment to naturalness.

Furthermore, the development of the so-called IVF-with ROPA (that allows both partners in a female same-sex couple to become biological mothers: one partner provides the eggs (genetic mother), and the other carries the embryo in her womb (gestational mother). IVF-with ROPA allows lesbians to start a stable, functioning and happy family without power inequities in the couple, and, above all, improves their psychological / mental health state [22]. To conclude, when health is conceptualized in its broadest sense, intuitive anxiety about unnaturalness (which scholars still tend to afford considerable moral protection) necessarily loses ground. The moral soundness of lesbian parenthood, meta-menopausal pregnancy and ovarian tissue transplantation in “healthy” women should be reconsidered from a standpoint less closely allied to the vague notion of naturalness shifting the focus only towards the best interest of all stakeholders involved.

However, their best interest should not be seen through the lens of naturalness. Let us not beat about the bush when considering ethical responsibilities. Kahane & Savulescu [23] regard as mistaken the impression that “Our intuitions about harm and disadvantage can suggest that biological normality has deep moral significance.” They state that what really matters is wellbeing, how it is justly distributed, and what affects it. Moreover, I profess that, in modern bioethics, the reconsideration of the notion of naturalness is inevitable.
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