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Abstract 

 

India has become notorious as a multibillion-dollar surrogacy industry. This 

industry flourished when India allowed commercial surrogacy and attracted many 

international intended parents to engage with widely available Indian private fertility 

clinics to achieve parenthood. This industry raised legal, ethical, social, moral and political 

issues due to cross-border travel for reproduction and the wider socio-economic gap 

between Indian surrogate mothers and international intended parents. Consequently, Indian 

surrogacy gained much attention in policy, media and research, which identified surrogacy 

as a cause of exploitation, commodification and injustice for surrogate mothers and 

children born via surrogacy. This led to the announcement of ban of commercial surrogacy 

in India in 2016, which stopped not only internationals but also Indian nationals who 

engage with commercial surrogacy. In policy discussions and academic research much 

focus is on surrogate mothers, while a specific focus on Indian intended parents is hardly 

visible.  

Given the Indian context, where parenthood and childbearing play important socio-

cultural and religious roles, there is a need to understand the surrogacy journeys of Indian 

intended parents. Further, understanding intended parents’ experiences in the wider socio-

cultural context is essential if surrogacy is to be and ethical for the ‘surrogacy triad,’ 

namely surrogate mother, intended parents and child. This is because surrogacy is a 

relational and mutual process, where all members of the surrogacy triad are dependent on 

each other for care and trust. Hence, this thesis moves beyond the exploitation and 

commodification debates and envisions relational reproductive justice which may include 

ethics of care as a way forward. This thesis contributes empirically to these broader 

discussions of relational reproductive justice by exploring Indian intended parents’ 

representation, experiences, and their struggles in light of wider societal structures such as 

stigma.  

The present study is conceptualised using reproductive justice framework, the 

concept of stigma and Foucauldian power theory. Using a qualitative research 

methodology, I employ two qualitative research methods, namely discourse analysis of 

newspaper articles and thematic analysis of in-depth interviews of the intended parents. 

The results from this analysis are triangulated to gain a holistic understanding of intended 

parents’ experiences.  For the discourse analysis, 196 newspaper articles published on 

surrogacy from 2002-2017 were selected. A Foucauldian discourse analysis of these 

newspaper articles allowed my analysis to understand the broader societal framing, 

representation of intended parents and social context in which intended parents experience 

their surrogacy journeys. Further, I conducted a thematic analysis of eight in-depth semi-

structured interviews of intended parents who I interviewed in India from January to May 

2018. A thematic analysis informed by Foucauldian power concepts and stigma theory 

allowed me to understand the intended parents’ stigma experiences, subjectivities and 
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power relations experienced in the wider society. Collectively these two analyses shed light 

on factors constraining ethics of care and vision of relational reproductive justice.  

This thesis primarily argues that stigma and commercialisation constrain the 

potential for relational reproductive justice. Stigma results in invisibility and secrecy of 

intended parents’ surrogacy journeys and minimal interaction and interpersonal 

relationship with the surrogate mothers. Surrogate mothers and their relationship with the 

child also remain invisible and unrecognised. The invisible and lonely journeys of intended 

parents worsen when intended parents struggle with a commercialised neoliberal fertility 

market, experiencing a lack of proper health care, economic constraints and implications 

of frequent surrogacy policy changes. I suggest stigma and commercialisation affect the 

caregiving and receiving, and the wellbeing of the surrogacy triad. This thesis concludes 

by proposing the need to achieve ethics of care for the surrogacy triad and addressing 

stigma by redefining broader societal discourses about surrogacy. This helps in building 

interpersonal relations, and practice of care and responsibility between the surrogate 

mother and intended parents, recognising surrogacy as a relational reproduction process, 

and furthering a just experience for those involved. Encouraging this potential relational 

and care perspective can allow children to meet their surrogate mothers or donors, 

recognising surrogate mother’s role in child’s life and in future extending the definition of 

families.    

Keywords:  

childbearing, commercialisation, discourse analysis, ethics of care, fertility market, 

Foucault, India, intended parents, power, reproductive justice, secrecy, stigma, surrogacy, 
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Prologue  

This thesis has been a journey for me and has contributed greatly to my personal 

and professional growth. This thesis enabled me to travel from my home country, India to 

New Zealand. This allowed me to experience new cultures, people, perspective and see my 

home country from a new lens. With this thesis, I also started my journey as a qualitative 

social researcher, whereas my previous research experiences align with a more quantitative 

social science approach. This journey from quantitative to qualitative was a challenge for 

me as I got introduced to new literature, new research approaches and ideas. During this 

journey I learnt about many ideas that include, but are not limited to, reproductive justice, 

stigma, ethics of care, Foucault’s concepts and research methods such as discourse analysis 

and thematic analysis, which I have used in this research.  

This thesis has its roots with my experience in India, where I travelled from my 

hometown, located in the foothills of Himalayas, to different regions of India. Completing 

my higher education in two Agriculture universities in India I got a better sense of how 

research, education and people’s experiences are linked. My master’s thesis further 

allowed me to engage with women and men’s reproductive experiences in rural and 

suburban areas. I aimed to understand their experiences of preterm birth pregnancies. I 

received a wider perspective of women’s life during my 3-year tenure as a researcher at 

the Centre for Women in the Ministry of Agriculture in India. These three years gave me 

an opportunity to travel to different regions of India to interact and analyse the policy 

implications on women, and work with a different cadre of officials to work towards 

contributing to women's experiences in a better way (e.g. providing policy 

recommendations to the Ministry). With the passage of years, I identified all women's 

experiences such as social, economic, health, political and agricultural are interlinked and 

are shaped by wider societal structures. However, somehow their reproductive issues 

attracted most of my attention. I found stigma and secrecy around different reproductive 

healthcare issues such as menstruation, abortion and preterm birth further adding to 

women's concerns. Understanding the interconnectedness of issues and the role of societal 

structures I realised there is a need to hear women's experiences beyond numbers. As my 

previous research mostly used large scale surveys or structured interviews, I decided to 

step into qualitative research and start a Ph.D. journey in New Zealand.    

When I decided to pursue a Ph.D., surrogacy was all over the Indian media and I 

started to engage with the issue. Hearing about the technology where a woman carries a 

pregnancy for somebody else caught the attention of the Indian population, including me. 

Digging deeper, I found a terrain of surrogacy regulation changes and found it a topical 

issue. Though I am not married and do not have children, and I never planned to follow 

the traditional expectations of family formation in India, I have experienced these pressures 

both personally and through the experiences of my sister. My experiences and observations 

in society highlighted the role of marriage, pregnancy, childrearing, and parenthood in 
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Indian society. Therefore, I was interested to hear stories of people who achieve parenthood 

via surrogacy. 

Coming to New Zealand meant understood a very different socio, cultural and 

political context such as recognition of a partner without marriage, giving importance to 

privacy issues and restrictions on abortion that are very different to Indian culture. I 

particularly noted the similarities between Māori and Indian culture, as both emphasise 

childbearing and parenthood. Learning new liberal perspectives by comparing and 

contrasting cultures allowed me to see India, the role of micro and macro structures and its 

impact on Indian intended parents with fresh eyes. This learning and accepting new 

perspectives particularly helped this project during the media analysis, where I identified 

how different societal discourses influence experiences of people.  

This thesis witnessed the emergence of prominent surrogacy regulations in India, 

which made my interest in intended parents stronger. These changing surrogacy 

regulations often blamed intended parents and kept changing the eligibilities of people who 

can engage with surrogacy. Initially, when I thought about the project in 2015, the Indian 

government was stopping foreign couples including Indians living outside India from 

engaging with surrogacy (November 2015). After six months into the Ph.D. programme, 

at the end of 2016, the Surrogacy Regulation (2016) Bill was proposed in the Indian 

parliament, which announced the criminalisation of commercial surrogacy for both Indians 

and internationals. The Bill passed to the standing committee for consideration, and the 

report in 2017 suggested allowing commercial surrogacy for Indians.  While I was in the 

field the debates on surrogacy were still in the media and in the Parliament houses. I 

observed the effects of changing surrogacy regulations during the fieldwork. For example, 

intended parents’ anger towards policy changes and unwillingness of hospitals and 

intended parents to participate in the study. These changing regulations and debates in the 

media further added challenges in the recruitment process, as due to the social stigma, 

intended parents were reluctant to participate in my study. After I returned from the 

fieldwork, from India to New Zealand in 2018, the Bill was passed from the lower house 

of the Indian parliament in December 2018, in its initial form and criminalised commercial 

surrogacy for all. These changes did not affect the study in major way as I always kept the 

study broad and open to the experiences of the intended parents. However, following all 

these events and progressing through the project I found surrogacy discussions are 

primarily focused on protecting surrogate mothers. The other key people affected by 

surrogacy were missing, namely intended parents and the children born from surrogacy.  

In the present study, I focus on intended parents as well as recognising the relationality and 

mutuality of caregiving and receiving of all who participate in surrogacy. I hope to envision 

a surrogacy that is relational and looks forward to a more just vision of surrogacy. 
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CHAPTER 1  

The other side of the surrogacy story: journeys of Indian 

intended parents 

 

Introduction 

Surrogacy is a practice of family-building that has existed for millennia, but has 

grew dramatically over the past few decades. It has given rise to a multinational, 

multibillion-dollar industry, which is often disparaged as ‘rent a womb’, ‘womb for hire’, 

and ‘baby-making’. Critical scholars also delineate surrogacy as anti to surrogate 

mothers1 and children born through this process because it commodifies and exploits 

them. However, surrogacy serves a last resort for some childless couples, referred to as 

intended or commissioning parents2 (Ciccarelli and Beckman 2005, MacCallum et al. 

2003). India is among the few countries that has allowed surrogacy, attracted many 

international couples, and notoriously functioned as a surrogacy hub for the world. 

Hence, India has witnessed frequent surrogacy regulation changes and is presently 

considering a complete blanket ban on commercial surrogacy. I suggest these surrogacy 

disparages, debates, and policy changes are problematic because they have produced 

surrogate mothers as ‘wombs’ or ‘victims’, intended parents as ‘buyers’, and children as 

‘purchased or designer babies’; these framings prevent a positive way forward by 

stigmatising surrogacy and all who are involved with surrogacy. Instead, this thesis 

 
1 This thesis acknowledges that the word ‘surrogate mother’ is not an ideal word because using ‘surrogate’ identifies 
these women as substitutes. However, this thesis understands them as one of the mothers or one among those who 
contribute towards the birth of a child,  as presently I do not have any suitable words to represent these women and 
for the ease of reading, this thesis uses surrogate mother.  
2 This thesis refers to couples/individuals who engage with surrogacy as intended parents and not as commissioning 
parents, as the latter highlights the contractual nature of the surrogacy. However, this thesis does not understand 
surrogacy as contractual but rather argues to see it from ethics of care where both intended parents and surrogate 
mothers need to provide care for each other, especially for the wellbeing of the child. Also, this thesis finds a blurred 
line between commercial and altruistic surrogacy because payment is not strictly defined.   
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recognises the relationality and mutuality of the ‘surrogacy triad’;3 namely, intended 

parents, surrogate mother, and child. I make a case for reconceptualising the practice of 

surrogacy using ‘ethics of care’ as a possible pathway to achieve reproductive justice and 

ethical surrogacy, naming it as relational reproductive justice.  

Much surrogacy research focuses on surrogate mothers or intended parents from 

the Minority World,4 and we know little about Indian intended parents and their 

struggles. Therefore, this thesis explores the other side of the story, namely the lived 

experiences, identities and representation of intended parents living in the Majority 

World. This thesis questions what frames of surrogacy, in relation to intended parents, 

are used in societal discourses, how stigma may play a role in intended parents’ surrogacy 

journeys and experiences with social and health systems and whether stigma constrains 

the vision of ethics of care and reproductive justice in Indian surrogacy. These questions 

are addressed using a reproductive justice framework, the concept of stigma and 

Foucauldian power theories. Ultimately, this thesis argues that Indian intended parents’ 

experiences of stigma constrain the vision of achieving relational reproductive justice. 

Surrogacy as a last resort 

Childbearing is often taken for granted, but it can be a turbulent experience for 

couples who are unable to achieve parenthood. The absence of parenthood brings 

emotional, social, psychological, economic, religious, and spiritual challenges for many 

people (Greil et al. 2011, Widge 2002). It is estimated that there are 186 million people 

around the world who are affected by infertility (Inhorn and Patrizio 2015). Adding to 

this number there are single people, LGBTQ people and those who failed to adopt that 

are seeking parenthood (Spar and Harrington 2009). Often, those who want to become 

 
3 The word ‘surrogacy triad’ is used by van den Akker (2007) and Beier (2015) to recognize the mutuality, 
interdependence and trust needs in surrogacy at least among the intended parents, surrogate mother and surrogacy 
born children. I do acknowledge that in a surrogacy arrangement there can be more than three people involved such 
as donors, however, I have considered a minimum number of people involved.  These authors suggest understanding 
surrogacy as a ‘triad’ who need equal importance to make surrogacy an ethical experience. This thesis uses the same 
concept in line with these authors. 
4 The term Majority and Minority World was first used by Shahidul Alam (2007) in the early nineteenth century. He 

recognized that the majority of humankind lives in countries usually known as Third World, developing countries or 

the Global South and these terms are derogatory for southern nations. These terms are increasingly used by the 

researcher for respecting southern nations, and recognizing terms like developing and global south limits our 

perspective about a nation to geography and economy. Hence, along the same lines, this thesis uses Majority and 

Minority World to denote the traditionally termed Developing/Third World/Global North and Developed/First 

World/Global South, respectively. 

 



Chapter 1: Introduction  

 

3 
 

parents and are unable to achieve parenthood naturally, are ready to pay any financial, 

physical, emotional and social cost without considering its implications (Byers 1997, 

Collins 2002, Greil 2002, Lundin 2012). This importance and longing for parenthood 

gave rise to the global commercial fertility market (Schurr 2018, Spar 2006). In this 

market or business technologies and biomaterials like IVF, surrogacy, and gametes are 

sold but in reality this business runs on selling the ‘promise of child’ (Cooper and Waldby 

2014, Spar and Harrington 2009). People are given hopes of parenthood and are attracted 

to this business by showing the marvels of science and portraying higher success rates of 

these reproductive technologies than what occurs in reality (Edge 2014, Hawkins 2013, 

Mahon and Cotter 2014). 

Similarly, for some people surrogacy is the only choice to achieve parenthood, 

but only a handful of countries allow surrogacy, especially commercial surrogacy which 

involves payment to surrogate mothers (see Fig 1.1).  

 
Teal Only a few US states allow commercial surrogacy and Canada allows only altruistic 

surrogacy, but surrogacy is open for all types of international intended parents. 

Green Surrogacy is legally permitted but there is specific eligibility criteria for international 

intended parents. 

Yellow Altruistic surrogacy is legally permitted but not for international intended parents. 

Light Blue Uncertain or unregulated or unclear legal status on surrogacy but there are cases of 

surrogacy. 

Dark Blue All forms of surrogacy are prohibited by public policy. 

Figure 1.1: Surrogacy legal status around the world and who can engage with surrogacy- 

adapted from Reisser (2017). 
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A few countries allow surrogacy in the altruistic form with strict regulations, where the 

surrogate mother is paid only for pregnancy expenses (for example, in Canada and the 

United Kingdom). Some countries do not have any regulations around surrogacy. 

However, despite discouragement and uncertain regulations, the number of people 

engaging with surrogacy to achieve parenthood is unstoppable. Couples and individuals 

even travel to unfamiliar worlds in the quest for parenthood. For instance, in the United 

Kingdom, surrogacy tripled between 2011-18 and in the United States quadrupled 

between 2004-15. Those who measure surrogacy in economic terms found it a US 6-

billion-dollar industry, globally and out of which US 2.3 billion dollars is in India alone.  

 India as a surrogacy hub 

India emerged as a surrogacy hub after India recognised surrogacy in 2002. 

However, there is no law that regulates surrogacy in India, only the Assisted 

Reproductive Technologies (ART) guidelines provided by the Indian Council of Medical 

Research (ICMR). Because India allowed both commercial and altruistic surrogacy and 

opened its door to the globe, many infertile couples from the Minority World started 

travelling to India to engage with commercial surrogacy. The flux of infertile 

international people rose when supported by factors like first-class private medical 

facilities, specialist doctors, English-speaking clinicians or staff, cheaper prices, women 

willing to become surrogate mothers, and lack of surrogacy regulations in India 

(Nadimpally and Venkatachalam 2016, SAMA 2012). Hence, within a short time span, 

India attracted numerous couples, singles, and LGBTQ people from around the world 

and became a global fertility industry by 2012 with more than 3000 fertility care clinics 

across India (Pande 2016).   

Surrogacy in India has remained controversial throughout its journey from being 

legal in 2002 to its criminalisation in 2016. These changes arose in light of some 

controversial legal surrogacy cases where issues of defining citizenship and parenthood 

between nations started. These issues turned babies born through surrogacy stateless, 

between India and the destination countries of intended parents (Parks 2010). Here, 

surrogacy and family laws failed to catch up with the pace of globalisation and the 

advancement of reproductive technologies. Given these incidences, Indian surrogacy 

became a centre of attraction for the media, policymakers, lawyers, academia, and 
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activists (Bardale 2009, Markens 2012, Vora 2009). Surrogacy became ‘rent-a-womb’, 

‘womb-for-hire’, ‘reproductive tourism’, ‘baby factories’, ‘baby designing’ and 

‘outsourcing womb or labour’ in news reports, documentaries, activists, and academic 

debates (see title of these articles: Cheney 2018, Deonandan et al. 2012, Spar 2006, 

Twine 2015, Wadekar 2011). These debates and discussions around surrogacy showed 

concerns about legal, ethical, social, and moral issues for the surrogate mother and 

children. In light of these debates, various changes to surrogacy regulations occurred, 

from restricting singles and LBGTQ people from surrogacy in 2012 to foreign intended 

parents in 2014 (Reddy et al. 2018). Finally, in 2016, to protect the exploitation of 

surrogate mothers and children, India announced a ban on commercial surrogacy for 

everyone, including Indians (PRI 2017). Presently, the Bill is under consideration, but 

commercial surrogacy has stopped, and only altruistic surrogacy with strict regulations 

is legal for Indians. However, the Bill is questionable because it focuses only on the 

protection of surrogate mothers, without considering the representation, needs and 

experiences of Indian intended parents and their children.   

Scholarly debates on surrogacy: moving towards ethics of care  

Surrogacy is much debated in academia, and predominantly found to be anti to 

surrogate mothers and children. Scholars who oppose surrogacy argue that surrogacy 

turns women and children as commodities and gives rise to a ‘baby business’ (Anderson 

1990, Corea 1985, Holder 1985, Spar 2006, Swales 2009). Those who favour surrogacy 

and other ARTs argue that these technologies empower women and provide choice and 

freedom to act as surrogate mothers or to seek conception  (Inhorn and Balen 2002, Katz 

1986, Robertson 1986). Hence, they should have rights to use these technologies. But, 

opposing these arguments scholars argue that individuals do not have any rights to sell 

or purchase one’s reproductive material or services as it is not ethical (Anderson 1990, 

Corea 1985, Overall 1987). Some scholars oppose any form of surrogacy (altruistic or 

commercial) because it is exploitative to women and rests on the idea of genetic 

parenthood and confirms the gender stereotypes of women (Dworkin 1983, Mukherjee 

and Nadimipally 2006, SAMA 2009, Shultz 1990). In regards to cross-border surrogacy, 

scholars argue that surrogacy is a form of ‘stratified reproduction’, ‘reproductive 

slavery’, and neo-eugenics’, which raises inequalities (Banerjee 2010, Pande 2016, Rao 

2012, Twine 2015). In this arrangement, only a few people reproduce, while others act 
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as care workers for those who are allowed to reproduce (Becker et al. 2006, Greil et al. 

2011, Spar 2006). 

Scholars who research Indian surrogacy using an ethical lens have found 

surrogacy to be a commodification and exploitation of Indian surrogate mothers (Bardale 

2009, Knoche 2014, Saravanan 2010). Indian women who become surrogate mothers 

belong to economically weaker sections of society (Majumdar 2014a, Vora 2012). 

Hence, they have lesser agency and power in the surrogacy contract. Often Indian 

surrogate mothers are seen as commodities, visible only as ‘wombs’, and remain 

unacknowledged. For Indian surrogate mothers, surrogacy usually brings social, 

psychological, economic, and health exploitation, such as social stigma, unfair payment, 

no postnatal care, and psychological issues while relinquishing the child (Deomampo 

2016b, Pande 2010a, Rudrappa 2015, Vora 2009). Often in these debates, intended 

parents are discussed as people who are practicing their reproductive right to have a child, 

often from foreign nations or upper classes, and as ‘consumers’ of reproductive 

technologies (Rudrappa and Collins 2015). Scholars argue that intended parents have no 

right to reproductive rights while they exploit other women's bodies (Corradi 2008, 

Saravanan 2018). Thus, scholars suggest using broader lenses such as justice and human 

rights to understand surrogacy (Bailey 2011, Oraiz 2013).  

Despite finding surrogacy problematic, not all scholars agree with each other in 

terms of the solution to surrogacy. Some want surrogacy to be completely banned 

because exploitation, commodification, and inequalities cannot be addressed (Anderson 

2000a, Saravanan 2010). Some oppose the ban and suggest strict regulations because 

they believe surrogacy practices will move underground if banned and will therefore 

increase the risk of exploitation (Huber et al. 2017, Rudrappa 2018). Some find the 

invisibility of surrogate mothers’ work problematic, hence want recognition and respect 

of surrogate mothers’ work as productive ‘labour work’ or ‘care work’ (Pande 2015, 

Vora 2012). There are some who believe that a focus on an  ‘ethics of care’ can provide 

a solution to make surrogacy a positive experience, resulting in ethical surrogacy (Beier 

2015, Mitra and Schicktanz 2016, Parks 2010). Although the focus of all these solutions 

is on protecting the surrogate mothers, only ethics of care find some balance between the 

members of the surrogacy triad and provides a promising way forward.  
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Ethics of care to achieve relational reproductive justice 

This thesis recognises the relationality and mutuality of the ‘surrogacy triad’ in 

surrogacy, be it altruistic or commercial. Surrogacy involves interdependence, trust and 

mutual relations among all people involved, especially for the wellbeing of the child. 

Pregnancy and parenthood, either as intention or carrying a pregnancy, is an emotional, 

social, and sacred experience (Hjelmstedt et al. 2003, Klobucar 2016). Therefore, it is 

important to see surrogacy from an ‘ethics of care’ (Fisher  and Tronto 1990) rather than 

only through contractual or justice lens to achieve ethical surrogacy and reproductive 

justice5.  

An ethics of care approach is seen as an important way to achieve ethical 

arrangements through caring. This approach is proposed against the traditional ethical 

theories i.e. deontological and consequentialist ethics theories, which are based on a 

justice and autonomy approach (Kong 2008, Okano 2016). Ethics of care is a moral and 

normative theory, which argues people are interdependent for care and thus share mutual 

responsibility to ensure each other’s wellbeing (Conradson 2011, Okano 2016). This 

‘care’ can take physical and emotional care form but require material practice (Fisher  

and Tronto 1990). Ethics of care sees the possibility of forming new relationships, 

institutions, and a better world through care.  

Ethics of care is seen in three different forms, namely opposing justice-based 

approaches, as care work, and as transformative care work, however they often overlap. 

Some use ethics of care to oppose traditional justice-based approaches to achieve ethical 

arrangements and emphasise caring as responsibility to achieve ethical experiences 

(Gilligan 1982, Noddings 1982). Others use ethics of care to define and identify 

formal/informal care work such as for the elderly (Kittay 1999, Wiles and Jayasinha 

2013). Finally, some use ethics of care as universalised and transformative care work that 

builds relations with distant ‘Others’ as well as with the environment (Fisher  and Tronto 

1990, Lawson 2007, Tronto 1994). This form of care is framed as transformative because 

it sees new possibilities for institutions, relations, and society.  

 
5 It is also important to mention here that I do acknowledge that an ethics of care can be a way to achieve 
justice but it does not ensure full justice in a scenario (Taylor 2005). However, I propose ethics of care 
plays a significant role in achieving justice. I also suggest ethics of care is more important than ‘just’ 
experiences of people because an ethics of care prioritises relationships, care and emotional wellbeing 
of people. This wellbeing can also occur despite people have conflicting rights and different socio-
economic status.   
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This thesis sees surrogacy both as ‘care work’ as well as ‘transformative care 

work’. Here ethics of care develops communication, interpersonal relations, trust, 

responsibility and care during surrogacy between the surrogate mother and intended 

parents, despite having unequal power. Possibly, these relations also increase visibility 

and acknowledgement of surrogate mother’s role in surrogacy born child’s life or/and in 

the society.  Understanding surrogacy in this way helps to achieve ethical surrogacy or a 

broadened vision of reproductive justice, where people’s relationality and reciprocity is 

recognised. As this thesis understands an ethics of care frame as a way to achieve ethical 

surrogacy, these two terms are often used interchangeably throughout this thesis.  

The primary aim of reproductive justice is to bring structural (for example, policy, 

institutional, legal) changes by addressing all forms of oppression women experience 

which constrain women’s decisions to exercise their reproductive rights and attain 

wellbeing. However, the present form of reproductive justice juxtaposes surrogate 

mothers' rights (to protect her exploitation) with intended mothers’ rights (to have 

children), as also mentioned by Lewis (2018) and Stuvoy (2018). To address and 

highlight this limitation I propose that a surrogacy arrangement should be seen as a 

‘surrogacy triad’ relationship and encouraged to practice an ethics of care where the 

rights of all members should coexist rather than conflicting with each other. As the 

practice of these rights and actions of the members influence each other’s experiences, I 

propose seeing members of surrogacy as a collective and relational. Such a view can 

bring structural changes and ultimately lead towards justice and wellbeing of the 

surrogacy triad.  In doing so, I extend the vision of reproductive justice and label it as 

relational reproductive justice.  

Contributing empirically to discussions of ethics of care and 

reproductive justice 

To see a relational and ethical surrogacy vision, we need to understand the lived 

experiences of surrogate mothers and intended parents. Looking at their lived experiences 

helps us to understand what is stopping care in surrogacy arrangements and what caring 

relations already exist in surrogacy. Understanding these experiences helps to produce 

an alternative possibility of surrogacy in India which is ethical for the surrogacy triad and 

balances their inequalities, as most research has explored these discussions theoretically 

(Beier 2015, Parks 2010). This thesis contributes empirically to explore, expand, and 
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alter the current discussions around ethics of care as a possible pathway to reproductive 

justice in surrogacy. Much literature has focused on surrogate mothers (Hibino and 

Shimazono 2013, Jadva et al. 2003, Pande 2010b), and some on intended parents from 

the Minority World (Nixon 2013, Norton et al. 2013). However, we know little about 

Indian intended parents, especially in the current context of surrogacy regulation 

changes.  

Most research on intended parents is on individuals living in the Minority World, 

including non-residential Indians. The research predominantly focused on legal 

complications, geographical constraints for cross-border surrogacy, and non-traditional 

families and their kinship (Carone et al. 2017, Mitchell and Green 2007). Some studies 

demonstrated differences in the definition of parenthood, citizenship and surrogacy laws. 

These differences lead intended parents and children to risky and precarious situations 

(Deomampo 2015, Nebeling Petersen 2016). Due to geographical, cultural, and language 

differences with the surrogate mothers, intended parents experience insecurities and are 

bereft of experiencing pregnancy (Deomampo 2015, Hammarberg et al. 2015, Riggs 

2016). As transnational surrogacy occurs at a distance and pregnancy is hosted by 

someone else, namely a surrogate mother,  intended parents establish kinship relations 

with the child based on their genetic contribution, their intent to become parents, and the 

preparations they do for the arrival of the child (Rudrappa and Collins 2015, Vora 2012). 

Only a limited number of studies focus on the psychological wellbeing of the intended 

parents and their relationship with surrogate mothers and children (Biyth 1995, 

Golombok et al. 2004, Golombok et al. 2011, Jadva et al. 2012, van den Akker 2004). 

These studies show couples’ experiences and provide a glimpse of their exhaustive 

infertility treatment, difficulty in finding surrogate mothers and maintaining connections, 

concerns for surrogate mothers’ wellbeing, and contemplation of surrogacy disclosure 

(Bergman et al. 2010, Kleinpeter 2002b, MacCallum et al. 2003, Readings et al. 2011, 

Teman 2003). However, these studies are mostly conducted in the United Kingdom and 

are quickly becoming outdated. The one area which has seen an increase in research has 

been gay and same-sex surrogacy families (see for exampleDempsey 2013, Golombok 

et al. 2018, Smietana 2018).  

Research on Indian intended parents is almost negligible and often they are 

included in studies with a range of international parents. In these studies often Indian 
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intended parents are not explicitly discussed, and it is hard to trace their experiences 

(Majumdar 2014a, SAMA 2012). Only recently, Mitra and Schicktanz’s (2016) study of 

Indian intended parents showed a lack of care ethics, where there is no space for grief for 

the intended parents and surrogate mothers in the event of loss of conception.  

India has unique social, cultural, religious, and institutional structures such as 

families, health care, and policies (Cooke 2014, Cooke and Saini 2010), and the 

experiences of international parents or Indians who reside outside India may have limited 

applicability to the people who reside in India. Both socio-culturally and religiously, 

childbearing and parenthood are important and an absence causes shame and societal 

ostracism in Indian context (Mehta and Kapadia 2008, Riessman 2000). Extended 

families continue to play a critical role in individual reproductive decisions such as 

marriage and childbearing because often these decisions bring status, prestige or shame 

for whole families (Karve 1953, Uberoi 2005). Given India’s history of population 

control programmes and lesser attention to infertility treatment, at present fertility care is 

mostly provided by the private sector and limited to certain classes, castes and 

geographies (Bharadwaj 2016a, Mukherjee and Nadimipally 2006, Widge and Cleland 

2009). Also, in absence of law, this private fertility care remains unregulated, obligating 

people to engage with treatment at their own risk (Sarojini et al. 2011, Simon-Kumar 

2016). Given this typical geographical context, this study focuses on experiences, 

representation, identities and subjectivities of Indian intended parents.  

Reproductive justice, stigma and power theories as a guiding 

framework  

This thesis adopts a qualitative methodology for the research and has feminist 

social constructivism as a philosophical underpinning. Feminist social constructivism 

states that people socio-culturally construct knowledge and meanings and therefore form 

a perception about themselves and others. Following a qualitative methodology, this 

study uses a qualitative research design and two qualitative methods. The two research 

methods, namely discourse analysis of newspaper articles and thematic analysis of in 

depth interviews with intended parents, are triangulated to gain a fuller understanding of 

intended parents’ experiences, representation, identities and subjectivities. This thesis 

understands experiences as a consequence of broader socio-cultural processes and power 

relations (Link and Phelan 2001). Thus, the present study uses reproductive justice as a 
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broader framework which focuses on the power relations both at micro and macro level 

to unpack the reproductive experiences of intended parents. Power relations are explored 

using Foucauldian ideas of discourse, knowledge, disciplinary practices, biopolitics and 

governmentality (Foucault 1984, 1991, 1998). Understanding these power relations is 

helpful to identify intended parents' reproductive experiences in light of wider socio-

cultural structures such as stigma, beyond the micro perspectives of many other studies 

(Pescosolido et al. 2008, Vogel et al. 2013). 

Previous research shows the stigma of surrogacy creates devalued identities for 

Indian surrogate mothers which adversely affects their experiences with surrogacy and 

creates invisibility in society (Pande 2009, 2010a). As both surrogate mothers and 

intended parents live in the same culture the effects or role of this stigma on them as well 

as on the surrogacy triad is worth studying and can shed light on relational reproductive 

justice. Studies conducted within similar cultures (for example, collective, pronatalistic, 

and patriarchal) and countries to India such as Iran, Israel, Greece and Japan, hints at the 

role of stigma in surrogacy, but no study has exclusively explored stigma (see: 

Papaligoura et al. 2015, Pashmi et al. 2010, Zandi et al. 2014). Some studies in India 

focus on stigma experiences with infertility and use of ART (for example Bharadwaj 

2016a, Mehta and Kapadia 2008, Riessman 2000), however the surrogacy experiences 

of intended parents have not been studied. Bharadwaj (2016a) highlights that Indian 

couples experience stigma as a married couple, as well as based on their gender identities. 

Hence, this study considers intended parents6 as couples or any one parent. These 

previous research discussions shows and hints at the stigma of engaging with ARTs and 

surrogacy, and stigma influencing intended parents/infertile couples and surrogate 

mothers’ experiences. Therefore, overall in this thesis I argue that intended parents 

experience stigma and stigma contributes in constraining the vision of ethics of care and 

relational reproductive justice.  

Research aim and questions 

Given the dearth of literature on Indian intended parents, this thesis focuses on 

intended parents’ experiences, factors affecting relationships of the surrogacy triad and 

 
6 I do acknowledge the diversity of experiences by single, unmarried, live in couples, and those who do not 
identify as heterosexual. However, this study focusses only on married heterosexual couples. 
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how to achieve relational reproductive justice. This thesis is primarily interested in  

societal framings of intended parents and the role stigma plays in intended parents’ 

surrogacy journeys and in constraining the vision of achieving relational reproductive 

justice. As this thesis considers reproductive experiences and stigma as a consequence of 

socio-cultural processes and power relations, it focuses both on micro and macro levels. 

By focussing on both macro (for example, media, healthcare and polices) and micro 

levels (for example, individuals, family, communities) and by considering the role of 

stigma and power relations, this thesis frames three research questions that serve as the 

primary focus of the thesis. These questions are:  

1. How are intended parents represented in the leading Indian newspapers? 

2. How do intended parents experience stigma during their surrogacy journey 

and whether stigma constrain visions of ethics of care and relational 

reproductive justice? 

3. How do intended parents experience power relations and social structures 

they encounter during their surrogacy journey? 

The first and second question are framed in order to understand stigma. In these 

questions intended parents’ representation, identities and subjectivities are studied in the 

media and at a personal level. In the first research question newspaper articles and 

commentaries in light of a Foucauldian discourse analysis are the medium for 

understanding the broader structures that frame intended parents in societal discourses. 

Additionally, this question allows for the stigmatised representation of intended parents 

to be revealed and provides a background in which intended parents experience their 

surrogacy journeys. The findings of the first research question compliment the second 

research question. The second question used in depth interviews with intended parents 

from India to gain insights into their experiences of stigma and the affects stigma has on 

surrogacy triad. The third question studies the power relations intended parents 

experience when they interact with different macro social structures such as healthcare, 

policies, and other institutions. This question provides information about the 

opportunities, constraints, and oppressions intended parents experience and draws on the 

thematic analysis of in depth interviews. These three research questions are discussed in 

detail in Chapters 6, 7, and 8 of the thesis. 
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Collectively, these three questions inform the framing of intended parents, their 

reproductive experiences, and what stops broader visions of ethics of care. Addressing 

these questions, this thesis contributes empirically to the discussions about another 

possibility of surrogacy. This includes the way we see and frame surrogacy, how we can 

foster an ethics of care to make surrogacy an ethical experience for the surrogacy triad, 

including but not limited to the visibility of the surrogacy triad and revising family 

definitions. Additionally, this thesis seeks to contribute to policy debates by providing a 

voice to Indian intended parents. The thesis aims to provide evidence for the need to 

reconsider the way policy makers define surrogacy and intended parents; and to 

reconsider the criminalisation of surrogacy in India and other countries. Countries are 

criminalising surrogacy and changing policies to protect the surrogate mother (Reddy et 

al. 2018). However, these changes represent a paternalistic attitude of the world towards 

women, where women are told what is good for them and what is not. This thesis 

therefore aims to open up discussions for seeing surrogacy as a triad, for reframing 

surrogacy and for family definitions.  Policies cannot be effective without a relational 

understanding of the surrogacy journey and thus a move towards relational reproductive 

justice is needed that focuses on mutuality, interdependence, trust and ethics of care.  

Thesis overview 

The thesis continues in eight chapters. The aim of Chapter 2 is to present and 

summarise debates on surrogacy, identify gaps in the literature, and justify the need to 

study Indian intended parents’ experiences. One of the primary arguments this chapter 

makes is that surrogacy debates have predominantly problematised surrogacy, especially 

commercial surrogacy by utilising commercial, exploitation, inequalities, and justice 

lenses. Using these western lenses and predominantly focusing on surrogate mothers, has 

produced surrogacy as anti-to surrogate mothers, and portrayed surrogate mothers 

residing in the Majority World as ‘victims’. Hence, I call for other perspectives to study 

surrogacy, possibly using ethics of care to move towards reproductive justice. Another 

important argument this chapter makes is that there is a dearth of literature on intended 

parents from the Majority World, despite intended parents being a primary member of 

the surrogacy triad. This is especially observed for Indian intended parents, where despite 

a huge number of research articles published about Indian surrogacy, research on 

intended parents residing in India is negligible. Thus, this chapter identifies the need to 
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explore Indian intended parents’ social experiences because much has been discussed 

about the legal, ethical, and commercial issues but little of their social experiences.  

After identifying the need to study Indian intended parents, Chapter 3 aims to 

provide the social context of India in which Indian intended parents make their 

reproductive decisions and engage with surrogacy. This chapter primarily focuses on 

three structures that is, socio-cultural, health care, and ART and surrogacy regulations. 

This chapter argues that Indian intended parents live in a complex environment where 

parenthood and motherhood are important, reproductive health is predominantly 

available in the private domain, and unregulated and frequent ART and surrogacy 

regulations exist. Overall, this chapter attempts to provide a sense of the social context 

and major structures within which intended parents navigate in their surrogacy journeys.   

In Chapter 4 I develop the theoretical framework for the study by arguing for the 

need to extend a reproductive justice framework and studying stigma as broader 

sociological process for surrogacy. In this chapter I extend the reproductive justice 

framework by including ethics of care to argue for the need for a broader vision of 

reproductive justice in surrogacy, which I name relational reproductive justice. This 

chapter analyses stigma as part of a broader sociological process which is not limited to 

micro level stigma experiences. Hence, this study considers intended parents’ power 

relations with different structures such as society, media, healthcare and surrogacy 

policies. A reproductive justice framework, the concept of stigma, and Foucauldian 

power theories are proposed as a conceptual framework to analyse the representation of 

intended parents, their stigma experiences, and their power relations with different 

structures. This conceptual framework is visualised as a river of reproductive justice 

which is used as a guiding conceptual frame for the study.  

Chapter 5 outlines the methodological approach, methods and their rationale of 

use for the study. This chapter proposes the suitability of a qualitative methodology to 

address the research questions because this thesis has a theoretical underpinning in 

feminist social constructivism. Accordingly this chapter discusses the importance of 

reflexivity and the positionality of the researcher and proposes two qualitative research 

methods. These research methods are a media discourse analysis and a thematic analysis 

of in depth interviews. The use of these two methods also allowed for the triangulation 

of the data. Using Foucauldian power analysis for both research methods helped to 
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analyse intended parents’ representation, stigma, subjectivities and experiences at a 

personal level and in wider socio-cultural structures.  

The next three chapters, Chapters 6-8, present the findings of the study. Chapter 

6 aims to identify what frames of surrogacy, in relation to intended parents, are used in 

societal discourses. To uncover these societal discourses, this chapter examines 

representations of surrogacy and intended parents in newspaper articles. The chapter 

identified some primary discourses which produced representations of Indian surrogacy 

and intended parents. Overall, this chapter argues that representations of intended parents 

were primarily stigmatising in newspaper, either for their childlessness or for engaging 

with surrogacy. Further, this chapter argues that the stigmatisation rationalities changed 

over the selected time period (2002-2017). Initially, the stigma of surrogacy was more 

about socio-cultural and moral norms where intended parents were represented as 

‘Others’ and ‘Immoral’. Later, it predominantly changed to debates around ethical norms 

and involved blaming intended parents, for example as ‘unethical consumers’. The 

chapter identified some primary discourses which produced representations of Indian 

surrogacy and intended parents.  

Chapter 7 aims to understand how intended parents experience stigma in their 

surrogacy journey, how it affects their experiences, and whether stigma constrains the 

vision of ethics of care and relational reproductive justice in Indian surrogacy. This 

chapter argues that intended parents first experience the stigma of childlessness and later 

the stigma of surrogacy; and for some it is a double stigma, where the stigma of surrogacy 

adds to the stigma of childlessness. In these events, stigma primarily brings reproductive 

harm for intended parents, controlling their reproductive lives and also hindering 

relationships with surrogate mothers. Hence, stigma hinders relational reproductive 

justice for the surrogacy triad in Indian surrogacy. 

Chapter 8 aims to explore how stigma may play a role in intended parents’ 

surrogacy journeys, when interacting with macro-structures. This chapter argues that 

intended parents' reproductive trajectories are predominantly decided and controlled by 

the commericalised neoliberal health care market in the Indian context. In this chapter, 

intended parents' power relations with macro structures are identified as involving health 

care, the economy, surrogacy policies, and adoption policies. These power relations 

provide opportunities, constraints, and limits to intended parents' reproductive choices 
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and autonomy. This chapter demonstrates how ‘consumer’ or ‘patient’ subjectivities are 

forced to play a critical role in the presence of a neoliberal health market. Overall, this 

chapter argues that stigma forms and sustains the commercialisation of the neoliberal 

healthcare market, and is further supported by changing surrogacy and adoption policies. 

The last chapter, Chapter 9, revisits the questions asked in the thesis: what 

frames of surrogacy, in relation to intended parents, are used in societal discourses; how 

stigma may play a role in intended parents’ surrogacy journeys and experiences with 

social and health systems; and whether stigma constrains the vision of ethics of care and 

relational reproductive justice in Indian surrogacy. This chapter reflects the integrated 

results of the findings from media discourses and intended parents lived experiences to 

show how stigma and commercialisation brings reproductive harm and constraints for 

intended parents in their journeys to parenthood. These same reproductive harms and 

constraints also hinder the visions of relational reproductive justice. Hence, this research 

suggests addressing the stigma of surrogacy and including intended parents in 

reproductive justice debates. One way to achieve this is to consider intended parents, 

surrogate mother and children born through surrogacy as a ‘surrogacy triad’ and to 

reconceptualise surrogacy through an ethics of care. This reconceptualization can be used 

by policy makers, institutions and individuals. In doing so, this possibility also gives rise 

to structural changes such as expansion of legal rights of children to meet their surrogate 

mothers and donors, surrogate mother’s ability to contact the child and creating an 

environment to increase visibility of surrogate mother’s role and intended parents’ 

invisible journeys.  
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CHAPTER 2  

Surrogacy from problematisation to ethics of care: a 

systematic literature search 

 

Introduction  

 In this chapter I show through a systematic literature search how using specific 

lenses led to the problematisation of surrogacy in academic debates, and produced 

surrogacy as a ‘problem’, placing surrogate mothers and intended parents in opposition 

to each other. A few conversations envisioning surrogacy through ethics of care lens 

started to see another possible version of surrogacy. The central argument I will make 

here is that the use of specific lenses to study surrogacy and dearth of research on intended 

parents from the Majority World has limited our understanding of surrogacy and intended 

parents. Hence, I suggest there is a need to study surrogacy from the perspective of 

intended parents residing in the Majority World. Additionally, to research intended 

parents’ experiences, troubles, and perspectives, literature debates around ‘ethics of care’ 

can be useful to move forward reproductive justice.   

Surrogacy involves legal, political, social, ethical and moral issues. Hence, 

surrogacy is studied in various disciplines, that often intersect such as bioethics (Donchin 

2010), law (Mohapatra 2012), sociology (Pande 2015), anthropology (Vora 2012), 

psychology (Imrie and Jadva 2014), politics (Spar 2005b), social work (Karandikar et al. 

2017) and geography (Schurr 2018). All these disciplines have used different 

perspectives and lenses to study surrogacy, such as ethical, kinship or culture, justice or 

inequality and commercialisation. Given the variety of literature with different 

perspectives, for this study I conducted a systematic literature search to provide a 

consolidated picture of academic debates on surrogacy.  
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In this chapter I explore the debates around surrogacy from the year 2000 to 2018, 

by performing a systematic literature search of 278 research articles. The selected articles 

were analysed quantitatively and qualitatively, and results of this analysis are presented 

in two sections. Here, two approaches are employed to get a broader understanding of 

the literature present on surrogacy and serve different purposes. For quantitative analysis, 

information about the date of publication, academic discipline, research type, type of 

surrogacy, and stakeholder(s) focused on in the research article was extracted and 

presented descriptively and over time. Based on this information collected for 

quantitative analysis, many gaps in literature are identified, apart from those addressed 

in this research. For the qualitative analysis, thematic content analysis was performed by 

identifying the main findings, suggestions, and arguments of the research articles. The 

qualitative thematic analyses shows the surrogacy debates based on the study lenses or 

theoretical debates used for the study. The final section of the chapter concludes with a 

triangulation of the quantitative and qualitative analysis to argue that research on 

different types of surrogacy and particularly intended parents from the Majority World, 

is primarily missing, hence requiring research attention. The overall aim of the chapter is 

to identify the wider gaps in the literature and outline the diverse possible future research 

pathways. Therefore, this chapter serves two purposes, first, identify the wider gaps and 

second, introduce the reader to the major debates around surrogacy.  

Now this chapter turns to its first section, the methodology, to show how research 

articles were selected and on which parameters different information was extracted from 

them.  

Methodology 

This review conducted systematic literature search informed by Preferred 

Reporting Items for Systematic reviews and Meta-Analyses (PRISMA) statement 

guidelines7 and used a mixed-method approach to provide a broader understanding of the 

 
7 PRISMA provides 27 check list items to conduct the systematic review and meta-analysis. This review was 
limited to the systematic literature search and did not perform meta-analysis that requires statistical analysis 
of results presented in the studies. Eight checklists item numbers namely, 12, 13, 14, 16, 19, 20, 21 and 23 
were modified (see Moher et al. 2009) and 19 items were followed. This is because these eight checklist items 
are either related to meta-analysis or focuses on empirical studies primary focussing healthcare or clinical 
studies. Usually, reviews following PRISMA consider empirical articles from healthcare studies and are 
conducted with limited number of studies (Moher et al. 2009) . Because this review has a broader focus to 
identify the broader debates and gaps in literature present on surrogacy, both empirical and non-empirical 
articles as well as larger numbers of the articles were covered. Hence, by including quantitative and qualitative 
approach in methods and results, the systematic review is modified.  
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literature present on surrogacy (Polit and Beck 2010). Hence, quantitative and qualitative 

analysis of the selected articles was performed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Article Selection 

Following the PRISMA guidelines, to conduct a systematic literature search first 

articles published on surrogacy were identified and then final articles were selected from 

the identified articles (as shown in Fig 2.1).  To identify the articles, the following search 
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Total records identified form Scopus, IBSS, 

PubMed and Google Scholar 

(N=2,390) 

 

Records excluded (N=2,059) 

Reason: Duplicate, not related to 

surrogacy, not research article, 

exclusively legal or medical based on 

titles or abstract reading, not 

published in English 

First stage Records screened: (N=331)  

Records screened: (N=278)  

        Records excluded (N=53) 

Reason: articles found exclusive legal 

or medical after full text reading 

(articles describing acts, legislation, 

proposing new legal frameworks, 

clinical trials, medical condition etc.) 

Second stage 

Full-text articles 

assessed for eligibility 

(N=278) 
 

Articles included for 

analysis of overall 

literature gap 

(N = 278) 

 

Articles included for 

analysis of literature 

gaps in empirical 

researches 

(N=142) 

Articles included for 

analysis of literature 

gaps in intended 

parents research 

(N=87) 

Figure 2.1: Selection procedure of the articles published on surrogacy for systematic literature search 
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strategy and search criteria were used. A bibliographic search was carried out through 

four search engines: Scopus (Web of Science), PubMed, International Bibliography of 

the Social Sciences (IBSS), and Google Scholar. The following keywords were used for 

the article search: ‘surrogacy’, ‘surrogate mother’, ‘surrogate motherhood’, ‘intended 

parents’, ‘intended couples’, ‘commissioning parents’, and ‘commissioning couples’. 

The search used a time frame from 2000 to 2018 to select the articles.  The year 2000 is 

one of the critical landmark years because of the global economic policy changes (1998-

2000), which gave rise to transnational commercial surrogacy and debates around 

surrogacy increased. The search for the articles was conducted in two phases, first, where 

articles published form 2000 - October 2016 were included; and second, the database was 

updated by including articles published from November 2016 - December 2018. Using 

these criteria, a total of 2,390 articles were identified. From these 2,390 articles, a total 

of 278 articles were selected using PRISMA guidelines. The selected articles were 

screened at two stages to select the final articles as shown in Fig 2.1. In the first stage of 

screening the title and abstract of the article was used to exclude the articles, and in the 

second stage the full text of the articles was read.  

Three primary inclusion criteria was used during screening stages. The inclusion 

criteria was (i) journal articles, commentary and review articles, (ii) articles published in 

the English language, and (iii) articles related to social sciences, humanities, public 

health, socio-medical and sociolegal were included. The essential inclusion criteria for 

the search, screening, and selection of the articles are outlined in detail in Table 2.1. 

Table 2.1: Inclusion criteria for search, screening and selection of the articles. 

Inclusion criteria Screening categories 

Search engines Scopus, Pub Med, IBSS Proquest and Google Scholar 

Words searched surrogacy, surrogate mothers, surrogate motherhood, 

commissioning couples or parents, intended parents or couples 

Dates  2000 - 2018 

Document type Journal, review articles and commentary   

Language English 

Study location  Global  

Subject  Included social sciences, art humanities, public health but excluded 

exclusive legal and clinical researches  

Research type  Primary and conceptual 
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Articles that exclusively focused on medical and law were excluded. For example, 

articles exclusively focussing on law include those that describe Acts, legislation, or 

propose new legal frameworks. Exclusive medical articles include research on medical 

conditions arising out of surrogacy and clinical trials. Also, articles that were duplicates 

or do not primarily discuss surrogacy were excluded during the screening phase. 

Quantitative Analysis 

After the final selection of 278 articles, information on different parameters was 

extracted from the articles. This was helpful to identify the characteristic of studies based 

on the parameters listed in Table 2.2 and identify the wider gaps and limitation in the 

studies, that provides future pathways for the research. Some parameters were year of 

publication, discipline of research, study region, type of articles, type of surrogacy 

agreement, place of surrogacy arrangement, focused stakeholder(s), nature of research, 

and method of the study. Each parameter has different categories which are detailed in 

Table 2.2.  

Table 2.2: Article parameters, their explanation, and categories formed to extract 

information from the articles. 

Parameters and their explanation  Categories 

Year of publication 

Articles were categorised based on their year of 

publication and four categories were formed to 

understand progress in the number of articles published 

and progress in debates on surrogacy from 2000-18.   

i. 2000 - 2004 

ii. 2005 - 2009 

iii. 2010 - 2014 

iv. 2015 - 2018 

Discipline of research 

Disciplines of the articles were considered to understand 

the contribution of different disciplines in surrogacy 

research and which disciplines have potential to 

contribute more. Articles’ first author’s affiliation and the 

journal in which the article is published was considered 

as the discipline of the research. Based on this five broad 

categories of discipline are formed.  

i. Social sciences 

ii. Law and Public policy 

iii. Philosophy and Bioethics  

iv. Medical science   

v. Public health 

Study regions 

Articles were categorised based on their geographical 

area to identify which regions are most or least prioritised 

in surrogacy research. Seven global regions were 

i. Not specified 

ii. Asia 

iii. Europe 

iv. North America 
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categorised and one ‘not specified’ category was 

developed. This ‘not specified’ category was used when 

articles referred to the global level, the Minority and the 

Majority World, or no region was mentioned. Also, in 

incidences research was performed in two places multiple 

frequency is counted.  

v. Middle eastern countries 

vi. Australia & New Zealand 

vii. Africa 

viii. Central America 

Type of articles 

Articles were divided into six categories based on their 

type of research or their methodology. This category was 

helpful to identify (un)common methodologies used for 

scholarly debates on surrogacy. Each article was selected 

for only one category based on their main contribution. 

Theoretical articles also include research note papers. 

Review articles do not include book reviews.   

i. Qualitative  

ii. Quantitative  

iii. Mixed methods  

iv. Commentary  

v. Theoretical/conceptual  

vi. Review  

Type of surrogacy agreement 

Articles were categorised into four types of surrogacy 

agreement they discussed.  This category identifies the 

widely discussed type of surrogacy agreement(s) in 

research and which ones need more focus. In articles 

where surrogacy arrangement was not mentioned, the 

article was classified under ‘not specified’ category.  

i. Commercial 

ii. Altruistic 

iii. Not specified 

iv. Both (commercial & 

altruistic)  

Place of the surrogacy arrangement 

Articles were classified into four categories based on the 

place of surrogacy arrangement. This parameter shows 

the most and least discussed type of surrogacy 

arrangement based on their place. Articles where the 

place of surrogacy was not mentioned were classified into 

the ‘not specified’ category.  

i. Domestic 

ii. Transnational 

iii. Not specified 

iv. Both 

Focus of the study (stakeholders)  

In this research I use the term stakeholder for participants 

who engage in surrogacy. Each article was screened to 

identify the stakeholder’s focus to understand which 

stakeholders or participants are prioritised to and 

neglected in surrogacy research. In articles that have more 

than one stakeholder in focus, multiple responses were 

documented. However, sometimes there are articles that 

draw from a broader research projects and where they 

have interviewed a small sample of other stakeholders, 

but the article is not from their perspective or their quotes 

are not used. In these incidences, only the primary 

stakeholder of the article is considered, and no multiple 

responses were recorded. Accordingly, five categories of 

i. Surrogate mother 

ii. Intended parents 

iii. Surrogacy system 

iv. Other stakeholders 

(general public, infertile 

people, health professional) 

v. Surrogate born child 
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stakeholder are formed. The category ‘surrogacy system’ 

includes articles where no specific stakeholder is the 

focus and that discuss surrogacy in general. 

Nature of research  

This parameter identified the articles based on their 

empirical or non-empirical nature of research to identify 

the presence of evidence based and theoretical or 

conceptual bases of surrogacy research. Further the 

empirical articles identified were classified based on 

other parameters listed in this Table 2.2 to identify the 

gaps or limitation in empirical research.  

 

i. Empirical  

i. Non-Empirical  

Method of the study 

Only empirical articles were considered for this 

parameter. Articles were classified into categories based 

on the method used for data collection. Many research 

articles have used more than one research method. 

Therefore, frequencies were calculated separately for 

each research method.  

i. Interviews 

ii. Questionnaire 

iii. Content analysis 

iv. Ethnography  

v. Secondary data 

 

The information retrieved was coded and the data was entered into the Statistical Package 

for Social Science (SPSS) for analysis. Frequency, percentages and cross-tabulations 

were performed for the quantitative analysis of the articles. This analysis presented the 

contribution of articles to the surrogacy research and gaps or limitations in the research. 

As a crosstabulation, often the chosen parameters and categories were analysed with each 

other in the result section to see the relationships between the parameters in order to 

highlight some important gaps in the literature.  The results from quantitative analysis 

are presented below in detail.  

Quantitative results: identifying the diverse possible pathways for 

future research on surrogacy  

A total of 278 articles were identified out of which 142 articles were empirical 

research, and 87 were focused on intended parents. This results section presents the 

descriptive quantitative analysis of the articles published on surrogacy to gain a general 

insight into the nature of the articles and their focus. In this section, I show the results 

from the information I collected from the different parameters outlined in Table 2.2. In 

this section the results of identified parameters are presented in reference to overall 

articles and research on intended parents. This section has two parts, where first part 



Chapter 2: Systematic literature search  

 

24 
 

shows analysis of the overall articles (N=278) and empirical research articles (N=142) 

against the parameters selected. The second part shows the analysis of the articles on 

intended parents.  

Part I: Analysis of overall articles and empirical articles published on surrogacy 

In the following section I will discuss the results from the quantitative analysis 

based on the parameters identified in Table 2.2 of the overall and empirical research 

articles.  

Year of publication: From 2000 to 2007 fewer articles are observed and after 2013, 

there is a significant rise in the number of articles published (Fig. 2.2 and Table 2.3). This 

growth is observed in both the overall articles and also the empirical research articles. In 

the last 2-3 years (since 2015), empirical research had increased more than non-empirical 

research.  

Table 2.3: Classification of the article based on year of publication. 

Year of publication Overall articles 

N=278 

Empirical research articles 

N=142 

2000 - 2004 27 (9.7%) 14 (9.79%) 

2005 - 2009 34 (12.2%) 14 (9.79%) 

2010 - 2014 108 (38.8%) 51 (35.66%) 

2015 - 2018 110 (39.56%) 63 (44.36%) 

 

 The data was also analysed to find the trend over time concerning different 

parameters extracted from the articles namely, nature of research, discipline of the 

research, study region, research type, type of surrogacy agreement, place of surrogacy 

arrangement, and focused on the stakeholder(s) in the article. An ANOVA test indicated 

that there were no significant changes over time in different parameters. This test shows 

that there are no significant sweeping changes and most of the parameters remained 

steady over time (2000 to 2018). 
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Figure 2.2: Overall and empirical research published from 2000 - 2018. 

Nature of the research and type of articles: Out of 278 articles, 142 are empirical 

research articles, and 135 are non-empirical (Table 2.4). The majority of the articles are 

qualitative research articles followed by theoretical discussion (25.17%) and 

commentaries (15.8%). Empirical research articles largely consist of qualitative research 

articles (69.71%), whereas mixed methods, review, and quantitative research articles are 

least. This highlights the need to engage in these research types to develop a broader 

empirical understanding of surrogacy.  

Table 2.4: Classification of the article based on type of research. 

Type of research Overall articles N=278 Empirical research articles 

N=142 

Qualitative 99 (35.61%) 99 (69.71%) 

Quantitative 36 (12.9%) 36 (25.35%) 

Mixed methods 07 (2.9%) 7 (4.92%) 

Commentary 44 (15.8%) - 

Theoretical/conceptual 70 (25.17%) - 

Review 21 (7.6%) - 

 

Most quantitative research articles are about public surveys or the success of 

gestational surrogacy programmes (e.g. in Japan, Australia); and trends and health 

outcomes of gestational surrogacy (e.g. UK, Canada, Australia). Quantitative research 

can serve a useful purpose for identifying the implications of surrogacy on the broader 
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population. However, most quantitative research articles are from the Minority World, 

and almost no quantitative articles are identified from the Majority World (Fig. 2.3).  

Figure 2.3: Types of research conducted in different geographical regions. 

Countries from the Majority World such as India and Thailand have banned 

commercial surrogacy even for their own citizens. In these countries, surrogacy is 

problematised because it is considered a commodification and exploitation of women and 

children, as well as being suspected of contributing to problems such as human 

trafficking and organ selling (Pardes 2016, Schurr 2018). However, no quantitative 

research or national surveys have been conducted in these countries. Therefore, more 

quantitative researchers need to pursue research on surrogacy. 

Discipline of research: Around half (49.3%) of the overall articles were written 

by people working in the social sciences discipline (Table 2.5). Major disciplines 

identified under the umbrella of social science are shown in Fig. 2.4.  

Table 2.5: Classification of the article based on discipline of research. 
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Figure 2.4: Overall articles and empirical research articles published in the different 

disciplines of social science. 

The majority of the overall articles as well as the empirical research articles are 

published by people working in sociology and anthropology followed by psychology. 

The sociology and anthropology disciplines are merged together due to the frequent 

overlap of these two disciplines in the articles, making it hard to identify them separately. 

Since 2012, articles have increased, especially empirical research from social work 

discipline, making it a significant contributor to surrogacy research. Geographers are 

found to be contributing least to the surrogacy debates. Only from 2017 have geographers 

started contributing towards the theoretical debates on surrogacy.  However, geography 

and surrogacy are inseparable in the era of globalisation when reproduction is crossing 

borders,  and spaces and places always have an impact on pregnancy, reproduction, and 

women's bodies (Longhurst 2008, Todorova and Kotzeva 2003). Therefore, geographers 

can make valuable contributions towards geographies of reproductive health and 

wellbeing.  

From Law and Public policy (15.8%), Bioethics and Philosophy (14.5%), and 

Medical Science (11.9%), almost the same number of articles are identified (see Table 

2.5). The empirical research published from Law and Public policy (5.59%) and 

Bioethics and Philosophy (1.39%) is almost negligible compared to the number of overall 

articles published in the discipline. However, in Law the number of articles be low 

because articles that focused on surrogacy related legal cases were excluded from the 

systematic literature search due to them being exclusive legal articles. Based on the 

articles included for this review there is a need for future research to incorporate 

evidence-based research or recommendations from Bioethics and Philosophy, and Law 
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and Public policy disciplines. Also, minimal articles are published from Public health 

discipline (7.6 %), but surrogacy is used by fewer people and is not a preventive public 

health care service.  

Study region: The studied regions are showed in Figure 2.5, however this figure does 

not include the articles mentioned in the ‘not specified’ category. The highest (26.25%) 

number of the articles were published from Asia, including India, Thailand, and Japan. 

Among these countries, Indian surrogacy is extensively studied because it is known as 

one of the major surrogacy hubs in the world (Fig. 2.5), while other Asian countries are 

not researched much. Also, though there is good number of empirical research articles in 

Asia, particularly in India, more empirical studies are needed in other Asian countries to 

understand the realities experienced by different stakeholders. 

  

 

Figure 2.5: Articles studying surrogacy in different countries (in numbers). 

Europe is also identified as an essential region in terms of research with (20.14%) articles 

published. However, the majority of articles are from the UK, primarily discussing 

altruistic surrogacy. Apart from the UK, there are 16 European counties studied from 

Eastern, Northern and Southern Europe, however, the number of articles published 

ranged only from one to three. After the ban of surrogacy in Asia, it is observed that the 

surrogacy market has shifted to countries in Eastern Europe such as Ukraine, Russia and 

Georgia. However, studies in these regions are negligible (Richards 2017). Most studies 
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in Europe are empirical and dominated by the study of psychological wellbeing of the 

surrogate mother, intended parents and children born through surrogacy. For detailed 

numbers of articles published on different study regions see Table 2.6.  

Table 2.6: Classification of the article based on study region. 

*Articles could be coded into multiple categories; percentages are from the total N and will sum to greater than 

100%. 

North America (16.90%) includes most of the research from the USA, Canada and 

Mexico (one article). The empirical research articles in this region are also found to be 

comparatively higher than non-empirical articles. Here most articles are from the US as 

commercial surrogacy is legal in some states of the US and despite being expensive it is 

a preferred destination for surrogacy couples from the Minority World such as UK, 

Canada, Australia and New Zealand (Nebeling Petersen 2016, Scott 2018). 

Middle Eastern countries (8.99%) are also in focus due to controversies about the 

compatibility of religion (Islam) and New Reproductive Technology (NRT) utilisation. 

Many of these articles are from Iran and Israel. As Israel is the only country where 

surrogacy is available through public funding, extensive work is performed here by 

(Teman 2001, 2009), a social anthropologist. Few articles (6.83%) are focused on 

Australia and New Zealand, with only one article identified from New Zealand. Australia 

and New Zealand have very stringent rules for surrogacy and only allow altruistic 

surrogacy. As a result, these countries are usually researched for intended parents who 

travel cross border for surrogacy. Very few articles were found from Africa, Central 

America (Guatemala), and no articles from South America, which clearly demonstrates 

a need to explore these areas. Only four articles are observed from Africa, which is 

Study region Overall articles 

N=278 

Empirical research articles  

N=142 

Not specified 60 (21.58%) 01(0.69%) 

Asia 73 (26.25 %) 40 (28.16%) 

Europe 56 (20.14 %) 43 (30.06%) 

North America 47 (16.90%) 31 (21.67%) 

Middle Eastern countries 25 (8.99%) 18 (12.58%) 

Australia & New Zealand 19 (6.83%) 13 (9.09%) 

Africa 04 (0.14%) 1 (0.69%) 

Central America 01 (0.35%) 0 
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surprising because presently Africa is facing the highest secondary infertility rate in the 

world (Mascarenhas et al. 2012). 

The second highest (21.58%) number of articles have not specified any country as 

they refer to the globe, the Minority or Majority Worlds. These articles are commonly a 

commentary and theoretical. It is essential to encourage more country or region-specific 

studies on surrogacy, as these are currently limited. Only a few countries such as India, 

USA, UK and Israel have received much attention. However, people from many nations’ 

cross borders even though their country criminalises commercial surrogacy. Here, a 

geographical lens is crucial to understand how people make sense of surrogacy, its 

implications and resolving problematic issues.  

Type of surrogacy agreement: Around 60% of the articles are focused on commercial 

surrogacy, however, only very few countries: India, Ukraine, Russia, USA (California, 

Illinois, Arkansas, Maryland and New Hampshire, Georgia) and Israel allow commercial 

surrogacy.  

Table 2.7: Classification of the article based on type of surrogacy and place of surrogacy 

arrangement. 

Altruistic surrogacy is studied in 11.2% articles (Table 2.7). This is problematic when 

many countries are turning to altruistic surrogacy and citizens from countries with 

altruistic surrogacy are turning to other countries for surrogacy. Thus, there is a need to 

conduct more studies on altruistic surrogacy. Additionally, a significant number of 

articles do not clearly mention the type of surrogacy agreement, making it difficult to 

conclude relevant inferences regarding the arrangement. 

Parameters  Overall articles 

N=278 

Empirical research 

articles  N=142 

Type of surrogacy agreement 

Commercial 162 (58.3%) 73 (51.40%) 

Altruistic 31 (11.2%) 20 (13.98%) 

Not specified 54 (19.5%) 35 (24.47%) 

Both 31 (11.2%) 14 (9.70%) 

Place of surrogacy arrangement 

Domestic 38 (13.7%) 28 (19.58%) 

Transnational 87 (31.3%) 42 (29.37%) 

Not specified 91 (32.7%) 46 (32.16%) 

Both 62 (22.3%) 26 (18.30%) 
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Place of surrogacy arrangement: A significant number (31.3%) of articles are observed 

on transnational surrogacy, indicating considerable interest in this type of surrogacy (see 

Table 2.7). However, a considerable number of articles, both in the overall research and 

the empirical research (32.7%) have not clearly specified whether they are relevant to 

domestic or transnational surrogacy or both. A small share of articles explicitly discuss 

domestic surrogacy. It is necessary to encourage more research on domestic surrogacy, 

as research indicated that the failure to provide domestic surrogacy services leads to 

transnational surrogacy.  

Stakeholder of the study: I consider each member of the surrogacy triad as a key 

stakeholder, namely surrogate mothers, intended parents and surrogacy-born children. 

Surrogate mothers are the focus of more than half (51.07%) of articles, and one-third of 

these articles exclusively focus on surrogate mothers (see Tables 2.8 and 2.10). Intended 

parents (31.29%) are the second highest in focus, however, they are only 14.02% of all 

articles, in which they appear to be the sole focus.  

Table 2.8: Classification of the article based on the stakeholder(s) studied in the research. 

Stakeholder of the study* Overall articles 

N=278 

Empirical research articles 

N=142 

Surrogate mother 142 (51.07%) 63 (44.36%) 

Intended parents 88(31.29%) 64 (44.75%) 

Surrogate born child 40 (14.38%) 15 (10.48%) 

Surrogacy system 52 (18.70%) 15 (10.48%) 

Other stakeholders (general 

public, infertile people, health 

professional) 

32 (11.51%) 25 (17.48%) 

*Articles could be coded into multiple categories; percentages are from the total N and will sum to greater than 

100%. 

Most often, they are included as a secondary participant of the study (see Table 

2.10). Surrogacy born children are almost negligible in focus in both overall articles 

(14.38%) and empirical research articles (10.48%), despite being most affected in the 

health, legal and custodial complications. Surrogacy as a whole system got attention in 

19% of the articles where policy issues or implications of surrogacy, in general, are 

discussed. Furthermore, a limited (11.51%) share of articles is about other stakeholders. 

These studies covered infertile couples, the general public, medical students, and health 

professionals. 



Chapter 2: Systematic literature search  

 

32 
 

Surrogate mothers are the prime focus of studies conducted in Asia, followed by 

the US (see Fig. 2.6). Whereas, research focused on intended parents is from the Minority 

World such as Europe, North America, Australia and New Zealand. This is because the 

research focus is on intended parents who travel from the Minority World to the Majority 

World. Even the intended parents who are studied in Asia, are mostly either foreign 

couples or Non-Residential Indians (NRI), not residing in Asian countries.  It is notable 

that intended parents are not in much focus in Asia despite this region having the most 

substantial number of articles. Only recently have few researchers conducted research 

with a small number of Indian intended parents (Majumdar 2018a, Mitra and Schicktanz 

2016).  

 

Figure 2.6: Focus on stakeholders from different geographical regions. 

Compared to India, intended parents are studied well in Middle Eastern countries. 

This is due to the Israel’s subsidised surrogacy policy and understanding religious issues 

with surrogacy. Overall Figure 2.6 also indicates that surrogate mothers from Majority 

World and intended parents from the Minority World receive more attention. In contrast, 

surrogacy born children received almost negligible attention in Asian surrogacy studies. 

The above statistics clearly illustrate the need to study surrogacy born children and 

intended parents, especially from the Majority World and other stakeholders. As this 

study focuses on intended parents, a sperate analysis was conducted on research articles 

focussing on intended parents. This analysis is presented in the following Part II section 

of the results. 
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Part II: Analysing articles published on intended parents 

This section briefly shows the information extracted from the research articles 

published on intended parents. Here, these articles were analysed based on the same 

parameters used for the overall research articles. For detailed information please refer to 

Tables 2.9 and 2.10.  

Table 2.9: Details of articles published on intended parents. 

Articles on intended parents N=88 

(Empirical articles = 64  and Non-empirical articles = 23) 

Year of publication Frequency (%)  Type of surrogacy 

agreement 

Frequency (%) 

2000 - 2004 10 (11.36%) Commercial 43 (48.86%) 

2005 - 2009 9 (10.22%) Altruistic 10 (11.36%) 

2010 - 2014 36 (40.90%) Not specified 23 (26.13%) 

2015 - 2018 32 (36.36%) Both 11 (12.5%) 

 

Type of research Frequency (%)  

 

Place of surrogacy  

arrangement 

Frequency (%) 

Qualitative 45 (51.13%) Domestic 16 (18.18%) 

Quantitative 14 (15.90%) Transnational 31 (35.22%) 

Commentary 9 (10.22%) Not specified 25 (28.40%) 

Theoretical/conceptual 7 (7.95%) Both 15 (17.04%) 

Review 7 (7.95%)   

Mixed methods 5 (5.68%)   

 

Research discipline Frequency (%)  Study region(s)* Frequency (%) 

Social sciences 56 (63.63%) Not specified 11 (12.5%) 

Law and Public policy 10 (11.36%) Asia 16 (18.18%) 

Medical science 11 (12.5%) Europe 18 (20.45%) 

Philosophy & Bioethics 4 (4.45%) North America 18 (20.45%) 

Public health 6 (6.81%) Middle Eastern countries 12 (13.63%) 

  Australia & New Zealand 13 (14.77%) 

  Africa 1 (1.13%) 

  Central America 0 

*Multiple categories possible; percentages will total to >100 
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Intended parents are studied in 88 articles out of 278 articles, however they are 

often a secondary focus of these studies (see Table 2.10). Out of 88 articles, 64 articles 

are empirical research and 23 are non-empirical. Research on intended parents has 

increased since 2010, where from 2010 -14 and 2015 - 18, 36 and 32 articles are observed, 

respectively. However, in comparison to the overall articles published on surrogacy, this 

represents less than one-third of articles. Similarly to the overall articles, articles 

published on intended parents are mostly qualitative, however other research types have 

not given much attention to the intended parents. Intended parents are more of a focus in 

social science articles, where 56 articles are published. Whereas, under medical science, 

law and public policy, and philosophy and bioethics intended parents are of minimal 

focus. This highlights a need for research that focuses more on intended parents. 

Furthermore, there is a need for more research from various disciplines undertaking more 

quantitative and mixed-method research to understand intended parents’ motivations, 

struggles and management practices. Intended parents are more in focus in articles which 

have commercial (48.86%) and transnational surrogacy (35.22%) as an agenda. In these 

articles intended parents have mostly travelled cross border for surrogacy.  

There is less research that focusses on intended parents exclusively, with the 

exception of an increasing research on gay fathers. Often intended parents are studied 

with other stakeholders of surrogacy such as surrogate mother, children and doctors. 

Studies that have intended parents’ as a primary focus looked at their psychological 

wellbeing and their understanding of surrogacy and kinship. Most of these studies are 

from a socio/anthropology and psychology discipline. In these studies, both gay and 

straight intended parents are studied exclusively and with surrogate mothers and children 

(see Table 2.10). Intended parents or intended mothers and their relationship with the 

surrogate mother is also an important focus of research. These studies are mostly from 

Israel's surrogacy, where the intended mother and the surrogate mother's collective 

experience of sharing maternal identity is explored. This is because Israel’s surrogacy 

system encourages a relationship between the two mothers.  

Some articles are about the surrogacy triad, that is: the intended parents, surrogate 

mother and child born through surrogacy. These articles describe the surrogacy triad 

relationship with each other, and their health and wellbeing. In recent years, there has 

been a growing number of research published on gay couples and same-sex men, and 

their families formed through surrogacy (see Table 2.10).  These articles explored their 
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Table 2.10: Details about the stakeholders focused (exclusively and in combination) in the 

articles.  

S. No Stakeholders in focus  (N=278) Frequency (percentage) 

1 Surrogate mother 92 (33.09%) 

2 Surrogate mother and intended parents 20 (7.19%) 

3 Gay intended parents 16 (5.75%) 

4 Straight intended parents  14 (5.03%) 

5 Surrogate mother and child 11 (3.95%) 

6 Surrogacy triad 10 (3.59%) 

7 Intended mother 09 (3.23%) 

8 Intended parent and child  08 (2.87%) 

9 Surrogacy born child 08 (2.87%) 

10 Surrogate mother and doctor 02 (0.72%) 

11 Surrogate mother, intended parent and clinics 04 (1.43%) 

12 Gay intended parents and surrogate mother 03 (1.07%) 

13 Gay intended parents and children 03 (1.07%) 

 

experiences with decision making of egg donors, surrogate mothers and genetic 

contributions. Other articles commonly focus on intended parents’ relationship with the 

surrogate mothers and children, their parenting experiences and how they understand 

their families. It is observed that research attention is moving towards the gay intended 

fathers, whereas research on heterosexual intended parents is stagnant. Thus, more 

research on the left behind intended parents’ group is necessary, particularly their 

interactions with society, clinics or hospitals. Also, this research is conducted with 

intended parents from the Minority World, who either engage with domestic surrogacy 

or travel to other nations for surrogacy (as shown in Fig.2.6). Therefore, researching 

intended parents from the Majority World provides a new research area to explore that is 

presently limited to legal, psychological and kinship understandings.  

The two previous sections described the nature or characteristics of articles 

published on surrogacy against the parameters chosen for this chapter. As proposed this 

quantitative result section identified the various gaps in surrogacy research for future 

research. Some important findings from this quantitative result section highlighted the 

presence of more theoretical and qualitative research with a primary focus on commercial 

surrogacy. However, limited quantitative research, research on altruistic surrogacy, 
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exclusive focus on stakeholders other than surrogate mothers and limited geographical 

regions are studied in the articles. Additionally, this section also identified the 

relationship between the studied geographical region and stakeholder focused on in the 

articles. In the articles, intended parents are studied primarily from the Minority World 

and surrogate mothers from the Majority World. Accordingly, this section encourages 

future surrogacy research in diverse geographical areas, focussing on different 

stakeholders (e.g. children), with a quantitative approach and exploring other surrogacy 

agreements (e.g. altruistic) to gain a better understanding of surrogacy in different parts 

of the world and from the perspective of the different stakeholders of surrogacy. I will 

now move to the qualitative analysis of the articles, which discusses the research findings 

of previous research on surrogacy. This next qualitative analysis section presents some 

themes developed from the articles selected for the review.  

Qualitative results: broader debates in surrogacy research   

This section of the review describes the qualitative analysis of surrogacy 

scholarship. The qualitative analysis of the articles used an inductive content analysis 

procedure developed by Mayring (2000). Given the larger number of articles, content 

analysis is a useful method to develop the individual articles into themes and consolidate 

the information (Hsieh and Shannon 2005). Each of the 278 articles was read and re-read 

to identify categories based on the main findings, discussions, concepts and suggestions 

of the articles for policy. As the process proceeded, merging old categories and formation 

of new categories occurred. These categories were also checked and revised after 30-

40% of the total articles were completed. Lastly, these categories were combined into 

broader categories and then further combined to form five main themes. The five major 

themes identified are: troublesome surrogacy informed by 185 articles, framing of 

commercial surrogacy as a business informed by 56 articles, inequalities (re)produced 

by surrogacy informed by 60 articles, regulation rather than prohibition of commercial 

surrogacy informed by 95 articles, and making surrogacy ethical, recognising surrogate 

mother and expanding families informed by 53 articles. In reporting the themes, key 

references are provided in the text and a full reference list available in Appendix 5 

indicating all articles that comprise each theme. 
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Troublesome surrogacy  

This theme demonstrates the troublesome or problematised nature of surrogacy for 

the primary stakeholders of surrogacy. The primary stakeholders encompassed each 

member of the ‘surrogacy triad’, namely, surrogate mothers, intended parents, and 

children. These research articles mentioned the problems or troubles experienced by the 

primary stakeholders. Most of the problems are discussed within commercial and 

transnational surrogacy. The majority of these articles studied surrogate mothers from 

India, the US, Israel and Thailand, and intended parents from the UK, US, Canada, 

Australia and Israel. The theme is divided into three subsections according to the 

problems mentioned for primary stakeholders and consists of 185 articles out of 278 

articles. These sub themes are: ‘exploitation of the surrogate mothers’; ‘concerns for the 

intended parents’; and ‘heath and rights of the child’.   

The exploitation of surrogate mothers 

Research on surrogate mothers’ exploitation debates surround ‘choice’ and 

‘autonomy’; and how surrogates turn into commodities or objects in the surrogacy 

arrangement. Research criticised intended parents ‘choice’ to use surrogate mother's 

bodies to exercise their reproductive rights, leading to exploitation to the surrogate 

mother (Knoche 2014, Zajdow 2014).  Most research demonstrated surrogate mothers’ 

agreement to gestate the child, both in commercial or altruistic surrogacy, is not always 

autonomous and does not always ensure surrogate mothers’ control over their bodies. 

Surrogate mothers’ choice to engage with surrogacy often occurs due to their financial 

need or helplessness, norms around self-sacrificing or the altruistic nature of 

womanhood, and understanding surrogacy as the ultimate gift to another family. 

Bioethical debates argued that surrogate mothers are objectified and commodified in 

surrogacy. Social anthropologists showed surrogate mothers are often submissive to the 

hospitals and intended parents because of surrogate mothers’ precarious financial status, 

especially in commercial surrogacy. Hence, surrogate mothers become an ‘incubator’ or 

‘machines’ and their ‘kin labour’ remains invisible or unrecognised (Pande 2015, 

Rudrappa 2016). Surrogate mothers who participate in forms of altruistic surrogacy are 

also seen as objectified and exploited because they need to re-conceptualise motherhood 

to relinquish the child and do not get compensation for their reproductive labour and risk 



Chapter 2: Systematic literature search  

 

38 
 

(Tieu 2009, Van Zyl and Walker 2015). However, the discussions in articles suggest that 

surrogate mothers' risk of exploitation is estimated to be higher in commercial surrogacy.  

Research (both theoretical and empirical) demonstrated the problems and 

exploitation of surrogate mothers in psychological, physical, social, and economic 

aspects. Psychologically surrogate mothers experienced embodied overarching 

responsibility in altruistic surrogacy and feel loss when unable to deliver the baby, a 

‘promised gift’ (Berend 2012). Surrogate mothers experience difficulty in relinquishment 

of the child, they feel betrayed when expecting a future relationship with the intended 

parents and indicate problems with keeping contact with the child (Baslington 2002, 

Teman and Berend 2018, Vora 2009). Surrogate mothers in the Indian context also 

sometimes live away from their families and children during surrogacy, which results in 

losing social contact and psychological wellbeing (Lamba and Jadva 2018). Physical 

health of surrogate mothers is not the main focus of many articles. However, studies 

mentioned the complicated and complex surrogacy procedures such as hormonal 

hyperstimulation, embryo transfer, estrogen shots, and fetal reduction to avoid multiple 

pregnancies (Crozier et al. 2014, Knoche 2014) . These procedures cause significant 

medical complications such as miscarriages, organ damage, haemorrhage, infections and 

death of the surrogate mother (Panitch 2013). Some studies in the Minority World 

reported the risk to surrogate mothers due to increasing trends of a higher number of 

embryo transfer, multiple births and preterm deliveries (Perkins et al. 2016, White 2016). 

Surrogate mothers’ health is seen as more worrisome in countries such as India, Thailand 

and Mexico, where commercial surrogacy is identified as occurring in an unregulated 

healthcare system (SAMA 2012, Wadekar 2011). Surrogate mothers in these countries 

have no control over their pregnancy. For example, surrogate mothers are uninformed 

about health complications, the higher number of embryos transferred, fetal reduction 

and abortion, experience of caesarean deliveries, lack of  post-delivery care or health 

insurance and sometimes deaths of surrogate mothers (Saravanan 2013). Also, 

sometimes Indian surrogate mothers are only paid a minimal amount of the initial 

contract if they do not deliver a live child. Socially, surrogate mothers around the world 

are stigmatised due to socio-cultural-moral-religious discourses and framed as ‘sex 

work’, ‘adultery’, ‘dirty work’ or ‘child sellers’ (van den Akker 2007). As a consequence, 

many Indian surrogate mothers stay away from their families and communities in hostels 

or temporary housing to avoid this stigmatisation (Vora 2009).  
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Concerns of the intended parents  

Most research (mainly empirical) presented the concerns of intended parents, 

particularly of gay fathers and those who travel across borders (Blake et al. 2016, Carone 

et al. 2017). This research mainly reported intended parents’ privileged socio-economic 

background.  However, those focused on them showed their emotional and legally 

complex journeys (Smietana 2017). Some struggles mentioned include decision-making 

around genetic contribution and kinship in gay couples, acceptance of surrogacy, 

relationships with the surrogate mother; experiencing geographical constraints; 

medicalised surrogacy; legal struggles with citizenship and parenthood; and economic 

barriers (Dempsey 2013, Lev 2006, Majumdar 2015). I discuss these struggles below, 

classifying them based on the reasons they arose, namely, socio-cultural-political, 

geographical and legal reasons. 

  The socio-cultural and political context in which intended parents reside often 

influence their decision and experiences of surrogacy. Some of these contextual factors 

often create a push for the intended parents to engage with surrogacy. For example, 

heteronormative parenthood norms, problems raised due to involuntary childlessness 

such as unstable marital life, and delayed parenthood due to gender inequality at 

workplaces are reasons for engagement with surrogacy (Chliaoutakis 2002, Dempsey 

2013). Some research argued that policies to increase population in the Minority World 

have produced heteronormative parenthood standards (Riggs and Due 2013). These 

standards are strengthened by the social norms of parenthood. These heteronormative 

parenthood norms also contributed towards Gay couples ‘procreative consciousness’ or 

‘reproductive vulnerability’, resulting in the expectation and need for parenthood (Riggs 

and Due 2013, Smietana 2018). Surrogacy has started gaining acceptance in society as 

numbers increase, but it is not warmly welcomed, especially with gamete donors' 

involvement. Surrogacy acceptance is found to be low in populations that are religious, 

less educated, fertile, aware of health risks, and, consider it morally wrong (Chilaoutakis 

2002, Petfils and Sastre 2014, Suzuki et al. 2011). Therefore, the acceptance of surrogacy 

varies around the world which makes intended parents' lives socially and emotionally 

challenging. For instance, Greek and Iranian intended parents encountered a cultural 

dilemma when deciding surrogacy and kept it a secret (Chliaoutakis 2002, Zandi et al. 

2014). Whereas, European, American, Canadian, Italian, Israeli, Australian, and New 
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Zealand couples faced less difficulties but were worried about disclosing it to their 

children, especially with donor involvement (MacCallum et al. 2003, Readings et al. 

2011). Gay intended parents experienced additional worries when challenging, 

unconventional family structures and parenthood for men; deciding and managing 

biogenetic paternity and kinship; and convincing and getting support from families 

(Mitchell and Green 2007). However, these challenges are decreasing as a greater number 

of gay couples come forward to engage with surrogacy and openly speak about their 

experiences.  

Surrogacy journey’s become emotionally challenging for many intended parents 

due to geographical constraints such as being in a different country. Being at a distance 

from the surrogate mother, intended parents experience fear and anxieties. They worry 

about surrogate mother's health and lifestyle; the child’s health; they experience no 

control over pregnancy; they are unable to feel the pregnancy and make a connection 

with the child (Carone et al. 2017). Intended parents in cross border surrogacy (e.g. India, 

US, Canada) rarely have a chance to meet their surrogate mothers and when they do meet 

language and cultural differences exist, which further disconnects them. Intended parents 

from Israel, Sweden and Australia mentioned their concerns when they heard ‘horror 

stories’ of exploitation of surrogate mothers in India and became worried about the 

wellbeing of their surrogate mother (Arvidsson et al. 2015, Lustenberger 2016). 

Surrogacy hospitals in India suggest intended parents (foreign or local) have minimal 

interaction with the surrogate mother to avoid emotional attachment or issues where 

surrogate mother asks for more money (Majumdar 2014a). This enhances intended 

parents’ anxieties and lack of trust in the surrogate mothers. Given these incidences, in 

cross border surrogacy intended parents are very dependent on the surrogacy hospitals, 

which also increases the possibility of intended parents’ exploitation (Lustenberger 2016, 

Saravanan 2013).  

The legal landscape of surrogacy is complicated (Crockin 2013), and brings 

added risks and concerns for intended parents, especially for same-sex couples. In most 

nations all forms of surrogacy are illegal, though some follow the altruistic model (e.g. 

UK, Canada, Australia) but limit surrogacy to heterosexual couples only (e.g. Israel, 
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Australia8). Generally, nations with the altruistic model, recognise surrogate mothers as 

a legal parent and intended parents must adopt the child after birth, creating uncertainty 

and risk for them. Therefore, finding and trusting a woman with an altruistic motive to 

act as a surrogate mother becomes stressful and challenging (Kleinpeter 2002a, Millbank 

2015). Couples whose nation does not allow any form of surrogacy travelled across 

border to engage with surrogacy. Also, many countries have strict adoption laws that 

force couples to engage with surrogacy across borders. However, intended parents cross-

border travel comes with its own legal struggles of defining citizenship and parenthood. 

Intended parents have described the process of obtaining citizenship for their children as 

‘stressful, bewildering, and maddening’ and their lives as ‘precarious’ (Deomampo 2015, 

Nebeling Petersen 2016). Some intended parents struggle to take children to their home 

countries and end up waiting for months to years.  

Health and human rights for children born through surrogacy  

Much less research is focused on the concern or problems of children born 

through surrogacy. Research that does exist discusses the health and human rights of 

children. Research on the health of children is limited to the Minority World which 

includes countries like the UK, the US and Canada (Serafini 2001a, Söderström-Anttila 

et al. 2002). Research studied the psychological health of children born in heterosexual 

and same-sex families (Golombok et al. 2018, Readings et al. 2011). Most of this research 

included the whole family and looked at the parent-child relationships. However, this 

research did not find any significant issues. Some research showed concerns about 

increasing preterm and multiple births in the Minority world, and suspecting future health 

problems for children born in cross border surrogacy (Dar et al. 2015, Stafford-Bell et al. 

2014). Debates about the human rights of the children have discussed treating children 

as commodities for sale, of intended parents rejection of disabled children, issues of 

stateless babies who are denied citizenship in cross border surrogacy, and the Rights of 

a child to know about his/her origin (Oultram 2015, Rotabi et al. 2017).  

Overall this theme demonstrated the ethical, social, legal, medical, geographical 

and psychological issues experienced by the ‘surrogacy triad’. The largest portion of 

surrogacy research focusses on surrogate mother’s exploitation in terms of health and 

 
8 Recently in 2018 Australian government allowed altruistic surrogacy for same sex couples. However, 
research articles selected in the review were published before 2018. 
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wellbeing, and identified them as the most vulnerable stakeholder particularly those who 

reside in the Majority World. Research on intended parents mostly highlighted gay 

fathers’ legal and emotional problems when engaging in cross border surrogacy. 

Howard’s (2014, g6334) commentary headline summarises this theme well, “With no 

worldwide regulatory framework, south Asian countries are struggling to legislate to 

protect children born through “fertility tourism”—and the surrogates who carry them”. 

Hence, surrogacy in the Majority World is presented as ‘fertility tourism’ or a 

commercial business. This tourism is concerning for surrogate mothers and children. 

Framing of commercial surrogacy as a business and the roles of stakeholders 

In this theme, articles describe how commercial surrogacy, primarily transnational 

surrogacy, works and is sustained as a business or industry. There were 60 articles out of 

278 that included these ideas. The majority of these articles addressed the transnational 

and commercial surrogacy industry in India, US, Israel and Thailand (Majumdar 2018b, 

Teman 2003, Whittaker 2014). This theme also includes some research from the UK and 

Canada because, in these contexts, there is little difference in the payment surrogate 

mothers receive in commercial and altruistic surrogacy. The theme explores how the 

commercial surrogacy business uses medical, neoliberal, normative family and gender 

discourses to prepare different actors such as surrogate mothers, intended parents and 

medical practitioners to play different roles. In doing this, the actors are turned into 

‘potential bodies’ who also make sense and justify the surrogacy business based on their 

perceptions (Vora 2013b).  

Research in this theme consistently drew on western medical and neoliberal 

discourses to separate the genetic or gestation and reproduction or motherhood, framing 

surrogacy as legitimate work or practice. A general line of argument indicates that first, 

surrogate mothers are informed of their ‘empty wombs’ and their fertility that can be 

used to earn money by lending it to the intended parents. However, for this business, not 

all women are chosen as surrogate mothers. Those chosen are mainly those who are less 

expensive (desperate for money for their families) and can be disciplined (sometimes in 

a hostel) to become submissive, selfless and nurturing (Pande 2010b). These qualities of 

surrogate mothers are necessary for the care and nurturing of the child, and also to ensure 

the smooth relinquishment of the child to the ‘consumers’ or ‘clients’ i.e. the intended 

parents (Rudrappa 2016). Similarly, intended parents in the neoliberal capitalist market 
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are promised the ability to fulfil their normative family needs to have a genetic child 

(Rudrappa and Collins 2015). At the same time, these promises omit a discussion of 

health and legal consequences of surrogacy and sidestep any discussion that this comes 

at the cost of Majority World surrogate mothers’ health (Saravanan 2010). Intended 

parents are treated as consumers and clients. For example, hospitals provide catalogues 

of surrogate mothers and egg donors as per nationality, religion, skin colour and lifestyle; 

cheaper surrogate mothers or surrogacy packages are offered in the Majority World; 

surrogate mother’s hostel facilities are offered; a higher number of embryos are 

transferred to increase  the chance of pregnancy and using media to popularise surrogacy 

(Nebeling Petersen 2016, SAMA 2012). 

No matter how the business of surrogacy frames or entices the surrogate mother 

and intended parents to engage in surrogacy, both parties justify and make sense of this 

business in their own way (Vora 2009). The surrogate mother and intended parent 

downplay the commercial and moral panic around the surrogacy industry and frame it in 

a language of need, altruism and philanthropy. Surrogate mothers, in both commercial 

and paid altruistic arrangements, resist socio-cultural norms which sees their surrogacy 

work as ‘dirty’ or ‘immoral’ or just as ‘labour work’ (Pande 2010a, Vora 2012). They 

justify their financial need and identify themselves as ‘gift-givers’, ‘merit-making’, 

‘angels’ and ‘other workers’ (Berend 2012, Pande 2011, Whittaker 2014). Uniquely to 

transnational surrogacy, Majority World surrogate mothers also imagine a long-lasting 

relationship or kinship bond with the Minority World women, which will possibly rescue 

them from poverty (Vora 2009). Intended parents justify their surrogacy decision as their 

last resort for parenthood, and establish their kinship with the child based on their genetic 

connection, parenthood desire and creating their parent identities by performing affective 

labour (purchasing baby items) before the child is born (Rudrappa 2016). They perceive 

surrogacy as their ‘philanthropic act’ towards the poor Majority World women creating 

a long-lasting positive effect on surrogate mothers’ lives (Vora 2013a). Some research 

also demonstrated the critical role of commercial transaction in both commercial and 

quasi-altruistic forms of surrogacy. Studies shows that payments coupled with medical 

discourses, psychologically helps the surrogate mother to detach from the child and deny 

any ownership (Baslington 2002, Rudrappa 2016, Teman 2001). For the intended 

parents, this commercial transaction coupled with social and physical distance from the 

surrogate mother in terms of geography, language, culture and socio-economic 
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conditions helps to downplay the role of gestational labour performed by the surrogate 

mother (Bailey 2011, Rudrappa 2010). 

Hence, this theme demonstrates that a medicalised neoliberal focus on surrogacy 

as a business is found in a substantial amount of research on surrogacy.  For example, 

Kroløkke and Pant (2012, 239) frame all actors in the surrogacy market as 

‘reproenpreurs’ who have the ‘ability to engage in rational and reflexive forms of choice-

making’. These ‘reproenpreurs’ are formed when neoliberal ideologies are mixed with 

reproduction. Here, as responsible individuals, Scandinavian intended parents make a 

rational decision and travel to fulfil their biological urge. Indian surrogate mothers want 

to earn a living and improve their quality of family life, which is not possible with other 

available options. Given these differences and motivation between intended parents and 

surrogate mothers, this business generated inequalities (Deomampo 2016b, Pande 2016).  

Inequalities (re)produced by surrogacy  

This theme describes the inequalities (re)produced as a consequence of surrogacy 

business, especially transnational commercial surrogacy. A total of 56 articles are 

included this theme and most of this research discusses surrogacy in the US, India, 

Thailand, and Mexico. This theme demonstrates how inequalities exist in commercial or 

paid-altruistic surrogacy arrangements due to socio-economic disparities, and 

inequalities (re)produced through discourses or frames used intended parents, surrogate 

mothers, media and research to represent surrogacy. In general, the theme extends the 

subtheme ‘exploitation of the surrogate mother’ and shows how commercial surrogacy 

produces and sustains inequalities in broader society.  

Research identified surrogacy as a dividing technology for labour (Corradi 2008). 

Being expensive and state-controlled it divides who can reproduce and who cannot. 

Much of the research on surrogacy demonstrated the inequality between intended parents 

and surrogate mothers, and how this is (re)produced by wider society (Dillaway 2008, 

Pande 2011). There is a wider socio-economic disparity between intended parents and 

the surrogate mother. Generally intended parents are wealthy and from the Minority 

World while the surrogate mother is poor and from the Majority World. Thus, intended 

parents have comparatively more power and control over the surrogacy process 

increasing the possibility of surrogate mother’s exploitation (Panitch 2013, Spar 2005b). 

Intended parents consciously or subconsciously choose surrogate mother/gamete donors 
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that (re)produce existing social and racial hierarchies (Deomampo 2016a). Studies 

showed that intended parents generally prefer gamete donors from a superior religion, 

race, caste, education or a white skin colour  (Deomampo 2016b, Limki 2018, Schurr 

2017). Sometimes a gestational surrogate mother can be compromised on some of the 

above-mentioned parameters, but usually surrogate mothers are expected to be poor or 

less educated and to relinquish the child quickly (Pande 2010b, Saravanan 2013). 

Inequality even exists amongst surrogate mothers, where some are paid more than others, 

based on their race, religion, caste, class, skin colour, education and geography. For 

instance, a US surrogate mother is paid between US$25,000 to 35,000. In contrast, an 

Indian surrogate mother is paid between US$2,000 to US$10,000 (Bailey 2011). 

Commercial surrogacy is therefore also identified as a form of ‘stratified reproduction’ 

(Deomampo 2013), ‘neo-eugenic’ (Pande 2016), and ‘(re)orientalism’ (Lau 2018). Here 

some biological bodies (elites, white and Minority World’s women or intended parents) 

are more valued but the other (poor and Majority World’s women or surrogate mothers) 

are devalued and used for labour work (Lau 2018, Pande 2016, Vora 2009). Recently, 

debates around reproductive inequalities have also been raised. Singles and Queer people 

are in some nations prohibited from or struggle to engage in surrogacy (Koll 2011, 

Mohapatra 2014, Riggs and Due 2013) .    

Research also illustrates how both intended parents and the surrogate mother use 

discourses to reproduce and reify socio-economic, racial and national hierarchies, and 

inequalities. Research with Indian surrogacy showed Indian surrogate mothers identify 

surrogacy as ‘God’s gift’ or a chance to escape from their poverty, while western 

intended parents think their surrogacy is a ‘philanthropy act’ towards the surrogate 

mother (Majumdar 2014b, Pande 2011). Discourses of ‘a win-win situation’ and ‘women 

helping women’ are also used by the media, medical practitioners and researchers, which 

is criticised by some researchers (Bailey 2011, Markens 2012, Rao 2012). These 

researchers have also warned other scholars about using ‘liberal’ and ‘exploitation’ 

approaches to study transnational surrogacy because it creates hegemonic and occidental 

experiences of the surrogate mothers (Bailey 2011, Banerjee 2010). These approaches 

frame the Majority World surrogate mother either as making informed ‘choices’ 

(Banerjee 2010, Fish 2013) or as poor, uneducated and powerless who needs rescuing by 

the Minority World (Lotay 2015). These frames sustain the gendered, racial and national 

inequalities without disclosing the social context in which surrogacy operates. Therefore, 
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research suggested using a reproductive, global or social justice approach to understand 

the comprehensive experiences of the surrogate mothers (Crozier 2014, Oraiz 2013).   

This theme showed that a significant portion of research on surrogacy primarily 

drew on stratified reproduction to show the inequalities (re)produced in commercial 

surrogacy. This research identifies deeper issues for creating and sustaining 

vulnerabilities for the surrogate mothers in surrogacy.  For instance, Banerjee (2014) 

identified surrogacy as technology that has created a ‘transnational reproductive caste 

system’; where “one group of women (white, upper caste, and so on) qualifies as good 

‘egg-makers’ whereas another group (non-white, lower-caste, and so on) qualifies as 

viable ‘egg-nesters’ but not good egg-makers” (Banerjee 2014, 125). This system is 

problematic because it “sustain[s] an unfair system of benefits and burdens that is skewed 

in favour of groups privileged along with race, caste, citizenship and other lines within 

global processes” (Banerjee 2014, 125). Given these rising inequalities and problems due 

to surrogacy, there are discussions about regulation or prohibition of surrogacy in the 

literature. 

Regulation rather than prohibition of commercial surrogacy 

This theme explains why commercial surrogacy needs regulation and not 

prohibition. Research in this theme frames commercial surrogacy as not inherently 

exploitative or problematic and maintains that neither criminalisation nor a solely 

altruistic model can solve the problems surrogacy has raised. Therefore, this theme 

suggests the need to regulate the practice of surrogacy and discusses some common ways 

to regulate commercial surrogacy. A total of 95 articles are included in this theme that 

have used examples of nations where surrogacy is commercialised (e.g. India, Israel, 

USA), altruistic (e.g. UK, Canada, Greece ), or prohibited (e.g. South Africa, Romania, 

China) to make their argument.  

Research shows that commercial surrogacy is considered problematic by many 

nations and some preferred altruistic surrogacy. Some nations where commercial 

surrogacy is legal (e.g. India, Thailand) or illegal (e.g. Iceland) are in the process or 

starting conversations to follow altruistic surrogacy models. Some of the primary 

arguments used against commercial surrogacy by nations and some research propose are:  

(a) the huge disparity between the intended parents and the surrogate mother 

(Schanbacher 2014),  



Chapter 2: Systematic literature search  

47 
 

(b) payment involvement in surrogacy that will result in exploitation of the surrogate 

mothers (Van Zyl and Walker 2015), 

(c) the immorality of selling women’s bodies and children for commercial purposes 

that goes against the values of the nation in question, and (Cohen 2015, Snow 

2016) 

(d) altruistic surrogacy is ethically and morally right or better than commercial 

because it involves free will of the surrogate mothers’ and an expression of 

generosity instead of being financially motivated (Cattapan 2014, Cohen 2015).  

Some research defending commercial surrogacy states that involvement of payment 

cannot make it morally wrong or exploitative, and the payment is towards the transfer of 

parental rights and reproductive services rather than being for the sale or purchase of 

children and women’s bodies (McLachlan and Swales 2000). As commercial surrogacy 

is not found problematic in all nations, it is not inherently exploitative and it can be 

regulated to provide benefits to all involved (Scott 2009, Wilkinson 2003). 

Some articles argued that deeper structural conditions make commercial surrogacy 

problematic (Pande 2015, Rudrappa and Collins 2015). Research argues criminalisation 

of commercial surrogacy does not save surrogate mothers from exploitation, but rather 

puts them at more risks of problems. Three primary problems observed due to 

commercial surrogacy prohibition emerge in these discussions. First, the increase in 

transnational reproductive travel of infertile couples which becomes problematic for the 

surrogate mothers and (re)produces inequalities (as shown earlier). Second, surrogacy 

has turned, or will turn, to an underground industry, where women are (in)directly forced 

to act as surrogate mothers (Alexandru 2014, Nicholson 2013). Third, it is unfair to 

control women's bodies and to take opportunities from them to earn, especially when 

they do not have any other better opportunities (Wilkinson 2016). Research mentioned 

the main problem lies with the structural conditions. Some structural conditions to 

mention are no better working opportunities for women, rising infertility and parenthood 

desire of queer and singles, increasing acceptance of surrogacy (especially in the 

Minority World),  restricted surrogacy for straight or queer couples, and unregulated 

healthcare (Tremellen and Everingham 2016).  

Research commonly suggested some common ways of regulating (transnational) 

commercial surrogacy (Fenton-Glynn 2016, Parry and Ghoshal 2018). These proposed 

suggestions are based on the lessons learned from commercial and altruistic surrogacy 
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models and here I classify them in five ways. First, screening and in-depth counselling 

of the intended parents and surrogate mothers is suggested. This proposes both parties 

should be well informed, counselled, and educated about the procedure, risk and 

implications of altruistic or commercial surrogacy or alternative ways of forming families 

(Lev 2006, Wolf 2014). This will help both intended parents and surrogate mothers to 

make informed choices and decisions (Sanabria 2013). Second, it is suggested to 

legitimise commercial surrogacy as ‘labour work’ or ‘intimate works’ and regulate 

payment. This suggests identifying surrogacy as legitimate ‘work’ and following ‘fair 

trade surrogacy’ which involves providing fair prices or compensation, working 

conditions, transparency and accountability (Humbyrd 2009, Rudrappa 2018). Third, 

reforming the legal system and forming international surrogacy law is proposed. This 

suggests the legal system needs to evolve and define parenthood, family, citizenship, 

duties, rights and responsibilities for different stakeholders, keeping surrogate mother 

and children rights’ at the forefront (Spar 2005b). International law is required for inter-

country surrogacy similar to adoption law (Ramskold and Posner 2013, Rotabi et al. 

2017). This will ensure the protection of the surrogate mother and children born via 

surrogacy. Fourth, improving clinical guidelines by keeping the surrogate mothers’ 

health at the centre. The guidelines should ensure ethical prenatal, natal and post-natal 

healthcare to the surrogate mother, such as limited embryo transfer, health insurance and 

abortion rights to surrogate mother (Cattapan 2014). Fifth, surrogate mothers should be 

empowered, especially in the Majority World. Here, the government and other 

stakeholders such as social workers should help surrogate mothers in connecting with 

better work opportunities and make them aware of all the risks before and after surrogacy 

(Palattiyil et al. 2010). This will help them in making an informed choice and to bargain 

for their payment and contract terms. Along with this, countries where surrogacy is 

altruistic or banned should revisit their laws (for example countries like Iceland in the 

process of allowing altruistic surrogacy) to serve their citizens who are forced to travel 

cross-borders (Millbank 2015, Wolf 2014). 

For instance, Rudrappa (2018) has also argued against India’s proposed ban on 

commercial surrogacy and the legalising of only altruistic surrogacy. She warned the 

“ban is going to deepen working-class women's exploitation not just in India but in other 

parts of the world” (2018, 72-73). She was concerned that women and biological 

materials will be trafficked to other South Asian nations for commercial surrogacy. 
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Additionally, altruistic surrogacy can create pressure for women to perform biological 

reproductive labour for free. Rudrappa (2018) proposed a pragmatic approach, where the 

Majority World need to regulate surrogacy through ‘robust law’, where the most 

vulnerable i.e. surrogate mothers’ right’s needs to be strengthened. 

In summary, there has been significant research on surrogacy that has identified 

structural harms such as legal, healthcare, compensation, and work opportunities that 

contribute towards the exploitation of the surrogate mother and children in commercial 

surrogacy. Addressing these structural harms, highlighted in this theme, through 

regulations can ensure surrogate mothers’ wellbeing.  However, research also discusses 

other ways to ensure the positive experiences and wellbeing of the people involved in 

surrogacy, which is discussed in the next theme. 

Making surrogacy ethical, recognising surrogate mother  and expanding families  

This theme demonstrates how surrogacy can be made ethical and not a problem. 

Articles included in this theme suggested an ethics of care approach for ethical surrogacy. 

A total of 53 articles out of 278 articles are included in this theme.  

 Most of these research suggests a close relationship of the ‘surrogacy triad’ (that 

is, intended parents, surrogate mother and child), before, during, and after pregnancy. As 

surrogacy is a relational process both the surrogate mother and intended parents should 

see the surrogacy process from ‘care ethics’, ‘mutual trust’ and a ‘moral commitment’ 

towards the child and for each other (Beier 2015, Mitra and Schicktanz 2016, Parks 

2010). Research concludes intended parents, when engaged with commercial surrogacy, 

should account for their power and privileges, and understand its implications on the 

surrogate mother (Parks 2010, Saravanan 2013). Intended parents need to understand 

surrogacy as a relationship and not as a contract. This relationship demands physical 

proximity and continuous contact, caring for the surrogate during pregnancy, recognising 

her efforts, showing gratitude and also acknowledging her as a mother of the child (Van 

Zyl and Van Niekerk 2000, Zyl 2002). Positive implications of physical proximity and 

continuous contact were highlighted for the success of altruistic surrogacy, such as in the 

UK (MacCallum et al. 2003) and commercial surrogacy such as in the US and Israel 

(Carone et al. 2017, Sharan et al. 2001, Teman and Berend 2018). Continuous contact 

can create shared pregnancy experiences, can enhance intended parents bonding with the 

child, diminishes intended parents' anxieties, and can build quality relationship that 
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provides satisfaction for the surrogate mother (Carone et al. 2017, Hibino and Shimazono 

2013, Teman and Berend 2018). Research set within the altruistic system of the UK has 

shown that a continued relationship of the ‘surrogacy triad’ after pregnancy also results 

in a positive experience for all the primary stakeholders of the surrogacy (Imrie and Jadva 

2014). These research articles mentioned that in the UK altruistic surrogacy does not 

interfere with the psychological wellbeing of the children, surrogate mother, and intended 

parents (Blake et al. 2016, Jadva et al. 2012). However, little is known about the 

wellbeing of surrogacy triad beyond the UK setting.  

Other studies observe some intended parents (especially gay couples) are sharing 

kinship with the surrogate mother, even in commercial surrogacy. For instance, Italian 

gay fathers who engaged with overseas surrogacy in Canada and US, have introduced the 

surrogate mother to the children as ‘aunty’, ‘birth mother’ or ‘surro-mom’ (Carone et al. 

2017). Research also suggested that kinship and child-sharing models can be adopted in 

incidences of conflicting or problematic cases of children (Gunnarsson Payne 2018, 

Oultram 2015). These research shows the possibility of extending care relations after 

surrogacy and possible expansion of families. Some recent scholarship sets an ambitious 

goal of revising family definitions through collective rearing of the child or gender-

inclusive polymaternalism’ (Lewis 2018, 222) by those who assist in the surrogacy 

(Lewis 2018, Stuvoy 2018). However, the goal of collective parenting faces various 

challenges in the field such as legal and willingness of people involved in surrogacy. 

Hence, this requires further discussions and empirical research into its possibility.  

This theme showed that the research is moving away from viewing surrogacy 

simply in terms of exploitation, inequality and commercialisation and beginning to 

explore and critically engage with discussions around surrogacy. The use of ethics of 

care  shows the possibility of another forms of surrogacy, where the Rights of two women 

(the right to have a child and the right to prevent exploitation) are not in opposition. I 

take this theme up in more detail in Chapter 4 to discuss the theoretical framework of the 

study.  

Discussion and conclusion  

This review identified 278 articles published from 2000 to 2018 on surrogacy. 

These research articles from various disciplines have significantly advanced the 

surrogacy scholarship. Where initial research articles (since 2000) problematised 
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surrogacy, more recently (after 2015) discussion shifted to ethics of care and broadening 

family definitions. Broadly, the integrated results from the qualitative and quantitative 

analysis showed that surrogacy scholarship dominantly addresses transnational and 

commercial surrogacy. More than 50 percent of articles published are empirical research 

articles, that provide insights into the individual’s experiences with surrogacy in different 

socio-cultural and geographical settings. The published articles have significantly 

contributed to theoretical debates around surrogacy engaging with the ideas of ethics, 

stratified reproduction or inequalities, and started discussions on reproductive and global 

justice. However, most debates on surrogacy identify surrogacy as against surrogate 

mothers by framing it as exploitation, commodification, reproduction of inequalities and 

as unethical. Despite the importance of these debates, the research is limited to fewer 

countries in the Majority (e.g. India, Thailand) and the Minority World (e.g. the US, the 

UK, Canada); researched by people working in sociology or anthropology, bioethics or 

philosophy and law and public policy. Additionally, surrogate mothers are the exclusive 

focus of much of the research, especially from the Majority World. However, other 

stakeholders such as children born through surrogacy and intended parents from Majority 

world are a rare focus of the research. 

 The focus of surrogacy literature is on commercial and transnational surrogacy. 

Over time (2000-2018), empirical qualitative research has increased and shown how 

surrogacy has turned into an industry or business where surrogate mothers are 

commodified and turned into objects, or just ‘wombs’. This industry uses medicalised, 

neoliberal, and altruism discourses to frame surrogate mothers and childless couples. In 

this business, childless couples and individuals are promised to complete their families, 

and surrogate mothers expect to earn good deeds and a better future for their families. 

Research also showed that on a deeper level the surrogacy industry uses and (re)produces 

inequalities to sustain and maintain the business; where those who are socially privileged 

are valued as customers and others are used for labour work (Lau 2018, Pande 2016, 

Vora 2009). Research identified payment in commercial surrogacy as a significant 

contributor to making surrogacy problematic and unethical. The dominant reported 

reason is surrogate mothers’ financial need and precarity which forces her to engage with 

surrogacy. Additionally, it is argued that intended parents’ payment serves as an easy 

way to escape their responsibility towards a surrogate mother. These arguments 

problematise commercial surrogacy. However, empirical work in Israel and the USA 
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with commercial surrogacy did not identify significant problems with surrogacy because 

there is continuous contact and a relationship of care between the surrogate mother and 

intended parents (Teman and Berend 2018). Additionality, in Israel, proper screening and 

counselling of both, surrogate mothers and intended parents are conducted to inform and 

prepare them before engaging with surrogacy (Wolf 2014). This shows the possibility of 

ethical surrogacy even in commercial forms.  

Considering problematising arguments about commercial surrogacy, altruistic 

surrogacy is adopted in many nations. However, little research explored altruistic 

surrogacy. Those articles that do discuss it argued that there is not much difference 

between altruistic and commercial surrogacy. For example, suggesting altruistic 

surrogacy has no rigid differences in payment, the efforts and self-discipline involved 

during pregnancy and the implications on health or psychological wellbeing (Scott 2009, 

Stoeckle 2018, Toledano and Zeiler 2017, Wilkinson 2003). Consequently, there is a 

need to study altruistic surrogacy and domestic surrogacy arrangements in different 

settings, even in countries where commercial surrogacy is allowed. This has become 

essential because altruistic surrogacy is now a preferred option for regulating surrogacy, 

yet citizens from countries with altruistic surrogacy are travelling to other countries for 

surrogacy.  

Research on surrogacy is dominantly qualitative and theoretical. Disciplines like 

sociology, anthropology, psychology, philosophy and bioethics dominate discussions. As 

a consequence, quantitative research articles are scarcely available, accounting for just 

13% of articles. These articles have examined public opinions about surrogacy, and 

surrogate mothers and children’s health data trends in the Minority World (e.g. Australia, 

Canada, USA, Japan). However, quantitative research in the Majority World such as 

India, Thailand and Africa is absent. India and Thailand have criminalised commercial 

surrogacy, considering surrogacy as exploitative and a commodification of women's 

bodies. This ‘problematic’ representation and legal changes are questionable in the 

absence of quantitative research, which can provide generalisable insights into surrogacy 

for a broader population (Polit and Beck 2010).   

Geographers have contributed much towards experiences of pregnancy, 

motherhood, childbirth and mothering or parenting (Gabb 2004, Holt 2013, Longhurst 

2008, 2011). These experiences are studied from bodily site to different scales, place or 
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spaces, and their intersection (Johnston and Longhurst 2010, Oliver 2010). However, 

geography as a discipline has only recently entered surrogacy debates and contributed so 

far only in a few theoretical articles. Geographers have a vital role to play in surrogacy 

scholarship, especially when surrogacy requires (im)mobility within and between 

nations. Presently, surrogacy is occurring at the interaction of different spaces, cultures 

and ethnicities. Surrogacy affects people at different scales, namely micro and macro 

levels, and also affects these scales when people engage with surrogacy. Surrogacy drives 

and is driven by politics occurring in different spaces such as legal, clinical or medical, 

and the Majority or the Minority World.  

Geographically, studies conducted in India, the US, the UK and Israel dominate the 

surrogacy research landscape. In India, the US and Israel, research focus is on the 

workings of commercial surrogacy, experiences of surrogate mothers’, and intended 

parents travelling to these countries. In the UK, the focus is on altruistic surrogacy and 

the wellbeing of the surrogacy triad (intended parents, surrogate mothers, and children). 

However, research has mostly neglected other geographical regions such as other 

countries in Europe, Africa and Central and South America. In Europe, many countries 

do not allow commercial surrogacy but people travel to other nations to seek surrogacy. 

Africa constitutes a significant portion of the global infertile population. Central and 

South America are experiencing issues of illegal child adoption and trafficking 

(Arvidsson et al. 2015, Mascarenhas et al. 2012, Rotabi and Bromfield 2012). Despite 

these issues that possibly create the presence of surrogacy in different forms, research 

attention in these regions is lacking. For example, a study in Beijing, China (Yang 2014), 

shows the existence of an ‘informal surrogacy’ (Yang 2014, 91), catering to the need of 

working-class people. Here, the author used informal surrogacy to refer to different types 

of surrogacy occurring in China, such as commercial surrogacy which is illegal and also 

a local practice named dianqi (wife rental), known as complementary marriage option, 

where poor men rent their wife to produce children for others via intercourse. These 

scenarios hint at the existence of surrogacy in different forms or the possible formation 

of surrogacy markets to other nations. Thus, there is a need to explore other geographical 

regions to uncover what other forms of surrogacy occur (e.g. legal, illegal, traditional or 

gestational) and how different people define surrogacy locally.  

Moreover, relationships between geographical regions and the stakeholders studied 

are also found. Surrogate mothers are dominantly studied in countries such as India, the 
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US, Israel and Thailand and intended parents from the UK, US, Canada, Australia, and 

Israel. Clearly, surrogate mothers are mostly understood from the Majority World and 

intended parents primarily from the Minority World. This is problematic as it ignores the 

possibility of the existence of infertility and intended parents in the Majority World and 

strengthens the discourse around infertility as a western nation’s problem.   

Of the ‘surrogacy triad’ surrogate mothers are the prime focus and identified as 

most vulnerable in a surrogacy arrangement. Surrogate mothers remained at the centre of 

discussion on (re)reproduction of inequalities, formation of commercial surrogacy 

business and problematisation. Even when the discussion around regulation and ethical 

practices occurs, it is directed towards surrogate mothers. For example, regulations are 

demanded, and ethical responsibilities are assigned to the intended parents to protect the 

surrogate mother. In these themes, surrogate mothers are dominantly produced as 

‘victims’ and ‘vulnerable’ and a paternalistic attitude is shown towards surrogate 

mothers. This is because most research covered surrogate mothers from Majority World. 

However, this portrayal is problematic because this representation creates a hegemonic 

portrayal for all surrogate mothers as well as for other women from these nations.  

Intended parents, especially same-sex and gay fathers, have become a greater focus 

of the research. These articles discuss the intended parents’ family’s psychological 

wellbeing, making sense of commercial surrogacy and kinship and experiences of cross 

border surrogacy. However, the common understanding of intended parents is as a 

‘consumer’ or ‘clients’, who have agency, choices and various services in the commercial 

surrogacy market. These portrayals are primarily because intended parents in the research 

are from the Minority World and specific perspectives exploitation, commercialisation, 

stratified reproduction, and justice are used to study surrogacy. These perspectives place 

intended parents and surrogate mothers in opposition to each other, directly and 

indirectly. In this, way the intended parents’ ‘agentic’ portrayal is produced, which turns 

‘hegemonic’ with the absence of visibility of intended parents from different countries. 

The results of this hegemonic agentic portrayal are also visible, where despite negligible 

research on intended parents residing in India, criminalisation of commercial surrogacy 

occurred for Indian citizens. Likewise, using specific lenses and focussing on specific 

stakeholders limits other stakeholder’s visibility. For example, research on children born 

through surrogacy is very limited.  
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New proposal for ‘ethics of care’ opens a new perspective for understanding 

surrogacy. Here, an ‘ethics of care’ helps us to see surrogacy as a mutual and relational 

process. This perspective moves beyond ‘substitution and transaction towards a relational 

being-together’ (Stuvoy 2018, 33).  This lens is useful to study parenthood achieved 

through surrogacy because surrogacy is a mutual relationship and requires an ethics of 

care to navigate the diverse needs, expectations, care and relations the surrogacy triad 

require in surrogacy arrangements. Parenthood is an emotional, sacred and social 

experience, be it for a mother who carries the child or the couple who intend to become 

parents. Using this lens helps us to understand what hinders or facilitates care ethics 

processes of making a positive reproductive journey, both for the surrogate mother and 

intended parents. This lens can be applied to different stakeholders of surrogacy, 

however, often it is theoretically explored and need empirical research.  

Strengths and limitation of this systematic literature search review  

Two crucial strengths of this review are: the inclusion of a significant number of 

articles and the use of a mixed method to analyse the articles published on surrogacy. 

The primary limitations of this review are that it includes only journal articles published 

from 2000 - 2018, and no books, book chapters, or book reviews are considered in the 

review. However, most authors who have published books on surrogacy have also 

published articles, which are included in the review. Regarding the timeline selection for 

the review, the year 2000 is considered as an important year. The year 2000 marks the 

rise of transnational commercial surrogacy because of supportive globalisation and 

neoliberal policies. Therefore, the review considered articles from the year 2000 and 

onwards.  

Recommendations for research 

As a way forward, this systematic literature search identified the need to 

encourage more quantitative studies on surrogacy. There is a need for studies defining 

surrogacy from the perspective of the general public. That is how people perceive or 

understand surrogacy in a social context, how the public frames surrogacy or what the 

common societal discourses existing about surrogacy are, how much knowledge about 

surrogacy there is, or what are people’s attitudes towards surrogacy utilisation and its 

health implications are. Geographically studies on surrogacy are limited to only a few 

countries and commercial surrogacy is the sole focus of research. However, surrogacy 
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exists in different forms in different parts of the world. The Majority World is 

predominantly neglected in discussing the possibilities of intended parents, despite 

recognition of these countries for the existence of a notorious commercial surrogacy 

industry and harming of surrogate mothers. Thus, researchers are encouraged to study 

intended parents residing in the Majority World, who are engaging in different forms of 

surrogacy and not limited to commercial surrogacy. Understanding surrogacy from 

different stakeholders’ perspective (e.g. children, institutions, families) who reside in 

different geographical regions (e.g. the Majority World) can also provide new 

perspectives from the dominant western approach and initiate new debates in surrogacy 

and see other possibilities of surrogacy. To do this, we also need to use other theoretical 

lenses to understand surrogacy. These lenses need to be broader and flexible to include 

local knowledge wherever the research is conducted. Most importantly, given geography 

plays a significant role, for example covering different scale and spaces (micro, meso, 

macro) in surrogacy, more research from geography is required to step into the debates 

of surrogacy. 

Although this thesis cannot address all of these gaps in a single study, it will attempt 

to address the key issues identified by this literature review. This thesis will focus on 

intended parents who live and access surrogacy in India. India is known as a surrogacy 

hub, and new research is necessary as it is currently changing its surrogacy laws. Intended 

parents residing in India are notably absent in the literature, as most intended parents 

studied are from the Minority World. In India, surrogacy is constantly a matter of 

discussion for the media, policy, activities and scholars at national and international 

levels. Hence, it becomes essential to explore how intended parents understand 

surrogacy; navigate the socio-cultural, medical and legal spaces and how this is 

understood in the Indian context. To add to the discussion on surrogacy from a legal, 

ethical and commercial perspectives, this thesis is grounded in the social experiences of 

the intended parents. This research employs and contributes to approach of an ethics of 

care.   

Identifying the purpose of this study, which is to understand the socio-spatial 

experiences of Indian intended parents, the next chapter outlines the general environment 

in which intended parents are framed, make decisions and experience surrogacy. The 

next chapter briefly shows the socio-cultural, political and legal context in India which 

is encountered by intended parents during their surrogacy journey.   
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CHAPTER 3  

Contextualising surrogacy in India: 

socio-cultural norms, health care and surrogacy regulation in India 

 

Introduction  

As shown in the last chapter, Indian surrogacy is discussed in detail in the literature, 

with most studies focussing on international couples visiting India. However, little is said 

about intended parents living in India, despite India being a surrogacy hub and consisting 

of a large proportion of the world’s population (United Nations 2019). This thesis argues 

to understand experiences of the intended parents therefore it is essential to understand 

the environment in which local intended parents engage with surrogacy. This chapter 

establishes the Indian sociocultural, health care and legal context in which Indian 

intended parents make their reproductive decisions and pursue surrogacy. I have 

organised this chapter into three main parts. First, I introduce the socio-cultural meaning 

of family, marriage, and parenthood in India. Second, I introduce the healthcare system 

available to couples seeking medical help, mainly through Assisted Reproductive 

Technologies (ARTs), to achieve parenthood.  Third, I discuss the legal context of 

surrogacy in India and how it has changed over time. Overall this chapter provides a brief 

overview of the sociocultural, health care, and legal conditions that Indian intended 

parents must navigate during their journeys.  
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Family, marriage and parenthood in India  

India has a wide variety of religions, ethnicities, castes9, classes10, languages and 

dialects, which creates rich, diverse and complex traditions and cultural practices (Bajpai 

2015, Sukhdev 2016). Family, marriage and parenthood are crucial for all cultures 

existing in India. It is considered ‘natural’ to expect a heterosexual couple to marry and 

produce children. There are three primary and interrelated factors that form the socio-

cultural norms that create an expectation of couples, especially for women, to produce 

children. In this subsection, I outline these reasons as dharma and religion, socio-cultural 

norms, and gender identity.  

Dharma (right way of living) and religion 

Childbearing and forming a family are viewed as vital in all dhramas and religions 

existing in India. The majority of the Indian population follows Hinduism11, followed by 

Islam, Christianity, Sikhism, Buddhism, and Jainism. Hinduism, a majorly practiced 

dhrama, sets the cultural ethos of Indian society (Bharadwaj 2016a). In all religions 

except Islam, marriage is seen as a sacrament and becomes one of the essential rituals of 

 
9 The caste system was used to classify people according to occupation, however over time it shifted to 
form of social stratification system in India that decided people’s wealth, power and privileges (Jeffrey 
2001). In this system Brahmanas are at the top, who are usually priests and scholars. Next are the 
Kshatriyas, as political rulers and soldiers. Vaishyas, are merchants. Shudras, are usually laborers, 
peasants, artisans and servants. At the very bottom are Dalits who are considered ‘untouchables’, who 
do cleaning work. The Dalits are seen as unclean, impure and polluting, hence touching them is avoided. 
Traditionally, if a child was born in a certain caste the child was expected to perform the same occupation 
as their parents (Seabrook 2002). Consequently, they remained in the same social class. In contemporary 
India, these practices are changing, as occupations are not limited to a particular caste.   
10 Broadly, the Indian population is divided into three classes, which are decided based on their socio-
economic status including education, employment, income and assets. These classes are, lower class 
families who are below the poverty line (US$1.25 per day purchasing power), middle class families (US$2 
to $20 per day) and upper class families (more than US$20 per day) (Bank 2010). There are different 
models such as the consumption and mixture model to decide these classes. However, middle class lies 
between the lower and upper classes, therefore the majority of the Indian population falls in this category 
and this is further divided into lower, middle and upper middle class (for more details see (Ahalya and 
Paul 2017, Athique and Hill 2009, Roy 2018). Presently, middle-class is broadly divided into “new-middle 
class” (Fernandes 2016) and informal/working class (Harriss 2006). New middle class is residing in cities, 
employed in white collar or professional jobs, and include middle and upper middle class. Whereas, 
informal and working class may be migrant workers, residing in urban slum, poor part of city, semi urban 
or rural areas and primarily belong to lower middle class (Harriss 2006).  
11 I want to acknowledge here that Hinduism is a Dhrama which means duty and conducts and is not a 
religion. Hinduism is much bigger than a religion, consisting of various traditions and philosophies that 
show ways of life, roles and responsibilities of an individual. It was only in colonial times that it was 
constructed as ‘religion’ during British rule to easily manage administration and the population. This 
continued in the postcolonial phase, supported by Hindu - Muslim, India-Pakistan conflicts. Similarly, 
Buddhism and Jainism are also Dhramas, which are stemmed or modified forms of Hinduism. For detailed 
information about Hinduism and its construction as a religion, see Bloch et al. (2009).  
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life (Mullatti 1995). Therefore, marriage and forming a family are considered essential 

in Indian society. For Hindus and Jains, grihastha (householder after marriage) is even 

mentioned as a life stage, which needs to be passed and practiced by all Hindus and Jains 

(Chekki 1996, 51).  

For Hindus, the purpose of marriages is not limited to the formation of families but 

also to serve dead ancestors and an afterlife. According to the Hindu worldview, all 

human beings are born with pitra-runa (ancestral-debts), which need to be cleared to 

achieve moksha (liberation) from this world (Mishra 2013). However, the clearance of 

ancestral debts and liberation is only possible through the birth of a child, preferably 

putra (son).  The word putra is a Sanskrit word meaning son, who is the rescuer from put 

(hell). Putri (daughter) is also a rescuer from hell, but to a lesser extent (Landau and 

Blyth 2009, 125). Thus, after the marriage, a typical blessing a woman receives is 

‘Doodho Nahao, Pooton Phalo’ (may you be showered with milk, God bless you with 

sons). These beliefs and ritual create and normalise marriage, pregnancy and 

childbearing, especially for a woman (Menon 2017).  

Socio-cultural reasons: patriarchal families and extending family lineage 

Families are an integral part of Indian collective culture that provides social, 

psychological, economic and moral support to its members (Chadda and Deb 2013). 

Therefore, it becomes necessary to achieve parenthood to extend family lineage. 

However, the structure and composition of Indian families are highly hierarchal and 

assign roles, power and responsibilities to every family member. Generally, Indian 

families follow a patriarchal structure and traditionally were joint in structure. Patriarchal 

families follow male lineage, where rights to perform religious rites and social traditions, 

property and wealth are passed on to the males. In joint families, three or four patrilineal 

generations live together and the eldest man takes the control and responsibility of the 

protection of family’s other members (Karve 1953, Sonawat 2012). In these families, 

new members, women (wives) and children (offspring) enter through marriage. The 

daughters of the family leave their family after their marriages and becomes a part of her 

husband’s house family.  

Indian joint families have long been seen as an important social institution to 

express and represent Indian values, culture and tradition (Karve 1953, Uberoi 2005). 

Presently, Indian families are changing due to industrialisation and urbanisation 
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(Bhandari and Titzmann 2017). More and more families live in nuclear and extended 

families. However, these changes are more at a structural level and family values or 

behaviours largely remain same (Uberoi 2005). Individuals still feel obligated to inform 

or seek permission from their family members to conform the traditional values and 

norms, especially related to reproductive decisions (Uberoi 2006). Despite family 

structure changes, individuals share strong family and kinship bonds by maintaining 

communication with their relatives, taking care of them, and participating in different life 

and death events, for example childbirth, marriage, childcare, and festivals (Sonawat 

2012). Hence, marriage and childbearing still play a prominent role in the life of Indians, 

especially in women’s life.  

Socially, to form a patriarchal family, a man and a woman are expected to produce 

a child under the sacred institution of marriage. One of the primary functions of marriage 

is therefore to give birth to children, which also forms a cordial relationship between the 

husband and wife. In India, marriages are arranged by the elders of families because 

marriage ties two families rather than just two individuals (Sonawat 2012). Given this 

scenario, marriages are arranged within religion, caste and sub caste to maintain the 

purity of the families lineage (Karve 1953). In contemporary India, especially in urban 

and educated middle class, there is increase in love and choice marriages, where 

individuals choose their spouses based on their feelings, compatibility, and love 

(Bhandari and Titzmann 2017). However, in reality often these marriage fall between 

arranged and love marriage because their choice of spouse still follows ‘caste 

endogamous rules’ (Fuller and Narasimhan 2008). Even Indian law encourages inter-

caste and inter-religion marriages, however this remains widely an uncommon practice 

in reality (Narzary and Ladusingh 2019). In the presence of these socio-religious norms, 

children produced outside the realm of marriage are not considered legitimate by religion 

and society (Bharadwaj 2016a). However, children born to parents without a marriage 

are now legally recognised in some states in 2014 (Mahapatra 2014). Nonetheless, 

children who grow up in single parent families and non-legalised partnership are not 

warmly welcomed in the Indian society (Sonawat 2012). Same-sex marriage is still not 

legal, though, on 6 September 2018, India decriminalised homosexuality (BBC 2018). 

India’s patriarchal structures are turning towards equality, and the preference of a son is 

reducing among educated urban middle-class families (Chekki 1996).  
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Inherently, the patriarchal family structure brings less power to women than men. 

Women in patriarchal structures are considered the responsibility of a father in childhood, 

husband after marriage and son in old age (Bharadwaj 2016a). Women can bring 

dishonour to the family as sex before marriage is seen illegitimate. Therefore, it is the 

responsibility of a father to have their daughter marry early. 27 percent of girls get 

married by the age of 18 (UNICEF 2016) and the average age for marriage of women in 

India is 21 years (Statista 2016). After marriage, a woman leaves their parent’s house and 

needs to be submissive to their husband (Chadda and Deb 2013). Women are expected 

to produce a son who can take care of the family in old age, as daughters move to their 

husband’s houses. In Indian society a woman’s respect, power, and status are primarily 

defined by her husband and her ability to produce a child, especially a son.  

Since 19th century changes occurred and hierarchal positions of women have 

improved in families and society. In early 19th (colonial) and 20th (post-colonial) 

centuries, various social reforms occurred to abolish traditional practices such as sati 

pratha, prohibition of widow remarriage and child marriage (Bhambhani and Inbanathan 

2018). In 20th century discussions around patriarchy, heteronormativity, hierarchy, and 

exclusion increased (Agnihotri and Mazumdar 1995, John 2005). Feminist movements 

started to seek equality between men and women in education, workspace, parity, 

property rights and rejected the portrayal of women only as mother and wife (Kumar 

1997). These changes supported women’s education, their participation in workforce and 

also included portrayal of women as a daughter and a working women (Kamat 1976, 

Kumar 1997). In 21st century with globalisation and urbanisation, position of women is 

further improving as more women pursuing higher education, professional career, 

earning income, and exposed to different cultures when they migrate (Bhandari and 

Titzmann 2017). In contemporary India, emphasis is more on women’ and LGBTQ’s 

right and control over their bodies and sexuality (Kumar 1997). These changes lead to 

various social, legal and political reforms at national level for women such as extending 

legal rights to women on family property, women representation in politics and 

criminalisation of domestic violence and dowry practices (Deininger et al. 2013, 

Srinivasan 2005).  

However, most social reforms happened under the influence of western 

discourses of modernisation, and result of dominant groups’ struggles (e.g.  gentry, 
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traders, rentiers, tax collectors), presently urban upper caste and upper-middle class 

(Akerkar 1995, Hodge 2006, Kumar 1997, Ramanna 2012). In this process voices of 

other women groups such as dalits, rural, tribal, and Muslims excluded or marginalised 

and  constructed them as ‘pre-modern women’, and ‘agents of backwardness’ (Akerkar 

1995, Kumar 1997). Hence, today gender roles and expectations are slowly changing, 

but these changes are mostly observed in urban middle and upper-middle classes. 

Although legal and political reforms exist, they are not fully implemented and did not 

empower women and LGBTQ groups from all caste, class, locations, and religions.  

Gender identity  

The line between motherhood and womanhood is blurred in the Indian context. 

Motherhood is a biological function and also informs the social identity of a woman in 

the Indian patriarchal system. The relation between motherhood and womanhood traces 

back to history where an old religious testimonial speaks about the importance of 

motherhood for a woman. A Hindu law textbook, Manustrimiti12 states:  

“to be mothers were women created, and to be fathers men; 

religious rites, therefore are ordained in the Vedas to be performed 

(by the husband) together with the wife” (The Laws of Manu, IX).  

Women are seen to be born to be mothers and recognised as a complete woman when 

they achieve motherhood. Manusrimiti also declares a woman as a field or soil and man 

as seed (semen). The union of two, under a sacred tradition (marriage) produces 

offspring, which continues the male-line (Bharadwaj 2016a). During the process, a 

woman symbolically goes through ploughing, bears the pain and invests her blood and 

sweat into pregnancy and birthing. Thus, an ideal mother or woman is goddess-like, she 

is nurturing, caring and sacrificing. This glorification of women or the mother is visible 

from ancient text to present Indian cinema or daily soaps. For example, Ramayana -one 

of the essential Indian epics- has many female characters, but only Sita is idealised as an 

 
12 Manusmriti is an ancient legal text among the many Dharmaśāstras of Hinduism. It has significant 
influence on present India because it was used by British colonial government to formulate Hindu law 
(Bilimoria 2011). It was used to frame civil and criminal law, marriage and procedural law for Hindus. 
Manusrimiti in its original form is in Sanskrit language. However, it was first translated into English in 
1794 and presently has many versions (which convey different meanings). Researchers have also argued 
about the authenticity of the first translated versions of the Manusrimiti. This book broadly covers topics 
such as how the world was created, what the source of dharama text  (Vedas) is, duties for different 
castes and what the roles and responsibilities of individuals are towards themselves and others to attain 
liberation (moksha) (Olivelle and Olivelle 2005).  
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ideal woman, as she was devoted to her husband. Classic epic Indian movies like Mother 

India (1957) and Karan Arjun (1995) depict mothers who have sacrificed their whole life 

for their children. The portrayal of idealised women and mothers in the media spreads 

this ideal beyond Hindus and presents it as an accepted norm. All over India, social, 

religious and cultural norms train women for the married life and as girls take care of 

their younger siblings, play with dolls and are trained in household tasks (Dube 1988, 

Mehta and Kapadia 2008). These different mediums of sociocultural norms construct the 

identities of women as mothers, moreover, as sacrificing mothers.  

Hence, when women do not achieve motherhood in a marriage they struggle. For 

example, often their childlessness after marriage results in: marital instability, a 

husband’s second marriage, divorces or desertion and physical violence (Ram 2006). 

Women who are unable to produce a child, preferably a son, lose the right to property or 

wealth. Though often a woman is seen as a problem because she carries the pregnancy 

and pregnancy is visible through her body. However, for men absence of child or 

fatherhood questions men's virility and manhood (Menon 2017). Even according to the 

historical text, Mausmiriti says: 

“on comparing the seed and the receptacle (of the seed), the seed is 

declared to be more important; for the offspring of all created beings is 

marked by the characteristic of the seed” (The Laws of Manu, IIIV). 

According to this, men’s semen is seen as responsible for carrying the bloodline of the 

family which can serve to perform worldly and otherworldly rituals. Hence, it is mainly 

a man’s responsibility to produce an offspring. As a result, often in the absence of a child 

in marriage, a second marriage or divorce are visible and the marriage suffers (Bharadwaj 

2016a).  

In contemporary India, this gender identity is challenged at the ground level, given 

the movement and activism of upper-middle class (Bhambhani and Inbanathan 2018, 

Riessman 2000). In metro cities, some couples who want to excel in their careers and 

aspirations are choosing voluntary childlessness (Ram 2006). Online associations of 

childfree couples (such as child-free by choice in India, and child-free Indians) have 

emerged in metro cities for these individuals and couples to interact and share their 

experiences (Basten 2009). Highly educated women in urban cities have started 

questioning the belief and values assigned to motherhood/parenthood. Women are 
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delaying marriage and childbearing or choosing voluntary childlessness to pursue their 

career and to avoid lifetime commitment (Bhambhani and Inbanathan 2018). Women 

from middle and upper class due to urbanisation and modernisation attained more agency 

and control over their reproductive lives, in terms of awareness and access to healthcare 

(Sonawat 2012). However, still women are seen as primary caretakers and hence become 

overburdened when managing both family and career lives (Narayan and Bhardwaj 2005, 

Singh 2010). Also, due to rise of nuclear families there is less childrearing support from 

families. Hence, a few women started to choose child freedom rather than to have 

excessive burden, loosing opportunity cost and to avoid being labelled as ‘bad’ mothers 

when unable to give time to their children (Bhambhani and Inbanathan 2018, Nandy 

2013). Despite these challenges, the values and norms around bearing and rearing 

children remain strong in Indian society.    

In ancient times there were socio-culturally legitimised ways to overcome 

childlessness. As a bloodline continues with semen, a man can marry more than one 

woman (of the same caste) to have a child. In the case that a male is not fertile, a woman 

is allowed to bear a child from any other male in the family. In these ways, parenthood 

is achieved while maintaining purity of lineage. However, in present India, the law does 

not allow more than one marriage for all major religions in India, except for Muslims 

(Menski 2013). Another way parenthood can be achieved is by adopting a child. 

However, adopting a child without knowledge of origin breeches the rule of maintaining 

purity of the lineage. Therefore, adoption is not preferred, and most of the time, wherever 

possible, people engage within the family for adoption. Overall, adoption remains largely 

a last choice for couples and they hope to produce their biological children align with 

dharma. Consequently, Assisted Reproductive Technologies (ARTs) seems a suitable 

choice to conceive their own offspring.  

ARTs also breaches the norms of conception and maintaining purity of lineage by 

including assistance of third party (e.g. donors, surrogate mothers). However, since 

colonial times, use and promotion of western biomedical sciences has increased in 

birthing and reproduction such as using modern methods of birth control, caesarean 

deliveries, sonography, and new reproductive technologies (Bharadwaj 2016a, Hodge 

2006). In contemporary India, women are pursuing higher education, seeking career, age 

at marriage is increasing, celebrities using surrogacy and legal recognition of surrogacy, 
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at least as a ‘contract’(showed in legal section of this chapter), further support ART use 

in general public (Kumar 2018b, Reddy et al. 2018, SAMA 2012).  

Overall, presently, India is transiting from collective to individualistic and modern 

society. This has brought some changes (mostly in urban upper-middle classes) in 

traditional norms and values around family, marriage, gender, parenthood and kinship. 

However, the core values and norms still seems prevalent in modern India (Uberoi 2006), 

and ARTs becomes a means to avoid childlessness (SAMA 2007).   

Healthcare system and Assisted Reproductive Technologies (ARTs) 

Healthcare is a state responsibility as per the constitution of India. However central 

government also contributes significantly to healthcare of the state through policymaking 

and funding of national health programmes. Presently, healthcare is provided by the 

government, private and the third sector, e.g. NGOs and public-private partnerships in 

India. Public healthcare in India follows a three-tier structure provided at a primary 

(village/community), secondary (sub-district) and tertiary level (district). Though the 

public sector is accessible in many parts of India, the system has to deal with a lack of 

funding, overburden and bureaucracy. Consequently, the private sector presently 

dominates health care. In this sub-section, I briefly mention the rise of the private sector 

in general health care, the lack of reproductive and infertility care in public health care 

and the rise of ARTs and surrogacy in private sectors. 

Rise of private health care in India  

Post-independence, the Indian healthcare structure is framed on the British 

National Health Service model (Berman 1998). After India’s independence, the primary 

focus of Indian health care was on preventive healthcare for rural areas. A huge amount 

was spent on setting up primary health care centres, prevention of communicable diseases 

and population control programmes. However, in most states, the program was not 

successful due to reduced funding, poor facilities and management, inadequate supplies 

and a lack of monitoring; (Banerjee 1974, Qadeer 2000). Apart from these management 

services, reasons including bureaucracy and overburdening of the public system hindered 

public healthcare delivery in both in rural and urban areas. Through public funding, some 

hospitals and colleges at a tertiary level were also established, for example the All Indian 

Institute of Medical Sciences (AIIMS) in Delhi, India. These institutes and colleges were 
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involved in medical research and development, specialist training and served the curative 

function of healthcare. Government funding was used to train medical and paramedical 

staff. Many continued to work with the government due to the security of government 

job but also opened their private practices after government hours, as it was legally 

allowed. However, these clinicians’ focus was on their private services because of more 

freedom and extra income (Baru 2003). A few clinicians due to the bureaucracy and less 

freedom to work in public healthcare moved abroad and some set up their private clinics 

in urban areas (Baru 1998, Jeffery 1977). Due to this, private practices were grown and 

mostly retained or moved to urban areas.   

The private healthcare sector grew further with the neoliberal economic reforms 

in mid-1980 and 1990 (Sen 2012). With these new reforms, subsidies, loans and funding 

both from national and international organisations were provided to the private medical 

practitioners and companies to setup the healthcare system and bring about new 

technologies like ARTs.  In 1983, the first private corporate hospital, Apollo in Chennai 

was opened in India. In the 1990s, with economic liberalisation and globalisation doors 

were opened to promote the international market. In 1995, Treaties like the General 

Agreement on Trade in Services (GATS) and the Agreement on Trade-Related Aspects 

of Intellectual Property Rights  (TRIPS) encouraged international trade (Qadeer 2000). 

In 2002 the Indian government promoted medical tourism under National Health Policy 

(NPH) and stated: 

“To capitalize on the comparative cost advantage enjoyed by domestic 

health facilities in the secondary and tertiary sectors, NHP-2002 

strongly encourages the providing of such health services on a 

payment basis to service seekers from overseas. The providers of such 

services to patients from overseas will be encouraged by extending to 

their earnings in foreign exchange, all fiscal incentives, including the 

status of ‘deemed exports’, which are available to other exporters of 

goods and services” (Sarojini et al. 2011, 9). 

As a result, incentives were provided by the government to promote medical tourism 

such as loans at reduced interest rates for purchasing land and setting up hospitals, 

importing machines or equipment and subsidised rates for drug purchase. This era 

showed tremendous growth of corporate hospitals, multinational pharmaceutical 

companies and development of hi-tech medical technologies (Baru 2003). Presently, 



Chapter 3: Indian context 

67 
 

corporates such as Max and the Aditya Birla Group have also entered into healthcare and 

formed a highly privatised and commercialised healthcare market. However, this 

healthcare is available only in the urban and semi-urban areas, serving the elites and 

foreign patients, and has raised health inequalities (Sengupta and Nundy 2005).  

Indian private healthcare was estimated to be valued at US$ 100 billion in 2017 

and expected to grow to US $280 billion by 2020 (Kalia and Nafees 2018). Whereas, the 

Indian government (central and state) spends only 1.4 percent of its GDP (2017-18), 

which is approximately US $31.52 billion, on public healthcare despite being one of the 

fastest growing economy of the world (Ministry of Finance 2017). However, the private 

sector remains unregulated in the absence of strict regulations and monitoring by the 

government (Nandraj 1994, Sengupta and Nundy 2005). This brings risk and 

opportunities for the infertile couples who seek fertility care in this sector 

Ignorance of reproductive and infertility care in the public health care system  

Due to rising population and poverty in India after independence, India was 

focused on controlling population growth, which brought negative consequences to 

reproductive health care services. After independence, Maternal and Child Health (MCH) 

focused only on reducing maternal and infant mortality. However, MCH was neglected, 

and by 1960 population control through modern science methods became the major 

focus. In early 1960, India received huge pressure and funding ($1.5 billion annually) 

from USAID, the World Bank, the Ford Foundation and the United Nations to control 

the population. The population control plan turned into a mass campaign to use IUD 

(Intrauterine Device) where within 1965-1967, 29 million women used IUDs (Connelly 

2006, Gupte 2017). As these early-generation IUDs were problematic, many women 

faced disastrous effects such as bleeding and infections. Consequently, in the fourth five-

year plan (1969-74), Rs 3,150 million were allocated for family welfare, whereas Rs 

4,335 million were allocated to other healthcare services (Qadeer 2000). The population 

control did not stop here and continued with recommendations and normalisation of male 

and female sterilization (Enke 1960), spacing between pregnancies, two children per 

family and availability of abortion services (Widge and Cleland 2009). By 1990, it 

became clear that the family planning approaches were not meeting demographic targets 

because at the ground level people place huge importance on parenthood, families, and 

children.  
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However, the negative consequences were left in the lives of the Indian people, 

Indian health care and Indian society. Discourses about controlling population for 

controlling poverty are still observed in Indian society. In 2000, two programmes, the 

Reproductive and Child Health Programme in 1997 and the National Population Policy 

(NPP) were formed to provide comprehensive reproductive care. This care emphasised 

informed family planning, child health services, safe motherhood, and reducing maternal 

and child mortality and reproductive morbidities (Simon-Kumar 2016).  

However, in the RCH and NPP programmes, infertility treatment continued to 

remain neglected due to the presence of population control discourses. Little effort was 

made to mention infertility treatment through clinical examination and investigation 

counselling services. However, these infertility services were rarely practiced in the 

public sector (Sarkar and Gupta 2016). For instance, Widge and Cleland’s (2009) study 

investigated the problems faced by public healthcare providers working at different 

healthcare levels to provide infertility care. Most of the practitioners revealed that even 

the essential services for investigation of infertility are absent or limited in public 

hospitals. Some other main problems practitioners faced were inadequate infrastructure, 

lack of information and training, time management, no clear protocols or guidelines and 

private practices by doctors. One healthcare provider stated: 

“... the government wants results, and those are about how many 

sterilizations are done, they are not concerned with how many normal, 

institutional or difficult deliveries were done or how many infertility 

cases were treated. Obviously, there are no targets for infertility…” 

(Widge and Cleland 2009, 112). 

Infertility care and the use of ARTs in India does not resonate with the state or global 

politics. The Minority world is worried about the rising Majority world population and 

has tried to control it through horrific population control programmes (Rudrappa 2015, 

26). Similarly, the Indian government is concerned about India’s rising population and 

poverty. Though the Indian government recognised the need for integrated and 

comprehensive reproductive healthcare, infertility care is still ignored. Therefore, 

infertility care and ARTs in India are primarily provided by the private healthcare sector 

at present. Being offered in private sector mostly available for higher prices and hence 

only available to certain class of people or who can afford these treatment.   
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The rise of Assisted Reproductive Technologies (ARTs) in private health care  

Ironically, ART which was born with the help of the public healthcare sector is 

now within the domain of private healthcare. The world’s second IVF baby was born in 

India 1978 just 68 days after the world’s first ‘test-tube’ baby was born in the UK 

(Bharadwaj 2016b). The world’s second, and India’s first IVF baby was born in the 

medical college of Calcutta by Dr. Subhash Mukherjee (Kumar 2004). Mukherjee’s 

project was not recognised by the Indian government because the project was not 

formally sanctioned and there was a lack of scientific evidence . Even the parents of the 

IVF born child did not come forward due to the fear of unacceptance (Bharadwaj 2016b). 

In 2002, the Indian government recognised Mukherjee’s work after a long fight by Dr 

Anand Kumar, who was the project leader of India’s second IVF baby. India’s ‘first 

scientifically’ recognised IVF baby was born on 6 August 1986 under the leadership 

of Dr Kumar, Director of Institute of Research on Reproduction (IRR) (Barnreuther 

2016). This project was formally funded and happened in collaboration with IRR and 

Mumbai public hospital. However, given the era of family planning and population 

control, the project was justified in the Indian Council of Medical Research (ICMR) 1986 

report as ‘complementary to an effective Family Welfare Programme’ rather than curing 

infertility (Bharadwaj 2002). Dr Kumar, Director of IRR in 1987, provided the rationale 

of the project in an interview:  

“The IVF-ET technique has now provided a major and justifiable 

reason to investigate infertile couples thoroughly and thus has offered 

many opportunities to identify and study factors contributing to 

infertility. And, an understanding of these factors may provide clues 

as to how to induce infertility in infertile couples as a means of family 

planning” (Lingam 1990, 16). 

The government’s lack of support towards infertility care and ‘hi-tech technologies’, 

provided a niche for the private sector to dominate infertility care, especially ARTs 

services. Initially, private ART clinics addressed the needs of people living in Indian 

metro cities, which has now extended to international couples and also smaller towns and 

cities forming ‘local globalisation’ (Sarojini et al. 2011). Presently, more than 30,000 

ART clinics are estimated to be present in India and this number continues to grow 

(Reddy et al. 2018).  
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The burgeoning growth of ARTs in the private sector can primarily be attributed 

to four interconnected factors. These were medical practitioners have limited freedom 

and credibility in public health care, support of economic policies, importance of 

parenthood in India and absence of regulations around ARTs. 

a. Limited freedom and credibility: Limited freedom, credibility and recognition in 

public healthcare resulted in practitioners leaving the public healthcare system. Dr. 

Mukherjee is the prime example that reflects the limited freedom and credibility in 

the public healthcare system. Dr. Mukherjee’s ground-breaking work was not 

recognized under the peer-review process and due to bureaucracy, he was prohibited 

from attending international conferences to claim his work and was transferred to a 

regional centre where he could not continue his work (Bharadwaj 2016b, Kumar 

2004). Tracing the history of Dr Mukherjee’s work, Barnreuther (2016) showed that 

because his work was ‘out of place’ it did not gain recognition. His work was ‘out 

of place’ because it was not performed in sophisticated laboratories (he setup a 

laboratory in his home), institutional premises (not formally sanctioned by the 

institute he was working) and Minority World (the Majority World is usually 

considered as an innovation diffusion place instead of creating innovation). Further, 

Dr Mukherjee’s innovation was not suitable for the time and culture, when the 

government was running mass campaigns to control the population, nobody was 

thinking about cures to infertility (Barnreuther 2016). Presently, Mukherjee’s IVF 

technique is considered far ahead of his time and different from Edward’s IVF 

technique, used in the UK (Bharadwaj 2016b). In a tragic irony, Dr. Edward received 

a Nobel prize for his inventions on IVF and Dr. Mukherjee received harsh criticism 

and neglect from his colleagues, ultimately leading to his suicide (Bharadwaj 

2016b). By contrast, many other medical practitioners found recognition, reputation 

and fame in the Indian media for IVF and other ARTs (Bharadwaj 2000). Marketing 

by media helped the private practitioners to set up or boosted their private 

clinics/hospitals and continues to flourish.  

b. Economic policy changes: 1991 became the landmark year for the private sector in 

infertility management due to economic liberalisation policies adopted by India. 

Later, GATS and TRIP agreements in 1995 further strengthened these changes by 

encouraging international trade of health (Qadeer 2010). Announcement of the 2002 
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medical tourism policy all supported the growth of the ARTs and surrogacy in India. 

The present surrogacy market is a prime example of the neoliberal reproductive 

market, where the Indian government promoted the privatisation and a free-market 

for surrogacy, earned the financial gains but did not take any responsibility for 

managing (in)fertility for its citizens (Simon-Kumar 2016). 

c. Importance of parenthood: the importance of family, parenthood and patriarchal 

society in India also supported the expansion of private ART healthcare. Initially, 

though in secrecy, elite Indian couples started seeking these technologies and also 

later foreign citizens under the umbrella of medical tourism. Moreover, private 

hospitals in order to expand their business started using strategies, sometimes 

unethical, to attract childless couples or ‘customers’ from India and internationally. 

Unethical practices include that these hospitals publicised ARTs as a hope for the 

childless to achieve parenthood by claiming a higher success rate, which is unclear 

and misleading, offered packages deals and concessions, but included uninformed 

hidden costs and organised infertility camps to provide free consultation and 

discounts on ARTs  (Bharadwaj 2000, Sarojini et al. 2011). 

d. Absence of regulations: the absence of any regulation or law around ARTs and 

surrogacy favoured privatisation. No government body kept track and monitored the 

increasing number of private ART hospitals. Only the Indian Council of Medical 

Research (ICMR) institution provides guidelines for all Assisted Reproductive 

Technologies but it is not compulsory for all clinics to follow these guidelines. 

Despite the presence of an estimated 30,000 clinics offering ART services, only 423 

ART clinics are registered with ICMR (ICMR 2019, Pande 2016). To date, no law 

exists to regulate ARTs and surrogacy in India, which gives much scope for private 

healthcare to thrive. Attributed to the above reasons, ARTs, especially surrogacy, 

not only became privatised but turned into a highly unregulated industry in India.  

The narrative of women reproductive rights are used to support ARTs  (Kumar 2018b). 

However, given the history of fertility control, complexity of ARTs, and Indian women’s 

reproduction dependence on family and community many social activists found these 

technologies hostile to women’s bodies rather than providing them autonomy and control 

over their bodies (SAMA 2007). Among all ARTs, surrogacy is highly complex, where 

possibly three people (donor egg, donor sperm and surrogate mother) can contribute to 
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parenthood. Therefore, surrogacy brought many concerns, particularly legal including 

defining motherhood, citizenship, and the right over the child (Jaiswal 2012, Sharma 

2014). Due to controversial legal cases around 2008, surrogacy received huge attention 

from activists, lawmakers, policymakers and because of these, various attempts have 

been made to control surrogacy (Reddy et al. 2018).  

The legal landscape of surrogacy in India 

Surrogacy flourished in an unmonitored India under no legal binding. In the 

absence of law, by default, surrogacy became legal and turned into a billion-dollar 

industry in India. Ethical and legal issues became dominantly visible in incidences of 

cross-border surrogacy. In response to this women’s organisations, NGOs, scholars, and 

policy makers raised their concern about surrogacy bringing harm to Indian surrogate 

mothers and to children born through surrogacy. Therefore, from time to time, the Indian 

government attempted to frame and amend the Assisted Reproductive Technology 

(ART) Bill and pass executive orders to regulate surrogacy. However, none of them have 

become law and India is still waiting to control and regulate surrogacy. The journey of 

regulating surrogacy, from the ART Bill to an exclusive Surrogacy Regulation Bill is 

presented in the following passages, as well as how these proposed regulations affected 

different stakeholders, especially intended parents (also refer to Table 3.1 given at the 

end of the chapter for an overview).  

India’s first surrogate baby was born in 1994. However, ART’s first reference 

was mentioned in ‘Ethical Guidelines for Biomedical Research on Human participation’ 

published by ICMR13 in 2000 (Nadimipally and Sharma 2009). Later, in 2002, ICMR 

along with the Ministry of Health and Family Welfare drafted the guidelines on 

Accreditation, Supervision, and Regulation of ART Clinics of India, which was 

published in 2005. According to the ICMR guidelines ART clinics/hospitals were 

required to register with ICMR. Nonetheless, these were just guidelines and were not 

legally binding and thus it was not compulsory for the private clinics to register with 

ICMR. Therefore, few ART clinics registered with ICMR and the industry continued to 

grow without any monitoring and regulations (SAMA 2009). Among all the ARTs, 

surrogacy gained momentum in the medical tourism era. As commercial surrogacy is 

 
13 Indian Council of Medical Research is an apex body in India for the formulation, coordination and 
promotion of biomedical research. 



Chapter 3: Indian context 

73 
 

criminalised or only permitted in altruistic forms in other nations, international couples 

began traveling to India to achieve parenthood. Additionally, feminist groups such as the 

Sama Resource Group for Women and Health in New Delhi raised their concern about 

commodification and commercialisation of women’s bodies, unethical sex determination 

practices; multiple embryo transplants and the exploitation of women in terms of health, 

social and psychological impacts in surrogacy (Nadimipally and Sharma 2009, SAMA 

2009). In order to regulate surrogacy, the ART (Regulation) 2008 Bill came into 

existence, which was later redrafted and revised in 2010, 2012 and 2014. The ART 

(Regulation) Bill in 2008 was criticised for favouring private service providers rather 

than regulating it, as well as being found to be problematic for surrogate mothers (SAMA 

2009). For example: semen banks that provide donor egg/sperm or surrogate mothers 

were allowed to work as independent bodies, increasing the likelihood of 

commercialisation of gametes and surrogate mothers, 14 eggs can be retrieved from a 

donor woman which is a highly invasive process and brings health risks for the donor; 

and surrogacy was not allowed for Indian same-sex couples. 

In the same year that the ART (Regulation) Bill 2008 was made public, two 

controversial cross-border legal cases, Baby Manji Yamanda and Jan Balaz happened. In 

the Baby Manji Yamanda case, a Japanese couple traveled to India to have their child 

through surrogacy but got divorced during the pregnancy. The couple was supposed to 

adopt the child after surrogacy because Japan does not recognize surrogacy. Baby Manji 

was biologically connected to his father, Dr Ifukumi but an Indian egg donor was used 

in surrogacy. Dr Ifukumi, as a single male was not eligible to adopt the child as per the 

Indian adoption law and his adoption plea was rejected. In this case, Baby Manji turned 

into a stateless baby. Later both India and Japan were forced to consider this incident as 

an exceptional legal case, and Baby Manji received Japanese citizenship. In the Jan Balaz 

case, a German couple, Jan Balaz and Susan Anna Lohlad had twins through surrogacy 

in India. As per the Indian surrogacy arrangement, birth certificate identified the couples 

as legal parents of the twins. However, Germany does not recognise surrogacy and 

rejected citizenship for the twins. In this scenario, the twins were left stateless for two 

years, until at last, the couple was directed to adopt the twins through the international 

adoption process. Both the Baby Manji Yamanda and Jan Balaz cases went to the 

Supreme Court of India and created much restlessness in the legal system to define 

citizenship and parenthood. In the light of these events, a 2009 Law Commission Report 
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addressed and acknowledged the urgent need for surrogacy regulation. The Law 

commission stated in the 2009 report: “The need of the hour is to adopt a pragmatic 

approach by legalising altruistic surrogacy arrangements and prohibiting commercial 

ones” (Government of India 2009, 25). The Law Commission was not in support of 

commercial surrogacy; however, commercial surrogacy was still permitted in the 

subsequent versions of the ART (2008) Bill. 

The ART (Regulation) Bill 2010 was revised and redrafted in 2010 and 2012, and 

the final version came in 2014. These versions of Bill witnessed different modifications, 

especially for international intended parents because of the increasing legal discrepancies 

in international surrogacy. The ART (Regulation) Bill 2010 is considered as the most 

liberal because all infertile individuals, regardless of their nationality, sexuality and 

marital status, were eligible to become intended parents (Reddy et al. 2018). However, 

to avoid problems of international surrogacy the ART (Regulation) Bill 2010 proposed 

foreign intended parents to issue a letter from their country’s embassy: 

“clearly and unambiguously stating (a) the country permits surrogacy, 

and (b) the child born through surrogacy in India, will be permitted 

entry in the Country as a biological child of the commissioning 

couple/individual” (ICMR 2010, 28).  

While the Bill was in process, in 2012, the Indian Ministry of Home Affairs passed an 

executive order where only international couples who are heterosexual and married for 

at least two years would be granted a medical visa for surrogacy. Though surrogacy 

comes under the domain of the Ministry of Health and Family Welfare, the Indian 

government decided till a comprehensive law on surrogacy is present, executive orders 

passed by the Ministry of Home Affairs will be enacted to regulate international 

surrogacy. On Similar lines, the ART Bill in 2012 was modified and foreign gay couples 

and singles were not allowed. Finally, the ART (Regulation) Bill 2014 was finalised and 

public submissions were invited on 30 September 2015, to give suggestions and 

recommendations. This Bill barred surrogacy for all foreign nationals except for Non-

Residential Indians (NRIs), People with Indian Origins (PIOs), Overseas Citizens of 

India (OCIs) and foreigners married to Indian nationals14. It is clear that from 2005 till 

 
14 NRI are Indian citizenship holders that remain outside India. OCIs are individuals who were previously 
of Indian origin, or their parents or their partner is of Indian origin, and PIOs are individuals who are Indian 
by birth or their parents or grandparents are of Indian origin.  
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2015, commercial surrogacy was permitted and supporting medical tourism despite the 

Law Commission’s recommendation and reports of surrogate mother’s exploitation. 

During this period in India, the United Progressive Alliance (UPA) government was in 

power, but drastic changes started happening when the National Democratic Alliance 

(NDA) which is led by Bhartiya Janta Party (BJP) came into power in 2016.  

In 2015, the NDA came into power, and on 3 November 2015 the Indian Ministry 

of Home Affairs passed another executive order where surrogacy was barred for all 

foreigners including PIOs, and OCIs (GOI 2015). The main argument given for these 

changes were (1) the exploitation of the Indian women, where women are lured into the 

surrogacy contract for financial motives and (2) rising controversial legal cases around 

citizenship of children born through cross-border surrogacy (PRI 2017). Additionally, 

commercial surrogacy use was increased by Indian Bollywood stars, which was 

considered as a ‘fashion’ or ‘trend’ by the policymakers ("Celeb Made'' 2018). Seeing 

this scenario, an exclusive Surrogacy (Regulation) Bill 2016, came into existence, 

separate from the ART Bill. This Bill proposed a complete ban on commercial surrogacy 

for Indian and foreign nationals and allowed altruistic surrogacy only for Indian citizens. 

The primary objective of the Surrogacy (Regulation) Bill was to ‘prohibit potential 

exploitation of surrogate mothers and protect the rights of children born through 

surrogacy’ (PRI 2017). Further, the Bill allowed altruistic surrogacy only for legally 

married heterosexual couples with five years of marriage, and with proven infertility. The 

Bill was criticised by the media, scholars and women’s organisations for being orthodox 

and conservative in nature (Bhattacharyya 2016, Mondal and Chakraborty 2018, Reddy 

et al. 2018). The Surrogacy (Regulation) Bill 2016 was cleared by the cabinet and sent 

to the Parliamentary Standing Committee (Health and Family Welfare) for examination 

and recommendations in 2017. The primary recommendation of the committee was to 

allow compensation for surrogacy, rejecting the idea or altruistic surrogacy and 

recognised it as a contract (Kumar 2018b). The proposed compensation for surrogate 

mothers was reasoned because of their ‘wages lost during the pregnancy, psychological 

counselling and post-delivery care’ and ‘providing reproductive labour for free is not fair 

to surrogate mothers’ (Rao 2017). Despite this recommendation, the Surrogacy 

Regulation Bill was announced in the Lok Sabha15 in its original form with minor 

 
15 Indian parliament has two houses Lok Sabha (lower house of the parliament) with 545 members; and 
Rajya Sabha (upper house of the parliament) with 245. After a Bill is passed through both the houses it 
goes to the President of India to become an Act or law.  
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changes and allowed only altruistic surrogacy. The Bill was introduced in the Lok Sabha 

by Health Minister JP Nadda stating:  

 “Keeping the Indian ethos in mind, trying to stop the exploitation of 

mothers and see to it that the children are not abandoned and 

foreigners do not get a gain away over this… because of this 

surrogacy, we have decided to come up with this 2016 Surrogacy Bill 

to regulate it”.  

Here the motivation for the Bill is reasoned as the ‘Indian ethos’ which is persevering 

traditional Indian values that do not promote commercial use of Indian women’s bodies. 

Clearly, the Bill reflects the intention of the government to criminalise commercial 

surrogacy in India in the name of protecting the surrogate mothers and stopping India’s 

image as ‘womb sellers’ (Parry and Ghoshal 2018, Reddy et al. 2018). Presently the 

Surrogacy Regulation Bill is waiting for its clearance from Rajya Sabha (upper house 

of the parliament) to become a law.  

There is a constant push and pull around framing surrogacy legislation.  It is 

almost two decades later, and no consensus has been reached about surrogacy legislation 

in India. In this time, one government (UPA) from 2002 to 2014 tried to promote 

surrogacy as medical tourism to bring economic growth to the country. The other 

government (BJP) from 2015 to till present wants to keep traditional Indian values and 

proposed a complete ban for commercial surrogacy. In doing this, the government 

becomes paternalistic towards surrogate mothers, considering surrogate mothers as 

victims and voiceless, needing to be protected. They recognised surrogacy (altruistic or 

commercial) as a contract when discussing it as compensation, payment towards medical 

expenses or insurance and taking informed consent (Kumar 2018b). In all these years to 

protect surrogate mothers, the eligibility criteria of the intended parents keep changing. 

Frequent changes to intended parents’ eligibility based on their nationality, sexuality and 

reproductive capacity also produces intended parents as illegitimate or criminals. This 

perhaps brings implications for the Indian intended parents at the individual level and 

hence will be considered when studying their experiences. Given these changing 

surrogacy regulations, and the previously mentioned unregulated reproductive health 

care and social norms, creates an environment that further supports the argument to study 

the experiences of Indian intended parents.    
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Table 3.1: Overview of changing regulations around surrogacy. 

Name of the law or 

Bill (year) 

Important decisions or amendments 

ICMR guidelines (2005)  

(UPA government) • IVF clinics to register with ICMR. Presently only 423 clinics are 

registered (2019). 

ART (Regulation) Bill 

(2008) 

(UPA government) 

• Registration and regulations of ART, semen banks and research 

organisation dealing with human embryos. 

• Punishment for sex selection of the child under Pre-natal Diagnostic 

Techniques (Regulation and Prevention of Misuse) Act. 

• A surrogate mother is eligible to be paid extra expenses other than the 

health care and treatment. 

• Abortion rights limited to surrogate mothers. 

• A surrogate mother has no parental right over the child once she is 

paid and on the child’s birth certificate, the name of the genetic parents 

will be mentioned.  

• Eligibility for intending parent: all heterosexual couples, homosexuals 

and singles from India and foreign, except Indian homosexual couples.  

Law Commission 

Report 228 (August 

2009)  

(UPA government) 

• Addressed the need to bring comprehensive legislation. Also 

recommended legalising altruistic surrogacy and a ban on commercial 

surrogacy arrangements. 

ART (Regulation) Bill 

(2010)  

(UPA government) 

• Eligibility for intended parents: all heterosexual couples (married and 

unmarried), homosexuals and singles from India and foreign were 

eligible to become intended parents.  

• Infertility should be the sole reason for intended parents to use 

surrogacy. 

• Foreign nationals need to bring a letter from their embassy stating their 

country permits surrogacy, and after surrogacy, the biological child 

will be permitted to enter the country.  

ART (Regulation) Bill 

(2012) modified  

 

(UPA government) 

amended  

• Eligibility for intended parent: only married couples  (foreign and 

Indians) were allowed with at least two years of marriage. Foreign 

homosexual and single people were not eligible to become intended 

parents. 

ART (Regulation) Bill 

(2014)  

• Mandatory registration of the ART clinics and Banks. 

• Formation of national and state advisory boards to regulate ART 

clinics and banks. 



Chapter 3: Indian context 

 

78 
 

(UPA government) 

 

(It is a final version of 

ART 2008 Bill)  

• A surrogate should be married (23-35years age) and have a child of 

her own who is at least three years old. No surrogate can act for more 

than one successful birth. 

• A surrogate mother cannot be an egg donor for the intending parents 

and no more than one embryo transfer for the same couple can occur. 

• A surrogate mother should be compensated for the pregnancy, and 

intending parents have to pay for the insurance of the surrogate and 

the child until the child is delivered.  

• Eligibility for intended parent: surrogacy permissible for infertile 

married couples (proven infertility). Foreign nationals are not eligible 

to become intended parents except NRIs, OCIs, PIOs and foreigners 

married to an Indian citizen. Foreigners married to an Indian citizen 

need to apply for a medical visa for surrogacy.  

• Intended parents are legally bound to accept the custody of the child 

or children even if the child has any abnormality. 

Surrogacy (Regulation) 

Bill (2016) passed by 

Lok Sabha in 2018 

(NDA government) 

• Ban on commercial surrogacy and permitting only altruistic surrogacy. 

• Formation of national, state surrogacy boards and appointment of 

appropriate authorities to regulate surrogacy.  

• Both intended parents and the surrogate mother need an eligibility 

certificate from the appropriate authority. 

• Eligibility for intended parents: Indian married couple with five years 

of proven infertility and should not have any surviving child either 

biological or adopted, except in incidences of special need child or 

life-threating disorder. 

• A woman can act as a surrogate mother only one time. A surrogate 

mother can withdraw from the surrogacy before the embryo is 

implanted. 

• A surrogate mother cannot donate her eggs for surrogacy.   

• A surrogate mother's consent and permission from appropriate 

authority is needed in incidences of abortion.  

• Intended parents cannot abandon the child in any condition. Intending 

parents need to provide 16 months insurance to the surrogate mother 

covering postpartum delivery complications. 

 

Conclusion  

In this chapter, I provided an overview of the complex environment in which 

Indian intended parents make their reproductive decisions. In the first section, I showed 

the sociocultural and religious discourses constructing the importance of parenthood in 

marriage and gender identities as mothers and fathers. These discourses are supported by 

patriarchal family structures, where women are often placed at the lower end of power. I 

also showed that there are social changes such as family structures, improvement in 

women’s position,  seeing women more than mothers, and people challenging the 
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necessity of parenthood. However, at the core the religious, gender and societal 

discourses remain same. In the presence of these structures, a couple’s life suffers when 

they are childless. In the second section, I showed the dominance of the private sector for 

providing general healthcare and infertility care. In the infertility care sector, the private 

sector is more dominant because public health placed importance on population control. 

However, this fertility care is not regulated as there are no laws to regulate it and only 

ICMR, an apex medical research institute provides the guidelines to run these clinics or 

hospitals. Even following these guidelines is not mandatory for the clinics. This forms a 

highly unregulated neoliberal market for intended parents to navigate. In the third section, 

I showed the changing surrogacy regulations in India. As surrogacy is one form of ARTs, 

initial change in regulations was made in the ARTs Bill. However, later in light of 

increasing debates around surrogacy, a separate surrogacy regulation Bill was produced. 

I highlighted how in these changing regulations the aim was to protect surrogate mothers 

and the eligibility of intended parents continued to change. This provided an uncertain 

legal environment for intended parents to make their reproductive decisions. This chapter 

provides a glimpse of the Indian context, where on one side parenthood and motherhood 

are important for Indian married couples. While on the other side, fertility care, especially 

surrogacy is available in the highly privatised healthcare market without any legal 

regulations.  

This chapter outlined the Indian context, which provides important information 

for designing the conceptual framework for this thesis. As observed in this chapter both 

micro and macro structures play a critical role in intended parents’ surrogacy journeys. 

Particularly important are social experiences because despite some practices being 

legally permitted (e.g. children outside marriage, single parenthood) on ground level, 

they are not warmly welcomed. Hence, keeping these points in mind this thesis looks for 

a broader and more flexible framework, that takes into account the micro and macro 

environment which surrounds Indian intended parents.  
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CHAPTER 4  

River of reproductive justice: a theoretical framework 

Reproductive justice, stigma and power 

 

“We cannot understand these experiences of fertility and reproduction and maternity 

separate from our understanding of the community—the social context—in which they 

occur”.                                                                               (Ross and Solinger 2017, 12) 

 

Introduction  

Previous debates have found surrogacy to be problematic, especially for surrogate 

mothers (as shown in Chapter 2). However, some recognised the mutuality and 

interdependence of the ‘surrogacy triad’ and suggested the use of ‘ethics of care’ to make 

a surrogacy a positive experience. These ideas have been developed theoretically rather 

than tested empirically to further the understanding of enabling and constraining factors 

moving towards a more just reproductive vision. This thesis shows that not only the 

experiences of surrogate mothers need to be heard but also intended parents. Much 

research has been conducted on Indian surrogate mothers, but we know little about Indian 

intended parents’ experiences, representation, identities and subjectivities, as I have 

shown in Chapter 2. Hence, this thesis explores the other side of the story, namely the 

lived experiences of Indian intended parents. The intention is to contribute to the debates 

of an ‘ethics of care’ as an end goal to achieve the broader vision of reproductive justice, 

which this thesis name as ‘relational reproductive justice’. I suggest in Indian context 

stigma hinders in the process of an ‘ethics of care’ and the possibility of relational 

reproductive justice in Indian surrogacy. This thesis uses reproductive justice framework, 

in the light of ‘ethics of care’, Foucauldian power theory and stigma theory to understand 

intended parents’ reproductive and stigma experiences.  I conceptualise intended parents’ 
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experiences, their struggles in light of wider societal structures such as stigma. This I 

present as a river of reproductive justice to summarise their journey, which I turn in more 

in the later part of this chapter.  

Stigma creates tainted social identities and is identified as a hindering factor in 

making reproductive decisions, seeking healthcare and achieving sound health and 

wellbeing (Kumar 2018a, Scambler 2009). Stigma was first conceptualized by 

sociologist, Erving Goffman in 1963 and was seen as a result of social phenomena. 

However, stigma as a concept is dominantly used by psychologists for the individual-

oriented studies, and fewer scholars understand it as a broader sociological processes 

(Link and Phelan 2001). This thesis draws on and contributes to the recent debates of 

stigma as a broader social phenomenon. Accordingly, stigma is defined as a result of 

power relationships, where devalued identities of the individuals are created, who are 

generally at the bottom of power hierarchies. Drawing on stigma as a social phenomenon 

and using Foucault’s theory of power theory, this thesis understands stigma as a 

consequence of the power of discourses and disciplinary practices in larger spheres (e.g. 

the media, policies and the economy); and shapes and is shaped by the experiences of 

intended parents at the local level (e.g. families, communities and health services). As 

most studies looked at stigma only from the micro perspective this study needed a broader 

framework to study stigma as a social phenomenon, focussing on the power relations at 

both the micro and macro level and explore how it influenced intended parents’ 

reproductive experiences. Hence, the reproductive justice framework is suitable because 

it allows the thesis to consider the macro and micro level experiences of the intended 

parents, as well as shed light on the broader vision of justice in surrogacy.  

The current framing of the reproductive justice framework in the context of 

surrogacy places the intended mothers right to have a child and the surrogate mothers’ to 

protect her right to safety in surrogacy arrangement opposite to each other. Thus, this 

thesis calls for broader visions of reproductive justice in surrogacy and also enhance RJ’s 

underlying values. To do this, this thesis uses ‘ethics of care’ concepts to define and 

expand existing reproductive justice debates in surrogacy. I label this extended 

framework as relational reproductive justice to acknowledge collectivism and relational 

nature of surrogacy reproduction. I begin this chapter by discussing the reproductive 
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justice framework, then apply the theoretical concepts of power and stigma to surrogacy. 

Finally, I summarise the framework through ‘River of Reproductive Justice.’ 

Reproductive justice: a flexible and comprehensive concept  

 Reproductive justice is a contemporary and comprehensive framework which 

combines human rights and social justice to highlight the reproductive inequalities and 

injustices individuals are experiencing in their local worlds (Cook and Dickens 2009, 

Jaworski 2009, Nelson 2015). Reproductive justice follows three core human rights 

principles: 

(a) the right to have a child under the conditions of one’s choosing, 

(b) the right not to have a child using birth control, abortion or abstinence and  

(c) the right to parent children in safe and healthy environments free from 

violence by individuals or the government (Ross and Solinger 2017).  

Ensuring these principles, reproductive justice addresses all forms of oppression women 

face based on race, class, gender, sexuality, ability, age, and migration status at 

individual, community, institutional and societal level which constraints their bodily 

autonomy and reproductive choices. (Ross et al. 2001). In 2005, Asian Communities for 

Reproductive Justice (ACRJ), defined reproductive justice as:  

“Complete physical, mental, spiritual, political, economic, and social 

well-being of women and girls, and will be achieved when women and 

girls have the economic, social and political power and resources to 

make healthy decisions about our bodies, sexuality and reproduction for 

ourselves, our families and our communities in all areas of our lives” 

(ACRJ 2005, 1). 

This definition gives a comprehensive definition of reproductive justice which addresses 

issues of concerned feminist activists, lawyers and scholars to analyse multiple 

intersecting ‘oppressions’ women face in their society and influence their reproductive 

lives, but also to analyse women’s ‘health and wellbeing (Jesudason and Kimport 2013, 

Luna and Luker 2013, Nixon 2013). This definition of health is not limited to ‘physical 

health’, but involves overall health, including emotional and spiritual, which aligns with 

World Health Organisation definition of ‘health’ (Svalastog et al. 2017). However, to 

reach this comprehensive definition, there was much struggle, hard work, and 

contribution by activists and scholars in history.  
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History: recognising the difference in women’ oppression and role of broader 

structures  

The birth of the RJ framework traces back to the struggle for reproductive rights 

in the US in the 1970s, where white women demanded legal abortion rights (Luna and 

Luker 2013). Whereas, SisterSongs’ of African American women organisation in the US 

realised their reproductive problems are different than to the white women, because their 

population was controlled using strategies such as forced abortions/sterilisation, unsafe 

contraception and criminalisation (Lurie 2004, Ross et al. 2001). They also identified the 

different and similar problems and strategies of control experienced by different women 

of colour  (Cook and Dickens 2009, Smith 2005). For example, some shared issues were 

forced sterilisation, lack of quality healthcare, and higher HIV/AIDS rates. Whereas, 

some ethnicity specific issues were land rights for native women; cultural and language 

barriers to health care access for Asian/Pacific Islander and lack of health insurance and 

poverty for Latina women (ACRJ 2005, Nixon 2013). They realised women are 

experiencing various systematic inequalities based on their multiple identities (race, 

class, sexuality and immigration); which affects their reproductive decisions or choices, 

health and rights (ACRJ 2005, Jennifer 2010). In a way, women experienced oppression 

where women’s bodies and reproduction were controlled by broader racism, sexism and 

classism issues, which cannot be addressed with a narrow White women abortion rights 

movement (Chrisler 2013, Ross et al. 2001).  

Consequently, in 1994 conversation of reproductive justice started around the 

need to move beyond individual rights (ACRJ 2005). ‘Reproductive justice’ was 

introduced merging reproductive rights and social justice ideas. A concept which moved 

the debates form reproductive right (legal advocacy) to health (health care access) to 

justice (addressing human rights and inequality). In 1997, other 16 women of colour 

organisations representing native American, Asian/Pacific Islanders, Arab and Latinas 

came together and formally formed the first SisterSongs Women of Colour Reproductive 

Justice movement (Lurie 2004, Price 2010). In the 2000s other women of colour 

organisations also joined the reproductive justice movement including LGBTQ 

community. The framework therefore became inclusive of all women of colour and 

LGBTQ, and this is why presently rather than referring to ‘women’ the RJ definition 

often states ‘individuals’ to also include LGBTQ (Ross and Solinger 2017). However, 

this framework has not yet mentioned men, but in this current study, I refer to this 
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framework as also for men. This is because men also experience constraints in exercising 

their reproductive rights (right to have/ or not to have child) and experience reproductive 

issues in presence of gender stereotyped and patriarchal system existing in India (Pujari 

and Unisa 2017, Unisa 1999).  

After recognising systematic inequalities and differences in reproductive 

experiences affecting reproductive lives, reproductive justice activists and scholars 

defined some key components to define the framework. These components are 

reproductive oppression, intersectionality, resources and power, and are important to 

identify the reproductive experiences of individuals and bring structural change in society 

to address reproductive problems (Ross and Solinger 2017). This thesis primarily uses 

reproductive oppression, intersectionality and power to unpack the reproductive 

experiences of intended parents which is discussed in the next paragraphs.  

Reproductive oppression, reproductive harm and structural powers 

Reproductive justice primarily aims to challenge the ‘reproductive oppression’ 

occurring at the macro-level/structural level.  Reproductive oppression was defined by 

ACRJ in 2005 (presently this organisation name is Forward Together) who were one of 

the initial supporters of the reproductive justice movement: 

“The control and exploitation of women and girls through our bodies, 

sexuality, and reproduction is a strategic pathway to regulating entire 

populations that is implemented by families, communities, 

institutions, and society. Thus, the regulation of reproduction and 

exploitation of women’s bodies and labor is both a tool and a result 

of systems of oppression based on race, class, gender, sexuality, 

ability, age and immigration status” (ACRJ 2005, 3). 

Reproductive oppression occurs when women’s’ bodies, reproduction and sexuality are 

controlled and exploited using different strategies. As these strategies are implemented 

through our own families, communities, institutions and society it often (re)produces 

‘systems of oppression’ such as racism, heterosexism, classism and xenophobia for 

people (Ross and Solinger 2017). Reproductive oppression is also addressed by 

reproductive health and rights frameworks but because these frameworks are individual 

focused, they often avoid broader political factors or powers, that reproductive justice 

highlights. For instance, RJ activists showed how Black women in America experienced 
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forced abortion and sterilisation to control their population in the name of welfare 

policies (ACRJ 2005). These policies and practices not only affected reproductive lives 

of women but also (re)produced racial and economic oppression. Hence, reproductive 

justice encompasses both reproductive rights and health, while addressing broader social, 

political, legal and economic oppression and inequalities individuals experience.  

For the current study, reproductive justice facilitates the consideration of broader 

structural factors and powers, that highlights the reproductive oppression and constraints 

experienced by participants. The term ‘oppression’ is defined in different ways but 

commonly understood as “an enclosing structure of forces and barriers which tends to 

the immobilization and reduction of a group or category of people” (Frye 1983). Here 

enclosing structures are part of broader system that asymmetrically and unjustly 

disadvantages one group and benefits another (McAfee 2018). Not every enclosing 

structure is oppressive but only those where one experiences a “double bind” situation, 

or “caught up between or among forces and barriers”  where “options are reduced to a 

very few and all of them expose one to penalty, censure or deprivation” (Frye 1983, 2).  

For instance, women experience penalties when working inside or outside home, 

marrying or not, bearing children or not due to network of forces and barriers. The forces 

and barriers are systematically related to each other and each contributes to women’s 

exclusion and discrimination. These forces and barriers can be experienced as formal 

laws and rules, but also as informal social norms and constraints, that also reproduces 

legal or other structures (Cudd 2006). Hence, oppression or a feeling of being caged is 

experienced. However, these forces and barriers can be avoided by members of 

privileged or dominant social groups of the society (Bailey 1998).  

For this study, I use ‘reproductive oppression’ to denote the double bind situation 

experienced by the participants. However, I also acknowledge that no individual is 

completely oppressed because individuals resist and challenge the oppressions. For 

instance, Indian women are challenging patriarchal norms and creating their identity as 

working women but are still expected to perform care giving roles and to produce 

children (as shown in Chapter 3). Hence, their experience is trapped in the patriarchal 

structure. I also acknowledge that there are non-oppressive suffering and harms due to 

existing societal structures that can be experienced at the individual level and by 

members of privileged social groups without creating a double bind situation for them 

(Bailey 1998, Frye 1983). This I define as ‘reproductive harms’ to denote the suffering 
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or harms experienced by the participants during their reproductive journey and 

‘reproductive constraints’ as barriers and hinderance they experienced while making 

reproductive decisions and exercising their reproductive rights.  

Intersectionality and power relations 

For analyses and addressal of reproductive oppression, reproductive justice uses 

intersectional theory. The term intersectionality was first coined in 1989 by a Black 

feminist legal scholar Kimberle Williams Crenshaw (Crenshaw 1989). She argued, 

oppressions of African American women occur due to the intersect of gender and racial 

identities, and not only because of being Black or a woman. Intersectionality was further 

developed by sociologist Patricia Hill Collins in 1990s who described, oppressions 

occurs as a ‘matrix of domination’ due to the intersection of race, gender, and class 

identities (Collins 1991). Intersectionality informed RJ activists that individuals attain 

different social positions and power relations in society based on their multiple 

intersecting identities such as gender, sexuality, age, ethnicity, religion, and citizenship. 

Hence, these intersecting identities influence their reproductive opportunities, 

constraints, harms and oppressions, which results in different experiences. 

Intersectionality serves as an important tool in reproductive justice to unmask the power 

relations and identify the structure of oppression, domination and discrimination in 

society (Ross 2018).  

Using  intersectionality, RJ acknowledges that not all individuals experience 

reproductive oppression the same way. Therefore, RJ places most marginalised women 

who experience multiple reproductive oppressions at the centre of the RJ framework 

(Ross and Solinger 2017). For example, a poor Black and transgender woman is 

relatively more oppressed than a middle-class Black straight woman in the society due 

to racism, sexism, heterosexism and classism. Hence, it is important to place the poor, 

transgender Black women at the centre while framing positive changes to any policy and 

law avoids any further harm to most oppressed women group.  

Though intersectionality serves as an important approach to unpack power 

relations, there are limits to its use in Indian context (Banerjee and Ghosh 2018). 

Intersectionality is developed in the west, and often considers gender, race, and class 

categories homogenous (Menon 2015). In the Indian context categories such as class, 

caste, community, gender, and sexuality are not homogenous but each consist of multiple  
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categories, which are fluid and not fixed (Gopal 2015, Menon 2015). Critiques suggest 

there is need to give attention to “historical contingencies, specific contexts and the 

purposes of specific arguments” (Bilge 2014, 420), when one uses intersectionality in the 

Indian context. Hence, “identities and multiple axes of social locations constitute each 

other and interact in ways that are not simply additive” (Kapilashrami et al. 2016, 181). 

For instance, the experience of a dalit (lowest caste in social hierarchy) migrant woman 

cannot be simply understood based on her gender and dalit experiences. Being women 

from dalit or non-dalit background also varies because gender (and prescribed norms and 

behaviours) is defined by culture, policies and institutional practices, and histories of 

violence and discrimination. Similarly, dalit is also not a homogenous category and to 

unpack the experiences there is need to look at “livelihood, class, and migration status, 

in context of economic globalisation, and changing relationship between the State and its 

citizens” (Kapilashrami et al. 2016, 181). In fact, class in India has multiple divisions. 

To illustrate, middle class is very large consisting of considerable poverty and wealth, 

hence people’s experiences are widely varied based on their occupation, income, 

lifestyle, location, and education (Fernandes 2016, Harriss 2006). Hence, rather than 

single axes of class, gender, capitalism, there are multiple axes of disadvantages and 

differences (John 2015).   

Further, understanding of intersectionality needs to move beyond “theory of 

marginalised subjectivity” (Nash 2008, 10), where individuals carry double and triple 

burdens of marginal identities (John 2015, Menon 2015). In the Indian context, people 

still do not completely identify themselves or are identified by others as individuals, as 

identities are often attached with communities (Banerjee and Ghosh 2018, Menon 2015). 

Also, in India not all potential identities are available to individuals or groups at all times 

and at all places. For instance,  a Dalit Muslim woman “may respond to different kinds 

of political challenges as “Dalit” or “Muslim,” or as “women” (Menon 2015, 43). 

Using intersectionality as a methodological framework in the Indian context is 

challenging because categories and identities are not fixed but fluid and changing 

depending on spatial, temporal and institutional context (Banerjee and Ghosh 2018). 

Hence, rather than considering categories as fixed, in this thesis intersectionality is used 

to acknowledge there is intersection and to understand how multiple (dis)advantages and 
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differences are experienced by intended parents, and how they intersect and constitute 

each other.  

Socio-cultural constructs in reproduction  

For academia, the Reproductive Justice (RJ) framework served as an important 

lens to highlight the importance of the social context in which women make reproductive 

decisions and broke the ubiquitous image of women. Dorothy Roberts (1997) referred to 

the history of slavery and forced sterilisation of African-American women and stated that 

women “make reproductive decisions within social context, including inequalities of 

wealth and power” (Roberts 1997, 6). Similarly, RJ activist scholars used 

intersectionality concepts to show the intersecting systems of reproductive oppression 

(racism, poverty, sexism, environmental degradation, and homophobia) and injustices 

American women experience due to their ethnic diversity (Jael et al. 2004). Hence, they 

highlighted broader reproductive issues such as economic inequalities, unequal access to 

health resources and services, and safe and clean environments and communities, which 

all impact exercising reproductive rights and affect women’s health (Lurie 2004). These 

initial works started discussion about differences and similarities in the experiences of 

women due to their governance based on their intersectionality, identities, social context 

and histories attached to them. Finally, RJ as a theoretical framework challenged the 

concept of universalised identities of women, i.e. middle class white women, which was 

predominantly framed by the white feminist in 1970s-80s (Ross 2018). Though 

discussions about this ubiquitous image of women was also challenged by other scholars, 

who were working on women of colour, and women in the Majority World and 

indigenous women (Arvin et al. 2013, Grey 2004). However, the RJ framework facilitates 

the use of multiple lenses, provides contextual analysis of women’s reproductive 

experiences, who are often unheard and finds connections with social inequality and 

injustices (Grice 2014). 

Despite reproductive justice originating in western nations, presently it is not 

limited to the US and has become a global theory. This is because RJ allows consideration 

of broader structures, yet also accounts for locally embedded women’s reproductive 

experiences and oppressions due to power relations. For example, using reproductive 

justice Chrisler (2013), Yagnik (2014), Jungari (2016) and others show the importance 

of culture, social practices, and social taboos in Asian, African and South Asian countries 
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where women need to navigate through all these structures to make their reproductive 

choices and often these ‘choices’ are not their own. Reproductive justice highlighted how 

the histories of colonialisation, patriarchy, capitalism and neoliberalism work as 

reproductive oppression and affect individual’s reproductive experiences. Hence, RJ is a 

flexible framework, which links macro and micro level experiences. Because of this, RJ 

has travelled to different disciplines (increasingly becoming multidisciplinary) ranging 

from legal, social sciences, public health,  medicine, bioethics and policy; and is applied 

to various topics around the globe including abortion (West 2009), health care (Gurr 

2015), media representation (Jaworski 2009), environmental issues (Hoover et al. 2012), 

human trafficking (Chrisler 2012) and reproductive technologies (Nixon 2013). Thus, for 

this thesis RJ serves as an important framework, that allows me to consider broader 

structures (e.g. media, health, economics, policies) and the local worlds of intended 

parents (e.g. families, communities). 

Reproductive justice, inequalities and surrogate mothers 

Reproductive justice has been applied to commercial surrogacy by some scholars 

to unpack inequalities and injustices. The framework is mainly applied to transnational 

surrogacy focusing on inequalities or injustices for surrogate mothers’ from the Majority 

World, especially India. There were some socio-legal studies that used RJ to argue for 

surrogacy’s affordability or accessibility for prospective queer and heterosexual couples 

living in the Minority World (e.g.  Mohapatra 2012, 2014, 2017, Nixon 2013, Russell 

2018). Aside from these few exceptions, most studies placed surrogate mother at the 

centre of the framework, understanding them most oppressed and none have paid 

attention to Indian intended parents (as shown in Chapter 2).  

Since the inception of ARTs around 1980s, scholars have shown their concern 

about ARTs’ commodifying women bodies and raising socio-economic, racial and 

gender inequalities (Corea 1985, Dworkin 1983, Shultz 1990). As surrogacy and other 

reproductive technologies have always been expensive around the world, these 

technologies are available to upper class or high income groups (Henifin 1993). Initially, 

scholarly debates were limited in the context of the US and Europe. However, after 

globalisation and the rise of neoliberalism in the late 1990s, ARTs, biomaterials and 

people started crossing national borders easily. This gave rise to debates on the global 

‘baby business’, ‘fertility business’ or ‘bioeconomy’ (Cooper and Waldby 2014, Schurr 
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2018, Spar 2005a), where gametes, embryo, wombs and other biomaterials became 

available in the biomarket to ‘make babies’ (Gupta 2012, Spar 2005b, Spar 2006, Twine 

2011). These debates also created a focus on rising transnational surrogacy in 2000s, as 

shown in Chapter 2, where medicine and market increased for transnational surrogacy. 

Scholars started demonstrating transnational surrogacy as ‘stratified reproduction’, 

‘reproductive slavery or servitude’ and ‘neo-eugenic’ (Cheney 2018, Twine 2011). 

Privileged people (intended parents from the Minority World) of particular race, class 

and nations are procreating. However, other people (surrogate mother from the Majority 

World) serving care or labour work for the privileged people (Lau 2018, Pande 2016, 

Twine 2011, Vora 2009). Hence, transnational commercial surrogacy found firming and 

reifying structural inequalities by (re)creating socio-economic, gender, racial, ethnic and 

national inequalities and injustices (Thompson 2002).  

Studies that used a reproductive justice framework in the Indian surrogacy 

context, solely focused on surrogate mothers (Bailey 2011, Oraiz 2013, Saravanan 2018, 

Twine 2011). The framework allowed scholars to highlight two main points: first, 

surrogate mothers’ marginalisation or oppression experiences (Donchin 2010) and 

second, problematic hegemonic liberal and victim portrayal of Indian surrogate mother 

at the international level. Scholars argued surrogate mothers are most marginalised in 

commercial surrogacy because they experience structural harms and reproductive 

oppressions attributed to their intersecting identities such as race, gender, class and caste 

(Deomampo 2016b, Rudrappa and Collins 2015, Saravanan 2018, Twine 2011). 

Surrogate mothers experience less power and agency in families, communities, hospitals 

and policies, therefore their ‘choices’ are the result of deeper structural harms such as 

poverty and capitalism (Bailey 2011, Oraiz 2013, Saravanan 2018). Moreover, at an 

institutional level, they experience surveillance, are uninformed about health risks, do 

not receive postnatal care, experience unfair payment and remain invisible, reduced to a 

‘womb’ or a ‘substitute’ (Rudrappa 2015, SAMA 2012, Saravanan 2018). In society they 

experience secrecy and stigma attached to surrogacy, and at a personal or emotional level, 

psychological and emotional pain  (Saravanan 2018, Vora 2009). However, RJ scholars 

do not recognise them as passive victims of the structures and show that surrogate 

mothers exercise resistance and agency (Banerjee 2010). For example, surrogate mothers 

resisted the stigma of surrogacy by highlighting that surrogacy is more than commercial 

labour. Some scholars stated that surrogate mothers questioned the different prices 
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offered to different surrogates for the same labour, sought to remove the middle man and 

form independent cooperative to directly offer surrogacy, securing better payments and 

also starting to learn about IVF and surrogacy methods (Pande 2015, Rudrappa 2015, 

Vora 2013a). 

These studies critiqued other researchers using liberal or passive victim 

discourses for Indian surrogate mothers. When liberal frames are used for Indian 

surrogate mothers such as ‘choice’, ‘reproductive rights’ or ‘altruism’ a “reproductive 

imaginaries of benevolence and rescue from poverty’’ (Rudrappa and Collins 2015, 956), 

they creates a myth and supports the unjust business of commercial surrogacy (Banerjee 

2010, Oraiz 2013, Rao 2012). When discourses frame Indian surrogate mothers as 

‘powerless’ and ‘victims’, who need protection from western world women, it forms 

discursive colonial images of Indian women (Bailey 2011). This framing does not inform 

or recognise the negotiation and agency Indian surrogate mothers’ build or practice. 

Hence, use of RJ is suggested for better understanding of surrogacy in the Indian context. 

However, in these studies intended parents’ intention to have child (in)directly 

represented as exploitation of surrogate mothers (Saravanan 2018). This is because 

intended parents are directly or indirectly labelled as neoliberal ‘consumers’, travellers 

from the Minority World, or as ‘payments’ in these studies. While a comprehensive focus 

of the framework was given to the surrogate mothers nothing is stated about the intended 

parents’ hegemonic ‘agentic’ portrayal, as I outlined already in Chapter 2. As surrogacy 

is much more complex than a payment, this study is interested to explore how intended 

parents are portrayed in the media and their experiences with their surrogacy journey to 

gain a better understanding of the interplay of micro and macro structures. Additionally, 

when studies use the RJ framework and consider reproductive rights, it places two 

women opposite to each other. Here, the intended mother’s right to have a child and the 

surrogate mother’s to protect her exploitation or to have safety, contradicts. This 

understanding often portrays intended parent’s as ‘agentic’ and ‘exploiters’. To move 

away from this binary thinking and open up new possibilities for understanding and 

framing surrogacy, in the Indian context, this thesis uses ethics of care (Fisher  and Tronto 

1990). In doing so, I expand the vision of the current RJ framework use in surrogacy by 

incorporating ethics of care and focusing on the possibilities of the coexistence of rights 

rather than in opposition.  
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Visioning relational reproductive justice using ethics of care  

At the core ‘ethics of care’ recognise human beings are emotional, interdependent 

and relational, which gives rise to ethical responsibilities of care towards each other 

(Fisher  and Tronto 1990, Noddings 1982, Ruddick 1998). In surrogacy ethics of care 

become important because reproduction is no more remained private or intimate but 

involves ‘Others’ or strangers such as surrogate mothers and gamete donors. An ethics 

of care approach is seen an important way to achieve ethical arrangements when 

involving ‘Other’ through caring about or for (being mindful of others need) and care 

giving and care receiving (the actual practice of offering and receiving care) (Conradson 

2011, Fisher  and Tronto 1990). This care can be emotional and practical support but 

require material practice of care (Fisher  and Tronto 1990). Lawson (2007, 8) states: 

“Care ethics focuses our attention on the social and how it is 

constructed through unequal power relationships, but it also moves us 

beyond critique and toward the construction of new forms of 

relationships, institutions, and action that enhance mutuality and well-

being”.  

Such a perspective is helpful for surrogacy which emphasise and promotes the wellbeing 

of care-givers and care-receivers but also looks for other possibilities of institutions and 

relationships among the surrogacy triad, who are often strangers when engaged together.  

Ethics of care or care ethics is seen in three different but often overlapping forms, 

in opposition to male justice outlooks, recognition as care labour forms and as 

relationships (Ruddick 1989). Some scholars oppose the traditional male justice 

approach, which assigns moral responsibility to the individual based on a liberal human 

right approach, rather they suggest ‘voice of care’ is an important alternative because 

situations are contextual (Gilligan 1982, Noddings 1982). This approach is used by 

Banerjee (2010) in surrogacy to criticise liberal western ethical justice approaches used 

in Indian surrogacy because it does not contextualise the Indian context. Hence, she 

suggested foreign intended parents consider their actions before engaging with Indian 

surrogacy. Some use care ethics to argue for recognition and valuing of care work 

performed by people in formal/informal ways  (as mostly performed by women) in both 

public and private sphere (Kittay 1999, Ruddick 1989, Wiles and Jayasinha 2013). This 

approach is often used by some scholars in surrogacy to demand formal recognition or 

visibility of a surrogate mother and her care work, as neither intended parents nor 
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hospitals value their work or share kin relations (Pande 2015, Rudrappa 2017). The last 

one, which focuses on relationships, argues for collective living and focusses on 

relationships and responsibility towards each other (Haraway 2018, Held 2006, Tronto 

1994). These consider responsibility towards distant others or the environment. For 

example, Held (2006, 168) stated: 

“A globalisation of caring relations would help enable people of 

different states and cultures to live in peace, to respect each other’s 

rights, to care together for their environments, and to improve the 

lives of their children”.  

These care-based approaches are used by the scholars in surrogacy, however only few 

focused on relationality and mutuality of the relationship of the surrogacy triad (Beier 

2015, Saravanan 2015). Often caregiving responsibilities were assigned to the intended 

parents, however surrogate mothers also have caring responsibilities towards the child 

and intended parents. Also, ethics of care in surrogacy is explored in theoretical debates 

and not much empirical studies exists. Hence, this thesis situates surrogacy as care work 

but also recognises the relationship and mutual responsibility of both intended parents 

and surrogate mothers for each other, and together for the child. Building on work, this 

thesis looks for ethics of care in surrogacy journeys’ from intended parents perspective 

and provides empirical data to enrich these debates.   

This thesis calls for a broader relational reproductive justice framework, which 

constitutes of reproductive justice and an ethics of care. This vision calls for more than 

‘just’ experiences and emphasises relational being together in surrogacy reproduction. 

Any surrogacy arrangement, altruistic or commercial, by default has a reciprocal caring 

relationship between intended parents and surrogate mothers, which later extends to the 

child born. However, this relationship is not given importance in practice and discussion 

about surrogacy. This relational aspect is not limited to the surrogacy triad but all those 

(e.g. doctors, nurses, donors) who come forward to produce a new being, a child.  

However, for this thesis I limit it to the surrogacy triad, i.e. surrogate mother, the intended 

parents and child, because they are directly or indirectly dependent on each other for 

ensuring each other’s wellbeing at different stages of surrogacy (Beier 2015, Mitra and 

Schicktanz 2016). Additionally, parenthood, either as intention or carrying a pregnancy, 

is an emotional, social and sacred experience (see Chapter 3). Hence, there is a need to 

include the lens of ethics of care to emphasise surrogacy as a relationships, rather than 
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simply viewing it in commercial terms or by focussing on the inequality produced. 

Fostering care ethics helps in realisation and practice of care and responsibility towards 

each other (Cameron 2018), offering the promise of positive experiences of surrogacy16 

(not necessarily rights), both in commercial or altruistic surrogacy, despite existence of 

inequalities. Previous research has shown that encouraging interpersonal relationships 

between a surrogate mother and intended parents have resulted in care and positive 

experiences of the surrogacy triad such as sharing pregnancy experiences, caring for each 

other, continued contact post-surrogacy with the surrogate mother and allowing children 

to meet their surrogate mothers (Carone et al. 2017, Hibino and Shimazono 2013, Teman 

and Berend 2018). In the Indian context, forming these relationships and encouraging 

care ethics most likely would encounter various challenges because of existing 

differences, divides and prejudices such as of class, caste, religion, geography and 

gender. However, this broadened relational reproductive justice framework allows us to 

understand intended parents’ reproductive experiences due to the interplay of micro and 

macro structures, but also to inform how care ethics are practiced, facilitated or hindered 

to achieve relational reproductive justice.  

Using reproductive justice framework for the Indian intended parents  

Intended parents residing in India are neglected in academic discussions. However, 

they present a paradoxical reproductive justice case, enjoying some powers such as 

initiating fertility treatment and surrogacy, however, lacking some powers which 

simultaneously constrains their decisions. For example, lack of bodily power of 

regeneration and struggles with infertility treatment. Moreover, in the contemporary era 

women’s reproductive experiences and decisions are influenced by various powers and 

structures (political, legal, social and economic) which form a web of factors (Fig. 4.1).  

For instance, a rise in infertility due to environmental factors (Mukherjee and 

Nadimipally 2006), delaying pregnancy due to the importance to women of economic 

empowerment and career expectations (Jensen 2012), rising commercialised, often 

unregulated fertility market (Madge 2011, Malpani 2000, Spar 2006), expensive ARTs 

treatment with no insurance cover (Bharadwaj 2016a, Collins 2002), availability of 

 
16 I understand positive experiences more than somebody simply exercising their rights because an 
individual can have several rights which often conflicts with others’. These positive experiences can be 
seen as responsibilities; however, I frame pregnancy and parenthood as emotional journey rather than 
as responsibilities. 
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reproductive technologies such as egg freezing benefits in some renounced companies 

such as Google, Apple, Facebook (Allahbadia 2016, Sonam 2014), and woman who 

delay pregnancy being constructed as a ‘selfish’ woman (Lustenberger 2016). Some of 

these factors also influence men’s reproductive decisions such as expectation of marriage 

and infertility issues (Pujari and Unisa 2017, Webb and Daniluk 1999). 

 

Figure 4.1: Web of factors influencing womanhood in the light of ARTs in India. 

In Indian context this web of factors, becomes further complicated for women and 

men because of cultural power. In the Indian context, cultural power is deeply embedded 

in the society because of the long-standing caste system, traditions, religion and 

languages. Often cultural powers overcome legal powers for example, domestic violence 

and dowry are criminalised but there are many unreported cases of this (Sharma and 

Gupta 2004, Srinivasan and Bedi 2007). In the reproduction context, some factors get 

added to this web of factors such as cultural importance of motherhood, fatherhood and 

parenthood, highly gendered and stereotyped roles. Choices and capacities are often 

influenced by expectation of their families and communities (as also seen for the 

surrogate mothers, see also Chapter 3). Given this web of factors, individuals’ present 

reproductive decision should be considered as a journey, because it is embedded in their 

past reproductive decisions and experiences (constraints, harms, oppression, and 

opportunities) and produced through political, social, cultural and economic power. 

Therefore, achieving reproductive justice or having control over reproduction or bodies 

in an Indian context can be much more complex than how past research has framed as 

agentic neoliberal consumer or the practice of reproductive rights (see Chapter 2).  
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Understanding this complexity, this thesis places Indian intended parents (as 

couples and as father or mother) at the centre of the reproductive justice framework. In 

doing so the thesis does not neglect the vulnerabilities of surrogate mothers and neither 

does it advocate for intended parents’ use of surrogacy. Using the components of 

reproductive justice such as intersectionality, power,  reproductive oppression, 

reproductive harm  and reproductive constraint this thesis attempts to highlight the 

reproductive opportunities, constraints, harms, and oppressions Indian intended parents 

experience; how social, cultural, political, legal, medical and economic power influence 

their reproductive experiences (here power is conceptualised with Foucault’s power 

theory) and how their experiences vary or are similar based on intersecting identities such 

as gender, religion, caste and class.   

As identities are socio culturally constructed and fluid (also highlighted earlier in 

this chapter while discussing intersectionality in Indian context), because they also 

change according to place, space, and time (Johnston and Longhurst 2010, Menon 2015). 

Hence, this thesis also consider the spaces and places in which intended parents operate 

when analysing power relations and their reproductive experiences. However, an 

important question is how identities or subjectivities of intended parents shifted during 

their surrogacy journey. Butler (1988) and Ross (2018) highlight identities need to be 

performed right to get legitimatised, otherwise they are ‘regularly punished’ or 

oppressed. So, what happens when identities in the Indian context are not performed as 

socially expected. This thesis uses stigma theory to analyse identities or subjectivities 

and their influence on people’s experiences such as ‘regular punishment’, reproductive 

oppressions, harms and constraints.  

However, stigma or devalued identities in surrogacy is not a new focus. Previous 

research on surrogacy demonstrated the stigma of surrogacy for the Indian surrogate 

mothers (Pande 2009, SAMA 2012). But nothing has been explicitly discussed about 

Indian intended parents. Intended parents residing in similar collective, pronatalistic and 

patriarchal cultures like Iran, Israel, Greece and Japan indicated the unacceptance of 

childlessness and surrogacy, which affected their decisions and wellbeing (see: 

Papaligoura et al. 2015, Pashmi et al. 2010, Zandi et al. 2014). However, studies have 

not exclusively focused on the role of stigma in the surrogacy journey. In western 

countries there was no mentioning of stigma because due to individualistic culture, 
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intended parents were able to disclose and manage the information about surrogacy 

(Isaksson et al. 2012, Readings et al. 2011). Because both surrogate mother and intended 

parents live in the same socio-cultural context, it is important to explore how this stigma 

of surrogacy influences their experiences during the surrogacy journey. This includes 

their relationship with health care, surrogate mothers, their own social circle and personal 

relationships. Whilst gender identities also matter in the Indian context, because 

motherhood and fatherhood become important in the institution of marriage. This thesis 

includes both, intended mothers and intended fathers to find out how performing or non-

performing these socially constructed identities or subjectivities in different places or 

spaces brings different power relationships and reproductive experiences for them. The 

next section looks into the stigma theory, how stigma is studied using different 

approaches, and how it is theorised for the current study to explore the experiences of 

intended parents.  

Stigma as a socio-cultural phenomenon 

Stigma creates tainted social identities and deviates an individual from the 

“ordinary and natural” (Goffman 1963, 11).  Stigma, as noted by sociologist Goffman 

(1963, 1) is a Greek word which originally referred to “bodily signs” or “marks” created 

by burning or cutting or a tattooing social deviants’ bodies such as criminals, slaves and 

traitors. These bodies were marked to show that they are socially disapproved and to 

warn the public to keep distance.  In twentieth century, stigma is understood as, “a 

process by which the reaction of others spoils normal identity” (Zhang et al. 2018, 55). 

Stigma often leads to labelling a particular individual or group and attaching these labels 

with negative connotations (i.e. stereotypes). These negative stereotypes were endorsed 

in society (building prejudices) with the desire to avoid or exclude or control (i.e. 

discrimination) individuals or groups who are stigmatised (Link and Phelan 2001, 2014). 

Therefore, stigma has been experienced by individuals with physical limitations (e.g. 

physically disabled), blemishes of individual character (e.g. homosexuality and 

unemployment) and belonging to their certain race, nationality and religion (Goffman 

1963). In general, stigma results in discrimination, exclusion, social rejection and 

devalued identities of an individual or groups, which negatively affect their health and 

wellbeing (Scambler 2009, Van Brakel 2006). 
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Since inception, stigma has been theorised for a range of issues (including 

reproduction) which are broadly divided into two categories that also intersect with each 

other. First, health related issues can lead to stigmatisation, for example, HIV (Earnshaw 

et al. 2013), mental illness (Yang et al. 2013) and epilepsy (Lo et al. 2010). Second, social 

oriented stigmatisation, for example, sexual orientation (Pachankis et al. 2016), abortion 

(Norris et al. 2011) and location (Whiteford and Gonzalez 1995).  

Recently, debates about stigma theorisation have taken a turn to sociological 

phenomena, the presence of stigma is identified at different levels of the society. Thus, 

different approaches are used to study stigma at micro, macro and meso levels 

(Pescosolido et al. 2008, Van Brakel 2006). Because of this, the current study focuses on 

both micro and macro levels. It is important to understand these three approaches, how 

they are used in previous studies related to infertility or ARTs, and how stigma is 

conceptualized for the present study.   

Theoretical approaches to stigma  

Various disciplines use stigma differently therefore there is no uniform definition 

of stigma. For example, psychologists and socio-psychologists primarily define stigma 

as cognitive process (Crocker et al. 1998). Sociologists and human geographers generally 

understand it as broader sociological process, which involves structures, power and 

discrimination or exclusion (Link and Phelan 2001, Sibley 1995). Anthropologists 

emphasise that stigma needs to be seen as a subjective experience of individuals in their 

local world (Kleinman and Hall-Clifford 2009). Overall, stigma can be studied at micro 

(e.g. individual, intrapersonal), meso (e.g. family, institutions, community) and macro 

level (e.g. policy, legal) and accordingly theorised (Pescosolido et al. 2008). 

Micro level: understanding stigma as a cognitive process 

Stigma is often understood as a social-cognitive concept and how it shapes micro-

level social interactions. Research that understand stigma as a socio-psychological 

process primarily demonstrated how a person constructs category and link these 

categories to stereotyped beliefs (Link and Phelan 2001).   

Building on Goffman (1963, 3), who views stigma as “an attribute which is deeply 

discrediting”, here most research (particularly psychology) understands stigma as a 

‘mark’ or an ‘attribute’. For example, Jones et al. (1984) defines stigma as a ‘mark’ that 
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is associated with negative evaluations and stereotypes, which are commonly shared with 

other members of a group or culture. Stafford and Scott (1986, 80) explicitly mention the 

concept of ‘social norm’ in the definition and state, “stigma is a characteristic of persons 

that is contrary to a social norm of a social unit”. This shows that not every attribute, 

characteristic or mark is stigmatised in all social contexts and stigma varies with places 

(Scambler 2009). Crocker et al. (1998, 505) stated, “stigmatised individual possess (or 

are believed to possess) some attribute, or characteristic, that conveys a social identity 

that is devalued in a particular social context”. In general, these definitions elaborate 

stigma as an attribute (or characteristic) an individual holds, which is contrary to social 

norms and stereotypes and brings a devalued social identity to an individual in a 

particular social context. 

Individual and social-cognitive focused approaches study the psychological 

experiences of stigma and its management at an individual level. Commonly, studies 

looked at people’s (stigmatised or stigmatiser) experiences with stigma, thereby 

focussing on how stigma is constructed and internalised through stereotyping, 

misconceptions, prejudices, and discrimination against the stigmatised conditions (e.g. 

HIV/AIDS, mental illness; see Corrigan and Watson 2002, Herek 1999, Herek and 

Capitanio 1993). Studies demonstrated, after individuals understand their perceived 

stigmatised status, they use passing (Goffman 1963, 57), revealing (Clair et al. 2005, 81) 

and resistance (Pande 2010a, 294) to manage stigma (see more information in Table 4.1).  

Passing, involves passing the public as a non-stigmatised individual by hiding their 

stigma. Revealing is used when individuals want to reveal their invisible stigma but may 

be selectively disclosing their stigma (Clair et al. 2005, Joachim and Acorn 2000). 

Resistance17 can take different forms, ranging from openly confronting the public, 

replying back to overt discrimination, and everyday little efforts of resistance defending 

or naturalising their stigma (Gunn et al. 2018, Riessman 2000). For example, surrogate 

mothers defended the stigma of surrogacy as ‘dirty work’ by morally differentiating their 

work from sex workers, emphasising their choicelessness and calling their work a special 

contribution to intended parents’ life (Pande 2010a). These stigma management 

strategies are not strictly different and are often employed together, depending on the 

 
17 Resistance is mostly talked about in meso-level stigma approaches (discussed in upcoming section) 
because it denied individuals as passive victims of stigma. However, for ease of listing the ways stigma is 
managed I mentioned it in the micro level stigma section.   
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Table 4.1: Strategies to manage stigma. 

Managing stigma Explanation and types 

Passing  • Discretion: not disclosing personal information or avoiding 

questionable situations) 

• Concealment: actively hiding their information 

• Fabrication: deliberately telling a lie 

Revealing  • Signaling: by indirectly bringing up conversation of stigmatised 

condition to reveal their invisible stigma 

• Normalising: reveal their stigma but also adopt strategies to 

normalise themselves as other normal people 

• Differentiating: reveal their stigma but differentiate themselves 

with other people with the stigmatised condition 

Resistance  • Openly confronting their stigma in the public, talking back to the 

discrimination or comments of people and normalising their 

stigma by changing their perspective or others perspectives 

Passing, involves passing the public as a non-stigmatised individual by hiding their 

stigma. Revealing is used when individuals want to reveal their invisible stigma but may 

be selectively disclosing their stigma (Clair et al. 2005, Joachim and Acorn 2000). 

Resistance18 can take different forms, ranging from openly confronting the public, 

replying back to overt discrimination, and everyday little efforts of resistance defending 

or naturalising their stigma (Gunn et al. 2018, Riessman 2000). For example, surrogate 

mothers defended the stigma of surrogacy as ‘dirty work’ by morally differentiating their 

work from sex workers, emphasising their choicelessness and calling their work a special 

contribution to intended parents’ life (Pande 2010a). These stigma management 

strategies are not strictly different and are often employed together, depending on the 

way stigma is experienced by individuals to manage or cope with their stigmatised 

conditions (e.g. homosexuality, abortion; see Campellone et al. 2014, Herek 1996, Major 

and Gramzow 1999, Siegel et al. 1998). However, findings showed that despite managing 

stigma people experience negative effects of stigma on their self-esteem, confidence, 

 
18 Resistance is mostly talked about in meso-level stigma approaches (discussed in upcoming section) 
because it denied individuals as passive victims of stigma. However, for ease of listing the ways stigma is 
managed I mentioned it in the micro level stigma section.   
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social connections and physical wellbeing (Chaudoir and Quinn 2010, Pescosolido and 

Martin 2015). 

For instance, Scambler (1989), “hidden distress model of epilepsy” demonstrated 

different social-psychological experiences with stigma and how in light of these 

experiences people manage their stigma as a process. He identified stigma of epilepsy as 

‘ontological deficit’ (being imperfect) which breaches the social norms of identity and 

being.  He understands people experience stigma in two ways namely, ‘enacted’ and 

‘felt’. Stigma in this context is then experienced at the interpersonal and intrapersonal 

level. Enacted stigma refers to open discrimination experienced by people with epilepsy; 

and felt stigma is when people internalise the devalued label with epilepsy, for example 

people build a ‘sense of shame’ and develop a fear of getting stigmatised. He stated three 

propositions in his model, first, when people are diagnosed with epilepsy, they develop 

a ‘special view of the world’ because both stigmatiser and stigmatised share the same 

social context where epilepsy is stigmatised and developed the felt stigma. Second, due 

to felt stigma (sense of shame and fear) they first use the strategy to conceal and manage 

their information about epilepsy, but not always successful and experience enacted 

stigma. Third, despite concealing, felt stigma is found to be more distressing than  

enacted stigma for the people with epilepsy (Scambler 2009).  

A similar model is extended by Steward et al. (2008) to study HIV stigma 

experiences in India. They divided stigma experienced at intrapersonal level into three 

categories i.e. ‘felt normative stigma’, ‘internalised stigma’ and ‘vicarious stigma’. ‘Felt 

normative stigma’ is a subjective awareness of stigma, which motivates people to protect 

themselves from enacted stigma. ‘Internalised stigma’ refers to when people (non-

stigmatised and stigmatised) accept the stereotypes, prejudices and discrimination 

existing towards labelled group. Consequently, non-stigmatised people stigmatise 

labelled people and people with stigmatised conditions accept their stigma and 

experience felt stigma (mentioned by Scrambler, 1989). In other cognitive research this 

stigma experience is mentioned as ‘perceived stigma’ or ‘endorsed stigma’ (Pescosolido 

and Martin 2015). ‘Vicarious stigma’ is experienced by the individuals when they hear 

other peoples enacted stigma experiences, who have the same stigmatised conditions but 

did not personally experience any discrimination. This experience of stigma also 

encourages individuals to manage their information about stigmatised conditions. 
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Scambler (1989) and Steward et al. (2008) are among many who show people learn about 

stigmatised conditions or stereotypes from social contexts, label themselves and others, 

and consciously manage stigma to protect their social identities but this is not necessary 

useful in maintaining their health and wellbeing (Steele and Aronson 1995, Van Brakel 

2006, Vogel et al. 2013) .  

This thesis draws from Scambler (1989) and Steward et al. (2008) models and 

identifies different types of stigma experienced by intended parents and how they manage 

these stigma experiences using strategies of passing, revealing and resisting. Both 

scholars have used this model for quantitative research and thus, they were able to easily 

distinguish different types of stigma. However, in the context of this I suggest to merge 

felt normative and vicarious stigma as ‘conscious stigma’ as they both relate to subjective 

awareness of stigma. This subjective awareness can be due to different secondary sources 

such as observing discrimination with other people, media and community. Hence, I 

conceptualise ‘conscious stigma’ as a subjective awareness of stigma, but individuals do 

not build a sense of shame. Accordingly, three main types of stigma are considered for 

the study. These are: enacted, felt and conscious stigma (details are provided in Table 

4.2). Full conceptualisation of the stigma management process is outlined in the 

conclusion section of this chapter.   

Table 4.2: Types of stigma studied at the individual level. 

Types of stigma experiences  Explanations 

Enacted stigma Intended parents’ experiences of overt or open discrimination, 

labelling or indirectly hinted 

Felt stigma  Intended parents internalised the stigma and build a sense of 

shame  

Conscious stigma Intended parents are aware of the stigma but do not build 

shame about themselves 

Concluding this micro level approach, we found that studying stigma as a 

cognitive process demonstrates people’s understandings of stigma construction and its 

effects on intrapersonal, and on immediate interpersonal relations. Moreover, the 

research highlights the psychological effects of stigma (which are often hidden) on 

people’s health and wellbeing. Hence, this research is also useful for health-related 

policies (Miller and Kaiser 2001). Despite including social context and norms, most of 
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this research understood stigma as a ‘mark’ or ‘characteristic’ which exits within 

individuals rather than a result of wider societal forces (Parker and Aggleton 2003). 

Macro level: understanding stigma as social process 

Stigma is experienced in the micro level (social interactions), but the motivations 

or values required for these interactions come into effect due to broader structures such 

as political, socio-cultural and legal contexts (Pescosolido et al. 2008).     

Stigma, by Goffman (1963) was also seen as a social phenomenon. However, 

until the twenty-first century research on this phenomena was not explored. Goffman 

(1963, 3-4) mentioned stigma shares relationships between “attribute and a stereotype” 

and stigma needs to be understood as a “language of relationships, not attributes”. 

According to Goffman, stigma is relational because an attribute which stigmatises one 

individual makes other people ‘normal’ in a particular society. He stated stigma is a 

discrepancy between ‘virtual social identity’ (how a person is perceived by society) and 

‘actual social identity’ (the attributes really possessed by a person), because society 

classify some attributes as undesirable (Goffman 1963). For example, Goffman showed 

homosexuality was stigmatised by the doctors as disease and police as a crime. However, 

presently homosexuality is in many countries neither a criminal act nor conceptualised 

as a disease, due to the different political movements which helped in changing the 

stereotypes attached to it.  

Link and Phelan (2001), drawing on Goffman’s stigma work revived sociological 

understandings of stigma and the broadened definition of stigma. They defined that 

stigma exists, “when elements of labeling, stereotyping, separation, status loss and 

discrimination occur together in a power situation that allows them” (Link and Phelan 

2001, 367). Here, they added three important components to Goffman’s stigma 

definition: status loss, discrimination and power. Discrimination experienced by a 

stigmatised person or group is defined both at individual (e.g. family, friends) and 

structural level (e.g. denial of health service based on race or gender), and status loss is 

acknowledged as difference in social hierarchies (e.g. race, gender) which produces 

different extents of stigma. Power is the most important component Link and Phelan 

(2001) added and emphasised the need to address power difference between stigmatiser 

and stigmatised. The theory also acknowledges that the stigmatised individuals or groups 

are not ‘passive’ or ‘helpless’ victims, they resist or challenge the stigma. However, 
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resistance cannot fully overcome stigma because of the wide power differences between 

the stigmatised and the stigmatiser. For example, a seriously mentally ill patient cannot 

stigmatise a clinician despite labelling and stereotyping them as ‘cold, paternalistic and 

arrogant’ because they lack the social, economic, cultural and political power to create 

serious discrimination of stigma (Link and Phelan 2001). However, medical science can 

legitimatise an individual’s label as ‘mentally ill’. This revived definition of stigma 

enabled sociologists and other disciplines such as public health to question the 

relationship of stigma, power, discrimination and social inequality.  

Scholars started exploring different types of stigma, especially ‘tribal stigma’ i.e. 

race, ethnicity, gender and religion, to showcase stigma as a tool for exploitation, 

domination and exclusion. They argued that often the interest of stigmatiser (dominant 

race, ethnicity and religion) is ‘misrecognized’ or hidden in the process (Link and Phelan 

2014). Therefore, the function of stigma is not explicitly visible but it plays an important 

role in power and control. Phelan et al. (2008) identified three main functions of stigma: 

keeping people down (dominating them), keeping people in (social norms) and keeping 

people away (avoidance). When keeping people down, racism can be seen as one way 

where negative stereotypes are created to legitimise certain races domination. For 

keeping people in, socio-cultural norms are created and those who fall outside these 

norms are stigmatised for their moral or ontological deficits (Scambler 2009). Keeping 

people away, is usually associated with health conditions, e.g. diseases, disability, and 

serious mental illness. Here people are stigmatised because their conditions are hard to 

change, cannot contribute to the labour, and there are chances for other people to get 

infected. It is also proposed that when one strategy or rationality of stigma over the period 

fails to control people, different strategy or rationality is employed to maintain the control 

(Scambler 2004). For example, earlier people were often stigmatised for being 

‘imperfect’ e.g. fat, however, in the present neoliberal era people are ‘blamed’ (what 

Scrambler, 2009 finds deviance) for being morally culpable e.g. not taking care of their 

health. Neoliberalism is a governance idea where the free market exists and individuals 

are seen as rational and responsible consumers, including health, education (Rose 2001b). 

Therefore, stigma become an important resource for stigmatiser to create social 

reproduction and inequality.  
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For Parker and Aggleton (2003) stigma (re)produces exclusion through culturally 

and historically informed macro structures. Parker and Aggleton (2003) theorised 

stigmatisation to occur at the intersection of culture, power and difference. Here, macro 

structures and institutional practices (e.g. law, culture, economics, medicines, media and 

policies) produce cultural knowledge and differences. These differences in the form of 

stigma travel to social interaction and shape people’s values, beliefs and norms; and 

construct and maintain stigmatisation. Consequently, power is exerted by macro structure 

leading to the inclusion and exclusion of people (e.g. from various gender, caste, class 

and sexuality). For instance, policies and laws directly categorise, discriminate and 

exclude people, institutional practices such as language used in the media reifies the 

stereotype and stigma (public or institutional stigma) in the social world (Foucault 1979). 

Stigmatising languages or discourses (intentionally or unintentionally) used by authority 

figures such as judges and politicians amplifies the effect of stigma (Foucault 1984), and 

continuous changing laws around abortion sustain the stigma of abortion (Abrams 2015). 

For example, as mentioned in Chapter 3, post-independence in India, overpopulation 

discourses emphasised a stronger relationship between population, poverty and family 

size  (Hodges 2004). People from lower economic status and joint families structures 

were seen responsible for overpopulation and bringing poverty to the nation. Here, 

controlling population and promoting nuclear families (influenced by western nations) 

were seen as a solution to eradicate poverty and moving towards modernity (Hodges 

2004). Some also suggest it was an effort to control “quality” of population i.e., retaining 

higher caste, class and certain religious communities (Connelly 2006). There still remain 

strong prejudices against lower class people where they are stigmatised for their high 

fertility, and labelled as backward and uncivilised in the society (Fernandes 2016, Jeffrey 

2001, Sharma 1997). Here, stigma (e.g. caste, nationality) is not universal or natural, but 

socially constructed in the local cultural context and depends on power disparities and 

inequalities (Phelan et al. 2014).  

A similar broader theorisation is visible in human geography approaches, which 

establish links between stigma, social groups or individuals and places or spaces; and 

showcases the (re)production of health inequalities. However, in human geography 

‘othering’ , ‘orientalism’ and ‘exclusion’ are referred to instead of stigma, to indicate 

power and domination, where some people and knowledge are excluded from certain 

spaces and places or produced distortive images (May 2008, Said 1978, Sibley 1995). 
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For instance, Sibley’s (1995) work on the ‘geographies of exclusion’ showed how some 

individuals and social groups in western society are socially and spatially excluded (also 

from academic spaces) based on their race, gender, sexuality, mental illness and physical 

disability, rendering them as deviants and the places which they occupy are identified as 

impure or polluted. In the Indian context, a similar pattern is observed in urban metro 

cities, where a “new middle-class” (Fernandes 2016) has emerged due to economic 

liberalisation policies, who are following consumeristic lifestyle and setting a dominant 

cultural narrative in India. This narrative is leading to restructuring of urban spaces, 

where poor and working class people (e.g. vendors, squatters, pavement-dwellers) are 

displaced due to the politics of exclusion, purification and beautification (Fernandes 

2016). Also, there is no dearth of research showing how residential segregation in India 

and abroad, based on ethnicity, caste, class, occupation, reinforces inequalities, adversely 

affects access to basic public services and population health such as mortality, diseases 

and neonatal/infant issues (Castro and Lindbladh 2004, Davidson et al. 2008, Pearce 

2012, Ram et al. 2016, Sidhwani 2015).  

Recently geographers also started using ‘stigma’ as a concept for broader debates. 

For instance, anti-smoking policy campaigns formed ‘smoking islands’ where Maori and 

Pacific communities in New Zealand experience double stigma of being a smoker and 

living in highly smoking area (Thompson et al. 2007). Print media framed certain UK 

neighbourhood as ‘notorious places’ with dominant negative news around asylum 

seekers, refugees and crime/violence (Kearns et al. 2013).  

Stigma is embedded in macro-structures but yet it is locally unique to cultures. 

Hence, it is important to understand local culture, reasons of stigma and ways stigma is 

experienced by people if we are to combat stigma (Pescosolido et al. 2008, Scambler 

2009). People do not experience only one type stigma (e.g. HIV, mental illness) but there 

is the possibility of intersecting stigma such as health conditions, sexuality, gender, race, 

caste and class. This can affect multiple aspects of life and ultimately affects the health 

and wellbeing of individuals (Earnshaw et al. 2013). In the Indian context research has 

shown that intersectionality plays a critical role in the extent and manifestation of stigma. 

For example, HIV positive women face more stigma than HIV positive men because of 

the gendered ideologies where women are expected to uphold social norms of morality 

and HIV is viewed as a symbol of the transgression of morality (Van Hollen 2010). 
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Moreover,  being less in power, women hide their HIV status and do not seek treatment 

for fear of being thrown out of her husband’s home, though her husband was first 

infected. However, higher social location and class helps in challenging the stigma  (Dean 

et al. 2017). Additionally, in Indian context, some research argues that people do not 

necessarily experience intersecting stigma but co-occurrence, multiple or layering of 

stigmas (Parker and Aggleton 2003, Ryan et al. 2019). For instance, sex workers in India 

experience multiple stigmas such as of their occupation, rural origin, lack of formal 

education, but their occupation stigma-sex work, was dominant and experienced at all 

levels (Ryan et al. 2019). Moreover, this occupation stigma also attracts other layers of 

stigma, i.e. spreaders of HIV, traders in sex, mothers out of wedlock, and unhygienic or 

dirty women (Ganju and Saggurti 2017, Hui and Kambhampati 2019, Ryan et al. 2019). 

Addressing one type of stigma cannot make an individual or people free from all stigmas, 

but perhaps it is important to address overlapping stigmas to start with (Sanders 2017).  

Overall the broader sociological approaches to the study of stigma reveals how 

people (health conditions and social orientation) and places are stigmatised using macro 

structures such as the law, policies and medicine to sustain their dominant positions by 

maintaining inequality. This approach also highlights peoples’ experiences intersecting, 

multiple and layers of stigma (race, caste, gender, sexuality, occupation, place or health 

condition) therefore, the extent of stigma also varies. As I also suggested in the Web of 

factors (Fig. 4.1), there are different expectations on men and women in Indian society 

i.e. social, economic, legal, religious and political structure. Hence, this approach serves 

useful for this study to consider broader structures such as media, healthcare and their 

impact on intended parents’ reproductive experiences. However, these approaches 

focused more on exclusion and inequality, but fail to address local social worlds where 

both the stigmatiser and stigmatised resides.  

Meso level: understanding stigma as social, cultural and moral process 

While micro approach focuses on cognitive aspect and macro on broader structures, 

scholars such as anthropologists, moral geographers and some sociologists argue for 

emphasis on the ‘moral experiences’ of people (Yang et al. 2007).  Scholars have argued 

that stigma is embedded in the local moral world and how this affects the moral status of 

the stigmatised person. Moral status of a person is dependent on meeting the social 

obligation and social-cultural norms existing in their local moral world. Stigma threatens 
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(or actually diminishes or harms) the individual or group moral status, which in turn 

affects what matters most to them in their everyday world, for example, wealth, jobs, 

relationships, life chances and opportunities. Therefore, stigma may share some common 

features across different worlds, but its effect varies and is decided by local contexts. It 

is important then to understand the lived or subjective experiences of the stigmatised 

individuals/groups in reference to their local world.  

Both the stigmatised and the stigmatiser live in the same local social networks, 

making stigma works. Stigmatisers such as family, friends, community and care givers 

are often present in the everyday world. These stigmatisers are aware of social and 

cultural norms and therefore, also experience ‘threat’ of losing their moral standing in 

society. ‘Courtesy stigma’ (Goffman 1963) is also extended to other people who are 

associated or linked with perceived stigmatised person (Yang et al. 2013). Therefore, in 

response to the ‘threat’ of being stigmatised, stigmatisers often stigmatise and 

marginalise other individuals. This theorisation is particularly important in collective 

societies such as Asian countries because families and communities are close knit and 

serves important social capital for the people. For example, in Indian societies rape 

victims are stigmatised because in the local moral world, women’s virginity is valued 

(Mitra 2008, Patel 2014). However, the rape stigma also brings disgrace to the woman’s 

family, therefore, often women are disowned by the family or families try to hide the 

rape and no legal complaints are filed. Here, the family perceive the threat of losing moral 

standing and stigmatise their own daughter. In this process a rape victim who is 

stigmatised loses her social connection when disowned by the family or remains silent to 

protect society values (Das 1995). In both incidences the effect of stigma is worse for the 

stigmatised. Hence, this study also considers ‘courtesy stigma’ in addition to other types 

of stigma mentioned in Table 4.2 to consider how Indian intended parents experience this 

double burden of stigma in the local moral world.  

The meso approach identifies the connection between micro and macro forces to 

unpack the everyday stigma experiences of social relations and how people challenge 

and resist these stereotypes. The meso approach considers stigma as a social, cultural and 

moral process, which is helpful for this study because it shows the causes, consequences 

and responses to stigma, according to the social context in which intended parents live.  
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Conceptualising stigma for the study 

Understanding the different ways to define stigma and approaches to study. 

Drawing on (Goffman 1963) and (Link and Phelan 2001) I conceptualise stigma deviates 

individuals from ‘ordinary and natural’ people and brings devalued social identity or 

subjectivities because they are inferior in power. The stigmatised subjectivities are 

created through macro structures and institutional practices when producing cultural 

knowledge, which decides the ‘ordinary and natural’ (Parker and Aggleton 2003). This 

cultural knowledge or stigma is produced and transmitted to the local world to control or 

maintain a social order in society. In their local world when individuals experience stigma 

they use their power or agency to manage, resist and challenge stigma to protect their 

social position, wellbeing and possibly bring change. However, when being inferior in 

power their resistance does not overcome their stigma. Understanding stigma as a broader 

social phenomenon but experienced in the local world of the people, this thesis uses a 

meso and macro approach to understand stigma experiences of intended parents but also 

to reflect on individual (micro level) experiences on stigma. The details about using this 

theory are discussed in more detail in the next section and further outlined in the 

conclusion section of this chapter in form of a conceptual framework that guides the 

analysis of this thesis.  

The next section shows how stigma is used for surrogacy or other ARTs. This 

helps in identifying important gaps and points to consider when studying stigma 

experienced by couples who engage with ARTs in Indian context.  

Stigma and surrogacy  

The stigma of childlessness or infertility has been well-examined  (Riessman 

2002, Whiteford and Gonzalez 1995). However, stigma of surrogacy and other ARTs has 

not been considered to the same extent. This is primarily because much research is 

performed in a clinical setting in the Minority World where this type of healthcare is not 

stigmatised in the same form as in paternalist societies (Greil et al. 2011). Studies from 

Minority World understand stigma of childlessness as a ‘secret’ or ‘hidden’ stigma 

because women often experience self-stigma when internalising their gender roles, but 

usually pass society as ‘voluntarily childless’ (Greil 1991). Therefore, often treatment 

also remains in the private sphere and studying stigma is widely ignored. Here research 

understood stigma only as ‘social stigma’ and avoided stigma experienced at the 
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institutional and structural level. Some studies considered stigma at a broader level such 

as Thompson (2005) who demonstrated how use of ARTs are ‘normalised’ and 

‘naturalised’ by the ART clinics when placing importance to legitimate kinship. 

Similarly, Greil (2002) focuses on women’s bodies (e.g. IVF recipient) experiencing 

medicalisation and labelling as childless and infertile because of politics of power and 

control operating through medical authority and governance. Medicalisation is a “process 

by which nonmedical problems become defined and treated as medical problems, usually 

in terms of illnesses or disorder”, and come under the authority of medical institutions 

(Conrad 1992, 209). Studies with broader perspectives highlighted power relations 

women experience with the wider structure such as medical and political structures but 

based in the Minority World, where western medicine and medicalisation is dominant 

and acceptance of ARTs is understood for women or couples engaging in the treatment 

but not for their local moral world.  

Inhorn and Balen (2002) were the first one who moved outside of the Minority 

World and provided an account of complexities when using ARTs. Inhorn also read 

Middle Eastern men’s experiences of using reproductive technologies, which is usually 

ignored in studies and demonstrated, “the double layer of stigma” i.e. loosing manhood 

and using third party reproduction (Inhorn 2004, 2007). Inhorn and Birenbaum-Carmeli 

(2008, 178) stated ARTs are “socio-technical products” which are “deeply culturally 

embedded, intimately linked with power relations”, and accepted only when suitable to 

“social relation, cultural norms and knowledge system”. Therefore, this project looks for 

the experiences of Indian couples who engage with surrogacy and the power relationships 

they experience in their local and wider structures. 

In Indian context also stigma of surrogacy is not studied from the perspective of 

intended parents but informed from the surrogate mother’s perspective. Although, only 

Pande (2010a) explicitly studied Indian surrogate mothers lived experiences with 

surrogacy stigmatisation and how they manage and resist stigma. The majority of other 

studies mentioned their experiences only in passing (Gomez and Unisa 2015, Saravanan 

2018, Vora 2009). Pande demonstrated surrogacy in India is portrayed as a ‘sex-work’, 

‘dirty-work’ and ‘baby-selling’ in society and ‘womb for rent’ in the broader structures 

such as healthcare and western academia. These narratives often reduce surrogate 

mothers’ power in the surrogacy arrangement both at societal and structural level. Indian 
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surrogate mothers due to myths, labelling or stereotypes attached to surrogacy, often hide 

surrogacy from their families or communities (Majumdar 2014a, Pande 2009, Vora 

2009). For managing this stigma, they use different strategies such as shifting to different 

locations or surrogate mother hostels or framing stories about miscarriages (Karandikar 

et al. 2014). In incidences of disclosure, surrogate mothers are often not accepted by their 

family members or husband. However, surrogate mothers are not passive victims, they 

resist stigma using moral language citing their work as more than gestation, separating 

their work from sex work and convince or often go against their families (Pande 2010a). 

Stigmatisation of surrogate mothers is also common in other countries (e.g. Iran, Russia, 

Thailand) where surrogacy is framed in commercial frames and religious or moral 

discourses frames it as ‘baby selling’ (Fish 2013, Pashmi et al. 2010, Tehran et al. 2014, 

Whittaker 2014). 

Stigma of surrogacy experienced by the surrogate mother reflect some existing 

cultural norms about surrogacy in India but does not inform its implication on intended 

parents.  In Indian context there are only a few studies conducted for understanding 

experiences of women with other ARTs such as IVF but not with surrogacy (Bharadwaj 

2016a, Madge 2011, Mehta and Kapadia 2008, SAMA 2007, Unisa 1999, Widge 2002). 

Also, men’s experience with ART use are silent, despite some research indicating men 

silently suffer, experience shame and stigmatisation with childlessness and infertility 

(Mehta and Kapadia 2008, Pujari and Unisa 2017). Almost all studies documenting the 

experiences of infertility treatment or ART use, mentioned secrecy and stigma 

involvement in the procedure but none of them explored the process of stigmatisation nor 

the effects of this in detail. An exception is Bharadwaj (2016a), who provided a rich 

ethnographic account of socio-cultural understanding of infertility and reproductive 

technologies in India. He theorised childlessness is stigmatised and ARTs challenges the 

cultural meaning of producing children. As in the Hindu world view, social bodies are 

tied with the biological and material forming a triad; mother: womb, father: semen and 

child: foetus (Bharadwaj 2003). Therefore, ART are used in secrecy to avoid its stigma. 

This secrecy is often maintained with family members because in the Indian context 

individuals alone cannot manage information or pass the stigma and maintain the official 

image of the couple. This management is usually known as ‘systematic misrecognition’ 

(Das 1995), that is, when a group of people are able to manage the stigma by concealing 

it or becoming silent. However, Bharadwaj’s (2016a), research does not consider couples 
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who used surrogacy and did not explore the power relationship couples experience with 

wider structures such as health care and policies, because of different social class. As 

informed by Inhorn and Birenbaum-Carmeli (2008), reproductive journeys of the 

intended parents are deeply embedded in both broader sociological environment (e.g. 

health care, ART policies, economies and culture) and their local moral worlds (e.g. 

families, religion and institutions). Hence, intended parents’ experiences are shaped by 

the power relations experienced by them with different structures. Therefore, this thesis 

considers both broader societal and local structures along with the power relationships 

individuals or couples experience when using surrogacy to form their families.   

Understanding the significance of power both in stigma and reproductive justice 

frameworks, the next section looks in detail at power concepts and how it is defined. 

Power 

Power is itself a very contested term and various scholars define it differently. 

For some power is a singular act of agent or structure and used in negative form as power 

over to control, oppress or dominate others (Bachrach and Baratz 1962, Dahl 1957, Lukes 

2005). Whereas, for some power is relational, positive and used as power to construct 

and transform (Allen 1999, Clegg 1989, Foucault 1984, Giddens 1984, Wartenberg 

1990). Hence, there is no single concept of power and different conceptualisation of 

power can be grouped together according to the theoretical underpinning of the project. 

Power forms an important link between reproductive justice and stigma. As 

mentioned earlier reproductive justice is achieved when women have social, economic, 

political and cultural power to make informed reproductive decisions and individuals get 

stigmatised when they are inferior in power. Hence, power becomes important for the 

couples to make reproductive decisions without being stigmatised for their choices. Both 

reproductive justice and stigma theory have not clearly defined power nor focused on 

one power theory.  However, both understand power as relational because to destigmatise 

or attain reproductive equality and justice, their interest is on identifying unequal power 

relationships and bringing societal changes. This project understands power as relational 

and non-derivate from structure or agent but as a social phenomenon. Therefore, 

Foucault’s conceptualisation of power becomes important for the project. Before 

understanding how Foucault’s power is justified or useful for the study, it is important to 
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briefly mention the trajectory of power conceptualisation and how Foucault’s power 

concept differs from earlier lines of power. 

Debates on power 

Traditionally, it was understood that power was possessed by an individual, group 

or organisation which they usually used for controlling others. These debates on power 

started in seventeenth century by political theorist and in the twenty first century this way 

of thinking about power also became popular among social scientist. Around, 1950-60s 

power was debated between ‘elitists’ and ‘pluralist’, where ‘elitists’ believed power is 

held by some ‘power elite’ groups such as politicians or policy makers. Whereas, this 

idea was challenged by different pluralist, dominantly by Dahl (1957), Bachrach and 

Baratz (1962), and Lukes (1974). Robert Dahl stated power is not only in hands of some 

elites but also dispersed in political communities. He stated power can be understood as, 

“A has power over B to the extent that he can get B to do something that B would not 

otherwise do” (Dahl 1957, 202). Dahl’s understanding of power was found to be one-

dimensional and very narrow by Bachrach and Baratz (1962). Bachrach and Baratz 

(1962) stated the effects of power are not always directly observable in decision making, 

but also produced as a consequence of non-decisions (e.g. some issues are included in 

political decision leaving others). Here power is explained through institutions or 

organisation. This is a second or indirect face of power and occurs due to “mobilisation 

of bias” in the organisations (Schattsneider 1960, 71). Institutions set certain “values, 

beliefs, rituals and institutional procedures (‘rules of the games’) that operate 

systematically and consistently to the benefit of certain people and groups at the expense 

of others” (Bachrach and Baratz 1970, 43). Hence, two-dimensional view of power (overt 

and covert) was theorised. However, Lukes (1974, 24) proposed power is three 

dimensional, which is not limited to observable effects of power (overt or covert) but 

also includes ‘latent’ and ‘potential’ forms of power. Lukes (1974) stated, according to 

Bachrach and Baratz (1970) the two effects of power (overt and covert) can only become 

visible and will analysed or studied when there is conflict over interests or preferences in 

the behaviour of people. The latent conflict occurs “between the interest of those 

exercising power and the real interest of those they exclude” Lukes (1974, 28), and the 

excluded people may be aware or unaware of their real interest. Therefore, analysis of 

power needs to consider the “ways in which potential issues are kept out of the politics, 

whether through the operations of social forces and institutional practices or through 
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individuals’ decisions” (Haugaard 2002, 44). Though Luke mentioned the structural 

dimension of power, his agency-based model fails to address broader patterns of power.  

These three views on power have two common understanding. First, power is 

understood with agency-based ideas and considered as an entity, which is negative. All 

believe A (individual, group or institutions) produces a change which is not in interest of 

B. Hence, power is derived from agency and depends on the agent’s exercise and usually 

power is used to influence, control and/or manipulate others, known as negative (power 

over). Though, Luke’s understanding of power gave rise to structure-agency debate (see: 

Gaventa 1980, Whitt 1979) and established an intertwined relationship between structure 

and agency. Nonetheless, his conceptualisation lacked structural dimensions of power. 

In this regard, Gidden’s (1979, 1989) conceptualisation of structure-agency is helpful. 

He argued, structure influences an individual’s agency, but structures are also socially 

constructed and maintained when individuals exercise agency. Though this 

conceptualisation provided a link between structure and agency it did not discuss how 

power flows in society, how rationalities to govern are shaped by and shape knowledge 

produced through institutions, practices and discourses; and more importantly how 

subjectivities or identities are constructed or produced. These questions of how 

subjectivities or identities are formed or constructed through knowledge and power 

relations are central to this thesis and therefore, it requires a broader concept of power. 

The concept of power provided by the French philosopher Michel Foucault (1926-1984) 

provides this broader understanding of power required for this thesis.  

Foucault’s power 

Foucault was influential in bringing change in the understanding of power. His 

concept of power focuses on the construction or production of knowledge. This power or 

knowledge work through his concepts’ such as disciplinary power, biopolitics/biopower 

and governmentality. These concepts helps in providing a broader understanding of 

power, which are also useful for this thesis. He critiqued the traditional models of power 

and provided a much broader view about power. He denied the use of structure/agency-

based model because it produces a “repressive hypothesis” where power is understood 

as domination (Foucault 1984, 301). For Foucault, the traditional conceptualisation of 

power is repressive as it conceals the strategies and mechanisms through which certain 

practices or behaviours are accepted and rejected in society (Foucault 1984). Therefore, 

he views, “if we speak of the structures or the mechanisms of power, it is only insofar as 
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we suppose that certain persons exercise power over others” (Foucault 1982, 217). 

Foucault highlights that power must be seen in relation. In his words, ‘power exists 

everywhere’, not with an individual, group, or organisation (Foucault 1980): 

“Power must be analysed as something which circulates, or rather as 

something which only functions in the form of chain. It is never localised 

here or there, never in a anybody’s hand, never appropriated as a 

commodity or piece of wealth. Power is employed and exercised through 

a net-like organisation. And not only do individuals circulate between its 

threads; they are always in the position of simultaneously undergoing and 

exercising this power. They are not inert or consenting target; they are 

always also the element of its articulation. In other words, individuals are 

the vehicles of power, not its points of application” (Foucault 1986, 234).   

Power is dispersed and pervasive, and emerges from constant social interactions and 

relations. Foucault (1979) offered the ‘micro-physics’ of modern power and suggested 

power travels in society like a capillary and individuals as ‘vehicles of power’. Hence, to 

analyse power it is necessary to study the everyday practices of the society, which 

demonstrates how power relations are produced, sustained and reproduced. In turn this 

focus on the everyday practices allow to understand how a web of power or power 

relationships, construct, shape and maintain individuals, social structures and knowledge.  

Power and knowledge  

Foucault proposed an important relationship between power and knowledge to 

demonstrate its role in governance. He used the term ‘power-knowledge’ and argued 

power is produced through acceptable forms of knowledge; and power in turn produces 

certain knowledge i.e. ‘truth’ (Foucault 1980). He explained: 

“Truth is a thing of this world: it is produced only by virtue of multiple 

forms of constraint.  And it induces regular effects of power.  Each 

society has its regime of truth, its “general politics” of truth: that is, the 

types of discourse which it accepts and makes function as true; the 

mechanisms and instances which enable one to distinguish true and false 

statements, the means by which each is sanctioned; the techniques and 

procedures accorded value in the acquisition of truth; the status of those 

who are charged with saying what counts as true” (Foucault 1984, 73). 
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According to Foucault every society and culture has its own ‘regime of truth’, which is 

not an absolute truth but an accepted truth or common knowledge for that culture/society.  

This ‘truth’ is produced by ‘general politics’ of discourses, a kind of ‘battle of 

truth’, which is about “the rules according to which the true and false are separated and 

specific effects of power are attached to the true” (Foucault 1984, 74). Discourse is an 

institutionalised common way of writing and/or speaking about the social world, people 

and things, and creating knowledge about them. In Foucault’s words discourses 

“systematically form the objects about which they speak”, and produce a ‘regime of truth’ 

(Foucault 1973, 54). Discourses are formed and produced through historical rules, which 

decides what can be said, and more importantly what cannot be said, by excluding or 

avoiding other ways of thinking or alternative knowledges. Hence, discourses produce 

common knowledge which decides what is (ab)normal and (un)acceptable behaviour and 

practice. Foucault also mentioned, there may be many discourses but only some get 

recognised and have authority to define knowledge. This is because these discourses are 

sanctioned, disseminated and regulated by certain institutions (e.g. media, medicine, 

education, political) dominant in power for that time. Hence, discourses are wrapped in 

power, because they define what is reality, and share mutual relationships with 

institutions because discourses are produced, disseminated, and legitimized through 

institutional disciplinary practices. 

It is only a ‘regime of truth’ which produces a perceived reality about the social 

world, and accepted norms and behaviours. According to this knowledge people know 

themselves and others, and exercise power to govern (themselves or others). In sum, 'the 

exercise of power perpetually creates knowledge and, conversely, knowledge constantly 

induces effects of power' (Foucault 1980, 52). Foucault stated power is primarily 

positive, because “power produces; it produces reality; it produces domains of objects 

and rituals of truth” (Foucault 1979, 194). The power produces discourses, knowledge, 

bodies and subjectivities. Hence, when we understand power as positive, we come to 

know how different knowledge, practices and subjectivities are formed and govern 

people. In this way it is easy to trace or unpack the effects of power.   

Foucault suggested two concepts, biopower and governmentality, which produce 

a ‘regime of truth’, exercise on broader populations and contribute towards (self) 

governance. He proposed these two concepts in the Nineteenth and Twentieth centuries, 
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when care and management of individuals and population life became an agenda for the 

government (Nilsson and Wallenstein 2013). Even in contemporary times both these 

concepts are widely used in academia, some scholars who draw on Foucault’s work to 

show how subjectivities of women bodies, sexualities and reproduction are formed and 

governed through biopower and governmentality (Hodges 2004, Rose 2007).  

For Foucault, biopower is a new form of power which has “taken control of both 

the body and life’’ (Foucault 2003a, 252) and governmentality is the ‘governmental 

rationality’ or logic through which population is governed (Foucault 2007). Biopower is 

exercised at two levels, individual and population level; and thus has two poles. First, 

“technologies of discipline” (Foucault 2003b, 253) where institutions (e.g. hospitals, 

prisons, military and school) uses disciplinary techniques or practices for management; 

and produce disciplined individuals, body and ‘soul’. The second, “technologies of 

regulation” (Foucault 2003b, 253) i.e. the biopolitics, which act at population level and 

are used to manage various life/biological processes such as birth, death, health, disease, 

and sexuality to increase wealth, longevity and health (Foucault 2007). These life 

management processes produce standards of normality through different institutional 

knowledge such as criminology, psychology, and medicine. Individuals or populations 

failing to meet these standards are assessed, categorised and pathologised to achieve 

‘normalisation’ (Foucault 1998). Hence, biopower through institutional disciplinary 

techniques and practices, and normalcy standards produce knowledge about rules, 

standards, norms, that decide (ab)normality. These, standards, rules and norms are 

internalized by people and they regulate their own behaviour accordingly.  

Similarly, governmentality also contributes towards the ‘regime of truth’ in 

society. Governmentality was mentioned by Foucault after biopower/biopolitics, 

however, both concepts are broadly similar and interdependent. Governmentality 

indicates the political rationality which serves the exercise of  biopower (Lemke 2001). 

Scholars extended or developed governmentality and merged biopower/biopolitics 

together  (e.g.  Burchell et al. 1991, Mennicken and Miller 2012, Rose 1998). Compared 

to biopower/biopolitics, governmentality is wider and touches political and economic 

rationalities of government. Primarily, governmentally can be understood in two way: 

first, government producing ideal citizens to suits their policies; second, government 

rationalities, mentalities and logic directly or indirectly produce a ‘regime of truth’ 
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through which subjects (people/individuals) are governed (Li 2007, Nilsson and 

Wallenstein 2013). For example, Foucault and others have demonstrated the use of 

neoliberal governmentality by the government to govern individuals (Foucault 2007). In 

neoliberal governmentality individuals are left free to choose and consume but citizens 

are expected to be informed, consume market products and self-regulate. Rose (2007), 

argued in the modern era, especially in advanced liberal nations, technological 

advancement for life management and neoliberal changes shifted the ‘normalisation’ 

used in Biopolitics; to technologies of ‘responsibilization’  (Rose 2007, 4) and 

‘autonomization’ (Rose 2007, 4) proposed in governmentality. This is because earlier 

healthcare was solely the responsibility of the government. However, with 

decentralisation in the neoliberal era, healthcare is indirectly controlled by the 

government (through governmentality). Hence, individuals take responsibility of their 

self-care, constantly evaluate themselves or others against the standards set by the 

government (supporting political objectives); and seek their ‘normalisation’ by taking 

responsibility of their self-care, as “Biological Citizens” (Rose 2007, 131). As in Indian 

context, infertility healthcare is dominantly managed through private sector in neoliberal 

setting (see Chapter 3), hence applicability of these ‘responsibilization’ and 

‘autonomization’ can be useful for in India context. Hence, for considering macro 

policies (such as healthcare, and economy) and power relationships intended parents 

experience, this project will also use biopower and governmentality in combination.  

As shown above, disciplinary practices, techniques and discourses are 

mechanisms through which power circulates in the society, producing local practices, 

subjectivities and identities.  For Foucault, power needs to be analysed in an ascending 

way i.e. from micro level to macro level because it informs the power relationships and 

effects of power (Foucault 1980). Hence, this thesis uses these concepts to explore the 

power relationships intended parents experience and the identities and subjectivities they 

create and perform along the surrogacy journey. Both these mechanisms are described 

below to show their role in forming power relationships and subjectivities.   

Foucault suggested institutional disciplinary practices (used in biopower) act as 

mechanisms of power and produce disciplinary power for governance (Foucault 1998). 

Foucault stated in the modern era, sovereign power is not exercised directly but rather 

indirectly and invisibly (Foucault 1982). He suggested in institutions such as hospitals, 
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prisons, military, workplace and school, there are specific rules and standards; and 

accordingly, individuals subjected to disciplinary activities i.e. constant surveillance, 

examination, and assessment. Foucault used the Panopticon building design to 

demonstrate how individuals are normalized without forced disciplinary practice by the 

institution (Foucault 1991). In Panopticon building there was a central tower for 

observing or gazing on the prisoners, the guard can see the prisoners however they 

cannot. Hence, the building provided easy way of monitoring and prisoners become an 

object of knowledge for the system. Prisoners also become conscious of their monitoring 

and internalise the judgements and start to regulate their own behaviour and normalise 

themselves. Similarly, different disciplinarily practices and techniques are employed in 

schools, hospitals, and workplaces, to produce productive, skilful and capable bodies. 

However, these disciplinary practices not only target bodies but also “produced subjected 

and practiced bodies, and turn them as “docile’’ bodies” (Foucault 1979, 138). These 

“docile” bodies internalise the surveillance, rules and regulation, and assessment on 

which they are measured as (ab)normal. After internalisation they discipline and govern 

themselves accordingly. In this way a “docile” body became a unit of disciplinary power, 

used for social discipline and control without violence or forced power. 

According to Foucault, subjects and subjectivities of individuals are created when 

power is subjected on them such as discourses, disciplinary practices, biopower and 

governmentality (Foucault 1982). Exercising of these powers produces different subjects 

and subjectivities that carries the effects of power in the society. This process is known 

as subjectification, where an individual is objectified and turned into a subject. Foucault 

describes the process: 

“This form of power applies itself to immediate everyday life which 

categorizes the individual, marks him by his own individuality, attaches 

him to his own identity, imposes a law of truth on him which he must 

recognize and which others have to recognize in him. It is a form of 

power which makes individuals subjects. There are two meanings of the 

word “subject”: subject to someone else by control and dependence; 

and tied to his own identity by a conscience or self-knowledge. Both 

meanings suggest a form of power which subjugates and makes subject 

to” (Foucault 1982, 781). 
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Individuals become objects of knowledge when studied through the exercise of 

disciplinary and discourse power (Foucault 1972). This knowledge categorises people 

and behaviour, and produces acceptable and unacceptable behavior, characteristics, and 

identities for those living in society. When these categories or identities are internalised 

by individuals (objects of knowledge), they become subject of themselves and start 

regulating their own behaviour and that of other people. This concept of subjectivities is 

important to understand in the construction of intended parent’s stigmatised subjectivities 

and identities in the media through knowledge or discourses, and in the societal structures 

through their own experiences. However, Foucault’s work on power did not consider the 

aspect of gender. Hence, now I briefly discuss how some scholars used Foucault’s power 

concepts fora feminist perspective in their studies.   

Feminist perspective on Foucault’s power  

Foucault’s conceptualisation of power became inspirational for some scholars, 

who uses his work to analyse power and gender in society. Some scholars have critiqued 

Foucault’s work on power and modified his concepts based on two main critiques (Martin 

1982, Phelan 1990). These critiques are: first, not considering gender when analysing 

power; and second, identifying power as productive, which avoids seeing the oppressions 

and exploitation women experience in different societies. According to these scholars, 

Foucault’s analysis did not consider the gender, hence oppressive power which adversely 

affect women in the society was no mention and he considered power as productive. 

Foucault’s power concept is found “normatively confused” because it did not say why 

oppression or domination need to be resisted (Fraser 1989, 31). However, some feminists 

have modified his work by addressing the criticism, and used Foucauldian power 

concepts (e.g. Butler 1988). Scholars used his concept of ‘micro physics of power’, which 

is present in local levels. Some scholars using his ideas of power demonstrated that there 

are gendered disciplinary practices, especially at the local level in social institutions such 

as family, marriage and motherhood. These disciplinary practices such as dieting, 

mobility restriction and proper dressing are exercised more on women’s bodies compared 

to men, which turn women bodies more ‘docile’ than men (Bartky 1988). These practices 

engaged women in self-surveillance, and they become obedient to patriarchy culture 

(Sawicki 1991). They control their diet, body and figure, and check their dress 

consciously or unconsciously. Fuchs et al. (1993) emphasised it is not only self-

surveillance, but the disciplinary practices that have formed normative feminine practices 
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in cultures, which force women to act, behave, or follow some norms. These forces are 

not always invisible but visible as physical force, violence or emotional blackmail. Butler 

(1993) who works on identity politics informs gender norms that produces gender 

identities. She showed the subjection of power and its impacts on the materiality of the 

body, that decides which body matters or does not. Scholars are increasingly using 

Foucault’s work on power to reflect how women bodies are regulated, their reproductive 

behaviour and rights are influenced and justified as welfare for the population or country 

(Hawkesworth 2006, Miller 2007). 

Scholars working on women empowerment believe in bringing change and 

liberation. However, some scholars argued Foucault left no scope for resistance to 

disciplinary powers by the individuals (Hartsock 1990, Sawicki 1991). According to his 

concept’s individuals are assumed as docile bodies, victims and objects of power, and 

have no agency to resist their subjectivities. Yet, Foucault never denied the resistance. 

He mentioned changing discourses and knowledge, which produces change in 

disciplinary practices and powers (Foucault 1984). He stated this is embedded in local 

struggles, which people face in their everyday life to create possibilities of action against 

the constraints attached to their subjectivities and identities (Foucault 1980). This local 

struggle or resistance is useful for this study to examine how intended parents resist their 

different identities or subjectivities during their surrogacy journey to bring change. 

This thesis uses Foucauldian power and modifications suggested to consider 

gender and identities. This thesis understands stigma is constructed through the power of 

disciplinary discourses or knowledge that creates intended parents’ identities and 

subjectivities. Additionally, this thesis uses knowledge, power and discourse concepts to 

understand intended parents’ representation in media spaces. These disciplinary 

practices, discourses, biopower and governmentality are also used to understand intended 

parents power relationships, subjectivities and identities, which influence or govern 

intended parents’ experiences in their surrogacy journey.  

After providing all the conceptual tools required for the study, the next section 

concludes the chapter by providing a conceptual framework for the analysis of this study.  
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Conclusion: visualising a river of reproductive justice as a guiding 

framework for the study 

As mentioned at the start of the chapter, the primary question of this thesis is to 

understand intended parents’ experiences. As such it is also important to understand the 

role of stigma affecting intended parents’ surrogacy journey. On a broader level this 

thesis intends to see how intended parents’ reproductive experiences affect the ‘relational 

reproductive justice’ process. The current study uses reproductive justice, stigma and 

power theories to analyse these questions. This thesis understands that the subjectivities 

and identities of the individual govern or control their reproductive experiences (Foucault 

1982, Rose 2007). When subjectivities and identities become stigmatised, labelled 

stereotyped they adversely affect their power relations, reproductive experiences, health 

and wellbeing of the individuals (Parker and Aggleton 2003, Scambler 2009). As the 

thesis looks at the broader sociological process of stigma and experiences of surrogacy, 

this thesis focuses on two analyses. First, how discourses construct intended parents in 

the media spaces, and second, how intended parents experience their surrogacy journey 

and how stigma affected these experiences.  

 

Figure 4.2: Discourses and disciplinary practices producing stigmatised identities. 



Chapter 4: Theoretical framework 

 

124 
 

Being inspired by Foucauldian power discussions, this thesis primarily 

understands that stigma occurs due to broader discourses and disciplinary practices in 

societal structures such as law, religion, media, policies, health care and is experienced 

at local levels of the intended parents (shown in Fig. 4. 2). The stigma of childlessness 

and surrogacy is produced through the socio-cultural, religious, legal discourses 

prevalent in the different structures and institutions such as media, healthcare, family, 

society, covering both local and macro worlds. Additionally, the same societal structures 

encourage or discourage intended parents to engage with surrogacy, which can be 

observed in the form of personal, political, economic or socio-cultural reasons.   

The subjectivities and identities of intended parents (as a couple and also as an 

individual mother and a father) are constructed through knowledge, discourses and power 

(Foucault 1982, 1984). These discourses as power produce disciplinary practices and 

norms, which assign some identities and subjectivities to intended parents (Butler 1988, 

Foucault 1979, Sawicki 1991). Internalising these subjectivities and identities, intended 

parents understand themselves and perform actions and also set limits for their action 

(Foucault 1982). People also use these discourses to understand themselves and others 

as (ab)normal. In incidences, people found abnormal or not fitting the standards produced 

through discourses and disciplinary practices. They are deviating from the norms and 

controlled by stigmatisation to keep them in the social norms (Phelan et al. 2008). They 

correct their deviation by themselves and/or by others. When intended parents resist or 

struggle at local level, the change in discourses also starts (Heller 1996). However, as 

intended parents also hold multiple and intersecting identities and subjectivities such as 

of caste, class, community, educational, occupational, sexuality, gender, and marital 

status, some are able to resist and challenge the discourses more than the others. To 

conceptualise these processes visually, I suggest to employ a metaphor of ‘river of 

reproductive justice’ (Fig. 4.3). This metaphor outlines how Indian intended parents 

(couples, singles or LGBTQ) may experience stigma for their childlessness and 

surrogacy. As a consequence, remaining them at the margins of the society due to the 

stigmatisation they may be exposed to.  
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Figure 4.3: The river of reproductive justice, visually represents the surrogacy journey in 

the form of river. 
 

Using the river of reproductive justice presented in Figure 4.3, I propose Indian 

married couples who have children naturally meet the assigned gender role of parenthood 

and flow in this river smoothly, without stigmatisation and struggle. However, married 

intended parents without children remain at the margins of the river because they divert 

from ‘ordinary and natural’ (Goffman 1963) married couples with children. Single or 

LGBTQ intended parents do not experience stigma of childlessness but other forms of 

stigma such as of their marital status or sexuality. As per Indian culture motherhood, 

parenthood, and fatherhood is legitimate and compulsory under the institution of 

marriage for heterosexual couples. These discourses produce identities and subjectivities 

for heterosexual intended parents as parents, mothers, womanhood, fathers and manhood 

which can be fulfilled when a child is conceived (as reflected in the Indian context 

Chapter 3). This importance of parenthood takes the form of cultural power which is 

visible (directly or indirectly) in different societal structures such as families, 

communities, media, healthcare and policies. These different societal structures are 

symbolised as bushes, trees and rocks at the margins of the river presented in Figure 4.3. 

Given this cultural power (Link and Phelan 2001), intended parents experience lesser 
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power when they are childless, devalued in the society and experience stigma of 

childlessness (e.g. enacted or felt stigma). However, extent of stigma and its 

consequences varies with other multiple or intersecting identities and subjectivities.  

Experiencing stigma intended parents remain at the margins of the river, and 

where they keep negotiating, struggling and fighting with bushes, trees and rocks. In 

intended parent’s journey, health care and economic policies became important 

structures, when they decided to seek ‘normalisation’ namely parenthood with the help 

of medical care and engaged with neoliberal private health care market. From here 

onwards intended parents also come into the realm of Biopower (Foucault 1998, Rose 

2007) and the neoliberal economic market. Hence the bushes, trees and rocks become 

denser and bigger (see Fig. 4.3). Indian government healthcare does not prioritise fertility 

treatment, however the wide availability of private fertility clinics in India’s neoliberal 

market indirectly speaks to the ‘governmentality’ (Foucault 2007, Rose 2001b), where 

fertilities of only those people who can pay huge amounts are important. Hence, people 

seek ‘normalisation’ by taking responsibilities of their self (Rose, 1996). In these private 

health care spaces, they are assessed, categorised and pathologised to meet ‘normalcy’ 

standards, i.e. parenthood (Foucault 1998). However, after failing different medical 

procedures to conceive and due to lack in bodily power (defined by Biopower) they are 

left with the option of surrogacy and divert from the mainstream19 (as shown in Fig. 4.3). 

For some intended parents’ motivation to engage with surrogacy can be due to other 

personal reasons such as known disease or risk to pregnancy or avoiding pregnancy. 

However, irrespective of reason, they both divert from the mainstream and explore the 

path of surrogacy. Intended parents whose surrogacy attempts fail join the river (society) 

but remain at the margin due to the stigma of childlessness.  

Intended parent’s when engaged with surrogacy divert from the river mainstream 

(Fig 4.3). Often in this diverted stream intended parents are alone (singles and LGBTQ 

are more alone), with support of fewer family, friends or extended family members, 

because Indian couples/individuals seek ART treatment in secrecy due to stigma as 

shown by Bharadwaj (2016a). Additionally, because surrogacy is linked with adultery or 

the sale of children (as reflected in Indian surrogate mothers’ experiences) indicating the 

 
19 I do not consider cases accepted voluntary childlessness or used adoption to have children because 
this study intends to interview people (singles and couples) who engaged with surrogacy. 
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stigma of surrogacy, intended parents are expected to be alone in this diverted 

mainstream. During surrogacy treatment the role of healthcare, economic policies and 

surrogacy policies or law is important for intended parents, as they often interact with 

these societal structures. Hence, to show the loneliness and frequent interaction with 

structures this stream is visualised as narrow and surrounded from both sides with bushes, 

trees and rocks. Involvement of these structures is explored in the results Chapters 6, 7 

and 8. After surrogacy and having a child most intended parents (couples) want to merge 

with mainstream (as shown in Fig. 4.3) to maintain their social identities, as they are 

expected to experience the stigma of surrogacy. A few intended parents might want to 

resist and openly confront the stigma of surrogacy and start a new stream (often include 

singles or LGBTQ who cannot pass the stigma), shown in the Fig. 4.3. Intended parents 

in this new stream possibly turn into agents in future, who bring change in the norms and 

reduce the stigma of surrogacy (Foucault 1984, Heller 1996). However, most intended 

parents experience the stigma of surrogacy, and in an attempt to join the river remain at 

the margins of the river, The stigmatisation varies based on their multiple identities and 

subjectivities such as social class, caste, gender, sexuality, family type and 

neighbourhood (Butler 1988, Collins 1991, Johnston and Longhurst 2010). Often there 

are multiple layers of stigma such as single and  LGBTQ intended parents can experience 

stigma for their marital status, sexuality but also for their single parenthood through 

surrogacy.  

Stigma of surrogacy is discreditable (Goffman 1963), that is not visible at first, 

therefore can be managed through passing, revealing or resistance strategies and shown 

in Figure 4.4 as a process of managing stigma. Most intended parents (couples) are likely 

to use passing in the community together with their families through keeping surrogacy 

a secret to maintain the official image of the couple. This management strategy is named 

as ‘systematic misrecognition’ by Das (1995) and identified important by Bharadwaj 

(2016) for Indian ART users. Some intended parents use selective revealing (Clair et al. 

2005, Joachim and Acorn 2000) in extended families or communities, work spaces as 

Indian culture is close knit and hard to completely pass. Passing avoids stigma at societal 

level (interpersonal level) i.e. enacted stigma or courtesy stigma (Goffman 1963). 

However, intended parents experience felt-stigma or conscious stigma (Scambler 1989, 

Steward et al. 2008) due to their subjective awareness about stigma through experiences 

of enacted stigma and secondary knowledge of stigma such as through media structure. 
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This also motivates intended parents to manage stigma using different strategies (Fig. 

4.4). Together different types of stigma experienced contribute to the ‘psychological 

distress’ (Pescosolido et al. 2008, Steward et al. 2008) of intended parents, where 

intended parents remain afraid to disclose surrogacy to society. However, psychological 

distress varies based on the magnitude of stigma and their ability to challenge. It is also 

important to note here that experiences of stigma and the extent of stigma experienced 

also affects decisions, seeking help from different institutions and the health and 

wellbeing of people (Kumar 2018a, Scambler 2009). Therefore, intended parents’ 

journey and their interaction with different structures can be complex.   

To conclude, I restate that in this chapter I developed a conceptual framework for 

this study using a reproductive justice framework, the concept of stigma and Foucauldian 

power theory. This thesis aims to explore Indian intended parents’ experiences in the 

wider socio-cultural structures, especially stigma and to enrich the debates reproductive 

justice in context of surrogacy  using ethics of care. To achieve these aims, this chapter 

showed the relevance of studying stigma as a broader sociological process, which 

unpacks intended parent’s experiences and their struggle in their surrogacy journey. 

Additionally, this chapter argued for the need to extend the current framing of 

reproductive justice in the context of surrogacy by including an ethics of care and 

proposed relational reproductive justice. First in this chapter I introduced the 

reproductive justice framework, showing that it is a flexible framework that allows us to 

consider both the micro and the macro level for this thesis. Later in this section I proposed 

relational reproductive justice and which constitutes of an ethics of care concept because 

surrogacy works as a relationship and riad, where at least surrogate mothers, intended 

parents and children born through surrogacy are dependent and need care from each 

other. Here, I also emphasised the need to test the concepts of ethics of care empirically, 

to understand constraining and enabling factors to achieve a relational reproductive 

justice process to make surrogacy a positive experience for everyone involved. The 

second section focused on stigma concepts and outlined micro, macro and meso 

approaches to study stigma, proposing the use of a meso approach that links both the 

micro and macro level. This second section argued to study stigma as a broader socio-

cultural phenomenon, which results as a consequence of power relations experienced by 

people in the micro and macro levels. The third section outlined the relevance of using 

Foucauldian power theory when studying stigma as a social phenomenon. This section 
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showed that Foucauldian ideas of power such as discourses, disciplinary practices, 

biopower and governmentality informs intended parents’ experiences, representation, 

identities and subjectivities, which in turn reflects their struggle and stigma experiences. 

In the next chapter I turn my attention to the research methods used in this study. 

I introduce how I incorporated Foucauldian ideas of power to study stigma focussing on 

both micro and macro levels in this thesis. In the next section I also talk about my 

reflexivity and positionality for this study, when employing this methodology.  I further, 

introduce two research methods, namely media analysis and thematic analysis for 

interviews to have a fuller understanding of intended parent’s experiences, targeting both 

macro and micro level structures.  
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CHAPTER 5  

Research strategy and methods 

To explore experiences of the intended parents 

 

Introduction 

This chapter discusses the methodological approach and methods used for this 

research project, as well as the rationale for their use. This chapter shows how the 

methodological approach and methods this study employed are suitable for the 

theoretical framework provided in the last chapter, to answer the research question(s) 

framed for the current study. As discussed in Chapter 2, Indian intended parents’ voices 

are only a whisper in surrogacy debates, despite India’s role as a surrogacy hub. Indian 

intended parents are an ideal case to re-imagine the surrogacy triad from a reproductive 

justice framework. In the socio-cultural setting of India, surrogacy serves the cultural 

imperative for parenthood whilst simultaneously breaking social orders and norms. 

The primary research aim of the project is to study the experiences of intended 

parents, in particular the stigma and power relations they experience in their surrogacy 

journey. As I mentioned in the introduction chapter, this thesis specifically asks questions 

such as: what frames of surrogacy, in relation to intended parents, are used in societal 

discourses, how stigma may play a role in intended parents’ surrogacy journeys and 

experiences with social and health systems and whether stigma constrains the vision of 

relational reproductive justice in Indian surrogacy. Therefore, to answer these research 

questions, both micro and macro approaches are required for a fuller and broader 

understanding of intended parents’ experiences. Having this broader understanding of 
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the experiences of intended parents in Indian society will contribute empirically to the 

theoretical debates around an ‘ethics of care’ and reproductive justice in surrogacy.  

To address these research questions, this thesis has feminist social constructivism 

as its philosophical underpinning. This is because the project is concerned with people 

giving knowledge, meaning and building perception about themselves or others (intended 

parents) and thus, building power relations based on socio-culturally constructed 

knowledge. Accordingly, qualitative research design and methods were used for the 

study. Methods used Foucauldian power analysis to understand intended parents’ own 

description of their representation, experiences, subjectivities and stigmatised identities, 

as well as their lived context as represented by newspaper articles. A researcher in a 

qualitative study is an important element of the research, because his/her background and 

experiences influence research at every stage (Sarantakos 2005). Hence, at every stage, 

including using theory, data collection, analyses, interpretation and reporting, I 

considered my positionality and reflexivity.  

This chapter has two primary sections. The first section focuses on the 

methodology, which outlines the methodological approach used for the thesis and 

explains its philosophical underpinning, research design, and the researcher’s 

positionality and reflexivity. This section also identifies how multiple research methods 

can be employed to inform each other and provide a multifaceted picture of intended 

parents’ surrogacy journey. The second section introduces the two research methods of 

discourse analysis and thematic analysis and describes how they are used to analyse 

newspaper articles and in depth semi structured interviews of intended parents, 

respectively.  

Methodological approach  

A methodology is described as, “a research strategy that translates ontological 

and epistemological principles into guidelines that show how research is to be conducted” 

(Sarantakos 2005, 30). Creswell identified ontologies and epistemologies as “a basic set 

of belief that guide action” or a philosophical worldview that a researcher adopts when 

conducting research (2014, 6). Graham also states, “philosophy is to research as grammar 

is to language” (1997:8). Philosophy contributes in contextualising and justifying 

answers to our research questions. It is therefore essential to identify a philosophical 

worldview that the researcher employs to identify the appropriate research approach for 
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a study. The current study takes a qualitative research approach and draws on a feminist 

social constructivism worldview. This is because intended parents lived experiences, felt 

realities and their representation is socio-culturally constructed, changing, or varies and 

depends on context in which they live.   

Social constructionism and feminism  

The thesis requires a flexible and interpretive methodology to know how 

surrogacy and intended parents are portrayed in India. This thesis takes a social 

constructionist approach, as it intends to explore how realities about intended parents are 

constructed, as well as how intended parents give meaning to themselves and their 

surrogacy journey. As a social-constructionist approach gives importance to cultural and 

historical situatedness of the researched, it also helps this thesis consider the role of 

social-cultural context in shaping the reality of surrogacy in India. A constructionist or 

social constructivism approach argues reality is socially constructed, where people 

ascribe, build or construct meaning about the world. However, these meanings are 

constructed by people, “based on their culturally defined and historically situated 

interpretation and personal experiences” (Sarantakos 2005, 37). Moreover, meanings of 

things, objects, experiences and people are actively and collectively shaped or 

constructed through socialisation (social practices) and communication in a society and 

culture. Hence, meanings or identities, culture or collectivism and language or social 

practices are interconnected. Overall, social constructionism involves, “studying things 

in their natural setting, attempts to make sense of, or interpret, phenomena in terms of 

the meanings people bring to them” (Denzin & Lincoln, 2013:7). According to Foucault, 

these meanings are created through power of discourses and disciplinary practices 

(re)produced through different (non)formal institutions (Foucault 1984). 

This thesis is primarily concerned with reproductive experiences; hence, feminist 

perspectives and methodologies are particularly appropriate.  Feminist geographers adopt 

three prime ways to analyse gender and power relations: difference, social relations, and 

social constructs, which also frequently overlap (Aitken and Valentine 2015). Gender as 

a difference identifies spaces differentiated based on gender, social relations analyses 

links between men and women in different social structures and social constructs explore 

the gendered meanings assigned to people, phenomena, nations or states. Gender as a 

social construction understands how discursively binary gendered categories 
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(differences) such as male/female and masculine/feminine are constructed, employed in 

specific times and places to create spaces of exclusion and inclusion. For example, having 

an identity of women and men results in different social significance and social value in 

a particular socio-cultural context. These binary categories are determined and 

maintained, using “gender-specific language about people’s belief, action, and qualities” 

in particular socio-cultural contexts (Aitken and Valentine 2015, 57). A feminist 

variation of social construction is vital to consider the construction of gender and its 

influence on experiences. This is useful for exploring both intended mother and father's 

reproductive experiences. Identifying a worldview also helps to choose an appropriate 

research design and methods to conduct the research. 

Qualitative Foucauldian analysis 

Qualitative methods are well suited to the feminist social constructivist paradigm 

used in this research. A qualitative methodology has ‘relativist orientation, a 

constructivist ontology and an interpretive epistemology’ (2005, 37). Qualitative 

approaches have roots in naturalistic philosophy and believes there are multiple realities, 

which can be indirectly known through people’s interpretations of the world. Hence, 

there are multiple realities and multiple interpretations, all of which are valid (Newman 

and Ridenour 1998). Given this understanding, a qualitative approach allows us to 

extensively study the complex lived experiences of intended parents in their world.  

This thesis uses a Foucauldian analysis to explore Indian intended parents’ power 

relations, experiences, subjectivities and representation. This thesis uses two qualitative 

research methods to target micro and macro spaces to gain a holistic understanding about 

intended parent’s surrogacy journey. To address the first research question of this thesis, 

discourse analysis was used to analyse newspaper articles. Employing discourse analysis 

for newspaper articles helps to understand the language that is used to represent intended 

parents in the macro space. This analysis provides the background or context information 

in which intended parents experience and make reproductive decisions. For the second 

and third research questions thematic analysis was used to analyse in depth semi-

structured interviews of the intended parents. In depth interviews provided an opportunity 

to explore sensitive and personal reproductive experiences of the intended parents at the 

micro level. Using thematic analysis helped to analyse the subjectivities and power 

relations intended parents’ experience in society with different structures. Both research 
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methods inform each other and provide a holistic understanding of meanings and power 

relations intended parents are exposed to and how these powers shape their experience 

in their local world. Both discourse analysis and thematic analysis are suitable for a social 

constructionist approach because language (spoken and text) is analysed to identify 

realities, meanings, events and experiences. As language plays a critical role in a social 

constructionist approach, newspaper text and communication through in-depth semi-

structured interviews is suitable. An integral part of both these methods is the researcher’s 

own positionality, which needs to be reflexively and continuously considered throughout 

the research process.  

Reflexivity and positionality 

Reflexivity and Positionality are the two crucial concepts when theorising 

qualitative research methodology, especially a feminist methodology (Rose 1997). 

Feminists identified these concepts as essential to consider because it allows us to, 

“question about politics and ethics of research” (Aitken and Valentine 2015, 364). 

Reflexivity means the “self-conscious, analytical scrutiny of oneself as a researcher” and 

power imbalances between researcher and researched (Aitken and Valentine 2015, 364). 

In a research project, especially with fieldwork, it is necessary to be aware and consider 

the power relations shared between the researcher and researched at every stage of the 

research process. It helps for the researcher to be aware of the consequences of research 

and interactions on a research participant’s life. Reflexivity makes a researcher aware of 

their power relations, possible exploitative research practices but it does not entirely 

remove them (Rose 1997). However, to be aware and ensure the ethics of this research 

to the highest standard, this research project received approval from the Human Ethics 

Committee of the University of Otago (ref. no. 17/179 attached in annexure). Prior to 

interviews, informed consent was taken from intended parents both in Hindi or English. 

Additionally, participants names were changed to maintain their anonymity. Other 

ethical practices adopted during the different stages of research process are mentioned in 

various sections of the thesis such as the data collection process of the methods section. 

One of the other prime ways to achieve reflexivity is to know your (researcher) 

positionality in the study. Positionality explained as:  

“How we are positioned (by ourselves, by others, by particular 

discourse) in relation to multiple, intersectional, relational social 

processes of differences (gender, class, ‘race’/ ethnicity, age, sexuality 
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and so on), which also means we are differently positioned in 

hierarchies of power and privilege” (Aitken and Valentine 2015, 364). 

Hence, positionality identifies people's position, power relations and experiences in 

society. It is through our positionality that people (researched and researcher) have a 

different world view or knowledge. A qualitative researcher has a specific background, 

pre-existing experiences, perceptions, and expectations that influence the research and 

the knowledge the research produces. Feminist geographers have stated that the 

researcher’s positionality also inhibits or enables the research process. This is because 

positionality decides how others, especially participants, perceive the researcher (Aitken 

and Valentine 2015). In qualitative research, especially with a social constructionist 

approach, it is hard to avoid biases and expectations in research. However, explicitly 

declaring positionality helps to acknowledge these factors that influence how knowledge 

is produced.  

Positioning myself in the research process, my position is a woman from the 

foothills of the Himalayas in Northern India, unmarried, entering my 30s at the time of 

fieldwork, belong to a lower-middle-class family. I am a Hindi and English (education 

in English medium) language speaker, have worked as a feminist researcher in an Indian 

Agriculture Institute in Hyderabad, and presently as an international student researcher 

in New Zealand.  I identify myself as both an insider and outsider for the research field, 

which brings both advantages and disadvantages. I identify myself as an insider because 

living in the Indian context for more than 28 years I have observed and/or experienced 

the importance, expectation or pressures to get married and produce children. Being an 

insider, I have familiarity with the socio-cultural norms and have the ability to speak two 

languages, Hindi and English. This proved advantageous during different stages of the 

thesis. During fieldwork, it helped in moving around different states and contacting 

different clinics for recruiting the participants. I have also travelled to different states of 

India for fieldwork during my employment at the Ministry of Agriculture in India. Hence, 

this previous experience also helped during the research. During the interviews, it 

assisted in building the relationships/rapport with the participants and understanding the 

meaning in between lines, Hindi phrases or proverbs. An understanding of socio-cultural 

norms is especially useful when covering a sensitive research topic because these are 

culturally defined (Hydén 2008). At the analysis level, understanding of two languages 

and socio-cultural contexts was again useful to interpret the newspaper text and 
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interviews of intended parents. The advantage of being an insider was useful for the 

research process, data collection and data analysis, which may not have been available 

for researchers who do not have familiarity with the Indian context. 

I also locate myself as an outsider for this field because, before starting the 

research project I had only a vague idea about the topic of surrogacy. Like many other 

Indians, my understanding of surrogacy was also through media reports or films, through 

which surrogacy seemed complex. I noticed that surrogacy was becoming a more 

prominent topic in Indian media, which was why I decided to research Indian surrogacy. 

Being an international student yet Indian, research participants talked freely about their 

surrogacy experiences, which they have kept hidden from the public and often from their 

family members. Identifying me as an international resident, gave research participants 

confidence that their information would remain secret and that I cannot disclose it to 

anyone. I have past research experience with the sensitive and personal topics, for 

example women’s experiences with preterm birth in the Indian context, during my 

master’s thesis. This experience facilitated in building rapport, remaining patient and 

listening carefully to the research participants during interviews. However, this research 

was conducted with rural and lower middle-class urban population. By contrast, the 

population which I covered in this study were from upper economic classes and new to 

me for research purposes. I was born in a rural area and lived there for 18 years until 

schooling, however during my stays in different cities of India, I have gained familiarity 

with higher economic class families.  

Belonging to a particular class of family and gender also played an essential role 

during the research. Being from a lower-middle-class family in India, one usually has 

lesser connections and networks with different institutions (e.g. hospitals). Coming from 

this position, it took me time to navigate the recruitment process through hospitals. 

However, I did not find my position impacted my interaction with interviewees or their 

perceptions of me. In the Indian context, women are usually expected to travel 

accompanied by some male (e.g. brother or husband). However, I travelled to different 

locations alone and was connected with my friends and family over the phone. For me, 

it is usual to travel alone as I have always travelled alone. Being a woman and travelling 

alone in India requires extra security precautions, for example, credible hotels to stay and 

travel time. These measures impacted the research in terms of limited budget and travel 
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time in each location.  However, I did not find participants in the study were very 

surprised by me being a woman visiting them in different states alone. However, they 

definitely showed their respect towards me covering this topic, pursuing my PhD in New 

Zealand and visiting different places as a woman. Additionally, none of the participants 

asked about my religion, caste or marriage status. Probably for some my family name 

was enough to know my religion or caste, though my family name is also common with 

other religions and castes in India. For some it was probably easy to identify my non 

marital status because in India, married women have special jewellery (mangalsutra), 

cosmetics (sindoor), or dress (saari) to wear that indicate marital status. However, I felt 

not asking about caste, religion or marital status was overtaken by the fact that I am 

natively from a rural area and doing my PhD in New Zealand. Being a woman also helped 

in communicating with the women participants. I found in solo interviews, participants 

were more open about their deeper personal life. In joint interviews, both parents spoke 

openly, interviews were engaging, and couples also came to learn about each other’s 

experiences with the surrogacy process, which they had not shared earlier. However, in 

joint interviews there was not as much depth about individual personal lives compared 

to single interviews.  

Research methods  

This section outlines the two qualitative research methods used for the study and 

data analysis procedures that is: a discourse analysis of newspaper articles published on 

surrogacy and a thematic analysis of the in depth semi structured interviews of intended 

parents. In the previous section, I have presented the appropriateness of qualitative 

research methodologies which underpin a feminist social-constructionist philosophy. In 

this section I now move to discussion of the specific research methods informed by the 

methodological approach.  

Discourse analysis and newspaper text 

Discourse analysis identifies the hidden motivation in the text to produce things, 

ideas, people and actions. It facilitates an understanding of the effect of particular cultural 

text on what people think or may think by unravelling its production, social context, an 

intended audience. In a way, discourse analysis provides an overview of a ‘problem’, 

‘issue’ or ‘phenomena’, that a researcher is interested to explore (Daniel 2011). The 
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current study employs discourse analysis to examine the various and competing 

discourses that shape the understandings of surrogacy by intended parents in India.  

Discourse has roots in a Latin word ‘discursus’, which denoted ‘conversation or 

speech’ (Nawaz et al. 2013, 328). Often discourse is used for spoken or written language, 

but presently it also includes written documents, signs languages, textual graphics and 

images. The term discourse has become popular in various disciplines, including 

communications, linguistics, psychology, sociology and geography (Schiffrin et al. 

2001). However, it remains vaguely defined and used differently across disciplines. 

Broadly, discourse is defined in two ways. First, as ‘anything beyond the sentence’ or 

language use, by linguistic or sociolinguists (such as Fairclough 1995, Fasold 1990, Van 

Dijk 1997). Second, a broad range of social practices that include non-linguistic and 

nonspecific instances of language, e.g. for social or critical theorists (Foucault 1979, Hall 

1997). 

In human geography, the term discourse gained momentum in the late 1980s but 

often remained loosely defined. Some geographers draw from Foucault’s work on 

discourse and define discourse as “sets of ideas and practices that give statements, texts, 

rhetoric’s, and narratives particular kinds of meanings” (Berg 2009, 215). Foucault 

understood language as a primary sign that shapes knowledge, and explained, language 

“forms the locus of tradition, of the unspoken habits of thought, of what lies hidden in 

people’s mind; it accumulates an ineluctable memory which does not even know itself as 

memory” (Foucault 1972, 297). As language moves through historical times, both 

vertically and horizontally, these movements are useful for, “understanding in general to 

a particular domain of objectivity” (Foucault 1972, 296). Hence, Hall (1997), who draws 

on Foucault, defined discourse as a system of representation which involves language as 

well as practices to produce meaning. Discourse is therefore a way of structuring 

knowledge and social practices. As also mentioned in Chapter 4, Foucault uses the notion 

of discourse to show that knowledge and power are interdependent; and maintain a social 

structure and practices. The relationship between language, discourse, knowledge and 

power became useful for critical, feminist, postcolonial, and cultural geographers to show 

representation, domination and oppression (e.g. Butler 1993, Dalby 1991, Davis 1990). 

Similarly, this thesis also draws from Foucault’s work on discourse to identify identities 

(subjectivities) produced for intended parents and the power relations attached to these. 
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As Foucault’s discourse is more about a statement or a group of statements, the thesis is 

also informed by linguists  (VanDijk 2008, Wodak and Meyer 2008) who work on 

language structure and its use in social-cultural context. Linguistic ‘tools’ are necessary 

for analysing media reports, thus emphasis was also given to components such as lexical 

structures, pronouns, adjectives, metaphors and modalities (VanDijk 2015).  

Foucault was interested in the phenomena of discourse, namely the ‘rules and 

practices that produced meaningful statements and regulated discourse in different 

historical periods’ (Hall 1997, 291), and how these discourses construct any topic, 

produce knowledge and define an object. Foucault through his scholarly work showed 

how language and other elements ‘produce’ specific kinds of objects of knowledge (e.g. 

madness, illness), new sets of concepts, standards and categories, new claims about what 

can be stated or what must remain unsaid  and a new set of subject positions such as 

deviants (e.g. the mad, the diseased) and experts (e.g. psychologist, doctors). It is clear 

then that discourses are wrapped in power and discursively produce actions, events, 

agents, and outcomes, i.e. the ‘regime of truth.’ Therefore, engaging with Foucauldian 

discourse analysis is to ask epistemological questions of how we know what we know 

today (e.g. surrogacy, intended parents or surrogate mothers), from where such 

knowledge comes from (e.g. institutions), who can speak and who cannot (e.g. the 

stakeholder of surrogacy), what is said and not said (e.g. presently the commercial angle 

of surrogacy is said), and how the ‘regime of truth’ is formed. These questions reflect 

discursive practices, and through these practices discourses become visible (1972). These 

discursive practices are complex and changing and therefore, discourses also change 

(Berg 2009). 

Despite offering influential work on discourse, Foucault did not provide any 

explicit method to perform the analysis, but some relevant concepts. This is because 

Foucault was more concerned with theoretical and epistemological understanding rather 

than methodologies. Hall (1997) identified some essential components given by Foucault 

for discourse analysis: (i) ‘statement about the topic’ (discursive statement), (ii) rules 

govern what is ‘sayable and thinkable’, (iii) subjects (who personify the discourse),  (iv) 

how knowledge about a topic attains authority or legitimacy; practices in institutions and 

(v) changing discursive formations (changing discourses). Recently a few geographers 

(e.g. Gordon 2005, Rose 2001a) recorded the discourse analysis method. This thesis 
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primarily draws on Foucault’s idea of discourse analyses and uses Gordon (2005) method 

which is suitable for media text and used with some modifications. Now I will show how 

I analysed the newspaper articles published on surrogacy using a Foucauldian discourse 

analysis to uncover representations of intended parents.  

Newspaper articles as data 

Media plays a critical role in constructing public perspectives and opinions, 

especially about issues that people do not have first-hand experience of (e.g. surrogacy). 

Newspapers are one of these media channels. Often newspapers set the agenda for what 

issues people should talk about and how they think about it (Jaworski 2009). In doing so, 

newspapers produce a common representation, which can reflect and constitute the 

‘common truth’ and possibly transfer it to the reader (Lupton 1994). As most newspapers 

have also gone online in India and are connected through social media, the power of news 

reports has been enhanced further. Analysing media reports also helps to identify 

discourses that are drawn on to constitute a ‘truth’ in a socio-cultural context20. Hence, 

discourse analysis of newspaper articles published on surrogacy provides an indication 

about the general representation or understanding of intended parents in Indian society. 

Now I will outline the technical steps undertaken to investigate representations of 

intended parents in daily English newspapers of India.  

Selecting newspapers for the study 

A total of 196 newspaper articles published on surrogacy were systematically 

selected for the study. These newspaper articles were published from January 2002 till 

August 2017 in three leading English daily newspapers of India. 

According to the Registrar Newspaper of India (2016), for the year 2015-16, a 

total of 16,136 daily newspapers were registered with the circulation of around 371.4 

million21. Circulation of Hindi language newspapers was highest followed by English 

and Urdu newspapers. Hindi language newspapers were not found publicly available for 

research purposes; hence, English newspapers were selected for the study22. The top three 

 
20 Throughout the thesis newspaper articles or media reports are used interchangeably.  
21 The data collection for this research question began in 2016, consequently the statistics for the year 2015-
2016 were considered to select the newspaper articles. 
22 No database for Hindi newspapers was found. E-newspapers are available only for three months on 
newspaper sites. Prominent Indian libraries such as Delhi Public Library, Nehru Memorial Museum and Library, 
and Jawaharlal Nehru University were also contacted to enquire about Hindi newspapers, but newspaper 
copies were not available.  
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daily newspapers with the highest circulation were selected, these were: The Times of 

India with 44,21,374 circulation; Hindustan Times with 9,92, 239 circulation; and The 

Hindu with 1,518,082 circulation23. The Times of India was also the second-highest daily 

newspaper in circulation after a Hindi language paper in India.  

Mentioning the brief context of these newspapers, The Times of India is the oldest 

English newspaper of India first published in 1838. This newspaper remains in high 

demand because of its wide coverage of different topics including celebrities, lifestyle, 

and local news (Lecuyer 2014). It has a huge market in 32 major cities of India and also 

publishes in other newspapers in different languages, including Hindi. Hindustan Times 

started in 1924 and has its roots in the Indian independence movement. This newspaper 

is popular in northern India and has nine editions. It also has four sister publications, one 

of which is a highly circulated Hindi daily newspaper. The newspaper owner is a member 

of the Congress party and daughter of an industrialist, hence has direct political and 

corporate connections. The Hindu was launched in 1878 and was the first Indian 

newspaper which offered its online edition in 1995. It publishes in 18 locations of India 

but is widely read in southern India. It also has eleven offices in foreign countries. The 

Hindu newspaper is also known for its left-leaning ideologies.   

English is the second-highest spoken language in India after Hindi (Census 2011). 

Leaving out Hindi newspapers has limited the inclusion of a large portion of the Indian 

population. English newspapers are commonly read in middle-class and upper-class 

families of India. Nevertheless, English newspapers still serve the purpose of the research 

question due to three reasons. First, surrogacy is an expensive process and generally 

availed by intended parents from higher-socio-economic groups. Second, English 

journalism in India has increased over a period due to the steady increase in the literacy 

rate and rapid growth of middle-class families (Subramanian 2014). Third, many English 

newspapers have also started regional and Hindi language newspapers to increase their 

circulation. Hence, newspapers have the capability to incorporate Hindi-language news 

into their English-language newspapers should they wish to do so. Given that English 

 
23 Times of India and The Hindustan times are selected based on the circulation number provided by the 
Registrar Newspaper of India, for 2015-16  (PTI, 2016). Registrar Newspaper of India provides circulation 
numbers only for the highest circulated newspapers and not for every paper. Therefore, the third 
newspaper, The Hindu was selected based on to the circulation number provided by Audit Bureau of 
Circulation for 2016 (The Hindu 2016).  
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newspapers are read by only a specific class of people, it is likely that they do not 

represent all existing dominant discourses about surrogacy and intended parents. Future 

studies can explore other types of Hindi language media such as Hindi movies, news 

channels or TV serials which could represent additional discourses on surrogacy and can 

further the discourses identified in English newspapers.   

Search strategy and criteria used for selecting newspaper articles  

The search for newspapers included those from 2002- August 2017. This 

timeframe was used because, in 2002 surrogacy was commercially allowed (by default it 

became legal as shown in chapter 3), and in 2017 a decision around the ban on 

commercial surrogacy was pending. A broader timeframe was chosen to identify 

intended parents’ representation in this journey of changing surrogacy regulations. An 

online search engine, Factiva, was used to search the newspaper articles. The following 

words were used to search the newspaper articles: ‘surrogacy’, ‘surrogate motherhood’, 

‘surrogate mother’, ‘commissioning parent’, ‘commissioning couple’, ‘intended parents’, 

and ‘intended couples’. All genres of newspaper articles were included in the search, and 

no exclusion criteria were used.  

 

 

 

 

 

 

 

 

 

 

 Figure 5.1: Selection of newspaper articles published on surrogacy for analysis. 

Newspaper selected 

Times of India The Hindu  Hindustan Times 

Total newspaper 

articles: 776 

Total newspaper 

articles: 283 
Total newspaper 

articles: 394 

Newspaper articles deleted: 
Duplicate articles, “surrogacy” mentioned only as example, “surrogacy” word used in other areas  

Articles accepted: 

346 

Articles accepted:  

174 
Articles accepted: 

140 

The Times of India (68) + The Hindu (70) + Hindustan Times (58)  

Total = 196 
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After the search, a total of 1,453 newspaper articles were found from the three 

different newspapers. Times of India covered the highest number of newspaper articles 

(776) followed by Hindustan Times (394) and The Hindu (283). All identified newspaper 

articles were screened to find the relevant ones and exclude the irrelevant newspaper 

articles. The following criteria were used to exclude the articles: 

• Articles where surrogacy was used in non-relevant topics for the research such as 

forestry, animal husbandry and robotics. 

• Articles which did not focus on surrogacy, for example, surrogacy was mentioned 

only for reference or surrogacy was used as an example 

• Articles which were duplicates. 

After excluding the irrelevant articles, 660 newspaper articles were shortlisted to finalise 

the sample for the study (Fig. 5.1).  

The final sample was selected by using systematic random sampling, and the 

criteria were decided using Raosoft sample size calculator24 

(http://www.raosoft.com/samplesize.html). The details are given in Table 5.1. 

Accordingly, for Times of India, every fifth article, for The Hindu every second article, 

and for Hindustan Times every third article was selected. Hence, a total of 196 samples 

were selected from three newspaper, Times of India (68), The Hindu (70) and Hindustan 

Times (58).  

Table 5.1: Random sampling of the newspaper article from different newspapers. 

Newspaper Total 

population 

Minimum 

sample to be 

selected 

Sample 

selected 

Random 

selection 

Total 

selected 

articles 

Times of India 346 57 67 5.17 (5) 68 

The Hindu 140 46 56 2.5  (2) 70 

Hindustan Times  174 49 59 2.96 (3) 58 

 660 152 182  196 

This unusually large number of articles was kept for two reasons.  Firstly, because 

the goal of this research question was to gain a broader understanding of discourses 

representing intended parents and it was not a critical discourse analyses that involves 

 
24 A list of newspaper articles arranged in ascending order from their date of publication was prepared 
for each newspaper separately. At 10 percent margin of error and at 90 percent confidence level, number 
of minimum samples to be selected was calculated for each newspaper.  

http://www.raosoft.com/samplesize.html
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processes such as focussing on the grammar of the text25, newspaper production 

processes such as editorial or financing. Even though I did not perform a critical 

discourse analysis, I kept account of some linguistic tools such as lexical structures, 

pronouns, adjectives, metaphors and modalities used in the media reports to represent 

intended parents. Secondly, while screening the articles for the first time I observed that 

intended parents were not usually the focus of the media stories. If a smaller number of 

articles were selected, there is the possibility that none of the articles containing intended 

parents would be selected.  Hence, I decided to consider a larger sample size for the 

study. No newspaper wise separation for analysis of the articles was performed after this 

stage. 

Analysing the selected newspaper articles 

The next stage of the discourse analysis was to engage with the data and identify 

broader discourses across the data set. To explore representations of intended parents the 

analysis employed some important concepts of Foucauldian discourse analysis. These 

were discursive statements, the ‘regime of truth’, legitimising voices, and 

change/inconsistency in discourse.  By including these concepts, seven steps were framed 

to conduct the discourse analysis informed by Gordon (2005) and (Berg 2009)26. In this 

analysis first an inductive approach was used and later from Step 4-5 deductive 

approaches based on Foucauldian concepts of discourses was used for analysis. The 

inductive approach was useful because at first screening of the newspaper articles, it 

seemed there are less on intended parents’ representations. However, when an inductive 

approach was applied it was found that much about intended parents is said between the 

lines. Hence, the steps of discourse analysis provided by  Gordon (2005) and (Berg 2009) 

were modified to serve the present research project that consist a larger data set. The 

seven steps used were: Step 1 was preparing and being reflexive. Step 2 used inductive 

coding for familiarisation with newspaper articles. Step 3 was preparing an excel 

spreadsheet to capture information from the larger data set. Step 4 was deductive coding 

and finding discursive structures and statements. Step 5 was developing categories and 

 
25 During reading of the newspaper articles, it was observed that there were grammar and other sentence 
structure mistakes. This can also be observed in the excerpts used for the result section.  
26 Gordon (2005) and Berg (2009) mentioned seven steps to conduct the discourse analysis i.e. suspending 
pre-existing categories, familiarisation, coding, persuasion (identifying effect of truth), inconsistencies, 
invisibility and social context. I followed all the steps but I combined the last two, modified the third and 
fourth step for inducive coding and added one extra step for recording the larger data. This change was 
required for the study as the data set was larger. 
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finding the ‘regime of truths’. Step 6 looked for mechanisms firming the ‘truth’, and 

lastly, step 7 identified inconsistencies in the representations of different people and 

discourses.  These steps are mentioned in detail below.  

Step 1: Suspending the pre-existing categories: preparatory stage and being reflexive  

In this stage, I prepared myself for looking at the newspaper articles without 

preconceived ideas. Doing a discourse analysis involves deconstruction of known 

categories or subjectivities; hence, it is important to read or listen to the data with fresh 

eyes and ears (Foucault 1972). However, approaching the data without preconceived 

ideas or experiences is impossible, but I checked them regularly by reminding myself of 

the potential biases I might have. Until this stage of my Ph.D., I did not meet any 

stakeholder of the surrogacy arrangement (e.g. intended parents, doctors, or surrogate 

mothers); consequently, I have not been personally exposed to surrogacy arrangements 

in India, but only through the extensive systematic literature review I did. Living in India 

for a significant part of my life, and reading the literature on surrogacy, I have my own 

understanding of the people, practices and phenomena. As a result, I adopted some ways 

to avoid considering the taken-for-granted ideas and allowed the newspaper articles to 

speak to me. The prime three ways were: first, reading the text as being ‘liberals’, as 

suggested by (Berg 2009). Second, initially, I coded ten articles as did my Ph.D. 

supervisors, who share a non-Indian background. We compared the analysis and 

discussed differences and similarities. The aim of this activity was to avoid using any 

preconceived ideas and other possible ways to look the data. Nevertheless, understanding 

the Indian context also helped in reading the text, for example reading in between the 

lines or any phrases/proverbs used in the Indian context. Hence, data analysis required 

the right balance to utilise experiences and learnt ideas. Third, using an inductive 

approach for initial coding of the data, this is explained in the next step.  

Step 2: Familiarisation: inductive coding  

At this stage, I adopted an inductive coding approach to gain familiarity and 

absorb myself in the selected newspaper articles. Using an inductive approach helped me 

to look at the newspaper articles published on surrogacy without preconceived ideas. As 

newspaper articles were higher in number with an average size of around 400 words, I 

directly started reading and developing the initial codes using NVivo software while 
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making some observational notes about the data. At this stage, coding was not strictly 

lead by the research question and theoretical understanding, but instead considered 

broader questions such as how surrogacy and its stakeholders are discussed; what 

institutions are saying; headlines or sentences used to make news or categories. At this 

stage, codes were formed to gain an understanding of surrogacy as a whole in the media 

space. In doing so, it was observed that media articles’ have surrogacy in focus, and often 

surrogacy, surrogate mothers, and intended parents are intertwined (directly or 

indirectly). Hence, for steps 4, where deductive coding of the newspaper articles using 

Foucauldian analysis was planned, it was decided to also focus on the representation of 

surrogacy as a whole process to explore how it indirectly produced/represented intended 

parents in the media reports. Hence, the codes generated from this stage, i.e. step 2, were 

used to build a foundation for the next stages and were not permanent and are explored 

in-depth in the later stages.  

 

Figure 5.2: Snapshot of the database in an excel sheet consisting of information about the 

newspaper articles published on surrogacy. 

Step 3: Preparing an excel spreadsheet to record the data  

To manage the large amount of data an excel spreadsheet was prepared to note 

crucial information provided in the newspaper articles (Fig. 5.2). For example, date of 

publication, location of an article published, author’s name, author’s gender, the genre of 
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the article, word count, references used in the article, an event that happened around the 

articles published, and the main topic of the article. However, not all newspapers have 

all this information, such as the authors name or gender, the genre of the article, and the 

location of publication. Additionally, because newspaper articles were retrieved from 

Factiva, information about the page number allotted to the articles in the newspapers, and 

any image published in the newspaper was not available.  I used this database in later 

stages of analysis, especially to create a chronological understanding of the events, focus 

of the surrogacy news, representation of stakeholders and changing discourses over time. 

This information was especially helpful for analysing the larger data set and also to get 

an overview of the data.  

 

Figure 5.3: Snapshot of the coding done using NVivo software. 

Step 4: Deductive coding: identifying the discursive statements/structures 

At this stage, coding was more in depth; and lead by the research question and 

Foucauldian analysis (Fig. 5.3). In this stage discursive statements and structures were 

identified from the newspaper articles. The structures/statements which directly or 

indirectly represent intended parents and surrogacy were coded in this section (Gordon 
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2005). For example, codes like CP higher income, surrogacy as industry, CP child 

desperate27 were formed to summarise their representation and powers.  

 

Figure 5.4: Snapshot of turning codes into categories. 

 
27 At the time of coding, I referred to intended parents as commissioning parents (CP), because this term 
was commonly used in the literature and other reference material.    
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This process was intensive, time-consuming, and required going back and forth for 

coding and recoding/ merging. Nevertheless, using NVivo software was of great help in 

organising and managing the larger datasets. After having all the codes, I moved to the 

next stage to find the ‘regime of truths’ (Foucault 2007) in the newspaper about intended 

parents. 

Steps 5: Developing categories and tracing discourses forming ‘regime of truth’  

This stage combined the codes developed from the last stage into categories and 

themes based on the identified discourses and regime of truths. This procedure was 

conducted with a pen, paper, and sticky notes. First codes were reread and combined to 

form categories thematically based on the common representation they communicate 

about the intended parents and surrogacy (Fig. 5.4). For example, codes like ‘CP higher 

income’ was included in ‘IP as consumer’ to form a category, ‘surrogacy as industry’ 

into ‘surrogacy as unregulated industry’ and ‘CP child desperate’ into the ‘IP and 

parenthood’ category. During this process, one code was also allotted to more than one 

category. Later, these identified categories were merged into subthemes and traced for 

the broader discourses on which these representations were drawn. For example, the 

above three categories showing the representation were built on broader consumerism 

and parenthood discourses. Often, there are many discourses that are continuously 

competing with each other (Foucault 1972). Accordingly, only some frequent discourses 

(themes), which produced or represented intended parents commonly and in different 

ways were traced. These representations and discourses are mentioned as subthemes and 

themes, respectively, in the results chapter and explained with text examples from the 

newspaper.  

Step 6: Identifying mechanisms firming the ‘truth’ 

After identifying the themes and subthemes, mechanisms through which the intended 

parents’ representation became rigid and firmer were noticed. In this stage I looked for 

legitimising ways newspaper articles turned intended parents’ representation into the 

facts. That is noticing the voices and quotes referred to from different institutions, people 

or other texts in the media reports.   
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Step 7: Identifying inconsistencies and noticing absent/ present voices 

The last step involved going back to the database created in the excel sheet and 

looking at themes/subthemes. Discourses/discursive statements continuously change, 

and/or transformed over the period (Foucault 1972, Gordon 2005). Thus, connections 

between the representation, discourses, events/news around surrogacy and ways of 

legitimising discourses were analysed over time to identify any (in)consistencies or 

changes in representations or discourses. As Rose (2001a, 157) stated, ‘absence can be 

as productive as explicit naming; invisibility can have just as powerful effects as 

visibility.’ The silenced voices inform us of the power differences and maintenance of 

specific knowledge while ignoring others. Hence, silenced voices of the stakeholder, or 

institutional references in the media reports were also observed. The discourses traced 

and identified from this analysis are mentioned in the results Chapter 6.  

Now I turn to the second research method used for the study, a thematic analysis, 

and how field work was undertaken to conduct in depth semi structured interviews of 

Indian intended parents.  

Thematic analysis and the semi structured interviews 

Thematic analysis of semi structured interviews is an ‘accessible and theoretically 

flexible approach to analysing qualitative data’ (Braun and Clarke 2006). Thematic 

analysis reports the thematic patterns across a data set reflecting the commonalities, 

differences, and relationships across the data like interviews, and documents (Harding 

2015). For this thesis a thematic analysis is used under a socio-constructionist and 

feminist paradigms to make sense of the interview data. This is because the language 

used by intended parents is analysed to understand the socio-cultural context, institutions, 

and power relations that inform their experiences and subjectivities. For the current study 

inductive thematic analysis was first used and later deductive thematic analysis. Inductive 

approaches helped in analysing the in depth semi structured interviews of the intended 

parents without preconceived ideas and theoretical frames. This helps in considering any 

information which falls beyond theoretical concepts planned for the study and allows the 

intended parents’ interviews to speak. After the inductive approach familiarity of the 

interview was achieved, I used deductive approach based on theoretical ideas to analyse 

the data. The steps used for the systematic thematic analysis are informed by Harding 
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(2015) and Braun and Clarke (2006). These steps are shown in the next section after 

describing the process of field work.  

Conducting field work 

As mentioned earlier, to date, work on Indian intended parents and their 

experiences of engaging with surrogacy in India has remained unexplored. Hence, the 

research question of this thesis aims to hear intended parents’ voices and understand their 

lived experiences of their surrogacy journey. A few previous Indian researchers, who 

desired to explore Indian people engaging with surrogacy were not successful in 

accessing this population (Gomez and Unisa 2015); because of this, I kept the category 

of Indian intended parents broader for the research. I define intended parents as 

individuals or couples who engaged with surrogacy, regardless of their parenthood status. 

This means including intended parents at any stage of the surrogacy journey, from being 

in the process of surrogacy, to having had a child through surrogacy, or engaging with 

surrogacy but having been unable to have a child via surrogacy.  

Understanding intended parents' experiences required a method that allows the 

researcher to enter into their everyday experiences (Lincoln and Guba, 1985).  However, 

surrogacy and reproduction are sensitive topics of research. According to Lee and 

Renzetti (1990), ‘sensitive topics’ of research are culturally derived and delves into the 

private sphere or deep personal experience of people's lives. Sensitive topics are hard to 

research because it requires more attention and consideration of ethics and being 

reflexive throughout the research process, especially during fieldwork. Also, while 

exploring sensitive research questions various hurdles can be experienced throughout the 

research process. For example: hard to access populations and dependency on powerful 

gatekeepers, changes in the research plans, and it also involves risk for the researcher 

(Lee and Renzetti 1990). As qualitative field research is flexible and provides the 

opportunity to change or adopt different strategies during the research progress 

(Sarantakos 2005), this served useful to investigate the research questions. 

This section on methods mentions the steps taken to conduct field research. It is 

divided into two main sections: the first part of this section explains the research location, 

entering the field, recruiting participants for the study, and challenges encountered during 

recruitment process;  The second part of this section describe the collection and analysis 

of the in depth semi structured interviews of the participants of the study.  
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Research location 

The selection process and the number of participants for a sensitive research topic 

are often unpredictable and requires flexibility in recruitment (Lee and Renzetti 1990, 

Sarantakos 2005). Living in India, I know recruiting participants who engage with 

infertility treatment are mostly accessible through hospitals, given there is no other 

agency that keeps a record of people who engage with surrogacy. In addition to hospitals, 

I considered searching for blogs or information mentioned in the newspaper articles to 

reach Indian intended parents. However, I did not find any blogs and contact details of 

the intended parents online. As a result, for this research question, choosing specific study 

locations, sample size, and the procedure depended on the willingness of participants and 

gatekeepers (e.g. hospitals) of the study population. The fieldwork was conducted from 

January to May 2018 in India. 

Recruiting intended parents 

Overall, for the recruitment process, five strategies were applied to select 

participants for the study. These were: inviting surrogacy hospitals through emails, 

personally visiting hospitals, participating in a conference, using informal channels and 

surrogacy websites. However, not all strategies worked everywhere, and these were often 

combined and altered according to the situation. Below, I have mentioned the detailed 

recruitment process using different strategies. Later, I discuss the typical challenges I 

encountered during the recruitment process.  

a. Inviting surrogacy hospitals through emails: In 2016, before the ethical approval 

of this research project, through emails, I invited 10-15 clinics from Western, 

Northern and Southern India28 to assist in the research study. These regions were 

chosen because they are identified as popular destinations for commercial surrogacy 

in media reports and by scholars (e.g. Pande 2010b, Reddy et al. 2018). The hospitals 

were decided through their ratings available on the internet. Out of these 10-15 

clinics, I received only one reply from a Western region clinic. Initially, this clinic 

in Western region was reluctant to participate in the study because of past negative 

experiences with non-Indian researchers. However, after numerous email exchanges, 

building rapport, and sharing ethics approval documents in 2017 the hospital agreed 

 
28 For ethical considerations to keep the anonymity and confidentiality North, West and South regions 
are mentioned instead of naming the actual cities and regions. 
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to assist in the recruitment process. The clinic contacted around 20 intended parents 

through writing emails followed by phone calls. Out of 20 parents, only four parents 

agreed to share their contact details, while others did not reply or did not agree to 

participate in the study. I contacted these four intended parents through phone calls, 

emailed them the information sheets and again asked for their consent to participate 

in the study. Out of four, three intended parents (as couples) agreed to participate in 

the study. 

b. Personal visits to the hospitals: As I did not receive a reply from the hospitals 

through email, I decided to visit some clinics personally. This time these hospitals 

were suggested to me by an acquaintance, who is a gynaecologist in Northern India, 

and expected these clinics would help in the recruitment process. Three of these 

clinics are well known surrogacy hospitals in Northern India.  I visited four hospitals 

in Northern India, which was my first destination when I travelled to India from New 

Zealand in 2018. From these four hospitals I visited; three were private and one 

public; and out of these visited hospitals, a public and a private hospital agreed to 

assist in the study.  

The public hospital shared contacts of three intended parents who engaged with 

surrogacy between 2016-18. The working culture of public and private hospitals are 

different in India. In public hospitals, where the number of patients is higher, the 

Head of the hospital granted permission to access the information after considering 

the ethics of the research. Whereas, private hospitals in India are client-driven, 

provide specialist services, and have comparatively fewer patients (Bharadwaj 

2016a, Mitra and Schicktanz 2016). Therefore, private hospitals usually give out 

information only after contacting their clients. For the public hospital, aside from the 

research ethics clearance documents, I also requested my primary supervisor to write 

a personalised email with a support letter to the Head of the hospital. Hence, after 

considering these ethics and the letter of support the Head doctor granted permission 

for me to access the data. Contact details of three intended parents were provided, 

however, these surrogacy cases were not successful surrogacy cases. I contacted all 

three intended parents through phone calls (husbands’ contact was given) to seek 

their consent. Only one intended parent (husband) agreed to participate in the study, 
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who after their failed surrogacy attempt sought surrogacy in a private hospital. At 

the time of the interview, the couple was in their fifth month of pregnancy. 

 A gynaecologist from a public hospital connected me to a private surrogacy 

hospital. This hospital was one of the private hospitals I visited earlier but was 

unsuccessful. After, visiting the private hospital with a reference, the hospital 

contacted five intended parents through phone calls and asked for their research 

consent. However, only one intended parent (wife) agreed to pass on her information 

to the researcher. I contacted the intended mother, and she agreed to participate in 

the study alone.  Hence, from Northern India, two intended parents (a husband and 

a wife) were included. 

c. Attendance of a conference: A “World Congress on Reproductive Health with 

Emphasis on Family Planning and Assisted Reproductive Technologies” organised 

by Indian Society for the Study of Reproduction and Fertility in Hyderabad was 

attended to network with IVF and surrogacy practitioners. The conference provided 

an opportunity to connect with some well-known surrogacy practitioners from 

Northern and Western regions of India and officials from the Indian Council of 

Medical Research (ICMR) and Health Ministry. Most practitioners I found were 

reluctant to participate in the research, given the changing surrogacy regulations 

debates around surrogacy in India. Some suggested other practitioners to me, who 

practice surrogacy at a larger scale. However, the suggested hospitals were those I 

had already contacted, and one was the same one that agreed to participate through 

email. Three surrogacy practitioners asked me to email them after the conference. I 

sent an email to these three surrogacy practitioners and one from Western India 

agreed to assist in the study. The hospital contacted eight intended parents through 

phone calls and forwarded four intended parents’ details. Out of these four, two 

intended parents (one couple and one husband) agreed to participate in the study 

d. Using informal channels: Help of family, friends and acquaintances was sought to 

recruit the participants, with one intended parent (wife) successfully recruited 

through a friend. Also, selected participants were asked to pass on information about 

the research project to other intended parents they know and enquire about their 

willingness to participate. However, only one couple knew other intended parents, 

who did not agree to participate in the study.  
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e. Surrogacy website: A few surrogacy hospital websites mentioned the phone 

numbers of intended parents. I randomly contacted some intended parents, but most 

phone numbers did not work. Some intended parents who I was connected to were 

not willing to participate and were unhappy or angry with the negative media stories 

or changing surrogacy regulation. 

Thus, three regions of India, namely North, West and South were covered during 

the fieldwork29 (including attending conference, visiting hospitals). See Figure 5.5 

for different regions in India.  

 

Figure 5.5: Different regions of India adapted from Ministry of Home Affairs (2019) and Ministry of Culture 

(2014). 

 
29 These regions mentioned are places where hospitals were contacted and/or interviews were conducted. In this 
study both researched and researcher were mobile. Researched travelled to different places/region for surrogacy 
and places where I interviewed them are not necessarily their location of residence. Being a researcher, I also 
travelled to different regions and places with region to establish contact with the hospitals. However, contacts of 
intended parents provided by the hospitals were not always in the same region or places/location of the hospitals. 

Hence, I travelled to different regions and within regions to interview participants.  
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Overall, from all the clinics, around 36 surrogacy cases30 were contacted. Out of these, 

seven surrogacy cases agreed to participate in the study. Four cases participated as 

couples and in three cases only one intended parent (two intended fathers and one 

intended mother) participated. One surrogacy case was recruited through a friend, where 

the intended mother participated.  

This convenience sampling led to a total of eight surrogacy cases and thus eight 

interviews were conducted; where four intended parents participated as couples and in 

four only one parent participated. Two intended parents were from Northern India, one 

from Southern India, and five from Western India.31 (Fig. 5.5). The study was also open 

to singles who engaged with surrogacy, however all participants were married.  

Challenges while recruiting the participants for the study 

a. The unwillingness of the doctors to participate in the study: As mentioned 

earlier surrogacy hospitals are prime gateways to reach the intended parents. 

However, navigating through these spaces in India was not easy. One of the 

challenges was the unwillingness of the hospitals to assist the research on 

surrogacy. Reflecting on fieldwork and recruitment through hospitals, I 

observed, hospitals’ experiences with past researchers on surrogacy, as well as 

changing/uncertain surrogacy regulations, were common reasons for hospitals' 

unwillingness to participate/assist. Despite establishing initial rapport with the 

hospitals or during initial conversations with the hospitals, commonly I received 

statements like ‘you will show a very dirty picture. I am put off by the 

researchers’ or ‘my other colleagues (doctors) are very much annoyed with 

researchers, and they will not help’. Given the doctors’ unpleasant experiences 

with past researchers, it took time to build rapport with the hospitals and clinics 

and a few of the clinics agreed to participate in the study. However, sometimes 

hospitals were unable to connect me to their other known networks. 

Additionally, during visits to private hospitals, I was unsuccessful to arrange 

meetings with the surrogacy specialist doctors. I often returned from reception 

 
30 As this study was open to conduct couple interviews or single interviews with one parent, for the ease of 
identification I used ‘’surrogacy case(s)’ to identify surrogacy arrangement(s). For each surrogacy arrangement, either 
couple or only parent was interviewed.  
31 One parent was resident of Southern India; however, their parents were from western India and the surrogacy 
hospitals was three hours away from their parent’s place.  Another parent who was living in Southern India engaged 
with surrogacy in Western India (near to parents’ residence). 
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or Human Resource Managers desks after being given reasons such as the 

institute no longer practicing surrogacy and/or no surrogacy cases were 

undergoing at the time. This is likely due to the uncertainty surrogacy regulations 

since 2015 in India (see Chapter 3). 

b. The busy schedule of the doctors: All the hospitals were busy with the patients 

and their regular work. Assisting research was not any hospital’s prime focus. 

Therefore, frequent hospital visits and calls were made to remind the hospitals 

to contact the intended parents. This was time-consuming and with the limited 

time in India, waiting for long time periods in different locations was not 

possible.  

c. Reluctance of parents to participate in the study: As shown in the recruitment 

process, not all intended parents who were informed about the study agreed to 

participate in the study. The common reason cited by the intended parents were: 

privacy issues; children are grown up so they cannot talk in front of them; being 

unable to come outside due to family responsibilities; one of the partners is not 

ready for the interview; not a successful attempt; and their in-Laws do not know 

about their surrogacy. 

Some of the above-mentioned challenges, for example reluctance of intended parents to 

participate in the study, and unwillingness of hospitals due to negative portrayal and 

changing surrogacy regulations indicates the presence of stigma. Similar difficulties 

have been encountered by others when stigmatised populations were researched (see 

Maestre et al. 2018, Trau et al. 2013). Despite these difficulties and challenges, it is 

important to understand stigmatised situations and hear the unheard voices to contribute 

towards the wellbeing of stigmatised populations and bring about societal change. 

However, it is important to give priority to research ethics while conducting research on 

stigmatised population. Similarly, during the field work informed practices, respect to 

the intended parent's decision and no pressure (e.g. calling them again) was put on them 

to participate in the study (see Appendix 2 for more ethical guidelines followed during 

the field work).  
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Conducting in depth semi structured interviews  

This research project was qualitative and drew on a socio-constructionist feminist 

paradigm. Hence, in depth semi structured interviews in a storytelling style coupled with 

field notes were adopted to collect data from the participants (Hydén 2008, Peters et al. 

2008). This is ideal because of their ‘openness, qualitative nature, and interviewee-guided 

mode, and employs it predominantly to facilitate social reform’ (Sarantakos 2005). In-

depth semi-structured interviews provide some structure to the interviews but mostly 

remain unstructured and allow participants to shape the interviews. Using in depth semi 

structured interviews with a story-telling approach helped to explore the intended 

parents’ experiences and hear their ‘untold’ stories. The fluidity of in-depth semi-

structured interviews allowed the participants to shape the interviews and allowed them 

to stress what matters most to them in their surrogacy journeys.   

In-depth semi-structured interviews were framed as a ‘beginning-middle-end’ 

story-style narrative to reflect intended parents’ lived experiences (Bruner 1986). The 

interview topics included: reasons to engage with surrogacy; experiencing the process of 

finding a surrogacy hospital, surrogate mothers and surrogacy pregnancy; surrogacy 

disclosure; and life after surrogacy (Appendix 4). These topics were used as guiding 

questions to maintain some consistency between interviewees (Dunn 2000). However, 

for most of the interviews, intended parents were left free to talk about their experiences, 

their thinking process, and factors guiding their choices, including domination. This 

freedom was also possible because not all questions were applicable for all intended 

parents, as some have failed surrogacy incidences. Additionally, general background 

questions were asked to support the interviews such as occupation, education, income, 

religion, caste, present age, age at marriage, age at first surrogacy pregnancy, family type, 

years of infertility treatment, and any child before surrogacy (Appendix 4). 

Conducting interviews 

One of the critical and challenging steps in conducting interviews is building 

rapport with the participant. Before the interviews, I fostered the relationship building 

with the participants over phone/emails/WhatsApp. For example, explaining the 

intention of the research over the phone, answering their proposed questions about the 

project/myself, and providing them an opportunity to fix a day, time, and place for the 

interview according to their convenience. Coming through hospitals’ references also 
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worked towards nurturing this relationship, as participants felt confident, trusted, and 

accepted me as a researcher. These practices were also necessary to ensure ethics in the 

research process. However, participant’s privacy and confidentiality were among the top 

priority I had when dealing with a sensitive topic. Hence, interviews were conducted 

according to participants’ times and spaces of convenience (e.g. homes, hotels, clinics, 

and offices). I preferred face-to-face interviews because it supports rapport building and 

reciprocity (Sarantakos 2005). However, due to privacy issues one participant was only 

able to participate through a telephone interview. Therefore, one interview was 

conducted over the phone, and the remaining seven interviews were face-to-face. 

 Interviews started with a brief introduction about each other (researcher and 

participant), meeting the children if they were around, and asking about New Zealand or 

my hometown. This further helped to build trust, relationships and confidence about each 

other. Interviews were conducted as ‘caring conversations’ (Frid et al. 2000), where I 

emphasised the ethics of care and wellbeing of participants. This helped in creating a 

warm, friendly, and open conversation, which was helpful in the data collection and also 

opened up a possibility for the ‘healing dimension’ to the research (Frid et al. 2000, 

Parker and Pausé 2018). Generally, interviews lasted from an hour to three hours. 

However, I stayed with some participants for up to five hours to build a comfortable 

relationship, e.g. start a conversation, accompany them in the hospital, spending time 

with children, or ending the interviews properly. Interviews were conducted in Hindi, 

English, and a mix of Hindi/English. Interviews with the permission of the participants 

were audio-recorded and observation notes were taken. One couple was not comfortable 

with the audio recording; hence detailed notes were taken, and this interview was 

conducted in two settings. Couple interviews reflect ‘couple dynamics’ i.e. how couples 

interact (Bjørnholt and Farstad 2012); this was useful for observational data and 

supportive to complete the picture provided by the interviews. During the couple 

interviews, specific emphasis was laid to represent both partners’ voices, as in joint 

interviews there are chances that intentionally or unintentionally, one dominates the other 

(Zarhin 2018). Hence, as a researcher I guided and engaged both partners into the 

interview, for instance, by asking both partner's perspective or experience on the same 

guiding question, or using non-directional probing questions like; what do you think 

about this..?. During the interview, participants were free to not answer any questions 

they were not comfortable with (as outlined in the informed consent at the beginning of 
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the interviews). Care was taken to end the interviews smoothly and showing respect 

toward the participants by thanking them and, wherever possible spending time with 

them after the interview and listening to their other stories.  

All eight interviews were translated (wherever required), subsequently 

transcribed and rechecked to ensure accuracy by the researcher. Handwritten detailed 

interview notes were typed on MS word on the same day of the interview, to avoid any 

problems in interpretation.  

Analysing the data for the interviews  

As I have interviewed the participants personally and transcribed the interviews on 

my own, I had a good familiarity with the data. However, to avoid premature conclusions 

I decided to interpret the interviews systematically and carefully with a series of steps 

(Braun and Clarke 2006, Ergler 2020, in press). In this stage, I systematically engaged 

with the interview transcript to build codes and identify themes. To do this, I adopted a 

comprehensive thematic analysis of interviews to find commonalities, differences or any 

relationships in the data. Below, I describe the four steps used in the thematic analysis of 

the in depth semi-structured interviews, which draws on (Braun and Clarke 2006, 

Harding 2015). The first step uses an inductive approach, while the remaining three steps 

involve a deductive approach using theoretical concepts such as Foucault’s power, 

subjectivities, knowledge and stigma theories.  

Step 1: Familiarising with the data and identifying initial themes and subthemes: 

 In this stage, I used an inductive approach to read the transcripts and identify 

potential broader themes and sub-themes. Here, I read the interview scripts in printed 

form after listening and transcribing them on the computer. This change of reading 

medium helped in giving a fresh look to the data and enhanced my interaction with the 

data. A thorough reading of interview transcripts was done without thinking about the 

theoretical ideas, or even the research question I framed. Reading and analysing through 

an inductive or ‘bottom-up’ approach (Frith and Gleeson 2004), I intended to capture the 

commonly discussed and most stressed topics reflected in the interviews of the 

participants. For example, I identified that all participants stressed their experiences with 

infertility which affected their surrogacy journey. Initially, this was not a specific focus 

of the research question, but it turned into a broader theme. Similarly, reading the 

transcripts with rigour, I noted some major preliminary themes and sub-themes, which 
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were also modified in the next stages. Overall the idea to build preliminary themes was 

to “identify the broader subject areas under which the data could be grouped” (Harding 

2015, 83) while recognising the ‘diversity of the issues’ (Ergler 2020, in press) intended 

parents experienced. Forming broader themes/subthemes was helpful in sorting and 

separating the data before I engaged with NVivo coding software for developing detailed 

codes.  

 

Step 2: Generating initial codes  

After identifying the initial themes/sub-themes at this stage, I used NVivo coding 

software to code the data in more depth using a deductive approach based on Foucault 

and stigma theory (Fig. 5.6). Some common basic steps considered under this stage were 

to reduce the data through codes, select or identify more codes rather than lesser, and 

checking the context of statements while coding (Harding 2015). For checking the 

context, transcripts were carefully read and fieldnotes were referred to; but in cases of 

statements that were not clear enough for interpretation, notes were prepared about the 

code. When starting the coding process, the preliminary themes became guiding 

principles. At this stage, I first engaged with preliminary themes in more depth and also 

kept in mind theoretical concepts such as stigma, intersectionality, and Foucault’s power 

while coding. The preliminary themes/subthemes (e.g. experiences with treatment) were 

further explored and sections of text were coded into ‘nodes’ and ‘sub nodes’ using 

NVivo coding software. In doing so, I captured the details of the issues experienced by 

intended parents. While coding, keeping theoretical ideas in mind helped in identifying 

and understanding specific experiences related to the research question, and managing or 

organising the codes in theoretically informed themes/subthemes. 

When starting the coding process, the preliminary themes became guiding principles. At 

this stage, I first engaged with preliminary themes in more depth and also kept in mind 

theoretical concepts such as stigma, intersectionality, and Foucault’s power while coding. 

The preliminary themes/subthemes (e.g. experiences with treatment) were further 

explored and sections of text were coded into ‘nodes’ and ‘sub nodes’ using NVivo 

coding software. In doing so, I captured the details of the issues experienced by intended 

parents. While coding, keeping theoretical ideas in mind helped in identifying and 
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understanding specific experiences related to the research question and managing or 

organising the codes in theoretically informed themes/subthemes. 

 

 

Figure 5.6: Coding interview transcripts using NVivo coding software.  

Step 3: Reviewing nodes/sub-nodes, revising themes and subthemes, and allocating 

nodes/sub-nodes to themes  

This stage involved several steps to turn identified nodes into meaningful themes. 

Here, I again looked for a broader picture from the data and focused on how different 

nodes could be merged to form an overarching theme (Braun and Clarke 2006). To do 

this, I first reviewed all the nodes/sub-nodes coded electronically using NVivo software 

several times to check for their interpretation against the context or for details. During 

this process, some nodes/sub-nodes were refined and resulted in new sub-nodes/nodes. 

For example, a pre-existing node (e.g. discontinued treatment) bifurcated into different 

sub-nodes (e.g. discontinued treatment-home environment, discontinued treatment-

affordability) to capture the detailed reasons. After this I began the thematic analysis 

where I allotted identified nodes into preliminary themes or subthemes. For those 



Chapter 5: Research strategy 

 

164 
 

nodes/sub-nodes that did not fall into any of the pre-existing themes, I looked for new 

themes and subthemes to interpret the coded text data. Some codes were not suitable for 

any theme and subtheme, so I tagged them as a miscellaneous subtheme. This process 

followed interpretive or latent thematic analysis when merging or assigning node/sub-

nodes to form subthemes and themes, which were defined keeping Foucauldian power 

and stigma theories in mind (Braun and Clarke 2006). Most themes and subthemes were 

formed considering participants shared experiences and variations in their experiences 

(e.g. stigma, treatment) and the construction of identities and subjectivities with and 

against different spaces, people and institutions (e.g. family, hospitals, policies). 

Step 4: Developing broader themes  

At this point, I completed further analysis of subthemes and themes. Here, the 

focus was to uncover the relationship between different subthemes/themes and form 

broader themes. As this is a complicated process, I first formed a Table where I explained 

what each theme/subtheme was about, and after having clarity I created mind maps using 

pen and paper (Fig.5.7). Themes build in previous Step 3, captured participants'  

 

Figure 5.7: A working thematic analysis mind map. 

experiences with people, spaces and institutions, in this step 4 I intend to find the 

connection between them and form the collective. Focussing on space and power 

relations, two broader themes were developed, covering participants’ experiences at the 
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individual and macro/institutional level. Collectively, both these broader themes speak 

about the ‘knowledge, institution, power and subjectivity/stigma’ relationship informed 

by the theoretical framework used for the thesis.  

The themes generated through the interviews of the participants produced two chapters 

(Chapter 7 and 8) of the thesis, which are discussed next. These chapters use the excerpts 

from the interviews as illustrations to show the connection between the interviews, 

identified themes and their interpretation and, the theoretical framework. Before 

presenting the results from the interviews, I introduce the participants of the study.  

Introducing participants of the study 

As eight interviews were conducted, four with couples and four with only one 

partner (2 male and 2 female). In incidences of solo interview general information about 

their partners were also collected which is presented in Table 5.2. Considering the 

sensitivity of the subject and ethics of the study, especially the need to maintain 

anonymity of the participants, only selected information is provided about the 

participants. In this thesis, all names of the participants are pseudonyms and identifying 

details are changed to retain their anonymity and confidentiality. Though Indian cities 

are densely populated and it is hard to identify the participants, the information provided 

in Table 5.2, 5.3 and throughout the thesis is broadly categorized to avoid any possible 

identification. This information primarily includes a socio-economic profile, and 

reproductive journey or status (e.g. years of infertility treatment, number of children prior 

to surrogacy, type of surrogacy arrangement and surrogacy status). This broader 

information is necessary to indicate how the intersectionality of age, class, religion, caste, 

gender, education, location and neighbourhood plays a role in surrogacy journeys, stigma 

experiences and challenging stigmas.  

In general, all the participants were lower-middle to upper-middle class and from 

business and professional class families. Except two, all had a university degree. Intended 

parents’ ages ranged from 30 to 50 (for more details see Table 5.2). Three intended 

parents lived in nuclear families, three in extended families, and two in joint families. 

Nuclear families are defined as couples living with/ or without their parent(s); joint 

involves living with parents and other siblings together; and extended families where 
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parents may or may not live with couples, but other brothers or sisters live in a nearby 

areas.  

All the intended parents were childless prior to surrogacy, except two: one had an 

adopted child and one couple had a child with a disability. This information is necessary 

to show the reasons they engage with surrogacy, however to avoid identification gender 

of the child and type of disability is not mentioned.  Participants (or their partners) were 

unable to carry a pregnancy, had multiple miscarriages or had high-risk pregnancy 

conditions. They had been seeking infertility treatment for 3- 15 years. Five intended 

parents used commercial surrogacy, two used altruistic (a friend and a sister acted as 

surrogate mother), and one was an informal commercial surrogacy arrangement. At the 

time of interviews, six intended parents had children born through surrogacy, one was in 

their fifth month of pregnancy, and one had been unable to have a child via surrogacy. 

See Tables 5.2 and 5.3 for specific information about the study participants. 
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Table 5.2: General profile of the participant interviewed only with one partner and as couples for the study. 

Participants  Jaspreet 

(a partner)  

Rajeev  

(a partner) 

Janvee  

(a partner) 

Shrishti & 

Abhigyan 

(Couple)  

Dishan &Asha  

(Couple) 

Pravin & Arti 

(Couple) 

Prashant  

(a partner) 

Akansha 

&Abhilash 

(couple) 

Place  North India North India South India West India West India West India West India West India 

Age (yr in 

range) 

Husband 45-50 30-34 45-50 40-44 30-34 40-44 40-44 35-39 

Wife 40-44 30-34 45-50 35-39 30-34 40-44 40-44 30-34 

Occupation 

 

 

Husband Business 

 

Professional  

 

Business 

 

Professional 

 

Professional 

 

Business 

 

Professional 

 

Professional 

 

Wife Housewife Professional   Professional   Professional   Professional   Housewife Housewife Business 

Education Husband High-school 

 

Graduate 

 

Graduate  

 

Postgrad 

 

Graduate  

 

High-school 

 

Graduation 

 

Diploma  

 

Wife High-school 

 

Graduate Postgrad   Postgrad Graduate       Graduation Graduate Graduation 

Income yearly (Rs in 

Lakh) 

10-20 2,50-3 5-10  10-20 10-20 10-20  10-20 5-10 

Residential privacy  Medium  Medium Low Medium Low High Medium Medium 

Family type Extended Joint Joint Extended  Nuclear Nuclear Nuclear Extended 

Years for infertility 

treatment (yr in range) 

11-15 3-6 11-15 3-6 3-6 3-6 11-15 3-6 

Wife’s age (yr) at 

surrogacy pregnancy  

40 -44 30-34 Failed 

attempt   

35-39  35-39 40 - 44 35 -39 25-29 
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Table 5.3: Participants of the study and surrogacy arrangement. 

Participant’s name Type of surrogacy arrangement Status of surrogacy 

Jaspreet Altruistic surrogacy   successful  

Rajeev Altruistic surrogacy   Five months of 

pregnancy at the time of 

interview 

Janvee Informal commercial surrogacy 

(known person acted paid money informally) 

unsuccessful   

Shrishti & 

Abhigyan 

Commercial surrogacy with surrogate mother 

hostel facility 

successful 

Dishan & Asha  Commercial surrogacy with surrogate mother 

hostel facility 

successful 

Pravin & Arti Commercial surrogacy with surrogate mother 

hostel facility 

successful 

Prashant  Commercial surrogacy without surrogate mother 

hostel facility 

successful 

Akansha & 

Abhilash 

 

Commercial surrogacy without surrogate mother 

hostel facility  

successful 

Conclusion 

This chapter has shown the relevance and suitability of the chosen 

methodological approach, research methods and empirical analysis with the theoretical 

framework. This suitability is helpful in answering the proposed research questions of 

the study. In doing so, this chapter has also outlined the interconnectedness of the 

methodological approach, research methods and empirical analysis, which is required to 

conduct research successfully. This thesis proposed the use of Foucauldian power 

analysis to understand intended parents’ experiences, representation, subjectivities and 

stigmatised identities. Hence, a qualitative research approach was suitable when using a 

feminist social constructivism as the philosophical underpinning. A researcher plays an 

important role for qualitative study because it they influence the research project and how 

knowledge is produced and interpreted. Hence, a researcher needs to consider his/her 

positionality or reflexivity to reduce the biases and ensure ethical process during the 

research. As the project is a sensitive research topic, considering positionality and 

reflexivity becomes more important to ensure the ethics of the research. In this chapter I 

outlined my positionality and reflexivity as a researcher in first section of the chapter and 

how these shaped in the data collection and analysis stages, in the second section of the 

chapter.  
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This thesis focuses on both, micro and macro level perspectives of surrogacy to 

have a broader understanding of the intended parents’ experiences and how these 

experiences influence and effect inclusive reproductive justice process. Therefore, this 

chapter shows the usefulness of discourse analysis and thematic analysis which aligns 

with Foucauldian analysis and empirical analysis. Discourses analysis of newspaper 

articles provides information about the representations of intended parents to indicate the 

context in which they make decisions. A thematic analysis for in depth semi-structured 

interviews of the intended parents showed their stigma, subjectivities, and experiences 

by unpacking power relations with different institutions. However, the empirical analysis 

of both the research methods i.e. discourse analysis and thematic analysis were not 

limited to the Foucauldian analysis and research questions. For the same reason, in depth 

semi-structured interviews were used to allow the intended parents to guide the interview 

to focus on what mattered most to them. In both analysis, inductive approaches were first 

used to gain a close understanding of the data and later a deductive approach was used to 

address the key theoretical issues. These steps helped in approaching the data and 

participants without preconceived ideas. The results from the analysis of the data in this 

chapter, are presented in Chapters 6, 7 and 8. The next chapter, Chapter 6, shows the 

results from the discourse analysis of the Indian newspapers to provide information about 

the representations of intended parents.  
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CHAPTER 6  

The portrayal of surrogacy and intended parents in Indian 

news dailies 

 

Introduction  

‘Truth is undoubtedly the sort of error that cannot be refuted because 

it was hardened into an unalterable form in the long backing process 

of history.’  Foucault (1984, 79) 

This quote of Foucault refers to the ‘regime of truth’; that is, what we commonly 

know about things, people, phenomena, or practices (Foucault 1984). This truth becomes 

firmer and more rigid when constructed over a long period of time using similar 

discourses. The media plays a significant role in the construction of truth because it 

directly reaches to the general public and influences their perception or knowledge. 

Hence, this chapter is interested to what frames of surrogacy, in relation to intended 

parents, are used in societal discourses. This chapter highlights how the ‘truth’ of 

surrogacy and intended parents is constructed in the Indian media from 2002-2017. As 

surrogacy is not directly experienced by many people, the role of media becomes critical 

in contributing towards surrogacy ‘truth’. This chapter provides a context about the 

broader societal discourses or knowledge existing in India from which representations of 

surrogacy and intended parents are drawn. This chapter specifically identifies the broader 

discourses and representations of the intended parents in Indian print media. For this 

chapter, three popular English daily newspapers of India are considered: The Times of 

India, The Hindu, and The Hindustan Times. A total of 196 newspaper articles published 

from 2002 - May 2017 were analysed to identify different discourses (as detailed in 

Chapter 5). In this chapter, I argue that the representation of intended parents was 
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primarily stigmatising, either for their childlessness or for engaging with surrogacy in the 

media reports. Also, the stigmatisation rational changed for surrogacy in the media 

reports. Where initially the stigma of surrogacy was more about socio-cultural and moral 

norms, that represented intended parents as ‘Others’ and ‘Immoral’, it later changed to 

debates around ethical norms and involved blaming intended parents as, for example, 

‘unethical consumers’. Hence, the rational of stigmatisation to control people and keep 

them adhering to the dominant social norms changed over the selected period.   

In the media reports intended parents were primarily represented as ‘unethical 

consumers’, ‘helpless’, ‘Others’, ‘immoral’ and ‘change makers’. These representations 

were drawn from three main discourses: ‘reproduction as consumerism’, contested 

‘family and parenthood definitions’ and ‘preference of surrogacy over adoption’. Of 

these three discourses, ‘reproduction as consumerism’ and ‘contested family and 

parenthood definitions’ were consistently used in the media to represent intended parents 

as ‘unethical consumers’, ‘helpless’, ‘Others’ and ‘immoral’. The third discourse, that is, 

‘preference of surrogacy over adoption’ was observed during highly surrogacy-debated 

years and contributed towards intended parents’ representation as ‘immoral’. In the 

newspaper articles, the representation of intended parents was often embedded in the way 

surrogacy was problematised in the media using different discourses. This is because 

very few reports exclusively focused on, directly discussed or represented intended 

parents. Therefore, this chapter also briefly mentions in the background section two 

primary discourses, that is, ‘child rights’ and the ‘exploitation of surrogate mothers’ or 

‘empowerment of surrogate mothers’ which created surrogacy in India and contributed 

towards generating the ‘reproduction as consumerism’ discourses.  

This chapter has five main section. First (6.2 section), the background section 

briefly shows how surrogacy was produced through different discourses over the years 

with changing events and voices included. This section shows the use of ‘child rights’, 

‘exploitation’ and ‘empowerment’ discourses in the media to represent surrogacy and 

surrogate mothers. Another common discourse used for producing surrogacy was as a 

promising solution to parenthood. As this discourse was directly related to intended 

parents, it is discussed in the detailed sections (6.3-6.5 section) on intended parents, 

identifying discourses representing intended parents. In this background section I 
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particularly emphasise how framing surrogacy in specific ways implicated the identities 

of surrogate mothers and intended parents.   

The second, third, and fourth sections deal in detail with the three main discourses 

and representations of intended parents. These sections present and discuss the three main 

discourses of ‘reproduction as consumerism’, ‘contested family and parenthood 

definitions’ and ‘preference of surrogacy over adoption’. These sections show how using 

these discourses represented and stigmatised intended parents over the years. The last, 

fifth section concludes the chapter and shows how representing surrogacy, intended 

parents, or surrogate mothers with commercial, exploitation, and moral or ethical 

discourses is problematic. Now I turn to the first section of the chapter to give a sense of 

newspaper reports published on surrogacy. 

Background: problematisation of surrogacy  

This section examines the rise and discussions of surrogacy debates in media reports. 

Newspaper articles on surrogacy before 2008 were scarcely published. A sudden rise in 

the media reports on surrogacy was observed after the controversial cases of Baby Manji 

in 2008. After this, media reports continued to rise covering different events (see Fig. 

6.1). Some common events over the years corresponded to publications on Assisted 

Reproductive Technologies (ART) and surrogacy (see Fig 6.1).  

 

Figure 6.1: Events covered in the newspaper articles published on surrogacy from 2002-

2017. 
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These events included different versions of ART Bills (2010, 2013, 2014), 

controversial cross-border legal surrogacy cases (2008, 2010), celebrities having children 

through surrogacy (2011, 2013, 2016, 2017), maternity leave demands for intended 

mothers (2015) and the Surrogacy Regulation Bill (2016). Among these, media gave 

extensive coverage to the controversial surrogacy cases, the need for surrogacy 

regulations and celebrities’ news. In these media reports, surrogacy was primarily 

discussed as a growing industry that needed regulation and as an alternative to achieve 

parenthood. Some common newspaper headlines consisted of words and phrases like 

‘rent-a-womb’, ‘baby-making’, ‘exploitative’, ‘blessing’ or ‘miracle’ to represent 

surrogacy. Often these discourses contradicted each other and also produced intended 

parents and surrogate mothers in different ways. In these discussions voices of experts 

were commonly used to legitimatise the discourses. Some common statements observed 

were drawn from medical experts from government research institutes, legal experts, 

private doctors, political leaders related to the health ministry and activists. Other voices 

heard in these articles included social scientists, celebrity intended parents, surrogate 

mothers, foreign couples, police persons, writers and filmmakers. 

In the newspaper articles, the ‘problematisation’ of surrogacy was observed during 

different events such as controversial cases, regulation changes, and celebrities using 

surrogacy. According to Foucault (1984), ‘problematisation’ is a process where any 

object or phenomena becomes a problem and needs a critical inquiry and solutions. 

Surrogacy in the media reports were similarly problematised. In the media reports legal, 

social, ethical and moral problems were raised through surrogacy and their solutions were 

discussed, often employing the voices of powerful people from different institutions. 

Although this problematisation was not as advanced as in academia’s direct use of 

inequalities or justice arguments (Donchin 2010, Pande 2016, Smietana et al. 2018), 

inequalities and exploitation frames were certainly prominent. In the newspaper articles 

the problematisation of surrogacy started with the issue of children’s rights and later 

moved to the exploitation or empowerment of surrogate mothers. Therefore, two sub-

sections follow, first showing a shift from ‘children’s rights’ to the ‘exploitation of the 

surrogate mothers’ discourses. The second section describes how other media reports 

were limited to surrogate mothers, which produced implications for the intended parents’ 

representation, particularly strengthening the ‘reproduction as consumerism’ discourse. 
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From children’s rights to exploitation of surrogate mothers 

My analysis finds that discourses in media reports problematising surrogacy 

shifted from children’s rights to the exploitation of surrogate mothers. After the 

controversial transnational Baby Manji (2008) and Jan Balaz case (2009), children were 

left stateless due to citizenship issues. Hence, in the media reports there was much 

emphasis and discussion about abusing children’s rights and turning them into 

commodities. However, later in 2010, surrogacy was primarily problematised for the 

surrogate mothers’ economic, social and health exploitation.   

Initial media reports showed concern over rising commercial surrogacy because 

current surrogacy approaches turned children stateless and treated them as commodities. 

These debates proposed altruistic surrogacy as a possible solution, and for the first time, 

the concept of altruistic surrogacy was introduced in the newspaper articles. Over this 

period the rationality to use altruistic surrogacy was also changed; first it was based on 

moral ground, and later on human rights. An article headlined: Baby Manji's case throws 

up need for law on surrogacy32 published in 2008 stated that: 

Voluntary surrogacy is tolerated by society. But, the moment the 

element of commerce - payment to the surrogate mother for bearing 

the child - crops up, it cries foul terming it as "baby selling" 

(Mahapatra 26 August 2008).33 

In this statement first, altruistic surrogacy was pronounced as “voluntary”, which also 

denies the possibility of commercial surrogacy being a voluntary act. Second, it 

emphasised that altruistic surrogacy could be ‘tolerated’, which reflects that surrogacy, 

in general, was not welcomed. Here, commercial surrogacy was found problematic and 

unacceptable on moral grounds when referred to as ‘baby selling’. Although the 

statement directly stigmatised surrogate mothers as “baby sellers”, indirectly it also 

stigmatised intended parents as ‘baby buyers’. Overall, the article framed commercial 

 
32 In this chapter headings of the newspaper articles are italicized for easy recognition. However, all other 
quotes are in normal font unless anything important to highlight.  
33 For referencing the newspaper articles selected for this chapter, I have modified the APA referring style 
for in-text citation of the newspaper articles’ date. I have mentioned the full date in the citation, so that 
the readers get detailed information while reading. As outlined in Chapter 5, I did not get any information 
about the page number for the placement of newspaper articles from the Factiva database. Hence, page 
numbers are not mentioned in the reference. Following the APA style, I have used the name of the author 
in case it is mentioned in the article, and when not, the first two words of the heading of the newspaper 
article are used and indicated by “ ”.  
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surrogacy as morally unacceptable and altruistic surrogacy as just a compromise that was 

only marginally more acceptable than commercial surrogacy. Similarly, in 2009, after 

the Law Commission report favoured altruistic surrogacy, commercial surrogacy was 

again framed as problematic but with different government rationality. An article 

headlined Legislation to control surrogacy favoured, quoted the Law Commission’s 

statement, which found altruistic surrogacy protecting the surrogate mother and 

children’s rights:  

It [Law Commission] said, “active legislative intervention is required to 

facilitate correct uses of the new technology, i.e., ART, and relinquish the 

cocooned approach to legalisation of surrogacy adopted hitherto. The need 

of the hour is to adopt a pragmatic approach by legalising altruistic 

surrogacy arrangements and prohibit the commercial ones.” The report 

pointed out that a legislation dealing with surrogacy would help reduce the 

chances of various kinds of child abuse in cases of adoption (Venkatesan 

10 August 2009). 

Here, the rationale for altruistic surrogacy was not based on a moral ground but to protect 

the rights of children and surrogate mothers, who need to be taken care of before and 

after surrogacy. Therefore, altruistic surrogacy was framed as a ‘pragmatic approach’ 

which provided a middle path to solve the issues of infertile couples and protect the rights 

of surrogate mothers and children. Overall, the article framed rising commercial 

surrogacy as a ‘problem’, for example, when the phrase ‘control surrogacy’ was included 

in the headline.  

Until 2011, commercial surrogacy was mainly discussed as an issue for the children 

born through surrogacy, but afterwards the focus shifted to the surrogate mothers. In 2010 

and 2012, two significant studies on commercial surrogacy were conducted in India by 

two activist organisations, namely the Centre for Social Research, and SAMA Resource 

Group for Women and Health. These reports interviewed Indian surrogate mothers and 

intended parents residing in foreign countries, including Indians living outside India and 

a few residing in India.34 Both organisations contributed to the framing of ART Bills and 

 
34 In the SAMA study only one Indian intended parent was interviewed and 12 surrogate mothers. In the 
CSR study a total of 50 intended parents were studied. However, the report did not mention the specific 
number of Indian intended parents and just stated that the majority of the intended parents were from 
foreign countries. The report mentioned 86 percent Christians from Delhi and Mumbai, which probably 
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also the media to bolster the surrogate mothers’ exploitation and vulnerabilities in terms 

of health, social and economics in this growing unregulated industry. One of the 

newspapers framed the entire article based on SAMA’s findings and one of the quotes 

drawn from SAMA team stated that: 

 “Though the unregulated surrogacy industry in India is booming, there 

hasn’t been a comprehensive, simultaneous civil society response to the 

practice. As such, the practice of commercial surrogacy in India raises 

several concerns, requiring a significant gap to be filled in the advocacy 

for the health and rights of women who choose to be surrogates and egg 

donors,’’ remark N. Sarojini and Tarang Mahajan of Sama ("Raw Deal'' 

25 October 2012). 

The article referred to surrogacy as a ‘booming unregulated industry’ and highlighted the 

exploitation of the surrogate mothers and egg donors in terms of health and rights. Some 

of the significant concerns proposed by the research included uninformed consent of the 

surrogate mothers and increased numbers of embryo transfers. It did not take much time 

for the discourse ‘exploitation of the surrogate mothers’ to make the headlines of the 

newspaper, for example: Prevent exploitation of surrogate mothers, says Health Ministry 

("Prevent Exploitation" 24 October 2013). Newspaper articles also included the voices 

of legal experts to ban commercial surrogacy and prevent the exploitation of surrogate 

mothers, especially for foreign intended parents. One of the media reports referred to a 

comment given by an opposition advocate during a foreign single parent surrogacy35 

case, 

Appearing for the union health ministry, advocate Onkar Singh Batalvi 

had submitted that foreign nationals would not be allowed surrogacy 

rights in India to prevent exploitation of Indian women, who might be 

tempted to take the risk in the face of financial hardships (Verma 25 

April 2014). 

 
refers to foreign intended parents. Around 6 percent were referred to as Hindus; these may include Indian 
couples residing both within India and outside.  
35 Shihabeldin, a citizen of Sudan, challenged Indian Ministry of Home Affairs guidelines of July 9, 2012, 
where surrogacy was allowed for only married heterosexual couples married for at least two years, in 
Punjab and Haryana high court. However, ICMR guidelines of 2005, 2008, 2010 and 2013 allowed single 
foreign parent surrogacy in India. This was a legal discrepancy case where ICMR guidelines to conduct 
surrogacy whereas home ministry guidelines do not allow. 
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Similarly, another report stated:  

Many legal experts also feel that it is “poverty, illiteracy and the lack 

of power that women have over their own bodies”, which is the 

driving force behind the surrogacy market (Perappadan 23 October 

2015). 

Both these statements draw on the exploitation discourse and portrayed surrogate mothers 

as ‘victims’ and ‘vulnerable’ and foreign intended parents as ‘exploiters’. These 

discourses were legitimatised by the Health Ministry, legal experts, and law 

commissions, to turn them into a ‘truth’ about commercial surrogacy (Foucault 1984). 

The effects of this ‘truth’ were visible in the changing surrogacy regulations. For 

example, first surrogacy was banned for singles and homosexual people in 2014, then for 

foreign couples in 2015. Later in 2016, commercial surrogacy was criminalised for both 

international citizens and Indians and allowed only altruistic surrogacy for Indian 

citizens. These changing regulations and criminalisation stigmatised the practice of 

surrogacy as a whole and were covered extensively during these years. These changes in 

regulations can be seen as similar to discourses used in western countries to criminalise 

the commercial surrogacy practice, such as ‘baby selling’ or ‘buying’ (see Markens 2012, 

Snow 2016). Although discussion on surrogacy produced counter-discourses to 

commodification or exploitation, discussions remained focused on surrogate mothers. 

This I show in the next section.  

Limited to only surrogate mothers 

Media reports on surrogacy were limited to surrogate mothers because 

discussions for and against surrogacy remained about surrogate mothers. In the media 

reports, attention was also paid to surrogate mothers’ vulnerabilities, empowerment, and 

other aspects of their lives. However, surrogate mothers’ voices were rarely used; rather, 

people spoke on their behalf. In the newspaper articles, apart from the staff reported news, 

feature stories, special correspondents, and opinion pages were written by activists and 

scholars to shed light on surrogate mothers’ lives. Some media reports using the voices 

of healthcare corporates produced an ‘empowerment’ discourse to counter the 

‘exploitation’ discourse. One of these articles cited a surrogate mother:    

“Both of us [Sunita and her husband] worked all day to earn Rs.10,000-

Rs.15,000 per month and lived hand-to-mouth. We did not have enough 
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to provide good education to our two children. Here, they offered me 

Rs.2.5 lakh in return for bearing a child and to take care of all my 

expenses till delivery. I could have never made this much money in such 

a short span of time. I have borne [delivery] pain for my children …. now 

I can bear it again for their better future,” said Sunita, one of the dozen 

surrogate mothers at Gurgaon’s first surrogacy home being run by Vansh 

Health Care (Kumar 3 November 2013). 

Rather than exploitation, the media report highlighted the empowerment of the surrogate 

mothers. Media reports found the lives of surrogate mothers’ families and children 

improved after surrogacy. These types of media reports emphasised surrogate mothers’ 

poverty, lack of better opportunities, importance of money for their lives and women’s 

sacrificing nature for the family and children. In some reports it was used as a win-win 

discourse, where poor women got money and infertile couples a child. Scholars have 

argued that this representation was the result of the collaborative efforts of fertility 

corporates and media to naturalise surrogacy and keep the commercial surrogacy 

business working (Bharadwaj 2000, Markens 2012, Riggs 2016). But this representation 

is problematic because it produced women’s nature as ‘sacrificing’ and surrogate mothers 

as ‘poor’ or desperate for money.  

During 2016-17, when the ban on commercial surrogacy was announced and 

permitted only as altruistic surrogacy, most newspaper articles found the decision 

problematic for the surrogate mothers. Media reports used expert voices who spoke on 

behalf of the surrogate mothers, arguing that altruistic surrogacy increased risks to 

surrogate mothers. Frequent referred experts were advocates, researchers and doctors to 

showcase the problem of altruistic surrogacy in India. For instance, one of the articles 

stated:  

The law will send surrogacy underground, and there will always be 

possibilities of blackmail within families. “Just like it used to happen 

with organ donation, what is the guarantee that mothers-in-law or 

other vulnerable women in the family will not be emotionally 

blackmailed into this?” (Shelar 6 March 2017). 

On the proposed ban on commercial surrogacy, the author warned about the possibility 

of turning surrogacy underground where women would be forced to become surrogate 
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mothers. This would continue the exploitation of surrogate mothers. Similarly, an article 

written by scholar Amrita Pande states:  

Endorsing altruistic surrogacy over its commercial avatar is a formal 

declaration that women are obliged to be (reproductive) gift-givers, 

and need no compensation for loss of livelihood and the immense 

emotional and bodily labour of gestation involved in surrogacy 

(Pande 29 August 2016). 

Pande opposes altruistic surrogacy because it reproduces the discourse of women as gift-

givers or care-givers, who always sacrifice, especially in the Indian context. These 

discourses were giving power to the surrogate mother in both scenarios, whether 

highlighting the harm in commercial surrogacy or in altruistic surrogacy, whereas 

intended parents were directly or indirectly portrayed as exploiting the surrogate mother.   

Where on one side, surrogate mothers’ lives were in focus, the media 

continuously emphasised the commercial value of the surrogacy industry. Articles 

headlined: Unregulated surrogacy industry worth over $2bn thrives without legal 

framework (Dhawan 18 July 2013) were used to show the growth of an unregulated 

surrogacy industry. In these discourses, intended parents, that is, foreign couples, were 

discussed in monetary terms, such as ‘$2bn’, whereas Indian intended parents were 

almost invisible. Ultimately, two primary discourses, namely the exploitation of the 

surrogate mothers and unregulated multibillion-dollar surrogacy industry, were 

combined to produce surrogacy as an ‘unethical commercial surrogacy industry’. This 

discourse became a common ‘truth’ about commercial surrogacy when legitimatised and 

sanctioned by some politicians, health ministry, scholars and activists.  

Overall, discussion in the media reports found surrogacy to be a ‘problem’. This 

problematisation largely draws from the commercial and exploitation discourses, which 

takes inspiration from western countries and is often legitimatised by law, policymakers, 

doctors, politicians, and scholars. Where initially (2008-2011) surrogacy was seen as 

problematic for children, later, after 2011 surrogacy became as the exploitation of 

surrogate mothers and a rising unregulated industry. Children born through surrogacy 

almost lost their visibility in these media discussions. Intended parents were discussed 

either as childless or infertile people, for whom surrogacy was the last hope, or they were 

visible only as the amount they paid. Lastly, a discourse about ‘unethical and unregulated 
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commercial surrogacy’ came into existence. This brought implications for the intended 

parents’ subjectivities and identities, which I discuss in the next sections and which is 

also detailed in Figure 6.2. Figure 6.2 present the different ways intended parents were 

represented (e.g. as ‘unethical consumer’ and ‘helpless’) in the media based on different 

discourses, and these are discussed in detail in the next sections. These representations 

vary over time (as represented in darker and lighter green shades) and also in number (as 

represented with the width of the green bars). This figure is used throughout rest of the 

chapter, especially in sections identifying discourses representing intended parents.   

 

Figure 6.2. Representation of intended parents in the print media from 2002-2017. 

 

Reproduction as consumerism   

 Surrogacy news often highlighted its commercial aspects, because it was 

measured against moral and ethical norms. Discussions about surrogacy from a 

commercial and exploitation perspective produced intended parents’ reproduction as 

‘consumerism’ and stigmatised intended parents as ‘unethical consumers’ and ‘immoral’, 

who used surrogate mothers from this exploitative industry. This commercial framing 

and discussion became intense after 2012, as we can see in Figure 6.2. However, initially 

(2002-2004), intended parents were represented as ‘helpless’ when referred to for their 

childlessness or infertility, as shown in Figure 6.2 (discussed in the last section of this 

chapter). This section demonstrates how intended parents’ ‘consumerism’ was discussed 

and represented in three different ways. These are: intended parents as agentic 
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‘consumers’, ‘unethical consumers’ for exploiting the surrogate mothers and ‘baby 

designers’ and ‘immoral’ for seeking customised deals. 

Intended parents as agentic ‘consumers’ 

Overall in the print media, intended parents were often represented as 

‘consumers’. The intended parents’ representation as ‘consumers’ was initiated when 

India announced the legal permission for commercial surrogacy in 2002. With the article 

headline, Womb, sperm to be legally available (Ghosh 25 March 2002) people started to 

be reduced to objects like ‘womb’ and ‘sperm’, rather than portrayed as people. News 

articles highlighted surrogacy as a solution for childlessness. This disembodiment 

became prominent when surrogacy was problematised in the media and produced as a 

commercial industry. Understanding surrogacy from a commercial perspective produced 

surrogacy as a ‘womb industry’, ‘rent a womb, ‘hire a womb’ and formed catchy 

newspaper headlines after 2008. Ironically, the term ‘renting a womb’ was used by 

medical practitioners to justify the complicated surrogacy procedure to surrogate mothers 

and couples; however, media, scholars, policymakers, documentary makers and social 

activists started using this phrase as a surrogacy reference (Pande 2010b). This 

representation reduced surrogate mothers to ‘wombs’ and intended parents to 

‘consumers’. 

 Over the period, intended parents remained seen as ‘consumers’, especially when 

other aspects of the surrogate mothers’ lives were described in the media, for example, 

exploitation, empowerment, and vulnerability. For instance, consumer representation 

was visible in an article headlined, Rent-a-womb, a thriving industry unbridled by law’: 

Nazira, wife of a mason near a village in Ahmedabad, chose to become a 

surrogate to help the family come of out a financial crisis. Now several 

months into pregnancy, Nazira will get Rs. 3.25 lakh after the delivery as 

per a contract signed by her and the commissioning couple. This is in 

addition to a monthly allowance of a couple of thousand rupees for the 

gestation period of nine months. If she has twins, the 'party' [intended 

parent] will have to pay her 20 per cent more (Dhar 15 July 2012). 

Here, the surrogate mother was mentioned as a poor sacrificing woman who engaged 

with surrogacy due to her economic vulnerability. This makes a case of her powerlessness 

in society. However, the intended parents were referred to as a ‘commissioning couple’, 
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‘party’ and in monetary terms: ‘Rs 3.25 lakh’. This portrayed intended parents as 

‘consumers’ of surrogacy and highlighted their higher power. This representation of 

intended parents, especially in monetary terms, was common (159 out of 196 articles) in 

the media, which framed them often simply as ‘consumers’. Even the word 

‘commissioning’, which was popularly used in the Indian media and by policymakers 

and academics to refer to intended parents, portrayed them as a party, dealer or people 

who were going to control the transaction. 

 The ‘consumerism’ discourse was strengthened when the media highlighted 

intended parents’ higher socio-economic status and agency. Celebrities and foreign 

intended parents became familiar headlines of the newspapers such as, Britons travel to 

India for 'reproductive tourism (20 March 2006), IVF brings two-fold joy to Spanish 

businessman (4 January 2012), Telugu actress has baby born through surrogacy in 

Anand (17 June 2014) and Tusshar Kapoor is Bollywood's first Single Dad! (29 June 

2016). Intended parents’ celebrity and economic status were specifically used in the news 

articles to describe their socio-economic status. Some common sentences used were: ‘the 

tremendous demand for surrogacy and in-vitro fertilisation, especially among urban cash-

rich couples’ (Biswas 17 April 2017); ‘Bollywood superstar Aamir Khan announced the 

birth of his baby boy, through a surrogate mother’ ("Surrogacy Rise" 25 February 2013); 

Eva, [intended parent] who's in a good position in the advertising industry in the UK 

(Parikh 5 April 2017), ‘The couple are part of the fashion industry’ ("Spanish Gay" 17 

February 2011). In these all statements their profession and wealth were highlighted to 

portray them as economically powerful. 

 Most news on intended parents was about celebrities and foreign couples. 

Celebrities in India have luxurious or extraordinary status and have influential power 

(Srikanth et al. 2013). Therefore, celebrities using surrogacy gained considerable 

coverage in the newspaper and supported private fertility clinics to popularise surrogacy 

(Bharadwaj 2000, 2002). Foreign couples were a focus because of increasing 

transnational surrogacy in India, and their travel was referred to as ‘reproductive 

tourism’, ‘medical tourism’ and ‘fertility tourism’ in the media. Portraying intended 

parents as ‘tourists’ makes their surrogacy decision seem recreational, which it is not, at 

least with the legal complexity involved in transnational surrogacy (Carone et al. 2017, 

Majumdar 2015, Vora 2013b). Representations of intended parents as celebrities, 

tourists, and of higher socio-economic status produced them as wealthy agentic 
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‘consumers’ of reproduction. In none of the media reports were intended parents asked 

about the financial aspects. Out of 196 news articles, only in one article a childless couple 

hinted about the economic issue involved in surrogacy: 

A couple, both professionals and issueless for a decade, said, “We 

have tried getting medical aid but to no avail. Surrogacy involves so 

much of risk in terms of social stigma that we do not want to go in for 

that option, at least for now” (Kashyap 10 May 2011). 

In the text, the couple mentioned both economic and social stigma as constraints against 

using surrogacy. However, media reports did not usually mention intended parents’ 

struggles and their negotiations with the healthcare, political and social systems. In 

particular, the vulnerability of intended parents in the commercialised fertility treatments 

(mentioned by the participants of this study in Chapter 8) was found to be completely 

absent. Instead, reports mentioned intended parents only as celebrities or foreign couples 

and produced them as from a superior class, as having luxurious lifestyles, and as agentic 

individuals of society. This highlighted intended parents’ agency to buy and engage in 

surrogacy, while surrogate mothers’ vulnerability added an ‘unethical’ label to their 

consumer identity, which is shown below.  

Unethical consumers  

  The juxtaposition of intended parents and surrogate mothers in the media further 

turned intended parents into ‘unethical consumers’. In the newspaper articles surrogate 

mothers’ vulnerabilities or exploitation were mentioned together with the intended 

parents’ economic power and agency. These discourses directly or indirectly blamed 

intended parents for surrogate mothers’ exploitation. Some of these explicit examples 

were:  

With an unregulated surrogacy industry thriving in India, rich couples 

are preying on domestic helps and housemaids coercing them to step up 

to the task (Dhawan 18 July 2013). 

 

[Is] surrogacy a win-win exchange where a wealthy infertile woman 

gets the child she desperately wants and a poor fertile woman gets the 

money to change her life for the better or is it just a cynical exercise in 

colonial exploitation? (Bhattacharyya 25 September 2015).  
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Commercial surrogacy has created a situation where the elite spend a 

lot to procure their own biological child, but this money is never fairly 

paid to the surrogate (Hebbar 28 August 2016).  

In the first example, words like ‘rich’, ‘preying’ and ‘coercing’ were explicitly used to 

show that intended parents were not only ‘rich’ but also that they forced poor women 

(who may be working in their houses as maids) to become surrogate mothers, and created 

this unregulated surrogacy industry. In the following text, the author labelled intended 

parents as ‘wealthy’ and desperate for a child and also suspected that foreign intended 

parents were exploiting surrogate mothers. In the third example, intended parents were 

again labelled as ‘elite’ who become a ‘baby buyer’ and did not pay a fair amount to the 

surrogate mothers. These discourses represented intended parents as powerful and agentic 

individuals who made choices freely and exploited surrogate mothers by forcing them to 

act as often underpaid surrogate mothers. Hence, intended parents were blamed and 

explicitly stigmatised as ‘unethical consumers’ (Scambler 2009). Intended parents were 

indirectly stigmatised as ‘unethical consumers’ when the media reports portrayed 

commercial surrogacy as an exploitative industry, where women were forced to act as 

surrogate mothers where they would experience health risks and be taken undue 

advantage of. In these incidences, intended parents, as ‘consumers’ of this industry, 

indirectly and by default became ‘unethical consumers’ (Carrington et al. 2010, Cowe 

and Williams 2000). Recent research has  observed this ‘unethical consumerism’ 

discourse in the interviews of intended parents who chose the United States of America 

over India or Thailand to avoid their representation as an ‘unethical consumer’ (Nebeling 

Petersen 2016). However, these discourses did not stop here and added further ethical or 

moral frames to represent them as ‘baby designers’ and ‘immoral’, which is discussed 

next. 

‘Baby designers’ and ‘immoral’  

Further, unethical and moral labels were added to this ‘unethical consumer’ 

representation, whereby intended parents were represented as ‘baby designers’ and 

profitable deal hunters. In the media reports after 2008, India was frequently portrayed 

as a ‘hot spot’ or ‘fertility hub’ of surrogacy for international couples. These reports 

commonly cited foreign couples’ profitable deals in India as a reason for the rise of 

surrogacy in India.  This included cheaper surrogacy rates, Indian women general good 
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health status as they hardly smoke or consume alcohol, and the presence of unregulated 

laws (e.g. Gwalani 28 October 2015, Nijher 28 January 2008). One article stated that:  

 India has emerged as the main surrogacy destination since it legalised 

commercial surrogacy in 2002. And it is primarily for two reasons. One, 

surrogacy in India is low cost. The complete package costs just one-third 

of the total procedure cost in the United Kingdom and other developed 

countries. Secondly, the legal environment here is favourable (Kumar 3 

November 2013).  

These reports presented foreign intended parents as profitable deal seekers, who selected 

India for benefits such as lesser cost, healthy surrogates, and unregulated laws for making 

their lives easy. This representation was also common in academic debates (Saravanan 

2018, Schanbacher 2014). However, in the media reports little discussion was about the 

forces which makes people to travel to completely new destination. A sense of shame 

was also apparent in these reports when mentioning India as a surrogacy hub, as the 

reasons mentioned for the popularity were poverty and unregulated law, and not the 

availability of technology or experts in India. This is despite India giving the second IVF 

child to the world, the rise of a private, very competitive health care structure, Indian 

doctors, and experts all around the world. This shaming portrayal of surrogacy in India 

is also common in the academic and political debates, because surrogacy is seen as an 

industry working on women bodies and selling/buying reproduction.  

Discourses in media were not limited to projecting intended parents as hunters of 

good package deals but also as ‘baby designers’, who selected specific sperm or eggs, 

the sex of the child, and surrogates as per their requirements. A controversial 

transnational surrogacy case happened in 2009 where a Norwegian mother was stuck in 

India because she did not share a genetic link with the children. A media report 

introduced the intended mother with the following sentences,   

In May 2009, Andras Bell (name changed) approached Rotunda fertility 

clinic in Bandra and commissioned a surrogacy. As she was suffering 

from premature ovarian failure, the 31-year-old woman, with the help of 

the clinic, chose a sperm donor of Scandinavian origin and an Indian egg 

donor. The tailor-made embryo created within 48 hours was implanted 
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in the womb of an Indian surrogate, and her boys were born in April this 

year (Roy 21 July 2010). 

The author of the text used the word ‘tailor-made embryo’ to represent the intended 

mother as a ‘baby designer’, as she ‘chose’ the specific race of the child. Another 

explicit example criticising Indian intended couples for designing their babies was 

observed in the article headlined, Raw deal for surrogates in quest for quality offspring. 

This article was bolstered by SAMA’s research study and was introduced with the 

following lines from the research study,  

“Caste and religion among key factors in the selection of women: 

Beautiful and fair- words traditionally synonymous with brides - are 

being used for renting a womb. For, not only are "healthy, beautiful, fair 

and higher caste or Brahmin'' surrogates in great demand, they also 

receive good payment in cash and kind from the commissioning parents 

after delivery. Doctors and agents have confirmed - in a study to Sama, a 

Delhi-based resource group working on women's and health issues - that 

there were preferred criteria set by the commissioning parents, such as 

'higher caste,' Brahmins and a particular religion, often directed by their 

own identity. Commissioning parents shower gifts on surrogate mothers 

for producing healthy and good-looking babies ("Raw Deal'' 25 October 

2012). 

First, throughout the article, intended parents were referred to as ‘commissioning 

couples’ and mention was made of ‘payment’, which represented them as ‘consumers’. 

The article also criticised these ‘consumers’ for exploiting the surrogate mothers in terms 

of payment and behaviour. These ‘consumers’ selected surrogate mothers in the 

reproductive market based on the women’s specific traits and social positions to have 

‘quality offspring’ rather than “healthy offspring”, as suggested by the headline of the 

article. For example, the article mentioned the Brahmin caste, which is a socially superior 

caste for Hindus and preferred by the Indian intended parents in order to produce superior 

children. However, these media reports neglected any possibility of the intended parents 

engaging with surrogate mothers from other religions or castes.  

Sex selection of the child was another criticism faced by intended parents in the 

media discourse. In Hinduism sons are more valued than daughters, which is why sex 
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determination of the child is illegal in India (Arnold et al. 2002). The same problem was 

suspected when surrogacy was permitted in India. Although criticism for child's sex 

selection already existed, the media debate peaked in 2013 when Shahrukh Khan, a 

Bollywood superstar faced allegations for the sex determination of the child before their 

surrogacy child was born. Out of 27 articles published in 2013, seven were about 

Shahrukh Khan’s surrogacy child sex selection; however, later it was legally proved that 

the allegation was false. These reports published on sex selection and surrogacy 

contributed to a perception about intended parents’ baby designing intentions.  

As surrogacy in India was problematised using discourses of commercialisation, 

surrogate mothers were reduced to ‘wombs’ or passive victims and intended parents as 

agentic ‘consumers’. Moreover, using commercial discourses and compared to surrogate 

mothers’ representations, intended parents were stigmatised as ‘unethical consumers’, 

immoral ‘baby-buyers’ and ‘baby-designers’. This framing had implications because it 

placed surrogate mothers and intended parents opposite each other and produced their 

hegemonic portrayal as ‘victims’ and ‘agents’ respectively. However, notably absent 

were intended parents and surrogate mothers’ voices. They were not included in any of 

the articles, so it is unknown how they described or understood surrogacy, if they also 

saw surrogacy as a seller and buyer relationship or as designing babies or as a packaged 

deal of surrogacy. These stigmatising ‘consumerism’ and ‘immoral’ representations were 

further strengthened when discourses of ‘choosing surrogacy over adoption’ were used 

in the newspapers’ reports. This is discussed in the next section. 

Preference of surrogacy over adoption: “Barren wombs prefer surrogacy, 

IVF: Orphans nobody’s children” 

The heading of this section (in Italic) is a newspaper heading of an article 

published on 17 April 2017 in The Times of India. This heading sent two messages: 

firstly, intended parents were not thinking about orphans and engaging with surrogacy to 

produce their children. Secondly, the headings portrayed intended parents as less 

powerful by calling them ‘barren’ and reducing them to a womb. However, one headline 

used the word ‘prefer’ to construct them as powerful as it showed the couple’s power of 

choice to go for adoption. Adoption has always been seen as morally good deed as it 

helps orphan children (Jennings, et, al. 2014) whereas surrogacy has been portrayed as 

exploitative for surrogate mothers and known as child purchase, as discussed previously 
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in reproduction and consumerism discourse section. Moreover, here the intended parents’ 

power of choice was highlighted, thus presenting and strengthening their representation 

as ‘immoral’ or ‘unethical’ when they engaged with surrogacy.  

Out of total newspaper articles, 16 articles broadly engaged with the choice of 

adoption versus surrogacy. These articles were primarily published during 2010-1236 and 

2016-17,37 when the most controversial legal cases, reportings of single celebrities using 

surrogacy, and the Surrogacy Regulation Bill 2016 happened. These articles maintained 

the discourse that adoption is a morally superior choice to surrogacy. In these articles, 

intended parents were directly or indirectly criticised for rejecting adoption over 

surrogacy to form their families.  

 For instance, an article directly criticised a foreign intended mother, whose case 

turned into a legal controversy. As the intended mother used a donated embryo for 

surrogacy, and in the absence of genetic connections she struggled to take children to her 

home country. Two media reports reported this incidence, and both asked why the 

intended mother did not adopt. Media reports stated:  

Bell’s [Norwegian mother’s pseudonym] children are virtually in no 

man's land, but the greater ethical debate is why she commissioned 

surrogacy when she could have just adopted a child (Roy 21 July 2010). 

After almost seven months, this case was highlighted in another media report by the same 

author demanding surrogacy law in the country. This report again questioned the foreign 

intended mother’s decision to choose surrogacy over adoption: 

But there are others who ask why Volden [Norwegian mother’s real 

name] did not adopt children instead of tailor-making them (Roy 2 

February 2011).  

In both the statements the intended mother was blamed for choosing surrogacy and not 

adoption, which was seen as noble and helpful for existing children. Moreover, in the 

 
36 A German couple, Jan Balaz and Susan Anna Lohlad, engaged with surrogacy in 2008 and gave birth to 
twins; however Germany did not recognize surrogacy and thus the twins  were left stateless, and neither 
Germany nor India provided citizenship to the twins. Israeli gay couple, Dan Goldberg and Arnon Angel 
delivered twins though surrogacy, but a Jerusalem family court refused to grant paternity test permission 
to process the Israeli citizenship for the twins.  
37 Tusharr Kapoor and Karan Johar, a Bollywood actor and Bollywood film director respectively, became 
single dads through surrogacy. They are unmarried; however, Karan Johar hinted many times that he is 
gay but because of the Indian law he cannot say that.  

https://timesofindia.indiatimes.com/topic/Jan-Balaz
https://timesofindia.indiatimes.com/topic/Susan-Anna-Lohlad


Chapter 6: Portrayal of intended parents in Indian news dailies 

 

190 
 

second statement she was stigmatised for designing a new baby through surrogacy. In 

the above statements, the intended mother’s decision of surrogacy over adoption was 

morally and ethically questioned. However, nothing was mentioned about her motivation 

to travel to a different part of the world to have her non-genetic related children and her 

reasons for not choosing adoption. Similarly, another article headlined, Can a Baby be 

'Theirs' not 'Ours'? (Kukreja 27 July 2017) criticised Indian celebrities for preferring 

surrogacy over adoption. The headline of the article pointed out the importance of a 

genetic connection with a child in Indian society. This article tried to establish the 

discourse that intended parents cannot accept and love a non-genetic child. Somewhere 

in between the article stated: 

But the only other well-known adoptive parents in Bollywood are 

actors Sushmita Sen and Raveena Tandon, and their adoptions 

happened years ago. Do celebrities prefer surrogacy to adoption? 

The author indicated that surrogacy is increasingly preferred nowadays by celebrities 

because it provides a genetic connection, whereas adoption does not.  

Intended parents were directly or indirectly criticised in the media reports for 

adversely affecting adoption rates. For example, some common statements in the media 

reports included:  

Kumari [Director of Centre for Social Research] said that the expanding 

surrogacy system is also impacting negatively the adoption system and 

children would remain orphans if it continues (Dhawan 18 July 2013). 

 Experts attribute this drop in domestic adoption rate to multiple reasons 

ranging from rise in illegal adoptions to a significant increase in number 

of people opting for modern procedures of childbirth such as in-vitro 

fertilisation and surrogacy (Biswas 17 April 2017). 

Across India, data from CARA (Central Adoption Resource Authority) 

show that the rate of adoption is falling. From 5,693 adoptions in 2010, the 

number dropped to 3,210 in April 2017 from a year earlier (Kukreja 27 

July 2017).  

In all these statements, intended parents were blamed for decreasing adoption rates 

because they chose surrogacy for their genetic children, rather than helping the existing 

ones. All these statements were legitimatised using different experts and sources, to make 
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it a fact. However, nothing much is stated about issues in the adoption process in India, 

especially when in 2015 the adoption system went online.  

There were newspaper articles that were exclusively published to assign the moral 

responsibility of adoption to the childless couples. An article headlined, Couples should 

go for adoption used different infertility experts’ statements to reflect the importance of 

adoption: 

The pro-adoption doctors argued that in a country where there were 

so many homeless children, spending millions and billions on 

surrogacy was not fair ...[..]... According to estimates, there are 10 

lakh street children in India and gynaecologists say that if each of the 

childless couple adopts them, there would be a few left on the streets 

("Couples Should'' 10 January 2011) . 

Here the article morally criticised intended parents for spending too much money on 

producing children through surrogacy, when there were too many homeless children 

looking for adoption. Therefore, childless couples should adopt, help the existing 

children rather than creating new ones and increasing the population of the country. 

Another reason to legitimatise adoption over surrogacy was provided in the article 

headlined, Vote for adoption: 

In India, there is always the worry that surrogates may be exploited 

by those doing this for commercial gain — agents and middlemen. 

From the socio-economic angle, adoption is a better concept. 

Legalisation is also not complicated in adoption (Alexander 15 June 

2010). 

Here, two messages were communicated: first, surrogacy in India was exploiting 

surrogate mothers, which made intended parents ‘unethical consumers’. Second, people 

should use adoption to protect the exploitation of surrogate mothers and save the cost and 

legal issues associated with surrogacy. Certainly, adoption is a noble way; however, the 

broader question was whether the responsibility of adopting the orphans should lie only 

with the childless or intended parents. Why was every individual or couple who chose to 

produce their children not encouraged to adopt? These questions were not found in the 

media reports.  
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The discourse about choosing surrogacy over adoption identified intended parents 

as immoral and stigmatised them. Intended parents were morally and ethically expected 

to engage with adoption because it helps millions of orphan children, whereas surrogacy 

creates new children, increases the population, and exploits surrogate mothers. Hence, 

perceiving intended parents’ ability to make the ‘choice’ of surrogacy over adoption 

produced them as agentic ‘consumers’ and ‘immoral’. 

However, not all discourses in the media reports produced intended parents as 

agentic or ‘unethical consumers’. Representations of intended parents constructed 

through definitions of family and parenthood discourses were most contested, presenting 

them as ‘Other’ and as ‘changemakers’. This is because surrogacy had shaken these 

definitions and new definitions were taking birth. These representations and contested 

discourses are discussed in the next section. 

Contesting family and parenthood definitions 

In the media contested discourses about ‘definitions of family and parenthood’ were 

visible. Due to these contestations, intended parents were represented in a spectrum; from 

being identified as ‘helpless’ or ‘sufferers’ to ‘Others’ to ‘immoral’ (see Fig. 6.2). This 

subsection mainly draws from the understanding of family, parenthood, motherhood, and 

fatherhood in the Indian context, as described in Chapter 3. To demonstrate these 

contested discourses and how they affected the representation of the intended parents, 

this section is divided into three subsections. Firstly, I demonstrate the discourse about 

parenthood as ‘natural’ and necessary for heterosexual couples and which provided 

surrogacy as a solution. In doing so, intended parents were represented as 

‘helpless/sufferers’ and ‘stigmatised’ for their childlessness. Secondly, I demonstrate 

how pursuing surrogacy stigmatised intended parents as ‘Others’ for forming their 

families in an unconventional way. Lastly, I show how new definitions of family, 

motherhood, and parenthood challenged the traditional notions and constructed intended 

parents as ‘changemakers’. 

Parenthood is compulsory and surrogacy a rescuer: “Yearning for motherhood is 

very natural and normal” 

Discourses in the media around surrogacy sustained and reified the idea of ‘natural’ 

and compulsory family, motherhood, and parenthood for the heterosexual couples. By 

doing this they constructed intended parents as ‘helpless’ and also stigmatised their 
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childlessness. This representation was most common in the media reports and intensified 

whenever there were debates about changing surrogacy regulations, for example, from 

2002-2004, 2008, 2010-1012, and 2014 to 2017 (See Fig. 6.1. and Fig. 6.2). Headlines 

such as US woman blessed with Mumbai miracle (Masand 4 December 2009) and For 

childless couples, surrogacy gives birth to hope (Shrivastav 20 January 2013) 

strengthened necessary parenthood discourses, while (re)producing surrogacy as a 

‘miracle’ or ‘hope’ in order to achieve this necessity. These discourses were often 

legitimatised and created as a ‘regime of truth’ (Foucault 1984) by using the voices of 

medical practitioners and celebrity intended parents. For instance, a newspaper article 

headlined, Baby at any cost cited a well-known surrogacy expert in India, Dr. Nayana 

Patel, who drew on a discourse of motherhood as ‘natural’ and a desperate need of 

women:   

The instinct of procreating and motherhood is a very strong one. I'd like 

to give every woman a shot at motherhood, but in cases where I feel it 

endangers her life, or there's risk of a major complication, I usually draw 

a line, though someone else may quite willingly take up the 

case…[..]..Yearning for motherhood is very natural and normal, but there 

are times when a balance must be struck between one's desires and 

ground realities. Because sometimes it's a matter of life and death, not a 

happy birth (Dutt 7 March 2012).  

The article highlighted the idea that women have a ‘natural’ and strong ‘instinct of 

procreating’. Usually, to achieve this ‘natural’ and healthy motherhood, a woman is 

ready to go to any length, and even take health risks during treatments. Here the article 

used a specialist voice, assigning responsibility to the women to take care of their health 

and use surrogacy when their health was at risk. Hence, on one side the article placed 

importance on motherhood and on the other side placed the responsibility to achieve 

motherhood through surrogacy. Absent from the article’s discussion was the option of 

voluntary childlessness.  

Celebrity voices were frequently used in the media to sustain the idea of 

motherhood. The voices of ordinary or typical intended parents were not frequently 

observed; whereas 24 articles out of 196 exclusively covered celebrities’ surrogacy news. 

And in some article’s celebrities’ voices were included. A newspaper article interview of 
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Kiran Rao, a Bollywood film director, and wife of Bollywood star Amir Khan, was 

published after the couple gave birth to their son through surrogacy:  

Interviewer: Did you lose hope when you went through a 

miscarriage and the post complications? 

Kiran Rao: At that point, I mentally prepared myself that I won't 

have a child and eventually, accepted my fate. And because there 

were Amir's (husband) children, Ira and Junaid, I didn't feel the need 

to adopt. That would have been an option otherwise. When you are 

trying too hard to have a baby but fail, you tend to go through so 

many pains. But time is a great healer. 

Interviewer: Any advice to those who cannot conceive? 

Kiran Rao: You have to make peace with the fact that life can be 

complete without kids. There's so much life has to offer. You find 

other ways to fill that vacuum’ (Ahmed 21 July 2013). 

The underlying message expressed by Kiran Rao was that wanting children was ‘natural’ 

and that surrogacy served this purpose, although she also mentioned that life was 

complete without children. However, she was unable to escape her desire for parenthood 

and used surrogacy. Kiran mentioned her struggle to conceive, her experiences of pain, 

and the compromise she made with her fate. But at the same time, she acknowledged that 

childlessness creates a void that needs filling. All these statements were conflicting but 

ultimately produced a discourse of motherhood as ‘natural’ and compulsory. Both 

‘disciplinary’ and ‘confessional’ power (Foucault 1979) of the motherhood discourse is 

observed in Kiran’s statements. Despite being a celebrity and relatively more powerful 

than the common woman, Kiran experienced motherhood as a compulsion, and felt the 

need to justify the use of surrogacy when she mentioned her struggle with pregnancy. 

Indian Bollywood celebrities hold an influential position in Indian society, and indeed 

these discourses have some implications for reproducing the motherhood discourse. 

Celebrity also helps in naturalising surrogacy, but when only celebrity voices are included 

in the media, it also frames surrogacy as a luxury choice (as shown in reproduction as 

consumerism). 

While sustaining the discourse of motherhood as ‘natural’ and expected normally 

from women, media discourses portrayed intended parents as ‘helpless/sufferers’. This 
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avoided the possibility of voluntary childlessness and produced the stigma of 

childlessness. The media stories highlighted and sympathised with the suffering of 

infertile couples and explained the intended parents’ use of surrogacy. For instance, one 

article reasoned for an intended couple’s choice of surrogacy, 

She [intended mother] had entered into an arrangement with an institute 

in Hyderabad to have a baby through surrogacy after 20 years of 

infertility treatment did not succeed. In fact, she and her husband began 

the treatment after her only child died in an accident’ (Gopakumar 29 

October 2014). 

Similarly, another article mentioned Riti’s and Swapnil’s (intended parents) experience, 

where Swapnil stated, 

 Today is the biggest day in our lives. There was lot of pressure on our 

family regarding the fact that Riti could never conceive,'' said Swapnil 

who works as an engineer in Raipur, Chhattisgarh (Bhatt 30 June 2011). 

The statements above demonstrate that the medical and psychological struggles of the 

intended parents justified their surrogacy choice. One intended couple’s struggle with 

infertility and death of their child was mentioned to support their surrogacy decision. In 

another case, the pressure and stigma of childlessness was mentioned to justify surrogacy 

use. Justifying the use of surrogacy to overcome stigma of childlessness reproduced the 

idea of compulsory parenthood, and also implied that only infertile couples used 

surrogacy. Ironically, intended parents’ stigmatised subjectivities were also explicitly 

(re)produced in the media spaces when mentioned as ‘barren wombs’ (e.g. Rangan and 

Sreedhar 24 March 2012) and a ‘barren couple’ (e.g. Dayashankar 9 June 2014) to justify 

or describe their childlessness and sometimes to justify their use of surrogacy. These 

subjectivities are problematic as the term ‘barren’ produces them as ‘unproductive’, ‘not 

useful’ or ‘not normal’. Where their childlessness was stigmatised in the media reports, 

their surrogacy decision was also stigmatised and they were identified as ‘Others’. This 

is discussed in the next section.  

Stigmatising surrogacy families as ‘Others’ 

This subsection shows how intended parents were stigmatised by drawing on 

traditional ‘family and parenthood definitions’ for using a different method to achieve 

parenthood and ‘diverting from ordinary’ people (Goffman 1963). Immediately after the 
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announcement of commercial surrogacy in India in 2002, consistency was seen in the 

representation of surrogacy technology. As we can see in Figure 6.2, intended parents’ 

representation as ‘Others’ was common in the initial years of surrogacy announcements 

between 2002 - 2005. In these media reports, intended parents were indirectly criticised 

for forming families in an ‘unconventional’ or ‘unnatural’ way. Narratives like ‘artificial 

methods or means’ (Ghosh 25 March 2002), ‘unconventional methods’, ‘the age of test-

tube babies’ (Kamdar 13 September 2004, Kashyap 10 May 2011, Yagnik and Sharma 

13 June 2012); ‘a new era for couples’ (Ghosh 25 March 2002), and ‘ultramodern 

concept’ (''Tales from'' 5 March 2005) were commonly used in the media to refer to 

surrogacy. For instance, an article headlined, Womb, sperm to be legally available 

published soon after the Indian Council of Medical Research (ICMR) prepared a draft 

ART Bill to frame guidelines for surrogacy in 2002 stated that: 

According to medical experts, this decision marks a new era for couples 

unable to have babies due to physiological disabilities. They will now be 

able to use medical technology along with human help to resolve their 

agony….. the bill not only provides extensive guideline about ethical 

practices for institutions using ART but also accounts for all the legal, 

medical, moral, social and psychological aspects of having children with 

the help of these 'artificial' methods (Ghosh 25 March 2002). 

This article referred to surrogacy as an ‘artificial’ method and a ‘new era for couples’. 

This produced surrogacy as an ‘unnatural’ method of reproduction. The aforementioned 

had stigmatising implications for the intended parents’ subjectivities. As presented in the 

last subsection, childlessness here was also identified as ‘agony’ and the result of 

‘physiological disabilities’ for the couples, and surrogacy was produced as a ‘rescuer’. 

This again produced stigmatised identities of intended parents and reflected the 

importance of parenthood in the Indian context.  

In the media, explicit religious discourses on surrogacy were not common; 

however, one article’s headline, Deoband fatwa on artificial conception framed 

surrogacy as an artificial and unacceptable method. The introducing line of the article 

was: 

India's most influential Muslim seminary, the 141-year-old Dar-ul-Uloom 

in Deoband, Uttar Pradesh, has issued a fatwa (edict) forbidding Muslim 
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women from conceiving through artificial means (Mathur et al. 21 

December 2007). 

Later in the article, only the voices of supporters of Fatwa were included. One was Khalid 

Rashid (All India Muslim Personal Law Board member) who said: “A child should be 

created naturally, ..... If Allah has not given a child, He has not given the right to get one 

through artificial means either”. The article criticised and represented surrogacy as an 

unnatural way of conceiving. This criticism was not only visible in the voice of religious 

leaders but also in Khalid Rashid’s voice, who contributes towards the Muslim personal 

law in India. This demonstrated the non-acceptance of surrogacy for Muslim families, 

but also the ideologies that the media reflected and drew upon, as the article only included 

the voices of supporters of Fatwa.  

Another newspaper article sarcastically commented on the surrogacy procedure for 

creating a complex world which changed traditional definitions of parenthood and 

family,: 

We live in a world where mothers are no longer who we traditionally 

thought they were: now women’s wombs like houses can be rented, 

mothers are sourced and surrogates relinquish parental rights over the 

children they bear. Nor do we live in that simple world where the act 

of conceiving requires sexual intercourse between a man and woman. 

Babies can be produced without sex and they can also be produced for 

couples of the same sex (Santhanam 25 November 2014).  

In the above lines, surrogacy families were presented as ‘unconventional’ when 

constantly compared with traditional motherhood, families, and heterosexual norms. 

However, somewhere in between, the author managed to find 20 words in a 1,064 words 

article, which demonstrated a sympathetic attitude towards the surrogacy families:  

Couples try hard to justify their unconventional decisions to friends 

and families and are forced to trust strangers with crucial decisions 

(Santhanam 25 November 2014). 

Here the author tried to acknowledge the helplessness or suffering of the intended parents 

who had to depend on strangers (the commercial surrogate mother) to give birth to the 

child and their struggle to explain their decision to family and community. However, even 
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here, the author called the surrogacy decision ‘unconventional’ and reproduced their 

stigmatised subjectivities and identities as many other articles did before him.  

 In the media reports, the ‘helpless’ or ‘suffering’ representation was only 

applicable to heterosexual couples having biological issues. Other intended parents such 

as couples without biological issues or single or same-sex couples, were stigmatised. This 

stigmatisation was found in newspaper articles between 2012-14 and 2016-17, which 

broadly set the agenda around surrogacy regulations, as we can see in Figure 6.1. and 

Figure 6.2. Here, intended parents were blamed and morally stigmatised for using 

surrogacy to skip pregnancy, and to have a second child. Some of the articles included 

the voices of politicians, policymakers, and social activists to approve these stigmatised 

discourses. For example, in one article, a politician, Jagadeesh Reddy, from Andhra 

Pradesh, showed his concern over the rising ART clinics in the region. He commented 

that: 

Surrogacy also came in handy for wealthy couples who wanted to skip 

pregnancy considering it a complicated period ("Bring Surrogacy" 26 

March 2017). 

Late Indian External Affair Minister Sushma Swaraj also slammed Bollywood actors in 

the press conference on Surrogacy Regulation Bill 2016, and stated:  

Celebrities are having surrogate babies. In spite of having two children, 

they have a third, just because the wife couldn't take the pain, they get 

someone else to bear their child ("Sushma Swaraj" 28 January 2017). 

Similarly, another article used Maharashtra’s public health minister’s views:  

“Surrogacy should be allowed in cases where there is no way out. It 

should be permitted when a woman is facing a serious medical problem, 

such as cancer, or in a case where she cannot bear a child," said Sawant, 

adding that surrogacy was increasingly being relied on by women and 

couples who, after their first child, were not keen on going through a 

second pregnancy (''Surrogacy Law'' 2 April 2016). 

These articles shamed intended parents, specially intended mothers, for using their 

economic power to choose comfort and avoid the pain of pregnancy. Overall, the 

discourse produced moral shaming for the intended parents who used surrogacy despite 

experiencing any biological problems or childlessness issues. However, it is not always 



Chapter 6: Portrayal of intended parents in Indian news dailies 

199 
 

easy to define the social, medical and personal conditions which raise the need for 

surrogacy. Hence, these general representations possibly bring stigmatising effects for 

all intended parents. 

 The extent of stigma was further enhanced for a single individual who engaged 

with surrogacy. Two celebrities, Tushar Kapoor and Karan Johar,38 became single fathers 

(not married) through surrogacy during 2016-17. This was the same time that the 

Surrogacy Regulation Bill 2016 was introduced, which proposed a ban for single and 

same-sex couples’ surrogacy. Both Tushar and Karan were the first single fathers to give 

exclusive interviews on their parenthood in the media. In both interviews, the challenges 

and justifications to use surrogacy were observed,  

I [Tushar Kapoor, a single father] was prepared that people would make 

it a big deal. I kept it private but I was sure that the time had 

come..[..]...My parents were very supportive and never asked me, but 

I'm sure deep down, even they had this concern that will I be able to 

pull it off and what would be the reaction of everybody around (Kukreja 

14 May 2017).  

Tushar clearly stated that he and his family were worried about being ‘judged’ and 

stigmatised. Here, Tushar mentioned the double stigmatisation, for both surrogacy and 

single parenthood, without marriage. In India, single parenthood, especially without 

marriage, is still not a common idea (see Chapter 3). Being a celebrity, it is hard to keep 

things private, but Tushar kept it private and declared after a few days of delivery. It is 

essential to note that if celebrity single parents who have fame and relative higher agency 

experience the fear of stigmatisation, how might common single parents experience 

surrogacy? However, the use of surrogacy by single fathers also challenged the existing 

definitions and norms of family. This also created a spark of change in the Indian media 

reports. 

A spark of change in the traditional notions of family and parenthood 

Where most media reports retain the traditional ‘family and parenthood 

definition’ discourses (as reflected in the above subsections), a few created the spark and 

favoured the changes. I describe this change as a spark because the discussion about 

 
38 Karan Johar did not openly disclose his sexuality but always speculated about being gay and he also 
indirectly accepted being gay (Singh 2014b).  
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same-sex or single families was initiated and these media reports were small in numbers. 

These news reports presented intended parents as ‘changemakers’ and noted when Indian 

celebrities started engaging with surrogacy, for example, Amir Khan’s surrogacy case in 

2013 (Fig. 6.1 and Fig. 6.2). Like academia, in the Indian media spaces also, surrogacy 

initiated the discussions and questioned long-held and widespread social notions (Haskell 

2006). The common discussion was changing family and parenthood definitions, gender 

roles in parenting, and the practical implications of changing definitions of motherhood.  

Celebrity intended parents were announced as flag bearers of surrogacy and 

changing family definitions. Amir Khan and Shahrukh Khan, two high-profile 

celebrities, gave birth to their babies through surrogacy in 2011 and 2013 respectively. 

There was extensive coverage of this news, where they were represented in a contested 

way such as popularising surrogacy, as trendsetters, and helpful in destigmatising 

surrogacy. For example, an article headlined, The poster boy for surrogacy, identified 

Amir as a ‘poster boy’ and stated that,  

“There is a lot of social stigma associated with the procedure, but the fact that 

a celeb has endorsed the cause will encourage couples,” says Dr Kaberi 

Banerjee, IVF specialist, Max Healthcare. Experts are also hopeful that this 

will help shed some myths around the procedure "Unlike traditional 

surrogacy in IVF surrogacy the child has no genetic contribution from the 

surrogate. Aamir's case has helped explain that clearly," says Dr Rita Bakshi 

of Adiva Centre (Hindustan ''Poster Boy" 7 December 2011).  

The articles used two well-known IVF expert quotes to emphasise the stigma of 

surrogacy in Indian society. The statement informed about the myths around surrogacy 

where people understood surrogacy procedures to involve sex or genetic connections 

between surrogate mother and child. The presence of this myth was also visible in studies 

with the Indian surrogate mothers, where they were framed as ‘dirty workers’ (Pande 

2010a). Hence, celebrity intended parents helped to clear the myths and destigmatise 

surrogacy use. However, in the article, the celebrity intended parent was referred to as a 

‘poster boy’ of surrogacy rather than the parents. Hence, using commercial discourse, 

celebrity intended parents were referred to as marketers or endorser of the surrogacy.   

Though parenthood is considered natural for married couples in India, it is not 

considered so natural and socially welcomed for single, unmarried and same-sex couples. 
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Nevertheless, surrogacy-initiated discussion around changing family structures and 

parenthood norms. In the Indian media spaces some favouring discourses emerged, such 

as parenthood as a ‘natural’ need and the individual’s reproductive rights, irrespective of 

their sexuality and marital status. In one article, gay rights activist Manvendra Singh 

Gohil framed parenthood as natural for queer people: 

Most of us are fond of children. Naturally, gays and lesbians want 

children. Adoption and IVF treatment is hence emerging as an option 

(Iyer 13 October 2008). 

The interviews of two single father celebrities mentioned earlier, Tushar Kapoor and 

Karan, highlighted their parental instincts. One newspaper article mentioned: 

He [Tushar] cited his parental instincts and his parent’s wish to 

become grandparents motivated him to engage with surrogacy 

(Bhattacharya 29 June 2016). 

Similarly, Karan identified being a parent as his lifelong dream: 

They were my lifelines. A lifelong dream come true. And I couldn't 

wait to take them in my arms. When I did that for the first time, it 

was incredible ("Feel Enormously" 6 March 2017).  

In India, generally, women are considered to be born to become mothers. Therefore, by 

default, women are expected to experience motherly instincts and be a good mother or 

parent (Dube 1986, Madge 2011). However, the above discourses extended parental 

instincts to gay, and single fathers. Further, to strengthen single and gay parenthood, 

‘reproductive rights’ discourses were used around 2016. Media reports identified the 

2016 Bill as discriminatory towards single and queer people and included the voices of 

the LGBTQ community and activists. For example, 

Bisexual filmmaker Shonali Bose "While it's true that "rent a womb" 

has exploited poor women, there are other ways to ensure this does 

not take this place and women are doing it of their own free will. This 

ban targets single parents and gay people and privileges heterosexual 

married couples. I feel everyone has the right to be a parent, and 

marriage should play no part in this decision (Jha 2 September 2016). 
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These discourses favoured changing traditional family definitions, where parenthood 

could be achieved by all individuals, irrespective of their marital status or sexuality. 

However, research has warned that at the latent level, these discourses are produced using 

heterosexual family structures and sustain the necessity of parenthood (Dempsey 2013, 

Murphy 2013). Hence, this possibly creates the stigma of childlessness in the future for 

these families.  

As a result of celebrity single men using surrogacy to become fathers, discourses 

on changing gender roles in parenting became visible in the newspapers. An article 

headlined, Dad's the word was dedicated to changing gender roles and argued that single 

fathers could also be as good parents as single mothers. A psychiatrist was referred in the 

article, who stated: 

There has been a long-held belief that mothers are better parents than 

fathers. I know many single fathers who raise their child like any other 

single mother. Also, the media has played a significant role in portraying 

a single independent mother as praiseworthy. It has not given equal 

justice to single dads who are equally good at parenting ("Dads Word" 

17 March 2017). 

Commonly women, single or married, are expected to be good mothers, however, single 

men are doubted as successful parents (Chiu et al. 2018, Dufur et al. 2010, Lev 2006). 

Similarly, these articles informed about the lack of acceptance and stigmatisation of 

single dads in India. But the article challenged and resisted the existing gender roles in 

parenting and attempted to produce a counter-discourse about single fathers as successful 

parents. Given these discourses, intended parents were also seen as changemakers.  

The news articles also mentioned the need to change parental leave rules in light 

of changing motherhood definitions. Here, the importance of maternity and childcare 

leave for the surrogate mother to recover from post-pregnancy and for intended mother 

to take care and build attachment with the child were shown. Enough space was given to 

the legal battles, where few intended mothers demanded maternity leave to demonstrate 

the practical importance for this leave. These discourses became frequent after the first 

landmark legal case in 2014, where an intended mother asked for maternity leave post-

surrogacy. Few other cases were reported in the media where intended mothers were 

forced to fight the legal battle to claim for maternity leave when they used surrogacy 
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("HC Raps" 24 February 2015, "State Govt" 22 January 2016). These few limelight cases 

became news headlines and soon, in 2016, maternity and childcare leave for surrogate 

and intended mothers were announced for central government employees, Maharashtra 

state government employees, and for some private IT companies. This news was widely 

covered in the media with headlines such as Women govt servants opting for surrogacy 

may soon get 180 days maternity leave (Jain 5 April 2016) and State govt to give 

maternity leave to women opting for surrogacy ("State Govt" 22 January 2016). For 

instance, one newspaper article headlined, HC (High Court): no bias on surrogacy 

grounds was released after the High Court granted all post-delivery maternity benefits to 

the intended mother. This article briefly mentioned the case: 

She [intended mother] also contended that motherhood was an integral 

part of womanhood, and with advanced assisted-reproduction methods in 

place, one could not cling to the traditional meaning of maternity. A 

woman who had a baby through surrogacy should be treated just as a 

natural mother, and she should not be discriminated merely on the ground 

that she did not bear a child in her womb. Counsel for the board 

(employer) contended that as the petitioner did not carry the child and 

give birth to it, she was not entitled to any maternity benefits available to 

the natural mother. In fact, the board had given the petitioner 

extraordinary leave of 62 days ("HC: No" 7 January 2015).  

Here the main discussion was about who was a mother. Was it the mother who carried 

the child or who was rearing the child? The decision was granted in favour of the intended 

mother. However, the word ‘natural’ mother was used to refer to the woman who carried 

the child in her womb. This ‘natural’ mother definition was common in both intended 

mother and employer statements. It is ironic that even the intended mother who was 

challenging and seeking an extension of traditional motherhood definition, restricted the 

term ‘natural’ mother only to the woman who carried the child. Here, challenging 

motherhood definition still found discrimination in the media spaces. Therefore, despite 

providing spaces for the intended mother’s voice, and the practical implications of 

parental leave, the definitions of motherhood remained unchanged. 

Overall in the media spaces, traditional ‘definitions of family and parenthood’ 

discourses were (re)produced. In the presence of these discourses, intended parents were 
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stigmatised for their childlessness when framed as ‘helpless or sufferer’ and constructed 

as ‘Other’ when they used surrogacy, especially for heterosexual couples without 

biological issues, single or same-sex couples. Some discourses challenged these 

traditional notions and portrayed intended parents, primarily single and same-sex 

intended parents, as ‘changemakers’. But in most of these discourses, these 

‘changemakers’ remained stigmatised when legitimatised by key people of society such 

as  medical practitioners, policymakers, celebrities, and politicians; and turned into a 

‘regime of truth’ for Indian society (Foucault 1979, 1984). It was also observed that the 

stigmatised subjectivities of the intended parents were constructed based on their 

sexuality, marital status, gender, ability to produce children, and nationality.  

Conclusion  

Intended parents were problematised and stigmatised in their representation as 

‘helpless’, ‘unethical consumers’, ‘Others’ and ‘immoral’ in the print media. These 

representations were ‘discursively constructed’ (Foucault 1972, Gordon 2005) using 

discourses around ‘reproduction as consumerism’, exploitation of the surrogate mothers, 

and definitions of family, parenthood and motherhood. These discourses were sanctioned 

by key stakeholder of the society such as the medical practitioners, policy makers, 

celebrities, and politicians and legal experts. Hence, often formed common 

understanding of surrogacy. As different contested discourses were involved, they often 

resulted in power tensions. Discourses around family and parenthood gave power to the 

intended parents, produced them as ‘helpless’ and ‘changemakers’, and when it drew 

power from them, stigmatised them as ‘Others’ for deviating from societal norms. Even 

when intended parents were produced as helpless and ‘Others’, traditional ideas of 

compulsory parenthood, motherhood and family structure were reproduced and 

stigmatised them for their childlessness. Discourses around ‘reproduction as 

consumerism’ and ‘exploitation of the surrogate mothers’ blamed and stigmatised 

intended parents as ‘unethical consumers’ and ‘immoral’. Intended parents were 

produced as ‘unethical consumers’ for exploiting surrogate mothers, and ‘immoral’ for 

seeking comfort and preferring to buy babies rather than adopt or undergo pregnancy. 

Exploitation discourses showed the vulnerability of the surrogate mothers and considered 

intended parents agentic because of their capacity to initiate the surrogacy arrangement. 

In doing so, intended parents’ stigmatised subjectivities and identities were produced. 

This stigmatisation was higher in extent for intended parents who were queer, single, 
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female, foreign and without biological issues. Hence, intended parents were stigmatised 

based on multiple or intersecting identities (Collins 1991) 

When the (in)consistency in the ‘discursive structures’ (Gordon 2005) was 

considered, it was found there were different representations of the intended parents and 

a change in rationale to stigmatise the intended parents. For example, after 2014, when 

the number of surrogacy cases, especially Indian celebrity cases increased, reports started 

portraying them as ‘change makers’; however, before 2014 they were mostly referred to 

as ‘helpless’ or ‘unethical consumers’ (see Fig. 6.2). Also, the rational to stigmatise 

intended parents changed from 2002-2017. The two periods 2002-05 and 2010-2017 

showed a clear change in the rational. Initially, from 2002-2005, the rational was 

predominantly on a socio-cultural and moral basis where intended parents were 

represented as ‘helpless’ and as ‘Others’. Both of these representations stigmatised 

intended parents for forming families through unconventional or artificial methods and 

stigmatised them for their childlessness (for example, as ‘barren’ or ‘disable’). After 

2010, the rational was predominantly on ethical or moral grounds where intended parents 

were blamed and stigmatised for being ‘immoral’ and ‘unethical consumers’. This 

representation was mostly juxtaposed with the surrogate mother’s exploitation. Here, 

intended parents were seen as agentic ‘consumers’ and ‘comfort seekers’, who preferred 

to use surrogacy to fulfil their desire of genetic child at the cost of the surrogate mother’s 

life. As Phelan et al. (2008) argued, that rational of stigmatisation changes when one 

strategy of stigmatisation fails to control or keep people in norms. Similarly, the rational 

for stigmatising intended parents changed because stigmatisation based on socio-cultural 

norms failed to control or restrict the use of surrogacy. These new ethical stigmatisation 

rationales are also visible in the changing surrogacy laws and in recent interviews with 

intended parents, where only the surrogate mother’s protection is considered. However, 

the discourses on motherhood and parenthood were still present in later media reports, 

which framed childlessness as stigmatising. Thus, two conflicting representations were 

produced: ‘helplessness’ and ‘unethical consumers’, and both produced stigma for the 

intended parents. 

The commercial angle was used to understand or problematise surrogacy and it 

avoided other perspectives such as altruistic (paid or unpaid) surrogacy. Moreover, these 

debates were from the perspective of surrogate mothers, where everyone (for example, 
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media, policy, politicians, and law) was giving power or speaking on behalf of surrogate 

mothers. In doing so, surrogate mothers were portrayed as ‘powerless’, ‘vulnerable’ and 

passive ‘victims’ in commercial surrogacy. Research (e.g. Bailey 2011, Banerjee 2010) 

warned about the representation of hegemonic passive victimisation of the Indian 

surrogate mothers because it (re)produces specific perceptions. Due to this 

representation, despite significant power was given to the surrogate mothers in the media; 

the real power did not lie with them. A paternalist attitude was visible in the discourses 

where everyone was trying to protect and making decisions on behalf of surrogate 

mothers. However, due to the consumerism discourses, intended parents were portrayed 

as powerful, agentic, and wealthy consumers. This is because they were often referred to 

as celebrities or foreign intended parents in the newspapers.  

This chapter also showed that intended parents were represented as ‘change 

makers’ for redefining family, motherhood, and parenthood definitions by destigmatising 

and promoting surrogacy. However, these reports were very few, and observed only as a 

spark or to initiate discussions about changing gender roles in parenting, discussing 

single and LGBTQ parental instincts and families and the need for maternity leave for 

both surrogate mothers and intended mothers. Despite this, representing intended parents 

as ‘changemakers’, the ‘commercial’ discourse of surrogacy was still attached, when 

only celebrity intended parents were referred to and words like ‘poster boy’ and 

‘marketers’ were used in the media reports. Parental instincts of single and LBTQ were 

highlighted but bolstered with heteronormative family norms. In these representations, 

intended parents were seen from a commercial angle and surrogate mothers were 

invisible in these family definitions. Hence, on a deeper level, these representations 

retained the traditional family and parenthood discourses.   

Certainly, surrogacy is a complicated process because it involves human 

emotions, relations and not only consumerism. Therefore, stigmatising intended parents 

as unethical consumers’, ‘helpless’, ‘Others’ or immoral does not solve the issues which 

surrogacy has given birth to. Instead it retains the limited commercial perspective 

towards surrogacy and promotes only traditional family and parenthood definitions. The 

‘consumerism’ and ‘exploitation’ discourses have produced surrogacy as a conflict 

between rich and poor, or privileged and unprivileged; and traditional ‘family and 

parenthood’ discourses have stigmatised intended parents’ childlessness and surrogacy 
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decisions. Similar perspectives exist in the western media and Indian media are not 

notably different in their the framing of surrogacy, surrogate mother or intended parents. 

Western media also used exploitation, consumerism, and empowerment discourses to 

produce surrogacy, as “horror” or “miracle stories” (Markens 2007). In these media 

reports, the actions of surrogate mothers from the developed world are either identified 

as baby “selling” or “altruism”, whereas for surrogate mothers from developing nations 

it is an “opportunity” or “exploitation” (Markens 2012, Oraiz 2013). Increasingly 

intended parents are identified as “agentic reproductive citizens” (Riggs and Due 2013, 

Ventura et al. 2019).  

When surrogacy is viewed as a relationship, surrogate mothers, intended parents, 

and children are tied together in the surrogacy. Representing any one of them, directly or 

indirectly, in a stigmatising way can adversely affect or stigmatise the other. The 

stigmatising discourses prevented the emergence of another possibility of 

conceptualising surrogacy. The conceptualisation which sees surrogacy as a relationship 

rather than placing members against each other; starting discussions of how to define 

families in different ways, and considering the role of surrogate mothers in the child’s 

and intended parents’ lives. These discussions are needed in order to build new relations 

and definitions of surrogacy that offer the possibility of contributing to the process of 

relational reproductive justice.  

Notably absent in almost all newspaper representation of intended parents were 

the voices of typical, non-celebrity Indian intended parents. Hence, the next chapter looks 

into the experiences of Indian intended parents. The next chapter is also important 

because it extends findings from Indian English dailies, which do not encompass a 

complete representation of surrogacy and intended parents in India. Understanding 

experiences of intended parents can inform and/or confirm if and how intended parents 

experience stigma in their local world; and whether stigma plays any role in achieving 

relational reproductive justice in Indian surrogacy.  
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CHAPTER 7  

Stigmatised experiences of the intended parents 

“log kya kahenge”: what people will say 

 

Introduction  

In India, surrogacy and intended parents are widely stigmatised in the media, with 

only a small number of articles framing it in a positive way. Sets within this macro 

context, outlined in the previous chapter, intended parents begin their surrogacy journeys. 

Their journeys and experiences will be presented in the following two chapters, where I 

will unpack intended parents’ lived experiences with their surrogacy journeys in their 

local worlds. My analysis of eight interviews with intended parents (methods are detailed 

in Chapter 5) shows the key themes in the reproductive experiences of the intended 

parents, whereas this chapter  explores their experiences with the local moral world and 

Chapter 8 discusses their experiences with the structures they interacted with during their 

surrogacy journey.  

Chapter 7 asks how intended parents experience stigma in their surrogacy journeys, 

how it affects their experiences and whether stigma constrains the vision of ethics of care, 

and relational reproductive justice in Indian surrogacy. In this chapter I demonstrate how 

stigma of childlessness and stigma of surrogacy controlled, governed or influence 

intended parents’ reproductive choices, experiences, and families’ wellbeing. This 

chapter argues that first, the intended parents experienced stigma of childlessness and 

later stigma of surrogacy; and for some it was double stigma, where stigma of surrogacy 

added to the stigma of childlessness. While managing this stigma, the lives of intended 

parents and the families’ wellbeing remained affected. Moreover, I show how stigma 



Chapter 7: Stigmatised experiences of the intended parents  

 

210 
 

hindered the visibility of the surrogate mothers, the relationship of the intended parents 

and child with the surrogate mother, and ethics of care for the surrogacy triad. Overall, I 

argue that stigma worked as reproductive oppression, reproductive harm and constraint 

which controlled, governed and influenced intended parents’ reproductive experience, 

families’ wellbeing and their relationship with the surrogate mothers. Additionally, 

stigma obstructed the pathway to relational reproductive justice.  

 This chapter presents three main themes I developed from the interviews with the 

intended parents, using the thematic analysis described in Chapter 5. The first theme is 

the ‘need of desire for child’ which shows how the stigma of childlessness creates the 

need for the child and pushes intended parents to surrogacy. The second theme is 

‘intended parents’ fear of stigmatisation’ which shows how the intended parents 

experience fear of the stigma of surrogacy, managing stigma by keeping it a secret, and 

causing them to live in fear and insecurity, which affects their family’s wellbeing. The 

third theme is ‘stigma affecting ethic of care in surrogacy’ which shows how stigma 

creates invisibility and distance which hinders forming relationships and exercising 

ethics of care in surrogacy. Here I also discuss how this distance between surrogate 

mother and intended parents is reproduced and maintained by the hospitals. To conclude, 

I will shed light on how stigma hinders relational reproductive justice for the surrogacy 

triad in Indian surrogacy.  

Need or desire for parenthood 

This theme demonstrates how stigma of childlessness pushes Indian intended 

parents to engage with surrogacy. Here, I argue that the dominant norms or discourses 

related to genetic parenthood, marriage, family, biomedicine and gender, construct the 

stigma of childlessness for the intended parents, resulting in surrogacy as a final chance. 

This theme contains two sub-themes: the first sub-theme demonstrates the enacted stigma 

of childlessness experienced by the intended parents from the families and communities. 

The second sub-theme demonstrates how intended parents stigmatise themselves for their 

childlessness, when they understand parenthood as the purpose of marriage, stage of life 

and parental instinct. Together, both sub-themes inform how intended parents’ 

subjectivities and identities are constructed by themselves and others (family, 

community) through different discourses which push them towards surrogacy.  
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 “What happens after marriage, this only happens ... baby”: the enacted stigma of 

childlessness  

 The above quote is from Jaspreet’s (44ys) interview, who shared her experience 

after marriage when everyone in the family and community was expecting her to deliver 

the child, which is a common norm in India. Halfway through the interview, Jaspreet 

mentioned that she has a child whom she adopted after seven years of marriage. I asked 

her if she decided to do surrogacy because she missed having a genetic child. She replied 

“No I did not feel missing ...[…]… there are so many people in the society who always 

talk and you have to listen many comments”. Jaspreet elaborated further: 

People like relatives, neighbours, family members comment … 

whenever there are any functions or party … they always compare me 

with others, referring to other peoples’ marriage they say “you got 

married similar to her (other woman) and her kids have grown up..if 

today you had children they will be of this age … You should go to 

this traditional healer … you should go to this place” ...[...]… people 

used to give me the address of this hospital.  

In a protonalist and patriarchal society like India, being married and childless diverts the 

couples from the ‘normal’ order (Goffman 1963). Jaspreet had an adopted child, but she 

was constantly stigmatised due to her inability to become pregnant and the absence of a 

genetic child in the marriage. In the absence of her pregnancy, Jaspreet was constantly 

compared with other women who became mothers and constructed as ‘not normal’. In 

suggesting visits to traditional healers and hospitals she was also constructed as ‘unfit’ 

because she could not give birth to a child.  

Commonly, females are blamed for the absence of a child in marriage because 

reproduction is seen as women’s primary role (Riessman 2002). However, Jaspreet 

mentioned the comments were not limited to her and shared an incidence where her 

husband was commented on by his friends:  

My husband had a fight with some of his friends … and I asked my 

husband what happened, but he did not say anything. After a few days, 

he told me these people speak dirty comments like “if you cannot do 

anything tell us we will do that”.  
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Jaspreet’s husband was seen as ‘abnormal’ and ‘useless’ when referred to as ‘if you 

cannot do’ by his friends because he was unable to become a father which is a symbol of 

manhood or proving masculinity, one of the ascribed masculine roles in a patriarchal 

society (Inhorn 2004, Mehta and Kapadia 2008). Similarly, another male participant 

Rajeev, 34 years old, who was an only child and lived in a joint conservative family, 

mentioned the constant pressure he used to face from his family members to produce a 

child. Research has often shown the helplessness of women in patriarchal societies when 

couples are unable to become parents (Inhorn 2004, Pujari and Unisa 2017). However, 

my research shows men also face pressure to extend the family lineage. Rajeev stated 

that his family members often used to say “what will happen to my boy … how he going 

to have his child?” Comments like this created pressure for him and he revealed that “it 

became a do or die situation for us ... you need the child anyhow”. For the couple, these 

comments became a constant reminder of their inability to have a child. In some ways, it 

is not a man or woman but a married couple who gets pressurised and faces stigma of 

childlessness (Bharadwaj 2016a). To relieve the pressure, Rajeev even proposed the idea 

of adoption to the family, but his parents rejected the idea outright: 

Whose child it will be … how the child will be … from where you 

will get … how you going to rear it … they think like this … the child 

should be the part of our family, our son … and only that child should 

be the family name carrier. So in this aspect these types of feeling they 

have … something like we will not rear anybody’s else child. 

Rajeev’s parents, who were conservatives, further questioned the purity of blood line39 

of the adopted child “whose child it will be … how the child will be” and emphasised the 

genetic relationship, especially relatedness to their son “the child should be the part of 

our family, our son”. In the Indian context, transmitting genes to the next generation 

(especially male offspring) is considered religiously important as it is believed to bring 

salvation and liberation to the parents or ancestors, particularly in Hinduism (Pujari and 

Unisa 2017). In India as well as other south Asian countries, genetic links to the child are 

 
39 In Hinduism, bodily substances and fluids such as blood, semen and organs are seen important 
materials to transfer traits and characteristics. Given the caste system hierarchies in the Indian system, 
touch and body materials are also seen as the transference of (im)purity. If these materials are 
transferred from lower caste people, it is seen as pollution, and can pollute or make another person 
impure. Hence, adoption is often considered within the family or caste system. The idea of transferring 
bodily material such as blood, organ, semen or tissues is changing due to western medicine (Copeman 
2013, Vicziany 2001).  
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seen as vital to maintain the blood line. Thus, producing genetically-related children 

becomes highly important (Purewal and van den Akker 2007). Further complicating 

matters, adoption in India is not well accepted in society as it brings the social stigma of 

infertility, results in the discontinuity of bloodlines and thus no salvation is achieved. 

Orphan children are viewed negatively and considered ‘impure’ because of their 

unknown origin such as caste and religion (Bharadwaj 2003, Madge 2011, SAMA 2007). 

Therefore, adoption is often rejected by the older generation or conservative family 

members even when proposed by young educated couples. Presently, India has mixed 

view of adoption as we have seen in the media where adoption is encouraged. However, 

at ground level intended parents are attached to their families and communities, which 

plays an important role in their reproductive decisions.   

Returning to Jaspreet’s story, even after adopting a child, Jaspreet’s husband 

continued to feel the need for a genetic child and the couple’s relationship became 

strained. Jaspreet did not understand her husband’s need for a genetic child as they both 

had a great relationship with their adopted child. She explained ‘I love my (child), but he 

loves (the child) more than me’. Despite his feelings towards the child, Jaspreet’s 

husband had not overcome his desire for a genetic child, especially as he knew he had no 

fertility issues. As the norms related to genetic ties to the child are strong both at the 

social and religious level, Indian couples often find it challenging to overcome their loss 

of fertility and desire for genetic connection (Mohanty et al. 2017). Jaspreet said:  

As we were doing great on economic front other family members 

started feeling jealous from our growth and to create tensions in 

between us they often used to say to my husband “what you are going 

to do with the property when you don’t have any heir”.  

In Indian culture, it is commonly expected that the genetically related child is the 

legitimate heir for the family property and wealth, although a legally adopted child is 

also deemed a legitimate heir (Derrett 1961, Diver 2014). Jaspreet suspected that her 

husband became reluctant to hand over the property and his wealth to an adopted child. 

Jaspreet’s husband’s desperation went to the next level when his family members started 

pressuring him for a second marriage and he agreed. Jaspreet expressed her feelings when 

her husband asked permission from her for a second marriage, 
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When he asked me I thought he has this idea [second marriage] in his 

mind and if he already thought about it who am I to stop him. No 

relationship exists with force and pressure. So, I gave him my 

permission.  

When her husband asked her permission after 19 years of marriage, she felt betrayed 

because “he has this idea” of a second marriage. Jaspreet even tried to search for another 

wife for her husband, but her husband started chasing a girl for marriage, who was 

Jaspreet’s distant cousin. Seeing this, Jaspreet rejected the idea of a second marriage for 

her husband and decided to try for IVF in 2015. Jaspreet experienced direct pressure  

from family and neighbours as well as indirect pressure experienced by her husband. 

Among the participants, Jaspreet was not only the one who encountered an incident of 

second marriage. Even Janvee, a postgraduate and professional working intended 

mother, proposed the idea of second marriage to her husband in order to provide a 

genetic heir for the family, and she would not get divorced by her husband. Even though 

Jaspreet and Janvee were both very different in terms of education and economic 

stability, both became ready to compromise their marital life because of discourses that 

informed their identities as women and wives. Jaspreet and Janvee believed somewhere 

that as women and wives it was their responsibility to provide a genetic heir for the 

family, which was necessary for marriage. In order to do this, they were prepared to 

employ unconventional means such as a second marriage for their husbands40. This 

shows the deeply embodied ideologies about genetic parenthood in marriage and the 

importance of motherhood for women, which is not only expected by the family or 

society but also by the women themselves (SAMA2008). Despite the presence of an 

adopted child in Jaspreet’s and her husband’s life, they were both expected to fulfil the 

socially expected roles of genetic parenthood and motherhood. Here, stigma of 

childlessness worked as ‘reproductive oppression’ for women, where the wife was 

expected to give birth to the child to secure marriage and gain respect. Whereas, for men 

this stigma brings reproductive harm and suffering when he is shamed, questioned, and 

pitied by friends or family.  

 
40 Legally second marriage is not allowed in India, however in incidences where wives are unable to 
conceive and give an heir to the family, cases of forcing and proposal of second marriage are seen. 
Sometime women also compromise or mutually agree with a second marriage of their husbands and do 
not seek any legal help.   
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 Socially in India biological parenthood is valued more than adoption or alternate 

family structures (Sarojini et al. 2011, 105). However, for some of the couples I 

interviewed, adoption became the last choice because childlessness is seen more 

‘abnormal’ than not having a biological child (Bharadwaj 2003). As I stated earlier, 

discourses around adoption in India are changing, and a few young couples were 

interested to engage with adoption but either their families did not allow it or they did 

not receive better structural services from adoption centres (structural factors are 

discussed in the next chapter). Considering intended parents’ own intentions and not 

considering their family pressure or reluctance or advice in their adoption decision, it 

was found that out of eight cases, in two cases couples kept adoption as their last way 

to achieve parenthood; for three couples adoption was not even an option;41 and three 

couples preferred adoption over surrogacy. For instance, Akansha was among three 

couples who kept adoption as their last option; she stated that “adoption was our third 

option ... it was third option”. For the couples, the first option was conceiving by 

themselves, the second was surrogacy and adoption was third. However, when I asked 

Akansha why adoption was last, she stated “I do not know ... it doesn’t come to us as 

second option”. The couple did not even think about adoption as a second option 

because of the discourse about the importance of biological parenthood. Similarly, 

Janvee kept adoption as her last option and said, “so we will try once again (surrogacy 

treatment) and then if did not succeed will adopt ... then I search in my relative”. Here 

Janvee when said “search in relative” she referred to seeking with in family adoption to 

maintain the biological link. However, unlike Akansha, adoption was suggested to her 

by her in-laws. This is because Janvee married late (mid 30s), at the time of interview 

she was in mid 40, doctors declared her ‘unfit womb’ unable to conceive, her husband 

refused the second marriage option, and surrogacy was expensive. Hence, for her in-

laws there was no other option rather than suggesting adoption. Pravin is a businessman 

and was among the couples who did not even consider adoption as way of parenthood. 

However, because the couple got married late (both were in their mid 30s), and seeing 

their childlessness, Pravin’s cousins indirectly suggested that they adopt: 

My cousin hinted “there is a place called XX (Orphanage) nearby and 

an IAS (Indian Administrative Services) Officer runs it. He (IAS) 

 
41 These three intended parents included Jaspreet also who already had an adopted child. The other 
two parents Pravin and Prashant did not even consider the option of adoption.  
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himself select parents who adopt the children, he interviews them to 

know that they are capable of taking good care of the children”. My 

cousin just mentioned that he recently introduced someone to that IAS. 

So, it was just a hint. 

Some younger generations are accepting the idea of adoption, however it is still not 

common practice. These examples show that for a married couple, especially for a 

woman, childlessness is problematic and to embody their parenthood or motherhood 

identity they must either use surrogacy or adoption. 

“I should steal the child … means I was desperate to that extent for a child”: the 

desire of parenthood  

 For almost all participants their motivation to become parents was socio-

culturally constructed, where discourses like motherhood or womanhood, and parental 

and maternal instincts were primarily used. However, for Prashant, the main reason for 

having a child was to have a sibling to support and care for his existing child with a 

disability. Although it was not the primary reason, Jaspreet also cited to have a sibling 

for her adopted child as one of her reasons to go for surrogacy. 

 The noise outside Jaspreet’s life in the form of comments from people and 

disturbances in marital life was considerable. This is probably why Jaspreet did not say 

much about her own desire to become pregnant. But like many other women in this 

study, Jaspreet also believed womanhood and motherhood are synonyms. Jaspreet stated 

that “no woman wants that she should not conceive or have a baby”, and expressed the 

following: 

When I came to this clinic in 2015, I was thinking, in my life so many 

things happened and my husband reached to this extent for having a 

child so I wanted to become pregnant for all this. But as time passed by 

…[crying]… things happened and then I wanted to become pregnant. 

Jaspreet acknowledged that initially she wanted to become pregnant due to the problems 

in her life but with the passage of time during her treatment, and by watching and 

discussing with other women about pregnancy, she realised her feelings to become 

pregnant. Sometimes undergoing pregnancy treatment can also enhance the desire to 

become pregnant because it brings hopes as well as challenges. For example, another 

participant Shrishti, who had undergone four operations to achieve pregnancy, said 
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“probably the more we were trying (conceive) and it was not happening this is why it 

turned into desperation”. For Jaspreet, pregnancy was not desperation, but the treatment 

gave her hope to experience being pregnant. Jaspreet explained: “till last I was thinking 

and praying to the God that please do some miracle and by any chance, I will become 

pregnant and there will be no need of doing surrogacy”. Jaspreet explicitly said “who 

wants to do surrogacy, I wanted to give birth ... the stigma of being barren always pinches 

you”. In the above dialogues, Jaspreet expressed her desire to be pregnant, the grief of 

failure, and by calling herself “barren”, she stigmatised herself. Similar to Jaspreet, 

Janvee was broken when told by the doctors that her womb was ‘unfit’ to carry a child. 

She expressed her thoughts: 

The very first thought that came to my mind was very negative that 

now I am a useless as a woman, now I don’t have any worth, now I 

cannot conceive and carrying a baby is a blessing or it is a right of a 

woman to produce a baby… so this frustration came to me. I was 

feeling very ashamed to tell this to anyone that I cannot conceive, I 

cannot produce a baby and I have a problem ... even to my parents 

and family members. 

She stigmatised by constructing herself as “worthless”, a “problem” and she felt 

“shameful” even in front of her family members because she could not carry a child. 

This stigmatisation becomes more prominent when medical practitioners diagnose 

women as ‘unfit’ for carrying a pregnancy, which bestows a sense of inferiority, 

insecurity, isolation and powerlessness on these women. In Indian pronatalistic culture 

being female is seen as being the ‘creator of life’, and the purpose of women is to 

‘procreate’, for which women have been respected and glorified since ancient times, 

such as in ancient Vedic42 literature, Manusmriti43 (Bhambhani and Inbanathan 2018). 

Women’s identities are socially constructed through these deeply rooted discourses 

about women and motherhood and often childless women are considered to be cursed 

(Riessman 2000). These discourses and norms have formed the subjectivities of women 

 
42 The oldest and foundational scriptures of Hinduism in the Indian subcontinent were produced during 
approximately 1500-500 BCE and consisted of hymns and poems whose interpretations guided the 
conduct of a person who professed the Hindu religion or worldview. 
43 Manusmriti is an ancient law text of Hinduism relating to civil and criminal law, marriage and procedural 
law 
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as mothers (Foucault 1982) and often, when they break from this identity, these women 

stigmatise themselves.  

Most intended parents cited their maternal and parental instincts and being in the 

next stage of life as reasons to become parents, which are socially, culturally and 

religiously constructed ideas. Unlike Jaspreet, most of my participants were educated, 

higher class, living as nuclear families and less connected to the extended family 

members. Indeed, not many incidences showed a strong and open stigmatisation of 

childlessness. This is because the intended parents’ pregnancy’s absence or presence was 

not easily visible and monitored (Riessman 2000, Widge 2002). Other than Jaspreet and 

Rajeev, the intended parents’ stories were dominated by their motivation of parenthood 

as the purpose of marriage, stage of life and parental instinct. Janvee said “this is the 

concept of marriage as per Indian culture … family means to increase”. Similarly, Arti 

said having a child means: “I don’t call it desperation, but we wanted to start our family”. 

Couples often define themselves as “families” when they have a child. Abhigyan said 

having children means to “keep on ... never give up ... you keep on trying” and moving 

ahead in your life journey which is similar to the life stage mentioned in Hinduism and 

Jainism to have children (Chekki 1996). In India one of the primary purposes of marriage 

is reproduction and family is defined with child, therefore, intended parents want to fulfil 

this role and do not want to divert from what is considered ‘normal’ (Dube 1986). Shrishti 

explained how childless people find themselves diverted from ‘normal’ and feel isolated 

in society:  

Because people of your age are now busy in rearing their kids ... they 

don’t have time … so you join with people younger than you … or if 

you go with people of your age they go with their kids ... like parks ... 

so their priorities are changed and different … so you feel socially 

isolated. 

The concept of voluntary childlessness is still not common in India (Unisa 2010), 

therefore, most couples have children and childless couples feel socially isolated.  

As we have seen in the newspaper reports in the last chapter, discourses about 

maternal instinct and parental instinct were used. Similarly, some couples explicitly 

mentioned these discourses in their interview as reasons why they felt the need for 

parenthood. For example, Akansha and Abhilash spoke about their parental instinct:  
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Akansha:  I mean at the age of 25, I wanted to have a baby I don’t know 

from where that thought came … I think it is something from 

your childhood ... it is in girls ... parenting … maa [mother] ... 

inherent … it is inside. 

Researcher: What about you (Abhilash)? 

Abhilash: My dream come true … 

Akansha: He was always ... I want a girl child only … only girl. 

Abhilash: But it was very secret ... I didn’t share with anyone ... it is 

something blind faith that if we will reveal, it may not come 

true ... so I kept it within me. 

The couple cited their parental instinct as a reason to have a child. Akansha believed that 

motherhood feeling is inherent in females, as she said “it is in girl’s ... parenting … maa 

(mother)”. Abhilash also had the parental instinct but he did not share it with anyone. 

Similarly, in another couple interview Shrishti said in front of her husband: 

I always wanted to be a mother … because inside me there is 

always … till present I would have done three children …[..]… 

and you know … my husband and I always wanted kids … we 

never spoke about it but I know he also wanted. He is such a 

good father … even today I see him … he is such a good father 

and he is an amazing husband. 

Similar to Akansha, Shrishti was vocal about her maternal instinct when she said, “I 

always wanted to be a mother … because inside me there is always”. But here again, 

her husband was not expressive about his parental instinct and just nodded his head in 

agreement with Shiristhi’s statement. The claim of maternal instinct was louder from 

the women than the men because biologically women can only produce children and as 

per social norms, they are expected to be mothers. Therefore, women often also believe 

that their desire to become pregnant is natural (Carey et al. 2009, Malacrida and Boulton 

2012, Mehta and Kapadia 2008, Widge 2002). Also, in a pronatalistic society, the social 

structure and notion of the family are constructed around children and because the 

couples also live in the same social structure, they often claim reproduction as a parental 

instinct.  
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 As stated at the start of the discussion of this sub-theme, Jaspreet and Prashant 

mentioned having a sibling for their existing children. This was not a common reason, 

but important to mention as it was one of the motivations to have the child. In Jaspreet’s 

life, the primary motivation to have a child was to overcome marital problems and 

family pressures to reproduce. However, at a personal level, Jaspreet felt the need for a 

sibling for her adopted child. Jaspreet lost trust in her relatives and family members 

because of their continuous lamenting for a genetic child. She started feeling worried 

about her adopted child’s future and thought to provide a sibling – “a brother” - to 

protect and care for the child. Jaspreet expressed her concern: 

I thought presently my (child) is young but maybe in future, somebody 

will show a wrong path or try to take advantage. So, I thought if (the 

child) has a brother they both can share each other’s happiness and 

sadness, they will take care of each other, (my child) will not be 

dependent on anyone and should not look anyone from outside for love 

and care. After thinking this I became ready to do IVF otherwise I was 

not ready but I was ready for my husband’s marriage. 

Jaspreet felt her relatives did not completely accept their adopted child and that the child  

was unsafe in the extended family environment. This created the need for a sibling. 

Likewise, Prashant and his wife engaged with surrogacy primarily to have a sibling for 

their learning-disabled child. He stated: 

Our (child) has a (disability)… till we are alive it is fine but what 

happens after we go ... […] our (child) .. can’t cross road …[..]… so 

(the child) needs to have a brother ... or a sister. 

Prashant was worried about his child’s future because having a disability, the child was 

very dependent on them. The couple needed a sibling for their existing child, who could 

take care of the child after they got older or died. These incidences indicate a different 

kind of need for the intended parents; however, their preference was still a genetic child 

and not an adopted child. These parents possibly adhere to the ideology that they can 

relate to and trust their genetic child more than their adopted child (Purewal and van den 

Akker 2007).   

 The intended parents in the study experienced the stigma of childlessness, where 

they felt the need to have a child due to different socio-cultural norms or discourses 
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existing in their local worlds. However, in the hope of removing this stigma they moved 

out of their private spaces and sought medical help to conceive, in other words, 

‘normalise’ (Foucault 1984) themselves in the society. At last, they reached a surrogacy 

decision when no other treatment worked. But although surrogacy helped to eliminate or 

reduce the stigma of childlessness to which they were subjected, it gave rise to the stigma 

of surrogacy.  

Intended parents’ fear of stigmatisation 

While the media reports on the increasing acceptance of surrogacy in India, my 

analysis of the newspaper reports shows the presence of stigmatising discourses. Half of 

the participants thought that surrogacy was accepted, but all the participants were actively 

trying to hide ART treatment, especially surrogacy, in their everyday world. In discussing 

this theme I argue that the secrecy involved in surrogacy is the result of different 

misconceptions attached to surrogacy as a process, and surrogacy reflecting stigma of 

infertility. Even these misconceptions were internalised by the intended parents and they 

experienced a fear of stigmatisation, which I define as ‘conscious stigma’. As most 

intended parents had not revealed their surrogacy plans because of the stigmatisation the 

majority of the participants experienced ‘conscious stigma’, most were worried about 

attaching ‘courtesy stigma’ to the child, some experienced felt stigma (sense of shame), 

and only a few experienced enacted (overt discrimination or comments) stigma of 

surrogacy in the study (see also Chapter 4).  

Within this theme, the first sub-theme illustrates the different ways the intended 

parents in my research experienced  stigma of surrogacy in different spaces. As intended 

parents experience stigma of childlessness and surrogacy, the stigma management 

process started before they engaged with surrogacy. Hence, this sub-theme also shows 

how the intended parents’ journeys shifted from a felt stigma to a conscious stigma in 

their intrapersonal spaces as they engaged with the process, while managing the stigma. 

The second sub-theme demonstrates how the intended parents managed this stigma 

collectively with their families in the communities, and lived in fear and insecurity. 

Together, these two sub-themes show how intended parents experienced stigma and 

managed stigma as a process but still experienced reproductive harm and remained at the 

margin of the reproductive justice river.  
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Stigma of surrogacy: misconceptions about surrogacy and reflecting stigma of 

infertility 

Stigma of surrogacy primarily happened as a result of the misconceptions attached 

to it as well as reflecting stigma of infertility. These misconceptions were either related 

to the reproduction and consumerism in process. For some, especially the women, 

surrogacy resulted in a double stigma, where stigma of their inability to carry a child was 

experienced along with  stigma of surrogacy. Accordingly, three parts of this sub-theme 

are discussed. The first shows misconceptions about the reproduction process involved 

in surrogacy and discusses the construction of surrogacy as ‘unnatural’, ‘unconventional’ 

and ‘adulterous’. This part also shows how the experience of stigma also affected their 

relationship as a surrogacy triad. The second part of this sub-theme discusses the framing 

of surrogacy as consumerism (as discussed in the media chapter), positioning intended 

parents as ‘unethical consumers’ or ‘exploiters’. The third part of the sub-theme shows 

the double stigma experienced by women and couples. Overall, this sub-theme 

illuminates the various misconceptions existing in society which stigmatise intended 

parents’ subjectivities and control their reproductive experiences and lives.  

Misconception about reproduction process involved in surrogacy   

Dishan and Asha, one of the couples in my study, took leave from their offices 

and travelled to a different state for surrogacy. However, after discussing surrogacy with 

the doctor they said “we did not feel like it is natural” and “thought let’s go back and 

rethink if we want to do surrogacy”. Generally, most of the intended parents found it 

easier to accept surrogacy after undergoing medical procedures such as IUI (inter-uterine 

insemination) and IVF (in vitro fertilisation), because they were now aware about the 

technicalities involved in the process. Nevertheless, a few like Dishan and Asha 

experienced the felt stigma of surrogacy and defined surrogacy as “unnatural” when 

surrogacy was first suggested to them, as they found surrogacy unconventional. Similar 

to Dishan and Asha, Prashant’s wife, who was religious, rejected surrogacy for 10 years, 

understanding it as against God’s will. Prashant said: 

She (wife) did not want to pursue surrogacy, thinking that the child is 

not in our fate. Because it (miscarriage) happened five times and then 

she mentally prepared herself that child is not in her fate and if God 

wants to give us then he would have given us long back. 
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After experiencing multiple miscarriages, Prashant’s wife believed that a child was “not 

in her fate” and that their childlessness was God’s will. Studies have shown cultural and 

religious norms constitute ART as ‘unnatural pregnancy’, which is often a challenge for 

ART (Fathalla 2002; Campbell 2011). Surrogacy has not only separated sexual 

intercourse and reproduction but also challenged traditional definitions of parenthood 

and motherhood. In doing so, surrogacy deviates from the ‘ordinary and natural’ 

(Goffman 1963). But western medical discourses which include such statements as “it is 

your husband’s sperm and it is your egg, it is someone else who is carrying it for you” 

(Arti, 40-44yrs) have removed the felt stigma of surrogacy and ‘normalised’ surrogacy 

for intended parents by defining parenthood on a genetic basis (Thompson 2001). This is 

a form of resisting stigma when individuals build new perceptions or reconceptualise the 

identities or roles or phenomena (Gunn et al. 2018).  

Dishan and Asha accepted surrogacy but grappled with convincing their parents. 

The couple said that initially their families complained when they were informed about 

surrogacy and said: “I don’t think this is a right thing to do, you should consult more 

people”. It was not easy for the families to accept the surrogacies because they held 

misconceptions about or did not have enough knowledge about the procedure. Moreover, 

their families were also worried about societal attitudes towards surrogacy and asked 

“how are we going to communicate it to others?” However, the couple told me that their 

parents became a bit more relaxed knowing “they will be our genetic children”. Families, 

especially conservative ones, grappled over separating sex, reproduction and parenthood. 

The intended parents convinced their families by explaining surrogacy as a medical 

process, where the genetic successor was assured. Likewise, Rajeev, another intended 

parent whose parents are from a conservative family, stated: 

We tried to convince them that the sperms will be from your son, child 

will be part of your son only, so when we explained them like this … 

so to some extent they agreed. […] for eight years we were facing 

problems with childlessness and it took almost six years for us to 

convince them regarding this … recently they have agreed … presently 

they all are silent [laughing] let’s see what happens next. 

Rajeev satisfied his parents by revealing and normalising the process and offering 

assurances that the genetic connections were paramount. However, he lived in a joint 
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family, only his parents knew about it and he was in the fifth month of surrogacy 

pregnancy. Hence, he was not sure what would happen if somebody found out.  

Returning to Dishan and Asha, the couple and their families accepted surrogacy 

and removed felt stigma but their awareness of the negative worldview about surrogacy 

resulted in ‘conscious stigma’. Dishan and Asha feared being labelled and becoming the 

target of gossips because people had various misconceptions about it. Therefore, they 

together with their families, kept surrogacy a secret and choose not to disclose in 

extended family or community spaces, following ‘systematic misrecognition’: a strategy 

for managing the stigma proposed by Das (1995). Dishan explicitly said: 

We just don’t want to tell others because we don’t want to make it a 

topic of gossip in the society, it has become but we don’t care … it does 

not matter to us ... we are not going to live here ... we are going to (a 

different city) … It will become a topic of gossip ... it has already 

become. For example: people are informed that these kids are through 

surrogacy and we have also heard that other people who have gone 

through surrogacy are topic of gossip everywhere. 

Dishan, acknowledged surrogacy families are a ‘topic of gossip’ because they are formed 

in an unconventional way. Dishan explained that his children are informed as “kids born 

through surrogacy”. The couple knew about the stigmatisation of other surrogacy 

families and their own experience was the same. However, this couple used the passing 

(Goffman 1963) strategy of moving cities to reduce enacted stigma.  

 Likewise, most intended parents were also concerned about being labelled and 

its extension to their child, taking a ‘courtesy stigma’ form (Goffman 1963). Rajeev 

stated that if surrogacy was  revealed in the community, people would say “oh this is the 

same child who was born like this, whose mother was a surrogate or delivered by 

someone else”. Rajeev was unsure about the effect of comments like this on the child and 

asked “what kind of impact the child will have, what the child will think”. Hence, often 

couples did not inform others about their surrogacy in the wider society because they 

feared their child would experience courtesy stigma. Most intended parents were worried 

that the stigmatisation or disclosure of surrogacy to the child would disturb the parent-

child relationship. For example, Akansha believed that if somebody told her child about 

the surrogacy “(child) will go into the different world ...[...] we don’t want to change 
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(child’s) feeling what (child) feels for us”. Parents feared, given the misconceptions about 

the surrogacy process, that their child would not accept them as parents, and would 

question his or her identity. Similar fears were also observed with the Indian couples who 

adopted children because the children were not genetically related or born through them 

(Mohanty, Ahn, and Chokkanathan 2017).  

 Unlike Dishan and Asha, few intended parents were also scared about being 

rumoured to be ‘adulterous’, mirroring research finding this same fear among surrogate 

mothers (eg. Pande 2010a, Vora 2009). Jaspreet’s sister became the surrogate mother to 

help her. Jaspreet was anxious that her extended family members would question her 

husband and sister’s relationship. She said “I told my husband, my sister is my priority. 

In case anybody will say anything about you and my sister relationship I will not bear it”. 

Jaspreet was worried that disclosure of surrogacy would defame the relationship between 

her sister and husband. Similarly, Akansha also tried to disclose about her surrogacy to 

her close friends: 

People asked me different types of questions … for example: how they 

make your surrogate pregnant … so they have that curiosity … they 

think it happens like movies. You saw that movie named chori chori 

chupke chupke (Secretly and stealthily) … people imagine that way, 

they don’t know. 

She mentioned a popular Indian movie based on a non-medical surrogacy concept, where 

a childless couple looked for a surrogate mother who was a prostitute in that film, and the 

husband impregnated her. There are other Indian movies (e.g. Filhal, 2002) and daily 

soaps on televisions (e.g. Byaah Hamari Bahoo ka, 2012) which covered the topic of 

surrogacy and do not represent surrogacy in this way. However, only chori chori chupke 

chupke (2001) was mentioned to me, even when I was recruiting the participants. People 

remember this movie because it has a cast of popular stars, and the movie represented 

common discourses circulating in major sections of the public to explain the concept of 

surrogacy. Media reports on surrogacy with concerns of human trafficking or prostitution 

make it hard for people to understand surrogacy and the separation of reproduction and 

sex. In India, for the majority of the population, discussion about reproduction is still a 

taboo and there is little sex education. In this social context, misconceptions about the 

surrogacy process follow intended parents and the families they create. Also, seeing the 
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impact of a movie on producing a different cultural discourse about surrogacy than the 

newspaper publications, indicates a need to explore other forms of Indian media such as 

TV daily soaps, movies, documentaries or TV news debates to identify other cultural 

discourses constructing surrogacy. 

Misconception about surrogacy’s consumerism process  

 Similar to the media discourses, discussions of surrogacy as a process were also 

framed by discourses of consumerism and exploitation by the intended parents I 

interviewed. In doing so, intended parents were stigmatised and they also stigmatised 

other intended parents (for example, foreign couples and celebrities) as ‘unethical 

consumer’ or ‘exploiters’ of surrogate mothers. Prashant stated, “what surrogacy means 

…you are giving womb on rent”. He explained further: 

I could have done it alone like Karan Johar or Tushar Kapoor 

[Bollywood celebrities] … [famous] Doctor is doing it ... [...] ... 

nowadays everything is possible ... you give money and watch (paisa 

do aur tamasha dekho). 

Consumerism discourses are reflected in Prashant’s narrative when he explained 

surrogacy as a commercial transaction between the surrogate mother and the intended 

parents. He stigmatised intended parents as rich consumers who can buy anything and 

gave examples of celebrities who chose surrogacy to become single fathers. In a way 

Prashant revealed and resisted the stigma of surrogacy to me by morally differentiating 

his surrogacy decision as different to the others. Even other intended parents used 

consumerism discourses to explain surrogacy. Janvee described “I knew that we hire a 

lady and our embryo will be placed in her and she will carry … and we have to pay 

some money for her”. Rajeev also stated “I have read in newspapers ... like womb on 

rent … and I came to know that we need to make an arrangement with the surrogate 

mother”. The common understanding of surrogacy among intended parents was as a 

“womb on rent” or “hire a womb”, which they had internalised from the media (as 

shown in Chapter 6). Defining surrogacy in a commercial way has not only reduced 

surrogate mothers to ‘wombs’ but also intended parents to ‘tenants’ who are rich and 

powerful enough to purchase the womb and can exploit the surrogate mothers. In this 

way they become an ‘unethical consumer’ of this commercial surrogacy industry 

(Carrington et al. 2010, Cowe and Williams 2000).  
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 Intended parents resisted the stigma of exploiting the surrogate mothers less often. 

For instance, I did not question Arti about the surrogate mother’s hostel but she started 

explaining to me:  

… it is very nice, very airy, very bright ... it is air-conditioned, they 

are given good food. What food goes to them also came up for us … 

everyday breakfast lunch, dinner, coffee whatever. The same food 

we were eating probably less spicy for ladies (surrogate mothers) 

down stairs. 

In the above lines, Arti tried to justify that surrogate mothers were well taken care of in 

the hostels and not exploited. Dishan and Asha were also influenced by the discourse in 

the media and informed me that they “rejected a surrogate mother thinking that 

somebody forcing her to do surrogacy because she was not replying anything”. Despite 

engaging with a famous hospital in India, the couple felt the surrogate mother was not 

interested in surrogacy and was probably forced and exploited. This was the first 

surrogate mother suggested to the couple but later, after waiting for three months, they 

engaged with another surrogate mother in the same hospital. Initially, when intended 

parents prepare themselves for the surrogacy, they have different perceptions (most of 

which are stigmatising) about surrogacy which they often collect from secondary 

sources (for example, TV, new reports, internet). Hence, given these stigmatised 

understanding about surrogacy, they stigmatise themselves, that is, felt stigma.  

 For Abhigyana and Shrishti this blame and stigmatisation was not limited to 

them, but they also experienced it in the hospital spaces. The couple visited a surrogacy 

hospital and asked for a surrogate mother’s hostel facility to ensure the surrogate mother 

and child’s wellbeing, and to prevent their exploitation in case of pregnancy loss due to 

carelessness or limited facilities available to the surrogate mother. However, the doctor 

replied that the “surrogate mother is not an animal, so wherever surrogate lives … she 

will live there only. I will just implant the embryo”. Certainly, the couple did not find 

the statement welcoming. Rather, they experienced it as stigmatising where they were 

portrayed as ‘exploiters’ who wanted to keep surrogate mothers as ‘animals’. Similarly, 

Akansha and Abhilash shared their experience with the first surrogacy hospital: 

Akansha: They (hospital) made us feel that we are doing something 

very bad. 
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Abhilash: Like crime and we are guilty ... [...] ... they were thinking 

… we have money, we came here to buy a child … they 

were thinking like that. 

Akansha: they were like when she (surrogate mother) is going 

through the process (surrogacy) keep her happy, bring her 

gifts, talk to her. 

Akansha and Abhilash were assumed to be rich and wanting to ‘buy a child’ by the 

hospital staff. They felt that engaging with surrogacy was illegitimate or illegal or 

unethical and therefore they needed to entertain every wish of the surrogate mother. It 

seems that this hospital was affected by the exploitation discourses in the media about 

surrogacy by the intended parents, hence it also affected the way the hospital treated the 

intended parents. However, this incident occurred after Akansha and Abhilash signed the 

surrogacy contract and paid the money, and before payment, they were treated well. This 

also hints at the commercialisation and exploitation of the intended parents at the ground 

level, which is discussed in the next chapter on commercialisation. Pravin stigmatised 

foreign couples and even described their actions as illegal, believing that surrogacy 

should be limited to needy childless couples. He expressed:   

… need means who have need in their life … needful person … means 

childless …but those who do it illegally and take the children. Issues 

happen ... like people come from foreign … they donate sperm and egg 

online, then hospital implant. Once the delivery date is finalised clinic 

inform the parents … and a week later they come and take the child … 

this is illegal one should be banned, and this is why government has 

banned. 

Pravin’s understanding of foreign intended parents was not much different, what was 

found in media discourses. We saw in Chapter 6, foreign couples were often blamed as 

‘unethical consumers’, and along the similar lines, Pravin described foreign intended 

parents’ surrogacy as an online transaction, unethical, and illegal. 

 As we have seen in the media discourse, surrogacy is particularly stigmatising for 

the women (intended mothers). Media discourses suggest women who use surrogacy 

want to avoid pregnancy, its pain and bodily changes, and these discourses are also 

legitimatised by the policy makers ("Celeb Made'' 2018). Akansha narrated and explained 
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a similar experience as an enacted stigma experience at the clinic. Akansha has a health 

condition putting her at high risk of pregnancy complications and was young (25-29yrs) 

when she engaged with surrogacy. At the clinic a female visitor asked her “why don’t 

you want to have your own, you don’t want to do pregnancy … this is why you are going 

for this option?”. Akansha said the woman “was so blunt, she was like ‘you don’t want 

to ruin your figure’ like this ... this was her point”. For Akansha, this incidence was 

insulting and hurtful and an addition to her ‘conscious stigma’. Afterwards the couple 

was reluctant to disclose or talk about their surrogacy with anyone, as they thought people 

had so many misconceptions about the process and surrogacy. Even Asha was informed 

by a similar thinking, but in reference to other intended mothers. In response to my 

question about her thoughts on changing surrogacy regulation in India, she stated that 

some of the 2016 Bill’s conditions are good for preventing exploitation. Clarifying 

exploitation she said, “exploiting like you (intended mother) don’t want to go through 

pregnancy and you engage with surrogacy, it is not right”. I further asked if she know 

somebody who did it. She said “I don’t know cases but that is my own belief based on 

my reading …”. In interviews it was common that intended parents did not have primary 

experiences with other surrogacy cases, however they had different perceptions about 

surrogacy in different ways, which often stigmatised other intended parents based on 

these misconceptions.  

 Participants also found the changes proposed by Surrogacy Bill (2016) 

stigmatised surrogacy. Akanksha and Abhilash explicitly mentioned:  

Abhilash: If you (government) want to bring the Bill ...bring the clauses 

which stop financial or social exploitation of the people but 

you are blocking … basically, you are blocking and saying 

don’t do it … 

Akansha: They (government) have created stigma.  

Abhilash: Even for once they (government) are not thinking about the 

parents … we are feeling very lucky that this Bill came after 

we have done it (surrogacy) … 

For Akansha and Abhilash, the government was stigmatising surrogacy and intended 

parents by criminalising commercial surrogacy and imposing conditions which were not 

feasible. Here, when the couple mentioned “blocking and saying don’t do it” they were 
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referring to the conditions the Bill proposed, such as engaging with altruistic surrogacy 

with their sisters. Like many other couples, Akansha and Abhilash did not find this 

condition suitable for them. First, the couple did not have a sister of the age who could 

act as a surrogate mother and second, they did not want to reveal surrogacy, so engaging 

with a sister was not possible. The intended parents’ experiences of stigma in their local 

moral world were further increased when surrogacy regulations criminalised surrogacy. 

As Abrams (2015) suggested, when policies and laws change they often result in social 

(re)construction of the stigma. The same is experienced with surrogacy in India, where 

different surrogacy regulations were proposed, changed, and modified over the period 

(as shown in Chapter 3) and brought the surrogacy practice into question. The media and 

legal discourses contributed significantly towards the misconception about surrogacy as 

an unethical process, which was experienced by the intended parents at their local level.   

The double stigma experienced in surrogacy  

Even after having a child through surrogacy, few felt that surrogacy reflects the 

stigma of infertility and they experienced double stigma: stigma of surrogacy as well as 

stigma of infertility. Jaspreet said, “surrogacy feels like a slap on my face”. When I asked 

Jaspreet what will change after surrogacy, she explained: “surrogacy will reduce some 

comments, but it will not solve my problem” because she would be reminded that she did 

not fulfil her motherhood role. For Jaspreet, it was a “double bind” (Frye 1983, 2) 

situation where  surrogacy can overcome childlessness but when revealed, the stigma of 

‘abnormal’ or ‘unfit’ womb was repeated. The fear of stigma was not only the women’s 

problem but was felt by married couples. Pravin’s wife stated, “he (Pravin) was worried 

that it may be aimed at me because I could not conceive”. Pravin feared that his wife 

would be stigmatised and avoided disclosing surrogacy in the extended family and 

community. Although other intended parents did not mention this reason explicitly, when 

they engaged with surrogacy and hide it, they wanted to hide their infertility as well. 

There is a higher chance that this double stigma is experienced more by women. The 

similar results were observed in a media analysis of Israel’s surrogacy, where intended 

mothers are not considered as natural mothers and remain infertile for society (Shalev 

and Lemish 2013). Hence, surrogacy may make women a parent and have a child, but 

not necessarily a mother. 



Chapter 7: Stigmatised experiences of the intended parents 

231 
 

Overall, this sub-theme has shown the various discourses existing in society, 

media, healthcare, and legal spaces, which have created misconceptions about the 

surrogacy process. These misconceptions primarily stigmatise intended parents as 

‘abnormal’, ‘adulterous’, ‘unethical’, and ‘exploiters’. As intended parents also live in 

the same society, intended parents stigmatise themselves. However, by building new 

perceptions about surrogacy (by using medical discourses) they resisted and normalised 

stigma of surrogacy for themselves and their parents. This turned felt stigma of surrogacy 

to conscious stigma of surrogacy, which acted as a ‘disciplinary power’ (Foucault 1991) 

for the intended parents to some extent. The intended parents experienced fear of being 

the target of gossip and identified as ‘unethical’ consumers or ‘exploiters’, when using 

surrogacy. Most worrisome for them was the extension of stigma to their children and 

affecting their relationship with the child. Hence, they attempted to manage this stigma 

in their communities, which is discussed in the next sub-theme.  

Managing the stigma of surrogacy in the community 

In the presence of these stigmatised experiences, intended parents attempted to 

manage this stigma outside their family sphere. In this sub-theme I show how Indian 

intended parents together with their families used passing and selective revealing 

strategies to manage the stigma of surrogacy. Surrogacy is discreditable (Goffman 1963), 

which is not physically visible at first encounter and people can conceal or control 

information about it. However, given the Indian context, intended parents have close knit 

extended family members, neighbours and society, and it is difficult to conceal or control 

information (Riessman 2000). Therefore, Indian intended parents, together with their 

family members such as parents and siblings, manage the stigma by concealing or 

becoming silent, which Das (1995) calls ‘systematic misrecognition’44. Also, intended 

parents and their families adopted a selective or partial disclosure strategy to reveal about 

their surrogacy. By adopting these stigma management strategies intended parents lived 

multiple lives and had different personas within and in the outside spaces (family, friends, 

workplaces and so forth). Similar experiences were observed by Clair et al. (2005) in 

their study of managing invisible stigma in working places. The other way to manage 

stigma is resisting, which the intended parents mentioned when they turned felt stigma 

 
44 Though families of intended parents help in managing stigma, however, it does not ensure the full 
support to the intended parents. For example, when taking care of the children, visiting hospitals with 
intended parents, and supporting emotionally. Often their families remain silent about the surrogacy 
procedure or agrees for the procedure because they do not have any other choice. 
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to conscious stigma and resisted the stigma during the interview (as shown in the above 

sub-theme). However, open resistance or confrontation was not visible in the interviews 

of intended parents. Therefore, I commonly found two types of management strategies 

followed by the participants. These are no disclosure or passing and partial disclosure 

or selective revealing, which led to further insecurity and fears. 

No disclosure or passing  

Pravin stated that he did not care about others’ judgment. Nevertheless, he did not want 

to disclose surrogacy because “India is advancing but it is not all that advanced, certain 

people have their own belief ... [...]… so I managed my own”. Here, Pravin indicated the 

misconceptions discussed in the last theme. However, to avoid the stigma he stated that 

he “cooked a nice story”:  

I told everyone that one day she (wife) was doing tachi (a Chinese form 

of exercise) and she felt a pain … the doctor asked her to go Anand, and 

she and my mom left there and they (doctors) asked us to do caesarean 

on Saturday … and on 11:45 they confirmed me that I have become a 

father of twins. 

Pravin deliberately fabricated a story about his wife’s pregnancy and told everyone that 

his wife delivered the twins, as he did not want others to question his wife’s ability to 

become a mother, as we have seen in the last sub-theme. The couple successfully 

managed to hide surrogacy because they lived apart from their extended family, did not 

live in a close-knit neighbourhood and disconnected themselves from friends and family. 

Similarly, Rajeev shared his strategy of managing stigma:  

Fake pregnancy … we are using that … […] … now wife is almost four 

months ... after that she will go to her mother’s house … [...] ... to 

everybody we said it is IVF, only my parents and my wife’s parents 

know about the surrogacy decision. And to everybody else it is IVF. 

Rajeev and his wife lived in a joint family but to hide their surrogacy his wife needed to 

pretend she was pregnant. The couple believed that hiding the information would become 

easier once the wife moved to her parents’ house. Because the couple’s journey with 

infertility was known to extended family and neighbours, the couple informed everyone 

that it was an IVF pregnancy. This also reflects that the stigma of IVF is less than the 

stigma of surrogacy for the intended parents. Completely hiding surrogacy is difficult in 
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the Indian context, especially when people know about intended parents’ struggles with 

infertility. Therefore, like Pravin and Rajeev, intended parents require active planning to 

keep surrogacy a secret. In the light of this, most of the participants adopted partial 

disclosure, where they informed others during the surrogacy pregnancy or after the child 

arrived.   

Partial disclosure or selective revealing  

The intended parents’ had two primary reasons for partial disclosure: their 

obligation and trust of people. Intended parents predominantly felt an obligation to inform 

extended families to claim the genetic legitimacy of the child. Prashant gave me a reason 

for disclosing surrogacy during the pregnancy to his sisters:  

… you should tell some people ... [...]... so we told our sisters, only two 

sisters. There was no need of telling them … not even to these sisters 

but I thought they should also believe that the child is born through 

surrogacy and accept the child. When you told them early they will 

believe … so this is why we told them. You should tell at least two 

people otherwise what will happen is … they will think how the child 

is born …who knows how the child is born. 

Pravin suggested it was important to disclose surrogacy to few people to make them 

believe “the child is born through surrogacy and accept the child”. This would ensure 

social acceptance of the child, otherwise, there could be a possibility of thinking the child 

was born through an illegitimate or adulterous way, which has its own stigma. Likewise, 

Jaspreet felt obligated to inform her husband’s family about surrogacy to affirm the child 

was genetically connected to the family. Jaspreet said: 

I have to tell my husband’s family otherwise they will think, first she 

brings this (adopted child), now she is bringing another child, then I 

have to listen more. 

Jaspreet felt there was no choice but to keep surrogacy a secret from her husband’s family. 

In the absence of disclosure, it is likely that her husband’s family considered the child 

adopted and that Jaspreet would encounter more comments.  

Where predominantly intended parents felt an obligation to inform extended 

families to claim genetic legitimacy, Akasha’s and Abhilash story was a bit different. The 
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couple started surrogacy with their parents’ and brother’s advice and informed their 

neighbours after the child was born. However, they did not disclose it to anyone in their 

extended family, including their sister-in-law, as they had a conservative family 

background. After marriage, Abhilash moved to Akansha’s parent’s house, which was a 

government official residential area. Also, Akansha’s father lived there for 30 years and 

had a trusted friendship circle, which gave them the opportunity to disclose. Akansha 

said: 

We are together for 30 years … 33 years ... my dad’s circle ... the whole 

(government organisation name) circle. So, they have seen my disease 

and whenever I got ill they come and see me … so this much closeness 

is there. so they knew ... means ... what is my health issue so there is 

acceptance. 

Akansha found it easier to disclose to her neighbours because of their closeness to his 

father and awareness about her struggle with her health condition. However, this 

disclosure was made only after the child was born. This is because Akansha also felt 

obligated to inform her neighbours as they lived in a close-knit setting and it was hard for 

her to conceal. She narrated the day after the delivery of the child:  

When we purchased the clothes for the baby and you have to wash the 

clothes first and then you use it … I was so afraid to hang them outside 

... if somebody will see … they don’t know from where the baby came. 

But I placed them outside when it was dark ... [laughing] and early 

morning I got them down ... [laughing]. Next morning, my mom was 

not at home … I was in my kitchen … so we have a house and there is 

a common boundary where neighbours can talk. My neighbour was like 

what is happening and I said I had a baby … she was looking me like 

this (up to down) and said ‘what’ I said yes I have a baby girl ... she 

said from where … I said it is surrogated … she said you never told us 

…we never told anyone. 

Akansha had no choice but to inform the neighbours because she was not seen pregnant 

and now they had the baby, whose clothes were hanging outside. Hence, where their own 

extended family members including brother’s wife was not informed, they felt the need 
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to disclose to their immediate neighbours. However, living in scenarios of partial and no 

disclosure in a collective culture created fear and insecurities for the intended parents.  

Insecurity and fear  

No matter if intended parents completely hide or partially disclosed surrogacy to 

their close relationships, there was a sense of fear and insecurity of disclosure among the 

participants. Rajeev stated in his interview: 

Surrogacy is normal … it is not from another planet and until people 

have awareness people like us need to hide it … and live in the fear of 

not getting disclosed by anyone … if people know that this is also a 

kind of treatment for those who are facing infertility … it is just a 

treatment … 

Rajeev found that surrogacy was not seen as ‘normal’ in society and this lack of awareness 

created this stigma and fear for the intended parents.  

Many intended parents were worried that the disclosure of surrogacy to their 

children would bring negative consequences to the parent-child relationship, as shown by 

Akansha and Rajeev, who didn’t want to disclose to their children. One of the intended 

parents’ biggest fears was their child would be informed about surrogacy by outsiders. 

For instance, Jaspreet described her dilemma:  

I don’t know, how I am going to tell the child. But it is a constant fear for 

me. If I will not tell, maybe somebody else will tell the child. It’s like I 

have problems before I have the child and even after having the child 

there will be problems. 

Jaspreet felt there was no choice for her to keep surrogacy secret from the child. She felt 

a “constant fear” that somebody else would inform the child before her and did not find 

surrogacy a complete problem solver for her. Jaspreet was not the only one who had this 

fear, almost every participant of the study experienced the same. Two intended parents 

decided to disclose to their children on their own. For example, Dishan stated: 

We discussed about this and I think good thing is to tell them because 

they will come to know from somewhere else ... because we don’t want 

to lose their trust. 
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Dishan and Asha discussed the surrogacy disclosure to their children and because they 

did not want to lose the trust of their children, they chose to inform their children. 

Research with adoption has shown that Indian parents are often reluctant to inform the 

child about their adoption and only a few parents disclose to their child (Mohanty et al. 

2017). Even in the present research Jaspreet did not inform her adopted child about the 

adoption. Three intended parents decided to inform only if needed, but they were not sure 

how and when to disclose. Intended parents who had conservative family backgrounds 

and large extended family networks felt more insecurity and fear regarding surrogacy 

disclosure to the child.   

In the presence of the stigma of surrogacy, intended parents were fearful and 

insecure but also acted as invisible agents (Foucault 1982). Here, using their agency, they 

were slowly bringing social change when helping other potential intended parents to 

engage with surrogacy. Here I describe the intended parents as invisible because they did 

not or partially disclosed their surrogacy decision but silently encouraged or helped other 

couples. Out of eight, three intended parents said they suggested or advised other 

prospective intended parents to engage with surrogacy. For instance, Pravin stated: 

In the past six months, I have advised three of my friends. I did not tell 

them that I have done surrogacy but casually they asked me if I have 

done some research or enquired about surrogacy. So I told them. 

Pravin did not disclose his engagement with surrogacy but shared information related to 

the surrogacy procedure, hospital and doctor with his friends, mentioning that they had 

thought about surrogacy as an option. I also see the participants of my study as invisible 

agents because they agreed to participate in the research study to help potential intended 

parents and neutralise the stigma attached to surrogacy. Many intended parents used a 

common phrase “surrogacy gave us a new life so why not help other couples” to indicate 

their motivation to participate in the study. Intended parents identified their new life 

because they had achieved parenthood, what they needed and felt was incomplete. 

However, this new life also came with insecurities and fear because they selectively 

disclosed to people and had no intention to tell others. Rajeev participated in the study 

despite his parents being unwilling, and at the end of the interview he requested of me:  

If you are publishing it somewhere or do anything with this, try to 

make it possible that for those people who need surrogacy ... the strict 
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rules the government is thinking to impose should be relaxed. The 

procedure should not be banned in India. 

The participants in the study were among the few ones who used their agency in an 

invisible way by participating in the study or encouraging prospective intended parents 

indirectly in the hope of normalising surrogacy. However, in an explicit way they did not 

do anything to normalise surrogacy.   

Overall, this theme and sub-themes show how misconceptions created stigma of 

surrogacy and in an Indian context, managing stigma of surrogacy for the intended 

parents was not easy. This is because even though their families lived in different places, 

various events of life were shared, taken permission, or discussed, and childbearing and 

parenthood were among the most important ones (as shown in Chapter 3). Intended 

parents first used resisting and normalising strategies to change the perception of their 

families and to manage the stigma. Later, collectively with their parents, they managed 

the stigma by using passing and selective disclosure strategy. In this instance they became 

insecure bodies, afraid of disclosure and worried about extending the stigma of surrogacy 

to their children, that is, courtesy stigma. Intended parents who were in the presence of 

stigma were unable to proudly reveal their surrogacy decision, remained alone, and 

lacked social and emotional support. They therefore remained at the margin of the river 

of reproductive justice, experienced stigma and reproductive harm.  This was problematic 

for their wellbeing because in the Indian healthcare system, there were no other resources 

such as public counselling centres to help them or hear their stories. However, the stigma 

experiences not only affected intended parents and their children but also the practice of 

ethics of care and visions of relational reproductive justice for the surrogacy triad.   

Stigma affecting the ethics of care  

The stigma of surrogacy affects the care intended parents receive, the care they 

give to the surrogate mother, and the care the child is expected to receive. This theme 

shows how stigma creates invisibility for surrogate mothers, and physical and emotional 

distance between the intended parents and surrogate mother. This distance is further 

broadened and sustained by the surrogacy hospitals and is due to the pre-exiting 

prejudices against surrogate mothers. This invisibility and distance results in a lack of 

care to surrogate mothers, blackmailing of the intended parents by the surrogate mothers 

and restricts the meeting of the child with their gestational mothers. Therefore, ethics of 



Chapter 7: Stigmatised experiences of the intended parents  

 

238 
 

care and relational reproductive justice are hindered in surrogacy. However, this theme 

also shows how despite stigma and distance in some surrogacy arrangements, intended 

parents have managed to form some trust, caring relations and practice of responsibility 

during surrogacy, showing hope for relational reproductive justice.  

 Due to stigma, the surrogacy journey of the intended parents I interviewed was 

often kept secret and surrogate mothers became invisible. This invisibility existed 

irrespective of engaging with known or unknown surrogate mothers. The invisibility and 

stigma brought physical and emotional distance between the surrogate mother and 

intended parents and acted as barrier to ethics of care. For instance, Jaspreet engaged with 

altruistic surrogacy and took her sister’s help, who lived in an urban village setting. But 

due to the belief that surrogacy was ‘adulterous’ they choose not to inform anyone in their 

families and communities. The information about surrogacy was limited to Jaspreet and 

her husband and Jaspreet’s sister (surrogate mother) and Jaspreet’s brother-in-law. In this 

scenario sometimes Jaspreet’s sister used to stay in Jaspreet’s home for a few days and 

not for long. Hence, there was no ‘face-to-face’ care during the pregnancy (Levinas 1998). 

Even Jaspreet did not get to experience the pregnancy that she could have experienced if 

her sister stayed with her or she with her. Similarly, Rajeev and his wife, who lived in a 

joint family, did not reveal their surrogacy and surrogate mother to the family but only to 

their parents. Even Rajeev’s surrogate mother did not inform her family about the 

surrogacy. Here, the couple was faking a pregnancy, hence for the family members 

(except their parents) and for community, the wife was pregnant. In both cases, although 

the surrogate mothers were known, they remained invisible and at a distance. This 

resulted in less physical caring relations in the surrogacy arrangement and both had no 

plans to introduce the child to the gestating mother.  

 Surrogate mothers who were strangers suggested by hospitals were the most 

viable option for most intended parents, due to their experiences of stigma. However, 

engaging with unknown surrogate mothers made it harder to establish mutual and 

emotional caring relationships. This is because of two reasons: first, intended parents’ 

experiences of stigma and insecurities, and second, hospitals did not encourage 

relationships between surrogate mothers and intended parents. 

 The intended parents had insecurities when they engaged with a stranger as 

surrogate mother. They were worried about surrogate mother’s personality, her 
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motivation and attitude towards carrying pregnancy. Hence, intended parents told me of 

their attempts to minimise the friction in the relationship and insecurities by looking for 

a positive connection and good health of the surrogate mother at the start of surrogacy. 

Contrary to the previous research (SAMA 2012), participants in this study did not choose 

surrogate mothers based on their religion, caste, and fairness criteria. In fact, for two 

intended parents, the surrogate mother was from an entirely different religious 

background. This indicates the social change occurring where prejudices against 

(im)purity of caste or religion are easing (as mentioned in Chapter 3). Only Prashant 

sought a surrogate mother from a higher caste because he was from an upper caste. Dishan 

and Asha wanted their surrogate mother to be vegetarian because they practiced Jain 

religion and were pure vegetarian. This comes with the religious and spiritual belief where 

bodily fluids are believed to transfer the traits to the child and acknowledges the 

relationship of the womb, fetus, and mother (Aziato et al. 2016, Wells and Dietsch 2014). 

Previous research, which is often on foreign intended parents, has suggested that couples 

choose surrogate mothers from a list provided by the hospitals. However, for participants 

of this study, only one or two surrogate mothers were suggested at one time. 

 Although there were no strong prejudices against the religion or caste, some 

intended parents disclosed their prejudices against the social class of the surrogate 

mothers. In India, people from economically weaker sections are often stigmatised for 

their higher fertility rate, uncultured behaviour or living standard, and no reputation 

(Athique and Hill 2009, Fernandes 2016). Hence, intended parents remained insecure 

about the care the surrogate mother provided to the child, reluctance to relinquish the 

child, and getting their surrogacy disclosed in society. For instance, Dishan and Asha 

mentioned their initial prejudices against the surrogate mother and its effect on their 

relationship: 

Those things were back of our mind and that’s why initially we kept the 

distance but over the period we developed the trust. She is a nice person… 

she may not be concerned with having an additional child. It may not 

impact them having additional child, may not lose their reputation having 

a fight, not bothered about losing reputation….all those were going at back 

of our mind and this is why we kept distance … over time we build the 

trust it is ok to be in contact, we also met their children … exchanges gifts 
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and all … so pregnancy was also that she should trust and we should also 

trust her. 

Dishan and Asha informed me that they were initially insecure about the surrogate 

mother’s intention to hand over the child. They explicitly stated their initial prejudices 

against the surrogate mother, such as having no issue about having another child and no 

fear of losing her reputation. As the couple wanted to keep surrogacy secret, these 

prejudices added to their insecurities. However, the couple mentioned that during 

surrogacy these prejudices vanished and turned into a relationship of care and trust 

between intended parents and surrogate mother. Participants of my study told me that the 

hospitals did not encourage a relationship between the surrogate mother and intended 

parents in order to avoid issues with handing over the child. This is also influenced by the 

social class prejudices against surrogate mothers in Indian society. Previous studies with 

international intended parents found that Indian hospitals, warned the parents against 

keeping a close relationship with the surrogate mother because she could probably ask 

more money or avoid handing over the child (Majumdar 2014a, Vora 2009). In this way, 

the distance and social class-based prejudices against the Indian surrogate mothers were 

retained. This distance, prejudice and less emotional proximity with the surrogate mother 

meant that it usually took time for their relationship to grow. However, studies have 

shown the importance of physical proximity and emotional relationship between the 

intended mother and surrogate mother to turn surrogacy into a positive experiences 

(Sharan et al. 2001, Teman 2009).  

A few intended parents experienced blackmailing by the surrogate mothers, 

which created a distance and both ‘care-giver’ and ‘care-receipt’ were affected 

(Conradson 2011, Milligan and Wiles 2010). A surrogate mother was arranged by the 

hospital for Akanksha and Abhilash. Once their surrogate mother conceived, she started 

making calls to them and “asking for some financial help on top of what hospital is giving 

her”. As the couple already had an experience with the previous hospital where they 

wanted them to fulfil all demands of the surrogate mother, the couple panicked. While 

narrating the issue, the couple explained:  

Akanksha: we did not know what step they (surrogate mother and her 

husband) can take. She was carrying our baby and we 

don’t know what she can do. 
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Abhilash: then so many things run in your mind at that time. We have 

not given our home address because that was confidential. 

But if there will be personal meetings and they will come 

to our house. If they are going to make some arguments in 

front of our house … anything can happen … 

Akanksha: and we don’t want to reveal that we are doing surrogacy. 

What the child will think when she grows, somebody will 

tell her … 

Abhilash: so because of the at we went back and we don’t want to 

make any contact and whenever we were called for the 

reports … Hi hello and that it ... for two minutes and 

nothing. 

The couple did not want to reveal their surrogacy in society to prevent stigmatisation, 

especially for the child. Hence, they did not invite the surrogate mother into their home. 

However, after the blackmailing they become insecure and concerned about the secrecy 

of the surrogacy as well as of the child’s health. They kept distance from the surrogate 

mother and handed over the full caring responsibility to the hospital. However, the couple 

mentioned they did not want their surrogacy experience and their relationship to take this 

bitter form. As the couple added:  

Abhilash: We would have been more interactive, met her (surrogate mother) 

frequently and if the relationship with us was good, we would have 

given her more  

Akansha: We were even thinking that at the end we will do something for them 

(surrogate mother and her family)… 

The couple planned to give some extra money to the surrogate mother as a token of her 

efforts and sacrifice. However, due to the feeling of blackmail, which happened in the 

initial month of conception, the intended parents did not continue a relationship of care 

with the surrogate mother as they planned initially. A similar blackmailing issue was 

experienced by Prashant, who took the surrogacy in the same hospital. Prashant explained 

how surrogate mothers and their families blackmail: “there are different kinds of demands 
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… it’s like dowry45… like that they demand ... and people are giving”. He further added 

if you did not fulfil their demand “they will stop eating food and it will affect the child’s 

health …”. Prashant had a good contact in the surrogacy hospital; due to which the couple 

received more attention and experience more control over the surrogacy, for example 

selecting the surrogate mother, taking care or monitoring surrogate mother, and the 

treatment. Prashant felt, despite his strong connections in the hospital the surrogate 

mother “still demanded a motorcycle”. These incidences constrained the relationship of 

care that surrogate mother and intended parents were expected to receive from each other. 

In these scenarios, hope for care ethics in surrogacy is hindered.   

 Previous research on surrogacy has not focused on the power of the surrogate 

mother to exploit or make intended parents suffer as in the above-mentioned blackmailing 

issue. A few of those who mentioned it, did not frame it as ‘blackmail’, but rather as a 

surrogate mother’s understanding of surrogacy pregnancy as worth more than the money 

she was paid from the hospital (Vora 2009, 2013b). According to this research, surrogate 

mothers who ask for extra money or help believe parents are obliged give it because she 

is providing a ‘vital care work’ to them (Rudrappa and Collins 2015). No matter what 

name we give to this phenomenon, whether the surrogate mother wants extra money in 

exchange of ‘vital care work’ or the intended parents understand it as a ‘blackmail’, the 

main issue here is the distance and lack of communication between them to share their 

expectation and resolve their issues. However, their relationship is not currently 

encouraged. Here, the bigger picture also states that surrogacy is a mutual process and the 

surrogacy triad is interdependent and involves a need to trust, understand, and care for 

each other. These scenarios also inform that although the surrogate mother is at the lower 

power end, she is not completely powerless, as she has power to give birth and taking 

care of the child during pregnancy. Similarly, intended parents are not completely 

powerful because they depend on the surrogate mother for their most desired child.  

 In all the participants’ scenarios, the most affected and neglected was the child. In 

the presence of stigma and secrecy, none of the intended parents planned to introduce the 

surrogate mother to the children when they grow older. Most couples planned not to tell 

their child, and even the ones who planned to let their child know about the surrogacy had 

 
45 Indian culture, dowry is any form of wealth transferred from the bride’s family to the groom’s family. 
In the present scenario, this culture has taken an evil form where dowry is usually demanded from the 
bride’s family (Dalmia and Lawrence 2005).   
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no plans for the child to meet their gestational mother. Even the hospitals encouraged 

intended parents to keep a distance from the surrogate mother and to not show the babies 

to the surrogate mother after delivery, to avoid any issues at the time of child 

relinquishment. This calls into question the rights of children to know about their origin. 

 Despite stigma, distance, and the hospitals’ discouragement, three intended 

parents46 managed to form ‘physical’ and ‘emotional’ relationships of care (Milligan and 

Wiles 2010) with their unknown surrogate mothers. In these relationships, intended 

parents cared for the surrogate mother and her families, and the surrogate mother cared 

for them. Some intended parents expressed their gratitude towards the surrogate mothers. 

Arti found her surrogate mother as ‘God sent’ and dressed her twins for the first time in 

clothes given by the surrogate mother. Despite the hospital’s discouragement, some 

intended parents said they used to meet the surrogate mother monthly, contacted her over 

the phone once or twice a week, and arranged for their surrogate mothers to see the babies 

after delivery. Abhigyan and Shrishti expressed her feeling towards the surrogate mother 

after the delivery:  

We were feeling bad for her (surrogate mother) you know she did all the 

efforts and we are taking the kids ... in fact, the last day when we were 

leaving ... so till late night, we were having chat with her ... chatting about 

different stuffs … you know … then she took the babies in her hand and 

we clicked some pictures and all that ... we used to get her calls from her 

till last time ... then we thought we should keep some distance … madam 

(doctor) told us before, “don’t be too friendly with your surrogate” ... but 

you know we are human beings, we have an emotional side too and you 

don’t have control over it sometimes ... so she kept the children, took care 

of them ... so this much we can do. 

The couple recognised the effort and sacrifice that the surrogate mother invested for the 

surrogacy. Abhigyan and Shrishti also talked about their lifetime bond with the surrogate 

mother. The couple stated they promised their surrogate mother: 

 
46 Two intended parents who engaged with an unknown surrogate mother experienced a blackmailing 
issue, so their relationship did not continue. One intended parent failed surrogacy conception, hence 
there was not much time for them to have a relationship with the surrogate mother. The other two had 
altruistic surrogacy.  
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If you need any help from us in your life and if possible I will help 

you out. If I am in that position to help you I will ... you don’t hesitate 

to ask help from us. 

This statement speaks about the ethics of care, where Abhigyan and Shrishti not only 

recognised the surrogate mother’s efforts but established a relationship of care with her, 

when they promised to help her in need. Despite the hospital’s discouragements, 

Abhigyan and Shrishti, Pravin and Arti, and Dishan and Asha remained in contact with 

the surrogate mothers over the phone, even after the birth of their children. However, 

gradually they created and some planning to create a distance because they had not 

disclosed about the surrogacy.  

 The above examples certainly give us hope to the future where we can see 

surrogacy as a relationship of care. However, the present examples also show that the 

surrogacy journey is dominantly conceptualised to end once the child has been handed 

over to the intended parents. Hardly any attention is paid to the role of surrogate mother 

in the child’s life and consideration of children meeting their surrogate mothers. Even in 

the changing surrogacy policy discussions there is no mention of the child’s legal right to 

know their origin and legal allowance for the surrogate mother to keep in contact or meet 

intended parents or children. In western countries legal rights have been extended to 

children to know their donors or surrogate mothers and a  relationship between intended 

parents and surrogate mother is encouraged (Blake et al. 2016, Isaksson et al. 2012). 

Research has shown that if children are informed initially they experience higher 

wellbeing than if they are not informed and discover later (Greenfeld 2008, Jadva et al. 

2012). Moreover, a good relationship between surrogate mother and intended parents 

resulted in better surrogacy experiences. In Indian context also, surrogate mothers have 

showed their desire to keep in contact with the intended parents and children to know how 

they are doing (Pande 2015, Vora 2009). However, for Indian intended parents stigma 

becomes a huge hurdle for nurturing this relationship. Therefore, to move towards 

achieving relational reproductive justice, there is need to address stigma of surrogacy and 

reconceptualise surrogacy by extending the child’s right to  know their origin; bring in or 

recognise the role of surrogate mothers as more than temporary mothers; encouraging 

surrogate mothers and intended parents to keep in contact during and after surrogacy; and 

creating visibility of surrogate mothers within families or/and in the society (if they want).  
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Conclusion  

Reproductive justice advocates that all people should have control over their 

bodies to make healthy and open reproductive decisions. In this chapter I found that 

stigma mostly brings reproductive harm and constraint, and sometimes brings 

reproductive oppression for the Indian intended parents, keeping them from having full 

control over their bodies and reproductive decisions. For instance, women, especially 

from lower middle class, experienced oppression or “double bind” situation (Frye 1983, 

2) as their childlessness and motherhood through surrogacy both were stigmatised. For 

most participants, especially men, stigma can be seen as bringing reproductive harm and 

suffering, where they were shamed for their childlessness and feared disclosing surrogacy 

in the society, because due to their privileged status in patriarchy and better socio-

economic status they were able to engage with surrogacy, achieved parenthood and 

manage the stigma to some extent. The stigma brings reproductive harms and suffering 

for intended parents by negatively influencing their reproductive experiences and 

wellbeing, but also hinders relational reproductive justice for the surrogacy triad. Due to 

stigma, intended parents did not reveal surrogacy, and surrogate mothers remained 

invisible, distance was kept from the surrogate mother, and none planned to introduce 

the child to their gestational mother. In the presence of stigmas (of childlessness, 

surrogacy and class), distance and lesser communication, other issues emerged, such as 

insecurities and blackmail. In these scenarios, forming relationship and practice of ethics 

of care among the surrogacy triad was hindered in Indian surrogacy. Hence, achieving 

relational reproductive justice requires further work, because there are various 

misconceptions of surrogacy as a process in India, which stigmatises the whole 

‘surrogacy triad’ and is not limited to only one stakeholder. For example, I examined the 

stigma attached to the intended parents, its extension to the children and previous 

research informed stigma for the surrogate mother. The findings from the previous 

chapter and this chapter shows how in broader structural spaces such as media, legal, and 

policies, stigma is actively constructing and impacting surrogacy triad at the ground. 

Hence, it is important to address the stigma construction in these spaces and recognition 

of surrogacy as a ‘triad’ to achieve relational reproductive justice. 

In this chapter, I used stigma and power theory to explain how stigma is 

constructed at the structural level (for example, media, health care, religious, 

communities, legal) using different discourse or norms and experienced by the intended 
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parents in their local level (for example, families, healthcare staff). Discourses and norms 

create roles, identities and subjectivities through their disciplinary powers (Foucault 

1979, 1982, Longhurst 2008), and those who do not fulfil these roles are punished or 

stigmatised (Butler 1988). Similarly, socio-cultural, moral, and ethical discourses and 

norms related to genetic parenthood, family, marriage, biomedicine, and consumerism 

constructed stigma for the intended parents. These constructions deviated intended 

parents from the ‘ordinary and natural’, created powerlessness and brought devalued 

identities (Goffman 1963, Link and Phelan 2001). In the first theme of the chapter, 

namely, ‘need and desire of parenthood’, I showed the stigma of childlessness 

experienced by the intended parents. Childless couples stigmatised themselves or were 

stigmatised by others, labelled ‘abnormal’ or ‘unfit’. Later, to avoid this particular stigma 

and normalise themselves, they sought surrogacy. However, even when engaged with 

surrogacy they experienced stigma, which I showed in the second theme, namely 

intended parents’ fear of stigmatisation. Here, I discussed the different misconceptions 

about surrogacy as a process and how these misconceptions stigmatised intended parents’ 

identities and subjectivities as ‘unnatural’, ‘adulterous’, ‘unethical’ consumers and 

‘exploiters’. Surrogacy also created a double stigma for women, where they experienced 

stigma of surrogacy along with stigma of infertility.  

Living in the same society, intended parents knew about the stigmatised identities 

and subjectivities. Despite this, intended parents still chose surrogacy because the 

presence of a child via surrogacy brought less stigma than the absence of a child in a 

married Indian couple’s life (Bharadwaj 2016a). Intended parents experienced four types 

of stigma when engaged with surrogacy, namely enacted, felt, conscious and courtesy 

stigma (as shown in Fig 7.1).  

Intended parents managed these experiences of stigma as a process by using 

‘passing’, ‘revealing’, and ‘resistance’ strategies (Clair et al. 2005, Goffman 1963, Pande 

2010a). As intended parents’ surrogacy often remained hidden there were fewer 

incidences of enacted stigma. However, intended parents had internalised stigma from 

fewer enacted stigma experiences (such as in healthcare), and through secondary 

information sources such as media, or behaviour towards surrogacy. This contributed to 

their felt and conscious stigma of surrogacy. Intended parents were worried about the 

extension of stigma to their children, that is, courtesy stigma. 
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Figure 7.1: The process of managing stigma by the intended parents.  

 

This courtesy stigma was also expected by the parents of the intended parents. Hence, a 

‘systematic misrecognition’ (Das 1995) strategy was used by the intended parents 

collectively with their families to hide surrogacy from society and to maintain their social 

identity. This strategy was also used because it is hard to conceal information in Indian 

collective society. However, intended parents informed their parents about surrogacy at 

different times, for example, some before starting to take permission, and some during 

surrogacy pregnancy.  Intended parents used passing, revealing, and resistance strategies 

to manage the stigma as a process, shown in Fig 7.1. Intended parents used resistance 

and normalisation strategy to manage the stigma and turned their and their families’ felt 

stigma of surrogacy to conscious stigma. For example, we saw in the findings that when 

surrogacy was initially suggested to some intended parents, they experienced felt stigma. 

However, intended parents used the presence of a genetic relationship with the surrogacy-

born child to remove their or their parents’ felt stigma of surrogacy. However, none of 

the intended parents reported open resistance or confrontation about the surrogacy. All 

experienced ‘conscious stigma’ of surrogacy, where they remained aware of their 

potential stigmatised identity in wider society. Hence, intended parents managed stigma 

by adopting passing (no disclosure) along with their parents and revealing (partial 

disclosure) to some people whom they were obligated to inform and establish the 



Chapter 7: Stigmatised experiences of the intended parents  

 

248 
 

legitimacy of the child. However, in managing the stigma, intended parents’ lives 

remained entangled with the concern of exposure and possible effects of stigma on their 

child. In the absence of social support, as they covered most of their journeys alone, due 

to stigma combined with the insecurities with exposure, the health and wellbeing of these 

families were affected. Also, not all intended parents experienced stigma to the same 

extent. Stigma was experienced particularly profoundly by intended parents living in 

joint families or closed neighbourhoods, from lower middle class, conservative family 

backgrounds, younger couples and women partners. 

 These detailed lived experiences offer a first look at the nearly invisible struggles 

and limited agency/power of Indian intended parents. The presence of stigma made it 

difficult for intended parents to decide if they wanted to have child (stigma of 

childlessness), how to have a child (adoption or surrogacy) and raise their children in a 

safe environment (without stigmatisation) and with dignity and proudly revealing their 

surrogacy decision and the surrogate mother. This shows a failure in meeting the goals 

of reproductive justice in the Indian context.  

 This chapter examined how social structures played a role in Indian intended 

parents’ surrogacy journeys. Their individual decisions were constrained, and their 

vulnerabilities magnified by these structural factors. These included stigmatising media 

and policy discourses, which added to the misconception of surrogacy at the ground, the 

commercialisation experienced for example in the hospitals, where the couple were 

treated differently before and after the payment; frequent policy changes influencing 

intended parents’ experiences; and two intended parents who preferred adoption before 

surrogacy but did not continue. All these hint at the role of structures in their surrogacy 

journey. Hence, to get a comprehensive understanding of the intended parents’ 

reproductive experiences, their power relations with the wider societal structures, the 

next chapter moves beyond the micro level and examines their interaction with the 

macro-structures.  Here, I will demonstrate the intended parents’ struggle with macro-

structures, which often made them powerless in their surrogacy journey.  
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CHAPTER 8  

Intended parents: ‘consumers’ or ‘patients’ in the 

commercialised reproductive market? 

“bakra dekh ke vo charges lagate h”: 

(these hospitals charge you according to your economic status) 

 

Introduction 

This chapter expands views of surrogacy to better understand what aspects of 

relational reproductive justice discussion should take into account and how stigma may 

play a role in intended parents’ surrogacy journeys. Here, I am interested in the 

interactions of the intended parents with macro-structures such as health care system, 

economics of ARTs, surrogacy regulation, and the adoption system. This question 

expands the focus of this thesis on structures and institutions and compliments the 

previous chapter on stigma. This focus is drawn from intended parents' own descriptions 

of how the commercialisation of Indian reproductive (health) care affected their 

reproductive lives. In this chapter I present the final results of my analysis of eight 

interviews with intended parents (see details in the methods section in Chapter 5). These 

intended parents’ experiences show how stigma feeds the commercialisation of 

reproductive care and how commercialisation shapes and is shaped by their reproductive 

experiences when interacting with different macro-structures. 

Previous research has shown a global commercialised fertility care market where 

reproductive technologies or services (e.g. IVF, surrogacy), biomaterials (e.g. 

eggs/sperm, embryo), and medicines (e.g. drugs) are sold and purchased (Bharadwaj 

2016a, Spar and Harrington 2007, Spar 2006). Research indicates that it is a booming 

‘baby business’, ‘biomarket’ and ‘bioeconomy’ running within and across borders, 
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feeding on the longing for parenthood (Cooper and Waldby 2014, Gupta 2012, Schurr 

2017). Scholars notice that rise in infertility, delays in pregnancy to ensure economic 

security, strict rules for adoptions, and LGBTQ people have created demand for this 

market (Greil 2002, Inhorn and Birenbaum-Carmeli 2008, Spar and Harrington 2009). 

Scholars argued that hospitals, corporates and pharmaceutical companies are selling 

hope, promises, and miracles to achieve parenthood in this market (Hawkins 2013, 

SAMA 2009). Those who seek parenthood easily fall into this trap because they are 

emotionally vulnerable and have a strong desire or motivation to be parents (Greil 2002, 

Lundin 2012, Spar 2005a). Moreover, this market is unregulated and works under 

neoliberal governmentality in many parts of the world, which has turned it into a highly 

commercialised market. This has negative implications for those who engage with this 

market, for example infertile couples, women, and egg donors (Gupta 2012, Hawkins 

2013, Waldby and Cooper 2008).  

Similarly, surrogacy is one of the technologies that is offered in this market and 

has created a commercial business. However, in the context of surrogacy, the 

consequences of commercialisation are primarily studied and discussed to understand 

surrogate mother’s experiences (Rudrappa 2010, Schanbacher 2014). It is only in much 

fewer instances that these issues are discussed with parents from the Minority World (see 

Chapter 2). The consequences of commercialisation are rarely viewed from the 

perspective of Indian intended parents, despite wide discussion of the Indian commercial 

surrogacy business. A handful of studies have looked at Indian couples’ and women’s 

journeys seeking IUI, IVF and other ARTs in the commercialised healthcare market, but 

none have looked at surrogacy (e.g. Bharadwaj 2016a, Madge 2011, Mukherjee and 

Nadimipally 2006, SAMA 2009, Unisa 1999). In the Indian context (in)fertility care, 

especially ARTs, is predominantly provided by the unregulated private sector 

(introduced in Chapter 3), which contributes to the forming of a commercial and 

neoliberal healthcare market. The studies mentioned above with Indian people have 

shown their struggles with medical treatment, private health care facilities, use of 

reproductive technologies, and unethical practices. This chapter extends this literature by 

looking at the experiences of Indian intended parents with commercialised healthcare. In 

doing so, this chapter looks at the journeys of intended parents and their interactions with 

different macro-structures which produce and are produced by the commercialisation.  



Chapter 8: Intended parents: ‘consumers’ or ‘patients’ 

251 
 

This chapter explores the power relations intended parents experience47 when 

negotiating the Indian health care system, economic constraints, and changing adoptions 

and surrogacy policies in the river of reproductive justice to achieve parenthood. I argue 

that in the Indian context the reproductive trajectory of intended parents is influenced 

and controlled by the neoliberal healthcare market structure, where power differentials 

provide opportunities, constraints, and limits to intended parents’ reproductive choices, 

autonomy, and experiences. In their journey, intended parents try to negotiate these 

structures actively to prevent their exploitation and ensure their parenthood, but often 

maintain only little or some control over their reproductive lives. This chapter explores 

how intended parents’ inability to produce a child is initially medicalised, turning them 

into ‘patients’ who need to be treated and ‘normalised’. However, intended parents are 

forced to act as ‘consumers48’ of reproductive technologies who have little power in this 

neoliberal commercial healthcare market. I explicitly link commercialisation to stigma, 

arguing that stigma, changing surrogacy and adoption policies directly or indirectly feed 

this commercialisation of the neoliberal healthcare market.  

This chapter first starts with a narrative of Abhigyan and Shrishti, to provide a 

picture of the opportunities, dilemmas, risk, exploitation, helplessness, and struggles of 

the Indian intended parents within the neoliberalised healthcare market.  The main 

intention of this section is to reflect on what it means to be an intended parent when 

interacting with the macrostructures present in India, aside from encountering the stigma 

of childlessness and surrogacy at the micro-level (as covered in the previous chapter). I 

then present the remaining three broader themes of my analysis. The first theme is ‘the 

healthcare system’, which shows how the health care system is commercialised and 

medicalised rather than being a care provider. This theme demonstrates the 

medicalisation, medical mismanagement, and lack of referrals and information systems 

that are experienced by the intended parents. Second, the theme of ‘the economics of 

ART and surrogacy’, shows the financial implications and exploitation intended parents 

experience in their journey such as no standard cost, marketing of ARTs, and financial 

 
47 In this chapter, I present experiences only from the perspective of intended parents I interviewed and 
not from other stakeholder’s perspective (e.g. doctors, clinicians, adoption). Hence, the findings in this 
chapter do not account as evidence(s) seemingly against the stakeholders.   
48 I refer to intended parents as ‘consumers’ here who took on the role of consumers to prevent their 
exploitation in the neoliberal market. However, I do not identify them as agentic ‘consumers’, who have 
free will, agency, information, and choices to make fully informed decisions, as often seen in previous 
research (see for example Rudrappa and Collins 2015, Saravanan 2018, Schurr 2017) .    
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issues. Lastly, the third theme is ‘implications of changing policies and surrogacy 

regulations’. This theme illustrates how changing surrogacy regulations and adoption 

systems were found to be incompatible for intended parents pushing them towards 

surrogacy. Overall, these themes will reflect how these structures have implications for 

the intended parents in defining their reproductive lives. In the conclusion section, I will 

show how the commercialisation of ARTs and surrogacy reduced intended parents to 

‘consumers’ of these technologies.  

The surrogacy journey of Abhigyan and Shrishti 

I said yes for the IVF … I will do it even if I will be in lots of pain ... but 

I broke morally ... my body was unable to physically tolerate, I am 

unable to endure that mental and physical trauma anymore … then I said 

I do not want to do anything …[..]… I was so scared and absolutely 

broken …absolutely ... 

After having five surgeries on her body Shrishti was finally drained and said no to any 

further medical invasions. Shrishti’s husband, Abhigyan is a doctor and runs a small 

private clinic in western India, handed over to him by his parents. Some other family 

members are also medical professionals. Despite extensive medical background and 

knowledge, ironically, the couple’s journey was a rollercoaster. Initially, when Shrishti 

was diagnosed with uterine fibroid49 and asked for an operation, the couple took a second 

opinion and travelled to a famous multi-specialist hospital in a city some distance from 

their hometown. The doctors approved the fibroid operation. However, the couple did 

not continue their treatment there because of their unpleasant experience with the doctor. 

The couple felt that the doctor did not receive them properly as he said: “I have many 

patients waiting outside … whatever questions you have, ask fast”. As a result, they 

continued their treatment with their local gynaecologist.  

 Shrishti’s third surgery was for a complication developed after her fibroid 

operation performed by a local gynaecologist. Abhigyan found this doctor careless and 

told me “I do not know what they have done during the operation. Whatever has 

happened, God knows”. Abhigyan informed me, he completely lost his trust in the 

 
49 Uterine fibroid is benign tumours (non-cancerous) that develop in the uterus (womb) and hinders 
pregnancy.  
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doctors after the third operation, when Shrishti was referred to an In Vitro Fertilisation 

(IVF) expert. With frustration, he said  

for more than three months she was not getting her cycles 

[menstruation] ...[..]... after fibroid operation, then this laparoscopy, 

then this other doctor [IVF expert]. At one time I told her to stop all 

the medicines ...  just stop all the medicines. I did not consult any 

doctor.  

For Abhigyan the ‘trial and error’ approach the doctors seemed to use deteriorated 

Shrishti’s health and the couple needed to stop the treatment.   

 However, Shrishti acknowledged “at that time I was very much desperate that 

whenever I used to see any child, I used to think I should steal the child ... means I was 

desperate for a child to that extent”. Here, I want to point out that though Shristhi was 

desperate for the child, she was not longing for a biological child, contrary to what is 

usually assumed about couples who engage with surrogacy (as seen in the media). The 

couple filed for adoption. However, they found the adoption system was online, which 

was not personalised enough, and the children suggested to them tended to have 

congenital problems. At this point, Shrishti reminded me that one of her reasons to stop 

IVF was her concern for the unborn babies’ health. Given her struggle with her own 

health and the complications of IVF, which she learnt from the internet and family 

member who are medical professionals, she rejected the idea of IVF. Finding the same 

situation in adoption, where the suggested children had congenial problems, the couple 

rejected adoption.  

 The couple said they started thinking about surrogacy when one of their close 

friends said, “what is the problem in surrogacy ... when adoption is not happening ... that 

is not happening ... then what is the problem or harm”. In the absence of a referral system, 

widely available private surrogacy hospitals, and given their past experience with the 

doctors, the search for a surrogacy hospital started. Finally, the couple selected an 

expensive private surrogacy hospital located more than 200 km away from their 

residence.  Abhigyan justified their decision as a conscious and informed choice: 

I thought if we have to do ... do the best ... saving 2-3 lakh was not our 

intention … do it in a proper place with the best doctors … here at [hospital] 
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for 8-9 months surrogate mothers live on the ground floor, in-house ... so 

her food, medicines, checkup, whatever, everything is there ...[..]… here 

they are safe.  

Despite being expensive, Abhigyan chose the hospital because it has all the facilities, 

including a surrogate mother hostel, which they believed would ensure surrogate 

mother’s and child’s well-being. The couple told me they had rejected the earlier 

hospitals because they did not have a surrogate mother hostel and: 

 … in case there is any medical emergency then how she going to come, if 

she will come by rickshaw, and something will happen… then who will be 

responsible… for a doctor he got the money …he will give per trimester 

money to the surrogate… for us we did not get any results… then we 

cancelled that. 

Often intended parents feel there is no choice for them in the Indian system where 

intended parents cannot invite the surrogate mother to stay in their homes because of the 

stigmatisation and secrecy around surrogacy. Some prefer a surrogate mother not to live 

in her own home because of their initial prejudices against surrogate mothers and worries 

when engaged with unknown surrogate mothers. They are worried that they will be not 

well-taken care off.  The hostel system appears to be the only alternative, despite the 

higher costs pushing the boundaries of affordability. 

Though Abhigyan and Shrishti felt they made a conscious choice while selecting 

the hospital, Shrishti informed “we had a tough time ... he had a tough time … lot of 

mental pressure because of the finance”. Abhigyan explained,  

I calculated in my mind that it would go till 15 Lakhs ... till 15 I was 

mentally prepared, I mean, mentally meaning … arrangement-wise. 

Actually, I did not have all this money… I have taken a personal loan 

...[..].. personal loan was around 13.5%... the rate of interest... that was 

too much.  

Whereas, when the bill came it was more than 18 Lakhs and “I told I am not going to pay 

... not paying means, you know these people are very professional … not only us, in 

general, they do over invoice billing”. Abhigyan was angry and felt cheated, he fought 

with the hospital, and finally, they reduced just one Lakh from the bill. Criticising the 
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hospital, he said “bakra dekh ke vo charges lagate h (these hospital charges you 

according to your economic status)”, because there are no standard prices. However, he 

gave credit to his medical background for saving him a little bit from being a victim of 

privatised health care. He further emphasised “non-medical person will not even come 

to understand what it is written” in the invoice, and they have to pay what the hospital 

charge.  

 The couple felt lucky that they did not face many complications in their surrogacy 

pregnancy relative to pre-surrogacy events. Shrishti said their surrogate mother 

conceived in the first attempt, however “for many people it never happens in the first 

attempt”. The couple said it was not a mandatory condition from the hospital to visit the 

surrogate mother as they received regular reports and scans about the progress of 

surrogacy pregnancy from the hospitals. However, they still used to visit the hospital 

every month to meet their surrogate mother and view their twins in-utero. Shrishti 

described her experience to me: 

We used to see the fingers, I don’t know if he was Raj (elder son)  or the 

other, somebody, he was yawning ... we saw that one too … means for 

us ... you know ... it was something that we would look forward to. 

Shrishti recalled their journey and said in general “everything went smoothly ... not as 

smoothly because the surrogate mother got preterm labour pain in seven months”. 

However, with the help of a drug pregnancy was extended for a month. Finally, after 

paying much physical, emotional, and financial cost, the couple welcomed their twin 

sons. Shrishti with tears in her eyes expressed, “the elder one was given to us first. I still 

remember, you know I can still feel him in my hands, the day they gave us we both were 

crying like mad people, we were unable to believe”. Abhigyan in his deep voice filled 

with emotions, while consoling Shristhi said “it’s a long time ... 2008 we got married and 

2018 ... its long time”.  

 Parenthood, which is generally seen as natural and is often taken for granted, was 

nine years of turbulent experiences for Abhigyana and Shrishti. The couple’s long 

struggle with infertility treatment and probably the decision of surrogacy indicates 

towards some important points. For example, experiences of the couple with the health 

care where they felt Shrishti’s health deteriorated with the ‘trial and error approach’ of 

the doctors. She was physically, mentally, and emotionally exhausted and finally said no 
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to receiving IVF. This indicates towards the experiences of medicalisation and 

mismanagement of treatment in reproductive healthcare. Additionally, the couple 

decided to adopt a child but rejected the idea because they did not find the system 

personal and the children suggested to them had health issues. It indicates the problems 

couples experience when engaging with the adoption system. Later, even when the 

couple reached the decision to use surrogacy, their journey was still not smooth. Due to 

the lack of proper referral and information systems, the presence of various surrogacy 

hospitals, and their unpleasant experiences with the health care system; the couple took 

charge as a ‘consumer’ to identify a surrogacy hospital. The couples used their agency to 

select the surrogacy hospital based on the popularity of hospital, availability of best 

doctors, and surrogate mother hospital facility. This active seeking was primarily to 

achieve parenthood and to prevent their exploitation. The couple achieved parenthood 

but with stigma (as shown in the previous chapter). However, Abhigyan and Shrishti’s 

journey also reflects incidences of financial exploitation, their struggle with the finances, 

and the uncertainty of the child’s timing of birth. For the couple, having a medical 

background worked as power or agency to some extent, when identifying the side effects 

of medical treatment on Shrishti; and when questioning the cost of surrogacy.  

The health care system  

Abhigyan and Shrishti’s story highlights their medicalised treatment and struggles 

with the commercialisation of surrogacy in the Indian healthcare system. In the Indian 

healthcare system, surrogacy and other ARTs are dominantly available in private clinics. 

Most of these clinics are unregulated and unmonitored in the absence of any regulations 

(see Chapter 3). This type of health care system illustrates ‘governmentality’ (Foucault 

2008) where reproduction of those who can afford it is promoted. However here 

biopower (reproduction) is managed indirectly by the government, that is through private 

sectors. No doubt, these hospitals, technologies, and treatments provide opportunities and 

hope to childless couples to achieve parenthood. However, it also creates ambiguity, 

risks, huge cost, insecurity, and uncertainty, as seen in Abhigyan’s and Shrishti’s story 

(Franklin 1997, Inhorn and Balen 2002). On one hand, these reproductive technologies 

are highly medicalised and subject its users, ‘patient’ to biomedicine and biopower 

(Chatjouli et al. 2017, Corea 1985, Sandelowski 1991, Teman 2003). On the other, users 

of these technologies in the neoliberal healthcare market are expected to be ‘consumers’ 

or ‘biological citizens’, who should be active and responsible for their health and choices 
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(Rose 2007). However, when surrogacy is offered in the unregulated neoliberal market 

model and for commercial purposes, it brings consequences for intended parents. This 

theme will demonstrate how intended parents experience the present healthcare system 

as commercialised and medicalised rather than as a care provider. In this dominantly 

capitalistic system they experience institutional control, power or dominance of hospitals 

and commercialisation, leading to unethical practices, exploitation and injustices. In 

doing so, this theme is divided into three sub-themes. These sub-themes are ‘medicalised 

reproduction’, ‘treatment mismanaged’, and ‘lack referral and information system’.  

Medicalised reproduction  

 Medicalisation has increased in India due to the importance of parenthood and 

the wide availability of New Reproductive Technologies (NRTs). The medicalised 

journey of intended parents is visible in Abhigyan and Shrishti’s narrative, where in the 

hope to achieve parenthood they experienced five surgeries and at last, broke down 

physically and emotionally. This sub-theme will show how intended parents look to 

‘normalise’ themselves by using technologies of ‘reponsibilisation’ (Rose 2007, 4) 

when sought the help of biomedicine in neoliberal health care, where they turned into 

‘docile’ bodies through the ‘medical gaze’ and come under the influence of biopower 

(Foucault 1998). The effects of biopower are visible in the journeys of intended parents 

which is medicalised in all stages: from the time they define their infertility and even 

after they welcome their child through surrogacy.  

 As intended parents progress through the ‘medical gaze’, they started seeing their 

bodies as machines, especially women’s bodies which need fixing, elimination or 

alternative treatment (Foucault 1973). It was common for intended parents to point out 

their body parts or bio-materials such as ‘uterus’, ‘fallopian tube ’, ‘eggs’, ‘womb’, 

‘fibroids’ and ‘embryo’; and how these body parts failed or hindered or facilitate in the 

process of conception. Rajeev stated the doctor “diagnosed that both fallopian tubes are 

blocked, and we cannot conceive normally”. Hence, IVF was an alternative way to 

conceive. Similarly, Prashant’s wife experienced five miscarriages including one 

pregnancy conceived through Intrauterine Insemination (IUI). He explained to me the 

problem with his wife’s body: “after five times pregnancy... womb of the women become 

weak” and therefore surrogacy was a last resort. All the intended parents explained 

surrogacy as their ‘egg’ and ‘sperm’ placed in another woman’s womb. It is argued in 



Chapter 8: Intended parents: ‘consumers’ or ‘patients’  

 

258 
 

the research that medicalisation help individuals divide the self and body which can also 

help to reduce the stigmatisation of certain conditions such as chronic fatigue disease and 

alcohol consumption (Gabe et al. 2004). However, in the incidence of infertility, women 

still self-stigmatise, especially in cultures like India, where motherhood is necessary (as 

shown in Jaspreet, Pravin and Arti’s story in the Chapter 7).  

 Intended mothers often experienced restlessness and anxiety during medicalised 

treatment due to the necessity of parenthood and motherhood. Despite the enormous 

physical and emotional cost, intended parents, especially women, remained persistent 

with the treatment.  They act as ‘(self) disciplined bodies’ during treatment. For instance, 

Jaspreet explained:  

incidences where reports were not positive then I did not eat and used to 

think whole day how it happened if I ate the medicines properly, other 

people cases were fine … thoughts like this were always there and I 

cannot sleep during nights. I told you … I think … people who do IVF I 

do not think they can sleep during nights. Because we, 5-6 women who 

did IVF used to talk the whole night and cannot sleep … but I cannot say 

for the rest. 

Jaspreet reflected how usually IVF treatment resulted in sleepless nights for her and her 

friends. She indicated her act as a ‘disciplined body’ (Foucault 1979) who always 

checked herself if she followed all the doctor’s instructions, and in the incidence of 

negative reports, she even blamed herself. Similarly, Janvee continued the treatment 

despite uneasiness and unwillingness, she described:  

So then medicines course was going on... all the hormonal medicines 

were going on ... those hormonal medicines were very heavy … even 

though I did not want to eat them, I used to eat them. As these medicines 

have hormones, it is heavy, and we face acidity, vomiting ... like this. 

Janvee continued the hormonal medicine expecting to bear a child and ‘normalise’ 

herself. The act of disciplining or self-regulation is more intense in cultures where 

biomedical and socio-cultural powers work together to achieve parenthood (Becker et 

al. 2006, Chatjouli et al. 2017, Madge 2011, Ulrich and Weatherall 2000). The socio-

cultural discourses and power, therefore, also play an essential role in defining or 

perceiving medicalised treatment by its users.  
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 Intended parents used both medical science and socio-cultural discourses to make 

sense of their reproduction during the surrogacy journey. Intended parents understood 

new reproductive technologies and surrogacy success as luck, God’s will or a chance. 

Often intended parents did not actively question the technology or treatment and usually 

continue the same treatment or move to the next medical treatment in the hope of a 

miracle. Jaspreet’s IVF pregnancy did not last even three weeks, but she did not question 

the technology and blamed, “I made some mistakes, or it was God’s will that everything 

finished”. Prashant’s wife had five miscarriages but he wanted to try their last option 

surrogacy and believed that God would help them, “I had a faith that our child, boy or 

girl whosoever God will give us ... is through surrogacy … other than God, nobody can 

support you in this aspect of life”. Similarly, when Shrishti was worried about the chance 

of success for IVF for Abhigyan, despite being a doctor he said “no it is our luck ... it can 

be or maybe it will not happen ...[..]… see doctor does their job, they do the implant, then 

what is happening inside it is our destiny”. Almost all the intended parents had a firm 

belief that childbearing is luck or given by God. Identifying reproductive technologies as 

a means by which to achieve parenthood intended parents continued their medicalised 

treatment. In the presence of socio-cultural-religious discourses and medicalisation 

power (Foucault 1984), they continued treatment which often deteriorated their health. 

A similar observation was made with Indian ART users where these technologies were 

unquestioned, and the blame is often put on their luck (SAMA 2007). Therefore, Indian 

intended parents see ARTs with hope as well as doubt, rather than control over their own 

bodies. In contrast, in a few studies with women living in the Minority World, they 

indicated ARTs as a mean to control over their bodies (Greil 2002). However, even these 

women when engaged with treatment have little control over their treatment, fertilities 

and lives.  

Medicalisation was not limited to intended parents’ treatment but continued after 

the birth of the child. Hospitals commonly made decisions about having a caesarean 

delivery for surrogacy; the surrogate mother’s diet; keeping babies for Neonatal 

Intensive Care Unit (NICU) observation, along with teaching intended parents how to 

take care of the children, including feeding and burping. Medicalisation has started 

replacing elders or family members, where hospitals taught do’s and don’ts of 

pregnancy and caring practices for babies. This medicalisation is also fuelled by the 

stigma of surrogacy as often intended parents did not have an excellent support system 
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from their families, as shown in Chapter 7. This also increased the commercialisation 

of surrogacy. Commonly in surrogacy pregnancy, intended parents were asked by the 

doctors to learn how to take care of their babies before they leave the hospital. Pravin 

mentioned doctors told them to “stay for 15 days in the hospital, they (hospital) will be 

handing over one baby and will teach them how to take care of the babies”. The couple 

further reflected how hospitals also advice what a surrogate mother should eat: 

We said yes for whatever they (the hospital) suggested and from our 

side we given her nuts and all … and also asked her to check with the 

doctors before she eats these dry fruits … so she was taking care of 

that. 

Pravin and Arti’s surrogate mother lived in a surrogate mother hostel. The surrogate 

hostels have norms that decide surrogate mothers’ diet and daily activities. In this 

scenario, not only are surrogate mothers ‘(self) disciplined’ (Foucault 1979) by the 

hospitals as mentioned by Pande (2010b), but also by intended parents who want the 

desired result, that is, parenthood. Thus, despite showing care for the surrogate mother, 

when including a special diet and bringing nuts, Pravin and Arti were reluctant to provide 

anything to eat and asked their surrogate mother to check with the hospital before eating.  

 During this medicalised treatment, most intended parents followed the 

instructions of the doctors or hospitals due to the medical “Power/Knowledge” (Foucault 

1984, 53) doctors have. However, a few resisted or questioned the experts. For instance, 

we saw in Abhigyan and Shrishti’s story how the couple initially carefully followed the 

treatment provided by the gynaecologist but later stopped the treatment understanding it 

to be deteriorating their health. Similarly, Dishan and Asha’s twins were also born 

preterm at 35 weeks of pregnancy, and the hospital wanted them to keep the babies in 

NICU observation for a long time:  

Dishan: We took discharge after a week, initially we were 

recommended for 1-2 weeks. 

Asha:      Personally, I felt they have set up the NICU to inaugurate. 

When we asked them to take our child out from NICU they 

asked us first to learn how to take care of the child and 

giving them burp. The same day we learnt.  We don’t like 
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to stay in the hospital so every day we used to ask when we 

will get a discharge. 

Dishan and Asha tried to resist the doctor’s instruction when frequently asking for 

permission to leave with their babies. While most intended parents did not feel 

medicalisation is used for commercialisation, this couple felt the hospital was keeping the 

babies in NICU unnecessarily. They said, “I felt they have set up the NICU to inaugurate”. 

The couple indicated towards the possibility that the hospital was keeping the babies in 

NICU for a longer time to earn profits. In the Indian healthcare system, boundaries often 

become blurred when identifying when medicalisation is motivated by 

commercialisation.  

Medical/ healthcare mismanagement  

Medical mismanagement is a sub-theme concerned with intended parents’ poor 

experiences or perceptions with hospitals and doctors. Here, intended parents mentioned 

a lack of care, problems in accessing treatments, power or dominance of the hospitals 

and injustices in the healthcare system. For example, Abhigyan and Shrishti’s 

experienced the rude attitude of the doctor when sought the second opinion for fibroid 

operation; he perceived doctor’s carelessness while performing another operation led to 

an infection; and finally, his perception about the ‘trial and error’ approach of the doctors 

when providing different hormonal medicines to Shrishti to help her conceive. This 

theme reflects the power and dominance of hospital and doctors but also reflects 

consumeristic culture existing in the reproductive health care. 

Most intended parents shifted from clinic to clinic in the hope of achieving 

parenthood. All the participants of the study using their consumer powers sought at least 

three hospitals for their infertility treatment, when not satisfied. Often intended parents, 

after their unsatisfied initial treatments travelled to faraway places when hospitals or 

doctors were highly recommended by acquaintances for better treatment and care. For 

example, Abhigyan and Shrishti travelled more than 250km and Dishan and Asha 

travelled over 1500 km to access surrogacy. However, intended parents’ travel to the 

suggested hospitals did not necessarily lead to the positive experiences and/or success of 

conception. Overall, intended parents expressed a lack of access to the treatment and 

services; perceived their treatment as ‘trial and error’ approaches of doctors; and 

experienced unethical or uninformed practices in the health care system during their 
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reproductive journey. Prior research has identified this continuous search for a hospital 

as consumeristic culture where patients do not have patience to continue with the same 

doctor and constantly move around, like a consumer (Fochsen et al. 2006). My study also 

reflects these perceptions of intended parents.  

Lack of access to the treatment  

Rajeev and his wife first had treatment in a public hospital for IVF and surrogacy 

but finally choose a private hospital. Usually, in public hospitals, infertility care is limited 

as shown in Chapter 3. Additionally, public hospitals are questioned for access to 

treatment; quality of treatment; availability of proper infrastructure and diagnostic 

techniques; management; lack of personalised care; and a long waiting time (Banerjee et 

al. 2012, Chauhan et al. 2018, Kumar et al. 2011, Qadeer 2000). People therefore prefer 

private hospitals if they can afford the expensive treatment (Ergler et al. 2011, Shah 2013, 

Spar and Harrington 2009). Similarly, Rajeev and his wife initially received treatment, 

including IVF, in three private hospitals. However, later when they faced financial 

constraints and urgency of parenthood, Rajeev said “we thought of going to (public 

hospital) which was cheaper”. The public hospital is one of India’s best hospitals, but the 

couple did not conceive there. Infact, Rajeev criticised hospital’s time-consuming 

services and said, “just to reach the IVF department from gynaecology department it took 

us one year”. After the failed IVF cycle, surrogacy was suggested to them. The couple 

decided to continue surrogacy treatment in the same hospital due to financial constraints. 

Rajeev and his wife engaged with altruistic surrogacy, as public hospitals do not provide 

surrogate mother facility. Therefore, for the couple, their friend acted as a surrogate 

mother. Rajeev again criticised the poor quality of hospital management and time 

consuming services in the famous public hospital during surrogacy:  

We started going to (public hospital) … they always have their 

excuses … today do this test, then do that …so overall it was not 

successful there. Actually, you need to keep surrogate mother as God, 

you cannot take her from here to there … making her wait in the 

waiting hall, even she don’t like it neither we do. So, we thought if we 

do it in a private clinic, it will happen soon, and she will be free soon. 

So, we thought it’s fine to do some extra expenses, but it will be easier 

for her. 
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The couple acknowledged the essential role of their friend when mentioning her as ‘God’. 

They felt guilty when their friend was suffering because of the mismanagement in the 

hospital. The couple continued their treatment around 2 years in the same hospital with 

patience. However, soon after their first surrogacy attempt failed they decided to engage 

with a private hospital despite being in financial constraints. Usually, in a public hospital, 

doctors have a large number of patients, hence there is no personalised care which results 

in poor management, long waiting hours and lack of access to the services (Bharadwaj 

2016a, Ergler et al. 2011). Therefore, it is not only the dominance and (perceived) quality 

of or better access to medical services in the private hospitals that draws intended parents 

to use their services. It is also the unavailability and seemingly perceived poor access to 

medical facilities, care and services provided in public hospitals that often forces 

childless couples to engage with private hospitals.  

In addition, intended parents' engagement with private hospitals does not ensure 

better management, particularly when various private clinics are catering to patients from 

different socioeconomic status. Janvee, who is from the lower middle class, received her 

infertility treatment in a less expensive private hospital, which was almost as busy as a 

public hospital.  Janvee discontinued the hormonal medicine treatment because “every 

time taking off from the college … sitting in the waiting room for the whole day” was 

becoming too much for her. Janvee could not afford to take unpaid leave, and it became 

time-consuming because of the long queue in the hospital. Discontinuing the treatment 

worsened her problems, which then became untreatable. Here, Janvee’s experiences 

could have been better if there were after work opening hours and support from her 

workplace. Many patients discontinued treatments because healthcare facilities do not 

consider the needs of patients who cannot afford the hidden cost of treatments, such as 

loss of wages and occupation (Bharadwaj 2016a, Ergler et al. 2011, Unisa 1999). These 

poor experiences of intended parents enhanced when they perceived their treatments as 

trial and error approach. 

‘Trial and error’ approach  

Intended parents doubted their treatment sometimes as ‘trial and error’ approach, 

where doctors and hospitals were using different approaches to identify the issues with 

their bodies. As we do not know whether the trial approach is appropriate medical 

practice or not, here I my intension is to emphasise on the distress intended parents 
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experienced. With every trial of an approach, the couples not only experienced the 

physical harm to their bodies and financial burdens, but also the emotional and 

psychological cost as it breaks their hopes of parenthood. Intended parents in the study 

encountered multiple miscarriages, fibroid operations, IVF cycles, and hormonal 

treatments. However, only a few questioned or resisted this ‘trial and error’ approach 

following multiple disappointment. One of these was Abhigyan, who recalled his 

description of Shrishti’s treatment:  

For more than three months, she was not getting her cycles 

[menstruation] ...[..]... after fibroid operation, then this laparoscopy, then 

this other doctor [IVF expert]. At one time I told her to stop all the 

medicines ... just stop all the medicines. I did not consult any doctor. 

Abhigyan stopped Shrishti’s treatment thinking that doctors were experimenting on 

Shrishti’s body, which was deteriorating her health. Similarly, Dishan and Asha, 

consulted one of the best gynaecologists (as they were informed) in their city on the 

recommendation of an acquaintance, but the couple was still unsure about the main 

problem and encountered three miscarriages:    

…gynaecologist suggested her to take blood-thinning injection for both 

baby and mother to be safe. However, after 20 weeks there was a 

miscarriage … but in 20 weeks of the scan, there was no major issue, but 

it was all sudden in the second test there was no heartbeat … but we were 

not sure about the reason … being her alpha positive may be the reason 

... this is what the doctor predicted… 

The gynaecologist suspected Asha has blood formation related issue and provided the 

treatment, but the pregnancy did not last. The couple expressed disappointment with 

every failure to achieve parenthood, and stated, “when we were trying, it was both 

emotional and physical stress”. All intended parents, despite understanding or not 

understanding the side-effects of the approaches, continued the treatment for a long time 

(3-15 years of infertility treatment). This is because of the need for parenthood and higher 

medical expertise ‘power’ (Foucault 1980) with doctors, they do not resist powerfully. 

Similar results were shown by Bharadwaj (2016a) in his study with Indian infertile 

couples seeking ARTs. In his study he also argued that in commercialised healthcare, 

major power lies with the management of corporate hospitals. In these hospitals, the 
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doctors are encouraged to have an additional test, diagnoses, and treatment, to meet the 

revenue targets of the hospitals (Gadre 2015, Kay 2015). However, whether this trial and 

error approach was justified on medical grounds is not known and requires clarity.  

Unethical or uninformed practices 

 Intended parents felt exploited and disappointed when doctors made false 

promises or they were not fully informed. According to intended parents’ experiences, 

often they were not informed about IVF or surrogacy success rates, attempts required, 

and complications like preterm birth deliveries. For instance, when I asked Jaspreet if 

she considered the possibility of engaging with surrogacy, she replied: 

No, I never had in my mind because doctors told me to have two small 

operations and everything will be fine, and I have almost conceived. If 

the doctor had said no, it cannot happen maybe I had an idea, but the 

doctor said it is can be done so … I did not have any clue. I never used 

to ask what problem I have. They told me that they take 50 percent chance 

in other’s cases and mine there was 60 percent chance, so I was very 

happy. 

Jaspreet was sure about the success of IVF as she trusted the doctor’s promise. Similarly, 

Akansha and Abhilash said their experience with the first surrogacy hospital was 

disappointing, and they felt cheated, exploited, and betrayed. The couple said the former 

hospital told them, “it is just a matter of one day, you have to come and give a sample, 

we will start the process, and then in nine months, you will have your kid. They never 

told us that it would take five, six or seven attempts”. Shrishti said, “I asked them 

(hospital) what are the complications in this (surrogacy), but they never told me”. These  

experiences also resonate with other people who sought fertility care and used highly 

medicalised technologies like IVF, or where they are wrongfully or uninformed about 

the success of  treatments either personally or through advertisements (Edge 2014, 

Hawkins 2013, Malpani 2000, SAMA 2009). Intended parents felt great uneasiness 

when experiencing unpredictable preterm birth delivery. Pravin said, “when the kids 

were in NICU, the doctor gave me a tough time”. He described the birth of their twins: 

 We received a call from Hospital that surrogate mother water is 

broken, the doctor is coming to check. So my mother and Asha 
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immediately left for the hospital, and I think 11: 40 am she called me 

that they are twins, two boys.  

Pravin and his wife were initially informed by the hospital that they would give the first 

child three days after delivery and second after 15 days. However, the couple got both 

the children within two days, and there was no arrangement for the babies, especially 

when they were born two months preterm and needed special care. In these situations, 

often couples lack control over the situation and depend on the hospital to take care of 

the child. Intended parents here also experienced an additional cost to surrogacy as 

accommodation for intended parents, NICU, logistics, and the cost of creating an 

arrangement for the preterm born twins at home in an emergency is added. Not 

informing intended parents of the possibility of preterm births, complications in 

surrogacy pregnancy, or lesser success rates of surrogacy  pregnancy are some unethical 

and uninformed practices, that brought complications and disappointments for the 

intended parents and also reflect the commercialisation of surrogacy. These incidences 

also indicate the power or dominance of the hospitals, commercialisation and 

dependency or powerlessness of the intended parents on the healthcare.  

Lack of referral and information system  

This subtheme is concerned with the lack of referrals and information systems 

available to intended parents and their dependency on informal information sources to 

prevent their exploitation to achieve parenthood. Generally, infertile couples in India face 

a dearth of proper referrals and information systems to seek reproductive healthcare. In 

the competitive neoliberal healthcare system, patients are generally referred to another 

hospital only when the case is outside their expertise, and they earn kickbacks or 

commissions from referred hospitals (Bhat 1999, Gadre 2015, Sengupta et al. 2018). In 

the absence of a proper referral and information systems, infertile patients usually seek 

informal sources such as friends, media, or the internet  (Bharadwaj 2016a, Widge 2005). 

I found, as intended parents moved towards the use of complex reproductive 

technologies, they actively started seeking out informal references and information 

sources for hospitals, doctors, and treatments. Here intended parents began making the 

shift from ‘patients’ to ‘consumers.’ Intended parents as ‘consumers,’ and ‘biological 

citizens’ took responsibility for their health (Rose 2007). Given their past distressing 

experiences in the commercialised neoliberal healthcare market, they not only seek 

parenthood but also wanted to prevent their exploitation in the system where major 
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authority of ‘power/knowledge’ (Foucault 1984) lies with the doctors and corporate 

hospitals. Therefore, intended parents actively sought informal references and 

information in the hope of making informed decisions about hospitals, doctors, and 

treatment.  

Generally intended parents chose hospitals and doctors based on portrayed 

popularity or success rate; positive feedback; and facilities. For example, we saw in 

Abhigyan and Shrishti’s case, they started their journey with a local gynaecologist, but 

after a friend suggested surrogacy, they actively started searching for surrogacy 

hospitals. The couple looked for a hospital with a surrogate mother hostel and reasoned: 

In case there is any medical emergency then how she going to come, if 

she will come by rickshaw, and something will happen ... then who will 

be responsible ... for a doctor he got the money … he will give per 

trimester money to the surrogate… for us we did not get any results ... 

then we cancelled that. 

The couple wanted to minimise the risk of their exploitation in the surrogacy arrangement 

and thought surrogate mother hostel is one possible way to do this. Hence, they exercised 

their neoliberal consumer power to have more control over surrogacy. However, 

surrogate mother’s obligation towards her family and children were not considered by 

the intended parents. Similarly, Dishan and Asha also stated they came to know about 

their surrogacy hospital from internet: “when you search on the internet these are the top 

two options (hospitals), and the feedback was also very good”. The couple further 

reasoned their choice:  

It was more like everything is in one place, if surrogate mother needs 

or any emergency then everything is under one roof. Plus, [Doctor] is 

a pioneer in this, so it gave me an additional hand.  

The couple selected this surrogacy hospital despite having to travel from southern India 

to western India. Here, intended parents took the ‘subjectivities’ (Foucault 1982) of 

active ‘consumers’. However, these decisions they made based on their past poor or 

exploited lived realities with the commercialised healthcare. However, when intended 

parents accepted these ‘subjectivities it was found that they relied more on informal 

information sources as they move towards complex treatment.   
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Intended parents used informal sources to gain medical knowledge in the hope of 

making informed decisions. For instance, Akansha and Abhilash told me they were 

uninformed and misguided by doctors about surrogacy’s technicalities and success 

chances. Therefore, when their first attempt failed, they felt cheated and said: 

I started reading (from the internet) … what are the chances of 

surrogacy, complete clinical process, what they are doing in the 

background? Then we came to know that it is only 20-30 percent 

chances, it may be successful. So, 20-30 percent chances. Then we 

started thinking about what we should do because we did not have that 

much money. 

The couple tried to seek medical knowledge to decide their reproductive pathway 

consciously. Most intended parents emphasised their choices of surrogacy hospitals were 

based on surrogate mother hostel care facilities being available or hospitals that arranged 

the surrogate mothers. This is due to the fact that most intended parents did not want to 

reveal their surrogacy due to stigma and even when asked indirectly about surrogacy in 

their families, stigma of surrogacy was observed among the family members. This further 

contributed towards commercialisation of surrogacy. 

 However, these informal sources cannot be considered fully empowering and 

come with their own ambiguity and risk for the intended parents. Jaspreet believed the 

friends she formed in the hospital took away her last chance to become pregnant. She 

explained with pain and anger:  

I got two-three friends here in the clinic. They became my close 

friends. They saw on google, found something about spacing for the 

child. Then I also applied my mind and thought, they (clinic) have 

given me a child, and I will increase the space on my own. These 

women told me a few things or tips, and I did it, and everything 

finished. 

Jaspreet conceived after her IVF, but she suspected that because she followed her friend’s 

advice, received from the internet, to improve the chances of embryo implant in the 

uterus, her pregnancy did not last. Jaspreet felt the hesitation and fear from the doctor, 

and did not discuss this incidence to the doctor and surrogacy was suggested to her. At 
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the time I interviewed her, Jaspreet was still not sure about the reason for the loss of 

pregnancy. This incidence reflects the power and hierarchy experienced in the doctor 

patient relationship (Foucault 1973), where there was fear and no open communication .  

Perhaps, Jaspreet could have at least cleared her dilemma if there had been a good doctor-

patient relationship. Research has shown that a healthy doctor-patient relationships 

improves the health and wellbeing of patients (Chipidza et al. 2015, Epstein et al. 2010). 

This relationship is better achieved through patient-centred care rather than a paternalistic 

model, where doctors have more power and control over the patients (Kaba and 

Sooriakumaran 2007). There is a shift in power from doctors to patients in a 

consumeristic health care culture, where health professional attempts to attract, satisfy 

and cater to the needs of patients as consumers to secure patients’ return, follow-up visits, 

enhancing their publicity and more business (Fochsen et al. 2006, Lewis and Tully 2011). 

In the Indian context often consumeristic and paternalistic culture go hand in hand in 

healthcare (Fochsen et al. 2006, Subramani 2018).  

The economics of ART and surrogacy 

The previous theme on healthcare systems hinted at the commercialisation and 

exploitation of intended parents. This themes focus is on ART, especially surrogacy, as 

a commercial business in India. To unpack the commercialisation of surrogacy, this 

theme will demonstrate how intended parents act as ‘consumers’ and revenue generators 

for commercial surrogacy, which often puts them at risk of exploitation. As ‘consumers’ 

intended parents are expected to decide and buy the reproductive technologies on their 

own risk. However, the magnitude of the risk is high for Indian intended parents, as there 

are many unregistered and unregulated infertility clinics and no proper referral system 

available (Reddy et al. 2018, SAMA 2012). Usually, intended parents employ their 

agency and power to prevent their exploitation but they have little control over this 

commercialised surrogacy market. This theme is comprised of three sub-themes: ‘no 

standard prices for ARTs and surrogacy’, ‘marketing ARTs and surrogacy’, and 

‘affordability of surrogacy’. Overall, I will explain how Indian intended parents felt 

financially exploited in this market but continued their journeys. 

No standard cost of ARTs and surrogacy 

Criticising the surrogacy hospital, Abhigyan mentioned ‘bakra dekh ke vo charges 

lagate h (these hospitals charge you according to your economic status)’. Indeed, in the 
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present neoliberal healthcare sector, there are no standard prices for treatments, and it is 

suspected many private hospitals charge according to the status of patients (Sakdapolrak 

et al. 2013, Sengupta and Nundy 2005, Sengupta et al. 2018). As there is no standard cost 

for reproductive technologies around the world, this subtheme also shows a similar 

situation exists within India and is experienced by intended parents (Schurr 2018). The 

prices of procedures like IUI, IVF, and surrogacy vary from hospital to hospital (Sarojini 

et al. 2011, Widge 2002). The cost of surrogacy ranged from 5 to 32 lakhs for intended 

parents. Rajeev whose annual income is only around three lakhs managed to afford 

altruistic surrogacy in a private hospital of northern India and “paid four to five lakhs for 

the surrogacy”. Whereas, Dishan and Asha, who collectively earn upto 20 lakhs annually 

managed to engage with commercial surrogacy with surrogate mother hostel facility in 

western India. For this arrangement, Dishan and Asha stated, “for us, it cost around 20 

lakhs”. The cost of surrogacy depends on various factors such as what type of surrogacy: 

altruistic or commercial; with(out) surrogate mother hostel facilities; success rates or 

reputation of the surrogacy hospital; type of hospital (i.e., public, private practitioners or 

corporate-multi-speciality hospitals); and the birth of single or twin babies.  

However, surrogacy often involves an extra cost, which couples stated they were 

not informed of, such as: failed surrogacy attempts, NICU, accommodation, and 

complications or emergency drugs or situational charges. For instance, surrogacy for 

Pravin, who is a businessman in western India, surrogacy costed 32 Lakh, but he 

explained:  

Original amount was around 20 lakhs but because the first surrogacy 

failed, and of course I booked the platinum room for 15 days (Rs 14,000 

per day), NICU, but see when you want the best you have to pay for it.  

Pravin explained the failed surrogacy attempt, NICU and accommodation charges 

increased the cost of surrogacy. However, Pravin said, “when you want a best you have 

to pay for it” and accepted the price. Here, Pravin, took on the ‘consumer’ subjectivity 

(Foucault 1982), however he was not necessarily an ‘active’ neoliberal consumer or 

‘biological citizen’ (Lemke 2001, Rose 2007) who makes informed choices. This is 

because he understood that he sought surrogacy in the best hospital, it had to be expensive 

and accepted the price without any questioning, despite uninformed practices of the 

hospital during preterm delivery (as shown in ‘unethical or uninformed practices’ 
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subtheme). Whereas, we saw Abhigyan who had treatments in the same hospital, who 

has a medical background, found the raised amount for him illegitimate, experienced 

financial exploitation, and questioned the hospital. Abhigyan stated “they made bill more 

than 18 lakhs ...the hospital ... I told I am not going to pay ... not paying means, you know 

these people are very professional ... not only us, in general, they do over invoice billing”. 

Most intended parents paid extra costs above their estimated or initially informed prices 

and did not question the hospital, though they struggled to manage their finances. Here, 

again the power and hierarchy (Foucault 1973) as well as uninformed practices were 

indicated by the intended parents; where they found themselves at the lower end and 

hospitals or organisation have more control on the prices. Intended parents like Janvee 

found a way to engage with surrogacy when they could not afford it. Janvee said “it 

(commercial surrogacy) was very expensive” and arranged a quasi-form altruistic 

surrogacy:  

He (Janvee’s brother) found one lady. So I told her to stay at her home 

till the embryo implant and afterward she will stay in my mother’s house. 

I will give her 1 lakh, and pay for food expenses and all for one year. So, 

when I said all this, she agreed. The embryo was inserted, but she did not 

conceive. 

This informal surrogacy arrangement may be quietly occurring among Indian citizens 

due to the necessity of parenthood, stigma of childlessness and expenses of medicalised 

surrogacy. However, this informal surrogacy is problematic for both surrogate mothers 

and intended parents as none of them can seek their legal rights in any incidences of 

pregnancy complications and relinquishing the child. 

Marketing ARTs and surrogacy: packaged deals and loans 

 This subtheme discusses the ‘package deals’ offered by private hospitals to attract 

infertile patients to use expensive reproductive technologies. These deals generally 

include a specific number of IVF cycles or surrogacy attempts for a particular cost. 

Package deals are usually seeming more economical than individual attempts. Almost all 

intended parents mentioned the package deals offered to them. For instance, Jaspreet 

from Delhi informed “here in the clinic there is a package, you deposit two lakhs, and 

you get three IVF cycles”. Akansha and Abhilash mentioned the package they were 

offered at their second surrogacy hospital: 
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It was 16 lakhs for the package. So, in that, they will do ten attempts in 

16 lakhs, and you take your money back if they fail. So, they were very 

much sure that they will do it.  So, we liked that, so we thought we will 

go for this. 

The couple earns around five-ten lakh annually, and 16 lakh was unaffordable for them. 

However, given their past financial exploitation in the former surrogacy hospital, the 

couple found the ‘guaranteed package deal’ worth trying.  

 As fertility treatment, especially ART, is expensive and not covered by insurance, 

many couples discontinue their treatment. Therefore, many private infertility hospitals in 

India have started medical loan facilities, stating it “ensures that the financial aspects of 

treatment are not an obstacle to achieving your dream of a family” (Fig. 8.1).  

 

Figure 8.1: A fertility clinic advertising to provide loans for ART treatment. 

Rajeev and his wife are from the lower-middle class (earning up to three lakhs per annum) 

and took out a medical loan for surrogacy. Rajeev informed “these IVF clinics have some 

link with loan companies … so, our loan is also arranged by the clinic”. This is one of 

the ways private hospitals want to retain their interfile Indian clients to keep their business 

going, as they know people will be ready to pay anything to achieve parenthood. Similar 

findings are seen with couples who seek their dream of parenthood through these 

technologies all over the globe (Lundin 2012, Spar 2006). However, in the Indian context 

the stigma of childlessness not only turns this to a dream but also into a need (as reflected 

in Chapter 7). Therefore, despite Indian intended parents understanding the profit-making 
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reproductive market and prices were often unaffordable, they continue treatment. For 

example, Rajeev and his wife, their two IVF cycles costing around three and half lakh, 

failed, and the gynaecologist asked them to try again. Rajeev reflected on his 

understanding of the system:  

They (doctors) are already experienced … for them, if you do it one 

time or two or three times, they charge you the fees ...[..]... We thought 

about how we are again going to invest this much money, but we also 

had great pressure from the family to have a child. 

Intended parents understand the risk of exploitation in this profit-making business. 

However, they live in a context where parenthood is a socially essential, stigma of 

childlessness persists, and an unregulated healthcare system exists. This leaves no choice 

for them except to negotiate these structures. Private hospitals use deals and loans as 

marketing strategies to maintain and increase the demand for ARTs. However, intended 

parents make sense of these deals as a way to fulfil their parenthood role and prevent their 

exploitation in the commercial reproductive market, rather than an active neoliberal 

consumer (Lemke 2001, Rose 2007), who have much agency, power and control over this 

reproductive market.  

Affordability of surrogacy  

 Abhigyan and Shrishti informed “we had a very hard time... he had a very hard time 

…lot of mental pressure because of the finance”. Intended parents in previous research are 

presented as wealthy or elites because they can afford expensive surrogacy. However, these 

lines stated by Abhigyan and Shrishti did not resonate with intended parents’ framing. This 

sub-theme highlights the affordability of surrogacy by intended parents. Intended parents 

in the study were from different socio-economic classes, which rejects the binary of 

wealthy and non-wealthy. Most of these intended parents became ready to push the 

boundaries of affordability in the quest for parenthood. Abhigyan and Shrishti, who earn 

around 10-20 lakhs annually, sought a personal loan of 10 lakh rupees in addition to some 

financial help from their close friend for surrogacy. Recalling Abhigyan explained:  

I calculated in my mind that it would go till 15 lakhs ... till 15 lakhs I was 

mentally prepared ... I mean ... mentally meaning … arrangement-wise. 

Actually, I did not have all this money… I have taken a personal loan 
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...[..]... personal loan was around 13.5% ... the rate of interest … that was 

too much.  

The couple tried to make a conscious choice when selecting surrogacy hospitals and 

estimated their affordability. However, they found it hard to cope with financial pressure. 

We have also seen in the above subsection, Rajeev also sought a loan of three lakhs for 

surrogacy from a private company, which was equivalent of his annual earnings. Jaspreet 

explained in 2016: 

…during demonetisation, we had a huge loss in the business, and during 

that time we had IVF and surrogacy. It was a major financial crisis for 

us, and it became difficult for us to do these treatments. 

In this scenario, Jaspreet’s husband wanted to postpone the treatment. But, Jaspreet 

insisted on continuing the surrogacy as she was facing the stigma of childlessness and 

already asked her sister to become a surrogate mother. All the intended parents managed 

to arrange the finances that were necessary through utilising their savings and sought 

help from their parents or close friends. Akansha and Abhilash who proceeded with the 

16 lakhs ‘guaranteed surrogacy deal’ sought help from their parents, who used their 

lifelong savings. Given the experiences of the intended parents, it is vital to question if 

surrogacy is technology for the rich, who can afford surrogacy even when the price 

varies, and there are no estimated prices in the commercial market.  

Implications of changing policies and regulations  

 This third and final theme shows how changes in surrogacy regulations and 

adoption systems either did not serve the needs of the intended parents or were not 

compatible. Hence, these changes together with the stigma of childlessness and surrogacy 

pushed intended parents towards surrogacy, especially commercial surrogacy.  

Changing surrogacy regulations  

 In this section, I focus on the policy surrounding surrogacy, and how it affected 

intended parents. Surrogacy has been highly discussed among policy and law-makers for 

more than a decade. Around 2015-16 Indian government made significant changes in the 

surrogacy regulations based on the political reasoning to protect the surrogate mothers by 

regulating the commercial surrogacy market. These changed regulations viewed intended 

parents as ‘consumers’ when changing the eligibility criteria and placing a blanket ban 
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on commercial surrogacy, as shown in Chapter 3. Hence, this ‘governmentality’ not only 

produced ‘regime of truth’ (Foucault 2007, Lemke 2001) about exploitation of surrogate 

mother but also intended parents as active ‘consumer’ in this surrogacy market. These 

changing regulations influenced intended parent’s reproductive decisions, choices, and 

experiences. Intended parents’ narratives primarily reflected two ways in which they were 

affected; first it hastened the surrogacy decisions; and second it increased the price of 

surrogacy.  

Uncertainty about policy hastened the surrogacy decision 

 In 2015 surrogacy was banned for foreign couples and seeing this change few 

couples decided to engage with surrogacy. Two intended parents explicitly expressed 

their surrogacy decision was the result of frequent changes in surrogacy policies in 

India.  Pravin and Arti said: 

I read about banning foreigner, so we were thinking let’s go ahead as 

soon as possible because it should not come back to the fact that even 

Indians have a problem in getting surrogacy done …because now I think 

a new rule is going to come that only my sister can become surrogate, so 

I said what if I don’t have a sister … what if my sister is not ready to do 

it …what I will do... what a stupid thing. 

On one side there is a need for parenthood, the stigma of childlessness and surrogacy. On 

the other, policy changes were taking away their last resort option. In this scenario, 

intended parents felt a push towards surrogacy. The couple feared a ban on surrogacy for 

Indian couples, which became a reality after the introduction of Surrogacy Regulation 

(2016) Bill. Arti also criticised one of the conditions of the Bill according to which only 

a sister can act as a surrogate mother. Arti said “what if I don’t have a sister … what if 

my sister is not ready to do it” and found the condition “stupid”. Similarly, another couple 

Dishan and Asha found the conditions to engage with surrogacy restrictive. The couple 

even indirectly asked a number of their relatives to be a surrogate mother, but they did 

not get a positive response and engaged with commercial surrogacy. The couple 

expressed: 

Surrogacy Bill was hyped in 2017 ... it forced us to go for surrogacy 

because … in case the Bill comes in action ...[..]... we were worried 

about the changing regulations because we were meeting all the 
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conditions but except the surrogate need to be a family member 

…[..]… so this was also the reason we went for surrogacy soon … in 

fact, many clinics after the announcement have stopped commercial 

surrogacy. 

Dishan and Asha were also worried about losing their last resort and stated “it (the Bill) 

forced us to go for surrogacy”. Initially, the couple wanted to wait for surrogacy; 

however, they did not have anyone in the family, who was willing to be a surrogate 

mother for them due to the stigma of surrogacy. They hurried their decision and engaged 

with a commercial surrogate. These incidences of stigma of childlessness and surrogacy 

coupled with frequent changing surrogacy regulations shows the vulnerabilities of the 

intended parents in Indian context, rather than they being only as active ‘consumer’ or 

‘biological citizens’ (Rose 2007) in this neoliberalised reproductive market.  

 Reduction in the number of surrogacy providers drives prices up 

 Two intended parents also observed an increase in the prices of surrogacy during 

the change of surrogacy regulations. Abhigyan and Shrishti mentioned one year before, 

in 2014, the cost of surrogacy was 11 lakhs in a western India hospital but “in 2015 the 

hospital gave us the updated rate list was around between 13-14 lakhs”. The couple 

mentioned they went to this hospital located in western India in December 2015 and the 

Ministry of Home Affairs, Government of India had barred surrogacy for foreigners and 

Overseas Citizens of India (OCI). Foreigners and OCI were the primary clients for private 

surrogacy hospitals as they bring more profit to the business. But because in 2015 they 

were barred, it is possible that that the prices of surrogacy were raised to manage this loss. 

Similarly, Dishan and Asha explicitly mentioned: 

we also realised as soon as surrogacy Bill came, the prices were 

increased. A year back [a surrogacy hospital in southern India] was 12 

lakh, and then after Surrogacy Bill, it increased to 15 lakhs. So 

suddenly is jumped from 10-12 to 15-20 lakhs 

After the announcement of Surrogacy Regulation Bill 2016, which proposed a ban on 

commercial surrogacy, several hospitals (public and private) stopped surrogacy as only 

a few were ready to bear the risk. In this scenario, a monopoly market of surrogacy 

emerged and a rise in surrogacy cost was felt by the intended parents. Dishan and Asha 

found that the cost of surrogacy was huge for them, but because with the new proposed 
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regulation where they cannot do surrogacy, they felt they had no choice except to move 

with surrogacy. Couples like Dishan and Asha were able to manage the increased prices; 

however, there is a possibility that for many other prospective parents, the surrogacy 

option does not exist anymore. Often these consequences of frequent policy changes or 

political reasoning are ignored or not discussed for the intended parents who engage in 

the unregulated commercial market.  

Change in the adoption policy and a system incompatible for intended parents 

 As I mentioned in the previous chapter adoption is gaining some acceptance by 

the intended parents. Similarly, two intended parent couples, Abhigyan and Shrishti, and 

Dishan and Asha, sought adoption before surrogacy. Both couples applied for the 

adoption after it became centralised and put online (i.e., the Central Adoption Resources 

Authority (CARA). CARA went online in 2015 with the intention to streamline and speed 

up the process of adoption, increase transparency and increase the number of children 

available for adoption. Before this arrangement, people used to visit a local orphanages 

agency, meet the children and engage in the adoption process (Johari 2017). However, 

both couples found their experiences with the adoption system and changed policy 

incompatible and without personal touch. This resulted in each couple halting the 

adoption process. Dishan and Asha reasoned:   

Immediately after this pregnancy problem we applied for adoption 

database ... we did not get any response … for adoption it takes time … 

it is not predictable … I did not get any response so I did not know what 

is next ... next is one month away or two or three months away ... so it is 

not sure ... it is because of lack of supply or it is because the system is 

broken ... maybe my application is not registered ... that is the issue 

Dishan and his wife Asha applied for the adoption online portal after their three 

miscarriages. Dishan said the adoption system was very uncertain, he “did not get any 

response” from CARA. The couple did not know if their application is registered and they 

were unable to track their application status. Similarly, Shrishti and Abhigyan also found 

there is no personal touch, along with an uncertain waiting time period in the centralised 

adoption system. The couple found their timing to adopt was unfortunate because they 

were prepared to adopt from the local agency, but the system had moved online. They 

applied online but explained their experience was not positive. Abhigyan said:   



Chapter 8: Intended parents: ‘consumers’ or ‘patients’  

 

278 
 

We were really screwed up in that because it (adoption) got centralized, 

we got the picture of the children on the internet… how anybody can take 

a decision like this... but all the three babies were not from (their state) 

they were from (different state in western India) …[..]… so when our 

chance came we got three children but they were not healthy so we did 

not choose … so in that adoption priority list we went at the last … so … 

now we will get a chance after eight months or one year ... God knows 

… so how much we have to wait. 

The couple received the option of three children from different states through CARA. 

They did not find any personal touch in the adoption process because visiting far off 

places for adoption after seeing the pictures of a child was not appealing. Additionally, 

Shrishti explained that she sent the medical reports to their neo-natal expert brother in 

law and in “all three kids there is some congenital defects”. The couple said they rejected 

the application and now were last in the adopting parent list. Given these situations, both 

couples rejected the idea of adoption and pursued surrogacy. As we have seen in the 

media discourses (Chapter 6), surrogacy is portrayed as responsible for the drop of 

adoption. However, the experiences of these intended parents suggest that the 

interrelationship between adoption and surrogacy is far more complicated. In addition, 

there is very little research on Indian people engagement with adoption, calling for the 

need to explore this area further.  

Conclusion  

In this chapter, my analysis has revealed the sometimes-invisible structural harms 

and injustices experienced by intended parents, that are often enhanced due to their 

experiences of stigma. By considering how surrogacy has been commercialised, I am 

able to shed light on institutional controls, financial constraints, and policy implications. 

In doing so, the role of stigma in commercialisation is also visible. The findings show 

how intended parents in this commercial surrogacy market were compelled to become 

‘consumers’. Though, initially, they entered into the healthcare system as ‘patients’ they 

took ‘consumers’ subjectivities (Foucault 1982), who are generating revenue in the 

neoliberal reproductive market. Further, surrogacy regulations were created in response 

to the commercialised surrogacy market in the hope to protect the surrogate mother’s 

exploitation. However, in these regulations intended parents continue to be viewed as 
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‘consumers’ who are agentic and well-resourced. This portrayal of intended parents as 

‘consumers’ at the healthcare and policy level has brought negative implications for them 

such as their financial exploitation, and increased unethical medical practices, pushing 

them into the decision of surrogacy. Overall, we also saw how neoliberal healthcare, 

policy changes, and stigma feeds this commercialisation.  

In this chapter I have highlighted how intended parents’ experiences were 

primarily shaped by the medicalised, unregulated, and commercialised neoliberal 

healthcare system. In the neoliberal healthcare system, health has become an economic 

entity rather than a fundamental human right. Here, major authority of knowledge is with 

doctors or biomedical models (Foucault 1973), who are also controlled by fertility 

business (Spar 2006). Commercialisation of infertility treatment often resulted in 

exploitation and helplessness for the intended parents. Intended parents on the one hand 

were subjected to biomedical powers and came under the influence of biopower when 

‘normalising’ (Foucault 1984) or ‘disciplining’(Foucault 1973) themselves when seeking 

treatment. On the other hand, the neoliberal healthcare system forced intended parents to 

become ‘consumers’ or ‘clients’ rather than ‘patients’. Moreover, they have the stigma 

of childlessness or infertility and surrogacy. Given this, subjection to biopower, intended 

parents were under the influence of ‘technologies of responsibilisation’, (Rose, 2008, 

Lemke, 2011), where they are expected to actively govern their conduct, bear 

responsibility of their own choices and decisions and regulate themselves to ensure their 

wellbeing or happiness. However, Indian intended parents in the study not only worked 

towards ensuring their wellbeing to maintain their social identity and achieve parenthood 

but also to prevent themselves from exploitation. For example, in light of their past 

exploitative experiences in private hospitals, intended parents searched for surrogate 

mother hostels in commercial surrogacy; looked for ‘package or guaranteed deals’; and 

sought informal information sources for making informed decisions to ensure 

parenthood. However, Indian intended parents experience a higher magnitude of risk, 

responsibility, and self-regulation in the presence of high number of unregistered or 

unregulated ART hospitals, no proper legal regulations around ARTs and in the presence 

of stigma.   

I have also discussed how changes proposed in surrogacy regulations and the 

adoption system have implications for the intended parents. The surrogacy policy 
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changes proposed a blanket ban on commercial surrogacy and private hospitals increased 

surrogacy prices. In the light of these changes intended parents experienced a rush to 

engage with surrogacy, which might not be needed. These proposed surrogacy 

regulations came in response to the commercialised surrogacy market, which was 

growing in the neoliberal health care system. However, the proposed changes were 

motivated to protect the poor surrogate mother in the surrogacy arrangement, where 

wealthy or elite people avail surrogacy. This framing produced intended parents as 

wealthy and agentic ‘consumers’. Similarly, the change in the adoption system was found 

to be incompatible with the needs of intended parents due to poor communication, lack 

of personal touch, and the children suggested. In this chapter, I have shown intended 

parents in the study were from varied socio-economic backgrounds; paying different 

costs for surrogacy; engaging with loans; and seeking financial help from friends and 

family. This rejects the binary of wealthy and non-wealthy for surrogacy, and the ability 

to afford surrogacy does not ensure control and comfort over their reproductive journeys. 

Throughout this chapter I have illustrated how stigma feeds the 

commercialisation of surrogacy. Previous studies understand longing for parenthood 

creates demand for ARTs and thus forms this commercialised fertility market (Pardes 

2016, Rudrappa 2016, Spar and Harrington 2009). However, in this research I have 

demonstrated how the stigma of childlessness and stigma of surrogacy forms and sustains 

this commercialisation. Stigma of childlessness first creates the need for parenthood for 

Indian intended parents, which is more than a longing, dream or desire for a child. This 

push and keeps intended parents motivated to engage with various fertility treatments 

and surrogacy and forms this commercialised surrogacy business. Understanding this 

stigma and the need for this market, different marketing strategies such as loans, package 

deals, success rates are used to help this market flourish. This need is too strong so 

intended parents did not stop their fertility treatment journeys, despite understanding their 

financial, physical, and emotional exploitation in this commercialised neoliberal health 

care market. The stigma of surrogacy and childlessness later makes intended parents 

dependent on surrogacy hospitals. This is because they cannot reveal their surrogacy 

journeys to the society or no one in their families agreed to become a surrogate mother 

due to stigma. This made intended parents to identify surrogacy hospitals who have 

surrogate mother hostel facility or who arrange the surrogate mothers. In the absence of 

family support, they learnt how to care for children from the hospitals, something 
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traditionally learnt from elders of the family. Apart from stigma, changing surrogacy 

policies, neoliberal healthcare policy, and the adoption system also contributed to this 

commercialisation.  

Intended parents’ inability to meet an ethics of care and reproductive justice 

becomes visible with the long length of their struggle with infertility. Previous surrogacy 

research has ignored intended parent’s journeys seeking parenthood across their fertility 

treatment histories. Hence, they are only portrayed as caregivers to the surrogate mother 

(Tronto 1994). They should certainly be caregivers, but they need to simultaneously also 

be care receivers. By avoiding their histories, we have also avoided their experiences, 

complications and alternatives to surrogacy. As we have seen in this study, an intended 

parents’ journey by default is emotional and lonely due to stigmatisation and the need for 

parenthood in India (as reflected in Chapter 7). However, it becomes even more 

emotionally, physically, and financially painful when they move outside the realm of 

their private spaces and interact with the healthcare system, policies, and commercialised 

reproductive market. Primarily, the power of commercialised reproductive market 

dominates intended parents’ reproductive lives and leaves little control for them. We saw 

for many intended parents’, surrogacy could have been avoided. For instance, loss of 

critical childbearing years during the treatment, discontinuation of treatment due to 

financial constraints; and changing surrogacy policy which pushed couples into rushed 

decisions. These incidences are only a few examples showing the structural harms, 

injustices, and absence of an ethics of care for intended parents that influence their 

reproductive journey. Hospitals play a critical role in providing care, both to intended 

parents and surrogate mothers. Hospitals should encourage a relationship between the 

intended parents and the surrogate mother. Also, no doubt there is a need to regulate the 

commercialised surrogacy market, as also suggested by others (Byers 1997, Spar 2006). 

However, the framing of intended parents in surrogacy arrangements as a ‘buyer’ of 

expensive technology is problematic. The proposed regulations need to make the health 

care system more patient-centred, transparent, and accountable for medical procedures 

and referrals suggested to couples seeking help. 
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CHAPTER 9  

Making visible the invisible journeys of intended parents and 

surrogate mothers 

 

Introduction 

Technologies are not in themselves either blessings or evils. Their categorisation 

depends on how we see them and how we use them. Surrogacy is one such technology. 

Surrogacy is typically viewed as highly problematic for surrogate mothers and for the 

children who are born through it. Exacerbating this is the commercialisation involved in 

surrogacy. Thus, surrogacy is viewed as problematic and is either criminalised, or in the 

process of being criminalised in many countries, while others are debating altruistic 

versus commercial surrogacy. I contend that approaching surrogacy from a commercial 

and exploitation perspective is neither a solution nor a way forward. Surrogacy is at our 

doors, we cannot ignore it. In this thesis, using media reports on surrogacy and interviews 

with Indian intended parents, I have analysed the power of wider societal discourses 

along with power relations experienced by Indian intended parents in wider societal 

structures. The results of my analysis show that criminalising and problematising 

surrogacy only leads to further stigmatisation and invisibility of those who engage with 

surrogacy, be it surrogate mothers, intended parents, or children born through surrogacy. 

Hence, throughout this thesis I have advocated to view surrogacy through a different lens, 

namely a relational reproductive justice process, enabled through a focus on ethics of 

care in surrogacy arrangements . These perspectives offer a new goal to make invisible 

surrogacy journeys visible and ensure surrogacy is a positive experience for each member 

of the surrogacy triad. I emphasise that surrogacy encompasses a triad, where intended 

parents, surrogate mothers, and children are in a relationship. We cannot improve the 
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experience of one without considering the others. This thesis contributes empirical 

evidence to seek this new vision. This thesis investigates barriers to these visions and 

how we can achieve these goals while addressing the constraints. From my analysis, I 

argue that intended parents' experiences of stigma hinder the enactment of an ethics of 

care, and thus relational reproductive justice in Indian surrogacy.  

India is a common surrogacy destination and has seen recent changes to surrogacy 

regulations, making India an ideal study location. Policy discussions, as well as much 

academic research, has focused on surrogate mothers, while there has been minimal focus 

specifically on Indian intended parents. Understanding surrogacy as a triad or 

relationship means that it is crucial to hear the voices of all members of the triad, 

including intended parents. To include intended parents’ experiences, this thesis 

conducted a qualitative study of their surrogacy journeys and social context. This thesis 

asked: what frames of surrogacy in relation to intended parents are used in societal 

discourses; how stigma may play a role in intended parents’ surrogacy journeys and 

experiences with social and health systems; and whether stigma constrains the vision of 

ethics of care and reproductive justice in Indian surrogacy. By focussing on surrogacy 

journeys and experiences, this thesis was interested in understanding Indian intended 

parents’ navigation of structures in society. Particularly, the opportunities, constraints, 

harms and oppression they experienced when they engaged with surrogacy. The role of 

stigma was studied to identify how stigma affected intended parents’ surrogacy journeys 

and how it affects ethics of care and reproductive justice in Indian surrogacy. This thesis 

studied stigma as a broader socio-cultural phenomenon and was not limited to micro-

level experiences. Therefore, stigma was studied by understanding wider societal 

discourses used to represent intended parents in media reports and by understanding 

intended parents lived experiences of stigma when they interact with micro and macro 

societal structures.  

Given this aim, the study required a broader framework that considers societal 

structures, power relations, and the local experiences of people. Thus, this thesis used a 

reproductive justice framework, Foucauldian concepts of power, and stigma theory to 

conceptualise intended parents’ experiences, representation and subjectivities they take 

on during their surrogacy journey. To conceptualise the study a metaphor of a river was 

used to illustrate how people who use surrogacy fight stigma and other structural powers 

(as bushes, trees and rocks) and remain at the margins of the river of reproductive justice, 
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both before and after their surrogacy journey. This conceptualisation outlined in Chapter 

4 required modification after analysis of the results, because this analysis provided a 

wider picture of surrogacy as it exists on the ground. These modifications are discussed 

in more detail in the upcoming two sections of this chapter with the help of Figure 9.1. 

The question of what frames of surrogacy are used in societal discourses, in 

relation to intended parents, was addressed in Chapter 6. This was through an analysis of 

discourses of surrogacy in 196 articles from three English-language daily newspapers of 

India which were published from 2002-2017. This chapter used Foucauldian discourse 

analysis to identify the wider societal discourses representing and stigmatising intended 

parents in Indian media reports. The second and third questions of how stigma may play 

a role in intended parents’ surrogacy journeys and experiences with social and health 

systems, and whether stigma constraints the vision of ethics of care and relational 

reproductive justice in Indian surrogacy were together addressed in Chapter 7 and 8. In 

Chapter 7 role of stigma in intended parents’ surrogacy journey with reference to their 

social experiences was addressed, wherein Chapter 8 stigmatisation was revealed to their 

experiences with healthcare system and other macro structures. Chapters 7 and 8 

presented the results of thematic analysis of eight in-depth interviews with the intended 

parents (four interviews with couples and four interviews with only one partner). 

Additionally, these chapters discussed results from the media analysis in Chapter 6 to 

supplement the findings of these chapters.  

In this concluding chapter, I integrate the results presented in Chapters 6, 7 and 

8. Collectively, my analyses demonstrates how intended parents experienced stigma in 

their social contexts and in their surrogacy journeys, indicating how stigma affects the 

vision of relational reproductive justice, and offering a way forward for Indian surrogacy. 

Overall, this thesis identified stigma and commercialisation primarily brought 

reproductive harm and constraints for Indian intended parents (Chapter 6 and 7). Also, 

stigma is experienced as reproductive oppression by some women, particularly those who 

were lower socio-economic status. However, when I mention oppression I do not say 

these participants are victims and they are powerless, but highlight that they found 

themselves in a double bind situation. Both their childlessness and motherhood through 

surrogacy are stigmatised. In this thesis, I highlight how stigma and commercialisation 

affect, control or govern intended parents’ reproductive decisions. However, at different 

times they use their agency to overcome these constraints, though the results of their 
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actions were not always desirable. Both stigma and commercialisation brought 

reproductive harm, suffering and constraints influencing intended parents’ reproductive 

trajectories, experiences, and present lives. This thesis demonstrated that stigma and 

commercialisation are not separate but related in Indian context. Stigma feeds 

commercialisation, which often makes intended parents’ life complex. Further, this thesis 

also demonstrated the lack of access to care for intended parents as well as stigma 

affecting ethics of care and relationships of intended parents and surrogate mothers. 

Based on these findings this chapter has three sections: stigma as reproductive harm; 

commercialisation as reproductive harm; and how visions of ethics of care and relational 

reproductive justice remain unattained. I conclude by offering a way forward to achieve 

these visions of relational reproductive justice which provides a possibility of 

conceptualising surrogacy as a relationship, enhancing formation of interpersonal 

relationships among the surrogacy triad, and making surrogacy a positive experience for 

all.   

Stigma as reproductive harm and constraint  

Stigma experienced by intended parents was analysed at the macro level (i.e., 

media) and at an individual level (i.e., lived experiences). Focusing on both levels helped 

in understanding the socio-cultural construction of the stigma experienced by intended 

parents when they engage with surrogacy. In this section I first highlight the ways media 

stigmatised intended parents and second, how intended parents experienced this stigma, 

which governed or affected their reproductive decisions, choices, lives, and wellbeing.  

Overall, media discourses stigmatised intended parents for their childlessness, as 

well as for their decision of surrogacy. In media reports intended parents’ childlessness 

is represented as ‘helplessness’ or ‘suffering’ and sometimes even used words like 

‘barren’ or ‘disabled’. Intended parents, when engaged with surrogacy, were stigmatised 

as ‘unethical consumers’ or as ‘Others’. They were also criticised and represented as 

‘immoral’ for not using adoption over surrogacy. Their representation as ‘unethical 

consumers’ was often juxtaposed with the surrogate mother’s exploitation, which often 

portrayed intended parents as ‘agentic’ consumers and ‘comfort seekers’, who prefer to 

use surrogacy to fulfil their desire of genetic child or avoid pregnancy pain at the cost of 

the surrogate mother. These stigmatising representations were constructed  through 

dominant discourses (Foucault 1972) around ‘reproduction as consumerism’, 
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‘exploitation of the surrogate mothers’, and ‘family and parenthood definitions’. These 

representations of intended parents were not only sanctioned by media reports or editors 

but were voiced by key stakeholders in society such as the medical practitioners, 

policymakers, celebrities, politicians and legal experts. These voices were used to 

legitimatise the above mentioned discourses to turn them into a ‘regime of truth’ 

(Foucault 1984) for Indian society. The presence of these key voices informed broader 

understandings in Indian society about people who are childless and those who engage 

with surrogacy.   

A clear change was also observed in the way intended parents were stigmatised 

between 2002-2005 and after 2010. Phelan et al. (2008) state that strategies or rationale 

to stigmatise people change when one strategy fails to control people and keep them 

within social norms. Similarly, the period from 2002-2005 began by stigmatising 

intended parents using socio-cultural and medical discourses. Here intended parents’ 

families were widely represented as ‘unconventional’ or ‘artificial methods’, and their 

childlessness was framed as being physically ‘barren’ or ‘disabled’. After 2010, the 

arguments against surrogacy predominantly used ethical discourses and framings, where 

intended parents were blamed and stigmatised for being ‘immoral’ and ‘unethical 

consumers’. These discourses were very similar to what exists in the western media, 

where intended parents unarguably identified as agentic (Markens 2012, Riggs and Due 

2013). Also, in the Indian media reports stigmatisation of intended parents who are 

queers, singles, females, foreigners and without biological issues was higher in extent. 

This also indicate the possibility of intended parents experiencing stigma in  various 

extent in their local world based on their different or intersecting identities. The study 

only included English newspapers, which may not reflect all the discourses circulating 

in the general public about surrogacy and inform the actual experience of stigmatisation. 

Hence, after identifying these stigmatising identities of intended parents in the media, 

this thesis investigated the lived experiences of Indian intended parents to see if, and 

how, these or other discourses stigmatise intended parents and influenced their 

experiences.  

 Similar to the media discourses, it was found that intended parents experienced 

both, stigma of childlessness and surrogacy. Most intended parents first experienced the 

stigma of childlessness and later the stigma of surrogacy; and for some it was double 
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stigma where the stigma of surrogacy added to the stigma of childlessness. The findings 

of the study are summarised with the help of a ‘River of Relational Reproductive Justice’ 

diagram (Fig. 9.1), which was modified after the empirical study. This diagram shows 

that stigma and different structures (families, extended families, society, policy, 

economic, and healthcare) often complimented each other to constrain or influence 

intended parents’ reproductive trajectory. In this river different structures are seen as 

waves in the river, and bushes, trees and rocks at the margins, producing opportunities, 

constraints and reproductive harms (shown in Fig. 9.1). In this modified diagram the 

addition of waves to the river shows that the river is not silent, and that these waves give 

different directions to intended parents along their journey. Using the river diagram, this 

section primarily discusses the role of stigma for intended parents, and the next section 

discusses these constraints with reference to structures.  

Most intended parents experienced the stigma of childlessness, identifying 

themselves, or by others, as ‘abnormal’ or ‘unfit’ and remained at the margins of the 

river. These identities and subjectivities were produced through socio-cultural and 

religious norms and discourses around parenthood, motherhood, and manhood. These 

experiences of stigma were mostly experienced by intended parents in their local world 

such as families and extended family members, when constantly asking for the children 

and intended parents’ parental instincts. Most participants of this study were unable to 

resist this stigma as it is observed in their immediate world. Hence, they proceeded with 

infertility treatment to achieve parenthood and ‘normalise’ themselves in society. In this 

way they further flowed in the river and interacted with healthcare structure but still at 

the margins due to stigma of childlessness (see Fig 9.1). In the event of infertility 

treatment failures, no participants accepted voluntary childlessness. Many pursued 

surrogacy, and some kept adoption as a last resort option to seek parenthood. Some 

intended parents were willing to use adoption before surrogacy; however, their families 

were reluctant, and the adoption system was not compatible with them. This is visualised 

as longer river waves which pushed intended parents towards margins (See Fig 9.1). To 

overcome the stigma of childlessness they diverted from the mainstream and engage with 

surrogacy (see Fig 9.1), in the absence of support family and adoption system. Here, 

families and extended families played a significant role in their reproductive decisions, 

where the need for a child is created by stigma but adoption is not a preferred option 

because adoption is also stigmatised and reflects infertility stigma. In Indian context, 
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individual decisions can bring honour or shame for the whole family or community. 

Therefore,  often reproductive ‘choice’ is not individually oriented but depends on  

families (Chrisler 2013, Madge 2011). This created struggle, less control over 

reproductive decisions and a greater extent of stigmatisation for intended parents, 

especially for women who lived in extended families, joint families and from lower 

middle class.  

When intended parents diverted to a narrow surrogacy stream (see Fig 9.1), they were 

often alone in this journey with only selected family members or friends joining them at 

different stages. This is because when intended parents engaged with surrogacy, they 

experienced a different, sometimes additional, stigma. This stigma of surrogacy is mostly 

experienced as fear of stigma i.e., conscious stigma, especially as a fear of society 

stigmatising their reproduction as illegitimate and also stigmatising their children in the 

future. In incidences, when surrogacy revealed in their local world (in the community 

and hospitals) intended parents also experienced ‘enacted’ stigma (Scambler 2004) such 

as being the target of gossip, comments or blame to avoid pregnancy pain, and different 

attitudes by hospital staff (as shown in Chapter 7). I showed in Chapter 7 the stigma of 

surrogacy in an Indian context arose from various misconceptions about surrogacy as a 

process. These misconceptions were about reproduction and consumerism processes and 

used socio-cultural, religious, medical and ethical discourses to construct intended 

parents’ identities and ‘subjectivities’ (Foucault 1982) as ‘unnatural’, ‘adulterous’, 

‘unethical consumers’ and ‘exploiters’.  

At the macro level, media reports claim that surrogacy is gaining acceptance in 

India because celebrities are engaging with surrogacy. However, at an individual level 

intended parents actively try to hide surrogacy and keep it hidden because of the 

prevailing misconceptions. People, including intended parents, did not have much 

information about the technicalities involved in the surrogacy process. Because of this, 

intended parents initially found it hard to accept the process. For some, reproduction is 

inextricable from sexuality, especially when popular movies show surrogacy as similar 

to prostitution. These participants voiced their concerns about surrogacy being 

‘adulterous’ and the questions they encountered about the process from family, 

workmates, and neighbours. Participants also experienced the stigma of feeling like an 

‘unethical consumer’ and an ‘exploiter’. As they have internalised this stigma from the 

media discourses (shown in Chapter 6), they often stigmatise themselves and other 
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intended parents. This is similar to international intended parents who engaged with 

surrogacy in 

 

 
 

Figure 9.1: Pre (above) and Post (below) analysis framing of the study: The river of 

relational reproductive justice. 
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places like India and Thailand, which are framed as notorious surrogacy locations (see 

for example Nebeling Petersen 2016, Riggs and Due 2013, Ventura et al. 2019). Women 

in particular experience surrogacy as a double stigma, where they experience the stigma 

of surrogacy along with the stigma of infertility, as surrogacy reflects the ‘abnormality’ 

of bodies. This shows women’s double bind or oppressive situation in the Indian context, 

especially when women are from lower middle class and unable hide surrogacy 

completely. A similar result was also found in Israel’s media study, where women who 

engaged with surrogacy despite having a child were seen as ‘infertile motherhood’ as 

they were still portrayed as infertile (Shalev and Lemish 2013).  

Despite feeling this stigma, intended parents still chose surrogacy because the 

presence of a child via surrogacy brought less stigma than the absence of a child in a 

married Indian couple’s life (Bharadwaj 2016a). Intended parents believed they could 

manage the stigma of surrogacy by keeping it a secret and controlling who they disclosed 

it to (see Chapter 7). Because of this stigma and keeping the surrogacy secret they were 

alone in this diverted mainstream. Often, they include their parents at different stages of 

surrogacy journey such as at the onset of surrogacy to take permission of surrogacy and 

in middle of surrogacy pregnancy (visualised as small waves in the diverted stream Fig 

9.1). This is because stigma of surrogacy also extend to their parents in Indian context 

and hiding surrogacy alone is difficult in Indian setting. Hence, involving parents helped 

intended parents to hide surrogacy from society and manage  stigma for their lifetime. 

By managing this stigma intended parents expected to merge into the river’s mainstream 

by portraying their ‘normalisation’ (Foucault 1973) as other couples with children and 

the ‘ordinary and natural’ (Goffman 1963) in society (Fig 9.1).  

While initially theoretically framing the river diagram, I expected some of the 

intended parents to openly confront or show their ‘resistance’ against their stigmatised 

‘subjectivities’ (Foucault 1982) constructed through dominant discourses and to start a 

new mainstream. However, participants of this study showed minimal resistance. Their 

resistance to the stigma of surrogacy was limited to changing their and their family’s’ 

perceptions about surrogacy, and none openly confronted it in society. This resistance 

was only helpful in changing ‘felt’ stigma (Scambler 2004) to ‘conscious’ stigma. The 

confronting resistance of intended parents was only visible in media reports, where only 

celebrity intended parents were found to be openly disclosing their surrogacy, separating 

them from the mainstream (see Fig 9.1). Participants of this study either kept surrogacy 
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secret with the help of their families, or partially disclosed it in scenarios of need, mostly 

after the child is born. While managing the stigma their lives remained entangled with 

the concern of exposure and the possible effects of exposure on their child through the 

extension of stigma to their child. This fear of surrogacy affects the health and wellbeing 

of the family they form. As a result, despite achieving parenthood through surrogacy, in 

the presence of socio-cultural, religious, and ethical discourses power they remain at the 

margins of the river (Fig 9.1) and experience ‘enacted’ (when revealed surrogacy) and 

‘conscious stigma’ (not revealed). However, not all intended parents experienced stigma 

to the same extent. Stigma was experienced particularly profoundly by intended parents 

living in joint families or closed neighbourhoods, those from conservative family 

backgrounds, by younger couples and women. Hence, these intended parents are found 

most marginalised in the river.  

These experiences of intended parents at the individual level show the critical role 

of socio-cultural, religious and ethical discourses power in the lives and journeys of 

Indian intended parents. In presence of these discourses, intended parents experiences 

informed their inability to practice reproductive rights such as the right to have a child 

through adoption, the right to not have a child or remain voluntary childless, and the right 

to raise a child in a safe environment. The last right is most problematic in surrogacy 

because in an environment where stigma persists, we cannot understand that environment 

to be safe. I also argue that the mere practice of reproductive rights is not enough, what 

happens next after a person acts on their reproductive rights also matters50. All members 

of the surrogacy triad need to be able to openly and even proudly reveal their participation 

in this pathway to parenthood.  

As I mentioned earlier in this section, stigmatisation of intended parents in media 

reports has moved from stigmatising them for transgressing socio-cultural norms to 

stigmatising them for being ‘immoral’ and ‘unethical consumers’. However, at the 

ground level, intended parents are still struggling with the stigmatisation of surrogacy as 

‘adulterous’, and ‘unnatural’; and consumerism and exploitation discourses have added 

an additional stigma of being ‘unethical consumers’.  As we know stigma is unique to 

local cultural context, we found there are various reasons to stigmatise surrogacy in 

 
50 I do not want to call engaging with surrogacy a ‘right’ of procreation for an individual as it requires 
consent and rights of two or more people.  However, I do consider it a reproductive decision which people 
make together.  
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Indian context. In India people have various differences in socio-economic status, 

religious beliefs and socio cultural values within or among locations, place, or spaces. 

Hence, reasons to stigmatise surrogacy were also found to vary based on location, space, 

and socio-economic status of surrounding people. For instance, conservative or less 

educated or less aware families and neighbourhoods identified surrogacy as ‘adulterous’ 

and compared it with prostitution. Whereas in the hospital spaces and English media 

spaces, intended parents were stigmatised for being ‘unethical consumers’ or as 

‘exploiters’. Stigma research in India showed that people experience multiple stigmas 

(Parker and Aggleton 2003, Ryan et al. 2019). Similarly, intended parents experienced 

stigma for their childlessness, infertility, adoption, and surrogacy. Here, surrogacy and 

hiding of surrogacy is also seen as an effort to hide their infertility or childlessness 

stigma. Those who can successfully hide their surrogacy from society experience lesser 

consequences or fear of disclosure. It was found that women from lower middle class 

were more stigmatised but none of the intended parents’ interviews reflect stigma of 

caste, class, or location despite some being from lower middle class and one from lower 

caste. Perhaps, the stigma of infertility or childlessness was dominating other types of 

stigma, as not all types of stigmas are experienced at the same time (Ryan et al. 2019).    

The broader structures such as government, media, law, and policies only 

consider celebrities or foreign couples, leaving less well-resourced Indian intended 

parents invisible. However, this study showed that people who engaged in surrogacy 

were from varied backgrounds such as socio-economic status, caste, and living in 

different neighbourhoods or locations. Hence, they experience surrogacy and its stigma 

in different ways leading to reproductive harms. Moreover, it was found that intended 

parents’ isolation due to stigma creates dependence on private fertility hospitals/clinics 

present in the unregulated neoliberal health care system. Some intended parents engage 

with surrogate mother care facilities provided by the hospitals because they do not want 

to disclose their surrogacy decision and do not have anyone, they know who can act as a 

surrogate mother. I therefore also argue in this thesis that stigma plays a role in the 

continuing commercialisation of Assisted Reproductive Technologies (ARTs) and 

surrogacy services India (see Fig 9.2).  
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Commercialisation as reproductive harm and constraint  

Commercialised reproductive healthcare in India has turned into an unregulated 

neoliberal market, as detailed in Chapter 8. This reproductive market is designed to cater 

to the needs of people seeking ART and consider these people as consumers. But in the 

Indian context, it is highly unregulated and exhibits both consumeristic as well as 

authoritarian practices while treating people. Hence, this reproductive market plays an 

important role in constraining the reproductive trajectory of the intended parents and 

producing reproductive harm. Intended parents who engaged with commercialised 

reproductive health care were subjected to medicalisation on one side and expected to be 

a neoliberal consumer on the other, who takes risk and responsibility for their health and 

wellbeing. This was also discussed by Rose (2007) where it is explained that in the 

contemporary era ‘biopolitics of life’ is working when ‘biological citizenship’ is 

constructed through biomedicine and  neoliberal ‘governmentality’ (Foucault 2007) in 

the Minority World such as Europe, Australia. However, when ART is offered in the 

unregulated Indian competitive market, this risk and responsibility was found to be much 

higher for the intended parents. There are estimated to be more than 30,000 ART clinics 

(Pande 2016) but only 423 are registered with Indian Council of Medical Research 

(ICMR) presently in 2019 (ICMR 2019). In this environment, on the one side intended 

parents have various clinics to engage with ART but also struggled with commercialised 

fertility care and experienced little control over their own healthcare, had little medical 

power/knowledge, and faced economic constraints in this market. On the other side, the 

presence of stigma, changing surrogacy and adoption policies contributed towards 

isolation and pressure for intended parents to continue down this river. This stigma and 

changing policies also supported the commercialisation of the surrogacy market. I 

represent intended parents’ powerlessness and struggles with different structures as 

grappling with bushes, trees and waves in the river presented in Fig. 9.1.  

In Chapter 8 I have shown intended parents’ negotiation with the commercialised 

fertility care market, which also represent their journey in the river when they interacted 

with healthcare (Fig 9.1). In these negotiations intended parents experienced medicalised 

and mismanaged healthcare; lack of referral and information systems; and no standard 

prices for the treatment, which led to their experiences of emotional, physical and 

financial exploitation. These experiences represent intended parents grapple with bushes, 

trees, rocks and waves in the river (Fig 9.2). During the medicalised treatment they 
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subjected themselves to the medical ‘gaze’ and started seeing themselves as body parts, 

which they also used for surrogacy. For instance, when intended parents mentioned 

‘womb’ to describe their body’s inability and surrogate mother’s ability to produce a 

child. They experienced a lack of access to the treatment; perceived trial of different 

methods to conceive; and unethical or uninformed practices. For example, all intended 

parents sought at least three clinics before they reached a surrogacy decision, because of 

the above-mentioned reasons and exploitation they experienced. This exploitation was 

felt as a continuous trial of different methods on their bodies to achieve parenthood but 

worsened their health. This is also noticed by other scholars who demonstrated Indian 

women’s experiences with ARTs such as IVF, IUI (Bharadwaj 2016a, SAMA 2007, 

Widge 2005). Intended parents also experienced exploitation when fertility treatments 

and surrogacy were sold as false promising a solution for parenthood and with no 

standard prices in the commercialised reproductive market. These practices of the 

commercial fertility market were also discussed by other scholars as exploitation of 

infertile couples, where emotional vulnerabilities were taken advantage off by selling 

them dreams of parenthood (Hawkins 2013, Spar and Harrington 2009). However, 

despite understanding their exploitation (especially financial), participants of this study 

continued on their journey, because of the stigma of childlessness as well as their dream 

of parenthood. 

To protect their exploitation, secure their social identity and to achieve 

parenthood, intended parents began acting as ‘consumer’ subjects (Foucault 1982) rather 

than the ‘patients’ that they started as initially. For example, they experienced stigma 

(childlessness and surrogacy), kept their journeys secret and wanted to ensure the 

wellbeing of their child and surrogate mother, so they searched for surrogate mother 

hostel facilities. Intended parents experienced financial exploitation in the past and 

looked for ‘package or guaranteed deals’ for their treatments. However, in doing so there 

is little concern or consideration of the surrogate mother’s obligation towards her family 

and children and of the surrogate mother’s health when seeking multiple surrogacy 

attempts in guaranteed deals. This is problematic because in this commercial market 

surrogate mothers’ interests are less considered. Intended parents also searched for 

information about treatment and hospitals through informal sources in an attempt to make 

an informed decision as there was a lack of proper referral and information systems. In 

fact, intended parents understood more from informal searches as the treatment required 
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and technology use became complex. Research in the Minority World shows that seeking 

informal sources of information help with making informed decisions and the use of 

reproductive technologies are understood as more control on their reproductive lives 

(Chatjouli et al. 2017, Greil 2002). However, Indian intended parents use these 

technologies in the hopes of becoming parents and often this use remains secret. The 

stigma around surrogacy increased intended parents’ dependence on the health care 

system, and the power of the commercialised neoliberal market exploited this 

vulnerability, further producing commercialisation. I have shown intended parents’ 

vulnerability and struggle with the commercialised neoliberal healthcare structure as a 

narrow river where intended parents were isolated and felt bushes, trees and waves on 

both sides (see Fig.9.1). Further, Figure, 9.2 shows stigma producing commercialisation, 

where the stigma of childlessness forms or creates the need to use widely available private 

fertility care (absence of public hospitals) and stigma of surrogacy maintains this 

commercialisation due to secrecy of treatment. 

Analysing the experiences of participating intended parents, it was found that 

apart from stigma, changes in surrogacy policies and adoption feed this 

commercialisation of reproductive services (see Fig 9.2). These factors pushed intended 

parents towards engaging with surrogacy and formed and maintained the commercialised 

reproductive market of surrogacy. Continuous changes in surrogacy regulation and the 

announcement of the ban on commercial surrogacy affected intended parents in two 

ways. First, after the announcement hospitals increased their prices for surrogacy. 

Second, intended parents experienced an impetus to engage with possibly unnecessary 

surrogacy. I have visualised the ban in the river as a fallen tree which leaves no space for 

the intended parents to move forwards in the river to follow the diverted narrow 

surrogacy stream (see Fig 9.1). Simultaneously, the adoption system was changed into a 

centralised online system. Adoption for some childless couples and their families was 

not a preferred choice, as it breaks the genetic link essential for salvation according to 

religious discourses. However, two intended-parent couples applied for adoption before 

surrogacy, and they found there was no proper communication and personal connection 

in the adoption process (Chapter 8). As a result, they rejected the adoption and pursued 

surrogacy. Intended parents in the media reports were blamed for using surrogacy over 

adoption and decreasing adoption rates in India. These similar discourses are used by 

policy makers. However, responsibility of adopting orphans is directed only towards 



Chapter 9: Conclusion 

297 
 

childless couples and not promoted for every individual or couple who chose to produce, 

and nothing was said about the online adoption system. Only few studies in India have 

looked at adoption experiences by Indians (e.g. Bharadwaj 2003, Mohanty et al. 2017), 

calling for the need to further explore adoption issues in India.   

 

Figure 9.2: Stigma feeding the commercialisation and absence of relational  reproductive 

justice. 

These experiences by intended parents demonstrated the often-invisible structural 

harms, absence of ethics of care, and injustices intended parents encountered in their 

journey to parenthood. As others have also stated, in the neoliberal healthcare system, 

health has become an economic entity rather than a fundamental human right (Qadeer 

2010). In the Indian context, infertility care is dominantly provided by the private sector 

and without regulation. This is problematic for the care intended parents receive and for 

their health and wellbeing. Narratives of intended parents showed lack of referral and 

information, unregulated prices and expensive treatment, and a lack of good doctor-

patient relationships which affected the care they expected to receive. In the context of 

policy, the government has continuously understood intended parents as ‘consumers’, 

who are agentic and well-resourced. This was observed when ART policies were 

continuously changing the eligibility of intended parents in order to protect the surrogate 

mother. However, in the Indian context the assumptions that intended parents or ART 

seekers are elites or agentic ‘consumers’, can be a mistake. This is because the stigma of 

infertility and need for parenthood is so strong that people take out loans for their 
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infertility treatment, which is often more than what they even earn in a whole year. For 

example, in this study despite belonging to different socio-economic classes intended 

parents engaged with either commercial and altruistic surrogacy but still struggled 

financially. Till present in the literature informally paid surrogacy is not a focus, except 

in China by Yang (2014). However, one participant in this study engaged with informal 

commercial surrogacy. This type of surrogacy is problematic for both the surrogate 

mother and intended parents in incidences that they have conflicts. But the chance of 

informal commercial surrogacy in the Indian context is higher, given the stigma 

surrounding it and the lack of fixed prices, or expensive commercial surrogacy 

arrangements. These financial issues also indicate, if people are able to afford surrogacy 

it does not ensure control and comfort over their reproductive journeys. As I also stated 

in the stigma section, the mere practice of reproductive rights does not ensure wellbeing.  

Both stigma and commercialisation worked as reproductive harms for the 

participants of this study and influenced the care they received and the reproductive 

justice issue. I argue that this is a concern for all three members of the surrogacy triad, 

which I discuss in the next section.  

Ethics of care and relational reproductive justice  

My key argument in this thesis is that surrogacy can be a positive experience for 

the surrogacy triad if we encourage an ethics of care in surrogacy . Ethics of care forms 

a relationship of care, mutuality, trust, and responsibilities towards each other 

(Conradson 2011). This is necessary for ethical surrogacy. When surrogacy is viewed as 

a triad, experiences of one stakeholder also affect the other. I demonstrated in this thesis 

that this vision of an ethics of care, and relational reproductive justice is constrained by 

stigma. I have shown in Chapter 7 how stigma affected the visibility of the surrogate 

mothers and hinders the relationships of the surrogacy triad. Also, there were other 

structural factors as well which constrained their relationship, such as the 

commercialisation of surrogacy and other stigmas or prejudices existing in the society 

against surrogate mothers’ backgrounds. These factors ultimately constrained the vision 

of relational reproductive justice.  

For intended parents, it is both the stigma of infertility and stigma of surrogacy 

which produces their invisible surrogacy and the invisibility of the entire triad. Because 

their surrogacy is hidden and a secret, they did not introduce surrogate mothers to their 
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families or to the community. Also, stigma against surrogate mothers’ social class is also 

observed which created distance between intended parents and surrogate mother; in some 

incidences this distance was eradicated through continued contact. As I demonstrated in 

Chapter 7, the experiences of stigma is irrespective of whether altruistic or commercial 

surrogacy was used. Intended parents who could afford to engaged with commercial 

surrogacy and their surrogate mothers lived in surrogacy hostels or in their home. Some 

intended parents explained they did not disclose their home address to the surrogate 

mother for fear their surrogate mother would come to their neighbourhood and people 

would know about their surrogacy. Even in both cases of altruistic surrogacy, intended 

parents did not disclose their address to avoid the stigma. However, it was not only 

intended parents who kept it hidden but also both the surrogate mothers to avoid stigma. 

The same misconceptions that were used to stigmatise intended parents in this research 

were found to stigmatise Indian surrogate mother as a ‘dirty worker’ or a ‘sex worker’ or 

as ‘child sellers’ by previous research (Pande 2009, 2010a, Saravanan 2018). This 

presence of stigma also erased the role of the surrogate mother in the life of the child 

born through surrogacy, making the surrogate mother invisible for the child. This 

invisibility occurred because none of the parents planned to introduce the child to their 

surrogate mothers and many do not want to inform the children of their origin, largely 

due to the stigma it held. Surrogacy stigma was even extended to children as ‘courtesy 

stigma’ where children born through surrogacy were labelled by society (shown in 

Chapter 7). This also created fear for the intended parents and motivated them to maintain 

the invisibility of their surrogacy journey, thus creating the invisibility of surrogate 

mothers. Hence, surrogacy is stigmatised as a practice (as I also showed in the media 

discourses). Accordingly, all members of surrogacy triad were stigmatised, and most of 

their experiences of surrogacy rendered invisible from the mainstream of society. Given 

these findings the river of reproductive justice was modified to include the surrogacy 

triad (see Fig. 9.1). 

In the previous research, the invisibility of surrogate mothers is understood  as 

intended parents fear of surrogate mothers claiming the child (Rudrappa and Collins 

2015, Vora 2012). This fear arises due to the dominance of heterosexual nuclear family 

norms, where a child is expected to be produce from a heterosexual couple and no third 

person is allowed to contribute to this reproduction process. This fear is less in the gay 

and single men families, where parents have introduced their children to surrogate 
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mothers. However, these researches were conducted on international parents. In present 

study it was stigma that added to this nuclear family norm which constrains the visibility 

of surrogate mothers in these families formed through surrogacy. In the Indian context 

as we have seen in Chapter 7, socio-cultural-religious discourses support childbearing 

and stigmatise childlessness and infertility. Thus, despite using surrogacy intended 

parents did not reveal their surrogacy decision because surrogacy removes childlessness 

stigma, but stigma of infertility still remains. Moreover, they were worried that the child 

would not be identified as their child. Participants of this study managed the stigma of 

infertility and at the same time they also tried to protect their nuclear family image. 

Therefore, surrogacy remains secret even when used. Moreover, this stigma is increasing 

due to consumerism discourses, further supporting this invisibility and secrecy.   

 The invisibility of surrogacy adversely affects an ethics of care, and realisation 

and practice of responsibility towards each other in surrogacy triad. Invisibility of 

surrogacy creates a physical and emotional distance between the surrogate mother and 

intended parents. Scholars using an ethics of care approach argue that physical or 

emotional care for its existence need a reduction of physical or emotional distance 

between the caregiver, or receiver (Conradson 2011, Milligan and Wiles 2010). In the 

presence of distance intended parents were unable to provide support, take responsibility 

and care, especially in physical form, to the surrogate mother, nor were they were able to 

spend more time with the surrogate mother to experience pregnancy and reduce their 

anxieties. The physical proximity, continuous contact and time together is required to 

result in better surrogacy experiences, as shown in previous studies (Sharan et al. 2001, 

Teman 2009, Zyl 2002). Moreover, none of the intended parents planned to introduce the 

surrogate mother to their children, calling into question the rights of children to know 

about their origin. 

In commercial surrogacy this distance is often huge and multiple factors stops 

formation of this relationship. Intended parents cannot stay with the surrogate mother 

because they have not revealed their surrogacy to anyone, and they often hand over the 

responsibility to care for the surrogate mother and the child to the hospital. Hospitals did 

not encourage more interactions between the surrogate mother and the intended parents 

or the child, due to the existing social class prejudices against surrogate mothers and to 

ensure easy relinquishing of the child (shown in chapter 7). Hospitals explained the 
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surrogacy process using medicalised and commercial discourses such as ‘renting a 

womb’. In this dominant conceptualisation of surrogacy hospitals referred to intended 

parents as parents of the child, surrogate mothers as wombs or pregnancy carriers and 

hence the surrogacy process ends once the child is relinquished by the surrogate mother. 

This reduced the importance of the surrogate mother, the relationship which is needed 

for the success of this arrangement and the possibility of children and surrogate mother 

meeting each other in the future. Additionally, when intended parents engage with 

unknown surrogate mothers, who are generally poorer than themselves, intended parents 

have insecurities, perceptions and social class related prejudices about the surrogate 

mothers. In the presence of stigma, distance, and narratives used by hospitals, and less 

encouragement to form a relationship, it took a long time for the intended parents to erase 

their prejudices and form a healthy relationship, if it happened at all.  

However, the distance also affected the care intended parents received from the 

surrogate mother. Some scholars theoretically indicated the power of surrogate mothers, 

where they can take advantage of intended parents’ emotional vulnerability by not 

handing over the child, or not caring for the child (Beier 2015, Lewis 2018, Saravanan 

2013). This study showed the power surrogate mothers have where intended parents 

experienced blackmailing by the surrogate mother (see Chapter 7). Surrogate mothers 

demanded finances, goods or assets after they knew of the successful conception of a 

surrogacy pregnancy. In this study these incidences were noticed when surrogate mothers 

lived in their own arrangements during pregnancy and not in hostels. This is also the 

reason that intended parents specifically asked for hostel facilities. In previous research 

this blackmail is hinted at a little and is argued as surrogate mothers’ extra expectations 

of the intended parents to provide care in economic forms (Rudrappa and Collins 2015, 

Vora 2009, 2013b). However, given the distance there was no open communication 

between intended parents and surrogate mother which can resolve these expectations. In 

the longer run this blackmail issue was not beneficial for the surrogacy triad. In the 

presence of stigma, keeping their journey’s secret, and worrying about the health of the 

child, intended parents remained insecure, lost trust in their surrogate mothers, and at 

times discontinued the care relationship with surrogate mothers. In a surrogacy 

arrangement power and vulnerabilities are shared between the triad and they are 

dependent on each other.  
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Pregnancy and parenthood are an emotional experience. This is why, despite 

hospitals discouragement and intended parent’s concern with stigma, some intended 

parents kept frequent contact with their surrogate mothers over the phone, visited them 

monthly, shared gifts between the families, promised long term care relations and 

acknowledged and respected surrogate mothers. However, only a few were still in contact 

with their surrogate mother and most of these relationships did not or will not last for 

long. This is because intended parents have not disclosed their surrogacy to anyone, and 

they were not sure if they wanted to reveal it to the child. This contrasts with previous 

research showing that Indian surrogate mothers are looking forward to keeping in touch 

with the intended parents and children at a personal level (Pande 2015, Rudrappa 2015, 

Saravanan 2018, Vora 2009). Absence of relationships is also problematic for the child’s 

rights, in case in the future children want to meet their gestational mother. Previous 

studies have also pointed out the temporary relationships of care and promises of care 

intended parents made with surrogate mothers, but discuss it as intended parents’ 

opportunistic behaviour or the betrayal surrogate mothers experienced (Saravanan 2018, 

Vora 2009). However, in this study I propose these care incidences are strong potential 

sites for care and hopes for visions of relational reproductive justice. This is because 

these care relations existed despite a commercial framing, the use of medical discourses 

and warnings to intended parents to maintain distance from the surrogate mother as well 

as between the child and surrogate mother. These relationships would have had a chance 

to be stronger if surrogacy was not stigmatised, structures had encouraged these new 

relationships, and if doctors had not always used medicalised discourses to describe these 

relationships.  

 A way forward 

 My central argument in this thesis is the need to achieve broader visions of 

relational reproductive justice in surrogacy. A vision that emphasises the inherent 

relational aspect of surrogacy reproduction,  encourages conceptualisation of surrogacy 

using ethics of care, strengthens the existing caring relationships among the surrogacy 

triad, and allows the possibility of continued contact (or at least the initiation of 

discussions) among the members. To achieve this vision, ethics of care must encompass 

all members of the surrogacy triad. Within the surrogacy triad, responsibilities and care 

are performed for each other to develop trust, and other structures (e.g. policy, law, 

healthcare) support the surrogacy triad by facilitating their relationship and redefining 
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surrogacy. For instance, this could mean extending children’s legal rights to know their 

gestational mother and donor, as is the practice in other countries. Together, this works 

to create an environment to help increase the visibility and destigmatise the surrogacy 

triad in society. 

The present study shows that intended parents’ invisible journeys and their 

experiences of stigma hindered the relational reproductive justice vision. In Indian 

context, most studies looked at surrogate mothers and debated the invisibility of surrogate 

mothers in the surrogacy arrangement (Pande 2010a, Saravanan 2018). In contrast, my 

research looked at intended parents’ surrogacy journeys and contributed towards this 

invisibility debate, illustrating that intended parents’ own journeys are invisible due to 

stigma. By extension, this also affects the visibility of surrogate mothers. This suggested 

argument is not limited to India but also applies to other countries where surrogate 

mothers or surrogacy remains invisible. Often the invisibility of surrogate mothers all 

over the world is discussed due to their invisibility as a ‘care worker’ and as ‘mothers’ 

due to the existence of nuclear family norms (Markens 2012, Stoeckle 2018). 

Nonetheless, this invisibility needs to be seen in a broader context of socio-cultural norms 

as shown in this study. The invisibility is a relational process, where intended parents 

conceal their surrogacy journeys due to socio-cultural norms, and as a consequence 

alternative forms or new visions for relational justice are hindered.  

Apart from surrogacy stigma, there are also other challenges that hinder the 

possibility of relational reproductive justice in Indian surrogacy. For instance, there are 

multiple distinctions in society such as class, caste, religion, language, geography, and 

occupation. Often these differences result in prejudices and stigmatisation of certain 

categories of people. Hence, if we are able to address the stigma of surrogacy, other 

stigmas may still exist such as of class and caste.  My research noted that some intended 

parents are prejudiced against surrogate mothers’ social class and caste, and hence were 

unable to establish a relationship. However, in incidences of continued contact over 

surrogacy pregnancy, the social class prejudices diminished and sometimes vanished. 

Also, I observed that many intended parents were not concerned about the surrogate 

mother’s caste and religion, and most of them did not involve their extended family 

members in surrogacy decision. This indicated a movement toward social changes and 

liberalising attitudes among the urban middle class due to urbanisation and globalisation 
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that has led to increased privacy of individuals, higher education, professional careers, 

and more awareness. These social changes and liberal attitudes give hope to the 

manifestation of relational reproductive justice in the Indian context, where intended 

parents accept, acknowledge and form relations with surrogate mothers, despite their 

different backgrounds.  

Further barriers to relational reproductive justice are created at the structural 

level, which retains traditional norms that have been changing at societal level (at least 

in urban spaces). For instance, criminalisation of commercial surrogacy and allowing 

only altruistic surrogacy reflects a perspective that reproduction cannot be purchased or 

sold and women should provide it free. Moreover, it is also argued that the present Indian 

Hindu nationalist government applied its conservative view of ‘family values’ while 

framing the Surrogacy Regulations Bill (Rudrappa 2018, Sharma 2020). By contrast, 

many Indian surrogate mothers showed their disagreement with the ban on commercial 

surrogacy and feared losing an option to earn money (Raja 2020, Srivastava 2017). No 

discussion (including legal or policy) occurred on the child’s right to know their origin, 

implications on child wellbeing of identifying their origin at later stages, or about the 

surrogate mother’s role in the child’s life. This retains the traditional definitions of family 

(genetic and heterosexual) and obstructs forming new conceptualisation of surrogacy and 

families (Rudrappa 2018). Hospitals conceptualise surrogacy to intended parents (also to 

surrogate mothers ) as ‘renting a womb’ to portray surrogacy as work for the surrogate 

mother; hospitals also use genetic discourses to assure intended parents of their legitimate 

parenthood. This messaging obscures the surrogate mother’s sacrifice in residing in 

hostel facilities, giving up family obligations and their role in the surrogate child’s life. 

This hinders intended parents understanding their responsibility towards surrogate 

mothers and forming new relationships. Hence, these structural changes are required and 

should be considered in present policy discussions on surrogacy.  

One way of manifesting relational reproductive justice can be understood as 

gender-inclusive polymaternalism, suggested by (Lewis 2018) . Lewis, taking ideas from 

Harway’s (2018) proposal of ‘making kin and not babies’ and African American 

‘othermothering’ concepts, suggested ‘gender inclusive polymaternalism’ or ‘collective 

parenting’. According to these ideas, all people who contributed towards reproduction 

are parents (straight or queer) and share the responsibility of parenting. In this 
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arrangement neither the surrogate mother nor the intended mother is a sole parent. Hence, 

this concept attempts to expand traditional family definitions and encourage envisioning 

another possibility of families. In the Indian context the idea of gender-inclusive 

polymaternalism is ambitious, however there it also has some possibilities. India has a 

history of traditional joint families where children are reared together, the culture of Dai 

ma or wet nurses who were respected and recognised as mothers (Jacob 2015, Sen 2009). 

This creates the possibility of an Indian-specific polymaternalism. However, first gender-

inclusive polymaternalism will need to overcome multiple stigmas of social background 

and conditions such as of sexuality, caste, class, gender, geographies, language, 

childlessness and surrogacy. As Indian society is experiencing globalisation, increased 

economic participation of women, and individualisation, these liberal societal changes 

and expansion of traditional ideas are also occurring. This may support more openness, 

less stigmatisation and also the initiation of legal and policy changes. For instance, legal 

parenthood is defined on a genetic basis in India, and this will need to change to form 

new definitions of family and parenthood. Despite these challenges, polymaternalism 

offers a useful alternative vision of surrogacy, the possibility of children meeting their 

birth mothers, and the inclusion of surrogate mothers in the family (if they want). 

Future conversations  

This qualitative research is not designed to generalise the finding as in the nature 

of qualitative research. However, based on this study I can indicate some possible 

directions for future conversations. While ending this thesis, I initiate bigger discussions 

to achieve ethics of care and a new vision of reproductive justice in surrogacy to bring 

much-needed structural changes to surrogacy and move beyond the discussions of 

exploitation and inequality. To this end, this thesis suggests three important 

conversations: 1) asking if exercising reproductive rights is enough for wellbeing, 2) 

addressing stigma in surrogacy and 3) redefining surrogacy and family to include all 

members of the surrogacy triad.   

In this thesis, I heard the voices of the invisible and isolated, whose stories were 

hidden and who wanted to see a new vision of surrogacy so that they can openly tell their 

stories. Hearing these stories, I asked myself if practicing reproductive rights is enough 

for wellbeing. Academics, media and policymakers presume that because intended 

parents are exercising their reproductive procreative rights, they must have full agency. 
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But the journeys I heard did not reveal this presumed agency when they interacted with 

the social, healthcare, economic, and political structures. Similar experiences are visible 

for infertile couples who are seeking advanced ART treatments in this neoliberal and 

commercialised setting in the other parts of world (Chatjouli et al. 2017, Spar 2006, 

Whittaker 2015). The envisioned surrogacy preferably starts with appropriate fertility 

care at the outset including education, access to affordable fertility treatment, caring/open 

doctor patient relationship that allows discussions of concerns, fear and doubts. Journeys 

through any ART or surrogacy is not easy and leaves a long lasting financial, physical, 

social and emotional effects on people, as shown in my and other’s works (Inhorn and 

Patrizio 2015, Ressler et al. 2014) Thus, I suggest that reproductive justice is achieved 

over time, rather than as a single action. Hence, ethics of care need to be considered more 

prominently for intended parents or fertility care seekers.  

Addressing stigma is one of the prime suggestions this thesis proposes to increase 

the visibilities of intended parents’ journeys, surrogate mothers and children born through 

surrogacy. We have seen that broader structures like the media, policies, and health 

systems play an essential role in creating the stigma of childlessness and surrogacy. More 

broadly, stigmatisation of surrogacy occurs at the international level. Countries like India 

and Thailand were framed in the media and policies as notorious places to engage with 

surrogacy and named as an unethical ‘womb industry’ (Cohen 2015, Whittaker 2016). 

These framings also lead to the hurry burry ban of surrogacy in these countries, without 

considering its implication for their own citizens. In fact some international intended 

parents mentioned the stigma experiences of those engaging with these notorious places 

(e.g.  Nebeling Petersen 2016, Ventura et al. 2019). Hence, even at the international level, 

structures need to accept a different perspective to see surrogacy as an ethics of care 

rather than commercialised consumerism. This is because transactional framings of 

“renting a womb” or “hiring a womb”, limits their understandings of surrogacy 

arrangements.  

Further in the future, we may need discussions around new framings of surrogacy, 

family and new names for surrogate mothers. Scholars have proposed that surrogacy has 

fractured our pre-existing definitions of motherhood, fatherhood and family structures 

(Haskell 2006, Levine 2003). Lewis (2018) advocates for expanding our ideas of family 

and some have proposed naming surrogate mothers as ‘reproductive assistance’ to 

recognise them. I concur that welcoming new family definitions is helpful in creating a 
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comfortable environment for people who engage with surrogacy to openly reveal 

surrogacy (if they want).  Developing new family terms and definitions may include 

surrogate mothers in the family, the possibility of children meeting their gestational 

mothers and intended parents finding it acceptable to openly reveal surrogacy.  

Conclusion  

This thesis heard the stories of Indian intended parents, who are unheard and often 

invisible in society, academia, and policies. These stories not only show the stigma, 

powerlessness and vulnerabilities of Indian intended parents, but also suggest we see 

surrogacy as a relationship which is shared among those who all participated or 

contributed towards giving birth to the child in surrogacy. This stigma which was 

experienced by intended parents led to the invisibility of the entire surrogacy triad, that 

is the surrogate mother, child and intended parents. This thesis showed that members of 

the surrogacy triad affect each other’s experiences and are also affected by others (e.g. 

society, policy, media) collectively. This thesis underscored the dominance of a 

commercial perspective used for surrogacy in academia, law, policy, and media 

structures that has resulted in the problematisation of surrogacy rather than providing 

new perspectives or ways forward. These problematisations led to the (re)production of 

the stigma of surrogacy, and (re)producing a context where surrogacy work and journeys 

remain hidden and invisible. I therefore argue the need to see surrogacy from a new 

perspective, as a relationship to achieve relational reproductive justice. This thesis 

demonstrated that these new beginnings will only be possible when society stops 

criticising, problematising and criminalising surrogacy, ending the stigma which is 

impacting the whole triad. This would open up the possibility of an ethics of care in the 

surrogacy journey and allow us to move towards relational reproductive justice.



 

308 
 

 

  



 

309 
 

References  

''Ivf Brings''. 4 January 2012. IVF Brings Two-fold Joy to Spanish Businessman. The Times of 

India. 

''Poster Boy". 7 December 2011. The Poster Boy for Surrogacy. Hindustan Times. 

''Surrogacy Law''. 2 April 2016. Surrogacy Laws to Get Stricter, Says Maharashtra Public Health 

Minister. Hindustan Times. 

''Tales From''. 5 March 2005. Tales From Society. Hindustan Times. 

"Bring Surrogacy". 26 March 2017. Bring Surrogacy Centres Under Scanner, Says MLC. The 
Hindu. 

"Britons Travel". 20 March 2006. Britons Travel to India for 'Reproductive Tourism'. Hindustan 
Times. 

"Celeb Made''. 2018. Celebs Have Made Surrogacy a Hobby, Want to Save Their Wives From 

Labour Pains: Sushma Swaraj. The Indian Express. 

"Couples Should''. 10 January 2011. 'Couples Should go for Adoptions'. The Times of India. 

"Dads Word". 17 March 2017. Dad's the Word. Hindustan Times. 

"Feel Enormously". 6 March 2017. I Feel Enormously Blessed : Karan Johar. The Times of India. 

"Hc Raps". 24 February 2015. HC Raps CR for not Granting Maternity Leave to Surrogate 

Mother. Hindustan Times. 

"Hc: No". 7 January 2015. HC: No Bias on Surrogacy Grounds. The Hindu. 

"Prevent Exploitation". 24 October 2013. Prevent Exploitation of Surrogate Mothers, SAays 

Health Ministry. The Hindu. 

"Raw Deal''. 25 October 2012. Raw Deal for Surrogates in Quest for Quality Offspring. The 

Hindu. 

"Spanish Gay". 17 February 2011. Spanish Gay Couple Now Proud Parents. The Hindu. 

"State Govt". 22 January 2016. State Govt to Give Maternity Leave to Women Opting for 

Surrogacy. Hindustan Times. 

"Surrogacy Rise". 25 February 2013. Surrogacy on the Rise in City. Hindustan Times. 

"Sushma Swaraj". 28 January 2017. Sushma Swaraj slams Aamir Khan and Shah Rukh Khan for 

opting surrogacy. The Times of India. 

Abrams, P. 2015. The Bad Mother: Stigma, Abortion and Surrogacy. The Journal of Law, 
Medicine & Ethics, 43, 179-191. 

Acrj 2005. A New Vision for Advancing our Movement for Reproductive Health, Reproductive 

Rights and Reproductive Justice,. 

Agnafors, M. 2014. The harm argument against surrogacy revisited: two versions not to forget. 

Medicine, Health Care, and Philosophy, 17, 357-63. 

Agnihotri, I. & Mazumdar, V. 1995. Changing Terms of Political Discourse: Women's 

Movement in India, 1970s-1990s. Economic & Political Weekly, 30, 1869-1878. 

Ahalya, R. & Paul, S. B. 2017. Identification and characterization of middle class in India and its 

comparison with other economic classes. 13th Annual Conference on Economic Growth 

and Development, 18–20 December, 2017. Delhi, India: Indian Statistical Institute. 
Ahmad, N. 2011. An international view of surgically assisted conception and surrogacy tourism. 

Med Leg J, 79, 135-45. 

Ahmed, A. 21 July 2013. 'Surrogacy Should Not be a Racket'. Hindustan Times. 

Aitken, S. C. & Valentine, G. (eds.) 2015. Approaches to Human Geography : Philosophies, 

Theories, People and Practices, Los Angeles: SAGE. 

Akerkar, S. 1995. Theory and Practice of Women's Movement in India: A Discourse Analysis. 

Economic and Political Weekly, 30, WS2-WS23. 

Alexander, D. 15 June 2010. Vote for Adoption. The Hindu. 

Alexandru, M. 2014. Human Eggs, Embryos and Surrogate Mothers Trafficking in Romania. 

Revista de Asistenþ\ Social\,, 13, 209-218. 

Allahbadia, G. N. 2016. Social Egg Freezing: Developing Countries are not Exempt. Journal of 

Obstetrics Gynaecology of India, 66, 213-217. 



 

310 
 

Allen, J. 1999. Cities of Power and Influence: Settled Formations. In: Allen, J., Massey, D. B. & 

Pryke, M. (eds.) Unsettling Cities: Movement/settlement. London: Routledge. 

Anderson, E. S. 1990. Is Women's Labor a Commodity? Philosophy & Public Affairs, 19, 71-92. 

Anderson, E. S. 2000a. Why Commercial Surrogate Motherhood Unethically Commodifies 

Women and Children: Reply to McLachlan and Swales. Health Care Analysis, 8, 19-26. 

Anderson, E. S. 2000b. Why commerial surrogate motherhood Unethically Commodifies women 

and Children: Reply to McLachlan and Swales. Health Care Analysis, 8, 19-26. 

Anderson, L., Snelling, J. & Tomlins-Jahnke, H. 2012. The practice of surrogacy in New Zealand. 

Australian & New Zealand Journal of Obstetrics & Gynaecology, 52, 253-257. 

Aramesh, K. 2009. Iran's experience with surrogate motherhood: an Islamic view and ethical 

concerns. Journal of Medical Ethics, 35, 320-322. 

Armour, K. L. 2012. An overview of surrogacy around the world: trends, questions and ethical 

issues. Nursing for Womens Health, 16, 231-236. 

Arnold, F., Kishor, S. & Roy, T. K. 2002. Sex-Selective Abortion in India. Population and 

Development Review, 28, 759-785. 

Arvidsson, A., Johnsdotter, S., Emmelin, M. & Essén, B. 2016. Gauging the Interests of Birth 
Mother and child: a Qualitative Study of Swedish Social Workers’ Experiences of 

Transnational Gestational Surrogacy. European Journal of Social Work, 21, 86-99. 

Arvidsson, A., Johnsdotter, S. & Essen, B. 2015. Views of Swedish commissioning parents 

relating to the exploitation discourse in using transnational surrogacy. PLoS One, 10, 

e0126518. 

Arvin, M., Tuck, E. & Morrill, A. 2013. Decolonizing Feminism: Challenging Connections 

between Settler Colonialism and Heteropatriarchy. Feminist Formations, 25, 8-34. 

Asgari, N., M.A., Yazdkhasti, F. & Esfahani, M. H. N. 2016. Investigation of personality traits 

between infertile women submitted to assisted reproductive technology or surrogacy. 

International Journal of Fertility & Sterility, 10, 94-104. 

Athique, A. & Hill, D. 2009. The Multiplex in India: A Cultural Economy of Urban Leisure, 

Taylor & Francis. 

Aziato, L., Odai, P. N. & Omenyo, C. N. 2016. Religious beliefs and practices in pregnancy and 

labour: an inductive qualitative study among post-partum women in Ghana. BMC 
Pregnancy Childbirth, 16, 138. 

Bachrach, P. & Baratz, M. S. 1962. Two Faces of Power. American Political Science Review, 56, 

947-952. 

Bachrach, P. & Baratz, M. S. 1970. Power and Poverty: Theory and Practice Oxford, Oxford 

University Press. 

Bailey, A. 1998. Privilege: Expanding on Marilyn Frye's "Oppression". Journal of Social 

Philosophy, 29, 104-119. 

Bailey, A. 2011. Reconceiving Surrogacy: Toward a Reproductive Justice Account of Indian 

Surrogacy. Hypatia, 26, 715-741. 

Bajpai, R. 2015. Multiculturalism in India: An Exception? Institute on Culture, Religion and  
World Affair [Online]. Available: https://www.bu.edu/cura/files/2015/06/bajpai-paper-

formatted.pdf. 

Bakova, D., Davcheva, D., Mihaylova, A., Petleshkova, P., Dragusheva, S., Tornyova, B. & 

Semerdjieva, M. 2018. Study of the attitude of Bulgarian society towards surrogacy. 

Biomedical Research, 29, 3835-3841. 

Banerjee, A. 2010. Reorienting the Ethics of Transnational Surrogacy as a Feminist Pragmatist. 

The Pluralist, 5, 21. 

Banerjee, A. 2014. Race and a Transnational Reproductive Caste System: Indian Transnational 

Surrogacy. Hypatia, 29, 113-128. 

Banerjee, A., Bhawalkar, J. S., Jadhav, S. L., Rathod, H. & Khedkar, D. T. 2012. Access to Health 

Services Among Slum Dwellers in an Industrial Township and Surrounding Rural Areas: 

A Rapid Epidemiological Assessment. J Family Med Prim Care, 1, 20-26. 

Banerjee, D. 1974. Social and Cultural Foundations of Health Services Systems. Economic and 
Political Weekly, 9, 1333-1346. 

https://www.bu.edu/cura/files/2015/06/bajpai-paper-formatted.pdf
https://www.bu.edu/cura/files/2015/06/bajpai-paper-formatted.pdf


 

311 
 

Banerjee, S. 2012. Emergence of the Surogacy Inustry. Economic and Political Weekly, 47, 27-

29. 

Banerjee, S. & Ghosh, N. 2018. Introduction. Debating Intersectionalities: Challenges for a 

Methodological Framework. South Asia Multidisciplinary Academic Journal. 

Bank, A. D. 2010. Asia’s Emerging Middle Class: Past, Present, And Future. Key Indicators for 

Asia and the Pacific 2010. Philippines: Asian Development Bank. 

Bardale, R. 2009. Made in India? Ethics of Outsourcing Surrogate Motherhood to India. Indian 

Journal of Medical Ethics, 6. 

Barnreuther, S. 2016. Innovations 'Out of Place': Controversies Over IVF Beginnings in India 

Between 1978 and 2005. Medical Anthropology, 35, 73-89. 

Bartky, S. 1988. Foucault, Femininity and the Modernization of Patriarchal Power. In: Diamond, 

I. & Quinby, L. (eds.) Feminism and Foucault: Reflections on Resistance. Boston: 

Northeastern University Press. 

Baru, R. V. 1998. Private Health Care in India: Social Characteristics and Trends, New Delhi, 

Sage. 

Baru, R. V. 2003. Privatisation of Health Services. Economic and Political Weekly, 38, 4433-
4437. 

Baslington, H. 2002. The Social Organization of Surrogacy: Relinquishing a Baby and the Role 

of Payment in the Psychological Detachment Process. Journal of Health Psychology, 7, 

15. 

Basten, S. 2009. Voluntary childlessness and being childfree. The Future of Human 
Reproduction: Working Paper 5, 1-23. 

Baykal, B., Korkmaz, C., Ceyhan, S. T., Goktolga, U. & Baser, I. 2008. Opinions of infertile 

Turkish women on gamete donation and gestational surrogacy. Fertil Steril, 89, 817-22. 

Bbc. 2018. India Court Legalises Gay Sex in Landmark Ruling [Online]. India: BBC  News. 

Available: https://www.bbc.com/news/world-asia-india-45429664 [Accessed 25 June 

2019]. 

Becker, G., Castrillo, M., Jackson, R. & Nachtigall, R. D. 2006. Infertility Among Low-Income 

Latinos. Fertil Steri, 85, 882-887. 

Beier, K. 2015. Surrogate Motherhood: A Trust-Based Approach. J Med Philos, 40, 633-52. 

Bello, F. A., Akinajo, O. R. & Olayemi, O. 2014. In-vitro Fertilization, Gamete Donation and 

Surrogacy: Perceptions of Women Attending an Infertility Clinic in Ibadan, Nigeria. 

African Journal of Reproductive Health, 18, 127-133. 

Berend, Z. 2010. Surrogate losses: Understandings of Pregnancy Loss and Assisted Reproduction 

among Surrogate Mothers. Medical Anthropology Quarterly, 24, 240-262. 

Berend, Z. 2012. The Romance of Surrogacy. Sociological Forum, 27, 913-936. 

Berg, L. D. 2009. Discourse Analysis. In: Kitchin, R. & Thrift, N. (eds.) International 

Encyclopedia of Human Geography. Amsterdam: Elsevier  

Bergman, K., Rubio, R. J., Green, R.-J. & Padrón, E. 2010. Gay Men Who Become Fathers via 

Surrogacy: The Transition to Parenthood. Journal of GLBT Family Studies, 6, 111-141. 

Berkhout, S. G. 2008. Buns in the Oven: Objectification, Surrogacy, and Women's Autonomy. 

Social Theory and Practice, 34, 95-117. 

Berman, P. A. 1998. Rethinking Health Care Systems: Private Health Care Provision in India. 

World Development 26, 1463-1479. 

Bhambhani, C. & Inbanathan, A. 2018. Not a mother, yet a woman: Exploring experiences of 

women opting out of motherhood in India. Asian Journal of Women's Studies, 24, 159-

182. 

Bhandari, P. & Titzmann, F.-M. 2017. Introduction. Family Realities in South Asia: Adaptations 

and Resilience. South Asia Multidisciplinary Academic Journal. 

Bharadwaj, A. 2000. How Some Indian Baby Makers are Made: Media Narratives and Assisted 

Conception in India. Anthropology & Medicine, 7, 63-78. 

Bharadwaj, A. 2002. Conception Politics: Medical Egos, Media Spotlights, and the Contest over 

Test-Tube Firsts in India. In: Inhorn, M. C. & Balen, F. V. (eds.) Infertility Around the 
Globe: New Thinking on Childlessness, Gender, and Reproductive Technologies. 

California: University of California Press. 

https://www.bbc.com/news/world-asia-india-45429664


 

312 
 

Bharadwaj, A. 2003. Why Adoption is not an Option in India: the Visibility of Infertility, the 

Secrecy of Donor Insemination, and Other Cultural Complexities. Social Science & 

Medicine, 56, 1867-1880. 

Bharadwaj, A. 2016a. Conceptions: Intertilty and Procreative Technologies in India, New York, 

Berghahn. 

Bharadwaj, A. 2016b. The Indian IVF Saga: A Contested History. Reproductive Biomedicine & 
Society Online, 2, 54-61. 

Bhat, R. 1999. Characteristics of private medical practice in India: a provider perspective. Health 
Policy and Planning, 14, 26–37. 

Bhatt, H. 30 June 2011. Infertile, She is Proud Mother of Surrogate Twins. The Times of India. 

Bhattacharya, R. 29 June 2016. Tusshar Kapoor is Bollywood's First Single Dad! The Times of 

India. 

Bhattacharyya, D. 25 September 2015. Ummi from The Kumars at No.42 has a new book: And 

it's serious stuff. Hindustan Times. 

Bhattacharyya, R. 2016. Draft Surrogacy (Regulation) Bill 2016: Rhetoric or Surrogate-Centric? 

Space and Culture, India, 4, 9-12. 
Bilge, S. 2014. Intersectionality Undone. Du Bois Review: Social Science Research on Race, 10, 

405-424. 

Bilimoria, P. 2011. The Idea of Hindu Law. The Journal of the Oriental Society of Australia, 43, 

103-130. 

Birenbaum-Carmeli, D. 2007. Contested Surrogacy and the Gender Order: An Israeli Case Study. 

Journal of Middle East Women’s Studies, 3, 21-44. 

Biswas, P. 17 April 2017. Barren Wombs Prefer Surrogacy, IVF: Orphans Nobody’s Children. 

The Times of India. 

Biyth, E. 1995. ‘Not a primrose path’: Commissioning parents' experiences of surrogacy 

arrangements in Britain. Journal of Reproductive and Infant Psychology, 13, 185-196. 

Bjørnholt, M. & Farstad, G. R. 2012. ‘Am I rambling?’ on the Advantages of Interviewing 

Couples Together. Qualitative Research, 14, 3-19. 

Blake, L., Carone, N., Raffanello, E., Slutsky, J., Ehrhardt, A. A. & Golombok, S. 2017. Gay 

Fathers' Motivations for and Feelings About Surrogacy as a Path to Parenthood. Hum 
Reprod, 32, 860-867. 

Blake, L., Carone, N., Slutsky, J., Raffanello, E., Ehrhardt, A. A. & Golombok, S. 2016. Gay 

Father Surrogacy Families: Relationships With Surrogates and Egg Donors and Parental 

Disclosure of Children's Origins. Fertil Steril. 

Bloch, E., Keppens, M. & Hegde, R. 2009. Rethinking Religion in India: The Colonial 
Construction of Hinduism, Taylor & Francis. 

Boyko, F. I. 2011. Manipulations with human life and surrogate motherhood ethical aspects and 

moral guideline. Georgian Medical News, 6, 15-17. 

Braun, V. & Clarke, V. 2006. Using Thematic Analysis in Psychology. Qualitative Research in 

Psychology, 3, 77-101. 

Brinsden, P. R. 2003. Gestational surrogacy. Human Reproduction, 9, 483-491. 

Bromfield, N. F. 2016. "Surrogacy has been one of the most rewarding experiences in my life": 

A content analysis of Blogs by US commercial gestational surrogates. International 
Journal of Feminist Approaches to Bioethics, 9, 192-217. 

Bruce-Hickman, K., Kirkland, L. & Ba-Obeid, T. 2009. The attitudes and knowledge of medical 

students towards surrogacy. Journal of Obstetrics and Gynaecology, 29, 229-32. 

Bruner, J. S. 1986. Actual minds, possible worlds, Cambridge, , MA:Harvard University Press. 

Burchell, G. D., Gordon, C. & Miller, P. (eds.) 1991. The Foucault Effect: Studies in 
Governmentality, Chicago: University of Chicago Press. 

Burrell, C. & Edozien, L. C. 2014. Surrogacy in modern obstetric practice. Semin Fetal Neonatal 
Med, 19, 272-8. 

Butler, J. 1988. Performative Acts and Gender Constitution: An Essay in Phenomenology and 

Feminist Theory,” Theatre Journal, 40, 521-522. 

Butler, J. 1993. Bodies that Matter: On the Discursive Limits of 'Sex', London, Routledge. 



 

313 
 

Byers, K. A. 1997. Infertility and in vitro fertilization. A growing need for consumer-oriented 

regulation of the in vitro fertilization industry. Journal of Legal Medicine, 18, 265-313. 

Cameron, J. 2018. An Ethics of Care Approach to Regulating Surrogacy. Journal of law and 
Medicine, 26, 374-388. 

Campellone, T. R., Caponigro, J. M. & Kring, A. M. 2014. The Power to Resist: the Relationship 

Between Power, Stigma, and Negative Symptoms in Schizophrenia. Psychiatry Res, 215, 

280-285. 

Carey, G. E., Graham, M., Shelley, J. & Taket, A. 2009. Discourse, power and exclusion: The 

experiences of childless women. In: Taket, A., Crisp, B. R., Nevill, A., Lamaro, G., 

Graham, M. & Barter-Godfrey, S. (eds.) Theorising Social Exclusion. Abingdon, 

England: Routledge. 

Carolyn Mcleod, A. B. 2014. A Hague Convention on contract pregnancy (or Surrogacy): 

avaoiding ethical inconsistencies with the convention on adoption. International Journal 
of Feminist Approaches to Bioethics, 7, 219-235. 

Carone, N., Baiocco, R. & Lingiardi, V. 2017. Italian Gay Fathers' Experiences of Transnational 

Surrogacy and their Relationship with the Surrogate Pre- and Post-Birth. Reprod Biomed 
Online, 34, 181-190. 

Carrington, M. J., Neville, B. A. & Whitwell, G. J. 2010. Why Ethical Consumers Don’t Walk 

Their Talk: Towards a Framework for Understanding the Gap Between the Ethical 

Purchase Intentions and Actual Buying Behaviour of Ethically Minded Consumers. 

Journal of Business Ethics, 97, 139–158. 

Castro, P. B. & Lindbladh, E. 2004. Place, discourse and vulnerability--a qualitative study of 

young adults living in a Swedish urban poverty zone. Health Place, 10, 259-72. 

Cattapan, A. 2014. Risky Business: Surrogacy, Egg Donation, and the Politics of Exploitation. 

Canadian Journal of Law and Society / Revue Canadienne Droit et Société, 29, 361-379. 

Census 2011. Census of India: Language. New Delhi: Registrar General of India. 

Chadda, R. K. & Deb, K. S. 2013. Indian Family Systems, Collectivistic Society and 

Psychotherapy. Indian Journal of Psychiatry, 55, S299-S309. 

Chatjouli, A., Daskalaki, I. & Kantsa, V. 2017. Parenthood and Partnerhood in the Context of 

Involuntary Childlessness and Assisted Reproduction in Greece. Sociological Research 
Online, 22, 1-17. 

Chaudoir, S. R. & Quinn, D. M. 2010. Revealing Concealable Stigmatized Identities: The Impact 

of Disclosure Motivations and Positive First-Disclosure Experiences on Fear of 

Disclosure and Well-Being. Journal of Social Issues, 66, 570-584. 

Chauhan, S., Unisa, S., Joshi, B., Kulkarni, R., Singh, A., Subramanian, T., Chaudhuri, R. N., 

Baishya, A. C., Bharat, S., Patil, A., Pasi, A. & Agarwal, D. 2018. Capacity Assessment 

of District Health System in India on Services for Prevention and Management of 

Infertility. Indian Journal of Community Medicine 43, 19-23. 

Chekki, D. A. 1996. Family Values and Family Change. Journal of Comparative Family Studies, 

27, 409-413. 

Cheney, K. E. 2016. Preventing exploitation, promoting equity: findings from the International 

Forum on Intercountry Adoption and Global Surrogacy 2014. Adoption & Fostering, 40, 

6-19. 

Cheney, K. E. 2018. Baby Markets and Global Inequalities: Conundrums of Commodification, 

Care and Social Reproduction in International Commercial Surrogacy. Development and 
Change, 49, 1127-1139. 

Chilaoutakis, J. E. 2002. A Relationship Between Traditionally Motivated Patterns and Gamete 

Donation and Surrogacy in Urban Areas of Greece. Human Reproduction, 17, 2187-

2191. 

Chipidza, F. E., Wallwork, R. S. & Stern, T. A. 2015. Impact of the Doctor-Patient Relationship. 

The primary care companion for CNS disorders, 17, 10.4088/PCC.15f01840. 

Chiu, M., Rahman, F., Vigod, S., Lau, C., Cairney, J. & Kurdyak, P. 2018. Mortality in Single 

Fathers Compared with Single Mothers and Partnered Parents: a Population-based 

Cohort Study. The Lancet Public Health, 3, e115-e123. 



 

314 
 

Chliaoutakis, J. E. 2002. A relationship between traditionally motivated patterns and gamete 

donation and surrogacy in urban areas of Greece. Human Reproduction, 17, 2187-2191. 

Chliaoutakis, J. E., Koukouli, S. & Papadakaki, M. 2002. Using Attitudinal Indicators to Explain 

the Public’s Intention to have Recourse to Gamete Donation and Surrogacy. Human 

Reproduction, 17, 2995-3002. 

Chrisler, J. C. 2012. Reproductive Justice: A Global Concern, California, Praeger. 

Chrisler, J. C. 2013. Introduction: A Global Approach to Reproductive Justice—Psychosocial 

and Legal Aspects and Implications. William. & Mary Journal of  Women & the Law, 
20. 

Ciccarelli, J. C. & Beckman, L. J. 2005. Navigating Rough Waters: An Overview of 

Psychological Aspects of Surrogacy. Journal of Social Issues, 61, 23. 

Clair, J. A., Beatty, J. E. & Maclean, T. L. 2005. Out of Sight but Not out of Mind: Managing 

Invisible Social Identities in the Workplace. The Academy of Management Review, 30, 

78-95. 

Clegg, S. R. 1989. Frameworks of Power, London, Sage. 

Cohen, E. 2015. Surrogacy as international business and national disgrace of Thailand. Asian 
Anthropology, 14, 115-132. 

Collins, J. A. 2002. An international survey of the health economics of IVF and ICSI. Human 
Reproduction Update, 18, 265-277. 

Collins, P. H. 1991. Black Feminist Thought: Knowledge, Consciousness and the Politics of 

Empowerment, New York, Routledge. 

Connelly, M. 2006. Population Control in India: Prologue to the Emergency Period. Population 

and Development Review, 32, 629-667. 

Conrad, P. 1992. Medicalization and social control. Annu. Rev. Sociol, 18, 209-320. 

Conradson, D. 2011. Care and Caring. In: Casino, V. J. D., Thomas, M. E., Cloke, P. & Panelli, 

R. (eds.) A Companion to Social Geography. UK: Wiley-Blackwell. 

Cook, R. J. & Dickens, B. M. 2009. From Reproductive Choice to Reproductive Justice. Int J 

Gynaecol Obstet, 106, 106-109. 

Cooke, F. L. 2014. Women’s participation in employment in Asia: a comparative analysis of 

China, India, Japan and South Korea. In: Warner, M. (ed.) Confucian HRM in Greater 
China Theory and Practice. London: Routledge. 

Cooke, F. L. & Saini, D. S. 2010. Diversity management in India: A study of organizations in 

different ownership forms and industrial sectors. Human Resource Management, 49, 

477-500. 

Cooper, M. & Waldby, C. 2014. Clinical Labor: Tissue Donors and Research Subjects in the 
Global Bioeconomy, Duke University Press. 

Copeman, J. 2013. South Asian tissue economies. Contemporary South Asia, 21, 195-213. 

Corea, G. 1985. The Mother Machine: Reproductive Technologies from Artificial Insemination 
to Artificial Womb, New York, Harper and Row. 

Corradi, L. 2008. Redefining “Reproductive Rights”: An Ecofeminist Perspective on In Vitro 

Fertilization, Egg Markets and Surrogate Motherhood. Advancing Gender Research from 

the Nineteenth to the Twenty-First Centuries, 12, 245-273. 

Corrigan, P. W. & Watson, A. C. 2002. Understanding the Impact of Stigma on People with 

Mental Illness. World Psychiatry 1. 

Cowe, R. & Williams, S. 2000. Who Are the Ethical Consumers?, The cooperative bank. 

Crawshaw, M., Blyth, E. & Van Den Akker, O. 2013. The changing profile of surrogacy in the 

UK – Implications for national and international policy and practice. Journal of Social 

Welfare and Family Law, 34, 267-277. 

Crenshaw, K. W. 1989. Demarginalizing the Intersection of Race and Sex: A Black Feminist 

Critique of Antidiscrimination Doctrine, Feminist Theory, and Antiracist Politics. 

University of Chicago Legal Forum, 139-167. 

Creswell, J. W. 2014. Research Design: Qualitative, Quantitative, and Mixed Methods 

Approaches, Caliofornia, SAGE Publications Ltd. 

Crocker, J., Major, B. & Steele, C. 1998. Social Stigma. In: Dt, G. & St, F. (eds.) The Handbook 

of Social Psychology. Boston: MA: McGraw-Hill. 



 

315 
 

Crockin, S. L. 2013. Growing Families in a Shrinking World: Legal and Ethical Challenges in 

Cross-Border Surrogacy. Reproductive Biomedicine Online, 27, 733-741. 

Crozier, G. K. 2014. Too blunt a tool: a case for subsuming analyses of exploitation in 

transnational gestational surrogacy under a justice or human rights framework. American 

Journal of Bioethics, 14, 38-40. 

Crozier, G. K. D., Johnson, J. L. & Hajzler, C. 2014. At the Intersection of Emotional and 

Biological Labour: Understanding Transnational Commercial Surrogacy as Social 

Reproduction. International Journal of Feminist Approaches to Bioethics, 7, 45-74. 

Cudd, A. 2006. Analyzing Oppression, Oxford University Press. 

Daar, J. 2014. Physician Duties in the Face of Deceitful Gamete Donors, Disobedient Surrogate 

Mothers, and Divorcing Parents. American Medical Association Journal of Ethics, 16, 

43-48. 

Dahl, R. A. 1957. The Concept of Power. Behavioral Science, 2, 201-215. 

Dalby, S. 1991. Critical Geopolitics: Discourse, Differnce, and Dissent. Environment and 

Planning D: Society and Space, 9, 261-283. 

Dalmia, S. & Lawrence, P. G. 2005. The Institution of Dowry in India: Why It Continues to 
Prevail. The Journal of Developing Areas, 38, 71-93. 

Damelio, J. & Sorensen, K. 2008. Enhancing autonomy in paid surrogacy. Bioethics, 22, 269-77. 

Daniel, K. 2011. Contemporary Method to Study Humanities and Social Sciences. International 

Journal of Psychology and Behavioral Sciences, 1, 55-62. 

Dar, S., Lazer, T., Swanson, S., Silverman, J., Wasser, C., Moskovtsev, S. I., Sojecki, A. & 

Librach, C. L. 2015. Assisted reproduction involving gestational surrogacy: an analysis 

of the medical, psychosocial and legal issues: experience from a large surrogacy 

program. Hum Reprod, 30, 345-352. 

Das, V. 1995. National Honor and Practical Kinship: Unwanted Women and Children. In: 
Ginsburg, F. D. & Rapp, R. (eds.) Conceiving the New World Order: The Global Politics 

of Reproduction. Berkeley: University of California Press. 

Davidson, R., Mitchell, R. & Hunt, K. 2008. Location, location, location: the role of experience 

of disadvantage in lay perceptions of area inequalities in health. Health Place, 14, 167-

81. 

Davis, M. 1990. City of Quartz, London, Verso. 

Dayashankar, K. M. 9 June 2014. Karimnagar Emerges Top Destination for Surrogacy. The 

Hindu. 

Dean, L., Tolhurst, R., Khanna, R. & Jehan, K. 2017. 'You're disabled, why did you have sex in 

the first place?' An intersectional analysis of experiences of disabled women with regard 

to their sexual and reproductive health and rights in Gujarat State, India. Glob Health 

Action, 10, 1290316. 

Decherney, S. R. a. a. H. 2014. Physician Responsibility When a Surrogate Mother Breaks Her 

Contract. American Medical Association Journal of Ethics, 16, 10-16. 

Deininger, K., Goyal, A. & Nagarajan, H. 2013. Women's Inheritance Rights and 

Intergenerational Transmission of Resources in India. The Journal of Human Resources, 

48, 114-141. 

Dempsey, D. 2013. Surrogacy, Gay Male Couples and the Significance of Biogenetic Paternity. 

New Genetics and Society, 32, 37-53. 

Deomampo, D. 2013. Transnational surrogacy in india: Interrogating Power and Women's 

Agency. Frontiers: A Journal of Women Studies, 34, 21. 

Deomampo, D. 2015. Defining Parents, Making Citizens: Nationality and Citizenship in 

Transnational Surrogacy. Med Anthropol, 34, 210-25. 

Deomampo, D. 2016a. Race, Nation, and the Production of Intimacy: Transnational Ova 

Donation in India. positions, 24, 303-332. 

Deomampo, D. 2016b. Transnational Reproduction: Race, Kinship, and Commercial Surrogacy 

in India, New York, NYU Press. 

Deonandan, R. 2015. Recent trends in reproductive tourism and international surrogacy: ethical 

considerations and challenges for policy. Risk Manag Healthc Policy, 8, 111-119. 



 

316 
 

Deonandan, R., Green, S. & Van Beinum, A. 2012. Ethical Concerns for Maternal Surrogacy and 

Reproductive Tourism. J Med Ethics, 38, 742-745. 

Derrett, J. D. M. 1961. Right and status of illegitmate children. Journal of the American Oriental 
Society, 81, 251-261. 

Dhar, A. 15 July 2012. Rent-a-womb, A Thriving Industry Unbridled by Law. The Hindu. 

Dhawan, H. 18 July 2013. Unregulated Surrogacy Industry Worth Over $2bn Thrives Without 

Legal Framework. The Times of India. 

Dillaway, H. E. 2008. Mothers for others: A race, Class and Gender analysis of surrogacy. 

International Journal of Sociology of the Family, 34, 301-326. 

Diver, A. 2014. A Law of Blood-ties - The ‘Right’ to Access Genetic Ancestry, Switzerland, 

Springer. 

Donchin, A. 2010. Reproductive Tourism and the Quest for Global Gender Justice. Bioethics, 24, 

323-332. 

Dow, K. 2015. ‘A Nine-Month Head-Start’: The Maternal Bond and Surrogacy. Ethnos, 1-19. 

Dube, L. 1986. Seed and Earth: The Symbolism of Biological Reproduction and Sexual Relations 

of Production, New Delhi, Oxford University Press. 
Dube, L. 1988. On the Construction of Gender: Hindu Girls in Patrilineal India. Economic and 

Political Weekly, 23, WS11-WS19. 

Dufur, M. J., Howell, N. C., Downey, D. B., Ainsworth, J. W. & Lapray, A. J. 2010. Sex 

Differences in Parenting Behaviors in Single-Mother and Single-Father Households. 

Journal of Marriage and Family, 72, 1092-1106. 

Dunn, K. 2000. Interviewing. In: Hay, I. (ed.) Qualitative Research Methods in Human 

Geography. Victoria: Oxford University Press. 

Dutt, P. 7 March 2012. Baby at Any Cost. The Times of India. 

Dworkin, A. 1983. Right-Wing Women, New York, Perigee Books. 

Earnshaw, V. A., Bogart, L. M., Dovidio, J. F. & Williams, D. R. 2013. Stigma and Racial/Ethnic 

HIV Disparities: Moving Toward Resilience. Am Psychol, 68, 225-236. 

Edge, B. W. 2014. Infertility On E!: Assisted Reproductive Technologies and Reality Television. 

Feminist Media Studies, 14, 873-876. 

Enke, S. 1960. The Gains to India From Population Control: Some Money Measures and 

Incentive Schemes. The Review of Economics and Statistics, 42, 175-181. 

Epstein, R. M., Fiscella, K., Lesser, C. S. & Stange, K. C. 2010. Why the nation needs a policy 

push on patient-centered health care. Health Aff (Millwood), 29, 1489-1495. 

Ergler, C. R. 2020. The Power of Place in Play: A Bourdieusian Analysis of Auckland Children's 

Seasonal Play Practices, Columbia, Colombia University Press. 

Ergler, C. R., Sakdapolrak, P., Bohle, H. G. & Kearns, R. A. 2011. Entitlements to Health Care: 

Why is There a Preference for Private Facilities Among Poorer Residents of Chennai, 

India? Social Science & Medicine, 72, 327-337. 

Essen, B. & Johnsdotter, S. 2015. Transnational surrogacy - reproductive rights for whom? Acta 

Obstet Gynecol Scand, 94, 449-450. 

Everingham, S. G., Stafford-Bell, M. A. & Hammarberg, K. 2014. Australians' Use of Surrogacy. 

Med J Aust, 201, 270-300. 

Fairclough, N. 1995. Critical Discourse Analysis: The Critical Study of Language, New York, 

Longman. . 

Fasold, R. 1990. Sociolinguistics of Language, Oxford, Blackwell. 

Fenton-Glynn, C. 2016. Outsourcing Ethical Dilemmas: Regulating International Surrogacy 

Arrangements. Med Law Rev, 24, 59-75. 

Fernandes, L. 2016. The Politics of Forgetting: Class Politics, State Power and the Restructuring 

of Urban Space in India. Urban Studies, 41, 2415-2430. 

Fish, M. R.-. 2013. Conceptualizing Feminist Strategies for Russian Reproductive Politics: 

Abortion, Surrogate Motherhood, and Family Support after Socialism. Signs: Journal of 

Women in Culture and Society, 38, 569-593. 

Fisher, A. M. 2013. The journey of gestational surrogacy: religion, spirituality and assisted 

reproductive technologies. International Journal of Children's Spirituality, 18, 235-246. 



 

317 
 

Fisher , B. & Tronto , J. 1990. Towards a feminist theory of caring. In: Abel, E. & Nelson, M. 

(eds.) Circles of Care. Albany: SUNNY Press. 

Fochsen, G., Deshpande, K. & Thorson, A. 2006. Power imbalance and consumerism in the 

doctor-patient relationship: health care providers' experiences of patient encounters in a 

rural district in India. Qual Health Res, 16, 1236-51. 

Foucault, M. 1972. The Archaeology of Knowledge, London, Routledge. 

Foucault, M. 1973. The Birth of the Clinic, New York, Pantheon Books. 

Foucault, M. 1979. Discipline and Punish: Birth of the Prison, New York, Vintage Books. 

Foucault, M. (ed.) 1980. Power/Knowledge: Selected Interviews and Other Writings, 1972-1977, 

New York: Pantheon Books. 

Foucault, M. 1982. The Subject and Power. Critical Inquiry, 8, 777-795. 

Foucault, M. 1984. The Foucault Reader, New York, Pantheon Books. 

Foucault, M. (ed.) 1986. Power, New York: New York University Press. 

Foucault, M. 1991. Discipline and Punish: The Birth of a Prison, London, Penguin. 

Foucault, M. 1998. The History of Sexuality: The Will to Knowledge, London, Penguin. 

Foucault, M. 2003a. Society Must Be Defended: Lectures at the College de France 1975-76, New 
York, Picador. 

Foucault, M. 2003b. ‘Society Must Be Defended’: Lectures at the Collège de France,1975–1976., 
New York, Picador. 

Foucault, M. 2007. Security, Territory, Population: Lectures at the Collège De France, 1977-

1978, Palgrave-Macmillan. 

Foucault, M. 2008. The Birth of Biopolitics. Lectures at the College de France, 1978‐79 UK, 

Palgrave MacMillan. 

Franklin, S. 1997. Embodied Progress A Cultural Account of Assisted Conception, London, 

Routledge. 

Fraser, N. 1989. Unruly Practices: Power, Discourse and Gender in Contemporary Social 

Theory, Cambridge, Polity Press. 

Frid, I., Öhlén, J. & Bergbom, I. 2000. On the Use of Narratives in Nursing Research. Journal of 
Advanced Nursing, 32, 695-703. 

Frith, H. & Gleeson, K. 2004. Clothing and Embodiment: Men Managing Body Image and 

Appearance. Psychology of Men and Masculinity, 5, 40-48. 

Fronek, P. 2018. Current perspectives on the ethics of selling international surrogacy support 

services. Medicolegal and Bioethics, Volume 8, 11-20. 

Frye, M. 1983. The Politics of Reality, Freedom, CA, The Crossing Press. 

Fuchs, S. V., Bordo, S. & Hillary, E. 1993. Unbearable Weight: Feminism, Western Culture, and 
the Body, US, University of California Press. 

Fuller, C. J. & Narasimhan, H. 2008. Companionate marriage in India: the changing marriage 

system in a middle-class Brahman subcaste. Journal of the Royal Anthropological 
Institute, 14, 736-754. 

Gabb, J. 2004. Critical Differentials: Querying the Incongruities within Research on Lesbian 

parent Families. Sexualities, 7, 167–182. 

Gabe, J., Bury, M. & Elston, M. A. 2004. Key concepts in medical sociology, Thousand Oaks, 

CA, Sage Publications. 

Gabry, L. I. 2012. Procreating Without Pregnancy: Surrogacy and the Need for a Comprehensive 

Regulatory Scheme. Columbia Journal of Law and Social Problems, 45, 35. 

Gadre, A. 2015. India's private healthcare sector treats patients as revenue generators. BMJ, 350, 

h826. 

Galbraith, M., Mclachlan, H. V. & Swales, J. K. 2005. Commercial agencies and surrogate 

motherhood: a transaction cost approach. Health Care Anal, 13, 11-31. 

Ganju, D. & Saggurti, N. 2017. Stigma, violence and HIV vulnerability among transgender 

persons in sex work in Maharashtra, India. Cult Health Sex, 19, 903-917. 

Garanina, I. G., Moustakimov, N. S., Izbienova, T. A. & Timofeyeva, T. F. 2015. Gender and 

Ethical Issues Arising from the Implementation of the Services of Surrogate 

Motherhood. Review of European Studies, 7. 



 

318 
 

Garmaroudi Naef, S. 2015. The Iranian Embryo Donation Law and Surrogacy Regulations: The 

Intersection of Religion, Law and Ethics . Die Welt des Islams, 55, 348-377. 

Gaventa, J. 1980. Power and Powerlessness: Quiescence and Rebellion in an Appalachian 
Valley, Chicago, University of Illinois Press. 

Ghosh, A. 25 March 2002. Womb, Sperm to be Legally Available. The Times of India. 

Giddens, A. 1979. Central Problems in Social Theory: Action, Structure, and Contradiction in 
Social Analysis USA, University of California Press. 

Giddens, A. 1984. The Constitution of Society Cambridge, Polity Press. 

Giddens, A. 1989. Sociology, UK, Polity Press. 

Gilligan, C. 1982. In A Different Voice, Cambridge, Harvard University Press. 

Goffman, E. 1963. Stigma: Notes on the Management of Spoiled Identity, Englewood Cliffs, NJ: 

Prentice Hall. 

Goi 2015. Foreign Nationals Intending to Visit India for Commissiong Surrogacy In: Ministry of 

Home Affairs (ed.) 25022/74/2011-F.1. New Delhi: Government of India. 

Golombok, S., Blake, L., Slutsky, J., Raffanello, E., Roman, G. D. & Ehrhardt, A. 2018. 

Parenting and the Adjustment of Children Born to Gay Fathers Through Surrogacy. Child 
Dev, 89, 1223-1233. 

Golombok, S., Maccallum, F., Murray, C., Lycett, E. & Jadva, V. 2006. Surrogacy Families: 

Parental Functioning, Parent-Child Relationships and Children's Psychological 

Development at Age 2. Journal of Child Psychology and Psychiatry, 47, 213-222. 

Golombok, S., Murray, C., Jadva, V., Maccallum, F. & Lycett, E. 2004. Families Created 

Through Surrogacy Arrangements: Parent-Child Relationships in the 1st Year of Life. 

Developmental Psychology, 40, 400-411. 

Golombok, S., Readings, J., Blake, L., Casey, P., Marks, A. & Jadva, V. 2011. Families Created 

Through Surrogacy: Mother-Child Relationships and Children's Psychological 

Adjustment at Age 7. Developmental Psychology, 47, 1579-1588. 

Gomez, V. R. & Unisa, S. 2015. Surrogacy as a Growing Practice and a Controversial Reality in 

India: Exploring New Issues for Further Researches. Journal of Womens Health, Issues 
and Care, 04. 

Gopakumar, K. C. 29 October 2014. Surrogacy: Woman Moves HC for Leave. The Hindu. 

Gopal, M. 2015. Struggles around Gender: Some Clarifications. Economic and Political Weekly 

50, 37-44. 

Gordon, R. W. 2005. Doing Discourse Analysis. In: I, H. (ed.) Qualitative Research Methods in 
Human Geography. UK: Oxford University Press. 

Government of India 2009. Need for Legislation to Regulate Assited Reproductive Technology 

Clinics as Well as Rights and Obligations of Parties to a Surrogacy. Law Commission of 

India, Report No. 228, submitted to the Union Minister of Law and Justice, Ministry of 

Law and Justice, Government of India. New Delhi. 

Gowda, N. D. 2015. Surrogate Motherhood - Ethical or Commercial in Indian Perspective. Indian 

Journal of Applied Research, 5, 462-465. 

Greenfeld, D. A. 2008. The impact of disclosure on donor gamete participants: donors, intended 

parents and offspring. Current Opinion in Obstetrics and Gynecology, 20, 265-268. 

Greenfeld, D. A. 2012. The evolving world of ART: who are the intended parents and how are 

their children doing? Rerproductive Medicine, 64, 455-460. 

Greil, A., Mcquillan, J. & Slauson-Blevins, K. 2011. The Social Construction of Infertility. 

Sociology Compass, 5, 736–746. 

Greil, A. L. 1991. A Secret Stigma: The Analogy Between Infertilty and Chronic Illness and 

Disability Advances in Medical Sociology, 2, 17-38. 

Greil, A. L. 2002. Infertile Bodies: Medicalization, Metaphor, and Agency. In: Inhorn, M. C. & 

Van Balen, F. (eds.) Infertility around the Globe. University of California Press. 

Grey, S. 2004. Decolonising Feminism: Aboriginal Women and the Global ‘Sisterhood’. 

Vermont Law Review, 8. 
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APPENDIX 1 

ETHICS APPROVAL FORM 

 

UNIVERSITY OF OTAGO HUMAN ETHICS COMMITTEE APPLICATION 

FORM: CATEGORY A 

Form updated: July 2016 

Please ensure you are using the latest application form template available from: 

http://www.otago.ac.nz/council/committees/committees/HumanEthicsCommittees.html and  

read the instruction documents provided (Guidelines for Ethical Practices in Teaching and 

Research and Filling Out Your Human Ethics Application). 

 

1. University of Otago staff member responsible for project: Dr Christina Ergler 

2. Department/School: Department of Geography 

3. Contact details of staff member responsible 

            Department of Geography 

            PO Box 56 Dunedin, 9054 

            Email: christina.ergler@otago.ac.nz 

 

4. Title of project: (Re) Producing Inequalities and Injustices in Indian Surrogacy 

5. Indicate project type and names of other investigators and students:  

Staff Co-investigators   Names:  

Student Researchers        Names:  

Level of Study (PhD, Masters, Hons):  

6.           Is this a repeated class teaching activity? No 

7.           Fast-Track procedure:  No  

8.           When will recruitment and data collection commence? Dec 2017 

  What is the planned conclusion date of the study? Dec 2018 

 

9.           Funding of project 

 The project is not funded by an external funding agency. Travel costs between New 

Zealand and India and the field research will be funded by the Department of 

Geography PhD research allowance.  

 Is the project to be funded by an external grant? NO 

 

 

Dr Bryndl Hohmann- Marriott 

Swati Shah 

PhD 

http://www.otago.ac.nz/council/committees/committees/HumanEthicsCommittees.html
mailto:christina.ergler@otago.ac.nz
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If commercial use will be made of the data, will potential participants be made aware of 

this before they agree to participate? If not, explain: 
 

The data will NOT be used for any commercial purposes 
 

 

10. Brief description in lay terms of the purpose of the project (approx. 75 words): 

           Surrogacy is a reproductive technology offering those without children a chance to have 

a child who is genetically related to them. In the past few years, surrogacy has grown world-

wide, and India has become a major surrogacy hub. Surrogacy has been the topic of much 

discussion and research, with the majority of studies focused on the situation of the surrogate. 

Intending parents’ journeys and experiences, by contrast, have received little attention. This 

project aims to explore the lived experiences of Indian intending parents within the Indian social 

and legal context. 

11.  Aim and description of project (include the research questions the project intends to 

answer, and the overall implications and benefits of the research):  

 

            According to the Confederation of Indian Industry, by 2016 India had become the 

surrogacy hub for the globe. Many childless couples travelled India to engage with surrogacy51. 

These families contribute to a multibillion-dollar industry, where women were paid for carrying 

a child for commissioning parents. The practice of surrogacy is highly contested in the media, 

by policy makers and different social organisations. However, academic debates centre on 

surrogate mothers’ lived experiences, the commercialisation of surrogacy and legal issues. The 

voices of those seeking to become parents, called commissioning or intending parents, are only 

a whisper in this context and Indian commissioning parents are especially silent, although their 

numbers are increasing (Shetty, 2014)52. It is important to understand Indian commissioning 

parents’ experiences in relation to surrogacy as infertility and childlessness among Indian 

couples are rising (Shivaraya and Halemani, 2007; Ganguly and Unisa, 2010)53. Traditionally, 

childlessness and infertility is stigmatised in the Indian society and therefore bears implications 

for childless couples’ social, psychological and economic wellbeing (Ram, 2006)54. Engaging 

in surrogacy is often a last resort and seen as an option to have a child. However, very little is 

known about commissioning/intending parents’ motivations to engage in surrogacy, the social 

pressures they are facing or how they experience the surrogacy process in an environment in 

which both childlessness and surrogacy are stigmatised.   

 

Therefore, the main aim of the research is to gain insights into the commissioning or intending 

parents’ experiences in an environment that stigmatises both childlessness and the surrogacy 

process. In particular, the study will look into:  

1. How do commissioning/intending parents experience the surrogacy process? 

 
51 Singh, V.,Thakur, P., Byasdev and Anjum, 2014. Does surrogacy involve making families or selling 
babies? International Journal of Healthcare Sciences. 2(1): 129-130.  
52 Shettey.V.A. 2014. What surrogate parenting entails in India. India 
Together.http://indiatogether.org/what-surrogate-parenting-entails-in-india-laws. 
53 Shivaraya M, Halemani B. Infertility: Psycho-Social Consequence of Infertility on Women in India. 
Indian Journal of Social Development. 2007;7:309–316. 
 Ganguly, S. and Unisa S..2010. Trends of Infertility and Childlessness in India: Findings from NFHS Data. 
2 (2):131-138. 
54 Ram, U. 2006.Childlessness and its consequences in Indi: Level, Patterns and differentials. 
International Institute for Population Sciences, Mumbai, India.  
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2. In which ways does the stigmatisation of childlessness shape their experiences and 

motivations to engage in surrogacy? 

The following impacts and benefits are anticipated:  

• The findings will provide direct benefits for the participating parents. They are 

generally negatively presented in the media and their stories are silenced or 

reduced to monetary aspects. Providing an arena to share their stories and being 

taken seriously in the social, emotional, economic and political constraints they 

are facing, can be uplifting.  

• The findings will raise the profile of commissioning parents as another side of 

the story of surrogacy is made visible. In turn their experiences can inform the 

2016 Surrogacy Bill which is still under consideration by India’s Parliament.  

 

12. Researcher/instructor experience and qualifications in this research area (include 

information regarding the principal investigator (or supervisor), co-investigators and students 

(if relevant) involved with the project): 

The student researcher is an Indian citizen and has knowledge of the language, customs and 

locales in which this research will take place.  

 

She has experience of conducting the research in reproductive health during her master’s project 

titled “Effectiveness of social marketing strategy for the promotion of education of preterm 

birth”. The student researcher completed her master’s project successfully, where the main aim 

of the study was to understand the lifestyle reasons responsible for preterm birth delivery and 

finding the effectiveness of an educational intervention for promoting the education on preterm 

birth. During the project the student researcher has conducted semi structured interviews. Based 

on her findings an educational electronic module and pamphlets were designed and distributed. 

Later on the student researcher organized educational intervention in selected regions. Thus, the 

student is aware of the need to build rapport and trust with participants to discuss very sensitive 

topics.  

 

Dr Christina Ergler has focused on children’s health and wellbeing for the past eight years. 

Through this work she gained extensive experiences in participatory research with families. She 

has published a number of empirical and methodological articles and book chapters concerning 

the relationship between place, health and wellbeing and children’s geographies. Dr Ergler has 

also previously worked in India on the perceptions of and experiences in the health care system.  

Dr Bryndl Hohmann- Marriott researches parents and parenting, and has experience in 

interviewing parents. Her teaching and supervision focuses on methods, including a range of 

qualitative techniques. Supervision of PhD students includes a number of students who have 

conducted interviews.   

 

13. Participants   

13(a) Population from which participants are drawn: 

Study participants will include Indian parents who are living in India and think about, 

plan to or have been engaged in the surrogacy process as commissioning parents.  

13(b) Inclusion and exclusion criteria: 

Anyone who cannot speak English or Hindi will not be included in the study.  
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13(c) Estimated number of participants:  

10 -15 parents.  

13(d) Age range of participants: 

Participants will be 18 years or more. 

13(e) Method of recruitment: 

The Akanksha Hospital and Research Institute, Anand, Gujrat, which is the most popular clinic 

in India for surrogacy has agreed to assist in participant recruitment and the student researcher 

will seek further clinics to help with the recruitment of participants in person in Delhi and 

Anand, due to the sensitivity of the topic and the general negative portrayal of surrogacy in local 

and international media.  

The clinics will forward the contact details of the student researchers to interested parents. 

Parents who are interested in participating in the study will contact the student researcher. An 

appointment date and time, convenient and comfortable place for the personal interviews will 
be fixed based on the mutual consensus between the commissioning parents and student 

researcher. Parents will also be asked to pass on the contact of the student researcher to other 

couples whom they think might be interested in participating in the study.  

 

13(f) Specify and justify any payment or reward to be offered (Refer to 13f of the Filling 

In Your Application document): 

No payment will be offered. 

 

14. Methods and Procedures: (Describe the design of the study and detail what 

participants will be asked to do.  Provide the Committee with a copy of the interview questions 

to be asked of participants, or a general outline if the questions are not yet available.) 

 

This study is a qualitative study where personal narratives of commissioning parents will be 

documented by face to face interviews. Questions will focus on the factors underlying their 

engagement in surrogacy, how they made the decision to go for surrogacy and how they choose 

or plan to choose the clinic and surrogate, how they managed or plan to talk about having a child 

via surrogacy, what was their experience were while they were waiting for nine months to 

receive the baby and how they are feeling about their surrogacy decision. Overall it is intended 

to explore their lived experiences related to surrogacy and how they are framing their journeys.  

At the beginning of the interview, the objective of the research will be explained to the 

participants and they will be asked to sign the consent form. All the interviews are intended to 

be audio recorded. However, if anyone is not willing to be recorded the student researcher will 

be taking notes. Hand-written observation notes will be also be taken during the meetings with 

parents.  

 
Data analysis 

The student researcher will transcribe the interviews, code transcripts using NVivo software, 

and use thematic analysis to identify common themes between parents. 

 

15. Compliance with The Privacy Act 1993 and the Health Information Privacy Code 

1994 imposes strict requirements concerning the collection, use and disclosure of 

personal information.  The questions below allow the Committee to assess compliance. 

15(a) Are you collecting and storing personal information (e.g.name, 

contact details, designation, position etc.) directly from the individual 

concerned that could identify the individual? (Delete the answer that does 

not apply.) 
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Yes, personal information including name, contact details, occupation, and income range will 

be recorded as raw data and will be stored in a University of Otago password protected 

computer. Contact details will be stored in case of any follow-up while writing the results. In 

the thesis and any publications, names or any other identifying information will be anonymised. 

All identifying information and contact details will be deleted upon completion of the project.  

 

15(b) Are you collecting information about individuals from another source?  

NO 

 

15(c) Collecting Personal Information (Delete the answer that does not apply): 

• Will you be collecting personal information (e.g. name, contact details, position, 

company, anything that could identify the individual)? 

  

YES, but none of the data collected is of a sensitive nature. All recorded data will be anonymised 

and no individual will be identifiable from the data. Information regarding the age, gender, 

ethnicity, income brackets and education level will be sought, but participants will remain 

anonymous when findings are disseminated in the appropriate channels and in any publications.   

 

• Will you inform participants of the purpose for which you are collecting the information 

and the uses you propose to make of it? 

YES, all participants will be given an information sheet describing the study and why it is 

being conducted. This information will be available in both English and Hindi.  

• Will you inform participants of who will receive the information? 

  

YES, all participants will be made aware that information will be used in the analysis of the 

student researcher’s PhD thesis and they will be made aware that part of this may be presented 

in conferences and will be published as academic papers without using their original names and 

contact details. They will also be informed that the supervisors of the student will have access 

to the data.  

 

• Will you inform participants of the consequences, if any, of not supplying the 

information? 

YES, there will be no consequences whatsoever if they do not supply information. They will 

be first informed of the project fully, and then asked for their consent to be participants in the 
study. While interviewing they can answer as much or as little as they want. If they are not 

feeling comfortable with any question they can decline the question and can decide if they 

want to move ahead with other questions or withdraw from the study at any time without any 

disadvantage.  

• Will you inform participants of their rights of access to and correction of personal 

information? 

YES, participants will be asked if they want to see a final version of the research and contact 

details of student research and supervisors will be provided to them. In the consent form an 
option (tick box) will be provided, to ask if they would be interested in seeing the final version 

of the research.  
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15(d) Outline your data storage, security procedures and length of time data will 

be kept (Mark Borrie, ITS Security Manager, can provide data security and 

storage options in particular while in the field): 

During the fieldwork and the process of writing the dissertation, all fieldwork materials 

will be accessible only by the student researcher on a password protect computer. Upon 

return to the University, the electronic data collected will be securely stored in the 

student’s University of Otago Office password protected computer and notes taken 

during the field work will be stored at the University in a locked cabinet and office. In 

accordance with the University of Otago research policy, the fieldwork materials will 

be securely stored in Geography department for at least 5 years.  

 

 

            15(e) Who will have access to personal information, under what conditions, and 

subject to what safeguards? If you are obtaining information from another 

source, include details of how this will be accessed and include written 

permission if appropriate.  Will participants have access to the information 

they have provided? 

                       

           Only the student researcher and her supervisors will have access to the files and notes. 

Names of the participants will be kept anonymous and after the interviews. The final report can 

be shared with the participants if they want to see by contacting the student researcher and/or 

supervisors. An option of tick box will be provided to them in the consent where they can show 

their willingness to see the final report.  

 

15(f) Do you intend to publish any personal information they have 

provided? 

 NO, No personal information will be included in the thesis or in any subsequent 

publication. 

15(g) Do you propose to collect demographic information to describe 

your sample? For example: gender, age, ethnicity, education level, etc. 

YES. The statement will be included in Information Sheets for Participants that we will be 

collecting personal information regarding age, gender, ethnicity, income and education level to 

be able to describe our study sample for future research publications. 

 

 

 

15 (h) Have you, or will you, undertake Māori consultation? Choose one 

of the options below, and delete the option that does not apply: 

 (Refer to http://www.otago.ac.nz/research/maoriconsultation/index.html). 

NO, the research is not taking place under Māori jurisdiction and/or does not involve Māori. 

The research is being undertaken overseas (India) and is unlikely to be of relevance to Māori. 

 

 

16. Does the research or teaching project involve any form of deception?  No. 

 

17. Disclose and discuss any potential problems or ethical considerations: (For 

example: medical or legal problems, issues with disclosure, conflict of interest, safety of the 

http://www.otago.ac.nz/research/maoriconsultation/index.html
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researcher, etc.  Note: if the student researcher will be travelling overseas to undertake the 

research, refer to item 12 of the Filling Out Your Human Ethics Application document.  Please 

note that approval from the Human Ethics Committee does not override the University of 

Otago’s Field Policy and Travel Policy, which must be complied with.) 

           The topic researched is of a sensitive nature.  It may be that during the interviews 

commissioning parents could become emotional while narrating their journey and experiences 

of surrogacy. They will be reminded that they can stop the interview at any time or move on to 

the next question. The student researcher will have a list of counsellors available for 

commissioning parents and a pamphlet with online resources to turn to should the interview 

develop in a direction that the student researcher feels such support is necessary.  

To ensure the safety of the student researcher, she will be communicating regularly with her 

supervisors and family (who is living in India) via email, skype and phone. Interviews will take 

place in a semi-public environment (e.g. a hired community room, a hotel lobby) to ensure the 

safety of the researcher.   

The student researcher and her supervisors will be available to the all study participants should 

they wish to discuss any problems or concerns that may arise during or after the investigation. 

All participants will have the opportunity to obtain information relating to the outcome of this 

study if they wish.  

 

 

18. *Applicant's Signature:   .............................................................................   

 Name (please print): ………………………………………………………. 

 Date:  ................................ 

 *The signatory should be the staff member detailed at Question 1. 

 

 

19. Departmental approval:  I have read this application and believe it to be valid 

research and ethically sound.  I approve the research design.  The Research proposed in this 

application is compatible with the University of Otago policies and I give my consent for the 

application to be forwarded to the University of Otago Human Ethics Committee with my 

recommendation that it be approved. 

Signature of **Head of Department: .......................................................................... 

 Name of HOD (please print): ………………………………………………………. 

  Date: ..................................................... 

**Where the Head of Department is also the Applicant, then an appropriate senior staff member 

must sign on behalf of the Department or School. 
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APPENDIX 2 

INFORMATION SHEET FOR PARTICIPANTS 
 

Exploring the journey of commissioning parents with surrogacy 
 

 

Thank you for showing an interest in this project. My name is Swati Shah, I am an Indian PhD 

student at the University of Otago in New Zealand. Please read this information sheet carefully 

before deciding whether or not to participate.  If you decide to participate we thank you.  If you 

decide not to take part there will be no disadvantage to you and we thank you for considering our 

request.  We very much hope that you will be able to take part in this study.   

 

What is the Aim of the Project? 

 

This project is being undertaken as part of the requirements for a PhD Programme in Geography 

at the University of Otago, New Zealand. My research intends to explore the journey and 

experiences of Indian couples who plan to form or formed their families with the help of 

surrogacy in India.   

 

What Type of Participants are being sought? 

 

The study involves interviewing parents living in India who formed or planned to form their 

family by surrogacy. These parents should be fluent in Hindi or English to participate in the 

study. The estimated number of participants for the study is around 10 -15 parents. If participant 

parents are willing and know any families formed through surrogacy, they are welcome to 

forward the contact details of the student researcher to these parents so that if they are interested 

in the study they can contact the researcher. Data from the participants will be collected based 

on their consent and no payment will be offered.  

 

What will Participants be asked to Do? 

 

Should you agree to take part in this project, you will be asked to talk about your experiences of 

forming a family through surrogacy. The interviews will take place in a location and at a time 

which is comfortable and convenient to you. The interviews should take about 1.5 -2 hours of 

your time. Please note that some questions during the interview may be distressing, however if 

you are not comfortable at with any question you can skip the question or you can ask the 

interview to stop at any time Our interviews will be recorded using a voice-recording device if 

you agree and hand-written notes will also be taken. In case you have any problem with voice 

recording, the student researcher will take only hand notes, which may slightly increase interview 

timings. Please be aware that you may decide not to take part in the project without any 

disadvantage to yourself of any kind. 

 

What Data or Information will be Collected and What Use will be Made of it? 

This project involves a semi-structured interview with some open-ended questions. The general 

line of questioning includes pre, during and post surrogacy experiences. The precise nature of 

the questions which will be asked have not been determined in advance, but will depend on the 
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way in which the interview develops.  Consequently, although the University of Otago Human 

Ethics Committee is aware of the general areas to be explored in the interview, the Committee 

has not been able to review the precise questions to be used. In the event that the line of 

questioning does develop in such a way that you feel hesitant or emotionally uncomfortable you 

are reminded of your right to decline to answer any particular question(s) and also that you may 

withdraw from the project within ten days of the interview without any disadvantage to yourself 

of any kind. 

 
The interview can be in Hindi or English which will be transcribed in English and will be 

analysed to use it in my PhD thesis. Please note that all information you provide will be 

considered confidential and solely used for academic purposes. Your personal name will not 

appear in the thesis or report resulting from this study.  

 

During the fieldwork, all research material will be securely stored and accessible only by the 

student researcher and supervisors. Upon return to New Zealand, the data will be securely stored 

in the student’s password protected computer. At the end of the project any personal information 

will be destroyed except that, as required by the University's research policy, any raw data (eg. 

audio recordings, interview schedules) on which the results of the project depend will be securely 

stored in the Department of Geography at least for 5 years.  

 

The results of the project may be published and will be available in the University of Otago 

Library. No material that could personally identify you will be used in any reports on this study. 

You are most welcome to request a copy of the results of the project should you wish. Please note 

that there will be a delay between data collection and publication of results. 

 

The data collected will be securely stored. Your personal information will be removed from the 

research data before analysis. Only the student researcher and her supervisors, Dr Christina Ergler 

and Dr Bryndl Hohmann-Marriott, will have access to personal information.  

 

Data will be entered in a research database using a unique identifier. Raw data related to this 

project will be retained for at least 5 years in secure storage. Participants’ personal information 

(such as contact details and audio recordings, after they have been transcribed) may be destroyed 

at the completion of the research even though the data derived from the research will be possibly 

held indefinitely. 

 

Can Participants Change their Mind and Withdraw from the Project? 
 
You may withdraw from the project at any stage during the interview and until ten days after the 

interview took place without any disadvantage to yourself of any kind. 
 

What if Participants have any Questions? 

Thank you in advance for accepting to be involved in this project. If you have any questions 

about our project, either now or in the future, please feel free to contact either:- 

Student researcher Supervisor Supervisor 

Swati Shah 
Department of Geography 
E: swati.shah 
@postgrad.otago.ac.nz 
 

Dr Christina Ergler  
Department of Geography  
Tel No.: +64 3 479 4647 
E: 
christina.ergler@otago.ac.nz 

Dr Bryndl Hohmann-marriott 
Department of Sociology  
Tel No.: +64 3 479 8753 
E: bryndl.hohmann-
marriott@otago.ac.nz 

   

This study has been approved by the University of Otago Human Ethics Committee. If you have any concerns about the ethical 

conduct of the research you may contact the Committee through the Human Ethics Committee Administrator (ph +643 479 8256 or 
email gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated and you will be informed of the 

outcome. 

 

mailto:swati.shah@postgrad.otago.ac.nz
mailto:swati.shah@postgrad.otago.ac.nz
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 Exploring the journey of commissioning parents with surrogacy         
CONSENT FORM FOR PARTICIPANTS 

 

I have read the Information Sheet concerning this project and understand what it is about.  All 
my questions have been answered to my satisfaction.  I understand that I am free to request 
further information at any stage. 

I know that : 

1. My/our participation in the project is entirely voluntary; 

2. I am/ We are free to withdraw from the project at any time without any disadvantage; 

3.  Personal identifying information (contact details and digital recordings) will be destroyed at 

the conclusion of the project but any raw data on which the results of the project depend will 

be retained in secure storage for at least five years, after which the university will destroy 

the data.  

4.   This project involves a semi-structured interview with some open-ended questions. The 

general line of questioning centres on my/our pre, during and post surrogacy experiences. 

Though some guideline questions have been arranged in advance the interview will develop 

in an open-ended fashion based on the responses given by me/us. In the event that the lines 

of questioning develops in a such a way that I/we feel hesitant or emotionally uncomfortable 

I/we may decline to answer any particular question(s) and/or may withdraw from the project 

within ten days after the interview took place without any disadvantage of any kind; 

5.    The results of the project may be published and will be available in the University of Otago 

Library (Dunedin, New Zealand) but every attempt will be made to preserve my anonymity. 

 

          Please tick the box if you are interested in viewing the published report or results. 

 

I agree to take part in this project. 

 

 

............................................................. ...................................................   ............................... 
       (Signature of participant 1)                     (Signature of participant 2) 

 (Date)                                     

..............................................................        ....................................................... 

       (Printed Name)                                             (Printed Name) 

 

…………………   Name of person taking consent 
 
 
This study has been approved by the University of Otago Human Ethics Committee. If you have any concerns about the ethical 
conduct of the research you may contact the Committee through the Human Ethics Committee Administrator (ph +643 479 8256 
or email gary.witte@otago.ac.nz). Any issues you raise will be treated in confidence and investigated and you will be informed of 

the outcome. 
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APPENDIX 3 

Requesting letter for a public hospital in northern India  
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APPENDIX 4 

Interview schedule for parents of families formed through surrogacy 

 

1. Can you please tell me about the beginning of your surrogacy journey? What were/are 

the reasons to engage in surrogacy? What was the experience like for you and your 

family?  

 

2. Can you please tell me about the experience of finding a surrogate or surrogacy clinic? 

What was it like once your surrogate became pregnant?  

 

3. With whom have you talked about the surrogacy? Can you tell me what it is like to talk 

with people about surrogacy? If you have not mentioned surrogacy to your family and 

your child, do you think you will talk about it with them at any point in the future?  

 

4. What do you think about the recent debates about Surrogacy Regulation Bill 2017. What 

you think about surrogacy?  

 

5. How would you describe life with your child? How would you compare it with life before 

your child?  
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GENERAL INFORMATION 

Name:  

Address:  

Husband’s Age:  

Wife Age’s:  

Husband’s occupation:  

Wife’s occupation:  

Yearly Income Range: i. Upto Rs 2,50,000 

ii. Rs 2,50,001- 3,00,000 

iii. Rs 3,00,001 – 5,00,000 

iv. Rs 5,00,001 to 10,00,000 

v. Rs 10,00,000 to 20,00,000 

vi. Above Rs 20,00,000 

Husband’s Education:  

Wife’s Education:  

Religion:   

Caste: (i) General      (ii) SC         (iii) ST            (iv)    

OBC 

Family: (i) Joint                 (ii) Nuclear                (iii) 

Extended 

Age at Marriage (i)  Wife:                           (ii)   Husband :  

Wife’s age at first pregnancy  

Time period for infertility 
treatment 

 

Wife’s Age at surrogacy 
pregnancy 

 

 Number of Children   
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APPENDIX 5 
 
 

Table 1: References included for each theme for the systematic literature search  

 Troublesome surrogacy  

 
i Exploitation and problems of the surrogate mother (108 articles out of 278)  

 (Abrams 2015, Agnafors 2014, Ahmad 2011, Alexandru 2014, Anderson 2000b, 

Aramesh 2009, Arvidsson et al. 2015, Bailey 2011, Bakova et al. 2018, Banerjee 2012, 

Bardale 2009, Bello et al. 2014, Berend 2010, 2012, Berkhout 2008, Boyko 2011, 

Brinsden 2003, Bromfield 2016, Bruce-Hickman et al. 2009, Cheney 2016, Cheney 

2018, Cohen 2015, Corradi 2008, Dar et al. 2015, Deomampo 2013, Deonandan et al. 

2012, Dillaway 2008, Dow 2015, Fenton-Glynn 2016, Fish 2013, Fisher 2013, Fronek 

2018, Galbraith et al. 2005, Hagel and Mansbach 2015, Hibino 2015, Hibino and 

Shimazono 2013, Howard 2014, Jadva et al. 2003, Johnson et al. 2014, Jorgensen 2000, 

Jotkowitz 2011, Jovic 2011, Kapfhamer and Van Voorhis 2016, Karandikar et al. 2017, 

Karandikar et al. 2014, Kirby 2014, Kleinpeter and Hohman 2000, Knoche 2014, 

Kristinsson 2016, Lamba and Jadva 2018, Lev 2006, Levine 2003, Lorenceau et al. 2015, 

Lotay 2015, Lozanski 2015, Majumdar 2014b, 2015, 2018a, Makinde et al. 2016, Munro 

2001, Newson 2016, Oraiz 2013, Pande 2009, 2010a, 2010b, 2015, Panitch 2013, Parks 

2010, Pashmi et al. 2010, Perkins et al. 2016, Petfils and Sastre 2014, Petitfils et al. 2016, 

Pizitz et al. 2013, Poote and van den Akker 2009, Rao 2012, Rotabi and Bromfield 2012, 

Rudrappa 2016, Salehi et al. 2015, SAMA 2012, Saravanan 2010, 2013, Schanbacher 

2014, Shapiro 2014, Sharma 2014, Soderstrom-Anttila et al. 2016, Stafford-Bell et al. 

2014, Stan 2018, Stoeckle 2018, Straehle 2016, Suzuki et al. 2011, Tanderup et al. 

2015a, 2015b, Tehran et al. 2014, Teman 2001, Teman and Berend 2018, Tieu 2009, 

Tremellen and Everingham 2016, van den Akker 2007, van den Akker et al. 2016, Van 

Zyl and Walker 2015, Vora 2009, Wadekar 2011, Walker and Van Zyl 2016, Wang et 

al. 2016, White 2016, Whittaker 2014, Yang 2014, Zajdow 2014, Ziff 2017, Zivotofsky 

and Loike 2014);  

  

ii Concerns of the parent (87 articles out of 278) 

 (Anderson et al. 2012, Armour 2012, Arvidsson et al. 2016, Arvidsson et al. 2015, Asgari 

et al. 2016, Bakova et al. 2018, Baykal et al. 2008, Bello et al. 2014, Bhattacharyya 

2016, Blake et al. 2017, Boyko 2011, Bruce-Hickman et al. 2009, Burrell and Edozien 

2014, Carone et al. 2017, Chliaoutakis 2002, Chliaoutakis et al. 2002, Ciccarelli and 

Beckman 2005, Dempsey 2013, Deomampo 2015, Dow 2015, Everingham et al. 2014, 
Gabry 2012, Galbraith et al. 2005, Golombok et al. 2018, Gomez and Unisa 2015, 

Greenfeld 2008, Greenfeld 2012, Hammarberg et al. 2015, Haskell 2006, Hatzis 2009, 

Islam et al. 2012, Johnson et al. 2014, Jotkowitz 2011, Kian et al. 2014, Kilic et al. 2009, 

Kirkman and Kirkman 2002, Kleinpeter 2002a, Koll 2011, Kroløkke and Pant 2012, Lev 

2006, Lustenberger 2016, MacCallum et al. 2003, Majumdar 2014a, 2015, Makinde et 

al. 2016, Marre et al. 2018, Millbank 2015, Minai et al. 2007, Mitchell and Green 2007, 

Mitra and Schicktanz 2016, Murphy 2013, Nebeling Petersen 2016, Norton et al. 2015, 

Norton et al. 2013, Oultram 2015, Papaligoura et al. 2015, Pashmi et al. 2010, Petfils 

and Sastre 2014, Petitfils et al. 2016, Rabia 2013, Readings et al. 2011, Ressler et al. 

2014, Riggs and Due 2013, Riggs et al. 2014, Rudrappa 2010, Saito and Matsuo 2009, 
Sanabria 2013, Saravanan 2013, Shalev and Lemish 2013, Smietana 2018, Suzuki et al. 

2006, Suzuki et al. 2011, Tanderup et al. 2015a, Tremellen and Everingham 2016, van 

den Akker 2000, 2005, van den Akker 2007, van den Akker 2010, van den Akker et al. 
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2016, Van Zyl and Walker 2015, Vora 2009, 2013b, Wolf 2014, Zandi et al. 2014, Zandi 

et al. 2016, Ziv and Freund-Eschar 2015, Zivotofsky and Loike 2014) 

  

iii Rights of the child (28 articles out of 278) 

 (Agnafors 2014, Anderson 2000b, Berkhout 2008, Brinsden 2003, Cheney 2018, Cohen 

2015, Crockin 2013, Dar et al. 2015, Deomampo 2015, Fronek 2018, Gabry 2012, 

Garanina et al. 2015, Greenfeld 2012, Hanna 2010, Howard 2014, Johnson et al. 2014, 

Kapfhamer and Van Voorhis 2016, Kristinsson 2016, Makinde et al. 2016, Oultram 

2015, Overall 2015, Perkins et al. 2016, Readings et al. 2011, Ruiz-Robledillo and 

Moya-Albiol 2016, Serafini 2001b, Soderstrom-Anttila et al. 2016, Stafford-Bell et al. 

2014, Swales 2009, Vora 2013b, Wang et al. 2016, White 2016, Zivotofsky and Loike 

2014) 

  

b. Inequalities (re) produced by the surrogacy   (56 articles out of 278) 

 (Bailey 2011, Banerjee 2014, Banerjee 2012, Cheney 2016, Cheney 2018, Corradi 2008, 

Crozier 2014, Crozier et al. 2014, Deomampo 2013, 2016a, 2016b, Deonandan et al. 

2012, Dillaway 2008, Essen and Johnsdotter 2015, Fish 2013, Haskell 2006, Kleinpeter 

et al. 2006, Koll 2011, Lau 2018, Limki 2018, Lotay 2015, Majumdar 2014a, 2018a, 

Markens 2012, Nebeling Petersen 2016, Newson 2016, Oraiz 2013, Pande 2010a, 2011, 

2014, 2015, 2016, Panitch 2013, Parks 2010, Pashmi et al. 2010, Petersen et al. 2017, 

Rao 2012, Riggs 2016, Riggs and Due 2013, 2014, Rudrappa and Collins 2015, SAMA 

2012, Saravanan 2013, 2015, Schurr 2018, Singh 2014a, Spar 2005b, Tanderup et al. 

2015a, van den Akker 2007, Vora 2009, 2013a, 2013b, Wadekar 2011, Whittaker 2014, 

Wilkinson 2016, Zajdow 2014) 

  

c Framing of commercial surrogacy as a business and roles of the stakeholders   

                                                                                                 (60 articles out of 278) 

 (Bailey 2011, Banerjee 2012, Baslington 2002, Berend 2010, 2012, Birenbaum-Carmeli 

2007, Corradi 2008, Deomampo 2013, Deonandan et al. 2012, Fish 2013, Fisher 2013, 

Gomez and Unisa 2015, Hammarberg et al. 2015, Hibino and Shimazono 2013, Ivry and 

Teman 2018, Knoche 2014, Kroløkke and Pant 2012, Lev 2006, Levine 2003, 

Lustenberger 2016, MacCallum et al. 2003, Majumdar 2014a, 2014b, 2015, 2018a, 

Markens 2012, Marre et al. 2018, Murphy 2013, Nebeling Petersen 2016, Oraiz 2013, 

Pande 2010a, 2010b, 2011, 2015, Pashmi et al. 2010, Petersen et al. 2017, Ressler et al. 

2014, Riggs 2016, Riggs and Due 2013, Rudrappa 2010, 2016, Rudrappa and Collins 

2015, SAMA 2012, Saravanan 2010, Schurr 2018, Singh 2014a, Smietana 2017, Stan 

2018, Stoeckle 2018, Tanderup et al. 2015a, Teman 2001, 2003, Teman and Berend 

2018, van den Akker 2007, Vora 2009, 2012, 2013a, 2013b, Wadekar 2011, Whittaker 

2014) 

d Not to prohibit but to regulate the commercial surrogacy  (95 articles out of 278) 

 (Ahmad 2011, Alexandru 2014, Arvidsson et al. 2016, Beier 2015, Bhattacharyya 2016, 

Carolyn McLeod 2014, Cattapan 2014, Cheney 2016, Cohen 2015, Crawshaw et al. 

2013, Crockin 2013, Crozier 2014, Crozier et al. 2014, Daar 2014, Damelio and 

Sorensen 2008, DeCherney 2014, Deonandan 2015, Essen and Johnsdotter 2015, 

Everingham et al. 2014, Fenton-Glynn 2016, Gabry 2012, Galbraith et al. 2005, 

Garanina et al. 2015, Garmaroudi Naef 2015, Gowda 2015, Hagel and Mansbach 2015, 

Hammarberg et al. 2011, Hanna 2010, Haskell 2006, Hatzis 2009, Hibino 2015, Hibino 

and Shimazono 2013, Howard 2014, Humbyrd 2009, Jaiswal 2012, Johnson et al. 2014, 

Jordaan 2016, Jovic 2011, Kleinpeter et al. 2006, Kristinsson 2016, Lev 2006, Lozanski 

2015, McLachlan and Swales 2000, McLachlan and Swales 2001, Millbank 2015, Mitra 

and Schicktanz 2016, Munjal-Shankar 2014, Nair and Kalarivayil 2018, Nelson 2013, 

Newson 2016, Nicholson 2013, Norton et al. 2015, Overall 2015, Palattiyil et al. 2010, 

Pande 2009, 2010a, Papaligoura et al. 2015, Parks 2014, Qadeer and Arathi 2016, 

Ramskold and Posner 2013, Rao 2012, Reddy et al. 2018, Riggs and Due 2014, Rotabi 
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and Bromfield 2012, Rotabi et al. 2017, Rudrappa 2017, 2018, Sanabria 2013, Saravanan 

2010, 2015, Schanbacher 2014, Scherman et al. 2016, Scott 2009, Shapiro 2014, Sharan 

et al. 2001, Snow 2016, Söderström-Anttila et al. 2002, Spar 2005b, Stoeckle 2018, 

Straehle 2016, Swales 2009, Tanderup et al. 2015a, Teman 2001, 2008, Teman and 

Berend 2018, van den Akker 2010, Walker and Van Zyl 2015, Walker and Van Zyl 

2016, Whittaker 2016, Wilkinson 2003, 2016, Wolf 2014, Yang 2014, Zivotofsky and 

Loike 2014, Zyl 2002, Zyl and Niekerk 2000) 

e Making surrogacy ethical and new way ahead (53 articles out of 278) 

 (Banerjee 2010, Beier 2015, Bergman et al. 2010, Birenbaum-Carmeli 2007, Blake et al. 

2017, Blake et al. 2016, Carone et al. 2017, Crozier 2014, Deomampo 2015, Everingham 

et al. 2014, Golombok et al. 2018, Golombok et al. 2006, Golombok et al. 2004, 

Golombok et al. 2011, Gunnarsson Payne 2018, Guntram and Williams 2018, Haskell 

2006, Hibino and Shimazono 2013, Holzberg 2018, Howard 2014, Imrie and Jadva 

2014, Jadva et al. 2012, Jadva and Imrie 2014, Jadva et al. 2015, Jadva et al. 2003, Jovic 

2011, Levine 2003, Lewis 2017, 2018, Loike and Fischbach 2013, Lustenberger 2016, 

Majumdar 2015, Makinde et al. 2016, Mitchell and Green 2007, Mitra and Schicktanz 

2016, Oultram 2015, Pande 2016, Papaligoura et al. 2015, Parks 2014, Parks 2010, 

Readings et al. 2011, Riggs and Due 2013, Ruiz-Robledillo and Moya-Albiol 2016, 

Sharan et al. 2001, Smietana 2017, Teman 2001, 2008, 2009, Tornello et al. 2015, Zandi 

et al. 2016, Ziv and Freund-Eschar 2015, Zyl 2002, Zyl and Niekerk 2000) 
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