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INTRODUCTION
research notes
In the introductory chapter of his book The Reinvention of Primitive Society
Transformations of a Myth, an anthropological study of kinship, Adam Kuper argues that specific ideas and topics in anthropology have the tendency to reappear
through the years disguised in different theories and maintains that transformations allow the same topics to circulate. Could this be the case for parenthood and
especially motherhood in Greek ethnography? A resilient topic of interest for the
first and second generation of Greek ethnographers, research on motherhood has
re-emerged in a dynamic fashion since the beginning of the 21st century. Yet, in a
different manner than the texts of “classic Greek ethnography” this new body of
research examines motherhood and parenthood beyond the “domestic model of
gender” and uses it as a broader lens for the investigation of other topics such as
ethnicity, the state, the law, demography, medicine practices and new reproduction technologies. Following this body of ethnographic research in Greece and
drawing from the research project (In)FERCIT the book explores the ways infertility and assisted reproduction are bound within but also escape the household,
and the shifts triggered in relation to reproduction, parenting, the imagining and
making of a family.

Chunks of Greek ethnography: Gender, family and kinship
Jane Cowan (1990) draws our attention to the fact that gender has been an important issue in Greek ethnography, mainly because it is so deeply implicated in the
moral values of “honor and shame”. It was at the beginning of the 1960’s when a
number of British-trained anthropologists, who were conducting fieldwork in the
Mediterranean basin, John Peristiany in Cyprus (1966), Pitt-Rivers in Andalusia
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(1966), John Campbell among the Sarakatsani in Northern Greece (1964, 1966),
came to the conclusion that the values of ‘honor and shame’ were of significant
importance in this part of the world. In his introduction in the edited volume
Honor and Shame. The Values of Mediterranean Society (1966) John Peristiany
declares that “Honor and shame are the constant preoccupations of individuals in
small scale, exclusive societies where face to face personal, as opposed to anonymous, relations are of paramount importance and where the social personality
of the actor is as significant as his office... When the individual is encapsulated
in a social group an aspersion on his honor is an aspersion on the honor of his
group. In this type of situation the behavior of the individual reflects that of his
group to such an extent that, in his relations with other groups, the individual is
forcibly cast in the role of his group’s protagonist” (ibid.: 11). The “honor and
shame” model implies men and women as sexual beings whose appropriate or
inappropriate to their sex behavior has major implications for their personal and
group’s “honor”. Pitt-Rivers writes that, in Andalusia, ethically valued for men is
authority over family where the equivalent for women is sexual purity; “Restraint
is the natural basis of sexual purity, just as masculinity is the natural basis of authority and the defense of family honor” (Pitt-Rivers 1966: 45). The connecting
link between male virility and female sexual modesty is the stigma that female
sexual immodesty can cause to male honor (Argyrou 1996: 158). Although these
early pioneers were quite reluctant to argue for the uniformity of the Mediterranean on the grounds of the “honor and shame” model and preferred to speak of a
“Mediterranean world” and a “Mediterranean people” (de Pina-Cabral 1989), the
model of “honor and shame” was taken off by their American colleagues and became the cornerstone of the argument for the cultural unity of the Mediterranean
basin on the basis of its relationship to sexuality and gender distinctions. 1 In 1985
David Gilmore argued that, “One specific domain of Mediterranean culture that
seems to provide solid analytical analogies, despite some formal diversity, is that
of male-female relations. [...] Male and female are naturally distinguished in all
societies, but in the Mediterranean area, this division is not only complementary,
but also oppositional, creating a symbolic dialectic of sex” (ibid.: 1-2). He is one
of the strongest supporters of the idea that Mediterranean unity “derives from
1. Not all anthropologists who argued for the cultural unity of the Mediterranean attribute
it to the ‘honor and shame’ model. Jane Schneider (1971) argues that the cultural unity of
the Mediterranean “derives from a particular set of ecological forces which have interacted to
produce the codes of honor and shame” (ibid.: 2), while John Davis (1977) underlines that this
unity is to be explained due to exchange, contact and intermarriage and stresses that it should
not be taken for granted but tested through comparison and historical study.
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the primordial values of honor and shame, and that these values are deeply tied
up with sexuality and power, with masculinity and gender relations” (1987: 16)
while he cites as the probably most striking physical characteristic of Mediterranean community life “a rigid spatial and behavioral segregation of the sexes and
the subsequent domestic division of labor” (ibid.: 14). The idea of a “Mediterranean culture” exemplified in the “honor and shame” model has been heavily criticized, because “honor and shame” are complex notions which do not necessarily
have the same meaning in all areas of the Mediterranean, while sexuality and
gender relations cannot be regarded as the one and only parameter to argue for
the unity of such a vast area (Herzfeld 1980, 1987, de Pina-Cabral 1989, Vassos
Argyrou 1996).
Ethnographers of Greece working in an “honor and shame” paradigm have
demonstrated an excessive interest in kinship, family, marriage and procreation,
and promoted a single idea of maleness and femaleness as distinctive and complementary (Campbell 1964, Friedl 1962, du Boulay 1974, 1986, Hirschon 1978,
Dubisch 1983, 1986a, 1986b). However, in the last decades “since the writing of
the classic texts on gender in Greece that so deeply influenced scholars’ analytical
categories, massive social changes have taken place in Greek society. During the
same period, the relevance of theoretical developments in feminism, Marxism,
and linguistic and performance theories on gender issues has begun to be recognized” (Cowan 1990: 9). The outcome of such research was that the model of
complementarity has been strongly contested by more recent ethnographers of
Greece who have been inspired “by empirical changes in gender practices and by
conceptual reformulation being worked through the analytical level” (ibid.: 9).
Jane Cowan asks us to discern between the descriptive validity of the term “complementarity” and its face value. She argues that, the fact that many Greeks do
seem to think of gender roles and relations in this way and moreover, the idea of
complementarity, elaborated within the Orthodox theological doctrine should not
inhibit anthropologists from taking a critical stance towards such statements 2. In
her view “Any sexual or gender complementarity -like women’s power generallythat may be observed in particular sites and moments must be always seen in the
context of a broader asymmetry of male dominance and of the androcentric and
patriarchal institutions through which is manifested” (ibid.: 10-11). 3
2. Seremetakis (1997) denounces the use of the concept of “complementarity” altogether
and argues that the binary sets of public/private, rural/urban, male/female, overt/covert which
have dominated descriptions of Mediterranean societies are deprived of analytical value.
3. Jane Cowan (1990, 1991) has explored the politics of gender articulated through the body
in certain dance events in the Macedonian market town of Sohos, in Northern Greece. Her deci-
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The recognition that Greece is a “complex” society, that is, a society in which
some of the functions of kinship are performed by other formal institutions, but
also one in which there are contexts other than marriage, diverse models of identity and personhood that cannot be understood within frameworks made for the
study of ‘simple’ societies (Loizos and Papataxiarchis 1991a: 4), led to the conclusion that “ ... not only is there no single sense of masculinity”, and for that
purpose also femininity, “in that abstraction called ‘Greek culture’, but that from
one local context, institution, domain or discourse to another we can easily find
contrasting ways of being masculine” (Loizos 1994: 78).
Anthropological work in Greece since the 1990s has tried to compensate for
former omissions and researches the construction of gender in contexts other than
the household, in the coffee-shop (Papataxiarchis 1991), in the convent (Iossifides
1991), among football fans (Papageorgiou 1998), in a Mykonian group of exogenous “locals” (Bousiou 2008). Issues of gender, sexuality and reproduction have
recently re-caught the attention of ethnographers of Greece, especially in relation
to the so called “demographic problem” that is attributed to undernatality (Paxson
2004, 2006, Halkias 2004, Athanasiou 2006), sexuality and “new” family forms
(Kantsa 2006, 2007, 2011, 2014a, Kantsa and Chalkidou 2014 a,b, Kirtsoglou
2004, Yannakopoulos 2010), changing notions of motherhood (Chatjouli 2013,
Demeli 2013, Georgiadi 2013, Kantsa 2013a, Papadaki 2013, Vlahoutsikou 2013,
2015). 4 More recently, significant changes in the realm of medically assisted reproductive technologies (ART) and legislative formation provided new terrain in
the anthropological study of reproduction, parenthood and family.5
sion to work there, as opposed to the small and remote villages favored by most ethnographers
of Greece, allows her to place social and cultural change at the centre of her analysis and to be
sensitive to the competing discourses struggling to define gender (Georges 1993).
4. Additionally, ethnographic studies revisit the notion of household [nikokirio] and depict
the domestic sphere as the domain of cross-cultural interactions and significant transformations
in contemporary Greek society (Papataxiarchis 2006, 2014 Topali 2006, Kantsa 2006, Papataxiarchis, Topali, Athanassopoulou 2009, Topali 2008, Bellas 2012).
5. Already in the mid 1980s anthropologists began to be preoccupied with the social and cultural dimensions of rapid changes in reproduction and genetics. Ultrasound, pre-genetic screening and diagnosis, assisted reproduction, surrogate motherhood, and embryo research became
important topics of ethnographic and theoretical research. During the 1990s new reproduction
technologies was a significant area in order to research gender, kinship, science and how power
and human action can be connected. Gender studies in anthropology were mainly concerned
with the meanings of infertility, the effects of ART drugs on women’s bodies, the medicalization of women’s bodies and the use of eggs and cryopreserved embryos for medical research,
the bodily and emotional consequences of amniocentesis and ultrasound, men’s power to discuss such issues compared to women’s silence, and the use of ART among same-sex desiring
people (Martin 1987, Franklin 1993, 1995, 1997, Rapp 1987, 1988, 1990, 1991, Ginsburg and
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Assisted reproduction in Greece: Laws and Numbers
IVF was introduced in Greece in 1984 and the legal context was first set with
the 3089/2002 Law on “Medical Assistance in Human Reproduction” followed
by the 2005 Law on “Application of Medical Assisted Reproduction Methods”.
The 2002 Law tried to compensate for the previous legal vacuum and introduced
amendments to the Civil Code on issues of kinship and inheritance. It regulated
artificial reproduction technologies (ART), defined kinship as a social-sentimental
relationship, where choice and the desire for the child take priority over biological
relationships, and empowered married people, non-married couples and single
women alike with rights over reproductive technologies. More specifically, the
Law prohibits human cloning for reproductive reasons and gender choice, permits
the use of fertilized eggs for research or therapeutic reasons, permits surrogate
motherhood, permits posthumous conception and imposes donor anonymity for
both egg and sperm donors. In all cases of gamete donation and surrogacy, a
signed written agreement from husband/partner is required. Donor age must be
35 and 40 for women and men respectively, while recipient women should not be
older than 50.
The subsequent 2005 Law focused on the applications of medical assisted
reproduction and issues of “National Health”. It concerns: a) the bio-medical dimensions of the 2002 Law [chapter 2, articles 6-13], b) provides the context for
research on gametes and fertilized oocytes [chapter 3, articles 14-15], c) defines
the terms for the establishment and operation of reproductive clinics and banks of
cryopreservation [chapter 4, articles 16-18], d) sets the terms for the establishment
of an independent National Authority for Medical Assisted Reproduction [chapter
5, articles 19-25], e) legislates punitive and administrative sanctions against the
breach of the 2002 and 2005 Law [chapter 6, articles 26-27].
Rapp 1991, Ragoné 1994, Inhorn 1994, 1996, 2000, 2007, 2012 Inhorn and Balen 2002, Inhorn
et al. 2009, Hayden 1995, Lewin 1993, 2009, Levine 2008, Bonaccorso 2009). On the other
hand, kinship emerged as a central topic in relation to ART because anthropologists specialize
in the study of kinship and have analytical tools in order to study the social and cultural parameters of ART but also because ART enabled anthropologists to reconsider classical topics
on kinship –i.e. what makes someone a mother or a father- from another perspective (Canell
1990, Strathern 1992a, b, 1995 and 2005, Ginsburg and Rapp 1991, 1995, Ragoné 1997, Rapp
1999, Carsten 2004, Inhorn και Birenbaum-Carmeli 2008). Finally, anthropological research on
ART did not limit itself in researching gender or kinship relations. It is deeply interested in the
politics of reproduction, the control and distribution of scientific knowledge, the interrelation
of medical technologies with broader social, political and economic systems. (Edwards et al.
1993, Franklin 1993, 1997, Franklin και Ragoné 1998, Rapp 1999, Κonrad 2005, Thompson
2005, Birenbaum-Carmeli and Inhorn 2009, Edwards and Salazar 2009).

18

OUT OF BODY, OUT OF HOME

Its 30 articles are structured around two main principles, which are: 1) the application of medical assisted reproduction methods in a way that secures respect
of individual freedom, right to personhood and satisfaction of the desire to acquire
descendants based on the facts of medicine and biology and the principles of bioethics and 2) a concern that during the application of the aforementioned methods
the interest of the child to be born is primarily considered” [Law 2005, article 1].
Following these two principles the Greek legal context allows for preimplantation genetic diagnosis, embryo freezing, anonymous sperm donation, anonymous egg donation, embryo donation, surrogacy, research on genetic material
(donated gametes and fertilized eggs) and the free transportation of genetic material and fertilized eggs from and to other European countries forming thus one of
the most “permissive” profiles among European countries. 6
In Greece the number of reproductive clinics and centres was 50 in 2006
according to the European IVF-monitoring (EIM) Consortium for the European
Society of Human Reproduction and Embryology (ESHRE) (de Mouzon et al.
2010: 1853). More than half were located in Athens and the remaining are divided
among the major cities of Thessaloniki, Larissa, Patras, Ioannina, Alexandroupolis, and Volos, Chania and Heraklio, where each had one clinic. 10 of these centres
belong to public hospitals (6 to university hospitals) and the rest are private clinics
and centres (Panagiotidou-Prapa and Prapas 2006: 236-239). From the 50 centres
only 9 reported their results of assisted reproductive techniques to ESHRE (less
than 18% percent). This very low percentage (the lowest among all European
countries) raises questions, especially when compared with the 2003 report when
22 out of 44 clinics and centres, 50% in total, shared their statistics. The law on
“Application of Medical Assisted Reproduction Methods” which was voted in the
meantime, in 2005, perhaps had an impact.
Although the 2005 Law specifically prescribed that one of the first and main
tasks for the National Authority for Medical Assisted Reproduction would be to
give the specific number and details of these centres, the list is even nowadays
far from complete due to the difficulties the Authority has encountered.7 Thus,
we lack any official data in relation to ART in Greece. The only data we possess
derive from the very few clinics and medical centres that give out their numbers
to ESHRE.
6. In order to receive from or send genetic material to another country outside Europe, the
permission of the National Authority is needed.
7. Recently another Law has been voted -69/2015 “On the application of Medically Assisted
Reproduction” that focus on the application of procedures and the reactivation of the National
Authority.
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Yet, the press frequently publishes articles that entail some statistical numbers
based on doctors’ (gynecologists, embryologists) estimations. Thus, according to
a recent article published in the Greek Sunday newspaper Kathimerini 9-6-2013
p. 4: 300.000 couples in Greece are infertile, 12.000 assisted reproduction cycles
were performed in 2012, 4.000 euros is the average cost for each effort (drugs
included), 70 medical centres and clinics exist nowadays in the country that make
a 50.000.000 euro turnover every year. Yet, as there has been a decline in the
number of assisted reproduction cycles from 15.000 in 2009 to 12.000 in 2012 (a
decline of approximately 20%), clinics and medical centres in Greece are investing in cross-border reproduction in order to attract infertile couples and women
from European and neighboring countries.8
Even though there are multiple socio-cultural facets to ART in Greece -i.e.
cultural conceptualizations of parenthood, meanings of “infertile”, the permissiveness of the Greek law, the absence of state control, the large number of medical centres and clinics, the stance of the Orthodox church- the majority of relevant
research is about its legal dimensions (indicatively: Kotzabassi 2003, Kounoyeri-Manoledakis 2005, Kriari-Catranis 2003, Fountedaki 2007, Trokanas 2011,
Milapidou 2011) with a few publications on its psychological aspects (Abatzoglou, Manolopoulos, Papaligoura, Skoulika 2006, Papaligoura 1992, 2013). Ethnographic accounts are still relatively rare (Paxson 2003, 2006, Kantsa 2006,
2011, 2013a, c, Toundasaki 2013, 2015).

The (In)FERCIT research project
Due to the relative absence of ethnographic accounts on assisted reproduction
technologies in Greece we embarked three years ago on the (In)FERCIT research
project. The ethnographic material for the present book derives from this research.9 (In)FERCIT –(In)Fertile Citizens: On the Concepts, Practices, Politics
and Technologies of Assisted Reproduction in Greece. An Interdisciplinary and
Comparative Approach, a three-year research program (September 2012 - September 2015) funded by the European Social Fund and the General Secretariat of
8. The investment in cross-border reproduction is related to the large number of clinics and
medical centres that exist in Greece, the high level of medical technology, and the permissiveness of the law on assisted reproduction which allows for anonymous egg donation, anonymous
sperm donation and surrogate motherhood. However, the permissiveness of the law combined
with the absence of state control poses considerable questions that have recently alerted journalists and public opinion (see for example HOTDOC, issue 28, May 2013).
9. For more details about the project visit www.in-fercit.gr/en
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Research and Technology, Greece and conducted by the Lab of Family and Kinship Studies, Department of Social Anthropology and History, University of the
Aegean (Principal Investigator Venetia Kantsa). The project aimed to offer a detailed, multi-sited ethnographic account of assisted reproduction concepts, practices, politics and technologies in Greece, relate them to legal issues and human
rights on (in)fertility and reproduction, and provide a comparative perspective
that would associate the Greek project with similar research conducted in selected
European and non-European countries – Spain, Italy, Bulgaria, Turkey, Cyprus,
Lebanon. Using an array of methodologies -quantitative, qualitative, participant
observation, actor-network, legal archival documentation- this interdisciplinary
(anthropological and legal) project revolved around four clusters of research: a)
shifting concepts of kinship, relation, parenthood and personhood in the context
of social and technological transformations and nature/culture/technology perceptions, b) practices of reproduction in relation to gender, sexuality, age, religion and
ethnicity, c) politics of (in)fertility, “reproductive citizenship” and cross-border
reproduction across different states, d) reproductive technologies and networks
on local and global level. The overall objective of the research project was to provide an account which would move beyond permissive vs restrictive discourse on
reproductive citizenship and which on the one hand draws on notions of reproductive autonomy and right to choose, and on the other, ideas about human dignity
and the moral majority. This required a reconsideration of the specific cultural
contexts in which such discourses emerge, particularly local-global exchanges
and social-technological networks.
In the context of the research project we have used different methodologies:
a) archival research and interviews with doctors and experts on the history of ART
in Greece b) quantitative research using questionnaires and c) qualitative research
using open-ended interviews with women and men who have experienced assisted
reproduction, d) comparative study of the legal framework concerning ART in different countries within and outside Europe, e) comparative examination of case law
of national and transnational Courts and critical assessment of the findings. For the
present book we draw from the qualitative research based on 84 (from 130 in total)
interviews with men and women who have used assisted reproduction technologies.
The interviews were conducted using the snow-ball technique from May 2013 to
June 2014 in Athens and other Greek cities. We have tried to differentiate among
our interlocutors in terms of gender, age (<35, 36-39, 40-44, >45), family status
(marriage/ cohabitation/ no relationship) and place of residence (Athens and nearby
areas, city in the mainland, islands). The topics we were interested in discussing
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focused on “new” kinship relations and family formation in the context of assisted
reproduction technologies and were structured around sixteen thematic axes that
involved: 1) demographic details (age, family status, residency), 2) concepts of the
“child” and the desire to become parent, 3) partner’s participation into reproduction
and child raising, 4) the reaction of relatives and friends, 5) meanings of male and
female infertility, 6) the influence of the Internet and infertility forums, 7) relations
with doctors, 8) attitudes toward private clinics and/or public hospitals, 9) narrations of bodily experiences, 10) attitudes in relation to genetic material and donors,
11) stances towards the legislative context, 12) attitudes and perceptions towards
(national) low birthrates, 13) continuities or discontinuities between religious faith
and medicalized reproductive technology, 14) the cost of assisted reproduction technologies, 15) the cost of time, age and the «biological» clock, 16) attitudes and perceptions towards the wider medicalization of reproduction and pregnancy. Finally,
in the addendum we present the findings from the quantitative research based on
235 questionnaires (November 2013-Jnauary 2015).10

Reproduction in Greece: A highly biomedicalized reality
The medicalization of reproduction has been a target of ethnographic research
in Greece more than thirty years now focusing initially on issues related to pregnancy and birth. Eugenia Georges in her ethnography titled The Medicalization
of Reproduction in Greece (2008) based on ten years of fieldwork in the town of
Rhodes, describes how the ultrasound quickly became the norm and an integral
part of reproduction. Ultrasounds became the baby’s first pictures. This already
presents an altogether different cultural framing of reproduction considering the
fact that only until very recently pregnancy was predominately announced only
after it became visible. Controlling reproduction via medicalized termination of
pregnancies also became normalized in Greece (Halkias 2004) together with the
biomedical monitoring of reproduction even before conception and all the way
until birth with the advent of genetic screening technologies, as in the case of
prevalent inherited conditions like thalassaemia (Chatjouli 2012), while testing
for genetic conditions throughout pregnancy (amniocentesis CVS) has become a
normalized option for many women and couples. Regular blood tests accompany
the fixed visits to the doctor for ultrasounds. Reaching birth, the high number
of caesarean sections –one of the highest worldwide (Georges 2013)– is one of
10. In the Appendix one can find the profiles of women and men who have participated in
the qualitative research, the guide for open-ended interviews and the questionnaire.
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the most paradigmatic example of medicalization of reproduction in this specific
cultural context.
The conceptual tool of medicalization was dominant in the discourses regarding shifts in perinatal and reproductive technologies during 1980 and 1990.
Nevertheless the initial interest regarding the transformation of a biosocial process into a medical concept and a medical problem, gradually gave way to other
interests such as the “authority of knowledge”, regarding for instance the relationship between midwives and gynaecologists but also in relation to the engagement of pregnant women themselves (Trakas 2013). To this respect medicalization is problematized also in relation to biopower. The dominance of reproductive
technologies therefore is more than just the outcome of a “medical system”. It is
linked to a multitude of parameters that constitute the biopolitical condition.
The process of normalization as a biopolitical mechanism underlying the
practice of power is evident in the case of perinatal medical care. A pregnancy
without an ultrasound, for instance, is no longer considered “normal”. Indeed,
women who refuse such technologies might be considered irresponsible especially towards the wellbeing and the rights of the embryo. Medically assisted
reproduction, which fragments the reproductive body and involves many intrusive procedures is paradigmatic in the way technology is not just accepted but appropriated by its users and turned into a natural process. In the case of infertility,
as our data indicate, ARTs became for many another natural way to reproduce,
further normalizing the problem of involuntary childlessness after its reconceptualization in biomedical terms.
The further interest in focusing on the biomedicalization of reproduction and
in particular on the pathologization of the difficulty to reproduce, lies on identifying in the narratives and practices of our co-discussants the ways biomedical
reproductive authority is being appropriated by its users, in other words, the ways
biopower is being embodied and performed as well as the ways some users resist
and manage to reframe dominant biomedical normativities. One significant field
in the context of which such processes take place is the relationship between
ART users and experts. In the sections to follow we explore this relationship and
its central significance in the process of technological appropriation and how in
many ways the content of relating with the expert mediates the reconceptualization of being faced with difficulties to have a child and proceeding with a
biomedical explanation and a biomedical cure. In the context of looking for the
ideal ART expert and ART clinic we try to unfold also the instancies that the biomedical regime is being challenged together with the way biomedical mediation
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of reproduction in the case of infertility takes specific meanings in the context of
making kinship.

Out of body, out of home
Ta en oiko mi en dimo is a popular Greek proverb meaning that whatever happens
at a household [oikos] should not be made public [dimos]. It underlines that in
the Greek cultural context sexuality, reproduction, family relations belong to the
realm of private domesticity. But what happens when reproduction moves outside the body –in Greece assisted reproduction is known as ekso-somatiki (out of
body)-11 and the private sphere of the household -ekso-oikiaki (out of home)-, and
becomes part of the public sphere exemplified in state laws, doctor’s decisions,
hospital laboratories, IVF forums?
In the context of ART, reproduction escapes the body but it also escapes the
household. At the same time, as the household boundaries are becoming more
flexible, other actors, new norms and practices enter the household. With the term
exo-oikiaki (out of home) we wish to elaborate on all those shifts and differences
that become central in the reproductive stories of infertility and ART by drawing
our ethnographic and analytical gaze on those exact practices and meanings that
highlight not only and strictly the exo-somatiki anaparagogi (out body reproduction) but also the out of home reproduction. Reproduction is no longer a private,
personal, intimate, sexual matter, nor the couples own doing, at least the way it
was. It escapes one’s bedroom and it no longer unfolds within the boundaries, the
microcosm, the symbolic world of one’s own family and household. Having said
that our interest includes all those realities that construct the ART experience and
which signify both continuities and discontinuities regarding this new –for our
co-discussants– reproductive reality, those facets for instance that also demonstrate resistance towards the ART process of making the household more permeable. Privacy, for example, acquires new meanings in this context. Reproductive
management, reproductive decision making, reproductive timing involve old and
new actors and inter-mediators, while the challenges of infertility and ART may
lead to shifts in the prototypic and dominant constructs of family making and
kinship constructions.
The first part of the book focuses on the desire to have a child and become
11. In her ethnography (2004) Heather Paxson comments that “[…] the Greek term for
IVF [is] eskomatiki gonimopoiisi, literally out of body fertilization. In everyday Greek, IVF is
referred to simply as to eskosomatiki” (2004: 218).
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a parent. Different individual and family stories, expectations and projections,
encounters with age, time and “nature” inform stances, attitudes, and feelings.
Yet, in the case of failed repetitive attempts to become pregnant the scene changes
since new persons, techniques, decisions and choices make their entrance. In the
second part of the book we highlight reproductive shifts that are linked to the biomedicalization of the “problematic”, non-effective attempts of the couple to have
a child. But beyond the biomedicalization of this emotionally challenging and
life-changing reproductive reality, and beyond the relationships and structures
that are activated in relation to the dominant role of the medical expertise, the
medical institutions and power, exo-oikiaki anaparagogi is also about the sources
and content of the information couples receive, the information exchanged or
not exchanged between affected couples or even between strangers via related
Internet forums. It is about the emergence of new important other co-discussants
beyond one’s partner or beyond family members, about potential new socialities
structured upon the need to communicate reproductive difficulties and potentialities. It is about re-negotiating personal/public boundaries, about re-imagining
intimacies, about new forms of citizenship. It is about the role of state structures
and top-down norms, about the multitude of cultural practices that are activated
in the construction of this exo-oikiaki reproductive alternative.
As it will be explored in the sections to follow, new distances and proximities seem to unfold in the context of infertility and ART. Τhe new intimacies, the
lived pressures and resistances, involve people, relationships, emotions, institutions, technologies and places that often differ form the more typical everyday
reproductive setting. Imagining reproduction, realizing conception and gestation,
involves the triggering of new socialities, new spaces, new connections and even
new family forms and family stories of origin. In the context of the unfolding of
exo-oikiaki anaparagogi women and men often occupy different spots, perform
different roles that on the one hand resemble the more typical and dominant ones
and on the other, relate to new gender relations and gender normativities. Focusing on the couple and their prospective parental role questions arise: Which relationships and practices change through the experience of assisted reproduction
technologies? What is kept within the couple and what is being shared with others
(family members, friends, strangers, experts) who acquire significant roles and
power in the making of family and parenthood, in the formation of other significant socialities, in the changing dynamics of disclosure? How does this challenging context reinforces or weakens the couple’s relationship, their reproductive
agency and desire, the imagining and practising of parenting?

PART I

ASPIRATIONS OF PARENTHOOD

1

desires
Apparent “origins”
The epithimia (desire) for having a child and becoming parents is spontaneously attributed by our co-discussants to different kinds of emotions predominately
structured around the axes of “individual-social” and “nature-culture” and which
could schematically be categorized as following:
The first group consists of women and men who spontaneously associated
their desire for having a child and becoming parents with emotions either perceived as a more “individualized” esoteric need or as a need primarily premised
on interdependent social relations. In the first case, the desire to have a child
involves emotions which, according to the co-discussants, stem from an esoteriki
anangi (inner need) or an esoteriki epithimia (inner desire) that is mainly seen as
fulfilling the person by ensuring women’s and men’s “completion” and “happiness”, irrespective of the existence of a partner. Additionally, for them this esoteric need is perceived as ensuring what forty-two-year-old, Nelli Christoforou,
called “the prospect of continuity at personal level”. In the second case, the desire
for having a child involves emotions, pertaining mainly to women and men who
are married or in a relationship, which stem from a need or desire that is directly
and, almost exclusively, linked to what they described as a “mature”, “unique” or
“quality” relationship developed between a woman and a man. This need or desire
is seen as taking the relationship a step further towards “completion” and transforming it into a family unit through the partners’ shared –in most cases– wish for
an offspring, representing in this way what forty-eight-year-old, Agisilaos Manos,
called “the continuity of the couple”.
The second group consists of women and men who instinctively associated
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their desire for having a child and becoming parents with emotions either perceived as “naturalized” instincts and processes or as emotions mainly seen as almost exclusively anchored to specific social relationships and cultural practices.12
In the first case, the co-discussants’ desire to have a child and become parents
is allegedly understood as an apparent “naturalized” emotion or as an originally
instinctual drive triggered by a primordial or existential need that is “intrinsic to
human nature” (and/or as an essential aspect primarily of womanhood but also
manhood), therefore constituting an inevitable biological fact. In the second case,
the co-discussants’ desire for having a child and becoming parents is seemingly
understood as an emotion that is inextricably entwined both with specific relations, mainly the relationship between partners/spouses or other significant relations in cases of single women, and cultural ideologies and practices embedded in
marriage and procreation, such as “the continuity of the family”, or “the continuity of society”, rather than as an emotion “intrinsic to human nature”.
In the third group, women and men spontaneously associated their desire for
having a child with “time”. Specifically, the co-discussants’ accounts indicated that
their understanding of the desire to have a child in relation to “time” could be further
categorized, on the one hand into a desire that has been experienced as “always-existing” or “always-being-felt” and, and on the other, as a desire which came out at
a certain point in life, resulting either from long contemplation or a sudden urge. In
the first case, the co-discussants’ desire for having a child is mainly perceived as
an emotion that, according to them, has been felt as “it has always been there” and,
therefore, understood as “intrinsic to human nature”, although in some cases it may
also be perceived as “always-existing” and embedded to processes of social reproduction. In the second case, the co-discussants’ desire for having a child is primarily
conceptualized as an emotion that has flourished at a certain point in time. In some
of these cases, this emotion may be attributed to a “naturalized” emotion which appeared for the first time either progressively or unexpectedly during a person’s life
cycle or as an emotion that flourished exclusively in the context of a relationship or
when other relations and socio-economic conditions existed.
12. Regarding our interpretations of the co-discussants’ desire for having a child and becoming parents in relation to “nature” and “culture”, the ethnographic material seems to differ
with our quantitative findings which demonstrated that a high percentage of women associated
the desire to have a child with a “biological urge”, while a high percentage of men associated
it with the “pleasure of having a child present in the house” (see addendum). Apart from the
fact that this difference may be attributed to the limitations posed by the use of different methodologies, it also seems to be indicative of the co-discussants’ “blurred” discourse surrounding
“first-level” and “second-level” interpretations of their desire to become parents revealed by
ethnographic analysis.
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Yet, no matter what the spontaneously acknowledged by the co-discussants’
“origins” of their desire to have a child are and the timely framework this desire
made its appearance, their accounts also pointed to the fact that what is felt as
a desire for experiencing parenthood progressively transforms into what some
describe as pothos (yearning). This yearning admittedly develops into an actual
decision to try to have a child on account of the person’s biological and emotional orimotita (maturity) or, in cases of partners/spouses because of the “maturity” of the relationship. In most cases, this happens when personal aspirations,
combined-with-partners’ achievements have been accomplished and certain socio-economic conditions have been fulfilled.
At first glance, the analysis of the co-discussants’ accounts regarding their
understandings and experiences of the desire to have a child and become parents
points to the apparent dichotomies extensively discussed among anthropologists,
namely the “individual” and the “social”, “nature” and “culture”, “timelessness”
and “temporality”. However, a more careful examination of the co-discussants’
narratives demonstrates that the “individual” and the “social”, “nature” and “culture” as well as “timeless” and “temporal”, in tandem with a wide range of socio-economic factors are all clearly interwoven with women’s and men’s desire
for having a child.
As it will become evident in the following paragraphs, despite the apparent
categorization of the co-discussants’ understandings of the desire to have a child
firstly into those who spontaneously perceived it as an esoteric need that is mainly
seen as fulfilling the person as an individual or as a relational sentiment per se
flourishing in the context of affective relations, secondly into those who perceived
it as “always-existing” or as “flourishing-at-a-certain-point-in-time”, and finally
into those who perceived it as a “naturalized” emotion or a “social” and “cultural”
construct, still the people’s wish for experiencing parenthood is actually being
influenced by the complex interweaving of different ways through which they
themselves conceptualize the “personal” and the “social”, “nature” and “culture”,
“biological age” and “social age”.

Unraveling the complexities
“The individual”
Women and men who instinctively see and experience their desire for having a
child and becoming a parent as an esoteric need that constitutes an allegedly “personal matter”, experience a desire that is also seen as usually stemming from the
particular ways through which past and present experiences of relatedness have
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been individualized. These experiences can also lead to the fulfillment of the person. In such cases, the existence of a partner, despite being considered as a very
important prerequisite to making the decision to actually have a child, doesn’t
constitute the main force that sets off the desire for parenthood.
Specifically, here the desire for having a child is commonly built upon memories and emotions of our co-discussants’ own childhood and family of origin
or more generally what it feels to be related as a member of a family. Simultaneously, it is perceived as leading to the “completion” and “continuity” of the
person. Loizos and Papataxiarchis (1991b) have compellingly argued that kinship
and family are defining constituents of personhood in Greece and exemplified the
relational dimensions of personhood anchored in kin relatedness. Undoubtedly,
this is evident in this case. However, the co-discussants of this group seem to
have also elaborated on a discourse that gives primacy to the individuality of the
person in relation to the ways both women and men aspire to have a child and
become parents. As Vlachoutsikou (2013: 91) has indicated in her recent study
on motherhood among women who have experienced upward social mobility and
live in the affluent Athenian suburb of Voula,13 the individuality of the person,
the way Strathern put it (1992: 14), can neither account for the founding element
of kinship in Greece nor as a point of departure for its analysis.14 Nevertheless,
she maintained that regarding Greece, processes of individualization seem to be
relevant for the subjects in certain ethnographic cases (2013: 98) and, therefore,
worth being looked at.15
Here, according to both female and male co-discussants, what have played
the most important role in shaping their desire for having a child and becoming
parents, were positive memories and emotions about a “happy childhood”, “a
childhood full of love”, or “a childhood full of joy” experienced in the framework
of a “loving family” –in which parents, siblings, grandparents and even members
of the extended family, such as aunts, uncles and cousins, offered “endless” or
13. The study has been undertaken in collaboration with Ilianna Teazi-Antonakopoulou.
14. A similar point is also made by Grigoriadi (2013: 79) in her study on women’s discourses
about motherhood and “undernatality” based on a comparative analysis of the accounts of middle class Greek and British women who live in Athens and London respectively.
15. In her study, Vlachoutsikou (2013) revealed women’s emphasis on the significance of
the processes of individualization in the upbringing of their children articulated in a discourse
on anti-authoritarian parenting principles and practices –different from those of their own parents– which will enable them to understand their children’s own feelings and needs. Simultaneously, although acknowledging their preoccupation with the children’s individualized feelings
and needs as a “cultural shift”, they also see it as eventually reinforcing the parent-child bond,
the “traditional intra-generational unity” and the unity of the family (2013: 112).
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“unconditional” love and affection. Conversely, negative memories and emotions
associated with the “loss” of a close family member (parent or sibling) or the
experience of not being brought-up in “a complete family” have also played their
role in shaping the above-mentioned desire. For example, that is the case of thirty-eight-year-old, Petros Adamantinos, who got a boy after five cycles of failed
sperm injections and equal failed cycles of IVF, and whose desire for having a
child is seen as an exclusively “personal matter” and “nothing more” than something rooted in his positive memories of childhood which he later transformed
into a decision to have a child when he found the appropriate partner. By contrast,
in the case of thirty-nine-year-old, Elsa Giannouli, who got one child through IVF
and another through natural conception, explained that the husband’s desire for
having a child was deeply rooted in the early “loss” of his father. In Elsa’s words:
I’ve always known about his wish, it was his dream to have a family that resembled the one he had, to have two children -he wanted two- he wanted to
have two children […] he wanted to revive this memory.

In many of the cases in which the desire to have a child is experienced as deeply
grounded on memories and emotions about the people’s own childhood and family of origin, this desire may also be understood as a naturalized or an “always-existing” emotion.
At the same time, however, co-discussants who primarily attribute their wish
to have a child to a naturalized or primordial emotion or those who perceive it
exclusively in the framework of a relationship with a partner, they all acknowledge the importance of individualized memories and emotions related to their
own experience of childhood and of being a member of a family. In fact, for many
of these co-discussants, their memories, experiences and feelings associated with
their own childhood and family of origin are perceived as a highly appreciated
resource of positive emotions that generate the moral obligation “to offer them to
their own child”. Forty-year-old, Dora Stamatelou, who originally attributed her
desire for having a child to the biological urge to procreate “before time elapses”
highlighted the significance these memories and emotions had for her. Dora after
having been through diagnostic examinations in order to proceed with third-party
assisted reproduction with donor’s sperm maintained that: “I would very much
like my own children to have…to be like that, to live happily, to have a happy
childhood”.
In other cases in which the desire for having a child is primarily seen as a
“personal matter”, women and men admitted that this came unexpectedly out at
a later stage in life and was triggered when close family members or friends be-
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came parents. In such cases, coming close to children of relatives and friends and
getting a grasp of what being a parent feels like set off the co-discussants’ desire
to have their own child, an event quickly transformed into an imminent need for
offering love and care to an anticipated “own child”. For instance, forty-five-yearold, Viki Pappa, who got twins after a failed sperm injection and repeated failed
IVF cycles and a third child through natural conception, her desire to have a child
became stronger when she experienced the birth and up-bringing of her sister’s
daughter. In her words:
My sister got pregnant, the first child in the family…[…] It had been a magnificent experience. I was there when she gave birth and we took care together
of the baby. […] I was with her during the first weeks. I stayed in England to
help her. It was as if I had given birth to that child…so much love […]. This
triggered my desire, the baby was crying and I was giving my own breast to
calm her down.

For forty-year-old, Praxitelis Kontakakis, who got three children after being
through four cycles of IVF, the first time he actually felt the wish to have his own
child was when he met one of his friend’s child. According to him: “I remember
when I saw a friend’s child that I liked it very much, yes, that was the first time
that I said…yes…[…] it was the first time that it came out like this, as a wish”.
From the above it becomes obvious that even though the co-discussants’ initial emphasis concerning their desire to have a child lays on the individualization
of the person’s aspiration for experiencing parenthood, this process indirectly
implicates significant social relations, such as with family and friends. Furthermore, as we shall see in the following section, the autonomy of the person as an
individual subject in relation to choices and practices of reproduction and assisted
reproduction is acknowledged by almost all women and men who participated in
this study.
“The relationship”
For those female and male co-discussants who see and experience their desire
for a child as a wish generated and flourished in the context of the relationship
with the partner/spouse, this desire is principally perceived as the outcome of
the union of two people who love and respect each other and who see each other
as the “ideal” co-parent or what Kantsa (2011: 204) describes elsewhere as the
“right” guy (in cases of women) for a child. In her study on women’s narratives
in a Greek on-line community, Kantsa draws attention to the multiple dimensions
of “time” implicated in women’s experiences of infertility and pursue of assisted
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reproduction technologies. One of the four dimensions that she discusses is what
she calls “the time of relationship or ‘life before assisted reproduction’” in which
the emphasis on women’s discourse is laid on the coincidence of their desire for
having a child with their finding of the “right” guy. Here, the wish to become a
parent is almost exclusively perceived, as the nexus of the emotions of love, trust,
respect and care between partners and spouses as well as common understandings
of what parenting and the making of the family should involve. Thus, women and
men who feel this way defy that any desire for experiencing parenthood existed
before and beyond the partner or, more specifically, the particular person that
inspired them to experience parenthood, while they attribute this desire to the
qualities of the person or the quality of the relationship itself.
In most of these cases, women’s and men’s desire to have a child and become
parents is perceived as entangled with a mutually constructed emotion between
partners/spouses, what is often called a koini epithimia (common desire). It seems
that in such cases partners somehow inspire one another the desire for having and
bringing up a child together. For instance, forty-eight-year-old, Ageliki Mandrinou-Georgiou, who was about to proceed to a second IVF cycle after a failed one,
argued that it was the fact that she met her husband that completely changed her
previous decision to remain childless. According to her: “If I hadn’t met Stamatis,
I would have no children. […]. I had thought about it, took the decision and then
changed it. I admit it […]” Similarly, for her husband, forty-two-year-old, Stamatis Georgiou, the desire to have a child could only be realized in the framework of
a relationship with an “ideal” partner:
It is like when you choose your partner and you know this is the person you
would like to live your life. It is the same…the desire and wish to have a child.

It is not rare, though, especially but not exclusively in cases of women, that this
“common desire” has been initially seen either as a desire premised on the motivation of the partner or as an act of offer or sacrifice –the latter constituting two
predominant concepts in the imagining and practices of kinship in Greece particularly in relation to motherhood and the mother-child bond (du Boulay 1974, Dubisch 1995, Georges 1996a, 2008, Paxson 2004, 2006, Grigoriadi 2013, Papataxiarchis 2013)16– from one of the partners to the other who has longed for a child. For
16. The ethnographers of Greek society have demonstrated the prominent role of religious
idioms as metaphors for gender and kin relations and practices, and have particularly elaborated on the powerful idiom of Panayia (All Holy Mary), which ascribes a significant value to
motherhood and associates proper motherhood with suffering and sacrifice (du Boulay 1974,
Iossifides 1991, 1992, Dubisch 1995, Georges 1996a, 2008, Paxson 2004, 2006, Grigoriadi
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instance, forty-one-year-old, Sandra Karamanou, who at the time of the interview
had been through diagnostic exams for the causes of her infertility, explained that,
until the moment she felt secure in a “good” relationship with her husband, she
had never before felt the need to become a mother. According to her, not only the
framework of a quality relationship but also her husband’s motivation and support
provided the ground upon which her desire to have a child eventually flourished:
[…] Until now, […] I didn’t see myself as a potential mother. […] I felt that
becoming pregnant was something that was beyond me…[…] Yes, it was not
for me…it was for other women…[…] I didn’t really feel ready […] C. is very
supportive, very much indeed. He’s helped me to take a step forward…

By contrast, in the case of forty-six-year-old, Alexandra Thanou, who had been
through a failed cycle of sperm injection, the underlying concepts of offering or
sacrificing herself and her personal aims and achievements for the sake of her
husband’s wills, was what actually triggered her desire to have a child and quickly
led to a decision to try and get pregnant:
It happened in the framework of the relationship […] but, really, because I’m
a career-oriented person […], when you’ve invested in studies and so many
years of work experience, it is not sincere to say ‘I will sacrifice everything for
motherhood’ […] Nevertheless, I did it for my husband’s sake [gia to hatiri
tou], I gave a chance for this thing to happen.

As it will be thoroughly discussed in the forthcoming paragraphs, the significance
of having a quality relationship does not pertain only to those who see their desire to have a child and become a parent as an emotion exclusively anchored to
an “ideal” relationship that flourished within a certain point in time during their
life-cycle. On the contrary, even though the desire to have a child and become a
parent may be principally understood as an individualized esoteric need, a naturalized emotion or instinctive drive seen as a primordial need or as a social and
cultural construct, an “always-existing” emotion or as an emotion that surfaces at
2013, Papataxiarchis 2013). The concept of motherhood as offering, suffering and sacrifice
will be more extensively discussed in the following sections. Of particular relevance, here, is
Papataxiarchis’ (2013: 242) comment on Paxson’s (2004) important observation about Athenian women’s preoccupation with the fulfillment of the ideal of sacrificial motherhood which
ensures the achievement of women’s selves. According to him, her study “suggests that as a
life project motherhood continues to be attached to a relational notion of the self, –a notion
which provides, in the form of ‘maternal agapi’ and ‘sacrifice’, the archetypical and paradigmatic instance of this particular logic of self fashioning-, and that the realization of relational
motherhood that ‘completes’ the self remains diachronically conditional upon marriage and the
formation of a conjugal household”.
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a later stage in life, rather as an emotion per se “built in a relationship”, it almost
always implicates a relationship with a partner or, in cases of single women, the
absence of a relationship with a partner. For instance, thirty-nine-year-old, Emma
Nika, who is married and got pregnant in her first cycle of sperm injection, maintained that she “was born with the desire to have a baby” and also explained that
her “always-existing” desire to become a mother could actually be realized only
in the context of a relationship that was based on “sintrofikotita (companionship),
alithini agapi (true love) and erota (sexual attraction)”.
The relationship, in the form of its absence, is also considered to be a very
important factor that shapes the desire for a child. In cases of “single” women,
or better in cases of women who aspired to become mothers but hadn’t found
a partner or had a partner but for various reasons couldn’t have or bring up a
child with him (for example when the relationship with the partner was not
considered to be stable enough or when the partner didn’t want to have a child
himself), the desire to have a child –pre-existing or not– may flourish or become
stronger and transform into a decision for trying to have a child with donor’s
sperm when other support networks exist (close relatives and new or existing
partners). For instance, thirty-eight-year-old, Fofo Kiriakou, who got a child
in her second IVF cycle with donated sperm said that although she had always
wanted to have a child in the framework of a relationship, when her previous relationships failed her, her sister motivated her to have a child through third-party assisted reproduction that they together, along with their mother, father and
brother, would bring up. As she put it: “Of course, I had my sister’s support in
this. She motivated me. This started quite a few years ago since I realized that
I would be alone”.
No doubt, as we shall discuss later, in most cases, even in cases of women
where the partner is absent, the co-discussants’ discourse reveals culturally-specific conceptualizations of the desire for parenthood ideally realized within
the framework of a quality heterosexual relationship, premised on feelings of
genuine love, trust and affection (Loizos and Papataxiarchis 1991b) and which
paves the ground for the achievement of “good” or “proper” parenthood (Paxson 2004).
“Nature”
With respect to women and men who primarily perceive their desire for a child
as a naturalized emotion triggered by an instinctual drive or existential need,
this emotion is either understood as an always-existing emotion or as one that
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emerged progressively or unexpectedly at a later stage in their life and has been
experienced as “nature’s call” to procreate. Ethnographers of Greek society have
pointed to enduring representations of “biological” understandings of parenthood
premised on biological features –such as the physiology of or part of the female
body (womb), substances, such as blood, semen and milk, and processes, such
as conception, pregnancy, birth, breastfeeding, etc. (du Boulay 1984, Iossifidou
1992, Loizos and Heady 1999, Paxson 2006). At the same time, they have argued
about the persistence of perceptions of the desire for procreation as a “naturally”
driven instinct often vested with religious perceptions of a sacred purpose that
fulfils women’s and men’s destination in life (Loizos and Papataxiarchis 1991a,b,
Iossifidou 1991, Loizos and Heady 1999, Paxson 2006).
As far as this study is concerned, some co-discussants, predominately women
and only few men, spontaneously associated their desire for a child with a primordial emotion intrinsic to human nature that has been felt as an-always existing
emotion. For instance, for forty-year-old, Roula Athanasiou, her desire to have a
child has been experienced as an emotion that “has always been there” but “got
stronger through maturity” and developed into an actual decision for a child in
the context of the relationship with her husband. Indeed, for Roula, who had been
through four cycles of sperm injection, one that led to pregnancy but ended up in
an early miscarriage: “The desire has always been there. It hasn’t happened recently.” A similar view also came from forty-five-year-old, Vasilis Thanopoulos,
who had a history of three failed cycles of IVF: “It has always been there. Yes, it
was not that I realized at a certain age that I wanted to have a child.” Both in the
cases of Roula and Vasilis, the urge to have a child and become parents has been
felt as pre-existing their relationship in the framework of which they eventually
tried through ART to fulfill.
In other cases, though, almost exclusively in cases of women, this instinctual drive or existential need may come out either progressively or abruptly at a
certain point in time, irrespective of the existence of a partner or, as frequently
female co-discussants put it, “when the biological clock starts ticking” or when,
in forty-one-year-old Valentina Chiotis’ words, “the biological clock awakens”. In
contrast to those women and men who experienced that their desire for children
“has always been there”, these women, understood that the desire to have a child
happened either gradually through the process of biological aging or abruptly at
a certain age and felt it as an imminent biological need, interrupting in a sense a
previous course of life. In such cases, the urge to have a child is explicitly associated with women’s biological age and particularly with the exact point in time that
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age is seen as seriously affecting the female reproductive system and their ability
to reproduce. For example, forty-eight-year-old, Arianna Toli, who got a child
through IVF, explained that she first experienced the desire for a child suddenly
when she was thirty-seven, attributing this emotion to nature’s unexpected call for
procreation. According to her:
[…] I was around thirty-seven…[…] one time I saw an advertisement for diapers when I was thirty-seven and I started crying and people started asking
‘what happened to you?’ You know, this is the biological clock ticking without
me knowing where it came from…that’s how it happened, it came out of nowhere, very suddenly.

Additionally, for forty-year-old, Dora Stamatelou, who was not in a relationship,
the desire to have a child had build up progressively during the last couple of years
and it is attributed to the fact that she had reached her 40s: “This is something that
has only recently been developed. Because…I’m growing older, I’m 40 plus…”.
Similar cases are less likely to be found among men, even if many of them see
their desire for a child as only emerging at a certain stage in life. This happens,
because men’s urge to have a child is not directly associated with potential infertility problems caused by the process of aging of the male reproductive system.
Indeed, for women who perceive their desire for having a child as an imminent
call by “nature” to procreate before reaching a certain age, the association between biology and procreation is being straightforwardly naturalized. Although
the co-discussants’ words point to the fact that both women and men may in a few
cases interpret their desire to have a child principally as a naturalized need to procreate, for women who feel this way, that desire is not only perceived as a call by
“nature” for procreation but also as a gender-specific individualized need that is
premised on undisputable biological features and processes based on the function
of the female reproductive system.
By contrast, men who acknowledge their desire to have a child and become
fathers as an ostensibly always-existing emotion, then this emotion tends to involve a process of naturalization of cultural ideals about parenthood, reproduction
and the family, ideas that are transmitted within the family and other social institutions. This is mirrored in the words of forty-three-year-old, Stelios Elevtheriou, who got a child through natural conception after failed attempts to conceive
through sperm injections and IVF. In his view, his desire for having a child has
been experienced as:
[...] yes, I’ve always wanted to have a family, ...indeed, I think that this is the
purpose in life...and I’ve always though that if I hadn’t had a family, from a
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certain point in time onwards my life would have been very boring, especially
if you live in a society which has trained you to do so [...].

However, not only men but also women who associate their urge to have a child
with the natural instinct for procreation, and who either felt that it had always
existed or emerged at a certain point in time, tend to acknowledge the significance
of socio-cultural and economic factors that have contributed to the awakening
or strengthening of this desire, eventually transforming it into the decision to try
to have a child. For most of them, the desire for a child turns only into an actual
decision to start trying for a child when other conditions, such as the existence
of a “quality” relationship and/or other significant relations (in cases of single
women), as well as when individual or shared –with the partner– projects in life
and certain socio-economic conditions have been fulfilled. Thirty-nine-year-old,
Emma Nika, who at the time of the research was pregnant through sperm injection highlighted this point. Although she had always felt the desire for a child
as “natural” and in spite of the fact that she had also been previously married at
a younger age, she didn’t take the decision to have a child at that time, because
other conditions were not fulfilled. As she explained:
I believe that I was born with the urge to have a child. Indeed, I don’t see
myself as somebody who reached thirty-five and suddenly a maternal feeling
kicked in. But, I had a good life. I was a bit selfish. I didn’t want to change that
way of living particularly in an unhappy marriage. To have a child just for the
sake of having a child. No.

From the above it becomes obvious that both women and men who belong to this
group acknowledge the desire for a child and becoming parents as a sentiment
intrinsic to human nature. Nevertheless, this allegedly instinctive impulse is by
no means considered as the driving force behind their decision for actually trying
to have a child.
“Culture”
Some co-discussants readily acknowledged that their desire to have a child and
become parents originates from dominant cultural perceptions about the importance of the family and the prominent role parenthood plays in the making of
the family and kinship. The above views about the desire to have a child mirror
the cultural significance attributed to parenthood within the context of the conjugal household compared to personal and gender identities well described by ethnographers of Greek society (Loizos and Papataxiarchis 1991a,b). Furthermore,
most of these co-discussants recognized that these perceptions are sustained and
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reproduced both in the family of origin and by and large in society within the
framework of other institutions. They also highlighted the significance of these
perceptions for the reproduction and continuity of the family, society and culture. These views also reflect the well-discussed normalizing effect –despite its
contestations– of top-down biopolitical discourses about reproduction, contraception, sexuality, gender, marriage and the family predominately elaborated by the
state and the church (Halkias 1998, 2004, Paxson 2004, Athanasiou 2006, 2014,
Georges 2008, Papataxiarchis 2014, Kantsa 2014a), implicated in what Athanasiou (2006: 229) called “the constitution of intimate subjectivities according to
the cultural intelligibility of reproductive heterosexuality, familial generationality,
and national continuity”.
According to the co-discussants, and as forty-five-year-old, Charis Leonandrou, who got two children after having been through four IVF cycles, highlighted: “[…] This is –whether you like it or not– the way society brings you up. I
admit I like it …”. Furthermore, thirty-eight-year-old, Faidra Alexiou, who got a
child after four failed cycles of sperm injections through IVF explained that she
felt that her desire for a child has been passed down to her from her family of
origin. In Faidra’s words:
When I were a young girl, I was saying that I would have a family as soon as I
would be 25. […] So, I grew up in a family that gave us these ideals and things
for our future when we were young girls.

Similarly, some women and men spontaneously admitted that their aspirations
about having a child have been premised on culturally constructed perceptions of
reproduction, parenting and family, which are all intrinsically associated with particular modes of fulfilling age and gender specific roles in the context of marriage
and the conjugal household where both members of the kin and members of wider
social circles belong, such as friends and acquaintances.17 The following dialogue
between a married couple, Elsa Kanareli and Marios Kanarelis is illustrative of
this point:
Marios Kanarelis: […] You got married with somebody, because you wanted
to start a family with this person, is that right?
Elsa Kanareli: […] Yes, Greek people wish you vion anthosparton ke kalous
apogonous [meaning literary in Greece have a life sowed with blossoms and
have good offspring].
17. For the relevant discussion in the ethnographic literature on Greece, see Loizos and
Papataxiarchis 1991a,b.
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Similarly, for thirty-three-year-old, Nana Nikolaou, who at the time of the research was pregnant in twins through IVF after two failed sperm injections, the
desire for having a child and becoming a mother principally means: “that you
create your own family, that you give birth to one or two little ‘things’ and you
create your own core with you husband”. At the same time, Nana acknowledged
that this understanding of her desire to have children and become a mother has
also been a source of anxiety for her when her desire could not easily be fulfilled
due to infertility. Indeed, Nana refers to what Paxson (2004: 18) described in her
study as women’s fear towards facing a state of personal incompleteness which
is intrinsically associated with a failure to achieve “a social duty”. In her words,
when all her friends started to marry and have children, her difficulty in conceiving a child caused significant pressure:
This was something that I could not get over easily, at a stage when all my
friends got married and started to have children, I hadn’t,…they had their second children. That was the most difficult part.

Of course, other women and men who primarily perceived their desire for a child
and becoming parents as having other “origins”, also pointed to the possible ensuing embarrassment of the difficulty in fulfilling the dominant cultural ideal of
parenthood and, especially motherhood. For example, thirty-eight-year-old, Valentina Vasileiou, who understood her desire for a child as always being there and
at the time of the research was monitoring her ovulation and taking medication in
order to have a child, argued:
Because of our age, many of our friends have already made their own families
and when this becomes bigger and bigger –when the circle of people who have
their own family becomes larger, they have their own children– whether you
like it or not you get influenced.

In fact, some co-discussants also admitted that they had been affected by stereotypical concepts of infertility and childlessness. According to thirty-six-year-old,
Mika Konitsa, who had been through four failed sperm injections and was ready
to proceed with an IVF, the pressure caused to her by the delay to become pregnant meant that she, along with her husband, may have become the subject of
gossip and pity among relatives and acquaintances. As she put it:
When we go to friends’ houses and people you know ask you ‘any child’?
You know the classic question ‘are you thinking of having a child?’…and I
start getting really mad when people ask me these kind of questions…[…] it’s
absolutely rude.
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For other co-discussants, though, the primary role of “culture” in shaping their
desire for having a child and becoming parents has been understood less as a
cultural ideal anchored to “tradition” and more as a cultural ideal anchored to
modernization processes of Greek society which are predominantly processes
of individualization.18 For example, thirty-nine-year-old, Antigoni Vidali, maintained that in relation to motherhood the desire to have a child and become a
mother was more closely connected with the particular ways through which she,
as a prospective mother, individualized and experienced the relationship she
had had with her parents, and not so much with the fulfillment of a culturally
imposed gender-specific stereotype about women who are seen by society as
attaining their womanly status through the achievement of motherhood (Paxson
2004).19 As stated by Antigoni who got a boy after a failed IVF cycle and a
transfer of a cryo-preserved embryo:
I have to say that, generally speaking, it isn’t anymore an imposed stereotype
as it used to be some time ago. This has more to do with how you have been
grown up, what kind of experiences you got from your parents and this will
play the most significant role on how you understand family and motherhood.

Many also point to the cultural significance attributed to other processes of individualization. For instance, thirty-nine-year-old, Mimi Lioliou, who had sought to
have a child during her late thirties through a failed cycle of sperm injection and a
failed IVF, claimed about her generation: “We had to live our life, study, find the
perfect woman, because there was also a certain standard of living”.20 A similar
view also came from fifty-year-old, Menia Stamatouli, who eventually adopted a
child after many failed cycles of sperm injections and fourteen IVF cycles. Menia
explained that although she had been pregnant with her future husband and had an
abortion, their decision to have a child came only when they had both completed
their studies and had successful professional careers.
When I was eighteen, when I was in my first year of studies. I thought it was
impossible to keep a child. It was exactly when we had started studying. I
couldn’t imagine it, I had always been careful. […] Since we got married we
18. For a relevant discussion in the literature on Greece, see Paxson 2004, Vlachoutsikou
2013, Papataxiarchis 2013, 2014.
19. In her study among Athenian women during the 1990s, Paxson (2004: 214) maintained
that her co-discussants approached motherhood “as something to be worked at, achieved and
continuously demonstrated”. According to her, “Subsequently, this contributes to their gender
proficiency, illustrating that they are good at being women”.
20. For the significance attributed by women to the fulfilment of personal aims other than
the aim of family making, see also Kantsa 2011: 204-205.
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came back from France where N. was doing his Masters and I found a job
here -anyway I was in Paris for a Masters as well. […] I think that we placed
more emphasis on the career, to make our lives better, to have a good job, to
be independent.

However, as we shall also discuss more extensively in the following sections,
many women and men who claimed to understand their desire to have a child and
become parents as having different “origins” than “cultural”, in particular those
who felt it as an apparent individualized need and those who saw it as inextricably
connected to the relationship, considered this desire as entwined with modernizing processes and concepts, such as the women’s right to pursue their personal
desires and aims.21 In such cases, what is seen by others as cultural imposition
associated with the fulfillment of the normalized ideal of parenthood and family-making, as for instance when the desire for a child is interweaved with a kind
of pressure related to expectations evoked by relatives and/or pressure generated
by the need to blend in your social circle, is never felt or completely ignored. For
instance, forty-six-year-old, Alexandra Thanou, who had no children and went
through a failed cycle of sperm injection, explained that she along with her husband had never cared about how family members may react for the fact that they
hadn’t got a child yet. As she said:
I had never been worried about what the environment would say. I’m absolutely indifferent. Even if my parents were alive… I wouldn’t care what they
would say about it. I also wouldn’t care about what my husband’s parents think
about it and A. feels exactly the same.

Similarly, fifty-year-old, Violeta Tripani, who adopted a child after a couple of
failed ART cycles pointed out:
I will tell you about this social aspect. Even though I’m a very sociable person,
I’m not like, “God, what he or she will say”. I didn’t care, I mostly cared about
my own family, L. and myself as units and two-three friends, but I didn’t care
about the social environment.

The emphasis placed by the co-discussants on cultural aspects related to the desire
to have a child and become parents, takes us to the following discussion of what
the co-discussants call “social age” and “biological age” or what we call “social
maturity” and “biological maturity”.

21. See also Kantsa 2011, Paxson 2004.
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“Time”: Blending the “individual-social” and “nature-culture”
The multiple dimensions of how “time” was implicated in accounts on reproduction and ART have recently been discussed by Kantsa (2011, 2013b). In her study
in women’s narratives of assisted reproduction elaborated on a Greek Internet forum, Kantsa demonstrated that women contextualize reproduction within a broader story that relies on temporalities. Similarly, here, the co-discussants’ accounts
on their desire for having a child and becoming parents point to the fact that time
constitutes a determinant factor in their understanding of this desire.
Despite the apparent categorization of the co-discussants’ understandings of
the desire to have a child into those who have “always-had-that-desire” and those
whose urge surfaced at “a-certain-point-in-life”, the wish to become a parent, in
almost all cases, is also understood in relation to time as a complex interweaving of two important factors: “social maturity” and “biological maturity”. This
is actually what forty-five-year-old, Viki Pappa, who got two children through
IVF and one through natural conception described as “social age” and “biological
age”: According to her:
[i]t was not exactly the relationship that made me think about it, it was my age
that made me think about it, the relationship was there and some things that
happened made me realize what is really at stake. Because I think that the big
problem in Greece is that our biological age is so different than our social age
and when health problems visit you then you realize what your real biological
age is, that your parents are growing older and die, that you grow older and I
needed this shock to realize it…

“Social maturity” is both perceived as maturity of the person and, in the case
of couples, as maturity of the relationship and depends on what Viki describes
as women’s and men’s koinoniki ilikia (social age). “Social age” involves the
time that mainly women –but also men– need in order to pursue their personal
ambitions and aspirations such as higher education, professional career and the
very experience of “doing other things” and “enjoying their lives” before starting
up a family or what Kantsa in her study calls “life before assisted reproduction”
(Kantsa 2011: 204). Therefore, they tend to delay the prospect of parenthood for
at least a decade or more compared to previous generations of mothers and fathers
(particularly their own mothers and fathers). As also fertility doctors have indicated, this delay comes significantly later than the medically acknowledged “proper”
time, specifically in the case of women.
By contrast, “biological maturity” relates to the person’s actual biologiki ilikia
(biological age) in Viki’s own words. “Biological maturity” shapes primarily wom-

44

OUT OF BODY, OUT OF HOME

en’s desire to become mothers because “biological age” is explicitly associated with
the process of ageing of the female reproductive system, but also with men’s wish to
become fathers, especially in the context of the relationship, since men realize that
theirs and their partner’s chances of conceiving a child diminish as they get older.
The words of thirty-seven-year-old, Chrisa Zanini, pregnant through IVF who admitted that she felt the pressure of biological age, are indicative:
No I was not the kind of woman who was thinking of marriage…[…] despite
the fact that I had many long-lasting relationships and marriage was something
that had crossed my mind…[…]. I’m telling you I had never thought of myself
as a mom, I thought that this role didn’t suit me, this is why I subconsciously
delayed it, […] I happened to have a dream of myself being pregnant and I
started panicking…[…] To be honest, I got anxious because of my age, if I had
the choice to postpone childbearing for a later stage, I might have said ‘come
on since I have 10 more years, I will not proceed now with infertility diagnosis,
I will wait 5 more years and then I will start’.

Moreover, both women and men admitted that “biological age” sets an approximate age limit that defines the time when becoming a mother and a father can be
seen as “acceptable” or “ideal” in terms of the physical, mental and psychological
capacities needed for the demanding task of bringing up a child22 in ways that
fulfill what is thought to be “good” or “proper” parenting. For instance, forty-fiveyear-old, Vasilis Thanopoulos, who got a child through natural conception after
three failed IVF cycles, explained why it would have been better for him to have
a child at a younger age:
It has always been there, yes, it was not something that I realized at a certain
age, I wanted to have a child. Indeed, I wanted to have a child much earlier
because I would like to be at a certain age now and have a grown up child and
have fun together […] now, I’m 45 and I feel I am physically tired, I get tired
easily, I haven’t got the patience that I would have had at a younger age.

These conceptualizations of “social” and “biological” age are considered by most
co-discussants as “normal”, “inevitable” or “expected” within the contemporary
socio-economic and cultural framework. This is verified by the words of fortyone-year-old, Nelli Christoforou.
Look, I first felt the biological pressure of age when the first problems came
out. But, no, I didn’t feel social pressure, because much of my social environment is people who go through the same thing, let’s say, indeed, all my friend
have been through IVF…some succeeded earlier and others later than others.
22. That is ethically and socially acceptable.
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Yet, as indicated above, conceptualizations of “social” and “biological” age are
also disputed especially in reference to personal experiences of infertility. This so
because, not only do conceptualizations of “social” and “biological” age influence
the exact point in time that the desire for a child transforms into an actual decision
for trying to have a baby, but also because they influence the intensity and imminence of culturally-specific conceptualizations of the “proper” or “right” point in
time to start trying for a child.
So far, we’ve discussed the apparent “origins” of the co-discussants’ understandings of their desire to have a child and become parents as well as the underlying complexities of this desire. However, as Paxson (2004: 69) argued in her
study about Athenian women in the 1990s, wanting to be a parent is not the same
as becoming a parent. In the following paragraphs, we elaborate more about when
and under what socio-economic circumstances does the desire for having a child
flourish or develop into an actual decision to become a parent. We also look into
gender asymmetries concerning women’s and men’s reproductive age and their
desire for a child as well as how age affects the process of transformation of this
desire into an actual decision to become a parent for women and men respectively.

2

decisions
A personal or a couple’s matter
The co-discussants’ narratives demonstrated that for them decision-making about
reproduction –either within or outside the framework of marriage– including procreation, contraception, pregnancy termination and the very decision of pursuing medically assisted fertility treatments by spouses, partners and single women
clearly constitutes an issue of prosopiki epilogi (personal choice) or koini epilogi
(common choice) in cases of spouses and partners.23 The emphasis placed by the
co-discussants on reproduction as epilogi (choice) echoes Paxson’s (2004) earlier
observations about a shift in Athenian women’s views on procreation from an ethic of service predominately among women of older generations towards an ethic
of choice among women of younger generations. Indeed, Paxson talked about a
socially and historically constructed shift from an ethic of women’s self-control
over their sexuality in the service of men and the family towards an ethic of women’s maternal decisions and practices premised on what she calls an “increased
consciousness” (2004: 39), needless to say constrained by certain limitations.
Paxson (2004) demonstrated the shifts in women’s understanding of what it
takes “to realize their natures in a world characterized by changing social, economic, and political contexts” (ibid.: 5) which frame a dominant discourse on
modernity. Specifically, she pointed to “newly available virtues of self-determination and autonomy” (ibid.: 35) that played a central role in shaping women’s understanding of motherhood and particularly “proper” motherhood as a “personal
23. This is also reflected on the quantitative research that demonstrated that 70% of both
women and men acknowledged that it is primarily the couple itself which should take the decision of pursuing medically assisted reproduction (see addendum).
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achievement” that fulfils their “womanly nature” (ibid.: 9). As also in Paxson’s
case, the co-discussants’ accounts indicated that cultural perceptions of motherhood and fatherhood are being redefined and reproduced within a changing
framework of social reality.
As discussed above, women’s and men’s desire for having a child and becoming parents is seen and experienced as a wish or need that in many respects
implicates other people and factors than prospective mothers and fathers, such
as when memories and emotions about childhood and family play an important
role in shaping this desire. Simultaneously, women’s and men’s desire to have
a child and become parents is also seen and experienced as a wish or need that
often implicates social impositions and dominant cultural representations about
reproduction, parenting and the family. By contrast, the actual decision to start
trying for a child is seen by the majority of women and men as the outcome of
personal or common choices, strictly confined within prospective parents. What
is more, reproductive choices are considered to be autonomous –at least to the
extent that these choices involve decision-making about having a child and not
reproductive practices in general– from religious impositions and inducements to
religious and state dictates over reproduction and top-down discourses over the
nation’s “threat” posed by the country’s demographic problem.24
With respect to religion, Paxson (2004, 2006) has argued that owing to women’s shift from an ethic of service towards an ethic of choice procreation has come
to be seen more as a personal matter rather than as the achievement of a woman’s
destination, anchored in religious beliefs.25 In her words (Paxson 2004: 39), “[a]
s an idiom of human will replace that of God’s will in women’s reproductive narratives, contemporary Athenians perceive reproductive agency differently than
did their mothers and grandmothers.” According to her, this shift also signifies
women’s emphasis on the autonomy of the person as a religious subject, and a
concept of faith which is premised on a personal morality and not as imposed
and dictated by religion. In addition, however, as Paxson (2006) demonstrated,
24. For a discussion on assisted reproduction technologies, kinship and religion undertaken
in the framework of the (In)FERCIT research program, see Daskalaki 2015a,b, Daskalaki and
Kantsa in press.
25. A similar observation had previously been made by Georges, who delineated how women in the island of Rhodes widely practised abortion within a religious framework, in which
abortion is equated with a major sin (1996a: 516). According to Georges, these women bypass
the formal institution of the church and position their decision to undertake abortion within
a context of “alternative moralities” (ibid.: 516), in which exposing a child to conditions of
“deprivation and ‘hunger’” (ibid.: 517) is seen as a sin and a shame, thus presenting abortion as
a means of achieving good motherhood (ibid.: 515).
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religious idioms and ideologies are mobilized in women’s reproductive practices,
and, more specifically, in the case of women who pursued IVF. As Paxson (2006:
486) puts it: “the manner in which women and their partners approach IVF in
Athens reinforces the meanings, while updating the forms, of longstanding, religiously significant ideologies of reproduction, gender and kinship”.
Similar findings were also observed here. As discussed more extensively elsewhere (Daskalaki 2015a,b, Daskalaki and Kantsa in press), despite the co-discussants’ strong claims that their choices concerning reproduction, and their
choices associated with assisted reproduction were independent from religious
considerations, their narratives revealed that when confronted with infertility, religious-based ideologies and practices interweave with their actual reproductive
practices. Indeed, religious-based ideologies are evident in their discourse about
reproduction and the use of ART, while both religious and non-religious co-discussants admitted that they have followed certain practices with religious content, seeking divine or spiritual support along with medical assistance in order to
achieve parenthood.26
What is more, for most co-discussants their reproductive choices are considered
to be autonomous from a sense of undertaking a national or patriotic obligation or
“response” to the so-called “demographic problem”. It is true that the co-discussants do recognize the power of a dominant discourse on the necessity of reproduction, which is mainly expressed by the state and the church –particularly in response
to the “demographic problem”– primarily attributing the burden of this necessity to
women (Paxson 2003, 2004, Halkias 1998, Athanasiou 2006, Kantsa 2006, 2013b,
Papataxiarchis 2014). Despite this acknowledgement, here both women and men
consider the decision to have a child as a personal matter that is disentangled from
religious and nationalist projects and concerns over the country’s demographic de26. Regarding co-discussants, their narratives point to a wide acceptance of ART and the relevant legal framework, along with an emphasis on the autonomy of reproductive choices from
religious considerations that seem to challenge the discourse of the church on ART. Furthermore,
the co-discussants’ views on parenthood and family elucidate their preference for non-restrictive
reproductive choices in relation to when, with whom and in what relationship context they have
children –if they choose to have at all– something that, according to them, can be facilitated by
ART (Kantsa 2014b). Yet the co-discussants’ narratives reveal that despite their emphasis on the
autonomy of reproductive choices from religious impositions, religious beliefs and religious-based
performances, they are indeed all implicated in their reproductive practices. Simultaneously, as
their narratives touch upon a hypothetical need for third-party assisted reproduction, and as discussion expands on unconventional parenting relationships empowered by ART, their discourse
reveals significant reservations about certain assisted reproductive practices, and in many respects
the language employed to express these reservations echoes the language of morality used by the
church on the same matters (Daskalaki and Kantsa in press).
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cline.27 As the thirty-year-eight, Marios Kanarelis, put it: “No, I didn’t have a child
in order to add another Greek or Orthodox Christian to the nation […] I’ m proud
to be Greek, of course, but I didn’t do it for this”, or as the forty-one-year-old Sofia
Tobazi maintained: “No, no I didn’t have children to save the country”.
On a more personal level, both the decision to have a child and to pursue
ART are largely seen by co-discussants as autonomous acts that should be taken
exclusively by the prospective parents without the interference of other family
members. Specifically, their narratives revealed an elaborated discourse on the
prospective parents’ autonomy of reproductive decisions from members of the
family of origin, in addition to the imminent need to protect this autonomy in case
family members attempt to interfere or impose their wishes and aspirations on
the couple. Moreover, their accounts suggested that, in most cases, close relatives
seem to respect the prospective parents’ autonomy in decision-making regarding
reproductive matters and only rarely do they appear to pose an indirect pressure on
the couple through general questions and comments about the couple’s intention
of having a child. The words of thirty-eight-year-old, Ageliki Mandrinou-Georgiou, and her husband forty-three-year-old, Stamatis Georgiou, whose parents
have never “dared” to ask them anything related to their intentions about having
a child, are suggestive of this stance. As Stamatis said: “They haven’t even dared
asking us about having a child”. Additionally, Ageliki explained: “Not even my
mom, nobody. Neither his parents nor my mom, nobody dares to say anything”.
Only in cases of prospective single mothers, the decision to have a child,
although is actually taken by the prospective mother herself, it may implicate a
greater degree of involvement of a close relative, usually parents or siblings, and
in particular mothers and sisters. This involvement is often expressed through an
agreement for support in the child’s upbringing.28 For example, this is the case of
forty-eight-year-old, Fofo Kiriakou, who is a single mother and got a girl with
donor’s sperm and IVF. Fofo described that it was her sister who first came up
with the idea of her having a child with donor’s sperm and the one who offered,
along with her parents, to assist her with the upbringing of the child. In her words:
Of course I had the support of my sister who was the one who motivated me.
[…] After breaking up with a relationship, I went to Germany […] I stayed
there for three years and then came back. Then, my sister told me ‘aren’t you
going to do what we had talked about? Do it, because time flies.
27. For a discussion about women’s disobedience in relation to the so-called “demographic
issue” that is often seen as a product of “individualism”, see Halkias 2005.
28. See also Kantsa’s 2006 study on lesbian motherhood.
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Even though most co-discussants agreed with the fact that the decision to have a
child is and should be a matter of personal choice or a couple’s choice, and should
be taken while ignoring various kinds of social pressure which may be there,
some of them, particularly women, acknowledged that this choice is made within
a framework of direct or indirect pressure by relatives and friends who suggest
that when reaching a certain age people should get into a serious relationship
and have a child. But even so, the personal matter is evident in the process of
making the decision to start trying for a child. This is the case of forty-year-old,
Anastasia Vagena, who encountered a premature ovarian failure and has already
been through two failed IVF cycles. Anastasia explained that she has felt a certain
degree of pressure to have children from her own mother but she didn’t want to
take the step before she was sure that the decision had been exclusively hers and
not her mother’s:
[…] I’ve always been told that because I had my first period when I was in the
fourth grade of primary school and my mother started going through menopause when she was forty-years-old, she always mentioned this. But I had feelings too…probably I counteracted…I didn’t want. When I was eighteen and
twenty, I didn’t want to have a child, neither did I when I was twenty-five…
in my thirties the desire started developing, but again…. […] I wanted to feel
the desire because I wanted to […] I didn’t want to have my mother’s baby, I
wanted to have my baby. This took me time to sort it out.

In fact, neither women nor men accept certain forms of social pressure as factors
which could lead to any decision related to marriage and reproduction, including
assisted reproduction, especially when they are against their will. Even women
who admitted that they had felt at some point in time some sort of social pressure
to become parents, and mothers in particular, this pressure did not mean that they
would proceed to marriage or childbearing for social reasons. Their emphasis on
decision-making about reproduction as choice based on a mature decision exemplifies the predominance of individualized rather than socially imposed priorities,
ambitions and plans in life.

A well-thought-out choice: “good”/ “proper” parenting
Women’s and men’s narratives demonstrated that the decision to have a child
involves a great deal of reflexive thinking or a personalized conceptual process
which in cases of couples transforms into a joint process of assessment of what
it actually takes to have a child and become a responsible parent who will raise
a child in a proper manner (Paxson 2004, Kantsa 2006: 363). This process can
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be realized to the extent to which this desire is or can be shared by partners,
the constituents of parenting, the extent to which similar parenting values are
shared between partners, and also around the assessment of wider socio-economic
conditions considered by prospective parents as important for the fulfillment of
the aspired parenting ideals. Indeed, here, as also shown in recent ethnographic studies on motherhood in Greece which stress women’s preoccupation with
becoming “good” or “proper” mothers (Georges, 1996a, Paxson, 2004, Kantsa,
2006, Vlachoutsikou, 2013),29 the decision to have a child is not merely premised
on the desire for a child and becoming a parent but on a great deal of rational
thinking around the prospective parents’ parenting skills and pre-conditions for
fulfilling “good” or “proper” parenting. This rational thinking actually transforms
the desire and yearning for having a child to a well-thought-out decision made by
women and men alike to actually become “good” or “proper” mothers and fathers.
Paxson argued about the actualization of the desire for having a child through
“increased consciousness” (2006: 39) and stressed the fact that for the Athenian
women studied in her case “motherhood is a goal to be achieved, ideally through
rational planning” (2004: 66).
Apart from an acknowledged moral duty of women to become good mothers
rooted in representations of Panayia as the Mother of God that result in associations of “good motherhood” with “giving motherhood” (Paxson 2004: 10),
“maternal suffering and sacrifice” (ibid.: 34), ethnographers also pointed to recent
shifts in representations of “good motherhood” in which a “good” mother is also
a responsible mother, a mother who takes care of her personal well-being and
respects her personal desires, a mother who has consciously decided and planned
to become a mother, a mother who raises sosta paidia (good children), or raises
children sosta (properly) [Paxson 2004: 55] or (“in the right way”), [Kantsa 2006:
363] as well as a mother who is also a good citizen (Paxson 2004: 211).
In other words, a “good” or “proper” parent is primarily seen by most co-discussants as the woman or the man who, no matter how much she/he desires a baby,
she/he bases the actual decision of having a child on the precondition that what
29. With reference to understandings of women’s “reproductive agency” in her study in
Athens, Paxson (2004: 39) argued that “[i]n depicting changing ideas about teknopiía, Athenians frequently voice a narrative of increased ‘consciousness’”. And she goes on to explain
that this happens in a context in which a shift from the ethic of service is gradually replaced by
the ethic of choice: “As an idiom of human will replacing that of God’s will in women’s reproductive narratives, contemporary Athenians perceive reproductive agency differently than did
their mothers and grandmothers. Women should ‘know why’ they have children, presupposing
they understand ‘what a child means for them’ personally—not just as ‘a woman,’ or even as a
Greek woman” (ibid.: 39).
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comes first is the well-being and needs of the child rather than the well-being and
needs of the parents. Indeed, what most co-discussants highlighted is that parenthood should by no means be the outcome of random choices or a mere response to
“nature’s call” or the prospective parents’ desire for having a child. Instead, it should
be the outcome of a “mature decision” of women and men who consciously and,
in cases of couples, jointly, decide to devote themselves to bringing up the child on
the values of prioritizing the child’s well-being and needs over the wishes of the
prospective parents. For instance, forty-one-year-old Sofia Tobazi maintained: “Oh
I can’t stand hearing ‘our child just happened and we kept it’ ...This is not a lottery!
[...] It should be a choice, I want to be a parent and I’m trying to make it”.
In addition, the “good” or “proper” parent is seen as the woman or man who
not only has carefully thought about what it actually takes to become a parent,
committing herself/himself to undertaking the “burden” of parenting responsibilities, but also as the woman and man who takes into serious consideration hers/
his and the partner’s or the supportive environment’s potentiality for bringing up
a “happy child” and a “useful member of the society”. This is why the acknowledged desire or wish for having a child is not enough for making somebody a
“good” or “proper” parent. Forty-five-year-old, Vasilis Thanopoulos, who got a
child through natural conception after three failed IVF attempts explained that his
existing desire for having a child did not necessarily mean that he was “ready”
to actually become a father, since important preconditions had not been fulfilled:
“It had been there, but I was not ready”. This was not only the case for Sofia and
Vasilis but also for other co-discussants, who didn’t regard the decision to have a
child as a mere fulfillment of a prospective parent’s inner need, considering it to
be an irresponsible and egoistic act that prioritizes the parent’s needs over those of
the child. This is reflected in the words of forty-three-year-old, Iakovos Augeris,
who got twins after four cycles of IVF. As he described:
Yes, I wanted to become a father…the desire was strong […], since I was done
with my studies, lets say twenty-eight, twenty-nine-years-old and I had worked
for a couple of years and I was in what is called ‘the long final straight towards
a professional career’ […] in fact, if I had found the woman of my life at the
age of thirty, I would have had children at the age of thirty-two…[…] and I
was saying I wanted it very much…I wanted to have a family but I didn’t want
to have children, I wanted to bring up children…and if I couldn’t find a person
with whom I could bring my children up in ways that would not cause negative
emotions, such as not doing good work [meaning parenting], I would prefer not
to do it, because I see a lot of bad parenting around me and I don’t like that at all.
[…] You know many say ‘I want a child’, who share this stupid logic ‘I want a
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child to feel complete’ […] it is a very light thought, so, there are such cases…on
the other hand, there are people who would like to be parents, they would really
like and it is a shame for such people not to be able to bring up children, it is also
shame for the children themselves, because this is the kind of parents we need.

Even though material conditions, such as the existence of a “proper” household as a suitable environment for bringing up a child or the means which will
contribute to the child’s “proper” development in terms of nurture, care, health,
safety and education, play an important role in the co-discussants conceptualizations of the “good” or “proper” parent, what is more important is the parents’
degree of intended commitment in the socio-emotional development. Undoubtedly, this involves a commitment to a continuous “offering” of genuine emotions, such as love, affection, devotion as well as moral guidance and support
towards the child. Yet it also involves the parents’ total commitment to “create”
fulfilled, happy, strong, responsible and balanced human beings through which
the children will eventually become kaloi anthropoi (good persons). This is well
portrayed in the words of thirty-three-year-old, Nana Nikolaou, who at the time
of the research was pregnant to twins through IVF after two failed sperm injections. Nana described the upbringing of a child as a process of transforming
a human being (a child) into an individual and member of the society through
plasimo (giving shape to play dough), something that involves the transmission
of emotions, aspirations, values, knowledge from parents to children: “It means
that you create a human being, you make a human being, […] you give it shape
like play-dough […]”.
In this sense, a “good” or “proper” parent also means the parent who has seriously assessed her/his ability to accomplish the task of bringing up a happy child
and making himself/herself a happy parent, also contributing to the making of a
content family. This task is seen as hard work that demands both social maturity
(that is usually attained through biological maturity) and the physical capacity
that often declines with biological ageing. Indeed, the co-discussants’ narratives
point to a distinction between kano paidi (having a child) that connotes with the
biological process of childbearing versus megalono paidi (bringing up a child)
that highlights the importance of the individual and joint –in cases of couples–
qualities and attributes involved in “good” or “proper” parenting which makes
“good children” and, in return, “happy parents”.30 In the case of forty-three-year30. The co-discussants’ emphasis on “good” or “proper” parenting echoes Vlachoutsikou’s
(2013) findings concerning middle class mothers in an Athenian suburb, who define “proper”
parenting as principally geared towards bringing up children according to their individualized
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old, Labris Christou, who got a child through his first IVF attempt, bringing up
a child primarily meant to him that the prospective parent(s) should have the
qualities of a “good person”:
I want to bring up a human being, I think, you can call me anything you like,
but I think I’m – above the average– a good person and Valentina is a good
person, indeed we can bring up a human being in a good way and to make this
person, to enjoy looking at this person and say we actually did something.

No doubt, the qualities of a “good” person pertain also to single mothers who are
thought to be equally “good” or “proper” potential mothers to their children as
the mothers and fathers who jointly undertake maternal and paternal roles in the
context of a heterosexual relationship. However, both women and men in a relationship and most single women alike were of the opinion that “good” or “proper”
parenting is being ideally fulfilled in the context of a heterosexual relationship.
The main argument here is that bringing up a child outside the “conventional”
model of a family based on the hetero-normative model of parenting within the
context of a heterosexual couple, makes “good” or “proper” parenting a much
more difficult task mainly because of the possible effects this “non-conventional”
parenting model may have on the socio-emotional development of the child.31
Indeed, single mothers or prospective single mothers tended to invest considerable time in contemplating around the implications their decision to have a child
as single mothers and against the normative ideal of motherhood (in the context of the heterosexual relationship), may have on their performance of “good”
or “proper” parenting. For instance, forty-two-year-old, Meropi Zioga, a single
mother who got a child with donor’s sperm with an IVF, explained that one of her
main worries was the communication of “truth” to her child:
You are in a sense different because you are the child of a single mother, maybe
if you know that you came to life through a non-natural process [...] it may be
really hard [...]. This is why I have second thoughts, this is a problem for me,
nothing else is a problem. If somebody assured me, which cannot happen, that
the child will be 100% fine with that, I would be relieved. This is my burden.

This is why single women admitted to having spent much more time than the majority of women and men in a relationship, in contemplating about the conditions
and preconditions of better fulfilling their parenting role, before actually taking the
needs and aspirations.
31. For a discussion of the difficulties in performing lesbian parenthood in Greece where
kinship relations among non-heterosexual couples are not legally recognized, see Kantsa and
Chakidou 2014a,b, Kantsa 2006, 2014a.
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decision to have a child through assisted reproduction. This is mirrored in the words
of thirty-seven-year-old, Lidia Stareniou, whose decision to resort to ART and a
donor’s sperm was reached after carefully assessing significant preconditions.
I wanted it...[...] but for me it was very important whether the father would be
known or unknown...the second ...[...] I wanted to feel that...to do it alone [...]
to be able to support it all by myself .

Having discussed the significance of “good” or “proper” parenthood and the fact
that women and men who believe themselves unable to fulfill this parenting ideal
prefer to remain childless by choice, we proceed to the discussion of the co-discussants’ views on childlessness as choice.

Childlessness as choice
The co-discussants’ emphasis on choice, based on responsible and mature decisions on reproduction revolving around the concepts of good or proper parenting,
probably explains why voluntary childlessness is considered to be by many co-discussants as “socially accepted”, and as an increasingly acknowledged by the society “respected choice” made by individuals and couples. Though acknowledging
the social significance of parenthood and, motherhood in particular, as well as the
enduring stigmatization of infertility within contemporary Greek society,32 the
co-discussants –at least at a level of discourse, since they themselves have aspired
to become parents,33 neither see procreation and having children as a necessity
for everybody, nor as the sole destination of women and men and a precondition
for an accomplished marriage or relationship. Here, it seems that having a baby
under “non-ideal circumstances” for the fulfillment of good or proper parenting
is more socially unacceptable than not having a child at all. In a paradox way, as
it has also been the case with abortion (Georges 1996a, 2008, Paxson 2004), voluntary childlessness seems to be compatible with the co-discussants’ perceptions
of good or proper parenthood. Indeed, in certain cases, the co-discussants recognizing the cultural value attributed to motherhood and the power of the dominant
discourse on the necessity of reproduction, nevertheless praise those women who
went against the grain and consciously decided not to have children.
In many cases of both women and men, as for forty-three-year-old, Amalia
32. See, for instance, Loizos and Papataxiarchis 1991a,b, Paxson 2004, 2006, Kantsa 2006,
Athanasiou 2014: 474-475.
33. Although some women and men admitted to having come to terms with the possibility
of remaining childless.
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Telloglou, who had been through ultra-sound monitoring in order to proceed to IVF
with the cryopreserved sperm of her ex-partner, their choices of not having a child
“is clearly an accepted and respected choice”. This stance takes shape in a wider
framework where involuntary childlessness is increasingly regarded as a medical
condition in need of medical treatment, while at the same time voluntary childlessness is considered a “respected choice”, rather than a “stigma” degrading women’s
and men’s sexuality and social status. Thirty-seven-year-old, Ifigeneia Grammenou,
who adopted a boy before resorting to ART due to her husband’s serious health
problems, explained: “[...] it is not everybody’s destiny to have children […] I can’t
see it as a disadvantage.” The co-discussants’ views point to a shift towards a more
“flexible” stance vis à vis involuntary and voluntary childlessness than that depicted
in the greatest part of the available ethnographic literature on Greek society, which
views procreation and parenthood as determining factors in accomplishing womanhood and, to a lesser extent, manhood.34 Indeed, here, both motherhood and fatherhood, although acknowledged as accomplishing oneself as an individual or within
the couple, they are neither seen as women’s and men’s only ways of fulfilling
sexual and gender identities nor as a prerequisite of a fulfilled relationship and life.
As it has been argued elsewhere (Daskalaki 2015a, Daskalaki and Kantsa
in press), this stance seems to be in accordance with the “official” position of
the church recently developed in response to the wide use of medically assisted
reproduction. According to this position infertility and involuntary childlessness
are the outcome of “God’s will” and, hence, constitute an eulogia (blessing) and a
dokimasia (trial), [a blessing in the form of a trial], (Metropolitan Nikolaos 2008:
26). Although it acknowledges that infertility may be a source of stigmatization
for couples, the Church neither sees infertility as a “stigma” nor as a prerequisite
for a fulfilled marriage since “It acknowledges the wholeness of childless marriages” (ibid.: 31). As Metropolitan Nikolaos (ibid.: 27) points out, “while the
birth of a child is a blessing –and a great one indeed– infertility does not degrade
spouses, neither does it harm their relationship or abolish their marriage.35
Even though, here, motherhood is seen and experienced as an achievement
34. See, for example, the ethnographic studies of the 1970s and 1980s (du Boulay 1974,
Hirschon 1978, Dubisch 1983, 1991), as well as those of the 1990s and the 2000s (Loizos and
Papataxiarchis 1991a, Paxson 2003, 2004).
35. For this issue, see Metropolitan Jeremias of Gortys and Megalopoli (2002). See also
Fanaras (2002) who argues that in line with what is called a modernizing pastoral tendency
within the church, childrearing is not the first priority in the context of marriage, at least not in
the way it is in other religions and dogmas. Rather, the first priority lies on an ethical support
between spouses.
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that fulfills personhood and womanhood, it is clear that motherhood is not considered to be an attainment that has to be realized by any woman and at any cost,
neither is a prerequisite nor the only prerequisite for an accomplished womanhood. In this sense, a woman who does not want or has not experienced motherhood is not necessarily seen as an incomplete woman or person. As for example
forty-eight-year-old, Viktor Vasilopoulos, and his forty-year-old wife, Rena Kalli,
explained, childless women can realize and properly demonstrate their womanly
nature as long as they themselves feel comfortable as (gendered) persons. Their
words also point to a clear distinction between voluntary –that is the outcome of
a conscious decision– and involuntary childlessness. According to the following
extract from an interview:
Rena Kalli: I believe that a woman who hasn’t got a child and has a vibrant
personal life […] is O.K. and she’s being envied ….I really believe that.
Viktor Vasilopoulos: But if a woman hasn’t got a child and she shows it and…
Rena Kalli: She shows a kind of bad feeling…no, bad feelings and aggressiveness and whatever …[…] I’m telling you that I think women are really jealous
of a woman who has no children but she has a strong social profile and she
doesn’t show she’s got a problem with that…men are really attracted to her
[…]
Viktor Vasilopoulos: It’s all a matter of how you project yourself […] if you
look like a magoufis [meaning a person who has remained all alone without a
family or a single], eh then, childlessness is a bad thing.

Reproduction as choice and gender asymmetries
The primacy of reproductive decisions as personal matters in the co-discussants’
narratives coexists with their perception of infertility as a “technical matter”,
which in some cases relates to a “dysfunction of the body” and is either attributed
to biological, environmental and social factors (process of ageing, contemporary
ways of living, postponement of pregnancy, health problems leading to infertility), or to personal choices on social relationships (absence of a partner, single
parenting, non-heteronormative relationships). In both cases, though, this “technical problem” is equated with a “medical problem” which can nevertheless be
reversed through the use of ART. The causes of (in)fertility vary significantly,
ranging from female or male infertility or both, an early diagnosed or diagnosedat-a-later-stage problem or combination of problems, an unidentified cause that
causes failure of the reproductive system, to the absence of a partner.
No matter what the actual cause(s) of infertility may be, the co-discussants
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have elaborated a discourse surrounding women’s and men’s new tendency to
postpone reproduction to a later stage in life for the sake of fulfilling their individual aspirations and joint –in cases of couples– projects. Although this tendency
pertains to both women and men, it is acknowledged by women and men alike
that women’s decision to postpone pregnancy to a later stage in life causes more
complications than that of men. This is because the postponement of pregnancy
by women is directly associated with biological age and the function of the female
reproductive system that inevitably leads to menopause.36
The ethnographic material demonstrated that even though men accept that
infertility does not constitute only a women’s problem and that it affects equally
both women and men, the decision for a delayed pregnancy is considered to be a
harder task for women who seem to bear the burden of the dilemmas this decision
entails. Unlike men who admittedly accept this new reality of delayed parenthood
without much hesitation, for women the acceptance of this new reality is often
disputed and examined, especially in the context of their experience of infertility.
In retrospect, in some cases reflexive thinking about the decision of a delayed
pregnancy comes to verify the approval of this decision, whereas in others to bear
out its wrongness. Again, the aspect of time in relation to reproduction and particularly to women’s decision to delay the prospect of having a child is of central
importance (Kantsa 2011, 2013b).
Indeed, as already mentioned, many of the female co-discussants agree on
the fact that their infertility problems are attributed, at least up to a certain extent
to their conscious decision to delay childbearing until their mid 30’s and 40’s.
Despite their acknowledgement of the risks entailed in a late decision for childbearing, including the risk of not being able to have a child, most of them admit
that they do not regret their decision. These women clearly defend their decision
to delay pregnancy to the point when they felt “mature” enough to become parents, or when they had a fulfilled personal life and achieved personal ambitions
or when they had been through different relationships and eventually found the
appropriate companion for a family. This dimension is highlighted by thirty-nine36. The co-discussants acknowledge the benefits of the scientific developments associated
with a wide range of medical procedures which enable (in)fertile women and men to become
parents. Even co-discussants who maintained that too much is put at stake by the use of ART
considered that methods other than insemination and IVF with the gametes and the embryos
of the persons under treatment should all be (legally) available as medical solutions to those
who encounter (in)fertility. Whereas for the majority of co-discussants the use of technologies
which involve third-party assisted reproduction entail significant dilemmas and reservations,
they want to ensure that they know there are other solutions for having a child available when
natural conception or adoption is not feasible.
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year-old, Valentina Vasileiou, who has been through an ultra-sound monitoring of
her ovaries and hormones treatment in order to have a child:
I often think about it. That I made a mistake and delayed it. But again if I could
bring time back, I would have taken the same decision. I wasn’t ready. So, I
did the right thing.

Actually, for some women the prospect of pursuing ART was by no means a surprise due to their delay of the decision to have a child. Forty-one-year-old, Nelli
Christoforou, who got a boy after four failed IVF attempts and a miscarriage
explained that pregnancy through assisted reproduction “was bound to happen”
considering the she, along with her husband, started trying for a baby around their
mid 30s.
But what I want to say is that it…wasn’t…it was sort of expected that things
would end up there [to ART], since…we started the whole process late [trying
to have a child]. For instance, I started the whole process at the age of thirty-six...

In other cases though, the contemporary tendency of women and men to delay
pregnancy at a later age in life is debated in the framework of medical examinations
following a period of failed attempts to conceive naturally. Some of these women
consider the gap between the “biological time” and “social time” causing the postponement of pregnancy at a later stage as directly attributed to a more individualized
view of life and, subsequently, as the main cause of irreversible fertility problems.
Furthermore, this issue poses more difficulties in the cases of women who feel their
“biological clock ticking”, around their 40s, and face the problem of “time that runs
fast” and the pressure of having to achieve pregnancy before time elapses. In such
cases, when the desire for a child is experienced as suddenly emerging at a certain
point in time and felt as an “uncontrollable”, naturalized need for a child, the conscious postponement of pregnancy in the fourth decade of the these women’s life
“for the sake of pursuing other things” causes greater confusion. As forty-year-old,
Rena Kalli, who got a child in her first cycle of IVI, explained:
Yes, particularly in this age, you know our age…mainly it was the age that
shook me …Indeed, if I were now –let’s say– thirty-years-old, I wouldn’t have
thought about it. I would have chosen to live the same way that I did [meaning to postpone it] but probably the bell would have rung a bit earlier and not
during my 40s. Around thirty-five or thirty-six.

This pressure felt by women in their forties who have experienced “nature’s call”
for procreation just before menopause is also understood by men as a period in
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which women find themselves in the difficult position of making quick and often
wrong choices in order to “race against the time” and have a child. For instance,
Charis Leonandrou explained the dilemmas associated with the pressure posed on
women around their 40s who feel the “biological clock ticking”:
We men go through this easier than you, because there is this thing, the biological clock in women around their 40s, there is a tick…it’s difficult to come
over it. Either you’ll find an asshole to make children, if you are not in a relationship, or you will put up with an asshole, and, if you are lucky and if you are
all healthy, it might happen…

Even though the decision for the postponement of pregnancy at a later stage in
life may constitute a more complex issue for women, this by no means leaves
men’s desire for a child unaffected, especially in the context of a relationship. For
instance, forty-three-year-old, Labris Christou, who got a child through an IVF,
described:
I was positive about having a child for many years, and so at the end I said, I
should stop thinking about it, because I was waiting for her to finish one thing,
then the other thing, […] So, when I was about to say O.K. forget it, she said
let’s start trying […].

From the above it becomes obvious that although women and men may in retrospect question their own decision for a delayed pregnancy, they actually seem to
challenge “nature” –at least up to a certain extent– through the strategic use of advanced medical technology on assisted reproduction. In this sense, as Kantsa and
Chalkidou (2014b: 95) have argued in their study on lesbian parenting in Greece,
the possibility of lesbian women “to use ART assumes a remarkable significance,
since they evaluate it in terms of the ability to eliminate/bend/escape not necessarily biological/medical/physical limitations, but rather social restrictions and
exclusions”.
For most of our co-discussants, despite the acknowledged risk of not succeeding in actually having a child due to this delay, ART constitute an important
means, especially for women, in order to achieve good or proper parenthood, by
ensuring the existence of an “appropriate” partner, the achievement of “maturity”,
the fulfillment of individual and joint aspirations, and the appropriate socio-economic conditions. For a few others, though, the experience of infertility and the
risk of not succeeding in actually having a child due to the postponement of pregnancy is not worthwhile.
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Reproductive Decisions in the Context of a Heterosexual (Conjugal)
Relationship
It has already been argued that no matter what the “origin” of women’s and men’s
desire for having a child is (“always-existing” or “generated-at-a-certain-pointin-time”), for most of them it turns into a well-thought-out decision to start trying
for a child only when the precondition of a “quality” or “mature” relationship is
fulfilled. Both the existence of a “quality” or “mature” relationship and its non-existence, especially in cases of single women who have started to feel “the pressure
of time” as a major “threat” for their wish to have a child, are of vital importance
in relation to women’s and men’s desire for having a child and the actual decision
to become parents. Here, a “quality” or “mature” relationship is not only seen as
an intimate relationship between a woman and man premised on sincere emotions
of love, sexual attraction, care, mutual affection, devotion, and trust, but also as
the acknowledged by the partners prospect of following “a common route” in
life primarily through sharing the intimate spaces of a nuclear household which
may provide the basis for the making of a new family, in most cases via marriage.
Additionally, a “quality” or “mature” relationship is also seen as a relationship in
which both partners happen to share similar values about “how children should be
brought up” and “what a family stands for”. Whilst conjugality is not necessarily
considered to be a precondition for the making of a new family, at least at its initial
stages, the appropriate relationship seems to be based on the fundamental principles of “complementarity, mutual dependency, and ideal equality”, which Loizos
and Papataxiarchis (1991b: 7) think as a prerequisite for the conjugal model.
In some cases, when the relationship has the anticipated by the partners characteristics and is considered to be stable enough to support the child’s “good” or
“proper” upbringing, the partners’ joint decision to start “trying” to have a child is
seen as the outcome of a “common desire” for a child and bring up a human being
that constitutes the very product of this “quality” relationship. Yet, almost always
this “common desire” presupposes the partners’ assessment of each other’s intentions in relation to the prospect of having a child which is followed by estimating
whether the important preconditions for achieving good or proper parenting in
order to take the decision to have a child exist. According to forty-five-year-old,
Charis Leonandrou, who is married with two children through IVF:
Ah sure, this is something that we both always wanted very much…since we
realized that we were fine together the aim was to have a child…it was something that both of us…anyway I don’t know, if L. told you, but I didn’t propose
to her to marry me, I told her I wanted to have babies with her.
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In most of these cases, as for example for forty-year-old, Roula Athanasiou, who
had been through four sperm injection cycles one leading to a pregnancy and an
early miscarriage, the “common decision” to have a child, taken by both partners,
should not be the outcome of imposing one partner’s will on the other’s:
Eh. I would never try to make a decision on my own for such a matter…, to
suppress him and put pressure on him. […] I would never try to put somebody
in such a position, to trap him.

In other cases, though when the preconditions of a “quality” or “mature” relationship are fulfilled, both the wish to have a child and the decision of actually
trying to have one, are considered to be the outcome of one partner’s response to
the other partner’s stronger desire to become a parent, or an act of fulfilling the
partner’s wish for having a child in the framework of a relationship of love, care
and devotion. Here, as for instance in the case of forty-eight-year-old, Agisilaos
Manos, who got a child through IVF, the desire for a child expressed by one
partner had triggered a positive reaction by the other partner who still had not
expressed the same desire:
Eh, look I was not really into this project [having a child], because I saw it as a
big trouble and commitment… I was thinking ‘a child now…, I have so many
other things to do’. O.K., we were fine with N., but N. wanted to have a child.
So, I was thinking, if you don’t have it now, then when will you have it? Yes
...yes…I though about it and then I decided it was the right time, let’s say, of
having a child.

Similar is the response of fifty-five-year-old, Petros Petropoulos, who is married
and got two children through IVF and one through natural conception:
[…] Viki wants it so desperately let’s say and I think that if she says she wants
it so desperately, I trust her. I have nothing to do with this desire…so…the
desire no…the fact that she wants it so much says something, she knows better
than me…[…] She did the right thing, this is why I told you I trusted her…
this starts from what the couple stands for, if one partner is absolutely sure and
straightforward that something is right and it has to be done…eh…then you
have to trust him/her…that’s it.

Even though a “quality” or “mature” relationship organized around the domestic
model of the nuclear household prepares the ground for most women and men so
as to have a child, marriage is not considered to be a decisive factor neither for the
flourishing of the desire nor for the decision-making about whether to have a child
or not. No doubt, for the majority of the co-discussants, the desire for and the decision to have a child should not necessarily take place in the framework of mar-
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riage. Yet, most co-discussants who were in a relationship eventually got married.
Many co-discussants actually decided to get married “for the sake of the child”
just when the decision to start “trying” for a child was taken or after that when
they had resorted to ART or shortly after a pregnancy was achieved or a baby was
born. Their stance verifies their claims about the necessity of marriage for creating
the appropriate conditions that ensure socially and legally the well-being of the
child. Here, marriage comes to be seen by most co-discussants as the “preferred”
or “ideal” condition in the context of which good or proper parenting is being accomplished. In this sense, we can talk about a shift from notions of marriage “as a
necessary condition for procreation”, in Loizos and Papataxiarchis words (1991b:
5), towards notions of marriage “as a necessary condition for childrearing”. Even
though this may signify a transformation in the ways marriage is perceived, this
transformation does not seem to challenge what has been called as the enduring
appeal of marriage in Greek society, Kantsa (2014a: 517-518), Papataxiarchis
(2014: 64, 2013: 230-233), Kantsa (2006: 361-362).37
The extract from the interview with forty-one-year-old, Sofia Tobazi, who got
twin girls with IVF and ICSI, had been through two IVF cycles before deciding to
get married with her ex-husband, is instructive regarding these issues:
We had been talking about it [meaning having children] for about a year and
half and we even proceeded with two IVF cycles before getting married. Of
course, the children came after marriage. A year-and-a-half after marriage. I
don’t think that it is … it isn’t an issue to have children within or outside marriage in Greece. It is a problem [not being married and having children] only
because problems arise – bureaucratic problems and difficulties– and this is
silly according to me, because the marriage itself does not assure many things
in a relationship.

It is also made clear that, in the cases of partners or spouses, having a child is not
the only “route” for an accomplished marriage or relationship. A similar view
is also shared by the Church (Daskalaki 2015a, Daskalaki and Kantsa in press).
However, although the Church emphasizes the mystery of marriage, the co-discussants’ focus is on the couple and the relationship itself. Indeed, even though
37. For the significance of marriage in the construction of personal and gender identities in
Greek society, see Loizos and Papataxiarchis 1991a, Papataxiarchis and Paradellis 1992, Papataxiarchis 1992, 2013. For the significance of marriage for women, see du Boulay 1974, 1986,
Dubisch 1991, Paxson 2004. For a discussion about marriage as the domain where dominant
biopolitics and claims associated with notions of citizenship are negotiated in Greek society, see
Papataxiarchis (2014: 56-66). Particularly for a discussion of claims for the legal recognition of
the right of same-sex couples to marriage, see Kantsa 2014a.
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procreation and the achievement of parenthood are viewed by the co-discussants
and the Church as important elements for family-making, they both consider the
couple and not the child (the Church emphasizes the mystery of marriage while
the co-discussants focus on the couple itself) to be the core of the family.
For example, Amalia Telloglou, who had been through ultra-sound monitoring in order to proceed to IVF with the cryopreserved sperm of her ex-partner,
explained: “[…] I don’t believe that the child is the core of the family. I do believe
the couple to be the core of the family.” At the same time for Amalia, having a
child should take place in the framework of a qualitative relationship:
It is very important! It is very important! There should be a great deal of mutual understanding, the intention of forgiving the other…eh to live together and
not exist together’.

The same is also reflected on the words of forty-year-old, Stefanos Samouilidis,
who got a child after a couple of IVF cycles: “The child is a parenthesis in the
couple’s common life” and “a part of our body, which is to be detached from us,
but we’ll keep on being together.”

3

reflections
The “tangible” and “intangible” child
The co-discussants’ connotations of child could be schematically divided in two
main categories: The first category involves connotations of child as a human
being that –whether born or not-yet-born– affects the relations of specific persons, such as parents and relatives, in the context of tangible social relationships.
Specifically, the child as a desired but non-yet-existing human being, the child as
a desired but not-coming human being, the child as the second pole of an existing
parent-child relationship and as a member of the household, family and kinship
network, invokes a great variety of emotions. For example, it invokes different
emotions by parents when it is desired and imagined, when it is desired, imagined
and aspired but not coming due to infertility and when it has come to life and it is
being brought up.38
However, the co-discussants’ narratives revealed that the child also stands
for other important things in life that extend beyond the individuals’ and couples’
need to become parents and make a family, to the very issue of the birth and
continuity of human life and culture. The second category involves connotations
of child as a more vague representation of the “offspring” of society, humanity
and culture, while connecting in various ways the past, the present and the future.
In this sense, the child stands for the “offspring” of human kind, the “legacy”
and “projection” of society and culture or the fundamental element that ensures
38. Contemplating about connotations of the word child, the co-discussants’ facial expressions and tone of the voice, such as smile, loosening of facial muscles, long pauses, long exhalation, revealed in some cases love, affection, sensitivity, yearning (especially for those who
have not yet had a child), worrying and fear for the responsibilities associated with “proper”
parenting and suffering, pain, despair or relief associated with memories of infertility.
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biological, social and cultural reproduction, this way ensuring the continuity and
fulfillment of life.
What the co-discussants’ spontaneous answers reveal about the connotations
of child, are socially and historically constructed perceptions about children and
childhood. Perceptions that represent “happiness” and “joy”, (in the sense that a
child brings happiness and joy while at the same time, a child should be happy
and content), “hope” and “future prospects” (in the sense that the child gives hope
and provides expectations, while it should, in return be given hope and future
prospects), “completion”, ‘“fulfillment” and “continuity” (in the sense that the
child brings “completion” and “fulfillment”, but should also feel itself complete
and fulfilled).39 The child and childhood are moreover perceived by our co-discussants, as they themselves describe, as “immature”, “in danger”, “in need of care
and protection”, “in need of responsible parenting” and as such “a source of worry
and anxiety”, “in need of education, moral/ethical guidance and surveillance” and
as something that evokes responsibilities and who is worth constant sacrifices by
both parents and society.40

The child as self-fulfillment
So far, the co-discussants’ words analyzed in the paragraphs above demonstrated that the child is desired by individuals and partners who aspire to become
parents and for various reasons choose to proceed with prospathoun gia paidi
(trying for a baby). Primarily, the co-discussants’ narratives have demonstrated
that the child stands for the fulfillment of the prospective mothers’ and fathers’
39. A growing body of studies on children in their localities has shown that childhoods are
socially and temporally constructed, while each culture defines childhood in terms of its own
cultural meanings and institutional practices (Ariés 1962, Opie I. and Opie 1977, Jenks 1982
1996, Ennew 1986, 1994, Hendrick 1990, Qvortrup 1994, Stephens 1995, Gupta 2002). The
theoretical shift towards seeing age as an important cognitive or developmental variable culturally and temporally defined (Soldberg 1990, Toren 1993, 1999Toren, 1993, Christensen 1993,
1998Christensen, 1993) has gone hand in hand with a growing attention to notions of childhood
as fragmented and crosscut by factors such as gender, class, and ethnicity (James and Prout
1990, Qvortrup 1994, Stephens 1995, 1997Stephens, 1995, Jenks 1996).
40. Ethnographic studies on children and childhood have pointed to the fact that such conceptions have been associated with specific socio-historical processes, particularly with the
development of capitalism and its concomitant processes of industrialization and urbanization,
through which children are no longer seen as economically active members (Zelizer 1985,
1998, Ennew, 1986, 1994Ennew, 1986, Hockey, 1993, Stephens, 1995, Connolly and Ennew,
1996, James, Jenks, and Prout 1998), but rather as an investment in human capital that flourishes through the educational process (Qvortrup, 1985).
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individual or joint –in the case of couples– wish to become parents, who, by doing
so, “accomplish” personhood, womanhood and manhood. This can also “take the
relationship a step further” towards transforming it into a more “complete” form
of being related and forming a family.41 Indeed, after having a child the status of
a woman and a man is transformed to that of a mother and a father and, as such,
to a “fulfilled” woman and a “fulfilled” man. Not only does the achievement of
parenthood mark women’s and men’s “completion” of the transition process towards adult life, but it also signifies the point in time in which the person as an
individual comes closer to a fulfilled self (Loizos and Papataxiarchis 1991b, Kantsa 2014: 517). Thus, here the co-discussants’ narratives pointed to a shift from an
emphasis on the fulfillment of a gendered nature “through socially recognized
activity” (Paxson 2004: 5) towards the ideal of the attainment of a fulfilled individual (gendered) self. At the same time, though, parenthood seems to have been
achieved to the extent that the child as the product of what it takes to be a good
parent represents a made-by-the-parent(s) good person.
Specifically, the co-discussants’ words indicate that the child represents the
vehicle through which a “fulfilled” state of being through the processes of “transformation” of a woman and a man into a mother and father is achieved. For example, forty-seven-year-old, Loukia Karabina, who eventually got a child after
almost ten failed cycles of sperm injections and IVF indicated: “[…] I consider
it as a fulfillment. It’s something else, you are a more complete person”. What is
more, forty-nine-year-old Maria Chatzi, who got twins in her fourth attempt to
become pregnant with IVF, apart from the achievement of “completion”, pointed
to the process of “transformation” or “change” of personhood that comes with the
experience of motherhood. As she put it:
Indeed, it is wonderful to become a parent, because you get the chance of
changing as a person. […] You have a chance of changing your life, to change
yourself …[…]

Similarly, for forty-five-year-old, Petros Petropoulos, who got two children with
IVF and one with natural conception, fatherhood constitutes such a significant
experience for a man, exactly because it gradually leads to “completion”. In his
words fatherhood is: “the most important thing...there is nothing more important
than this...[...] it’s a process of completion”.
41. As already discussed, the co-discussants’ “inner” desire for having a child is often premised on memories of their experience of their own childhood, such as the co-discussants’
personal experience of having been a child as well as past memories of childhood in the context
of specific relationships and affinities with members of their family of origin.
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In addition, for thirty-four-year-old, Aliki Naxioti, who went through eight
IVF cycles in order to get two children, not only does the child stand for a woman’s need to fulfill her womanly status, but also for an existential need to accomplish a fulfilled relationship and a happy life resulting from the experience of
feeling genuine emotions, such as maternal love. According to Aliki:
What I think is that the desire to fulfill your relationship with your partner
and to experience motherhood is something that goes through body and soul.
Indeed my whole existence. I would have never been happy without experiencing motherhood. Not necessarily through my body but to love a child.

For most co-discussants, as for instance for thirty-eight-year-old, Giannis Kastrinakis, who adopted a boy after six failed ART cycles, when they thought of the word
“child”, various opposing emotions were evoked: “emotions of love, tenderness
and care”, as well as “worries and a constant state of concern”. Similarly, a more
thorough consideration by the co-discussants of what a child represents indicated as
well that the achievement of the status of a “fulfilled” woman and man that results
from the accomplishment of motherhood and fatherhood is not solely built around
the experience of feeling emotions, such as love, care and devotion but also around
fear and worry. Indeed, it is primarily build around the parents’ major shift, regarding the priorities in their lives, from an emphasis on personal and common-by-partners aspirations and projects and the well-being of themselves to an emphasis on the
child’s individualized needs and aspirations, in addition to a new investment in the
well-being of the child and the making of a good person.42 In this sense, the child
signifies the “mirror” of the mother and father and the one who constantly challenges her/him to become herself/himself a better person and a better role model for the
child through genuine offering and sacrifice.
For example, thirty-eight-year-old, Popi Kastrinaki, explained that what she
found “fulfilling” in being a mother was the fact that “the lives of those of us who
have children revolve only around our children”. Both Popi Kastrinaki and fortyone-year-old, Nelli Christoforou, pointed to the fact that the arrival of their child
not only did it change their priorities but also their perspective in life in ways
that her previous pursuits came to be seen as unimportant, dull and silly. As Nelli
Christoforou put it: “[…] indeed, before, lets say, I was involved in many different
‘stupid’ things in my life. Of course, now, one has different priorities and I like
that.” In addition, thirty-seven-year-old, Marios Kanarelis, who got a girl through
sperm injection, maintained:
42. See Vlachoutsikou 2013.
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Indeed, it gives you a reason to live, it makes you more responsible, it makes
you a mature person. I personally believe that I became more mature, since I
got a child and I also believe –the way I see it now– that the child is all the
thoughts about the future, when it grows up, for its education, how you’ll bring
it up. This is all what the child stands for. Of course, there is the burden of
responsibility that goes hand in hand with too much fear. I sometimes think, if
something happens to me and I won’t be able to…or if something happens to
my child. It’s very…so many fears and worries I have had since I got a child.
But I prefer to live with my fears and worries than not having a child.

And as forty-nine-year-old, Maria Chatzi, explained:
It’s a mirror. You have a chance to change your life, to change yourself and this
is difficult, because things do not change that easy in somebody’s behaviour.
There, you get into a serious discussion with yourself and every time you seem
to fail you have to choose between two paths, either to keep on failing or to
assess […] what happened and become better.

Undoubtedly, here, the co-discussants’ experience of having been through a stage
in which they have longed for a child that is not coming due to infertility, and the
ensuing experience through the process of fertility treatments leading to pregnancy
and the birth of a child, while for others it hasn’t yet or hasn’t at all resulted in the
birth of a child, have decisively influenced the ways in which the child is conceptualized by them. Indeed, as many women and men have mentioned, their experience
of eventually becoming parents or the experience of a non-experienced parenthood,
after having encountered infertility and the pursue of fertility treatments, have significantly shaped a sort of “before” and “after” –the birth or the experience of failed
fertility treatments– conceptualization of what the child stands for.
With respect to those who have longed for a child and eventually got it through
ART or adoption, the child clearly stands for different things “before” and “after”
its birth. For instance, for thirty-nine-year-old, Antigoni Vidali, who got a boy
after a failed IVF cycle and a transfer of a cryo-preserved embryo:
[M]y connotations, before I had my son were completely different. Even
though my profession as a teacher brings me close to children […], I’ve always
thought that the child connotes with tenderness, love, innocence and all these
things. However, since my son came to life, ‘the child’ has become something
more tangible and stands for all these emotions that we feel for Stathis. First
and foremost, love, I think.

For forty-year-old, Omiros Matis, who got a child with IVF after a couple of
failed cycles, the child stands for a mirror of himself through which he’s reliving
his own childhood:
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[I]t’s different. […] Of course, this feeling is new, you’ve never had it before,
but it’s like you are living your life again from …[…] your childhood.

Furthermore, forty-three-year-old, Voula Karoula, who has two children, one
through natural conception and another one through IVF explained:
[...], Now that I have them, it means a lot to me. At the beginning I was scared,
during my first pregnancy of Chrysa. I felt that my priorities were changing,
that what I had constructed in my mind was at stake, my relationship with
Sakis was at stake. [...] I’m very glad I have the children I have and this is the
most fulfilled thing I’ve ever felt.

Women and men who achieved parenthood with difficulty through ART or adoption maintained that having a child completely changed the ways they viewed
and experienced life. For example, for Loukia Karabina, who went through approximately ten ART cycles before finally getting a son, the child represents “a
source of happiness, especially if it comes with difficulty”. Additionally, for Popi
Kastrinaki, who had been through many failed IVF cycles and adoption procedures before eventually adopting a boy says: “I feel...maybe any mother feels the
same... but I feel... exactly because I went through all these...what I’ve got now is
something very precious”.
For women and men who have not yet experienced parenthood and are still
trying to have a child and become parents the child primarily stands for an unfulfilled “dream”, a “gift”, or a “blessing”. As thirty-eight-year-old, Ageliki Mandrinou-Georgiou, who had just been through a failed IVF cycle, explained: “For
somebody like me who is still trying to have a baby and I can’t, ‘the child’ is
primarily a blessing”. Similarly, thirty-six-year-old, Mika Konitsa, who after four
failed cycles of sperm injections at the time of the research went on with an IVF,
explained: “Well, at this particular point in time, I think it’s like a dream which
will never come true”. Similarly, her husband, forty-year-old, Themis Danezis,
indicated: “it has always been and still is the dream of my life”.

To diko mou paidi (My own child)
Even though a significant number of co-discussants maintained that their desire
for having a child is not necessarily associated with the reproduction of genealogical bonds, in most cases, with very few exceptions,43 women and men instinctively associated their desire with the desire for having their “own child” that is
43. There are only two cases of co-discussants who had first adopted a child and then decided to proceed with ART.
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a “biological” child which, in cases of couples, carries the reproductive material
of both partners/spouses. Ideally, for the majority of co-discussants, particularly
those in a relationship, having their “own child” translates into a desire for a
child that carries the reproductive material of the genitor/genitrix and comes into
life through natural conception and pregnancy. In addition, as already mentioned,
almost all parents, including single women, would ideally prefer to have their
“own child” that comes to life by the gestational mother in the context of an heterosexual relationship (or marriage) through the biological union of two people
who love and respect each other and who are both tuned in the same goal to have
and bring up a child.
The co-discussants’ preference for having their “own biological child” through
natural conception is mainly reflected on the fact that almost all women and men
who were in a relationship had first tried to have a child through natural conception and then when infertility problems were encountered through ART with
the reproductive material of both prospective parents. Even co-discussants who
actually proceeded with adoption or third-party assisted reproduction, who maintained that they considered as their “own child” the child that is being brought-up
by them, had first tried to have a biological child through natural conception and
then through ART.
Primarily, for them the relationship between parents and children is principally seen as a genealogical relationship, premised on a sequence of “natural”,
biological processes (such as conception, childbearing and birth-giving) and the
existence of shared genetic material (DNA) (Chatjouli 2015a, Daskalaki 2015,
Kantsa and Bellas, 2015). Actually, the genealogical bond based on biological
processes and facts between parents and children constitutes the main axe around
which the relationship between a parent and a child is perceived and imagined
(Chatjouli 2015a, Daskalaki 2015, Kantsa and Bellas 2015). At the same time,
this type of genealogical relationship based on the biological union taking place
in the framework of heterosexual relationship and realized through the birth of a
child, “our child” or “a child that will take after both parents”, is considered as
fundamental in the imagining and making of kinship which is a common characteristic of Western-based conceptualizations of kin relationships and the making
of the family (Sahlins, 2013).
Although almost all the co-discussants placed emphasis on the significance
of socio-emotional attributes of the parent-child relationship, for some women
and men, the genealogical bond between a parent and a child seems to be an
important precondition upon which the relationship between a parent and hers/
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his “own child” can be based. For example, thirty-six-year-old, Mika Konitsa,
who at the time of the research tried to have a child through IVF after four failed
cycles of sperm injection, explained why genealogical bonds are important for
her:
[Β]ecause, it will be ours, that’s it…maybe it sounds egoistic, but this is important for me…it will be 100% mine and my husband’s, it won’t be neither
another woman’s child nor another man’s. This thought annoys me …[…].

As also in the case of forty-six-year-old Foinikas Andreou, already been through
three failed IVF cycles without being able to have a child, who described that having his “own child” primarily means giving birth to a child that carries the genetic
material of both parents:
No, I can’t think of connecting myself with a child that it won’t be my own
biological child…[…] I would rather devote myself to my nephew with whom
I feel I share a biological kin relationship, instead of getting an unknown child
[xeno pedi]. […] Yes, I would like to think that it is something between Lora
and myself. This is significant for me…[…] I would like it to be the product of
our relationship, between myself and Lora.

Similarly, thirty-seven-year-old Chrisa Zanini, who got a child through IVF in her
fourth successful ART cycle, highlighted that she aspired having a child that it
would be both her husband’s and hers in the sense that it would carry the genetic
material of both of them, even though she didn’t exclude another option in case
this wouldn’t happen. According to her:
I don’t know what else I would be capable of doing [meaning if a child was not
coming] but, yes, I would like the child to be exclusively ours, not my ova and…

As Chatjouli’s (2015) earlier work has demonstrated,44 for many women and men,
even those who wouldn’t exclude resorting to the options of adoption or third-party assistant reproduction, if the genealogical bond with both parents doesn’t exist,
such as in cases of third-party assisted reproduction and adoption, two main issues
are at stake: a) the “quality” and “intensity” of the emotional bond that will be developed with the child that comes to life through donated reproductive material or
adoption and b) the “quality” of daniko (donated) or xeno (unknown) genetic material. As far as the first issue is concerned, some co-discussants talked about the
fear of encountering difficulty in establishing a strong emotional relationship with
the child premised on “genuine love”, suggesting that the genealogical relationship predefines to a large extent the quality and intensity of the parents’ emotions
44. See also Kantsa and Bellas 2015.
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expressed towards the child and the fulfillment of good or proper parenthood. As
for instance, Mika Konitsa stressed in regards to adoption:
Not that I think it’s a bad thing. I think that if I adopt a child, I won’t be able to
love it the way it should be loved. Because, it wouldn’t be mine…This scares
me…this holds me back…this, nothing else…

Similarly, Foinikas Andreou, added:
[…] to tell you the truth, Lora has frightened me about certain things. Because,
there are some cases in her family […] of people who adopted and, in fact,
people who offered everything to their adopted children – actually a life they
would have never imagined. Because they were families quite well-off, of high
socio-economic status, etc. But one day these children denied them and left
them....

With respect to the second issue, other co-discussants mentioned their fear of
having a child with daniko (donated) or xeno (unknown) reproductive material
which “may carry genetic disorders or hereditary diseases”, making a distinction
between what is seen by them as the “known” hereditary factors and the “unknown” hereditary factors which are more likely to be the source of inherited –by
the biological parents– genetic problems. For example, forty-eight-year-old, Viktor Vasilopoulos, who got a child in his first IVF cycle explained what he thought
as dangerous in sperm donation.
I would like to know the donor. If I don’t know the donor… In fact I would like
to know well the donor…the genes of the donor, what kind of person he was.
Maybe he had psychological problems, anything. Genes play an important role
for a child.

Additionally, Faidra Alexiou, who was seriously thinking of adopting a child, she
gave up trying when she encountered the negative attitude of a social worker:
[…] I didn’t feel strong enough to take an unhealthy child…[…] As far as
everything else was concerned, the social worker told us once ‘O.K. but the
mother’s I.Q. who happens to be a prostitute or a drug addict - because that
kind of children we get- who has sex without protection […] it is not the highest…

However, as also discussed in the previous sections, the co-discussants’ views on
the content of the parent-child relationship clearly extend beyond the significance
of genealogical bonds, entailing or in some cases even involving exclusively socio-emotional attributes, defined in terms of “responsibility” “devotion”, “care” and
“offer” in the child’s upbringing, as well as technocratic and legal attributes, de-
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fined in terms of the “child’s custody” (Daskalaki 2015a, Daskalaki and Kantsa in
press). In fact, what one sees here in relation to women’s and men’s perceptions of
what “my own child” stands for is two dominant discourses that develop in parallel, one which exemplifies the genealogical “origins” of the parent-child bond and,
another, which exemplifies these bonds’ performative features primarily premised
on the constituents of good or proper parenthood and the principle that children
are “made” by parents through up-bringing.45 Specifically, even though almost all
co-discussants have wished to have their “own biological child” and, despite the fact
that many of them have expressed significant dilemmas and reservations relating to
the practice of adoption and third-party assistant reproduction, for most of them it
is the socio-emotional attributes and qualities and not the genealogical bonds which
actually fulfill the parent-child relationship and make a child their “own child”.
For example, forty-year-old, Themis Danezis, who at the time of the research
went through his first cycle of IVF after four failed cycles of sperm injections,
explained: “I don’t, care. For me, it is more important the upbringing instead of
who is going to ‘make’ it …I simply don’t care, I’m not pre-occupied with these
issues.” The same opinion was also expressed by forty-eight-year-old, Agisilaos
Manos, who got a child through IVF: “I don’t want to reproduce myself biologically, so what? What I’m interested in is to bring up a ‘good’ person…not to make
ten [meaning children] like myself”. Also Faidra Alexiou argued:
If I couldn’t have a child with my own [meaning ova], I had discussed donated sperm at the beginning. I wouldn’t mind doing it with donated sperm, I
wouldn’t even mind surrogacy. I don’t care having my own child. We didn’t
continue with Mitera because we got scared with what we heard there…[…]
to have a person to give your love and show a couple of things and take him
out in the world […]

The desired but not-coming child
As we shall also see in detail in the following section, the experience of going
through a period when the child is desired but not coming and, particularly, the
period that prospective parents have resorted to ART but the so-much-anticipated
pregnancy is not happening, influence both the intensity of the desire for having a
child and also the ways in which the child is perceived and imagined. The initial
45. For an ethnographic analysis of the socio-emotional and legal attributes of motherhood in
relation to same-sex parenting, same-parenting and the gaps of legal framework, parliamentary
discourse regarding the passage of the Law for ART, adoption and surrogacy see Kantsa 2006,
Kantsa and Chalkidou 2014a, b, Tountasaki 2013, Papadaki 2013, Tsoukala 2013 respectively.
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period when partners in the context of the relationship try to conceive naturally
and a pregnancy does not happen, acknowledging that “there is a problem”, or the
period when single women realize that the non-existence of an (“appropriate”)
partner reduces their chances of having a child and, later on, the period when prospective parents seek answers and alternative “routes” towards having a child by
paying visits to doctors and laboratories, undergoing medical examinations and
surgical procedures, taking hormones and medication and eventually resorting
to ART, result in a continuous assessment and reassessment of dilemmas related
to available options or non available options, decision-making and, inevitably,
a reassessment of the desire to have a child. What is more, the difficult route of
decision-making about undergoing available examinations and medically assisted
fertility treatments, the physical, psychological and economic burden of (in)fertility inevitable affect the intensity and the content of women’s and men’s desire
for a child.
In some cases, these experiences lead to the reinforcement of this desire,
while in others to the desire’s weakening. There are also cases in which, depending on the outcome of medicalized procedures, prospective parents end up feeling
that their desire to have a child is either getting more intense or fading at different
stages of their encounter with infertility. Additionally, childlessness is reconceptualized in the context of (in)fertility and its problems and even scenarios of adoption and reproductive material donation may come forth for discussion.46
For some co-discussants, no matter what the severity of the problem was or
the amount of time it took to be treated in order to achieve to have a child, the
difficulties and obstacles of (in)fertility had been experienced as elements that
reinforced their desire for having a child or better, their “own biological child”.
For many of them, the desire for a child has progressively grown through the disappointment generated by (in)fertility diagnoses and failed cycles and has even
been transformed into a single aim in life that has to be realized at any cost to
the extent that this is considered to be feasible by fertility doctors. This was the
case of thirty-five-year-old, Vaso Levidou, who got twins with her first IVF. For
Vaso, not having a child at all was not an option in her life: “No, no, …I couldn’t
even imagine it, I really love children and there was only one plan in my life”.
Usually, for those co-discussants, the possibility of thinking to remain childless or
resorting to adoption or third party assistant reproduction, is pointless since giving
up the desire of having their “own child” has never been an option, particularly
if medical diagnosis hasn’t excluded the possibility of them being able to have a
46. For an ethnographic analysis of motherhood in relation to adoption, see Papadaki 2013.
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biological child. For instance, forty-year-old, Rena Kalli, at the time of the interview pregnant after her first IVF cycle, mentioned:
I don’t understand why I should get into this process just only to…let’s say that
I have ova and the problem was Victor’s… I wouldn’t get into the process…I
want to see my and his child…

For other co-discussants, though, the difficulties and obstacles of (in)fertility, especially –but not only– in cases in which long-lasting efforts and failed procedures
have been followed, have caused the fading of the desire for having their “own
biological child”. This leads prospective parents to resort to other options in order
to become parents, such as adoption or third-party assisted reproduction, or to think
of new scenarios of living and organizing their lives as persons and partners without
children. For some of them, the effects caused by the anticipation of a child that is
not coming have been experienced as “an unbearable burden” which they cannot
bear. For others, the scientific evidence of severe or irreversible infertility problem(s), inevitably confronted them with the dilemmas of resorting to adoption and/
or third party reproduction or the possibility of remaining childless. This was the
case of thirty-two-year-old, Dimitra Panou, who actually got a child through IVF
and donor’s ova. When the medical diagnosis indicated that she would not be able
to have her own child, she admitted that she considered other “routes” in life:
If I could have my own children, I would do anything to have them. Since I
couldn’t, what am I supposed to do? Remain childless? I thought about adoption but I’m not sure if could do it. Indeed, before I got my child, I cannot say
I was born to be a mother. I think I would find other things to fill the gap of
not having a child.[…] not all the people have children […] they have their
careers, they have their trips, there are ways to fill the gap in your life.

While, forty-eight-year-old, Agisilaos Manos, who got a child through an IVF
after a failed attempt to get a child through sperm injection, indicated that his wife
and himself had from the beginning set a limit to the effort they would invest in
having a child with assisted reproduction. In his words:
We had set limits, very tight limits. Because, we were both of the opinion that it
was us who took the decision to postpone having a child. We will try it as much
as we can, but we will not be trying forever. It won’t become an obsession, to
have a child, a child, a child…We will adopt.

However, most women and men, concurred that although they eventually became
parents of their “own biological child”, the desire for having their “own child” had
had its “ups and downs” –fueled by shifts from feelings of hope and anticipation
to disappointment and despair, throughout “the time of the procedure” (Kantsa
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2011: 205) and in anticipation of the “miracle” (Kantsa 2011: 207)– caused by
infertility problems, fertility diagnoses and treatments as well as treatment failures. Many of them, tried at different stages of their encounter with infertility
and medically assisted fertility treatments to imagine alternative ways of living
and of being related in the context of a family, other than having and bringing
up their “own biological children” (adoption, assisted reproduction with donor’s
reproductive material) or even giving up their desire to become parents, returning
to a previous stage in life, before taking the decision to try for a baby, and trying
to set new aims in life. This stance seems to be a strategic compromise made by
prospective parents in order to protect themselves from the possibility of a failure
or the possibility of not actually being able to have a child.
Forty-one-year-old, Valentina Chioti, described her anxieties during the period of trying to have a child through ART:
I remember myself, for a year-and-a-half, myself and my husband,[…] I was
feeling that nothing would happen because of the fact that too much effort was
put on that, too much anticipation, too much longing…[…] and yes we had
many serious discussions taking place during that period, because my mother
has been adopted and we were discussing that scenario.

Forty-three-year-old, Ioli Karentzou who got twins after five failed cycles of
sperm injections and five IVFs explained that during her long and difficult experience of trying to have her “own child” she had also thought of other options:
This is our story, sort of like that….with a lot of effort and anxiety. I sincerely
think that during that phase…[…] I was determined, if K. kept on being so responsible, I would proceed with donor’s sperm…[…] Because we had started
looking for adoption procedures, I had found phone numbers, lawyers, many
things…

Issues of what is considered by the prospective parents to be “my child”, “my
own child” come out at this point and often become the object of a hypothetical
or realistic discussion, depending on the severity of the infertility problem(s) encountered and the imminence of fertility treatments.

The child as bonding and continuity
No matter where the emphasis is placed by prospective parents regarding the
genealogical and socio-emotional attributes of the parent-child relationship, the
child is both aspired and experienced (in cases in which co-discussants actually
became parents) as a new person in the couple’s life and/or as a new member of
the household and the family which constitutes the connecting element or bond
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between partners, members of the family and the family of origin. Indeed, the
child stands for the specific element that is seen by the co-discussants as “bonding” the couple and the family, “completing” the nuclear household and “filling a
house with joy”, while constituting the fundamental element of the reproduction
of the family. Indeed, most co-discussants acknowledged that, on the one hand,
the child stands for an imagined, aspired or actual experience of being related to
a child as well as to a new family member which “fills” the household and makes
the family complete in quotidian life and everyday practices in the context of interdependent family relations. On the other hand, it represents the “offspring” of
the parents, the couple and the family, “their “legacy” and “projection” as well as
the “bond” that connects generations, ensuring the “continuity” of kin relatedness
through time and space. These representations of the child seem to be deeply rooted in religious idioms and ideologies which associate the conception and birth of a
child with God’s Will and “teknopiía, the making of children, as a matter of divine
service” (Paxson 2004:43), as well as in depictions of the continuity of the couple
as becoming “one flesh in body of the child” (Paxson 2004: 43).47
At the level of everyday life, the co-discussants’ narratives demonstrated that
the child constitutes the connecting element among parents and other close family
members through the enactment of intimate relations embedded in the undertaking of all kinds of tasks associated with the child’s nurturance, care and up-bringing, or what Sahlins calls “domestic and familial relations of co-existence, the full
mutuality of being in quotidian social practice” (Sahlins 2013: 73). Many of these
daily tasks and family activities take place within the domestic space - mainly the
nuclear household and are considered by the co-discussants as bestowing life to
the household. In this sense, the child stands for a person that needs to be taken
care of primarily by parents but also by other family members (such as grandparents, sisters and brothers) within the domestic space.48 As Janet Carsten (2004: 35)
highlighted: “kinship is made in a house through the intimate sharing of space,
food and nurturance that goes on within domestic space”. Furthermore, since the
household is associated with children and their up-bringing, children belong and
make specific households “complete”.49 For instance, thirty-nine-year-old, Ageli47. See also du Boulay 1986, Iossifides 1991, 1992.
48. In some cases, especially in cases of single women where members of the family of
origin are more actively involved in the daily tasks and upbringing of a child, it may also be in
the extended household.
49. Although in the case of couples/spouses the household is founded when the partners
decide to live together with the prospect of getting married or having a family, it is not the
making of children that makes the household but the decision of partners to share their lives. In
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ki Mandrinou-Georgiou who didn’t succeed in getting pregnant in her first IVF
cycle, highlighted that sharing specific daily activities among family members
within the domestic space, such as eating around the table, make children feel that
they belong to a “real”, “normal” and “complete” family.
I would like to have a family, because I didn’t have a family. A whole family. I
grew up with a grandmother and a grandfather and now I want to have a family,
a normal family, a family that eats together around the table.

According to forty-seven-year-old, Loukia Karabina who got a child after two cycles of sperm injections and approximately nine IVF cycles, a house that contains
no children is seen as an incomplete house or as a house that has not been filled
with all its “ingredients”:
Let me tell you, I think that a house that has no children…I consider it as an
empty house. And, we [meaning herself and her husband] we were fine together, we didn’t have problems in our relationship. We spent much time together
and we had no problems. But you know, it [meaning a house without children]
“smells” like an old people’s house.

At a more abstract level, the co-discussants’ words pointed to the fact that the
child stands for the ingredient that will “reinforce”, “complete” and “fulfill” the
relationship and the family. Particularly in the cases of couples, the child is to a
large extent seen as “the ‘ingredient” that will complete the relationship or marriage in the sense that: a) it is the “natural”, next step of a quality relationship,
because from a certain point onwards “the relationship would have no meaning”,
b) it will bestow a new cause, meaning and value to the relationship through transforming the partners to partners and parents who share the aim of bringing up a
child together, c) and it will ensure the worthiness and continuity of the relationship between partners (even if it will not last). According to thirty-eight-year-old,
Petros Adamantinos, who got a boy after almost ten cycles of failed ART: trying
for a child with his partner was seen as the “natural” step, as the next step in a
relationship which has “evolved” through time: “After a certain point, the wish
for a child has evolved naturally in our relationship. Because, O.K., we had been
together for many years. It had actually evolved step by step”.
such cases, the couple is clearly the heart of the house. However, the decision to have a child
almost exclusively presupposes the founding of an independent household. In cases of single
women though, having a child may be associated with new and often more extended forms of
household arrangements so that partners or close relatives take part in the up-bringing of the
child. For the discussion of extended family frameworks in cases of lesbian mothers, see Kantsa
2006, Kantsa and Chalkidou 2014b: 97-98.
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Additionally, thirty-seven-year-old, Ifigeneia Gramenou, who had adopted a
son but also tried to have a second “biological” child, explained that trying to expand her family through having a second child was an important experience that
would bring the couple even closer, and as she says: “If we can make it, …I see
it as a tender thing…the fact that I will get closer to my husband, experiencing
something that will make our bond stronger.”
Furthermore, thirty-three-year-old, Nana Nikolaou, who at the time of the research was pregnant with twins through IVF, explained that having a child means
the creation of a new family unit, namely of a nuclear family: “[…] it means that
you create your own family, that you bring to life one or two (laughs) creatures
and you create your own core with your husband.”
Finally, for Agisilaos Manos, the child stands for the “continuity” of the couple: “Yes, it is the continuity of the couple, the most important thing...”
As far as the family is concerned, the child stands for the significant element
that connects, past, present and future kin relations (lived and experienced or not
lived and experienced). For some co-discussants, the child represents the element
that reproduces the DNA of the family (of origin), ensuring this way the genealogical reproduction, while in a few cases (particularly in a few cases of men) the
child ensures the symbolic aspects of genealogies, such as the continuity of the
family name. For example, for thirty-eight-year-old, Marios Kanarelis, who got a
girl through sperm injection, having a child apart from consolidating the making
of the family also meant to reproduce the family of origin and fulfill his parents
expectations of being a “good son”:
For me it is the biological continuity, not only for the child but also for the
parents. […] If you want to make a family, of course you will try to have a
child. You don’t make a family just for yourself and your partner. O.K.? It’s
the accomplishment of an aim. Let’s say, the aim of making a family. And, let’s
say, I wanted to be a good son to my parents and offer them a grandson.

At the same time, he maintained that apart from the biological continuity, what is
also significant for him is the symbolic continuity of the family through the transfer of family name from generation to generation. As he put it:
For me it is the biological continuity, not only for the child but also for the parents. […] If you want to make a family, of course you will try to have a child.
I have and issue with the son. In order to reproduce the name. Theoretically. A
name points to a family, right? When this family is being reproduced then it’s a
good thing when the name is also being reproduced…[…] I would like to have
a son in order to reproduce the family name. But deep inside I would also like to
have a daughter.
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In most cases though, the child primarily stands for a mixture of “memories”
of relationships and experiences and “aspirations” about the “extension”, “projection” or “legacy” of the person (parent), the couple and the family in society
at large. In this sense, the child, through ensuring a kind of intra-generational
continuity of kinship, represents the fundamental means through which the unity
and continuity of society is ensured (Papataxiarchis 1992: 68). Even though the
ethnographic material clearly points to the fact that reproductive decisions and
decisions relating to infertility problems are confined almost exclusively between
the members of the nuclear family, unless the nuclear family is founded on a
single parent directly implicating more involvement from other members of the
family of origin such as parents and siblings, the desire for having a child often
stems from or is fortified by memories of being a child in the prospective parents’
family of origin and aims at the reproduction of the family in such ways that the
current nuclear family will become a family of origin.
The following extracts from the interviews highlighted two different ways
in which two co-discussants associated the need to have a child with the negative experience of death and the loss of a member of the family of origin. For
instance, forty-five-year-old, Viki Pappa, who got two children through IVF and
one through natural conception, described:
So, when my mother went ill and death appeared to come close to our family,
the first thought I made was that it was not possible for me not to have a child
now that death was approaching. This absolutely led to my decision [meaning
to have a child]. […] I knew I could not live without a child…[…] I definitely
wanted…I didn’t want to care anymore for persons who were dying, I wanted
to care for something that had a future.

In addition, thirty-nine-year-old, Elsa Giannouli, who also got one child with IVF
and another one through natural conception, explained about her husband:
Yes, he wanted it so much [meaning to have children]. I’ve always known
about his wish, it was his dream to have a family that resembled the one he had,
to have two children -he wanted two- he wanted to have two children. I think
the reason was that he had lost his father when he was very young and those
memories of the family, you know, being together and going for excursions,
him and his brother. And I think that he sees their father as God, because C.
was 12, Ch. was 14, and he wanted to revive this memory. […] This put much
pressure on me[…] C. was the one who started talking about it, to try for a
baby, not me, …[…] He wanted it so badly and the fact that it was not coming
after the second year of efforts made me really worried and I was saying ‘oh
what happens now? He desperately wants a child’. He even talked about the
fact the he definitely wanted a child.

PAUSE

The “natural attempt” to get pregnant and stay pregnant, i fιsiki prospatheia – na to
prospatheis monos sou (the natural attempt - trying on your own) becomes gradually a “problem” for the couple, after continuous failures. This transformation of
the reproductive sexual act into a problem and its denaturalization involves certain
characteristic steps. In many cases partners start having sex eleuthera (freely), without taking any precautions with the more or less articulated aim of getting pregnant.
This unprogrammed, free sexual life of the couple is gradually transformed into a
more scheduled, emotionally loaded and more self-conscious act. It becomes an
organized action and in the process of this shift, it is framed as a problem following
the non-successful outcomes. Prior to the externalization of this problem to experts,
family or friends, to anyone beyond the couple, comes the actual verbalization of
the problem within the conjugal-household context usually coupled with a programming of when, how often and how to proceed with the reproductive sexual act and
how to deal with the problem beyond trying “naturally”. These processes –turning feelings and physical experience into words and further communicating these
words– transform the usually naturalized sexual attempts –in terms of spontaneity,
non-verbality, physicality, intimacy– into something altogether different, differently
mediated, conceptualized and processed. The reproductive sexual act is gradually
being invested with prescriptions (correct timing, ideal positions, helpful diet, extra
vitamins etc.) and new interpersonal emotions. This transformed approach and performance of sexual reproduction evokes feelings of renewed hope and anticipation
together with frustration and tensions between the sexual partners. Intimacies are
gradually altered. The dream of conception, gestation, birth and parenting is filtered
with fearful doubts, new representations of the sexual partner, often blaming of self
and other or protecting the other from feelings of self-blame and societal stigma,
while the ground is being prepared to seek for professional advice, to admit the
problem to self and other, to altogether proceed with another a-sexual approach
to procreation, where the reproductive body is perceived, worked upon, felt and
handled technologically, medically and emotionally in different ways and where the
reproductive couple undergoes a multitude of challenges.
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Stefanos Elevtherou, thirty-seven-years-old with twins after one IVF, describes this exact transitional period or realization of the problem, of the tensions
and the new steps to be taken:
Yes, when you start thinking that something is wrong, well ok, some time had
gone by, as I told you we were not exactly following the dates, and then when
we started following them, well we tried on the right dates etc. Yes, it was
about then that, well it makes you sad, it frustrates you, well not exactly irritated with each other, but you know each one deals with these things differently,
you become more closed and you wonder because you don’t really know who
has the problem. You think I might have the problem, should I try to find out?
Is there something wrong with B.? From where do we start? What might be
wrong? What kind of trouble am I going to get myself into? Because you know
all this is new and you think, what is going to come next? But ok, you must
take it easy. I think that science has taken big steps with the tests and all and I
believed that we could find our way out of this, it could have been something
simple. Well, we were not pessimistic, in the sence: Oh my God what had happened to us and all this…We said we should start searching, Ok, we should go
to the doctors to see what is going on. That’s all.

Ioli Karentzou, forty-three, mother of twins after 5 sperm injections and five IVF
procedures, expressing the same feelings remembers this period when she began
to realize that something was wrong:
I had started to realize, I was not so much stressed, but I had started to realize
that there must or could be something wrong, well before we ended up here
we had tried a lot, you know we got together and […] well ok I thought that,
look, due to age and because of all those things that I had read, that we should
start looking into what might be wrong with us. There must be a problem. We
should have been pregnant ok? And I was stressed, yes, not to the same extent
that I was after the first failure, when it was not fertilized, which was exceptionally shocking for me because I had taken fertilization for granted. For me,
I thought it was about taking the eggs…

Notis Christoforidis, thirty-six and father of triplets after a natural conception and
a history of ART, also reached that moment when they had to face the failure of
natural attempts, and needed to move a step further, even though together with his
wife had been trying on their own, as they were still young, for three years before
asking for advice:
Well the decision, in the beginning none of us wanted to… We were young, we
said we should let a couple of years (1, 2) go by so we could enjoy each other,
we should travel, we should live our lives. In reality, was it after the second or
the third year? After the second year we thought about it and so we had free
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contact. After the third year it was stuck, as we say, in our heads that we should
have a child. Well, it was then, during the third year that we tried for about
a year […] Until then we hadn’t succeeded but we were not stressed about
anything. We said, well ok, it hasn’t come. It will come when it will come. But
after the third year we saw that… most probably after a year of trying so to
speak, what is going on? Do you think we might have a problem and we don’t
know about it? Why aren’t you getting pregnant? Well, and then it started, to be
honest, a Golgotha, because from nothing we discovered various [problems]
both ways. Not serious medical problems but enough to cause us trouble and
not allow my wife to get easily pregnant…

Personal attitudes towards a general physical wellbeing as well as the degree
of personal biomedicalization of the (reproductive) wellbeing, together with
the age of the partners and especially the woman’s age, are the key constituents
of the (de)naturalization forces of sexual procreation. During this “pause” period, before the couple starts to fully emerge into a biomedical explanation and
approach, sex is being rationalized in a similar way as it is done when trying
to avoid conception (see Paxson 2002). Interestingly this rationalizing process
might be considered as the first challenge put to the couple in terms of fighting
this together, considering that the knowledge of the fertile dates and the monitoring of days is usually the woman’s responsibility as it has been demonstrated
by Greek ethnography on issues of fertility, gender relations and procreation
(Paxson 2002: 319).
In many respects reproduction in the Greek ethnographic context is generally
highly medicalized, and rationalized. In other words, many couples, up to a certain degree, are aware of fertility problems, infertility (medical) solutions, having
been exposed to an on-going public dialogue on these issues.50 But the actual first
verbal externalization of the problem to an expert –often to the woman’s gynecologist prior to consulting a (in)fertility expert– signifies the onset of a systematic
biomedicalization of the couple’s reproductive desire, and their attempts as well as
the onset of envisioning another possible way and finally, the onset of a transformative reproductive journey where new relations are informing and mediating the
making of a family. The difficulty to conceive and successfully remain pregnant
will be transformed into some type of “infertility” of the male or female partner,
possibly of both, or a case of “unknown infertility”, when the couple enters a new
50. The work of Eugenia Georges Bodies of Knowledge. The Medicalization of Reproduction (2008), analyes the multifaceted character of how biomedical reasoning overtook local
models of pregnancy and birth in a span of one or two generations. See also Georges 1996b. See
here the Introduction for a discussion on medicalization of reproduction in the Greek context.
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reality of medical tests and medicalized hopes where others –experts, supporting
personnel, co-sufferers, etc.– step in and mediate the making of a child.
This period prior to the systematic medical examination is not always as clear.
In general, one year of natural attempts is considered to be the average period of
time a couple tries before asking for advice from an expert. Very often after such
a temporal period it is believed that something might be wrong. This time limit is
also supported by the experts who advise the couple to first try on their own for a
year or so before talking any tests.
The various quasi-medical or non-medical tips that enter the conjugal-sexual
space may be information received from a family member or a friend, from TV,
the Internet or a magazine. Very often the doctor will also give lay-like tips linked
to the couple’s natural attempts and sexual performance. In this way the doctor
or any other friend or family member that the couple has opened up to as the
first outsiders to be trusted and to offer advice, break the household reproductive
boundaries and enter the reproductive sexual relationship. In other words, in the
context of ekso-oikiaki anaparagogi reproduction is driven outside the household
while at the same time significant others rupture the couple’s and the household’s
boundaries. New proximities as well as distances are created.
There is nothing wrong with you really.
Try some more.
Have more sex –or have less sex– during the fertile days.
Make sure there is frequent ejaculation.
Monitor the woman’s temperature –or don’t monitor the temperature and
forget about the fertile days.
Have sex without thinking about the days.
Watch out your eating habits.
Keep a diary or don’t keep a diary.
Don’t be stressed.

These lay-like tips are sometimes contradictory and when in retrospect, the couple think about them they usually regard them with doubt, as not being “serious
advice”. Even more so if this kind of advice was offered by a doctor, then the
couple will most probably end up criticizing this approach to their problem as
unprofessional. Advice on how to proceed with the sexual reproductive act is
almost always ridiculed in the face of the “real physiological-biological-organic” or even “psychological” fertility problems and causes that the couple has to
deal with in the course of their diagnostic medical search and ART attempts. This
unappreciation of lay-like tips reflects the overall trust towards biomedicine and
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mistrust towards lay ethnoknowledge about reproductive issues following the admittedly fast shift from a non-medicalized past to a medicalized present that took
place in Greece and altered in many ways the imagining and experiencing of the
embodied gendered self (even more forcefully regarding the area of procreation),
(Lefkarites 1992, Georges 2008).
Mimi Lioliou, thirty-nine, childless during the period the interviews took
place and in the process of using ART (one sperm injection and one IVF in her record), discusses not only the uselessness of using such tips but also the frustration
caused within the couple,51
Well I have realized that also other couples, from the discussions I’ve had with
other women that they freaked out because, you know, they went through the
phase to count the temperature, to try and do it on specific days, and about that,
after talking to the doctors, especially with the first one, he said that this is
complete nonsense and it doesn’t work. Well, I mean, nothing, you should let
yourself completely free and don’t even think that you want to have a child, I
mean, that considering the psychological factor, it cannot work like that […] A
woman was telling me, she had gone through this experience and it was awful
because she said, well, she is from an island and she had gone to see her family
and she was saying to me that it was terrible, she even took the plane and came
to Athens, and again… And, ok, well this, well, and of course she had a problem with her husband. After a certain point he said, ok once, twice but then he
freaked out and that was it, well he said I can’t do it…

Lay-like tips or more specialized ones gradually alter the natural attempts and
change them into a different experience physically and emotionally. Another kind
of embodied reproductive intersubjectivity is formed that gradually allows other
ideas, other people, other emotions to enter, reform and reconceptualize not only
the reproductive desire but also the actuality-materiality-corporeality of trying to
realize this desire. The medical prism of fertility problems gradually takes over, in
a way filling in the gaps created by the repeated failures, the frustration, the grief,
the sometimes estranged sexual partners. But in some cases this period prior to the
more organized medical search for finding a diagnosis and a cure, is not so hazy.
51. Another plausible explanation regarding the uneasiness felt by women and men when
being given such advice might be also linked to the fact that beyond the context of infertility
women are usually left with the responsibility to be aware and inform their partner of the risky
days so as he could practice withdrawal or use a condom (most common practices in Greece
vis-à-vis contraception), a responsibility often left unchallenged (see Paxson 2002: 319). In cases when couples face failed “natural attempts” after having free sex, not only this responsibility
is exposed but also the implicit, asymmetrical gendered roles. The couple is therefore placed
in a position to either problematize and renegotiate it, or repeat it with a different aim, that of
achieving conception and not avoiding it.
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Some couples manage to identify quite quickly the biological-organic nature of
their problem and so they are even more open to accept a medical explanation and
approach. Some couples know fairly early that their own problem is either on the
level of sillipsi (conception) or on the level of na kratithei to emvrio (holding the
embryo) or both. Fragmentation of the reproductive body has already made its
presence in these cases. Couples, for example, with a history of miscarriages begin the medical search from this exact starting point. In such cases, or in couples
that the man or the woman has a medical history regarding their reproductive system, the medicalization of problematic fertility usually predominates from nearly
the beginning the couples’ reproductive journey.
Maria Chatzi, forty-nine-years-old, a mother of twins via IVF, after ten years
of tying to have children (and four IVFs), describes her loaded atypical past with
many natural conceptions and lost pregnancies and how the time came to try via
a different way:
[…] It was a difficult experience. In my case it was not infertility the problem,
the opposite. There was multifertility. But I had problems with lost pregnancies. I would conceive on my own, very often […] In any case there was this
problem with the lost pregnancies. In reality I started IVF not believing I had
infertility issues but because I had this problem and in order not to lose more
time, because in the beginning it happened too often, every year I would get
pregnant, so I tried. OK, what I am trying to say is that I believed that this is
not a solution for me. Because it was not a case of infertility, it was another
problem, a technical problem which of course they couldn’t figure it out. But
because the whole thing with IVF is very commercial, what I mean is that they
sell it as a commodity, well anyway I took the decision and did the first one, it
didn’t go well […] I have a technical issue. It is not an issue of infertility but
an issue of environment. And the environment [she means the environment
of the womb], I will say this again, every time there was an operation, and an
abortion, so many abortions. I was exasperated. In any case, the last time, and
I am old, my husband didn’t … well I was in the process of adopting.

In fewer cases the primary period of natural attempts doesn’t exist at all due to
a diagnosed problem sometimes even before the couple gets together, married
and aims for a child. One of our co-discussants, Dimitra Panou, thirty-two, with
one child after two IVF attempts using donor egg, for example, was diagnosed
with an “infant’s womb” and problems of hormonal maturation when she was
an adolescent and so she started hormonal therapy and managed to “save her
womb”. But she didn’t have operational ovaries and as a result she knew early
on in her life that she would have to undergo IVF with a donor egg in order to
have a child.
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In most cases, the emotional fluctuations experienced in this first period of
trying on your own, where the gradual denaturalization of one’s own natural attempts to get pregnant takes place, are usually coupled with the belief that the
couple will make it on their own, if not completely naturally –in a sense of free
and relaxed sexual contact, with no intentional and conscious programming– at
least with some minor help –checking the fertile dates or following lay, fertility
enhancing tips. It is almost certain that as time goes by stress is building up and
as it will be discussed further down this stress is subsequently considered as an
inhibitory factor on its own. Reproductive and sexual intimacy are being continuously reformulated as the couple faces persisting infertility, as the couple enters
the world of assisted reproduction, as reproduction is gradually not only separated from sex but is also transformed into a platform of exogenous mediations
and manipulations, as it becomes a commodity within the context of the highly
commercialized world of medically assisted reproduction. In a way, the process
of the fragmentation of the reproductive body following its biomedicalization is
coupled with the fragmentation of the reproductive relationship within the couple
along with other types of relations, often with (reproductively) important others –
medical stuff, co-sufferers, close friends, Internet strangers.

PART II

MEDIATING PARENTHOOD

4

expectations
The distancing of the reproductive process from ones’ body, from the reproductive dyad, from the household –out of body, out of home– involves a transformation of the reproductive reality linked to the biomedicalization, technologization,
commodification, and objectification of reproduction. This distancing is taking
place along with new proximities and intimacies that involve many extramarital
and extra-familial actors, institutions and social technologies entering the household and the reproductive couple. The purposes of reproduction, to create kinship
futures, new emotional bonds, a new family or the extension of a pre-existing one,
to achieve parenthood and in many cases adulthood, rightful womanhood and
manhood, are all in various ways re-assessed and intermediated by the tropicality
and peculiarity of the infertility and ART context, and of more specific interest
here, by the new conditions, new restrictions, new relations of the ekso-oikiaki
anaparagogi in the Greek ethnographic context.
During the initial period of involuntary childlessness the couple is primarily
preoccupied by their own failing reproductive bodies and their own failed attempts and in many ways the whole experience remains the couples’ own, private,
intimate matter. Gradually along with the search for a reason and a solution, along
with the familiarization of a problematic and difficult reproductive life story –
in the making– comes the externalization of this problem, the distancing of the
reproductive desire from the sexual act and the gradual denaturalization of the
natural attempts. What is introduced in the conjugal space is the knowledge of
other possible ways, of other reproductive potentialities, of other co-discussants
(experts and non-experts) that know something more, that can offer guidance, that
ultimately and variously mediate (disrupt, transform, heal) the reproductive process and conjugal dynamics. A problematic reproductive reality is variously trans-
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formed by the new-coming ART reality, which as it will be demonstrated leads to
both a sense of losing control of one’s reproductive life and a sense of regaining
control of a failed reproductive past and present. This double and seemingly contradictory sense has been long know documented in relation to the context-specific appropriation of the technologies of power whereby medical authority is at the
same time informed by and informs local power relations and dominant institutions and most often gendered asymmetries (Lock and Kaufert 1998, Inhorn 1994,
Rapp 1999). The same applies to the Greek setting as it has been thoroughly studied with regard to other reproductive technologies such as the ultrasound, abortion, contraception, childbirth, the caesarean section, and family planning in juxtaposition to local gendered relations and norms permeating sexuality, marriage,
family and kinship (Lefkarites 1992, Georges 2008, 2013, Halkias 1998, 2004,
Athanasiou 2006, 2014) and regarding ART (Paxson 2003, 2004, 2006, Kantsa
2011, 2013c, 2014b). The way Greeks have been mostly open towards medical
technologies, giving rise to the making of medical subjectivities, but also been selectively and growingly critical about them, has been explained, on the one hand,
based on the desire to become modern after World War II, and how this drive has
taken particular shapes based on local biologies and local realities of the gendered
and relational personhood, and on the other, based on the rise, on a global scale
of the sceptical and informed patient-client who is confronted with not only the
benefits but also the risks of biomedicine (regarding the Greek context, Georges
1996, 2008, Kantsa 2013c, 2014b, Alexias, Tzanakis, Chatjouli 2014, Chatjouli
2012, 2013, 2014a, 2014b). Nowadays, therefore, biomedical innovation brings
along potentiality, risk and responsibility, self-surveillance and choice. The expectations therefore of the couples turning to reproductive biomedicine for help
are filtered both by hope and doubt and so are their experiences (positive, negative, celebratory, critical) throughout their journey towards achieving parenthood.
One could organize the narratives of men and women in heterosexual relationships facing infertility and finally seeking and undergoing medical treatment,
in roughly three temporal periods of gradual de-intimatization and biomedicalization of their reproductive attempts, of the distancing mentioned above. Firstly, the
period when the couple attempts and repeatedly fails to conceive and successfully
remain pregnant via sexual intercourse. Secondly, the period of medical searching and thirdly the period of further medical searching and of one or more ART
attempts. Despite this temporal categorizing there are overlaps between these periods mostly due to the overall biomedicalization of reproduction – characteristic
of the Greek ethnographic reality. The first phase may often be experienced as a
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biomedical issue due to a known medical problem affecting fertility, or due to
the woman’s advanced reproductive age which is commonly linked to infertility problems and hence to a pro-active medical consultation. The second phase
often includes beyond the actual medical search and the search for a diagnosis,
a psychological preparation of the couple for ART, which is achieved not only
through the multiple medical consultations and the gradual familiarization of the
technological processes through discussions with experts, but also in discussions
with other co-sufferers. Perhaps the most strikingly distinct phase is the third one
where the couple actually undergoes an ekso-somatiki,52 while it is possible that
some simpler and less intrusive medically assisted reproduction method such a
hormonal boost, or an antibiotic treatment for the sperm, might have already been
experienced in the previous phase.
In the course of the above temporal phases, not always as separate, couples
reconceptualize their difficulty in becoming pregnant and achieving parenthood.
This difficulty is gradually medicalized and within this shift the couples resituate
themselves towards their problem (one’s own medical problem or one’s partner
medical problem), towards themselves, towards each other and towards their family and friends. By following the above transformative phases, we gain access to
the effects of the intrusive power of the biomedical discourse in (re)defining procreative normality, in (re)constructing reproductive, familial, conjugal and kinship normativities, in reproductive decision making, in forming new intimacies
and forms of relatedness beyond the sphere of sexual reproduction.
The initial difficulty of achieving conception and gestation is gradually turned
into a central issue to be dealt by the couple, an almost organizing axon of everyday life. It continues to occupy this central position in the course of its biomedicalization as it acquires a more precise and definite or a fluid and elusive
diagnosis, while couples search for the most suitable and trustworthy doctor and
clinic, as therapies and medical protocols enter the couples’ reproductive lives and
relationships, and whilst ART attempts follow one another.
As it will be further argued this diversification of reproduction from the intimacy and privacy of the couple’s relationship and sexual intimacy, this distancing
from the security and familiarity of the household, the changing dynamics of the
couple, reveal certain gender asymmetries that up to a certain extent are reproduced despite these transformative experiences following ekso-oikiaki anapar52. The term ekso-somatiki meaning “external to the body” (fertilization) is the way IVF
is referred to in Greek. See introduction for a discussion of the term and the work of Paxson
(2004) introducing the term to a non-Greek audience.
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agogi. In other words the, often, protagonistic role of the woman in matters of
family making, family planning and organization, procreation, household sustainability, management of problems linked to the couple’s sexual and reproductive
life, remains intact in many ways (Lefkarties 1992, Georges 2008, Paxson 2004,
Loizos and Papataxiarchis 1991a, Papataxiarchis and Paradellis 1992). Some gender specific normativities are challenged and some not, revealing the way new
realities of technological modernity are variably appropriated and how some local
structures may be challenged but they yet persist even if meanings change.53 At
the same time new meanings, roles, practices, new relations and affinities inform
gender experiences, the wellbeing and sustenance of the couple. Men are present,
supportive and actively engaged and the whole medicalized experience points to
the autonomy of the couple in terms of reproductive decision making and in relation to the management of technological kinship and family making.
Ultimately, i diskolia na kanο paidia (the difficulty to have children), after
it becomes pathologized, along with the transformation of both women and men
into infertile patients-customers, leads on the one hand to their subjection under
biomedical power and on the other, to their empowerment as they regain hope, being presented with another chance to fulfill their dream, with other techno-reproductive tools, with another way to become parents, mothers, fathers and partners.
The way the technology is taken up by women and men, points to both the reality
of Greek women and men being to a large extent biomedicalized in the sense
that they have appropriated modern biomedical thinking (Georges 2008, 2014,
Chatjouli 2012, 2014a) and at the same time to their “socially realized” natures
(Paxson, 2003, 2004).54

53. Papataxiarchis concludes in his introductory essay of the collective volume Taftotites
ke filo sti sighroni Ellada [Identities and gender in modern Greece], “Accepting the message
anthropologists studying Greece discuss, that cultural identity is changing and there are ways
to study these transformations, we need to repeat our most fundamental finding. These changes,
that lead to a restricted ideological plurality, happen slowly, they take the form of contested
configurations of the ‘old’ and the ‘new’ and they occur in the periphery of Greek society”
(Papataxiarchis and Paradellis 1992: 70).
54. “I suggest that IVF in Greece does not so much make explicit the social construction
of nature, as has been argued of the US and the UK (Strathern 1992a, Franklin 1997), but is
accommodated into a prior understanding of “nature” as socially realized. […] In urban Greece,
the ethical questions raised by IVF centrally concern the extent to which use of the technology
might go “with” or “against” the nature of persons that are partially realized through kinship
relations […] I suggest that IVF is more amenable to Greek women, who use it to realize a
key aspect of their feminine nature through pregnancy and birth, than it is to men, for whom a
central aspect of their gendered nature is bypassed by IVF technology” (Paxson 2003: 1854).
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Biomedical intimacies
The ART expert gynecologist, the embryologist, the geneticist, the ART nurse,
the psychologist, the receptionist of the ART clinic, emerge in different degrees,
as active participants in the out of body - out of home reproductive experience. In
many ways they mediate the reproductive process, the decisions to be taken, the
fears and hopes to be experienced. They thus become sources of hope, recipients
of frustration. They often personify success and failure in the process of achieving
reproduction.
By turning our ethnographic gaze towards these mediators, we attempt to
highlight the specific relationships and socialities that emerge in the context of
techno-procreative-making and their significance in reconceptualizing involuntary childlessness and infertility, as well as trace shifts in the reproductive decision-making processes experienced by the couple, how the inter-partner dynamic
is reconfigured by the newly introduced (medical) others. We trace metaphors,
practices and conceptualizations activated while the couple enters the highly
evolved, highly commercialized and technologized world of ART. We focus on
the criteria of choosing a doctor, a clinic, a technique, to what extend these criteria
are met, what is the significance of the novel reproductive networks and how all
these processes inform child and family making.
We are particularly interested in the imagining and practising of intimacy as
well as in the re-evaluation of personal/public boundaries in the context of these
novel relationships. We trace the symbolic place the expert occupies in the whole
experience also in juxtaposition to the conjugal and wider family setting. In addition, we aim to highlight the underlying power dynamics and asymmetries inherent in the on-going relationship between users and experts and the extent women
and men facing infertility and entering the world of ART present resistances and
adopt an active position within this relationship via for example their will to be
informed, their efforts to be active in the decisions regarding protocols, dosages
of hormonal treatment, number of embryos to be transferred. We trace in other
words the way the out-of-home mediating relationships potentially reconfigure
the couple’s reproductive autonomy as well as the extent to which “consenting to
biomedical surveillance goes in parallel with a desire for self-defining one’s body,
one’s self and one’s narration of life” (Kantsa 2014b: 200).
The key relationships and spatial contexts to explore in this section which mediate the conditions, relations, practices, technologies, dilemmas, choices, fears
and potentialities that frame and condition this techno-corporeal-biosocial experience of ekso-oikiaki anaparagogi are the relationships with the expert-doctor, the
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personnel, and the clinical setting. How, in the reality of these relationships and
this setting the out-of-home and out-of-body reproductive experiences are invested with new intimacies –or not– and to what extend these relationships and setting
may –or may not– formulate a nesting environment that substitutes the natural
attempts to conceive and achieve pregnancy at home. We explore processes of
relating, negotiating, trusting together with potential shifts in reproductive potentiality in the eyes of ART users, and the degree this potentiality grounds dominant
or alternative gender subjectivities, conjugal realities and medical authorities. We
attend to the normativities related to the above spheres of action and to their being
redefined.
Our data point to the basic observation that in choosing an expert-doctor and
a clinic, couples in search for a medical diagnosis and solution look for certain
characteristics in order to feel security, trust and hope. Despite an anticipated plurality, some key characteristics emerge as significant, either positive or negative.
For example, some of our co-discussants make an effort to achieve closeness
and bonding, while others prefer to keep distances and formalities intact. In the
search for a doctor and a clinic we also trace those fine attributes that remind us
that in the reality of highly commercialized medical services the patients persistently look for security within a precarious context of power imbalances and
despite their full awareness of the economic relationship that frames and informs
the whole transaction. Our data also points to the boundaries between private and
public and how they are being (re)considered in the context of these relationships
and settings and in relation to conjugal rules, norms and roles. The couples seem
to need to preserve their private space or re-evaluate who can have access. Who
can be included or excluded, and what is the desired level of closeness and intimacy and the meanings attached, when choosing a doctor, a clinic, people to relate
and to open up to during their infertility journey.
By paying attention to the content of both similarities and differences we
achieve a better understanding of the qualitative and ethnographically-specific
attributes of ekso-oikiaki anaparagogi as part of the late modernity condition of
commercialized medicalization, of normalizing technological reproduction, of
being an informed patient-client and possibly and conditionally able to manoeuvre between a multitude of available options, choices and potentialities after having to manage the disruptive reality of involuntary childlessness.
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Relating to the expert: Negotiating intimacy, autonomy and responsibility
Overall, according to our co-discussants, the ideal doctor should be a good scientist and professional, but should also demonstrate certain attributes as a good
person. Na einai anthropinos, na einai anthropos (to be humane, to be a human),
a quality that according to the narratives, may supersede the commercial character
of the whole encounter. The search for the above two characteristics, the way they
combine and formulate the overall profile of the doctor-expert informs the experience of looking for and relating with the doctor of choice.55 56
There are variations on how infertile couples interested in receiving infertility
diagnosis and potentially an ART treatment arrive to conclusions regarding both
the scientific and the personal qualities of the expert in question, which we will
highlight. For one thing we can say that generally it is the couple that emerges
as the key unit to make the choices at stake. The wider family doesn’t seem to
participate much in this decision making process irrespective of the financial or
psychological help that might be offered either by the whole family or by specific
family members in the course of the infertility and ART journey. Stefanos Elevtherou, thirty-seven-years-old with twins via IVF comments:
I can’t say that we discussed it very much with parents and such. We would tell
them our decisions. Well yes, I can’t say we went and asked them what to do,
no, we are not like that […] we didn’t really discuss it.

The overall competency of the expert-doctor (most commonly male) is usually
assessed by means of reputation and recommendation from other doctors, friends
55. Georges (2008) discusses women’s expectations from the expert that will follow their
pregnancies and mediate their experience of giving birth: “The quality of beneficence is a sine qua
non that women expect from the doctor they have carefully chosen from what is, given the serious
oversupply of doctors in Greece, a highly competitive field of candidates. Among other things,
both the doctor’s benevolence and his competence are expressed through, and judged by, the alacrity with which he intervenes, in womens’ own words ‘to help her’ deal with the common issues
and problems of pregnancy and birth – above all, anxiety, uncertainty, and pain” (2008: 196).
56. Regarding the evaluations of the women and men being interviewed of their experiences
with the experts we have both negative and positive narrations, while the result coming from
the quantitative data of the whole research project point to a higher percentage of positive evaluations (see Addendum). This discrepancy can be explained on the grounds of methodological
differences and by the fact that in the questionnaire the participants might be answering according to their interpretation of the given concepts and may be responding in relation to their
latest experience, or in relation to having a successful outcome, etc, while in the case of the
open-ended interviews, women and men participating are given the chance to elaborate on all
the different encounters they had with experts, in detail.
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or acquaintances that have similar paths and whom the couple already trusts. To
what extend a specific doctor meets the standards of the couple is also evaluated
through the impression the couple acquires during their one-to-one encounter. In
the context of a highly commercialized medical field such as that of ART, the issue of trust is one of the key concerns of the interested couples. They want the best
professional scientist but also someone who will not exploit them. From the onset
of the whole encounter a power gap between patients-clients and expert-doctors
informs the decision making process, due to the fact that it is hard, almost impossible for the infertile women and men under treatment to actually feel they have
control over their bodies and their reproductive material, since they feel that there
is no way to cross-check the doings of the expert and his team while performing
their jobs and handling the biological material. Couples express their need to ensure that the expert and his team will do their work ethically and will not attempt
to mistreat them for the purpose of financial gain. To this respect, fears are articulated regarding the protocols suggested, the “truth” concerning the outcome of the
treatment, the “truth” regarding the numbers and the accessed quality of reproductive material extracted, treated in the lab and transferred back in the womb. This
anticipated trust is ensured or quasi ensured via a number of socializing practices,
also observed in other cases of making new relationships. Recommendation and
personal judgement (“instinct” and “gut feeling”) are the two key pathways, as
many of our co-discussants stress.57
Instinct is emphasized and often used as the primary decisive factor or the last
resort of information in order to make the final choice and be able to trust someone with one’s money, body, hopes, and making a family. This appeal to instinct
is indicative of the difficulty faced by ART users to choose the expert that will
57. The quality of trusting the doctor and the need vividly expressed by our co-discussants to
choose trustworthy experts demonstrates the fact that patients expect from the experts and not
from the state to ensure the smooth unfolding of the whole process, as it has been documented from other ethnographies, such as in the work of Georges (2008, 2013) and of Lefkarites
demonstrating how in the process of modernization Greek women came to trust doctors (1992:
405), focusing on other parts of reproductive care, and in the work of Kantsa related to ART
(2014b: 198), where she comments: “… in the case of assisted reproduction women seem to not
want to restrict doctor’s activity. The issue of the economical exploitation of women’s bodies
has to do with only certain doctors, but which don’t seem to be the ones responsible [in the eyes
of the women], since the state should be doing this job which once more “isn’t doing its job
right” and “doesn’t exercise any control”. From another perspective, the agony of ART patients
to ensure trust and avoid exploitation is grounded on the local pattern whereby Greeks are seen
to trust the science in the context of a wanted modernity while being increasingly suspicious
of doctors in the context of an increasingly commercialized medical care system (see Georges
1996b: 160, 168).
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not only provide them with the best scientific solutions but will also treat them
anthropina (humanly), eilikrina (honestly) and alithina (truthfully). This doctor is
not like any other doctor. Trying to overcome reproductive problems is considered
by infertile couples as a “sensitive issue” in need of sensitive handling and ideally
of sensitive mediators. Beyond all the searching done by the couple regarding
the professional and scientific background of the expert and his team, beyond the
recommendations they might have and the reputation of the expert, the interpersonal effect is equally valued and sometimes proves to have more weight. Vaso
Levidou, thirty-five-years-old, mother of twins after one IVF attempt, recognizes
in her account the complexity of the whole decision and stresses the significance
of the one-to-one encounter and of her own feelings:
I felt he is to be trusted from the very beginning. That he was serious, professional, and I tell you I followed my instinct, as most of us do when it comes to
doctors, because all are judged according to the result. In other words, a good
doctor, well, both successes and failures fall on their backs, and I saw from
the beginning that he handled the problem well. Well, yes I don’t know what
I would have done. I would have searched [for another doctor] if I had failed
with IVF, maybe at that point I would have searched. Yes, if I had decided to
try for a second time, because as I have told you I don’t know how I would feel
at that point, and all this. OK, I think based on the attitude I had last year, how
my psychology was and because I wanted it very much and I was in the process
to go through with it, to do it, maybe I would go for it but I cannot say this for
sure. I had heard about the doctors that I shouldn’t go to, that they had told me
not to go to the big, well-known ones, in the big IVF clinics. They had told me
they are businesses and I was afraid because, due to the fact that I was young,
that you know a failed attempt would mean for them (she laughs) I don’t know
3-5 thousand Euros, you know as simple as that.

Stefanos Elevtherou, also stresses the importance of instinct in making choices
regarding doctors while narrating how stressful this process and this period is,
even though he considers himself lucky since they succeeded after their first
attempt.
We started to search more about the doctors. Some would tell us to have an
operation to open the way, etc., but the specific doctor whom we actually went
to told as we should do straight away IVF and that IVF is exactly for such cases
as our own. Now, perhaps by intuition, well yes, you never know if you are
going to take the right decision, but the specific man did it for us, it clicked.
[…] he didn’t do this himself but he recommended us someone that works with
that centre. Well, you know, I am telling you all this a bit condensed. Imagine
that all this we thought more than a thousand times, what to do. Perhaps, you
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know, for a while we did nothing, we thought let’s sit and think about all this,
and some time went by …
Researcher: What do you recall about all this period that you say you were
searching for doctors?
Stressful […] Yes, very stressful. In general when you are faced with the scenario that you might not have children because you have chosen B. as your
partner, well I wasn’t thinking of changing her because she couldn’t have children […]. Ok, they told us we couldn’t, so all these thoughts come into your
head. From that point you start searching and searching to find out what is
wrong and then they tell you what is wrong. A few doctors told us what is
wrong but they all had a different approach about what to do and that is the
hardest part. What I mean is that you had to make a choice. Ok you had heard
about that doctor that he is very good, you know someone who had… they
recommended him, but you know everyone has a good doctor to recommend
so from some point onwards I think is clearly a matter of instinct. Who clicks
for you, who persuades you about what he says and this was very stressful
until you come to a decision that you are going to do this and then comes the
stress…did we take the right decision? Luckily all this didn’t last long because
I tell you we were lucky, we went with the first…

Personal impression, subjective evaluation and instinct are all activated in the
face of the stress and the anxiety expressed by couples as being experienced while
searching for an expert and a clinic. Part of this anxiety is also produced due to the
immensity of new information ART users are expected to handle. This exposure to
new information, options and choices, along with a confusion created regarding
the allocation of responsibility and (medical) decision-making in the context of
a highly commercialized medical service, lead potential users to turn to their gut
feeling in order to arrive at a conclusion. They are often led to feel responsible for
weighing not only options but also the potential risks that come along (physical,
temporal, emotional, economic). Acting instinctively and allowing themselves to
trust a specific technology provider seems to be a relief in the face of all this confusion and ambiguity.
On another level, an appeal to instinct, gut feeling, personal subjective judgment (“I just liked him, he suited me, he understood me”) also suggests the need
of some patients-clients to personalize this interaction, to turn it into a real and
substantial relationship, to make it more fitting to their own taste and personal
needs, more intimate, through identifying with the personality and the character
behind the professional, behind the scientist.58 Beyond the need to establish trust,
58. Personalizing the relationship with the expert has been also discussed by Georges
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the personality and moral character of the doctor are often presumed as key factors in arriving at a conclusion. The specific personality traits of the expert that
one is after may differ between interested couples. Some seek for closeness and a
more friendly attitude, while others prefer the type of person who keeps distances and formalities suggesting respect and well-defined boundaries. Some women
seek for emotional-psychological support, while others differentiate the role of
the expert as strictly instrumental. In both cases nevertheless a highly paternalistic
and patronizing attitude is felt negatively.59 Maria Chatzi (forty-nine-years old)
with twins after four IVF attempts and many lost pregnancies, expresses the need
for a warmer, more intimate and humanly behaviour having experienced negative
experiences with fertility experts in the past:
He was a good man, simple, he took good care of me, he treated me warmly,
without miaou miaou [the sound cats make] and that sort of thing, because I
am not like, I don’t want patting on the back so much […] but humanly, that’s
it. He made it easy for me regarding the schedule, he never had me waiting. I
had a job in the afternoon and his appointments were in the afternoon and still
I never waited. That was very helpful. He took care of me in all the medical
tests I had to make […] and all this huge anger which didn’t help me a bit with
the doctors, because I was full with it and I couldn’t experience what I should
experience. My failures, my grief, this anger filled me up and still does […]
I had said that at some point in my life, I had said that all these experiences I
had with doctors, I said ok, I will teach doctors. I will train them on how to approach the patients […]. I mean, hold on, I never wanted and I don’t want from
doctors patting on the back, or them to say” “my little girl”, I get crazy if I hear
those things, nor “my sweetheart”. Nothing of this sort. […] I need someone to
tell clearly some things and to support me when needed.

Ioli Karentzou, forty-three-years-old, with twins after five artificial inseminations
and five IVF attempts, reflecting on the whole experience of the interaction with
the doctor and the experience of the clinic, felt as being “a number, the next in
line”. Even though she was recommended to the particular doctor by one of his
(1996b: 167), in the context of prenatal care. The need to achieve and maintain a personal, intimate relationship is important in the Greek context and has been discussed also in relation to the
practice of fakelaki, a form of gift giving, practised voluntarily by patients, to express gratitude.
59. Paxson comparing the Greek women to clients in the United States and the UK reports
that the women she spoke with “want to be fathered or mothered a lot. If they could call you at
home they would, for things like […]” [more trivial things], while the non-Greeks ask for technical details and statistics (2006: 493, 494). Our data point to a potential shift, understandable
due to the long time it has passed since Paxson’s research. Greek women and men look for the
desired intimacy from the expert but many also expect from the expert to be open for specialized questions regarding the science, the protocol, the numbers, etc.
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best friends, she found the doctor “cold”. She says: “the doctor himself never
lets you get intimate”. Mika Konitsa, thirty-six-years old, still childless, from the
information she has gathered is convinced about the scientific excellence of her
doctor and she won’t change him despite the fact that she would have preferred
someone she could feel closer to.
He is very good, that is why I won’t go away, but if I had the chance I would,
yes, I would go away, he is a bit cold, he keeps you in a distance, as if he wants
to keep this distance but I don’t. I want him to take care of me a little, to give
me this, to pat me on the back. I don’t have this from this doctor, but I won’t go
away because I know I am where I should be, in the right doctor.

In the case of Erofili Kouki, forty-years-old with three children (twins and one
more, after 5 IVF attempts), she had a very positive experience with her doctor
whom she was recommended to. He seemed to have it all, “square logic”, “precision”, “optimism, giving hope but not with no reason”, “professionalism”. She
felt she could trust him and that he “suited her character”. How she felt from the
very first moment was important to her. She describes:
[…] They recommended him, they took me by the hand. I tell you, the whole
process was without problems. I didn’t even need to wait in the waiting room.
I went to see him and his assistant. From the very first moment we discussed
he also understood what kind of character I am and I also understood that I felt
that he suited me and that we can go on. And I also wanted to proceed quickly,
there was no reason to wait.

It is acknowledged by most couples that the difficulty in choosing a doctor and
the importance of establishing a relationship that “feels good” is even more central due to the nature of the problem at stake. Infertility and infertility treatment,
especially for women is considered by our co-discussants as a “very sensitive”
issue. Women are variously exposed. Their feelings, bodies, fears and hopes are
influenced by the way they are being handled by the expert and his team. Physically and emotionally the demands are high. To a great extend the hardships are
augmented in a negative medical environment and the opposite. To a great extend
women refer to their vulnerable psychology, which is believed to be both a result
and a cause of the (infertility) problem, as will be further discussed. H kali psichologia (a good psychology), essential for the making of a family, can be nurtured
within the context of a trustworthy relationship with the expert, when women are
treated with respect, sensitivity, and the desired level of intimacy. Especially in
specific moments during the whole experience, that could be the announcement
of negative results, the ovaries extraction procedure, the embryo transfer, etc.,
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women feel extremely vulnerable and in need of support in the context of an
overall male technological environment. The moment they are immobilized in the
gynaecological chair with their legs wide open to be examined or to undergo a
procedure is surely not felt as the right moment, for example, to be asked if they
are sure of what they are doing or to be told that they have to pass by the cashier
afterwards. Maria Chatzi, according to her overall experience, believes that most
doctors are unable to respond with the desired sensitivity, they are not trained to
do so. “In any case, I believe that there is need of great sensitivity in order to approach these issues, and there is no training. When it comes to these things there
is only money. There is no legal framework”, she adds.
On the contrary, women that felt supported within the clinical setting, who
trusted and had achieved the optimal level of intimacy with their doctor, seem to
have experienced such difficult moments of the whole procedure more smoothly.
This, however wasn’t the experience of Panos Paulopoulos, fifty-one-years-old,
with twins after four IVF attempts and a long history of trying naturally, who feels
that generally they were treated badly. He seconds his wife’s (Maria Chatzi) opinion, that doctors “don’t know how to handle the situation”, they are “uncultivated,
primitive”. In addition, Panos Paulopoulos claims that they don’t realize they are
dealing with relationships, and with a family in the making. “Because I was thinking that it is not only about the life of one person but it has to do with a whole
family”, he adds. Foinikas Andreou, forty-six-years-old, childless after three IVF
attempts, also believes that despite the sensitivity of the whole infertility issue and
its treatment, the support provided is inadequate. He stresses that women are the
most vulnerable and that the whole process is hardest for women. The man may
support the woman but the unsupportive ART environment is inefficient in order
to help the couple deal with the difficulties. He adds that the second doctor they
went to was more professional and honest but the lack of proper psychological
support in the face of the sensitive nature of the situation was still inadequate.
Look, the whole experience is very bad. It is commerce, that what it is, well
basically you are playing with someone’s pain and with his desire. They are
playing with something very sensitive and there is no proper support, nor …
and the doctor tries to do things he doesn’t know how to. The doctor can’t be
a psychologist, the doctor can’t be responsible for all, for the technique, the
follow up, etc. Things are strange the way they are in this country. The whole
system is violent especially for the woman, because the man, well besides
supporting the women –those who are willing to do so– because we had come
across also such cases…. But besides showing your support, with any way you
can, sometimes I didn’t know what to do, the man is only very little involved
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in this process, no matter how he likes bragging about stuff. Well the woman
is the one who goes through all the hardship. So I don’t think anyone helped
her, nor did anyone realize these things. For sure the second situation we had
to deal with was better than the first but it remains a cold environment, an appointment that no matter your good mood it remains a brief appointment, with
limited available time. They cannot deal with… what I mean is that regarding
L., they had great difficulty dealing with her because she is educated and even
on matters of genetics, so she would tell them things that they could not respond to, for example, about the dangers of IVF. So, with all this no one made
her feel secure. It is just that the second doctor was very honest compared to all
the others we had seen. He would tell her, yes, it is as you say, and I appreciated
the fact he was honest. The whole other process remains the same nevertheless
because, also the doctor depends on the whole layout, the lab, this and that, the
clinic, how you will pay […]

The need of ART patients to be treated by a “real person”, a “human”, someone
considerate and with a good character, someone that you get to know as a personality reflects to a great extend their own need to feel intact as persons, unique
as cases and even more so, unique as human beings, and not an impersonal unit,
a statistical number, a-personal fragmented reproductive bodies and reproductive
material. Personalizing this relationship with the expert ensures a feeling of preserving an intact self, at least partly. Especially since this relationship with the
expert mediates the very personalized, sensitive and vulnerable process of reproduction in the context of infertility and ART, and constitutes one of the building
blocks of the making of a family.
Additionally, the availability of the expert emerges as a key positive attribute
since it exemplifies in a way and ensures this sense of personal commitment. In
many cases the availability of the chief doctor is proven to be a problem as for
example in the case of big ART clinics with many clients, with the intermediation
of other doctors that help and substitute the chief doctor in charge, with a high
number of staff altering shifts. Couples want to be treated by the one doctor they
have chosen and have built a relationship with. They want him to inform them
on positive or negative results. They want him to do the embryo-transfer or the
ovary-extraction rather than be suddenly faced with a complete unknown.60 Such
was the case of Elsa Giannouli, thirty-on-years-old, with two children (one via
IVF and one after natural conception). Among other positive attributes, she really
60. The importance of the “continuity in care” has been also discussed by Georges (1996b:
160, 166) in relation to the preference expressed by women to give birth in private clinics and
not in public hospitals where continuity in care is usually disrupted, while in private clinics this
is something that can be ensured.
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appreciated his commitment, the fact that despite being high-flying he was the one
to see her every single time, for all the tests and follow-ups.
He is from the well known ones. What I liked about him, because you must fit
well with the doctor, is that I believe him to be a very clever person […] Yes, but
the positive thing about this specific doctor in comparison to the other high-flying doctors I have heard about is that he would take 100% the responsibility. I
mean he would always be the one to examine you, he wouldn’t send you to an
assistant. He would see you every time, in all the operations he was there […] in
the embryo transfers he was the one doing them which for me is very important
because him I trusted. I don’t think I could trust X or Z assistants.

In addition, treating the woman or the man, treating the couple, as unique cases
and arriving at medical decisions based on the unique medical history, the unique
problems, the unique desires and boundaries expressed, is highly valued. In the
contrary case, the couple, the woman or the man, felt as being “just a number”, as
being “just another case” especially with regards to the options presented. When
the age of the woman is over 40, for example, IVF is sometimes recommended
even without priorly presenting diagnostically valid infertility problems, sometimes even without proposing intermediate medical diagnostic and/or treatment
steps. In some cases, a high number of embryos are transferred without consulting
the specific desires of the couple at stake. Hormonal treatment-free protocols are
not usually suggested even in cases of women intensively expressing their fears
regarding the risks of ovary stimulation protocols.
Beyond instinct, personal impression and gut feeling, couples arrive at the
door of a specific expert-doctor because a friend with personal experience and
usually with a successful outcome, or because another professional, usually a gynaecologist, has recommended him. A kind of reproductive network is being formulated and triggered, one that acts as an information and supporting net helping
the couple to form their own opinion and take their own decisions. In this way,
the technology is being socialized in pre-existing relationships while grounding
new ones. If there is trust in the opinion and the motives of the one offering advice then this advice is highly valued and may become the decisive factor, one’s
navigator in a sea of multiple choices and dilemmas. In the process of searching
for a doctor and a clinic many couples look for advice from other doctors they
already feel close to and have known for some time –a relationship which has
been tested– as well as from their wider social network and often from couples
with similar experiences. Personal experiences, both positive and negative, find
their way to the interested infertile couple. As it will be discussed in the following
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sessions personal stories and opinions are also accessible on the Internet which for
many becomes a useful source of information and communication. All this information coming from friends and co-sufferers finally informs the narrative of the
experience of reproducing via ART. In this way the technology is being socialized
in pre-existing kin relations or in new social networks mobilized to foster the new
family – in the making.
In the case of Lili Kolleti, forty-five-years-old, with two children and four IVF
attempts, the process of recommendation suited her well. She trusted the doctor that
made the recommendation and that proved a strong criterion, in addition to the fact
that “she isn’t the kind of person that searches a lot”, “I like to trust” she adds.
Regarding finding a doctor, well, because I trusted a lot the gynaecologist I
had, well he told me to go there. Actually I only asked him. He told me you will
go to that doctor and I didn’t look further. I did go to another one just to have
another view point […] but he didn’t inspire me. I am telling you I completely
trusted my old doctor, because he had saved my husband, you know with all
these, and I say there is no need, plus I liked him as a type of person and I said
I will not look more, this one and whatever happens, it happens. From my
experience it is good to trust, I mean to start and to trust the other one, […]
Plus I am not the type of person that searches a lot, I like to trust […] and if
I trust someone I will listen to him. Ok, not if something isn’t working well,
but instinctively if I like the whole picture I will not look into it further. I will
trust the other person, I will surrender myself to his hands because I feel that
whatever I do I don’t have the knowledge to control it. […]

Lili’s husband also trusted very much their old doctor who gave them the information and since he had a good impression to start with there was no point in
searching further:
We both share a good characteristic. We trust the doctor very much, we go to
him blindfolded […] for me it is over, I have found this doctor, you know the
same doctor was there for my birth and my mother’s, I went to him, I loved
him, I looked up to him and it was over, he sent us to an IVF doctor. Whatever
he told us […] searching too much drives you crazy, because I do my own job,
I can’t be a doctor myself. If you ask me about my stuff I have an opinion but
when the time of the doctor arrives it can’t be […]

In a way, recommendation makes the couple feel more secure not only regarding
the scientific competency of the recommended doctor but also in relation to the
fear of exploitation. The activation of personal networks ensures this to the eyes
of the patients to a great degree. Agisilaos Manos, forty-four-years-old, father of
one child, after one artificial insemination and one IVF, describes:
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Our gynaecologist recommended him ... my wife’s and she is a friend of
hers… she used to go to her steadily, for a long time and exactly due to
the fact that there was this friendly relationship, there was also trust. She
wouldn’t send me someplace where they only cared for the money, because
we have heard for such cases. They would do five IVFs and each time it costs
about 2.500 Euros. It is a lot of money. So she recommended this place to us,
so we went. We only searched a little, to the extent you can find something
about a centre. We went to one of the big and serious ones. We were treated,
very, well in a very humane way. It was fine…

A good doctor, a good scientist is of equal importance along with an ethical performance and a good personality. Ultimately it is the combination of reputation,
impression, recommendation that forms the final opinion of the interested women
and men entering the ART world of diagnostic tests and treatments. As it can be
detected from many of the narratives a good doctor-scientist is often judged from
the way he communicates his science and the way his personality –once again–
actually influences this communication. In many ways, scientific efficiency is accessed in the context of the formed relationship, and according to the extent the
expert demonstrates respect by acknowledging the capacity of the user of the technology to make some sense of the techno-scientific dilemmas at stake, the right
of the user to participate at least partly in the decisions taken but without being
left to feel alone and solely responsible. It is a fine balance to maintain: between
the marketable choices available, between responsible parties, between who takes
the shots. The interpersonal interaction mediating all these often hard to balance
dynamics, the information provided and the tropicality through which this information is communicated are key factors in establishing a positive ekso-oikiaki reproductive environment, one that may smoothly foster family making. This exact
relationship between user and expert can turn the whole experience of ART treatment into a less or more painful one, into a less or more painful memory, into a
less or more intimate frame of achieving conception. It appears, in other words as
an essential and effective constituent in the construction of this type of narrative
regarding the origin of the family achieved or potentially achieved.
The expert-doctor is ideally willing to explain the process, the science and
the treatment protocols. He is willing to discuss options. He is considerate and
communicative. He has the capacity to inform patients about negative results in
the best possible way and all this without being patronizing, without violating
personal boundaries. He can be sympathetic and professional at the same time.
Many patients want to know about the procedures, they want to be provided
with explanations up to the level of scientific complication that can be under-
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stood by them, and this level may vary. The ideal doctor-expert should be able
to level up with the patient and hence he has to be able to “get personal”. He
should understand with whom he is dealing. If the patient is unable to grasp
scientific information and related details, the information passed along should
be adjusted accordingly regarding the level of scientific literacy. Many couples
end up collecting advice and opinions from more than one doctor because they
want to be informed and they want to be able to judge for themselves, at least
partly. The making of the informed patient can be detected in these reflections
of ART-users regarding the search for a doctor. If anything, they need to feel the
security provided by the expert who not only can present the options, but who
can also make clear and responsible suggestions. Some couples, some women
and men looking for diagnosis and treatment, clearly state that they need the
expert to take full responsibility while others don’t want to know the scientific
detail. They rather not know, believing it is not their responsibility and their
position –as patients and non-experts– to know and properly use such information. Such cases need to trust the expert from the beginning, at face value. Too
many details and too much explanation become pointless and useless. Erofili
Kouki, forty-years-old with three children (one artificial insemination and five
IVF attempts), makes the distinction between the two doctors she tried exactly
based on this attribute:
Well my gynaecologist was a man of logic and, he said don’t search, he says:
‘you shouldn’t want to know everything. What is done is done’. In general that
is how he was. I would go to the gynaecologist and say to him I want to know, I
would read various books. What does this or that mean. He didn’t want to tell me
the details. On the contrary the other doctor would reply to me and I liked that …

Viki Pappa, forty-five-years-old, mother of three (twins and one) after three artificial inseminations and two IVF attempts, appreciated the fact that her doctor talked
to her and tried to explain to her assuming she was someone who could understand:
What else can I tell you. What helped me was my doctor’s attitude who was
very clear, polite but clear, So he would say, well he would say medicine
doesn’t know how these things are done. I cannot lie to you, but there are the
chances that things will be like that. He would talk to you as someone who
understands and not “my dear”, like others that I have heard.

Ekso-oikiaki anaparagogi is realized within an environment of novel ways, new
possibilities and choices to achieve one’s dream of parenthood. In many ways, ART
are an empowering tool to face the unfortunate struggle of involuntary childlessness. At the same time, as many researches working on the topic have highlighted
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this new technological potentiality doesn’t come without costs, risks, ambiguity and
a sense of insecurity and uncertainty (Franklin 1997, Inhorn and van Balen 2002).
As is the case for many other facets of biopolitical subjectivity in late modernity,
bio- citizens are faced with burdens of decision-making, of responsibilities, of taking risks in terrains of high expertise and as a result of a greater control over their
bodies, lives, present and future (Rabinow 1996, Rapp 1987, 1991, 1999, Novas
2006, Rose 2007, Chatjouli 2012, 2014a, 2014b, Kantsa 2014a, 2014b).
In the reality of ART, and especially in national contexts such as the Greek
one, where the numbers of experts and clinics are many –outnumbering the population’s needs– and where the techniques offered are plenty –reflecting the highly
allowing legal framework– the confusion brought by the many options, but also
the many professional opinions, causes anxiety to the users and a sense of mistrust
towards the experts’ community along with the discourse of hope (Kantsa 2014b).
This sense is even stronger when couples are presented with different, even opposing suggestions from experts regarding the diagnostic and/or therapeutic steps
they should take. In such cases, couples are left to judge the professional-scientific
capacity of the experts presenting contradicting steps to be followed. Doubts are
created regarding the motives of the experts in an already insecure setting due to
the high commercialization of the field.
Panos Paulopoulos, fifty-one-years-old, father of twins after four IVF attempts, points to the frustration felt due to the opposing medical opinions coming
from different doctors:
Yes, the first thing that struck me was that the one would blame the other, not
just blame the other but a lot! The one that came after would be surprised by
the number of tests we had done with the previous one and he would think they
were useless. And this attitude was very hard for us, you didn’t know who to
trust. When you go to someone who says bad things about the previous one,
you cannot trust him easily, and you feel you are getting close to him in a weird
way, by stepping on someone else, that is not nice at all, he is using your need
you see…

In all, potential fears of exploitation are enhanced if the relationship is felt as impersonal, inhumane and non-sensitive regarding the overall treatment. Very often
the bigger the clinic, the “colder the environment”, the more such fears are triggered, even if such settings are most commonly chosen by the couples due to their
reputation as being “professional, with high success rates, with the best labs and
technical support”, materializing in this way the embodied appeal to modernity
by both women and men.
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Depending on the ART clinic or medical centre and its size, the overall experience might be more or less focused on the relationship with the doctor handling
one’s case –usually in smaller clinics where the doctor and his personality stand
out– when compared to big clinics where a team of doctors cooperate and where
the personality of each doctor is usually overshadowed by the personality of the
clinic. In the second case the style of the clinic and the way one is treated by the
staff informs to a great extend the whole experience. One could also argue that the
need to establish a personal and intimate relationship with the doctor contributes
to a de-medicalizing process on behalf of the ART-users, which can be traced
in parallel with biomedicalized forces appropriated by the patients themselves
in other domains of reproduction such as childbirth. The work of ethnographers
working on reproduction in Greece has shown how despite the medicalization of
birth in Greece and the almost complete transfer of birth from the house to the
clinical setting, women try to find intimacy and a home-like atmosphere in the
clinical context they choose to give birth exactly because such clinics may present a more home-like atmosphere and are dissociated from disease and where the
family is welcomed to be part of the process and to take care of the woman giving birth (Lefkarites 1992: 397, 398, Georges 2008). More recently nevertheless
home-births are re-appearing more consistently not as a backward practice, but
on the contrary, as a “bottom-up” mobilization to ensure birth in its most “natural
form” and to protect women from iatrogenic risks coming from –as believed from
the followers of this movement– excessive medical intrusion.61 This coming back
of home births could be also viewed in terms of a de-medicalization attempt,
initiated by women and trained midwifes, accompanied by the emergence of new
(old) specialties such as “doulas” (women trained to help during and after birth).
A more recent study by Chronaki (2015), investigating “how the physical and
symbolic terrain of the home interacted with the processes of birth and its management and how this relationship affected the experience of childbirth and women’s birthing and maternal subjectivities” highlights the importance of “privacy”
and “intimacy”, of having family members around, of having one’s partner and
61. The pioneer non-governmental organization run by midwifes trained to assist homebirths and generally births without medical intervention is called eutokia (good birth) [http://
www.eutokia.gr], it has been around since 2001 and it is member of the European Network of
Childbirth Associations. Another organization focusing on natural birth, preparation for birth
and motherhood, prenatal and baby yoga is called “Birthlight”. It is an international organization training midwifes, doulas and mothers worldwide [http://www.birthlight.com & https://
www.facebook.com/Birthlight-Greece-109773782443647/]. For a detailed analysis of planned
homebirth in the Greek medicalized context see Chronaki (2015).
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the newborn close at all times. In addition Chronaki discusses the significance of
the home territory in ensuring the feeling of security, freedom of movement, linking the birth of the new child with the family history and turning it into a familial
social event, as well as an “erotic” event linked to conception, the way it was in
the pre-medicalization era. (Chronaki 2015: 71-82). We argue, that even if conception is different than birth, forcefully driving conception out-of-home, as in
the context of infertility, is linked with the loss of most of the above feelings and
especially regarding the loss of intimacy, privacy, security, ensured predominately
in the relationship between partners-in-their-home.
The clinic: the ambiguous first home of family making
Even if to a great extend “the doctor is judged by the outcome”, as a co-discussant
characteristically stated, there are negative as well as positive reports on doctors
regardless the final positive or negative result. As many narratives colourfully
demonstrate, and as many researchers have documented, involuntary childlessness, infertility and the ART journey cannot be reduced to a successful conception. It is an overall life-changing experience, a life-long memory, the content of
which is among other things, closely informed by the very nature of the relationships and the interactions with the medical ART world, that mediate the hopes and
fears, the physical hardships, the emotional turbulences and ultimately the very
sacred attempt of child making. Even though the expert-doctor is the key point
of reference, the protagonist of ekso-oikiaki anaparagogi along with the couple
undergoing treatment, the interactions with the ART support team and the experience of the ART clinic at large also seem to shape this challenging period of one’s
life, constructing this out-of-home home for the child to come. The way ART clinics are structured and organized, the way ART options are turned into commodities, they way these commodities are presented and sold to the patient-clients, the
way the personnel of the ART clinics is trained to treat and handle the infertile
couples, are all key constituents of ekso-oikiaki anaparagogi.
ART clinics are usually decorated with baby photographs and thank you notes
coming from happy and overwhelmed parents. Babies are usually surrounding the
infertile couples. Sometimes they even make their physical appearance along with
their proud parents, a living proof of the miracle yet to happen. Baby photographs
are hanging on the walls, photographic albums with real baby photos can be found
next to the magazines on the coffee tables, while photographs of babies are portrayed in the flyers of the clinic. In many cases couples feel they owe their doctor
their dream of becoming parents. It is known, that very often the doctor becomes
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the god-father of the child, even though we didn’t come across many such cases
during our fieldwork. In both cases of baby photographs given to the clinic by
parents and in the case of koubaries (spiritual kinship) the ART clinic becomes the
context that new kinship takes place.62 The babies on the photographs, hanging
on the walls of the clinic are in a way the babies originating from the particular
clinic, the offspring of a combined effort made by parents and staff. Some couples have embryos cryofrozen in the lab of their clinic perhaps to be used in the
future, taken care of by the specialized staff. At the same time, these babies are in
a way related to each other, just as their photos are presented one next to another,
often on top of each other with written hand notes thanking the same doctor and
the same centre, celebrating their first home. Similarly in the case of many babies
having the same god-parent, they are in a way related to one another under the
same spiritual father.63
The fact that in the context of this work we managed to reach and talk to
women and men that overall had experiences from a number of different ART
clinics, mostly from private rather than state ones, from Athens and the periphery,
provided us with many different stories of how couples experience their encounter
62. In her analysis of how different kinds of photography are used to create kinship, Bouquet
argues that “family photography can also be associative: persuasive, rhetorical. Photographs are
‘material objects’, and both their taking and what happens to them once they have been printed
are subject to conventions […] and such conventions (making and showing albums, exchanging
prints, consignment to drawers and boxes, mutilatin or even extraction) bear comparison to the
Schneiderian kinship code and his distinction between shared biogenetic substance (‘nature’)
and ‘code of conduct’ (culture) […] suggesting a distinction between photographs as a form of
material culture and the way people deploy and invest them with meaning, although the nature/
culture dichotomy is not sustainable.” “But what of the substance of photography?” she adds,
“and in what sense do these material objects constitute a kinship substance” and she continues: “Family photography is constituted both by conventions of production and consumption.
Furthermore, the way photography circulates as a material object or signifier is also shaped by
established conventions of placement or display. The question is both how photographs circulate as a kind of substance that parallels other constitutive substances of kinship and how this
is doubled by anthropology’s conventions concerning what kinship ‘is’ or ‘looks like’” (2001:
86, 87).
63. Paxson discusses the practice of koubaria in this context “[…] spiritual kinship appropriately socializes the clinical relationship, joining in religiously sanctioned relationship members of the medical team, the woman seeking treatment to become a mother, and, importantly,
her husband, who is otherwise (aside from those moments with a sterile cup in hand) left out
of the action. Of course only a few patients ask a medical team member to spiritually sponsor a
child- and this sanction is available only after successful conception and birth. But a visitor or
current patient may well be soothed to see the gallery of baby photos lining the clinic’s halls,
many accompanied by cards and notes acknowledging spiritual kinship between blessed parents and clinic staff (2006: 495).
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with the medical world of ART. A need to feel secure, cared for, intimate in ways
that respect the woman and what she has to go through as well as the couple and
its desires, characterizes all narratives. As mentioned above, these private ART
clinics that specialize mostly in the achievement of conception, are very different
from the ones that focus on curing diseases and are preferred to medical ART centres that are part of a general state hospital exactly for these reasons.64
For many, nevertheless, this first home hasn’t been homely. On the contrary,
it has been “cold” and “non-intimate”. For others, the very “well-organized” and
“professional” character of the clinic provided them with a feeling of security
necessary in order to proceed with the challenging ART treatments. The way the
personnel treats couples when they inform them about their options, or about
their results, or about the costs, the way both women and men are handled during
specific treatments like the embryo transfer or other operations, are indicative for
either the positive or negative experience the couple is left with.
Negative accounts are, most commonly, linked to inconsiderate treatment by
the doctor or the personnel of the clinic as well as to the commercialized nature
of the transaction. In some narratives, ART users complain about the insensitive
way personal information regarding one’s painful journey of infertility is being
gathered and handled, as in the account of Mimi Liolou, thirty-nine-years-old,
childless, having been through one artificial insemination and one IVF.
Also, the only thing I didn’t like with that doctor was when the receptionist,
who over the phone while booking the very first appointment started asking:
‘I know it is the first time you are doing IVF, do you or your husband have
the problem?’ At some point I told her, ‘I am calling for an appointment and
I am obliged to answer all these questions over the phone?’ I did not like this.
Well, she said ‘I want to see how urgent your case is’. I mean, I was talking to
a stranger for the first time, she was in the reception of the clinic and I thought
it as was very strange, as soon as we said good morning to ask such questions
[…] plus I thought the website, it was like a pizzeria website. Like we have
this special offer in this price. Total cost: this much, the first time: this cost, as
if I was reading a menu.
I mean, I have the need for someone to make me feel a little that, he will tell me
the truth and that he doesn’t see me as money. Now, I don’t know whether this
is really true but at least I want him to show this, even to pretend […] I don’t
know, I need someone I can click…
64. Regarding the unsuitability of hospitals for birthing, since hospitals are considered by
women who choose home-births in contemporary Greece as places for sick people carrying
infections and risky due to iatrogenic problems, see Chronaki (2015: 74).
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Dimitra Panou, thirty-two-years-old, mother of one child after two IVF attempts
with donor egg, describes the commercialized nature of the whole encounter:
Yes, fine. There was that tall brunette, she was the social part. We are still
making fun of her “Good morning, 1000 Euros please” […] She was this type,
with her Cavalli,… it was the financial part which literally stripped you off.
But yes all the staff, they were young girls, and women geneticists and all the
assistants, just fine. But either way I was dealing with the doctor himself. I
went there, we had a first discussion about the money, we booked a date for the
sperm. It was fine, we went and then the embryo transfer and that was it. Good
bye, I never went back […] Well yes, we didn’t go out for a coffee with them…

Lili Kolleti forty-five-years-old, mother of two children after four IVF attempts,
remembers the cold way she was treated in the ART clinic:
Yes, the whole setting is ill favoured. Completely. I mean you de-idealize it
all and it takes time to feel ok after all this, even the nurses are completely
cold and ill tempered. They put you through all this as if you are a pig in the
sack. You know one behind the other like cows. I have started to forget, to the
extent that if I was younger I might go through it again […] But I remember
this, it was so ill favoured and cold. I have a bad feeling remembering the
whole thing, how you are treated in the clinic […] you know and I don’t get
easily mad, still I got into a fight with one woman working there. So I told
her, come on now, you are supposed to understand that we are in a phase, you
know, don’t treat me like a pig. I remember I was really annoyed with one
of them. Because you know, those women didn’t get it […] yes you need the
care, the love during that moment. The pat on the back. You know you need
a little, yes I remember. But them, in the madness and routine of the job, they
didn’t understand. And me now, that I realize this, I say O.K., yes, but at the
time I was annoyed. I wanted the whole environment to be different, perhaps
a bit more cultivated.

Besides the uneasiness felt by most of our co-discussants with regards to the commercial character of the way ART are offered to them, some also object to the
quasi “industrial feel” of the ART experience hosted by the ART clinics. In the
context of the aim to produce high quality eggs and sperm, some women and men
but mostly women, felt as if they were some kind of “reproductive machine”, their
reproductive natures and bodies being fragmented and technologized. In such representations ART users express their unease towards the feeling of being reduced
to their reproductive material, extracted from their bodies, handled biochemically
in the lab, in order to be preserved and used when appropriate, to be exchanged,
to be used for experiments and statistical purposes. Such feelings inform the narratives of family making in the context of infertility and ART and it is of specific
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interest here to highlight the technologized aspect of the relationship between
ART users and ART providers who mediate the making of this particular type of
technologized kinship, both with regards to the story of origin and the relating
process between users and providers of the technology, as well as between users.
Some women express their nervousness when they felt as if they were part
of an industrial (re)production line. Hormonal treatment aiming to produce more
ovaries regardless of personal fears adds to their discomfort and dissatisfaction.
They describe being seated one next to the other in the pre or post operation
rooms, where they often discuss the number of ovaries the doctor managed to
extract from them and the level of pain they are feeling, with no clothes or underwear, all wearing the same green or white surgical outfits and cups. Rena Kalli,
forty-years-old, mother of one child after one IVF attempt, describes how she felt
being in a production line, in a context where many women themselves and the
personnel focus primarily on the production of reproductive material:
Yes, well at that point, it was the first time I got stressed. I said wait, what is
going on here [she is laughing]. They asked me what my problem was and I
replied I don’t have a specific problem. I am telling you we were very relaxed.
It was there that I got a bit stressed for the first time. After that it was O.K. It
felt weird because it is a bit like being in a production line. Still it was discrete,
but yes […] with a work uniform, this green thing you have on and you are
waiting on these beds, some women going in, the others coming out intoxicated, because that is how it works. Then they come out and ask, how many eggs
did you have? You, how many? I mean how many can we make, because you
know, these women, they were good women, they had a lot of eggs. When they
woke me up I asked the doctor how many and he says, only five and I said that
is ok, he says it’s ok. But I am telling you, some women came out and they
were in there a long time and they had more than twenty, even thirty.

These accounts, in combination with the commercialized nature of the way these
clinics are set, with advertisements of treatments and pictures of babies “as if you
could order them”, as one co-discussant described, turn ART clinics into profitable
businesses in the eyes of ART clients, while at the same time women entering examination rooms, operation rooms, waiting rooms along with eggs, sperm and embryos are being socialized in another reality of making babies, of grounding kinship.
Panagiota Kourtaki, thirty-years-old, mother of one child after four IVF attempts, didn’t want to become an egg machine. Being relatively young and without a problem she believed she would have a lot of eggs following hormonal
treatment and she had to insist to her doctor for a smaller dose and a reasonable
number of embryos to be transferred.
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Yes, I had fifteen, but after I explained to the doctor, and after I had been to two
hundred doctors […] but not one of the very big names, I was afraid of all these
centres, in general I didn’t want a centre, I wanted to be in a hospital, that is why
I went to that place. I don’t know, I was a bit scared to be in any clinic if something serious happened […] The man was very clear, he made me understand
that I would not become a guinea pig because that is what I was afraid of in the
big centres and I understood this when this one asked me: “what do you want,
so that I know how much medication to give you”. So, I made fifteen, with one
hundred fifteen units and the initial estimation was for thee hundred twenty five.
I mean, if I had taken the hundred twenty five what would have happened? An
egg machine? I told him I didn’t want to become an egg machine. I wanted to
have one or two babies […] My organism was virgin, because also this plays
a role […] In the last time, I was lucky and because they store them in twos or
every four, the last two I had, they were not a couple, they were separate. He told
me I should defreeze all four and I said no, only two and if they are not good, like
the other time that he had defrozen them and they were not good, I will believe
you and tell you it is O.K. I will be here waiting, I will wait for you to put them
to me after. But first, you defreeze only the two and only if they are not good you
will defreeze the other two. I don’t want you to put in me four but two. He was
very cooperative, really, even after I gave birth.

The sense felt by some infertility patients that ART clinics operate as, and feel like
reproduction industries has implications on the insecurity felt regarding the true
fate of their reproductive material, especially in combination to the fact that there
is no state control, no official accountability for the clinic’s conduct. Scandals
circulated in the media regarding the illegal flow of reproductive material between experts, users, clinics within and beyond national borders exemplify such
fears. Such were the fears of Vasilis Thanopoulos, after changing doctor and clinic
(forty-five-years old, father of one child with natural conception and trying for a
second and having experienced three IVF attempts):
We also had a bad cooperation with some bad doctors who were actually fooling us. At least we understood that later […] Always the egg retrievals worked
fine and we would move straight to the embryo transfer. But you see other
cases, they had very few successful egg retrievals. With the other doctor, the
egg retrievals were very hard. It took as a year to have some…

For some other couples, women and men, the clinical setting and the way they
were treated amounted to an overall positive experience. Such narratives stress
the kind and caring attitude of the personnel, which together with the high degree
of organization constructed a very professional and at the same time “warm” and
supporting environment. While the sensitivity and considerate behaviour of the
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people working in these clinics point to all the basic attributes that ART users need
in order to feel secure, to feel taken care of, not to feel exploited, the reference
made to the satisfactory degree of organization and expertise point to the way this
medical field has been developed, the way the medicalization of infertility has led
to a standardized procedure to be followed in a highly organizational-institutional context, as described by Faidra Alexiou, thirty-eight-years-old, mother of one
child and having done four artificial inseminations and one IVF:
O.K., well the centre seemed to me too… too organized to start with. I mean
very experienced personnel, to the extent that I was very surprised, and very
professional, from the receptionist to the accountant, the doctors, everything.
And very standardized. I mean they know their job well. They show great
experience. In that particular centre I mean. Plus they show great sensitivity
towards the whole issue. I have the best impression about the whole team, the
doctors, the secretaries. Very polite, they call you and ask if you are O.K., how
you feel. They showed their interest…

5

(re)adjustments
The search for a medical diagnosis, trying to understand why conception and
gestation are not happening naturally, the medicalization of the difficulty couples
face in their attempts to become parents, have implications in the ways women
and men come to terms with this life challenge mainly regarding their gendered
and coupled subjectivities (Martin 1987, Franklin 1993, 1995, Stolcke 1994,
Rapp 1987, 1988, 1990 and 1991, Ginsburg and Rapp 1991, Ragone 1994, Inhorn
2007). They are presented with medical data and potential treatments that inform
processes of readjusting their relationship with their reproductive partner, and
re-evaluating the potential of parenthood in normalizing a gendered existence.
In many ways medicalized infertility and the subsequent ART experience inform
shifts in gendered realities, and in gendered relating with significant others that
frame the reproductive desire and journey.
Searching for a medical reason –for a biological, organic basis for infertility–
can be either a short or a long process, with the involvement of at least a minimum
of medical diagnostic steps. It can also turn into an endless diagnostic journey.
Despite variations in the difficulty in arriving at a scientifically sound diagnosis,
despite the ranging temporal period that this searching may take, the whole process of pathologizing involuntary childlessness poses certain key challenges on
the couple, on the way women and men in heteronormative relationships come
to terms with their wounded reproductive and often sexual potentialities. Such
challenges inform ekso-oikiaki anaparagogi along with the cultural significance
given to infertility diagnostic labels for the infertile woman, the infertile man, the
infertile couple.
The establishment of a medical diagnosis, the finding of a biological-organic
basis for the infertility experienced in many ways marks the end of uncertainty
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for the couple, for the woman and/or the man separately, setting new foundations
of intimacy and new content for relating. To a great extend the medicalization of
the difficulty to conceive and to proceed with a successful pregnancy normalizes
this problem due to the dominant power of medical reasoning in conceptualizing
well-being as well as ill-being (Chatjouli 2014b: 161-176) – thereby minimizing
potential pre-existing feelings of blaming oneself or one’s partner.
Beyond having something concrete to work with, turning to a medical diagnosis often leads to the downplay, at least partly, of other reasons such as “luck”,
“bad psychology”, or even a problematic sexual performance –as most often,
even implicitly, fertility is linked to virility especially in the case of men (Loizos
and Papataxiarchis 1991c). The ways reproduction and sexuality are interconnected and are activated in the conceptualization of either manhood or womanhood
are indicative of the ways a medical label attached to the infertility of the couple
might lead to de-stigmatization or the opposite and to transforming intimacies
within the couple.
Establishing therefore a medical diagnosis may become a burden for the
partner with the proven problem and the labelled infertility and a problematic
basis for the way he/she relates to his or her sexual and reproductive partner. A
medical diagnosis may add further tension to the fragmentation between sex and
reproduction, an already wounded site of the couple’s intimacy. The extent to
which reproductive and sexual capacity are closely linked to each other as well as
to personhood, dictates the degree that a wounded reproductive potential of one
member has a negative effect on his/her perceived sexual capacity and gendered
performance at large. On another level the ways a woman or a man are culturally
anticipated to make sense of, to endure, resist, handle, be open or not about a
reproductive medical-organic problem –or even a health issue in general– are
activated in this context, and inform the more specific meanings and practices
observed. The ways for example both women and men uniformly acknowledge
in this context that the biggest burden of the infertility and ART experience falls
on the woman, or the ways that “psychology” –good, bad, wounded– mostly the
woman’s psychology, is perceived as a key player in infertility causality, by psychologizing both agency and biology, are both indicative processes of gendered
normativities which are activated and questioned at the same time in this challenging period for both women and men and for their coupled existence.
In the course of this journey, and despite the less or more concrete end-diagnosis, the revealed infertility of the woman, the man or both, the explanations
given come to substantiate problems of fertility, conception, gestation as “organ-

124

OUT OF BODY, OUT OF HOME

ic”, “biological”, “medical”, “technical”, in nature, which should be dealt with
accordingly. This becomes the dominant representation of the difficulty to reproduce even before a concrete medical diagnosis is given and points to Paxon’s
discussion about the perceived nature of infertility as a “technical, organic matter”
and IVF as a way of “giving nature a helping hand” (2003: 1858).
Beyond an etiology grounded on a biologized and medicalized organic basis,
one can also detect the biosocial nature of the overall presented causes of infertility. A highly biomedicalized “organic” etiology is usually accompanied with other
causative explanations with reference to time and age, way of living and environment, (bad) psychology, all of which are specifically linked with preconceptions
regarding female and male normative behaviours, roles, desires, but also preconceptions regarding female and male bodies and nature, triggered in the context of
ekso-oikiaki anaparagogi.
While searching for an etiology, many facets of one’s life course are targeted
and reframed. Women and men with difficulties in conceiving and achieving the
birth of a child are faced with new accountabilities regarding their everyday life
and in the context of ekso-oikiaki anaparagogi these repositionings towards personal agency and responsibility reshape the reproductive landscape of the couple.
As we have elaborated, the optimal age to have children, “biologically”, “socially”, for women and for men, is an issue infertile couples are faced with again
and again. Confronted with infertility they often re-evaluate decisions regarding
family making in the context of waiting for the right relationship, contemplating
that they perhaps arrived at this stage a bit “too late”. As we have discussed, time
acquires different meanings in the context of reproduction and infertility in many
ways,65 but mostly in terms of gendered normativities in relation to dominant
ideas about when –during which period of one’s life– women and men ought to
have a family, while medical explanations regarding (mostly) female infertility
second such cultural constructions and very often are also framed in terms of time
and age.
O tropos zois (the way of living), often linked also to time and life decisions
regarding career, relationships, marriage etc, is another framing and a pool of concepts and explanations for infertility, interconnected to organic-biological causes.
Approaches to health and wellbeing are also included in the way one chooses to
live life. What one does or what one avoids in order, to preserve a reproductive
potential, to maintain a healthy-biological body, affects the reproductive past,
present and future. Decisions linked to the “way of life” highlight what Paxson
65. See Kantsa 2011, 2013c.
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defined as an “ethics of choice” characterizing women, but also men in this case,
in terms of their gendered existence where the emphasis is placed on personal
responsibility regarding self-definition, the making of autonomous subjects that
think for and about themselves and make conscious choices (Paxson 2004). To
perivallon (environmental factors), either linked to personal choices or not –food
quality, pollution, stress, etc.– are also considered as infertility causes. One can
observe gender specificities in how time or habits and choices or how the environment are activated in the context of maintaining reproductive potentiality and the
construction of the life history of one’s infertility.
Women tend to refer and problematize past choices either regarding how they
postponed family making because of career choices, because of wanting to live
a more care-free life, or they sometimes look critically upon past decisions regarding their sex life, or, for instance, a decision to carry out an abortion, since
they believe this might have contributed to their current infertility problems.66 In
general they tend to look back and evaluate past actions, their way of thinking and
their life paths. They rarely turn to external factors that might have contributed
to their current reproductive problems. In addition, the way and the extend that
female infertility is being psychologized and the content of this psychologization,
which, as it will be ananlyzed further down, is also about how the woman herself
manages or not to maintain a “good psychology”, despite its uncontrollable nature, also points to a critical gendered subjectivity, a sense that personal responsibility and one’s own doings are key in successful reproduction, in the persistence
or not of infertility. In other words, women tend to turn to themselves for answers
and in this process one can trace feelings of self-blame, guilt, or the construction
of kaki psichologia (bad psychology), further contributing to an infertile present
–stressed by experts and non-experts alike– to the inability to get pregnant “naturally”, or to failed ART attempts.
When it comes to men and despite specific differences there seems to be less
introspection, at least explicitly, for infertility answers. There seems to be less
articulated self-blame, to put it more bluntly. Nevertheless when the diagnostic
search reveals a male infertility issue, this is usually not always taken well and
one’s sexual image is often wounded. In cases of men reflecting on their infertility
experience, one comes across critical thinking regarding certain bad habits, like
smoking or not looking after one’s wellbeing at large, but as most narratives re66. Abortion numbers are very high in Greece as they have been used as a means to end unwanted pregnancies in the context of very low use of medicalized contraception (Halkias 2004,
Paxson 2002, 2004, 2006, Georges 2008).
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veal reference is made to a general acceptance that bad environmental conditions
of modern life –be it stress, environmental pollutants, bad quality of foods, etc.–
are key causes of male infertility. Men’s advanced age is much less incriminated when compared to women, echoing an often unproblematized norm for men
that is agreeable with a later in life family-making programming. Lora Kalliri’s
(forty-five-years-old, childless after three IVF attempts) comment, regarding the
significance of the man’s age is rare amongst both men’s and women’s narratives.
Being judgmental about couples that belong to higher age-groups and manage to
have children with ART and against the “natural flow” of things, she highlights
the exact fact that men’s age hasn’t been incriminated so far.
O.K, yes I think it is, and it is also the man’s age that matters. O.K, because
man’s age hasn’t been incriminated so far [...] [as far as] conception and child’s
health [are concerned], yes. To a great extent, I have seen unbelievable case of
children with old dads, unbelievable autisms, and with young mums, because
anyway, God created sperm, O.K, He didn’t create it in order to fertilize at
the age of sixty and fifty, or at the age of fifty five. It is “too much”. There is
a natural flow for all that staff. And I didn’t like it either. I had old parents, as
well, but they were very active and although they didn’t look their age, I didn’t
like it at all.

Diagnosing male infertility
What frames most narratives regarding the difficulty to conceive, the medicalization of this difficulty throughout the diagnostic journey and finally the experience
of ART as an attempt to realize the dream of parenthood, is that despite particularities in diagnosis, treatment, history of the couple’s infertility, it is the woman
who is believed to suffer the most, both on the physical and emotional levels.
Nevertheless, beyond this homogenizing framing of the couple’s infertility experience and despite the fact that men reproduce this dominant representation which
in turn reproduces the equally dominant idea that places women at the centre of
reproduction, at the centre of family making, making them principally responsible
to do more, feel more, act more, sacrifice more, etc., we trace significant aspects
of male reproductive disruptions.67 In other words by aiming to understand the
power of such dominant and homogenizing discourses we also trace the problematization that emerges at the margins and gaps of these normativities that presuppose the male experience as less intensive, less emotional, less physical, less
67. For an anthropological approach of male infertility, fatherhood and assisted reproduction
see Inhorn 2014.
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significant as well as less public. In a traditionally patriarchal culture and macho
cultural setting, male weaknesses should not be made public, should not be emphasized and this seems to be reproduced in the majority of our findings.68 Men
do talk about their own infertility diagnosis and treatments. What is preserved in a
way is an overall downplaying of this experience in accordance with the emphasis
given to the overall protagonistic and heroic role of the women.
Petros Petropoulos, forty-five-years-old, a father of three (twins from IVF and
one from an unexpected natural conception after the birth of the twins), stressed
throughout his narrative that “this whole thing” –desperately wanting to have children, to look into it medically and to proceed with ART– was his wife’s concern.
She was the one to push him, to take the necessary steps, to worry, to really want
it. Himself, he couldn’t either feel, nor understand the urgency, the significance.
He just trusted her and followed her overwhelming need, which was portrayed as
being central to her gendered existence. He went on to describe their experience,
his wife’s despair, the doctors and centres they visited, the ART attempts they
went through. In the course of our long discussion he realized he had forgotten to
mention the diagnosis regarding his own infertility problem. Rather downplaying
this part of the whole story he explained his own infertility problem and the fact
that it was treated. He further discussed about male infertility at large, situating
his own problem within the wider context of male infertility, “characteristic of
this day and age, and which has to do with the bad environmental conditions”,
and by doing so he thus depersonalizes it. He did talk about his own problem but
the way he framed it made it less personal and less important, further normalizing
it through the medical lens. In a way, the way he disclosed the information to me
highlighted Paxson’s point: on the one hand men’s difficulty to face and deal with
infertility problems, and on the other, their hesitance to disclose.
Researcher: So, she starts searching in 2006…in the age of thirty-eight to thirty-nine... O.K....and then?
Petros Petropoulos: Since she is looking for it immensely and perhaps there
is also some kind of tension between us because I still don’t understand what
this thing is- we can say it doesn’t make sense to me…I don’t get it… since-it
exists for some time with tension we go to the IVF shop. Together, yes…and
at first we have the sperm injections I think two or three…these didn’t work
68. Paxson concludes that “for Greek men more than for Greek women, then, fertility is
linked to sexual ‘capability’, and virility and is the key by which men realize their gendered
natures. For this reason, IVF in Greece may be viewed as a less ‘natural’ means of achieving
fatherhood than of achieving motherhood, in which gestation and birth are central” (2003:
1860, 1861).
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and then we conducted the IVFs that I think we succeeded through the second
attempt. Oh, sorry, Ι forgot it, a detail, I also had a varicocele…oh I had
completely forgotten it…I will tell you immediately when I did the varicocele
(operation)...2005...so, in 2005 this conversation starts keenly with Viki, why
don’t we have a child and stuff and we say... I say that since we want to see
it…or you want, I say to Viki, we should see it that way, we probably have to
begin from me and I did a spermodiagram and it comes out to…all these bad
things that come out in the spermodiagram, namely azoospermia and all that
stuff, so after that I have an ultrasound and I find out the varicocele…so, the
analysis of 2006: the spermodiagram is conducted, let’s say, at the end of 2005,
the varicocele surgery is carried out in January 2006...so…after that a second
spermodiagram takes place in March or April because it should be two to three
months after the surgery…the spermodiagram is better, that means it comes
out practically normal or approximately normal anyway…
[…] here one parenthesis that you probably already know is that all men in
Western culture from a certain point onwards there is the issue of men’s infertility and this is mainly due to the plastics…at a great extent [...] the plastics are in your life…this..you are constantly in contact with plastic objects
which are absorbed by the skin and by the food, as well…the main thing is
the ‘wrap’ let’s say or the food packages mainly fatty foods, cheese, butter,
meat all that are packaged in plastic…much more in alcohol products, where
they have been banned.. in wines…they are dissolved then from plastics and
you eat them….these have estrogen action…which means that their chemical
structure resembles estrogen action…this ultimately means reduction of sperm
production. So therefore in January 2006 the surgery is conducted, after that
the second spermodiagram/semen analysis is better and during the tenth month
of 2006 the fertilization attempts begin…these of artificial insemination.
From the man’s side, since I knew that finally my sperm was good, that there
is medicine.. If there was no medicine I wouldn’t have been able to fix it […]
I can tell you that from the moment I knew that medically and objectively my
sperm was fixed, I stopped feeling so much this…

The gap produced due to infertility between the couple’s sexual life and reproduction is further informed and coloured by the way men and women conceptualize
their own infertility diagnosis. Even if a few men discuss this openly, it seems
that in infertility situations, virility, masculinity and sexual capacity are at stake.
Petros felt relieved after his problem was treated but he felt their reproductive
capacity as a couple as well as his own by extension, was in a way truly re-established only once they had their own child after an unexpected –but very much
desired and valued– natural conception. The couple’s “sterility” was restored, as
he mentioned.
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Well, yes the truth is that when Viki got pregnant on the third one, I was very
pleased, very happy. The first thing I said was, look we are not, so to speak,
‘sterile’. As a criterion, this is indicative that it was tough. That was in my
mind, this, as a couple I mean…

The downplaying of the male experience is characteristic in the way the basic
diagnostic test men have to take and often have to repeat several times throughout
their diagnostic journey, the spermodiagram, is considered much less of a burden
when compared to what the woman has to go through. Nevertheless it remains a
reference point of the diagnosed “bad or good sperm quality” and is often linked
to sexual capacity.
[…] This is a terrible defeat, i.e., a very difficult and fierce thing. And from this
point onwards since the sperm was good, Vikis’examinations were conducted.
It came out that Viki was well, anyway there was no drama at all, more calmly
I think. That means, that for me, it was better, definitely the artificial process
of fertilization isn’t nice, for Viki even more difficult, because she takes the
hormones, bloats, this and that, has to do injections, so no doubt this is much
worse, (but) for me as well it isn’t pleasant. That masturbation in a bottle, let’s
say, the bottle that will be then taken by the doctor and will be treated and
showed and this is also a defeat. It is an ugly thing. Very ugly.

Petros Petropoulos says:
I was watching Viki struggling and having difficulties and it is, you know, a
form of, i.e. I realized it for the woman….it is slightly a kind of rape…that in
her body…this is also men who have this, which for me is…masturbation is
nothing difficult […] for the woman it is much worse because she has to poke
drugs into her body, and she has to do this and then that, and would swell, well
for me, well, if you want or for me …. I didn’t have…I didn’t lose my sleep…
I didn’t have any terrible sadness…but I was watching Viki suffering….

Those men that choose to discuss more, and more openly about this particular
experience, highlight how very unpleasant it can be. The assumption by more or
less all the involved parties that it is no big deal, is in a way materialized in the
often unpleasant spaces they are to told to go in order to “carry out the job” –ranging from a small room, to dark rooms and toilets– by the lack of special care and
consideration. The very act of masturbation, which must be performed by the men
taking the test, in other contexts linked to sexual pleasure, somewhat makes this
test as almost not medical. It is implicated in a way that men shouldn’t be entitled
to complain or express any kind of discomfort since they are “just told to masturbate and produce some sperm”. This is something that can be inferred from most
narratives even if it is not explicitly expressed.
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Nasos Koppidakis, fifty-three-years-old, with one older child form a previous
marriage and one adopted (after several artificial inseminations and four IVF attempts), was amongst those to stress how unpleasant this whole experience was.
We have been together for about ten years, then, let’s say, about seven years ago
we decided that we wanted a child and we made various attempts [...]. Mirsini
was forty-four, me about forty-eight. Then, we tried, at first in a natural way,
nothing happened, then we did various tests, Mirsini’s gynecologist said ‘you’re
fine, you’re just old, so this reduces’, so the problem with my sperm mobility
was identified [...] supposedly we improved it with various ways, I mean I would
masturbate in various places and give them this and they would carry out a sperm
improvement, they would increase the mobility, anyway… The labs I would go
to, I’ ve been to two or three different labs, if you describe them as third world
you don’t do justice to the real third world. I used to go there for sperm improvement, which I was describing as… improvement tasks, and then I used to transfer
the sperm to the gynecologist, who implanted it in Mirsini.

Charis Leonardou, forty-five-years-old, father of two children after four IVF cycles and use of frozen sperm, shares his experience:
A very well known doctor who is the gynaecologist of my wife’s sister in law.
I went to see him eight in the morning, I was supposedly sent by her, bullshit.
I went there around 8:30 and this woman came, she gives me a little cup and
tells me: ‘we have to check your sperm’, I say ok, what can I do, and she shows
me the way to the toilet. Aigli, when I remember this I freak out. This toilet, a
closed toilet looking at the back of the building, a bad smell. I was ready to call
my wife and tell he: ‘where did you send me?’

A negative result is surely unpleasant news but the overall medicalization of male
infertility tends also to normalize it and lift off some part of the burden from the
man diagnosed with a problem. As Petros Petropoulos described, once he knew
that “medically his sperm was treated he didn’t mind so much” about the fact that
he was the one originally diagnosed with the infertility problem. In cases of male
infertility the problem is often believed to be more obvious and more manageable when compared to female infertility which can be linked to many different
reproductive steps, organs, tissues of the presumed as “complicated female reproductive system”. Most cases of male infertility problems we came across during
fieldwork, seemed to have a solution –at least the ones that were articulated. Even
in the very difficult cases such as that of Charis Leonandrou (forty-five-yearsold, with two children after four IVF attempts), and Praxitelis Kontakakis, fortyyears-old, father of twins and a singleton, after four IVF attempts, who had severe
health problems with their reproductive organs having had their sperm frozen at
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the time, they described how they encountered no big difficulties when they decided to have children and successfully used frozen sperm in their IVF attempts.
Charis Leonandrou comments:
Look, here we heard about cases of men who didn’t have even testicles since they
were fifteen years old and they had frozen their sperm and the woman got pregnant with this twenty, twenty-five years later…with frozen sperm in London…I
mean, we were not scared…and I wasn’t thinking about that, because it was the
man’s problem, it was mine…if it was the reverse, ok, then…it is difficult to get
over some women’s’ problems [...] it’s much more complicated …while we are
nothing …we make millions, so they will find 5 out of these millions.

In the case of Praxitelis Kontakakis who used frozen sperm, the very early onset of
the medicalization of his reproductive potentiality, and the early diagnosis of his infertility problem not only normalized this problem but ART became almost the first
available option versus “trying naturally”. In contrast to his wife, who found it hard
to accept the fact that she would have to go through IVF in order to have children,
even though she herself didn’t have any infertility issues, Praxitelis felt that having
the alternative of the frozen sperm the use of ART was another equally justifiable
and acceptable way to reproduce. This alternative made him feel he didn’t need to
try hard the natural way – a point of disagreement with his wife.
Yes, we were trying for a while, but to some point it had been frustrating,
because my wife was somewhat anxious, I was annoyed and generally…yes..
and because I had it constantly in my mind that there was sperm…yes..and
because it’s much easier for men than women, I wasn’t very fanatic [to try
naturally], although there was someone who was considered as a big name
etc., not in the field of gynaecology, but in endocrinology…who had said that
if you try and try and try, you will eventually make it, but…O.K…but I mean
I had this alternative, I said to myself ‘let it be’, I was dealing with it somewhat with this way [...] my wife complains that I saw this…that I was kind of
bored and didn’t try a lot and led her in this process…and these.. even if she
didn’t take heavy drugs [...] and me, I pretty much knew that I had a problem, so I didn’t get in the process of searching what to do…from this point
onwards, again with the twins, we made some attempts etc., and then again I
had, I was based on the supply, and in 2009 we gave birth to the twins [...] but
now you will say, yes I think that if you have this back-up, when you know
that there is sperm and O.K.. you may not try as much as you would under
different conditions [...] I didn’t even get in the process of searching my wife,
if she is or not [reproductively healthy], as I considered that the problem was
mine. But on the other hand, since I didn’t think it was a serious problem, I
took the responsibility, which means that I may have been the cause….they
had told me that the drugs for hypertension, they told me to stop the medicine
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for a while [in order to try naturally]… I thought I can’t be bothered … My
wife doesn’t like to discuss the whole story…

A medical diagnosis, informs a significant shift in the content of the hardships
experienced during the couple’s natural attempts to conceive and carry out a successful pregnancy and birth of a child, as well as a target to work on after an often
long and exhaustive diagnostic journey, providing the tools to deal with the medical problem, by then officially diagnosed, and leading to a renewed perspective
for the couple. A diagnosis forms a secure basis for their challenged relationship
and their common desire for parenthood. The hope and tangible tools of technology brings about a revival of all too often lost intimacies between the couple,
formed by the uncertainty of unknown infertility and the consecutive losses and
failures. Medical problems with medical treatments can also lift off the weight of
blaming oneself and the other and can prepare the ground for the ART step. Once
the problem has been identified, it can be addressed and confronted by using the
options available. The path to conceptualize ART as another way to reproduce has
been set.69 Petros Petropoulos discusses:
This, but I tell you, that since we said that we were both medically fine and we
entered this process and we decided it and I agreed so, things were sweeter,
calmer for me […] since the decision was made in some way […] the decision
was made, we went to the doctor and the doctor described all this stuff and it
was a calmer period [...] what changes is that things follow an order and there
is a clear objective and we both say that yes, this is the goal and I consider that
as we are, this a matter of education and culture, as we’ve learned to do each
thing following particular steps, that it is then a matter of psychological and
emotional security that you know that there are these specific steps you have to
follow, so you have to fulfill a particular thing. I mean that insecurity decreases
[...] and maybe it is a fake sense…as it is eventually fake to believe that medicine and technology can solve all problems.

Diagnosing and psychologizing female infertility
As aforementioned, the overall experience for women, the failed natural attempts
but even more so the multiple diagnostic tests and ART treatments are acknowl69. It is worth noting here that medicalization and hence a reconceptualization of (social)
problems grounded on the medical lens, has been overall well accepted in the Greek context as
a means towards modernization and Europeanization. Greeks have valued change as something
prestigious and in this context medicalization has been generally well received and hence various ART can be imagined by potential users as another means to reproduce, equally normal-natural (see Lefkarites 1992: 397, Paxson 2004, Georges 2014).
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edged by men and women as very demanding both physically and emotionally.
van Balen and Inhorn summarize, “For one thing, because of the basic biological
facts of life, women are the ones who must ‘embody’ the new reproductive technologies, in the form of potent hormonal drugs, continuous monitoring of ovarian
follicles and blood levels, invasive egg retrievals and embryo transfers, and, in
some cases, surrogate pregnancies. This bodily surveillance and invasion has led
women (usually not men) to assume significant levels of risk […] The excesses
of women’s medical risk taking seem particularly pronounced in cases in which
an otherwise fertile wife is being treated for her husband’s infertility. The very
nature of reproductive biology makes treatment for infertility in men themselves
very difficult” (2002: 14).
The fact that women have to go through most of the hardship is repeatedly
reproduced in men’s narratives. They stress that what themselves go through is
almost incomparable to what their partner has to endure. They try to be there for
her, to help her and support her. The extensive biomedicalization and fragmentation of the female reproductive body, the numerous and felt as very intrusive
tests, the sense of losing bodily control, the frequent uncertain and contradictory
results leading to more tests, more intrusion and more fragmentation, make the
diagnostic journey challenging and emotionally demanding for most. These representations for women point to Paxson’s “ethics of service” and to the making of
“sacrificial motherhood”.70
Beyond the acknowledgement regarding the heavy load carried throughout
the journey of infertility and ART use, women, like men, want to find out why
they cannot conceive naturally. They are the ones to usually take initiative and
start the diagnostic search despite the hardships awaiting. They too, anticipate and
take relief in a biomedicalized organic cause to their involuntary childlessness,
while in the case of not being able to locate an organic basis, processes of psychologization are even more prominent, as it will be further discussed. Nevertheless,
despite the relief felt after a diagnosis is formulated, making the target more tangible and the available ART tools meaningful and a source of hope, it is argued here
that women, at large, and despite the existing variations and particularities of each
infertility story, tend to personalize their infertility. Such a response is culturally
relevant regarding the very vulnerability of female gendered subjectivity when
70. “Greek women use IVF in ways that reinforce patriarchal ideologies of reproduction
and motherhood, often enlisting the process into visions of modern motherhood as a virtuous
achievement, one through which Greek values of maternal sacrifice, suffering, and spiritual
work continue to be enacted” (Paxson, 2003: 1858).
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reproduction, fertility and family making are at stake and yet another characteristic of “sacrificial motherhood”. The very nature of womanhood is challenged
when infertility strikes (in terms of its relational nature and the conflation between
motherhood, adulthood and womanhood). But along with processes of personalizing and sacrificial practices, whereby the woman is reduced to her infertility,
other forces seem to be also mobilized, which coincide more towards the “ethics
of choice” and the “ethics of wellbeing” (Paxson 2004), such as seeking information, discussing options with the experts, taking initiatives beyond the couple
and the expert, rejecting a protocol, pointing thereby to a shift towards the will
to preserve an intact individual self despite their desire to have a child and hence
reproduce the normalizing power of reproductive capacity.
As we have discussed, the diagnostic experience brings an organic-biological
explanation to the forefront of the struggle, something that usually brings relief
to the couple but at the same time it may lead to further emotional hardship by
reducing the woman to her reproductive body and body parts. In this respect,
the intense biomedicalization of the difficulty to conceive, the way the medical
world takes over ekso-oikiaki anaparagogi situating the woman’s body under constant medical surveillance and intense scrutiny, is felt as reducing the woman to
a reproductive machine, to her reproductive body parts which are diagnosed as
not working well. So the dominant representation of female infertility in terms
of an organic-somatic-technical malfunction which requires a technical solution
is often threatening for the woman’s sense of normality as well as her sense of
integrity. The metaphor of the “body as a machine”, a characteristic biomedical
representation, found in our narratives, also described by Greil (2002: 104-106)
for middle-class American women, referring to the “failure of the body to work
properly”, and most often conflated with a “failed self”, is enacted in this case to
both denaturalize the problem and destigmatize it, but also to reduce the self to a
failed body and its parts. Also, as we discussed earlier women often felt as “reproductive machines” in the context of a quasi industrial ART clinical organization
and procedure, whereby the reduction from self to body-machine is even more
prominent.
In general, female infertility as presented in our data has to do with a multitude of problems and organs such as: 1) the quality of ovaries and the woman’s
reproductive age, which can be even more restrictive than the woman’s overall
biological age, 2) the capacity to conceive, the permitability of the woman’s reproductive system towards her partner’s sperm, regarding fertilization but also regarding the degree that the “sperm is allowed” to reach the womb (if the fallopian
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tubes are open or whether the biochemical environment is friendly), 3) the capacity and permitability of the womb to “hold on to the embryo” etc. Every different
part, tissue, organ of the female reproductive system is coupled with specialized
tests the woman is asked to go through, more or less intrusive, from simple blood
tests to mini surgeries. Tracking down which function, organ, tissue, of the reproductive system is problematic can often be a challenge and in many cases there
is uncertainty and an ongoing search. Maria Chatzi, forty-nine-years-old, mother
of twins via IVF and a long history of ten years of trying naturally and with ART,
having undergone many miscarriages both from natural conceptions and IVF cycles, having gone through many diagnostic tests, unable to locate the part of the
system that causes the problem, ended up feeling in a way broken, blaming her
unreliable body and particularly her womb.
The psychological part has to do with it, I mean with a sense of frustration and
a somatic, I mean I felt somatically broken in pieces, my fantasies were that the
inside, my womb, was like a cave with rough walls, and this was coming into
my consciousness, that in the same place where life existed, suddenly it was
turning into a tomb, which was a thing constantly repeating over and over, ok I
blamed myself enough, that, I blamed myself sometimes that I didn’t do what
I should have, but not excessively, as I was sure that I don’t have any kind of
infertility issue, I had another issue.

One of the main diagnostic purposes when looking into female (in)fertility is the
assessment of the quality and reservoir of ovaries. An estimation in other words
of the reproductive age of the woman is usually the number one priority of the
diagnostic journey and it is a heavy load to carry when the results are negative
such as in the case of women in early menopause. Fertility, an important characteristic of a flourishing and promising womanhood, is linked with the production
and good quality of ovaries and in this process women are in a sense reduced to
their ovaries. In the age of ART expansion even to fractions of the population that
don’t fall into the category of the infertile but use the technology based on “a life
choice” –as single women using donor sperm, or couples that want to plan their
family making– and where the possibility to freeze one’s eggs is nowadays a
discussed alternative for the future making of family –with or without a partner–
the concern over one’s quality and quantity of eggs is even more widespread and
loaded with old and new symbolic meaning. Women are ultimately screened as
less or more fertile –and in some cases as less or more women– based on the tests
done before commencing an ART protocol. This monitoring is further continued
when following a hormonal treatment to stimulate ovary production during which
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process women are once more diagnosed as “capable –biologically, hormonally–
to respond to the treatment”. Once again, biological and reproductive age is put
under the microscope along with possible past choices, views, or ignorance that
might have led to a “delayed” onset of family making.
Viki Pappa, forty-five-years-old, mother of three (twins via IVF and one by
natural conception) argues that women should be more tuned to this reality of how
the woman’s reproductive biology works, what the restrictions are regarding age
and fertility because the stakes are high:
When we do biology at school we should be taught such things, shouldn’t we?
Human biology, what does human biology mean? So, instead of learning just
the organs, you should learn about human life stages, shouldn’t you? What
does it mean to be an infant, what does it mean to be a child, what does it mean
to be an adult and what does this means for women, because we learn them in a
neutral manner, all this stuff that concerns women are very different. Men will
always have the option to find a woman when they are seventy years old, like
Charlie Chaplin and have five more children, women don’t have this option
[…] Yes, men suffer great stress when they have to give sperm after watching a
porn video, this problem is not that serious. Bad is what we have to go through.
I was thinking that around twenty people had seen me, gynaecologists, nurses,
radiologists, that it was summer and I had to do ultrasound and used to go to
Euromedica and I didn’t even know who was holding this thing, I mean you
are completely stripped off, this thing is terrible.

Within a biomedicalized context, fertility and infertility are very much a case of
organic-biological restrictions and biologically tuned choices. As most narratives
variably highlight, such restrictions are much less emphasized in the case of men.
Biology and time intertwine to produce limits to women’s desire to reproduce and
to a great extent both time and women’s choices are biologized and further naturalized. In addition, the assumed as “complicated female reproductive system”,
one that even experts cannot fully understand and manage, as paradigmatic of
nature’s complexity and unpredictability, further naturalizes women’s reproductive potentiality. This is seconded by the observed psychologization of women’s
infertility, by the way the woman’s “good or bad psychology”, portrayed also as
a “complicated psychology” –analogous to a woman’s complicated (reproductive) nature– causes (in)fertility, influences the outcome of both natural and ART
attempts. The heteronormative will to materialize a conception, a pregnancy and
a birth is constructed therefore within a context of gender asymmetries. All this,
is nevertheless taking place within a cultural reality, whereby, as we discussed
in the first part of the book, the desire for motherhood is increasingly a matter of
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individual choice. This ambiguity is usually handled variably and individually
by each woman and in the context of each couple demonstrating the way cultural-conceptual shifts become normalized in different pace. “Social motherhood”,
“social maternal relationship” are enacted in the case of infertility long before
birth –and all the pain and suffering of birth which must be endured– which has
been discussed by Greek ethnographers to signify the initial socialization of women into motherhood (Dubisch 1995, Georges 2008: 196-201, Paxson 2004: 97). In
the case of women encountering and trying to resolve involuntary childlessness
and infertility, therefore, the emotional turbulence women seem to suffer marks
the onset of this relationship.

Psychologizing female infertility
[...] So because my friend had recommended this specific doctor, as he had
already been her doctor and she knew that he had specialized in difficult cases.
Anyway this is the story, I stayed with him, and he proceeded very conservatively, I mean he said ‘let it go’, relax for some months, try it on your own,
without stress, don’t press yourselves, don’t look at the days and hours, let it
roll. We do this, time goes by, we go back again, and we say to him, doctor, I
say I want to do a sperm injection, and he says O.K.. [...] well, we had been
already stressed, when we were trying freely and relaxed, we were anxious
[...] O.K yes…yes…yes anxiety definitely cannot go away, this is over... [...]
during the first one and a half year I wasn’t anxious, after one and a half year,
after two attempts, there was no way not to get stressed[...] I believe that everything contributes, everything…certainly I believe that psychology at a large
extent, it is anxiety and stress, but you can do nothing about this, I mean you
cannot, you cannot…..it isn’t a pill that I can stop taking…

Mika Konitsa, (thirty-six-years-old, childless, in the process of her
first IVF cycle, after four artificial inseminations)
The woman’s biology, her hormones, her psychology, all seem to interact in the
construction of infertility in seemingly complicated ways. In both women’s and
men’s narratives the role of psichologia (psychology), one’s emotional state of
being, occupies a key position in the couple’s attempts to conceive and carry out
a successful pregnancy. To agchos (stress), mostly for women, seems to be the
catalyst in successful or failed attempts. The concern is usually about the fact that
one’s bad psychology and stress feed into one’s already problematic reproductive
potential. Despite the existence of a specific diagnosis, of targeted treatments,
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the role of one’s psychology remains a key factor.71 Beyond luck, which is also
invoked when short of other satisfying explanations, psychology also seems to
be unpredictable but at the same time carrying an anticipated predictability. More
specifically, this unpredictability, in a way naturalizing one’s psychology, coexists
with an underlying form of agency. The last point, which seems contradictory,
can be observed by the comments of women mostly, who refer to their inability to
maintain a positive emotional state of being, a thetiki psichologia (positive psychology), while everyone expects or tells them to do so (partner, family, friends
and doctors). It is assumed that the potential is there, for the women to control
their psychology but what usually happens is the opposite. To manage one’s psychological status is usually impossible, they would argue, especially in the context
of constant disappointments, emotional and physical ordeal caused by involuntary
childlessness, years of trying to conceive both naturally and via ART, endless
medical tests and treatments. In the midst of this, along with the appeal to the uncontrollable nature of the female world of emotions lies an underlying belief that
somehow they could or should be able to manage this chaos of emotions in order
to achieve the desired goal. Such beliefs are well tuned with a cultural setting
that places a great deal of responsibility, burden and guilt on the woman-potential
mother and where womanhood is (traditionally) moulded via motherhood.
Viki Pappa, forty-five-years-old, mother of three (twins after three artificial
inseminations and two IVF attempts, and one child by natural conception), nar71. van Balen (2002: 79-98) has studied the phenomenon of psychologization in the case
of infertility in Western discourse and practice focusing on the post WWII era, presenting four
types related also to their historical appearance: (1) The full psychogenic model: all cases of
infertility or sterility are basically caused by psychological problems or psychological mechanisms; (2) The model that postulates the psychogenesis of unexplained infertility; (3) The
psychological consequences model whereby causality is reversed: Infertility may lead to psychological problems (4) The cyclic model: infertility leads to stress and the resulting stress
influences the chance of a pregnancy, whether or not medical technology is used. In the case of
our data and the Greek ethnographic context we trace all models of psychologization, despite,
as van Balen has underlined, the extended progress of biomedical science in grounding all
forms of infertility or organic basis. Overall, van Balen concludes, the psychogenic model was
built on systematic and theoretical ground, such as psychoanalysis, and it therefore differs from
the long and steady Western tradition of seeking to have a baby with spiritual help, as also is the
case in the Greek ethnographic past. In the last fifty years psychogenic models have lost ground
due to the biomedical elucidation of somatic causes, but haven’t disappeared, even though the
relationship between psychological problems and infertility remains to be proven. On the one
hand, van Balen stresses, proving the direction of causality between psychological factors and
infertility will require a costly and large-scale, long-term prospective study, and on the other,
psychological stress may indeed play a role in disturbing hormonal processes, in timing of
ovulation, and in influencing other factors of fertility.
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rates the pressure she felt in order to stay calm under what she considers, very
difficult circumstances:
For me it was terribly difficult when everyone would tell you not to get stressed,
that it is because you get stressed as you are going through all this, that all is
psychological. You hear all these things and they drive you crazy. How can you
not get stressed, all these people that have children tell you this. Well, if I have
children I won’t get stressed […] Month after month, the same situation, it is
horrible, your sexual life is destroyed. It is dramatic, a terrible experience. For
me it was equally difficult as the death of my mother. I was devastated.

Rena Kalli, forty-years old (mother of one child, after one IVF,) despite the fact
that she considers her whole story less intense when compared to other women,
since she didn’t have to go through many intrusive tests and treatments, still refers
to psychology as the most catalytic factor for a successful outcome:
Researcher: Throughout this experience, what do you feel to be the most important factor for success?
Rena Kalli: The IVF? Probably psychology. We realized this later, I mean,
we realized later how much stress other couples had. That stage I didn’t go
through. I tell you I started getting stressed during the week of the embryo
transfer, when they had put the fertilized egg, until the chorionic test. It was
the first time I was stressed and I said ouch. It was the time I felt anxious and I
said I had to hold them [the embryos], and I saw that I had brown liquids and I
said oh I lost them, was that it? It’s a pity, let’s say. At this point and probably
up to this. I don’t know psychology, I don’t know, certainly, the truth is that I
have not been subjected gynecologically, I haven’t been under a lot [compared
to other women].

Vasilis Thanopoulos, forty-five-years-old, father of one child by natural conception trying for a second (having done three IVF attempts) stresses the fact that his
wife was way more stressed than himself. He also mentions how her hormones
interfere with her emotional status.
Mary is obviously a person more anxious than me, so besides the gynaecological factor, the hormonal factor surely affects, O.K. what should we be doing,
but it is the character, as well, I am not as anxious as Mary is, there was obviously some anxiety, but not like what Mary struggled.

The uniform and often unproblematized belief coming from all the involved parties that the couple’s psychology but even more so the woman’s psychology may
influence any phase of the organic-biological-hormonal-technical reproductive
process, during fertilization, conception, gestation, along with the portrayed as
uncontrollable and unpredictable nature of the woman’s emotional state, natu-
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ralizes the protagonistic role of women in the reproduction making process. By
appealing to the complicated, hazy and messy nature of women –her reproductive
and/or emotional nature– female temperament is naturalized along with women’s desire, ability or disability to reproduce, highlighting a belief that points to
a non-discursive female nature.72 Somatizations are paradigmatic of repressed
states of being and the content of a bad psychology, such as neura (stress, being
upset and irritable), are often cited as the context of years of trying to reproduce
(Chatjouli 2015b). Along with this naturalization, women are loaded with the responsibility to try and master their own nature, and in doing so they are believed
to be able to reach their goals. “If the woman truly wants [to have a child], believes she can, and has the time and the money, then it will happen”, as one co-discussant characteristically summed it up.
Furthermore, the psychological status of the woman becomes a target of intervention, either by the woman herself, in her attempts to feel better, to be more
optimistic and less stressful, but also from her partner who recognizes not only the
more demanding position of the woman but also her vulnerable emotional status,
along with the importance of maintaining a good psychology. He therefore tries
to help and support her in any way possible. Both women and men find the need
to work with themselves therapeutically in order to come to terms with the many
losses experienced during this process as well as with the ambivalence often felt
regarding the desire for making a family, a desire that as we have shown undergoes multiple transformations. In addition we observe forms of institutionalizing
and formalizing this psychologization, resulting from the inclusion of specialists,
psychologists and counselors, in the ART team. It is often argued, that women
need formal psychological support coming from organized structures and experts
during this very demanding period of their life.73 Maria Chatzi, forty-nine-years72. Kantsa, in her study of a woman’s forum regarding issues of infertility and ART use,
while analysing the “life stories” narrated by women in terms of the key organizing axon of
time, discusses the temporal dimension of the controlling-surveilling character of the repeated
tests, diagnosis, attempts in combination with the almost provocative absence of reference to
men, even if the infertility problem might be theirs, and concludes that the “persistent and
confrontational relation with a fragmented time in relation to a process without a telos, burdens
mostly women, who are made responsible for all failure met, while this responsibility is further
informed by beliefs that see them and their bodies as ‘unpredictable’, ‘non-discursive’, ‘irrational’, ‘unprogrammed’, in order to make sense of the ongoing failed attempts”. (2013c: 321).
73. Interestingly, van Balen (2002) has pointed to some overall negative and positive consequences of the persistent psychologization of infertility, focused on women, which are also
encountered in our data and include both “patient empowerment” and “infertility counselling”
(2002: 89-92): (1) “Psychogenic diagnosis”, whereby the “many physicians still approach infertility as psychogenic, although in more veiled way, but still offer advice to patients (mostly)
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old, mother of twins after four IVF attempts and years of trying naturally, discusses her experience:
[…] Finally I had, I think, about four surgeries, as there was also a problem with
adhesions in my womb, which had been created due to the interventions, in order
to clean these adhesions and finally because years had gone by, as I didn’t do one
IVF after another, I let sometime between them, because mainly the issue of IVF,
apart from the somatic part involves the psychological one, a failure, an attempt
which is not achieved, creates a kind of mourning, which needs time to get over
and in order to be a human being, who may be receptive and can feel inside
that there is life. Because, as far as the psychological part is concerned, failure
brought about this, that I felt myself to be, while I was preparing for something
nice -let’s say- for something very nice, a life; that suddenly turned into a tomb,
and I had to cope with this thing until I could feel strong once again and try once
more. These are the things that I have to share with you. I just have too much…
I consider that it is essential that people who are involved, physicians, all these
IVF centres are, there should be people who can support you, as, I don’t know, I
didn’t have to go, because I was already doing my own analysis, so I was dealing
with this, I didn’t need to go to a psychologist.

The psychologization of infertility is arguably a cultural phenomenon with many
facets which need focused and in depth investigation. Our data point also to a
process of reflective problematizing in behalf of the women, of this dominant and
veiled discourse, appropriated by all the involved parties including women themselves. This problematizing, which recognizes both the pressure to “feel good” in
order to succeed in getting and remaining pregnant, as well as the impossibility
of “feeling well” in the midst of the uncertainty and failure, informs a resistance
towards the naturalizing power of this widespread belief that psychology is one
women, to ‘have a rest’, ‘take a vacation’ […]. Such an approach may make the woman feel
that she is to blame for the infertility, leading to decreased self-respect and self-esteem, making it more difficult for the patient to come to terms with childlessness, adding as such more
stress. Psychogenic diagnosis of infertility could be considered a source of “iatrogenic” stress
by itself; (2) “Psychological Research”: A more frequent source of possible iatrogenic stress for
the infertile patient is probably the pressure to participate to psychological research projects;
(3) “Patient Empowerment”: patients with infertility problems have been organized in national
associations, often with branches in many regions. Such associations provide a supportive environment for infertile people, organize self-help groups, provide counselling and advice, collect
and give information, follow and monitor medical developments, report on abuses, press for
easy availability of new medical treatments, discuss alternatives such as adoption or fostering;
(4) “Infertility Counselling”: Infertile persons have played an important role in stimulating the
development of individual and group counselling that is carried out from the subjects’ perspective. At present there are branches of social services and professional therapists who specialize
in this field.
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of the key factors linked to infertility. The emotional pain experienced by women
can be read both as a paradigm of “sacrificial motherhood” but also as a somatization of a resistance towards the pressure to suppress ones emotional status, or
to conform to the ideal of successful procreation. It is argued here that this highly
complex relationship between kali psichologia (good psychology) and the course
of infertility hides many different beliefs and power relationships in the way they
interact with each other. The simultaneously controllable and uncontrollable nature of women’s emotional state of being points to the ambiguous interplay between a dependable-relational and individual gendered self which further points
to the ambiguous (dis)-association between motherhood and (adult) womanhood
in late modernity Greece.
van Balen (2002) concludes in his study on the psychologization of infertility
in Western thought, that “over the past fifty years, the psychologization of infertility has been –and continues to be– implicitly accepted by many psychologists and
gynaecologists, rather than treated as something tentative. […] it is essentially
‘victim blaming’ and, through its practice […] has served to increase rather than
decrease the suffering of infertile women and men. The psychogenic model places
the cause of infertility squarely in the mind of the infertile person. […] Needless
to say, the psychological victimization of the infertile has not made psychogenic
infertility popular among associations of childless people. […] in many Western
societies infertile patients are in the process of forming coalitions against the power of the medical establishment and its psychological associates to “psychologize”
them as patients. Thus the process of psychologization is changing, and research
today is becoming more positively attuned to the needs and interests of childless
couples in the forms of counselling and individual support” (2002: 93-94).

Infertility as “a common problem” between partners
Both women and men acknowledged that infertility constitutes a significant problem the couple faces, since it disrupts everyday life and affects their short and
long-term projects. Undoubtedly, the frustration stemming from the challenges
in fulfilling the joint decision to have a child, the medicalization of reproduction
and the sacrifices entailed in the encounter with infertility and medical treatments
have a serious impact both on partners as individuals and on the relationship itself, very often causing tension and pressure and affecting various domains of the
couple’s life (sexual, social, economic). Both women and men find themselves
in a position where they have to renegotiate their sexual agency in the context of
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their relationship and towards the social environment, along with their conjugal
status, their state of relatedness, the making of a family, while facing dilemmas regarding alternative routes of tackling infertility and of creating kinship (third-party reproduction, adoption, the possibility of remaining childless). New scenarios
of life are therefore presented to the couple.
No matter what problems are encountered and whether they are attributed
to female or male infertility (or both), despite the protagonistic role of women
in terms of the hardships endured, and despite the role of the women in taking
care of domestic, family issues, infertility is increasingly seen and experienced
by partners as “a common problem” or “the couple’s problem” that “needs to be
tackled jointly” by the woman and the man. Being able to access also men’s stories has arguably enabled us to discern such shifts. In most cases, our data point
to infertility as seen and experienced as a shared problem among partners, even if
diagnostic examinations have early on pointed to causes of infertility that involve
one partner (female or male infertility). In cases that a serious infertility problem
has been medically attributed to either the woman or the man, the other partner
decides to immediately make clear her/his intentions of staying in the relationship and tackle the problem jointly, taking up the risk of not being able to fulfill
their desire for having a child. For instance, forty-one-year-old, Sofia Tobazi, explained that she decided to stay in a relationship and eventually get married with
a man who was long before diagnosed with a serious infertility problem and went
through five IVF cycles together when she was in her early thirties without her
encountering any infertility problem at all:
He let me know about his problems since the first days of our relationship. I
accepted it, of course, because you choose to be with somebody because of his
mind and his heart not because he can or cannot have children. This is the way
to begin a relationship. Additionally, I think that partners may be together for
50 years and have children naturally, but life shows that children come and go.
They are birds that fly the nest. Our task is to bring them up, in a nice way, in
a proper way, in a balanced way, etc., and then again it’s you and your partner.

Similarly, thirty-seven-year-old, Stefanos Elevtherou, who got twins through his
first IVF admitted that no matter how astonishing it was for him to find out that
his partner faced infertility problems and that he might have not been able to have
children, he definitely did not occur to him to break up the relationship. According
to him:
It is exhausting […] when somebody throws you in the face the scenario that
you might not have children, because you are in a relationship with a partner
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who can’t have children. I didn’t intend to change partner because of the fact
that she couldn’t have children.

Even in cases in which the physical or psychological burden of infertility is heavier for one partner (either a man or a woman), the other one is called upon to
offer his/her unconditional support. Indeed, as the ethnographic material pointed,
infertility triggers the partner’s substantial support, often leading her/him to take
part in fertility treatments and take over the burden of physical examinations and
procedures required even if hers/his desire for having a child has never been that
strong or has faded due to infertility problems. For example, thirty-seven-year
old, Soula Katsouli who got two children through IVF and at the time of the
interview was pregnant through natural conception, said that when she and her
husband decided to stay together in a relationship and let him know about her
serious problem of endometriosis and even though he wanted no children at that
time, he agreed to take part in the necessary medical procedures and support her
in order to have a child. In Soula’s words:
After the first year when we decided we wanted to be together, he knew my
problem. He didn’t want that much to have a child but O.K. since I wanted, he
had no problem with that…

Acknowledging infertility as a shared problem means that both partners recognize
at a certain point that their difficulty of conceiving a child or having a successful pregnancy becomes a condition in need of medical intervention that involves
both the woman and the man. Additionally, acknowledging infertility as a common problem means that both partners come up against the need to take joint
decisions –even if in many cases women seem to be more actively involved in
decision-making regarding certain matters– about doctors and clinics, whether
to go into required medical diagnosis or not, take drugs and medication and undertake ART, etc. Simultaneously, it means that the couple comes up against the
need of “handling” jointly their encounter with infertility vis à vis relatives and
acquaintances as well as the need of taking joint decisions regarding if and when
new dilemmas and alternative options of having a child emerge. Most importantly, though, acknowledging infertility as a couple’s joint problem means that both
partners commit themselves to supporting each other both in success and failure.
This is evident in the words of thirty-six-year-old, Mika Konitsa and her
husband, forty-year-old Themis Danezis, who at the time of the interview went
through four failed sperm injections. As she put it:
Yes, we’ve been through many different phases. Indeed, we went through
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the phase in which Themis said: ‘ohhh! I have a problem’ [meaning infertility problem], […]. And, I said ‘Don’t say this…this does not exist…there is
only…there is only we have a problem…there is only this’, I told him.

Gender asymmetries
Clearly, the ethnographic material pointed to the fact that in the context of the
couple the problem of infertility is seen by partners as a common or shared problem that requires joint actions and decisions in order to be tackled. Nevertheless,
this doesn’t mean that the “burden” of this “common problem” is equally divided
among women and men. As already mentioned the protagonists of infertility, in
all stages and facets are the women – during the failed natural attempts, during
the medical search and the ART treatment. The presence and role of the men, their
input at large is secondary but not absent. They are there to second the initiatives
of women, to support them, to disagree or put some limits (e.g. in the number of
attempts when judging that their partner’s wellbeing is at risk). In most cases both
are involved in the search for the right doctor and clinic but overall this is considered to be mostly the woman’s job. In addition, the woman seems to have the last
word in choosing the expert since she will be the one to have more interaction, to
undergo most tests and treatments.
In acknowledgement of this, both women and men agree on the fact that because it is the woman’s body that suffers the most, she also carries the burden of
decision-making at critical stages of the encounter with infertility, such as the
choice of the doctor, the intake of drugs and medication or the decision whether
to give up or keep on trying with a new cycle after a failed cycle, etc. (Chatjouli
2015b). In other words, the transformation of the difficulty of conceiving a child
and having a successful pregnancy into a pathologized situation and into a medicalized intervention reveals the central, often more active role of women, than
that of men in this process. Indeed, as the ethnographic material indicated, the
very process of pathologization of the difficulty of having a child and the concomitant process of transformation of both women and men into infertile subjects,
contributes to a wide acceptance by both women and men of the women’s more
active role in the encounter with infertility as a “natural” effort to “regain” control over their bodies through decision-making. Women’s more active role in the
encounter with infertility seems to be in accordance with Paxson’s explanation of
“a biomedical ethic of well-being” that urges women “to regard their own bodies’
regulated maintenance as a moral good in itself” (Paxson 2004: 131).
Particularly at the initial stage, for issues, such as the initiative taken by
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one of the partners to discuss the problem as a common problem, the decision
to resort to medical advice and later on the pursue of medicalized intervention
as well as the choice of the doctor(s), the undertaking of examinations and the
selection of the appropriate treatment, women retain a more active role than that
of the men in decision-making.74 During these critical stages, men seem to retain a less active role in actual decision-making than women do, while simultaneously backing up their partners’ decisions who, according to them, suffer the
most throughout this process (physically and psychologically). In other words,
as far as decisions directly relating to the ways the female body is being medically treated throughout infertility diagnosis and treatment are concerned, both
women and men consider men’s acceptance of women’s leading role and their
substantial support in their decision-making as important for the well-being of
the relationship. Here, women’s retaining control over “challenging” the limits
of their (reproductive) well-being (Paxson 2004) is intimately connected with
the well-being of the relationship.
For example thirty-nine-year-old, Antigoni Vidali who got a boy after a failed
IVF cycle and a transfer of a cryo-preserved embryo, explains that even though
infertility clearly constitutes a couple’s problem and the particular decisions relating fertility treatments are the product of discussion between the partners and a
shared choice, a number of significant decisions are taken or are left by the partners to be taken by women, since it is mainly women who suffer much of bodily
pain and hardship throughout fertility treatments. As Antigoni described:
Look, the decision [of resorting to ART] was obviously common. It is a process
that you choose to go through together. But at some point, for obvious reasons,
much of the burden of decisions falls on women’s soldiers, and at this point it is
clear who takes the initiatives. I don’t know, I probably made strong claims, but
Stefanos respected the fact that I took these initiatives and this brought a much
needed balance…[…] For instance, my opinion about the doctor weighted more
than his. His opinion was also counting in the sense that I asked him ‘how did
you find him?’ because, sometimes, men see things we do not see.

This is also evident in the words of thirty-eight-year-old, Valentina Vasileiou who
had been through many diagnostic exams and monitored her ovulation through
ultrasound and took hormones, before proceeding to her first cycle of IVF. Valentina, having previously explained that the important decisions concerning repro74. This gender-specific differentiation takes on from the previous stage in which the women’s desire for having a child, especially when the pressure of biological age exists, seems to be
more urgent and compelling than that of men and it is often respected by men and transforms
into the couple’s actual decision to try for a child.
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duction and their infertility issues “are taken jointly” by her and her husband, she
made it though clear that the final decision for the use of IVF will be actually hers:
We’ve discussed it and he says he wants a child…[…] at any cost, but because
the body is mine and I will suffer the most from an IVF, the decision is clearly
mine. He has made clear that he refuses to accept adoption.

In the case of thirty-five-year-old, Vaso Levidou who got twins in her first IVF
cycle, it was her husband who first made clear that the decision of going through
ART was exclusively hers and he would back it up no matter what:
[…] he [the husband] simply wanted me to be well, not to feel less of a woman,
of a wife, of a partner. […] Because IVF was a ‘channel’ we would go through
together but biologically it would be something that I had to carry out. So, he
said: ‘If you are willing to do it, of course, let’s go for it, but if for x,y,z reason
you don’t want to do it, we’ll find another way and we can live childless because we love each other, because, because, because’ […]

As it will be discussed in detail in the following sessions, women are the ones
to mostly use the Internet in order to gather information about doctors, clinics,
specific diagnoses and treatments, and there seems to be a differentiation regarding the Internet sources used by men and women. Men, for instance will not use
forums. In their search women get more personal. Mimi Liolou, thirty-nine-yearsold, childless, with the experience of one artificial insemination and one IVF attempt, describes how she was the one to push the whole process forward and how
her partner resisted to follow her in the beginning. Even though he finally realized
the gravity of the situation, Mimi feels they lost precious time in the meanwhile.
[…] it took him time to realize the whole thing. You know, when I was telling
him a year and a half ago, you know, after about eight months of trying and
nothing was happening. He thought it was too early. Indeed, I mean the age,
well I was thirty-seven and a half and he was forty-five and he would say, it is
ok, we have time. I mean, he didn’t realize that there was an issue, not even to
take the tests himself. I mean he made it very difficult for me to have him do
something. He thought he did more than he could just because he finally went
to do the first tests. He wouldn’t understand why he should do it. And this is
an issue because even if you are ok with this, you cannot do this on your own
[…] Now he has realized it. He has started, well I can say he has turned around.
I could say that it is even his priority now […] but I had to push him. I wish
things could happen at the right time. I am trying to tell you that things would
have been much better a year and a half ago.

This protagonistic role of women in the way they will take initiative to move
to the next step beyond the natural failed attempts to reproduce is compatible
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with the ethnographically highlighted importance of achieving motherhood for
the construction of womanhood (Paxson, 2004, Kantsa, 2006, 2013a,b), as well
as with the way women are the ones responsible to manage the household (du
Boulay du Boulay, 19741974, Hirschon 1978, Dubisch 1986a,b, Loizos and Papataxiarchis, 1991b). Reproduction and family making fall therefore under their
responsibility. This responsibility seems to be maintained also in the context of
ekso-oikiaki anaparagogi. It seems that women are believed to “naturally” care
and do more things when it comes to such issues and are also willing or expected
to suffer and sacrifice more (Paxson 2004).
Despite the above, the presence of male partners, even if not protagonistic is
significant and even more so the content of their involvement. Indeed, the role
of men remains very important and men’s opinions and actions come to complement, support or even set the limits to those of women. Moreover, the fact that
women seem to retain a leading role in much of the decision-making relating to
the ways infertility should be handled by the couple does not mean that men don’t
care that much or don’t go through the same experience or feel the same pressure.
On the contrary, the ethnographic material indicated that men are very much present in the process of tackling involuntary childlessness. Men share their partner’s
anxiety and worries, have their own fears, reservations and dilemmas, are ready
to take decisions when asked, support their partner in many different ways (being
present in clinics, doctors, examinations, assisting with shots and the intake of
medication), even if they do not agree with her decisions, and set their own limits
or express fears about her putting herself at risk.
In many cases, men choose to follow their partner’s wish to undertake or
carry on with ART no matter how difficult this is, even if they themselves are
skeptical about initial or further efforts and sacrifices (bodily, psychological, emotional and financial). In most of these cases, even a woman’s decision to push her
body towards her limits by undertaking more and more medical examinations
and procedures in order to have a child is considered as “a sacrifice that needs to
be backed up” by them, even if the partner doesn’t agree or thinks that important
risks are at stake. For instance, thirty-eight-year-old, Giannis Kastrinakis, decided
to support his wife’s decision to visit different clinics and doctors, go through
multiple diagnostic examinations and IVF cycles at the age of thirty, although he
was against this option, preferring to go for an adoption. As Giannis and his wife,
thirty-year-old, Popi, explain:
Giannis: I…since the very beginning, I didn’t like all these. I simply didn’t
want…But, I wanted to help Popi and to make things easier…[…]
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Popi: Giannis wanted to support me, because he saw that I couldn’t really cope
with it…[the prospect of not having a child]. He felt that, at least him, he had
to support me. To support me whatever decisions I took.

The fact that reproduction has escaped the household in a way makes men more
involved since there are also economic decisions to be taken and new social relationships to be managed. Overall they are supportive and considerate. They are
willing to make an effort, to keep on trying even with ART, and even ultimately
not to have children but save the relationship. In this respect, even amongst these
couples we had the chance to talk about choosing to do something about their
involuntary childlessness rather than just accepting it, the future and wellbeing of
the relationship becomes a priority and childlessness less of a stigma.

Infertility as a “challenge”
The couple is variously challenged by their medicalized infertility diagnosis and
treatments. Clearly, the emotional effects related to the frustration arising from
the difficulties in fulfilling the desire for having a child, medical diagnoses and
interventions experienced at different stages throughout the encounter with infertility, such as disappointment, anxiety, stress, sadness or even depression as well
as the emotional ups and downs attributed to constantly switching from hope to
despair and vice versa, especially in cases of repeatedly failed ART cycles, create considerable pressure and tension between partners, inevitably bringing the
relationship to an impasse. Indeed, most informants, even those who achieved a
successful pregnancy soon after they resorted to ART, admitted that their encounter with infertility resulted in a turbulent period in the couple’s life that is mainly
attributed to the partners’ negative psychology. For instance, forty-one-year-old,
Valentina Chioti, who got a child in her first IVF, described hers and her husband’s
encounter with infertility as a period in their common life in which they both went
through a lot of suffering. As she explained:
It was strenuous, soul-destroying, really soul-destroying! Indeed, I remember
myself for a year-and-a-half, myself and my husband, I remember us being…
crying all the time, being so sad.

Similarly, forty-eight-year-old, Ariannna Lioliou, who got a child after a couple of
failed cycles of sperm injections and seven IVF cycles, mentioned that:
It had been a very sad phase…that of experiencing the failure, when you think
that ‘I won’t have children’.
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Additionally, forty-eight-year-old, Nikitas Matsakos, who had not succeed in having a child after a couple of IVF cycles, said that, although for him and his wife,
their encounter with infertility and ART was superficially seen as a ‘non-problem’, in reality it caused considerable tension in the relationship:
[…] I have the impression that from that time onwards [meaning the period that
unsuccessful efforts to conceive naturally led them to doctors] started a ‘mute’,
let’s call it a period…we tried to get rid of this period…you know…pretending
that nothing went wrong…but actually many things went wrong, so…[…] Simply, this [meaning infertility] caused unbelievable tension in our relationship,
this situation…unbelievable tension…so strange, you know, strange…[…]

Particularly in cases of women, the frustration stemming from the difficulty in
having a child is straightforwardly associated with the “failure” of fulfilling an
expected by the partner ideal of motherhood and the family (Paxson 2004). To a
great extent, motherhood for them means making their partner/husband a father
and infertility may have been an obstacle in realising her conceptualization of
family making and their relationship to their partner/husband. For instance, in
the case of thirty-five-year-old, Vaso Levidou, who got twins in her first attempt
with IVF, the frustration stemming from the difficulty in having a child repeatedly expressed by her husband caused her overwhelming anxiety because she felt
she had to bear the burden of the “failure” of fulfilling his desire for becoming a
father. In her words:
We wanted so desperately to have children. He [meaning the husband] really
wanted it and that was what put so much pressure on me. This was the reason I
was so sad for a year-and-a-half, because I saw him, how much he adored and
devoted himself to our godchildren which are now three-and-a-half-years-old,
he often said ‘Ah I wish we had our own children’, sometimes he was thinking
loudly and this hurt me so much. I even told him once, I burst out and told him
‘this thing you do, which I know it is not intentional, it puts so much pressure
on me and he answered ‘you know this comes from deep inside me, it’s an
inner desire and it doesn’t mean that you offer me less than what I want’.

A similar anxiety has been expressed by Dimitra Panou, thirty-two-years-old and
mother of one child, who used a donor’s egg. She had known for a long time she
would have to use this technology in order to have a child due to a medical condition she had since adolescence. When the time came and she got married and
commenced the ART process, her main agony focused on her partner. She wanted
to “make him a father”.
When we entered the process of waiting for ovaries, I started getting anxious
whether we would make it, and that I wanted to make a child for him, to make
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him a father. Everyone around me started having children and I wasn’t jealous
at my friend because she had a child but I was jealous towards her husband,
and the fact that she had managed to give him a child. A different emotion was
coming out. You see: I would never be jealous towards a child from a friend.
For God’s sake. I would rather burn in a fire. But that Katia had made Dionisi
a father. I want to make mine a father. That was my worry.

In other cases, particularly at the stage of the acknowledgement of infertility as
a couple’s common problem that has to be encountered, men’s negative stance
towards accepting the problem or making the step towards medical consultation, has a serious impact on women’s psychology and the relationship itself. In
some cases, the acknowledgement of the couple’s initial difficulty to conceive as
a (common) problem and, more specifically, a problem of infertility that has to
be medically treated, takes more time for one partner than for the other. Particularly in cases of women who feel the pressure of biological age, this delay often
constitutes a source of anxiety and tension until their partner realizes the need to
resort to medicalized reproduction. Additionally, when one partner is diagnosed
with a problem and despite the support received from her/his partner, the relationship may be challenged. The healthy member might feel that he/she is going
through this ordeal without (personally) having a problem of infertility. Even if
such thoughts are rarely outspoken within the couple, the feelings are there. In the
words of Faidra Alexiou, thirty-eight-years-old, mother of one child (having done
four artificial inseminations and one IVF):
No, the only thing I wondered about was, damn, I say, other women have
children and reject them and me, that I want it I cannot have it, because in
the beginning I believed that it was my husband’s problem, I was about to get
fucked with someone else in order to get pregnant, and then, when I realized,
as I saw that we both had problems, yes, I went into this process, I had reached
such points…A friend had got pregnant, she was divorced and got pregnant,
Laoura, who had also been through stomach cancer, she had struggled a lot,
she had got pregnant at the same time and when she fell ill with cancer before
having her second child, I was thinking of her daughter and said if you need
anything, I’m here….

For most co-discussants, infertility and ART do constitute an emotionally charged
experience that affects the couple also because they find themselves in the position
in which both femininity and masculinity are being (self) questioned and renegotiated. As for example Valentina Chioti indicated: “I felt a rejection, every month, as
a woman as a wife, as as…”. Additionally, thirty-six-year-old, Mika Konitsa who
after four failed cycles of sperm injections went on with an IVF, mentioned that in
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hers and her husbands’ case, it was him who felt more insecure about his sexuality
and the future of their relationship. According to her, Themis, her husband, told her:
“you’d better break up with me, go and find another partner to have a child”.
As the ethnographic material demonstrated, one of the domains that is being
seriously affected by infertility and the pursue of ART is the couple’s sexual life.75
The diagnosis the couples receive from their long search accompanies them home
and mediates their everyday lives. They have to live with the news and take the
steps towards treatment. Their reproductive lives have totally changed and so has
in many cases their sexual lives. Feeling intimate with one’s partner is not taken
for granted and it can be severely threatened. Sex has in many cases been linked
to failed natural attempts while the way bodies are been redefined and relived as
potential ART reproductive devices changes the way the embodied selves relate
to each other, make contact and feel intimate. The constant and unimagined physical challenge together with the disappointment following failed attempts leaves
no room for a careless interplay. Daily routine has been ruptured and the boundaries of the couple’s private love/sex life have been surpassed. Throughout the
stages in which the couple has acknowledged the problem of infertility and/or
has already stepped in the doctor’s door but still tries to conceive naturally and,
later on, throughout fertility treatments, the act of sexual intercourse is primarily
redefined by the partners as a failed attempt of procreation or as an act that cannot fulfill its most important cause in life, while in some cases also putting into
question both female and male sexuality. Simultaneously, the emotional effects of
infertility and failures of medical interventions, such as disappointment, depression, anxiety, stress and tension, among partners as well as the physical processes
associated with medical diagnosis and treatments do not leave much space for a
normal sexual life between the partners. In fact, whilst many informants do not
see infertility as degrading women’s and men’s sexuality in general, only a few
informants maintained that their sexual life remained intact throughout infertility
and the pursue of ART.
For example, forty-nine-year-old, Maria Chatzi, who got twins in her fourth
IVF attempt, described the extent to which her intimacy with her partner had
been affected by infertility and ART and how trying hard to keep her sexual life
active for the well-being of the relationship made things even more difficult for
the couple:
75. For a discussion of women’s and men’s sexual relations and particularly women’s sexuality in relation to reproductive practices and contraceptive methods in the framework of an
ethic of well-being, see Paxson 2004.
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As far as the couple is concerned, it was very difficult. It was very difficult to
find the strength to have sex, to enjoy it, to feel warm feelings for your partner.
There was moaning, as far as I’m concerned and this grumbling lasted -a serious one lasted for six months. Until I started going out again… During that
period, I was distant, I was working very much […] In the relationship there
were problems, because we were both sad, disappointed and we tried to be
sexually active.
I have to say that I pushed him a little, he had given up a little at the end [...] I
had been waiting for one week after the tests, in order to take, to see the sperm,
you know this [...] I was keeping a distance as neither he nor I could cope with it
easily. He went O.K., it’s within the process to carry the sperm… he went every
now and then to examine the sperms, if they are O.K. or not. If they are alive or
not. Anyway, what I want to say in order to conclude, is that it is difficult, support
is needed, sensitive people are needed, physicians educated in such things, not
to have to go to the psychologist besides him, but the doctor needs to be trained,
he’s got the role, a clear research framework concerning the possible risks, how
many IVFs can someone endure, if possible to be given support from psychologists, for the couple, because the couple goes through rough times.

What is more, Mika Konitsa and her husband, Themis Danezis, who had no children and at the time of research were in the middle of an IVF cycle explained in
the following dialogue that having to deal with fertility doctors, more than going
through medical examinations and treatments, had had a serious impact on their
sexual life because they felt it had been transformed from a spontaneous to a mechanical act stripped of its pleasure. As they say:
Themis Danezis: It has indeed affected our sexual life.
Mika Konitsa: Very…very much.... Actually, there were periods in which I
only wanted to have sex during the fertile days while, the rest, I was not at all
in a mood of having sex…[…] I made so much effort to fight this…
Themis Danezis: Even those days, because we were stressed, we couldn’t enjoy it.
[...]
Mika Konitsa: Yes, because it became something that we had to do it at specific
time […] we didn’t get any pleasure in this...
Themis Danezis: At a certain point we went to a doctor who told us to do it
[meaning to have sex], he said, you’ll have sex in the morning, in the evening
and at night. [...] But, this was not possible.
Mika Konitsa: I was tense, let’s say, I got very easily upset, I got irritated by almost everything and everyone, […] we were fighting all the time and there was
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a constant tension in the house, for stupid reasons. It was because I was flipping out…How can I explain it? I was so tired and exhausted by this […] not
because I went through many sperm injections and took so many drugs. Those
who made me tired were the doctors, they made me tired and exhausted me.

In some cases, the informants talked about particular points in time throughout the
encounter with infertility and the pursue of ART in which specific medical procedures and methods had a negative impact on the sexual life and eventually the
relationship itself. For forty-one-year-old, Nelli Christoforou, who had a miscarriage after a natural pregnancy before having a child in her fourth IVF cycle, the
process of ultra-sound monitoring of her ovulation for approximately five months
had admittedly had the most serious impact on the quality of her sexual life, bringing her relationship with her husband to a critical point. As she put it:
This fucked up our sexual life, you know. I think I still pay the price for it.
This was a big think…IVF was nothing…[…] When I hear couples, when…
when I hear them undertaking it, I say ‘guys, think about it twice, let’s say…’
[…] I think it takes away feelings…he saw it…and I saw it this way, how can
I say it? We felt it made us act in a predetermined way, without doing it when
we really wanted…[…] feelings, etc. And it was obvious that after that, […]
because we had to do it every other day let’s say…once a week, something
like that …[…] we said …why did we do it to ourselves? Let’s say something
like that. Indeed, this is why I still say that as far as our relationship is concerned…, many times still each of us say to the other, ‘this was your fault’,
‘this was your fault’…

At the same time, apart from a negative psychology between the partners and
a state of crisis in the couple’s life, the encounter with infertility and pursue of
ART in many cases trigger discussions around new scenarios in the couple’s life,
questions of conjugality and the future of the relationship and alternative routes
regarding the making of the family. For instance, in the case of Valentina Chioti,
the alternative of adoption had been early put on the table between Valentina and
her husband:
In the meanwhile, because my mother is adopted, we reached the point that
we discussed this scenario, saying that if we can’t make it [meaning have a
biological child], we would adopt…[…].

In some cases, such as in the case of thirty-eight-year-old, Faidra Alexiou, who
got a child after a failed cycle of sperm injection through IVF, she along with her
husband initiated the procedures of adopting a child, while still trying to have a
baby through ART. As she said:
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There was also a period in which we went to Mitera to adopt a child, while we
were trying [meaning to have a child].

In other cases, though, such as thirty-nine-year-old, Elsa Giannouli and her husband, the option of remaining childless was also discussed among them:
At the beginning C. said that he couldn’t imagine his life without children,
before we resorted to procedures [meaning IVF] but later on when he saw that
we had difficulties, he said ‘O.K. we’re fine like that, we’re happy.

Infertility and the making of “proper partnerhood”
Despite the fact that the strain caused by infertility and the pursue of ART affects
couples in various ways, in almost all cases, even those who haven’t ended up in
the birth of a child or adoption, women and men highlighted that having to face
involuntary childlessness eventually brought the couple closer and reinforced the
relationship. As already demonstrated, the encounter with infertility, ART and the
possibility of involuntary childlessness is a strenuous experience for both women
and men and a serious challenge for the relationship of the couple.76 Yet, in retrospect, this challenge neither seems to pose a threat for the content and continuity
of the relationship nor for marriage itself, as long as it activates and proves in
practice the very “qualities” of the relationship based on the principles of love,
care, trust and support. For most informants, the key to overcome this challenge
has been the reassurance that within the context of the parents’ longing for a child,
what comes first, is actually the well-being of each partner and the relationship,
particularly the emotional and physical well-being of the woman, who is seen as
the one who suffers the most through medical interventions.
This is evident in both women’s and men’s words, as for instance in the words
of thirty-four-year-old, Aliki Naxioti, who eventually got two children after a total
of eight cycles of IVF. Indeed, Aliki exemplified her partner’s supportive stance:
Andreas had told me: ‘What I want is you to be fine’. He told me ‘I can accept
not having children and follow a different ‘route’. I don’t care. I want you to
be fine, to be fine together’.

Similarly, forty-five-year-old, Charis Leonardou, who got two children after IVF
with the use of cryopreserved sperm, exemplified the support of his wife. As he
described:
76. As already explained, this approach of infertility as a “challenge” is in line with the
church’s official position on ART. For a more detailed analysis on the positions of the church on
ART, see Daskalaki 2015a, Daskalaki and Kantsa in press.
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[…] let me tell you something, it is not necessarily a cause of friction. Lili and
myself have been through difficult times both with IVF cycles and with cancer…it would have been very easy to end the story [meaning the relationship],
to forget the prospect of having children. Because, I’m telling you Lili really
went through so much that, if she had not been with me, she wouldn’t have had
all this difficulty. If she were with another man, it would have been much easier
for her the whole thing […] Despite these…we didn’t…[end it]

In such a context, when the wellbeing of each partner and the wellbeing of the relationship are set as a priority, the partners feel motivated in undertaking the physical
and emotional burden of medical treatments. When the treatment starts, the infertile
bodies are subjected to the technologies applied and the biggest challenge, that of
the failed attempts, lies ahead. The strength of the couple is challenged again and
again together with their economic, physical and psychological thresholds. Every
failure translates to new tests and possibly new diagnoses. Each attempt is sometimes informative of what might not be working well and leads to new evaluations.
The waiting after an embryo-transfer and a negative result is experienced vividly
and painfully. The more negative results a couple is faced with, the more prominent
the women’s protagonistic role, her sacrifice, investment and involvement.
Particularly women tend to see the undertaking of this burden and suffering
as a moral task or “sacrifice” towards the self, the partner and the family as well
as the prospective child. In the case of Aliki Naxioti mentioned above, it was her
husband’s statement of care and support that gave her strength to carry out both
IVF procedures and a “difficult” pregnancy as a “soldier”, trying to be calm and
disciplined in order to achieve her aim and hold in her arms her twins. As she said:
I didn’t care about anything, whatever I had been told to do, whatever I had
been told to ‘eat’, I did it. I had been a ‘soldier’. […]mmm…No matter what!...
[…] I was trying to be calm and disciplined in whatever I had to do and I didn’t
care, until I saw my babies and held them in my arms. […] Despite all these I
went through, I still say I would do it again and I would do even more, all over
again for the same cause. It had been a life experience that for some reason I
had to go through…[…] It had been a challenge on so many different levels, a
challenge for myself and my relationship with A., with the people around me
and my own resources of strength. I didn’t know that I’m such a fighter.

Similarly, for Valentina Chioti, it was her husband’s supportive stance at a difficult point in time throughout their encounter with infertility that boosted her
confidence and prompted her persistence for a positive outcome. In her words:
[…] at that point, I was so pessimistic…[…] At that point, my husband supported me so much. He told me ‘Look, I’ve chosen you, because you are my
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other half and if this won’t happen to us the way it happens for most couples,
there are also other ways’ etc., etc. To tell you the truth, I’m a fighter myself.
I wanted to go till the end. And, eventually, I was very positive that it would
happen with the very first attempt, I was also very positive that I would have
twins. Even with all the problems I had with the amniotic fluid. In the end, the
doctors turned and said that it was ‘a miracle’ […].

Women’s accounts on the “challenges” of infertility revealed their emphasis
placed on their commitment, endurance and persistence to “fight” for an important cause, that is, to fulfill theirs and their partner’s desire for having a child
through “suffering” and “sacrifice”. The ethnographers of Greek society have
persuasively talked about the association between motherhood with suffering and
sacrifice deeply rooted on religious representations of Panayia [All Holy Mary]
(du Boulay 1974, Iossifides 1991, 1992, Dubisch 1995, Paxson 2006, 2004). In
her study among Athenian women who undertook IVF during the 1990s, Paxson
(2004, 2006: 486-489) points to the ideal mother as the woman who suffers in
order to fulfill her desire for procreating (maternal suffering), normalizing this
way the pursue of medically assisted reproductive practices as well as the pursue
of divine assistance. Additionally, Paxson (2006) depicts how these women consider the use of medical assistance in reproduction as “spiritual kin work” and as
a means of accomplishing their womanly status by normalizing it in reference to
ideologies of motherhood in which womanhood is achieved through suffering and
sacrifice (Kantsa 2014b).
Regarding men’s acknowledgement of maternal suffering, Charis Leonardou (forty-five-years-old, father of two after four IVF attempts and use of frozen
sperm), comments:
And then, IVF, ok, hardship, mainly for Lili, as you know, drugs and all this
stuff, ok, everything went well, we lost the first one [...] the heart wasn’t formed
and she had a miscarriage …after that, did she get immediately pregnant? I
don’t remember exactly…ok, this was hardship, a woman’s hardship.

Stefanos Elevtherou, thirty-seven-years-old, father of one child after one IVF attempt, discusses the sacrifices his wife endured and how he hopes he managed to
support her:
I was watching my partner, who ok was struggling with it, coped with all this
stuff very calmly and optimistically and had faith from the beginning, this
was awesome for both of us, but undoubtedly I admire her more, as she had
the problem and stuff, and ok at times she felt that “I am fed up with all these
drugs, which they give me and if it doesn’t work”, you know at times you feel
such a thing, I tried to support her, you know with some humour and all that
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stuff, you know, we also tried to involve humour in the whole situation, ok
finally it was not so tragic as we imagined and she helped a lot. I hope I helped,
as well, as much as I could, I mean, to support her so as… she wouldn’t fall
down, and later I also helped her and I did her injections, and such things you
know, I encouraged her ‘come on do it’ etc. in more relaxing moments and
stuff, yes, yes, I hope I helped her, I hope.

The ongoing tests and treatments following failed attempts make the men more
hesitant towards their commitment to more ART and their persistent desire to
have a child, wanting to protect their partner, her wellbeing but also their relationship. If having a child once was a necessary constituent of an imagined life
together with the chosen partner, the challenges accumulated in the course of trying and trying to have a child leads to a shifting in the conceptualization of what
family and sharing one’s life with someone else actually means. Elsa Giannouli
(thirty-nine-years-old, mother of two (one from IVF and one by natural conception), describes how her husband re-evaluated his dream of parenthood through
the losses and hardships experienced while trying to make it happen.
Yes, after the first failure of IVF I felt despair, I mean it was as if…how can
I explain it to you, as if I missed something, I didn’t have of course, but anyway, and I had a terrible fear, as well, if I couldn’t achieve it via IVF and this
was, I remember, it was very bad, this experience was a very bad feeling […]
so, later, he said after three months, ok summer was over, we tried a little on
our own, nothing happened again, and what helped me mainly psychologically was the fact that we discussed it with…In the beginning, Carolos said he
couldn’t imagine his life without children, before we entered the process, later
gradually as he acknowledged we were struggling and we couldn’t, he said, ok,
it doesn’t matter, we are fine as we are. And he believed that, I believe that, this
helped me psychologically […] yes, the fact that he was also more relaxed with
the issue and I think that he truly believed that we are fine and it doesn’t matter.

However, here, not only women but also men seem to be considered (both by themselves and by women alike) as suffering and as undertaking sacrifices for the same
cause throughout the encounter with infertility and the pursue of ART, albeit in a
different manner. If women’s suffering and sacrifices are straightforwardly associated with the emotional and bodily effects of infertility and fertility treatments on
themselves, men’s suffering and sacrifices are associated with the need for suppressing their own anxieties, negative feelings or even somatic pain for the sake of
supporting their partner. Both women and men, though, clearly acknowledge that
there is a limit for their suffering and sacrifices, that is, the point when they feel that
either the partners’ well-being or the relationship itself will be irreversibly affected.

(RE)ADJUSTMENTS

159

So, infertility and ART are acknowledged as a potential source of tension or
friction among partners and, as such, a potential threat for the happiness of the
couple. However when partners really care and support each other and are committed to undertake sacrifices in order to fulfill their desire for becoming parents
to the extent that this doesn’t jeopardize the relationship itself, then the relationship gets stronger. For the vast majority of informants, the significance of making
sacrifices for the sake of the partner or the relationship coincides with the significance of making sacrifices for the sake of the child. In other words, one can talk
about culturally-specific perceptions of “sacrificial relationship” and “sacrificial
parenthood” as a “stronger relationship” and “better parenthood” or what makes
a woman and a man a better partner and better mother and father respectively.
As for instance thirty-five-year-old, Vaso Levidou who got twins with her first
IVF mentioned:
I felt inside that all this would have a happy end, because I had tried so much,
because there was a good foundation, my husband and I as a couple, let’s say
we had a good relationship, we wanted so much to have children and I said
‘since we found out what the problem is and there is a way to tackle it, I’ll fight
for it and go through it to the end’.

Whilst in the case of forty-five-year-old Viki Pappa who got three children, two
with IVF after three failed cycles of sperm injections and two IVF cycles and one
through natural conception:
Yes, it was an adventure with a happy end that makes our lives more beautiful
and has brought us closer. You know, we really think differently about children, through the difficulties we’ve been through we’ve learnt to appreciate
them more. Because we desired it so much and we fought for it, you know you
have a different stance, the stance of a person who has fought for something
in life.

The overall experience of childlessness and ART use points to the ethics of “proper partnerhood”. According to this the couple is valued as independent of the
prospect and struggle of family making. However, at the same time this value
is informed by precisely this very struggle. Both partners express the desire to
protect their relationship, the wellbeing of their partners and the future of their existence as a couple. The more the hardships, the more the difficulties encountered,
the bigger the challenges for the couple to overcome. In a sense all this difficulty
acts as a mirror and it becomes necessary to revaluate what is truly at stake, what
is worth preserving or what one can let go. The infertility and ART experience
becomes a platform and provides the content for working on the relationship,
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for reinventing intimacies and surely for re-evaluating the desire for a child, for
motherhood and fatherhood. In many instances the wellbeing of the partner –usually the woman– and the wellbeing of the relationship acquires new importance
while preserving and protecting the integrity of the existing family, i.e. the couple
becomes central. Ioli Karentzou (forty-three-years-old, mother of twins after five
artificial inseminations and five IVF attempts) discusses her experience regarding
her relationship with her husband:
I don’t know how to tell you, I mean as if it is a thorn in the relationship, it is
definitely something you think about, but I don’t know because this is a matter
of every person, how much he/she, you know, wants to be a parent and how…
this thing bonded us, it didn’t drive us apart and even the whole process, because Kiriakos recognized that I was the one that was basically going through
all the stress, and my body, and the desire was mine and Kiriakos has often said
that if I wasn’t so stubborn, he could have abandoned. I mean, persistent in a
way [...] we realized that I wanted too much to be a mother […] for us it was
a bonding thing […] he was supportive during pregnancy [even better than a
woman, unbelievable]. For us it was a bonding thing, for other couples […] I
don’t know. I mean it can also be something that can destroy a marriage, not
to be able to have children, as the economical issue has a lot of importance.

Lili Kolleti, a mother of two via IVF after using her husband’s frozen sperm who
had to have his testicles removed due to potential cancer and froze his sperm just before doing the surgery remembers that period as very difficult. On the one hand the
search for a reason for their infertility in a way saved her husband and on the other
hand she had to undergo all the IVF treatments without herself having a problem.
When I was younger I had two accident (pregnancies). So, you know, I knew I
could. That it was working at least some years ago, but I didn’t know whether,
because I had two abortions, whether there was any damage. On the other side,
you said, whether anything is wrong and, but I tell you that we began from
me. You always start like this, with fallopian tubes, you remember all this?
And everything was fine, so. […] And I tell you now that the time has gone
by and they have grown up, and this period is like it never existed. Back then
it was too dramatic [...]. I said at times ‘it is not fair’. I am going through all
this without personally having a problem. I could get easily pregnant through
a one-night-stand, figuratively speaking, why do I have to cope with all this
now? But after all, everything has a meaning […] Yes, an adventure with a
good ending, which makes our life better and which has bonded us. And you
know, we also appreciate children differently through this process.

Lili Kolleti concludes that despite the ambivalent feelings she had at the time
this whole experience actually “brought them closer as a couple”. In a way, new
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intimacies with new relational content are being formed for many couples that
express this feeling articulated so clearly from Lili. This life-changing experience
sets new foundations for the couples and bonds them by turning them into family
even before the birth of a child. A new type of heterosexual intimacy is seen to
emerge.77 The obstacles of infertility challenge their dream and desire of parenthood but also challenge the very core of the relationship. If the couple manages to
overcome this challenging period it makes their bond even stronger.

77. The work of Inhorn, in her book “Infertility and Patriarchy: The cultural politics of gender and family life in Egypt” (1995) in a way also highlights the way infertility bonds the couple
and informs the imagining of a family even without children. The belief that children are the
“glue” that binds marriages is therefore challenged. “Against the intense pressures of a man’s
natal family to replace his wife if she doesn’t conceive within 6 months to a year after their
marriage, childless marriages proportionately enjoy a higher degree of ‘conjugal connectivity’
or mutual emotional satisfaction, than marriages with offspring. Inhorn argues that while patriarchy reinforces the structural importance of natal relationships to the detriment of conjugal or
personal commitments, poor urban marriages which survive the heartbreak of infertility enjoy
a surprising egalitarianism. Couples in infertile marriages forge new identities by challenging
social norms with their unique conjugal practices. Inhorn argues that this emerging heterosexual intimacy is evidence of a social potential to subvert contemporary systems of segregated
patriarchy” (see Kearsly A. Stewarts’ 1997 review of Inhorn 1995).

6

connections
The high expansion and commercialization of ART in Greece, the permissive legal framework which allows the availability of many different techniques and
solutions, the many clinics and experts have also led to the normalization at least
partly of publicly discussing issues of infertility and ways to deal with it, while
at the same time constraints on disclosure still exist on the individual level despite observed shifts. Experts are presenting and advertising the choices available
and the latest technological developments in magazines, TV shows, and private
websites. ART users are seen to publicly share their personal stories in the media,
while potential ART users are searching for information in the public sphere –in
magazines, on TV, on the Internet– along with asking for information from their
doctors, friends and family. They visit patient forums in order to access personal
information and evaluations regarding clinics and treatments based on personal
experience, and they do that either by sharing their own personal stories and exchanging therefore insight or they do it anonymously preserving their own privacy but making use of other people’s will to disclose. We are actually witnessing a
constant refiguring of the private/public boundaries regarding these topics.
Following the presence of infertility problems and solutions in the public domain, we argue that repro-information (linked to infertility and ART, coming to
terms with the problem of infertility, deciding to enter the world of ART), is in
many ways publicly constructed and it constitutes kinning substance in Carsten’s
terms (2001: 29-53). Different socialities triggered by the needs of the patients-ART users to become informed, open-up, and share experiences, are emerging and contributing until recently, to a fairly absent bottom-up voice.
At the same time some infertility patients choose to remain silent or selectively share information and personal experience providing us with insight regarding
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resistances towards the demolishment of the private when it comes to family making and in the face of persisting taboos linked to infertility and childlessness. We
trace the content of the information that “can be shared” and “who it can be shared
with” in order to prevent stigma and/or preserve the couple’s integrity.
Even though our data point to a flow of repro-information in the public sphere,
the public discussion on infertility has been sporadic, lacks official data from the
national ART clinics as well as an active state presence. The voices and rights of
infertile patients haven’t been adequately, nor, systematically represented, despite
the wide spread of discussions regarding “solutions” and “choices” and a trend
to normalize ART use. The commercialization of ART is the driving force behind
this public discussion, well ahead of other forces and voices, while patient mobilization and state control are hardly present. In Greece, despite expansion of ARTs,
there is absence of state control regarding the functioning of ART clinics, the application of medical techniques, the way doctors become experts in this field and
do their job, etc. This gap is addressed and acknowledged by both patients and
practitioners. There are no official numbers, and no official body to refer to while
attempts to establish such a control institution have actually failed in practice.
The clinics are not supervised and don’t give account to a higher state structure. It
is of no surprise that only a very small number of clinics choose to participate in
European research initiatives by sharing their data, numbers and statistics. What
actually goes on inside the clinics is like a black box. 78
Regarding organized forms of patient mobilization, there are only two officially organized support groups for infertile individuals to turn to, both placed in
Athens and none in the periphery, with a minimal public appearance and public
voice and which are not represented in any sort of decision-making official thinktank regarding the use of ART in the country. The voice of the infertile patient and
the ART consumer is not officially and formally acknowledged. Even though the
state seems to be concerned with the low birth rates in the country (Halkias 1998,
2004, Athanasiou 2006, 2014, Paxson 2002, 2004) and despite the fact that the
“problem of low birth rates” is a public topic of wider formal concern, the needs
and trajectories of the infertile citizens are somewhat underestimated, underrepresented and silenced. The making of a family in Greece, despite its cultural value,
is overall under-supported in terms of institutions supporting new families, as
well as in the eyes of our co-discussants. This, as such, is a contradiction that has
implications in the cultural representations of involuntary childlessness, infertility
and ART use.
78. For a detailed discussion see Kantsa 2014b.
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In the context of the commercialized expansion of ART on the one hand, and
the lack of state control on the other, we observe the formation of a growing body
of “bottom-up” experiences that are often critical towards the ART world and
travel by word of mouth, changing the landscape of private and public discourses of infertility and ART use, informing considerably the overall experience of
achieving parenthood in this context.79 In other words, along with the celebration
of the use and evolution of reproductive technologies and the glorification of experts and their doings, what is documented in the public sphere and in the context
of ekso-oikiaki anaparagogi is also a growing mistrust towards the ART business
and the intentions of the experts together with a growing fear of technological
misuse. This situation acts as a trigger for infertility patients and (potential) ART
users to turn more intensely to other sources of information, besides the experts
themselves.80 They are seeking for advice and insight from other experts (often
from abroad), from lived experience, from couples, women and men that have
personal stories to share and are not part of the reproduction business.

Becoming informed
When reproduction escapes the household and one’s bedroom, when it becomes
something separate from sexual intercourse and it is transformed into biomedical
reproduction with the active involvement of doctors and techniques, the couple
needs to make choices, take decisions and generally find the way into a sea of information. It is one’s decision to search for another way to have children. Despite
the biomedicalization and pathologization of infertility and despite its socialization into a biomedical framing and management of the social problem of involuntary childlessness, the steps to be taken are mostly framed as being one’s personal
and individual responsibility and in many ways this is also how the providers of
ART present the available tools and solutions. ART is not used in the context of
79. Kantsa, in her article focusing on the role of Greek medical regime and the medical
discourse on ART and on the relevant legislation also points to the emergence, more recently,
of “published texts, articles, comments that underline, criticize and denounce the control and
exploitation of women’s bodies in the context of medically assisted reproduction. […] Such reports comment on the economic exploitation from the clinic’s behalf, on the control of women’s
bodies, on the lack of mechanisms of control in the clinics. What is taking place has to do with,
on the one side the control and discipline of women’s bodies, and on the other, the lack of state
control of clinics and medical centres (2014b: 195).
80. Regarding the need of patient-client to became informed in the context of a growing
critical and not only fully supporting stance towards technology (in the area of reproduction)
see also Georges 2008: 8.
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any sort of national, public health program regarding family planning. It is mostly
conceptualized as commodity offered primarily by private clinics. We already
discussed the difficulty faced by infertile couples in choosing the “best doctor”
according to personal criteria and the most suitable clinic. The management of
infertility requires the management of the vast and often hard to fully comprehend
body of information and the management of ART options requires the making of
an “informed patient-client”. Reproduction is no more the product of the (private)
sexual life of the couple but the product of a good search and a good use of the information out there and ultimately of the technology available, and these processes of seeking information involve the triggering of novel socialities. In the reality
of ekso-oikiaki anaparagogi, reproduction requires the couple’s involvement and
investment in new intimacies and socialities beyond the household boundaries,
and the basic substance, the key constituent and bonding material of these intimacies is the repro-information sought, shared, exchanged, travelled. New sites
and new relationships of reproductive decision making beyond the household and
sometimes beyond the couple are activated.
To a great extent, infertile couples, women and men both search for information regarding experts, techniques and treatments. They might selectively ask
friends and family and by doing so they will selectively open up about their problem, as it will be discussed later on. They gather information from TV shows and
from the written press.81 Many will turn to the Internet for the information they are
looking for. Both women and men stress in their narratives the need and necessity
to be informed in order to be able to manage the new reality of family making.
They need to make choices about something highly personal and physical, which
nevertheless involves highly specialized and technical expertise and many others
–experts and their team, state officers managing the related bureaucracy, donors
of reproductive material, etc. To this respect they acknowledge the need to become, at least to a minimum level, biomedically literate. Most importantly they
also express the need to acquire information coming from other couples faced
with similar situations and dilemmas. Even if personal experience is questioned
81. Georges (2008: 194, 195) on her review on the matter of the way the media portrays
technologies of prenatal surveillance (quoting also the work of Mavrou, Metaxotou, and
Trichopoulos 1998, 351) stresses the finding that “the Greek media also tend to portray the
technologies of prenatal surveillance in a more favourable light than do the media elsewhere in
Europe”, while “tending to ignore the social and psychological entailments of these technologies and to focus almost exclusively on pragmatic issues”. Regarding the way the Greek media
presents ART almost two decades later would need new research to reach new conclusions. A
working hypothesis could be that the Greek media include both celebratory narrations of ART
as well as cases of technological misuse.
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due to its subjectivity and due to its lack of certified expertise, it seems to acquire
central and symbolic importance in the construction of the couple’s own story of
managing infertility and ART and ultimately of family making. In this respect
individual family narratives embody many stories of infertility. In addition, we
can trace a gender bias regarding the importance of other people’s stories. Women
seem to use the Internet more systematically in order to both look for the science
but also for the lived experience, and so Internet forums are characteristically
occupied mostly by women. Men use the Internet to get informed but many comment that most of the “work” on this domain is done by their partners. Once more
we witness a protagonistic role played by the women.

Digital mobility and the flow of repro-information
Mika Konitsa (thirty-six-years-old, still childless after four artificial inseminations and in the process of preparing for an IVF attempt), describes how she found
valuable information on the Internet:
A lot, a lot, I mean this was where (Internet) we found the specialized centre
for sperm that exists, about which they informed us that it is the one of the few
in all Greece and this was the time when we said ‘how lucky we are that we
found it incidentally on the Internet’…

On the contrary, Meropi Geraki (forty-five-years-old, mother of thirteen-year-old
twins after two IVF cycles) had hardly used the Internet in order to search for
information regarding her diagnosis:
Researcher: And had you ever used the Internet, were you searching for anything?
Meropi Geraki: No, not at all [...]. Whatever my doctor said, about what I
know, as he used to travel to America, I am saying he was someone informed
and O.K. he was also at the university. O.K., look when you asked me about
the Internet, if I had searched it. The only thing I had searched for was the first
tube baby, how old she is (laughs). This is something I looked up

Notis Christoforidis (thirty-six-years-old, father of triplets by natural conception,
with the experience of one artificial insemination) expresses his doubts on the matter:
I think that the Internet sometimes is a bad informant…while it has its good
elements and you can find whatever you want, it has its bad ones from the
standpoint that you log in the Internet for a small problem and you think you
are dying, I can tell you so…do you understand what I’m saying?

Ioli Karentzou (forty-three-years-old, mother of twins after five artificial insemi-
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nations and five IVF attempts) stresses the usefulness of the Internet in accessing
information and specifically of specialized sites from experts:
A lot, I mean…you cannot even imagine, endless hours, and mainly on the
Internet, as I generally liked the process of browsing, I used to read, as well.
Mostly on the Internet and Kiriakos searched mostly foreign sites, no, medical
ones, not forums, I didn’t enter forums. He was mainly searching in medical
sites in order to see the cause and effects [...] yes, so you know. And questions
were always specific, weren’t they? And towards the doctor mainly, I mean,
from a point onwards we had stopped, he didn’t say what he’s doing, I mean
you know, because we knew. The searching [...] was done mostly about the
psychological part. Let’s say, about how we could cope with this together, as
a couple.

Stefanos Elevtherou, thirty-seven-years-old, father of twins after one IVF cycle,
used the medium to a great extend, wanting to be informed from a variety of
sources:
Yes, generally I used to log in the Internet for about everything that doctors
were saying etc. I was searching for it, not in the sense of seeing and stuff, but
I liked getting various information, in order to understand whatever they tell
me and I think it helped me, it may help me more concerning the coping, that
after reading about ten things you can know a bad scenario, you can know a
good one, as well, so you can know where you are, in this sense, not that it
influenced me to do anything but generally I like being informed, especially
about something so important.

We see that in many ways and for many Greek men and women experiencing
infertility and using some form of ART, searching the Internet is often an initial
passage into this challenging reality of technological, emotional and ethical decision making. Either as an alternative source of information or as the main information source, very often at the beginning of one’s search, the Internet mediates
access to technological-biomedical information, to personal stories, opinions and
evaluations by other users/clients, as well as access to formal discourses on the
subject (legal and religious).82
82. We have elsewhere discussed, how a well-established, powerful and dominant institution such as the Church of Greece primarily conveys its official position both to the clergy and
the Christian Orthodox citizens through the Internet and how the discussion expands on unofficial discourses about religious aspects relating to ART elaborated by Christian Orthodox women and men who have sought or are currently seeking fertility treatment, on different websites
and blogs. By demonstrating the use of the Internet by the Church we argue that what is taking
place is a strategic top-down use of the Internet by a powerful institution in order to quietly and
discretely reproduce the official position of the Church (Chatjouli and Daskalaki 2014).
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It is argued that the Internet, by mediating the exchange of information particularly amongst non-experts but also between experts and non-experts acts as a
bottom-up tool of patient empowerment and informs the construction of a form of
biosocial resistance, regardless of its frequent critical and non-uniform use by ART
users, in terms of the quality and quantity of information and in terms of who uses
it mostly and how, men or women. In many ways the Internet plays a key role in
the construction of patienthood and on the flow of repro-information and personal
experiences regarding a topic often regarded as taboo, as personal, belonging to the
closed doors of the conjugal and/or familial space. As a platform of enabling the exchange of information and personal stories it further informs the shifting moralities
linked to the world of infertility, involuntary childlessness and ART.
The majority of our co-discussants has searched for information on the Internet.
They look for expert’s opinion, they want to become more technologically literate,
they want to emotionally relate with other co-sufferers. Very often they search the
Internet in order to learn about a particular diagnosis or a treatment but also in order
to find the appropriate doctor and clinic. Women but also men consult the Internet in
order to make decisions, in order to know more about the technology and be able to
confront the experts. The different types of sources mostly used are: The websites of
doctors and clinics, which often give rise to reservations, specific forums and international “scientific websites”, which in some cases are thought to be more valuable
when compared to the websites of local private clinics.
Amongst our informants there are also some that refuse to use the Internet
systematically arguing that in this sea of information it is impossible to find scientific accuracy and trustworthy opinions in addition to the belief that patients
and non-experts in general cannot become experts just by looking on the Internet.
They further argue that the making of an amateurish expert can create problems
rather than solve them.
Some informants use the Internet in the different stages of the overall infertility
and ART experience demonstrating an overall trust in the medium since they don’t
use it impulsively and occasionally but they come back to it again and again: 1)
They use the Internet as an initial source of acquiring general or specific information about ART, infertility causes, available fertility treatments, clinics, doctors and
costs. 2) Having also obtained first-hand information regarding ART from family
members and friends who have themselves experienced infertility problems and
have pursued ART, the informants search the Internet for more specific answers
to questions that relate to particular methods and medical procedures, particular
doctors and clinics, success rates, etc. 3) The informants may crosscheck what is
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thought to be important and reliable information (such as first-hand information
acquired by family and friends) by mainly browsing through blogs and forums and
looking for personal opinions, experiences and evaluations expressed online. 4) The
informants may consult the Internet just before, during or after fertility treatments
while waiting for the pregnancy test or even during pregnancy in order to exchange
information and answer practical questions such as symptoms, doctor’s reactions to
symptoms and advice, medication etc (Chatjouli and Daskalaki 2014).
Searching for information about one’s diagnosis and the techniques available
seems to help infertile couples, according to their own claims, to become more
familiar with their problem and thereby to take more informed decisions. Often
the more informed patients will ask more questions from their doctors, express
their opinions, demand more feedback following a failed attempt, change doctors,
and finally might even disagree with a proposed protocol. The need to search for
information is also driven from the increasing mistrust towards the market of
ART, as we mentioned before, which often transforms the personal need to be
informed into an almost imperative action that has to be seriously addressed if one
has to consider ART as a solution to one’s infertility. As we have discussed, this
general mistrust makes the choice of doctors even more difficult and ambiguous.
The Internet is often used for that reason alone.

Trusting the Internet
It is interesting to note that despite the extensive use of the Internet by infertile individuals there is a general sense expressed that one ought to be alert and cautious
regarding the information found and that one ought to be able to screen and control the impact of this information. The responsibility falls on the user to choose
the information to be trusted. Informants frequently refer to the fact that the vast
amount of (uncontrolled) information relating to ART available can also be a
source of confusion and anxiety. Many consider the majority of websites (such as
those of infertility clinics and doctors), blogs and forums specializing in ART as
unreliable since they contain both scientific data and sensitive medical information which is often used by clinics and doctors for marketing purposes (Chatjouli
and Daskalaki 2014.) Regarding personal opinions, personal assessments and experiences they are not always trusted since they cannot be easily assessed for their
validity while their subjectivity is their prime characteristic. Nevertheless, the
vast majority of the informants resort to the Internet. The fact that many of them
make use of the Internet, while at the same time they are being judgmental about
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it, points to the idea that this is, if not the only, a key tool they use in order to face
the gravity of the decisions to be taken. In the context of highly medicalized settings where medical treatment is also highly commercialized and privatized, patient-clients are often left to take responsibility and manage their situation. Good
or bad, trustworthy or not, the Internet is mediating this process.
Omiros Matis, (forty-years-old, father of one child after three IVF cycles),
remembers:
Less from the Internet. I mean O.K. you are always concerned, at least me,
who was a bit medically ignorant, I searched online, I was looking at anything.
I mean at anything that was relevant to…but I was mainly looking at the USA
more than.., but concerning the Internet you don’t know what is valid and what
is not, everyone writes whatever he wants there. It’s more difficult ...in Greek
sites, but Greek sites usually advertise.

Nana Nikoloau, thirty-three-years old, pregnant with twins, after two sperm injections and one IVF discusses her relation with the Internet:
Nana Nikolaou: Look, I was searching online, not of course through forums
but through sites of gynaecologists, who may have researches and stuff and
then I went to my doctor, I mean I went with questions.
Researcher: But you didn’t look at forums and stuff at all?
Nana Nikolaou: Look, I did it twice or three times, but I said ‘I’m going to get
crazy’, what they say there is not reliable. I think that forums for medical advice should stop, you can give psychological support, of course you can share
your experience, but O.K. don’t ask ‘My doctor told me to take those drugs,
what is your opinion?’ [...] to tell you what? Not to take them? This is what
I did and something more…I had logged in a patient organization, no, what
is the name?, a team of psychological support, a site with the name ‘Kiveli’;
it didn’t work but I have in my mind that if I reach a point where no one can
understand me, then I would want to participate in a team session. I think it’s
very good that such a thing exists.

The use of forums
Natasa Manolidou, forty-one-years-old, pregnant with natural conception after
four sperm injection and one IVF cycle:
I accessed such forums and read, and there were people who talked, yes there
were parents and another one. I put it on Google and one of them appeared, you
know, so then I visited and read, generally about everything, O.K. it’s useful
since if you read a hundred posts, you’ll find out something that fits you, or at
least even if they say different things you realize that there is not just one thing
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you can do, let’s say, when I suffered from urinary tract infection, this midwife
had told me to take antibiotics, while the doctor told me not to, and afterwards
I entered the forums and I saw, let’s say, there were some taking antibiotics,
there was one of them who had taken antibiotics throughout pregnancy and the
child was born fine.

The use of forums is gender specific. Women use forums in order to find first-hand
information about the clinics and the doctors, but in the context of this search they
also have the chance to access and/or share and exchange personal experiences, successes, tragedies, hope, support. They end up also finding companionship
and very importantly female solidarity. Many of the women using these forums
don’t get personal and don’t open up about their own situation but just read.83
Some become more personal but use a pseudonym, while others fully engage,
sharing also their own personal journey.84 Even the ones that choose to remain
outsiders seem to find some usefulness despite by being passive and not active
participants. Some women situate the impact of these forums at the centre of their
overall infertility experience. The companionship they found, the easy language
used in order to understand all the medical jargon, the late nights shared with other women, the friendships made, seem to have long-lasting effects in their lives
beyond the immediate help found when dealing with the emergency of beginning
a treatment, overcoming a failed attempt, choosing and/or changing doctors. We
discussed with two women who became active participants of forums during their
diagnostic journey and treatments but also after they had given birth to their children. Recognizing the supportive and empowering role of these forums for all
the women users they wanted to remain present and as such be able to help other
women. This social world became central to their lives for many years after they
had fulfilled their own dream of becoming mothers. In many ways such experiences of exchanged insight and emotions inform the making of closed, almost kin
relationships amongst infertile women who in many ways act as moral pioneers
83. Following the “life stories” of women in one of the popular forums in Greece for the period
2006 – 2008, Kantsa (2013c) describes the decision of the women to “open up” in the forums in
terms of time. This is in her words the “time of narration”, meaning the time each woman feels
“ready” in this digital context to share her story. This time may be when they initially subscribe to
the forum or much later. They usually first need to feel trust, together with the need to receive and
give encouragement and it signifies a more substantial sense of being actively present.
84. Kantsa, documents the uses of pseudonyms and the publishing of only particular personal
information in the context of an overall very personal experience of sharing insight. Kantsa underlines the emerging sociality in such digital contexts which through the systematic and dedicated
exchange of information and emotion informs conditions of identification and a platform to both
assert “biomedical discipline” and foster a “performative disagreement” (2013c: 321-324).
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(Rapp, 1991, 1999) in the making of a “bottom-up” voice regarding the lived
experience of infertility and ART use. A kind of sisterhood is created in the space
provided by the ambiguous potentiality of the digital world which can be at the
same time anonymous, intrusive, personal and political.85

The gender specific provision of information
Regarding the digital flow of repro-information and gender specificity, when searching for information on diagnosis and treatment, when sharing experiences which are
also used in order to make sense of one’s personal experience so far but also in order
to plan the next step, it is clear that women mostly but also men search the websites
of experts, clinics, scientific sites. This gender asymmetry is further coupled by the
fact that the majority of the expert’s websites are actually representing predominately men doctors. It is then mostly the woman’s job to find her way through all this
“formal” information in expert’s websites, which resemble mini-encyclopedias of
ART and infertility (Chatjouli and Daskalaki 2014). Couples and women specifically are often already in a position where they feel they have to personally make sense
of the information coming from their own (usually) also men doctors. As mentioned
above, the forums (used almost exclusively by women) being the opposite of a
mini-encyclopedia, full of personal, emotional stories, advice given in an experiential lay language seem to help the female users also on a second level, to digest and
filter all the other information found on the Internet.
The forums, as we have discussed are occupied by women. The use of the
Internet to share and exchange personal information mostly by woman, allows its
strategic use, especially when used anonymously, in which case women can, on
the one hand satisfy their need to be part of this growing sociality, and, on the other, by practising anonymity, retain their role us guardians of the domestic order.
Foinikas Andreou, forty-six-years-old, childless after three IVF attempts, narrates
about the fact that his wife does all the searching:
85. Kantsa concludes in her study of a Greek infertility-ART forum, where she analyses the
different temporalities of the ART experience as they unfold in the women’s “life stories”: “In
the women’s narratives in the forums, hope for the miracle is linked to medicalized perceptions
of assisted reproduction which often enforce its repetition until the “happy event”. In parallel,
nevertheless, the relationships being formed through these narratives have their own dynamic
and create time “inside”, a time which supersedes the time of doctors, of the law, of the economy of health. The time of narration meets the time of the “miracle” and relates the new ethics
of the self with the claim of a time that “progresses” in relation to the personal expectations of
the subjects, creating relationships between women which on a performative level simulate kin
relations before or without the existence of children (2013c: 323, 324).
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Look, I did nothing, L. was watching everything, L. is good at this… she can
analyze everything in fifteen to twenty days, she can download anything…
she was the one who was searching…what the one is, what the other is…why
this… I have solved this problem due to L., I mean I don’t have the patience to
sit and search one by one…

But Stelios Elevtheriou, forty-three-years-old, wife pregnant, after four sperm injections and four IVF attempts (the child was finally conceived “naturally”), also
stresses the importance of the Internet:
What happened in this specific occasion with N. is that, because N. was very
interested in learning as much as she could through the Internet, I was complacent as N. did all this online searching. I was not searching… I hardly
searched… I definitely searched but much less…negligible in comparison to
N… in order to have some knowledge about what is going on… but yet, N.
used to inform me and I thought about it…and with the use of rational thinking
and analysis…I have also a PhD degree and I was once a teacher at… with
analytical way of thinking and rationale, as you can find anything online and
whatever you say, you can find it, in order to do something as safe as possible.

Petros Petropoulos, forty-five-years-old, father of three (twins after three sperm
injections and two IVF attempts and one after natural conception), comments on
the fact that his spouse was mainly occupied with this:
Yes, we were searching, yes… we were probably searching for it online… it
was rather B. who was searching, if we want to say the truth, I didn’t search. No,
I would say that I was following B. somewhat passively, to be honest… I was
following B. in whatever she was doing …I didn’t pretend I was a doctor at all.

And Lambris Christou, forty-three-years-old, father of one child after one IVF
attempt, comments:
I don’t know if Valentina has ever used any forum and stuff, if she accessed
any of them, as she usually looks before she decides what to do, I did nothing,
I didn’t deal with it at all.

The intense involvement of women in trying to become informed and scientifically
literate in the context of infertility and ART use has been also documented in other
areas of reproduction. Georges has discussed the desire of women to use updated
technologies, ones that meet European standards (use of pregnancy, birth and infant care guide books) (2014: 420), as in the case of our co-discussants looking for
non-Greek sources of information, mostly through the Internet. Georges points to
the fact that it is not so much about the weakening of the ideal of sacrificial motherhood but about the emerging norm for women according to which they are the
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ones responsible for the wellbeing of themselves, of pregnancy and birth, and of the
process of conception. So the concept of “scientific motherhood” (Apple 1995),86
deployed by Georges, is expanded here to include also the phase of conception.

The art of selective disclosure
Being married or being in a steady relationship very often leads to the assumption
that children are on the way. The norm in the heterosexual conjugal context is the
making of a family, irrespective of the underlying rational, whether it is conceptualized and articulated as a choice or a cultural and gendered obligation, a gendered
fulfillment, etc.87 Married couples, in other words, are usually expected to have
children during the first years of their common lives. Despite the rise of alternative
family forms, of same sex households, of single men and women choosing not to
have children (see Kantsa 2014a), the pressure felt by the married couples we spoke
to, to have children, has changed, as they argue, when compared to the past but it is
still present and reflects the dominant ideal of heterosexual procreation in the context of marriage as well as the normalizing power of motherhood and fatherhood.
Following the decisions of our co-discussants to share or not experiences of
infertility and ART, with whom and under what circumstances, also reflects these
ideals to a great extent, but they also reflect some ruptures in their dominance and
normalizing power. How couples manage their childlessness in relation to others,
to family, friends or even mere strangers, to what extent they share their infertility
journeys provides information about the specific ethnographic context regarding
the taboo of infertility and the taboo of being “sterile”, as a man, a woman, or a
couple, along with the will to preserve the reproductive potential of the nikokirio
(household). To this respect, ekso-oikiaki anaparagogi, depending on the degree of
86. “Scientific motherhood is the belief that women require expert scientific and medical
advice to raise their children healthfully. As it was developed in the nineteenth century, women
were exhorted to seek out information for themselves. By the twentieth century, women became
increasingly aware that they continued to be responsible for the wellbeing of their families,
but needed to follow the directions of their physicians. Such instruction positioned mothers as
both responsible for their families and incapable of that responsibility. This essay investigates
the shifting definition of scientific motherhood and various educational and cultural forums
through which women learned this ideology. It also demonstrates that mothers both accepted
and resisted the insistence that they depend on instructions from medical practitioners. The
history of scientific motherhood is an important lens for studying the complex interrelationship
of medicine and social roles.” (Apple 1995: 161-178).
87. For a review of the continuities and discontinuities and the conceptual shifts of the
dominant norms mediating gendered personhood in relation to marriage, family making and the
household in the Greek context, see Papataxiarchis 2013.
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disclosing infertility and ART use, becomes a different reality altogether. For some
it remains a private matter while for others it becomes a topic of sharing experiences, of seeking advice, of providing personal insight. Those choosing to be open
about it and to discuss their infertility problems and the fact that they had children,
or are trying to have children via ekso-somatiki (IVF), or spermategchisi (sperm
injection), etc., are breaking the taboos and the stigma attached. Those on the other
hand that feel they must preserve what happens in the household for themselves
or at least for a vey closed circle of family and/or friends, reproduce the dominant
norms regarding the normalizing and socializing power of procreation.88
Our data indicated a shift from a strict norm regarding disclosure of private
matters but at the same time the degree and tropicality of sharing one’s infertility
journey doesn’t parallel the level of discussion of infertility in the public sphere as
discussed above. In other words, despite the fact that infertility and ART are publicly discussed (even with uneven top-down vs. bottom-up representation) and despite
the fact that the information about them is available on the media, on a personal
level couples are not willing to be equally public about their own stories.89 They
selectively share their stories after careful thought, while the details of this sharing reflects particularities of the taboo and stigma linked to infertility, informed by
wider cultural particularities. The overall reservation to be open reflects a cultural
norm that is nicely condensed in the popular Greek phrase ta tou oikou mi en dimo
meaning “what happens inside a household cannot be made public”. In other words
the underlying cultural tendency is to keep conjugal and household matters private.
This ethnographic reality in combination with existing stigmatizing forces linked
to infertility, childlessness, sterility, is nevertheless challenged only by a fraction of
our co-discussants who choose to handle private matters of this content by making
the conscious decision to be more open, whereas the above dominant way of managing household-conjugal-physical matters remains to a great extent intact.
In particular, as it will be discussed, success is more easily shared than failure.
88. Paxson argues: “Perhaps the most significant choice Athenian couples currently confront
comes after having decided upon the IVF route: will they be open with family and friends about
this, or will they keep it hidden? Either decision is motivated by a concern to guard against
others’ potential views of IVF […]” (2003: 1855)
89. “The ‘reality’ recognized by the Medically Assisted Human Reproduction legislation
concerns the social use of a medical technology. The most significant social change of the past
decade reflected in the new legislation, seems to be, if I may speculate from afar, that medically
assisted reproduction is being openly discussed and debated, suggesting wider public knowledge of the techniques. A major concern of couples pursuing IVF from the early to mid-1990s
was that ‘others’ might ‘misunderstand’ the procedure and assume that their child might not be
‘normal’ as a result of it” (Paxson 2003, 2006: 498).

176

OUT OF BODY, OUT OF HOME

In addition, it is often preferred not to share one’s situation during the period of
an attempt. Men seem to discuss less than women and probably even less about
their own infertility problem, while at the same time medicalization of infertility
normalizes infertility and it makes it less of a taboo and hence more easily a topic
of discussion. A diagnosis therefore might be easier to discuss rather than a case
of unknown infertility and childlessness.
We follow in this section key patterns of sharing or not, of being open about
infertility and ART experiences or not, and we focus on the exchange taking place
between the couple and the extended family, friends, acquaintances or even strangers. In many ways the exchange of information and personal insight that takes place
between the couple and non family resembles the exchange that happens between
the couple and other family members with regards to the protection of the reproductive autonomy of the couple, of its reputation and in order not to stigmatize the
couple’s reproductive potentiality while gaining insight and support.

Sharing with the extended family
Our data indicates the existence of a very carefully thought out decision when
sharing with particular family members, or sharing specific information in particular instances throughout the reproductive-infertility-ART journey. We argue
that this observed pattern reflects the persisting dominance of the nuclear family
as the core of the household, in terms of nikokirio, where the conjugal dyad is the
key decision maker regarding the reproduction of this household-family. Despite
existing supporting networks stemming from extended family members in the
case of infertility and ART use, family members very often don’t seem to acquire
a privilege in knowing more about what is going on with the reproductive life of
the couple, even when compared to friends, acquaintances or even strangers.
Lili Kolleti, forty-five-years-old, mother of two children after four IVF attempts and the use of her husband’s frozen sperm, indicated whether she shared
this with her family and friends:
Lili Kolleti: No. With friends, yes. With family I can say not at all, as I didn’t
want to worry them. They knew that we are making an effort, but we didn’t say
either when we did it, or, you know, exactly in which phase we were. However,
they knew we would do IVF, but we didn’t ever tell them, I mean nor my mother knows that now I’ m trying and it is happening tomorrow and stuff. Maybe
it doesn’t help me, you know, I may want to tell them when things are done,
so they don’t worry about a potential failure. I mean, you know, I preferred
to say to them directly the good news, they had struggled, you know, a lot of
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difficulties with other things and I didn’t want to put them in the process, until I
needed help, you know in the second one, when I needed help for the first one.
Friends yes. I shared it a lot. […] you know O.K. I ‘ve always been with Haris,
you know there was no occasion I went on my own, he was always close to me
and we shared all this thing. But we kept my parents away.
Researcher: Maybe it would be a bit stressful if they watched each step?
Lili Kolleti: Yes, you know it depends on the parent. I mean, my mother is anxious and she’s not very calm, so I didn’t want to load her, I wanted, you know,
to announce to her directly the good news. So, I didn’t tell them. And the first
time we told them about the good news sooner, you know, and then it didn’t
work, after that I had considerably regretted it, so I said ‘let it go’.

Our data point to the finding that ART use is primarily an issue to be dealt by
the couple alone and not by the extended family. Sometimes family or particular family members are not informed even after the birth of a child and the
decisions regarding the management of infertility are taken in most cases between the couple, despite the potential support offered and provided by family
members. Both in the case of sharing with family members and with friends
or acquaintances, a resistance to discuss these issues reflects a belief that others, not having a personal experience around these issues “will not be able to
understand you and feel you” and hence cannot become ideal listeners. A key
connecting substance –that of personal experience– is missing. In addition the
couple in most circumstances wants to minimize the emotional stress that is
already present and by not sharing they believe that in many occasions they
might accomplish that. Especially in cases of close family members, the couple
often believes that sharing information, even more so, sharing something that
is taking place in the present time will add stress to the couple. The taboo of
infertility, of problematic male virility linked to reproductive capacity, of the
normalizing power of motherhood for the making of womanhood, are all condensed in the stress felt and in the stress avoided.
In cases of sharing with members of the family of origin, it happens mostly
with the close members of the family, mainly parents and siblings but also aunts
and cousins (particularly regarding women). Sharing nevertheless is not uniform
but sporadic. It might happen for example even after the first trimester of a pregnancy or the birth of a child. Older parents, or “uncultivated” and “uneducated”
ones, who belong to a premodernized past, are usually excluded as “they wouldn’t
be able to understand”.
Iakovos Augeris forty-three-years-old, father of twins after four IVF cycles,
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describes why he was discreet concerning his sister’s personal story and how he
handled his own story towards his parents, also in order to protect his partner:
Concerning my sister I knew, I was 100% sure that they were trying and I
didn’t ever ask, in order not to create pressure, I mean, If I considered […]
they would need some push, if my sister was from a village, let’s say, then I
would ask her and I would… but as I knew that they would think about it in
their own way, they would decide, financially they are O.K., at least for this
thing, the only thing I could say is that I knew, and to add to their pressure, so
I didn’t ask…
[…] Look, I didn’t discuss it with my family at all. In retrospect there was no
problem, I discussed everything, I mean when you have children what are you
going to talk about, about IVFs? The conversation doesn’t reach such a point.
They know we did IVF … at times we’ve mentioned some details with my
sister, as E. has gone away from this period that exhausted her, as I think…I
simply said nothing to my family, as I didn’t want them to create any emotional
distress on E., as far as I’m concerned I didn’t have any problem… but not for
them, mainly for E.

Mika Konitsa, thirty-six-years-old, childless and in the process of starting her first
IVF cycle after four failed sperm injections, is also hesitant about disclosure:
Before, O.K., I would discuss, let’s say, with my maid of honour, who is one of
my closest friends, in comparison with someone else, but generally no, I mean,
I haven’t discussed it even with my parents, they don’t even know about the
efforts I’ve made, they don’t know. They only know something very general,
that we have done various relevant tests… that is all… his parents don’t know
anything…to avoid us getting stressed… because they’re going to ask. They’ll
start ‘what happened, and now what are you going to do and how are things?’
I cannot stand it, it’s extra pressure, it’s the only way, not because I feel shame
or because they will say…it has nothing to do with this…personally, if I end up
doing IVF, and succeed, I have no problem to go out and announce it in public,
I have no such reservations.

Mimi Liolou, thirty-nine-years-old, childless after one sperm injection and one
IVF cycle, also talks about the selective disclosure towards her family:
Who? Family? Look, I’d rather leave them out of this, leave them outside. I
am referring to my sister and my mother. I tried to tell them at the beginning,
but I finally realized that it didn’t help. They showed interest on their own
and I couldn’t reach to the point to completely lie to them, I couldn’t, so ok, I
decided to tell them some things, I mean I keep some distance from them, they
broadly know my issues, but without details, as I don’t know if it helps to discuss it constantly, that is, I think it’s better, as they could transfer their worry to
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you. So now, ok, I think they have realized, so they’ve backed up a little. Yes,
wait because maybe this is how it should be, I mean if I could, I may not have
said anything about it, I may have tried once or twice on my own, but as we
have this type of relationship, in which we talk to each other every day, if I lie
to them they know, so ok I tried to find a middle way, anyway.

In other cases the struggle to overcome infertility is shared within the family
and becomes a problem of the extended family.90 Usually the mother of the
woman is by her side and the couple might get financial support. The parents or
close kin might give advice about doctors and help the couple to find their way.
Such a situation is often negotiated by the couple when it comes to sharing or
not sharing, by making particular and thorough decisions to share selectively.
So, for example, they would inform the family about the doctor and perhaps
their first ART attempt but might be vague about a future attempt or might be
vague or even silent about the specific medical diagnosis. In this respect we can
see how the decision to share what one is going through is much more than just
a spontaneous emotional reaction. It is more often a carefully weighed decision
that reveals the relationships at stake and/or the identity at stake, where infertility is often being unbearably heavy a load to carry, often considered a taboo
or a stigma. Especially the case of male infertility as has been documented also
in other ethnographic contexts (Inhorn 1995) remains a stigma and is often not
fully discussed by the infertile couple even though on another level all parties
seem to acknowledge “male infertility as a wider societal problem” thereby
normalizing it.
Faidra Alexiou, thirty-eight-years-old, mother of one child after four sperm
injections and one IVF cycle, describes how she was open about it. This is the
kind of person she is.
We had talked about the sperm injection, I am not ashamed to talk about it, but P.
90. The couple shares sentiments and thoughts -such as hope and disappointment, faith and
anxiety, dilemmas and reservations- regarding infertility and fertility treatments, expecting to
receive useful information, psychological and practical (including economic) support. What is
more, often, close members of the family, such as mothers, sisters, mothers-in-law and female
cousins, play a crucial role both at the initial stage in which the couple is looking for answers
about the cause of infertility and the available range of fertility doctors, clinics and treatments
and later on when ART are pursued. Their role is both advisory (bringing into discussion information – methods, clinics, doctors– they might have gotten from friends and relatives who
had been through fertility treatments) and supportive (offering indirect psychological support
backing up the couple’s decision of resorting to ART or direct support accompanying them to
clinics and doctors, in medical examinations, undertaking important tasks in the household if
needed or through economic support).
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doesn’t want to discuss such things at all, he believes that no one should know.
We are a very big family, my father has eight brothers and sisters with the entire
extended family behind them, my mother has five and they discuss with each
other, especially my father’s side they talk about what each one is doing, so in
the beginning I had told them about sperm injections, then during the panic of the
fourth effort, I didn’t say anything to them, but yes, there was support… I mean,
when I had the first laparoscopy to see if there was any problem with my fallopian tubes, my mother in-law was standing by me, and when the doctor came, he
said, can I talk? I said, doctor, you can talk freely in front of my mother in-law,
I mean, I don’t have such issues, I regard that when you can share your worry,
someone will tell you something, you know, it’s a bit easier.

Panos Paulopoulos, fifty-one-years-old, father of twins after four IVF cycles, discusses how his family was both supportive and discrete and how his partner’s
mother was the relative that they shared with the most, as it has also been the case
with other couples:
Yes, there was support, let’s say, from my own family, in the sense of, ok,
don’t give up, without being… they were discrete about this…and supportive,
as well. This was the support I wanted… I didn’t want them to pressure me…

In any case, in most cases the couple decides jointly when, to whom, and to what
extent and what kind of information will be disclosed or exchanged between the
couple and its relatives, filtering and controlling the depth and the kind of information shared with the members of the family of origin regarding infertility
problems and fertility treatments. At the same time, and more importantly, even
if some close relative knows, the couple jointly decides and controls the space it
will give to relatives to get more seriously involved throughout the encounter with
infertility both in terms of psychological and practical support. This decision is
based on various criteria such as the quality of the existing relationship between
the woman and the man with each of its family members, the relatives’ character
and personality, age and educational level, etc.
As the ethnographic material demonstrates, if and when the disclosure of the
encountered problem takes place and, most importantly, whom this disclosure
involves and to what extent the encountered problem will be disclosed giving
or not space to relatives to play an important advisory and/or direct or indirect
supportive role, consolidates the couple not only as an autonomous unit of decision-making vis à vis the family of origin but also as an autonomous unit regarding the making of the family. Clearly, the narratives point to the importance of the
couple’s independence when regarding reproductive matters.
For instance, the words of thirty-seven-year-old Stefanos Elevtherou, are in-
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dicative of the way himself and his wife handled the flow of this kind of information during the period they tried for a baby through ART.
During the first time when we were trying but hadn’t said anything yet […] then
we discussed it and said we had a problem and we were trying and we started
doing examinations etc., but in general we dealt with it by ourselves. Basically
we told them what went well, what not well, but advises and such things no.
You know this thing that is supposed to be more humourous, which we didn’t
really appreciate, when grandparents for example would say: come on, I want
to see a grandchild, you know all these naive comments, which, you know,
they kept saying during the first phase that we hadn’t announced that we were
trying. Well, we didn’t appreciate these comments. Well you know, we were
trying. Well, after this period we discussed about it and we said that there is a
problem, we were trying for this period of time. Then we did some tests and
things like that, but generally we faced it mostly on our own, well, we did inform them, but didn’t ask for advice or anything like that, we both believe it is
a matter of instinct after a certain point.

Additionally, thirty-seven-year-old, Elsa Kanareli and her thirty-eight-year-old
husband, Marios Kanarelis, who got a girl after artificial insemination after many
years of unsuccessfully trying to conceive naturally, explain that their parents
being supportive meant to keep a clear distance and not to get involved in their
decision-making. In the following dialogue with the researcher they admitted:
Researcher: Did anybody support you? Did your parents know?
Elsa Kanareli: Yes.
Marios Kanarelis: If you mean support the fact that they had never interfered,
yes.
Researcher: Were they positive about the treatment? I mean did they agree, or…?
Elsa Kanareli: This was our decision.
Researcher: Were they negative about it?
Marios Kanarelis: They didn’t say anything.

For others, such as thirty-six-year-old, Mika Konitsa, and her husband, forty-yearold, Themis Danezis, who at the time of the research had undertaken four failed
cycles of artificial insemination, the act of constantly informing and giving details
about infertility and the process of fertility treatments to loved ones who care and
anticipate a child is considered to be psychologically exhausting. According to them:
Μika Konitsa: …[…] In fact I haven’t discussed it much not even with my parents, they do not even know all the cycles I’ve been through, they don’t know
all of them… they only know a few things, that we undertake examinations…
that’s what they know…his parents don’t know anything.
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Researcher: You don’t want….why don’t you want them to know?
Themis Konitsas: …in order to avoid us getting stressed…
Mika Konitsa: …because they will put pressure…
Themis Konitsas: …they will ask things…
Μika Konitsa: …they will start asking ‘what happened, what are you doing
now and how did it go?’ It’s an extra pressure that I can’t take. This is the
only reason, not because I’m ashamed or because they will say anything
[meaning to other people]…no not at all …personally, if I undertake IVF
and is successful, I have no problem at all to say it openly, I have no such
reservations.

The way the couple handles their infertility points to its more independent existence overall as a social and family unit. The two will choose to protect one another from social stigma and from potential mistreatment from other family members. The couple is the one to take decisions and manage the degree of disclosure
of their problem even to close family. Our co-discussants consult and share with
close family members very selectively and strategically. The couple is believed to
be worth protecting and even within this immense effort to overcome involuntary
childlessness the symbolic and emotional importance of preserving the integrity
and future of the couple is a key factor.
Regarding single women, sharing the use of ART in order to have a child,
with her family points to a whole different story. In all the cases we talked to, the
family of origin of the single woman becomes the key supporting structure of the
novel alternative family formed by the use of ART for this purpose. In some cases
the parents and siblings of the single woman might not know the exact details of
ART use during the period the attempts are taking place and only find out after
the child is conceived or born. In other cases the family knows and supports the
single woman all along. In all cases nevertheless, the parents (grandparents) fully
embrace the new family not only normalizing this form of becoming a mother
but also normalizing in many ways the status of the child born via donor sperm.91

The taboo of infertility and childlessness
It is, it is a taboo. For me it wasn’t, but it is for the others and I don’t want to
bring them in a difficult position, as you see it in their face, that they enter into
91. Grandparents embracing a marriage-less, single parent family, and specifically a lesbian
mother and child conceived either by ART and donor sperm, or via sexual intercourse with a
male friend, or via home insemination, has also been documented in the Greek context (Kantsa
2006: 373).
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[an odd situation]. He/she wants to say ‘it’s a pity’. For me, there’s no shame,
for me it was the solution in order to have the baby I’ve got now and to have
my home filled with joy.

Omiros Matis, forty-years-old,
father of one child after three IVF cycles
Despite the wide public appreciation, recognition, documentation of the “organic, biological, psychological and unknown” factors linked to infertility, despite the
public discussion around these issues and despite the wide appreciation that having children comes down to choice and not as a natural course of life, infertility
and childlessness along with ART use are still documented as being taboo creating
stigma and social pressure. This persisting stigmatizing power of childlessness and
presumed infertility is acknowledged by our co-discussants along with the fact that
“things have changed” in relation to a more oppressive past cultural reality. The existence nevertheless of the stigmatizing potential of not being able to have children
especially towards those that are mostly expected to have achieved this –the ones
being in permanent heterosexual relationships– is often the underlying factor of
patterns of disclosure. Ioli Karetnzou, forty-three-years-old, mother of twins after
five sperm injections and five IVF cycles, discusses these shifts in relation also to
the Greek term steiros (“sterile”) which when used often conveys stigma.
O.K., I believe that things are a little more relaxed in judging, look this person
is sterile or whatever, I mean things are more tolerable concerning this, but this
doesn’t mean that they won’t charge you with it, unconsciously, consciously
or whatever, intentionally or unintentionally, and I believe that everyone thinks
about it, but simply society is more tolerable in accepting it. No one will say, as
they would have in my mother’s times, ‘oh poor them, they cannot have children,
let’s say, or look at them, they cannot have a child’. From our social environment, because there is still another world, that is outside of our environment. But
despite all this almost half of the couples I know having IVF don’t talk about it.

Childless couples are very often asked the almost rhetorical question akoma na
kanete paidi (why haven’t you had a child yet) or they are told ante pote tha kanete paidi (come on, have a child), or ante ti perimenete (come on, what are you
waiting for). Such questions and statements are not only viewed and felt by the
receivers as too personal and indiscreet but also as malevolent in the sense that
the conveyed feeling and message is that those posing such intrusive questions
suspect the difficulty and nevertheless act inconsiderately. When faced with such
comments again and again, occasion after occasion, year after year, couples not
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only feel uncomfortable but they also feel the social pressure and they are usually
unwilling to open up. In other words such comments se fernoun se diskoli thesi
(put you into a difficult position). As will be further discussed, couples usually
open up after successful attempts, after having a child, or to co-sufferers. Mika
Konitsa, thinks it is rude to ask someone in the face about not having a child:
I regard it as impolite. I regard it as very rude to ask someone else ‘why don’t
you still have a baby?’ because in reality that is what he asks … leaving the
house I say to my husband that I don’t want to go again in any social event…I
don’t want to… because I will either swear and have a fight or I don’t know
what I’m going to do at that moment. I’m tired, I cannot…

Indiscreet and malevolent comments and various related hints end up causing
emotional pain and distress, demonstrate the stigma attached to childlessness and
infertility. Such painful and stressful comments may come from family members,
friends and mere strangers. Elsa Giannouli, thirty-nine-years-old, mother of one
child after two IVF cycles and one more after natural conception, comments on
the behaviour of her mother-in-law:
I have one more traumatic event that I can remember intensely, that although
I have a very good relationship with my mother-in-law, I can say to you, the
day I went for the surgery, mothers sometimes [...] think of their sons, I don’t
know what to say. Things you hear about [...] yes, and the diagnosis of endometriosis is announced, O.K. I was sad, as I knew what it meant because of the
previous medical history, plus all the other things the doctor told me, millions
of them, let’s say, O.K. for which I was prepared, that the doctor did not expect
to find them inside, you know inside the ovary…O.K., I didn’t know about the
adhesions I had and that my fallopian tube wasn’t observable and that it was
under the intestines [...]. yes, O.K. I knew that the left side under functions,
now above the intestines, I didn’t mind, O.K., anyway, and she asks the first
question: “Was there anyone in your family who had endometriosis? Is it hereditary?” You know, O.K., which was somewhat rude and a little… and after
this the second question…no, a second comment that… she herself, had tied
her fallopian tubes after the two kids in order to avoid more….

In smaller towns, in more “closed societies” as described by Panagiota Kourtaki,
thirty-years-old, mother of one after four IVF cycles, the social pressure and the
shame accompanying childlessness and infertility are usually augmented.
My parents knew it, my parents-in-law knew it, my cousin, we have the same
age, yes, but I hadn’t talked about it with others, in general only few knew that
we did IVF, firstly, because of the closed society, with sixty-to-seventy-yearold aunts, how their brain could understand what varicocele means, when we
learned that he had varicocele, my mother-in-law insisted that it was her fault.
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How could it be your fault, forty years ago, when he was born, did you know
about varicocele, sorry, but tell me who knows it. Now, it is known, especially
on TV shows, that it is related with infertility, it’s the first factor of men’s infertility and they call it “the sneaky factor”, as it gives no symptoms.

Protecting inside matters, matters that belong to the home, from outsiders is a
well documented practice in the Greek context, especially linked to the past, more
“traditional”, usually peripheral Greece in relation to the concern of keeping private/public boundaries intact. Women are the ones to keep silent about matters of
domestic order,92 especially when it concerns failure or for that matter marginal
issues that might lead to either success or failure (such as ART attempts). Then,
disclosure is typically avoided in order to protect the honor of the household and
family,93 to protect an action from the evil eye or more specifically to protect
the man from an exposed phenomenical problematic male virility (infertility and
virility linked in this context,94 as well as the female reproductive capacity and
hence jeopardize her overall access to womanhood and adulthood via motherhood
(Lefkarites 1992, Paxson 2004, Georges 2008, Paparaxiarchis 1992).
Sandi Christouli, thirty-one-years-old, mother of one child, after three sperm
injections and one IVF attempt lives in a town in central Greece. Together with
her husband they have decided they will not share their story with her mother in
law in order to protect their child. The mother in law generally blames couples
who have undergone IVF. Overall she felt she couldn’t share her story, especially
during the period she was trying and believes that childlessness remains a stigma
in her environment and most often the woman is victimized as the “incapable”
one. Sandi felt the social pressure literally on her body:
[They would say]: ‘Oh, what a pity, she doesn’t have children’. You get stigmatized. They looked at my belly all the time. They would think, ‘what is she
doing, so many years without a baby. I could see them staring at my belly.
92. Regarding a different context to that of infertility and ART use, Kantsa has discussed
how mothers of daughters in homosexual relationships, choose to remain silent, as “guards of
domestic order” after their daughters have chosen to disclose to them their homoerotic preferences and/or relationships (Kantsa 2006: 365).
93. In the case of “traditional”, nowadays believed as “backwards” mentalities, by most
narrators, despite their influential potential, inside matters especially when they are vulnerable
to shift from a positive to a negative state (e.g. early pregnancy), or in this case attempts to
conceive, should be protected from outsiders, from the evil eye, capable of causing illness and
misfortune (see Georges 2008: 181, Veikou 2004).
94. “ […] Women’s choice to hide their IVF is often made in service of their husband’s
paternity, or more precisely to avoid disrupting a conceptual link between sexual virility and
manliness rendered through fertility and proven by demonstrated paternity” (Paxson 2003:
1861,1862). See also Loizos and Papataxiarchis 1991c.
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Or, if I would put on weight they would ask me, “are you pregnant?’, or they
would say ‘come on now, why aren’t you having a child?’ Not so much the
people close to me, but acquaintances and relatives.

Success, failure and time
Rena Kalli, forty-years-old, mother of one child after one IVF cycle, stresses the
importance of the final outcome when it comes to talking about it or not:
For me it wouldn’t be…for me it wouldn’t be, if I had failed… I can sympathize with couples who have tried many times, I can feel them… I mean, if I
was diagnosed with a serious problem, but I got pregnant from the first time
and everything was fine, I wouldn’t mind at all… that is from the result… I
would talk about it again… and if it was me who had the problem, I wouldn’t
mind… but if we had tried many times, now, for instance, if I did IVF and it
hadn’t worked, I wouldn’t say that now.

The way couples decide to share or not experiences of infertility and ART,
with whom, in what contexts and how this sharing or not of information and
feelings reshapes the meaning of childlessness, the meaning of failed attempts,
the dream of parenthood, can already be traced in relation to the difficulties of
the researchers to approach potential co-discussants with a certain profile. The
women and men that accepted to participate were predominately the ones that
at the end of their infertility journey had managed to have one or more children.
Either through the use of some form of medically assisted reproductive technology or via adoption they had become mothers and fathers. Access to couples
that had failed and had given up was significantly more restricted. This difficulty
was justified by the in-betweens as “understandable”. The majority couldn’t feel
free to ask friends of theirs that belonged to this category. Involuntary childlessness is barely discussed. It is there, it is visible but it is not a subject to be easily
touched. Of course there were exceptions. We cannot be sure whether women
and men who ended up without children after having tried various technologies,
reckon their situation as taboo to the same extent that is felt as such by others
afraid to ask. What is certain is that those who became parents often feel that
they cannot easily discuss the state of childlessness with non-parents for whom
they know that at some point in the past they wanted and tried to have children.
Even though in Greece new forms of family are emerging and gaining ground
and parenthood is being reconceptualized, along with gendered subjectivities,
“having a child” remains a central normalizing life course, and closely linked to
marriage (see Papataxiarchis 2013).

CONNECTIONS

187

For Viki Papa, forty-five-years-old, mother of twins after three sperm injections and two IVF cycles and one more after natural conception, discusses how
she feels about disclosure:
What I’ve seen about myself, IVF had never beam something secret or taboo
or anything like this, what I realized after the first IVF was that I wouldn’t
want people to know that I was going through the process, as then you have
to inform them, if it doesn’t work, something which was very painful and exhausting, this was the basic, I mean I didn’t have any problem to say that I
did IVF, but to explain why it didn’t succeed. I mean I didn’t want to keep it a
secret, I didn’t consider it as a very personal matter. Generally, I am a person,
who doesn’t have many secrets, but I don’t see the reason why this thing has
to…you see families suffering from cancer and they don’t say a word or they
never announce the cause of someone’s death, everything is a matter of taboo.
I totally disagree with this, I believe that if you don’t come out of the closet,
firstly we acquire a better understanding and then you are more likely to find
people to share it.

Being open to the researcher or being open to others seem to be also affected by
time in relation also to the outcome of ART attempts. Time informs the personal
coming to terms with a situation, while temporal distancing from negative experiences usually seems to heal. Some women who had recent negative IVF attempts,
for example, refused to talk to us. The additional fact that future attempts were
not planned due to age and subsequent lack of good quality ovaries seemed to
enforce their unwillingness to share their story. So “time” appeared in two ways.
In terms of temporal proximity to the personal story to overcome infertility and
in terms of ageing and the biological restrictions this process brings along. We
interviewed women and couples at the very beginning of their medically assisted
reproduction journeys and couples years after their own journeys. Both cases are
usually open, especially when there is a positive result. But asked to reflect on
recent negative experiences is often hard and the need is to keep failure and often
pain, private. Infertility experiences, related to temporal distance, are differentially represented, so one has to be careful when grouping narratives that belong to
different temporalities as well as to different age groups. Meropi Geraki, fortyfive-years-old, mother of thirteen-year-old twins after two IVF cycles, discusses
these exact parameters:
O.K., at first only the people closest to us knew, friends and my parents, my
mother and sister-in-law knew it, few knew about it. Later, I didn’t have any
problem, I mean, also now I don’t think it’s bad to say that I did IVF, as there
are people who don’t say anything. And O.K. twins have increased to such

188

OUT OF BODY, OUT OF HOME

an extent that, O.K., why weren’t there before twenty or thirty years ago? It’s
obvious. And it’s obvious when mothers are older, O.K. I was relatively young,
but here are people who are old.

Normalizing disclosure and the empowerment of sharing insight
As explained above, the state of childlessness in the context of formal heterosexual
relationships and even more so in the context of marriage provokes social pressure
and social stigmatization in variable degrees. Our co-discussants describe a more
anektiki (“permissive”) society towards childlessness when compared to the past,
one that has “socially matured” in Paxson’s words (2003: 1861), but it seems nevertheless that the couple only after careful thinking does it selectively share their story
both to family and friends. We argue that overall their underlying aim is to protect
the couple’s integrity, reputation, and reproductive autonomy, to protect the efforts
made to achieve the birth of a child, to protect the emotional wellbeing of one’s partner and to avoid extra stress and emotional pressure by exposing the problem. In addition, the medicalization of infertility helps its normalization and as a consequence
the sharing of one’s reproductive problems. For example, some co-discussants refer
to their easiness or difficulty to discuss infertility, as they would have done with
other diseases, such as cancer or heart disease. A medical problem with a medical
cure is very often conceptualized as something “natural” and hence something one
can share with others. Elsa Giannouli, thirty-nine-years-old, mother of two children,
one after two IVF cycles and one after natural conception, discusses:
I had openly announced that I do a proper IVF effort, that’s it. O.K., I am
not saying that I say it to strangers or…yes, O.K., but to friends etc and if a
discussion reached this point, I have no problem with this issue. I find it something very natural, as all medical issues have a solution, there is a solution. I
discussed it more with my good friends, with my mother, my close circle knew
about it. Now, as far as my husband’s friends are concerned, I don’t think that
anyone knew what exactly happens, but this is not only due to the IVF issue.
Generally, I don’t think that men discuss [topics like:] now we’re trying to
have a baby, we want to have a baby, it’s not… it’s not their style.

Faidra Alexiou, thirty-eight-years-old with one child after four sperm injections
and one IVF cycle is very open about her ART experience thinking it is a normal
step to take:
Yes, there are those cases that we find out from a third person that they did one
or two children with IVF, let’s say. Yes, I’ve never considered that as a taboo
and that I have to hide it and it is something, I believe that science is here in or-
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der to help us, as I think that anyone who has a problem with his heart, he will
have a balloon angioplasty and will say it, that, you know, I’ve done bypass or
whatever and similar stuff.

The fact that infertile couples end up sharing their experiences with only a limited number of specific people is also due to their belief that “the others will not
understand” and a feeling that “there is no one out there to talk to”. Friends, for
example that are already parents and never faced a difficulty in conceiving a
child could not easily become helpful co-discussants, either as empathetic listeners or as providers of useful information.95 At the same time, they might know
of “other couples that have probably been through the same” but this knowledge
was never officially confirmed and the fact that it seems to be a secret becomes
an obstacle to reach out to them. “They don’t know we know, or they pretend
we haven’t understood that they have been through IVF”, etc. A feeling of isolation, a sense that the others wouldn’t understand seems to parallel the lack of
the “bottom-up” infertile public voice that has already been mentioned. Even
if the acknowledgement that infertility is a problem many have to deal with is
somehow common knowledge, especially due to the fact that many women end
up trying to have children at their late thirties, at the same time many feel there
is no one to talk to, or feel inhibited to talk and be open about their situation.
This ambiguity translates to a carefully thought out decision making process
regarding disclosure but also to an attitude adopted by some to be actively open
about their own situation in order to break the taboo and most importantly in
order to exchange insight and to empower themselves as well as others facing
similar difficulties. “Greek women who go public with IVF often describe it as
their mission to inform and help others who suffer childlessness […]”, Paxson
discusses, highlighting this particular socialization of ART use, already some
decades ago (Paxson 2003: 1862). A conscious, carefully thought out decision
to act, and be open about infertility and ART use, both towards family and
friends reminds us in some ways of the process of “coming-out” by homosexual
individuals and couples aiming at self-definition and de-stigmatization (Weston
1991). Kantsa discusses also, drawing from the research on Greek women on
95. Paxson writes about her co-discussants: “Although Athenians who pursue external fertilization work to frame this as a natural means of reproducing and becoming parents, they are
aware that “others” may see things differently […] Nevertheless, ‘misunderstandings’ about
what external fertilization actually entails are apparently legion among people who do not
themselves face ‘the problem,’ and in negotiating these, women and men who choose to pursue
IVF confront head-on the overlapping mentalities and ethics that texture Greek modernity”
(2003: 1861).
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same-sex relationships, that “coming-out” was strategically used also in order
to test kin relationships with regards to their authenticity and their endurance,
and whether they (the others) will choose to accept or not (2006: 364).
For men, feeling isolated is not so much the case. They don’t need to confide
and share experiences the same way as women. They will discuss about choosing
centres, about financial costs and techniques. In contrast, the physical engagement
of women seems to inform their need to share their fears, worries, pain, hopes,
much more than men highlighting gender asymmetries linked to infertility and
ART use. In addition, in many cases it is argued by the couple that men don’t seem
to talk to their fellow men so much about matters such as reproduction, which
belong to the couple’s and the household’s private sphere. In the case of men it
seems that such private/public boundaries informed by long-standing dominant
constructions of the nature and boundaries of “household matters” remain more
intact when compared to women. Men habitually will not discuss with each other
such things. It seems that usually their involvement in such discussions with others most often will take place “as a couple” and not so much on the level of the
individual.
Agisilaos Manos, thirty-eight-years-old, father of one child after one sperm
injection and one IVF cycle, describes how such topics are not usually discussed
between men:
Yes, look, now if I meet with my friends, it is more likely that I talk about
other things, rather than about such things… O.K., women discuss these issues
more…I don’t even know if she had told it to her mother… if she had said…
her mother knew about the ectopic, I don’t know if she had told her that we
decided about it… generally she doesn’t discuss with her mother, but.. her
mother doesn’t want to get involved in our decisions, so I think it was an issue
to take her advice…No, I tell you, although, O.K., my friends know that it
has been done through this way, but it’s not something we discussed before
or…O.K., yes, the discussion could reach that point at some time… but in
general, I tell you, I hadn’t discussed it with anyone… Look, later, I tell you,
with relatives… the only relatives that knew were my mother and my father, as
I don’t get along with relatives.

Following this line of thought one can attempt to understand also the sharing
that takes place within the couple and the related need of the woman to seek for
someone else, usually another woman, to talk to. Men often seem to demonstrate
uneasiness towards what their partner is going through. They want to be supportive and they are but they “cannot truly understand what the woman is going
through”. In other words they cannot become identification sites, or provide the
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sort of emotional engagement which can only be provided by those who have
been through the same. They sympathize, they express respect and “want to be
there” but the lack of embodied knowledge becomes a barrier. Overall women
are the protagonists when it comes to the flow of repro-information (be it medical information, or personal experience), irrespective of “who between the two
has the problem”. They are the ones that mostly seek information, search the
Internet, share insight. They are the ones that mostly end up becoming (bio)
technologically literate. Of course there are exceptions, but the point here is that
women seem to be the pools of information, emotions and stories to be shared.
So women share with their husbands what they are going through, make plans
with them regarding the steps to be taken, decide with them who to tell, but
very often women need to find other women to talk to, mostly women-friends
(or potential friends) with similar experiences. Within this context they can find
an escape from the solitude of repeated failed attempts. They discuss all the
specifics of what the doctor said or didn’t say, all the details of the protocol to
be followed and of the physical day-by-day challenges. This process of identification with co-sufferers alters their personal experience. A shared reproductive
experience is being constructed this way, a shared narrative, based on common
biosocial grounds and informing the making of a shared identity.96 The (infertile) biosocial citizen is very much grounded on the way the personal becomes
political by its externalization between individuals with similar stories to share,
and beyond (Chatjouli 2012, 2014a). A characteristic case where such processes
are taking place is the exchange of insight, of emotional and technical support
through the related Internet forums. As Viki Pappa, forty-five-years-old, mother
of twins after three sperm injections and two IVF cycles and mother of one more
child after a natural conception, said:
I was discussing it, for some reason, like my mother’s death I share it easily,
I mean I always feel that if you can and tell them, you learn something that
no one would say if you didn’t start the conversation, as people avoid and
this helps other people, as well. Because when I entered this process, the only
solidarity I found was though forums or women blogs who had the same experience. I also found foreign forums, I never wrote, I was reading and this is re96. This line of thinking, regarding “bottom-up” mobilisation, organisation, identity formation, grounded on shared experiences, often linked to illness/disease and biological-genetic-organic difference from the norm, constructing new discourses and informing citizenship, draws
from the works of Rabinow on “biosociality” (1996), Rose and Novas concept of “biological
citizenship” (2005), Heath, Rapp and Taussig’s concept of “genetic citizenship” (2004), Plummer’s concept of “intimate citizenship” (1996). See Epilogue.
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markably helpful. To experience it and not to have any knowledge about what
it is and how other people go through this, also the psychiatrist helped me a lot.

The waiting rooms in ART clinics are often places where infertile couples get to
meet strangers with infertility problems. Some of our co-discussants describe how
they never actually talked to someone they happened to be waiting along with at the
same time. Others, but not many, describe how they did talk to other people they met
in ART clinics. Some women not only briefly opened up during waiting time but
also ended up having a new friend. Some bumped into the same person again and
again, following their common menstrual cycle and ended up talking to each other.97
Before or after egg extraction and embryo transfer women are usually waiting in the
same room lying down in beds one next to each other. At that point the discussions
taking place are usually limited to brief questions regarding the number of embryos
transferred, the number of eggs extracted, wishes of good luck and whether they feel
pain. Even if such talks are limited in content, this exact information is significant
for these women at that particular moment and it constitutes, we argue, a grounding material to feel connected. Demonstrating the power of such exchanges, taking
place between strangers but co-sufferers, one of our co-discussant, Chrisa Zanini,
thirty-seven-years-old, pregnant after two sperm injections and two IVF cycles, explicitly described how she didn’t want to listen to other’s stories when being in the
clinic, in order to avoid getting influenced. She preferred not to know the stories and
personal trajectories of other women in order not to spoil her psychology.
Yes, it was a little, I do not know why as time went by, basically a whole year,
from the first time of the insemination, I once happened to see couples talking to
each other and making fun, not couples, it was a girl alone that came and talked
with a couple, not that we had a problem but I did not think that I wanted to share
it straight away. Because I think when I hear from others what they have been
through, I get influenced and so I don’t want to hear anything. I did not care, so
one could tell me what she had been through, ok there are many more difficult
cases from my own I am sure, and they need very powerful drugs that they get
depressed. I was not influenced by the drugs, so why should I have to hear every
difficult situation that someone has, maybe others felt the same way.

The experience of Meropi Geraki, forty-five-years-old, mother of thirteen-yearold twins after two IVF cycles, is nevertheless different:
97. Paxson describes a very “supportive, even sociable, atmosphere pervading in the clinic.
Patients sitting in the two waiting rooms do not passively page through magazines, common
practice at doctors’ practices in the United States, but avidly trade notes with one another, offering encouragement” (2006: 493, 494). Our data point to such experiences but also experiences
whereby ART clients stay silent and don’t engage in conversations with others.
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Meropi Geraki: To tell you the truth, no. I mean no one from our circle, friends
etc had ever done it. My maid of honour had searched for it, to do it etc. but
she didn’t need to do it. Now of course I don’t know if she finally did it, she
didn’t tell me anything. I know that she had looked for it, but she hadn’t done
anything. Mainly you would discuss it with other people, when you were going
to the centre.
Researcher: Did you keep in touch?
Meropi Geraki: Yes, and we talk, we meet each other and stuff. I don’t know,
there was a girl and there was another one from Limnos, whom it’s been a long
time since the last time I called her. In the beginning, the first four, five years
we were talking. With that one, we are still in touch. I mean we meet each other
during festivities and stuff. We may meet each other, once or twice per year.
Researcher: So had you kept in touch? As you met each other once, twice or
three times per year.
Meropi Geraki: Exactly, and we had on the same day, you know, the egg extraction.

Even if some choose to remain silent while waiting, a form of non-verbal communication still takes place. While waiting, ART patients-clients observe other couples, other women and men that are waiting with them. The fact that many people
undergo similar struggles, similar difficulties and experiences becomes a reality
in the physical presence of these other co-sufferers waiting in line. In the clinics
one realizes that there are other couples like themselves, sometimes of younger
age-groups, coming from other towns, even from abroad.98 In silence, a form of
connection between the infertile women and men takes place. In the context of
ekso-oikiaki anaparagogi new intimacies are being thereby formed. Even if the
ART clinic remains a first home for the much anticipated child where couples
can hardly feel the warmth and intimacy of home, sharing struggles, fears, hopes,
success and failure with other co-sufferers, verbally or not, provides them with an
opportunity to feel part of a sociality founded on common grounds.
The need and act of sharing information and personal insight with others and
often with co-sufferers, is present therefore mostly in women but also in some
men, especially in contexts when they are together with their women partners. It
is argued that this need and the act of opening up, reconceptualises the experience
of infertility and ART treatments. When “opening up” is a product of personal will
98. The big number of medical centres and ART clinics in the country, along with the “permissive” legislation, whereby most of the existing techniques are legally accessible and the
high quality expertise, has led professionals to invest in cross-border assisted reproduction
(Kantsa 2014b: 191-192).
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and not because they were specifically asked and couldn’t avoid the discussion, in
combination also with the need of actively and systematically getting informed,
it becomes an act of biosocial resistance, an act of empowerment, promoting the
couple’s reproductive autonomy as well as opposing social stigma and challenging biomedical authority.

Single mothers, opening up and the protection of the child
In the case of single women that have chosen to use ART and donor sperm to have
a child the dilemma of disclosure is a whole different story. They have escaped the
norm of becoming mothers within the context of a heterosexual relationship and
have chosen to have a child with no partner/father. It is a decision which was carefully considered and having made such a big step often translates to a reality of
being exposed to potential social scrutiny. They often feel that after making such
a life changing choice what other people will say comes second. As we already
mentioned, in most cases their own family not only knows but also supports them,
if not immediately surely after the birth of a grandchild.
What is of particular interest is the fact that they are mostly worried about how
the sharing of their personal story and the exceptional way of family making they
have chosen in the present will affect their children in their future –the way society
will react towards them, and their own relationship with their children. The decision
regarding disclosure in the present is more about what kind of family narrative they
wish to tell their children in the near future. In the case of most women, what to say
to their children while growing up remains an unresolved issue.
This ambivalence adds stress to issues of disclosure. The information to be
shared in the present time, will have an impact on the way this information will
be handled in the future in relation to their children. Sharing the story in this case
is more than just stating the facts or showing that one is not ashamed about one’s
actions. Sharing the story in this case constructs future relationships and can limit
or enrich the way the mother wants to relate to the child, the way kinship is being
constructed. In this group of women it is not infertility and childlessness that
might stigmatize them but the making of an unorthodox family. The having of a
fatherless child and the unorthodox, for some, (mis)use of ART.

EPILOGUE
Notes on (in)fertile citizenship
Discussing about ‘out-of-body, out-of-home’ reproduction in the context of infertility and ART use in Greece, provides us with insight regarding the gradual
emergence of (in)fertile citizenship, characterized by bottom-up mobility, new
socialities and intimacies, appropriation of reproductive biomedical technologies,
resistance to taboo and stigma attached to infertility and technological procreation, renegotiations of the boundaries of personal life.
The main characteristics of this emerging form of citizenship can be captured
via the analytical concepts of “biosociality” (Rabinow 1996) and “biological citizenship” (Rose and Novas 2005).99 In the case of these lines of thought, our analytical gaze turns to the way biomedicalization has fostered new types of sociality
and the production of identity tied to a biological-organic conditionality framed
by social conditionality.100 In addition, such novel biosocial identities as the ones
we have described in the context of infertility and ART-use are significant in the
way they mediate shifts in meanings, metaphors, symbols and relationships among
involved individuals who find new ways of making sense and managing their biomedically defined state. This applies also to the way national legislation regarding
reproductive technologies, legal definitions of kinship and parenthood have marked
99. “[…] specific biological presuppositions, explicitly or implicitly, have underlain many
citizenship projects, shaped conceptions of what it means to be a citizen, and underpinned
distinctions between actual, potential, troublesome and impossible citizens,” comment Rose
and Novas (2005: 440) while introducing the analytical concept of biological citizenship. The
concept of ‘biological citizenship’ draws heavily on Kenneth Plummer’s notion of ‘intimate
citizenship’, who defines it as a new field of life politics, “a new set of claims around the body,
the relationship and sexuality” (1996: 45).
100. See also Heath, Rapp and Taussig (2004) on the concept of “genetic citizenship”, Petryna (2002) on “biological citizenship”.
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the boundaries not only of who has access to the technologies at stake here but also
the moral boundaries regarding the ways one relates to one’s embodied reproductive potentiality, to one’s somatic self and how one may or may not undertake the
project of parenthood and family making. Even more so, (in)fertile citizenship is
being formed in the (dis)continuities between the individual and the state, between
power and choice, between top-down and bottom-up responsibilities.
The particularities of (in)fertile citizenship traced in the Greek ethnographic
context, 101 where ta en oiko mi en dimo [whatever happens at a household (oikos)
should not be made public (dimos)] inform what we document as an ambiguous relationship between the infertile individual and the regimes of power, together with a
confusion regarding the expected, desired, claimed involvement of state structures,
but ultimately a confusion regarding personhood within the shifting demands of
both local and global, old and new, dominant and emerging normativities.
By evoking the analytical concept of biological citizenship we are mostly
interested here not in the “making up citizens” imposed from above, but at how
“the languages and aspirations of citizenship have shaped the ways in which
individuals understand themselves and relate to themselves and to others […]
Biological citizenship can thus embody a demand for particular protections, for
the enactment or cessation or particular policies or actions […] access to special
resources” (Rose and Novas 2005: 441). Biological citizenship is “both individualizing and collectivizing”.102 Along with identifying rights and claiming them,
biological citizenship is also about “the responsibility of the corporeal and genetic
self” in the light of malleable and often non-deterministic biological potentialities
whereby hope comes hand in hand with uncertainty, surveillance comes hand
in hand with self-determination. At the same time, new biosocialities are being
organised around shared risk and suffering, shared personal stories, collective activism and variable degrees of technological appropriation (Rabinow 1996). The
role of information exchange is often significant in these groupings, as is in the
case of infertile ART-users disclosing their personal trajectories and the use of
the Internet seems to mediate this process. Hence in relation to the data discussed
101. For a discussion on citizenship in Greece in relation to “intimate matters” i.e. reproduction, sexuality, gender, see Papataxiarchis 2014, Chatjouli 2014, Kantsa 2014a, b, Kantsa
and Chalkidou 2014a, b.
102. “Biological citizenship is both individualizing and collectivizing. It is individualized,
to the extent that individuals shape their relations with themselves in terms of a knowledge of
their somatic individuality. […] Biological citizenship also has a collectivising moment. As
Paul Rabinow has shown, new forms of ‘biosociality’ and new ethical technologies are being
assembled around the proliferating categories of corporeal vulnerability, somatic suffering, and
genetic risk and susceptibility (Rabinow 1996)” (Rose and Novas 2005: 441-442)
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in this book we can talk about both “informational bio-citizenship” and “digital
bio-citizenship” (ibid: 442) and since, the underlying aim is along with personal
empowerment an opening towards the public sphere confronting stigma and social pressure, we can also talk about “rights bio-citizenship” (ibid: 442).
It is the combined effect of all the above analytical insights that can elucidate
further the making of “(in)fertile (biosocial and intimate) citizenship” and ultimately the experience of infertile women, men and couples and their claims for
visibility, rights and active participation in the mending of their disrupted reproductive potentialities. While the emergence of such citizenship formulations is of
global relevance, local specificities are equally important.
As we have demonstrated in this book, local attitudes towards conjugal childlessness, beliefs about difficulty to reproduce, and gendered subjectivities are
closely intertwined with the reproductive conjugal household;103 all this contextual conditionality form the reference point of the emerging (in)fertile citizenship,
highlighting what is g/locally at stake. The absent or indifferent state (in terms of
control and support) is another key local condition informing the content of (in)
fertile citizenship claims in combination to a demanding state when regarding the
alarming national low birth-rates and a parallel construction of “proper citizenship” in terms of the performative ability of women mostly but also of men to
embody the nation’s reproductive survival and the nation’s future.104
Infertility and the pursuit of ART transform procreation as an act initially taking
place within the most intimate spheres of the nuclear household to a series of procedures progressively taking place outside the household, implicating the mediation –
assistance, presence or support– of people who do not belong in the household, such
as doctors, medical staff, family of descent, friends, acquaintances, and strangers.
This transformation results, in a sense, in losing control over the reproductive pro103. According to EU Labor Force Survey in 2007 Greece together with Cyprus, Portugal
and Rumania performed one of the highest levels of conformity towards ‘the-modern-nuclear-family-model’ among EU countries (Kuronen 2010: 27).
104. Athena Athanasiou, writes that “In the face of a dwindling population, the self-interest
of individual bodies join forces with the social good of the body politic in ways that tacitly
bracket the internal differentiation of the national body as such” (2006: 239). And continues:
“What is imagined as a point of concentric confluence between the individual and the collective
body is, indeed, their very condition of mortality instantiated in what is thought of as a downward flow of time (Strathern 1992)” (2006: 246). Moreover, Heather Paxson, has persuasively
argued, that “motherhood – at once emblematic of moral virtue, validating of female adulthood,
and metonymic of the means of human generation appropriated by Church and State - provides
a stable signifier for the shifting terms of what it takes in an intensifying market economy, and
in light of new biomedical models, for a woman to properly demonstrate her womanly nature
and be ‘completed’ as a woman.” (Paxson 2006: 482).
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cess itself whereas at the same time it involves a parallel process of regaining control over procreation through the use of novel reproductive biosocial technologies
and through confining the most important decision-making regarding reproduction
exclusively between partners. In fact, the couple emerges to a great extent as an
autonomous unit of decision-making relating to the particular ways through which
the encountered problem is being handled at two different levels: a) at the level of
decision-making concerning the disclosure of the encountered problem among family members and acquaintances and b) at the level of decision-making concerning
medical procedures to be followed and the limits of ART use.
Despite gender asymmetries, the active participation of a significant portion
of our co-discussants in the information quest, in the selective and targeted externalization and sharing of personal experience, together with an active stance
in the process of medical decision making –usually coming from informed rather
that uninformed individuals, from those that have accessed different stories from
different co-sufferers– form the basis of a biosocial resistance towards the medical hegemony managing and surveilling reproductive bodies, as well as towards
stigmatizing cultural norms that celebrate fertile heterosexual (conjugal) reproduction, or in other words that reproduce the “dominant biopolitical regime” in
Greece i.e. “procreation within marriage” (Papataxiarchis 2013: 238). The rise of
informed and actively engaged infertile women and men seeking to use ART and
sharing insight with others –friends and strangers, locally and globally– are the
pioneers in the making of the (in)fertile biosocial citizenship. We argue that these
processes of active and informed engagement are grounded on a sociality build
on the shared and exchanged needs, hopes, difficulties, challenges, anticipations,
intimacies of the infertile individual with his/her partner, extended family, friends
and strangers. It is also shaped by the relations with the mediating expert and his
team as well by shifts in dominant normative beliefs and practices that not only
resituate the desire to have a child and become a parent from society to the individual but also transform this desire into a political proposition.
Those who want to know about the specificities of their problem, of the therapeutic protocol and argue for an individualized medical approach, those who want
to be informed and to inform others, those who want to ask the doctor questions
and not take the expert discourse at face value, who demand answers and feedback,
who want to know the exact number of embryos transferred and want to have a say
at this decision, who want to be informed about the types, potential side effects and
dosages of the drugs taken, who demand the presence of the doctor in charge and
not some assistant, who do not tolerate medical malpractice, who will demand for a
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receipt from the doctor/clinic, who might end up saying no to a specific treatment,
constitute attributes of (in)fertile citizenship, of a biosocial resistance towards the
biopower of reproductive medicine and biomedicalized childbearing, but also towards the dominant discourse of sacrificial parenthood (extending here the concept
of sacrificial motherhood to include fathers) and of “proper” citizenship in terms of
realizing the continuity of the nation via the reproduction of the heteronormative
family making. Even if in the context of infertility and ART such dominant regimes
are reproduced, the content is often challenged and shifted. When for example the
thresholds of the couple are met, in the course of often years of trying, the protection, future and sustainability of nikokirio –made of the couple alone– are seen to
prevail over the reproduction of the couple. In other words the social endurance of
the couple ultimately prevails over its biological continuity.
In the context of (in)fertile citizenship, hope and solidarity are produced and
exchanged, while negative aspects of medical practice are highlighted. The controlling effect of biomedicalized reproduction is transformed into an empowering
experience in the context of which infertile women and men, and infertile couples
feel that they regain control over their reproductive potentialities and whereby technological use becomes personalized and individualized but also shared. By claiming
and practicing an active participation in the different stages of the whole process the
shift from patienthood to citizenship is gradually being realized, further contributing to the formation of a bottom-up public voice around infertility and ART which,
as it has already been mentioned, is lacking together with the lack of a substantial
top-down support. This process, we argue, is only at the beginning.
In the context of raising a polemic and communal awareness of an otherwise
personal problem or a problem to be shared between the couple, when viewed from
the eyes of other co-sufferers and when redefined as a medical problem with a medical solution, private/public boundaries of the household as well as somatic boundaries are being reset, while the often unbearable experience of infertility and continuous failed attempts becomes reconceptualized. Infertility and ART use become
to a great extend normalized and de-stigmatized. Active sharing of personal stories,
mostly by women and rather vividly on Internet forums, aiming to help, get help
and support, inform and be informed, protect and be protected, raise awareness and
condemn indifferent biopolicies and governments that seem to be lagging behind
the needs of citizens and the challenges of novel technologies. It is of no surprise
the degree of personal voluntary involvement and investment of some women in
the organization and expansion of the two support groups and of Internet forums.
Reproductive socialities are being formed in such contexts, informing the making
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of more empowered ART users-clients. The rise of a biosocial resistance in this
context also highlights the shifts taking place, even in slow pace: from an ethic of
non-acceptance and stigmatization of infertility towards an ethic of acceptance and
de-stigmatization, coupled by the normalization of other ways and formulations of
family making and procreation other than the heterologue “natural conception”.
Along with the making of the (in)fertile citizen, responsibility seems to incur
relationships, intimacies and socialities, pre-existing and new ones, regarding the
handling and management of emotions, information, decisions, technologies. In a
way, this revised responsibility of the (in)fertile –biosocial and intimate– citizen
becomes key also in the making of the “proper” parent, of the “good” mother,
father and partner.
We have argued that key drivers in the process of ekso-oikiaki anaparagogi are: the making of the informed patient-client, the significance of individual choice in the desire to have children and in the management of reproduction
and of reproductive difficulty, the autonomy of the reproductive couple vis à vis
the extended family, the sharing of information and personal experience between
co-sufferers and very importantly the ambivalent state, in terms of the absence
of support towards infertile women and men, and the infertile couple, in terms
of the absence of state control of ART practice and in terms of its agonizing concern regarding the diminishing national body. In general terms, the widening of
reproductive potentiality and the shifting intimacies following the transfer of
reproduction out-of-home seems to be providing the ground for the making of
(in)fertile citizenship. The emergence of a biosocial infertile voice representing
women, men and couples facing involuntary childlessness and diagnosed with
some form of infertility, gradually and timidly inhabiting public space, claiming
an overall more just and personalized treatment from the biomedical regime and
from the state, might be taking a more tangible and articulated form on Internet
forums and fertility support groups, 105 as we have described, but it is also traced
in the personal stories of individuals, in their problematized and critical account
of this life-changing experience, and most importantly in a common and shared
narrative of family making following the biosocial trajectory of infertility and
ART as it is being moulded through the disclosure of private emotion and insight,
the exchange of information, and the shifting of intimacies out of home.
105. Kantsa has referred to the emergence of biosocial communities being formed in the
context of the Greek forum on infertility she studied (2013c: 323) as well as Tountasaki who
recently studied one of the main two support organizations for infertile women and men based
in Athens (2015: 132).

CHRISTODOULOS BELLAS
and ALBERT DICRAN MATOSSIAN

Addendum
We here present the results of a countrywide survey of people that had undergone
medically assisted reproduction technologies (ART) and reside in Greece. The
greater part of the questionnaires was distributed through six ART clinics and two
Athens based organizations that engage in the support of persons using ART. Four
of these clinics are private and two belong to university hospitals. In addition,
snowball sampling was used, having as starting points interviewees that participated in the ethnographic part of the research programme. These interviews took
place in Athens, Thessaloniki, Larisa, Chania and Mytilini. Finally, the questionnaire was disseminated via the electronic forum www.ivf.gr. The survey was conducted between November 2013 and January 2015 and we eventually managed to
obtain replies from 235 respondents.
The questionnaire mainly consisted of close-ended questions that were
grouped in three parts (A, B and C). Cultural perceptions of the interviewees on
parenthood, adoption, abortion, infertility and, of course, medically assisted reproduction -both homologous and heterologous- were examined in part A. Their
experience with assisted reproduction was obtained in part B. In particular, we
investigated the amount of time elapsed between their realization of infertility
and decision to use ART; their sources of information; how much or whether
they would disclose their decision to family, relatives and friends; the degree of
support they had from their spouse/partner, relatives, friends, and medical stuff;
the evaluation of how efficient the provided medical services were; the degree
of bodily and mental suffering from the ART experience; the number and type
of ART attempts and their outcome (pregnancy, birth, failure). Finally, their de-
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mographic and socioeconomic characteristics of the interviewees were registered
in part C (gender, age, place of residence, religious allegiance, family situation,
household type, educational qualifications, job/occupation, housing conditions
and income).
The main focus of the entire research project was the recording of women’s
experience. This is the reason why their representation in the sample is high (191
individuals ). In particular, 47.1% of female interviewees had used ART in the
past and were also using it during the period of the interview; 36.5% had used it
only in the past and 16.4% were first-time users. Their answers were compared to
those of a sample of 44 men with ART experience by applying appropriate statistical methods (Chi square test, Fisher’s test, Z test, Median test for independent
samples, Mann-Whitney test). In order to make valid inferences for the estimates
of percentages that refer to the whole population of Greek residents that resort to
ART we decided to weight the cases in order to achieve equal representation of
women and men in the calculations.
The basic conclusions from the three parts of the analysis may be summarized
as follows:

Part A. Perceptions about ART and parenthood
1. The main reason behind the desire of females to have a child is their conviction that this is their primary aim in life. In contrast, males cite as the main
reason the joy provided by the presence of a child at home.
2. Infertility is primarily attributed to the modern way of life and secondarily to
biology, luck or God. Females attribute infertility to God to a greater extent
than males and to a lesser extent to state policies.
3. Regardless of gender, the great majority think there is a problem with low
fertility in Greece today and that ARTs offer a significant contribution to its
resolution. The latter is more intensively stated by females.
4. Females, up to 90%, think that the state should provide ART services completely free of charge. Males also agree, but to a lower percentage. It is estimated that nine out of 10 ART users believe that ART should at least be
partially subsidized.
5. Abortion decided for medical reasons is approved by an overwhelming majority, with males being more assertive than females. Abortion decided by the
couple for non-medical reasons is equally strongly approved, but at a lower
percentage; approval by males is significantly higher. Abortion wished and
decided by only one of the couple is less widely accepted; females express
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a strong and emotional disapproval when the abortion is desired only by the
male member of the couple.
Two thirds of females and males did not want to adopt a child, although 85%
do not rule out adopting in the future if employment of ART fails.
The two most often quoted reasons for preferring ART to adoption are the
desire of having their own biological child and that legal procedures for adoption are cumbersome in Greece.
Females are more uncertain compared to males about adopting a child with
special needs, from another nationality, race or religious background.
It is estimated that roughly 50% consider their decision to proceed to ART as
an act of duty. Males consider it as an act of duty to their spouse/partner to a
greater extent than females.
It is estimated that 70% consider that the decision to engage in ART should
be taken exclusively by the couple, women though give relatively greater
importance to the role doctors should play in the decision making. Conversely, the percentage of males and females who think that in actual practice the couple does not decide by itself on these issues is lower. They
believe that family environment as well as state policies significantly influence this decision.
It is estimated that almost 50% think that the decision to have a child is not
seriously affected by someone’s economic situation. A higher percentage of
males think so. Concerning adoption though, the corresponding percentage is
lower. Especially females think, to a greater extent, that the decision to adopt
or to engage into ART is “very much” influenced by the financial situation of
the couple.
“Science” is considered to be the main factor that determines the successful
outcome of ART. Luck, God, and the person involved follow in decreasing
order of importance. Males stand out in their belief that the other half of the
couple affects crucially the outcome.
Oocyte donation is acceptable by the relative majority of males and females.
Indecision crops up if donation is assumed to be provided by persons of different race, nationality, or religion. Moreover, in contrast to males, the relative majority of females does not accept oocyte donation from a different race
or nationality. Donation from a woman of different religious background is
acceptable by the relative majority.
Sperm donation is less acceptable than oocyte donation, as there is a balance
between those who accept it and those who reject it. Sperm donation from
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donors of different nationality is rejected by the relative majority of males
and females. Rejection is strong when it comes from a person of different race
and it gets even stronger among females. Donation from a man of different
religious background is acceptable by the relative majority.
Surrogate motherhood is rejected by both males and females. Rejection becomes more emphatic and is stronger between females when it comes from
a woman of different race, whilst indecision increases when nationality or
religious background of the surrogate mother is taken under consideration.
The absolute majority of both female and male respondents think that commercialisation of genetic material should be made illegal. However, the absolute majority of males and the relative majority of females believe that such
transactions take place in Greece nowadays.
It is estimated that the absolute majority of citizens with infertility problems,
with women being less prominent, think that there should be limits to the age
of women, men, and couples that wish to have a child via ART or adoption.
The absolute majority think that unmarried women and men, as well as poor
and unemployed persons should have access to ART.
There is also a large majority of both males and females who think that unmarried women and unmarried men should have access to ART. A greater
percentage of indecision was recorded among females.
As for the access of female same-sex couples to ART, opinions are divided;
the number of those approving the access balances that of those who think
the opposite.
Access of male same-sex couples to ART is rejected by a relative majority,
despite the fact that the percentage of those who accept it is quite high.
Rejection is more pronounced among males, whilst females seem more undecided.

Part B. Experience with ART
1. Females rather than males take the initiative to seek solution for the couple’s
fertility problem. The average time interval between the actual realization of
the problem and ART therapy commencement is longer among females than
males. Moreover, males get informed about the availability of ART from their
female spouses to a greater extent than females do from males. However, the
main source of information for both is a gynecologist of the private sector.
2. Parents of females are informed to a lesser degree than parents of males about
the recourse of their children to ART.
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3. The modal value of the distribution of ART attempts is 3 times and the average value is 3.4
4. The degree of reported bodily and mental suffering from ART experience was
significantly higher among females than among males. Reported psychological pain was significantly higher than physical suffering for both females and
males.
5. 89% of females are satisfied by the support received from their spouse. The
corresponding percent of males is 100%. Females are satisfied to a greater
extent than males by the support from their parents. Approximately 70% of
females and males were satisfied by the encouragement provided by their
gynecologist.
6. 43% of the respondents stated that they were treated by a single gynecologist
employed in the private sector, while in 31% of cases respondents resorted
to more than one private practitioners. The corresponding percentages for
public sector practitioners are 10% and 4%.
7. Both females and males rate positively the practitioners’ services. Females
show higher satisfaction than males from gynecologists of the public sector.
High levels of satisfaction are recorded from services provided by the nursing
staff of the private sector. On the other hand, males show great disapproval
of the services of the public sector’s nursing staff. Both females and males
complain about the services of public sector administrators and special counselors. The rating of the corresponding services in the private sector is better.
However, the cost borne by the users of such services is considered high.
8. It is estimated that 67% of the respondents stated that employment of ART led
to pregnancy and 45% succeeded in giving birth.
9. IVF was the most often quoted method used followed by sperm injection,
ICSI, and ovary stimulation.
10. It is estimated that 43% of the respondents hadn’t used contraception. It is
also estimated that, among those who replied to the relevant question, 9% terminated a pregnancy for medical reasons and 51% suffered miscarriage. Finally, 20% of those who replied proceeded to abortion because of unplanned
pregnancy.

Part C. Demographic and socioeconomic data
1. Two thirds of females fall into the 35-44 age group and 13% are more than 45
years old. All males belong to the 35+ age group, of which one third is more
than 45 years old.
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2. 46% of females in the sample reside outside the two major urban agglomerations. In addition, 71% of males live in the urban areas of Athens or Thessaloniki.
3. 60% of females are childless, whilst the corresponding percentage of males is
37%. Consequently the category of males having children is overrepresented
in the sample.
4. Two thirds of females are religious believers compared to a corresponding 45% of males. In contrast, 45% of males declared openly that they are
non-believers with only 12% of females stating so.
5. Four out of 10 subjects own their non-mortgaged home and 40% live in rented accommodation. The average home size is 70 square meters per equivalent
adult.
6. The educational qualifications of females are not on a par with that of males
as, the share of females with qualifications not exceeding the Lyceum certificate (the Greek Apolytirion) to the total number of females is 23%, while
the corresponding share of males is 12%. However, both sexes are equally
represented with regard to postgraduate studies.
7. The presence of civil servants and of persons that are out of the labor market
(unemployed, house persons, persons not seeking a job) is more pronounced
among females, while employment in the private sector, self-employment in
particular, is more frequent among males.
8. The distribution of family income per equivalent adult differs significantly
in the replies of male and female respondents. Females have lower average
income, a fact that is presumably related to the increased presence in the
sample of females non residing in Athens or Thessaloniki, where the average
income is higher.
We begin the detailed presentation of our quantitative analysis with tabulations
concerning the provenance of the completed questionnaires and the weighting
of the data. The tables and graphs that follow this preliminary information are
divided into three parts, broadly corresponding to the three sections of the questionnaire. Each table contains separately the relative frequencies of the replies
of female and male interviewees as well as a weighted estimate of the relative
frequency of the replies of the entire population of Greek residents with ART
experience. We also include in each table the probability of committing Type I
statistical error, i.e. the probability of erroneously rejecting the null hypothesis
of no statistical difference between the replies of female and male respondents. A
significantly higher relative frequency is signified by bold characters.
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INFORMATION ABOUT THE SAMPLE
Gender

Counts

Percent

Counts*

Percent*

Female

191

81,28%

191

50%

Male

44

18,72%

191

50%

* Weighted data
Females
Questionnaire
source
Public hospital

Counts

Males

Percent

Counts

Total

Percent

Counts

Percent*

78

40,84%

5

11,36%

83

26,18%

Private clinic

15

7,85%

6

13,64%

21

10,73%

Organizations

14

7,33%

0

0,00%

14

3,66%

Interview

58

30,37%

32

72,73%

90

51,57%

Internet

26

13,61%

1

2,27%

27

7,85%

191

100,00%

44

100,00%

235

100,00%

* Weighted data

Respondent’s place of residence by gender
Place of
residence
Athens/Thessaloniki
Rest of Greece

* Weighted data

Females
Counts
Percent

Males
Counts
Percent

Total
Counts
Percent*

96

53,63%

29

70,73%

126

70,79%

83

46,37%

12

29,27%

52

29,21%

179

100,00%

41

100,00%

178

100,00%
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Part Α.
ETHICAL PERCEPTIONS ABOUT ART AND PARENTHOOD
Α.1. The main reason you want/wanted to have children is:

For the continuation of my family
To enjoy the presence of a child in
my home
To have a child in order to help his/
her siblings
To experience motherhood/fatherhood
It is something my partner deeply
desires/desired
I believe that motherhood/fatherhood
is the natural destination of humans

Females

Males

Total*

Counts

4,17%

9,52%

6,86%

11

26,79%

35,71%

31,43%

60

1,79%

2,38%

2,00%

4

20,24%

16,67%

18,29%

41

0,60%

4,76%

2,86%

3

38,10%

26,19%

32,00%

75

8,33%

4,76%

6,57%

16

100,00%

100,00%

100,00%
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Females

Males

Total*

Counts

Yes

25,53%

30,23%

64,27%

61

No

63,30%

65,12%

27,73%

147

Yes, but I didn’t have the possibility

11,17%

4,65%

8,00%

23

100,00%

100,00%

100,00%

231

Other

* Weighted data
Significance of Fisher’s Exact Test: 0,006
Α.2. Did you wish to adopt a child?

* Weighted data
Significance of Pearson Chi Square Test: 0,067
Α.3. Would you adopt a child if you were told that it isn’t possible to have a child
with the use of medically assisted reproductive technologies?

No

Females

Males

Total*

Counts

5,85%

11,63%

8,80%

16
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Possibly
I don’t have the opportunity to
adopt a child

86,70%

83,72%

85,07%

199

7,45%

4,65%

6,13%

16

100,00%

100,00%

100,00%

231

* Weighted data
Significance of Fisher’s Exact Test: 0,085
Α.4. Would you agree to adopt a child …
… of a different nationality
No

Females

Males

Total*

Counts

10,99%

13,64%

12,30%

27

Yes

76,96%
12,04%
100,00%

84,09%
2,27%
100,00%

80,63%
7,07%
100,00%

184
24
235

No answer

* Weighted data
Significance of Pearson Chi Square Test: 0,001
…of a different race
No

Females

Males

Total*

Counts

23,56%

20,45%

21,99%

54

Yes

53,93%
22,51%
100,00%

70,45%
9,09%
100,00%

62,30%
15,71%
100,00%

134
47
235

Males

Total*

Counts

18,32%

18,18%

18,32%

43

58,64%
23,04%
100,00%

72,73%
9,09%
100,00%

65,71%
15,97%
100,00%

144
48
235

No answer

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… of a different religious background
No
Yes
No answer

Females

* Weighted data
Significance of Pearson Chi Square Test: 0,001
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… with special needs
No

Females

Males

Total*

Counts

56,02%

65,91%

60,99%

136

Yes

17,28%

18,18%

17,80%

41

No answer

26,70%

15,91%

21,20%

58

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,030
Α.5. The main reason you chose assisted reproduction technologies instead of
adoption is:

I want the child I raise to be mine
biologically
I don’t want to have the biological
child of someone else
My partner doesn’t want to have
someone else’s biological child
Adoption has a complicated bureaucracy
I don’t want others to know that I
cannot have my own child and therefore I had to adopt one
To experience motherhood/fatherhood
Other

Females

Males

Total*

Counts

56,42%

53,49%

54,92%

124

2,23%

0,00%

1,09%

4

3,91%

4,65%

4,37%

9

24,58%

20,93%

22,68%

53

1,12%

0,00%

0,55%

2

3,35%

2,33%

11,20%

7

8,38%

18,60%

5,19%

23

100,00%

100,00%

100,00%

222

* Weighted data
Significance of Fisher’s Exact Test: 0,017
Α.6. Do you believe that choosing assisted reproduction methods is an act of
obligation towards:
Females

Males

Total*

Counts

Ourselves

27,12%

26,42%

26,77%

78

The child to be born

7,20%

3,77%

5,57%

19

Our spouse/partner

7,20%

20,75%

13,92%

28
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Our family

8,90%

11,32%

10,06%

27

God

2,54%

0,00%

1,28%

6

The Nation

0,85%

0,00%

0,43%

2

Humanity

2,54%

0,00%

1,28%

6

43,64%
100,00%

37,74%
100,00%

40,69%
100,00%

123
289

Females

Males

Total*

Counts

53,93%

45,45%

49,74%

123

46,07%

54,55%

50,26%

112

100,00%

100,00%

100,00%

235

I do not see it as an obligation

choosing assisted reproduction
methods is an act of obligation
Disagree
Agree

* Weighted data
Significance of Pearson Chi Square Test: 0,125
Α.7. Do you believe that human reproduction issues should be decided by:
Females

Males

Total*

Counts

The individual

5,41%

3,64%

4,62%

16

The couple

71,04%

74,55%

72,69%

225

Society

0,00%

1,82%

0,80%

1

The state

1,16%

5,45%

3,21%

6

Scientists

22,39%

14,55%

18,67%

66

100,00%

100,00%

100,00%

314

Females

Males

Total*

Counts

The couple only

65,97%

75,00%

70,42%

159

The couple and other factors

30,37%

18,18%

24,35%

66

3,66%

6,82%

5,24%

10

100,00%

100,00%

100,00%

235

Other factors except the couple

* Weighted data
Significance of Pearson Chi Square Test: 0,013
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Α.8. In reality, who do you think actually decides upon reproductive issues?
Females

Males

Total*

Counts

The individual

6,34%

8,86%

7,70%

24

The couple

60,07%

54,43%

57,05%

204

The family
environment

5,22%

5,06%

5,08%

18

Society

3,36%

3,80%

3,61%

12

The state

1,87%

8,86%

5,74%

12

Scientists

23,13%

16,46%

19,34%

75

0,00%

2,53%

1,48%

2

100,00%

100,00%

100,00%

347

Other

Females

Males

Total*

Counts

The couple only

57,45%

61,36%

59,52%

135

The couple and other factors

28,19%

36,36%

32,28%

69

Other factors except the couple

14,36%

2,27%

8,20%

28

100,00%

100,00%

100,00%

232

* Weighted data
Significance of Pearson Chi Square Test: 0,000

213

ADDENDUM

Α.9. Family situation and parenthood
A.9a. Someone’s economic situation affects the decision to have a child:
Females

Males

Total*

Counts

Hardly

9,57%

9,30%

9,36%

22

Slightly

43,62%

55,81%

49,73%

106

A lot

46,81%

34,88%

40,91%

103

100,00%

100,00%

100,00%

231

* Weighted data
Significance of Pearson Chi Square Test:0,046
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Α.9b. Someone’s economic situation affects the decision to have a child via a
“natural” conception:
Females

Males

Total*

Counts

Hardly

22,03%

16,67%

19,22%

46

Slightly

50,28%

59,52%

55,15%

114

A lot

27,68%

23,81%

25,63%

59

100,00%

100,00%

100,00%

219

* Weighted data
Significance of Pearson Chi Square Test:0,171
Α.9c. Someone’s economic situation affects the decision to have a child via adoption:
Females

Males

Total*

Counts

Hardly

3,35%

9,52%

6,37%

10

Slightly

19,55%

28,57%

24,10%

47

A lot

77,09%

61,90%

69,53%

164

100,00%

100,00%

100,00%

221

* Weighted data
Significance of Pearson Chi Square Test: 0,004
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Α.9d. Someone’s economic situation affects the decision to have a child with the
use of assisted reproduction technologies:
Females

Males

Total*

Counts

Hardly

3,89%

2,33%

3,01%

8

Slightly

21,11%

41,86%

31,69%

56

A lot

75,00%

55,81%

65,30%

159

100,00%

100,00%

100,00%

223

* Weighted data
Significance of Pearson Chi Square Test: 0,000

Α.10. Do you believe that a successful outcome of assisted reproduction technologies is mostly due to:
Females

Males

Total*

Counts

Science

38,06%

36,78%

37,42%

177

God

17,59%

13,79%

15,68%

79

The individual

16,01%

13,79%

14,89%

73

Family/partner

4,20%

9,20%

6,72%

24

Luck

23,10%

22,99%

23,06%

108

Other

1,05%

3,45%

2,24%

7

100,00%

100,00%

100,00%

468

* Weighted data
Significance of Pearson Chi Square Test: 0,012
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Females

Males

Total*

Counts

God only

6,32%

4,55%

5,51%

14

God and other
factors

28,95%

22,73%

25,72%

65

Other factors
except God

64,74%

72,73%

68,77%

155

100,00%

100,00%

100,00%

234

* Weighted data
Significance of Pearson Chi Square Test: 0,236
Α.11. Who did you consult before proceeding with the use of assisted reproduction technologies?
Females

Males

Total*

Counts

Partner

19,68%

32,05%

26,23%

86

Family

4,19%

6,41%

5,40%

18

Gynecologist

47,74%

42,31%

44,91%

181

Social worker

0,32%

0,00%

0,15%

1

Priest

2,58%

1,28%

1,85%

9

Friends

10,32%

16,67%

13,58%

45

Colleagues

0,32%

0,00%

0,15%

1

No one

3,23%

1,28%

2,16%

11

10,97%

0,00%

5,25%

34

0,65%

0,00%

0,31%

2

100,00%

100,00%

100,00%

388

People who
have done the
same thing (on
the Internet
etc.)
Other

* Weighted data
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Α.12. Heterologous reproduction
Α.12.a. Would you accept oocyte donation?
In general

Females

Males

No

30,89%

40,91%

Total*

Counts

35,86%

77

Yes

37,17%

45,45%

41,36%

91

No answer

31,94%

13,64%

22,77%

67

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
From a woman of a different
nationality
No
Yes
No answer

Females

Males

Total*

Counts

32,98%

25,00%

29,06%

74

31,94%

43,18%

37,43%

80

35,08%

31,82%

33,51%

81

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,067
From a woman of a different
race
No
Yes
No answer

Females

Males

Total*

Counts

44,50%

27,27%

35,96%

97

17,80%

36,36%

27,03%

50

37,70%

36,36%

37,01%

88

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
From a woman of a different
religious background
No
Yes
No answer

Females

Males

Total*

Counts

27,23%

22,73%

24,87%

62

43,46%

45,45%

44,50%

103

29,32%

31,82%

30,63%

70

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test:0,562
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Α.12.b. Would you accept the services of surrogate motherhood?
In general

Females

Males

Total*

Counts

No

37,70%

40,91%

39,27%

90

Yes

34,55%

27,27%

30,89%

78

No answer

27,75%

31,82%

29,84%

67

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,303
From a woman of different
nationality
No
Yes
No answer

Females

Males

Total*

Counts

35,60%

29,55%

32,46%

81

27,75%

25,00%

26,44%

64

36,65%

45,45%

41,10%

90

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,193
From a woman of a different
race
No

Females

Males

Total*

Counts

42,41%

27,27%

34,82%

93

Yes

23,04%

25,00%

24,08%

55

No answer

34,55%

47,73%

41,10%

87

100,00%

100,00%

100,00%

235

Total*

Counts

* Weighted data
Significance of Pearson Chi Square Test: 0,005
From a woman of a different
religious background
No

Females

Males

36,13%

29,55%

32,81%

82

Yes

34,03%

22,73%

28,35%

75

No answer

29,84%

47,73%

38,85%

78

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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Α.12.c. Would you accept sperm donation?
In general

Females

Males

Total*

Counts

No

38,74%

36,36%

37,53%

90

Yes

38,74%

36,36%

37,53%

90

No answer

22,51%

27,27%

24,93%

55

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test:0,557
From a man of a different
nationality
No
Yes
No answer

Females

Males

Total*

Counts

37,17%

34,09%

35,70%

86

29,84%

29,55%

29,66%

70

32,98%

36,36%

34,65%

79

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test:0,764
From a man of a different
race
No

Females

Males

Total*

Counts

52,88%

40,91%

46,86%

119

Yes

17,80%

27,27%

22,51%

46

No answer

29,32%

31,82%

30,63%

70

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,031
From a man of a different
religious background
No

Females

Males

Total*

Counts

37,70%

25,00%

31,41%

83

Yes

33,51%

36,36%

34,82%

80

No answer

28,80%

38,64%

33,77%

72

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,020
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Α.12.d. Do you believe that the offering of genetic material should be bought
and sold?
Females

Males

Total*

Counts

No

73,82%

65,91%

69,90%

170

Yes

10,99%

22,73%

16,75%

31

No answer

15,18%

11,36%

13,35%

34

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,009
Α.12.e. Do you think that in Greece today, genetic material is an object of
transactions?
Females

Males

Total*

Counts

No

12,57%

2,27%

7,33%

170

Yes

48,17%

77,27%

62,83%

31

No answer

39,27%

20,45%

29,84%

34

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
Α.13 Other perceptions on reproduction and parenthood
Α.13.a. You are in favor of terminating pregnancy/abortion…
... when there are medical
reasons
No

Females

Males

Total*

Counts

2,62%

0,00%

1,31%

5

Yes

90,58%

100,00%

95,29%

217

No answer

6,81%

0,00%

3,40%

13

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Fisher’s Exact Test: 0,000
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… when both parents agree
No

Females

Males

Total*

Counts

30,89%

9,09%

19,90%

63

Yes

58,64%

86,36%

72,51%

150

No answer

10,47%

4,55%

7,59%

22

100,00%

100,00%

100,00%

235

Males

Total*

Counts

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… as long as the mother
wishes so
No

Females
55,50%

47,73%

51,57%

127

Yes

35,60%

45,45%

40,58%

88

No answer

8,90%

6,82%

7,85%

20

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… as long as the father wishes
so
No
Yes
No answer

Females

Males

Total*

Counts

84,29%

75,00%

79,79%

194

6,28%

22,73%

14,44%

22

9,42%

2,27%

5,77%

19

100,00%

100,00%

100,00%

235

Males

Total*

Counts

* Weighted data
Significance of Fisher’s Exact Test: 0,003
Α.13.b. There ought to be an age limit …
… for women who want to
adopt a child
No

Females
32,46%

18,18%

25,33%

70

Yes

55,50%

77,27%

66,32%

140

No answer

12,04%

4,55%

8,36%

25

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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… for men who want to adopt
a child
No
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Females

Males

Total*

Counts

31,94%

20,45%

26,18%

70

Yes

55,50%

75,00%

65,18%

139

No answer

12,57%

4,55%

8,64%

26

100,00%

100,00%

100,00%

235

Males

Total*

Counts

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… for couples who want to
adopt a child
No

Females
31,94%

20,45%

26,18%

70

Yes

56,54%

75,00%

65,71%

141

No answer

11,52%

4,55%

8,12%

24

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… for women who want to use
ART
No

Females

Males

Total*

Counts

26,70%

22,73%

24,61%

61

Yes

62,30%

72,73%

67,54%

151

No answer

10,99%

4,55%

7,85%

23

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,030
… for men who want to use
ART
No

Females

Males

Total*

Counts

31,41%

25,00%

28,20%

71

Yes

56,02%

70,45%

63,19%

138

No answer

12,57%

4,55%

8,62%

26

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,003
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… for couples who want to use
ART
No

Females

Males

Total*

Counts

25,65%

22,73%

24,08%

59

Yes

62,83%

72,73%

67,80%

152

No answer

11,52%

4,55%

8,12%

24

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,027
A.13.c. Legal access to ART should be allowed for ...
… unemployed men and
women
No

Females

Males

Total*

Counts

1,57%

2,27%

1,84%

4

Yes

87,96%

95,45%

91,86%

210

No answer

10,47%

2,27%

6,30%

21

100,00%

100,00%

100,00%

235

Females

Males

Total*

Counts

6,81%

6,82%

6,81%

16

79,06%

90,91%

85,08%

191

* Weighted data
Significance of Fisher’s Exact Test: 0,002
… poverty-stricken individuals
No
Yes
No answer

14,14%

2,27%

8,12%

28

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
… unmarried women
No

Females

Males

Total*

Counts

8,38%

11,36%

9,95%

21

Yes

78,53%
13,09%

81,82%

80,10%

186

6,82%

9,95%

28

100,00%

100,00%

100,00%

235

No answer

* Weighted data
Significance of Pearson Chi Square Test: 0,089
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… unmarried men
No

Females

Males

Total*

Counts

15,18%

18,18%

16,75%

37

Yes

68,06%

72,73%

70,42%

162

No answer

16,75%

9,09%

12,83%

36

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,067
Females

Males

Total*

Counts

38,74%

47,73%

43,19%

95

Yes

38,74%

47,73%

43,19%

95

No answer

22,51%

4,55%

13,61%

45

100,00%

100,00%

100,00%

235

… same-sex female couples
No

* Weighted data
Significance of Pearson Chi Square Test: 0,000
Females

Males

Total*

Counts

39,79%

56,82%

48,30%

101

Yes

35,60%

38,64%

37,08%

85

No answer

24,61%

4,55%

14,62%

49

100,00%

100,00%

100,00%

235

… same-sex male couples
No

* Weighted data
Significance of Pearson Chi Square Test: 0,000
Α.14. Do you believe that infertility is something caused by:
Females

Males

Total*

Counts

Biology

31,23%

29,87%

30,56%

132

Modern lifestyle

45,85%

45,45%

45,61%

195

God

7,45%

2,60%

5,12%

28

The state

0,86%

6,49%

3,65%

8

Luck

13,18%

15,58%

14,33%

58

Other factor

1,43%

0,00%

0,73%

5

100,00%

100,00%

100,00%

426

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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Females

Males

Total*

Counts

God only
God and other factors

2,11%
11,58%

2,27%
2,27%

2,11%
6,84%

5
23

Other factors except God

86,32%

95,45%

91,05%

206

100,00%

100,00%

100,00%

234

* Weighted data
Significance of Fisher’s Exact Test: 0,001

Α.15. Low birthrate
Do you believe that there is a problem of low birthrate in Greece?
No
Yes
No answer

Females

Males

Total*

Counts

2,62%

4,55%

3,66%

7

88,48%

84,09%

86,16%

206

8,90%

11,36%

10,18%

22

100,00%

100,00%

100,00%

235

Males

Total*

Counts

9,09%

7,59%

16

* Weighted data
Significance of Pearson Chi Square Test: 0,371
Do you believe that ART significantly
Females
help the problem of low birthrate?
No
6,28%
Yes

87,96%

77,27%

82,72%

202

No answer

5,76%

13,64%

9,69%

17

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,017
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Do you believe that the state
ought to provide free access
to anyone that wants to use
ART?
No

OUT OF BODY, OUT OF HOME

Females

Males

Total*

Counts

5,24%

20,45%

12,83%

19

Yes

91,10%

77,27%

84,29%

208

No answer

3,66%

2,27%

2,88%

8

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,000
Do you believe that the state
ought to partly subsidize
ART?
No

Females

Males

Total*

Counts

4,71%

6,82%

5,76%

12

Yes

90,58%

90,91%

90,84%

213

No answer

4,71%

2,27%

3,40%

10

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,265
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PART Β.
EXPERIENCE WITH ART
B.1. Are you currently using medically assisted reproduction?
Females

Males

Total*

Counts

No

36,51%

61,36%

48,95%

96

Yes

63,49%

38,64%

51,05%

137

100,00%

100,00%

100,00%

233

B.2. Did you use in the past medically assisted reproduction technologies?
Females

Males

Total*

Counts

No

16,23%

13,64%

14,92%

37

Yes

83,77%

86,36%

85,08%

198

100,00%

100,00%

100,00%

235

Use of ART

Females

Males

Total*

Counts

Used ART only in the past

36,51%

61,36%

48,95%

96

Used and is currently using ART

47,09%

25,00%

36,05%

100

Uses ART for the first time

16,40%

13,64%

15,00%

37

100,00%

100,00%

100,00%

233

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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B.3 Time interval between the actual realization of the problem and ART therapy
commencement:

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,050
Significance of Independent Samples Mann-Whitney U Test: 0,037

Females
Males

Sample
size
174
41

Minimum
0
0

Maximum
204
74

Mean
23,94
20,20

Std. Deviation
28,52
22,26

Skewness
3,23
1,20

Kurtosis
14,38
0,23
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Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

215

0

204

23,23

27,43

3,07

13,84

Β.4. Where did you obtain information on assisted reproductive technologies?
Source of information

Females

Males

Total*

Counts

From my partner

3,17%

19,78%

11,66%

30

From my parents

0,79%

0,00%

0,39%

3

From the partner’s parents

0,26%

1,10%

0,65%

2

From other relatives

3,17%

2,20%

2,72%

14

From friends
From another couple that had
used assisted reproductive technologies

12,43%

7,69%

9,97%

54

17,46%

17,58%

17,49%

82

From newspapers/ magazines /
books/ TV/ web

21,96%

13,19%

17,49%

95

From a gynecologist working at
the national health system

7,67%

1,10%

4,27%

30

From a gynecologist working at
the private sector

26,72%

35,16%

31,09%

133

1,06%

0,00%

0,52%

4

4,50%

2,20%

3,37%

19

0,00%

0,00%

0,00%

0

From another doctor working at
the national health system
From another doctor working at
the private sector
From a state social worker /
counselor
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From a psychologist / counselor
of the private sector
From another source

0,26%

0,00%

0,13%

1

0,53%

0,00%

0,26%

2

100,00%

100,00%

100,00%

469

* Weighted data
Β.5. How many times have you used assisted reproductive technologies?
Attempts

Females

Males

Total*

Counts

1

25,13%

27,27%

26,18%

60

2

17,80%

13,64%

15,71%

40

3

17,28%

20,45%

18,85%

42

4

15,18%

18,18%

16,75%

37

5

10,47%

11,36%

10,99%

25

6

4,19%

0,00%

2,09%

8

7

3,66%

0,00%

1,83%

7

8

3,14%

2,27%

2,62%

7

9

1,57%

4,55%

3,14%

5

10

0,52%

0,00%

0,26%

1

13

0,52%

2,27%

1,31%

2

15

0,52%
100,00%

0,00%
100,00%

0,26%
100,00%

1
235

* Weighted data
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Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,905
Significance of Independent Samples Mann-Whitney U Test: 0,727

Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

235

1

15

3,35

2,38

1,61

3,83

Females

Males

Total*

Counts

Attempts

25,13%

27,27%

26,18%

60

1

17,80%

13,64%

15,71%

40

2

17,28%

20,45%

18,85%

42

3

15,18%

18,18%

16,75%

37

4

24,61%

20,45%

22,51%

56

5+

100,00%

100,00%

100,00%

235

Counts

* Weighted data
Significance of Pearson Chi Square Test:0,555
Females

Males

Total*

Attempts

25,13%

27,27%

26,18%

60

One

50,26%

52,27%

51,31%

119

Two to four

24,61%

20,45%

22,51%

56

More than four

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test:0,615
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B.6. Of the people listed below, who is aware that you have used assisted reproductive technologies?
Females

Males

Total*

No

Yes

I don’t
know if
they are
aware

Spouse

0,64%

12,99%

0,00%

0,00%

Partner

0,64%

2,32%

2,38%

0,00%

1,69%

0,00%

0,37%

1,98%

1,06%

Mother

5,47%

10,98%

2,38%

1,92%

10,45%

8,33%

3,92%

10,71%

5,32%

Father

6,11%

9,26%

2,38%

3,85%

9,60%

0,00%

5,22%

9,46%

1,06%

My spouse’s/
partner’s
mother

7,72%

8,96%

7,14%

3,85%

10,17%

0,00%

6,16%

9,60%

3,19%

My spouse’s/
partner’s
father

7,40%

6,80%

7,14%

5,77%

8,47%

0,00%

6,72%

7,68%

3,19%

8,36%

0,75%

0,00%

11,54%

0,56%

8,33%

9,70%

0,66%

4,26%

4,82%

0,15%

2,38%

7,69%

0,00%

16,67%

5,97%

0,07%

10,64%

8,36%

7,54%

14,29%

7,69%

8,47%

16,67%

8,02%

8,03%

15,96%

My spouse’s/
partner’s
relatives

9,00%

5,90%

19,05%

3,85%

7,06%

16,67%

6,90%

6,54%

18,09%

Close friends

2,25%

11,50%

0,00%

5,77%

10,73%

0,00%

3,73%

11,09%

0,00%

My partner’s
close friends

6,75%

6,42%

9,52%

5,77%

8,19%

0,00%

6,34%

7,37%

4,26%

11,58%

5,75%

9,52%

19,23%

4,24%

8,33%

14,74%

4,94%

8,51%

13,50%

4,41%

19,05% 19,23%

3,39%

25,00%

15,86%

3,86%

22,34%

Child (children)
My partner’s
child - children
Other relatives

My colleagues at
work
My spouse’s/
partner’s
colleagues at
work

No

Yes

I don’t
know if
they are
aware

No

Yes

I don’t
know if
they are
aware

11,02%

0,00%

0,37%

11,93%

0,00%
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Acquaintances that have
gone through
the same
process

7,40%

6,27%

4,76%

3,85%

5,93%

0,00%

5,97%

6,08%

2,13%

100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00% 100,00%

* Weighted data
Females

Spouse

No

Yes

I don’t
know if
they are
aware

1,14%

98,86%

0,00%

Males

Total
(Counts)

No

Yes

176

0,00%

100,00%

I don’t
know if
Total
they are (Counts)
aware
0,00%

39

Partner

5,88%

91,18%

2,94%

34

0,00%

100,00%

0,00%

6

Mother

10,30%

89,09%

0,61%

165

2,56%

94,87%

2,56%

39

Father

13,19%

86,11%

0,69%

144

5,56%

94,44%

0,00%

36

My
spouse’s/
partner’s
mother

16,33%

81,63%

2,04%

147

5,26%

94,74%

0,00%

38

My
spouse’s/
partner’s
father

19,66%

77,78%

2,56%

117

9,09%

90,91%

0,00%

33

72,22%

27,78%

0,00%

36

66,67%

22,22%

11,11%

9

83,33%

11,11%

5,56%

18

66,67%

0,00%

33,33%

6

19,55%

75,94%

4,51%

133

11,11%

83,33%

5,56%

36

24,35%

68,70%

6,96%

115

6,90%

86,21%

6,90%

29

4,35%

95,65%

0,00%

161

7,32%

92,68%

0,00%

41

18,92%

77,48%

3,60%

111

9,38%

90,63%

0,00%

32

Child
(children)
My
partner’s
child children
Other
relatives
My
spouse’s/
partner’s
relatives
Close
friends
My
partner’s
close
friends

234
My colleagues
at work
My
spouse’s/
partner’s
colleagues
at work
Acquaintances
that have
gone
through
the same
process

OUT OF BODY, OUT OF HOME

30,77%

65,81%

3,42%

117

38,46%

57,69%

3,85%

26

38,53%

54,13%

7,34%

109

40,00%

48,00%

12,00%

25

21,10%

77,06%

1,83%

109

8,70%

91,30%

0,00%

23

Males and females (unweighted)
No

Yes

I don’t know if
they are aware

No

Counts
Spouse

2

I don’t know
if they are
aware
Percentage *
Yes

213

0

0,58%

99,42%

0,00%

Partner

2

37

1

3,33%

95,00%

1,67%

Mother

18

184

2

6,29%

92,22%

1,50%

Father
My spouse’s/
partner’s mother
My spouse’s/
partner’s father
Child (children)
My partner’s
child - children
Other relatives
My spouse’s/
partner’s relatives
Close friends
My partner’s
close friends
My colleagues at
work

21

158

1

9,30%

90,37%

0,33%

26

156

3

10,58%

88,46%

0,96%

26

121

3

13,85%

85,00%

1,15%

32

12

1

69,33%

25,33%

5,33%

19

2

3

72,73%

4,55%

22,73%

30

131

8

14,88%

79,93%

5,19%

30

104

10

15,29%

77,69%

7,02%

10

192

0

5,90%

94,10%

0,00%

24

115

4

13,60%

84,80%

1,60%

46

92

5

34,50%

62,01%

3,49%
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My spouses’/
partners’ colleagues at work
A very few number of acquaintances that have
gone through the
same process

52

71

11

39,17%

51,15%

9,68%

25

105

2

15,31%

83,73%

0,96%

* Weighted data
B.7. Using a scale from 0 to 10, please evaluate the pain and the psychological
hardship caused by the experience of assisted reproduction (0 = no pain and hardship 10= a lot of pain)

Bodily
suffering

Females
Males

Sample
size

Minimum

Maximum

Mean

Std.
Deviation

Skewness

Kurtosis

179

0

10

3,61

2,92

0,43

-0,841

41

0

9

1,05

2,04

2,23

5,09

Testing for differences between the two distributions:
Significance of Independent Samples Median Test::0,000
Significance of Independent Samples Mann-Whitney U Test::0,000
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Females 184

0

10

7,33

Std.
Deviation
2,87

Males

0

10

5,52

3,10

Sample Minisize
mum
Psychological
pain

42

Maximum

Mean

Skewness

Kurtosis

-1,16

0,51

-0,28

-0,76

Testing for differences between the two distributions:
Significance of Independent Samples Median Test::0,000
Significance of Independent Samples Mann-Whitney U Test::0,000
Β.8. Are you satisfied from the support you had by the people listed below during
your efforts to have a child with the use of ART?
Females

Males

Total

Yes

Percentage

Yes

Percentage

Yes

Percentage*

From my partner

164

18,72%

43

20,00%

207

18,69%

From my father

78

8,90%

16

7,44%

94

7,83%

From my mother

114

13,01%

21

9,77%

135

10,92%

From my siblings
From my partner’s/spouse’s
siblings
From other relatives
From my own
personal friends
From my partner’s/spouse’s
friends
From our common friends
From the gynecologist
From the sperm
donor
From the ovary
donor
From acquaintances that have
gone through the
same process

94

10,73%

21

9,77%

115

9,85%

42

4,79%

21

9,77%

63

7,08%

24

2,74%

11

5,12%

35

3,83%

90

10,27%

12

5,58%

102

7,56%

33

3,77%

13

6,05%

46

4,74%

61

6,96%

18

8,37%

79

7,40%

95

10,84%

23

10,70%

118

10,38%

0

0,00%

2

0,93%

2

0,48%

2

0,23%

1

0,47%

3

0,32%

63

7,19%

12

5,58%

75

6,12%
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From support
groups/organizations

16

1,83%

1

0,47%

17

4,79%

876

100,00%

215

100,00%

1091

100,00%

* Weighted data
Females

Males

Total

Percentage

Yes

Percentage

Yes

Percentage*

From my partner

89,13%

184

100,00%

43

94,61%

Total of
cases
227

From my father

60,94%

128

45,71%

35

52,69%

163

From my mother
From my siblings
From my partners’/spouses’
siblings
From other
relatives
From my own
personal friends
From my partners’/spouses’
friends
From our common friends
From the gynecologist
From the sperm
donor
From the ovary
donor
From acquaintances that have
gone through the
same process
From support
groups/organizations

75,00%

152

58,33%

36

66,56%

188

68,12%

138

58,33%

36

62,93%

174

34,43%

122

65,63%

32

50,96%

154

20,17%

119

34,38%

32

27,91%

151

69,23%

130

38,71%

31

53,58%

161

29,46%

112

44,83%

29

37,55%

141

47,66%

128

56,25%

32

52,06%

160

69,85%

136

69,70%

33

69,89%

169

0,00%

38

14,29%

14

9,09%

52

5,13%

39

7,14%

14

6,06%

53

54,78%

115

48,00%

25

51,11%

140

23,88%

67

5,88%

17

42,06%

84

* Weighted data

238

OUT OF BODY, OUT OF HOME

Β.9. Throughout the period that you were using assisted reproductive technologies:
Females

Males

Total*

Counts

The doctor has always been the same
person and works privately

28,73%

55,81%

42,62%

76

The doctor has always been the same
person and works for the national
health system

18,78%

2,33%

10,38%

35

I have collaborated with more than
one doctors all from the private
sector

31,49%

30,23%

30,87%

70

I have collaborated with more than
one doctors all working for the
national health system

5,52%

2,33%

3,83%

11

I have collaborated with more than
one doctors some from the private
sector and some working for the
national health system

15,47%

9,30%

12,30%

32

100,00%

100,00%

100,00%

224

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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Β.10. Using a scale from 0 to 10, please evaluate the services provided by the
various people and institutions listed below (0=bad, 10=excellent):
Β.10.a. From the specialist doctor/doctors of the private sector.

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,865
Significance of Independent Samples Mann-Whitney U Test: 0,988

Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

170

0

10

7,85

2,27

-1,25

1,38

Β.10.b. From the specialist doctor/doctors working in the public sector.
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Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,000
Significance of Independent Samples Mann-Whitney U Test: 0,000

Females
Males

Sample
size
71
14

Minimum
0
0

Maximum
10
10

Mean
7,93
4,33

Std. Deviation
2,52
3,94

Skewness
-1,27
0,17

Β.10.c. From the rest of the hospital staff working privately.

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,094
Significance of Independent Samples Mann-Whitney U Test: 0,145

Kurtosis
0,91
-1,55
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Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

140

0

10

8,01

2,27

-1,58

2,58

Β.10.d. From the rest of the hospital staff working for the public sector.

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,002
Significance of Independent Samples Mann-Whitney U Test: 0,000
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Females
Males

Sample
size
71
12

Minimum
0
0

Maximum
10
10

Mean
7,97
3,92

Std. Deviation
2,71
4,10

Skewness
-1,60
0,40

Β.10.e. From state administration.

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,000
Significance of Independent Samples Mann-Whitney U Test: 0,000

Kurtosis
1,93
-1,71
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Females
Males

Sample
size
57
14

Minimum
0
0

Maximum
10
10

Mean
4,73
2,18

Std. Deviation
3,72
3,43

Skewness
-0,05
1,43

Kurtosis
-1,49
0,80

Β.10.f. From the administration in the private clinics.

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,726
Significance of Independent Samples Mann-Whitney U Test: 0,969

Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

84

0

10

6,86

3,30

-1,04

-0,12

Β.10.g. From specialist counselors working at the private sector.

244

OUT OF BODY, OUT OF HOME

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,052
Significance of Independent Samples Mann-Whitney U Test: 0,109
Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

51

0

10

5,00

4,14

-0,20

-1,74

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,004
Significance of Independent Samples Mann-Whitney U Test: 0,000
Sample
size

Minimum

Maximum

Mean

Std.
Deviation

Skewness

Kurtosis

Females

34

0

10

4,51

4,43

0,13

-1,92

Males

9

0

7

1,39

2,78

1,70

1,26
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Β.11. How many times was pregnancy achieved (irrespective of the final outcome) with the use of assisted reproductive technologies?
Pregnancies

Females

Males

Total*

Counts

0

34,86%

30,95%

32,87%

74

1

37,71%

38,10%

37,92%

82

2

16,00%

19,05%

17,70%

36

3

7,43%

7,14%

7,30%

16

4

3,43%

2,38%

2,81%

7

5

0,57%

2,38%

1,40%

2

100,00%

100,00%

100,00%

217

* Weighted data

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,549
Significance of Independent Samples Mann-Whitney U Test: 0,400

Total
sample

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

217

0

5

1,11

1,11

1,10

0,99
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Pregnancies

Females

Males

Total*

Counts

0

34,86%

30,95%

32,77%

74

1

37,71%

38,10%

37,82%

82

2

16,00%

19,05%

17,65%

36

3+

11,43%

11,90%

11,76%

25

100,00%

100,00%

100,00%

217

* Weighted data
Β.12. Did you achieve child birth(s) via the use of assisted reproductive technologies?
Have you achieved child birth(s)?

Females

Males

Total*

Counts

No

64,37%

46,51%

55,12%

132

Yes

35,63%

53,49%

44,88%

85

100,00% 100,00% 100,00%

217

* Weighted data
Significance of Pearson Chi Square Test: 0,000

Twin births

Females

Males

Total*

Counts

Yes

16,13%

21,74%

19,75%

15

No

83,87%

78,26%

80,25%

70

100,00%

100,00%

100,00%

85

* Weighted data
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Β.13. Please specify the type of Assisted Reproduction Technologies you have
used:
Technology used

Females

Males

Total*

Counts

Ovary stimulation

13,98%

15,73%

14,29%

73

Intrauterine insemination

18,72%

24,72%

19,77%

101

In vitro fertilization (IVF)

27,25%

30,34%

27,79%

142

Intracytoplasmic sperm injection
(ICSI)

18,01%

12,36%

17,03%

87

In vitro maturation (IVM)

1,18%

1,12%

1,17%

6

Blastocyst cultivation

5,21%

2,25%

4,70%

24

Oocyte donation (OD)

2,37%

1,12%

2,15%

11

Frozen ovary replacement (FOR)

4,03%

2,25%

3,72%

19

Frozen embryo replacement (FER)

8,06%

7,87%

8,02%

41

Preimplantation genetic diagnosis
(PGD)

1,18%

2,25%

1,37%

7

100,00%

100,00%

100,00%

511

* Weighted data
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* Weighted data
Β.14. Are you now using or did you use in the past methods of contraception?
Are you using or used in the past
methods of contraception?
No
Yes
No answer

Females

Males

Total*

Counts

47,64%

43,18%

43,18%

110

39,27%

40,91%

40,91%

93

13,09%

15,91%

15,91%

32

100,00%

100,00%

100,00%

235

* Weighted data
Significance of Pearson Chi Square Test: 0,631
Β.15. Please specify the number) of voluntary or involuntary termination of pregnancies that you (or your partner, in case you are male) have experienced:
Β.15.a.
Voluntary termination of pregnancy due to medical reasons
0

Females

Males

Total*

Counts

88,24%

93,94%

91,07%

151

1

11,03%

6,06%

8,57%

17

2

0,74%

0,00%

0,36%

1

100,00%

100,00%

100,00%

169

* Weighted data
Significance of Fisher’s Exact Test: 0,167
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Β.15.b.
Voluntary termination
of pregnancy due to
unwanted pregnancy
0

Females

Males

Total*

Counts

79,26%

79,41%

79,15%

134

1

10,37%

14,71%

12,72%

19

2

6,67%

5,88%

6,36%

11

3

3,70%

0,00%

1,77%

5

100,00%

100,00%

100,00%

169

Females

Males

Total*

Counts

46,53%

51,43%

49,15%

85

1

36,11%

28,57%

32,20%

62

2

8,33%

8,57%

8,47%

15

3

7,64%

5,71%

6,78%

13

4

0,69%

0,00%

0,34%

1

5

0,00%

2,86%

1,36%

1

10

0,69%

2,86%

1,69%

2

100,00%

100,00%

100,00%

179

* Weighted data
Significance of Fisher’s Exact Test: 0,083
Β.15.c.
Involuntary termination of
pregnancy (miscarriage)
0

* Weighted data
Significance of Fisher’s Exact Test: 0,200
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PART C. DEMOGRAPHIC AND SOCIOECONOMIC DATA
C.1. Respondent’s gender
Gender

Counts

Percentage

Counts*

Percentage*

Female

191

81,28%

191

50%

Male

44

18,72%

191

50%

* Weighted data
C.2. Respondent’s age
Years

Females

Males

Total

Counts

Percentage

Counts

Percentage

Counts

Percentage*

< 35

38

20,21%

0

0,00%

38

10,03%

35-39

63

33,51%

11

25,00%

74

29,29%

40-44

63

33,51%

19

43,18%

82

38,26%

45+

24

12,77%

14

31,82%

38

22,43%

188

100,00%

44

100,00%

232

100,00%

* Weighted data
Significance of Pearson Chi Square Test: 0,000
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Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,001
Significance of Independent Samples Mann-Whitney U Test: 0,000
Sample
size
Females
188
Males
44
Age

Age
Total
sample

Minimum
27
36

Maximum
55
55

Mean
39,18
42,84

Std.
Skewness Kurtosis
Deviation
5,33
0,33
0,18
4,96
0,72
-0,25

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

232

27

55

39,87

5,44

0,33

0,15
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C.4. Respondent’s family situation
Family situation
Unmarried
Married
Divorced
With cohabitation
agreement

Females
Counts Percentage

Males
Counts

Total

Percentage Counts Percentage*

8

4,23%

1

2,27%

9

3,16%

177

93,65%

43

97,73%

220

95,79%

2

1,06%

0

0,00%

2

0,53%

2

1,06%

0

0,00%

2

0,53%

189

100,00%

44

100,00%

233

100,00%

* Weighted data
Significance of Fisher’s ExactTest: 0,107
C.5. Number of children
Number of
children

Females

Males

Counts Percentage Counts

Total

Percentage

Counts

Percentage*

0

107

60,11%

15

36,59%

122

48,31%

1

46

25,84%

17

41,46%

63

33,71%

2+

25

14,04%

9

21,95%

34

17,98%

178

100,00%

41

100,00%

219

48,31%

* Weighted data
Significance of Pearson Chi Square Test: 0,000
C.7. Respondent’s religion
Religion
Believers
Non
believers
Belonging to
a doctrine
No answer

Females
Counts Percentage

Males
Counts

Total

Percentage Counts Percentage*

125

65,45%

20

45,45%

145

55,50%

22

11,52%

20

45,45%

42

28,53%

42

21,99%

4

9,09%

46

15,45%

2

1,05%

0

0,00%

2

0,52%

191

100,00%

44

100,00%

235

100,00%

* Weighted data
Significance of Fisher’s Exact Test: 0,000
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C.8. Respondent’s housing data
Housing
data

Females

Males

Counts Percentage

Counts

Total

Percentage Counts Percentage*

Owner without mortgage

63

37,72%

17

45,95%

80

41,77%

Owner with
mortgage

42

25,15%

9

24,32%

51

24,70%

51

30,54%

8

21,62%

59

26,22%

11

6,59%

3

8,11%

14

7,32%

167

100,00%

37

100,00%

204

100,00%

Renting
Free use of
housing

* Weighted data

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,527
Significance of Independent Samples Mann-Whitney U Test: 0,927

m2 per equivalent
adult

Sample
size

Minimum

Maximum

Mean

Std.
Deviation

Skewness

Kurtosis

157

22,42

240,00

69,76

34,27

2,55

8,76
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C.9. Respondent’s educational qualifications
Females
Males
Educational qualifications
Counts Percentage Counts Percentage
Up to Lyceum
23,37%
43
5
11,63%
certificate
Post-Lyceum voca33
17,93%
6
13,95%
tional certificate
46,51%
University graduate
64
34,78%
20
Post-graduate cer44
23,91%
12
27,91%
tificate
184

100,00%

43

Total
Counts

Percentage*

48

17,52%

39

15,90%

84

40,70%

56

25,88%

227

100,00%

100,00%

* Weighted data
Significance of Pearson Chi Square Test: 0,008
C.10. Respondent’s job/occupation
Job/occupation

Females

Males

Counts

Percentage

Primary sector

3

1,66%

3

Self-employed
Private employee
Civil servant
Out of labor
market

33

18,23%

57

Total

Counts Percentage

Counts

Percentage*

6,98%

6

4,36%

19

44,19%

52

31,34%

31,49%

17

39,53%

74

35,69%

47

25,97%

3

6,98%

50

16,35%

41

22,65%

1

2,33%

42

12,26%

181

100,00%

43

100,00%

224

100,00%

* Weighted data
Significance of Pearson Chi Square Test: 0,000
C.11. Respondent’s sources of income
Sources of
income

Females

Males

Total

Counts Percentage

Counts Percentage

Counts

Percentage*

63,09%

18

42,86%

112

51,96%

18,12%

15

35,71%

42

27,79%

0,67%

0

0,00%

1

0,30%

Salary / Wages 94
Business activi27
ty / Freelance
Pension
1
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Rents / Interest
8
/ Dividends
Multiple sourc19
es of income
149

5,37%

0

0,00%

8

2,42%

12,75%

9

21,43%

28

17,52%

100,00%

42

100,00%

191

100,00%

* Weighted data
Significance of Fisher’s Exact Test: 0,000
Females
Males
Total
Annual household
income
Counts Percentage Counts Percentage Counts Percentage*
Below €10.000

23

12,85%

3

7,14%

26

9,97%

€10.000 to €19.999

61

34,08%

7

16,67%

68

25,21%

€20.000 to €29.999

44

24,58%

14

33,33%

58

29,09%

€30.000 to €39.999

24

13,41%

9

21,43%

33

17,45%

€40.000 to €49.999

12

6,70%

4

9,52%

16

8,03%

Above €50.000

15

8,38%

5

11,90%

20

10,25%

179

100,00%

42

100,00%

221

100,00%

* Weighted data
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Income
Sample
Std.
per equivMinimum Maximum Mean
Skewness Kurtosis
size
Deviation
alent adult
Total
218
1.842,11
46.666,67 15.666,69 10.219,91
1,39
1,71
sample

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,011
Significance of Independent Samples Mann-Whitney U Test: 0,001
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Income
per
Sample
equivalent size
adult
177
Females
41
Males

Minimum

Maximum

Mean

Std.
Deviation

Skewness

Kurtosis

2.333,3
1.842,11

46.666,67
46.666,67

15.244,29
17.490,23

10.274,88
9.894,58

1,43
1,42

1,70
2,53

Testing for differences between the two distributions:
Significance of Independent Samples Median Test: 0,005
Significance of Independent Samples Mann-Whitney U Test: 0,013
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Income
per capita
Athens/
Thessaloniki
Rest of
Greece

OUT OF BODY, OUT OF HOME

Sample
size

Minimum

Maximum

Mean

Std. Deviation

Skewness

Kurtosis

116

1.842,11 46.666,67 17.124,55 10876,57

1,11

0,81

89

23.33,33 46.666,67 13.525,61

1,89

4,92

8327,66
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Appendix I: Profiles
Women and men in Athens and nearby areas

No

Name

Age

1.

Aliki Naxioti

34

Self- employed Married with two
children

8 IVF

2.

Dimitra
Panou

32

Self- employed Married with one child

2 IVF with
egg donation

3.

Νatasa Manolidou

41

Employed in
the private
sector

Married, pregnant
during the interview
[with one child now
after “natural” conception]

4 Intra – Uterine Inseminations (IUI) and
1 IVF

4.

Εrofili Kouki

40

Employed in
the private
sector

Married with three chil- 1 IUI and 5
dren [single and twins] IVF

5.

Viki Pappa

45

Self- employed Married with three chil- 1 IUI and 5
dren [twins with IVF
IVF
and one with “natural”
conception]

6.

Elsa Giannouli

39

Academic

Married with two
children [one with IVF
and one with natural
conception]

2 IVF

7.

Νana Νikolaou

33

Employed in
the private
sector

Married and pregnant
with twins

2 IUI and 1
IVF

8.

Lili Κolleti

45

Employed in
the private
sector

Married with two
children

4 IVF
(use of frozen
sperm)

9.

Panagiota
Kourtaki

30

Employed in
the private
sector

Married with one child
during the interview
[now pregnant with a
second one]

]4 IVF

3839

Employed in
the private
sector-Lawyer

Divorced with one
child

4 IUI and 1
IVF

10. Faidra
Alexiou

Profession

Marital status and
children

ART
method
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11. Μaria
Chatzi

49
-50

Psychologist

Married with twins

4 IVF

12. Mirsini
Αnagnou

49
-50

Self- employed Married with one adopted child

Many IUI and
1 IVF

13. Αlexandra
Thanou

46

Self- employed, Architect

Married, no children

1 IUI

14. Μeropi
Geraki

45

Employed
in the public
sector

Married with twins

2 IVF

15. Vaso
Levidou

35

Teacher

Married with twins

1 IVF

16. Valentina
Chioti

41

Medical doctor

Married with one child

1 IVF

17. Chrisa
Ζanini

37

Teacher

Married, pregnant

2 IUI and 2
IVF

18. Mimi
Lioliou

39

Civil
servant- Lawyer

Married, no children

1 IUI and 1
IVF

19. Lora Kalliri

45

Teacher

Married, no children

3 IVF

20. Ioli
Κarentzou

43

Self-employed, Married with twins
Lawyer

5 IUI and 5
IVF

21. Rena
Kalli

40

Employed in
the private
sector

Married with one child

1 IVF

22. Mika
Konitsa

36

Unemployed

Married, no children

4 IUI and 1
IVF during the
interview

23. Arianna
Tinou

48

Private employee

Married with one child

A small number of IUI and
7 IVF

24. Grigoria
Konstantinou

41

Civil servant

Married with one child

1 IUI and 2
IVF

25. Angeliki
Mandrinou
-Georgiou

38

Self- employed Married, no children

1 IVF

26. Ifigheneia
Grammenou

37

Employee

Married with one child
(adoption)

In search for
IVF

27. Sofia Tobazi

41

Housewife

Divorced with two
children

ICSI, 5 IVαF
and egg donation

273

APPENDIX I: PROFILES

28. Gavriela
KovalskiMitrou

29

Housewife/
Married with one child
Voluntary work [“natural” conception]

3 IVF

29. Roula
Athanasiou

40

Pensioner

4 IUI

20. Anastasia
Vagena

40

Employed in
In a relationship, no
the private sec- children
tor-Teacher

1 IUI and 1 IVF
(recommendation to use
donor’s egg)

31. Antigoni
Vidali

39

Civil Servant

Married with one child

ICSI, 1 IVF
cycle, embryo
cryopreservation and
transfer of
cryopreserved
embryos

32. Elsa Kanareli

37

Employed in
the private
sector

Married with one child

1 IUI

33. Marios
Kanarelis

38

Self-employed/ Married with one child
shop owner

1 IUI

34. Nelli
Christoforou

42

Academic

Married with one child

4 IVF

35. Valentina
Vasileiou

38

Employed in
the private
sector

Married, no children

Ultra-sound
monitoring of
ovulation, use
of hormones

36. Manos
Agisilaos

48

Self-employed

Married with one child

1 IUI and 1
IVF

37. Iakovos
Augeris

43

Employed in
the private
sector- in a
high executive
position

Married with twins

4 IVF

38. Stelios
Elevtheriou

43

Employed in
the private
sector- in a
high executive
position

Married, his wife is
pregnant [“natural”
conception]

4 IUI and 1
IVF

39. Charis
Leonandrou

45

Self-employed

Married with two
children

4 IVF [use of
frozen sperm]

Married, no children
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40. Panos
Pavlopoulos

51

Selfemployed,
Psychologist

Married with twins

4 IVF

41. Vasilis
Thanopoulos

45

Self-employed

Married with one child

3 IVF

42. Nikitas
Matsakos

48

Self-employed/ Married, no children
shop owner

43. Praxitelis
Kondakakis

40

Academic-Medical
doctor

Married with three chil- 4 IVF
dren [one and twins]

44. Petros
Petropoulos

45

Medical doctor

Married with three
children [two with IVF
and one with “natural”
conception]

3 IUI and 2
IVF

45. Stefanos
Elevtherou

37

Self-employed

Married with twins

1 IVF

46. Foinikas
Andreou

46

Director of a
Married, no children
Group of Organizations

3 IVF

47. Omiros
Matis

40

Employed in
the private
sector

Cohabitation with one
child

3 IVF (the first
with natural
cycle)

48. Notis
Christoforidis

36

Employed in
the private
sector

Married with three
children [conceived
“naturally”]

Cycle monitoring and
ovulation
challenge and
2 IUI

49. Labris
Christou

43

Self-employed

Married with one child

1 IVF

50. Nasos
Kopidakis

53

Self-employed

Married with two
children [The first
conceived “normally”
during his first marriage and the second
one is adopted]

Many IUI and
4 IVF

51. Pantelis
Labrakis

32

Self-employed

Married with twins

8 IVF

52. Odisseas
Nakas

41

Employed in
the private
sector

Married with one child

2 IVF and 1
IUI

53. Viktor
Vasilopoulos

48

Self-employed

Married with one child

1 IVF

3 to 4 IVF
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54. Themis
Danezis

40

Self-employed

Married no children

4 IUI - now
trying IVF

55. Alkis Pappas

44

Self-employed

Married with one child

A small number of IUI and
7 IVF

56. Stamatis
Georgiou

43

Self- employed Married, no children

1 IVF

57. Konstantinos
Mitrou

51

Civil servant

Married with one child
[“natural” conception]

3 IVF

58. Father
Nikolaos

41

Cleric

Divorced with one
child

1 IVF

59. Stefanos
Samouilidis

40

Employed in
the private
sector

Married with one child

ICSI, 1 IVF,
embryo cryopreservation
and transfer of
cryopreserved
embryos

60. Petros Adamantinos

38

Self-employed

Married with one child

4 to 5 IUI, 5
IVF

Women and men in the periphery
61.

1.Soula
Katsouli

37

Physiotherapistintensive unit

Married with 2 children 2 IVF
and pregnant with “natural” conception

62.

Chara
Zisouli

47

Teacher

Married with one child

4 IVF

63.

Stella
Iakovou

50+

Self–employed
/ shop owner

Married with one adopted child

2 IVF

64.

Violeta
Tripani

50

Unemployed

Married with one adopted child

1 IUI and 1
IVF

65.

Voula
Karoula

43

Housewife

Married with one child

1 IVF

66.

Menia
Stamatouli

50

Employed in
the private
sector

Married with one adopted child

4-5 IUI and 14
IVF

67.

Loukia
Karabina

47

Teacher

Married with one child

2 IUI
8-9 IVF

68.

Sandi Christouli

30

Teacher

Married with one child

2 - 3 IUI
1 IVF
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69.

Emma Nika

3940

Self-employed, Married, pregnant
Architect /
Archaeologist

1 IUI

70.

Sandra
Karamanou

41

Self-employed, Married, no children
Psychologist

Trying to get
pregnant –
medical search

71.

Christina
Karathanasi

39

Self-employed

Married with one child

4 IVF and
ICSI

72.

Angeliki
Varela

34

Civil servant
on temporary
contract

Married, no children

11 IVF

73.

Niki Augoustinou

48

Housewife

Married with one child

6 IVF

74.

Anastasia
Lambrou

35

Not working
due to health
problems

Married, no children

1 IVF and
surrogacy

75.

Aris
Papanikolaou

36

Worker

Married with two
children

1 IVF and
ICSI

76.

Dimitra
Papanikolaou

25

Housewife

Married with two
children

1 IVF and
ICSI

77.

Popi
Kastrinaki

38

Self-employed

Married with one adopted child

3 IUI
3 IVF

78.

Giannis
Kastrinakis

38

Self-employed

Married with one adopted child

3 IUI
3 IVF

Single women
79.

Alkisti
Asdracha

50

Journalist

Divorced (the ex husband passed away but
they had long been
separated) with two
children (IVF)

3 IVF
with donor’s
sperm

80.

Meropi
Zioga

42

Employed in
the private
sector-administrative
position

Single with one child
(IVF)

1 IUI
1 IVF with donor’s
sperm

81.

Lidia
Stareniou

37

Academic-Psychologist

Single with two children (IVF)

4 IUI
1 IVF with donor’s
sperm
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82.

Fofo
Kiriakou

48

Civil Servant-teacher

Single with one child
(IVF)

2 IVF with donor’s
sperm

83.

Amalia
Telloglou

43

Unemployed

Single, no children

Ultra-sound
monitoring of
Ovulation and
cryopreservation
of ex-partner’s
sperm

84.

Dora Stamatelou

40

Civil servant

Single, No children

In search for IVF
with donor’s
sperm

Appendix II: Guide for interviews
QUALITATIVE RESEARCH
QUESTIONNAIRE QUIDE “NEW FORMS OF KINSHIP & STRATIFIED
REPRODUCTION IN RELATION TO AGE, GENDER, SEXUALITY”
1. General
Data regarding a)age, b)family (one’s own family of origin, family of origin of
one’s spouse/partner), c)profession (one’s own and of other family members), d)
place of residence, e)household composition/ with who they live together, or live
close to e.g. in the same block of flats, f)socio-economic situation, g)education
2. Child
When did they first wish for a child? (at what age? at which moment? in the context of a relationship –marriage or other? while being single?) How is wanting a
child linked with one’s family narrative – with one’s own family, the family of
origin, and the families of relatives or friends? What are the representations that
arise regarding children and parenthood (having a child as choice/ gift/ continuity/
blessing/ obligation)? Attitudes and perceptions regarding adoption.
3. Partner
Description of one’s relationship (duration, type of relationship, comparison with
previous relationships). How are the type, duration and quality of the current relationship linked with the desire to have a child? How do they experience/imagine
their involvement in parenthood (is it a common wish? What is the degree of
involvement?)?
4. The “others”
Attitudes, behaviors and reactions of kin and friends. With whom did they share
the experience of medical assisted reproduction? At what point? During which exact phase of the procedure? What role did the “other” women play (kin or friends)?
Was there a sense of “common” motherly experience with other women? What
is their relationship with other women/couples with similar ART experiences? Is
there a sense of co-belonging to a “community” of co-suffering women/couples?

280

OUT OF BODY, OUT OF HOME

5. Fertility
Perceptions and conceptualizations of male and female infertility. Is it considered
a misfortune? a disadvantage? a lack of femininity/masculinity? or just a technical difficulty? Perceptions and stances towards contraception and termination of
pregnancy. What contraception methods were used (if used) in the past? Is there
an experience of a previous pregnancy? of a previous abortion? Analytical description of previous ART and of the chronicle of each attempt.
6. Information / Advice
From where did they get information on ART? From the web, posters, flyers, doctors, kin, friends, acquaintances. When [at which point in time] did they receive
this information? Did they continue to receive, search for information during the
process of assisted reproduction? Did they take part on Internet forums & discussion groups? Is there trust towards lay discourse on the matter? (e.g. Opinions
coming from web discussion groups)?
7. Doctors
How and when did they decide upon using ART? Who did they consult regarding
doctors, clinics and centres of ART? Which doctors did they visit? How did they
choose a doctor (male or female doctor)? What kind of relationship was built
between them and the doctor? Did they stick with the same doctor or did they
change – during the process of an ART circle or between different attempts?
8. The experience of assisted reproduction
Are public hospitals or private clinics and IVF centres chosen? Description of the
examination room, of the therapies involved, of the embryo transfer procedure.
How far are these spaces, (hospitals, clinics etc.) from the place of residence?
What are the relations with the doctor, the nurses and the medical staff? Do they
form relationships with other women/couples during the waiting time in these
spaces? Who accompanies the woman/couple during the process of therapy?
9. The bodily experience
Description of medical checks, tests, drug intake. What kind of changes are happening to the body. Are there any changes in mood? What types of restrictions are
enforced? How is the whole attempt conceptualized (as pain/ sacrifice/ torment/
offering/ process)? Who is involved, who plays a supportive role, who are the
ones to help during the process?
10. Genetic material
Would they receive foreign genetic material (ovaries/ sperm)? Are there any re-
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strictions regarding choice of genetic material donation in relation to gender, religion, ethnicity, sexuality? Would they donate their own genetic material to other
women/ men/ couples? Would they place any criteria/restrictions on this donation? Would they donate their own genetic material for research purposes? Would
they place any restrictions on this donation? Would they make use of surrogacy?
How do they see the relationship between the genetic material, the gestational
body and parenthood (as a continuity? a fragmentation?)? Attitudes and perceptions towards the mandatory anonymity of female and male donors. Attitudes and
perceptions towards the small but mandatory reimbursement of donors of genetic
material in order to compensate for the days away from work. Attitudes and perceptions towards “sperm banks” and “ovary banks” as well as towards the idea
of egg sharing
11. Legislative context
Are they aware of the existing legislation? What do they know exactly? From
whom did they get this information? What do they think of it (progressive? oppressive? unfair?)? Is there something they would like to change and if so, what
exactly? To what extent has this legislation influenced their decisions? Were there
cases that there was a clash between desire and the law? How are the perceptions
towards the existing legislation linked with conceptualizations of the state and the
national state?
12. Nation
Attittudes and perceptions towards (national) low birthrates. Linking ARTs with
infertility and low birth rates. Do ARTs contribute to the resolving of the “demographic problem”? If so, how? Do they believe that they also contribute to its
solution? Is their wish to have a baby strictly a personal matter or is it connected
to national population policies?
13. Religion
Connecting the experience of assisted reproduction with God, with the divine,
with religious practices. Did they consult the cleric, their spiritual mentor when
taking the decision? According to them, is there a continuity or discontinuity between religious faith and medicalized reproductive technology?
14. Money
What was the cost of ARTs? To what extend and in what way the economic parameter played a role in the decision taken to make use of ARTs? How were the
costs covered, where did the money come from (bank deposits? loan? selling of
property? help form kin/ others?)? Is there help from the state and from one’s
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insurance? What was the impact of the recent socio-economic situation on reproductive choices?
15. Time
How have the concepts of time, age, of the “biological clock” affected the decision
to use ARTs? What different meanings were given to the concept of time –as expectation, as waiting, and endurance– during the different phases of the ART process?
In what occasions does time functions either as an “ally” or as an “enemy”?
16. “Nature”
Is fertility/infertility due to “nature”? To what extend can they become a subject
to medical intervention? Where is the limit of this medical intervention? Are there
other ways of –non medicalized reproductive technololgy– that may cure infertility? Have they tried them? Attitudes and perceptions towards the wider medicalization of reproduction and pregnancy. Attitudes and perceptions towards the
“natural” way of conception and “natural” labor.

283

APPENDIX II: GUIDE FOR INTERVIEWS

Appendix III: Questionnaire
Date
Place

/ /2014

Name of researcher
Questionnaire No

UNIVERSITY OF THE AEGEAN
SCHOOL OF SOCIAL SCIENCES
DEPARTMENT OF SOCIAL ANTHROPOLOGY AND HISTORY
FAMILY AND KINSHIP LAB
RESEARCH ON ASSISTED REPRODUCTION
Thank you for accepting to complete the following questionnaire. Your participation is a valuable contribution to the study of assisted reproduction in Greece
as seen from the social sciences perspective. This questionnaire forms part of a
scientific study realized by the Laboratory of Family and Kinship Studies, University of the Aegean. The title of the research project is: “(In)fertile citizens: Perceptions, practices, politics and technologies of assisted reproduction in Greece.
An interdisciplinary and comparative approach” and it is part of the “ARISTEIA”
project, co-funded by the European Social Fund and the General Secretary of
Research and Technology. For more information you can visit the website http://
in-fercit.gr or www.in-fercit.gr. For further information please contact the Laboratory of Family and Kinship Studies, Department of Social Anthropology and
History, University of the Aegean, tel. +302251036314 or the following e-mail
address: kinlab@sa.aegean.gr.
It is a fairly extended questionnaire but it only takes about 30 minutes to
complete. Most questions are answered by a simple tick, while other parts refer to
particular sub-groups and there is no need to be answered by everyone. Confidentiality and anonymity are ensured.
Venetia Kantsa
Associate Professor
Scientific Coordinator
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PART Α
PERCEPTIONS ON MEDICALLY ASSISTED REPRODUCTION
Please follow the instructions for answering each question. All questions
are addressed to both female and male participants.
Α.1. Are you currently using medically assisted reproduction technologies for the
purpose of having a child? (Please tick P the appropriate box)
Yes
No

Α.2. Have you in the past used medically assisted reproduction technologies for
the purpose of having a child? (Please tick P the appropriate box)
Yes
No

Α.3. The main reason you want/wanted to have children is: (Please tick P the
appropriate box)
To have support when I grow old
For the continuation of my family line
To enjoy the presence of a child in my home
In the future I will be needing someone to help me at work
To have a child to inherit me
To have a child in order to help his/her siblings
To experience motherhood/fatherhood
It is something my partner deeply desires/desired
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It is something my parents deeply desire/desired
It is something my partner’s parents deeply desire/desired
I believe that motherhood/fatherhood is the natural destination of people
Other ( please add)

I do not wish to have a child

Α.4. Would you like to adopt a child? (Please tick P the appropriate box)
Yes
No
Yes, but I didn’t have the opportunity

Α.5. Would you adopt a child if you were told that it isn’t possible to have a child
with the use of medically assisted reproductive technologies?

There is no way
It is possible
I don’t have the opportunity to adopt a child

A.6. Would you agree to adopt a child if…(Please tick P the appropriate box)
Yes
It had a different nationality
It was of a different race

No
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It came from different religious background
It had special needs

Α.7. The main reason you chose assisted reproduction technologies instead of
adoption is: (Please tick P the appropriate box)
I want the child I raise to be biologically mine
I don’t want to have the biological child of someone else
My partner doesn’t want to have someone else’s biological child
Adoption involves a complicated bureaucracy
I don’t want others to know that I cannot have my own child and therefore I
had to adopt one
Other ( please specify below)

Α.8. Do you believe that choosing assisted reproduction methods is an act of obligation towards: (Please tick P the appropriate box. You can choose more than
one answers)
Ourselves
The child to be born
Our spouse/partner
Our family
God
The Nation
Humanity
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Other (please add below)

None of the above. I do not see it as an obligation

Α.9. Do you believe that reproduction issues should be decided by: (Please tick P
the appropriate box. You can choose more than one answers)
The individual
The family environment
Society
The state
Scientists (doctors, biologists etc.)
Other (please add below)

Α.10. In reality, who do you think actually decides upon reproductive issues:
(Please tick P the appropriate box. You can choose more than one answers)
The individual
The family environment
Society
The state
Doctors, biologists, etc.
Other ( please add below)
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Α.11. Answer the following questions by ticking ( P ) the appropriate box:
A lot

Slightly

Rarely

Someone’s economic situation affects in general
terms the decision to have a child
Someone’s economic situation affects the decision to have a child via “natural” conception.
Someone’s economic situation affects the decision to have a child via adoption
Someone’s economic situation affects the
decision to have a child with the use of assisted
reproduction technologies

Α.12. Do you believe that a successful outcome of assisted reproduction technologies is mostly due to: (Please tick P the appropriate box. You can choose more
than one answers)
Science
God
The individual
Family/partner
Luck
Other (please add below)

Α.13. Who did you consult before proceeding with the use of assisted reproduction technologies? (Please tick P the appropriate box. You can choose more than
one answers)
Partner
Family
Gynecologist
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Social worker
Priest
Friends
Colleagues
No one
People who have done the same thing (via the Internet etc.)
Other (please add below)

Α.14. Answer the following questions by ticking (P) the appropriate box:
Yes
Would you accept ovary donation?
Would you accept ovary donation from a woman of a different
nationality?
If you have answered with a NO
to the above question, which
nationalities would you reject?
Please specify in writing in the box
to your right
Would you accept ovary donation
from a woman of a different race?
If you have answered with a NO to
the above question, which race(s)
would you reject? Please specify
in the box to your right
Would you accept ovary donation
from a woman of a different religious background?
If you have answered with a NO
to the above question, which religion(s) would you reject? Please
specify in the box to your right

No

I don’t
know

No answer
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Would you accept the services of
surrogate motherhood?
Would you accept the services
of surrogate motherhood from a
woman of a different nationality?
If you have answered with a NO to
the above question, which nationality(ies) would you reject? Please
specify in the box to your right
Would you accept the services
of surrogate motherhood from a
woman of a different race?
If you have answered with a NO to
the above question, which race(s)
would you reject? Please specify
in the box to your right
Would you accept the services
of surrogate motherhood from a
woman of a different religion?
If you have answered with a NO
to the above question, which religion(s) would you reject? Please
specify in the box to your right
Would you accept sperm donation?
Would you accept sperm donation
from a man of a different nationality?
If you have answered with a NO to
the above question, which nationality(ies) would you reject? Please
specify in the box to your right
Would you accept sperm donation
from a man of a different race?
If you have answered with a NO to
the above question, which race(s)
would you reject? Please specify
in the box to your right
Would you accept sperm donation
from a man of a different religious
background?
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If you have answered with a NO
to the above question, which religion(s) would you reject? Please
specify in the box to your right
Do you believe that the supply of
genetic material can be bought and
sold?
Do you think that in Greece today,
genetic material is an object of
transaction?

Α.15. Answer the following questions by ticking (P) the appropriate box:
Yes
Are you in favor of terminating pregnancy/
abortion when there are medical reasons?
Are you in favor of terminating pregnancy/
abortion when both parents agree?
Are you in favor of terminating pregnancy/
abortion, as long as the mother wishes so?
Are you in favor of terminating pregnancy/
abortion, as long as the father wishes so?
Do you believe there ought to be an age
limit for women who want to adopt a child?
Do you believe there ought to be an age
limit for men who want to adopt a child?
Do you believe there ought to be an age
limit for couples who want to adopt a
child?
Do you believe there ought to be an age
limit for women who want to use assisted
reproduction technologies?
Do you believe there ought to be an age
limit for men who want to use assisted
reproduction technologies?
Do you believe there ought to be an age
limit for couples who want to use assisted
reproduction technologies?
Do you believe that unemployed men and
women should have legal access to ARTs?

No

I don’t
know

No
answer
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Do you believe that poverty-stricken individuals should have legal access to assisted
reproduction technologies?
Do you believe that unmarried women
should have legal access to assisted reproduction technologies?
Do you believe that unmarried men should
have legal access to assisted reproduction
technologies?
Do you believe that lesbian couples should
have legal access to assisted reproduction
technologies?
Do you believe that male gay couples
should have legal access to assisted reproduction technologies?

Α.16. Do you believe that infertility is something caused by: (Please tick P the
appropriate box. You can choose more than one answers)
Biology
Modern lifestyle
God
The state
Luck
Other ( please add below)
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Α.17. Answer the following questions by ticking (P) the appropriate box:
Yes
Do you believe that there is a problem of
low birthrate in Greece?
Do you believe that assisted reproductive
technologies significantly help the problem
of low birthrate?
Do you believe that the state ought to
provide free access to anyone that wants to
use assisted reproductive technologies?
Do you believe that the state ought to
partly subsidize assisted reproductive
technology?

No

I don’t
know

No
answer
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PART B
THE USE OF ASSISTED REPRODUCTIVE TECHNOLOGIES
B.1. When did you first realize that you wanted to have a child but you are experiencing difficulties in achieving this? (Add the month and the year – if you don’t
remember exactly please add the approximate dates)
Month

Year

Β.2. From where did you gather information on assisted reproductive technologies? (Please tick P the appropriate box. You can choose more than one answers)
From my partner
From my parents
From the partners’ parents
From other relatives
From friends
From another couple that ended up using assisted reproductive technologies
From newspapers/ magazines /books/ TV/ web
From a gynecologist working at the national health system
From a gynecologist working at the private sector
From another doctor working at the national health system
From another doctor working at the private sector
From a state social worker /counselor
From a psychologist / counselor of the private sector
From another source (please specify)
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Β.3. When did you first use an assisted reproductive technique? (Add the month
and the year – if you don’t remember exactly please add the approximate dates)
Month

Year

Β.4. How many times until today have you used assisted reproductive technologies? (Add the number of attempts)

B.5. Of the people listed below, who is informed that you have used assisted reproductive technologies? (Please tick P the appropriate box )
Person
Spouse
Partner
Mother
Father
My spouse’s/partner’s mother
My spouse’s/partner’s father
Child (children)
My partner’s child – children
Other relatives
My spouse’s/partne’s relatives
Close friends
My partner’s close friends

Yes

No

I don’t
know if
they are
informed

There is
no such
person
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My colleagues at work
My spouses’/partners’ colleagues
at work
A very few number of acquaintances that have gone through the
same process

B.6. Using a scale from 0 to 10, please evaluate the pain and the psychological
hardship caused by the experience of assisted reproduction (0 = no pain and hardship -10= a lot of pain)
Physical pain
Psychological hardship

Β.7. Evaluate the support you had by the people listed below during your efforts
to have a child with the use of assisted reproductive technologies
Support
No
From my partner
From my father
From my mother
From my siblings
From my partners’/spouses’ siblings
From other relatives
From my personal friends
From my partners’/spouses’ friends
From our common friends
From the sperm donor

A little

A lot
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From the ovary donor
From acquaintances that have gone through the
same process
From support groups/organizations (please
define)

Β.8. Throughout the period that you were using assisted reproductive technologies: (Please tick P the appropriate box)
The doctor has always been the same person and works privately
The doctor has always been the same person and works for the national
health system
I have collaborated with more than one doctors all from the private sector
I have collaborated with more than one doctors all working for the national
health system
I have collaborated with more than one doctors some from the private sector
and some working for the national health system

Β.9. Using a scale from 0 to10, please evaluate the services provided by the various people and institutions listed below (0=bad, 10=excellent)
Attempt
1st
From the specialist doctor/doctors of the private
sector
From the specialist doctor/doctors working for
the national health system
From the rest of the hospital staff working privately
From the rest of the hospital staff working for the
national health system
From state administration

2nd

3rd

4th

5th
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From the administration in the private clinics
From specialist counselors working at the private
sector
From specialist counselors working for the national health system
6th

7th

8th

9th

10th

From the specialist doctor/doctors of the private
sector
From the specialist doctor/doctors working for
the national health system
From the rest of the hospital staff working privately
From the rest of the hospital staff working for the
national health system
From state administration
From the administration in the private clinics
From specialist counselors working at the private
sector
From specialist counselors working for the national health system

Β.10. How many times was conception achieved (irrespective of the final outcome) with the use of assisted reproductive technologies? (add the number)

Β.11. Have you achieved child birth(s) via the use of assisted reproductive technologies? (Please tick Pthe appropriate box)
Yes

No

Β.12. Define the Assisted Reproduction technologies you have used and the results you have had
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Type of assisted reproductive technology
Ovary stimulation
Intrauterine insemination
In vitro fertilization
Intracytoplasmic sperm
injection - ICSI
Assisted hatching
Blastocyst cultivation
Sperm donation
Ovary donation
Ovary cryopreservation
Embryo cryopreservation -Embryo transfer
of thawed embryos
Gamete intrafallopian
transfer (GIFT) and
Zygote intrafallopian
transfer (ZIFT)
Microsurgical sperm
retrieval
Preimplantation Genetic Diagnosis (PGD)
Surrogate motherhood
No decision has been
taken yet on the appropriate method to be
used

Technology
used (Please
tick P the appropriate box)

Attempts
(add the
number)

Conceptions
(add the number)

Child
births
(add the
number)
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Β.13. Are you using or have used in the past methods of contraception? (Please
tick P the appropriate box)
Yes
No
If yes, please add the method and the time periods

Β.14. Add the number(s) of voluntary or involuntary termination of pregnancies
that you (or your partner, in case you are a man) have experienced
Number of pregnancy
terminations pregnancy
Voluntary termination of pregnancy for medical reasons
Voluntary termination of pregnancy due to unwanted
pregnancy
Involuntary termination of pregnancy (miscarriage)
In case of involuntary miscarriage please add the month
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PART C
DEMOGRAPHIC AND SOCIOECONOMIC DATA
Please follow the instructions for each question
The questions are addressed to everyone (male & female)
C.1. Nationality (Please tick P the box which corresponds to your nationality/
citizenship. If your nationality is not Greek please write the name of the country)
Greek
Other country
Which other country? (Your answer in full)

C.2. Gender and age (Please tick P the appropriate box and add your age in the
box on the right)
Gender
Woman

Man

Age
(years, add the number)

C.3. Year and Place of birth - Place of residence (Please add the place of birth and
the place of your permanent residence)
Place of birth

Place of permanent residence

Country
County
City/Village

C.4. Family situation (Please tick P the appropriate box which corresponds to
your current familial situation)
Unmarried
Married
Divorced
Widowed
With cohabitation agreement
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C.5. Number of children (Please add the number of your children)
Number of children

C.6. Age of children (Please add the age of each child and tick P the box corresponding to its age. Skip this table if you don’t have any children)
Age
(years)

Male

Female

1st child with first spouse/ partner
2nd child with first spouse/ partner
3rd child with first spouse/ partner
1st child with second spouse/ partner
2nd child with second spouse/ partner
3rd child with second spouse/ partner
1st child with third spouse/ partner
2nd child with third spouse/ partner
3rd child with third spouse/ partner

C.7. Religion (Please tick P the box corresponding to your religion)
I believe

I don’t
believe

Orthodox Christian
Catholic Christian
Protestant Christian
Muslim
Jewish
Other Religion
Which other Religion? (Your answer in full)
Irreligious

C.8. Housing data (Please tick P the appropriate box and add the numbers)
Owner without mortgage
Owner with mortgage
Rent
Free use of housing
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Apartment
House
Number of rooms (add the number)
Total surface (add the number in square meters)

C.9. Household composition [the people living under the same roof] (Please tick
P the appropriate box for the gender of each person living in the same house and
add his/her age)
Gender

Household member

Male

Female

Age
(years, add the
number)

Interviewed individual
Spouse
Partner
Child 1
Child 2
Child 3
Child 1 of spouse/ partner*
Child 2 of spouse/ partner*
Father of interviewee
Mother of interviewee
Father of spouse/partner
Mother of spouse / partner
Other relative
Friend
Domestic worker
Other person (please define below)

* To be filled only if the child is your spouse’s/partner’s and not your own
C.9.1. Education of interviewee and of spouse/ partner (Please tick P the
appropriate boxes referring to you and your spouse/ partner)
Interviewee
Hasn’t graduated primary
school

Spouse

Partner
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Graduated primary school
Graduated high school (9
years)
Graduated Lyceum
Post-lyceum technical training graduate
Technical University Graduate
University Graduate
Postgraduate title (Masters,
Diploma, Doctorate, etc.)

C.9.2. Job/occupation of interviewee and of spouse/ partner (Please tick P the
appropriate boxes referring to you and your spouse/ partner)
Interviewee

Spouse

Partner

Farmer/Fisherman
Businessman
Private employee
Civil servant
Free lancer
Domestic work (unpaid)
Student
University Student
Pensioner
If a Pensioner, please add
the profession prior pension
Not working, not studying,
not looking for work
Unemployed

C.9.3. Working hours of spouse/partner (Please tick P the appropriate boxes
referring to you and your spouse/ partner)
Interviewee
More than 40 hours per week
on a yearly basis
40 hours per week on a yearly
basis

Spouse

Partner
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Less than 40 hours per week on
a yearly basis
Doesn’t work, doesn’t study

C.9.4. Sources of income of interviewee and of spouse/ partner. You have
income from: (Please tick P the appropriate boxes referring to you and your
spouse/ partner)
Interviewee

Spouse

Partner

Business
Salary / day’s wages
Freelance
Rents
Interest / bonus
Pension
State benefits
Parents / relatives / friends
I don’t/we don’t have income

C.9.5. Gender and Age of first-degree relatives
Kinship relation
Father of interviewee
Mother of interviewee
Father of spouse/partner
Mother of spouse/partner
Child 1
Child 2
Child 3
Child 1 of spouse/partner*
Child 2 of spouse/partner*
Sibling 1 of interviewee
Sibling 2 of interviewee
Sibling 3 of interviewee

Gender
Man

Woman

Age
(write No of
years)

Deceased

306

OUT OF BODY, OUT OF HOME

Sibling 1 of spouse/partner
Sibling 2 of spouse/partner
Sibling 3 of spouse/partner

* To be filled only if the child is your spouse’s/partner’s and not your own
C.9.6. Education of the parents of the interviewee and of his/her spouse/partner (Fill the ages and tick P the boxes relevant to your parents and to the parents
of your spouse/partner)
Father of
interviewee

Mother of
interviewee

Father of
Spouse/
partner

Mother of
Spouse/
partner

Didn’t finish primary
school
Graduated primary school
Graduated secondary
school (9 years)
Graduated Lyceum
Post-lyceum technical
training graduate
Technical University
Graduate
University Graduate
Postgraduate title (Masters,
Diploma, Doctorate, etc.)

C.9.7. Profession/occupation of the parents of the interviewee and of his/her
spouse/partner (Fill the ages and tick P the boxes relevant to your parents and to
the parents of your spouse/partner)
Father of
interviewee
Farmer/Fisherman
Businessman

Mother of
interviewee

Father of
Spouse/
partner

Mother of
Spouse/
partner
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Private employee
Civil servant
Free lancer
Domestic work (unpaid)
Student
University Student
Pensioner
If a Pensioner, please add the
profession prior to pension
Not working, not studying,
not looking for work
Unemployed

C.9.8. Sources of income of the parents of the interviewee and of his/her
spouse/partner (Fill the ages and tick P the boxes relevant to your parents and to
the parents of your spouse/partner)
Father of
interviewee
Business
Salary / day’s wages
Freelance
Rents
Interest / bonus
Pension
State benefits
Parents / relatives / friends
No income

Mother of
interviewee

Father of
Spouse/
partner

Mother of
Spouse/
partner
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C.10. Yearly household income for 2012 (Please calculate and tick P the appropriate box for each column)
Household
income

Total

From
Salaries/
Pension

From State
benefits

From
Business
activity and
freelance

From rent/
interest/
bonus

Up to
€10.000
€10.000 to
€19.999
€20.000 to
€29.999
€30.000 to
€39.999
€40.000 to
€49.999
More than
€50.000
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