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Introduction

This chapter explores feminist contributions to perspectives on infertility in the global north
and global south in the period after the emergence of biomedical techniques (assisted
reproductive technologies or ARTs) to overcome infertility.1 A comparative study of feminist
discourses on infertility in these diverse global sites realizes several possibilities. At one
level, it offers an account of the historical emergence of infertility critiques in the global
north and south, especially in the period from the 1970s onwards, corresponding to the
development of late twentieth-century feminist consciousness in both regions.2 Some
feminist approaches have embraced the view that women are empowered by technologies
that promote individual rights and choices in overcoming infertility, while others have been
critical of the capacity of reproductive technologies to widen local and global divisions, with
increasing evidence of an infertility divide. These contradictions in feminist responses to
infertility across the globe mirror more fundamental entanglements between feminism and
capitalism. Pitched against the contrasting waves of the rise and decline of capitalism in
the ‘developing’ and the ‘developed’ world, this chapter highlights how an emphasis on a
politics of recognition (including in healthcare) that came to dominate later second wave
feminism became aligned with neoliberalism. This is a central thesis of Nancy Fraser’s
(2013) account of second wave feminism in its global context which is useful for our
chapter. While a politics of recognition does not represent all strands of feminist activity
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and influence, Fraser (2013) suggests that its dominance over a politics of redistribution
and an emphasis on inequalities perpetuates stratifications and inequities between and
amongst women in the global north and the global south. From a conceptual point of view,
each new development in reproductive technologies has generated a response from
feminist scholars and it is possible to see in the feminist responses to these technologies,
the interplay of key feminist debates within a global context. To that extent, as Thompson
has argued, “infertility in the age of reproductive technologies has been performed as the
perfect feminist text”3

The paper draws on, as its theoretical scaffold, recent commentary by Nancy Fraser on the
“dangerous liaisons” between feminism and capitalism.4 Her work traces the evolution of
feminism from the 1970s, and charts a parallel trajectory between the transition from stateled capitalism to free-market neoliberalism in the global north and south, and feminism’s
congruent obsessions with a politics of recognition in place of a politics of redistribution.
Feminism’s neglect of economic and social justice in the 1980s, she argues, reified the
stronghold of neoliberalism, which ironically deployed the very vocabularies and critiques of
the second wave for its own purposes. What emerged was a rhetoric of individual ‘choice’
aided by the presence of the free-market in a minimally regulated state, opposite to an
emancipatory discourse of collectivist action. The appropriation of feminism by capitalism in
effect “served to legitimate a structural transformation of capitalist society that runs directly
counter to feminist visions of a just society”.5

In this context, in the global north, medical science progressed as a matter of public
concern, with infertility becoming a cause célèbre for reproductive medicine. Scientific
progress and emancipatory discourses of work and career aligned feminisms’ own goals
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with capitalist goals of productivity. Furthermore, a new wave of regulation focused on
reproductive rights reaffirmed the alliances between the state and feminisms, as both
sought a political and moral stake in reproductive processes. The encounters of women’s
rights groups in the global south with capitalism produced similar, although not quite the
same, contradictions. Capitalism embedded itself in development discourses and turned its
reproductive intent towards anti-natalism. Through the 1980s and 1990s, feminists in the
global south fought for the recognition of women’s rights in the face of government efforts
at population control, while seeking redistribution through fair and just reproductive health
care provisioning. However, as a ‘new’ strand of neoliberalism emerged which fostered the
growth of unregulated markets in fertility and infertility, reproductive rights were
increasingly discussed in terms of personal choice rather than collective empowerment.

Capitalist transitions, and their concomitant implications for feminism, are the germane
ground on which the contradictions of infertility discourses have been inscribed, and are
central to the argument we make in this paper. Indeed, the history of late twentieth-century
capitalism frames the Janus face history of the feminist discourses of infertility. By tracing
these historical transitions in the global north and south, we intend to use feminist critiques
(including those of feminism itself) to examine how the entanglements between capitalism
and feminism cause infertility to be ‘read’ onto the bodies of infertile women very differently
depending on the wider social and economic context, and produce multiple responses that
further compromise a feminist vision of just societies. As Fraser has argued, in the context
of accelerating globalization, feminisms’ attention to gender injustice transferred from the
‘maldistribution’ of resources to identity politics and the ‘recognition of difference’.6 As the
paper will go on to show, this switch of focus radically undermined attempts to broaden the
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access of different groups to infertility resources, and generated a series of divisions
between and within the global north and south.

The paper is divided into four main parts. We first profile infertility across the two regions.
The chapter then explores feminist contributions to understanding the role of medical
technologies in ‘overcoming infertility’ and the consequent revolution in understandings of
kinship and conception in the global north. Next, the chapter turns to the global south and
summarizes feminist contributions to discussions on gender development and fertility rates,
reproductive health services, and population control. Section four examines the
implications of the diversity of feminist discourses in both regions, focusing on the
reproductive stratifications they have engendered in recent history. Our conclusion critically
analyses the Janus face of infertility from our perspective of the inequalities generated as
feminism moved into the era of advanced global capitalism.

Profiles of Infertility: Medical Discourse

Definitions of infertility, the meanings of the terms used to describe it, and mechanisms for
recording it vary, making it difficult to reliably compare the incidence of fertility problems on
a global scale.7 However, attempts to standardize definitions and measurements of
infertility enable some judgements about the prevalence of infertility across nations and
over time. This matches an incipient goal of the World Health Organization to assess “the
magnitude and geographical distribution of infertility”.8 Early attempts by the WHO to
standardize infertility described it as involuntary, related to couples, and distinguishable
from childlessness (secondary infertility for example relates to subsequent failures to
conceive); there was also scope to include pregnancies in which conception did not lead to
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a live birth.9 The WHO definition of infertility emerged onto the international stage just three
years before the birth of Louise Brown, the first child conceived through IVF, and was
maintained until at least the end of the same decade. Infertility was extensively redefined
into the new millennium10 11, although with the first IVF birth, the construction of infertility
became linked to medical technologies, and the condition was no longer perceived as
inevitable.12 Despite an extensive bibliography of related ideas and terms (described later),
the WHO secured a standardised medical definition of infertility that describes it as “a
disease of the reproductive system defined by the failure to achieve a clinical pregnancy
after 12 months or more of regular unprotected sexual intercourse”.13

As early as 1975, infertility was declared “a worldwide problem [whose] frequency varies
from area to area”.14 The first epidemiological studies of infertility prevalence used the
average number of children for each woman as a predictor of fertility. Using this data, it has
been argued that there was a global increase in fertility rates from the 1950s to the 1960s.
Although the global population continued to grow, between the 1960s and the 1980s there
was a decline in average fertility in the Third World from six to four children per woman,15
and overall fertility levels declined.161718 The same period saw a large increase in rates of
infertility. Infertility rates stabilized during the 1990s.19 However, as the number of women
reaching reproductive age increased, there was a corresponding increase in infertility20.
The global infertility rate was estimated to be about eight to twelve per cent of reproductive
aged women around the world unable to become pregnant or to carry that pregnancy to full
term.212223 In western populations, estimations of the infertility rate rose to about 14 per
cent when they included women who delayed conception until they were older24, and
excluded women who had opted for sterilization.2526 The infertility rate was also higher in
developing countries.27 The Demographic and Health Surveys (DHS) programme reported
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that between 1995 and 2001 “more than one-fourth of ever married women of reproductive
age in developing countries was infertile”.28 Infertility prevalence differs between regions
and is known to be highest in South Asia, Sub-Saharan Africa, North Africa/Middle East,
and Central/Eastern Europe and Central Asia.29 These figures increase to rates of 30 per
cent or more in areas of sub-Saharan Africa.3031323334

Although we now have a fairly clear picture of global population trends from the second half
of the twentieth century onwards, there were actually no large-scale studies of infertility
before the 1970s.35 The above figures are known because of the establishment of the
World Fertility Survey (WFS) in 1972, with US and United Nations funding.36 This focused
its efforts on nine sub-Saharan nations.37 The first large survey specifically on infertility was
conducted in six European countries, the USA and Australia, and published its results in
1999.38 Another important resource for demographers interested in infertility patterns
comes from the Demographic and Health Surveys (DHS) programme. This collated
international data on infertility from 47 surveys in developing countries between 1995 and
2001.39 However, because infertility was perceived as such a sensitive area, DHS
researchers did not pose direct questions about infertility. Instead, the incidence of infertility
was determined through analysis of five key questions in a related area.

As this brief discussion of variance in demographic studies suggests, language, meaning
and context are important for determining the prevalence, possible causes and potential
treatments of infertility40. Standardized biomedical definitions of infertility predominate in
the global north. Alongside the WHO definition given above, other clinical studies designate
infertility as failure to conceive after one year and up to five years of unprotected sex.41
Rates of infertility alter if the measure is based on the “ability to become pregnant rather
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than having a live birth”.42 Infertility problems are defined differently in various local
contexts by different subgroups, or where there is an emphasis on subjective and
experiential meanings of infertility, rather than the medicalized definitions discussed so far.
It has been noted that while a medicalized definition of infertility predominates in developed
societies, in developing societies “biomedical interpretations of infertility coexist…with
traditional interpretations”.43 This can make international comparisons of infertility rates and
determination of lifetime prevalence uncertain, and also often leads researchers to
“underestimate the extent of suffering the women (and men) endure as a result of fertility
problems”.44 For feminists, there are important moral and economic differences between
medically-oriented definitions of the state of not being able to have children (infertility) and
more experientially-oriented definitions of the state of not having children (in/voluntary
childlessness), and therefore these definitions should remain separate.45

During the period that this paper refers to, biomedical developments in infertility escalated.
Frank van Balen and Marcia Inhorn describe a shift from the low-tech reproductive
technologies such as artificial insemination with donated sperm and oocyte induction with
hormones used in the 1950s, to successful IVF in the late 1970s.46 The first decade of IVF,
the 1980s, led to greater efficiency and accessibility of this form of treatment for a wider
range of conditions and women. In the following decade, the 1990s, innovations and
refinements led to a range of new infertility treatments including intracytoplasmic sperm
injection (ICSI), laparoscopy and egg freezing.47 The success of early forms of IVF cannot as some commentators argue - be compared to the developments since the early 1990s.48
In the early days of IVF, infertility clinics would continue to manage and treat patients only if
there was a realistic chance of success.49 At this stage, before there was an emphasis on
the importance of biological ties for parenthood, adoption was a key means of addressing
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personal infertility.50 As a wider group of people experiencing infertility were treated using
these techniques, public perceptions of ART shifted. It was no longer seen as
experimental, but as a standard and viable option for fertility.51

The expansion of reproductive technologies has continued into the current decade, and
reflects the reach of these technologies into new populations (new expertise/experts and
new patient groups/treatable conditions). The expansion in reproductive technologies has
arguably broken down the distinctions between infertility and fertility, as women who were
born infertile had the possibility of becoming fertile in their lifetime. As such, the identity
‘infertile’ was not a fixed one. Furthermore, informed patient activists engaged infertility
medicine to encourage it to participate in (anticipatory) public ethical and social debate
around its practices.52 The revolution in reproductive technologies must be viewed as the
result of biomedical, global and historical processes that are framed by a postmodern and
neoliberal context. These developments have determined the possibilities of women’s own
participation in shaping their reproductive futures, in ways contingent on wider social and
economic circumstances, with opportunities to engage with or to confront biomedicine often
unevenly distributed.

Reproduction and Infertility Discourses in the Global North

Feminists in the global north initially used the dual theoretical framework of reproductive
rights and medicalization processes to understand infertility as a social, cultural and
biomedical enterprise. In the 1970s and 1980s, mainstream liberal feminists saw
advances in science, technology and policy as providing opportunities for women, and
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consequently supported the development of reproductive technologies.53 Despite
significant differences between the two strands of feminism in other respects, this tied in
with radical feminism’s insistence on analysing “women's reproductive experiences…as
sources of power as well as subordination”, and emphasis on the role of reproductive
technologies in overcoming women’s economic and physical inequalities, freeing women
from the constraints of childbirth.54 New reproductive technologies were initially conceived
as enabling women ‘to ‘have it all’ by way of family and employment or career. The
emphasis was on women ‘seiz[ing] the means of reproduction’, taking control of their
bodies and their lives.55 Radical feminists and socialist feminists agreeing with this stance
argued that capitalism is founded on women’s participation as both producers and
reproducers. In very explicit ways, radical feminists such as Firestone claimed that
reproductive technologies could sever the tie of patriarchy through a reframing the
relationship between reproduction and labour giving women, amongst other things, the
right to not have children.56 This approach differed from the socialist feminist stance of
simply re-ordering labour divisions inscribed in capitalism. Although liberal, radical and
socialist feminists had very different perspectives on the desirability of capitalism, it can
argued that convergent strands in their philosophies contributed to a situation in which the
reproductive health movement in the global north ended up focusing on reproductive rights,
choice and opportunity.

From a First World perspective, infertility had begun to be transformed by scientific
medicine, reflecting a narrative of opportunity and choice. As the feminist emphasis on the
“right to choose” garnered momentum through the 1970s and 1980s, a reproductive health
agenda that normalized fertility galvanized medical approaches to infertility. As the
medicalization of in/fertility proceeded, the condition of infertility came to be defined via the
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treatments available for it; for example, couples were infertile without treatment but fertile
with it.57 Over time, other groups once identified as non-procreative for example same-sex
couples, were routinely labelled infertile (in social discourse).58 There was also social
pressure for infertile couples to seek fertility treatments rather than to accept infertility or
choose other options.59 This normalization of infertility treatments was reflected in a
reduction in numbers of couples adopting children, although infertility may not be the only
reason for this reduction. For example, in the UK the number of children available for
adoption fell with the introduction of the contraceptive pill, and as the stigma of unmarried
motherhood lessened fewer children overall were being adopted. Formal and informal
restrictions on adoption that may have contributed to such a reduction are found in many
cultures and societies.60 Yet, as critics have noted, the promotion and normalization of
ARTs occurred with adoption practices increasingly being constructed as a ‘last resort’.61
Furthermore, ARTs were promoted with little attention to failure rates, including high
numbers of ectopic pregnancy, natural abortion and fetal abnormalities,62 or to financial
costs, trauma, or moral and ethical concerns.63

By the early 1990s, feminists in the global north had raised substantial critical debate over
the use of medical technologies, and had outlined critiques of the dominance of science,
medicine and technology within approaches to reproductive health. In the late 1970s and
throughout the 1980s, feminist perspectives on medicalization had developed which
emphasized the role of medical control over women’s bodies, the depersonalization of
patients and the objectification of their bodies, resulting in an overall disenfranchisement of
women in the medical context.64 The medicalization critique drew specific attention to the
socially constructed nature of medicine, and its tendency to take control over women’s
reproduction.65 However because medicine is often framed as a social or personal good its

10

capacity for social control may not seem obvious. Medical procedures that visualized
reproductive processes reduced women’s bodily interiors to functional parts and promoted
the autonomous status of the foetus, were processes that regulated women and their
fertility by offering explanations and control over knowledge of the mysterious inner
workings of the body; medicine in this way helped to define abnormal and normal bodily
functioning.66 Feminist critics argued that medical ideology represented women as passive
victims rather than as active agents, and therefore positioned women as having no real
choice. However, these critiques of medicalization did not necessarily lead to a
condemnation of reproductive technology. Feminists who were cautious about the
emancipatory nature of infertility treatments and who resisted scientific discourses still
believed that under the right conditions, women could choose whether and how they took
up reproductive technologies.67

Some authors have argued that the feminist focus on medicalization slowed work on the
political and social dimensions of infertility.68 Feminist critiques of medicalization often paid
little attention to the extent to which new reproductive technologies influenced notions of
bodily experience and personhood. Critical feminist analyses of the lived experiences of
those treated with ARTs did not occur until the 1990s, as feminist work began to recognize
the limitations of neo-Foucauldian poststructuralist discursive theorizations of the body.69 A
theoretical shift towards embodiment highlighted the extent to which new medical
technologies had constructed the infertile body as a biophysical disruption remediable by
means of biomedical treatments. This research drew attention to the potential of infertility
treatments to displace technological determinism and blur the so called nature/culture
intersection via the ability to supersede the biological limits of the physical body, providing

11

new opportunities for formerly conceptually static bodies that had once been rendered
infertile by disease and/or by age.

The medicalization thesis was also complicated by both the growth of neoliberalism which
appeared to offer widening of access to infertility treatments through rapid biomedical and
technological progress, and an emphasis on ‘personal choice', in a process known as
biomedicalization.70 Descriptions of biomedicalization emphasize the entrenchment of
neoliberal values and approaches, as well as ‘technoscientific changes in the constitution,
organization, and practices of contemporary biomedicine’, within medicine.71
Biomedicalization theory proposes that the dramatic progress in infertility treatments in the
global north since the mid-1980s occurred as part of a multi-sided process of scientific and
technological progress focused on overcoming infertility via treatment. In this view, the
growth of biomedical approaches to infertility was inextricably tied to specific politicaleconomic conditions (privatization, devolution and rationalization of health services) which
produced new biomedical social forms, subjectivities and practices.72 In this context,
infertility became linked to individualized and consumerist models of medicine.73 These
processes reflected transformations in infertility and in infertile bodies that paralleled the
ideological shifts from second to third wave feminisms towards a more fragmented,
individual, and arguably less political approach. From the 1990s onwards, feminist
perspectives and advocacy campaigns around women’s reproduction emerged out of a
politics of recognition, which itself became entwined with processes of biomedicalization.
In this period, feminist debates on infertility were also informed by criticisms of biomedicine,
by individuals and social movements, which expressed concerns about the extension of
medical jurisdiction over infertility.
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Sociologists, social theorists and philosophers interested in infertility were therefore keen to
understand how individuals became a target for biomedicalization via practices that
constitute patients as consumers.74 In the late 1970s and 1980s, consumerist discourses
had initially emerged as a means of giving patients choices and autonomy. However, these
discourses had unintended effects. More recently, Janet Newman and Ellen Kuhlman have
argued that at national and government levels, the ideology of consumer choice had
“positive unsettling effects on the pattern of health care”, 75 because the consumption of
health goods was not initially regarded as compatible with the goals of biomedicine.
Subsequent academic analyses of the growth of reproductive medicine that refer to the
1970s and 1980s identify how ideologies of consumer choice shaped the commodification
of sperm, ova and the womb into what has become a global market in infertility. 76 These
early debates and critiques of the commodification of reproductive technologies were
especially concerned with surrogacy arrangements.

From the perspective of feminists in the global north, infertility consumers did not achieve
the kinds of autonomy or choice they had initially envisioned in the 1980s. In practice, as
new reproductive technologies were introduced consumer practices followed principles of
individualized desires and choice, rather than emphasizing collective reproductive rights.
Some feminists emphasized the lack of real choice for women, and particularly noted that
women’s use of ARTs risked reducing them to reproductive commodities.77 Some critics
noted that the right to choose and the ability to access treatments were constrained by
structural and socioeconomic limitations, influenced especially by social class, age and
ethnicity. However, as Deborah Lupton points out, “The liberal consumerist-orientated view
that women should have a right to choose tend[ed] to ignore such structural constraints”.78
These authors began to show that infertility treatments were more available to some
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groups of women in the global north, although this fact in itself did not appear to alter
reproductive policy.

In the 1990s and 2000s, academics drew attention to the ways in which infertility
treatments had also begun to shape understandings about who or what constituted a
person. Discussions about new reproductive technologies considered how they
constructed the foetus as separate from the mother, as an autonomous rather than a
dependent subject.79 These issues of autonomy and dependency related to concerns
previously raised in debates about abortion over women’s rights to autonomy. 80 However,
some critics argued that the use of new reproductive technologies, like many neoliberal
projects, became another means to fashion the self and one’s life through engaging in the
practices of consumption. The infertile body was no longer ill or diseased but was instead
constituted by the ideologies of overcoming dis-ease, self-enhancement and bodily
‘optimization’.81 This ‘optimization of the body’ highlights the use of medical technologies to
secure the best possible futures for individuals, linked again to the idea that the physical
limitations of the body could be superseded. As discourses of infertility in the global north
constituted the condition as often voluntary and caused by socio-economic choices relating
to employment and career, infertility treatments were recognized as providing opportunities
for individuals to overcome such effects, including but not limited to the effects of aging.
These discourses constructed infertility as a gendered problem that is preventable, and
remedied by reproductive health care and attention. The enterprise of biological parenting
generated by the alleviation of infertility arguably did not cause significant problems for
feminism in the third wave, because of its own promotion of individualism and
achievement.82
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In addition to early feminist concerns about autonomy and science, feminists became
interested in the political effects of the impact of new biomedical identities and
subjectivities. One of the more optimistic responses to new reproductive technologies was
their capacity to expand notions of kinship. Traditionally, arguments around the
medicalization of childbirth, supported by groups such as the Natural Childbirth Movement
had critiqued many gynaecological and obstetric interventions on the basis that they
“serve[d] to disempower women and restrict their social and economic mobility”. 83 As
feminists in the 1990s turned their attention to the potential of new reproductive
technologies to radically alter social arrangements and to reshape understandings of family
and kinship, they were interested in how ARTs generated new, diverse family forms. The
ART movement expanded the concept of mother, parent and family, while emphasis on the
rights of individuals gave new groups such as gay fathers access to reproductive services.
The reimagining of family forms attendant on the possibilities offered by ART is reflected in
an explosion of terms such as ‘birth mother’ ‘egg mother’ and ‘surrogate mother’. 84
Motherhood came to include genetic, birth, adoptive and surrogate maternities, and egg
donors were recognized as ‘parents’. This language was commensurate with the lack of a
distinction between social and biological parenting when people talked about their families.
Academics also noted the decoupling of the relationship between parents and their
offspring, reflected in a discursive shift from ‘reproduction’ to ‘procreation’. In its place, the
emerging discourse of procreation had ‘different connotations’, namely that of intervention
and propagation and the loss of women’s autonomy over their reproduction.85 This is partly
because new reproductive technologies opened up even more radical opportunities for
conception and sexual relations, with ovum capable of being fertilized outside the womb.
For example, in 1986 Ann Oakley raised the science fiction-type scenario of “male
(abdominal) pregnancy [or]…entirely-laboratory made human pregnancy […] beginning
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with the glass dish and ending with the neonatal intensive care unit”.86 Consequently,
infertility treatments were recognized by academics as important for society because they
involved a range of social actors and created new narratives and possibilities for (infertile)
bodies and parenting.

The question of ethical and moral issues in reproductive rights focused feminist thinking on
political and government regulation. Arguably, feminisms in the second wave held the
belief that the welfare state would supplement any inequalities in health care services, as
part of its mission to uphold the rights of all individuals to adequate health provision.
Accessibility to IVF had been enabled by permissive legislation in a number of countries in
the global north, along with “generous reimbursement policies, as well as a general public
confidence in IVF”.87 Then, as neoliberalist policies began to unpick the welfare state,
feminism’s attempt to include ethnicity and sexuality in the redistribution of reproductive
health was undermined. Subsequently, feminism turned to identity politics and became
enmeshed with the trend towards biomedicalization, which again engendered new debates
over reproductive regulation. The Human Fertilization and Embryo Act (2008), which
sought to preserve the autonomy of women alongside the foetus is one example of the
regulative aspect of feminist and biomedical involvement in reproductive rights. Alongside
this was increasing agitation about the effects of neoliberalism and its promotion of
biological parenting as a moral enterprise. Notably, the EU reflected these concerns by
raising questions over whether fertility services - when conceived as a choice - should be
regulated at all.88

In the global north, campaigning around many of the issues of reproductive rights did not
progress from a unified collective movement, as seen in the Third World. Instead, debates
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on reproductive rights represented and reflected competing feminist perspectives and
interest groups. Writers also point to a paradox that while new reproductive technologies
expanded and were made accessible, other reproductive rights were coming under attack,
such as access to abortion and the contraceptive pill, and welfare rights for children,
especially those born to single parents. By virtue of its in-between state, infertility was a
site where feminist academics in the First World campaigned with competing interests. The
relentless advocacy of feminist goals of autonomy and status paralleled feminist discourses
of control over reproduction. Charis M. Thompson argues that the feminist paradox is that
“feminists are well placed to understand the special burden involuntary childlessness
places on women but are ambivalent about supporting women who seek infertility
treatments because it seems to lend implicit support to conventional gender roles and
gendered stratification”.89 Others identify a different feminist paradox: that in the 1980s,
criticism of motherhood as establishing barriers to personal development and freedom,
proceeded alongside the endorsement of technologies that circumvent “virtually any
obstacle to procreation, including older age”, and therefore effectively revision both
historical categories of ‘barrenness’ and the physiological state of menopause.90 In brief, by
the end of the 1990s, cultural and theoretical debates over infertility had taken centre stage
in the global north, and issues such as stratification and injustice had been relegated to the
backseat.91

Reproduction and Infertility Discourses in the Global South

In the Third World feminist perspectives and advocacy around women’s reproduction
emerged out of two interlocking paradigms, both of whose foundations were rooted in
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capitalism. The first was drawn from a re-visioning of Thomas Malthus’ late eighteenth
century proposition that unless checked by natural or artificial means, population growth
will inevitably outstrip resources and negatively affect economic growth. This view has
dominated development agendas in the global south from the 1950s, and continues to do
so.92 Buoyed by twentieth-century development theory and models that argued the
potential benefits of low fertility for the economic growth of the nation93, neo-Malthusianism
gained ascendancy in development policy, especially at the key international forum, the
International Conferences on Population and Development (ICPDs). Through the 1960s to
1980s, this forum set the scene for the dominant ideology underpinning the institution of
family planning programmes in the Third World.94 A second paradigm informing feminist
debates on reproduction was the emerging context of neoliberalism in the 1980s and
1990s as nation after nation abandoned socialist pathways to join those adopting economic
liberalization policies, or had such policies mandatorily instituted by the IMF and the World
Bank. Neoliberalism was directly responsible for decline in the availability, range, access
and quality of services, especially at the primary health care level affecting reproductive
health.95 Significantly, the deregulation of developing economies also heightened the
presence of pharmaceutical corporates and the growth of contraceptive and reproductive
technologies in developing nations. The rest of this section elucidates how these
paradigms contributed to a new Third World discourse on fertility, which in turn informed
discourses on infertility.

Feminist academics in the Third World recognized the empirical evidence that seemed to
link low fertility to women’s autonomy, status and gender relations, and to development
more generally.96 While this might seem to suggest a parallel between official neoMalthusian discourses and Third World feminist discourses of control over reproduction,
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nothing could be further from the truth. In the 1980s, Third World feminist writings
challenged prominent narratives of the beneficial effects of development, instead pointing
out the risk that gendered production and reproduction in the global south would be
appropriated for development ends.97 From a Third World feminist perspective, therefore,
population programmes needed to centre on women’s autonomy, lest anti-natalism
become an instrument of capitalist accumulation. Alongside the recognition of coercive
practices by developing states to enforce population control, such as China’s one-child
policy, India’s forced mass-vasectomies in the 1970s and quinacrine sterilization in the
1980s, and Indonesia’s Norplant implantation programmes feminists challenged
population programmes from a human rights perspective. Population programmes became
a site of resistance for Third World feminists, who simultaneously advocated for access to
safe contraceptive and abortion services.98 Monica Das Gupta, John Bongaarts and John
Cleland summarize the normative feminist perspective of the day:

Micro-studies…find that lower fertility is also associated with better child health and
schooling, reduced maternal mortality and morbidity, increased women‘s labour
force participation, and higher household earnings. This is quite aside from the
intrinsic human right of being able to control one‘s own fertility.99

The campaign for the “right to control fertility” slowly gathered momentum through the
1970s and 1980s, galvanized by United Nations sponsorship.100 The UN Conferences for
Women in 1975 (Nairobi), 1985 (Mexico) and 1995 (Beijing), the Declaration of the Decade
for Women (1975-1985), and the rapidly burgeoning field of women-in-development
fostered transnational networks and shared frameworks. 101 In the lead-up to the 1994
ICPD in Cairo, these coalesced into a loose but formidable coalition of transnational
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feminist groups campaigning on a platform of reproductive and sexual health and rights.102
Relentless and strategic advocacy by the movement through the 1990s succeeded in
integrating vocabulary that until then had remained within the feminist movement, such as
“informed choices”, “inviolable”, “reproductive autonomy”, “gender sensitivity”, and “quality
of care”, into the ICPD Programme of Action (POA). This vocabulary entered the discourse
of strategic mainstream population policy for the 179 countries that were signatories to the
ICPD.103 The ICPD POA “marked the beginning of a new era of commitment and
willingness on the part of governments”, and “urge[d] the empowerment of women both as
a highly important end in itself and as a key to improving the quality of life for everyone”. 104
The Conference attested that the success of the ICPD goals relied on the provision and
maintenance of services – not only those related to family planning, but a broad range of
universal primary health care, education, and counselling services for women, men and
children, including abortion. This Third World feminist perspective was reinforced at the
Beijing Conference for Women in 1995. The UN Platform for Action at Beijing noted that
“the human rights of women include their right to have control over and decide freely and
responsibly on matters related to their sexuality, including sexual and reproductive health,
free of coercion, discrimination and violence”.105

There was, however, unresolved tension between feminists in the global north and south
around the priorities for advocacy. While feminists from Europe and North America
stressed abortion rights as fundamental to reproductive rights, this was not a priority for
Third World feminists; their main concern was the fight against state-driven antinatalism.106 Groups like FINRRAGE (Feminist International Network of Resistance to
Reproductive and Genetic Engineering), located women’s reproduction within wider global
capitalist patriarchal structures, and regarded population policies as part of the
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‘technopatriarchal’ attempt to dissuade Third World women from “breeding more poor
children”. Simultaneously they encouraged women in the global north “to breed because
they add to consumption demand, which drives capital accumulation”. 107 Within their
ideological frame, new reproductive technologies such as IVF were part of the global
system that continued to objectify women’s reproduction. FINRRAGE’s perspective is
captured in the words of one of its members, Ute Winkler, who claimed that, “We cannot
wait until we have convinced all women who are infertile that they should reject IVF … IVF
is not a solution to infertility. Women are still infertile when they conceive through IVF”. 108

Overall, the primary focus of the reproductive health movement in the global south was on
reproductive rights and population control. Significantly, infertility was marginal in these
feminist discourses. Aside from an occasional consideration that access to contraception
may not be the most important campaigning goal for all women as some “women may not
want to control their fertility at all; they may be confronted with infertility”109, or mention of
the consequences to marriages as a result of infertility, there was no specific socio-political
analysis of infertility or extended attention to care.110 Infertility was not mentioned in the
POA at Cairo and only one reference was made to it, within the context of a discussion on
reproductive disease, in the Beijing Platform for Action: “[c]ancers of the breast and cervix
and other cancers of the reproductive system, as well as infertility, affect growing numbers
of women and may be preventable, or curable, if detected early”. 111 In other places – as for
example in the Indian Government’s policy documents on the Reproductive and Child
Health (1996) programme - infertility is linked to untreated HIV and AIDS, or even to the
reproductive concerns of older people. Within Third World feminist discourse, then,
infertility takes a marginal position within debates on reproductive rights, reflecting in part
what Rosalind Petchesky cautioned was a “fault line” between the right to choose and the
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drive towards population control that Third World feminists had not quite resolved.112
Consequently, in the 1980s and 1990s, this discourse constituted infertility as involuntary
and caused by medical or social circumstances, such as continued childbirth, lack of ability
to negotiate sexual contact, and exposure to sexual diseases. It also constructed infertility
as a preventable problem of women that could be remedied by primary reproductive health
care and attention. Addressing the causes of infertility was seen to fall within the realm of
primary health care services, as part of the wider population-based free health-care
structure. Little was mentioned about the actual treatment of infertility in the context of the
developing world.113

The Third World feminist response to neoliberalism has been less organized, unequivocal
and consistent. Indeed, the impact of the liberalization of markets for reproductive health
has created, or deepened, schisms amongst feminist advocates, governments, markets
and individual women as regards their understandings of reproductive rights. By the early
1990s, contraceptives were readily available on the open market, upstaging the state as
the primary regulated source of contraception. As commercial enterprises entered the
market for contraceptives, a smorgasbord of new and technologically advanced products
became more readily available for individual purchase.114 Interestingly, the growth in fertility
control products paralleled the growth in infertility treatment products and services. In many
developing countries, the number of private clinics offering ART and infertility services,
including surrogacy, mushroomed. Given the lack of regulation of the sector, its
commercialization has facilitated the expansion of global, rather than domestic,
‘reproductive tourism’, especially within Asia.115 In a country like India, for example, there
are over 3000 infertility clinics, whose preferred clientele are foreign nationals in an
industry estimated roughly to be around $400 million USD.116 For this reason, in 2010 the
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Indian State enacted draft legislation to regulate the growth of this sector.117 Importantly,
given the costs of many reproductive technologies, affordability rather than need has
become one of the key criteria in determining access to them, and infertility treatment has
therefore become stratified as the purview of the affluent.

The transnational reproductive health coalition has largely been silent in response to this
emerging trend. A decade after the ICPD, the movement does not appear to have
formulated a clear position or sustained analysis of infertility. In 2009 Adrienne Germain,
Ruth Dixon-Mueller and Gita Sen, stalwarts of the international reproductive health
movement, called for the international community to get “back to the basics” of the ICPD
1994, and highlighted areas which demanded focused attention. Infertility does not appear
on their list.118 There is similar absence of reference to infertility in the International
Women’s Health Coalition’s comment on the future of the ICPD.119 Outside of the
movement per se, feminist scholars from the south have been divided on the issue of ART
and surrogacy. There are those who see commercialization as encouraging the production
of disembodied and fragmented female bodies, thereby compromising women’s selfdetermination.120 Their view is supported by academics in the global north who consider
cross-border trade and its accompanying exploitation to be a failure of “reproductive
justice”.121 How far these views are reflective of the experiences of women in the Third
World is a matter of debate, as some first-person accounts from the global south suggest
that individual women relish the freedom that reproductive technology affords, despite the
risks and costs.122

More recent approaches from supra-national organizations recognize infertile women as
constituting a special category, and as deserving support with both prevention of fertility
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problems and treatment for existing problems.123 This validates an explicit politics of
recognition for infertile women as having rights to bear children. This new politics of
recognition is due to the growing acceptance and success of ART technology in the global
south, and the reframing of infertility as a problem related to issues of social justice,
regardless of population pressures.124 In comparison to the global north, then the progress
towards making infertility a public health issue has been slow.

Incongruent Emancipations: Infertility and its Stratifications

As our analysis has demonstrated, since the 1970s, feminist discourses around infertility
have proliferated and so have the contradictions amongst them. Discourses of
emancipation that emerged in the global north were either irrelevant to Third World women,
or reliant on the appropriation of their bodies and reproductive power; equally the
conditions of infertile women in the global south scarcely figured within global discourses of
women’s reproductive autonomy. As Faye D. Ginsberg and Rayna Rapp argue, from the
1970s the idea of a "politics of reproduction", which demanded examination of the multiple
levels on which reproductive practices, policies and politics were enacted, started to
dominate feminist discussions. Analyses of the politics of reproduction considered the
social, moral, ethical, economic and religious interests at stake in reproductive
technologies, from diagnosis to donation, as a set of relationships between multiple actors
and agencies: local and global organizations, state and private interests, and different
professional groups. Although the differing perspectives revealed by these analyses might
be viewed as evidence of ideological fragmentation within feminism, in reality they reflected
the multiplicity of feminist perspectives on socio-political institutional frameworks which
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were increasingly underwritten by capitalist interests. In this section, we reflect on the place
of emancipation and “stratified reproduction” in feminist conceptualizations of infertility.

Within feminist discourse, the idea of stratified reproduction has been framed in two main
ways. At the end of the second wave, it was primarily conceptualised as a means of
drawing attention to inequalities in access to reproductive technologies and the importance
accorded to infertility between the developed and developing worlds. A body of feminist
work from the north and the south highlighted the inequalities in the delivery, accessibility
and affordability of infertility treatments to women in these global regions concluding that,
there are ‘two worlds of infertility’ where the effects of infertility were experienced more
severely in non-western world.125 In addressing stratifications in reproductive rights, the
focus turned to the exploitative relationships between the two worlds, not merely the gaps
between them. ARTs, in particular, were identified as both reflecting and contributing to a
widening of local and global divisions. Conceptually, stratification offered a heuristic lens to
reflect on distinctions between the moral, legal and religious handling of ARTs and a range
of structural and economic factors that facilitated the procurement by western women of
the technology or surrogates available in the non-western world.126 In particular, this work
described how global policies and practices in health care converged with medicalization
processes to potentially increase the patriarchal-capitalist appropriation of medical care, so
that infertility has become the “latest and most powerful instance in which male doctors and
‘pharmacrats’ use biotechnology to usurp female reproductivity”.127 Finally, this body of
work has reiterated the imperial intent of biomedicalized capitalism in transferring the
cultural emphasis on the importance of biological parenthood from the developed to the
developing world.

25

The conceptual framing of infertility and reproductive technologies as ‘stratified’ was
successful within the specific discourse of the First World as being in a state of advanced
capitalism, distinct from the Third World and its early-stage capitalism. This dialectic
between the First and Third Worlds is what Fraser refers to in her account of the
misframing of global justice.128 This traditional north-south dialectic is also what we have
identified as the Janus face of infertility. Like Fraser, we argue this dialectic has been
undermined by the intertwining of consumerism, capitalism and neoliberalism within the
global infertility market. We discuss the effects of this ‘Janus face’ below.

The dominant lens of stratification failed to encompass the breadth of inequities beyond the
north-south divide, effectively ignoring those marginalized or advantaged within each
context. Contemporary feminist debates established that low-income, minority, and lesbian
women within the First and Third Worlds had unequal access to high-tech, expensive
ARTs. Furthermore, little attention had been paid to the differently gendered nature of
infertility, including the different causes of infertility or the different applications of
reproductive technology on men’s and women’s bodies. Male infertility was hidden due to a
combination of factors that included a lack of infertility treatments for men, sensitivities
around the collection of sperm, and the conflation of male infertility with impotency and
emasculation.129 Additionally, ARTs were recognized as being applied to women’s bodies
in more invasive ways. These differences point to inequalities that emerged within the
global north and global south. Economic analyses of reproductive choice in the emergent
capitalist and biomedicalized world order of infertility treatment suggest that wealth
accumulation and purchasing power was not limited to wealthy, western women in the
global north alone but was more widespread as a class issue in both the global north and
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south. For low-income women, at best infertility received attention only when coupled with
reproductive health disease.

In the last decade, wider social transformations that have undermined the dialectic of
developed-developing world have led to challenges to the dominant narrative of
reproductive stratification of the “two worlds”. In its place, the global south is revisioned as
being rapidly prosperous and technologically advanced, where an insatiable and newly
affluent middle-class drives markets, including in medical technologies. As John Comaroff
and Jean Comaroff (2009) argue, the south no longer seeks to emulate the north - “old
margins are becoming new frontiers” - but they also caution that “it is the South that often is
the first to feel the effects of world-historical forces […] thus to pre-figure the future of the
global North”.130 In this revisioning of the dialectic, reproductive stratification is more
complicated than many feminist texts initially conceived.

To contextualize our discussion in light of Fraser’s argument, we conclude that as the
politics of recognition has converged with a consumer-driven demand for medically
advanced access to reproductive technologies, reproductive stratifications within the global
south has assumed greater significance than long-standing asymmetries between the First
and the Third Worlds. Notions of women’s emancipation in the global south have taken root
within the rhetoric of individual choices and recognition, and in place of a collective
response to state-organized programmes and redistribution of resources. The same
discourse of emancipation is found in the global north, where infertility treatment is already
framed both as an exercise of individual rights and as a lifestyle choice, and has been
colonized by private business actors. Infertility is no longer primarily a basis for claims to
better public healthcare provision or political accountability. As the state rescinds the
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responsibilities of a provider, it assumes the role of regulator - often of global biomedical
enterprises.

Conclusion: The Janus Fortunes of Infertility Debates

In this paper we have argued that since the 1970s there have been differences in feminist
understandings about infertility in the global north and the global south. We have attempted
to highlight in equal measure the contradictory and sometimes disabling conceptualizations
of emancipation. Feminists, for example, have been generally critical of the impact of
reproductive technologies on women, but some have embraced the view that women are
empowered by technologies that promote individual rights and choices in overcoming
infertility. While in the early years of the second wave, feminism mainly focused attention
on western women’s struggles with medicalization, by its end in the 1980s, there was a
greater appreciation of the different and unequal experiences of women of different
ethnicities, classes, sexualities and ages in the global north. In the 1990s, the debates took
on a transnational scope, as scholars sought both to recognize the experiences of infertile
women in the Third World and to expose the relationship between the advancement of
infertile western women’s rights and the losses of their counterparts in the global south. As
feminism moved into the era of advanced global capitalism, neoliberal revisionings of
emancipation inflected feminist understandings of infertility. In all, feminist perspectives on
infertility have spanned liberal equality arguments, radical scholarship eschewing the
patriarchal biomedicalization of women’s reproduction, both ethnocentric and postcolonial
critiques of justice, and political economy analyses. Such ‘disorganized’ effects, in Nancy
Fraser’s words are not uncommon, and are rooted in the subtle but insidious
entanglements between neoliberalism and feminism.131 In light of such history, we note that
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debates once again have shifted in the new millennium, directed now by the global south
into claims for similar rights of reproductive autonomy and recognition.

Although the historical narrative followed divergent, if interconnected, pathways in the
global north and south, there are similarities in feminist responses to the kinds of ideas of
global justice outlined by Fraser. There was, however, a time lag. In the global north,
feminisms “sought to question core features of the capitalist modernity that social
democracy has naturalised: materialism, consumerism […] sexual repression”.132 To this
list we add medicalization, which offered a radical critique of gender exclusions. Fraser’s
perspective on the ways in which capitalism has “conscripted” feminism is useful here for
understanding the consequent biomedicalized enterprise of infertility. In brief, in the context
of neoliberalism, infertile women became subjects for the promotion of new reproductive
technologies, and as a result their relationship to a wider struggle over women’s
reproductive rights became seriously truncated. This reframing of gender justice was part
of the zeitgeist which also ignored political concerns about the nature of the globalized
reproductive health market, and potential alliances between those in the global north and
the global south.

On the other hand, infertile women in the global south were mis-recognized in the
concerted feminist response to population control programmes, steeped as it was in a
redistributive paradigm. This gap was filled by capitalist commodities as infertility became
caught up in the thriving business of medical technology. Drawing on Fraser, we argue that
development theorists erred in relying on the idea of gender recognition as essential to
achieving parity for infertile women, rather than actively representing them in policy-making
processes. For example, if an issue could be represented as an inequality, then policy and
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process could be formulated to address the injustice. In the global south, fertility was
represented well, and reproductive rights were advocated as necessary for redistribution.
On the other hand, infertility was neither recognized nor represented, and nor were claims
made for redistribution; responses to infertility were often local and rarely took into account
the global context, as we saw in the responses to population control. In Fraser’s view, this
misrepresentation meant that infertile women in the south went unnoticed (voiceless) at a
crucial period in the 1990s when state-managed capitalism was transitioning into the
unfettered capitalist markets of the new millennium. Academic mis-framing of reproductive
technologies and experiences of infertility had important implications for how infertility was
shaped and managed in the decade that followed. The Janus face of infertility which we
have described is therefore not an analysis of a simple dialectic between north and south,
but rather is constitutive of a series of misframings both within and between these ‘regions’,
which reflect the entanglements between feminism and neoliberalism within the global
context.

Fraser’s argument can also be applied to feminist responses to infertility in recent history,
which could also be described as Janus-faced. During the decades from the 1970s to the
2000s, there was a cultural and economic shift towards a global politics of neoliberalism.
This was matched by a shift in feminist thinking, and in other social and political
movements, away from a politics of redistribution towards a politics of recognition. This
shift intensified the spread of capitalism in fertility medicine, permitting the intervention of
new actors outside of the boundaries of state, and the realization of new, previously
invisible identities. What is needed therefore, is a new global feminist politics that can
navigate a consensual path through incongruent conceptualizations of emancipation, and
its relation to infertility. In charting new pathways forward, this global feminist politics will
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have to appreciate, as Fraser argues, “the role of transnational forces in maintaining
gender injustice”.133 This new pathway, at the very least, has to addresses the misframing
and misrepresentation of infertility and reproductive technologies via an integrated feminist
politics that combines economics with identity, recognition and status.
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