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ABSTRACT

Keywords:
Surrogacy Women diagnosed with gynaecological cancer may face unwanted

Medical ethics loss of fertility as well as all the other life-changing issues with
Reproductive cancer which cancer and its treatments are associated. The decision to
Assisted reproduction harvest and store gametes has to be made before commencement
of treatment, and advances in these techniques have made this
successful. Fertility sparing therefore must be discussed and
offered at an early stage post diagnosis. Surrogacy is currently an
evidence-based method of assisted reproduction, with mainly
desirable outcomes for the commissioning mother, surrogate and
child, without impacting on the cancer treatment and long-term
survival.
Surrogacy is therefore ethical as long as the autonomous rights of
both the commissioning mother and gestational carrier are equally
observed, they both have equal legal protection and due attention
is paid to the short- and long-term welfare of any resulting
offspring.
© 2018 Published by Elsevier Ltd.

Introduction

Women of reproductive age with gynaecological cancer are at high risk of infertility due to both
cancer and its treatment. Despite ever more ingenious advances in assisted conception, there remain
women who are unable to carry a pregnancy, and by implanting an embryo into the uterus of a healthy
woman, a patient with cancer can have a child to whom she is genetically connected. This is known as
gestational surrogacy.

Given the increased rates of survival after a variety of cancers, the issue of surrogacy and ethics
surrounding this as an option needs to be discussed from a number of viewpoints and indeed even in
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the situation where the cancer is in remission and the woman wishes to become pregnant by whatever
means available at her disposal.

The need for surrogacy is dictated by a number of preceding events that impact fertility, including
the use of cytotoxic therapy with deleterious effects on ovarian physiology, particularly after alkylating
agents, and the use of irradiation or hysterectomy particularly for cervical and uterine cancers.

Favourable, evidence-based clinical outcomes for gestational surrogacy have been established;
therefore, this has currently become an option offered by many in vitro fertilisation (IVF) clinics.

The act of implanting a fertilised embryo into the uterus of a healthy woman to carry the pregnancy
is, however, an option that utilises the body of another living person and, quite appropriately, has
stimulated much sociological, medical, ethical and legal debate.

This chapter aims to briefly discuss the basic concepts of medical ethics to assess some of the
practical ethical issues surrounding the use of gestational surrogacy in general and to address these
issues specifically in relationship to its use for women with cancer.

What are medical ethics and why do we need them?

Modern medical ethics is the study of moral values, as they apply to medicine [1]. The concept of
having a moral framework applied to medicine goes back as far as the days of Hippocrates in the 5th
century BC, thus establishing medicine as a profession, not merely a job of work. It is a questioning and
critically reflective discipline [2] that forms a workable basis for applying moral values to the scientific
practice of medicine.

They consist of four main ethical principles originally stated as follows:

a) Respect for autonomy, which is a recognition of an individual's liberty and capacity for free
choice

b) Beneficence, to do good

c) Non-maleficence, which means to do no harm

d) Justice, which is more relevant to society and encourages fair treatment and distribution of
resources [3].

When, however, there is a conflict between two of these principles, the doctor faces an ethical
dilemma, a situation that is increasingly likely in the current climate of ever more complex clinical
situations [4]. The concept of applying seemingly remote ethical principles to everyday complex
clinical scenarios may at first seem difficult, but there are valuable examples of centres where formal
discussion groups such as ethics ‘tumour boards’ are used to help clinicians use ethical principles to
help them make difficult clinical decisions without compromising patient autonomy. A reproductive,
multidisciplinary clinical ethics committee provides space for discussion and clinical decision making,
whilst diminishing the risk that these decisions are too subjective and swayed by individuals' personal
beliefs, which may be in conflict with those of the patient [5].

Personal autonomy

This can be defined as a personal rule of the self by making choices, based on adequate information
and free from unwanted influence. A fundamental factor in enabling personal autonomy in the field of
bioethics is the concept of informed choice and consent.

Informed consent

This is carried out daily in medical practice and underpins ethical clinical care. To exercise one's
autonomy, any patient needs clear, evidence-based information to make decisions about their treat-
ment. It is one of the essential duties of care of the clinician to deliver this information in an accessible
and appropriate manner. Consent taking is a process, not an event, and, of importance, may need to be
revisited at different points in a treatment pathway.
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Medical paternalism

On graduating in medicine, doctors who take the Hippocratic oath promise that they will do no harm
to patients under their care. Over the centuries, the definition as to what constitutes harm has been solely
dictated by the doctor despite occasionally being in conflict with the wishes of the patient, the situation of
medical paternalism. Even though in such cases the doctor has felt that the decision was in the best
interest of the patient, this approach has currently been recognised as often being in direct conflict with
one of the most important concepts in ethics, that of the autonomy of the individual.

To ensure ethical practice, the clinician has to offer, where possible, evidence-based solutions to
clinical problems, and if no such evidence exists, then information has to be given to the patient that
such evidence is lacking. It is thus the clinician's duty of care to the patient to ensure their personal
autonomy, by giving them information that is both accurate and appropriate so that informed choices
about treatment can be made.

Medical paternalism occurs when the clinician tries to sway or even override the wishes of the
patient in a different direction from the one they have chosen, even if deemed to be in the patient's best
interests. Preservation of the personal autonomy of the patient, although sometimes difficult, is so
essential to the ethical practice of modern medicine that in extreme cases such as refusal of lifesaving
treatment, the only way to overturn any such seemingly harmful decisions on the patient's part is
through a court of law.

The ethics of surrogacy as a method of assisted conception

For a clinical treatment to be ethical, it must be shown to be safe, effective and acceptable. In the
scenario of cancer, these criteria must apply to the patient with cancer herself, to the baby and, equally,
to the surrogate mother.

Current research comparing perinatal outcomes of surrogate pregnancies with pregnancies after
autologous IVF looks favourable. A review [6] of outcomes of singleton live births using the techniques
of autologous fresh IVF and intracytoplasmic sperm injection, autologous frozen embryo transfers and
surrogacy showed that there was no difference in the risk of pre-term birth or lower birth rate between
the groups and that birth weight was significantly higher in the gestational surrogacy group.

A retrospective cohort study review of more than a million pregnancies concluded that, per embryo
transfer, gestational carriers had a higher pregnancy and live birth rate than non-surrogate carriers
across all IVF methodologies [7]. Singleton pregnancy after frozen embryo transfer has also been shown
to have the best perinatal outcome compared with that after IVF/intracytoplasmic sperm injection
(1csn [8].

One of the reasons both clinicians and women have hesitated to pursue any fertility preservation is
that the process of egg harvesting can delay the commencement of cancer treatment. A group in the US,
however, has shown reassuringly that, although the time to cancer treatment was two weeks longer in
the group who opted for fertility preservation, there was no difference in cancer recurrence or mor-
tality [9]. Furthermore, in women with breast cancer who were referred expeditiously, fertility pres-
ervation with random-start ovarian stimulation was not associated with delayed cancer treatment in
the neoadjuvant setting [10].

Although this chapter deals mainly with full gestational surrogacy, where the commissioning
couple's gametes are fertilised in vitro and then transferred to the surrogate mother by direct embryo
transfer, it is reassuring to note that there seem to be no negative differences in obstetric outcomes for
gestational carriers versus traditional surrogacy, where the surrogate's own eggs are used [11].

The ethics of using a surrogate

One of the major ethical questions in relation to gestational surrogacy is the role of the surrogate
herself. There are two main opposing ethical arguments. The first is that it is morally wrong for awoman's
body to be utilised as a vessel for carrying a child and has been likened to prostitution whereby a person
becomes a means to an end rather than a person in herself [12]. More modern interpretations of the use
of one's body for means other than manual labour are termed as ‘bio-labour’ [13].
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Surrogacy of this sort implies the woman herself becomes a ‘patient-worker’, similar in some ways
to a patient taking part in a clinical research trial. This means that as well as being protected by legal
agreements as a worker, the surrogate is also a patient and is entitled to full medical care during the
course of her work commitment [14].

In contrast, if the surrogate herself has been able to act as an autonomous human being, in choosing
to undertake this role without coercion for altruistic or financial reasons, and with freely given
informed consent, then the act of being a surrogate can be argued to be ethical.

One problematic area, however, is that if a woman is in a poor financial situation, she may feel that
this is the only way to take herself and her family out of poverty. In some poorer countries, therefore,
instead of the act of surrogacy being a positive, enabling an act in the woman's life, the liberal or even
total lack of regulation of commercial surrogacy can lead to exploitation and commodification of the
female body [15]. On the other hand, it can be argued that the willingness to act as a surrogate is
generated by a variety of factors including emotional and altruistic and that financial factors should be
equally considered and not automatically frowned upon because if autonomy is protected then this
validates the surrogate's decision.

As it is known, multiple embryo transfers carry greater health risks to both gestational mother and
child, and it is the clinician performing the procedure who may have to balance the interests of the
safety of both and adherence to guidelines, with the desperation of the commissioning mother to have
a child and the determination of the surrogate to fulfil her role, whether altruistic or commercial.

Sadly, there are many reports of the commercial aspects of IVF and surrogacy overshadowing its
ethical practice, despite regulation. In the USA, for example, guidelines on single or multiple embryo
transfer were only followed in fewer than 42% of cases [16], and even in Canada, where it is illegal to
pay a surrogate, the commercial drive to assist childless couples was such that guideline adherence was
only 48% [17].

As long-term infertility is a recognised and highly distressing sequel to gynaecological cancer, some
centres have developed decision-making tools to help both clinicians and patients make timely decisions
about their care [18]. In the case of the woman with gynaecological cancer, as long as oocytes can be har-
vested safely from herif needed, surrogacy should be a beneficial and non-malevolent form of reproduction.

Legal issues
The legal rights of the commissioning parent

The law on surrogacy differs from one country to another. Religious attitudes shape legislation, but
there are differences within different branches of the same religion [19]. Laws can also differ from one
state to another within a country, such as in the USA [20], Australia and Canada. People who are
determined to have a child presently are inclined to search globally for opportunities and to travel to
commission surrogates, thus overriding what they see as very restrictive domestic policies. Currently, it
seems ironic that the ethical stance taken by prosperous democratic countries, which has led to legis-
lation denying, or severely restricting commercial surrogacy, leads to women travelling overseas and
finding commercial surrogates from underprivileged communities. Therefore, the developed countries
whose ethical guidelines are in place to safeguard their own communities, often at the expense of in-
dividual autonomy, are effectively hypocritical in that the result is to encourage transnational surrogacy
in low- and middle-income countries where the possibility of exploitation may be higher.

There are also inconsistencies in the laws recognising parenthood of the child. Some jurisdictions,
such as Greece, protect the rights of the commissioning parents in a pre-conception agreement. Other
countries legally assume the birth mother to be the parent, and the child has to be formally adopted.
There have been cases where either the birth mother has not wanted to give up the child or that the
child born has been rejected by the commissioning parent sometimes because of congenital anomaly
or because of a change in the commissioning mother's circumstance.

Furthermore, if the commissioning mother has a history of cancer, she may be physically unable to
take care of the child or, tragically, she may die before the child is born; therefore, unless she has firm
legal arrangements in place, the parentage of the resultant offspring could become problematic.
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There are still bitter divisions on the issue of surrogacy [21], and global inconsistencies are rife.
Some countries, however, are responding to a changing society and are examining more equitable legal
ways of assisting people, both men and women, to become parents. In Australia, currently, commercial
surrogacy is illegal, and only altruistic surrogacy is permitted where the surrogate receives minimal
expenses for her trouble and is often a relative or friend. The attitudes of the Australian public,
however, are currently more firmly behind a change in the law to legalise commercial surrogacy, given
the availability of counselling resources and legal structures to avoid exploitation [22].

In Iceland, all surrogate motherhood has been illegal since 1996; however, despite this, some
couples travel to the USA and India to engage a surrogate despite the unclear legal status of the child
when they return home. To try to address some of the moral and legal issues thrown up, the Iceland
legislative assembly has put forward a proposal to change the law to at least allow altruistic surrogacy
[23].

In Canada, the law prohibits commercial surrogacy but will, however, confer citizenship on sur-
rogate babies born abroad to Canadian citizens, thus unintentionally encouraging transnational
commercial surrogacy [24].

In Australia, current law prohibits commercial surrogacy in all states, and three states also ban the
commissioning of compensated transnational surrogacy, but this does not appear to be a deterrent
[25]. There are many voices pushing for a liberalisation of the Australian law to prevent unethical
exploitation of surrogates in the developing world by women from wealthy countries [26].

Arguably, the countries with seemingly ethical laws permitting altruistic surrogacy only are
responsible for encouraging reproductive tourism and possible exploitation of women abroad.

The legal rights of the surrogate

Most transnational surrogacies are carried out by individuals in more affluent countries travelling to
poorer countries to find surrogates, especially in countries where the law on surrogacy, if it exists, is
unclear. Southeast Asia is a popular destination for reproductive travel. In one of the most popular
places for such health ‘tourism’, India, the current law clearly favours the commissioning parent, and
the Indian woman herself has little protection. In response to political pressure from human rights
groups, however, The Surrogacy (Regulation) Bill was introduced into the Indian parliament in 2016,
which seeks to regulate the currently unregulated surrogacy business. This was supposed to be finally
decided in March 2018 [27]. The bill seeks to ban commercial surrogacy, to make married women wait
five years before finding a surrogate and other such impingements on individual autonomy, which
would seem to hinder rather than help the prevention of exploitation in India. Effective monetary
remuneration and international law can prevent exploitation of surrogates [28].

Attitudes to surrogacy

Globally, attitudes to gestational surrogacy seem to discriminate between the woman's desire to
have a child and the surrogate who enables this. In Sweden, most women have a high acceptance of all
methods of assisted reproduction, except surrogacy, thus preferring uterine transplantation were it to
become an option [29]. Women surveyed in the UK would prefer uterine transplantation compared to
surrogacy as overwhelming as women of Japan would be [30]. As expected, this treatment is only in its
infancy, and some women with cancer may be ill advised or physically unable to have a transplant and
hence will still find gestational surrogacy as their only option.

In Assam, a low-income state in India, although surrogacy was deemed a desirable option for a
childless couple, there was a marked difference in attitude to the surrogate herself, seen either as a
‘noble woman’ deserving of payment or conversely as bad for ‘selling her child’ [31]. In a deep con-
servative society, it has to be remembered that stigmatisation for any sexual or reproductive ‘irregu-
larities’ can mean a lifetime of exclusion from family or society.

The attitude of clinicians towards gestational surrogacy is indeed varied also, depending on the
doctor's own personal training, culture and background. Increasing developments in technology, as
well as fluid changes in societal attitudes, can cause dilemmas for the clinical team. The use of
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guidelines is essential, but even then, they may not deal with all eventualities and constantly need
debate and refinement [32].

Outcomes of surrogacy

Although not the immediate concern of the gynaecologist, it is important if carrying out a clinical
procedure to have some understanding of the long-term consequences of one's actions.

Post-surrogacy outcome studies seem to tell a positive tale from many viewpoints. No major dif-
ferences in physical or psychological outcome have been reported between mothers and children born
because of assisted reproduction and those who were conceived naturally [33].

In a longitudinal study of children born through all types of assisted reproduction techniques, the
mothers in surrogate families showed less problems in family relationships than gamete donation
mothers. The adolescent offspring themselves showed no differences. This study suggests that the
absence of a genetic link between mothers and children is more indicative of a problematic moth-
er—child relationship than the absence of a gestational link [34].

There have been concerns that surrogates themselves may find the weeks after the birth difficult in
relation to handing over the child that they had carried. Favourable long-term outcomes for the sur-
rogates are reported, however, with no psychological problems at 6 or 12 months later, and up to 10
years after birth, most still had positive feelings about their role in assisting the commissioning family
[35].

Surrogacy in relation to the woman with cancer

When a woman is diagnosed with cancer, the emotional impact is enormous, possibly for the first
time being confronted with her own mortality. Of all the life issues she has to deal with, survival is
usually the primary issue when discussing treatment. Depending on the woman's age and family
situation, fertility may be the next most important issue to her, together with her sexuality.

If the cancer or, most likely, its treatment will impinge on her fertility, then egg harvesting has to be
carried out before the start of treatment. This clearly requires early discussion of fertility issues so that
the woman can make these important decisions before it is very late. Unfortunately, many studies have
shown that this is uncommon. For instance, a 2014 study showed that only 9.8% of eligible Dutch fe-
male patients with cancer were referred for fertility preservation [36].

Potential areas of ethical conflict in the cancer situation

Although gestational surrogacy appears to have a sound ethical basis as a means of assisted
reproduction for a woman with cancer, the involvement of a large number of caregivers has the po-
tential for ethical conflict.

There is the woman with cancer, her partner, if she has one, who will be the father of the child. We
have the gestational surrogate and, indeed, the embryo, which is a potential child. The same sex re-
lationships add another dimension to the situation.

If all the adults have equal rights to personal respect, safe clinical care and informed choices in
which to exercise their autonomy, then the exercise is ethical.

Unfortunately, there have been many cases, particularly in commercial transnational surrogacy, that
the rights of the surrogate have been neglected in the interests of satisfying the needs of the
commissioning couple [37]. A small sample of surrogates in India was unable to explain the risks
involved in embryo transfer or foetal reduction [38] and had therefore not been able to give true
informed consent to these procedures. Surveys of surrogate mothers had previously shown favourable
outcomes for all [39], but a recent study of surrogates in India showed they had higher levels of
depression during pregnancy and post birth than those of other expectant mothers [40].

This is one of the rare areas in medicine where the autonomous rights of the mother may come in
conflict with the rights of the frozen embryo, which will become a child with moral rights of its own.

Arguably, no mother commissioning surrogacy can guarantee her own survival, as life is uncertain,
and even a woman who is healthy at commissioning can suddenly develop a life-threatening illness or
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have a fatal accident. There does, however, seem to be a weight of moral responsibility on a mother
with cancer to assume tragically that she may not be alive into the future child's adulthood or may not,
in extreme cases, survive to the time of its birth. This could be likened to the use of surrogacy by an
older mother, well past natural childbirth age, who commissions a surrogate to have her child. The
clinical emphasis is always on the commissioning mother who is making an autonomous choice, and
indeed, better health and development of the child up to the age of 5 years was noted in older mothers
[41], but it seems reasonable to consider the long-term future of her child in the context of reduced
survival.

There has been much ethical and legal debate about posthumous reproduction where medical
advances have made it possible to harvest gametes from recently deceased individuals [42], but a
woman recently diagnosed with cancer who commissions a surrogate to bear her child has made clear
her express wish to have a child. A part of medical ethics, which is often forgotten, is that human rights
should be balanced by responsibilities. It is to be hoped that any woman with cancer would be
encouraged, whether legally required or not, to make clear legal provision for the care of the child
should anything happen to her.

There have been sad cases of ‘surrogate orphans’, caused either by the death of a commissioning
mother or by divorce or dispute of the commissioning parents when the child has been ‘unclaimed’. As
the surrogate has been contracted to be the gestational carrier only, she has no moral obligation to
claim and care for the child [43]. More harrowingly, there have been cases when the child has been
born with a defect and has been rejected by the parent. There are also women who regret the decision
to have a baby by surrogate, thus causing complex emotional and legal issues for both the commis-
sioning parents and the surrogate. Conversely, there are situations where there have been multiple
claims on the parenthood of the child through gestational, genetic, legal and social ties, thus creating
an emotional, legal and ethical nightmare [44].

It has been discussed that when counselling women for reproductive choices, an element of medical
paternalism always exists, by making the assumption that deciding to have a child is a better choice
than deciding not to have children. Therefore, issues of regret are emphatically discussed with women
who wish to terminate their fertility by having sterilisation, with the assumption that giving up the
option of childbearing is not always a good choice and one that could regret in the future, whereas
counselling for women who wish to use assisted reproduction technology to have a child takes a
different emphasis. An assumption is made that when choosing this option, there will be no regrets.
The only way to ensure that all choices made are what the patient autonomously chooses is by having
impartial discussion on gains and losses in all cases [45].

The issue of pre-implantation diagnosis

Surrogacy, as expected, depends on embryo transfer. Therefore, the issue of the embryo itself is
important. Increased genetic testing for BRCA and other mutations has currently generated a situation
where this diagnosis could have a major impact on a woman's attitude to childbearing. Unsurprisingly,
women with a history of cancer, who were BRCA positive, were influenced by this knowledge when
making reproductive decisions [46], and a high proportion of BRCA carriers felt that offering pre-
implantation genetic diagnosis and prenatal diagnosis for hereditary breast and ovarian cancer was
acceptable [47]. The use of pre-implantation genetic testing for other inherited conditions such as
Down's syndrome is controversial in the non-surrogate situation and needs further exploration when
used before surrogacy particularly in patients with cancer. The use of blastocyst biopsy in the older
woman clearly reduces the number of unsuccessful embryo transfers and results in less miscarriages
overall.

Apart from physical characteristics and defects, there is anxiety that using assisted reproduction
technology could increase the risk of developing late-onset disease by disrupting the embryo's
epigenetic reprogramming. This would create a major ethical dilemma of protecting the parents’
autonomous decision to have a child, with the concept of non-malevolence in protecting the potential
child from harm [48]. Egg donation may be an option for women with cancer wishing to avoid these
issues, but oocyte supply always falls short of need, and egg sharing, a usually altruistic source of
oocytes, needs better information given to the patient to make this option more accessible [49]. The
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concerns, however, about possible negative epigenetic downstream consequences seem to be un-
founded in a long-term follow-up study of IVF offspring (Halliday, personal communication).

The role of the gynaecologist or oncologist

The gynaecological oncologist who cares for a patient seeking this option should understand the
pros and cons of gestational surrogacy and be able to discuss the potential harms and benefits of
surrogacy with the same degree of knowledge and professionalism as they would with any other
method of assisted reproduction. This is not just an issue of embryo implantation but an issue of
understanding the ethical, legal and emotional aspects of this method of bearing a child.

Informed consent is essential to all medical and surgical procedures, and surrogacy is no different.

Having a child usually involves a heterosexual couple, but currently, frequently single women or
same-seX couples are opting for assisted conception. It must be remembered that not only heterosexual
couples wish to use surrogates but also successful parenthood can be within a variety of family
structures such as single women and same-sex partners. Gay fathers using a surrogate had better
contact with the surrogate than the egg donor, and children born from these arrangements largely felt
very positive towards the surrogate [50]. Raising a child ideally means a long-term commitment from
the woman who gives birth to the child. Surrogacy changes this and may change childbirth into a
societal issue with increasing legal involvement because of changing concepts of parenthood [51].

Many women who opt for surrogacy have health issues that make them unable to become pregnant
and carry a child. If a woman has a poor prognosis cancer, however, such as an ovarian malignancy, the
issue of her own life expectancy has to be considered when surrogacy is chosen as an option.

Fertility preservation in women with cancer

Women diagnosed with cancer face fertility preservation dilemmas at the same time as they have to
cope with the physical and emotional impact of cancer. This often includes young women facing not
only potential shortening of their expected lifespan but also loss of motherhood. Emotional and social
factors in the woman's life, such as partner and family issues, are important in making fertility pres-
ervation decisions, and operational issues such as finance, accessibility health outcomes and comfort
have to be considered [52]. Not all women accept the opportunity of fertility preservation, frequently
because of overwhelming anxieties about cancer treatments and survival [53] despite favourable ev-
idence that timely fertility preservation does not impact negatively on cancer outcomes. Women have
said that they did not feel supported in making these crucial decisions and were often not referred
appropriately.

It is clear that patients with cancer would benefit from more evidence-based fertility preservation
information received at cancer diagnosis, in advance of being seen by the fertility specialist [54]. The
need for high-quality information giving, coupled with skilled and sensitive emotional support, can be
delivered in a dedicated unit with appropriately trained staff, such as that demonstrated in Switzerland
[55].

The offer of fertility preservation in itself, of course, does not guarantee a living child. All methods of
assisted conception have a failure rate, and surrogate conceptions are no exception. Failed surrogate
conceptions, which are noted as failed ‘attempts’ in the surrogate industry, involve losses, often of a
substantial nature, to both the surrogate and the commissioning parents [56]. The commercial sur-
rogate herself can suffer substantial loss of income and therefore disappointment in herself, and an
uncertain future as a surrogate, which could impact, in many cases, on her chosen route out of poverty.
The altruistic surrogate will experience disappointment on behalf of the commissioning couple and
also disappointment in herself as being unable to perform the altruistic task to which she was
committed. To the commissioning couple, any failed surrogacy attempt is yet another loss in their
catalogue of previous losses, and to cancer sufferers, once the egg store is used up, all hopes of having a
child to whom she is genetically connected would have been lost. Overall, however, women who have
experienced egg freezing in the face of a cancer diagnosis have in general expressed gratitude for the
opportunity to be able to hope to fulfil their desires for motherhood and have stated that ‘it holds the
promise of life in terms of recovery and future childbearing’ [57].
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Summary

Gestational surrogacy is a successful, evidence-based method of assisted reproduction for a woman

with gynaecological cancer. When the ethical aspects of surrogacy are included in the decision-making
process by both commissioning parent(s) and the surrogate, the outcome is likely to be better.

tea

Early referral of a woman with cancer, whose fertility is likely to be impacted, to a multidisciplinary
m for counselling should be the standard of care. Evidence-based information is mandatory, and the

pros and cons of selecting surrogacy must be emphasised.

acc

If gestational surrogacy is carried out within an accepted medical ethical framework, it is a highly
eptable way to assist women with cancer to have a child. This requires the clinical team to fulfil their

duty of care to the patient by treating the woman with cancer and the surrogate with equal respect for
the wellbeing and autonomy of both, regardless of any intervening commercial considerations.

Practice points
1. Fertility-sparing consultations should be offered to all women at an early stage post
2. Impartial, evidence-based information on all her options, including surrogacy, should be

3. The autonomous views of the patient should be respected.
4. Egg harvesting must take place before commencement of treatment.

diagnosis.

given to the woman for her to make a decision based on informed consent.

Research agenda

a) Transnational surrogacy and the health, social and emotional welfare of the surrogate

b) Surrogacy and women with cancer, long-term outcomes for the mother and the child.
c) Pre-implantation genetic testing in surrogate mothers

mother.
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