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Diasporic Dreaming

“Return Reproductive Tourism”
to the Middle East

MARCIA C. INHORN

The Ethnography of an Emerging
Global Technology

In 1978, Louise Brown, the world’s first in vitro fertilization (IVF)
baby, was born in England. In 1980, the first Islamic fatwa on medically assisted
reproduction was written, allowing IVF to be underraken by infertile married
Muslim couples. In 1986, the first IVF clinics opened in three Middle Eastern
Muslim countries, Egypt, Jordan, and Saudi Arabia. In 1988, while still a medical
anthropology graduare student, I arrived in Egypt in an attempr to understand the
infertility experiences of poor urban women seeking biomedical trearment in a
public maternity hospiral in Alexandria. This particular hospiral aspired to offer
IVEF to Egypt’s poor; thus, women were clamoring to the clinic from all over the
country. Indeed, by 1991, the hospital’s first IVF baby was born (Inhorn 1994). In
that same year, intracytoplasmic sperm injection (ICSI), a variant of IVF designed
to overcome male infertility, was introduced in Belgium. And by 1994, IVF
physicians in Cairo had brought ICSI to Egypr, creating massive demand for this
new assisted reproductive technology (ART). In 1996, I returned to Egypr to study
the experiences of mostly elite infertile Egyptian couples who were secking access
to both IVF and ICSI (Inhorn 2003). Many of these Egyprian couples were trans-
national labor migrants to the petro-rich Arab Gulf who were returning on “IVF
holidays” to Egyprt. Although the term reproductive tourism had yet ro be coined
by the media, it was clear that Egyptian couples were crossing international borders
in their “quests for conception” (Inhorn 1994).
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By 1999, what had been a majority Sunni Islamic ban on third-party reproduc-
tive assistance—that is, no sperm donation, cgg donation, embryo donation, or
surrogacy—was effectively broken when Iran’s leading Shia Muslim ayatollah
issued a farwa allowing donor technologies to be used as a “marriage savior.” By
2000, dlinics in Shia-dominant Iran and Lebanon had begun to offer third-party
reproductive assistance to their infertile patients. In 2003, I relocated my study to
Lebanon, where I found burgeoning demand for donor technologies, especially
cgg donation, among infertile Muslim couples (Inhorn 2012). Not all of these
couples were Shia Muslims or Lebanese. Indeed, numerous Syrians, Palestinians,
and couples from other Middle Eastern Muslim counries were arriving in Beirug
on secret “IVF holidays” to use IVF or ICSI with donor eggs. In addition, infertile
Lebanese couples were flocking back to Beirut from the diaspora. Having fled the
country during the fifreen-year (1975-90) Lebanese civil war, they were “coming
home” to make their “test-tube babies” in a place of cultural comfort.

Having observed these Middle Eastern "homecumings,” I decided to relocate
my study of assisted reproduction ro a “sending” community in the heart of Arab
America. My field site was Dearborn, Michigan, an ethnic enclave community
with the largest number of Arabs in North America (Abraham and Shryock 2000).
There, I found numerous Middle Eastern infertile couples who were dreaming of
making an IVF baby “back home” in the Middle East. Over five years (2003-8), [
studied these couples” longings for children, as well as their diasporic dreams of
pursuing affordable ARTs in the Arab world. In 2007, I traveled to the Middle
East’s only “global hub” city—namely, Dubai in the United Arab Emirates—to
follow the return trips of Middle Eastern infertile couples from the diaspora. In
Dubai, I found not only diasporic Middle Eastern returnees bur also hundreds of
infertile couples from around the globe, engaging in whar scholars and media
pundits were now calling “reproductive rourism,” “fertility tourism,” “procreative
tourism,” or, more neutrally, “cross-border reproductive care” (CBRC) (Giirtin
and Inhorn 20m).

In short, what began as a medical anthropological study of infertility among
Egypt’s poor emerged over time into a multisited ethnographic investigation of an
emerging global technology and its uses in the Muslim Middle East. In my ethno-
graphic studies of ARTS, the term emergence has special resonance, As defined by
Raymond Williams (1978, 125), emergence involves “new meanings and values,
new practices, new relationships and kinds of relationship [that] are continually
being created.” In the world of assisted reproduction, emergence is everywhere.
First, the technologies themselves are emergent—for example, ICSI evolved as 2
subtle but revolutionary variant of IVF (Inhorn and Birenbaum-Carmeli 2008).
Almost as soon as these new technological variants arrived, they globalized rapidly
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(Inhorn 2003}, creating new local markerts and consumer demands (Spar 2006).
Biocthical discourses surrounding these technolog.ies—‘for examp!:lz, whether
donor technologies are permissible—are also emerging, in the Islamic world as
elsewhere (Inhorn and Tremayne 2012). Furthermore, in the past decadjt, th,e glnb:al
phenomenon of “reproductive tourism” has definitely emerged, with _mfcrnle
couples criss-crossing the globe in pursuit of twenty-first-century, high-rech
wnf;:iﬁddk East, a phenomenon of what I call “return reproductive tf)urier”
is also emerging. Namely, diasporic Middle Ea;stcm”coupics w_ho are infertile
often dream of making a test-tube baby “back home” for a variety of cultu_ral,
moral, and psychological reasons. In this chapter, [ astempt (o captisee t_he motiva-
tions and dynamics underlying return reproductive toutism to rhe-Muidie East,
based on ethnographic research undertaken in four different Ml(lic-ﬁf: Eastern
“sending” and “receiving” communities. Only through such a mulmjued Eth‘nc-
graphic research strategy would the dynamics of return reproductive tourism
bcczz:;?;,ti[?;us (1995) was the first to coin the term ml..lltisittfi :Lhnn?graph}r
to describe qualitative research that “moves from its CO.I'NEIIEIOI!EI smgle-m_re loca-
tion . . . to mulriple sites of observation and participation that crosicut dichoto-
mies such as the ‘local’ and the ‘global,” the ‘lifeworld” and :%m system (Marcus
1995, 95). According to Marcus, such multisited _rcscarch. is parncullarly.l{sef}ll
when examining “the circulation of cultural meanings, ob;ects: and idenrities in
diffuse time-space” (96). Reproductive tourism lends itself espcflaﬂy 'tvell”m rm]iui;
sited ethnographic approaches, including what Marcu-s calls “rracking [h-mulg
space and time. In my own ethnographic research, tracking routes of ft&RT circu a—f
tion has included following the spread of ARTs from Euro—Amefxcan sites 0
invention into “receiving” sites such as Cairo and Beirur, -wherc Middle Eastern
IVF physicians have opened their clinics, offered new services; a.nd catc-red W [1:-
productive travelers. My ethnographic research has aljso involved listening to the
stories of hundreds of Middle Eastern ART seekers in diverse locales before, during,
eir reproductive travel.
and;i&;srt [Il:iiddl:’ Eastern ART seekers are practicing Muslims, and th!ls they are
very concerned abour “following the religion” in the creation of huma.n_llfe (Inhorn
2003, 2012). Medical anthropologist Arthur Kleinman (1997, 45) ha% mvok"ed the
term local moral worlds to caprure “what is at srake in everyd.ay sxpericnce. La-:cal
moral worlds are perhaps best exposed in the realm ({f medical decision mzflun.g.
When parients confront emerging health rechn_oioglcs s_ul-::h as AR“TS, which ;jn
some way challenge their deeply embedded religious rrad1f1cms, rhc_ local rnarh
becomes abundantly apparent. The emergence of ARTs in the Middle East has
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provided an example par excellence of local moral worlds “in motion.” To wi

inferrile Middle Eastern Muslim couples living in diasporic Cﬂmmun:i:i it,
now make very difficult decisions about “what is ar stake” in their quests ; -
ception. In many cases, the stakes are high and the quests are rr:nsnatizr CIGF_
narure. In this chaprer, [ illuminate the importance and character of this ﬂa. in
p‘hcnomenun of return reproductive tourism within the bureeoni his emerging
diaspora of the new millennium. e sl T

Return Reproductive Tourism

P 'I‘o.b-::gm, Ioffera r:or-:ciseldeﬁn_ition of return reproductive tourism,
? :s characterized by three distincrive fearures: (1) it involves retur
E:;TC- country of origin to undertake ARTS, (2) it involves a “holiday” vr';itrot;
o ];:r :I:. ail:ht: ?:Szualulmz ezr;d fi) 1;'1,:1 nlnc-tivated by a set of factors thar are dif:
. 3 3
(fi.e., restrictive laws, relj;ion and el:hif:s, coost:llii:z?st:ri:c: :;lezmd l:esmvedwu'ﬂ'sm
lists, safety concerns, category exclusion, lack of privacy. ponc:r u:;g ?n B
success rates) (Giirtin and Inhorn 2011). } g
liw.nRe:um- ;ep;t:d_ucuvc tourism is undertaken by expatriate populations, or those
imm;ig utside their countries (?f birth. These expatriates may include, inter alia
o f-in::og;:sl; wu:kcrs,upflflticaj c:tiles, an-d refugees, all of them living inwha;
s mﬂ:;wn as “diasporas” (Dufoix 2008). Such diasporic populations
o millions around the world and are heavily represented in the
i estem counmes_o_f the European Union, North America, and Australia. These
thasp-::nru:: communirties may confrone their own infertil ity problems, and n:;a fa
€ f‘lt!f:d for ARTs. Bur, instead of relying on “host” country ART res s
scrwce._s, members of these communities undertake return re roducti ol o
countries of origin. T
I focus on return reproductive touris i i
Easternc'm living outside of the region and mlzc::gtthhcchr:;aﬂ?sﬁf:i;m Onlllg rv'[lddle
populations. In focusing on Middle Eastern diasporic communi:;s a::]dn%rhal'ﬁ
gl::a:bﬁ:; if’:'hs, Itforwafd th:e major arguments. The first argument is hjstori;;f
€ term reproductive tourism i ,
millenni:um, many infertile Middle Eastern d?;;:zcl:n;du;;csdfa;u;n o e
to the Middle East since the arrival of ARTs in the region in the lac CE; s (nhons
zoc.njjl. This pattern continues unabared in the twenty-first cen EIQS - Uﬂhw‘n
dcs:fre for ARTs “back home” is linked to cultural and pwchos;;z‘&:::;{i:)df:j
rarely mentioned in the literature. Finally, for i ici i
the term reproductive exile is a more acc:rarc ;:::;::;:i‘:;;f T‘S{j; Cs.;:ﬁi:;
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experiences (Inhorn and Patrizio 2009). Many Middle Eastern infertile couples
are political exiles and refugees. Having left their home countries because of war
and political violence (Inhorn 2008; Inhorn and Fakih 2005), some of these couples
remain “stranded” —unable to return home because of ongoing political violence,
fear of death, lack of return visas, and lack of ART services in the war-torn home
country. However, most of these refugees and polirical exiles lack sufficient eco-
nomic resources to undertake ARTs in the host country. They are a particularly
tragic group of reproductive and polirical exiles who deserve our scholarly and

activist attention.
Middle Eastern Diasporas

Originally, the term diaspora referred to geographically scattered
religious groups living as minorities among people of other faiths. However,
between the 1970s and 1990s, the term diaspora was greatly expanded to encom-
pass most contemporary forms of out-migration. As noted by French scholar
Stephane Dufoix in his book Diasporas, * ‘Diaspora’ has become a term that refers
to any phenomenon of dispersion from a place; the organization of an ethnic,
national, or religious community in one or more countries; a population spread
over more than one territory; the places of dispersion; any nonterritorial space
where exchanges take place, and so on” (Dufoix 2008, 2).

For centuries, the Middle East has been a site of both diasporic concentration
and dispersion. For example, Armenians fleeing the OQuroman Turks settdled in
ethnic enclave communities in Lebanon, Syria, and Egypt. Similarly, the Druze, a
persecuted Shia Muslim minority subgroup, fled to the high mountains of Leba-
non, Syria, and whart would become the state of Israel in 1948. In more recent
years, the region has been home to significant internal and external migration
because of three historical processes: (1) mid-twentieth-century decolonization
movements across the Middle East and North Africa, some of it associated with
bloody violence (e.g., Algeria); (2) uneven regional political economies, relared
largely to the varying regional dispersion of oil wealth; and (3) polirical violence
and outright war occurring in many Middle Eastern nations over the past sixty
years (Gelvin 2005). This includes ten military interventions by the United States
alone, including its two recent wars in Iraq and Afghanistan (Inhorn 2008). In
2011, most of the revolutionary uprisings across the Middle Eastern region have
involved violence and the flight of refugees, especially from Libya and Syria.
Not surprisingly, these three major factors—decolonization, uneven polirical
economies, and political violence—have led to massive population movements
within the Middle East and beyond. The Middle East and North Africa have the
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largest percentage of migrants in the world and the world’s highest proportion of
internally displaced persons (IDPs) (Mowafi 20m). It is probably fair to say that
no other region of the world has been more affected by the population disruptions
and diasporic dispersions associated with political violence. Over the past two
decades in particular, fifteen of the twenty-two Middle Eastern nation-states
(roughly 85 percent of the region’s total population) have suffered in protracted
conflict situations (Mowafi 2011). However, this figure does not include the new
situations of political violence emerging since the 2011 “Arab spring.”

Among the most significant patterns of violence-related internal migration
within the Middle East are: (1) the expulsion of Palestinians from Israel in 1948,
with movements into Jordan, Lebanon, Syria, and Palestinian enclaves in the Arab
Gulf; (2) the exodus of Lebanese to a variety of Middle Eastern countries during
the Lebanese civil war (1975-90), subsequent Isracli occupation of southern
Lebanon (1990-2000), and the 2006 Isracl-Lebanese “summer war”; (3) massive
Egyptian labor out-migrarion, first to Iraq during the 1980s Iran-Iraq War (followed
by their expulsion ar the time of the first Gulf War) and then to most countries of
the Arab Gulf over the past two decades; (4) political exile of nearly half a million
Sudanese to Egypt and the Arab Gulf because of Sudan’s ongoing civil war; (5)
two waves of Iraqi refugees, first to Saudi Arabia (with subsequent resettlement in
the United States) after the first Gulf War (1990-91) and then more than 4.8 million
Iraqi IDPs and refugees moving to Syria, Jordan, and Lebanon in the aftermath of
the 2003 U.S.-led invasion of Irag; (6) 6 million Afghan refugees flecing to Pakistan
and Iran in the aftermath of the Sovier invasion of Afghanistan (1979) and since
the 2001 U.S.-led war in that country; and (7) on 2 more mundane level, move-
ment of hundreds of thousands of educated professionals from resource-poor
Middle Eastern countries to the booming Arab Gulf economies.

What is perhaps less realized is the extent to which Middle Eastern diasporic
populations have simply fled the region altogether.! Of the estimated 15 million
Lebanese worldwide, only 3.5 million live in Lebanon today. Nearly 7 million
Lebanese are estimated 1o live in Brazil alone, and nearly one-half million in the
United States, where they make up the single largest group of Arab Americans.
Lebanese ethnic enclaves can also be found throughout the world, including in
most parts of Latin America and the Caribbean, in French-speaking West Africa
(particularly Cote d’Ivoire, Sierra Leone, and Senegal), and Europe, Australia, and
Canada. Of the estimated 11 million Palestinians worldwide, 6.6 million are refugees
and nearly one-half million are internally displaced persons. Nearly 1 million
Palestinians live outside the region, mostly in Chile, bur also in a variety of Lartin
American and Western countries. Following the 1979 Islamic revolution, 4 to 5
million Iranians left the country, primarily going to Norch America (both the
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United States and Canada), Europe, and Australia. Since the 1979 Soviet invasio?
and the 2001 U.S.-led war in Afghanistan, Afghans now cons:iruts the world’s
largest refugee population, with more than 3 million Al.cghans fleeing to other
countries, including 200,000 who have received asylum in the Wcs:: Sadly, the
number of Iraqis who have received polirical asylum and rcsetr%emcnf in the ‘-Xr".cst
since 2003 is estimated at only 60,000, according to the United ‘Nanon's High
Commission for Refugees and the U.S. Citizenship and Immigration Services.

In addition to these “violence-creared” diasporas, millions of Middle Ea.scf.trr?ers
have also fled economic poverry in resource-poor countries. 'Neariy 18 m1llfon
Syrians are estimated to live outside the Middle East, primarily in North Amerl.c.a,
Europe, South America (particularly Brazil, Chile, Vencz.uc]ia, and ColoTbaa),
Australia, and Africa. Berween 7 and 9 million Turks now live in EuroPc as “guest
workers,” including nearly half of them in Germany alone. Approximately 4.5
million Moroccans live abroad, with two-thirds of these in Europe. As the former
colonial power, France is home to 1.6 million Moroccans, bur large populations of
Moroccans also live in Spain (767,000), Iraly (s00,000), the Netherlands
(350,000), Germany (200,000}, and the Unitcd_Statcs I{wofoco). BECEJ.!S?: of
France’s history of colonialism in North Africa, millions of Algerians and ]"u.:usaa-n-s
have also migrated there, especially during the 1992-2002 decade of Istamist politi-
cal violence in Algeria. Nearly one-half million Egyprians, both poor laborers and
educated professionals, have migrated to the Unit_ed States, Canada, and I[al?r.
Finally, hailing from one of the world’s poorest nations, nearly Eoo‘,ooc Yen_:ems
live outside their country, mostly in India and parts of Suuthe:ast Asia (e.g., Singa-
pore), but also in the United Kingdom (80,000) and the Unirted Srates (12,000).
Inside the country, 7 million Yemenis live in hunger, yet Yemen has granted refugee
status to 164,000 Somalis since the Somali civil war, which began in %9‘33 (Mowafi

2o11). Unofficial estimates of Somalis in Yemen put the figures at 1.1?111110.11, Fllrthf:r
exacerbating poverty, unemployment, malnutrition, and now political violence in

the country.
The Multisited Studies

Given the massive scope of this Middle Eastern diaspora, it is irrf-
portant to understand how Middle Eastern expatriate corlnmun%[ics deal with their
inferrility problems and attempr to access ART scnrice-s, including through return
to home countries. As noted earlier, this chaprer examines the phcnonlmnon ‘of' re-
turn reproductive tourism to the Middle East based on ethnograpl'uc studies of
infertility and ART-secking in four different Middle Eastern locations, as sum-

marized in rable 1.
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Table 1. Middle Eastern study populations

Country of
uY:a.r . Country of current Number of “return Primary type of
untry  origin sestdlonis N dissporic 3 i
poric ulati
study of study (“home™) (“host™) tourists” studied -
1996  Egypr Egypt Arab Gulf 18 of 66 (1o Egypt)  Egyprian labor
countries migrants, mosty
middle-class
professionals
2003  Lebanon Lebanon, Sub-Saharan 37 of 189 (1o Lebanese war
Syria, Africa;other  Lebanon); also refugees, who
Palestine Middle Eastern 20 Syrian permanently
countries; reproductive resertled in
North America; tourists {to host countries
South America; Lebanon)
Europe; Asia
2003-8 United States Lebanon, Syria, United States  30f95(2t0 Lebanese, Palestinian
(Detroit, Palestine, Yemen, Lebanon, 1 and Iraqi war r:ﬁ:gef;-
Michigan)  Irag Iraqi refugee Syrian and Yemeni
couple 1o labor migrants; mostly
Bahrain) recent resettlement
inthe U.S
2007  United 50 countries 7 Emirates 219 “reproductive Temperary reproductive
Aralb in Sourh Asia, of UAE, travelers” (to UAE)  “rourists” to UAF, as
Emirates Middle East, plus 17 well as labor migrants
Euu]:-npc. . countries o UAE, mostly middle-
5 Se.l_:ami]usﬂﬁlc'a., class professionals

_ _The first study, undertaken in 1996 in two major, private hospital-based IVF
clinics in Cairo, Egypr, involved 66 ART-secking Egyprian women and 27 of their i
husbands, many of whom were currently living outside the country, mostly as
n_ﬂddlc—class professionals in the Arab Gulf. Of the 66 women patients inter-
viewed, 18 were living abroad with their husbands in the Gulf. The primary host
country was Saudi Arabia (10 of 18), but a number of Egyptian couples were also |
living in the smaller Gulf countries of Oman, United Arab Emirates (UAE), and
Qatar, This initial study was intended to examine the introduction of. AR:I‘S in
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Egypt and included couples suffering from female infertility, male infertility, or
both (Inhorn 2003).

The second study, undertaken in 2003, was based in two major IVF clinics in
Beirut, Lebanon, one in a private university hospital and the other in a private
stand-alone clinic. As an ethnographic case-control study of male infertility and
ART-seeking, 120 infertile men (cases) and 100 fertile men (controls) were inter-
viewed, as were 44 of their wives. Most of the men were Lebanese, but 20 were
Syrian, and 11 were Palestinians either living in Lebanon or in the Palestinian
diaspora. Importantly, nearly half of the men in the study (exactly 100) had spent
extended periods of their lives abroad, in exactly so different countries of residence.
At the time of the study, 32 of the Lebanese men were living abroad, including
11 in sub-Saharan Africa (Céorte d'Ivoire, Sierra Leone, Senegal, Nigeria, Gabo,
Ethiopia); 10 in other parts of the Middle East (Saudi Arabia, UAE, Kuwair,
Yemen, Egypt, Tunisia); 5 in North America; 3 in South America (Brazil, Panama);
2 in Europe (Nerherlands, Swirzerland); and 1 in Asia (Taiwan). In addition, all 20
of the Syrian men in the study had traveled with their wives to Beirut to seek
cross-border ART services, as had 5 of the Palestinian men living in the Arab Gulf
(Abu Dhabi and Dubai) and Central Asia (Kazakhstan). In total, 57 of the 220
men— or exactly 25 percent—were undertaking cross-border reproducrive care
at the time of the study. Of these, 37 men—or 17 percent of the total study
population—were engaging in return reproductive tourism to Lebanon, primarily
to undertake ICSI for male infertility but also for their wives’ infertility problems
{Inhorn 2012).

Following the Lebanese study, a five-year research project (2003-8) on infer-
tility and ART treatment seeking was conducted among the Middle Eastern
diasporic population in southeastern Michigan, the largest ethnic enclave of
Middle Easterners in North America. According to the 2000 census, more than
400,000 Arab Americans live in so-called Arab Derroit (Abraham and Shryock
2000), which represents nearly 30 percent of the entire U.S. Arab American popula-
tion. Most of these Arab Americans live in Dearborn, a southwestern suburb of
Detroit, which has been dubbed the “capital of Arab America.” Arab Americans
living in Dearborn are mostly Lebanese, Syrian, Palestinian, and Yemeni migrants
and refugees. But, since the first Gulf War in 1991, 80,000 Iraqi refugees also sercled
in this ethnic enclave community, with thousands of new Iraqi refugees arriving
since 2003. Within this community, the study was based in an Arab-serving [VF
sarellite clinic in Dearborn, where 95 Arab Americans—s5 men and 40 women,
including 31 couples together—were interviewed. Most of the Arab Americans in
the study were from Lebanon, Irag, and Yemen (in thar order), but several Palestin-
ians, Syrians, and one Moroccan immigrant were also included (Inhorn and Fakih
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2005). As in Lebanon, the initial focus of this study (2003-5) was on male infertilicy
and ICSI but later included couples with female infertility problems.

The final study was underraken in 2007 in the UAE, then a booming Arab
Gulf country. This study was focused specifically on the phenomenon of repro-
ducrive tourism. It was based in the UAE's largest private IVF clinic, located on
the border of the neighboring emirates of Dubai and Sharjah. There, in-depth
ethnographic interviews were conducted with 219 reproductive travelers, repre-
senting 125 infertile couples hailing from exactly 50 countries. The majority were
Indian, followed in rank order by Lebanese, Emiratis, British, Pakistanis, Sudanese,
Filipinos, and Palestinians. The ART treatment and travel trajectories of these
couples were explored, including, in some cases, return reproductive tourism to a
variety of Middle Eastern countries (Inhorn and Shrivastav 2010).2

Return Reproductive Tourism
to the Middle East

As noted earlier, the phenomenon of return reproductive tourism
began long before the term was ever coined. In the 1996 Egyptian study, a pattern
of return reproductive rourism was noted among mostly middle-class and
upper-middle-class Egyptian labor migrant couples, who were returning from the
Arab Gulf during their annual summer leaves. Because the Arab Gulf states are
unbearably warm during the summer months, many migrant couples return to
Egypt during July, August, or September. During this one-month holiday back
home, infertile Egyptian migrant couples may attempr a single ART cycle in an
Egyptian IVF clinic. As a result, IVE clinics in Cairo are packed with return repro-
ductive tourists during the summer months (Inhorn 2003).

According to Egyptian migrant couples in this study, three major facrors
underlay their transnational treatment quests: (1) the greater affordability of ART
services in Egypt versus the Gulf countries, (2) the greater trust in Egyptian
medicine over medicine in the Gulf, and (3) the perceived ease and comfort of
undertaking ARTs in a familiar environment, including staying temporarily in
one’s naral home with supportive parents. Thus, these visits to Egypt were in some
sense “IVF holidays,” in that they combined dimensions of trearment seeking
with pleasure and relaxation.

On the other hand, virtually all of the Egyptian couples in the study empha-
sized thar undertaking IVF “back home” often ruined their annual vacations.
These visits to Egypt included the stresses of hormonal injections; daily trips 1@
IVE clinics for follicular monitoring; costly and rime-consuming surgical egg
retrievals and embryo transfers; and, in many cases, the perceived need to hide the
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IVF cycle from most, if nort all, family members. Because ICSI to overcome
male infertility had just been introduced to Egypr at the time of the study, it was
especially shrouded in secrecy (Inhorn 2003). Thus, couples with an infertile
husband were often simultaneously attempting to maintain complete medical
privacy and achieve “holiday-like” merriment with family members. Balancing
levity with medical embodiment of ARTs—all during a single summer month in
Egypt—was often profoundly difficult to achieve. It is also imporrant o note thar,
in some cases, labor migration in the Gulf had preceded the discovery of the
couple’s infertility. However, in other cases, couples had chosen to migrare to the
Gulf precisely because they needed the higher incomes necessary to generate cash
for ART secking back in Egypt.

In the second study in Lebanon, which focused on male infertility, a similar
pattern of return reproductive tourism for ICSI was discovered. As in the Egyptian
study, some Lebanese men were working as temporary expatriates in the Arab
Gulf. However, most were permanent residents of other countries, having fled
during @/ haré, “the war,” which lasted from 1975 to 1990. During the civil war
period, almost one-third of the Lebanese population fled the country, especially
young men, whose families wanted them to avoid conscription or militia involve-
ment. Many Lebanese youth were sent to the Arab Gulf to work. Others were sent
to live with family members or friends already residing outside of the Middle East,
particularly in West Africa.

Of the 32 Lebanese return reproductive tourists interviewed in Beirut [VF
clinics in 2003, their reasons for returning to Lebanon were quire similar to those
offered by Egyptians. In general, they cited (1) increased affordability of ARTs in
Lebanon, especially for those living in North America; (2) increased trust in
Lebanese medicine over medicine in the host country, especially for those living
in other Middle Eastern countries; and (3) desire to experience an ART cycle in
the midst of a supportive family environment. However, for Lebanese living in
West Africa, they were essentially “forced” to return ro Lebanon because of a lack
of ART services in their host countries. Sub-Saharan Africa is 2 major region of
the world where ART services are relatively absent. Of the 191 WHO member
states, only 48 had medical facilities offering ARTs as of 2006 (Nachtigall 2006).
ART facilities are absent in the majority of the 34 sub-Saharan African nations,
which are struggling with life-threatening diseases such as HIV/AIDS, neonatal
and maternal mortality, malaria, and tuberculosis (Okonofua 1996). Although
Lebanese diasporic communiries in West Africa are often comparatively affluent,
ARTSs are simply not available in host countries. For example, with 100,000
Lebanese living in Abidjan, the capital of Cote d’Ivoire, the city hosts a Lebanese
hospiral with Lebanese physicians. However, there is no IVF clinic in that hospital
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or in the country as a whole. It is also important to point out thar, as of 2011, politi-
cal violence in Céte d’Ivoire does not bode well for the diasporic Lebanese com-
munity in that country.

In Arab America, on the other hand, the situation was reversed. ART services
are readily available. However, the average price of one ART cycle in the United
States is greater than $12,000 (Spar 2006). There are very few American “mandate
states,” which provide either full or partial ART subsidization to state residents.
Furthermore, very few U.S. insurance companies cover the complete costs of an
ART cycle. Thus, most Americans pay for ART services entirely out of pocker,
which is why less than 1 percent of infertile Americans ultimately conceive through
IVF and related technologies (Spar 2006).

This was certainly true of the infertile Arab American couples in the Dearborn
study. With few exceptions, most of those interviewed were either war refugees or
political exiles from Lebanon and Iraq, or economic refugees from poor rural
communities in Yemen. The vast majority of these infertile Arab Americans were
impoverished, working in unskilled positions without medical benefits. Many of
them could barely pay for office visits (at $150), let alone the cost of a single ART
cycle (Inhorn and Fakih 2005). Among the toral group of nearly 100 interviewees,
only 19 ICSI cycles had ever been undertaken—buct 6 of these had been tried by
one upper-middle-class Lebanese couple, twice in the United States and four times
through return reproductive tourism to Lebanon. Among the remaining 13 ICSI
cycles, two had involved reproductive tourism to the Middle East (Lebanon,
Bahrain). The rest had been performed in the United States under great financial
duress. Couples in the study had raken our bank loans or loans from friends and
family, had sold wives’ bridal gold or family land back in the “*home country,” or
put the entire cost of the ICS] cycle onto a credit card, going deep into debt in the
process.

Indeed, financial duress was a major theme of these Arab American inrerviews,
as was the deep demoralization of ICSI failures. From the 19 total ICSI cycles,
only two children—both sons of Iraqi refugees—had been born, one as a resulr of
travel to an IVF clinic in Bahrain, a small Arab Gulf island narion near Iraq. It is
important to note that at the time of this writing there were no functioning IVF
clinics in most of Iraq, including in the capital city of Baghdad. Iragi couples who
require ARTs must travel to Mosul, a Kurdish-dominated city in the narthern
territory of Iraq, where Kurdish is spoken as the first language. Those Iragis who
can afford to do so may travel ro the neighboring countries of Syria, Jordan, and
Iran, each with its own active ART sector (Abbasi-Shavazi et al. 2008). Although
once renowned for its medical infrastructure and high level of medical expertise,
Iraq has experienced the decimation of its medical system during the current war
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period, including the rargered killing of medical personnel by militia groups and
the subsequent flight of most qualified physicians from the country (Inhorn 2008;
Inhorn and Kobeissi 2006). Many of these physicians have sertled in neighboring
Middle Eastern countries, such as Syria, Jordan, Lebanon, and Egypr, and a few
have been given political asylum in Western countries, including the United

States.

Diasporic Dreaming: Return Reproductive
Tourism Back Home

Why do diasporic Middle Eastern infertile couples dream of
making a test-tube baby back home? Over the series of studies described above,
five major factors “pulling” infertile diasporic couples back home have become
apparent. A sixth factor— perceived cultural discrimination—serves as a “push”
factor for some couples, who believe that they are either treated unfairly or neglected
in a host country’s medical system. Interestingly, none of these factors are the ones
repeatedly cited in the cross-border reproductive care literature (i.e., laws, religion
and ethics, costs. lack of services, shorrages and waiting lists, safety, category
exclusion, privacy, quality of care, success rates). This list of standard facrors
emphasizes the push roward travel: namely, couples feel forced out of their home
countries by various restrictions, constraints, and pragmaric reasons such as com-
pararive costs. With return reproductive tourism, on the other hand, the desire to
travel is fueled by a number of pull factors, which are described below with accom-
panying ethnographic vignettes.

MEDICAL “EX-PATRIOTISM™

Middle Eastern expatriates living in diasporic communities abroad often maintain
both patriotic and nostalgic attachments to home, even if they have never lived in
the home country. Such patriotism may be manifest in feelings about the relative
superiority of home-country medical services versus those in the host country.
Such medical “ex-patriotism” (Inhorn 2003) is clearly found among both Egyptian
and Lebanese expatriates, who are often convinced of the superior medical profes-
sionalism and “experience” to be found in home country ART clinics. Among
Egyprians, this medical ex-patriotism is rooted in the fact that Egypt was one of
the first three countries to initiate ART's in the region, as well as Egypt’s long history
of medicine and large number of medical schools. As a result, many Egyptian
expatriates declared Egyptian ART services to be more “professional,” “advanced,”
and “experienced” than in host countries, including the Arab Gulf.
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Interestingly, these were the same three adjectives used by Lebanese expatriates
to describe Lebanese ART centers and physicians. Even though Lebanon was
relative latecomer to ARTs—opening its first centers nearly a decade later th:u:
Egypt because of delays caused by the civil war (Inhorn, Patrizio, and Serour
2010)—prewar Lebanon was often toured as the “Switzerland of the Middle East.”
and Beirut was compared to Paris. Prewar Lebanon was known for its excelle ,
medical education and services, with a highly functioning medical system ar:;
many Western-trained specialists. According to most Lebanese expatriates
Lebanon’s spirit of entrepreneurialism and resilience could never be thwa.rtcd)
Thus, they trusted the postwar medical system in Lebanon, including its fairl :
flEW F—LRT clinics (begun in the mid-1990s), more than they trusted ART scn.ril:f:}sr
in rhcu' host countries. Interestingly, this was true even among Lebanese expatriares
lmng in Europe and North America. Many of them touted the better “ex eri-
ence” of Lebanese IVF physicians over American, Canadian, or European couiter-
p:u'ts'. As one Lebanese man living in Dearborn told me: “Don’t forget! In Lebanon

they’ve gor experience for this one [ARTS] better than here. For this one [ARTS],
-Lebanon probably has better experience than the U.S.” A Lebanese women livin :
‘jn Dcarb.om explained: “Medicine in Lebanon is, whar do you say? It is likf
progress:.re,' and I trust them.” Another Lebanese expatriate purt it even more
;t;:ii hlj;d:ie:{;]; i_;l::l:se medicine is number one in the world! We’re confi-
Such patriotic pride in one’s country and its medical i i
reason for many Middle Eastern infertile couples to rct?::el:;: ;GVI:E Ellingi
refugees spoke with pride about Iraq’s prewar medical field. One - oun, Iraqi
refugee couple reminisced abour their country in this way. Accor}:ijn gm [l:l
husband: “We both left Irag when we were young, and so we really don’t kngow hm:
the medical field is now. But they were very good, sincerely good, and [there were]
2 lot of very good Iraqi docrors, very smart doctors.” His wife added. poienantly:
I would like to go and visit, but maybe not now. Not until the v:r:r isg ovi Yi
would love to go back home to Iraq. But if you want to go back home and -:mc .
your country and feel bad all the time, you will just go there and ger dcpre;ed -

LANGUAGE OF MEDICINE

A second major factor compelling return reproductive tourism is a lineuistic one:
namely, undertaking a cycle of ARTs involves a complex “unmfogicfiu choreo -
ra?h)r” (Thompson 2005), accompanied by an arcane medical language Leammg :
.rhls medical language is difficult enough for many infertile couples w;E ;ne nativef
in the country of rearment seeking. However, for Middle Eastern diasporic couples
who speak Arabic as their first—and perhaps only—language, the rhuughl: of
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going through the complexities of an ART cycle in an unfamiliar linguistic register
is incredibly daunting. Thus, many of these couples prefer to return home in order
to speak the same language as ART staff and, hence, understand the medical termi-
nology, instructions, and explanations delivered to them. In the Arabic-speaking
world, the vocabulary and language of ART medicine is delivered to parients in
Arabic that is rich with “seeds,” “planting,” “spermatic animals,” “microscopic
injections,” “babies of the tubes,” and the like (Inhorn 2003).

The importance of familiar medical language in one’s native rongue cannot be
underestimared. This is especially true for monolingual Arabic speakers. In the
Dearborn study, for example, exactly 40 percent of those interviewed spoke no
English whatsoever or managed to get by in barely functional “broken English.”
This was especially true of Yemeni migrants, especially Yemeni wives, many of
whom were illiterate in both Arabic and English. For Iraqi refugees, especially
those entering the United States in the afrermath of the 2003 invasion, most infertile
couples in the study were still struggling with English. Even some Lebanese, the
most “acculturated” group of expatriates in Detroit’s Arab community, were not
proficient in English, especially if they had fled Lebanon in the aftermath of the
2006 Israeli-Hizbullah summer war.

As many of these monolingual Arabic speakers explained, they had come to
the particular study clinic because of its Arabic-speaking physician and clinic
receptionist. Several couples in the study had actually traveled greart distances
across state borders to access the particular Arabic-speaking clinician. For example,
following an eight-hour drive, an Iraqi refugee couple explained: “We came here
from Nashville because the doctor is Arabic. When we ask him abour our case, he
understands us. But the doctors in Nashville don’t.” The husband added: “We

tried too much in Nashville, with three different American doctors. We met a nice
American woman doctor who tried to help us. But I'm coming here now because
at least we can speak Arabic, and it takes someone who can do that to really under-
stand our problem.” Similarly, a young Lebanese woman who had flown to
Michigan from Mississippi commented: “I live with my husband in another state,
but I came here just to see the doctor, because I need an Arabic docror. It doesn’t
matter if he’s Lebanese or not, but I just need to understand everything in Arabic.
I can talk English, and I can understand, burt the questions abour these medical

things are going to be easier for me in Arabic.”

CO-RELIGION AND MORAL TRUSTWORTHINESS

In addition to linguistic similarity, many Middle Eastern couples want to receive
ART from a physician of a similar religious background. For most Middle East-
erners, this means seeking out an ART practitioner who is a Muslim. The reasons
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olive-skinned “brown” wife. According to the husband: “People here will say it’s
okay. Nothing’s wrong, because [ am white. Also, if my wife does not get a white
child, it’s okay. I'm white, but she’s brown, so if the baby is brown, it’s no problem.
But if the baby is coming Filipino, then that’s a problem, and I will refuse it! That
means that one man who is Filipino slept with my wife! Or that’s what people will
say if my wife uses eggs from a Filipino.” Clearly, in this couple’s local moral
world, both the baby’s furure and the wife’s moral repurtation are at stake, which is
why achieving donor phenorypic similarity is deemed crucial.

COMFORTS OF HOME

In addition, many husbands are concerned that their wives experience ART
conceptions under optimal circumstances, surrounded by the tender loving care
of family members, especially wives’ mothers. In the Middle East, mothers and
daughters are often extremely close, deeming each other to be “best friends” in life
(Inhorn 1996). Thus, if there is a single family member who knows abour a
couple’s ART secking, it is generally the wife’s mother, and often the husband’s
mother as well. Not surprisingly, Middle Eastern IVF clinic waiting areas are often
crammed with elderly women, who are there to support their daughters and sons
through the trials and tribulations of the “operation” (as egg retrievals and embryo
transfers are called).

Not only is such marternal support deemed psychologically comforting, but
many diasporic infertile Middle Eastern couples maintain an ardent belief that
they will become pregnant if they can somehow manage to try ART's back in the
home country. Return reproductive tourism back home is deemed more “relaxed,”
more “familiar,” and more “comforting” —in short, much less stressful than
attempring to access ARTs in an unfamiliar host country clinical serting. This belief
in the psychosocial benefits of simply being “at home” while pursuing ARTs is an
important factor and a repeating theme among reproductive tourists of all kinds.
Indeed, in the study of reproductive travel undertaken in the UAE, most travelers
were adamant about the “comforts of home” and the importance of being in the
home environment, if possible, when undergoing an ART cycle (Inhorn and
Shrivistav zo10).

A young Lebanese couple, married for six years, had been unable to become
pregnant since arriving as immigrants to Dearborn, Michigan. They were frustrated
by their diagnosis of unexplained infertility and were seriously considering returning
to Lebanon to undergo IVF. As the husband explained: “Actually, [ was thinking
of going back to Lebanon, because she believes that berter doctors are over there,
and also thar she can get pregnant ‘by her family.” Her mother is over there. Her
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father passed away, but her mom is there and she wenrt to a few docrors to ask
about my wife's case. If [my wife] went back there, it’s better for her. Her mom,
she also thinks that if [my wife] goes there, she can get pregnant.” He added: “It’s
not an issue of money. IVF #s cheaper there, but it is more about what she believes.
She’s never been back to Lebanon since she got here in 2003. Psychologically, this
could be a good reason to go back.”

DISCRIMINATION

One of the reasons why Middle Eastern infertile couples may want to return home
is that they do not feel comforrable in host country ART clinics. Subtle and
not-so-subtle forms of cultural discrimination may be at work, especially for Arabs
and Muslims in a post—September 11 world (Inhorn and Fakih 2005; Inhorn and
Serour 2011; Shaheen 2008). During the studies in Lebanon and Dearborn, several
cases of outright medical discrimination were reported during interviews wich
infertile couples. For example, a Shia Muslim man living in Lebanon had been
seriously injured in a car accident. He sought emergency medical care in Lebanon
but was referred for rehabilitation to the United States. Unfortunately, he was
denied an exir visa by the U.S. Embassy in Beirut, because he lived in the Hizbullah
stronghold of Baalbek. His lack of full recovery had left him parially paralyzed
and impotent, thus requiring ICSI with resticular aspiration in order to conceive.

In a somewhar different case, 2 Lebanese refugee living in the Netherlands was
denied referral for ICSI by his Dutch primary care physician following a diagnosis
of azoospermia. The Dutch physician, who was not an inferrility specialist, deemed
azoospermia to be “hopeless,” and he repeatedly refused to refer his Lebanese patient
for further fully subsidized medical evaluation within the Netherlands. Eventually,
this Lebanese man accrued enough money to return to Lebanon, where ICSI with
testicular aspiration (costing $5,000) led to the birth of a healthy son. At the time
of his interview, this new father was justifiably angry at “those Dutch docrors.” He
described his plan to petition the Dutch government for reimbursement of all his
treatment and travel expenses and was collecting the necessary documents from
the Lebanese ART clinic.

Other examples of discrimination—or at least profound lack of cultural
sensitivity —abounded. For example, a young Yemeni couple, married for eleven
years, described their dream of seeking ART's back in Yemen, if they could only
afford it. The wife lamented the discrimination they had faced ar the hands of
American physicians. “Some doctors in Yemen are so-so, but some are good and
specialized. T wish I can go to Yemen [for ARTs], because it is not the same as
here.” She continued:
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If the docrors here were Arab, we can trust them more than Americans. Wh
went to the docror [from a town in Michigan], he was an American maI "o
him that we wanrt a child, and he told us: e
“Why are you coming?!”
“We want pregnancy.”
“You're young! You are babies!”
“No, I want.”
“What we think about yos—we think you're babies.”
“No, I'm not a baby.”

In this dialogue, the physician’s blatant mi iti
couple’s justifiable desire to have a child ﬁc?ifz:]g;ueat::[;; Elaa Y('mng' -
more egregious because of the perceived name-calling—tellj 3: Iaﬁ:ﬂls gl
that they are “babies,” oo young to be parents. The Yemeniu:rife inathj.: mup%c
rema.rlfablc for defending herself—in English—ro the offensive Ameri oy
ph}-'sm-ian. In so doing, she claims her right to be perceived ks
porential mother of an American child. .

Conclusion

This chaprer has attem

pted to caprure ethnographically th

;Tserience of a nicw phenomenon, return reproductive tourismgraprhc Mfd:ﬂc
E; c;ossbﬂ::: Middle Eastern diaspora, infertile couples often dream of makine

a test-tube baby back home, for a varie ;

ome, ty of cultural, moral, and ologi

Z:st:lns These reasons—including medical ex-patriotism, the languagepso}:icd[;f’:;:l
andr d;gl{}fl a.nd fnoral trustworthiness, donor phenotype, the comforts of hclmc’
scrimination—are rarely highlighted in the scholarly literature on cross:

bo 4
rder reproductive care. Thus, further ethnographic investigation is definitely

needed, in order i
i to assess the dynamics of return reproductive tourism to other

regions of the world beyond Euro-America.
EmOf parfuucda.r concern in my own research are the needs of “stranded” Middle
ern refugee populations, who are constrained from seeking ARTSs back h

bur who may face economic constraints and culeural discrimination i host
communitics. Indeed, three issues continue to haunt the Middle E::rtmnd;:shou
;;: :; time of this: writing: (1) ongoing forms of political violence :Iglich Eom

rced so many Middle Easterners into refugeeism and exile in h : @
the many constraints, economic and Srie
to their home countries to seek ARTS
Middle Easterners in post-

1 countries; (2)
political, that prevent them from returning
‘F ; and {3)_thc levels of discrimination faced by
9/11 Euro-America, including in medical facilities
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(Inhorn and Serour 2011). Asa result, diasporic dreams of Middle Eastern test-tube
babies are unrealistic for many infertile but stranded refugee couples. How to best
address the health and welfare of refugee populations—those who have been
forced to travel to save their own lives—will be a major challenge for furure ethnog-
raphers of the Middle East, particularly in the aftermath of America’s War on
Terror in Iraq and the “dark autumn” that seems to have emerged from the Arab

5pn'ng.

NOTES

This chaprer is an expanded version of my article “Diasporic Dreaming: Return Reproductive

Tourism to the Middle East,” reprinted with permission of Elsevier from Reproductive Bio-

Medicine Online 23 (2o11): 582-91. I wish to thank the journal editor, Martin Johnson, as

well as Zeynep Giirtin, both of the University of Cambridge, for facilitating publication of
the special issue on cross-border reproductive care, in which this article first appeared. T also

extend my thanks to Kamari Clarke and Rebecca Hardin for inviring me to contribute to

chis edited volume. Profound thanks go to the hundreds of Middle Eastern men and
women who have shared the details of their reproductive lives and travel with me, thereby
making my multisited ethnographic research possible. Similar thanks go to the ART prac-
titioners in Egypt, Lebanon, UAE, and Arab America who have welcomed me into their
clinics. This research has been generously supported over the years by the Nartional Science
Foundarion’s Cultural Anthropology Program, and the U.S. Department of Education
Fulbright-Hays Faculty Research Abroad Program. I am very grateful to these programs
and am extremely sorry that the Fulbright-Hays program is no longer in existence as of this
writing.

1. These figures have been compiled from a variety of United Nations and Web-based
SOUICES.

2. In each study, interviews were conducted in either Arabic or English, depending
upon the preference of the interviewee. The interviews were generally unstructured and
followed a basic interview guide constructed by me. In all of the interviews undertaken in
Lebanon and in about half of those in Detroit, a semi-structured reproductive life history
interview was also administered to all of the men in the study in order to understand their
experiences of male infertility and ART seeking. In general, interviews lasted about one
hour, although they ranged in length from one-halfhourto three hours. All interviews were
conducted in private rooms, usually within the clinics and occasionally in research subjects’
homes. In the initial stages of research in both Egyprand Lebanon, a local research assist-
ant was present. However, most interviews were conducted by me alone. All research
subjects were asked to read and sign an informed consent form in either Arabic or English.
Consent for human subjects’ research was received from institutional review boards (IRBs)
at my home institutions (Emory University for the 1996 study, University of Michigan for

the 2003-8 studies).
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