(INNFERCIT

NapadoTéo 3.2 «Alacuvopiaki avanapaywyn» [Deliverable 3.2 «Cross-border
reproduction»]

ENIXEIPHZIAKO NMPOrPAMMA
«EKMAIAEYZH KAI AIA BIOY MAOHZH»

EONIKO XTPATHIIKO MNMAAIZIO ANADOOPAZ
EZMNA 2007-2013

APAZH «APIZTEIA»
EPFO «(Ymo)yovipot moAiteg: AVTIANYPELS, TIPAKTIKEG KoL TEXVOAOYIEG TNG
unoonBoupevng avanapaywyrg otnv EAAada. Mia 81-EmLOTNLOVLIKI KOl GUYKPLTLKA
MPOGEYYLON»
«(In)fertile citizens: on the concepts, practices, politics and technologies of assisted reproduction in
Greece. An interdisciplinary and comparative approach»
Akpwvupo «(IN)FERCIT»
Kwdwkag «APIZTEIA I» 576

ENOTHTA EPTAZIAZ 3 [Work Package 3]

Napadotéo 3.2 [Deliverable 3.2]

Epeuvntikn ‘EkOeon [Research Report]

Awacuvoplakn avanapaywyn [Cross-border reproduction]

Eupwnaiki Evwon




(INNFERCIT

NapadoTéo 3.2 «Alacuvopiaki avanapaywyn» [Deliverable 3.2 «Cross-border
reproduction»]

(IN)FERCIT

(Yno)ronNimol NMOAITEZ: ANTIAHWEIZ, MPAKTIKEZ KAI
TEXNOAOTIEZ THZ YNOBOHOOYMENHZ ANAMAPAIQrHz
STHN EAAAAA. MIA AI-ENIZTHMONIKH KAI 2YIKPITIKH
MPOZEITIZH

(IN)FERTILE CITIZENS: ON THE CONCEPTS, PRACTICES,
PoLITICS AND TECHNOLOGIES OF ASSISTED
REPRODUCTION IN GREECE. AN INTERDISCIPLINARY AND
COMPARATIVE APPROACH

NapadoTtéo 3.2 [Deliverable 3.2]

«Alaocuvoplakn avamnapaywyn [Cross-border reproduction]»

Suyypaoeig Giulia Zanini (ue Bevetia Kavrod, Aiva ManadomnouAou,
mmyn KapaBia, ZTéAAa ApanoyAou)
[Authors Giulia Zanini (with Venetia Kantsa, Lina Papadopoulou, Pigi
Karavia, Stella Arapoglou)]

-2emmréuBplog 2015 [September 2015]-

ENIXEIPHYIAKO NPOTPAMMA
mEKﬂA\AE‘(XH KAI AIA BIOY MAGHEH =EXNA 2
il % = 2007-2013
nnnnnnnnnnnnnnnnnnnnnnnnnnnnn s N T

‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ e ——




(INNFERCIT

NapadoTéo 3.2 «Alacuvopiaki avanapaywyn» [Deliverable 3.2 «Cross-border
reproduction»]

EMIXEIPHEIAKO NPOMPAMMA

ﬁ EKMAIAEYEH KAl AIA BIOY MAGHEH = —EZNA
"y = &E:éjg = 2007-2013
Sl i oot ]

A AIAXEIRITHE

vvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvvv

Evpwnotkh Evwon  EIAIKH YNHPEXI




(INNFERCIT

NapadoTéo 3.2 «Alacuvopiaki avanapaywyn» [Deliverable 3.2 «Cross-border
reproduction»]

ABSTRACT

The report explores transnational reproductive connections among countries,
which are at the centre of this research project: Bulgaria, Cyprus, Italy, Lebanon,
Spain and Turkey. The present analysis mainly explores the anthropological and
sociological literature regarding ART in these countries and tries to map the
reproductive trajectories of patients, practitioners, gametes, embryos,
technologies, ideas, expertise and scientific knowledge that travel from, to and
between these countries at official and unofficial level. The present report does
not aspire to be exhaustive about the topic, but rather to grasp the multiple ways
in which reproductive networks are crossing these countries.
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1. TERMINOLOGY DEBATE

The debate about what kind of terminology best represents the phenomenon of
people seeking assisted reproductive treatments across national borders has
been flourishing since the 1991, when Knoppers and LeBris (1991) first wrote
about 'procreative tourism'. Coined after 'medical tourism', this expression has
been successively employed in its variations, i.e. 'reproductive tourism' and
fertility tourism' (Bergmann, 2010; Blyth, 2006; Blyth and Farrand, 2005; Chung,
2006; Ciocci et al., 2006; Cohen, 2006; Culley and Hudson, 2009; Deech, 2003;
Heng, 2006b, 2007b; Ikemoto, 2009; Inhorn, 2009; Inhorn and Shrivastav, 2010;
Martin, 2009; McKelvey et al., 2009; Mladovsky, 2006; Pennings, 2002, 2004,
2006a,b; Spar, 2005; Smith et al., 2009; Storrow, 2005a,b).

However, a debate has emerged about the need not to misrepresent this
phenomenon by calling it a form of 'tourism', a definition that may evoke leisure
and relaxation. Building on the emotional, physical and practical experiences of
reproductive travellers, some scholars have proposed other terms. The intent to
render the problematic political and social context of some kind of reproductive
travels has led to the use of the term ‘repro-migration’ (Nahman, 2011), which
“affords a view into how these border crossings connect with other kinds of global
mobilities (Nahman, [2012], and see also Roberts and Scheper-Hughes, 2011)”
(Nahman, 2011: 627). Morover, more provocative terms like ‘reproductive exile’
(Inhorn and Patrizio, 2009; Matorras, 2005) and “reproductive refugees” (Milstein
e Smith, 2006) were proposed. Both these terms indicate the marginalised and
double-edged character of the experience of those who voluntary approach
assisted reproductive technologies (ART) but feel “forced to “leave their home
countries to access safe, effective, affordable, and legal infertility care” (Inhorn
and Patrizio, 2009: 905). Objections have been made by authors, who deem
these terms too negative and inappropriate given that “force” is not always
evident (Pennings, 2005) or that people may travel to familiar places and or
report very good experiences (Whittaker and Speier, 2010).

Moreover, the term “tourism” has been retained by Marica Inhorn in order
to “draw attention to a little-known variant of reproductive travel, ‘return
reproductive tourism’, [...] undertaken by expatriate populations or those living
outside their countries of birth” (Inhorn, 2011: 582). With this term, Inhorn
identifies a specific feature of reproductive travels which includes “(i) a return to a
'home' country of origin to undertake assisted reproduction technology; (i) a
'holiday' visit to family in the home country; (iii) motivation by a set of factors that
are different than those usually cited in the scholarly literature on CBRC [cross-
border reproductive care]” (Inhorn, 2011: 582).

On the whole, more neutral expressions have been chosen both in relation
to a general medical context - see “medical travels” (Martin, 2010; Sobo, 2009;
Sobo et al. 2011; Solomon, 2011; Whittaker, 2008, 2010); “transnational medical
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travels” (Solomon, 2011; Thrift, 2007); “international medical travels”; “medical
care/ treatment abroad”; and “transnational medical/ therapeutic journeys” (used
interchangeably by Kangas, 2007; 2010a,b) — and with regards to ART, see
“transnational reproduction” (Culley and Hudson, 2009; Whittaker, 2009) and
“reproductive travels/ journeys” (Inhorn e Patrizio, 2009; Bergmann, 2011;
Hudson and Culley, 2011; Zanini, 2011).

The expression “cross-border reproductive care” (CBRC), proposed by
Guido Pennings (2005) and supported by the European Society of Human
Reproduction and Embryology (ESHRE) has gained momentum as it allows a
more inclusive and precise definition of the kind of movement that these travels
entail (across borders) and especially highlights the dimension of care that
characterise travellers' expectations and demands. The use of the term “care”
remains contested as it risks to downplay the economic dimension of the
reproductive industry, on the one hand, and obscures the power-relations that the
medicalisation of reproduction can entail and the cases of mistreatment that
transnational reproduction may involve.

Although much attention has been paid to reproductive travellers, the
phenomenon of CBRC does not only exhibit the movement of patients, but it also
implies a more complex movement of health professionals, knowledge,
technologies, pharmaceuticals and money. In the following report, we will give an
insight into the literature that investigates reproductive biomedical mobilities,
including but not limiting our interest to the movements of ART patients.

The multiplicity of connections that emerge in the literature concerning
ART transnational networks call for a more comprehensive and flexible
terminology than CBRC, which is mainly used in the literature to address to
patients' border crossing. The urgency to move away from a perspective that
mainly considers patients' movement to one which includes different kind of
mobilities in different directions, draws on Stefan Beck's suggestion to rather look
at “biomedical mobilities”, meaning “civil' as well as 'scientific' practices in the
medical domain that do relations beyond the boundaries of states, societies or
institutions by moving people, knowledge, ideas as well as biomedical 'things"”
(Beck, 2012: 357). By using this term, Beck wants to focus on the “heterogeneity
of elements set in motion” (ibid.: 358) and to explore how reproductive medicine
and infertility industry makes room for “new types of mobilities and new
transnational practices that are in conflict with established regimes of governing
territory and a population demarcated by well defined national borders” (ibidem).

As we will show, though, the existing literature on reproductive biomedical
mobilities illustrates the emergence of a growing field of research where a
particular attention has been paid to patients' movements more than to other kind
of mobilities. Despite that, we have tried to make room for other kind of networks
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and mobilities which have been openly addressed and analysed or only
mentioned or speculated upon in the literature that we have reviewed.
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2. CBRC From AND TO (IN)FERCIT SELECTED COUNTRIES

Cross-border reproductive care has attracted scholars from different disciplines,
both presenting empirical data and debating the main ethical, legal, social,
cultural and medical issues. Motives for the travels and the terminology and
definitions are just some of the themes that have been addressed by scholars.
Although methodological problems in the collection of data are evident (Collins
and Cook, 2010; Ferraretti et al., 2010; Hudson et al. 2011; Nygren et al., 2010;
Shenfield et al., 2010), Shenfield et al. (2010) have tried to measure the number
of people who cross borders seeking reproductive assistance in Europe and have
argued that it is not unreasonable to estimate a minimum of 11,000-14,000
patients per year. Between October 2008 and March 2009, a survey was
conducted among foreign patients at 46 clinics participating in six CBRC
destination countries." In total, 1,230 questionnaire forms were filled in by foreign
patients. The forms showed that patients came from a total of 49 countries, but
one third (31.8%) were ltalian, followed by German (14.8%), Dutch (12.1%) and
French (8.7%).

Only two among the countries which are at the centre of the present report
were represented in the study, Spain and ltaly, respectively as a country of
destination and one of origin for CBRC.

Patients treated in Spain returned the 15.7% of questionnaires, following
the 16.3 % of patients in Switzerland, 20.5 % in Czech Republic and 29.7 % in
Belgium. Spain was especially chosen by Italian and British patients, though not
as the most chosen destination country, and with a smaller proportion by French
and Dutch patients. Spain was chosen as a destination country especially by
those requesting ART (98.4 %) - preceded by Czech Republic (98.4%) and
Slovenia (100%) - and egg donation treatments (62.2%) -followed by Czech
Republic (52%).

Unfortunately only 6 out of the 131 fertility centres present in Spain at the
time of the study accepted to submit the questionnaire to their patients,
compared to the 21 centres in Denmark. For this reason it might be misleading to
take this figure as representative of the flows of people crossing borders to seek
fertility treatments in Spain. And yet, the figures are strong enough to confirm that
Spain has become one of the European hubs of fertility treatments (Bergmann,
2011a; Gartin and Inhorn, 2011) and a reference destination for egg donation
practices.

1 The countries are: Belgium, the Czech Republic, Denmark, Switzerland, Slovenia and Spain.
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3. THE CASE OF EGG DONOR CONCEPTION

Transnational reproductive travels with the purpose of egg donor conception are
often harshly criticized. Feminist groups in Great Britain and Germany have
pointed at the risks that egg donors may run as a consequence of heavy
hormonal stimulation (Bergmann, 2011a: 284). Moreover, many have framed the
transnational travels of recipients as part of an international exploitative business,
based on the transnational movements of wealthy intended parents towards
poorer countries (see for instance Gupta, 2006; Smith-Cavros, 2009) where poor
women are involved in egg retrievals in exchange for money that they could not
make with another job (Gupta, 2012; Nahman, 2008, 2012a,b). Certainly, global
inequalities are inscribed in the international map of gamete production and
circulation; they affect the international economy of donor conception and
surrogacy and the individual trajectories of transnational reproductive travellers.
Nevertheless, as Bergmann argues, referring to local egg donors as “victims” of
such an international reproductive industry may overlook the agentive role of
donors and fail to carefully represent the reality of egg donation. In particular,
such a picture misses the fact that eggs cannot be transported so easily as
sperm and that different “economic structures” support egg and sperm collection
and manipulation (Bergmann, 2011a). Egg donor procedures require a special
coordination of spatial and temporal commitments by donors, recipients and
practitioners. Although some steps may be undergone by actors living at distance
and being coordinated through e-mail, telephone and fax etc., the very moments
of egg retrieval, egg fertilisation and embryo transfer require the presence of
donors and recipients on the same clinical site and the availability of laboratories
and practitioners. Such practicalities of egg donation makes the transportability of
non-fertilised eggs more complicated than that of sperm. If gametes are difficult
to trade, reproductive biocapitals may encounter transnational demand through
the cross border movement of involved actors.

Although the literature focuses in particular on intended parents on the
motion towards egg donor conception (Bergmann, 2011a, 2011b; Hudson et al.
2011; Speier, 2011; Whittaker and Speier, 2010; Zanini, 2011, 2013), some
scholars have reported the case of women crossing borders to donate their eggs
(Inhorn, 2006) and of Israeli practitioners travelling to Romania in order to collect
eggs from local Jews women and bring them back to Israel after having fertilised
them with Jews sperm (Nahman, 2011).
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4. RESEMBLANCE IN DONOR CONCEPTION

Fertility centres use different means to advertise egg donation to potential donors
locally and internationally (Bergmann, 2011a, 2012). In Spain, these seem to
attract especially students and Latin American and eastern European migrants
(Bergmann, 2011a), who meet phenotypical requests by clinics which are obliged
by law to match the phenotypes of donors and recipients.

This match constitutes one of the crucial steps in the donor conception
process because it is perceived as the procedure that has the potential to
conceal donor conception by hypothetically reducing the risk of non-resemblance
between intended parents and their donor-conceived children. An appropriate
match between donors and recipients responds to the Euro-American concern for
resemblance between kin, based on the circular assumption that genetic
relatedness produces phenotypical resemblance and that phenotypical
resemblance is expected between genetically related people (see Fortier, 2005).

This specific measure, which encounters the desire of many local and
travelling intended parents (Bestard, 2009; Bergmann, 2011a, 2012), is
implemented in a way that emphasises ethnic, national and racial classification.
In some cases, reproductive travellers are concerned about specific phenotypical
availability in given countries and may derive their choices about destination
countries according to supposed phenotypes of local populations. Bergmann
observes that “in a majority-white European population, the high variation of
phenotypes [...] was of great concern both for clinics [...] and for some users” and
argues that some presumptions of locally dependent phenotypes are based on
“on a notion of ethnically homogeneous European 'national container societies'
(Pries 2001: 22) and did not consider the fact that countries in southern Europe
have been transformed from countries of emigration to countries of immigration,
in which many migrants from eastern Europe now live.” (Bergmann, 2011a: 285).
The involvement of migrants and low-income women in egg donation
emphasises the emergence of reproductive industry as a “new gendered job
market for migrants” (Bergmann, 2011a: 285).

Physical resemblance is not only a concern for European reproductive
travellers fleeing their countries of origin to access donor gametes abroad. On
the contrary, people may be tempted to move by the fear of lack of local bio-
resources which meet their phenotypical needs. It is the case of “return
reproductive tourists” who may argue that “physical similarity with the donor [...]
can be better achieved by returning to the home country” (Inhorn, 2011: 588).
Such an argument, combined with the special care for parent-child resemblance
which “will prevent future uncertainty, curiosity, scepticism or ridicule, especially
given that donor technology is a relatively recent innovation in the Middle East
(ca. 1999) and not widely accepted by the Muslim majority” (Inhorn, 2011: 589),
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contributes the emergence of a “new form of reproductive tourism back to the
Middle-East, which is driven by donor phenotype” (2011: 589).
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5. REPRODUCTIVE TRAVELLERS: THE CASE OF THE ITALIAN POPULATION

Among the reproductive travellers that address fertility centres in Spain, Italians
represent the most numerous population according to the study by Shenfield et
al. (2010) -31,7% of the returned forms. After the Iltalian law on assisted
reproduction was passed in 2004, introducing severe restrictions on the use of
ART, Italy has changed from a country which receives foreign reproductive
travellers to one which sends ltalian patients to other countries. In 2005 the
Italian CECOS, Centre d’Etude et de Conservation des Oeufs et du Sperm
(Centre for Study and Preservation of Eggs and Sperm) started a project called
“Osservatorio sul turismo procreativo” (Observatory on Procreative Tourism)
which aimed to monitor the effects of the new law in terms of CBRC. In 2006 a
report by the Osservatorio showed that the number of Italian couples treated
abroad in 2005 was almost four times higher than in 2003 (Osservatorio sul
turismo procreativo, 2006). According to the Osservatorio, 4,173 couples were
treated in the 27 centres participating in the investigation in 2005. This number
seems to be confirmed by Shenfield et al. (2010), who estimate ltalian couples
travelling abroad to be around 3,500-4,500 per year. The vast majority of Italian
patients cited legal reasons as the predominant motive for seeking reproductive
treatments abroad (Bartolucci, 2008; Ferraretti et al., 2010; Osservatorio sul
turismo procreativo, 2005, 2006; Shenfield et al., 2010). Nevertheless, the latest
investigation run by the Osservatorio shows that in 2011 almost one third of the
Italian residents seeking reproductive assistance abroad underwent treatments
that were not officially banned within Italy, but nonetheless felt they would have
access to better reproductive care abroad (Osservatorio sul turismo procreativo,
2012).

As a matter of fact, 'better quality' treatments is the second reason that
people indicated in the questionnaire by Shenfield et al. (2010) for seeking
treatment across national borders. This may be partially explained by the fact
that they may choose to seek treatments abroad after treatments in ltaly have not
been successful — 26.1% of the respondents explicitly indicated previous failure
as a reason for crossing borders- resulting in an increased women's age at the
time of CBRC (33.2 % of women were aged 40 or more) in comparison to the
average age of women treated in ltaly (where the same age group represented
the 20.7 % of cases) and in the increase need for egg donation practices
(Shenfield et al., 2010).

Interestingly, though, the ban on egg donation might in some cases be
experienced as a lack of quality in the services offered by health care system
(Zanini, 2013). The understanding that people have of “reproductive care” may in
fact refer to many different things and the very fact of being informed about
transnational reproductive options and referred to known and reliable clinics
abroad may be interpreted as “reproductive care” (Gurtin, 2011; Zanini, 2013).
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Moreover, medical assistance is not the only “care” people may look for when
they come to fertility clinics abroad. For this reason some reproductive travellers
especially appreciate when clinics provide them with assistants who manage
their relationship to the clinics from abroad, check the exams they send over by
fax, help them organise their trip to the clinic, welcome them when they arrive in
the clinic, introduce them to practitioners, translate the consultations in case they
are required to do so, follow them when they are back at home and act as their
first contact every time they need anything from the clinic. These assistants are
so much present in the reproductive experience of transnational patients that,
while some think they make their experience more comfortable and less
frightening, others find that this person confuses their reproductive process by
putting one more obstacles between themselves and the practitioners who follow
their case (Zanini, 2013).

The study by Shenfield et al. (2010) reports that Italian patients travelled
abroad to seek mainly ART (76.5 %) and IUI (32.6%) and that in the 17.4 % and
17.9 % of the cases, they were after sperm donation and egg donation treatment
respectively. The countries preferred by patients coming from ltaly seemed to be
Switzerland (51.4 %) and Spain (31.7%), followed by Belgium (13.0%) and
Czech Republic (2.6%) (Shenfield et al. 2010).

According to the Osservatorio sul turismo procreativo (2006) and the few
existing research, it seems plausible that Greece constitutes another very
popular destination for Italian residents seeking especially IVF and egg donation
abroad. Zanini (2013) reports two cases where people decided to undergo donor
conception treatments in Greek fertility clinics and refers how in one case they
were suggested to do so by an ltalian “mediator” whom they met when
addressing a clinic in the Czech Republic during their previous reproductive
treatments (Zanini, 2013).

The increasing phenomenon of ltalian residents who have been crossing
national borders since 2004 to seek reproductive assistance abroad, has
probably changed in measure and nature after 2009 and 2014, when two verdicts
by the Italian Constitutional Courts have amended some crucial restrictive parts
of the regulation. In 2009, the Constitutional Courts cancelled the obligation to
fertilise maximum three eggs at every cycle and to transfer all the fertilised eggs
back to the womb of the woman who provided them immediately after
fecundation. Although not addressing this issue directly, this verdict indirectly
implied the erasure of another restrictive measure: the ban on cryopreservation
of fertilised eggs. This change in the regulation may have led to a change in
patients' decisions about CBRC. In 2014 the Italian Constitutional Courts
intervened to cancel another important ban characterizing the ltalian national law
on ART: the ban on donor conception. Since then, multiple clinics seem to have
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organised themselves to be able to offer this service to their patients, but
research on this topic is still missing or ongoing.

The existing research illustrates that Italian patients were not the only
Italian citizens involved in the transnational networks of CBRC. Many ltalian
patients, in fact, report to have been addressed abroad by their local practitioners
who often offered informal recommendations about foreign fertility clinics.
Moreover, ltalian fertility experts started to be especially appreciated in foreign
clinics and some decided to rather try their fortune abroad than work under very
restricive measure in lItaly (Zanini, 2013). In some cases, then, Italian
practitioners decided to organize their medical practice transnationally, either
meeting patients in ltaly and treating them in private clinics abroad or
establishing cooperations with foreign clinics in order for these to refer their
Italian patients to them when patients were to follow their physical or
psychological preparations for treatments back in Italy. In other cases, Italian
clinics established special agreement and cooperation with other clinics abroad in
order for them to assure themselves a more stable control and follow-up of local
patients (Zanini, 2013).
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6. LEGAL, MEDICAL AND SoOCIAL IMPLICATIONS OF CBRC

Many scholars have investigated the legal, medical and social implications of the
increasing of CBRC, noting especially the negative side of this phenomenon
(Blyth and Farrand, 2005; Storrow, 2005a, b, 2010; Blyth, 2006; Chung, 2006;
Ciocci et al., 2006; Heng, 2006, 2007a,b; Pennings, 2006, 2009; lkemoto, 2009;
Martin, 2009; McKelvey et al., 2009; Smith et al., 2009; Hughes and Dejean,
2010; Smith-Cavros, 2010; Whittaker and Speier, 2010). Apart from the
emotional, physical and financial difficulties experienced by reproductive
travellers (Culley et al, 2009) some scholars notice that the travel also entails
practical issues (Blyth, 2010; Chung, 2006) and cost (Chung, 2006; Ferraretti et
al., 2010; Inhorn and Shrivastav, 2010; Shenfield et al., 2010).

Hudson et al., (2011), who have recently reviewed the existing literature
on CBRC, have pointed out that the majority of the literature concerning possible
implications is composed of commentaries and speculations rather than actual
empirical research. According to Hudson et al., the hypothesised negative
implications include potential safety and quality issues with treatments (Ferraretti
et al.,, 2010; Hughes and Dejean, 2010; Pennings, 2006, 2009); lack of
counselling in cross-border fertility centres (Ferraretti et al., 2010; Pennings,
2006; Smith-Cavros, 2010; Thorn and Dill, 2010); exploitation of women, body
parts and reproductive process in absence of clear and strict rules about donor
and surrogate recruitment (Blyth, 2006; Heng, 2007a,b; |kemoto, 2009;
Pennings, 2006b, 2009; Smith-Cavros, 2010; Storrow, 2005a, b, 2010); the
development of an intense reproductive market (Chung, 2006; Heng, 2006;
Ikemoto, 2009; Smith et al., 2009; Smith-Cavros, 2010; Storrow, 2005a;
Whittaker and Speier, 2010) implying the risk to reproduce global inequalities
(Martin, 2009; Storrow, 2005b); the risk that CBRC compromise host countries'
health systems by diverting fertility services from resident patients to travellers
(Chung, 2006; Heng, 2006; Ikemoto, 2009; Pennings, 2006; 2009; Smith-Cavros,
2010; Storrow, 2005a, 2010) (Hudson et al. 2011)

Hudson et al. (2011) collect the suggestions that are addressed to policy-
makers for further intervention on CBRC that aim at minimizing the negative
implications mentioned above and observe that these include prohibition of
CBRC and establishment of a penalty for people breaking the rules (discussed
especially by Pennings, 2002, 2004, 2006; 2009), which is the provision that the
Turkish government introduced in 2010 against people travelling abroad for
sperm donation treatments (Gurtin, 2011; Head, 2010); regulatory harmonization
among countries, considered impracticable by all commentators (Ciocci et al.,
2006; Mladovsky, 2006; Pennings, 2004); and harm minimization. The last point,
which denotes an approach that aims at protecting patients, donors, surrogates
and offspring at the level of clinics' practice, has gained major attention. Many
authors believe that an international code for practice for professionals, to which
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single fertility centres may sign up, could serve this purpose (Chung, 2006;
Collins and Cook, 2010; Deech, 2003; Ferraretti et al., 2010; Mainland and
Wilson, 2010; Pennings et al., 2008; Thorn and Dill, 2010). An important step in
this direction was taken in April 2011 by the European Society for Human
Reproduction and Embryology (ESHRE), which has elaborated a Good Practice
Guide (GPQ), providing suggestions for centres and health professionals treating
reproductive travellers and helping ‘regulators and policy-makers create a
framework to enable centres to abide by these rules’ (Shenfield et al. 2011: 1).
GPG focus, in particular, on the principles of 'equity, safety, efficiency,
effectiveness (including evidence-based care), timeliness and patient
centeredness' (Shenfield et al., 2011).

Despite the guidelines of good practice that are being implemented at
transnational level, patients' experiences of CBRC seem to be characterized by
the strong feeling that being treated “at home” would be the best option given that
the combination between mobility and “unfamiliarity” of foreign context amplifies
stress. Hudson and Culley (2013) illustrate how British men find that the feeling
of alienation caused by the practice of semen production through masturbation in
the clinical settings is sometimes increased by the fact of travelling all the way to
a foreign country just for the purpose of this very action. Inhorn, instead, reports
how Middle-Eastern men are concerned about their wives undergoing assisted
reproduction in a comfortable context, preferably being practically and
emotionally supported by their closed relatives, mainly the wives' mothers.
According to Inhorn, many diasporic Middle-Eastern couples believe they have
more chances to success if undergoing assisted reproductive treatments in their
home countries, as they may experience “more 'relaxed', more 'familiar' and more
‘comforting” (Inhorn, 2011: 589) treatment conditions.
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7. DECISION-MAKING IN REPRODUCTIVE TRAVELS

The literature has started to illustrate how decision-making about CBRC is a
more stressful and complex process than engaging in treatments “at home”
(Hudson and Culley, 2013; Inhorn, 2011; Zanini, TESI). In CBRC, medical needs
are to be balanced with practicalities, economic, ethical, cultural and linguistic
issues (Zanini, 2011; Speier, 2011; Bergmann, 2011, Inhorn, 2011; Hudson et
Culley 2011, 2013). Interestingly, Hudson and Culley (2013) have especially
analysed how CBRC experiences may be affected by and contribute to construct
gender identities of involved partners. The interviews they collected with British
men and women engaged in reproductive travellers in different countries
(including Spain and Greece) show how women tend to play the role of “fertility
contractor” (Greil, 1991 in Hudson and Culley, 2013), from making decisions
about treatments to planning the trips. Hudson and Culley (2013) report cases
where partners do not travel together, but rather organise their CBRC travels
according to different reproductive tasks (i.e. providing semen sample and egg
retrieval and/or embryo implantation for women).

According to Hudson and Culley (2013), CBRC may amplify the division of
labour that is already at work in ART, where women tend to feel responsible for
the treatments that are being used on their bodies and for the reproductive
process, more generally. It has been argued that male passivity in treatments-
seeking and ART challenges the traditional gender identity of masculinity being
related to action-taking and technological interest and expertise (Throsby and
Gill, 2004). As observed by Hudson and Culley (2013), though, these attempts to
read male and female active and passive attitudes in assisted reproduction as
challenging traditional gender identities may be misleading because reproduction
may be seen as a traditional responsibility of female partners.

Although male partners seem to engage less in decision making and
organizational tasks related to CBRC, they appear to be more active in the role
“emotional” supporters (Hudson and Culley, 2013), an “emotion work”
(Hochschild, 1979 in Hudson and Culley 2013) that may become very stressful in
the case of ART anxiety exaggerated by CBRC. Hudson and Culley (2013)
observe that such intense emotional work within the couple may lead men to
suffer from concealment of their own emotional distress. The authors report that
some men may use the internet as a space where they “could 'off load' to other
men when the role of emotional supporter became too much” (Malik and Culson,
2008 in Hudson and Culley, 2013: 257).

According to Inhorn, “return reproductive tourism” is not so much related to
the motives for CBRC listed in the emerging literature and including mainly local
restrictions, waiting lists and affordability of treatments as it is rather connected to
“a number of cultural, moral and psychological 'pull' factors” (Inhorn, 2011: 587),
which the author points out under the following subtitles: “medical expatriotisme”,
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“language of medicine”, “co-religion and moral trustworthiness”, “donor
phenotype”, “comforts of home”. On top of that, Inhorn illustrates how return
reproductive travellers may have experienced discrimination in their host
countries, including misinformation about possible treatments in loco.
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8. LEBANON: A CROSS-BORDER AND INTER-RELIGIOUS REPRODUCTIVE
Hus

Jeanette Edwards' work (2014) highlights how clinicians in Lebanon remark that
the wish of having children leads not only Lebanese people, but also others, to
override religious principles and to take into consideration reproductive paths
which they would not think to be able to consider.

The especially heterogeneous reproductive ethical landscape of Lebanon
produces a number of reproductive mobilities both within and across national
boundaries. Inter-religious or inter-sectarian reproductive experience and
exchanges constitute a specific figure of such mobilities.

Among the movements of people navigating from one clinic to the other in
search of specific treatments, Edwards (2014) and Inhorn (2012) report the
special mobility of Sunni and Maronite couples outside their religious contexts
(and their respective religious-inspired clinics) to find clinics which offer ova and
sperm donation.

Syrian, Egyptian and couples from the Arab Gulf access Lebanese fertility
clinics to obtain donor gametes which are not available in their home countries
due to Sunni Islamic law (Inhorn, 2011; Inhorn et al., 2012). The particular
Lebanese de-regulation and its heterogeneous set of religious repertoire makes
Lebanon an international basin of reproductive medicine for the whole Middle-
East especially for what concerns donor conception practices (Inhorn, 2011).

Donor ova might derive from mobilities of other IVF patients, or foreign
donors, including Eastern European and North-American women. Marcia Inhorn
reports the case of donor eggs coming from Shi'a women and from non-Muslim
North-American women (2006). The author explains how a fortunate encounter
between a Lebanese-American IVF physician with a North-American young egg
donor, who accepted to embark on expenses-paid trips to Lebanon to donate her
eggs there, has resulted in the contemporary enduring cooperation between
North-American egg donors and Lebanese IVF clinics. The involvement of female
friends and acquaintances of this first egg donors in Michigan and the extension
of this network of participants has led to what is now considered a flourishing
industry, where reproductive dreams of Lebanese couples are made possible
through oversea-trips by young working-class North-American egg donors, who
are willing to gain more money than what they get in Michigan for the same
service and to have a vacation paid in a foreign country.

On the one hand, the presence of North-American egg donors is
especially appreciated by some Lebanese couples, who are willing to solve their
reproductive problems without contradicting Fadlallah's fatwa, which prescribes
that the egg donors are unmarried and without sexual partners. On the other, this
transnational networks have allowed Lebanese IVF clinics to become known in
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the Middle-East for providing egg donation treatments, attracting another kind of
foreign travellers, namely couples of all religions (Inhorn, 2011; 2012) from all
over the Middle-East.

Moreover, poor Palestinian women may offer their surrogacy services to
wealthy local and foreign Sunni couples (Inhorn et al. 2012: 255).

Not only Sunni couples from other countries address Lebanese fertility
clinics to escape restrictions imposed by their religion. Both Lebanese and non-
Lebanese couples may decide to undergo treatments in Lebanon in order to be
followed by religious and morally trustworthy physicians. Inhorn, for example,
reports the case of a Lebanese migrant in the UAE whose Syrian wife was
worried and anxious about undergoing treatments with a well-known Indian Hindu
physician in the UAE and flew from Dubai to Lebanon five times in six years in
order to undergo ICSI in a co-religionist clinical environment (Inhorn, 2011: 588).

Among transnational reproductive travels to Lebanon, some belong to
what Inhorn has named “return reproductive tourism”. The study undertaken by
Inhorn in 2003 shows that 17% of the men involved in CBRC to Lebanon were
Lebanese currently living abroad and travelling to Beirut especially for
undergoing ICSI for male infertility or for female infertility problems (Inhorn, 2011;
Inhorn, 2012). These men justified their return reproductive travels citing “(i)
increased affordability of assisted reproduction technology in Lebanon, especially
for those living in North America; (ii) increased trust in Lebanese medicine over
medicine in the host country, especially for those living in other Middle Eastern
countries; and (iii) desire to experience an assisted reproduction cycle in the
midst of a supportive family environment” (Inhorn, 2011: 586). Inhorn observes
that for Lebanese living in Sub-Saharian Africa, reproductive travels were, at
least at the time of the study, the only way to access ART, given the poor
diffusion and availability of assisted reproduction treatments. Besides, Lebanese
expatriates may have a very high esteem of Lebanese medicine and believe that
they might obtain the better care in Lebanon than in other countries, including
European countries and North America.

Inhorn observes that both Egyptian and Lebanese expatriates tend to
describe respectively Egyptian and Lebanese assisted reproductive services as
“‘more 'professional', 'advanced' and 'experienced' than those of host countries,
including the Arab Gulf’ (Inhorn, 2011: 587). Although Lebanon has implemented
ART in the mid 1990s, almost a decade later than Egypt, due to civil war (Inhorn
et al. 2010), it was well known before the war “for its excellent medical education
and services, with a highly functioning medical system and many Western-
trained specialists” (Inhorn, 2011: 587).

Altogether, Lebanon represents one important destination within the
“diasporic dreaming” of Middle-Eastern couples wishing to “return back home”
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from host countries to undergo assisted reproduction and a reference destination
for those who do not find in their Middle-Eastern country the reproductive
services they search for.
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9. CROSS-BORDER SUNNI MusLIM AsSISTED REPRODUCTION: THE CASE
OF TURKEY

Although Sunni Muslim couples have been accounted for crossing borders to
access donor conception in Lebanon or other countries which offer these
services (Gurtin, 2011; Inhorn, 2009; Inhorn et al. 2010), Zeynep Gurtin suggests
that this is a reaction to donor conception religious ban that only a minority of
Sunni Muslim would support. The author argues that none among her Turkish
interviewees would accept donor conception as a practicable way to parenthood,
and, on the contrary, they deem it as a threatening and frightening morally
unacceptable act (Gdrtin, 2013: 204). However, Gurtin acknowledges that this
open opposition by her interviewees is somehow contradicted by reports by
media sources and practitioners (Gurtin, 2011; 2012a; 2012b).

Media reports that were diffused after 2009 speak profusely about Turkish
couples seeking donor conception treatment across border and addressing
fertility clinics in Northern Cyprus, Greece and USA (Gurtin, 2011; Urman and
Yakin, 2010). Some of the reports depict the travellers as immoral people while
some show sympathy. Gartin reports that the estimated number of Turkish
couples crossing borders every year, and mainly seeking egg donation
treatments, fluctuates between 2000 and 3000 in 2005-2006 (Aktuel, 13-19 April
2006 and Sabah, 29 december 2005 in Gurtin 2011: 560) and between 4000-
5000 in 2010 (Urman and Yakin, 2010 in Gurtin, 2011: 560).

Gartin justifies her own interviewees' open rejection of donor conception
and the inaccessibility to couples who underwent this practice with the “secrecy
and taboo surrounding 'donation” (Gdrtin, 20013:205). Moreover, the author
observes that people may also change ideas along their reproductive experience
and that “views about donation may be subject to change depending on the
temporality and trajectory of the quest for conception” (Gurtin, 2013: 205).

Gartin reports of Turkish citizens exercising what Guido Pennings calls
“moral pluralism in motion” (2002) by travelling to Northern Cyprus to access
donor conception treatments which are against the Turkish law (2009). Such a
movement of reproductive patients has stimulated the initiative of Turkish clinics
to open Cypriot branches or to build partnership with Cypriot clinics to treat
Turkish patients (Gartin, 2009; 2011). Contrary to self-organized reproductive
travels accounted by the literature about other CBRC populations, Turkish cross-
border reproductive mobility is mostly facilitated and supported by institutional
infrastructure (Gdrtin, 2011: 561).

Turkish practitioners describe as “not uncommon” that people who cannot
achieve pregnancy through IVF indirectly ask for donor conception treatments.
Although some practitioners condemn the existence of Turkish fertility clinics
opening branches in Nothern Cyprus and directing there the patients who seek
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donor conception, according to Gurtin, they especially do so because they find
this arrangement disturbing for its financial consequences, namely “fee-splitting'
between clinics”. (Guartin, 2011: 562, 2013). Altogether, they think that facilitating
patients' conception through cross-border donor conception treatments repairs a
problematic situation instead of creating one, given the unlikeness that donor
conception is made legal and openly and officially acceptable. Girtin argues that
patients’ request to have access to donor conception treatments should be
related to a social mandate for parenthood. This argument relates to the
observation that, according to practitioners' reports, such a covert request comes
very often from more “conservative” Sunni couples and “covert women” (Gurtin,
2009: 301-303).

Gurtin challenges the surprise demonstrated by practitioners and
welcomes the argument by Robert Tappan who finds it analytically poor to
describe these behaviours in terms of (non-) religiosity. Instead, Girtin suggests
that the travelling “covered women” are engaging in a “reproductive resistance”
(Inhorn et al. 2009 in Gurtin, 2009: 303) made possible through the transnational
availability of donor conception practices.

As observed by Gurtin (2009) “the supralegal choreography -incorporating
the movement of finances, expertise, gametes, patients, treatment cycles, and
even clinic brands in and out national borders — serves both to meet the needs of
patients who require these treatments and provides a resolution without upsetting
the impression of a perfect legal-religious-public harmony in Turkey regarding
ART practice” (Gurtin, 2009: 302). The transnational availability of locally
forbidden treatments and patients' agentive transnational movements represent
the way in which a certain consensus about ART has been possible in Turkey
until 2010.

During this period, two public cases broke the silence about transnational
donor conception practices. In both cases, well-known Turkish public women (a
model and an actress) declared to mother donor-conceived children, who were
born after they accessed sperm banks abroad (in the USA and in Denmark) to
become single mothers by choice. Media reactions to these events spanned from
open condemnation of immorality to welcoming manifestations for a feminist act
of decision-making about one's own reproductive choices (Gurtin, 2011: 562).

In 2010 new amendments to the Turkish regulation on assisted
reproductive technologies came into force, which aim at limiting transnational
donor conception practices by prosecuting those who perform, facilitate and act
as mediators in transnational donor conception as well as impregnated women
and donors (Gurtin, 2011; 2012). Turkish clinics found responsible for organising
donor conception treatments abroad are severely punished and, professionals
involved in the mediation risk to see their practice certificates invalidated (Gurtin,
2012: 138).
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Turkish practitioners interrogated by Gurtin about the reasons of such an
unexpected definite legal act against CBRC responded that it was a reaction to
the visible cases of sperm donation or a measure against “profit-maximizing
clinics” (Gurtin, 2011: 562).

Gurtin explains that such a provision has been introduced with reference
to the item 231 of the Turkish Penal Code, which forbids to “change or obscure a
child's ancestry” and is based on the hypothesis that such a circumstance had
become less infrequent with the increase of transnational donor conception
travels (Gurtin, 2012: 138).

What such a measure adds to the previous situation is that it “takes the
'conjugal confines' of ART practice within national borders and extent them with
extraterritorial relevance” (Gurtin, 2013: 73). For the first time a country rules
against its citizens’ cross-border travels and introduces penalties for those who
do so.

Commenting on the introduction of such measures, Girtin argues that,
although being intended at possibly ending CBRC with donor gametes, the new
legal framework will probably only make the reproductive trajectories of Turkish
women and men who want to access donor conception more difficult and
dangerous (Gurtin, 2012: 139). Moreover, the author observes that putting
control for the respect of this measure into practice would imply very invasive
procedures on non-easily detectable reproductive travellers. Actually, the
measure strongly affect individuals feelings and makes their trajectory to
parenthood more complicated and hazardous, especially if local practitioners
stop recommending trustworthy clinics and providing information and care
(Gurtin, 2011: 563). Eventually, Gurtin argues that “on a more symbolic note, the
legislation is a step in the wrong direction, sending an unpleasant message of
intolerance and further stigmatizing the choices of involuntarily childless men and
women who are already faced with very difficult decisions” (Gurtin, 2011: 563).

The fertility clinic that Gartin addressed in Northern Cyprus declares to
mainly recruit Turkish egg donors to match with Turkish couples and that this is
not a difficult task to do, because there is no lack of women who offer to serve as
donors. The nurse interviewed by Gurtin explains that this clinic prefers donors
who indicate the economic matters as their motivation to donate more than those
who mention “altruistic” reasons, because they fear that the second group might
have problems in dealing with the feeling of the existence of donor-conceived
babies born out of their acts. Turkish egg donors are said to be usually
“prepared” for donation in Turkey and to only travel to Northern Cyprus for egg
pick-ups.
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10. MuLTIPLE REPRODUCTIVE BIOMEDICAL MOBILITIES

The transnational entanglements of ART crossing the Turkish context are not
limited to the reproductive travels of patients who seek donor conception
treatments outside national borders with or without the support of local
practitioners.

A transnational movement of expertise and competences was present
since the beginning of the Turkish ART, when IVF practitioners trained in
Germany made the birth of the first IVF baby possible in Turkey (Gurtin, 2011b;
Beck, 2012). Stephan Beck traces the experience of Erol and Ege Tavmergen,
two siblings who travelled to Germany to be trained in gynaecology and returned
to Izmir in the mid 1980s to start a pioneer programme of infertility treatments. To
this end, they transported test animals, lab equipment and chemical substances
and counted on their transnational professional relationships to access
necessary materials which was not available in Turkey (Beck, 2012).

In doing so, they managed to develop high-quality treatments and
intercepted patients who had previous experience of crossing borders to seek
treatments abroad. Their immediate success attracted the support of local
patients and of private sponsors, whose financial aid was determinant in making
the clinic an important national reference site of reproductive medicine.

The effort made by the two gynaecologists to economically secure their
practice went together with Erol Tvemergen's strong engagement in the national
association of reproductive medicine contributed to the creation of a favourable
political framework for the improvement of ART in the Turkish context.

Altogether, the assemblage of the transnational movements and
relationships put into being by the two doctors with their local clinical, social and
political engagement lead to the rapid “transformation of a former medical
periphery into one of several European IVF-hubs where increasingly patients
from other countries seek treatments” (2012: 368).

This example shows how “scientific' practices in the medical domain do
relations beyond the boundaries of states, societies or institutions by moving
people, knowledge, ideas as well as biomedical 'things” (Beck, 2012: 357).
Stefan Beck proposes to call “biomedical mobilities” the variety of elements which
are set in motion beyond borders in the domain of biomedicine (Beck, 2011;
2012). These mobilities emerge in an interconnectedness of global knowledge
and local ethical, political, social and economic availabilities and agendas,
supranational bodies and individual expectations, understandings and
practicalities.

Reproductive biomedical mobilities include the emergence of transnational
“‘universal, naturalized bodies” (Beck, 2012: 372) through the special
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configuration of transnational collaboration between clinics and/or the expansion
of North American and European hospitals and fertility centres. Stefan Beck
reports one paradigmatic case (2012) of a Turkish fertility centre which constantly
cooperate with another clinic in Baltimore (USA). The existent link involves the
use of the same standard protocols, substances and materials in the USA and in
Turkey, allowing the collection of comparable data and making room for the
telematic exchange of experiences between transnationally-based practitioners.
This approach does not take into account local understandings and practicalities
and especially makes the North American patient the paradigmatic character on
which procedures are imagined, studied and developed (Beck, 2012).

Turkish ART practices and both Turkish and other patients treated in
Turkey concur to the creation of a standard global patient who is initially shaped
on the basis of the USA patient but which evolves into a virtual translocal being
whose characteristics and results will affect patients in the two locations and
beyond those.

Another example of how Turkish localities are transnationally active in the
domain of assisted reproduction is offered by Nurhak Polat (2012), who explores
the national and transnational connections and trajectory of a Turkish patients
group. She illustrates how the engagement of this group in the very local context
of Turkish politics and policies goes together with its action in comparison and
connection with other groups transnationally. Such transnational relationships
allow local groups to “achieve maximum political impact in their attempt to
influence national, political, and social structures” (ibid: 224). The transnational
connections provide the ideological, organizational, political and media
infrastructure to put forwards local instances and engage in official negotiations —
i.e. requesting that infertility be defined as a “disease” so that infertile people can
enter reproductive assistance as “patients”, thus gaining eligibility for the
mobilisation of health insurances to support reproductive treatments; demanding
that the Ministry of Health and public social security institutions fund at least
some treatments- which finally result in “securing funding for two cycles of IVF”
(ibid.:225). As Polat writes, “[iln a 'simultaneous production' of the local and
transnational” the local patients group “develops its own pragmatic way of
validating transnational discourses and transferring them into local discourse in
an attempt to gain political power, to improve visibility, and to gain access to the
local regulative levels” (ibid.: 226).

Cyprus is a very interesting location for what concerns transnational
reproductive mobilities. Its geographical and political configurations seem to have
made the island an attractive location for both fertility entrepreneurs and
reproductive travellers. On the one hand, Northern Cyprus is known to have been
a favourite destination place for Turkish people seeking donor conception
assistance, at least until the approval of the new Turkish law in 2010. On the
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other hand, the Republic of Cyprus seems to represent a special place on the
contemporary map of reproductive medicine. Although no data are available
about the number of cross-border reproductive travellers to the Republic of
Cyprus, it is possible to imagine that a incoming flow of people has existed until
very recently due to the absence of legislation, to the relatively easy reachability
of the island, and to its developed tourist infrastructures. A very preliminary and
exploratory visit to fertility centres websites popping up after a basic Google
research, illustrates that these are openly involved in transnational networks of
patients and, perhaps, donors. Italian newspapers and other media especially
focused on Cypriot fertility business when Italian reproductive travellers reported
that the fertility clinics which they had addressed and where they had their
embryos stored had suddenly been closed down for being suspected of egg
trafficking and lacking measure of traceability of genetic material (Corriere della
sera, 21 May 2010). The same was true for Israeli couples who asked for their
embryos to be returned by Cyprus authorities who had confiscated all the stored
embryos (CyprusMail 25 October 2013).

Among the procedures that we can imagine to attract foreign travellers
there are anonymous egg donation and surrogacy, the last being banned in many
European countries.

Cyprus is also invested in transnational reproductive biomedical mobilities
at different levels. Stefan Beck explores the transnational trajectory of a Cypriot
patient organization gathering together Thalassemia sufferers and playing as
“one of the key actors in implementing the most successful prevention program
against a genetically caused disease world-wide” (Beck, 2012:369). The
campaign that the organization promoted, including early diagnosis of carriers
and recommendation not to marry other carriers, spread internationally and made
first Cypriot migrants and then other patients around the world ask for screenings
and prenatal diagnosis. The organisation has the special goal of diffuse their
campaign into developing countries where the genetic condition is of particular
public interest, given the high number of people who are potentially carriers of the
disease. While being engaged in “cheap, effective social intervention’ through
educational programmes which advice that carriers do not marry to avoid risk of
conceiving diseased babies, the organisation lobbies for IVF-treatments and
PGD to be offered in these countries. Altogether, the organisation has played as
a local and global actor, “cooperating with grass-roots initiatives as well as with
global agencies like WHO to create new preventive regimes in the field of
reproductive practices” (Beck, 2012: 370).

Although we have encountered a number of Greek newspaper articles and
TV documentaries that comment on transnational mobility from Bulgaria there is
no anthropological or sociological research yet on the subject.
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11. WHAT IS NEXT?

The present report shows that researchers have been busy to carefully map
contemporary translocal networks in the field of reproductive medicine, illustrating
how qualitative research has the ability to shed light on unexpected crucial
assemblages of ideas, policies, practices, understandings, laws, investments,
knowledges and techniques and to unpack the ways in which reproductive
technologies, people and genetic material travel. Although very perceptive and
detailed in its methodologies and scopes, existing research covers only a limited
area of the biomedical mobilities involved in the aforementioned countries.
Moreover, the practicalities and challenges of CBRC for both foreign and local
people in these areas have been only partially investigated. Still, we know more
about the movements of people seeking reproductive assistance translocally and
transnationally than about other actors and entities, whose mobilities, as we have
seen, are necessary for the very implementation of ART in any location and their
development as “global form” (Knecht et al. 2012). Further investigation is
certainly required to unpack the trajectories that practitioners, technologies,
gametes, moneys and knowledges follow in order to make the fertility industry
active in very different localities across and beyond the Mediterranean.
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