
Abstract  The objective was to understand ex-
periences of double motherhood during antena-
tal, childbirth and postpartum healthcare, using 
a qualitative method involving individual online 
interviews and asynchronous, online focus groups 
of cisgender women, mostly in same-sex relation-
ships. The results revealed how these women’s 
experiences of parenting were marginalised, high-
lighting institutional violence in Brazilian health-
care services, which are presented here in two 
thematic dimensions: 1) Cisheteronormativity 
and its impact on experiences of double mother-
hood; and 2) Institutional violence in healthcare 
services: from curiosity to LGBTQIA+phobia. It 
was concluded that cisheteronormativity hinders 
healthcare for these experiences, especially by ren-
dering the non-gestational mother invisible. This 
underscores the urgent need to train healthcare 
personnel, rethink and challenge cisgender and 
heterosexual norms and promote inclusive poli-
cies to ensure equitable care and combat institu-
tional violence.
Key words  Sexual and Gender Minorities, Gen-
der norms, Kinship, Sexual and reproductive 
health, Healthcare policy

1“You only have one mother!”: institutional violence 
in experiences of double motherhood in healthcare

1 Programa de Pós-
Graduação em Saúde 
Coletiva, Universidade 
Federal de Santa Catarina. 
R. Delfino Conti s/n, 
Trindade. 88040-370  
Florianópolis  SC  Brasil. 
stephanyril.ss@gmail.com

T
H

EM
AT

IC
 A

RT
IC

LE

Cien Saude Colet 2024; 29:e19802023

DOI: 10.1590/1413-81232024294.19802023EN

Ciência & Saúde Coletiva
cienciaesaudecoletiva.com.br
ISSN 1413-8123. v.29, n.4

Stephany Yolanda Ril (https://orcid.org/0000-0003-1417-2244) 1

João Batista de Oliveira Junior (https://orcid.org/0000-0002-4232-8165) 1

Mônica Machado Cunha e Mello (https://orcid.org/0000-0001-8034-349X) 1

Virgínia de Menezes Portes (https://orcid.org/0000-0001-6604-1962) 1

Rodrigo Otávio Moretti-Pires (https://orcid.org/0000-0002-6372-0000) 1



2
Ri

l S
Y 

et
 a

l.

Introduction

Despite laws guaranteeing universal access to 
Brazil’s Unified Health System (Sistema Único 
de Saúde, SUS)1,2, discrimination against certain 
population groups precludes equal access to 
health. Minority groups, such as the LGBTQIA+ 
population, that challenge traditional norms of 
gender and sexuality, encounter barriers includ-
ing stigma and prejudice, leading to dropout 
from health services and unequal access3-5.

Over the years, the LGBTQIA+ movement 
in Brazil has won rights through public poli-
cies, notably the Brazil Without Homophobia 
Programme, in 2004, designed to combat vio-
lence and discrimination3, the National Women’s 
Health Policy, in 2004, which recognised the spe-
cific needs of lesbian women6 and, in 2011, the 
National Comprehensive LGBT Health Policy, 
directed to combating discrimination and vio-
lence and guaranteeing equal access to health in 
the SUS7.

Non-traditional parenting faces numerous 
challenges in Brazil and internationally, oscillat-
ing constantly between gaining and losing rights. 
Bill 580/2007 was tabled by Clodovil Hernandes 
to modify Law No. 10,406/2002, regulating civ-
il marriage in Brazil, to include same-sex civil 
unions. In August 2023, however, conservatives 
opposed the bill on the basis of an interpretation 
of Article 226 of the Constitution, which stipu-
lates that “conjugal society” occurs between a 
man and a woman. At the same time, conserva-
tives in Brazil’s National Congress8 supported Bill 
No. 5,167/2009 seeking to prevent same-sex re-
lationships from being equated with marriage or 
the family unit. Another eight other bills relating 
to same-sex unions are under discussion9.

Drawing on a narrative developed by far-right 
and neoconservative governments in defence of 
“traditional families”, people who do not identify 
with heteronormativity and the legitimisation of 
LGBTQIA+phobia are now being criminalised 
worldwide. In 2023, under the ultra-conservative 
government of Giorgia Meloni in Italy, the names 
of non-biological mothers began to be removed 
from the birth certificates of children conceived 
by artificial insemination abroad, leaving only the 
names of biological mothers on the documents10.

In the United States, 16 state laws against the 
LGBTQIA+ population were approved in 2022 
and, in February 2023, in the state of Tennessee, 
drag queens were banned from participating in 
public events involving children. In Florida, the 
government banned schools from discussing 

topics relating to gender identity and sexual ori-
entation11.

Despite strong criticism from international 
organisations and governments, in May 2023, 
Uganda sanctioned a law that establishes a 20-
year prison sentence for “allowing” homosex-
uality and the death penalty for certain acts by 
people of the same sex. Known as “The Anti-ho-
mosexuality act, 2023”, this law is among the 
most severe in the world in legal setbacks to the 
gains of LGBTQIA+ people12.

These events, which highlight the signifi-
cant role of cisheteronormativity in the polit-
ical sphere, constitute obstacles to the rights of 
LGBTQIA+ people, especially in health. Cishet-
eronormativity is understood here as a set of po-
litical and social norms that impose standards of 
cisgenderness and heterosexuality, thus creating 
barriers to accessing health5.

Cisheteronormativity excludes those who do 
not conform with its standards of gender and 
sexuality and is thus at odds with the principles 
of universality and comprehensiveness key to 
the SUS13. This article discusses institutional vi-
olence in health services, as expressed by norms 
and procedures that support the status quo. This 
institutionalised violence is characterised by ne-
glect of individual needs, imposition of unfair re-
strictions and often disregard for, or prejudice to, 
individual rights and experiences14.

Experiences of parenthood among lesbian 
and bisexual cis women in same-sex relation-
ships, self-described as “double motherhood” on 
Brazil’s social media, are affected by a number of 
barriers raised by cisheteronormativity. “Double 
motherhood” is the shared experience of mater-
nal and parental functions by two women, who 
decide to parent jointly, whether by adoption, 
assisted reproduction technology (ART) or when 
both have children from previous heterosexual 
relationships. In the legal context, the term re-
flects the right of both mothers to be included on 
the child’s birth record. This recognition results 
from legal proceedings by couples which guaran-
teed this right and set precedents for other cou-
ples15.

In Brazil, when one or both women in dou-
ble motherhood have children from previous 
heterosexual relationships, legal recognition for 
the right of both to be included on the birth re-
cord is not automatic. This legal complexity poses 
an added barrier for same-sex couples and legal 
action is often requited to make double mother-
hood official. This challenge underlines the need 
for legal reforms and greater recognition of dif-
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ferent forms of parenting, in line with contempo-
rary realities.

In this regard, this study sought to under-
stand experiences of double motherhood during 
antenatal, childbirth and postpartum health care. 
The article offers a contribution to collective 
health thinking about institutional violence in 
health services, by presenting master’s degree re-
search data on the parenting experiences of lesbi-
an and bisexual cisgender women in the process 
of pregnancy and postpartum.

Methods

The research field of this qualitative study was 
online from the outset, as this facilitated access 
for the women participating. Participants were 
recruited using the hashtag #duplamaternidade 
(#doublemotherhood) on Instagram, so as to 
identify lesbian and/or bisexual couples. Insta-
gram is known to use hashtags to draw attention 
and the hashtag #duplamaternidade was being 
widely used in Brazil by bisexual and lesbian 
women to share experiences of motherhood with 
another woman. Accordingly, mothers who used 
that hashtag were invited into the study.

Data were collected asynchronously from 
July 2019 to March 2020 from nine geographi-
cally and socio-demographically diverse women. 
The number of participants was determined by 
theoretical saturation, as described by Fontanella 
et al.16. This method halts inclusion of new par-
ticipants when there is significant repetition of 
information and additional data does not provide 
substantially different insights, indicating theo-
retical saturation. This criterion ensures appro-
priate representation and depth in the analysis of 
participants’ experiences and perspectives.

Data were collected using WhatsApp, so as 
to accommodate participants’ parental and pro-
fessional responsibilities and make participation 
more accessible. During the COVID-19 pan-
demic, women were overwhelmed by remote 
schooling activities, making data asynchronous 
collection necessary. The choice of this method 
was influenced by the impossibility of carrying 
out the first interview synchronously due to con-
nection problems and interruptions. The asyn-
chronous method proved effective and enabled 
participants to contribute at convenient times, in 
the absence of the mediator.

In this way, data were obtained on two occa-
sions: 1) individual open interviews, online and 
asynchronous; and 2) asynchronous online focus 

group. The interviews were started off by a trigger 
question to all participants: “Comment on your 
trajectory as a lesbian/bisexual woman in the 
process of your pregnancy and childbirth”. The 
answers consisted of the participants’ lived ex-
periences, while the other questions, formulated 
in accordance with the themes they brought up, 
covered areas such as “family”, “health”, “work” 
and “education”.

Most interviewees responded hours or even 
days later, often apologising for the delay and 
mentioning time constraints due to the demands 
of parental and professional activities.

To complement the interviews, an online 
focus group was held among the participants to 
explore topics not addressed individually. The 
second stage of data collection, in May 2020, 
consisted of a WhatsApp focus group, which was 
asynchronous, because lack of availability result-
ing from the demands of motherhood made syn-
chronous meetings unworkable. Only six inter-
viewees agreed to participate, although all were 
invited; three replied that they were unavailable.

The asynchronous online focus group ad-
dressed two key questions: “Comment on double 
motherhood” and “In your perception, does so-
ciety grant privileges to women who are pregnant 
as compared with those who are not?”. These 
questions allowed for spontaneous sharing of in-
formation, including images, emoji reactions and 
messaging interactions.

The choice of the asynchronous method for 
this group, which affords flexibility and sur-
mounts logistic challenges, reflects a current 
trend in research. The same format was adopted 
not only in our research, but also in other inves-
tigations, including online focus groups, with the 
same target public17,18. All data generated, includ-
ing audios and text messages, were recorded and 
transcribed in full, so as to ensure comprehensive 
analysis of these interactions.

The data collection approach chosen is un-
precedented, in that it was developed to suit the 
participants’ parental and professional needs 
and responsibilities, given that they are part of a 
group whose care for their children places con-
straints on the time they have available to par-
ticipate in studies. Given these characteristics, 
this group is difficult to reach with traditional 
research methods, which often require interloc-
utors to travel or, in online studies, to participate 
synchronously.

The transcribed data were treated by themat-
ic content analysis to identify indicators from 
which to infer how the data were produced and 
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collected19. Thematic content analysis comprised 
three distinct phases, as outlined by Minayo19. 
In the first stage, content was selected, the initial 
study objectives and hypotheses were reviewed 
and indicators were formulated to guide inter-
pretation of the data. The second stage involved 
exploring the material, for the team to identify 
categories consisting of meaningful words or ex-
pressions. The third phase consisted in treating 
and interpreting the results.

The project was approved by the human re-
search ethics committee (Opinion No. 3.853.350) 
administered by Brazil’s National Ethics Com-
mittee. All participants signed a declaration of 
free and informed consent. So as to protect the 
identities of the interlocutors, names that appear 
in the excerpts have been changed to fictitious 
names.

Results and discussion

Nine cisgender women, three of them self-de-
clared bisexuals and six lesbians, participated in 
this study. Eight of the participants were in same-
sex relationships at the time. Participant sociode-
mographic characteristics are shown in Chart 1.

Analysis of the results identified two thematic 
areas: 1) cisheteronormativity and its impact on 
experiences of double motherhood; and 2) insti-
tutional violence in health services: from curiosi-
ty to LGBTQIA+phobia.

Cisheteronormativity and its impact 
on double motherhood experiences

Cisheteronormativity regulates experiences 
of double motherhood in both public and private 
health services, resulting in situations of exclu-
sion and violence. Although double mother-
hood is recognised in law in Brazil, women who 
share motherhood face numerous challenges in 
parenting. Research participants reported situa-
tions where their having constituted a family was 
erased by relatives, health personnel and public 
policies, stressing that the main obstacle is the 
invisibility of the mother who did not gestate, on 
the premise that “you only have one mother”:

Society sees those who give birth to be mothers, 
because even in these margarine advertisements 
[reference to a famous Brazilian advertisement 
that features a happy heteronormative family en-
joying breakfast together], as they say, they say, 
right, you only have one mother. Who got preg-
nant? Who carried it? Who breastfed? I think 

we still have a long way to go in this militancy to 
reach the point where both mothers are recognised 
as equals in raising the child. It really is activism, 
it’s a movement that needs to have strength, that 
needs to continue for mothers to have equal rights 
and be equally recognised by society (Online Fo-
cus Group).

The premise that “you only have one moth-
er” reflects a hierarchisation of motherhood, 
according to which the most appropriate figure 
to exercise motherhood is a married heterosex-
ual mother. In that context, lesbian mothers are 
regarded as less suitable for motherhood, less 
even than single mothers and teenage mothers, 
who are also hierarchically lessened in relation to 
married women in a heterosexual relationship20. 
As for lesbian motherhood, this hierarchy serves 
to erase such mothers, as underscored by the re-
sults of this study. That erasure is explained by 
the stigma and prejudice that lesbian women suf-
fer, as highlighted in 2021 by a literature review 
that found LGB families of lesbian or bisexual 
mothers receiving less social support from moth-
erhood-related support networks, even from 
members of their own families21.

Double motherhood destabilises the device, 
which in society – as pointed out by Foucault22 
– regulates sexuality on the basis of traditional 
norms. It transcends the binary relationships of 
female and male gender, mother and father and, 
even more comprehensively, poses searching 
questions of the process of constructing bodies, 
gender identities and desires, upsetting a world 
traditionally structured in binary and gendered 
terms. The place of lesbian or bisexual women 
and mothers is effaced in this way by a hierarchy 
that confers legitimacy on mothers. Only het-
erosexual women are recognised to be legitimate 
mothers, perpetuating a model that achieves 
a universal understanding of what it is to be a 
mother, which is shared socially and also present 
in health services, as observed in this study.

The universal conception of women and of 
cisheteronormativity can be seen in the instru-
ments for systematic monitoring of pregnant 
women and children in the Family Health Strate-
gy, including the “Pregnant Woman’s Handbook”, 
“Child Health Handbook” and even in the “SUS 
National Card”, as revealed by the interviewees:

The difficulty is the issue of the pregnant wom-
an’s card, which does not have the option “Par-
ents”, but “Mother” and “Father”. Like other issues, 
it is different from birth records: birth records offer 
“Parent”, in our names, but for the pregnant wom-
en, it doesn’t. We’ve even talked about… how do 
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you say…, denouncing this part, right? (Interview 
4).

The hospital card came, our daughter’s vac-
cination card also doesn’t have the option of two 
mothers, it has “Mother” and “Father”. The right 
thing would be “Parent”. “Parent 1”, “Parent 2” 
or something like that, but the vaccination card 
comes with “Mother” and “Father”. Things that we 
want to change from now on. The hope is that they 
will change (Interview 6).

[...] Then we went to get the SUS card, it was a 
performance. There was no way to get a SUS card 
with the names of two mothers, because it said 
“Father” and “Mother”. We said, so, in the place 
for “Father”, put Janaína, and they said, I can’t. I 
said, so, in the place for “Mother”, first put Janaína 
and then Patrícia. I can’t. Then they called one in, 
called two in, called 10 in and, in the end we left 
there with Luís. I don’t know exactly how it is in 
the system, if the name is in the place for “Father” 
or if both are in the place for “Mother”, but we’re 
both there (Interview 2).

The implications of cisheteronormative com-
munication lead to instances of violence by rais-
ing barriers to the these women’s exercising their 
citizenship to the full. Moreover, subjection to 
the rules and codes laid down by health person-
nel exposes the reproduction of unfair, formal 
and informal social structures, that violate iden-
tities that fail to align with the normative model.

The participants also raised the topic of home 
insemination (HI) as a common practice for re-
production among non-heterosexual women. In 
Portuguese, Home Insemination (HI) is referred 
to as Inseminação Caseira (IC), and it’s crucial to 
note that while IC may not carry the same legal 
implications in Brazil, we have chosen to use HI 
to enhance comprehension within the English 
context. Importantly, it should be noted that 
Home Insemination (HI) is not legal in Brazil.

I have always researched methods, because it 
was always my dream and so on and I had already 
looked into HI once, what the procedure was like 
and so on, but I left it alone, right? And when we 

Chart 1. Sociodemographic characteristics and reproduction methods used.
Women 
Mothers 

(1)

Participated 
in the Focus 

Group
Age Colour 

(2)
Sexual 

orientation
Place of 

residence Education Income Reproduction 
Method (3)

M01 No 49 White Lesbian São Paulo-SP Technical 6 minimum 
wages

HR*

M02 Yes 38 White Bisexual Florianópolis-
SC

Postgraduate 10 
minimum 
wages

HI**

M03 No 23 White Lesbian São Paulo-SP Upper 
secondary

2 minimum 
wages

IVF***

M04 No 21 Brown Bisexual Picos-PI Upper 
secondary

3-7 
minimum 
wages

AI****

M05 Yes 37 White Lesbian Rio das 
Ostras-RJ

Undergraduate Not 
informed

AI

M06 Yes 29 White Lesbian Campo 
Grande-RJ

Undergraduate 
student

5 minimum 
wages

AI

M07 Yes 31 Yellow Lesbian Brasília-DF Undergraduate 6 minimum 
wages

AI

M08 Yes 26 Brown Lesbian Goiânia-GO Undergraduate 
student

2-3 
minimum 
wages

HI

M09 Yes 35 White Bisexual Paris region, 
France

Postgraduate 4-5 French 
minimum 
wages

IVF

Note: (1) study participants are represented by letter M and from 01 to 09; (2) self-declared skin colour, by criteria of Brazil’s official 
bureau of statistics (Instituto Brasileiro de Geografia e Estatística, IBGE); (3) method of reproduction used to achieve pregnancy. 
*Consensual heterosexual relationship for the purpose of pregnancy only; **Home insemination; ***In vitro fertilisation; ****Artificial 
insemination or intrauterine insemination.

Source: Authors, based on study results. 
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decided, I always knew that I would have Debora 
by HI. Because it’s very difficult for poor people to 
do IVF, you know? It’s very expensive, it’s unrealis-
tic for us, right? (Interview 8).

In addition to ART, women are turning to 
HI as an autonomous approach to achieving 
pregnancy, without the need for healthcare ser-
vices. HI involves collecting donor sperm and 
introducing it close to the prospective pregnant 
woman’s cervix. Instruments such as speculums, 
catheters and syringes can be used to optimise 
the technique by protecting sperm from expo-
sure to light23. HI is popular in Brazil, because it 
is affordable, and two participants in this survey 
chose to use it:

We tried twice at an IVF clinic and Luis was 
made in a single attempt at Home Insemination 
with a donor from Vitória. We already had a trip 
arranged for another reason and we had access to 
this donor, who already had a lot of positive results 
and we booked him! And so there was a little pot, 
a syringe and my partner injected it. We broke up 
laughing, because it was impossible it would work. 
We’d spent a lot on clinics and, 15 days later, there 
was Luís (Online Focus Group).

Note that, for years, Assisted Reproductive 
Technology (ART) has made conception possible 
without the need for sexual intercourse. Initially 
developed to treat infertility in heterosexual cou-
ples, ART has been used by lesbian and bisexual 
women for some time now24,25. However, its use 
was only “regulated” in 2010, by Federal Medi-
cal Council Resolution No. 1,95726, a resolution 
considered innovative, because it made single 
people and same-sex couples eligible for ART27. 
Note also that there is still no specific legislation 
regulating the performance of reproductive tech-
niques in Brazilian territory, even though bills 
on the issue have been before Congress for years. 
As a result, it can be seen that public health poli-
cies exclude lesbian and bisexual mothers, whose 
needs are not met when they seek health services. 
This translates into limited effectiveness and the 
persistence of deep-rooted stereotypes that many 
health personnel maintain and perpetuate, with-
out any proper review28.

However, HI is examined as a technological 
device, after reading Foucault22, Paul Preciado29 
and Donna Haraway30, the practice constitutes 
a subversion of the norms imposed by the de-
vice of cisheteronormativity. That conclusion 
follows because, by producing repetition-based 
discourse, the device allows subversions of such 
discourse and, consequently, of norms, enabling 
new discourses to emerge. In this context, double 

motherhood emerges as a discourse in the device 
of sexuality present on social networks and in the 
legal sphere.

Institutional violence in health services: 
from curiosity to LGBTQIA+phobia

Institutional violence was identified in the sit-
uations experienced in health services by women 
mothers and expressed as institutional norms, 
discourses and conduct. Accordingly, this cate-
gory identifies health service norms, discourses 
and practices responsible for “effacements” and 
“de-legitimisation” based on reified models and 
frozen identities, such as man and woman, male 
and female, father and mother31.

What was said in the interviews and the fo-
cus group demonstrated situations in which the 
participants observed odd looks and comments 
from health personnel regarding their parenting 
setups, which constituted episodes of violence, as 
in the following excerpt: “They were perplexed, 
but they didn’t say anything. ‘This here is my girl-
friend. I’m pregnant!’ [...] They looked like having 
little difficulty understanding” (Interview 1). In 
other situations, perplexity was expressed openly 
through comments:

I went alone to all my antenatal appointments 
in the SUS, because my wife worked and when 
she happened to go, there was always that ques-
tion: “What are you? Are you a sister? Are you 
an aunt?” and “No, she’s the baby’s mother, too”. 
“How’s that?”. Sometimes it was a moment when 
we didn’t want to talk about it, right? We were 
excited about the appointment, about the ultra-
sound, and didn’t want to talk about it, but I ended 
up having to explain the situation (Interview 3).

That experience reveals barriers that keep 
these women from health care, because their 
experiences are marred by prejudice, negligence 
and institutional violence, sometimes resulting 
from inappropriate conduct on the part of health 
personnel32.

Failure to recognise non-pregnant mothers as 
mothers, as well as their exclusion from antenatal 
exams and appointments, highlights the urgency 
of incorporating the new family configurations as 
a key theme in professional training33. We know 
that exclusion of lesbian or bisexual mothers is 
not specific to this research, because similar re-
ports exist in the international context. One 
study showed that, in Australia, lesbian women 
raise issues similar to those observed here. The 
former study, of 20 families of lesbian women, 
showed that they awee more likely to postpone 
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healthcare for fear of suffering some kind of prej-
udice32.

Cisheteronormative assumptions about pa-
tients in health services contribute to lesbian and 
bisexual women’s difficulties in accessing health-
care, as confirmed in research by Rodrigues and 
Falcão31 in the context of gynaecological health-
care. Health personnel often consider lesbian and 
bisexual women to be heterosexual women, and 
refer them according to care protocols intended 
for the latter group, at odds with the realities of 
the women involved. It is not uncommon for 
health personnel, when faced with a situation at 
variance with their cisheteronormative assump-
tions, to end up excluding and perpetuating 
forms of violence against these populations. This 
is reflected in both healthcare and bureaucratic 
decisions that fail to question cisheteronormativ-
ity.

In this way, undesirable events, such as pro-
hibiting a companion during ultrasound exams, 
constitute forms of violence, as they deprive the 
mother of emotional proximity to her child be-
ing gestated by her partner. Institutional violence 
perpetrated in health services and directed at 
these women represents the direct form of struc-
tural violence34, because not only does it reflect 
the hierarchisation of society, but it is responsible 
for reproducing an ideal model of sexuality and 
family20.

The lack of knowledge about health care for 
lesbian and bisexual women is also reflected in 
relation to motherhood. To these personnel, con-
ception independent of sexual acts is impossible, 
which forces the women they receive to explain 
how the pregnancy occurred. That situation was 
described in this account: “[...] we always had to 
tell the story, right? Of what was involved, that 
there were two mothers, and that the ovule was 
mine, everything was mine” (Interview 2).

In addition to communication barriers, situ-
ations were reported in which mothers faced dif-
ficulties stemming from hospital bureaucracies 
used to cisheteronormative relationships. This 
resulted in the non-pregnant mother not being 
able to visit her baby, who was admitted to the 
neonatal intensive care unit, as described in this 
excerpt:

She couldn’t enter during visiting hours, be-
cause they were from 4 pm to 4:30 pm, but the 
mother has the right to enter four times during 
the day, at breastfeeding times, for mothers only. 
[Non-pregnant mother’s name] was not recognised 
to be mother. And she could not enter at any of 
those times (Interview 8).

Institutional violence also takes the form of 
[the non-pregnant mother’s] being unwelcome 
during childbirth, as reported below. The hospi-
tal antenatal record stated that the baby was the 
result of insemination, which apparently piqued 
the curiosity of health personnel and students. 
The study participant explained that the interest 
went beyond the fact of insemination:

On the day of the birth, the students wanted 
to watch, as if it were different [...] Because people 
wanted to see here an artificial insemination baby 
[...]. I don’t know if people wanted to see just an 
insemination baby or a lesbian couple’s baby. [...] 
They claimed there weren’t enough clothes in the 
surgical centre for me to wear, because they had 
two obstetricians, the nurse, the anaesthesiologist, 
and four residents in to watch. [...] (Interview 5).

Revisiting the situation, the participant sug-
gested the possibility that what may have most 
caught the team’s attention was the fact that the 
baby had two mothers, rather than the method 
of conception.

At this point, the event can be seen to qualify 
as institutional violence on three counts. On the 
first, the pregnant mother is interpreted as an ex-
periment for the group to analyse out of curiosity 
and is even deprived of having her companion 
present during the birth; the second targets the 
baby, which is presented as a fruit materialising 
from a non-normative family configuration; and 
on the third, the non-pregnant mother was de-
prived of attending the birth of her child “for lack 
of special clothes in the surgical centre”. This ep-
isode reveals a scenario supported by a series of 
institutionally legitimised norms – from it being 
important to training to witness, in the name of 
science, a “different” birth, through to the man-
datory use of specific clothing in the sector – that 
assume one single commitment: to reproduce 
forms of structural violence and thus perpetu-
ate the institutional violence of depriving people 
of the right to exercise parental functions in the 
context of health care35.

Thus, the points discussed during the sharing 
of experiences of double motherhood raised mul-
tiple situations of stigma, prejudice and exclu-
sion, which materialise in health services in ac-
cess barriers resulting from forms of institutional 
violence that assume a wide range of interpre-
tations, ranging “from curiosity to LGBTQIA+-
phobia”. Prejudice against lesbian women on the 
part of health personnel was widely discussed 
in the work of Chaves36, who pointed out, from 
interviews with health personnel, that they did 
not understand lesbian women’s health needs. 
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She argued the importance of training and dis-
cussion on stigmas and prejudices with regard to 
homosexuality. In this respect, it is imperative to 
problematise the training of health professionals 
and public policymaking that calls cisheteronor-
mativity into question. This will result in the cre-
ation of a welcoming environment that promotes 
bonding and a personnel-patient relationship ca-
pable of providing equitable care.

Final remarks

From understanding experiences of double moth-
erhood in antenatal, childbirth and postpartum 
health care, it was found that cisheteronorma-
tivity regulates relationships in both public and 
private health services, which results in situations 
of exclusion, dominant among which is the invis-
ibility of the mother who was not pregnant.

Double motherhood is seen as a practice 
that challenges traditional norms of identity 
and questions the binary nature of gender and 
maternal and paternal roles. Moreover, assisted 
reproductive technology and home insemina-
tion, strategies for autonomous conception by 
non-heterosexual women, feature as breaks with 

social norms. The experiences of double mother-
hood in health care revealed that, in Brazil, sex-
ual and reproductive health practices prioritise 
heterosexual reproduction and neglect sexual 
and reproductive rights, resulting in the perpetu-
ation of stereotypes.

Neglect for the rights of these women who do 
not fit with traditional standards of heterosexual 
parenting materialises in situations of institu-
tional violence perpetuated through norms, dis-
courses and practices that efface and delegitimise 
their experiences, resulting in barriers to these 
women’s access to health care. In this regard, 
lack of receptiveness in the form of exclusion of 
“different” family configurations constitutes in-
stitutional violence, especially during antenatal, 
childbirth and postpartum care.

Capacity-building for health personnel – 
throughout their training and through perma-
nent institutional processes – for them to under-
stand and accommodate the needs of different 
family configurations is key to this issue and es-
sential to combating institutional violence in ex-
periences of double motherhood. This study does 
not address issues of lesbian and bisexual moth-
erhood involving trans women and this factor is 
acknowledged to be a limitation of this study.
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