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Introduction 

 

By examining local, regional, state and global structures as they shape and in 
turn are shaped by reproductive behaviour, we gain new insight into the means 
through which women and men exercise initiative and intent (Browner and 
Sargent 2011:2). 

 

It was only when writing this introductory chapter that I fully interiorized how well 

the statement in the above quote covers the analytical challenge that this study aims to 

respond to.1 In this thesis, my response to this challenge draws upon the exploration 

of Mozambican infertile couples’ local and transnational therapeutic navigations in 

the quest for reproduction in Mozambique and South Africa. The concept of 

therapeutic navigation, on which I further elaborate in the following chapter, is 

inspired by Vigh’s (2006a, 2009) idea of social navigation. Vigh’s concept, referring 

to young people’s biographies in conflict stricken Guinea-Bissau, accounts for 

individuals’ strategic agency and manoeuvring in an uncertain social and political 

environment in constant motion and transformation. As I will demonstrate in this 

thesis, my respondents’ processes of coping with infertility, of seeking out different 

kinds of infertility treatments and pursuing them – involving greater or lesser degrees 

of interaction with biomedical technology – implied social navigations as well as 

therapeutic bodily interventions. Throughout this social and therapeutic process, 

couples engaged in what I have termed therapeutic navigations. The pathways they 

navigated towards intended parenthood reflected constraining structures that were 

both circumscribed and challenged by infertility treatments. These pathways also 

reflected reproductive and therapeutic agency, impregnated with initiative and intent.  

By analysing infertility and the local and transnational infertility treatment 

seeking processes of Mozambican women and couples, I noticed how the 

materialization of these processes encompassed aspects that both involved and went 

beyond parenthood and reproduction. In fact, by analysing my respondents’ impaired 

reproductive pathways, paved with more or less structurally constrained agency and 

bodily uncertainty, I was able to perceive how the context of materialization shaped 

their processes of therapeutic navigation. But I also noticed how these navigations 

towards an aspired reproductive aim – circumventing infertility and having a child – 

played a role in the (trans)formation of their contexts of existence.  
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In these reproductive quests, parenthood and reproduction were flexible 

categories, rather than static or essentialized ones, in which meanings varied not only 

subjectively (from individual to individual) but also circumstantially. As an integral 

part of the main objectives of the research that led to this thesis, the ways in which 

people from different socio-economic backgrounds dealt with their hampered family 

making projects, and with infertility and infertility healing, in particular ways shed 

light on the different aspects at stake in their quests for conception (Inhorn 1994).  

In this thesis, I explore lower class, middle class and cosmopolitan2 women’s 

and couples’ therapeutic itineraries in terms of infertility treatment, and the ways in 

which these itineraries developed. My main arguments and discussion are focused on 

how my respondents’ therapeutic itineraries, revolving around reproductive intent, 

shed light on continuities and changes in broader social aspects, including pragmatic 

agency, gender roles, urban family dynamics, sexuality, religion, social class and 

inequality, social network dynamics and kinship making ideas.  

In order to analyse these phenomena, I looked to previous studies on infertility 

in sub-Saharan Africa (and elsewhere), medical travel, globalization (Beck 1998; 

Tsing 2004; Bauman 2003), modernity (Bauman 2000; Therborn 2003) and social 

navigation (Vigh 2006a, 2009) as a means to materialize life projects (Schütz 1972; 

Velho 2003). Among my respondents, the therapeutic navigations undertaken to 

materialize the life project of reproduction involved different kinds of biomedical and 

traditional3 healing entangled with aspects such as family background, social class, 

religion and support seeking within social networks of trusted relatives, friends or 

peers. 

Throughout their therapeutic navigation processes, my respondents’ agency 

shed light on how people contribute to changing the (already transforming) 

environment they inhabit by constantly adapting social strategies to achieve their 

goals – in this case, the goal of parenthood. In this way, in order to respond to the 

socially reproduced value of parenthood, infertile couples in turn left a mark on the 

contexts through which they moved. Departing from Vigh’s (2009) concept of social 

navigation, this thesis thus places another pin on the map of agency analysis, namely 

the idea that while navigating through changing and uncertain social environments, 

people also contribute to its transformation (Deleuze 1997).  

Adding to the abovementioned issues, the findings of this study contribute to 

the scant research on infertility in Mozambique, on medical – specifically 
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reproductive – travel in sub-Saharan Africa, and on biomedical infertility treatment 

provision, practices and trends in Mozambique and South Africa. Furthermore, it 

contributes to the analysis of the interinfluence between transforming social 

conjunctures and collective and individual agency in a sub-Saharan African setting 

(cf. van Dijk et al. 2007; Vigh 2009). The ethnographic focus translates into a 

thorough analysis of the contextualized accounts and discourses of users and 

providers of reproductive medicine, focusing in particular on the interactions between 

local moral worlds (Kleinman 2006) and hampered life projects, biomedicine, 

modernity and globalization.4 As Dilger and colleagues have conveyed,  

 
Trans- and intracontinental movements of people, resources and ideas, have 
been accompanied by the emergence of a wide range of social, institutional, 
and cultural configurations that allow African citizens to deal with health-
related challenges and to make sense of, and respond to, individual and 
collective suffering (Dilger et al. 2012:4). 

 

By thoroughly exploring various contemporary personal, social and 

international dynamics related to health and healing – with a focus on infertility – this 

thesis provides new insights into urban lifestyles, aspirations and reproductive 

intentions. It does so not only among lower class women or couples, but also among 

middle class and cosmopolitan women and couples. In this way, it provides a 

thorough – though also socially transversal – analysis of living and coping with 

infertility, about different ways of acting upon the affliction and what these actions 

involve and the effects they have. 

Below I situate the thesis in the contemporary matrix of scientific production 

about infertility and infertility treatment seeking in sub-Saharan Africa. I also place 

my respondents’ transnational therapeutic navigations in the broader context of 

medical and reproductive travel. The theoretical framework of the thesis is laid out in 

the next chapter. 

 

Studying reproduction and infertility: Knowledge, policy and social concept 

definition 

To understand the contemporary interest in and the perspectives on the social and 

psychological aspects of infertility, infertility treatment and assisted reproduction, we 

have to travel back to the 1950s and the emergence of radical feminism, influenced 

by, among others, Simone de Beauvoir’s ideas on patriarchy and the role of women in 
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society as exposed in The Second Sex (1949). This second5 wave of feminist critical 

thinking approached motherhood as the touchstone of women’s subalternity6 in a 

patriarchal society, while analysing its relationship to mechanisms of social 

governance such as history, gender roles, race and economy (Neyer and Bernardi 

2011). Its core standpoint was the definition of women, and motherhood, as having 

been delegated to nature in an essentialized way.7  

Although still an important influence on more recent studies (cf. Ginsburg and 

Rapp 1995; Rapp 2001), this perspective focused largely on the oppressed position of 

women in society and on its definition in ‘opposition’ to men. While representing a 

major influence in bringing to the fore critical thinking about womanhood, 

motherhood, family and reproduction, the standpoint of radical or second wave 

feminism narrowed its critical perspective by paying little attention to diversity and 

agency (cf. Ginsburg and Rapp 1995; Lock and Kaufert 1998; Thompson 2002; 

Inhorn and Birenbaum-Carmeli 2008; Neyer and Bernardi 2011).  

Radical feminism and its theoretical contributions to the rethinking of society 

and gender did, however, pave the way for a new wave of feminism – so-called third 

wave feminism. Third wave feminist scholarship, born in the 1970s, was much more 

focused on pragmatic daily life in different world settings and on local meanings of 

womanhood, motherhood and reproduction (cf. Thompson 2002). Accompanying this 

more pragmatic yet still mainly western-based third wave of feminist thinking were 

different African scholars, who laid the foundations for African feminism and African 

feminist scholarship (cf. Oyewumi 1997, 2002; Arnfred 2004, 2010; Kolawole 2004). 

African feminism was partly born as a critical reaction to the quasi hegemonic 

western feminist thinking (cf. Naemeka 2014), though nowadays it is less demarcated 

from feminist theory in general, as both currents are heading towards increasing 

collaboration, mutual critique and shared interests (cf. Arnfred 2010). This initial 

reaction from African scholars was partly triggered by the use of inadequate 

conceptual apparatuses to analyse African women based on western assumptions 

about women, the (nuclear) family, gender roles, motherhood and patriarchy 

(Oyewumi 2002; Kolawole 2004; Arnfred 2004). Through its critique of western 

criteria and theory being applied to non-western countries, where gender and family 

dynamics do not correspond to the same standards (cf. Oyewumi 2002; Arnfred 2004; 

Naemeka 2014), African feminist theory brought to the fore a new sensibility to the 

creation and use of localized thinking and analytical tools. The main subjects of such 
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approaches were, among others, gender, motherhood, womanhood, agency and 

negotiations (cf. Naemeka 2014). 

Family making, reproduction and infertility have long since been general 

subjects where feminist scholarship interests – both in and outside of Africa – 

intersect with medical anthropology (Rapp 2001), especially in terms of reproductive 

medicine and the embodiment of biomedical technologies (Ginsburg and Rapp 1995; 

Franklin 1997; Thompson 2002, 2005), as well as with critical theory about 

modernity and science (cf. Rabinow 1996; Bauman 2000, 2003; Ong and Collier 

2005; Lock and Nguyen 2010). Such interests have also included taking a critical 

approach to assisted reproduction, medical interventions for infertility and the related 

rhetoric of ‘reproductive choice’:  

 
In the West, at least, (…) [the issue of] ‘reproductive choice’ begins to take 
shape, when a small number of couples in the West, and some doctors, strove 
to define infertility as a potentially remediable medical condition, and 
consequently the site of legitimate interventions (Rabinow and Rose 2003:21). 
 

The questioning and problematization of reproduction focused on the matter 

as the touchstone of a merger between the biological and the social, and therefore as a 

nuclear social dimension entangled with issues of governmentality (cf. Foucault 

1976). Such governmentality was deeply connected to the social role of the 

biomedical institution. On the one hand, the emergence of biomedical technology 

legitimized the power of biomedicine and government to intervene in reproduction. 

On the other hand, it paved the way for the appearance of the modern idea of 

reproductive choice – a rather important rhetorical vehicle for the (future) support of 

infertility treatment provision. These critical perspectives led to the progressive 

unfolding of anthropological scholarship on reproduction, medicalization and 

infertility in different global sites (cf. Strathern 1992a, 1992b; Franklin 1997; 

Thompson 2002; Rabinow and Rose 2003; Inhorn and van Balen 2003; Inhorn and 

Birenbaum-Carmeli 2008; Browner and Sargent 2011). 

It was through the accountability of diversity that critical, but less western-

based, perceptions of reproduction, women, men and society emerged. In these 

accounts, the idea of motherhood – including fertility and infertility – increasingly 

lost its previous ambivalence8 in feminist thinking (Thompson 2002), as being either 

another form of subjugation or a human right. At this point, women’s agency and 
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intentionality entered into the equation of family making, reproduction and 

womanhood theories at a global level (Lock and Kaufert 1998; Thompson 2002; 

Neyer and Bernardi 2011; Browner and Sargent 2011). These ideas laid the 

foundation for greater scientific awareness of different practices of reproduction, 

family making and motherhood in and beyond Euro-America. Among these 

approaches appeared pioneer studies about kinship making and relatedness (Strathern 

1992b; Carsten 2000; Thompson 2005), and infertility and the medical technologies 

to overcome it (cf. Strathern 1992a; Franklin 1997; Inhorn and van Balen 2002; 

Thompson 2005; Inhorn and Birenbaum-Carmeli 2008; Vayena 2009; Neyer and 

Bernardi 2011;Hampshire and Simpson 2015). Although many times constrained by 

patriarchal family making expectations and other structural influences (cf. Thompson 

2002), my respondents’ ideas about motherhood, as I will show, were much more in 

line with the idea of pragmatic women as agents, than with a view of subaltern 

women whose identity should be defined complementarily to that of men (cf. Lock 

and Kaufert 1998; Arnfred 2011).  

Parallel to the developments of feminist and anthropological theory on 

reproduction, biomedicine, kinship and motherhood, and also about assisted 

reproductive technologies (cf. Franklin 1997; Ginsburg and Rapp 1995; Thompson 

2005), early studies on infertility in African countries were being conducted as early 

as the late 1960s. These first studies had colonial demographics as their main point of 

interest (cf. Romaniuk 1968; Caldwell and Okonjo 1968; Rabinow and Rose 2003). 

Due to historical and social events such as decolonization, as well as social, 

technological and scientific developments, these studies progressively gave way to 

studies focusing on the meso and micro levels of analysis, focusing on the social and 

psychological aspects of infertility and localized trends of treatment seeking and 

provision (e.g. David and Voas 1981; Ebin 1982; Denga 1982; Bongaarts and Potter 

1983; Frank 1983; Mammo and Morgan 1986; Larsen and Menken 1989; Boerma and 

Mgalla 1999; Larsen 2000; Inhorn and van Balen 2002; Vayena et al. 2002).   

Likely influenced by the generally critical social science picture described 

above, studies concerned with sexual and reproductive health and infertility 

increasingly acquired a further active role, and in the 1990s there were already several 

accounts of infertility and involuntary childlessness in the region south of the Sahara 

desert (e.g. Meyer 1994; Okonofua et al. 1997; Gerrits 1997; Sundby 1997, 1998; 

Mariano 2002; Gerrits and Shaw 2010; van Balen and Bos 2010). Some of these 
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included reflections on biomedical infertility treatment provision and the inadequacy 

of assisted reproductive technologies (ARTs) in sub-Saharan African settings 

(Okonofua 1996), and arguments favouring the inclusion of the affliction and its 

biomedical treatment in public health agendas (Frank 1983; Boerma and Mgalla 

1999). Based in different countries, these studies were the first to focus on the effects 

of involuntary childlessness in sub-Saharan Africa, and go beyond the psychological 

consequences of infertility that were already being studied in Euro-American settings 

at the time (cf. van Balen and Bos 2010). In fact, it was by looking at people affected 

by infertility in different areas that a new sensibility for the social and cultural aspects 

related to the prevalence of infertility, its perceived causality and coping strategies 

was born and developed (cf. Greil et al. 2009), thus opening up the way for the 

inclusion of infertility treatment in international policy making agendas. This was 

done less by resorting to the idea of reproductive choice (Rabinow and Rose 2003) 

than by highlighting the social, epidemiological and public health aspects of infertility 

(cf. Frank 1983).   

Today, scholarship on infertility matters in sub-Saharan African countries is 

increasingly comprehensive. The subjects covered revolve around the psychosocial 

aspects of infertility (Gerrits 1997; Boerma and Mgalla 1999, 2001; Upton 2001; 

Feldman-Savelsberg 2002; Leonard 2002; Hollos and Larsen 2008), the psychosocial 

aspects of traditional and biomedical infertility treatment seeking and provision 

(Sundby 1997, 2002; Koster-Oyekan 1999; Pool and Washija 2001; Orji et al. 2002; 

Seybold 2002; Dyer et al. 2002a, 2002b, 2005, 2008; Umezulike and Efetie 2004; 

Hörbst and Schuster 2006; Opara 2006; Donkor and Sandall 2007; Cui 2010; Hörbst 

2010, 1012a, 2012b; Gerrits and Shaw 2010; van Balen and Bos 2010; De Kok 2013), 

and the relationship between infertility, infertility treatment and sexually transmitted 

diseases (STDs), including HIV/AIDS (Dyer 2008; Dhont et al. 2010; Bochow 2015). 

Entangled with epidemiological perspectives on STDs and infertility, and likely 

engaged with the development of a public health agenda related to it, the latter 

research cluster emerged as a development of scientific inquiry into the causality of 

the high rates of secondary infertility in the African region south of the Sahara (cf. 

Larsen 2000; Vayena et al. 2002; Rutstein and Shah 2004).9 

Despite being covered by some of the abovementioned studies about the 

broader aspects of infertility and infertility treatment, there is a limited number of 

publications about assisted reproductive technologies in sub-Saharan Africa per se. 
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The existing studies examine issues of provision (van Balen and Gerrits 2001; Giwa-

Osagie 2002; Gerrits and Shaw 2010; Hörbst and Wolf 2014) and the particularities of 

assisted reproduction treatments such as the use of donor material and kinship making 

(Inhorn 2006; Hörbst 2008, 2010; Gerrits 2015; Faria 2015). Further research deals 

with issues of treatment cost and funding (Huyser 2008; Dye at al. 2013) and 

transnational aspects of ART treatment provision (Hörbst 2012a, 2012b; Gerrits 2012, 

2016). An increasing number of researchers has been focusing on men as well as on 

women, covering diagnosis, gender dynamics, and local particular discourses and 

social practices concerning infertility and infertility treatment seeking processes 

(Geelhoed at al. 2002; Dyer et al. 2004, 2009; de Kok and Widdicombe 2008, 2009, 

2013; Folkvond et al. 2005; Hörbst 2010; Moyo 2013; Parrot 2014).10 

Despite this increase in the number of publications about infertility and 

assisted reproduction in sub-Saharan Africa, and their recommendations (cf. Frank 

1983; Boerma and Mgalla 2001; Vayena et al. 2002), involuntary childlessness is yet 

to be a fully covered subject from the perspective of reproductive health care 

provision stakeholders. Nevertheless, there was an important moment in international 

policymaking relations regarding sexual and reproductive health and demography, 

which several publications have identified as laying the grounds for increased 

awareness about infertility. This moment was the 1994 United Nations International 

Conference on Population and Development (ICPD), which was a turning point for 

the unfolding events that led to the – albeit slow – introduction of infertility and 

infertility treatment provision into global reproductive health strategies. During the 

ICPD, the focus of international demographics and reproductive health moved from 

population control in developing countries towards a broader approach to sexual and 

reproductive health and rights, taking into account people’s subjective reproductive 

choices. Held in Cairo, it was during this international event that reproductive health 

was defined as a whole state of well-being. The ICPD definition of reproductive 

health presented it as an intervention-oriented concept for the first time and aimed for 

the mobilization of a wide range of strategic partners for the implementation of sexual 

and reproductive health care projects (Miller 2000). The definition included the 

perception of reproductive health as:  

 
(…) a state of complete physical, mental and social well-being and not merely 
the absence of disease or infirmity, in all matters relating to the reproductive 
system and to its functions and processes. [Implying] that people are able to 
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have a satisfying and safe sex life and that they have the capability to 
reproduce and the freedom to decide if, when and how often to do so (…) 
(ICPD 1994). 
 

This definition was groundbreaking in terms of recognising inequities and the 

right to reproductive health and freedom as a whole, leaving behind the narrow 

policymaking focus on family planning and population control (cf. De Jong 2000). 

Since the ICPD defined reproductive health as an integrated dimension of well-being 

that includes infertility, the grounds were laid to promote both fertility assistance 

(when it is threatened) and fertility control (when it is not) (Gerrits and Shaw 

2010:195).  

Just before the turn of the twenty-first century, Boerma and Mgalla 

contributed to the demand for the inclusion of infertility into the reproductive health 

and rights discourse by stating that while intertwined with many other sexual and 

reproductive health aspects, infertility is a “(…) public health problem and a human 

rights issue with far-reaching consequences for the individual, the couple and, to a 

lesser extent, the health system” (1999: 183). Furthermore, as Ombelet and colleagues 

(2008), among others, have noted, despite the increase in the number of studies about 

fertility and infertility, and the presence and definition of infertility as a disability 

(WHO 2011a) in several international (policymaking-related) reports,11 its insertion 

into sexual and reproductive health and rights discourses is still more of a theoretical 

achievement than a measure with practical implications.  

Nevertheless, all of the studies and events described above have contributed at 

least to the inclusion of infertility in policymaking guidelines such as the WHO’s 

Global Reproductive Health Strategy (WHO 2011b). The strategy’s outputs are 

described in the document as follows:  

 
(…) improving antenatal, delivery, postpartum and newborn care; providing 
high-quality services for family planning, including infertility services; 
eliminating unsafe abortion; combating sexually transmitted infections, 
including HIV, reproductive tract infections, cervical cancer and other 
gynecological morbidities; and promoting sexual health (ibid., my emphasis). 
 

The mention of infertility in the strategy outputs, along with other sexual and 

reproductive health priorities, could be seen as one step further for the consideration 

of infertility as a disability and a health dimension where intervention is justified (cf. 

Foucault 1976; Rabinow and Rose 2003).  
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For better or worse, however, infertility is yet to attain such a status. The 

reasons for this are manifold, including factors such as scarce economic and human 

resources, the existence of other national health priorities (Hörbst and Wolf 2014), 

pressing concerns about overpopulation drawing attention away from the promotion 

of reproductive health through a holistic approach, as well as fear of the risks related 

to biomedical infertility treatment procedures including ARTs (Ombelet et al. 2008: 

610). Moreover, international donor agendas, which frequently feed the national 

health systems in low and middle income countries, prioritize other health care issues 

and are still largely concerned with population control (Ombelet et al. 2008). In this 

situation, despite efforts made at the national level to provide infertility care, the lack 

of capital flows and policymaking decisions favourable to its implementation in 

developing countries makes its provision more difficult (cf. Nahar 2010).  

As seen, despite having been mentioned in ICPD conference reports since 

1994, at the national level infertility is still often disregarded as a public health issue 

(ICPD 2014). Its virtual absence among national reproductive and health priorities for 

the next decade, with the exception of Europe and regions with ageing populations, 

shows how the disability is yet to be considered a public health matter in many places. 

Among the regions where infertility is absent as a priority for the next decade are the 

African countries that participated in the last ICPD, all of whom disregarded it as a 

policymaking concern (ICPD 2014:254). In Mozambique, as in other developing 

countries, this is likely due to the coexistence of infertility with other pressing 

national public health issues, as well as the local shortage of economic and human 

resources (cf. MISAU 2012; WHO 2012; Mariano 2014).  

The practical policymaking invisibility of infertility thus includes family 

planning agendas, which, though supposedly transformed after the 1994 ICPD, seem 

to maintain a focus on STDs, maternal health and abortion without taking into 

account the related reproductive issue of infertility. They also appear to drop the 

underlying rhetoric of the definition of reproductive health based on ‘reproductive 

choice’ or reproductive rights (Inhorn 2009; Inhorn and Patrizio 2015). Despite the 

absence of ART in many sub-Saharan African countries’ public health agendas, 

foreign, low cost and privately funded IVF programs are nevertheless currently being 

implemented in some places (Inhorn and Patrizio 2015; Ombelet 2015; Gerrits 

2016).12 However riddled they are with inequalities in terms of access to biomedical 

infertility treatment and ARTs, for lay couples and women fighting infertility on the 



	

	 11	

ground, the global reproductive agendas for their countries do not directly constrain 

their agency. In practice, people will keep looking for solutions to improve their 

capacity to reproduce, something that at the local level is much valued. In fact, 

infertility is often related to sexual and reproductive life practices (cf. Boerma and 

Mgalla 1999; Machungo 2004).  In southern Mozambique the inability to conceive - 

to fulfil a personal and social reproductive aspiration - is likely to have not only 

psychological but also social consequences that fall mainly upon women and include: 

social stigmatization and marginalization from community; tensions with the in laws; 

marital instability and divorce; economic troubles by not being able to guarantee the 

future financial survival of the family through children; religious and spiritual 

unbalance through fears of witchcraft and feelings of carrying spiritual troubles to the 

real world (cf. Mariano 2014: 14).  

In this context, if the objective of providing sexual and reproductive health 

care in accordance with the 1994 ICPD definition of sexual and reproductive health 

prevails, then infertility – as a feared condition often related to unsafe abortion, STDs 

and reproductive tract infections – should be approached together with these issues in 

health policies.  

Despite its frequent absence in grounded health care provision, infertility is 

defined by the WHO and is the subject of some of its reports (cf. Vayena et al. 2002; 

Mascarenhas et al. 2012). According to the WHO’s definition, there are two kinds of 

infertility: primary infertility,13 when the woman has never been pregnant or carried a 

pregnancy to a live birth, and secondary infertility,14 when the woman is unable to get 

pregnant or carry a pregnancy to a live birth after having previous children or 

pregnancies (Mascarenhas et al. 2012). Throughout the thesis, these definitions will 

be used alongside other lay definitions of infertility. Not disregarding these terms’ 

distinctive value as useful indicators of the participants’ afflictions in anatomical 

terms, the concept I employ throughout the thesis goes beyond its physical or 

individualized aspects. It includes the abovementioned physical dimensions, but also 

the idea of infertility as, according to Greil and colleagues (2009:141), the “absence 

of a desired state” that implies negotiations between both members of a couple and 

their broader social networks. Nevertheless, to better understand biomedical 

perspectives on infertility and infertility treatments, in the following section I briefly 

describe its causes, diagnosis and treatments.  
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Biomedical infertility treatment: The technical steps of therapeutic navigations 

	
Infertility and the process of biomedical diagnosis  

Infertility is a condition that affects many couples worldwide. In the latest WHO age 

standardized survey of the regional and global prevalence of infertility between 1990 

and 2010, it was shown that in 2010, the prevalence of infertility among women 

between 22 and 44 years who were exposed to the risk of pregnancy was 1.9% for 

primary infertility and 10.5% for secondary infertility (Mascarenhas et al. 2012). For 

sub-Saharan Africa, although generally covered by high fertility rates, infertility rates 

are also high, with secondary infertility reaching up to 25% (Vayena et al. 2002:22-

23) in the central sub-Saharan African region labelled as the infertility belt (cf. Inhorn 

and van Balen 2002; Rutstein and Shah 2004).  

According to the WHO’s clinical definition, infertility constitutes a “Disease 

of the reproductive system defined by the failure to achieve a clinical pregnancy after 

12 or more months of regular unprotected sexual intercourse.” (Zegers-Hochschild et 

al. 2009:1522). In biomedical terms, the causes of involuntary childlessness in a 

couple can be related to male or female factors, i.e. disease or disability of the male or 

female reproductive system. Known male infertility causes are related to sperm 

production problems, the blockage of sperm transport, sexual problems (erection and 

ejaculation problems), hormonal problems and sperm antibodies.15 Known female 

infertility factors are related to hormonal or mechanical problems in the reproductive 

tract such as failure to ovulate, malfunction of the fallopian tubes, fibroids and 

endometriosis.16  

Among my respondents whose medical charts I was able to access, and 

according to doctors’ accounts, the main causes of male infertility were sperm 

production problems such as oligospermia (decreased number of spermatozoa in the 

semen) and azoospermia (absence of sperm cells in semen). Among my female 

respondents, the majority of whose medical charts I accessed, and according to 

doctors’ accounts, the causes of female infertility were mainly related to secondary 

infertility stemming from hormonal issues such as ovulation disorders or STDs. 

Among the causes identified were: polycystic ovary syndrome, fibroids (irregular 

tissue growth inside the uterus), endometriosis (irregular uterine tissue growth outside 

the uterus) and tubal malfunction (blocked or damaged tubes). Although these clinical 

definitions were often quite alien to most of my respondents, all of them resorted to 
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biomedicine (as well as to traditional medicine) and, if possible, to ARTs in their 

quest to overcome their situation of involuntarily childlessness. It therefore seems 

relevant to briefly present the processes of biomedical diagnosis and treatment for 

infertility.17  

In general, when patients claim to have trouble conceiving, practitioners make 

a series of examinations and may perform several tests. The doctor assesses patients’ 

health and sexual history, current medication use and frequency of sexual intercourse. 

Women are subject to a gynaecological examination – including pelvic, ovulation and 

ovulation frequency exams. Blood tests are done to measure hormonal levels, and a 

vaginal ultrasound, scans and/or X-rays are performed to check the health of the 

uterus, fallopian tubes and surrounding tissues. In more advanced states of infertility 

diagnosis, or in the case that other diagnostic mechanisms are absent (as was often the 

case with my respondents in Maputo), laparoscopic diagnostic surgery may be 

necessary to determine the state of a patient’s tubes and reproductive tract. If some 

correctible irregularities are found during this process, the surgeon may amend them 

immediately. Men, in turn, are subject to a physical examination, blood tests and 

sperm tests to check the health, density, mobility and quality of spermatozoa. In some 

cases, the causes of a couple’s infertility may remain unknown, even after several 

phases of examination.  

After the diagnostic process, there are various possibilities for biomedical 

infertility treatment that are chosen by the practitioner according to each couple’s 

case. In the case of my respondents, the choice of treatment also depended on their 

financial capacity, since ARTs were only available in the private sector and the public 

hospital only provided hormonal infertility treatment, diagnostic/corrective 

laparoscopy and intracervical insemination at the time of the female partner’s 

ovulation. The latter was performed in very particular cases, where the wife’s tubes 

were healthy and the husband’s sperm could be improved to high quality standards 

with medication and washing. 

 

Biomedical infertility treatments and ARTs 

Biomedical infertility treatments vary according to a couple’s specific reproductive 

profile and the clinical resources available in the medical settings they can access. 

These treatments range from fertility medication to more high-tech procedures 

involved in assisted reproduction. All of the steps of these treatments can be 
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articulated in different ways, according to the diagnosis of both members of the 

couple. Below, I briefly describe these different possibilities, from the most basic to 

the more technical. Although I describe them according to general biomedical 

protocols, the procedures presented below are mainly based on the therapeutic maps 

of my informants. Instead of making an exhaustive review of all globally available 

ART procedures, I therefore describe those that were involved in my respondents’ 

therapeutic pathways.18  

The first step of infertility treatments generally begins with medication. In the 

case of potential problems in the female hormonal reproductive tract – namely 

endometriosis, fibroids or polycystic ovaries – hormonal medication is prescribed in 

an attempt to correct the condition; among my respondents, this was mainly 

Danazol®. If hormonal medication proves ineffective, normally a corrective 

laparoscopic surgery is performed in order to try to improve the state of the woman’s 

reproductive tract. In cases of male infertility, the most common options are the 

prescription of antibiotics or medication to improve sperm quality.  

In the public sector in Maputo, in specific cases mentioned above, 

intracervical insemination was tried: when the female reproductive tract and tubes 

were healthy the husband’s sperm was washed and treated with medication and at the 

time of the wife’s ovulation inserted within the cervix.  

In the event that medication-based therapies, or simpler infertility treatment 

are ineffective, the infertility treatment process moves to ART cycles. For my 

respondents, this was, however, only available in private sector fertility clinics in 

South Africa and in one private clinic in Maputo, as will be described below. The 

most basic kind of ART is intra-uterine insemination (IUI), which implies the transfer 

of a fresh semen sample directly into the woman’s womb. It has lower chances of 

success than more elaborate procedures, but is more widely available.  

Following basic ART treatment comes IVF. In an IVF cycle, the first step falls 

upon the female member of the couple, who takes ovarian stimulation medicines in 

order to produce enough ova to allow for the in vitro fertilization of several eggs. 

After the medication has been taken, normally though intra-muscular injection, and 

the ovulation day arrives, the produced eggs are retrieved through ovarian puncture (a 

process of aspiration to remove the eggs from the ovaries). Simultaneously, an 

embryologist – a biologist specialized in handling gametes and embryos – analyses 

and treats a sperm sample from the woman’s partner through the ‘swim up’ (or 
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washing) process, in order to separate spermatozoa from the semen through 

centrifugation. Once the gametes have been analysed and the best ones chosen, the 

embryologist introduces them into a Petri dish, which is kept in an acclimatized 

chamber. At this point, round the clock monitoring of the fertilization process is 

required so as to determine when the future embryos are ready for transfer into the 

woman’s womb (this can take up to 6 days), which is prepared to receive the embryo 

with the help of progesterone supplementation. 

Intra-cytoplasmic sperm injection, ICSI, is a variation of IVF performed when 

the sperm quality is low. This treatment was not available in Mozambique at the time 

of my research, so the only patients who could access it were couples engaged in 

reproductive travel to state-of-the-art fertility clinics in South Africa. ICSI implies the 

microscopic introduction of one spermatozoid (head) directly into a previously 

cleansed and prepared egg. Once ICSI is performed, the eggs are preserved in a Petri 

dish to wait for embryo development, as in other IVF cycles.  

In total, one IVF cycle takes about one month, starting from shortly before the 

woman’s last menstruation, when drugs to prevent premature ovulation are taken and 

after which ovulation induction treatment begins. However, the preparation for an 

IVF cycle may take longer, depending, as described above, on the diagnostic process 

and the determined causes of infertility. In certain cases, the woman is required to 

undergo pre-cycle preparation in order to optimize the ovarian response to ovulation-

stimulating drugs or to solve hormonal problems. Finally, after an IVF of ICSI cycle, 

the woman must wait around 10 days before making the first pregnancy test, which, 

with the exception of later pregnancy problems, determines the success or failure of 

the ART cycle.  

As I will show throughout this thesis, the technical steps described above 

affected women and couples in ways that went far beyond the physical aspects, as 

throughout women’s and couples’ national and transnational therapeutic navigations 

for a child, these various physical interventions had to be pragmatically coordinated 

with numerous social and psychological aspects of their everyday lives. Below, I 

explore the practice of transnational therapeutic navigation – or medical travel – in 

order to situate my respondents’ trajectories.  

 

 



	

	 16	

Reproductive travel: Situating transnational therapeutic navigations 

There is little scientific output on medical and reproductive travel in sub-Saharan 

Africa. Notwithstanding this lack of research, in global terms the phenomenon has 

long been in motion and has been closely studied in various locations, including so-

called developing countries (Bookman and Bookman 2007). In fact, medical travel 

was known as far back as ancient Greece, where people would travel to reach 

religious healing sites (Bookman and Bookman 2007). Rooted in ancient spiritual 

healing practices, this preliminary form of healing travel is still practiced by members 

of some religions in the form of pilgrimages (Song 2010), and is also locally 

manifested in myths, fairytales and contemporary urban narratives (Comaroff and 

Comaroff 1998).  

Despite the fact that it is unquestionably important to have an idea of the 

earliest modalities of medical travel and how they were related to religion – as healing 

still frequently can be (cf. Pfeiffer 2003; Cavallo 2013; Faria and Cavallo 2013; 

Krause 2014) – in this review I specifically wish to address the phenomenon of 

(bio)medical travel, where the travelling of patients is strictly connected to biomedical 

therapies, treatments or interventions, and its relationship to different local realities. 

Today, the broad medical travel phenomenon involves not only people but 

also technology, artefacts and practices (Crowley-Matoka and Lock 2006; Whittaker 

et al. 2010; Whittaker and Speier 2010; Roberts and Scheper-Hughes 2011; Scheper-

Hughes 2011; Narainas and Bastos 2011, 2015; Hörbst 2012b). Individuals travel for 

specific therapeutic and biomedical interventions to places that are primarily selected 

due to practitioner expertise, national legal frameworks, cost and prestige, as well as 

other features such as climate or sights (Bookman and Bookman 2007; Inhorn and 

Gürtin 2011). Decision making processes also differ according to treatment 

affordability (cf. Whittaker and Speier 2010) and trust in providers (Calnan and 

Calovski 2015). As my case studies depict, medical travel includes not only major 

flows of increasingly institutionalized international medical mobility, but also smaller 

and rather underexplored phenomena of cross-border medicine (cf. Bookman and 

Bookman 2007), where geographical proximity is a major aspect in the 

materialization of medical travel. This thesis accounts for these phenomena, thus 

contributing another piece to the overall puzzle of knowledge production regarding 

medical travel and its related practices. It does so by exploring a specific flow related 

to reproductive medicine and infertility – reproductive travel.   
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In the particular area of reproductive medicine, there are specific 

terminologies used to describe the transnational flows of people accessing infertility 

care: cross-border reproductive care and travel (Pennings 2009; Blyth 2010; Inhorn 

and Gürtin 201119); reproductive outsourcing (Jones et al. 2006); reproductive exile 

(Matorras 2005; Inhorn 2009); reproductive travel and reprotravel (Pennings 2005; 

Inhorn and Patrizio 2009; Inhorn 2015). The expression ‘cross-border reproductive 

care’ has been adopted by most scholars since its publication, as it does not convey 

any further meanings than travel for the sake of reproductive care (Inhorn and Gürtin 

2011). In this thesis, however, I employ the term ‘reproductive travel’, since, by going 

beyond the physical act of crossing borders, the concept opens up the possibility to 

account for a broader idea of all that is entailed in transnational infertility treatment 

seeking and uptake, including all of the organizational aspects of the process of 

undergoing assisted reproduction cycles in a foreign country. 

As part of the medical travel phenomenon, reproductive travel for infertility 

care, especially ARTs, materializes in different directions. Although many authors 

focus on a north/developed region versus south/developing region distinction (e.g. 

Johnston et al. 2010:5), there are other trajectories that need to be taken into account. 

As has been previously noted regarding medical travel (cf. Roberts and Scheper-

Hughes 2011; Crush and Chikanda 2014), travelling circuits for ARTs also shape and 

are shaped by geographical, economic and social borders, and the flows of people, 

therapies and biological materials escape any dichotomizing categorization. Instead, 

these flows are shaped by people’s agency capacities in specific places and under 

particular health, economic and social conditions that enable or constrain their 

transnational mobility (cf. Schütz 1972; Velho 2003; Farmer 2004; Bookman and 

Bookman 2007; Dijk et al. 2007; Vigh 2009; Johnston et al. 2010:9; Smith-Morris 

and Manderson 2010; Thompson 2011; Dilger et al. 2012; Hampshire and Simpson 

2015). 

There are different modalities of biomedical patient flows: from developed to 

developing or middle-income countries; between developing countries; between 

developed countries; and between developing and developed countries (Fassin 2005; 

Bookman and Bookman 2007; Johnston et al. 2010; Thompson 2011; Inhorn and 

Gürtin 2011). Each kind of trajectory involves different kinds of movement and 

subjects. The latter navigate through complex networks where international health or 

social inequalities can be perceived. Through these networks, there is a constant 
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interaction between different forms of knowledge production, body representations, 

and social and political dimensions (cf. Rabinow 1996; Tsing 2004; Kleinman 2006; 

Vigh 2009; Dilger et al. 2012; Simpson 2012; Hörbst and Gerrits 2016).  

Patients’ motivations and reasons for reproductive travel abroad are outlined 

by some of the abovementioned authors (cf. Cohen 2006; Smith Cavros 2009; Inhorn 

and Gürtin 2011; Inhorn and Patrizio 2012), and include: national legal and ethical 

prohibitions; couples’ inability to access treatment due to their age, marital status or 

sexual orientation; costs being too high; the absence of expert practitioners and 

equipment; the existence of long waiting lists (normally due to resource shortages in 

relation to the number of candidates); safety concerns such as low quality care and 

low success rates; the desire to pursue treatment in secrecy (sometimes due to 

stigmatizing situations in the woman’s/couple’s home country); the desire to take the 

treatment in a place where the woman/couple has a cultural affinity (language, 

religion, etc.); or in the case of migrants, the wish of the woman/couple to be treated 

in her/their home country.  

Although couples frequently want to be treated in places where they have 

relatives or friends (Inhorn and van Balen 2002:7-8; Pennings 2002:338, 2004, 2008; 

Deech 2003; Blyth and Farrand 2005; Pennings et al. 2009; Inhorn and Patrizio 

2009:4; Inhorn 2009, 2011a, 2011b; Inhorn and Shrivastav 2010; Hughes and Dejean 

2010; Shenfield et al. 2010; Inhorn and Gürtin 2011:666; Culley et al. 2011; Hudson 

et al. 2011), by travelling outside of their home countries they also go into a zone 

where secrecy is possible, enabling them to escape potential situations of 

stigmatization and social and psychological distress (Thompson 2011:207). Among 

my respondents, reproductive travel, although providing some welcome degree of 

discretion, also triggered other concerns related to practical aspects of treatment 

abroad and international mobility. As I will show, in this context, and akin to some of 

the abovementioned studies, family or friendship relations with people living in South 

African cities were an important factor in clinic choice. By going to sites where they 

knew trusted people, my respondents felt socially and economically more secure. 

Most publications on reproductive travel focus on the international movements 

of patients within and to Europe (Deech 2003; Pennings 2005; Pennings et al. 2008, 

2009; Bartolucci 2008; Culley and Hudson 2009; Mckelvey et al. 2009; Bergmann 

2010; Hudson and Culley 2010, 2011; Shenfield 2011; Zanini 2011) and the USA 

(Hughes and Dejean 2010; Inhorn 2009, 2011a, 2011b; Inhorn and Patrizio 2009, 
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2012). There is also a growing body of knowledge on reproductive travel in Asia 

(Gamble 2009; Pande 2009, 2011; Whittaker 2009; Whittaker et al. 2010; Rudrappa 

2010), Latin America (Smith et al. 2010) and the Middle East (Inhorn 2009, 2011a, 

2011b; Inhorn and Shrivastav 2010; Inhorn and Gürtin 2011; Inhorn and Parizio 

2011; Gürtin 2011; Inhorn 2015). There are, however, very few works focusing on the 

subject of reproductive travel in sub-Saharan Africa (Hörbst 2012a, 2012b; Hörbst 

and Wolf 2014; Bochow 2015; Gerrits 2016). The studies that do exist focus on Mali 

(Hörbst 2016), Ghana (Gerrits 2016) and Botswana (Bochow 2015), and deal not only 

with the movement of patients but also with local practices, social class and global 

flows and networks of practitioners, clinic staff and artefacts related to infertility and 

assisted reproduction access and provision (Hörbst and Wolf 2014; Hörbst and Gerrits 

2016). In line with the recommendations of Inhorn (2011), I emphasize how both 

qualitative localized studies and international surveys are needed in order to produce 

further knowledge about the phenomenon of reproductive travel and associated 

practices in sub-Saharan Africa.  

In Africa, South Africa – the destination country of my respondents engaged 

in reproductive travel – is one of the countries20 that officially provides health care 

services for foreign patients mainly in the private health sector. These services 

include, among others, heart surgery, cosmetic surgery and fertility treatments 

(Bookman and Bookman 2007; Dyer 2008; Dyer and Pennings 2010; Awhireng-

Obeng et al. 2011; Scheper-Hughes 2011). Different publications indicate that in 

South Africa, the reception of paying foreign patients is well-structured: there are 

internet advertisements for medical travel packages and also community 

entrepreneurial organizations to attract foreign patients (Awhireng-Obeng et al. 2011).  

In South Africa, for such institutionalized medical travel routes, as well as 

more informal ones - aiming to resort to treatments using foreign technology and 

biomedical techniques - the international mobility of local medical staff for training 

and the presence of international medical experts in the country is likely to increase 

potential patients’ trust in the medical services provided. Furthermore, it enhances 

South Africa’s reputation for professionalism. Adding to this, there are international 

networks for medical travel where medical procedures in different countries are 

evaluated in a standardized way, so that standards of care can be compared. 

According to a macro-economic tourism survey conducted by Connell (2011), South 

Africa receives patients from all over the world, including African countries that do 
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not supply patients with certain specific biomedical procedures. According to 

Bookman and Bookman (2007), the private sector has a huge relevance in the 

dynamics of medical travel, especially in sites where most public health care 

structures lack the resources for specific health care procedures such as ARTs (Hörbst 

and Gerrits 2016). In sub-Saharan Africa, South Africa appears as a destination for 

medical travel not only to patients from Europe, the United States or Middle Eastern 

countries (Bookman and Bookman 2007), but also for patients from other African 

countries – for border medicine (Bookman and Bookman 2007:49) or specific 

surgical or medical procedures. For instance, South African fertility clinics receive 

patients from other sub-Saharan African countries such as Angola or Mozambique.  

Yet as I will show, my respondents did not use any of these more 

institutionalized forms of medical travel in South Africa. However much my 

respondents were part of a reproductive phenomenon in motion, with several 

institutionalized, commoditized and publicized dimensions, their transnational 

therapeutic itineraries were rather more based on historically reproduced mobility and 

migration networks of Mozambicans extending between Mozambique and South 

Africa. This informal networking, together with the proximity of the cities where the 

clinical sites were located in South Africa, close to the Mozambican border, 

contributed more to their therapeutic navigations than other criteria such as 

institutionalized marketing, the internet and more formalized forms of social 

networking (cf. Bookman and Bookman 2007; Scheper-Hughes 2011; Gerrits 2016).  

Having situated the academic and public health events that have paved the 

way for, and partly underlie, this thesis’ core arguments, it now seems appropriate to 

present its structure. I have constructed the thesis in such a way so as to zoom in from 

a broader approach to social and historical contexts towards a localized analysis of 

local practices and ways of coping with and seeking treatment for infertility. This 

process was made with resort to a particular theoretical and analytical framework that, 

however summarily introduced above, I will discuss in depth in the following chapter. 

 

Thesis outline 

As a contribution to the study of infertility and infertility treatment seeking in sub-

Saharan Africa, and specifically in Mozambique, this thesis aims to contextualize 

Mozambican infertile women’s and couples’ agency in the quest for parenthood. On 

the one hand, it aims to explore the personal and external factors framing this agency. 
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On the other hand, it aims to shed light on how the therapeutic navigation of infertility 

treatment is both affected by and affects the contexts in which it takes place. Given 

this intention, the thesis chapters depart from a broader contextual analysis of the field 

and move towards accounts of personal therapeutic pathways and treatment 

experiences.  

In the first chapter, I discuss the theoretical framework of my research and 

analysis. In the second chapter, I describe the process of the research, including the 

methods used to collect data in the field. The third chapter consists of an account of 

the ethnographic and theoretical approach to the different terrains involved in my 

respondents’ therapeutic itineraries, including a background survey of infertility in 

Mozambique and an analysis of the historical and contemporary dynamics of the city 

of Maputo – where I largely conducted my fieldwork – and its dwellers. This chapter 

also includes a characterization of the therapeutic landscapes that my respondents 

navigated through: Mozambican as well as South African public and private health 

care systems, and regional ART provision in both countries.  

The fourth chapter is concerned with family dynamics in Maputo. It includes 

contemporary sexual biographies, marriage and family making practices, and the 

relationship between reproductive disruptions and distinct marriage and family 

constellations. The fifth chapter focuses on women’s or couples’ quests for a solution 

to the challenge of involuntary childlessness. It explores therapeutic itineraries, 

traditional and biomedical infertility treatments, treatment-seeking processes and the 

practical affairs shaping these therapeutic itineraries, both regarding couples pursuing 

treatment at home and those engaged in reproductive travel abroad.  

In the sixth and seventh chapters, I look into the processes of therapeutic 

navigation in detail. In Chapter Six, I explore patients’ experiences with biomedical 

infertility treatment and medical interactions in the different therapeutic landscapes 

encompassed by the study: Mozambique’s public health system and private health 

care in Mozambique and South Africa. In Chapter Seven, I explore dimensions of 

treatment that go beyond the clinic or hospital. These include gender roles and marital 

relations, emerging biosocialities (Rabinow 1996), infertility disclosure, support 

seeking and new kinds of therapy management groups (Janzen 1987).   

In the eighth chapter, I return to the family through a focus on kinship making. 

On the one hand, I approach the outcomes of successful ART treatments. On the 

other, I explore how, through unsuccessful cycles and cycle repetition, couples’ ideas 
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about family or kin making metamorphose. Treatment failure brings about 

reconsiderations of parenthood as an ultimate aim, and about reproduction and genetic 

relatedness as the only pathway to achieve it.   

The ninth chapter includes a discussion that wraps up the thesis’ argument 

about couples’ therapeutic navigations, change, and the ways in which the exercise of 

initiative and intent manifested throughout their (hampered) reproductive lives. This 

concluding chapter will also offer some final remarks and suggestions for further 

study on the subject of therapeutic navigations for infertility care in Mozambique in 

particular, and southern Africa at large.  
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Chapter 1 

Theoretical Background 

 

 

On therapeutic navigation 

Drawing on the development of previous studies about infertility, as well as about 

parenthood, motherhood and reproduction in sub-Saharan Africa, I noticed how 

agency was increasingly being accounted for in the ethnographies about these and 

other subjects (cf. van Dijk et al. 2007), but was not often the main character. Agency 

is generally analysed as part of a broader picture, often emphasizing suffering and 

structural violence rather than individual agency or navigation (Chapman 2010; 

Mariano 2014). Taking into account the importance of these perspectives in the 

depiction of structural inequalities (cf. Farmer 2004) and the prevailing trends of 

stratified reproduction (Ginsburg and Rapp 1995), which I also found during my 

study, I felt the need to go beyond this particular framing. By focusing on the 

subjectivities of my respondents in their accounts of their reproductive and 

therapeutic experiences, I came to understand how important it is, especially within a 

geographical site where few social studies about infertility have been conducted 

(Mariano 2002, 2004, 2014; Arnaldo 2004), to account for biographical agency and 

the social and medical aspects intersecting treatment. The concept of therapeutic 

navigation, inspired by Vigh’s (2006a, 2009) idea of social navigation, seemed to be 

the most adequate analytical lens through which to look into individual agency 

without forgetting the conditionings and opportunities of the local and global social 

environment in which my respondents dwelled. As Vigh highlights: 

 
The social environments our lives are set in are in multiple processes of 
motion and action is never merely a prefigured actualization of a plot or 
strategy but a constant – almost cybernetic – attunement to change and 
movement within our social environments, in turn affecting the way we plot 
action, envision social goals and beacons and actualize our plot in and through 
the environment in question (Vigh 2009: 433). 

 

On the one hand, the social environments that my respondents inhabited were 

in constant transformation; on the other hand, even when people seemed passive, they 
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never were so in any of their exercises of reproductive intent. My respondents’ quests 

and negotiations illustrate the possible forms of social navigation throughout the 

course of infertility and its biomedical and traditional treatment, in the sense that they 

were constantly attuning to the mutability of their treatment option realm, determined 

by slowly transforming structural factors but also by their rapidly changing everyday 

social lives and environments. 

Throughout their therapeutic navigations, my respondents’ pathways 

intersected with several social and technological realms that both affected subjective 

agency but were also simultaneously transformed by it. Structural constraints, gender 

and marital relationships, therapy, socialities, and kinship making ideas were the 

socio-cultural aspects that posed challenges to infertile couples’ therapeutic 

navigations. By overcoming or subverting some of these challenges, my respondents’ 

agency left a mark on the context that framed their therapeutic navigations. Below I 

elaborate on the analytical framework I used in this research to address these 

intersections, challenges and changes.  

 

On projects, fields of possibility and change 

While in their daily lives and interactions my respondents transformed their pathways 

and adapted them to what their best therapeutic options would be at a given moment 

in time, the determination of the best therapeutic option that they could access was 

also dependent on its broader context of materialization: a slowly changing 

transnational social matrix; a macro-social context – field of possibilities – affecting 

the disposition of their grounds of action – grounds of navigation towards their 

parenthood project. By moving through uncertain and transforming social 

environments, my respondents were therefore also acting inside structurally shaped 

fields of possibility (Schütz 1972; Velho 2003). These fields of possibility were 

largely determined by people’s different backgrounds and social class, and were the 

‘spaces’ in which they dwelled in order to implement their biographical project 

(Schütz 1972; Velho 2003) of having a child. In this way, the broader context they 

navigated was less prone to rapid change than their micro-social spaces of agency, 

something that limited their scope of action.  

Due to its premeditated yet mutable character, the idea of projects and fields 

of possibility (Schütz 1972), as well as the idea of metamorphosing projects or the 

attunement of projects to momentary circumstances (Velho 2003; Vigh 2009), seemed 
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the most appropriate to analyse my respondents’ hampered reproductive intentions1 

and consequent therapeutic navigations. Having identified the tools that I drew upon 

for the analysis of my respondents’ therapeutic navigations, it is necessary to define 

the framework that inspired my analysis of its spaces of emergence, namely the 

contemporary dynamics that influence people’s daily lives, and consequently their 

reproductive aspirations and possible therapeutic choices. 

 

On modernity, globalization and healing 

Coming as they did from the fluid and diversified background that is the city of 

Maputo – on which I will elaborate on chapter 3 - which can increasingly be 

considered a global city (Sassen 1997), my respondents had differing experiences of 

infertility and infertility treatment, more or less conditioned by their social class (cf. 

Dilger et al. 2012; Bochow 2015). By analysing their therapeutic itineraries, it was 

possible to perceive how the economic capability of a couple did not condition their 

perspectives on involuntary childlessness or infertility, but it did condition the kind of 

treatment they could access in their attempts to reproduce (cf. Ginsburg and Rapp 

1995). Global ARTs, for instance, were provided only in the private health sector and 

were therefore inaccessible to many couples. These technologies, as was biomedicine 

itself, were tied to ideas about modernity (cf. Appadurai 1996; Cavallo 2013), and 

healing strategies oscillated between traditional, herbalist and spiritual medicine, 

religion and biomedical infertility treatments (cf. Feierman 1985; Faria and Cavallo 

2013; Mariano 2014).  

Modern or modernity, as well as tradition or traditional, were expressions 

commonly employed by different people I encountered in Maputo, in and beyond 

clinical sites, to talk about different dimensions of life such as work, education, 

lifestyle, independent and individualistic thinking, prevailing and transforming socio-

cultural practices, among others. But modernity and tradition were also part of daily 

discourses as historical marks of freedom and expectations related to FRELIMO’s2 

modern socialist project that was implemented following independence from colonial 

rule by Portugal in 1975. In Mozambique, and especially in Maputo, however, to talk 

about a single ‘modernity’ is to oversimplify what is really happening on the ground. 

In Maputo (as elsewhere) ideas of tradition and modernity are permeable and mixed 

in practice, perceptions and discourses, and there is a coexistence and 
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interrelationship of a multiplicity of ideas and practices about and ‘towards’ 

modernity that do not necessarily demand a linear path heading to westernization.   

However close it may be to conceptualizations of postmodernity, while 

assembling an apparently disordered cohabitation of practices, discourses and 

perceptions, the social environment in which my informants dwelled can be better 

framed in terms of the idea of liquid modernity (Bauman 2000, 2003). Rather than a 

cut from or opposition to the ‘past’ implied in postmodernism at large, liquid 

modernity carries a processual and flexible idea of contemporary modernity at large 

that fits my study context’s fluid historical and contemporary state of affairs.3 In this 

way, the idea of liquid modernity as the overall social and global economic and 

political context framing my respondents’ individual and social aspirations was very 

relevant to this study, when articulated with further notions about modernity 

concerned with people’s localized identities and everyday lives.  

Such was the case with Thernborn’s (2003) concept of entangled modernities, 

which fit my respondents’ non-linear biographical pathways as well as the diversity of 

identities that I encountered in Maputo. According to Thernborn, contemporary 

modernity is inspired by European ideas of modernity, working through 

adoption/following or rejection/denial of parts of its ideological apparatus. In my 

opinion, the emergence of localized original practices and modernity ideas can be 

added to this context of modernity. As happened in Europe, the United States, Asia, 

Latin America and Africa, modernity’s local practices were very different, and in 

constant communication and transformation. Therborn entangled different accounts of 

modernities to explain these phenomena: “The emphasis on entangled modernities is 

meant to highlight, not just the co-existence of different modernities but also their 

inter-relations, current as well as historical” (ibid.:295). 

Considering both European, North American and post-colonial modernities in 

different sites, Therborn underlines that “Because of its modes of historical 

generation, modernity has to be seen as a global phenomenon, rather than an universal 

one. (…) [encompassing] global variability, global connectivity, and global inter-

communication” (ibid.). In this sense, the concept relates to Bauman’s conception of 

liquid modernity, as a historically and economically bounded and continuously 

transforming living network of local and global interrelations. While articulating both 

notions, I used the idea of liquid modernity as corresponding to a macro-social level 

of analysis that, intimately related to entangled modernities, depicts the overall global 
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context in which the latter are interwoven. In this way, when articulated, these 

concepts enabled a contextualized and multi-levelled understanding of my 

respondents’ aspirations, practices and therapeutic navigations and of the factors 

underlying their actions and discourses.  

As ideas and practices themselves have transformed over time, domination 

and independence, tradition and modernity cannot be separated as they constantly 

cohabit and interact. These entanglements are what make contemporary Maputo a 

diverse and fluid urban landscape, where dwellers strategically navigate according to 

their leverage possibilities in a liquid context of entangled modernities influenced by 

the interactions of and interdependencies between global and local socio-economic 

dynamics and ideas (Bauman 2000, 2003; Therborn 2003). To talk about 

contemporary Maputo, as well as about the emergence and prevalence of liquid 

entangled modernities, is also to talk about globalization and the multiple 

interdependencies and negotiations it entails in local everyday lives. In fact, the 

material signs of these transnational relationships and interdependencies were 

physically visible in Maputo in the form of foreign companies, donors and 

international NGO headquarters spread throughout the city (cf. Sassen 2007). 

Transnational relations can be traced in other less visible areas as well (e.g. 

policymaking, the circulation of people, social mobility and inequality), among which 

biomedicine is included as a site where international capital feeds the national health 

care system together with government funds. These dynamics guarantee the influence 

of international policymaking in the definition of the country’s health priorities and 

capital management and distribution (cf. Foucault 1976; Farmer 2004; Dilger et al. 

2012).  

Taking into account the urban contemporary context in which my 

respondents’ national and transnational therapeutic navigations took place, and 

accounting for the diversity of aspects included in their processes of choice and 

treatment access, it is possible to suggest – as Ulrich Beck (1998) asserts, and in a 

way akin to Therborn’s (2003) ideas of modernity – that globalization constitutes a 

world horizon characterized by the heterogeneity it encloses and maintained only 

through human communication and agency (Beck 1998:31). In this agency (and 

interactions) there are, as Tsing (2004) emphasizes, areas of friction, only perceivable 

in the way in which global connections between different societies and individuals 
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take place through constant negotiation between different values, actions and ways of 

perceiving the world and social environment (ibid.:8-9).  

These contexts that affect infertility treatment provision – including ARTs – 

and access, as well as my respondents’ national and transnational therapeutic 

navigations, translate into what Zanini, Raffaetà and Krause (2013:12) characterize as 

transnational medical spaces of interaction, which include “(…) new possibilities for 

work and cure but also rest upon and deepen socio-economic stratifications (…)”. 

While relating to broader global and local contemporary economic and social states of 

affairs, to national contexts and to the fluidity that these matrixes encompass, it is 

possible to assert that Mozambican infertile couples’ therapeutic navigations can be 

analysed as agency processes where different localized vectors, entangled with 

different medicoscapes (Hörbst and Wolf 2003), intersect. The concept of 

medicoscapes emphasizes the interrelations between different kinds of actors:  

 
Medicoscapes constitute worldwide dispersed landscapes of individuals; 
national, transnational, and international organizations and institutions as well 
as heterogeneous practices, artifacts, and things, which are connected to 
different policies, power relations and regimes of medical knowledge, 
treatments and healing (Hörbst and Wolf 2014:184). 
 

By its interactional character, the idea of medicoscapes helps to situate the pieces at 

play in local therapeutic itineraries. As I will show, my respondents’ therapeutic 

navigations were the point of intersection of many different aspects. Firstly, patients’ 

therapeutic itineraries departed from a country with deficient biomedical treatment 

provision in general – and in terms of infertility treatment in particular – and with a 

poorly resourced and run down public health sector. Secondly, the private health 

sector is growing in the region, and now includes in its services state-of-the-art ART 

treatments provided in South African clinics. Thirdly, traditional healing was also part 

of the medicoscapes perceivable in my respondents’ therapeutic navigations.  

As I will show, in relating to each of these healing universes, people’s agency 

was influenced by their own ideas about kinship, parenthood, reproduction and, 

furthermore, their economic power, which enabled or restrained access to state-of-the-

art infertility care (abroad). Furthermore, my respondents’ therapeutic navigations 

included different healing regimes and kinds of medical interactions (between patients 

and institutions, or simply between patients and practitioners or healers). To analyse 

these communication processes, I used Kleinman’s (1978) notion of the explanatory 
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model, which depicts the different universes of practice and discourse involved in the 

interaction between lay patients and biomedical practitioners, where the latter do not 

always perceive the stakes of people’s therapeutic navigations (Kleinman 1978, 

2006). Through the ways in which my respondents experienced treatments, it was 

possible to grasp different kinds of agency and power relations between practitioners 

and patients, where people’s personal socio-cultural universes intersected with the 

biomedical universe (Kleinman and Kleinman 1998; Lupton 1998).  

Lying in a fluid contemporary context, and between local and global values, 

opportunities and constraints, Mozambican infertile couples’ therapeutic navigations 

implied pragmatism and, in some cases, strategic manoeuvring, as well as social and 

economic capital. It also implied interactions and negotiations with several social and 

healing realms through which people tried to profit the most from each of their 

therapeutic choices.  

During my research, it struck me how women, and sometimes couples, 

challenged values or dispositions about parenthood, gender roles and womanhood 

through what seemed to be part of a progressive process of flexibilization of and 

detachment from social ideologies in a grounded context of entangled modernities. As 

I will demonstrate, my respondents’ therapeutic navigations were an active part of this 

changing context of implementation. In other words, their processes of therapeutic 

navigation implied personal change, strategy and flexibility, but they also acted as 

something that Deleuze (1997:X) has called “little lines of mutation” that “(…) acting 

successively or simultaneously, go to form a contour on [the] surface, a characteristic 

feature of the new [changed] domain”.4  

Below I approach these little lines of mutation, in terms of the aspects of my 

respondents’ therapeutic navigations that, while circumstantially posing obstacles to 

the materialization of their projects, were challenged and overcome by processes of 

negotiation or rupture with certain aspects of their social background. It was through 

these processes of negotiation and rupture that daily processes of social 

transformation occurred. Potentiated by the contemporary urban context in which 

people dwelled (Bauman 2000; Therborn 2003; Sassen 2007), these transformations 

affected my respondents’ daily lives as well as the disposition and character of the 

pieces composing the medicoscapes in which they took part throughout their 

therapeutic navigations. In other words, their actions affected their context of 
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existence as well as the ideological meanings they attributed to some of its 

components.  

 

On gender and parenthood 

In sub-Saharan Africa, parenthood is frequently considered a vital accomplishment. 

For men and women from patrilineal or matrilineal kinships systems, to be able to 

ensure descendants is a very important dimension of personhood (Inhorn and van 

Balen 2002:6). In this sense, genetic relatedness (Carsten 2000) is an important factor 

in the process of kinship making. Although being a father is also essential for men 

(e.g. Hörbst 2010; Parrot 2014), in patrilineal societies being a mother is often an 

essential feature of the gendered functions expected of women (Chapman 2004:231), 

and childlessness can therefore be seen as an impediment to womanhood (Seybold 

2002; Hörbst 2010). Reproduction is thus a double-edged sword, which by granting 

the achievement of a social function, when disrupted can put women, especially those 

coming from more traditional backgrounds, in a very vulnerable position. Its 

consequences range from marital instability, marginalization and stigmatization by 

the husband, in-laws and community, to daily psychological and, in extreme cases, 

physical violence (van Balen and Gerrits 2001; Inhorn and van Balen 2002; Chapman 

2006; Mariano 2014). 

But however common they were, these were not the only pathways of 

infertility suffering that my respondents travelled. In fact, as I will show, I came 

across several different cases; some of stigmatized women, others of women who did 

not suffer harsh external social consequences due to impaired reproduction. I also 

came across cases of cosmopolitan (Manuel 2013) and upper-middle class couples for 

whom reproduction was desired but not the ‘main’ or essential life project.  

Johnson-Hanks’ (2006) and Donkor and Sandall’s (2007) ethno-demographic 

insights into different evolving meanings of motherhood helped me to analyse these 

cases, through the established relationship between women’s reproductive choices 

and education as a site for the appearance of new accomplishment contexts, i.e. how 

education and social change create a new locus for contextualizing reproduction as a 

life accomplishment, side by side with marriage, education and economic 

empowerment. This perspective was especially pertinent when approaching 

Mozambican couples’ national and transnational therapeutic itineraries in the private 

sector: i.e. those coming from upper-middle class urban scenes and more or less 
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cosmopolitan backgrounds. Among my respondents from these milieus, infertility was 

a hampering situation, though women’s identity and sense of self-worth did not rely 

solely on reproduction, but also on other aspects such as education, career and 

economic independence. This situation illustrates the coexistence of different 

livelihoods and lifestyles in Maputo, where entangled biographic expectations (cf. 

Ferguson 1999; Therborn 2003), including such basic aspects of life as reproduction, 

infertility and parenthood, cohabit.  

The different perceptions of parenthood and motherhood, as well as the 

different behaviours exhibited while dealing with infertility and infertility treatment, 

that I came across during my fieldwork all shed light on the existence of flexible 

gender roles in an eminently patriarchal society. Arnfred’s (2011) discussion about 

gender categories in Mozambique from a feminist perspective was a good source of 

reflection about the different places that women occupy in traditional society, in the 

matriarchal north (Gerrits 1997) and patriarchal south (Mariano 2002, 2004, 2014). 

The coexistence of traditional values and the effects of economic growth enabled by 

the country entering the IMF program in 1980 (cf. Therborn 2003; Arnfred 2011) 

have repercussions for gender categorizations as well as for academic activism, 

revealing possible ways of questioning global or local concepts of womanhood and 

motherhood (cf. Kolawole 2004). Arnfred explores how these concepts operate in 

different ways, sometimes working as a means of female empowerment, depending 

on the local context in which they coexist (Arnfred 2011:116-130). In fact, throughout 

my study I encountered several women challenging their socially expected gender 

roles as wives, and husbands whose behaviour in an infertile marriage was far from 

the bullying man blaming the woman for the absence of children (cf. Inhorn 2012). In 

her analysis of urban masculinities in Mozambique, Aboim (2008), inspired by 

Therborn’s idea of entangled modernities, states that masculinities and femininities 

are entangled as well:  

 
Far from being static elements, masculinities (as well as femininities) are 
permanently reconstructed by political and economic change as well as by 
individual action and reinterpretation, thus altering the balance [or 
equilibrium] between hegemonic and non-hegemonic [gender idealization] 
models (ibid.:275, translation IF).  
 

Gender categories are continuously changing and being challenged through 

more or less afflictive life situations. Among the women and couples that I 
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encountered in Maputo, this was also the case. Middle class and cosmopolitan 

women’s gender perceptions were more independent and self-valuing, while lower 

class women tended to feel more at risk when they were unable to provide what was 

expected of them, namely children. However, and as will be shown in the following 

chapters, there were various exceptions to these trends, demonstrating that social class 

and gender roles are not so strict, and that the image of passive and victimized women 

did not work for, or encompass, all of my informants.  

 

On therapy management and (bio)socialities 

It was at a certain stage of their treatment seeking that my respondents resorted to 

biomedicine, and it is this dimension of their treatment process that the thesis focuses 

on. Throughout their therapeutic navigations, they interacted with practitioners, 

biomedical technologies (such as scanning machines and ARTs) and lay people they 

met in and outside of the clinical sites they attended. In this section, I will attempt to 

contextualize the thesis in terms of the ongoing debates and critical thoughts about 

biomedicine and its relationship to society, both in terms of governance as well as 

individual interactions.  

In my respondents’ therapeutic navigations, however affected they were by 

supra-national structures of global health care provision and policymaking (Bauman 

2000; Farmer 2004; Farmer et al. 2013), power relations were perceivable but not 

necessarily ‘fixed’. My respondents lived in a very specific context, with striking 

inequalities in access to health care, no less so where reproductive choice was 

concerned: richer people could use ART and poorer people could not. Nevertheless, 

independent of being more or less ‘externally’ constrained at the global and local 

levels, the different kinds of people I came across during my research constantly 

negotiated their therapeutic navigations, oscillating between different degrees of 

biomedical expertise, but also between different kinds of healing – traditional and/or 

biomedical. As I show in the following chapters, instead of submitting to a specific 

treatment as the only legitimate form of intervention, people navigated through 

various options. In a process where both their therapeutic itineraries and their 

reproductive stakes could potentially be transformed, my respondents circumscribed 

obstacles where medical or social ‘power relations’ constrained them, in order to 

obtain what they wanted. These fluid therapeutic itineraries were intimately connected 

(some more than others) with contemporary global flows of information, the 



	

	 33	

liberalized economic system we live in, and the easy movements of people and 

technology (cf. Beck 1998; Bauman 2000; Tsing 2004; Dilger et al. 2012).  

Among these therapeutic navigation pathways, there was one constant: social 

networking functioning as a means of therapy management (Janzen 1987). By therapy 

management groups or networks, I imply the group, or separate groups of people, that 

support or affect the therapeutic navigations of an afflicted person (cf. Janzen 

1987:1). Among my respondents, I show how these groups had two main differences 

in relation to Janzen’s definition: these groups did not make therapeutic choices about 

treatments, as the affected women and couples could still make the choices 

themselves; and furthermore, they were not always geographically circumscribed. In 

the case of women receiving treatment at home, however, these networks could be 

seen as local therapy management groups closer to the ones articulated by Janzen. In 

the case of women engaged in reproductive travel, these networks assumed the 

character of transnational therapy management groups, involving national and 

international interactions and travel. These informal social networks, which will be 

described and analysed in detail in the following chapters, included: family relations 

and friends living in Mozambique and/or South Africa, church congregations and 

emerging forms of biosociality (Rabinow 1996). The latter consisted of networks of 

women who supported each other by means of a shared condition – involuntary 

childlessness – and a shared therapy – biomedical infertility care.  

These relationships formed through therapy management groups and 

biosocialities were experienced by all women: those accessing ARTs in South Africa, 

in the private clinic in Maputo, as well as those seeking fertility care in Maputo’s 

public hospital (Chapter 7). The social networks consisting of family, friends or 

church members tended to include people coming from different social classes, while 

biosocialities were mostly determined by social status, as they depended on the 

clinical site that the women and couples were attending.5 Social inequalities, or class, 

and the women’s and couples’ level of literacy also represented in certain ways a 

conditioning of my respondents’ infertility treatment experiences (Chapter 6), 

especially considering processes of interaction with biomedicine. 

Kleinman’s theory of explanatory models (Kleinman 1978; Kleinman and 

Kleinman 1998) was also very useful for the analysis and comprehension of my lay 

respondents’ processes of communication with doctors and biomedicine. Looking at 

how different people, in this case practitioners and patients, with different social and 
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educational backgrounds and who speak very different languages in terms of expertise 

and idioms, come together in an interaction, sheds light on treatment users’ and 

providers’ idioms of disease. As I will show, in these interactions my respondents 

employed different kinds of social network-based strategies of therapy management 

(Janzen 1987) and biosociality (Rabinow 1996) in order to overcome language 

barriers and improve treatment comprehension (Chapters 6 and 7). 

 

On kinship and family making 

Among the aspects that affected and were transformed by my respondents’ 

therapeutic navigations was kinship making. In a predominantly patriarchal society, 

where reproduction is valued, kinship and family making usually have a biological 

core, independent of the social background of the parents-to-be. In Mozambique, 

traditional practices of family making have been progressively mixed with other 

imposed and appropriated ways of kin making, stemming from colonization by the 

Portuguese, the overall religious and kinship diversity of the country, and more 

recently the global circulation of people, ideas and practices witnessed in the last 

decades. Nowadays, Maputo is host to a multiplicity of ways of living and family 

making, as the local population interacts with globally circulating technologies, 

capital and ideas, which are used and appropriated in various ways (cf. Strathern 

1992b; Sassen 2007).  

Besides the multiple influences that contemporary kinship ideas and practices 

encapsulate, the emergence of global ARTs in southern Africa has brought about a 

double-edged sword regarding kinship making, reproduction and infertility. In fact, as 

Franklin (1997) and Carsten (2000) convey, the emergence of assisted reproductive 

technologies paved the way for the development of a more circular continuum that 

overtook the dichotomy that had once been the touchstone of kinship studies – that of 

nature/biology and culture/knowledge/ideas (Schneider 1984). In this sense, by the 

time of their appearance, ARTs capacitated people with knowledge in order to 

interfere in the dimension of nature, upon which their knowledge/culture/ideas were 

seemingly based (Franklin 1997; Carsten 2000). These new connections between 

orders that were previously viewed as separate – nature, knowledge, culture – 

triggered the appearance of new sites of scientific production and enabled the 

intervention of biologically-based ideas and knowledge upon nature itself. These 

interventions included reproduction and kinship. Since their appearance, ARTs have 
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provided new ways of reproducing, of establishing kinship relations by ‘helping 

nature’, and in certain sites have contributed to the prevalence of the perception of 

social or legally established relatedness – through adoption for instance – as a less 

‘valid’ kinship making modality (Inhorn and Birenbaum-Carmeli 2008).  

Among my respondents’ therapeutic navigations, especially when using 

ARTs, these reconfigurations of kinship making ideas occurred in particular ways. In 

her groundbreaking critical volume including multi-sited perspectives on kinship and 

relatedness in the late twentieth century, Carsten (2000:11), following Strathern 

(1992b), conveys how today, “(…) instead of a naturally given sequence of events, 

reproduction becomes an achievement”. For my respondents, this was also the case: 

facing reproductive impairment, they immediately looked for a way to ‘assist nature’ 

through traditional or biomedical healing. For these couples, it was not only the fact 

that technology was involved that turned the ability to reproduce into an achievement. 

As I will show, the very event of reproductive disruption turned its overcoming into 

an achievement, with or without technological help.  

Infertility and the resort to assisted reproduction did, however, contribute to 

the transformation of what were biologically-based ideas of kinship making to begin 

with. As I will show, my respondents’ quests for parenthood had an eminently 

biological core. In the event that they succeeded to reproduce with their own gametes, 

their ideas about kinship making were usually maintained. But when facing failed 

ART treatments, and acknowledging the multiple options for conception that fertility 

clinics in South Africa could provide them with (including donor gametes and 

surrogacy), they increasingly considered such options by shifting from their initially 

biologically determined idea of kinship making. Furthermore, some other variations 

turned in different directions, as after failed attempts, genetic relatedness could be 

progressively reconsidered in favour of social kinship making through adoption (cf. 

Carsten 2000).  

The provision of global ARTs in regions where family making still has a 

strong connection with a couple’s reproductive ability and success, and where 

parenthood is vastly valued, triggers unpredictable and unprecedented phenomena of 

change. These changes occur in people’s therapeutic navigations, in their ideas about 

kinship, in the ways in which they use and appropriate biomedical technology, and in 

their broader social worlds that they end up transforming through their actions and 

networks (cf. Deleuze 1997). If on the one hand these trends fit into the idea that 
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anthropological discussions about kinship are intimately related to human sexuality 

and reproduction (Schneider 1984), it also conveys how subjects’ capacity to act upon 

these dimensions can also trigger transformations of personal and social meanings of 

kinship. In fact, kinship making does not exist as an island, or separable social unit, 

but as a biographical and social dimension that intersects with many other dimensions 

of social living (cf. Strathern 1992b; Carsten 2000). The dimensions involved in these 

interactions include economy, religion, politics, medicine, art, myth (Schneider 

1984:181) and others. While including the resort to biomedical technologies, quests 

for parenthood through reproduction also involve a coordination of different 

dimensions – legal, economic, emotional, medical – throughout the materialization of 

infertility treatments (Thompson 2005). In Mozambique (as elsewhere), the capacity 

to reproduce or make a family is an important part of local social dynamics, and 

therefore transversal to most realms of society. Infertility triggers quick treatment 

seeking and people often change their ideas about reproduction and family making 

throughout their therapeutic navigations, especially when the latter involves ARTs. 

Through these personal changes, people leave traces on the social worlds that their 

everyday lives unfold in.  

 

The theoretical and analytical framework presented in this chapter has provided me 

with a multi-angled lens through which to look at hampered reproductive intentions 

and therapeutic navigations in order to overcome infertility issues in a local reality, 

where fluid historical and social contexts interact with further global phenomena 

perceivable in everyday life. After analysing my respondents’ trajectories and mutable 

pathways for the purpose of parenting, I noticed how many aspects of my study 

involved change occurring at different paces: from the slowly transforming broader 

contexts of global economics, sociality and policymaking, to the rapidly changing 

family and social dynamics in the city of Maputo. My respondents were constantly 

attuning their project implementation plans – their therapeutic navigations – to what 

seemed to serve their intentions best at specific moments of treatment seeking and 

uptake. Moreover, through the strategic adaptation of their therapeutic itineraries to 

their life circumstances, they left marks on the contexts they moved through.  

In this thesis, I try to look at changes through the lens of one particular 

constant – reproductive intentions. The stories of people suffering from couple 

infertility unveiled multidirectional trends of social transformation that shaped 
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practices of living with and treating the affliction, but were also maintained by 

people’s daily lives, therapeutic navigations and the implied challenges this posed to 

marriage and family making ideas. 
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Chapter 2 

Methods 

 

 

After all, most research starts with a vague apprehension of interest in a 
certain area of study and rare is the man who knows what his thesis is about 
before he has written it (Barley 2012:109). 

 

 

Project and change 

Throughout this thesis, I intend to elaborate on and provide insights into the question 

that guided most of my research process, namely: What are Mozambican infertile 

couple’s therapeutic navigations in the quest for pregnancy, both in Mozambique and 

South Africa, and what are the circumstances that affect these navigations? 

As has been noted before (cf. Bell and Newby 1977; Davies 1999), the process 

of ethnographic research often demands a reasonably flexible research project and 

methodological structuring. My case was no exception, and during research what was 

an initial focus on reproductive travel transformed into the present focus on broader 

issues regarding people from different backgrounds and their divergent social and 

therapeutic navigations for infertility care. In fact, it was only when arriving in the 

field that I could truly grasp the two main limitations of my initial study project: first 

was the idea that I would make a swift start to the ethnographic research, which 

would include hospital ethnography; and second was the necessity of encompassing a 

broader spectrum of social aspects surrounding infertility, infertility treatment and 

(the unequal) access to assisted reproduction technologies. It was only once I was in 

Maputo that I noticed how broadening the scope of my research question would be 

necessary if I wanted to collect a more comprehensive body of data with potential for 

analysis.  

Moreover, while analysing my data, I found that it shed light on factors that 

went beyond the scope of the abovementioned research question in a way that was 

intimately related to what had sustained its formulation: the small social changes that 

my respondents’ therapeutic navigations contributed to. Given this, throughout the 

thesis I explore the issues that affected my respondents’ therapeutic navigations, but 

also how these navigations in turn affected the context of their materialization. I do so 
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because these changes seemed just as important as the factors constraining my 

respondents’ therapeutic itineraries. They shed light on the contemporary dynamics of 

family making in Maputo and on biomedical infertility treatment provision and access 

in the southern African region covered by the study.  

 

The research that led to this thesis draws on ethnographic fieldwork based in Maputo, 

Mozambique, for a period of one year. It consisted of two fieldwork periods: the first 

period of six months, from February until mid-July 2013, and the second period of 

three months, from September until December 2013. There were, however, other 

activities involved in this study’s development besides ethnographic fieldwork. 

Among them were an extensive bibliographic and document review, conducting an 

inventory of fertility clinics in Mozambique and South Africa, and making 

exploratory contacts with the institutions and the data analysis processes (cf. Davies 

1999). Below I describe how I performed the different research activities involved in 

the study and the issues raised by its development. I also approach the (more or less) 

predictable events that influenced the ethnographic research upon which this 

dissertation is based. 

 

Preparing for fieldwork: Bureaucracy and contacts 

It all started in Lisbon, the city I was based in at the time that the research project – 

Dynamics and Differences of Assisted Reproduction in Sub-Saharan Africa – that 

funded my study was launched. This was an international project funded by the 

Portuguese Foundation for Science and Technology (FCT), with the aim of making a 

comparison of the transnational aspects and local realities of global ART provision 

and access in Mali, Uganda, Ghana and Mozambique. The researcher responsible for 

Mali and Uganda was Dr. Viola Hörbst (see Hörbst 2016) and the researcher 

responsible for Ghana was Dr. Trudie Gerrits (see Gerrits 2015, 2016); I would be 

responsible for Mozambique, with Dr. Viola Hörbst, who was also the principal 

investigator of the whole research project, as my first supervisor.  

As soon as I was included in the project, I began preparing everything for my 

(first) anthropological fieldwork period in Mozambique. This preparation included the 

elaboration of a research proposal, which at the time was mainly based on a document 

and bibliographic survey of existing data about infertility in Mozambique as well as 

ART provision in the country and neighbouring South Africa. While preparing for the 



	

	 41	

ethnographic fieldwork, I began making potentially useful contacts as well. It was at 

this time that I started looking for and receiving advice and ideas from different 

people (both those involved in the research project as well as others). Little did I 

know then how everything I was about to do depended as much on the merits of my 

research project and methods as on the people I would meet in and beyond Maputo 

and Mozambique.  

During that first process of social networking, carried out while I was doing 

my literature review and inventory of Mozambican and South African clinical sites 

that fitted my research project, I had to submit a protocol for ethical clearance to the 

national bioethics committee of the Ministry of Health of Mozambique 

(CNBS/MISAU). It has been mentioned elsewhere (Davies 1999; van der Geest and 

Finkler 2004) how research clearance and authorization from local research 

gatekeepers can be a herculean endeavour, posing many challenges to the researcher, 

especially when the study involves research in clinical settings. Mine was no 

exception. 

Following the advice of different connections, I had already written the entire 

bioethical protocol before leaving for Mozambique: 48 pages of detailed research 

objectives, data collection processes, informed consent forms, questionnaires, 

justifications and other thoroughly described research plans.1 By the time the protocol 

was ready, I was already in contact with the University Eduardo Mondlane in Maputo. 

It was at this point that one of the contacts that Pedro Borges Graça, the director of 

my research centre in Lisbon, had given me proved very helpful. The contact was for 

a professor and researcher at the History Department of the Eduardo Mondlane 

University, Teresa Cruz e Silva. This professor rapidly appointed me a provisional 

local supervisor, Euclides Gonçalves, to help me prepare the beginning of the 

fieldwork and integrate me in the university.  

At this point, finally, everything was ready: documents, including the ethical 

protocol to present to the committee, had been prepared; several possible formal and 

informal contacts had been made; surveys of the clinics to visit had been done; and 

the existing literature and documents had been reviewed. Shortly after obtaining my 

visa, with farewells said at home, I went to the airport and set off on my way to 

Maputo for the first time. After all that work, I was extremely confident about my 

protocol and, after having taken care of the Mozambican visa in an unexpectedly 

swift manner (and in contradiction to what friends and colleagues had warned me of) 
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I was ready to start my ethnographic endeavour. Luckily, at that time I also had a 

friend living in the city, who kindly offered to host me for the first few days and 

provided me with some basic orientation tips around the city. Upon my arrival in 

Maputo, however, I was soon about to discover for myself the trials and tribulations 

of navigating the field that I had heard and read about so many times in accounts from 

teachers and researchers.  

 

Navigating Maputo 

Very much like my respondents’ therapeutic quests, I found that my fieldwork 

process was also one of social navigation (Vigh 2009). I arrived in Maputo on the 

17th of January 2013 at 11:00 pm, and after a tiring flight I was happy that I had 

someone to pick me up and with whom I could stay. My first steps would then be: 

meetings at the university to introduce myself and the research I intended to do; 

asking the department staff to help me with my bureaucratic needs; meeting 

researchers studying similar subjects; and participating in an internal workshop of the 

comparative project that my research was integrated in. It all went smoothly. I made 

further contacts in the field through my supervisors, I met the university staff and my 

official local supervisor – professor Carla Braga – and it all seemed to be going well.  

At this point, I was still confident that my ethical protocol would be approved 

quickly and I would soon be able to start my fieldwork in the clinics. It did not. Two 

months into my fieldwork, I was still going back and forth writing request letters and 

submitting them to different public health secretariats in an attempt to collect all of 

the necessary documentation to submit my research project to the national bioethics 

committee. These included several declarations and terms of responsibility regarding 

the research; an authorization for the research from the local health authority – in this 

case the Department of Health of the city of Maputo – which took a while to get; and 

finally, a letter of institutional coverage from the Anthropology Department of the 

University Eduardo Mondlane in Maputo.  

Eventually I had collected all of the documents, improved my bioethical 

protocol with the precious advice of my local supervisor, and submitted everything to 

the Mozambican National Committee for Bioethics in Health of the National Ministry 

of Health of Mozambique (CNBS/MISAU). One month later I got the results – it did 

not pass. After a day of self-commiseration and frustration, I corrected it, wrote parts 

of it again and introduced further details according to the committee’s review. Then I 
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tried to submit it again. However, the bioethics committee met only once a month and 

there was a strike going on among health professionals in Maputo that lasted roughly 

one month as well (from May 20th to June 17th). This meant that I had to wait before 

being able to submit the protocol for the second review. Eventually things calmed 

down and I presented my document once again. To my great joy, the protocol passed 

this time. Unfortunately, I only obtained the final approval in late July, after I had 

already returned to Lisbon following the end of my first fieldwork phase.  

In the meantime, aside from focusing on obtaining the permission to carry out 

the clinical part of the fieldwork, I set my mind to collecting data outside of the clinic. 

To reach interviewees, I used the method of snowball sampling, beginning with some 

of the contacts that I had previously made. I managed to interview and spend time 

with women and couples who had done ART cycles in South African clinics. The first 

two informants that I met right after my arrival provided me with contacts of other 

women who could be willing to talk to me. They also provided me with the contacts 

of women who were clearly not willing to talk to me, and even less so after my many 

attempts to pin them down and meet them somewhere. But after all, and as noted by 

Davies (1999), this is an essential part of ethnographic fieldwork, and of social 

science at large: when the study object is a subject, with his/her desires, will, 

availability and everyday life to navigate, the researcher cannot manipulate 

informants as substances in physics or chemistry. On the contrary, the ethnographer 

very often has to adapt the research pace to the informants’ rhythms and get to the 

‘point’ through long conversations and trust building (Davies 1999).  

So there I was, navigating my way towards the bioethical protocol, towards 

interviewing ART users and knocking on clinic doors that were often not ‘open’ for 

my research. This kind of apparent disorder during fieldwork is, in a way, 

characteristic of ethnography, where there has to be time to prepare the research, plus 

time to ‘get to know’ and be familiar with the informants, the studied terrains and 

their changes (cf. Davies 1999:7; Barley 2012). During the first fieldwork period of 

preparation and adaptation, I was able to meet people informally and I often enjoyed 

the time I spent in the city waiting for the bureaucratic approval of my research or for 

interview breakthroughs with potential informants. These networks would become 

very important in the disentanglement of my fieldwork beginning.  

While some doors were shut, other windows of opportunity opened, and 

through these informal connections I made in Maputo, many of whom became my 
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good friends, and through contacts I made with my own gynaecologist in Portugal, 

who happened to know gynaecologists working in Maputo, I was able to reach one 

doctor. After so many attempts, it was hard for me to believe I had finally succeeded. 

And that was it, the window for an exploratory interview with a gynaecologist – Dr. 

Macamo – was opened. I seized upon the opportunity by meeting him at the maternity 

operating room of one of the public hospitals he worked at. In this meeting, he made 

some comments about my research project and told me where I could carry out my 

research as soon as I had obtained the ethical clearance.  

Finally, everything was set for me to start my clinic-based fieldwork. Or so I 

thought. It so happened that after the ethical clearance had been issued, I still needed 

administrative authorization from the Mozambican Ministry of Health. I eventually 

obtained it, after repeated daily visits to the ministry asking for the pendent document. 

In this way, my navigations towards actually doing clinical fieldwork came to an end 

and had seemingly come to fruition. While thinking about it now, I cannot avoid 

seeing the parallels between this process of navigation and my informants’ processes 

of therapeutic navigation: avoiding and overcoming obstacles in different health 

sectors and research dimensions, and pragmatically adapting my original research 

ideas to what was possible for me to do at the time.  

Finally, I could go to the clinical sites and start my clinical fieldwork. After 

this long process, I could see how some doors could be difficult to open. In a place 

where many academics and scientists try to do research, sometimes without returning 

the product of this research to the local people and institutions that contributed to its 

development, people are likely to be suspicious about researchers until seeing proof to 

the contrary and receiving assurance that you have no hidden agendas (cf. van der 

Geest and Finkler 2004). Indeed, my first experience of navigating the field revealed 

how practice unfolds in non-linear ways, how projected research pathways are 

constantly being transformed and how the fieldwork starts to flow once the local 

people involved acknowledge the reliability of the study.  

Throughout this process, I cannot underestimate the role of informal social 

networks in navigating the field up to the point that I got into the hospital. 

Furthermore, I had formal meetings as well as informal conversations about my topic 

that provided me with further ideas for my research process as well as much 

appreciated help on how to navigate the institutional biomedical research field in 

Mozambique in general and in Maputo specifically. So my fieldwork, as with my 
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respondents’ therapeutic navigations, was rather more based on social networking and 

social navigation than on institutional channels or the stable following of my initial 

methodological plans for the research. Indeed, the first part of my fieldwork process 

was almost entirely occupied with dealing with bureaucratic issues, and the research 

in clinical sites could only begin in my second fieldwork phase, once the ethical 

clearance to do so had been issued.  

Below I describe and explore my fieldwork research tools and experiences, as 

well as issues of ethnographic fieldwork reflexivity. Throughout the thesis, I use the 

first person, so the reader is always aware of my presence in the field. I do not go too 

deeply into thoughts on ethnographic reflexivity, however. Without obscuring my 

presence and role throughout the study, my intention is to focus on my informants’ 

discourses, experiences and navigations rather than on myself studying them.  

 

My place(s) in the field 

 

Sampling, interactions and the ethical limitations of the researcher  

During my fieldwork period, I interacted with different kinds of informants in 

various settings, and through diverse kinds of connections. Although I frequently felt 

like the annoying anthropologist chasing elusive informants, when meeting success 

the troubles of my persistence seemed worthwhile. All of the cases presented in this 

thesis are based on 25 women’s personal accounts and experiences. This included: 

five women who had undergone reproductive travel to South Africa for ARTs, 

reached through the snowball sampling method; six women attending the private 

clinic in Maputo, including three previous reproductive travellers, making a total of 

nine women who had undergone ARTs in South Africa; and 14 women attending the 

public hospital in Maputo. It is from their discourses and narratives, as well as from 

information drawn from two formally interviewed reproductive health practitioners, 

that this thesis departs. The information is, therefore, largely based on these accounts, 

and is enhanced by participant observation conducted in and out of the clinical sites. 

The expected total number of participants in my research project was to be a 

minimum of 20 patients or former patients (national and transnational) and one doctor 

from each clinical site – one public hospital and one private clinic. The research 

exceeded the predicted minimum sample, with 25 women and two doctors 
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(public/private) officially interviewed. 2  Thus a total of 27 informants were 

interviewed, four more than once.  

 

The interviews were semi-structured,3 normally starting with some general 

questions and gradually focusing on the subject of infertility and infertility healing. 

Although I had contact with some men (three in total), all of the patients that I 

interviewed were women, and during the interviews we were normally alone, one-on-

one. This was because the women were more likely to share intimate accounts of their 

affliction and healing if we were alone together, without any third parties involved in 

the conversation.  

All of the participants provided informed consent to participate in the research 

and to be (or not to be) recorded during the interview. All of the participants’ names 

and some details of their lives have been altered to provide the highest possible 

degree of anonymity. Nevertheless, participants may, at one point or another, be able 

to recognise their own stories in the thesis.  

Infertility and reproduction are sensitive subjects to explore, and therefore 

some of the women that I tried to contact were often less than willing to speak openly 

about the subject right away. However, it was common that after starting the 

interview with general questions and conversation, they gradually did open up to me 

and we spoke about many things related to their infertility situation, family, marriage, 

sexuality, religion, reproductive events and therapeutic processes. Throughout this 

process, I tried to keep in mind the notion of an interview as a dialogue and a process 

of interaction taking place in a specific context, where specific kinds of discourse are 

shared and produced (cf. Fairclough 1989).  

Doing fieldwork in an urban environment, and with participants from different 

backgrounds who were geographically dispersed throughout the city and its 

surroundings, also posed some challenges. If on the one hand it may have been a 

productive context where several of my respondents could talk to me openly shortly 

after we met, on the other hand the fluidity of city life made scheduling interviews 

rather difficult. I was able to meet only four informants more than once, among which 

one was a doctor and three were women reached through snowball sampling. 

Furthermore, to have periods of prolonged interaction with the women or couples was 

seldom easy due to privacy and availability issues. Encounters outside of the clinic 

had to be scheduled and people had to be available and willing to attend when the day 
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arrived – which of course did not happen every time. Furthermore, during the clinical 

fieldwork, although the respondents were easier to pin down, interviews took place in 

a more ‘controlled’ environment, since they were mostly carried out inside the clinical 

setting. In some cases, the clinical environment seemed to affect my respondents’ 

sense of comfort.  

It was hard for me to define myself in the field, as I had to constantly redefine 

my position according to the sites – in and out of the clinic – and to the interviewees. 

The only thing I aimed for in all of my interactions with informants was to emphasize 

my neutral position as a researcher of social science and not of medicine. The women 

I encountered in the clinical sites, as well as the other women sampled outside of the 

clinic, frequently asked me questions about treatments and options, and sought advice 

as well. These situations challenged my position as a researcher and frequently posed 

ethical dilemmas regarding the limits of my role within the ethnographic fieldwork. In 

these situations, I decided to interfere as little as possible in patients’ interactions with 

the clinical sites and, above all, not to play ‘the role of doctor’. I am sure that at some 

point, my lack of knowledge about the treatments was something that disappointed 

many of my lay respondents and might have been one of the reasons for their lack of 

interest in arranging further meetings.  

During the fieldwork, I discovered these tacit negotiations and the limitations 

of research about people and social issues made through social interaction. While 

outside the clinic, where I interviewed mostly women who had already undergone 

ART, these limits were less bounded; but while inside the clinic and hospital, I 

needed to engage in constant self-surveillance and careful reasoning about my 

position and the content of my interviews, as my informants were going through a 

stressful treatment process.  

 

Interviews and participant observation 

Taking the above dilemmas and limitations into account, I can say that the interviews 

with the middle class and cosmopolitan women who had undergone ART treatments 

were generally open and long encounters, and worked as informal conversations 

(lasting from 30 minutes up to 3 hours). In one case, I even got to spend some days of 

leisure time with my informant and her family. With lower class women I 

encountered in the public hospital, with few exceptions the encounters were shorter 
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(average 30 minutes, with one very short interview of 15 minutes and the longest 

lasting 45 minutes).  

The periods I spent inside the hospital and private clinic were extremely 

enlightening in many ways, both due to the interviews and the participant observation. 

During these periods, I tried to situate myself neither as a patient nor as a doctor (cf. 

van der Geest and Finkler 2004). People were directed to me by the nurses, which 

often triggered the idea that I was part of the medical staff. In all cases, I always 

explained my purposes and where I came from, detaching myself from any 

connection with the clinical sites or a capacity to improve or affect their treatments. 

Despite my attempts to arrange it, conducting the interviews outside of the 

clinic/hospital space turned out to be a difficult endeavour, and following up 

encounters with patients I had met in the hospital or private clinic was often difficult. 

The fact that interviews in the public hospital were shorter and in the private clinic 

longer seemed to be, in part, due to the privacy of the interview setting: in the public 

hospital, interviews were conducted in a corner of a room only separated off by a 

folding screen, while in the private clinic they were conducted in a private 

consultation room. Among the clinical staff, only one doctor allowed me to record his 

interview. With the staff members who did not wish to give a formal interview nor to 

be recorded, I spoke informally and succinctly. In these cases, I used my notebook to 

register the information. I transcribed all of the recorded interviews verbatim during 

my stay in Maputo and after my return from the field.  

During the infertility consultation days, aside from interviewing patients and 

doctors in the clinical sites, I also conducted participant observation, sometimes 

during consultations and at other times in the waiting rooms and hallways. This 

provided me with a broader insight into the clinical sites, the dynamics of its 

organization, and the relationships between staff and patients (Kleinman 1978; van 

der Geest and Finkler 2004; Gerrits 2016). Through informal conversations with both 

informants and people not directly involved in the research, it was possible to 

perceive involuntary childlessness as a frequent and very serious problem; not only on 

a personal level but also in financial terms. Opinions about ‘others’ and their 

afflictions were also offered profusely: “Someone I know had a problem like that…”  

Beyond data collection methods, I maintained a constant awareness of and 

held several informal debates with friends and acquaintances about reproduction, 
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parenthood, family and infertility. These helped me to gain a deeper understanding of 

my fieldwork site and new ideas to improve data collection methods and interviews.  

 

 

 

After fieldwork 

My intention was to provide a grounded account (Strauss and Corbin 1990) on the 

subject of national and international infertility healing trends among Mozambican 

couples. In this way, there was a continuous concern about the interrelationships 

between four factors: context, conditions, meaning and agency. In other words, how 

women or couples, according to their context/habitus (Schütz 1972; Bourdieu 1977; 

Velho 2003), navigated through different channels in their quests for conception 

(Inhorn 1994; Vigh 2009). I was also aware of the meanings they attributed to their 

reproductive situation, as well as to the different treatments and medical interactions 

they had experienced in the past or were experiencing in the present.  

As said, the first step of the study consisted of bibliographical and document 

research about the subject of sexual and reproductive health, infertility, assisted 

reproduction, health and health care in sub-Saharan Africa – with a particular focus 

on Mozambique and South Africa as well as on local socio-cultural practices related 

to infertility, infertility healing and its socio-cultural representations. Throughout the 

process of data analysis and writing, the theoretical and document information was 

interwoven with the ethnographic data. This was the period where the argument, main 

subjects and structure of the thesis were defined.  

For data organization and analysis, all of the collected material was coded 

under specific thematic clusters using the data analysis software Atlas.ti, to compare 

and create a solid reflection matrix about the information gathered during fieldwork. 

This analysis provided insights into the data collected that enabled both an exhaustive 

description and a characterization of the study sample. It also allowed for the 

elaboration of a broader reflection on the study subject. The description, classification, 

meaning and content analysis of the interviews and the results of the participant 

observation opened up new pathways for inter-data comparison, making it possible 

for me to create connections and unveil phenomena that were not yet visible in the 

raw material.  
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Limitations 

Taking into account the abovementioned limitations of ethnographic research that I 

encountered, one of the most significant limitations of this research is that I did it 

alone, without a research assistant or interpreter being involved in the study. In this 

way, only one pair of eyes and ears were at the study sites and operating during the 

interviews and participant observation. Although this undoubtedly narrowed the 

possible ways of gathering data and looking at the collected material, it also allowed 

for an increased sense of ease and intimacy during some interviews. My non-

familiarity with most of my respondents’ social networks and relations was also likely 

to have made the issue of disclosure management less of a burden for them, given that 

talking to me did not imply a risk of starting rumours or gossip among their personal 

networks.  

The clinical fieldwork sites might have represented a limitation as well, since patients 

were generally not at ease following a consultation, and interviewing them close to 

consultation rooms may have been somewhat discouraging. However, as mentioned 

above, it was common for women to begin the interview a bit tense and to 

increasingly relax throughout the conversation. For better or worse, despite being 

aware of the interview as a process of interaction, and attentive to what could underlie 

my respondents’ discourses about infertility and infertility treatment seeking, my 

position as a researcher and as an 'outsider’ may have inadvertently affected what 

they told me and how they told it. 

The length of the fieldwork period might also have represented a limitation, 

since a longer presence in the field would have likely enabled the collection of more 

data and observations. But then again, curiosity, questioning and the feeling that more 

could mean better seems to me to be an intrinsic feature of all scientific research, and 

most probably is what keeps it in motion. 

The results of this research are based on reasoning about biomedical infertility 

treatment users’ and providers’ discourses and experiences, data patterns and 

connections. My objective in the following chapters is to provide a contextualized 

approach to what shapes Mozambican couples’ therapeutic navigations, how these 

therapeutic pathways evolve, and how people’s agency and choices reflect and affect 

the broader changing context in which they take shape. 
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Chapter 3 

 

 Navigated Spaces: Maputo, family, infertility and  
health care provision in context 

  

Although infertility is generally considered a very serious psychosocial and 

reproductive affliction, it is nevertheless lived and perceived in different ways in 

urban Maputo. The determination of these non-static perspectives on the inability to 

conceive is affected by individuals’ relations with their socio-cultural background: in 

areas where people tend to embrace more community-based ways of living, or where 

traditional social values prevail, motherhood is the means par excellence through 

which women achieve social status, and thus infertility can have very serious social 

and familial consequences. In urban settings, this perspective coexists with a more 

flexible attitude, where having children within a relationship is as highly valued as in 

the former context, but is also relativized as a biographical achievement alongside 

others such as getting an education, being economically independent and building up 

one’s personal identity as an individual, not only as part of a community but also as a 

self-fulfilled person. Some of the urban women whom I encountered identified 

themselves as belonging to one of these two categories – traditional and modern – but 

many, in accordance with Thernborn’s (2003) idea of entangled modernities, still 

found themselves more often in a grey zone in between the two. Although women’s 

capacity to act and make choices differed from person to person, the will to have a 

baby within marriage was a constant to all of my respondents, and for some, the 

consequences of being unable to bear children where less private and more harsh than 

for others.  

With the aim of exploring national and transnational therapeutic itineraries 

between Mozambique and South Africa, in this thesis I approach the topic by 

examining the socio-economic aspects involved in the materialization of these 

itineraries, with a focus on the experiences and accounts of the actors involved – 

Mozambican infertile women or couples. It therefore seems essential at this point to 
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present the context(s) in which the research participants’ therapeutic navigations took 

place.  

In sub-Saharan Africa, access to biomedical health care is paved with 

inequalities, and Mozambique is no exception (MISAU 2012). Infertility care is 

included among the biomedical specialities inaccessible to most people: in 

Mozambique, as in many sub-Saharan African countries, though infertility care is 

provided in the private sector, public sector coverage is poor (cf. Inhorn and Patrizio 

2015). National policy priorities in sub-Saharan Africa do not normally include 

infertility (ICPD 2014), though some privately funded actions are starting to promote 

and implement pilot programmes offering low cost IVF in some countries in the 

region (e.g. the Walking Egg project) (Ombelet 2014).  

In the following sections, I present the historical, social and cultural 

background of the couples I met in Maputo. With this, I intend to lay the foundations 

for an exploration of the different ideas and practices regarding family, infertility, and 

treatment seeking, provision and following, both in and outside of Maputo.  

 

Maputo: The people and the city 

Maputo is a ‘booming’ city, having grown in size exponentially in recent years due to 

the opening up of Mozambique1 to capitalism, triggered by the country’s engagement 

with the IMF and the World Bank rescue plan in the 1980s2, as well as the recent 

economic growth (and speculation) largely based on its natural mineral resources 

(Spaull 2014). The presence of natural resources and the political context of the 

country, by the time of my fieldwork, were attracting a great deal of foreign 

investment and are transforming Maputo and other strategically located Mozambican 

cities into international centres where people and institutions converge. The kinds of 

institutions range from international donors’ local headquarters to private companies 

seeking business opportunities. People head to Maputo in search of work, social 

mobility or refuge from hardships felt in other provinces in the country (floods, 

conflict, lack of resources).  

With the exception of a small number of companies, cosmopolitan investors, 

executives, diplomats and NGO and foreign cooperation representatives, most of the 

migrants to Maputo settle on the outskirts of the city – overpopulated areas with 

serious water and sanitation problems related to unplanned expansion.3 According to 

Andersen and Jenkins (2011:1), the Maputo conurbation, together with the 
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neighbouring city Matola, has roughly 2.5 million inhabitants and is projected to grow 

to more than 4 million by 2025. Maputo is thus one of the 15 largest urban areas in 

sub-Saharan Africa and is growing beyond its formal boundaries. This growth is due 

to the fact that most of the city’s population lives in informal or unplanned 

settlements in the outskirts of the city itself. These areas of informal settlement are 

prone to floods and erosion and are located along motorways, railway lines or beside 

polluting industries. Their location and lack of sanitary conditions have serious 

implications for inhabitants’ health (Ibid.).  

Maputo and Matola were previously two separate cities, though the former’s 

growing suburbs are increasing in size and population density and gradually closing 

the gap between the two. As stated above, these peri-urban areas host most of the 

(lower or working class) population of the capital. The middle class and upper class, 

who represent a relatively small number of people who accumulate more resources or 

capital than the majority of the lower class population, inhabit the urbanized city 

centre and surrounding areas.  

According to the Home Space Context Report (Jenkins 2012), the 

metropolitan area of Maputo is divided into three major districts: the ‘cement city’, or 

city centre, with its colonial urban planning and building style, where most social 

infrastructure and administrative workplaces are located; the inner belt, or ‘reed 

neighbourhoods’, surrounding the city centre to the north and northwest, where there 

is a high population density, and houses are usually self-built with no urban planning; 

and finally the outer belt, with a smaller population density, both unplanned and 

planned construction, and low provision of services and social infrastructure. The 

inner and outer belts of the city host most of the lower classes (although there is a 

trend to build new apartment complexes in the outer belt of the city for middle class 

families and occupants). The axes for the growth of the suburbs tend to follow the 

past or present placement of employment sources, such as industrial complexes or 

informal commercial centres. For people living in the inner belt, employment sources 

tend to be related to the city centre, particularly the informal sector (commerce, etc.). 

Some people also work in the growing industrial sector. In the outer belt, however, 

activities relate more to agriculture and less to industrial development in the area, and 

people still commute frequently, even daily, to the city centre to work in the formal or 

informal sectors.  
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Today, the city of Matola is included in the metropolitan area of Maputo. It is 

an area with a low population and urban density. Social infrastructure and services are 

available and the city includes planned and unplanned construction in its conurbation, 

being home to upper, middle and lower class families (Jenkins 2012). In the course of 

daily life in Maputo, both the heritage of colonial spatial division and new kinds of 

spatial (public and housing) occupation are perceivable. There are, however, 

exceptions to and transformations in these trends, mainly triggered by social mobility 

– sometimes resulting in spatial mobility, but sometimes also manifesting in different 

ways. In my own observations, I could identify examples of these exceptions both in 

the suburbs and in the city centre. If on the one hand it is possible to find large, well 

built houses with all amenities in the middle of poor neighbourhoods, on the other 

hand it is also possible for people who live these peripheral neighbourhoods to move 

to the city centre. These changes seem to relate to particular key factors: social 

mobility gained through work (normally in the South African mining industry or in 

business); the exponential rise of real estate in Maputo city centre; the poor 

maintenance of buildings in the area; and the tendency for people to build a house in 

their place of birth or home area, if they possess the necessary resources. These trends 

show how there is room for social mobility and also how people’s life projects, 

including household improvements, differ. The possibility of moving to a better house 

does not always imply moving closer to the city centre or even leaving lower class 

neighbourhoods (in the event that space is available). It does, however, imply 

particular desires to fulfil an ideal lifestyle or well-being project (Schütz 1972; Velho 

2003; Therborn 2003), and how the selected urban spaces for this are chosen 

individually or collectively (i.e. within the family).  

I found exceptions to the general trend of people with fewer resources settling 

in the suburbs. In the cement city, in addition to people with money moving into the 

area, there are also extended poorer families living there in nationalized houses that 

have been in their families since the nationalization movement of the FRELIMO 

liberation party post-1975, as well as groups of people that have moved together into 

rented houses or flats in order to support the expenses better as a group. Upper and 

middle class people normally live in the city centre or in the wealthy suburbs. 

Families may play a role in these movements to and within the city. As Bénard 

da Costa found, often “…the same family has different nuclei in completely dissimilar 

economical and social neighbourhoods in the city and/or moved from neighbourhood 



	

	 55	

to neighbourhood during the last 30 years” (Bénard da Costa 2012:9). Families appear 

as complex networks working together for their own reproduction. Although not 

always fully operational, there are solidarity dynamics between family members with 

different economic and social statuses. These ties create extended family networks of 

support4 that build bridges between very different spaces (Ibid.) and between people 

with very different lifestyles that have kin and reproduction networks in common.   

Maputo is a city full of ambiguities and exceptions to general trends 

concerning not only urban organization but also many other social and economic 

aspects (Therborn 2003; Sassen 2007). Despite the striking inequalities perceivable in 

housing and urban organization, among other indicators, the ‘engine’ of the city is 

located in its suburbs5 – as in many other cities, working or lower class people 

commute every day to the city, formally or informally providing all sorts of required 

goods and services – while the city centre is reserved for the service and consumption 

sectors (private companies’ headquarters, commercial and recreational activities), 

higher education institutions, schools, government institutions and health services. 

These institutions and urban spaces are the public places were people’s geographical 

and biographical itineraries converge, some as providers and others as consumers.  

There are many trends of social and urban mobility in and to Maputo. 

Migration to the urban area has contributed both to the growth of the urban population 

and to the spatial appropriations perceivable in the cement city. There is a large urban 

and population density in the metropolitan area of the city, which started to grow in 

the 1960s. As Mozambique’s past is key to understanding the diversity of urban 

dynamics perceivable in Maputo, below I provide a brief historical overview of the 

scenario in which the couples and families involved in this study lived, the episodes 

and change processes that have created contemporary Maputo, and how they have 

shaped and were shaped by the biographies of the city’s inhabitants.  

 

Historical overview: Situating socio-cultural family practices in Maputo6 

 

History and its diverse socio-cultural groups and practices 

The city of Maputo was, long ago, a place for different settlements of people of Nguni 

origin whose subsistence was based on fishing, whale hunting, farming and some 

local trade. The Nguni (a language group that includes Swazi, Zulu, Xhosa, Tsonga 

and Ronga dialects) originally came from a large area covering the northern parts of 
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western Africa down to the southern tip, and formed part of the diverse Bantu-

speaking groups that made the migration to southern Africa7 and settled in different 

areas, including Mozambique (Newitt 1995; Jenkins 2012; Mariano 2014). The 

Changana (or Shaangan) branch of the South African Nguni settled in the south of 

Mozambique, and became the more prominent in the area, due to the progressive 

conquering of, among others,8 the abovementioned Ronga-speaking people. The main 

dialects, traditional practices and beliefs existent in Maputo province originate from 

the Ronga- and Changana-speaking people. These traditional practices and beliefs are 

present in the daily lives of many people today, especially in the concerns of family, 

reproduction and healing.  

Practices such as traditional weddings involving lobolo (bridewealth), 

reciprocity among extended family and the notion that one always has to help one’s 

kin in times of need can be traced back (albeit in an adapted and mutated form) to 

traditional local communal life values (Granjo 2009; Bénard da Costa 2012). Sets of 

traditional beliefs and the idea of continuity between the living and the dead all 

underlie the remaining traditional social and ritual practices. Such traditions seemed 

most perceivable in traditional healing, in matters related to fertility and family, and 

of course in marriage practices (which used to be a means of maintaining pan-family 

alliances for community cohesion). In sum, versions of these traditional practices 

exist in many different southern African countries (cf. Therborn 2003), and mainly 

concern issues of social and kinship production and reproduction, highlighting how 

reproduction is a core issue in Mozambique in general, and Maputo in particular.  

The contemporary borders of Mozambique are political ones created by 

colonizers, and thus do not correspond to previous tribal or local cultural boundaries. 

Despite the detachment of the country’s borders from the region’s cultural diversity, 

however, this diversity persists through particular group practices that transcend the 

imposed national territories. These practices follow fluid ethnic or tribal boundaries 

that correspond to areas that fall outside of the regional divisions depicted on political 

maps.  

As stated above, many of the contemporary varieties of traditional practices 

(e.g. lobolo, or traditional healing methods) date back to the various groups that 

settled in Mozambique before and during the process of colonial occupation. 

Colonialism, Christian missionization and the many violent crises that resulted from it 

contributed to the development of a certain plasticity in traditional practices, which 
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had to constantly transform and adapt. Intimately related with specific local 

cosmologies, traditional practices, including traditional medicine (cf. Igreja 2003), 

were permeable to the changes in ways of thinking and perceiving the world that were 

caused by such moments of violence, conflict and rupture (Feierman 1985; Therborn 

2003; Cavallo 2013; Mariano 2014; Igreja et al. 2010).  

 

The making of Maputo: The new man, modernities and traditions 

Aside from its indigenous communities, contemporary Maputo – re-named as such in 

1975 following the country’s independence – is also composed of a diversity of 

people who have converged throughout history in its conurbation for different 

reasons. In the city, it is possible to recognize an entanglement of practices and ideas 

influenced by many historical and socio-cultural traits that, after being transformed or 

reproduced, have given way to ever-changing diversity.  

All of the processes of Portuguese colonization with its segregationist policies, 

as well as the violent conflicts and tensions of the Mozambique liberation war and the 

subsequent civil war, have greatly affected people’s daily lives and practices in 

contemporary Maputo. Among other factors, the 1975 post-independence FRELIMO 

government, with its ideal of the modern new man – homem novo – played an 

important role in creating aspirations for the nation and new dreams for its people.  

As a result of the independence war, which ended in 1975, and the civil war 

between RENAMO and FRELIMO that ravaged the country between 1977 and 1992, 

Mozambique was left with a devastated rural sector and debilitated urban centres that 

had to recover from a long period of violence and abandonment. The armed conflicts 

seriously impacted the rural areas and inhabitants in the north of the country; 

furthermore, shortly before the civil war, most of the Portuguese fled, leaving the 

urban areas empty. Most of the empty houses that belonged to former colonial 

institutions or Portuguese people were nationalized. By 1975, the empty houses in 

Maputo had been occupied by FRELIMO government offices, administration officers 

and civil people. The suburbs of Maputo were growing, with the largest number of 

settlers located in the reed neighbourhoods in the inner belt of the city (today these 

neighbourhoods are characterized by houses made of cement and zinc roofs). People 

living in these surrounding areas were war refugees and members of a previously 

established urban lower class, or indígenas.9 These suburban households functioned 

to a certain extent as rural households, until eventually the areas grew and became 
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overcrowded, creating problems in terms of neighbourhood sustainability. Those who 

came as refugees stayed, and the migration continued, with a rural exodus of people 

coming to the capital to work or look for better opportunities.10  

Even after the interrupted social project of the first FRELIMO administration, 

the party’s ideas about modernity prevailed in a transformed way. This transformation 

entailed a process of appropriation of sets of ideas, practices and values that, although 

influenced by the modernizing policies of the party, went far beyond its definition of a 

modern identity in unpredictable ways. These dynamics fit Therborn’s (2003) 

formulation of entangled modernities that emphasizes the diversity and complexity of 

relations, local ideologies and socio-cultural practices and how they shape the 

different vectors that, while interconnected, compose localized modernity. 

 

Maputo today: Dynamics of a global city  

Today, going from Maputo’s outskirts to the city centre takes a long time; you have to 

cover a considerable distance and will encounter a great deal of traffic. There are new 

trends emerging for people to move further away from the city centre in order to have 

a better quality of life in areas where there is still space and no serious sanitation 

problems. There is a continuum of housing, which increases in density as one 

approaches the city. The city’s landscape is framed by a modern orthogonal grid 

urban planning structure, colonial and modernist buildings that show a clear lack of 

maintenance, and some new buildings, the fruit of government deals with foreign 

interests, including international capital investors and construction companies. 

Among all of these new and old buildings, which are merged into an urban landscape 

where trees and traffic try to make the best of the old and unmaintained roads and 

sidewalks, it is common to see new buildings in construction, either for housing or 

business.  

Finding itself in a precarious financial situation in the 1980s, Mozambique had 

to seek help in the form of a restructuring program implemented by foreign donors. 

By 1992, with the official end of the civil war and a new economic and financial 

policy, a new phase of the country began. Mozambique was open to the global 

economy and markets, and donors’ headquarters were established in the city, close to 

the government’s administrative headquarters in order to coordinate the use of 

external funding.  
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Akin to Sassen’s (2007) concept of global cities, in Maputo the restructuring 

program and the opening of the country to capitalism and to global fluxes of capital, 

information, people and new values created space for new localities and forms of 

mobility (Spronk 2012; Bénard da Costa 2012; Mariano 2014). As Appadurai (1996) 

argues, certain contexts open the way for the birth of new imaginaries – not in 

opposition to the previous state of things but as a mechanism whereby the circulation 

of ideas and information creates the possibility for new individual or collective 

projects and mobilities. Through such mechanisms, some of Maputo’s inhabitants 

transform their own social worlds using new imaginaries. Appadurai refers to the 

latter as part of a social process managed by people’s particular individual or group 

agency: “…these new mythographies are charters for new social projects, and not just 

a counterpoint to the certainties of daily life” (Ibid.:9). The speed and lack of balance 

of the transformation trends in Maputo are overwhelming, and are the fruit of global 

political relations triggered by the city’s historical past and by the contemporary 

global and local hyper-circulation and unequal distribution of capital (Bauman 2000, 

2003; Therborn 2003). 

Among the trends that make Maputo the fluid city it is today are included: 

people moving to Maputo from other national regions; the presence of a large number 

of foreigners due to the numerous international aid programs based there; spontaneous 

migration; the long- or short-term migration of Mozambicans to other countries; the 

academic mobility of people studying abroad and returning to work in the country; 

and global trends in the circulation of information and goods. This rapidly changing 

urban landscape frames the remains of history as well as the new features of 

globalization. These interactions between the city’s historical background and global 

trends can be perceived in terms of local and negotiated changes in practices that are 

both national and cultural, institutional and personal. As with any negotiation, they 

imply the latency of certain tensions. These tensions are a nuclear part of the way in 

which the city works, often maintained through the relations between socio-economic 

inequalities, specific kinds of identity construction, personal ideals and day-to-day life 

practices (Sassen 2007). In these tensions, there is a complex relationship between 

social values such as tradition or modernity, the neoliberal contemporary landscape 

that people inhabit, and the different kinds of mobility and circulations that involve 

the city and its inhabitants (Beck 1998; Therborn 2003; Tsing 2004). 
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Despite all of the diversity that the intersection of different ‘worlds’ gives 

birth to, there are ideas that seem transversal to all of the complex relations between 

people, values, tradition, modernity and globalization in general; in order to fulfil 

their life projects, people may resort to any and all of the mechanisms that this context 

provides. A core dimension of the focus of this study is one of these transversal issues 

that can be traceable, in its different manifestations, throughout most social realms, 

namely the importance attributed to parenthood and reproduction. There are particular 

dimensions of existence, like human reproduction, that seem to have a universally 

high value. Among the multiplicity of sometimes conflicting practices that one can 

observe in the city of Maputo, having children is something that most women or 

couples aim sooner or later to achieve. Different medical systems have an important 

practical and social role regarding reproduction and infertility management, and thus 

also regarding infertile women’s therapeutic paths, both in Mozambique and in South 

Africa. 

 

Health care in Mozambique and South Africa 

Mozambique and South Africa have very different health care systems, as well as 

differing access to resources with which to ensure the systems’ adequate functioning. 

The national health care sector in Mozambique is highly dependent on external aid (in 

the form of cooperation), and is still unable to cover the basic needs of the population 

in terms of geographical coverage and human resource availability. The structure and 

functioning of the Mozambican health care sector are based on agreements between 

the government and donor entities that reflect specific priorities and conditions 

(Craveiro 2001; WHO CP Mozambique 2014; WHO CP South Africa 2014). South 

Africa, by contrast, has a liberalized health care sector, where private clinics have 

state-of-the-art biomedical technology and treatments, while the national health 

system lacks the ability to provide satisfactory demographic health care coverage. 

Mozambican couples that travel for infertility treatments therefore traverse very 

different traditional and biomedical national health systems. I explore these different 

systems below. 
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Mozambique 

 
Health received maximum priority and FRELIMO supported traditional 
preventive medicine. Most Portuguese doctors had fled the country with 
independence and the new sanitation campaign depended mostly on expatriate 
medical staff (Newitt 1995:471, translation IF). 

 

Despite FRELIMO’s political efforts to improve health coverage and preventive 

medicine, including through the partial collaboration with traditional medicine - a 

practice the party initially condemned but progressively assumed and integrated into 

its health system11 - the health programs implemented post-independence lacked 

human and material resources. The health sector in Mozambique was overburdened 

and greatly damaged by the ensuing civil war. Today, the national public health 

system in country is still recovering from its bareness and past disruptions, in parallel 

with an emergent private sector and the maintenance of traditional medicine.  

The national health system in Mozambique is composed of traditional and 

biomedical care. The functioning of the biomedical health care system has problems 

due to a lack of human and material resources, the most serious of which are in terms 

of geographic coverage, speed of response, internal functioning (in particular the 

referral system), and outreach to people and potential patients.12 It is organized into 

four levels and aims to cover the needs of the population, from more basic and 

decentralized health units up to more specialized hospitals. The first level facilities are 

rural and urban health units, which are likely to represent many people’s first point of 

contact with biomedical health care services. At the second level are district, rural and 

general hospitals. At the third are provincial hospitals, to which patients are referred 

when their health condition requires treatment beyond the capacities of secondary 

level hospitals. Finally, central and specialized hospitals represent the fourth and most 

specialized care institutions that patients can be referred to in the event that their 

health problems cannot be resolved in any of the other levels. The patient referral 

system between the four levels that operates in the country does not fully work, so it 

is common for people to seek help directly in central or general hospitals, and not 

always in more local health centres or units.  

Maputo province and Maputo city are managed as two different health areas. 

Among my informants, there were patients attending general and central hospitals 

who came both from the city conurbation and from other smaller villages in Maputo 
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province. According to the most recent National Health Ministry report (MISAU 

2012), the Maputo city area has 32 health units or centres, and Maputo province 78. 

The number of district, rural and general hospitals in the city of Maputo is four, and in 

the province six. Maputo Central Hospital serves both Maputo province and Maputo 

city and is the only fourth tier hospital in the region. The conditions and response 

capacity of these health institutions are weak. The lack of material and human 

resources and the poor maintenance of public buildings are some of the most visible 

signs of the state of the country’s national health system (MISAU 2012).  

In the WHO’s health profile of Mozambique, the scarcity of practitioners, 

nurses and medical staff is made clear, with only 0.4 physicians and 4.1 nurses per 

10,000 people (WHO 2014). Funding for the health care system is mainly external. 

Despite the percentage of public spending directed towards health – higher than in 

other sub-Saharan African countries at about 14% of public expenditure – this does 

not mean that the real amount of capital spent is higher. In the Ministry of Health’s 

national health report (MISAU 2012), it is stated that 65.7% of health care 

expenditure is assured by foreign capital coming from eight main providers (the USA, 

Switzerland, Ireland, Belgium, Denmark, the Global Fund, NGOs and religious 

congregations). These funds are sometimes given directly to the national budget and 

managed by the MISAU, or they are applied through specialty directed projects 

(NGOs and cooperation) or local church-implemented 13  projects (Catholic, 

Presbyterian, Methodist, Assemblies of God) in partnership with MISAU.  

Infertility is not a priority area of public health spending and planning, which 

focuses mostly on maternal and infant health and mortality, primary health care 

provision, sanitation and specific diseases (malaria, TB, HIV/AIDS). Despite the 

attempts of practitioners to implement infertility treatments and ARTs in the public 

sector – as confirmed by Dr. Macamo, my key informant during clinical fieldwork – 

they are not yet being provided due to the lack of funding, necessary conditions and 

human resources. Furthermore, in the report of the most recent ICPD conference in 

2014, the figure representing the policy priority regarding infertility care among the 

participating African countries was null (ICPD 2014:263).  

In this context, the kind of infertility treatment that people can access is 

determined by their economic capacity. On the one hand, the cost of a public 

consultation and of medication bought in public pharmacies is symbolic: 1 

Mozambican Metical (MZM; €0.03) for a medical appointment, 10 MZM (€0.26) per 
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day for hospitalization and 5 MZM (€0.13) for prescription medicines. On the other 

hand, treatment options are quite limited and medication shortages in public 

pharmacies are frequent.  

Along with the public health system, traditional medicine is a healing option 

frequently sought by infertile women or couples. Traditional healers may be 

considered part of the private health care sector due to the necessary out of pocket 

payment for their consultations and remedies (Mariano 2014). According to data from 

my informants, one appointment with a healer (no extras) can cost around 750 MZM 

(€13.06). 

 
Traditional healers in the south of Mozambique are referred to as nyanga, a 
term which encompasses a variety of healing practitioners. There are also 
mediums and diviners called mungoma or nyamusoro respectively, herbalists 
(nyangarhume) who have a holistic perspective of health, representing 
different religious and healing practices and the fact that, in certain places, 
they are the major or only source of health care make them very important 
(Mariano 2014:45).  

 

The above quote identifies the kinds of healers that are active in Mozambique 

and highlights their relevance as healing agents for the general population. Healers are 

also considered important by the Ministry of Health itself, which created the Institute 

of Traditional Medicine in 2007 in order to recognise the importance of traditional 

healing, institutionalise and regulate the practice. Esmeralda Mariano’s (2014) 

research on people’s therapeutic itineraries in coping with and treating infertility 

sheds light on these trends and explores both the different aetiologies of infertility and 

the various traditional medical practices used to heal it, both spiritually and 

physically. The popularity of traditional medicine relates to its model of healing based 

on the most common (and traditional) local disease aetiology that connects the 

spiritual and physical worlds. It also indirectly relates to the lack of coverage of 

national health services throughout the country (especially in rural areas).  

In fact, and corroborating Mariano’s (2014) assertion about the common resort 

to traditional medicine, in the Ministry of Health’s report on the health sector 

(MISAU 2012), the key role of traditional healers is emphasized, not only due to their 

affinity with local conceptions of disease causality but also due to the better 

geographical coverage of traditional medicine when compared to biomedical care (i.e. 

health units):  
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In Mozambique around 70% of the population resorts to traditional medicine 
to heal organic and spiritual afflictions. Furthermore, the activity of traditional 
healers reaches a bigger population than primary health services, estimated in 
a ratio of one healer per 200 people (MISAU 2012:117).  
 

People often resort to traditional healers to look for a solution for bodily afflictions 

such as infertility. However, especially in urban areas – including Maputo city, the 

focus of this research – people tend more often to resort to many different healing 

systems. These range from biomedical treatments to different forms of traditional and 

religious healing (Cavallo 2013; Mariano 2014). 

In this context, private clinics14 are frequently sought by patients who come 

from an upper and/or middle class background, who are either privately insured or 

have the capacity to pay for treatments out of pocket. These clinics are normally full, 

but have a smaller capacity and number of patients than the national public health 

services. They normally offer specialized or high(er) quality medical services that are 

either unavailable or over requested in the public sector. During the time of my 

research, there was only one private clinic in Maputo that offered basic assisted 

reproduction treatments. As was the case in the private health sector in general, the 

costs 15  of consultation and treatments in this clinic (including ARTs) varied, 

depending on the treatments and the kind of health insurance that patients had (if 

any).  

 

South Africa 

In addition to Maputo residents seeking infertility care in their own country and city, 

several people I met had in the past, were currently or were considering resorting to 

treatment seeking in South African fertility clinics, where more specialized assisted 

reproduction technologies were available. The South African health sector is very 

different from the one in Mozambique. The public health care system in the country is 

divided into three sectors: primary, secondary and tertiary. Primary health care is the 

sector with the broadest scope in terms of geographic and demographic coverage, and 

since the end of Apartheid its development and accessibility have been one of the 

main focuses of national health policies (Maillacheruvu and McDuff 2014). Primary 

health care includes (public) clinic and health centres, health posts and satellite 

clinics. It is intended to be the first point of contact with the health system for patients 



	

	 65	

seeking biomedical help. The secondary health care sector is mainly composed of 

disease prevention (Centres for Disease Control, CDC) and community health centres 

(CHCs). The tertiary level includes central, district, regional and tertiary hospitals; 

there are also a number of specialized hospitals in the country. 

The private health system operates parallel to the national health system in 

South Africa and accounts for 60% of national health care expenditure. Despite the 

great inequalities in terms of access to health care inherited from the Apartheid era, 

nowadays most patients divide their therapeutic options between public and private 

health care:  

 
Patients choose private care for a number of reasons, including shorter waiting 
times, more personal care and increased confidence in the quality of health 
care. However, in recent years, the private sector has been criticized due to its 
increasing costs of care along with their tendency to provide more services 
than are necessary, which also increases prices for patients (Maillacheruvu and 
McDuff 2014:11).  
 

In South Africa, most practitioners work in private practice. The number of 

health professionals working in the country corresponds to a ratio of 7.8 physicians 

and 49.11 nurses per 10,000 inhabitants. These numbers differ greatly from those 

given for Mozambique. Nevertheless, the South African national health care system 

has a deficit in terms of human resources and coverage in terms of addressing the 

needs of the population, influenced mainly by the over-representation of professionals 

in the private sector. According to the WHO, it is estimated that “only 30% of all 

South African physicians work in the public [health] sector, despite the fact that it 

serves over 80% of the nation’s population” (Maillacheruvu and McDuff 2014:11). 

In sum, despite the demand for national health services and the South African 

government’s post-Apartheid efforts to improve primary health care coverage and 

quality, the country has yet to attain the ideal conditions for the functioning of the 

national health care system. The country’s health care sector is mostly internally 

funded and does not depend as much on foreign aid as in Mozambique; however, 

there are several externally funded projects for specific diseases (e.g. HIV/AIDS or 

TB).  

Private health care in the country generates profit, provides all kinds of 

treatments and participates in international medical travel networks that include 

infertility care (Bookman and Bookman 2007; Scheper-Hughes 2011). South African 
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health professionals and private institutions participate in these networks, not only as 

clinical hosts but also through international collaboration networks for training and 

technology supply (e.g. involving different African, European and Asian countries). 

Although some public hospitals in South Africa provide infertility treatments, 

including ARTs (e.g. Groote Schuur Academic Hospital in Cape Town; cf. Dyer et al. 

2013), there are long waiting times to get an appointment for fertility treatment in the 

public hospitals and, according to my informants, they are not generally accessible to 

foreign patients. There is a great number of fertility clinics and clinics providing ART 

treatments in the country’s private sector, which foreign patients can easily access, 

however, the costs of the treatments in those clinics are sometimes prohibitive16. 

 

Infertility in Mozambique: Trends and socio-cultural aspects 

According to population reports and social science publications, the African region 

south of the Sahara desert has one of the highest prevalences of infertility, with rates 

up to 25% in some parts (Vayena et al. 2002:22-23). For this reason, it is sometimes 

referred to as the infertility belt17 (Inhorn and van Balen 2002). In general regional 

terms, the most common kind of infertility in sub-Saharan Africa is secondary or 

pathological infertility (Inhorn and van Balen 2002; Vayena et al. 2002; Arnaldo 

2004; Cui 2010). There are several hypotheses for its prevalence, which point to 

reproductive tract infections related to sexually transmitted diseases and a lack of 

sanitation in health facilities (e.g. Collet et al. 1987; Eriksen and Brunette 1996; 

Gerrits 2002; Arnaldo 2004; Hörbst and Schuster 2006; Cui 2010).  

Although childlessness, or the absence of pregnancy, is more visible in women 

(Hörbst 2012a), male factor infertility is not excluded from the equation. In fact, it has 

been shown that in sub-Saharan Africa, despite the fact that the social phenomena 

related to involuntary childlessness and the common placing of the burden of the 

affliction focus primarily on women, especially in patrilineal societies, male infertility 

is actually as prevalent as female infertility (Vayena et al. 2002; Cui 2010). In the 

most recent demographic health survey including figures on infertility in 

Mozambique (Rutstein and Shah 2004), made according to census data and previous 

reports and demographic surveys between 1994 and 2000, it is estimated that the 

primary infertility rate among women of reproductive age (15 to 49 years)18 is about 

18%, and the secondary infertility19 rate in the same age cohort is 30.3%. These 

numbers concur with the trends described by Inhorn and Patrizio (2015) in a recent 
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publication regarding, among others, social and demographic aspects of infertility and 

infertility treatment provision at a global level (including developing countries, 

among them those in sub-Saharan Africa). 

In Mozambique, although high, infertility rates are hidden by one of the 

highest fertility rates in the world, of roughly six children per woman (Arnaldo and 

Cau 2013:3).20 The situation of childlessness in pro-natalist and high fertility societies 

is mentioned elsewhere (van Balen and Gerrits 2001; Dyer 2007; Greil et al. 2010), 

and shows how being childless in a community where most people have (many) 

children and where parenting is highly valued can be a challenging situation. As an 

important dimension of life (Gerrits 1997; Mariano 2002, 2014), reproduction is 

likely to be at the centre of every marriage contract (Bagnol 2008; Granjo 2009; 

Mariano 2014) and/or family making project in Mozambique (cf. Inhorn and 

Birenbaum-Carmeli 2008; Chapman 2010). Specifically in the country’s southern 

regions, which include Maputo city and province, the traditional marriage contract 

outlines the passage of the wife to the husband’s lineage and includes the guarantee 

that the children born from the union will belong to the male line (Chapter 4).  

As Chapman (2010) underlines when referring to a rural area in the central 

region of Mozambique, reproduction can be approached as a political construction 

that entails power relations at different – and many times conflicting – levels. In 

southern Mozambique, this is also the case: to give birth to living children is not only 

an essential feature of marriage, but also an empowerment mechanism for some 

women in relation to their in-laws and community (Hollos and Larsen 2008; 

Chapman 2010; Cavallo 2013; Mariano 2014).  

Gerrits’ work (1997) on the matrilineal community of the Macua of 

Montepuez in the north of Mozambique shows how women can get divorced and find 

another husband if the one with whom they are in a relationship is unable to give 

them offspring (Gerrits 2002:239-239). This situation is very different from the one 

visible in the southern regions of the country, where women frequently go through 

social hardships and marital instability when living in an involuntarily childless 

relationship (Mariano 2002, 2004, 2014). The coexistence of such variety of 

meanings and social manifestations related to infertility shows how, despite the great 

diversity that resides within Mozambique’s political borders, reproduction and 

reproductive impairments are a transversal socio-cultural issue. 
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All of my respondents’ life projects included the desire to reproduce and 

create a family. However, in spite of being part of a context in which marriage, family 

and reproduction are an essential part of a woman’s biographic expectations (cf. 

Mariano 2002, 2014; Chapman 2006, 2010; Granjo 2006), the inability to get 

pregnant did not always mean that a path of social condemnation and suffering lay 

ahead. Although I encountered instances where this was the case, I also came across 

situations where involuntarily childless women were not maltreated and were 

supported by their families and husbands. This could be attributed to various factors 

related to social class, education and mobility (Dilger et al. 2012), but also to personal 

and familial ways of looking at reproduction and parenthood that were not strictly 

connected to socio-economic status. However, among my respondents, infertility was 

always a hampering situation, since a couple’s family making project had been 

interrupted. Taking into account the delicate – and uncertain – situation in which 

involuntarily childless couples or women find themselves, it is possible to understand 

the personal and geographical dimensions of their navigations in the quest for 

pregnancy and children, with or without the resort to modern biomedicine and its 

technological apparatuses.  

 

ARTs: Health care priorities and challenges for provision 

The private health sector, including infertility care, is highly developed in South 

Africa. Assisted reproduction provision is high and there are several fertility clinics 

and labs spread over the country.21 These techniques are also offered in the public 

health sector and the county is constantly updating its technologies and procedures, 

being one of the main regional exporters of biomedical materials, training and staff 

specialized in assisted reproduction. In Mozambique, and in Maputo in particular, 

implementing a new kind of treatment demands great efforts and transnational 

collaboration due do the scarcity of human and material resources. Even in the 

country’s rapidly developing biomedical private sector, infertility care is not 

frequently considered a useful, profitable or feasible option for treatment provision, 

considering the costs of building the necessary laboratories, as well as the required 

material and human resources. For these reasons, at the time of my research, ARTs 

(with the exception of ICSI) were only available in one private clinic in Maputo, and 

basic infertility care was offered in only a few public hospitals.  
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During a conversation with Dr. Macamo, one of the few experts in 

reproductive medicine in Mozambique, he raised many issues regarding the provision 

of assisted reproduction and infertility care in the country, focusing specifically on the 

provision of assisted reproduction procedures. For one, in order to provide infertility 

care in a public or private health unit, the staff has to be properly trained to do so – in 

gynaecology as well as in reproductive medicine. Dr. Macamo was trained abroad in 

assisted reproduction practice. In his efforts to introduce more elaborate infertility 

care techniques into the country’s public health sector, he has also experimented with 

foreign models of ART implementation in sites such as in Vietnam, which he used as 

an example of a possible solution for Mozambique:  

 
For instance in Vietnam, I was there and they have an organized established 
IVF system, a complete one, if needed with PESA [percutaneous epididymal 
sperm aspiration] in azoospermic individuals22. They perform ICSI also. The 
technique was introduced by the French and Australians… here we don’t have 
any support so far, but we have been looking… the support that comes first, 
and enables us to move forward, we will use. 

 

In sub-Saharan African countries, it is common for fertility clinics to have 

staff or trainers from countries with state-of-the-art ARTs (Hörbst 2012b). According 

to Dr.Macamo, due to the scarce institutional and professionals communication 

between Mozambique and South Africa about reproductive medicine and ARTs, a 

transnational partnership between the two countries regarding infertility treatments 

had not yet been achieved by the time I finished my last fieldwork period. In this 

scenario, ART provision in Mozambique was scarce, a fact that Dr. Macamo 

considered an unmet need. He explained the most common causes of infertility and 

the procedures available in the public sector: 

 
We do studies, we ask for the patient’s biochemical profile with exams such as 
CBC [complete blood count], HIV exams, etc. And then according to each 
case we can ask for the sperm test… After that, it depends on the case. (…) 
Among women, there is a large prevalence of endometriosis, because there is 
also a prevalence of fibroids and other pathologies (…). In these cases, we 
prescribe Danazol23 (…) and after that we get to the phase of microsurgery 
[laparoscopy]. After this, we try everything we can in order to make at least 
one tube more or less functional. Following this line of treatment, some 
women get pregnant and some don’t. In some cases it would be necessary that 
the conditions to provide and access IVF were available. (…) The population 
of women with female factor infertility is similar to the population of infertile 
women in any other part of the world [i.e. it is not higher than elsewhere], it 
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can be identified if the diagnostic means are available. If infertility is 
mechanical, IVF would normally be the best option, but we have many 
success cases when the cause of infertility is hormonal. (…) Insemination, 
swim up, sperm treatment, we can do that, and some laboratories [mainly 
private] already do it (…) 

  

There is, according to Dr. Macamo, a lack of resources to treat the mechanical 

causes of infertility (causas mecânicas or non-hormonal infertility) in the public 

sector, since ARTs – which are only provided in the private sector – are generally the 

best option. While listening to his words, I got the impression that all of the women 

that I came across with mechanical infertility causes, whose husbands were reluctant 

to participate in treatment (see Chapters 4, 5 and 6) or were unaware of their wives’ 

treatment seeking attempts, had little chance of success. I also got the impression that 

the doctors and staff involved in infertility care were making all possible efforts to 

provide the available care options to the highest number of patients possible, and that 

in consultations, women were willing to do whatever they could to have a child (or 

lose the blame for their childlessness).  

Throughout my visits to the public hospital, the contribution of transnational 

flows of capital, technology and staff to the operation of clinical sites was materially 

perceivable. From medical equipment bought with cooperation funds attributed to the 

Ministry of Health to (some) doctors’ training experiences abroad, the products of 

these global circulation networks were visible and palpable (Sassen 2007). Dr. 

Macamo made clear how the funding for assisted reproduction and infertility 

treatment had to come from partnerships with the private sector (cf. Ombelet et al. 

2008; Hörbst 2012a; ICPD 2014). In expanding infertility treatment provision, in 

addition to the need for the funds to build laboratories, Dr. Macamo also articulated 

the need to train more biologists:  

 
What could work here would be, for example, a partnership with South 
African labs. They could establish the technique here, take people to be 
trained and they would return and do the job. These laboratories had to be 
expanding ones, able to establish units in the public sector, at least in the 
central hospital and maybe some private clinics. Because the problem here is 
not on the doctor, it is on the lab. In the maintenance and cleaning of the lab, 
the rigorous methodology needed to handle living cells. So this is the real 
issue… it has to be someone dedicated to it full time [24 hours a day, 7 days a 
week]. (…) In some laparoscopic situations, it would be a lot easier to go 
straight to IVF. A lot more interesting, faster, less stressing… Thus I believe a 
fertilization lab is fundamental. 
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To build an IVF laboratory in the public sector and provide further training to 

biologists would raise many questions related to the role of private investment in 

healthcare provision and development, health priorities, the real accessibility of ARTs 

(even if they are nominally available in the public sector), and the effect that their 

provision would have. It is not my intention to reflect on global health priorities and 

‘non-priority’ treatment provision in health systems with few resources. Nevertheless, 

that ARTs in the public health care sector in Mozambique were an unmet need cannot 

be denied: there was a great number of patients looking for infertility care and for the 

chance to have a child, and a great many women suffering from stigmatization due to 

their involuntary childlessness. Whether this would be feasible, however, considering 

all of the other unmet needs within the national health care system, is another – fairly 

speculative – question, as all of the answers given to me about these propositions 

were likely to be biased. A gynaecologist or infertility patient, for instance, were 

likely to argue for the implementation of ART services in the public sector, while 

public opinion, or people in the health care system with different interests, would 

probably prioritize other issues. Added to this, some strands of public opinion are 

more likely to perceive the country as having other health priorities, while women in 

the public hospital would certainly be very satisfied with the provision of assisted 

reproduction in the public health sector. 

These dilemmas and ambiguities are a characteristic feature of globalization 

and of the circulation of knowledge and technologies that in some places are fully 

available while in others are maybe needed and absent. The gap between 

Mozambique’s public health sector development, the expansion of private health care 

and the ability of some of Mozambicans to look for state-of-the-art biomedical 

technologies in other countries sheds light on the great social inequalities present in 

terms of fertility treatment, and on how lower class people on the one hand and 

cosmopolitan and middle class people on the other are likely to move through very 

different medical sectors with very different sets of opportunities.  

The women in my study were living the same trend: if an opportunity such as 

ARTs in South Africa was available and demanded an investment, they would take it. 

However, in order to seize these technological opportunities, they had to be able to 

afford them, and if not straight away they would at least need to be able to save up the 

money for that purpose, and this was the case for only a small number of 
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women/couples. Adding to the financial restrictions to the access to ARTs, there were 

also social factors at play in the possibility of accessing not only these treatments but 

also any kind of biomedical infertility treatment. These factors ranged from access to 

information, access to the hospital or health facilities, and people’s socio-cultural 

background and the acceptance within it of biomedicine as a therapeutic option. 

Women’s pathways through infertility were influenced by their social and family 

background, and also by the broader socio-cultural and historical context that 

contributed to the formation – and more recently the mutation – of specific values and 

norms. Being more or less independent and individualistic, their biographies and 

therapeutic itineraries where shaped in close relation to their context(s) of existence 

(family, community, experiences, mobility). In the following chapters, I explore how 

these continuously transforming social institutions related to the way in which women 

coped with and treated infertility, always taking into account the kind of infertility 

care they could access.  
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Chapter 4 

 

Infertility, family, sexuality and marriage dynamics in Maputo 

 

This chapter aims to describe the general social and family environment in which the 

participants in this study encountered and dealt with the issue of infertility. Based on 

the accounts of my respondents, I present and contextualize different family structures 

and dynamics found in Maputo, which include women from different social 

backgrounds, living in different areas of the city – the city centre, the inner and outer 

belts – and seeking biomedical infertility care in different settings – fertility clinics in 

South Africa, and one private clinic and one public hospital in Maputo.  

In the following sections, my aim is to lay the foundations for contextualizing 

and understanding the processes of therapeutic navigation that will be explored in the 

remaining chapters of this thesis: how the women who participated in this study acted 

upon infertility (Chapters 5 and 6); the role of the women’s families in their 

therapeutic navigations (Chapters 5 and 7); and the extent to which the women’s 

backgrounds shaped their actions (Chapters 6, 7 and 8). As I will show below, in a 

fluid urban setting such as Maputo, rather than acting in accordance with structural 

conditioning, both society and family act either as helpers or as obstacles that women 

try to overcome in the materialization of the project of having a baby when faced with 

infertility.  

First, I begin with an example from the field that depicts transforming 

contemporary practices involving ideas about, and special appropriations of, tradition, 

religion and lifestyle regarding marriage and family. Second, I introduce in general 

terms the various family configurations that I came across in the city, as well as the 

ways in which these relate to social class. Third, through the use of case studies, I 

provide an insight into my participants’ sexual biographies and their relationships to 

diverse family configurations. Finally, I explore the role of families in infertility and 

infertility treatment seeking.  

Overall, I show how an affliction such as infertility can unveil transversal 

social values – such as the value attributed to reproduction – as well as family 

negotiations and tensions relating to such values. In so doing, I contribute to 
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arguments about the centrality of reproduction in sub-Saharan Africa (Gerrits 1997; 

Van Balen and Bos 2009; Chapman 2010; Mariano 2014) and to the idea(s) of global 

cities as terrains where a multiplicity of globalized and local institutions, practices and 

ideas can coexist (Sassen 2007) in the specific context of entangled modernities 

(Thernborn 2003) that Maputo city encompasses.  

 

Navigating marriage and family: Religion, tradition and law 

As with other rituals, marriage and family trends are in a state of constant 

transformation in Maputo, and a lot of different practices can be found among the 

city’s inhabitants. These different practices depend on couples’ religious background, 

or on their desire to make their families happy with an official religious wedding; on 

the traditional background of their families, either strong or more dissolved; as well as 

on an individual’s or couple’s desire to make a civil, official wedding that is 

recognized by the state. Officializing a union can result in a combination of different 

wedding modalities (Arthur et al. 2011).  

Looking into Mozambican family law, it is possible to gain an insight into the 

different ways in which people can adopt simpler or more complex family and 

marriage formulations. The family law in Mozambique is relatively recent, with its 

most recent version published in 2004 (see Arthur et al. 2011). Before this new legal 

reformulation, the previous family law dated back to a 1966 conservative and 

patriarchal regulation of family life and marriage established by the Portuguese 

colonial government. The 2004 family law was the product of decades of debate and 

negotiation and of the patent tension between common law (based on local traditions) 

and civil law, raising many gender and human rights issues, especially concerning 

women’s rights. The new bill is dedicated to different aspects of marriage, including 

among others parental rights, assets and the legal marriage age. In this standard 

regulation, three basic forms of heterosexual marriage are identified: civil, religious 

and traditional.  

According to a report by Arthur et al. (2011) written for the Mozambican 

NGO Women and Law in Sub-Saharan Africa (WLSA), the 2004 family law is used 

mainly as a tool for the legal inclusion of the diverse kinds of marriage and family 

making practices that prevail in Mozambique. It comes out of a long (and ongoing) 

debate between customary, religious and national laws and practices and carries 

within itself many potentially changeable aspects.  Despite attempting to universally 
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regulate marriage and family practices, in practice this law excludes homosexual 

unions and is appropriated in different ways by heterosexual couples. It is normal for 

most couples in the Maputo region to celebrate hybrid weddings that include two or 

three of the forms identified by the 2004 law. In a comment about the appropriation of 

the regulation, Arthur and colleagues state that:  

 
there is a legitimation of the [marriage] act at different levels, where the state, 
the relatives and the community take part in the ritual that officializes the 
union of a man and a woman. Moreover, the different levels of rights and 
duties of marriage are reinforced. By making a commitment before the 
community, the couple strengthens their belonging to specific social networks 
and at the same time starts relationships with new networks triggered by their 
new married status (Ibid.:10, translation IF).  
 

According to the authors, a religious wedding strengthens couples’ connections with 

their church, a traditional wedding connects them with their endogenous cultural 

background and spirituality, and a civil wedding with the state. A marriage 

strengthens these connections by registering in different ways, and in the eyes of key 

people, the union of two people and their future intentions (Ibid.).  

The crucial start of a traditional wedding is the setting and presenting of 

lobolo, the brideprice. According to Granjo (2009), lobolo is a ceremony wherein the 

bride’s lineage is ritually and economically compensated for the transference of the 

rights over the woman’s future descendants to her husband’s lineage; through this 

process, the children born in the marriage will have full kinship rights within their 

father’s family (Ibid.). The payment of lobolo has reproduction – i.e. the bearing of 

children – as one of its most important dimensions (Ibid.; Mariano 2014). 

Furthermore, aside from giving the father’s lineage the right to ‘own’ the future 

children, the process is also a way in which to establish communication between the 

living and the dead (spirits or ancestors) – a permanent and valued feature of a great 

part of Mozambican society (Granjo 2009:571). Just as with reproduction, and closely 

related to it, lobolo is part of both individual and collective identities, connecting the 

living and the deceased in a traditional social network characterized by continuous 

transformation (Bagnol 2008). A religious wedding in Mozambique can involve 

different religious backgrounds, mainly Muslim or Christian (normally Catholic or 

Pentecostal), and is celebrated in the respective sanctuary. In the cities in particular, it 

is also common for couples to have civil weddings combined with religious and/or 
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traditional weddings.  

I observed a good example of such mixed marriage practices and trends, and 

the different meanings they carry, while attending a wedding in a village in Gaza 

province. While living in Maputo, I had become good friends with the bride’s aunt; 

through many cooking afternoons and long, familiar conversations, Sol and I achieved 

an openness with which to speak about many subjects. I asked her many questions, of 

course, and seeing that I was really curious about families, marriages and other 

similar subjects, Sol started to invite me to family events. The wedding in Gaza was 

one such invitation. The couple to be wedded lived in Maputo, but they had decided 

to celebrate their marriage both in the bride’s family’s home village of Xambana, and 

in the city where the groom had been born, Xai-Xai. Although it is very common for 

people living in the city to loosen family ties with relatives living in rural areas, this 

was not the case for this couple. 

During the three-day party, where women from the bride’s family barely slept, 

making all the arrangements for the celebration, there were five key moments. When I 

first arrived at the bride’s family house, there were five ladies in their capulanas 

(sarongs, fabric that women wear around the waist) in the yard, shifting money 

around and discussing the budget for the wedding. This money was part of the lobolo; 

in this case, part of the whole sum of the lobolo would be used to fund the 

celebrations. On the next day, the house was full, the yard was filled with guests 

arriving, and women washing and cooking parts of the cow that had just been killed 

for the feast. After the long hours of preparation, cooking, singing and drinking, 

everything was set for the party, and the ladies sitting in the yard in the morning had 

made way for a huge tent where several benches and a table for the bride and groom 

were set.  

Meanwhile, the couple had gone to the notary’s office, where the civil 

wedding occurred. The civil wedding was followed by the well-prepared celebration, 

as opulent as the bride’s family could make it in their family complex.1 The party 

included the ceremonial presentation of symbolic parts of the lobolo2 and gifts from 

other guests. Many people (men on one side and women on the other) were drinking, 

eating, talking and dancing until they were too tired to stand. After the celebration, 

everything cooled down in expectation of the big moment the next day: the religious 

(in this case Catholic) wedding and the symbolic giving away of the bride to the 

groom’s family. At dawn, around six in the morning, everyone was already running 
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around the yard at the bride’s house, busy with the wedding preparations. Finally, 

three trucks fully packed with people departed from the sandy entrance and went to 

the local church, where the groom and his guests were waiting. There was a long 

musical wedding mass, celebrated in Changana so that everyone could understand 

(the older members of the bride’s family living in the village did not speak 

Portuguese). After the religious wedding, the important members of the bride’s family 

went to the groom’s family house to complete the celebration with the official passage 

of the bride to the groom’s family.  

The event described above was a mix of traditional, religious and civil 

wedding procedures, celebrated by a couple that had actually been in a relationship 

for a long time already, and were living together in a quasi marital union with three 

children. This example illustrates the kind of syncretic conception and construction of 

marriage that can be found in Maputo, as elsewhere in Mozambique, and also the 

ways in which people navigate between different stages of a ceremony that evoke 

different backgrounds, both ritually and symbolically. It thus depicts one of the many 

possible dimensions of entangled modernities and the corresponding flexible practices 

perceivable in Maputo today. Despite wanting a traditional and religious wedding, 

and coming from a Catholic background strongly influenced by local cultural 

traditions, the couple had decided to wait until they had enough money for the lobolo 

and to fund the celebration they wanted. Furthermore, despite wanting a traditional 

and Catholic wedding, the couple had been together for a long time and already had 

children. This episode serves as a strong reminder of the flexible and variable 

appropriations that people make in terms of family and marriage categories in their 

everyday life practices, which they socially navigate according to their personal 

preferences, possibilities and convenience. It also reminds us of the importance of 

children as part of marriage and family making. 

 

Entangled realities of family, class and infertility 

 

Family dynamics, infertility and social background 

There is much ongoing discussion about contemporary ideas of family and the current 

volatility of the concept (Levin 1999; Carsten 2000; Gerogas 2003). Aware of these 

debates, in this thesis I employ the concept of family based on the broader use that my 

informants made of it: a nuclear or extended social unit to which an individual 
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belongs by kinship or by marriage (see also Schneider 1984; Bénard da Costa 2010; 

Georgas 2003). In order to make it easier to understand how the women that I 

encountered navigated through family/families, it seems useful to distinguish, as they 

did, between birth families (família) and marriage or in-law families (sogros). This 

section includes case studies illustrating the fluidity and diversity of the biographies, 

life projects and family configurations that I found during my research. As I will show 

below, my respondents’ everyday life practices illustrate how, departing from the 

notion of family described above – where various degrees of negotiation still occur – 

marriage and reproduction are fluid dimensions. As such, they fit better into the 

notion of a liquid contemporary urban context of entangled modernities (Bauman 

2000; Thernborn 2003) than into any kind of static categorization.  

The presence of people from different parts of the country (and the world) 

living in Maputo means that in the city, it is common to encounter people who come 

from families with different kinship systems (like the matrilineal Macua, for 

example).3 Nevertheless, all of the participants in this research came from a patrilineal 

kinship background – both the traditional patrilineal background stemming from the 

southern areas of Mozambique and that promoted by the Portuguese colonial rulers 

and Christian missions (cf. Cavallo 2013:107). Given such a background, great value 

is placed on pursuing the male line and acknowledged fertility, with expectations and 

demands for reproductive success placed essentially on women. In other words, a 

pregnant woman is the public image of a couple’s fertility (cf. Hörbst 2012b) and 

reproduction is a way to improve the wife’s status among her in-laws (cf. Cavallo 

2013:107-108). Despite the fact that power relations in such patriarchal kinship 

systems are often based less on gender than on hierarchies of age (cf. Loforte 2003; 

Cavallo 2013), in the case of reproductive disruption, the consequences tend to fall on 

women: in the absence of visible fertility, it is common for both the problems of 

involuntary childlessness and the quest for a solution to fall on the female side of the 

couple, independent of the actual cause of the situation (cf. Mariano 2014).  

Matters of family and reproduction are intimately connected. In this context, 

the ways in which my female respondents dealt with, and related to, their birth and in-

law families were partly shaped by their inability to conceive. Among the women 

participating in my research (and women elsewhere, see van Balen and Bos 2009), the 

overall personal meaning attributed to the inability to conceive was one of frustration 

and sadness. Adding to this, the relationship that the women had with their birth 
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families and in-law families played a role in determining the consequences of being in 

an involuntarily childless marital union. In general, the social and family 

consequences of infertility may involve conflict over the non-fulfilment of the 

marriage contract (e.g. lobolo); family pressure to reproduce; marginalization and 

stigmatization of the childless woman; maltreatment of the woman by her husband 

and/or in-laws; humiliation in front of her friends and/or in-laws; divorce; socio-

economic hardship; and the staining of the image of the family in the community (cf. 

van Balen and Bos 2009; Mariano 2014). Added to these consequences, the cause of 

infertility can be sought in both the spiritual and social realm, universes that are often 

related in daily life practice. In other words, there are many hidden fears related to 

spirituality, ‘sorcery’ and reproduction, ranging from the capacity of others (usually 

jealous or competitive women) to affect pregnancy or its consummation through 

different mechanisms (spiritual, material), to a fear of non-normative behaviours that, 

by disappointing ancestors, block reproductive capabilities (Chapman 2012; Cavallo 

2013; Faria and Cavallo 2013; Mariano 2014).  

In most of the cases that I came across, the family circle was mostly restricted 

to the nuclear or extended household, and women’s trajectories went from their birth 

families to their in-law families. Especially with regard to women coming from more 

traditional families or with fewer economic resources, the common trajectory was to 

leave their birth family only when joining their in-laws or to go to live as a couple 

with their husband. An exception to this common trajectory was found among 

cosmopolitan women, many of whom had lived apart from their families before 

marriage while studying abroad or working in different provinces or countries.  

Most lower class women, who tended to embrace more traditional practices 

and beliefs, were based in the outskirts of Maputo, both in the inner and outer belts of 

the city as well as in nearby villages. Among those living in the suburban 

neighbourhoods where communal organization still prevails, there was often a 

perceptible fusion of family and community (cf. Bénard da Costa 2012). In this sense, 

among my respondents, kinship ties and ties maintained by shared social space 

frequently assumed the same degree of intimacy in everyday life. Despite the fact that 

I did find people in the city centre living with their extended families, the most 

common trend in this particular urban area was for the prevalence of anonymous and 

individualized or couple life management rather than extended family and communal 

organization (cf. Ferguson 1999). For cosmopolitan or middle class women who lived 
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in nuclear family units in the more central areas of the city or in the wealthy suburbs, 

where the lifestyle is more individualized, the sense of family (parents, husband, in-

laws) was still strong. Yet the sense of community or communal life in these contexts 

was not geographically determined in the way it was for women living in the suburbs 

or with extended family.  

For middle class women living in the city centre or high-middle class 

neighbourhoods in the Maputo conurbation, communal social organization and 

interaction took place in the workplace or in church. In the specific case of 

cosmopolitan women, the role attributed to the community could be found, in a 

certain way, in an international delocalized social network of friends, acquaintances 

and colleagues. Mostly highly educated, working in different areas and economically 

independent, these women had fluid geographical and personal trajectories and a 

diminished sense of their physical home community. This confirms trends found 

elsewhere (Spronk 2012; Manuel 2013), where social transformation affected by 

capitalism, social mobility and globalization among the middle classes has been found 

to provoke a weakening of communal organization and extended family roles in 

specific local ways (Therborn 2003).  

Despite these overall changing trends in extended family practices, family 

dynamics and the communal organization of everyday life, there were fostering 

arrangements among three of the couples in my study: two couples were fostering 

nephews from the women’s kin, and in one case (Candida’s) the wife’s birth family 

was fostering the child from her first marriage. Despite the fact that this was not a 

recurring phenomenon among the women or couples that participated in the study, 

there was an interesting detail about this situation: the two fostering cases came from 

families from different socio-economic backgrounds (one cosmopolitan and one 

lower class). Though rare among my respondents, fostering is common in 

Mozambique (cf. Mariano 2014), and is rather more connected to solidarity family 

ties (Gerrits 2002; Hollos et al. 2007; Bénard da Costa 2012) than to compensation for 

the absence of children. In fact, among my respondents, adoption was seldom 

considered a valid solution for involuntary childlessness (see Chapter 8). In 

Mozambique, infertile women or couples see adoption as a dual issue: on the one 

hand, it may be a way of compensating for the lack of children of their own; but on 

the other hand, it may be perceived as an outward sign and public declaration of their 

infertility (cf. Bharadwaj 2002; Mariano 2014). As a transversal social practice whose 
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motivations are variable, it is impossible to find a sole determinant or pattern of action 

regarding the fostering of children. My respondents’ examples suggest how infertility 

and fostering are not directly related, and how fluid and hybrid family practices 

prevail in Maputo, independent of class or economic status. The city is a stage for 

people’s multiple ways of thinking about and acting as families, with or without 

hampered reproductive lives.  

 

Tradition, modernities, social class and sites of change  

As described above, the sample of this study was a fluid one, where I could identify 

different family perceptions and practices as well as various ways of dealing with 

childlessness. In this context, the consequences of childlessness were different 

according to family relations, personal and family expectations, and social 

background, but not necessarily socio-economic class. Otília’s and Vanda’s cases are 

good examples of this fluidity.  

I met Otília, a lower class woman from Inhambane who was suffering from 

couple infertility, during her public hospital infertility consultation. At the time she 

was 24 years old and was studying civil engineering in the public university in 

Maputo. This meant that, despite working and studying, and taking into account the 

social services funding possibilities for attending university studies in Mozambique, 

she still had the possibility to afford university fees, which despite not being very 

high, are still unaffordable for many people. This way, although coming from a lower 

class background, Otília had more resources than many other women attending the 

public hospital. She was curious and well informed about gender issues, and about 

biomedical and traditional health care, especially infertility care. Having been 

together with her boyfriend for a while, they wanted to have a baby, even though they 

were not yet married and her family was not aware of their situation. They were 

looking for a diagnosis or a treatment together, and aware of general familial and 

societal attitudes towards infertility, Otília was firm in her position: 

 
I talk to other women, in school or in my neighbourhood, and problems are 
common (…) you know this thing of a man being all upset when he is living 
with a woman and not having babies (…) They always start blaming their 
women. I think both have to look for a solution, because it is not always the 
woman’s fault if the couple cannot have a baby. 
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Despite coming from a lower class background, Otília was attending 

university, and thus her biographical process of achieving social mobility through 

education (and working simultaneously) had likely heightened her access to 

information and shaped her personal critical attitude towards society and 

reproduction. For her, infertility was more the non-accomplishment of a personal 

desire than something that her partner, birth family or in-law family had set for her 

and that she was not able to achieve. Her example illustrates how coming from a 

lower class background is not always synonymous with the woman being stigmatized, 

in this case by the husband due to impaired reproduction. It also illustrates changing 

biographic aspirations and more individualised reproductive intents, where potential 

family pressure to reproduce or stigmatization due to the inability to do so were not 

stirring the desire to have a child or seeking infertility treatment. However, family 

pressure to reproduce and stigmatization of the wife due to the absence of offspring in 

marriage happened. Otilia’s case represents one of the exceptions, and illustrates the 

changeability and fluidity of the personal biographies and family practices of my 

respondents. Vanda’s case sheds light on a different situation. 

Vanda had been attending the private clinic in Maputo for several years. She 

was a middle class woman, married and working as an administrative officer. When I 

met her, she was 41 years old, yet she was still trying to have a baby with her 

husband. Although directly after her marriage she had moved in with her husband and 

his extended family unit, at the time we met she was living alone with her husband. 

When I inquired about how she and her husband’s family had reacted to their 

infertility situation, she said:  

 
In the beginning, I was living with my husband and in-laws for two years. I 
lived with them without children, without being able to conceive. For that 
reason I ended up leaving and looking for the place I am living in today 
together with my husband. They pressured me (…) you know it’s that 
humiliation, being among the in-laws. He has five brothers and they all have 
children. So when we get together, there is that humiliation while they talk: 
‘When I was pregnant I felt this and that’, ‘I want two more babies, or three’. 
So all those little things make you feel bad. (…) Pressure is not in my family, 
it comes from his family, even him. He does not put a lot of pressure on me. 
He says ‘What are we going to do?’ But on his parents’ part, there is always 
that thing, they even got to the point of wanting to speak to him. I don’t know 
if it was considered or not, but I felt they wanted him to marry another 
woman. To have babies, and the intention would be of me leaving and being 
replaced. 
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Vanda’s situation highlights how blame and (the fear of) stigmatization can be 

very difficult to deal with, and shows how infertile women experience it. 

Furthermore, the case demonstrates how being in a comfortable socio-economic 

position does not always reduce the hostility and negative attitudes of family relations 

towards failed reproduction. For Vanda, unlike Otília, the hostility of her in-laws 

towards her added to her frustration and sadness caused by the feeling of being barren 

in a context of plenty (cf. Dyer 2008), for instance when she would hear about her 

sisters-in-law’s successful reproductive stories.  

Both of the above examples show how the economic position of a couple is 

not a fixed determinant in terms of familial pressure to reproduce or having problems 

with in-laws. Among my respondents, although ideas about family sometimes 

changed according to their different socio-economic backgrounds, family 

relationships did not depend solely on status or social class. In fact, there seemed to 

be specific family dynamics that were more affected by religious choice and practices, 

traditional practices and beliefs, and (more or less) flexible family values, than by 

socio-economic status. In other words, although my female respondents came from 

different socio-economic backgrounds, there were cases of middle class women who 

had strong traditional backgrounds, such as Vanda, and lower class women who were 

detached (or were detaching) from traditional family and marriage values, such as 

Otília.  

Overall in Maputo, and resonating with Thernborn’s (2003) idea of entangled 

modernities, although ideas of modernity and social mobility can re-set life projects 

and their materialization, they do not necessarily imply a dismissal of traditional 

practices. In this sense, projects and biographies, including reproductive ones, go 

beyond the dichotomy between modernity and tradition, and are instead paved with 

negotiations (cf. Thernborn 2003; Aboim 2008; Vingh 2009). Society and families – 

both those of birth and marriage – play a role in reproductive processes, but do not 

play a structural role in peoples’ reproductive biographies. On the contrary, among 

my respondents, the familial realm was a site of trust and support, but also of multiple 

tensions and negotiations. 

Reproduction, and consequently infertility, were core subjects where the 

tensions and negotiations between traditional and/or religious family values and ideas 

of modernity could be identified. Such situations were very present in people’s 

imaginaries and in public opinion about infertility. In different conversations that I 
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had with my informants, the subject repeatedly came up as a socially transversal 

problem. Poorer women – such as Otília – were not necessarily stigmatized for not 

having children, and sometimes cosmopolitan or middle class women – such as 

Vanda – could suffer from (potential, threatened or feared) marital disruption due to 

the absence of children. Harsh consequences for being infertile could thus be felt by 

women from various backgrounds and did not only affect women who depended 

economically on their husbands or who lived in apparently more traditional 

households. “This happens even to educated women!! Who studied abroad and have 

their own life!” an informant told me when talking about the possibility of women 

being stigmatized and returned to their kin if they were infertile.  

In the urban setting of Maputo, the relationships between women and their 

birth and in-law families were fluid and managed carefully. The one common project 

in all of these personal biographies was making kinship through reproduction, which 

enabled the continuation of biological kin through the important deed of motherhood 

or parenthood. During interviews, it was clear how women socially related to their 

families in different ways at different periods. The degree of intimacy and information 

shared between young women and their parents, and between wives and their in-laws, 

was carefully filtered (cf. Hardon and Posel 2012). This was the case for two reasons: 

on the one hand, it was about keeping a balance among these relations, and avoiding 

worries, tensions and/or conflicts; and on the other hand, it was about maintaining a 

certain degree of leeway for their own personal trajectories and respective desires and 

needs. This idea of non-definitiveness, pragmatism and disclosure management was 

crucial for the understanding of women’s therapeutic itineraries that will be 

approached in the subsequent chapters. 

As stated, during my empirical research I was frequently caught up with the 

feeling that my female respondents’ histories and biographies were self-made; it 

seemed that the familial or social structural constraints that they faced were not 

passively accepted, but assumed and manipulated (according to the possibilities of 

doing so) towards an objective (cf. Vigh 2009). Women’s socio-economic 

backgrounds determined their actions only to a certain extent, especially when it 

involved something as cherished as reproduction and motherhood. In fact, there were 

diverse continuities and discontinuities among my respondents’ biographical 

trajectories, from growing up and discovering sexuality to aiming for reproduction 

without being able to reach it. These continuities and discontinuities acted as a matrix 
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for social change, but were also the terrains of a generational clash among family or 

community. 

Acting as little lines of mutation (Deleuze 1997), women’s general personal 

trajectories of socialization and discovery, that shaped and re-shaped the ways in 

which they saw and related to the world, were often hard and left many scars. As I 

will explore in the next section, the generational gap and consequent clash of social 

values that occurred in the rapidly changing context of urban Maputo contributed to 

the appearance of various ways of growing up and of different and more flexible 

family relations. In particular, it is when young people begin their sexual lives that 

these ruptures are most likely to be perceived. Indeed, such disruptions are usually 

kept secret from women’s birth families in order to avoid tensions. In a city like 

Maputo, there were many kinds of sexual biographies that sooner or later turned their 

focus towards reproduction. It is important to explore some of these trajectories in 

order to understand how the women navigated their paths in the attempt to become 

mothers.  

 

Navigating family, sexuality and reproductive intentions 

 

Sexuality and gender in contemporary Maputo 

In Maputo, mainly in the suburbs of the city, some traditional practices of sexual 

initiation prevail. As the ethnography of Groes-Green (2003) confirms, in certain 

families it is common for the female members of the extended family to introduce 

young women to seduction and sexual practices to captivate a man. This initiation 

provides them with knowledge about their body, sexual possibilities and practices that 

they can use to please a partner. However, there is hardly any reference to sexually 

transmitted infections (STIs) in these teachings. While mastering the secrets of 

intimacy, including getting to know their bodies well and maintaining good intimate 

hygiene habits, women are not made fully aware of how unsafe sexual behaviours can 

trigger reproductive problems. In this section, based on my fieldwork experience and 

the literature (Machel 2001; Groes-Green 2013; Manuel 2013; Mariano 2014), I 

suggest that by the time girls have their first sexual experience they might not be 

aware of, or attribute any importance to, safe or unsafe sexual relations, and that the 

issue of sexuality does not often belong to the family realm, except when it regards 

desired reproduction in wedlock. Such accounts exemplify the multifaceted relations 
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between young people and family: while distancing themselves from family in their 

daily lives, in some aspects they still perceive it as a certain kind of authority or 

source of information. 

Most of the cases of infertile women in this study were of secondary 

infertility. Although there are various reasons that may lead to secondary infertility, it 

is often related to STIs and/or reproductive tract infections, which are commonly 

caused by unsafe sexual behaviour or interventions in the reproductive tract 

performed without proper sanitary conditions, such as unsafe abortions or infections 

contracted after first delivery (cf. Daar and Merali 2002; Inhorn and Van Balen 2002; 

Ombelet et al. 2008; Inhorn and Patrizio 2015).  

Previous studies about sexuality in adolescence and the epidemiology of 

HIV/AIDS in the urban area of Maputo suggest that sexual practices start at an early 

age, normally during puberty, and that during these first years of sexual activity it is 

common for girls to have informal abortions, many times performed at home or in 

places with poor sanitary conditions (Machungo 2004). In a study dedicated to lower 

and middle class young women’s sexual behaviours, Machel (2001) suggests that 

although young middle class women are more likely to use protection than young 

lower class women, there is still a general subordination of girls towards their male 

partners and to the latter’s maintenance of multiple sexual partners. Machel outlines 

the reasons for the prevalence of these trends as follows:  

 
Young women’s relationships do not occur in a vacuum, but in a context 
where norms, values and sexual practices that regard women as subordinate to 
men already exist and have clearly been learned by the time of sexual debut. 
Safer sex practices, especially condom use, were not ultimately experienced as 
under young women’s control, but had to be negotiated with partners (…) with 
whom they felt unequal in terms of decision-making and self-assertiveness 
(Ibid.:88). 

 

Despite such unbalanced gender relations related to sexuality, Machel also argues that 

women are not always passive and submissive. As other authors also suggest (Gune 

and Manuel 2007; Manuel 2013), in Maputo there are ongoing shifts in the way in 

which women think about themselves and act upon their intentions and desires.  

Changing gender relations is a continuous process and it is reflected in 

differences in and the fluidity of social institutions, including family formulations (cf. 

Aboim 2003). For instance, in Maputo I came across very different marital structures: 
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women could be found to be completely subordinate to their husbands (or to men); 

they could be apparently subordinate; they could seem to be independent women yet 

act otherwise; or they could be independent and act accordingly. The women who 

participated in this study had diverse gender roles and their behaviour indicated that, 

step-by-step, urban women are distancing themselves from formulations of passive 

womanhood. They enacted change at a slow pace. Some studies about cosmopolitan 

women in Maputo show how among (high) middle class young people, gender roles 

are changing: “masculine and feminine have ceased – in this class and among people 

of this age – to be a moral category as such because people can deviate from them, to 

some extent, without being shunned” (Manuel 2013:23). The participants in this study 

that fit into the middle class and cosmopolitan concepts applied by Manuel (2013) 

also had an active and empowered perception of their individual sexuality and desires. 

These perceptions were not fully manifested among their extended or birth families, 

but in places where the ‘family eye’ could not reach. 

 

Family, sexual practices and reproductive disruptions 

Among my respondents, sexuality and sexual practices were not normally topics that 

were openly spoken about among family members, and especially among those of 

different generations. This was the case for women coming from all different 

backgrounds and revealed the existence of an intergenerational gap, where the 

education and information needs of younger generations did not correspond to the 

education and information that older members of the family thought they should 

provide. This occurred especially in more religious families, where what a girl did 

outside of her parents’ sight often remained there. The disclosure of sexual practices 

to family members followed a layered generational map where, if disclosed, practices 

or problems were firstly told to trusted members of the same generation, such as 

sisters or cousins, and would only be told to older members, such as parents or aunts, 

if strictly necessary (normally in the case of problems or if there was a need for 

economic help). 

Mariana’s story, which I present below, is a good example of such family 

dynamics. In her case, there was an implicit code of ‘don’t ask, don’t tell’ regarding 

sexuality, and she managed her sexual and reproductive life alone. Mariana was an 

independent cosmopolitan woman who had studied abroad, had a successful career 

and had had an adventurous youth filled with good and not so good life experiences. 
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She was born into a well off Muslim family living in Maputo, which gave her the 

opportunity to study in better schools and pursue her university studies abroad. I met 

her when she was in her early forties. She trusted me with her sexual biography, a 

story that illustrates some of the risk aspects of young urban women’s sexual 

trajectories.  

She was 19 years old when she had her first sexual relationship, which is a late 

start compared to other women coming from the same generational background4 (cf. 

Machungo 2004; DHS 2011:66-67). As the daughter of a fairly orthodox Muslim 

couple, sex was not a subject openly spoken about between her and her parents or 

siblings. When Mariana started her sexual life, she was not aware of its potential 

health implications. About one and a half years after her sexual debut, Mariana got 

pregnant with her boyfriend. With her aim of pursuing higher education abroad and 

an independent working career, this pregnancy was not at all part of her plans. After a 

moment of panic, she decided to get an informal abortion without telling her parents. 

Indeed, she had already made up her mind: she would only have babies when she 

wanted to. She added: “I did not want babies, I did not even want to stay with that guy 

for a long time! So I went and did an clandestine abortion”. 

A while later, with those unhappy events behind her, she left Maputo to study 

abroad in Brazil, far from her family and free to experience whatever she pleased. 

However, despite being explicit about not wanting to have babies until she was ready, 

Mariana never sought out family planning or used any form of contraception. During 

this period abroad, at the age of 24, she was confronted with another pregnancy. One 

morning she felt a strong abdominal pain, much stronger that the slight discomfort she 

had been feeling for a while, and decided to seek medical advice. Mariana went do the 

doctor’s office to hear a very unpleasant and unexpected diagnosis. He told her 

worriedly: “You are pregnant, you have a tubal ectopic pregnancy, and you have to go 

to surgery immediately!” Mariana’s tube was already torn apart and she would have 

only hours to live if she did not go to the operation room straight away.  

Two months after the surgery, Mariana was still not using any contraceptives. 

She got pregnant again. Mariana described the doctor’s diagnosis, which was of a 

pregnancy and a probable obstruction of the second tube. Facing this situation, she 

said that she wanted an abortion. Confronted with her intention, the doctor sent her 

home to think about the situation and asked her to return for another consultation with 

her final decision. That night, looking for some relief from the stress, Mariana went 
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dancing with her friends. She told me that she “…danced, danced, danced, all night, 

without stopping for a minute, until the sunrise”. She danced so much that the next 

day she woke up sore and in a lot of pain, a state that immediately took her to the 

doctor again, where she had to undergo an emergency curettage abortion as she had 

already begun to miscarry.  

At the time I met her, Mariana had long since recovered from all of these 

dramatic events in her sexual history, but she now had new ones: for years, she had 

been unable to have a baby with her husband. While talking about her sexual 

trajectory, she immediately mentioned her relationship with her family and the lack of 

sexual education throughout her youth:  

 
My mother never took me to the gynaecologist. We never spoke about it. I 
have a super cool mother, but we never had the openness to talk about that 
(…) not that she did not want to. Today I understand that she did not know 
how to deal with it. She was educated in another way and she thought I would 
discover my sexuality on my own. 

 

Again, when speaking about sex and about her consecutive unwanted pregnancies and 

disruptions, Mariana said:  

 
What did I know? I came out of a Muslim family, all conservative and so (…) 
I didn’t even care about that [contraception, unwanted pregnancies], I simply 
could not understand, I didn’t have the habit [of using protection, attending the 
gynaecologist], I didn’t have the conversation [about sexuality] nor the 
curiosity. I would do my thing [sexual encounters] and that’s it. 

 

Mariana’s trajectory is an example of the constant tensions that women face 

during their reproductive biographies, but also of how, despite reproductive events, 

they may continue to neglect the importance and use of family planning of any kind. 

Her case also shows how the gap between different generations and living in an urban 

setting in transformation can affect people’s trajectories in a liminal situation: where 

expectations about ‘teaching’ from previous generations have to be combined with 

personal choices and trajectories that young people often want to keep for themselves, 

thus avoiding conflict with their parents through secrecy. In such situations, 

friendship networks play an important role, as accomplices in sexual and reproductive 

life events and/or as supporters and advisors.  

Despite the fact that many women have to learn the facts of sex and 

(unwanted) reproduction the hard way, their choices may be more directed towards 
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fixing reproductive problems when they occur rather than avoiding them with family 

planning or condom use. In Maputo, the lack of contraception use is a common trend 

among young people and many times leads women to engage in risky procedures such 

as illegal abortions (cf. Ustá 2011; Bugalho 1995), without being fully aware that 

these might affect their reproductive lives for good.  

Fernanda Machungo has been a researcher in several studies on the risks and 

consequences of unsafe abortion in women’s reproductive health in Mozambique, as 

well as on other sexual and reproductive health issues such as maternal mortality 

(Granja et al. 2001), teenage pregnancy in Maputo (Bacci et al. 1993) and the use of 

misoprostol for labour induction among women with late-term foetal death (e.g. 

Bugalho et al. 2011). In a report written for the Mozambican NGO WLSA in 2004 

and published on their website, Machungo states:  

 

The most common immediate complications of unsafe abortion are: 
cervical laceration, haemorrhaging, serious infection (sepsis), uterine 
perforation and peritonitis (pus collecting in the abdominal cavity). The 
medium and long-term complications include pelvic pain, ectopic pregnancy 
(pregnancy outside the uterus) and infertility. The social consequences, such 
as family break down and various forms of ostracism to which women are 
often subjected to (sic), should also be highlighted. (Machungo 2004). 
 

 

It is often difficult to trace back the primary cause or events that lead to 

situations of secondary infertility or other reproductive disruptions, but available 

information and education are valuable prevention measures that may offer clarity to 

young women about the risks of unsafe sex and unsafe medical procedures such as 

secret illegal abortions (c.f. Gerrits 2012). 

As with many of the women whom I met in private sector consultations, 

Mariana was part of a cohort commonly referred to as a post-colonial generation of 

cosmopolitan women who delayed (through contraceptive use or other methods) their 

first pregnancy, or child, and who value their independence, choices and possibilities, 

generally aiming for some security and comfort in family life before wanting a baby. 

In other words, they wanted to have a good job, a comfortable life and a good partner 

(whom they loved) before engaging in marital life and reproduction. In Mariana’s 

case, it was also possible to perceive something else: a tension between planning the 

future and taking control of reproductive options on the one hand, and neglecting 
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contraceptive use, even after several unwanted pregnancies, on the other. These 

tensions in her trajectory are an example of how, even when looking at the individual 

level, it is possible to see how changes in ideas and practices are complex processes 

that transform through small vectors that develop at different paces. If on the one 

hand Mariana had an empowered attitude towards her sexuality and reproductive 

intentions, this attitude did not develop at the same pace as an awareness about, and 

use of, sexual and reproductive health care and contraception.  

Despite the diversity of vectors of change traced through Maputo dwellers’ 

entangled pathways, cosmopolitan women represent active agents in a transforming 

society and are likely to change their perceptions of reproduction as identity defining 

or as a social need for attaining womanhood. For these women, reproduction and 

motherhood are desires that come and may change along with other life achievements, 

such as education, economic independence, marriage and the desire to build their own 

nuclear family (cf. Johnson-Hanks 2006; Hollos and Larsen 2008; Spronk 2012).  

Among my respondents, most women were not generally as open as Mariana 

in terms of talking about their sexual biographies. Nevertheless, in addition to the fact 

that most of the cases that I encountered were of secondary infertility (indicating 

possible complications resulting from women’s sexual biographies), several narrated 

episodes that also indicated that their sexual biographies were a constant negotiation 

between desire and social and reproductive intentions. Although economic and 

cultural dimensions do not impose themselves uncompromisingly on the definition of 

women’s sexual biographies, they do have a role to play in these trajectories. For my 

respondents, sexual behaviours included spontaneous sexual encounters and more 

steady relationships that were expected to end in marriage. Most women in the study 

had begun their sexually active lives early, normally before marriage. This was even 

the case when it came to religious women; religious affinity and real life action did 

not affect one another to a great extent in terms of sexuality and relationships. 

Perceptions about religion, and about tradition as well, were flexible. The fact that a 

woman’s family embraced traditional values did not necessarily imply that younger 

generations of that family had to follow the same principles or morals throughout the 

course of their everyday lives, including in key moments such as marriage and 

reproduction. For example, among my informants, there were cases of unmarried 

women who were trying to get pregnant with their partner, of women who did not get 

divorced due to involuntary childlessness, and of women who had ended a first 
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marriage with children and then encountered fertility problems only in their second 

marital relationship. So although traditional family perceptions could serve as 

guidelines for women on how to navigate their sexual, marital and reproductive lives, 

they were not rigid or imposed in a structural way, i.e. couples and women could 

navigate and negotiate through sets of values, choosing how to employ them in their 

lives without necessarily entering into conflict situations (Vigh 2009).  

 

Marriage and families throughout reproductive disruption and help seeking 

As seen so far, historical and social backgrounds affect (though not necessarily in 

obvious or generic ways) reproductive, sexual, family and marriage formulations and 

the ways in which women and couples navigate through these mutually influenced 

dimensions. In this section, I explore data on the marriage and reproductive choices 

and disruptions implicated in women’s biographical, and consequently therapeutic, 

itineraries in my study. Marriage and reproduction were interconnected dimensions, 

in terms of the ways in which women perceived as well as acted upon their 

reproductive afflictions. For this reason, I decided not to separate marriage and 

reproduction findings from findings related to family dynamics.  

Although kept secret most of the time, sexual and reproductive life is likely to 

return to the kinship family realm when disruption appears and support is needed. 

There were differences between lower class, cosmopolitan and middle class women’s 

perceptions about reproduction.5 Despite the fact that, as shown above, social class 

did not strictly determine the way in which women, couples and families dealt with 

reproduction and infertility, the lifestyle associated with class could facilitate changes 

in certain aspects of their reproductive lives. In this way, if for lower class women 

reproduction was often a self-, socially and/or family imposed achievement of 

womanhood, for most middle class and especially cosmopolitan women, it was a life 

project that entailed some flexibility. For the latter, although they never really 

questioned the idea of wanting children, they did have a choice in terms of when to 

have them. This control over the timing of reproduction and motherhood was present 

in cases of cosmopolitan and middle class women, especially among women 

travelling to South African fertility clinics for assisted reproduction. Among lower 

class women attending the public hospital, this was not the case. However, there 

seemed to be a concern from the latter over avoiding birth and pregnancy before 
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being married or in a steady relationship. Unlike poorer and rural families, where 

children have an additional household survival value besides family continuation and 

reproduction (cf. Gerrits 1997; Mariano 2014), in the heterogeneous urban family 

sample that I came across in Maputo – including people from lower class, middle 

class and cosmopolitan backgrounds – there were other issues that seemed to affect 

reproduction, parenthood/motherhood and infertility perceptions. These did not 

depend as much on household survival as on its reproduction and continuation. In this 

section, I explore aspects of family relations management used by my respondents 

when facing couple infertility.  

Family reactions to a couple’s childlessness and treatment seeking were 

normally manifested when a couple disclosed the problem, though open discussion of 

the issue was usually delayed for as long as possible. Nevertheless, suspicions among 

the birth family or in-laws about a marriage or long-term relationship without children 

could create some instability. Candida, a 36-year-old woman who had been accessing 

infertility services at the public hospital for a while, was hiding her infertility 

treatment seeking from her family, and her situation is a good example of how family 

suspicion acts in such situations. The fact that she was pursuing studies at the public 

university in Maputo, to which she attributed a great social value, was Candida’s 

excuse for hiding her and her husband’s difficulties in conceiving: “Yes, they [the 

family] put pressure (…) and then I always say I am studying and I have to finish. 

Then they answer, ‘Ok, finish up, it’s not easy to study and work (…) but soon you 

will make [babies]”. Indeed, it was common for women (and couples) to make 

excuses to hide both the absence of children and treatment seeking. In this way, 

reproductive issues remain in the privacy of the couple or the woman alone. 

The relational processes established between infertility and a couple’s families 

could vary and so did the consequences of their childlessness. Different factors 

shaped the degree to which more or less socio-economically empowered women felt 

hardships while having difficulties in conceiving. Among these, personal experiences 

such as social and geographical mobility and education played an important role, and 

were perceived and lived as self-defining experiences. Cosmopolitan and/or educated 

women perceived their childless situation as a less disruptive event in identity terms, 

as they had something else besides fertility and being a mother at play in the 

definition of their life objectives. Education and self-valuing experiences were a 

source of female empowerment and a safety valve that could make up for 
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childlessness in psychological and social terms (cf. Johnson-Hanks 2006).  

 

Cosmopolitan women, families, infertility and help seeking 

The cosmopolitan women who travelled for infertility care were the most exceptional 

group in terms of sexual and reproductive perceptions and conceptions, and were 

aware of their privileged position in terms of both the lack of common social 

infertility consequences and access to treatment. Teresa, a 36-year-old educated and 

mobile (travel and work-wise) middle class woman who had just had twins after an 

assisted reproduction treatment, said: “Here in Africa (…) yes, for example, if I 

cannot have children, my husband can return me to my parent’s house, have another 

wedding, another woman. There are families with that strong cultural tradition”. Yet 

these did not apply in her case, where her husband and her family were very 

supportive. Furthermore, when talking about the availability and general affordability 

of assisted reproduction treatments, Mariana, whose story we are already familiar 

with, stated:  

 
We are talking about motherhood, [which is] still demanded from most 
women in this country. Fortunately, I think I broke that cycle a little bit, I have 
[an]other life, but I think a lot of women are suffering from that [the social 
consequences of infertility]. I have a few more possibilities, I am telling you, I 
save money, imagine the number of women that simply cannot do that. 

 

As above, cosmopolitan (and also some middle class) women referred several 

times to other women’s situations in Mozambique, aware of the daily difficulties that 

infertility implies for the majority of the country’s population. The group of 

cosmopolitan respondents in my sample was composed mainly of independent and 

professionally successful women who lived in Maputo city centre’s wealthier areas or 

in Matola. All of them had previous experiences of travelling for leisure, studies or 

work, and they had the socio-economic background that made it possible to travel for 

assisted reproduction treatments. They had been born and lived in nuclear families, 

except for one case where different generations had lived in the same house.  

For this group, motherhood was described as a very important personal 

achievement, and was seen more as an intimate than as an openly social issue. Joana’s 

idea about family and marriage were a good example of this. She was 39 years old 

when I met her at the private infertility clinic in Maputo, and she had been trying to 

get pregnant together with her husband Mateus for quite a while already. She openly 
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explained how she faced her motherhood project: “Many times people want to marry 

and make a family, so these aspects are very closely related and I always wanted to be 

a mother. So when I got married, I already went with the desire to be a mother. It is a 

personal realization above all”. There were other women like Joana, who got married 

wishing to have children.  

But there was also the case of Milena, a 49-year-old upper-middle class well 

travelled woman who had undergone several assisted reproduction cycles by the time 

I met her. She was in her second marriage, and at the time that they got together both 

she and her husband each had a young child from their previous relationships, and so 

they had decided to wait before having more. Milena told me: “We have been 

together for long and at the beginning we did not want more children. So we delayed, 

delayed, delayed and then we decided we wanted a child (…)”. Milena’s case was the 

only one in which both members of the couple had already been in other relationships 

and each had a child from that period. This may have contributed to their wish to 

delay pregnancy for several years after the marriage. Normally, women delayed 

pregnancy or birth until they got married or were in an emotionally and economically 

stable relationship.  

Both the examples of Joana and Milena clearly show how in this sample of 

more cosmopolitan women’s trajectories, having children is more of a personal desire 

than a social demand, and how other priorities may affect the delaying of 

childbearing. These women rarely experienced any family tensions or pressure, either 

to reproduce or because of not being able to do so. All had disclosed their 

reproductive difficulties to their own kin and husbands, though not always to the in-

laws.  

Despite the dominant local phenomenon of familial and social blaming of 

women for infertility in a couple, this was not the case for all of my respondents. On 

the contrary, for most cosmopolitan women, their male partners tended to be 

supportive; couples worked as a team during treatment and often both sides’ families 

were active in creating networks for the optimization of treatment seeking. These 

networks worked in psychological, financial and logistical terms and will be further 

explored in relation to the couples’ therapeutic itineraries in the following chapters. 

Marital support and the use of social networking to optimize treatment seeking were 

also prevalent among middle class respondents, whom I encountered mainly in the 

private clinic in Maputo. 
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Middle class women, families, infertility and help seeking 

Just like the cosmopolitan women I met throughout my research, the middle class 

women attending the private clinic in Maputo – and, if they could afford it, South 

African clinics – constituted a relatively heterogeneous group. They were all married 

and in their first marriage, which had involved a traditional, religious and/or civil 

wedding. Like the group of cosmopolitan women, the middle class women lived in 

nuclear family units in the city of Maputo, in the wealthy suburbs or in Matola. But 

their lifestyles were somewhat different from those of the cosmopolitan women: they 

had few international mobility experiences such as studying abroad, their social 

networks were rather more based in their own country and were not so decentralized 

(spread across different countries and/or continents), and they were seldom fluent 

English speakers (which, as I will show in Chapter 6, was likely to affect their 

treatment processes and experiences in South Africa). Another difference between 

middle class and cosmopolitan women was in terms of having full economic 

independence: three of my middle class female respondents were economically 

independent of their husbands, but the remainder depended on their partner, at least 

for treatment. These women had very diverse religious backgrounds – unlike the 

cosmopolitan women, among whom only one was actively religious – that ranged 

from Catholicism to Pentecostalism. It was common for women who attended church 

(mostly Pentecostal) to relate the success of biomedical treatments to additional 

spiritual practices, like taking waters or group church prayers (Chapter 7).  

For these middle class women (as with the lower class and cosmopolitan 

participants), marriage and reproduction were associated: wedded or cohabiting, 

women wanted children. None of them had decided at any point to delay pregnancy 

and none reported any external birth family pressure or harsh stigmatization due to 

their current inability to conceive. However, some women, such as Vanda and Clara, 

were experiencing difficulties in their marriage and with their in-laws. 

Vanda, whose story was told above, had to move away from her in-laws’ 

house, where she had lived for the first years of her marriage, due to the difficulties 

and marital troubles they were causing her. She was trapped between her own 

frustration and her in laws hostile reactions. This situation increased her fear and 

suspicion about in-law’s pressure on her husband to either have a baby or find another 
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wife. Her fears and her in-laws’ behaviour illustrate how the demand for social capital 

related to family and reproduction, most common in traditional families, can remain 

unaffected by socio-economic mobility.  

Clara, a 32-year-old woman attending the private clinic in Maputo, 

experienced a similar situation. She was one of the few middle class women I 

encountered who felt trapped by the constant questions of the members of her own 

extended kin family that, like Vanda’s in-laws, raised her own frustrations and the 

pressure she put on herself to reproduce. She was attending infertility consultations, 

and during the interview told me:  

 
I love children, maybe that’s even why I can’t have them. I was very sad, but I 
don’t know, friends, cousins sometimes put us down (…) They are always 
asking, asking, and do not help. (…) [There is] a lot of pressure, but my 
husband has no problem, we do all the exams together, whatever it takes, he 
does what the doctor tells and doesn’t ask for anything, or blame me. He is 
never saying ‘YOU can’t do it’. We are together (‘tamos juntos). 

 

Vanda’s and Clara’s accounts illustrate how, even when facing hostility or 

pressure from their birth families or in-laws, there was teamwork involved in seeking 

and taking treatment, if not among the extended family then at least between the 

members of the couple and the woman’s birth family. Despite these exceptions, 

among my respondents coming from middle class or cosmopolitan backgrounds, their 

birth families and in-law families were often supportive and helpful. There was a 

general support structure coming from the women’s nuclear and extended birth family 

networks that covered different kinds of needs, including advice or funding. As 

happened with the couples seeking assisted reproduction in South Africa, if needed 

these families made a collective effort to provide their relatives with a chance for 

conception. In general, among my respondents, the support coming from the families 

of women attending national and South African private sector consultations was more 

present and effective than it was coming from the families of lower class women 

looking for infertility care in the public hospital.  

 

Lower class women, families, infertility and help seeking 

Women who were attending the public hospital came mainly from lower class social 

backgrounds and lived in peripheral neighbourhoods in the inner and outer belts of the 

city. Most women attending consultations there were not fully economically 
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independent from their birth families, in-laws or husbands. However, a small number 

of women were fighting to gain independence, and they did so mainly through 

studying “to find a better job in the future”; some pursued high school studies, and 

two were attending university. These women had typically lived for many years with 

their own extended or nuclear birth families and had only left in order to live with 

their husband or partner, either in a nuclear or extended family setting. The extended 

family units included wife, husband and in-laws, the latter of whom varied between 

different relatives of the husband, such as the mother or parents and/or brothers. 

Fostering was also possible, and it was observed in one case, among the wife’s kin. 

With or without fostering children, among lower class women, nuclear family units 

sometimes included previous children from one or both members of the couple. In the 

case of Candida (introduced above), her child from a previous relationship was 

fostered by her birth family.  

 
I had my daughter when I was a teenager, attending school and so on. From 
that time until now I got divorced from her father and I was finishing my 
studies. Now I have someone who assumed me [agreed to a relationship with a 
woman with previous children], and when I met this man was when I thought I 
had this problem, because I was not conceiving. He did the exams and he was 
up to the task [sperm exams were good] so the problem lies in me (…) I have 
been with this man for five years, we got married. My daughter comes on 
vacation, but she stays with my parents [in another neighbourhood in the inner 
belt of Maputo]. 

 

Most lower class women attending the public hospital were very aware of and 

felt close to traditional practices and cosmology, and had resorted to traditional 

healing before any other type of fertility treatment. In terms of religious options, most 

attended Christian-based Catholic or Pentecostal churches. In some cases, when living 

with a second partner, women did not remarry. Even while being childless, none of 

them lived in a polygamous marriage. For most, the risk of being a part of a childless 

couple was more the threat of divorce than of polygamy. Furthermore, some of my 

respondents’ partners’ behaviour was likely contributing to the perpetuation of 

childlessness in marriage. As has been shown by other research conducted in sub-

Saharan Africa (cf. Hörbst and Schuster 2006; Hörbst 2012a; Mariano 2014; Parrot 

2014), there was a tendency of men to have more extra marital affairs and use these to 

show off their fertility – by either talking about, or actually having, children out of 

wedlock.  
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Andreia’s trajectory illustrates both of these situations. She was 35 and living 

with her second husband after a first childless marriage. When asked about children, 

she said:  

 
I don’t have any children. He says he has [though she had not seen them], but 
I don’t. I had one [pregnancy] in 1995, but I miscarried. [I have been trying to 
conceive] with this man for three years, but with the other it was six years and 
nothing. I was young (…) I was about 20 years old. We were not even 
wedded, and I grew up and grew up and it was six years and nothing. Then he 
separated. [To have children] is very important (…) and being a woman [it is 
even more] (…) 

 

Like Andreia, several women were on their second marriage. This happened 

for different reasons, which included divorce, not getting married at all, not having 

children, having left their previous husband for personal reasons (not related to 

reproduction), as well as the death of the first husband (cf. Gerrits 1997). Most were 

having trouble with their current husbands because of the couple’s infertility situation, 

and these men would seldom participate in biomedical or traditional treatments. The 

birth family of the woman was normally informed about her affliction and treatment 

seeking, though the in-laws were rarely informed.  

During the first consultations, many of the women assumed automatically that 

the problem of their infertility lay with them; they only understood that infertility 

could also have a male factor origin after receiving this information from the 

practitioners. In general, reproductive problems were translated into (stronger or 

weaker) tensions with their husbands and in-laws, if they were even aware of the 

situation. The birth family was the first family group in whom women would confide 

their situation, and in most cases mothers or sisters were supportive regarding 

treatment and informed themselves about the situation and the options.  

 

Conclusion  

The diverse sample of lower class, middle class and cosmopolitan women in this 

study shared the same living space: the city of Maputo. The way in which these 

women pictured reproduction was partly shaped by the historical and political 

conjunctures of the country and by the traditional value placed by society on family 

and reproduction. It was also shaped, as shown, by their personal biographies, where 

their relationships with their birth families varied according to their life circumstances 
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and ‘out of the house’ experiences – including sexuality – and where marriage 

practices could assume various modalities. In this context, all of my respondents had a 

main purpose in marrying (or entering into a long lasting relationship) – though this 

was not the sole purpose per se – which was to sooner or later start their own family. 

Even in cases where participants had been in a previous marriage and had children 

from these past relationships, there was still a desire to bear children with their current 

partner. Thus I observed that ensuring biological kin from a formal or informal 

marital union was a desire that all of the participants shared (cf. Carsten 2002; Inhorn 

and Birenbaum-Carmeli 2008).  

Women’s birth families and in-law families played different roles throughout 

their biographies. Birth families played a role (either by presence or absence) in the 

shaping of women’s sexual and reproductive trajectories and on their marriage 

relations and organization. These families were generally unconditionally supportive 

of their daughters or relatives, but their support was limited by the amount of 

information made available to them by the women about their situation. The 

disclosure of life events followed a horizontal line, where same generation members 

of the family, like sisters or cousins, would be informed first, and older generations, 

like parents, only later on. 

When facing reproductive disruption, many of the female participants in this 

study had trouble with their in-laws, and sometimes with their own kin. These 

troubles fell upon women and ranged from personal frustration to external pressure to 

reproduce. In-laws’ marginalization of their daughters-in-law due to childlessness was 

frequent, mainly – but not only – among lower class women. Despite tensions, while 

facing reproductive problems, women’s kin gave them advice about treatments and 

possible causalities, as well as offering solutions for their infertility.  

In general, women felt either personally or externally applied pressure to look 

for a solution for their inability to conceive, with or without the support of their 

husbands, birth families and/or in-laws. As seen throughout this chapter, the fluidity 

that characterizes Maputo city and its conurbation areas creates room for social 

transformations that include the metamorphosis and appropriation of family values 

and structures. Although very present in daily life, and used throughout this study as 

descriptive tools, tradition and modernity are only two parts of a range of factors 

influencing individual behaviour and family conceptions in the city (cf. Appadurai 

1996; Therborn 2003). It was impossible to categorize infertile women’s treatment 
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seeking behaviours in separate sections or in terms of following definite principles, 

rules or ideologies. In fluid urban terrains, the women in my study navigated their 

way through more or less institutionalized tracks, which included their original social 

background and marital situation, their social class and (chosen/given) lifestyle, their 

birth and in-law family dynamics, and their religious options. All of these factors 

played a role in shaping their therapeutic itineraries, by affecting the meaning of 

health and illness and by limiting, to a certain extent, the kinds of healing they could 

resort to (Schütz 1972; Velho 2003; Vigh 2009). Despite all of the complexities of the 

liquid urban context that the participants in this study moved through, there were two 

constant factors in their experiences: the longing for a child and the capacity to act in 

order to attempt to attain this objective.  
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Chapter 5 

 

Seeking reproduction: Circumstances affecting the course of  
therapeutic navigations 

 

 

In this chapter, I locate the sites where the Mozambican infertile women that I 

encountered looked for biomedical infertility care, and I explore their respective 

treatment seeking strategies and therapeutic itineraries. Through the following 

description and analysis, I take into account the different health provision sectors as 

well as cosmopolitan, middle class and lower class women’s socio-economic and 

family circumstances that influenced their quests for conception. 

I entered the gynaecology ward of the public hospital in Maputo at 7 o’clock 

on a November morning in 2013. The chief physician, Dr. Macamo, passed by me on 

his way to the consultation rooms and told me “Let’s do the interview now!” I had 

met him before in different clinical spaces in Maputo city where he worked, and had 

already gotten to know that he was one of the few doctors trained abroad in infertility 

care and also one of the few gynaecologists in Mozambique. As with most of the 

medical doctors in the country, he carried out his activities in different hospitals and 

clinics. After many failed attempts to interview him, I had finally decided to simply 

let it be for the moment, and see where my time in the hospital observing the 

infertility consultations would take me. Against all predictions, I interviewed him that 

morning in one of the consultation cubicles. 

Some of the subjects that I focused on during that conversation were related to 

the whos, whys and hows of women’s therapeutic navigations in the public hospital. 

Among other subjects, the interview covered issues of family and local social 

dispositions affecting people’s treatment seeking. Most of Dr. Macamo’s answers 

corroborated the information that I had already gotten from women themselves, as 

partly discussed in the previous chapter: 
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(…) they have family problems1 (…) they do very often, it is because of those 
problems that they try to solve the problem of [not] having [children] (…) 
those problems can even extend to the man looking for another woman who 
can have children. Sometimes [he] abandons [her], returning the wife to her 
parents. These are very serious problems, these women get extremely stressed 
and put a lot of pressure on the health care system to solve their problem. 

 

While commenting on the public demand for infertility treatments, Dr. 

Macamo immediately identified its provision as an unmet need, especially with regard 

to the pressure that infertile women put on the health system to provide a solution to 

their problem. Adding to the biographies of some of my informants, as depicted in the 

previous chapter, Dr. Macamo confirmed how social and family relationships might 

influence how women cope with and seek treatment for infertility in different ways.  

The public health service in Maputo caters to a great number of (middle and 

lower class) women looking for infertility treatment, and both in the private and 

public health care sectors infertility consultations are highly sought after. Dr. 

Macamo, who worked both in the public hospital and in the private clinic where my 

clinical fieldwork also took place, quickly estimated that overall, around 30% of 

gynaecology medical appointments are for women seeking a solution for involuntary 

childlessness. This is, as Dr. Macamo suggested, a large number of patients for a 

single reproductive health issue, and the pressure put on the public health sector to 

solve infertility situations (i.e. provide treatment for a non-life threatening condition) 

is likely due to strong family making aspirations and infertility’s often harsh 

psychological and social consequences. Motivated by the desire to have a child and/or 

by external coercion, my respondents sought out infertility care in different clinical 

sites and through various access modalities.2  

Although women came to the public hospital along different paths, they had 

one thing in common: they were likely to schedule and attend the first infertility 

consultations alone, without the knowledge or presence of their partners and/or in-law 

families. As described in the previous chapter, this was generally due to birth or in-

law family pressure to reproduce, marital problems due to the couple’s childless 

situation and/or women’s desire to pursue treatment seeking in secret in order to avoid 

rumours, comments and further distressing social or familial situations. 

In contrast, in the private fertility clinics in Mozambique and South Africa, my 

respondents often sought treatments as a couple; i.e. women were supported by their 

husbands, who knew about the situation and tended to be helpful and participative. 
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These men not only voluntarily participated in the therapeutic procedures and medical 

appointments, but also in the treatment seeking process, by discussing the treatment 

options and/or supporting their wife’s choices. Even though the social and family 

background of the middle class and cosmopolitan women attending private sector 

(national or international) infertility treatment was generally more sympathetic, they 

also put a lot of pressure on the clinics and doctors to solve their reproductive 

problems.  

As mentioned above, in this chapter I will explore different treatment seeking 

strategies and itineraries. All of my informants had at some point used homemade 

traditional remedies (panelinhas) or attended traditional healers. However, at the time 

that we met, the option they were pursuing was biomedicine, therefore I focus mostly 

on their biomedical therapeutic itineraries, while always bearing in mind their 

previous choices. I met my informants at different points in their treatment processes. 

Some I met while they were actively seeking biomedical infertility care/ARTs 

(normally after having used other kinds of healing such as homemade herbal remedies 

and/or attending traditional healers or herbalists), but had not yet seen any results. 

Others, especially the women who had attended South African fertility clinics, had 

already undergone biomedical infertility treatment, frequently including ART. These 

women therefore told me about their treatment seeking processes, though 

retrospectively, and they were already aware of the outcome (in terms of treatment 

success or failure). In this way, informants’ testimonials were given at different points 

in their struggle for a child: some were in the middle of the battle and others had 

already gone through it, sometimes with a good result, sometimes not.  

 

Infertility care in Mozambique and South Africa: Treatment seeking itineraries  

 

Therapeutic sites in Mozambique and South Africa 

Women resorting to infertility care ‘at home’ in Maputo attended either the public 

sector – where infertility care but not ART was provided – or the one private clinic 

that offered some ART procedures. In Maputo, there were only two public health 

institutions providing infertility treatment. Infertility care in the public health sector 

included consultation, exams3 and diagnostic, corrective laparoscopy (for obstructed 

tubes, fibroids and endometriosis) and in particular cases intracervical insemination. 

Medication for endometriosis, fibroids and hormonal stimulation (ovulation) could be 



	

	 106	

prescribed, but ART such as intra-uterine insemination (IUI), in-vitro fertilization 

(IVF) or intracitoplasmic sperm injection (ICSI) were not available.  

The private clinic in Maputo that my respondents attended was located in the 

city’s downtown area. At the site, ART procedures had recently become available 

(IUI and IVF, though not ICSI); during my fieldwork period, however, the provision 

of these techniques was still unregulated in the country. In South Africa, as shown on 

the map below, the private fertility clinics that travelling women and couples attended 

were located in Johannesburg (a clinic that all except two of the women I encountered 

had attended at some point), Nelspruit and Pretoria.  

 

 

                          
Figure 1: Map of possible therapeutic sites in South Africa with distance from Maputo (Google, 

edition IF) 

 

The Johannesburg clinic was well known among my respondents, though the clinic in 

Nelspruit was frequently couples’ first option when travelling to South Africa for 

conception due to its proximity to the Mozambican border, among other reasons (four 

of the couples I met had tried one IVF cycle there). The clinical site in the city of 

Pretoria was only visited by one of my informants, who underwent an IVF cycle there 

following a gynaecologist she had started a treatment with in Johannesburg.  
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Public sector users tended to be lower class women with fewer resources to 

invest in their health care; private sector users, both in Maputo and in South Africa, 

tended to be cosmopolitan and upper-middle class women living in Maputo. Beyond 

biomedicine, some of my respondents had resorted to traditional healers. They 

normally did so in the city of Maputo and in sites they could easily access. 

Independent of their therapeutic choices, the women I met in Maputo who were 

involuntarily childless or were suffering from secondary infertility were active agents 

in seeking a treatment for their (or their partner’s) reproductive impairment. For many 

of my respondents, independent of the way in which they sought information about 

treatment seeking, the motivations for resorting to traditional healing included pain or 

unusual physical sensations (see Chapter 6), and the possibility that this might be the 

cause preventing them from having children. Facing this pain or malaise, many 

women therefore sought answers from both traditional and biomedical practitioners.  

Several times during my research, I came across women’s therapeutic 

itineraries where different sources of healing – traditional (herbal and spiritual), 

biomedical and religious – were combined, though usually not simultaneously. This 

conforms to findings analysed elsewhere (van der Geest 1997; Mariano 2014; Cavallo 

2013; Faria and Cavallo 2014) indicating that the complementary use of biomedical, 

traditional and/or religious healing can be made synchronically or diachronically 

during infertility treatment seeking processes. This demonstrates once again the 

fluidity and variety that the contemporary urban setting of Maputo city encompasses.  

 

Timings: National and transnational infertility treatment seeking 

For my respondents, infertility treatment seeking started at different ages.4  For 

instance, Milena, an upper-middle class woman living in Maputo and married for the 

second time, only decided to resort to ARTs when she was 41 years old. The case of 

Milena and Jacinto (her husband) was the only one where a couple had decided to 

wait to have a child after getting married, as both had young children from previous 

relationships. Otherwise, all of my other informants, coming from various social 

backgrounds and with different biographies, had tried to have a child as soon as they 

were married (even if it was a second marriage) or in a stable relationship. These 

women normally started seeking biomedical help to conceive in their 20’s or early 30s 

and would keep trying for years if they did not succeed in the first treatment. Even in 

cases where they already had previous children with their current husband or with 



	

	 108	

other partners, it was nevertheless very important for them to have another child. This 

was the case as they wanted either to consummate the new marriage with a baby or 

because they were self- and/or externally pressured to have more than one child.  

The youngest group of women in my study were in their early 20s to mid 30s, 

and were attending the public hospital. Women attending the private clinic in Maputo 

were in their late 20s towards late 30s, and women attending private clinics in South 

Africa were between 30 and 41 years old (at the time of treatment). Although my 

respondents arrived at the various clinical sites at different ages, their age variations 

were not so significant: most were aged between mid 20s and late 30s (at the time of 

treatment), but many had previous children and had only suffered from reproductive 

problems at an older age – i.e. secondary infertility. Finally, for some of the women I 

met, they only came to biomedical treatment late in their therapeutic itineraries. This 

was especially the case among public sector users, many of whom had made several 

attempts to circumvent infertility by consulting both herbalist (nyangarhume) and 

spiritual (mungoma/nyamusoro) traditional healers before reaching out to biomedicine 

(cf. Mariano 2014).  

The treatment seeking processes of my respondents were, furthermore, phased 

in all cases. In case of success – which among my informants who had already gone 

through a complete ART cycle was two out of nine – the quest for treatment stopped. 

But in the case of an unsuccessful cycle, women (or couples) tended to repeat 

treatments, normally after a period of pause to recover emotionally or to save money 

for the treatment (cf. Franklin 1997; Gerrits 2016). The different attempts could be 

with biomedical treatment or involve further intercalated options like traditional 

medicine or other kinds of healing such as homeopathy or Chinese medicine. 

Concerning different attempts at biomedical infertility treatment, there was 

possible variation in terms of the clinical sites chosen. For women attending the 

public hospital who lacked other options, they usually opted for repeat treatment at 

the public hospital where they had undergone their previous5 treatment(s). Women 

attending the private sector, however, frequently looked for new clinics after a failed 

treatment. These women considered their future possibilities in advance in case of 

treatment failure, even as they were starting their first therapeutic experience. Some 

women mentioned that they were considering going to South African fertility clinics 

as a last resort in case of an unsuccessful assisted reproduction cycle in Maputo. 

Others had come to the clinic in Maputo after trying ARTs in South Africa without 
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any results.  

 

Different pathways, equal desires: Social class and therapeutic options 

Women’s social and/or therapeutic navigations towards reproduction entailed 

overcoming various personal and conjuncture obstacles. While the economic capacity 

of a couple did not determine the ways in which they perceived infertility, it did 

determine to a great extent the kind of solutions that they had access to. This 

resonates with Farmer’s (2004) idea of structural violence, and with Schütz’s (1972) 

and Velho’s (2003) work on life projects and the externally determined fields of 

possibility to implement them. The reasons for these inequalities included (the lack 

of) economic resources, which narrowed dramatically the realm of lower class 

women’s treatment possibilities, as well as the context, where the liberalization of 

medical practice and the growth of a specialized private sector cohabit with a national 

health system driven by different health priorities (cf. Farmer 2004; Dilger et al. 

2012). The conditions that enabled some Mozambican women with the funding 

capacity to attend private clinics for infertility care were not available to everyone. In 

this context, economic as well as social capital – such as transnational informal social 

networks, supportive family networks or other infertile women who provided advice – 

were important tools in shaping women’s or couples’ treatment seeking trajectories. 

Such resources provided them with more or less promising fields of possibility to 

materialize their impaired parenthood projects (Schütz 1972; Velho 2003). 

Nevertheless, my respondents strategically navigated through different healing 

terrains in the quest for their best option at the time. The following examples shed 

light on my respondents’ therapeutic navigations through different healing 

landscapes, and their underlying motivations and expectations. These examples also 

depict the choices that women or couples made according to the amount (and use) of 

social and economic capital that they could draw upon in their quest for a child.  

 

Camila was attending the private infertility clinic in Maputo. When we met she had 

been together with her husband, Felisberto, for 10 years, but it was only after five 

years of being together that, upon deciding to get married and build a family, their 

lives were hampered by infertility. They were a well-off couple living in Maputo, 

with enough resources to attend the private infertility clinic in the city and to consider 
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a potential future visit to a South African fertility clinic in case their current treatment 

failed.  

It was the fact that she did not get pregnant that triggered Camila and 

Felisberto’s quest for both traditional and biomedical healing options. At different 

biomedical appointments, doctors told Camila that she was fine and that her infertility 

was likely to be hormonal. Felisberto, an attentive husband who cooperated in every 

step of the different treatments, was also healthy and medical doctors could not find 

any problems with his reproductive system. The couple kept looking for a solution 

during the following five years of marriage, and by the time we met they were still in 

treatment. Despite the absence of a definitive diagnosis, they kept pursuing their 

family making project. However, by the time we met, Camila had visible proof that 

something was not normal with her reproductive system. As she told me herself, she 

was constantly bleeding: “I don’t have any pain, and it is not a lot of bleeding, but 

still, when I take traditional remedies and clinic medication it doesn’t stop. (…) How 

will I ever get pregnant with this bleeding?”6 

After different attempts by Camila and Felisberto to fulfil their desire for a 

pregnancy through different healing modalities, they decided to opt for assisted 

reproduction in the private sector, which they could afford. Since it was available in 

their own country, they decided to give it a try in the private clinic in Maputo and to 

leave the option of reproductive travel open in the event of an unsuccessful treatment 

at home. Camila’s expectations were high, as this would be her last home-based 

attempt to circumvent her infertility. The bleeding worried her, but still she relied on 

assisted reproduction as the best accessible means to attain her objective. Like many 

other women, after uncertain therapeutic itineraries aimed at achieving pregnancy, 

Camila longed for a positive result, or at least for a hope giving diagnosis, where 

somebody would tell her exactly what had to be fixed in order to make her and 

Felisberto parents at last.  

Being a parent was perceived differently by people from different social 

backgrounds. For some of my better-off informants like Camila and Felisberto, 

parenthood was a strong desire, while for others, especially women from more 

traditional backgrounds, reproduction, although equally desired, was also a social 

requirement. Nevertheless, for cosmopolitan, middle class and lower class women 

alike, despite coming from backgrounds that placed different reproductive demands 

on them, their expectations about diagnosis and a positive outcome of infertility 
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treatment were equally high. However elevated, these expectations were frequently 

disrupted throughout their winding healing pathways, materializing in dissonant 

therapeutic landscapes (Gesler 1992) and involving uncertain clinical turns.7  

Although aspiring for the same result, lower class women did not have access 

to ARTs, and therefore their scope of possibility was narrower than for middle class 

and cosmopolitan women attending private clinics at home and abroad. For all of 

these women with an identical objective of having a child, the means to attain this 

objective were conditioned by their socio-economic status (Ginsburg and Rapp 1995; 

Velho 2003; Farmer 2004; Vigh 2009). Even in cases of individuals whose 

biographies showed potential for future social mobility, structural constraints in terms 

of access to treatment still prevailed. Such was the case with Candida. 

Candida was attending the public hospital. She had had a child 15 years before 

we met, when she was 21 years old, and she was now separated from her daughter’s 

father and had re-married. She was living with her second husband, Lucas, and her 

daughter was staying with her parents,8 since she had little financial possibility of 

caring for her alone and had to prioritize her new family. Candida had a permanent 

job and was pursuing law studies at the public university in Maputo. Her trajectory 

was self-projected with aspirations for a better future through social mobility, for 

which she was fighting through work and education. However promising her 

professional trajectory was, however, her family making project was hampered: after 

five years of being together with Lucas, there was no sign of a pregnancy and they 

had no possibility of resorting to any kind of private sector infertility treatment with 

ARTs. This led her to visit the public hospital, after having seen several traditional 

healers. By the time we met, she saw this as her best option to get pregnant and create 

a family with Lucas.  

For Candida, her meetings with the doctor were always tense moments, where 

a mixture of expectation and fear took over. Although she trusted biomedicine, she 

also feared the diagnosis and results – these could either be a green light for the 

continuation of treatment or a guarantee of her inability to reproduce. Although she 

was aiming for a better and more stable life through education, which would 

ultimately enable her to access a larger range of choices, Candida’s struggle for social 

mobility had yet to provide her with the means to choose from a larger array of 

infertility treatment options. Her possibilities were narrowed due to financial 

constraints.  
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In this context, reproduced and/or transforming social inequalities influenced 

how each individual pathway was formulated and reformulated in order to achieve the 

social and personal aspiration for parenthood (cf. Vigh 2009). Those who could afford 

ARTs navigated through a different therapeutic matrix than people who could not. 

Access to ARTs, though not synonymous with success, gave people further 

possibilities to realise their reproductive goals. Middle class and cosmopolitan 

women, of whom Camila is an example, accessed innovation in the form of global 

ARTs, being able to choose to do it at home or abroad. For lower class women like 

Candida, even with future prospects for social mobility, the treatment possibilities 

were restricted to corrective treatment.9 These examples illustrate how private sector 

development in sites where the public sector cannot cover certain kinds of treatment 

create situations of stratified reproduction (cf. Ginburg and Rapp 1995), where social 

inequalities are mapped through socio-economically determined treatment seeking 

itineraries.  

Camila’s case shows that beyond the possibility to choose to use ARTs, for 

cosmopolitan and certain middle class women, there was yet another possibility: 

opting whether to engage in reproductive travel or to pursue ART treatment at home. 

For women like Candida, both of these options were very unlikely and the public 

hospital would probably be the final stop of their biomedical therapeutic navigations. 

Having local, transnational or hybrid10 therapeutic itineraries, women’s hopes and 

expectations were managed according to each clinical site and the respective 

treatment opportunities.11 Moreover, the combination and/or changing of clinics was 

used as a rupture point along an unsuccessful therapeutic pathway, in order to start a 

‘fresh’ one and thus reset previously disrupted hopes. By changing or coordinating 

clinical options, women restored (at least partly) their ideas of possible conception.  

However unequal, my respondents’ different biomedical treatment seeking 

processes had aspects in common, such as the important role of informal advice and 

word-of-mouth information (Chapter 7). This was the case independent of their social 

background or the clinical setting(s) they were attending. Akin to Janzen’s (1987) 

therapy management groups, my respondents (although they were not incapacitated 

patients unable to make their own decisions) made their choices after socially 

surveying their possibilities and chances for success. Either through neighbours, co-

workers, relatives or friends, all of my informants had been advised both in terms of 
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looking for treatment and where to look for it (cf. Bochow 2015; Gerrits 2016; Hörbst 

2016).  

 

Social class and choice: Therapeutic navigations of women and couples with 

fewer resources 

When I first entered the old hallway of the public hospital on a Thursday morning – 

one of the two weekly morning ‘infertility days’ – I immediately understood what Dr. 

Macamo meant when he talked about the pressure women put on public health 

services for infertility care. The hallway was occupied by about 20 to 30 women 

waiting for their turn. They filled up the hallway space in such way that every time 

someone in a wheelchair or on hospital bed had to pass through, the waiting women 

had to move and quickly find a temporary spot where they were not in the way of the 

passing staff and patients. The number of people waiting was beyond my 

expectations. By speaking to and interviewing some of these women, I understood 

that they were in different phases of their infertility treatment attempts and their 

motivations were not always the same. I was not aware of this when I began my 

fieldwork, but later on I discovered that most of these women were looking for one of 

two ways out of their affliction: either to be helped to get pregnant or to be given a 

biomedical diagnosis that would lessen the burden they felt being part of an 

involuntarily childless couple – specifically, a diagnosis that stated that the problem 

was not theirs. I will further elaborate on these treatment seeking motivations in the 

following chapters.  

The women waiting in the packed corridor for their turn with the doctor came 

predominantly from lower class backgrounds and most of them had tried other 

therapeutic options in their attempts to overcome infertility. In fact, for most of the 

women, traditional medicine was their first healing option, and they turned to 

biomedicine only after becoming worn out with the herbal medications or finding the 

healer’s spiritual research too invasive in social terms.  

 

Exposure and anonymity: Therapy management, traditional healing and biomedicine  

One of my informants offered me a description of a traditional healing process that 

sheds light on the costs and degree of social exposure (especially regarding family 

and/or community members to whom women do not want to disclose their affliction 

and treatment seeking) that these healing procedures may entail. 
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The healers, you know, normally, you get there and you say you are having 
difficulties in getting pregnant. First they will look into all your life, and then 
they will tell you that your grandmother wants a capulana12 [sarong] here, 
because your ancestors are not at peace with something (…) They also say it 
may be because of some episode in your husband’s family (…) They will 
explain it as a consequence of things that happened, or that someone is doing 
[it] to you, that someone is blocking your reproduction because in the past 
someone had a situation and it passed on to you (…) things like that. 

 

As the above description illustrates, for traditional medicine, physical 

afflictions can be rooted in the spiritual dimensions of the living, which can be 

accessed through families or communities and generations of the living and the dead. 

The actions and gifts demanded of the infertile person in order to re-establish the 

balance that will make her/him reproduce potentially expose the person’s 

involuntarily childless situation to their birth and/or in-law families. Furthermore, 

traditional herbalists recommend herbs with which to make concoctions at home. My 

informants’ desire for secrecy, as well as tediousness of the preparation of these 

remedies, frequently drove them away from traditional healing, leading them to turn 

to biomedicine in order to avoid exposing their affliction.  

Among my respondents, women resorted to a finely balanced process of 

secrecy and disclosure in looking for both traditional and biomedical infertility 

treatments, as keeping their condition hidden would likely lessen the burden of their 

affliction. Advice seeking was thus a complex process involving various members of 

women’s social circles, who composed carefully chosen therapy management groups 

which, despite not choosing the therapy for the women, played an important role in 

helping them choose by providing advice. The people involved in these networks 

ranged from relatives to co-workers, and also included friends and neighbours. 

Moreover, women would often hide their treatment seeking even from their husbands 

for as long as possible. In all cases, as happens with secrecy and disclosure dynamics 

elsewhere (cf. Hardon and Posel 2012) my respondents were very careful about the 

degree of information about their situation that they provided to others and about the 

people to whom they spoke.  

Petra, a young woman attending the public hospital, had gotten information 

about it through a friend from church. Petra’s therapeutic itinerary was accompanied 

by other biographic events that she had had to overcome. Her trajectory clearly shows 
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how important the management of infertility disclosure and religion are when related 

to healing practices.  

 
I started with a traditional healer, a thousand times, and it did nothing. They 
[healers] told me that it can be a problem in my house, with our parents, and 
that they could fix it. But then I decided I did not want to continue with any of 
that (…). I was married once before you know (…) but we were fighting all 
the time because we did not have a baby. So I had a home once, but then I 
returned to my parents. I was with that man for three years. It was good to be 
there, but he was always punishing me [a me dar carga], it was very heavy, he 
would take other women home. Two years ago I came back to my parents’ 
house and found my current boyfriend. So now I will not tell my boyfriend I 
am in treatment right away (…) If he has to come I don’t know (…) but now I 
made the exam. (…) Ahh, I will have a baby, today they will give me pills. 

 

After a distressing first marital experience and after trying several traditional 

healers, Petra opted to go to the public hospital, backed by the advice she had 

received in her church and by a friend who helped her to actually get to the 

consultation. Petra’s example shows how secrecy and disclosure management are 

very important dimensions of infertility treatment seeking, and how even though 

traditional healing may be considered a first option, it may also be abandoned as soon 

as the healer attempts to look for the cause of the unbalanced situation among the 

couple’s families.13  

Sometimes, whether they have been advised to do so or not, women chose 

biomedicine because it was different from their previous therapeutic option, normally 

traditional medicine. I noticed that both the lack of geographical coverage of public 

infertility options and different informal recommendations and perceptions about 

biomedicine and hospitals – coming from women’s therapy management groups – 

were prone to make the choice for biomedical infertility treatment a struggle. 

Biomedicine was frequently perceived in contradictory ways: its material character 

could be taken positively or negatively depending on the disposition of the women to 

focus on their physical or their spiritual/psychological state (cf. van der Geest 1997). 

Regarding infertility treatment, biomedical practice and discourse were convenient: 

on the one hand, the prefabricated medicines given by medical doctors were attractive 

to several women, while on the other hand, the anonymity of biomedical treatment 

was also welcomed by several. 

For women in the public hospital, treatment seeking itineraries were filled 

with the desire for secrecy, with personal expectations of pregnancy and/or freedom 
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from blame, with past experiences with traditional healing, and with the constant 

financial constraints that coming from a lower class background places upon 

treatment seeking, especially in terms of accessing certain pathways. My respondents 

carefully managed these different aspects in order to keep their affliction and 

treatment seeking to themselves and protected from the gaze of their extended family 

and community and sometimes, in the case that was possible, from their husbands. 

However, as I will show in the following section, there were further factors that 

influenced treatment seeking in the public hospital. 

 

Biomedical infertility care in the public hospital: Trust, affordability and choice  

For Candida, whose story was introduced above, the choice for biomedicine in the 

public hospital was determined by a larger number of factors than for Petra. As she 

explained:  

 
Yes, yes. Traditionally we make tries, we go there [to the healer] and we take, 
take [medicines], but nothing (…) I tried different times (…) we take some 
liquids of roots that we boil and drink, and also a washing preparation. I took 
it but I am tired (…). Until now I only did traditional [treatments]. I had tried 
to start here [at the public hospital] already in 2008, but there were doctor 
transfers, and with all the confusion I ended up not knowing where to buy my 
medicines, because I needed a prescription. So I stopped coming to the 
hospital then. (…) When I was going to the traditional healer, I did not come 
here. Because I thought I would be intoxicated with a medicine from here, 
another from there (…) It would be a mess and I would end up not knowing 
which medicine was not working, so I take my time in each. If it is traditional 
[it] is that part, if it is the hospital [it] is another. 

 

As seen in the above quote, Candida’s choice was affected by being worn out 

with the preparation and taking of traditional medication. However, even after 

deciding to pursue biomedical care for infertility, Candida was faced with the change 

of medical teams that left her disoriented and contributed to her dropping out of her 

first treatment (see also Gerrits 1997; Gerrits and Shaw 2010). Nevertheless, she had 

eventually returned to the public hospital and had stayed in treatment, at least at the 

point when we met. She explained how her decision to stick to biomedicine was not 

only influenced by being tired of traditional remedies but also by issues of cost and 

trust.  

 
Here you pay nothing. While in the traditional healer [curandeiro] you pay 
and spend a lot of money for nothing. One consultation is 750 MZN [19 
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Euro], without counting the medicines he tells you to buy. Here I don’t pay 
anything besides 1 MZN [0.03 Euro] for the consultation ticket. (…) I leave 
home at 5 [am] and at 6 I am here, and the appointments start at 7:30. 

 

Candida’s case shows how, among other factors, biomedicine was also chosen for 

economic reasons. The fact that a medical appointment was a lot cheaper than any 

other kind of healer made it an appealing solution for infertility. Furthermore, it 

shows how trust in the treatment provider and the methods’ success is also an issue 

when it comes to therapeutic choice.  

As described above, my respondents’ switch to biomedical health care was 

often due to experiences with ineffective traditional treatments, to the degree of social 

exposure that the traditional medicine involved, to issues of (dis)trust in the healers 

(cf. Pfeiffer 2002), and finally to treatment costs. As with most women in the public 

hospital, Candida funded the consultations herself; if they knew about their partners’ 

treatment seeking, men did not usually contribute to the treatment unless they were 

willing to pursue it together with their wives. Many of the women I met in the public 

hospital were not fully economically independent, but the low cost of the public 

sector consultations made it accessible for them without incurring catastrophic 

expenditures. Public hospital infertility consultations required a symbolic 

contribution, and despite the long waiting times, it was considered a fruitful attempt to 

circumvent infertility. Even in cases where women like Candida needed to travel in 

the chapa (collective transport vans) for one hour or more to get to the hospital, they 

did not seem greatly bothered by the transportation times and fees, while seeing it in 

the light of possible treatment success – an expectation that most of my respondents 

maintained, mainly through word-of-mouth accounts of the positive outcomes of 

modern biomedical treatments.14 

In sum, owing to others’ successful accounts of biomedicine, to its low cost in 

the public sector and to the fact that it granted a higher level of anonymity, it was thus 

considered rather convenient as a treatment option. In this sense, despite being further 

away from most of my respondents’ homes than local traditional healers (cf. Granjo 

2009; MISAU 2012; Mariano 2014), by the time I met my respondents at the public 

hospital, they saw biomedical infertility treatment as a more reliable therapeutic 

option in terms of medication, cost-effectiveness, reliability and anonymity.  
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Social class and choice: Therapeutic navigations of middle class and 

cosmopolitan women 

 

Navigating the private sector in Maputo 

The process of treatment seeking for women attending the private sector was slightly 

simpler in comparison to that of women attending the public hospital, as it entailed 

fewer worries over secrecy, at least among the women’s nuclear and birth families. 

These women’s more individualistic lifestyles, meaning looser ties with communal 

life and values, lightened the social burden of their situation. They had more social 

circles created mainly at work or at church, which were therefore separated from the 

community or their families’ close relations. Women attending the private clinic in 

Maputo were generally working women, and thus (somewhat) economically 

independent from their husbands. In cases where they did depend on their husband, he 

would fund the infertility treatment without complaint, though normally the couple 

saved the money for it together.  

In the private clinic in Maputo and also in the South African fertility clinics, 

the social surveys of clinics and treatments that women and couples conducted 

through their informal social networks were no different from those conducted by 

women in the public sector. Women and couples using national and transnational 

private sector infertility care services employed their national and transnational 

therapy management groups (Janzen 1987) in a pragmatic way. Women attending the 

private clinic sought information wherever they could: in church, and from friends 

and colleagues.  

Clara, a 32-year-old married and childless woman who had been trying to get 

pregnant with medical help for two years at the time we met, was pursuing infertility 

treatment in the private clinic in Maputo and had received information about 

infertility treatments through a friend who had been in the same situation: 

 
It was through a friend who also had problems [in having children] and she 
got pregnant with a doctor. She had twins, so I believed I could do it too. But I 
tried with the same doctor and was unsuccessful. Yes (…) all bodies are 
different. (…) It is my third attempt now and my first time in this clinic. 

 

Clara’s example sheds light on the role of word-of-mouth and stories of 
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success in treatment seeking and how they raise personal expectations about and 

feelings of trust in specific clinical sites. As Clara did, most women navigated through 

different healing options, even if they were of the same kind, i.e. different doctors, 

different healers. The one thing that usually did not happen was for women attending 

the private health sector to simultaneously look for treatment at the public hospital. 

Nevertheless, there were some specific surgical procedures such as laparoscopy that 

sometimes had to be performed at the public hospital. 

Similarly to Clara, other informants also obtained their first information about 

infertility treatment through a friend. However, after attending an infertility clinic or 

consultation, women were likely to get a lot more information about alternative places 

to pursue treatment, principally through informal conversations with other women in 

the waiting room (see Chapter 7). If they were not successful in one place, they would 

try another until they were either successful or they ran out of options, energy or 

funds. Many informants exclaimed “I tried everything!” declaring their willingness to 

go as far as possible to find a solution to their involuntary childlessness (cf. Franklin 

1997; Gerrits 2016).  

 

Transnational medical care: Choices and navigations  

Luísa, a 33-year-old woman attending the private infertility clinic in Maputo, had 

already engaged in medical travel to South Africa before resorting to treatment in her 

home city. Married for some time and without children, her and her husband’s quest 

for a baby had already been going on for a while. Before using ARTs, her treatment 

seeking process had been motivated by abdominal pain; upon consultation, Luísa was 

diagnosed with endometriosis and uterine fibroids. She knew that in order to get 

pregnant, surgery would be necessary. In this way, her infertility treatment process 

started long before she had the possibility to chose whether or not to use ARTs. Her 

first decision concerned the selection of the clinical site in which to have the fibroid 

surgery. As the following quote illustrates, since she was able to afford it, she chose 

to undergo the surgery in South Africa, at a site whose modern private health care was 

often perceived by my respondents as the best possible option in terms of treatment 

quality and up-to-date technology. 

 
When I decided for the surgery, I had another decision to make (…) where to 
do it? Mozambique or South Africa (…) That was when I decided to go to 
South Africa, so I started making contacts. The first contacts I made were 
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through a friend that went to South Africa for her daughter’s tonsils surgery. 
(…) She did it through an intermediary, a Mozambican lady that lives in South 
Africa and that helps Mozambican patients when they go for medical 
treatments there. So you call her, you tell her to schedule an appointment with 
the doctor for you. She schedules it and if you don’t know the place she comes 
and picks you up. So she assists in all those procedures, she accompanies you 
to the medical appointments because she speaks very good English, and if you 
need help she translates the doctor’s speech. (…) So this was how it went, I 
ended up having the surgery in South Africa and it was very good, the post-
surgical recovery there was super [nota 10]. As it was in the private sector, I 
had to pay out of my pocket, but then they [South Africa] returned part of the 
money [because she was eligible for a tax refund]. I couldn’t believe it!! 

 

Luísa’s case illustrates in a very direct way the relevance of informal knowledge and 

how quickly society changes and people adapt in order to take advantage of new 

and/or temporary social constellations. After her surgery, Luísa focused on pursuing 

infertility treatment through ARTs; in this case, she and her husband preferred to do it 

at home in Maputo (cf. Inhorn 2011a).  

Luísa’s case depicts two kinds of social navigation revolving around the 

phenomenon of medical travel, with people using it to attain different yet 

complementary goals: on the one hand, Luísa opted to travel to South Africa in order 

to have surgery, while on the other hand, the Mozambican intermediary saw an 

opportunity to make a living while responding to the needs of Mozambican patients in 

South Africa. After the surgery, Luísa never maintained contact with the 

intermediary, yet this woman’s role in guiding Mozambican patients through South 

African private health care system sheds light on the great number of Mozambicans 

circulating across borders for medical treatments and on the emerging social 

phenomena that globalization, mobility and private medical care allow in the informal 

sector. Despite the great difference in terms of possibilities between Luísa’s path and 

the paths of women attending the public hospital or only the private clinic in Maputo, 

agency, informal networking for information, and facilitation were present in all of 

them. These social relations, or therapy management groups, helped not only in terms 

of emotional support but also with all sorts of practicalities related to infertility 

treatments and medical travel.  

The public and private sector infertility services were very different. The 

public hospital in Maputo tried to help as many women as possible at a very low cost, 

making infertility treatments easily available to women or couples with few resources. 

The treatment options at this site were, however, very limited, and no ARTs such as 
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IVF were available. In this way, when accessing biomedical infertility care, women 

attending the public hospital, who were restricted to corrective, hormonal and basic 

infertility treatments, had a much smaller range of treatments to choose from. By 

contrast, private sector infertility services offered a range of ART options; in Maputo, 

this included basic IUI and IVF, and in South Africa all possible ART options were 

available, including ICSI and surrogacy. Couples who could afford to attend the 

private infertility clinic in Maputo had better options for treatment than those in the 

public sector. Furthermore, the couples undergoing reproductive travel to South 

Africa had all possible options available to them with which to circumvent infertility.  

The relationship between social class and therapeutic choice was clear in my 

respondents’ therapeutic pathways. The unequal distribution of resources and the 

discrepancies between the private and public sectors were also striking when looking 

at the public hospital and the private clinic in Maputo and the fertility clinics in South 

Africa. However, for all women and couples, even those that had the resources to 

attend state of the art fertility clinics abroad, the journey towards having a child was 

not linear or smooth; instead, it required the reorganization of several aspects of their 

daily lives.  

 

Transnational navigation through ARTs: Daily lives and treatment management 

Assuming that it was affordable, once a couple or woman was set on pursuing ARTs 

abroad, there was a lot of organizing to do even before the first consultation. Couples 

had to think about coordinating their personal and professional lives with the assisted 

reproduction cycles, they had to think about funding the treatment and about all the 

extra expenses that it might include such as transportation, accommodation and eating 

(cf. Vayena et al. 2002; Thompson 2005; Gerrits and Shaw 2010; Hörbst 2012a). 

Therefore most couples looked for treatment in South African cities close to the 

Mozambican border: Johannesburg, Nelspruit and Pretoria. Furthermore, women who 

became pregnant through assisted reproduction would frequently do follow-up 

consultations in clinics in Maputo. Dr. Macamo and several women explained to me 

how, after achieving a pregnancy or when facing unpredicted reproductive events that 

required urgent medical assistance, they turned to the private sector in Maputo.  

While in infertility care, word of mouth information and networking 

determined, to a certain extent, the clinical sites where my respondents would pursue 

ART treatments. Moreover, the city or clinic where the cycles were done were also 
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chosen based on a consideration of its proximity to the couples’ relatives or friends 

living and working in South Africa. These connections worked as transnational 

therapy management groups, who served two purposes: first, these relatives or friends 

could prospect possible clinics for ARTs before the couple travelled to South Africa; 

and second, accommodation issues did not pose a problem, as the women/couples 

could stay with their relatives or friends.  

Assisted reproduction treatments are expensive15 and not likely to be covered 

by insurance for Mozambican women attending private clinics at home or abroad.16 

Women and couples thus had to carefully manage their professional lives, their travels 

to South Africa and the choice of clinics in order to make reproductive travel as cost-

effective as possible and avoid over-expenditure. My respondents applied different 

funding strategies in order to access those expensive procedures,17 including saving 

money before each treatment, taking out bank loans, getting financial support from 

relatives, selling assets and accessing forms of collective funding.  

Teresa and Mohamed were an upper-middle class couple with good jobs and a 

stable financial situation, living together with their children and a housekeeper in a 

good neighbourhood in Maputo. Although they had never experienced economic 

problems, funding ART cycles abroad challenged their lifestyle and corresponding 

household financial organization. Before starting their first cycle in 2010, three years 

before I met Teresa, they had already thought about resorting to ARTs in South 

Africa. When informed about the costs of the treatment, however, they were a bit 

discouraged and thought that the best way to fund it would be to take out a bank loan 

as they were unable to fund the treatment, the travel expenses and cover any 

unexpected treatment costs on their own. The financial factors and the anxieties 

caused by infertility and treatment seeking triggered Teresa’s further feelings of 

uncertainty, and motivated her to help others in her family.  

 
In mid 2009, I had made a bank loan for these issues [ARTs] that I had never 
used, but in the beginning of 2010 my house was robbed. So I decided to re-
equip the house with part of that money. In this period, I was in a phase where 
I did not want to do any treatment to have a baby, I was fed up with the 
situation. My brother is also married and he has no children, so I thought I 
would talk to him and give him money so he could try to make a treatment. I 
said ‘Go there, try…’. In the end, I had some money left and decided to pick it 
up and start the [ART] process myself, so I went to the clinic.18 
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There was a great deal of solidarity among Teresa’s birth family members,19 

who helped each other with financial issues, including medical travel expenses. Left 

with less capital to invest in her own treatment after refurnishing the house and 

helping out her brother, Teresa received financial help from her parents. They 

supported her choices, and every time she needed money they were able to transfer or 

deposit amounts of up to 50,000 MZN (ca. 1,305 Euro); if they did not have the 

required amount themselves, they borrowed the money from their own social 

networks. In time, Teresa would pay them back. Furthermore, she and Mohammed 

carefully planned the dates of their journeys and treatments to fall close to payday. As 

with other travelling couples, they had to support unexpected treatment expenses as 

well as daily costs in South Africa. The fact that she had relatives living in 

Johannesburg, where the clinic was located, determined her choices to a certain 

extent, as whenever she had to stay in South Africa overnight, Teresa’s cousin hosted 

her. Indeed, the couple did everything to avoid transportation, accommodation and 

food expenses that would add to the already high treatment costs. Teresa told me how 

she and Mohamed had also had to renounce certain things and amenities that they had 

been used to for the sake of the treatment.  

Teresa and Mohammed’s case demonstrates how even for well-off couples, 

funding ART demands changes in lifestyle and the securing of extra resources, and 

also shows how funding is not always household-based, but also extended family-

based; i.e. among my respondents, it was likely that family members such as parents, 

brothers, sisters and even uncles might help the infertile couple with funding and, if 

necessary and possible, accommodation support during treatments in South Africa. It 

also shows how broader social networks – transnational therapy management groups 

– were activated for the benefit of infertile couples. These groups were involved in 

treatment choices and helped the couple with information, funding and 

accommodation. Moreover, Teresa and Mohammed’s case depicts the kind of 

management that couples make while seeking and going through treatment, carefully 

coordinating their daily lives and money flows, the chosen clinic location (for 

accommodation purposes) and the ART cycle timings (cf. Janzen 1987; Thompson 

2005).  

For Mariana, who underwent three ART cycles in different clinics in South 

Africa, funding and organizing treatment was different. Unlike Teresa and 

Mohammed, Mariana and her husband Francisco were not on the same page when it 
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concerned assisted reproduction. Mariana had to use her own savings for reproductive 

travel, and so every time she had saved enough to invest in a treatment she would go. 

For the first cycle that Mariana underwent in Nelspruit, she made return journeys 

using a daily bus between Maputo and Nelspruit, leaving home in the morning and 

returning in the afternoon. After the failed treatment in the fertility clinic there, she 

decided, upon recommendation, to choose another clinic in Johannesburg (the same 

that Teresa and other women attended). During the treatment cycles in Johannesburg, 

she stayed with relatives whenever it was necessary, as the distance was bigger and 

she needed to stay overnight.  

 
I have a friend there, and also my aunt and my husband’s brother. So the first 
time I would go and return because the clinic was in Nelspruit. (…) Then in 
Johannesburg, I would just stay there [for the ova retrieval, insemination and 
embryo transfer]. It was only on the last time I said ‘No, I will look for a hotel, 
a cheap one, this moment is mine, I want to stay in a hotel’. Because I think 
this [assisted reproduction cycles] is something that only people who are 
fighting [for a child through ARTs] can understand. 

 

Both the desire for privacy and the emotional erosion of ART cycles led 

Mariana to opt for a hotel during her last attempt. Feeling like a burden in her 

relatives’ house made her more anxious and she thought that it might affect her 

treatment and general state of being. It was common for couples to invest increasingly 

more money in a treatment according to their expectations of success. Although 

carefully managing their expenditures, if they thought they could do something more 

to improve their chances of success, couples were likely to invest in it if they had the 

possibility to do so. Teresa invested a great deal in the last phase of her treatment, 

after implantation, in order to affect as little as possible the process towards a 

successful pregnancy.  

 
Well, after implantation and a positive pregnancy test, they tell you [that] you 
can do your normal life. But it is really up to you to understand that it is not 
really like that (…) So I was very careful. I got out of the clinic that day but I 
did not return on the bus to Maputo, I returned by plane. I did not carry even a 
needle, nothing at all. My husband picked me up and took all the suitcases and 
so on. These kind of things they don’t recommend specifically, but I did it 
anyway. 

 

After a positive pregnancy test, Teresa decided that she would do everything within 

her reach to avoid jeopardizing the precious pregnancy. So she invested in a plane 
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ticket, avoided all exertion and her husband helped her with all of the practical aspects 

in order to avoid damaging in any way their possible future child.  

Mariana and Teresa, as with other women who engaged in reproductive travel, 

did not take vacations during their several years of treatment seeking, as they used all 

of their free days for reproductive travel. Even though some of the women’s bosses 

were more supportive of their situations, and gave them medical leave for their 

treatment visits, these periods of leave still could not cover all of the treatment periods 

and medical appointments. Therefore women usually coordinated holidays and 

medical leave days to facilitate their travelling therapeutic pathways. Most of their 

free time was dedicated to the pursuit of a child, as well as to the financial 

organization of their biomedically assisted reproduction endeavours. Due to the 

psychological, economic and physical distress involved, reproductive travel cannot be 

related to tourism in practical terms (cf. Inhorn and Patrizio 2009; 2015), with the 

exception of the fact that my respondents did indeed have to use their work holiday 

leave in order to be able to pursue ART treatments in South Africa. In most cases, no 

medical leave was granted to women for ART treatments, so they had no other choice 

than to coordinate their holidays – which they could have otherwise used for tourism 

– to travel abroad for ART cycles.  

The practicalities associated with infertility treatment access and uptake, and 

further logistical and funding aspects related to private health care and reproductive 

travel, turned my informants’ therapeutic itineraries into complex and changeable 

pathways that they had to navigate throughout their quests for conception. Women’s 

and couples’ backgrounds and experiences during treatment affected both the way 

they perceived treatment (Chapter 5), the degree of support they had, and the kind of 

opportunities they could reach for in order to circumvent infertility.  

 

Conclusion 

There were considerable inequalities among cosmopolitan, middle class and lower 

class women’s possibilities for treatment. Among my informants, education level, 

employability and economic independence enabled women to make their own 

choices, according to the possibilities that their biographic configurations allowed. 

While facing infertility, they were, to a certain extent, able to choose where and how 

to solve it in an informed way – through formal information channels as well as 

informal therapy management groups. Their final therapeutic choices always 
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depended, however, on the options that their social and economic capital allowed. In 

other words, ART treatments in the private sector (either in Maputo or in South 

Africa) that offered a slightly higher chance of success were only available to those 

who could afford them, namely upper-middle class or cosmopolitan women. The 

large majority of women was confined to the Mozambican national public health 

sector, which had fewer means to provide ARTs and was only able to offer more 

basic infertility exams and therapies. Women had the possibility to choose, but the 

range of options they faced was different according to their economic capacity.  

There were areas of common ground where women’s trajectories intersected; 

like the resort to (home made or healer-oriented) traditional healing at some point in 

treatment seeking, or the overlapping choices of biomedical institutions among 

cosmopolitan and upper-middle class women. Nevertheless, a great part of 

cosmopolitan, middle class and lower class women’s therapeutic navigations for 

infertility care happened through different fields of possibility, with different chances 

of success; and these were mainly determined by financial inequity: poorer people 

had fewer therapeutic choices than richer people.  

Vigh’s (2009) concept of social navigation depicts processes at play in and 

around people’s biographies and living strategies to attain a specific goal in a setting 

in continuous (and rapid) transformation. Urban Maputo and its inhabitants’ actions 

fit into Vigh’s (2009) formulation of social navigation, as do the therapeutic 

itineraries of infertile women seeking fertility treatments. When thinking about the 

shaping of women’s therapeutic itineraries, both socially and geographically, it is 

possible to perceive how they entail constant negotiation and the overcoming of 

obstacles. To overcome these obstacles, including financial ones, throughout the 

management of their treatment my respondents used particular available spaces or 

leeway (cf. Janzen 1987). It is clear how the possible trajectories and obstacles they 

faced were different for each group of women, but also how they changed over time.  

The therapeutic itineraries of my informants encompassed a diversity of 

options, choices, ruptures and inequalities. They shed light on class differences, but 

also on women’s individual agency and resilience while rupturing with their socio-

cultural background in certain aspects. My informants strategically appropriated what 

Maputo’s urban constellation provided, in terms of what was likely to be useful in 

their particular situation. 
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Women coming from impoverished backgrounds, who usually lived in family 

units that followed traditional marriage arrangements, tended to resort to traditional 

healing before going to the only biomedical infertility facility to which they had 

access, namely the public hospital. In attending the public hospital, they experienced a 

rupture in terms of their traditional disease perceptions and their experiences so far 

with traditional healing. Their turn to biomedicine seemed to be driven not only by its 

chances of success but also by their disillusionment with traditional healing based on 

feelings of distrust, the desire to avoid involving third parties and the high costs. In 

general, every change of healing realm was determined by temporary disbelief in the 

previous option and by the available biomedical or traditional healing options that my 

informants could access. Moreover, therapeutic itineraries were non-linear, i.e. 

women could resort to traditional healing, to biomedicine and then to traditional 

healing again, or the other way around. 

All of the women I met started the different chapters of their quests for a child 

with hope and expectations, and frequently these could become enhanced or be worn 

out over the course of their therapeutic navigations; i.e. when there was a possibility 

to choose a different treatment option, women would do so, and their expectations and 

hopes would return. Generally, they would only become tired of treatments after 

several unsuccessful attempts. Especially with ART patients (and this has been 

mentioned elsewhere, see Gerrits 2016), women tended do ‘get addicted’ to assisted 

reproduction cycles, being willing to try and repeat treatments over and over until the 

doctors would tell them to stop.  

In the next chapter, I explore further aspects of treatment uptake, mainly 

concerning women’s experiences in their interactions with biomedicine and the 

embodiment of more or less high-tech infertility treatment. 
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Chapter 6 

 

Therapeutic navigations: Treatment experiences and views from  
users and providers 

 

In this chapter, my aim is to explore the intersection between infertile women’s 

therapeutic navigations in their quests for conception and biomedical practice. The 

idea of therapeutic navigation is based on Vigh’s (2009) notion of social navigation, 

and is also influenced by Kleinman’s (2006) accounts of how people relate to the 

local moral worlds they inhabit, either by living accordingly or by challenging 

established matrixes. Among my respondents, the women’s family, social and 

economic backgrounds both influenced, and at the same time were challenged by, 

their therapeutic itineraries. As the main agents throughout the prospecting and uptake 

of infertility treatment, the choice to resort to biomedicine fell mainly upon the 

women. As I will show, for the women/couples in my study, their processes of 

interaction with the biomedical realm, with its specific discourse and practices, were 

not always smooth. Adding to the difficult situation leading my respondents to 

different clinical sites, their social background affected greatly the way in which they 

could relate to medicine. On the one hand, women’s education level and daily 

language1 affected the degree to which they understood their diagnoses, treatments 

and the way they related to doctors and health professionals. On the other hand, 

doctors’ language and behaviour and the organization at the clinical sites, which 

aimed for therapeutic resource effectiveness through quick consultations but often 

disregarded patients’ personal experiences, frequently triggered miscommunication.  

As previously noted by Kleinman (1978, 2006), when patients and biomedical 

practitioners interact, the different actors’ respective discourses often depart from 

different explanatory models of illness and healing. In other words, different notions 

of sickness, and therefore different ways of explaining it, inform patients’ and 

practitioners’ aetiologies of disease. If for patients the affliction is described mainly in 

terms of physical sensations, for practitioners it tends to be described using medical 

terminology, the meaning of which is often not understood by lay people. 

Furthermore, patients might have different issues at stake in their quests for 
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reproduction and treatment, experiences that doctors might not always grasp. As 

Kleinman and Kleinman (1998) put it, experiencing treatments is the point in 

individuals’ therapeutic itineraries where their personal cultural, political and social 

universe intersects with the cultural and political universe of biomedicine and 

biomedical practice.  

It is through the analysis of women’s/couples’ experiences that I intend to 

explore what was at stake in my informants’ therapeutic itineraries and how they 

experienced biomedical infertility treatment according to their different social 

backgrounds, values and the clinical sites they could access. In addition to focusing 

on infertility treatment users’ experiences and discourses, I will also account for the 

practitioners’ side, since it seems relevant to understand both sides of any interaction. 

In accordance with Lupton, I attribute special importance to the “complexity of the 

medical encounter on the interpersonal level and the tensions, ambivalences and 

contradictions that both patients and doctors may experience” (Lupton 1997:374). 

Before analysing these encounters, I first describe the sites they took place in, as the 

different clinical environments also played a role in the medical interactions. By 

taking into account all that surrounds patients and health professionals’ interactions, it 

is possible to encompass the complexity and uncertainty of lay people’s daily lives 

and worlds in terms of their social and biomedical experiences (cf. Lupton 1997; 

Kleinman and Kleinman 1998) throughout infertility care.  

Once in biomedical treatment, it was in the different clinical sites that the role 

of women’s backgrounds in shaping their therapeutic quests could be better 

perceived, but it was also in those sites that the dynamic power relationships between 

biomedicine (and healing in general) and its users could be understood. These 

intersections between users’ values and worlds and biomedical practice took place in 

national and transnational interactional contexts where communication was often 

ineffective, as interveners – patients and doctors – did not always fully comprehend 

each other’s health and healing perceptions (cf. Kleinman 1978). To provide a better 

understanding of these grounded experiences, I describe the different clinical contexts 

that I, as well as my respondents, approached, and I explore these women’s/couples’ 

navigations through treatment and medical interactions in these different therapeutic 

landscapes (Gesler 1992).  
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Looking at the public hospital infertility consultation 

The first time I visited a public health facility in Maputo, I had scheduled a meeting 

close to the maternity ward operation room of the city’s main hospital. I entered the 

big modernist building, that looked like a late 1950s or early 1960s construction, and 

went up a couple of flights of stairs to the 4th floor, where the maternity ward was 

located. Once I got there, I saw a busy health assistant cleaning up a massive quantity 

of water from the worn out blue linoleum floor of the ward. As I observed her and the 

overall space, I could not help noticing the missing pieces of the soaked old floor, and 

the stains of humidity expanding along the ceilings and walls. The ward was full and 

occasionally a hospital bed passed by with a patient lying on it. Doctors were also 

running around the corridors. Although I had an idea of how different public and 

private health facilities could be, it was only then, while waiting for my meeting, that 

I faced empirically the overwhelming dimension of the resource gap between the two 

sectors. 

In the hospital where I did my fieldwork, which was not the one described 

above, the working and consultation rooms were fair. The building was old, hot and 

had a visible lack of maintenance, but however frail the general infrastructures might 

have been, everything in the surroundings of the infertility consultation room looked 

clean and well organized. Infertility consultations always took place in the same 

rooms, separated from the waiting patients by a closed wooden door; this door was 

occasionally opened, a woman would be called inside, and the door would be closed 

again behind her. Once inside, there were three open consultation cubicles facing a 

longitudinal pathway where patients and doctors circulated. There was one doctor 

sitting behind a desk in each one of these open rooms and a chair for the patient on 

the opposite side of the desk. To get to the frequently used scanning machine,2 

patients had to cross other consultation cubicles. The gynaecology service and 

infertility consultation director Dr. Macamo was always running around supervising 

and attending to patients. I never saw him sit long at any of the desks; rather, he 

moved around asking and answering questions.  

In these busy rooms, practitioners had many patients to attend to, which, as 

happens in many big hospitals, meant that the consultations and recommendations for 

treatment were quick, with little time for extensive questions. Adding to the fast pace 

of the consultations, the language spoken was Portuguese, which some patients did 

not speak fluently. This kind of organization for the infertility consultations was likely 
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to influence patients’ perceptions of both the hospital and the treatment. They 

commonly perceived biomedicine as a modern 3  institution, but frequently took 

treatments as a series of steps to be accomplished and paperwork to be processed. In 

this rational medicalized context, patients frequently sought support from one another 

(Chapter 7). Through networking with peers – other infertile women – and by sharing 

their experiences for mutual support, my respondents informally improved their 

knowledge about medical diagnoses and treatments to a certain extent. When in 

doubt, and adding to these forms of peer biosociality (Rabinow 1996), women related 

more closely to nurses and other medical staff than to doctors. They would pose more 

questions about treatment procedures and steps to these members of the medical staff 

than to doctors themselves. Occasionally – if the health professional could – these 

side interactions with medical staff would be in dialect (Ronga or Changana), and 

they normally took place on the other side of the abovementioned wooden door, when 

nurses or staff came outside to call another patient in or to forward documents to 

another hospital department. The women waiting outside would then ask, sometimes 

simultaneously, their questions about the next (bureaucratic or therapeutic) step of 

their treatment.  

In the public sector, patients were diagnosed by gynaecological exam, scan 

and pre-scheduled diagnosis, or, if necessary, corrective laparoscopy. Blood testing 

and other exams were prescribed and, according to my respondents, outsourced. As 

Dr. Macamo told me, although the conditions to treat female hormonal causes of 

infertility existed in the hospital, it was difficult to deal with cases of masculine or 

mechanical (mainly tubal) infertility (see Chapter 5), for which IVF was likely to be 

the most appropriate option in therapeutic terms. For cases of suspected hormonal 

infertility – among which the most common were ovarian cysts or uterine fibroids, 

which was the case for some of the women I encountered4 – hormonal medication 

would be prescribed as an attempt to reduce obstructions (such as cysts or fibroids) in 

the women’s reproductive system.  

For mechanical causes, hormonal medication is unlikely to work, thus women 

in the public sector were left with the only option of corrective laparoscopic surgery 

and had no access to ARTs. For male infertility, the process was complicated. 

Although diagnostic means for sperm examination were available,5 when facing a 

situation of male factor infertility, doctors frequently did not have enough resources to 

treat it with medication (as medication stocks in the hospital’s pharmacy were often 
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poor), or to circumvent it with other suitable technical procedures (such as ARTs). 

According to Dr. Macamo, in (rare) cases of couples where the sperm quality could 

be enhanced with medication (e.g. mild oligospermia), and where the female 

reproductive system was in order, intra-cervical insemination with the husband’s 

sperm was possible, but extra-uterine fertilization was not. More complicated cases 

would be discussed by the medical team in the quest for the best available option.  

Among my respondents using the public sector biomedical infertility services, 

therapeutic impairments went beyond the material and physical aspects of healing. 

Adding to the hospital’s scarcity of therapeutic resources to treat non-hormonal or 

male infertility causes, men were frequently absent from infertility consultations and 

marital instability among infertile couples was common (see Chapters 5 and 7). In 

such situations, in order to continue their (frequently socially demanded) quests for 

parenthood, interaction with biomedicine required (but also enabled) women to 

challenge the same matrix of values that likely triggered their treatment seeking to 

begin with. By contrast, for middle class and cosmopolitan women using private 

sector infertility care, including ARTs, male participation in treatment was not as 

challenging. In these cases, described below, adding to the patients’ social and couple 

disposition to uptake treatment together, there were more and better resources for 

diagnosis and treatment procedures than in the public hospitals. 

 

Looking at private practice(s): Mozambique and South Africa 

 

Mozambique 

In Maputo, private sector infertility consultations took place in a clinic where 

different areas of medical expertise were provided. As I approached the old building 

in a busy corner of the city’s downtown area, the clinic would almost go unnoticed if 

it was not for the sign above the main entrance, located in a gallery where street 

sellers and others offered their services. Once inside the automatic glass door, I 

followed the stairs up to the first floor where the gynaecology rooms were located. 

There, in a very simple waiting room that at the time was lacking air conditioning 

(something that all of the other clinics I visited had), some women were already 

waiting their turn, watching television while nurses passed back and forth and the 

receptionist’s phone rang non-stop. After a while the doctor arrived, the faces of the 

waiting patients lit up, and consultations began. The average time of each consultation 
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was higher than in the public hospital, and despite the long waiting times, these were 

still shorter than in the public sector.6 Although the equipment did not look as new as 

in other private health facilities I visited, both in Maputo and South Africa, my overall 

impression of this clinic was that it worked swiftly and did not lack any essential 

materials or staff to provide patients with the diagnosis and healing procedures they 

needed. However, due to the scarcity of health professionals, in the case of an 

emergency in the public hospital, the doctor could eventually have to interrupt 

consultations and attend to such occurrences, after which consultations would be 

resumed if possible.  

The women in the waiting room would be called one by one into the 

consultation rooms by a nurse, and the doctor took his time with each one of them – 

there was enough time for doubts and questions in each consultation, and to explain 

the medication prescribed and what it was for (something that did not happen as often 

in the public hospital or even in the South African fertility clinics). As I show below, 

in the private clinic in Maputo, the consultation style and conditions as well as the 

patients’ behaviour echoed Lupton’s (1997) idea of the patient-client: empowered 

patients who can make their own choices about important steps of treatment. After 

their consultations, patients were forwarded to the reception desk to pay for the 

appointment and schedule further consultations, exams or ART procedures. Among 

the patients in the private clinic that I had contact with, husbands were generally 

cooperative and the couples acted as a team in the pursuit and uptake of treatment.  

This clinic had its own laboratory for assisted reproduction techniques and 

provided all ART treatments with the exception of ICSI (cf. Mausse et al. 2014), 

which during the time of my fieldwork was only being provided in South African 

clinics. Although more economical than the treatments in South African fertility 

clinics, the prices in this clinic were still considerably more expensive than in the 

public hospital. The doctors working in the private infertility clinic in Maputo had 

been eager to establish the space and to offer an almost full range of ART treatments, 

and step by step it seemed as if they were succeeding. However, as I will show below, 

they faced a number of difficulties, including, according to Dr. Macamo, the local 

instability of resource access, financial flows and compromised sponsorships. 

Furthermore, the difficulties in establishing international partnerships turned the 

process of establishing a state-of-the-art ART clinic into a time consuming process.  
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Although it was the only place offering treatments that were otherwise absent 

in Mozambique, and despite the fact that it offered good conditions for treatment 

provision, the private clinic in Maputo was still materially under-resourced when 

compared to South African fertility clinics. Furthermore, the striking scarcity of 

doctors in Mozambique meant that sometimes practitioners had to leave the clinic due 

to emergencies in the public hospitals that they had to cover. In sum, despite being the 

best possible option available in the city of Maputo and in Mozambique at large, and 

despite providing patient-oriented treatment, the private clinic in Maputo was at the 

time of my study yet to attain the technological level of many of its South African 

peers. Nevertheless, as seen, many women/couples preferred to pursue treatment in 

their own country and considered reproductive travel only as a last option. Others, by 

contrast, opted for reproductive travel as a first option, and would consider treatment 

at home in Mozambique only in case all else failed.  

 

South Africa 

For couples undertaking reproductive travel to South African fertility clinics, 

therapeutic itineraries were geographically longer and economically more demanding, 

but offered all of the available state-of-the-art procedures to circumvent infertility and 

achieve a pregnancy. Yet even for these travelling patients, where all of the resources 

and diagnostic and treatment means were available, the chances of success were still 

small (see Vayena et al. 2002).7 Dr. Macamo, while talking about travelling patients, 

mentioned how success rates in state-of-the-art clinics are still only around 30%.  

The South African private fertility clinics I visited looked different from both 

the public hospital and the private clinic in Maputo. They had comfortable and air 

conditioned waiting rooms, more than one consultation room in use and, as speciality 

clinics, these sites frequently had fertility information pamphlets lying around in the 

common spaces. Despite being private sector institutions, however, the way in which 

my respondents described the workings of the fertility clinics resembled much more 

the functioning of a public hospital, with short meetings (less than 10 minutes) 

between patients and doctors, and with nurses taking care of most of the social part of 

the treatment.  

Several of my informants mentioned how these sites were quite business-

oriented and how doctors even attended to two different couples at a time, in quick 

consultations where the latter interacted mostly with nurses. Teresa, the mother of 
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IVF twins whose story was introduced in Chapter 5, told me about her experience in 

one infertility clinic, and about the organization of its medical staff:  

 
You know what the doctors do? They have two offices, you are in one of 
those, and it’s the nurse that tells you everything. The doctor is all ‘Oh yes, oh 
we can do this, we can do…’ whatever he says. And I only saw the nurse 
looking at him. Then there is another door, and he goes and checks on the 
other patient waiting in the other room. So, he [the doctor] is walking from 
office to office. He stays with you five or six minutes, 10 tops! 

 

Unlike in the private clinic in Maputo, where consultations were slightly 

longer and the doctor was the one doing most of the talking with the patients, in the 

infertility clinics in South Africa that my informants attended, the situation was 

frequently as Teresa depicted. According to their accounts, medical interactions in 

these sites were short, rational and cold. Doctors attending couples in two different 

consultation rooms simultaneously was something that only happened (according to 

my respondents) in the Johannesburg clinic, but certainly all of them mentioned the 

general lack of contact with the doctors and the businesslike structure of the clinics. 

Adding to these institutional aspects, for reproductive travel patients there was yet 

another difficulty that will be explored in the following sections: consultations were 

held in English, a language that several of my informants, especially the less well-

travelled women, were not fluent in.  

In spite of the generally cold and impersonal functioning of the fertility clinics 

in South Africa, they were equipped with state-of-the-art facilities and experts and 

were the clinical sites where the most ART options were available. These ranged from 

basic insemination with the husband’s sperm to surgical procedures, all sorts of IVF 

(including ICSI), use of donor gametes and surrogacy. Therefore, despite repeatedly 

mentioning how cold and profit-oriented these sites were, many women/couples relied 

on them as their best possible option for conception with biomedical help. Like the 

couples attending the private clinic in Maputo, most of my respondents undertaking 

reproductive travel sought treatment as a couple and, with few exceptions, men were 

supportive of their wives. 

 

Transnational relations and ARTs in Maputo: Users and providers 

The fact that ARTs had become available in Maputo made a difference for women 

when deciding whether to go to South African fertility clinics or to stay at home. I 
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spoke with my informants about this issue and one of them told me:  

 
Yes, I thought about going to South Africa, back when I was with Dr. Julião 
he told me to go to South Africa, but then we met again later and he told me 
‘Now you have a doctor here! You don’t have to go to South Africa, you can 
do in-vitro insemination here’. When I knew, I decided to come here to the 
clinic. 

 

Indeed, for some of the women who could afford assisted reproduction, it was a relief 

to know that they could access such treatments without having to go out of the 

country and without all of the extra expenses that medical travel entails. Taking an 

ART treatment often involved people having to reorganize their financial lives in 

order to be able to afford all of the medical expenses; but when travelling for 

treatment, they frequently feared and envisioned bankruptcy by the end of their 

journey (see Chapter 5).  

Aside from patients’ experiences of reproductive travel, medical 

professionals’ perspectives about these treatment-seeking journeys reveal further 

institutional aspects, such as the lack of communication between the Mozambican and 

South African health systems. In fact, the main paths through which these two 

systems had contact were users, and when doctors in each country followed up on 

treatments that had taken place in the other country, they did so only through the 

patients’ medical charts and treatment protocol. These charts were frequently 

overlooked in the case of patients travelling from Maputo to South African clinics for 

infertility treatments.  

When asked about the communication between the South African and 

Mozambican private health sectors, Dr. Macamo’s answers confirmed the limited 

contact and cooperation between the two. As a strong supporter of the introduction of 

assisted reproduction in Mozambique, he told me that women spent very large 

amounts of money in South African clinics for infertility treatments. He added that 

even when the couples had made the necessary diagnostic exams in Mozambique, it 

was common for the South African clinics to unnecessarily ask them to repeat them. 

Better communication between the two health systems could make the therapeutic 

journeys less demanding for patients. For mobile patients, travel for medical care was 

normally triggered by their distrust of Mozambican health care provision for such 

elaborate treatments and its lack of resources; i.e. on the one hand, some patients had, 

for various reasons, little trust in national public and private health care provision in 
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Mozambique,8 while on the other hand, the technology involved in the infertility 

treatments that they aimed for was scarcely available in their home country.  

As seen above, lower class, middle class and cosmopolitan women circulated 

in very different healing therapeutic landscapes. On the one hand, public hospital 

users had very limited medical resources available in their quests for conception; on 

the other, middle class and cosmopolitan women resorting to the private sector 

infertility clinic had a whole range of assisted reproduction options within their reach. 

Although ICSI was yet to be provided in the private clinic in Maputo, many 

women/couples that had used ARTs both at home and in South Africa did not see this 

lack as an impediment to pursuing treatment at home. Nevertheless, the only fully 

equipped institutions providing infertility care and assisted reproduction in the 

southern African region that I covered in this study (Mozambique and South Africa) 

were the South African fertility clinics, which were foreign sites to Mozambican 

women in different aspects such as language, doctor–patient interactions and profit 

orientation.  

Medical travel frequently implied what Tsing (2004) refers to in terms of 

‘friction’ – the constant negotiations between values and ways of acting and 

perceiving the world that happen in transnational interactions stemming from the 

global circulation of people, values and practices. These interactional frictions were 

also comprised in my respondents’ transnational therapeutic navigations between sites 

seemingly equal in function – infertility care – but whose ways of functioning 

revealed how local appropriations of global technologies and medical practices may 

differ (cf. van der Geest and Finkler 2004; Long et al. 2008; Hörbst 2012; Simpson 

2012; Hardon and Moyer 2014). Furthermore, these frictions were perceivable in 

institutional terms, since practitioners in Mozambique and in South Africa had 

different ways of working and did not communicate directly in any way, even when 

treating the same patients.  

While undertaking reproductive travel, my respondents found both constraints 

and possibilities in different aspects of biomedical infertility care practice, triggered 

by the availability of global ARTs but also by the different modalities of its local 

provision (cf. Gerrits and Shaw 2010; Whittaker and Speier 2010; Inhorn and Patrizio 

2012). For my respondents, being a patient at home or in a foreign clinical setting 

posed many challenges in terms of medical interactions but also treatment 

management and travel. In the next section, I explore these medical interactions and 
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the different strategies that my informants employed to broaden their therapeutic 

understandings of ARTs and infertility treatment. All of these interactions, taking 

place in different clinical sites, were crucial points of the intersection between 

women’s backgrounds and the universe of biomedical care and corporate medicine 

(Whittaker and Speier 2010).  

 

Foreign universes or foreign languages: Strategies and experiences with medical 

interaction at home and abroad 

 

Staying at home: Patients’ experiences in the public hospital in Maputo 

Of all the women I met in the public hospital, only a few had a concrete idea of what 

the biomedical procedure for infertility care that they were accessing actually entailed 

(cf. Kleinman 1978); these were mostly educated women, attending university studies 

at the public university in Maputo. The majority did not understand the proceedings 

past the bureaucratic steps of treatment and the fact that they had to take the 

prescribed medication and eventually undergo surgery. Candida was one of the few 

patients who understood (more or less) what was going on with her body, the 

procedures that the doctors scheduled, and what the medication they prescribed her 

was for. She had been seeking infertility treatment since 2009, but despite her 

persistent lack of success, she did not want to give up. She told me how her treatment 

seeking had been going on for a while and how it was pain that had first triggered her 

to access biomedical help.  

 
In the beginning I did a consultation, they gave me some medication, because 
I had pain, they felt like cramps, I don’t know (…) But with time I kept having 
pain below my belly button, and then the doctor sent me to this consultation 
and they explained I had a problem (…) In the beginning they told me I had 
cysts, I had one cyst, so they gave me medication, I took it, and then they said 
it [the cyst] was gone. But fertility [treatment] is not helping me to conceive 
(…) I have secondary infertility, so I already did one laparoscopy, and there 
they detected that my tubes are blocked, so I did a small surgery again. I have 
been coming here for three years now. 

 

From 2009 onwards, Candida had been seeking treatment for her reproductive 

problems – first cysts and later on blocked tubes. Although her therapeutic itinerary 

had been interrupted at one point due to a change in the hospital staff (see Chapter 5), 

she had (re)started biomedical infertility treatment seeking shortly before we met and 
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was taking hormonal medication to prepare for a second laparoscopy to unblock her 

tubes as much as possible. At a certain point in her therapeutic pathway, with all of its 

changes, exams and medical procedures, Candida was no longer sure about what the 

doctors were looking for, or trying to solve, through her therapeutic processes.  

 
[After the staff changes in the hospital] I decided to schedule an appointment 
in another hospital. There I did consultations, many exams, but at a certain 
point I did not know what they saw in me anymore and I came back to this 
hospital. [Then] I did more blood tests, HIV/AIDS and vaginal discharge 
analysis as well. I also did an exam where I was lying down and they 
introduced a liquid ‘below’ [hysteroscopy]. Then I did another exam, in 
another place, and they said I had one blocked tube, but now it seems it is both 
tubes. [I take] the recommended medication – folic acid and Danazol – and I 
am waiting for the surgery. After that I don’t know. 

 

Candida’s story demonstrates how even educated women who could 

understand what the doctors said during consultations sometimes had trouble 

following the diagnostic and treatment processes, which involved several exams and 

medical procedures and, in her case, interruptions and changes in health facilities. The 

medical terminology used during consultations and the lack of explanation about the 

exams being performed – such as in the case of Candida’s hysteroscopy – posed an 

additional challenge to the comprehension of ongoing therapeutic processes and of 

how they might provide solutions for impaired reproduction. It also shows how the 

organization of the hospitals and their staff can bring about feelings of uncertainty, 

thus challenging patients’ treatment perspectives and unintentionally demotivating 

their pursuit of treatment. As mentioned in the previous chapter, at a certain point in 

these treatments, which involved changes of staff and medications that should have 

been prescribed but were not, Candida dropped out of biomedical infertility treatment 

for a while.  

Aside from organizational issues that enhanced the uncertainty of therapeutic 

navigations, I was able to identify two possible levels of miscommunication between 

medical staff and patients in the public hospital: these related to the language used in 

consultations and medical terminology. Although the latter was always challenging 

for my respondents, when patients and practitioners did not even share the same daily 

language (Portuguese), their interactions and the explanations of their medical 

diagnoses faced an even larger communicational gap. Such was the case with some of 

my respondents, who had trouble figuring out the meanings of medical terminology 
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but also the contents of conversations with doctors held in Portuguese. In some cases, 

while comparing the information in the medical charts with the answers I got from my 

respondents, I could see that they were often not fully aware of their diagnosis. In 

other cases, women told me themselves that they did not know what the medication 

they were taking was for. Such was the situation of Florinda, a 29-year-old woman 

suffering from endometriosis and secondary infertility, whose husband refused to 

attend the consultations because he had had children out of wedlock and thus 

maintained that the fertility problem did not lie with him. 

 
I knew about this consultation because they sent me here from the health 
centre. They wrote a card so I could schedule the appointment. (…) I took 
medicines, and then other medicines I bought downstairs [in the hospital 
pharmacy]. I don’t know what they were, but I never got pregnant again. 

 

Candida’s example shows that she understood at least part of the treatment she 

was receiving, and part of what each procedure was about. Florinda, as with most of 

the women at the public hospital, faced treatment and consultations as a series of 

(more or less frightening) steps: get the ticket, go to the appointment, take the 

doctors’ papers, schedule the next appointment, take exams, take medication from the 

pharmacy (if available), schedule anaesthesia, schedule laparoscopy and/or schedule 

an appointment with the doctor again. This resonates with Thompson’s (2005:8) 

notion of the ontological choreography involved in ART treatments, where different 

emotional, technical and medical aspects of treatment (among others) have to be 

coordinated throughout patients’ therapeutic pathways.  

Of all of these possible treatment steps, laparoscopy was the one that women 

feared the most as soon as they realized that they would be punctured or cut open. 

Candida mentioned how she reacted:  

 
Eish (…) I was scared, they had to convince me, I almost gave up. Fear (…) 
yes (…) tension goes up. All those instruments, I don’t know if I get out of 
there alive! But then the nurse explained everything and it was clear. She was 
very nice and helpful.  
 

Candida’s account illustrates how hospitals are ambiguously perceived as respected 

and secure institutions, but also as places of death (cf. Cavallo 2013; Faria and 

Cavallo 2013). It also illustrates how effective communication with medical staff may 
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smooth patients’ interactions with biomedicine and their embodiment of invasive 

procedures.  

Unlike Candida, for other of my informants miscommunication with doctors 

and a certain restraint in terms of questioning them led women to accept treatment 

with hope, but no clear idea of what it entailed. As mentioned, some women asked 

nurses or other staff members for information, some of whom could speak the local 

dialects of Ronga or Changana. My informants’ behaviour in the public hospital 

shows how the biomedical institution at large, where doctors are the point of interface 

between patients and global discourses and practices, is perceived as powerful, and 

patients relate in apparently passive ways, obeying the doctors’ recommendations and 

not questioning them too much (cf. Pappas 1990). However, while they did not tend 

to interact with doctors, my informants did feel more at ease outside of the official 

consultations, and asked further questions about their diagnosis and treatment to one 

another, to other members of staff, or even to me. Furthermore, they did make choices 

about whether or not to follow the doctors’ instructions. During their therapeutic 

navigations, patients would swing between different healing methods – in this case, 

between traditional healing or biomedicine in the public sector – changing from one 

to another when they became fed up (cf. Feierman 1985; Faria and Cavallo 2013).  

Taking into account their challenging interactions with the biomedical 

universe, public hospital patients were likely to make less informed choices 

concerning their biomedical therapeutic itineraries. Kleinman’s (1978) explanatory 

model theory provides a good tool for analysing my respondents’ health behaviours 

and positions during their public hospital consultations: what happened in these 

consultations were transactions between different explanatory models and the 

respective cognitive systems and social positions attached to them. In other words, 

doctors’ explanation of diagnoses and treatments were technically based on a physical 

examination of function and behaviour, for which they would prescribe the available 

technological fix, while patients’ explanations were based on their personal and social 

experiences of the affliction. As Kleinman explains, “professional practitioners see 

sickness only as disease and proffer explanations that transmit technical information 

and treatments that are technical ‘fixes’” (1978:88). Medical diagnoses and 

explanations come from a background foreign to most of my informants, therefore 

with a few exceptions, the women’s explanations of infertility and its biological 

causes were much more connected to their own experiences – such as of pain or 
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bleeding – than to the doctors’ explanations of their diagnosis (fibroids, obstructed 

tubes, etc.). The treatment and medication that the latter prescribed were only partly 

understood, and taken mainly through a leap of faith in biomedicine than by a 

knowledge of their function or effect on a woman’s reproductive system. The 

overload of patients in the public sector, the scarce and overstretched doctors and 

health professionals available, and the desire of my medical professional respondents 

to attend properly (in biomedical terms) to as many cases as possible, made their work 

and effective communication into a struggle for both parties involved in the 

therapeutic process. All of these matters were added to the abovementioned language 

barriers that hampered communication at a much more basic level.  

 

Private practice(s): Private sector users at home and abroad 

Unlike public sector users, women attending the private clinic in Maputo generally 

had a good idea of what their treatment was all about. This was likely due to their 

educational background and fluency in Portuguese. Moreover, as users of the private 

clinic, these middle class women had access to longer medical appointments and thus 

the opportunity – combined with the ability – to ask questions about their diagnosis 

and recommended treatment. As patients, these women were thus in the position to 

make better informed choices concerning their biomedical infertility treatment 

pathways. These women’s ideas of disease and biomedicine were generally better 

informed in technical terms and thus their explanatory models were likely to be closer 

to those of the practitioners. Moreover, for these women in the private sector, there 

was no basic linguistic communication barrier, and their attitudes towards the doctor 

were much more those of a patient-consumer (Lupton 1997) than of an obedient 

patient. In other words, private sector users were more likely to confront the doctors 

and discuss their reproductive objectives with them, knowing their choices and 

possibilities.  

There were thus differences between patient–practitioner relationships in the 

private and public sectors in Maputo, and although none of my informants were 

totally submissive patients complying with all of the doctors’ recommendations, 

patients in the public sector dealt with biomedicine as a source of help that they would 

not directly confront. In a way close to the idea of the patient-client, private sector 

patients dealt with biomedicine and practitioners more as service providers who could 

be critiqued and interrogated. For these patients, the doctors’ advice and 
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recommendations were seen as options rather than as recommendations to follow 

strictly. This was due to their perceptions of biomedicine, but also due to the character 

of ART treatments, where couples can make the main decisions regarding their 

treatment process for an affliction that is not life threatening.  

Adding to these differences in terms of interactions with biomedicine, and as 

mentioned before, cosmopolitan and middle class women often came from more 

supportive backgrounds when it concerned infertility and infertility treatment than in 

the case of public sector users. An example of this can be seen in the fact that unlike 

most lower class women who came from more traditional backgrounds and who 

experienced marital instability due to childlessness, middle class and cosmopolitan 

women accessing the private clinic in Maputo tended to pursue treatment together 

with their husband and experienced less hostility from their in-laws and/or close 

relations (Chapter 7). This was likely due to the more flexible and educated family 

backgrounds that they related to (both kin and in-laws), with more shared values and 

gender conceptions, and to the kind of love-focused relationships that they had built 

with the men they were with before starting marriage and family making projects (see 

Chapters 4 and 8).  

Although among my respondents using the private clinic at home biomedical 

diagnoses and procedures were basically understood and medical interactions seemed 

to run smoothly, among patients undertaking reproductive travel this was not always 

the case. In fact, in the private clinics in South Africa, less well-travelled 

Mozambican patients had more trouble in understanding the treatments and what was 

happening around them, not because of a lack of familiarity with biomedical 

discourse or explanatory models, but because they were not familiarized with a much 

more basic dimension of communication – medical appointments held in English.  

To overcome their language difficulties some of my informants came up with 

strategies, employing different kinds of social, commercial and even religious 

networks (see Chapters 5 and 7). For some, having the possibility to resort to (some 

form of) assisted reproduction techniques at home was in a sense a relief, as they 

could avoid the worries of medical interactions in a foreign country, in a foreign 

language, and within clinical settings that most of them depicted as cold and 

mechanical. Nevertheless, once they had decided for medical travel, my respondents 

prepared themselves as well as they could to prevent miscommunication with doctors 
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and staff concerning such an important matter as assisted reproduction – the answer to 

their long-lasting desire for parenthood. 

Luísa, for instance, whom I met in the private clinic in Maputo and who had 

undergone fibroid surgery in a South African clinic, told me how she had decided to 

use an interpreter to organize and facilitate communication with the clinic and its staff 

(as described in Chapter 5). She hired a Mozambican woman living in South Africa 

who worked as a mediator for Mozambicans pursuing medical care in the country. 

This woman’s services for Luísa included scheduling her appointments, 

accompanying her to her medical encounters, and translating and explaining the 

information given by the doctors and nurses in the clinic. This woman was not part of 

any institutionalized medical travel network, but was part of the broader transnational 

network produced and reproduced by Mozambican migration to South Africa. She 

provided her services to Mozambican medical travellers informally and, according to 

Luísa, her customers were recruited through word-of-mouth.  

Other respondents employed different kinds of networks to improve their 

transnational therapeutic pathways that, unlike Luísa’s case, did not normally require 

any form of economic compensation. This was the case with Vanda, another of my 

respondents attending the private clinic in Maputo, who had resorted to a South 

African fertility clinic in the past. She was trying her third IVF cycle and had decided 

to try ARTs at home only after two previous failed attempts in South Africa 

(Nelspruit). These transnational treatments involved the help of different networks 

that had supported Vanda and her husband with advice as well as practical and 

linguistic medical travel help. Firstly, it was Vanda’s boss, who had also suffered 

from infertility and had undergone a successful IVF cycle in Nelspruit, who 

recommended the clinic that they attended. As Vanda did not speak English, her boss 

called the clinic for her and made the appointment. Secondly, when going on the 

return trips to Nelspruit with her husband, Vanda was accompanied by a sister from 

the Pentecostal church that she attended, who offered to help them with the 

consultations and to translate the doctor’s diagnostic and treatment procedures.  

 
We used to go and return. It was while talking at [the] office [that I discovered 
the Nelspruit clinic]. I was talking to my boss and she also did artificial 
insemination in South Africa, but not in Nelspruit, in Johannesburg. But she 
told me there was a good doctor in a clinic in Nelspruit and she made the call 
for me, because I can’t speak English. So she called and I went there (…) with 
a sister from church who knew English and manifested her availability to 



	

	 146	

come with us as an interpreter. Church does not have problems with these 
treatments. 

 

As illustrated by Vanda’s account, church and biomedicine frequently 

intersected in couples’ therapeutic navigations, contributing in different ways – 

spiritual but also material – to improve an infertile couple’s chance for a successful 

treatment (Chapter 7). Although the spiritual realm was beyond practitioners’ disease 

and treatment explanatory models, the merging of faith and healing universes, which 

will be explored in the following chapter, were normally highly relevant for my 

religious respondents throughout their therapeutic navigations. 

Medical communication in English was especially difficult for less well-

travelled middle class women from Maputo. For most of these women undertaking 

reproductive travel such as Luísa and Vanda, English was an extra barrier in medical 

communication. Despite having higher education degrees, a working life and (for 

most) economic independence, not all of my respondents knew enough English to 

engage successfully in a biomedical consultation. As shown by the examples, couples 

prepared for medical communication issues in the best way they could: when 

possible, they sought help from family members living in South Africa (Chapter 4); 

otherwise, couples used more elaborate strategies based on other kinds of social and 

economic capital, such as Luísa and Vanda employed. For these women, third party 

help was the way they found to improve their interactions with biomedicine and 

medical staff speaking a foreign language. 

For cosmopolitan women resorting to ARTs in South Africa, language was not 

generally a big issue since most of them had mobile lifestyles and jobs that demanded 

English proficiency. If any communication problems arose, they were more 

frequently attributed to their relationship with the doctors and the clinic’s organization 

than to their lack of knowledge of the language that the doctors and nurses spoke. Due 

to their social and economic backgrounds and consequent education and lifestyle 

choices, these women experienced one less level of potential miscommunication with 

the health system.  

However difficult doctor–patient interactions might have been for my 

respondents, and for health professionals as well, they were faced as part of treatment. 

Independently of their background, women in infertility treatment were resilient and 

fought for treatment success in whatever way they could. As the cases in the next 
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section show, this resilience was mostly fuelled by their personal expectations rather 

than by doctors’ prognostics. The presented examples illustrate variations of ideas 

about the presence of different explanatory models in doctor–patient interactions and 

the notion of the patient-client (Kleinman 1978; Lupton 1997; Kleinman and 

Kleinman 1998). I will show that on the one hand, my respondents’ backgrounds 

played an important part in their subjective perceptions about biomedicine and the 

ways in which they understood biomedical discourse. On the other hand, broader 

personal and socio-cultural perceptions about reproduction and kinship making 

guided patients’ therapeutic choices as much as medical recommendations (cf. Lupton 

1997). In this context, medical advice was often overlooked, prioritizing personal 

treatment choices instead. 

 

Therapeutic navigations: Expectations and treatment experiences  

As seen above, and as Dr. Macamo repeatedly told me, resource availability and the 

likely chances for success of infertility treatment varied widely between the private 

and public sector and between Mozambique and South Africa. The treatment 

possibility scopes and respective outcomes were therefore very different for middle 

class, cosmopolitan or lower class women. As also mentioned elsewhere (cf. 

Whittaker and Speier 2010), the latter’s access to health facilities was socio-

economically constrained, inhibiting them from using ARTs. Even for middle class 

and cosmopolitan women, who sometimes resorted interchangeably to treatments in 

Maputo and South Africa, the potential ART treatments that they could access in the 

private clinic in Maputo covered a smaller range of options than those available in 

South African fertility clinics.  

Middle class and cosmopolitan women, using the private sector at home or in 

South Africa, were normally aware of their chances of success according to the 

clinical site they were attending at the moment. They obtained information through 

internet research, phone calls to the clinics and, more importantly, through the 

experiences of previous users. Some of these women, although very few, were 

recommended by infertility doctors back home in Maputo. This awareness about the 

possibility of success seemed to decrease when treatments were repeated, even when 

doctors cautioned that their chances were extremely small. Women, and thus couples, 

often repeated assisted reproduction cycles until they could not do so anymore – for 

financial, emotional and/or physical reasons – or until they got pregnant (cf. Inhorn 
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2003; Gerrits 2016). Moreover, they gave more importance to tales of successful 

treatments as hope giving and trust building mechanisms than to the nurses’ or 

doctors’ ‘harsh’ explanations and recommendations. In the public sector, as low as 

success rates were, women kept trying to get pregnant (or to relieve themselves of the 

blame for not being able to) independently of their (more or less understood) 

possibilities for a positive outcome.  

 

 

Overcoming infertility in the public hospital: Managing trust and security 

Andreia was a 35-year-old childless woman who was trying to solve her infertility 

situation in the public hospital. Her case is a good illustration of how, for public 

sector users, networking and advice could shape their therapeutic itineraries and lead 

to a sense of security and confidence regarding biomedicine, independent of their 

personal possibilities for success. Andreia had tried traditional and biomedical 

healing, and her mother constantly advised her to go to the hospital, because she had 

heard about stories of infertile women or couples who had succeeded in getting 

pregnant while attending infertility consultations at the hospital. Andreia focused her 

hopes on biomedicine, as at the time its modernity and techniques gave her a greater 

sense of security and transparency than traditional healing (see also Chapter 5): 

“Traditional medication is not like the hospital, it is measured, I am afraid of 

something bad [coming from the traditional medicine concoctions and herbal 

treatments]. My mother keeps telling me ‘Go to the hospital! You will go and know, 

many people go there and have a baby’. I think the hospital is better”. For Andreia, 

biomedical treatment was about security and, despite not understanding exactly what 

was happening, she trusted the doctors and the institution and had great expectations 

of getting pregnant with biomedical help.  

However expectant and confident they were of biomedical treatment, most of 

my respondents in the public hospital frequently mentioned feeling anxious and/or 

nervous before each consultation, since the doctor could bring them either further 

hope or the final confirmation of reproductive failure (cf. Gerrits 2016). Candida told 

me how she felt before and after her medical appointment:  

 
I feel a bit nervous of course (…) more anxious. ‘Ah I’m not ok, I won’t make 
any more children’ [or] ‘What will the doctor say…?’ But now I am relieved 



	

	 149	

because the doctor told me that they are clogged [tubes] and that I should take 
some medication to help him to unstop my tubes in surgery.  

 

As with Candida, most women had personal expectations about pregnancy or a 

‘positive’ diagnosis. The example shows how these expectations were perceived 

through a balance between the overwhelming desire for pregnancy and the specific, 

and not always understood, biomedical diagnostic procedures, objectives and possible 

outcomes. Women who were, for biomedical and social reasons (Chapter 7), the most 

medicalized member of the couples sometimes characterized their treatment processes 

as a tiresome fight, to which medical procedures, exams and hormonal medication 

contributed.9 The maintenance of positive feelings towards treatment was crucial for 

my respondents, and they channelled all of their hopes onto whatever current 

therapeutic option they were pursuing.  

The blurriness surrounding biomedical treatments and the interaction with 

doctors in coldly structured facilities added to the uncertainty triggered by women’s 

affliction and their therapeutic itineraries. In this way, doctors and healers in general 

were perceived as being in a position of power, as they handled patients’ bodies 

through practices based on information that the patients themselves could not fully 

access (Kleinman 1978; Long et al. 2008). Aside from the doctor–patient interaction, 

there were other aspects that made public sector therapeutic itineraries messy and 

non-linear processes. These included the long waiting periods for consultations and 

procedures (in the public sector, patients frequently mentioned waiting no less than 

three months), the lack of doctors who had very little time to dedicate to each patient, 

the high probability of frequent staff changes, and the general lack of equipment (cf. 

Gerrits and Shaw 2010). 

The embodiment of affliction and treatment entailed a situation where my 

respondents’ worlds intersected with the biomedical universe. Tensions between the 

demands in their social and family backgrounds for reproduction, and doctors’ 

requests for family (i.e. husband) involvement in therapy, turned my public sector 

respondents’ trajectories into constant negotiations between maintaining secrecy, 

seeking advice, continuing with their daily lives, pursuing treatment(s) and managing 

their family and marital lives (see Chapter 7). Among these tensions, they had to deal 

with a biomedical environment paved with long waiting times for medical 

appointments and insufficient interaction with doctors and staff, where the scarce and 
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under-resourced health professionals could not prevent miscommunication despite 

their efforts to provide care to the largest possible number of patients.  

However desperate they were, these patients did not see any single healing 

modality as their only chance for success. Instead, once they experienced failure 

through one kind of healing modality, they tried another. They navigated through 

different treatment options or possible solutions in different phases of their 

therapeutic itineraries, all with the aim of materializing their parenthood project.  

 

Private sector and global ARTs: Expectations and frustrated hopes 

With greater or lesser probabilities for success with or without access to ARTs, my 

respondents’ therapeutic pathways were paved with uncertainty, frustration and, in the 

case of ART, with treatment repetitions and sometimes the denial of the impossibility 

of bearing genetically related offspring. In fact, ART users and reproductive 

travellers’ therapeutic navigations brought about specific configurations of what 

Thompson (2005) calls ontological choreography: the way in which, through ARTs, 

ontological orders that would previously have been taken as separate – such as 

technical aspects, scientific expertise, gender conceptions, kinship, emotional aspects, 

law, policy and finance – are (re)configured and coordinated in a dynamic way 

(Thompson 2005:8). Among my respondents, ART use in South Africa added further 

dimensions to this dynamic coordination, such as transnational networking, the 

organization of medical travel and medical interactions in a foreign site. 

Mariana’s transnational therapeutic itinerary reflects both the tendency of 

women to repeat treatments (cf. Gerrits 2016) as well as the way in which couples 

using assisted reproduction find themselves on therapeutic pathways that demand the 

consideration and coordination of many different aspects that are not always directly 

related to parenthood and reproduction per se. Taking into account a disrupted 

reproductive system that demanded the medicalization of every reproductive attempt 

she made, Mariana repeated ART cycles three times. She had obstructed tubes and a 

dead ovary, and had suffered from ectopic pregnancies and several miscarriages. In 

order to bear the child she wanted to have with her husband Francisco, she therefore 

opted to use assisted reproduction.  

 
When I had money to do the IVF – it’s expensive! – I went there [to South 
Africa – Nelspruit], I did it and I remember my anxiety as if it would have 
been today. That feeling – ‘It’s now!’ – and the doctor looking at me and 
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telling me ‘Don’t be so hopeful, some women try 20 times, 10 times and they 
cannot do it’. I believed in it so much, that it would work on the first attempt. I 
remember thinking, ‘This doctor is horrible!’ He is good at what he does but 
does not make you comfortable. (…) So I started there with the treatment and 
then went to Pretoria10 for the transfer. Before the 10th day I was bleeding. 
(…) So I stopped, to save money again, it was then when I knew about the 
clinic in Johannesburg. I went there, and by that time I was already 37 years 
old. I did another IVF there and they transferred three embryos. On the 10th 
day, I was going home with the pregnancy test when I started bleeding. This 
time it was too much (…) I was very shaken emotionally, probably because of 
my high expectations. 

 

After two failed IVF attempts, for which Mariana had saved the money alone, 

she was worn out by anxiety and frustration. Disregarding the doctor’s advice to keep 

her expectations low, Mariana, as most women using ARTs in this study, thought he 

was being harsh and thus she overlooked the possibility of failure. Like all of my 

respondents, independent of their treatment modalities, she had high and positive 

expectations about the outcome of infertility treatment. Repetitions and frustrating 

results wore her out, but still, and against all odds, Mariana decided to make a third 

attempt, at the age of forty-two. She saved up the money again, and by the time she 

was ready she scheduled a new appointment in a different clinic – the same one in 

Johannesburg that several of my respondents attended.  

Mariana’s behaviour depicts how, as in other patients’ cases (see Chapters 5 

and 7), starting a new ART cycle in a different clinic brings about the idea of a fresh 

start. Moreover, her choice sheds light on infertile couples’ reluctance to use donor 

gametes: Francisco, Mariana’s husband, was totally against using a sperm donor and 

Mariana still thought that it could be possible to get pregnant with her own eggs, even 

when the doctor told her that there would be higher chances of success with donor 

ova. In this way, and against clinical recommendations, Mariana chose to try one last 

time with her own eggs using a different procedure – ICSI. After the embryo transfer, 

she waited to take the pregnancy test but, although she understood English well, she 

did not fully understand the hormonal values that would indicate a positive or 

negative result. So after the 12th day, and having not bled, Mariana called the clinic, 

as she had had a result of 7mIU/ml11 on her pregnancy test values.  

 
I took the test, I was so happy! What I didn’t know was that the minimum 
values [for a pregnancy] were 25 [mIU/ml]. Anyway, I called them and they 
said ‘Oh ok’, nobody told me it was bad. That night I was in pain, I never had 
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a baby but I imagine birth-giving pain must be like the pain I felt. It passed. It 
was only later, when I started bleeding, that I knew (…) I had lost it. 

 

The above quote illustrates Marina’s lack of knowledge about the hormonal 

values of pregnancy as well as her insufficient level of interaction with the staff at the 

South African clinic that she attended. Even though she was not happy with the 

‘commercial’ way that the clinic functioned, Mariana tried again and again. When we 

met she had finally given up for the time being. By then she was also divorcing 

Francisco due to disagreements in their relationship, which had been enhanced by her 

pursuit of assisted reproduction and reproductive travel. Still visibly distressed by all 

of these reproductive and marital events, she told me that there was an urgent need for 

the psychological accompaniment of women and couples in infertility treatment, 

especially assisted reproduction, as everyone goes to infertility clinics with very high 

expectations.  

The women I met in the private clinic in Maputo had often tried more than one 

assisted reproduction treatment in more than one clinical site, or even before going 

through ARTs at home they had projected to go abroad in case of failure (cf. Inhorn 

2003). Such was the case of Joana, a patient at the private clinic in Maputo who had 

already been to two fertility clinics in South Africa together with her husband Mateus. 

The first reproductive problem that the couple faced was the fact that Joana had 

uterine fibroids that needed to be surgically removed. After a successful surgery 

performed in Maputo, the main reproductive impediment that they then had was 

Mateus’ low sperm count. This indicated that their best option for conception would 

be IVF, which they decided to seek in South Africa.  

Their first treatment failed due to Joana’s incorrect intake of the ovarian 

stimulation medication. Joana told me herself that maybe because of the English or 

maybe due to other reasons, she and Mateus had misunderstood the way in which she 

should take the hormones. So after this failed cycle, they saved up the money again 

for another attempt, which they did two years later in 2010. In this second attempt, 

Joana told me that everything was done correctly, but still it did not work. The two 

failed IVF cycles in South Africa led them to the private fertility clinic in Maputo, 

where the doctor had been Joana’s gynaecologist for a while.  

 
Here we are looking for the same thing [IVF]. I was talking to the doctor just 
now and we could try some treatment, but I think we [she and Mateus] are 
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already in a phase of saturation. It’s been 10 years! We don’t have any more 
patience for ‘take this, take that’. Now there is nothing else we can take. So 
the best thing is just to go straight to the point. Today was the first contact 
with the treatment and the doctor recommended exams. Some of these exams 
will tell if we are ok to go, and if we are we will do it, also because we are 
happy with what she is offering us (…) we want IVF. 

 

After two failed treatments in South Africa, and still wanting to keep trying 

ARTs, Joana and Mateus opted for treatment at home since it had recently become 

available and the gynaecologist in charge was in their trust. Despite being offered 

other options, like the use of donor material in a South African fertility clinic, they 

decided to choose only for IVF once again as they, like many other couples, were 

worn out of winding between different treatment options and different opinions. If on 

the one side this echoes Lupton’s (1998) ideas about patients increasingly interacting 

with biomedicine as clients – especially in the private sector – and being empowered 

to make important choices regarding their therapy. On the other side it depicts how, 

desperate to achieve their goal after failed treatments, couples may pragmatically opt 

for easiest treatment modalities (in this case IVF at home instead of reproductive 

travel to South Africa). Joana and Mateus choices were likely made in order to 

minimize the emotional and financial burden of treatments, as well as to avoid 

complex negotiations regarding decision-making about each member’s of the couple 

genetic relatedness to the future child (chapter 8). 

Joana and Mateus’ case shows how expectations about treatment and 

pragmatic thinking do not always go hand in hand; i.e. throughout infertility care 

using assisted reproduction, patients’ and practitioners’ explanatory models do not 

always overlap. For Joana and Mateus, like in Mariana’s case, hope prevailed over 

medical advice. For middle class and cosmopolitan women using ARTs, the structure 

of health care, the language of service provision and the coldness of the clinics were 

not the only factors that framed their interactions with biomedicine and biomedical 

discourse. These interactions, and couples’ perceptions and interpretations, were also 

shaped by their own desires and therapeutic limits (such as the refusal of donor 

material described in Chapter 8). Private sector users were in a way more clients than 

patients. Beyond the clinic, my respondents’ desire for parenthood made couples take 

advantage of what their socio-economic background allowed for in their specific 

biomedical and social contexts of infertility care (Chapters 7 and 8). 
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In the above examples it is clear how throughout their therapeutic itineraries 

and specific interactions with clinical sites, technology and staff, patients assembled 

in their treatment processes dimensions that were both in and beyond biomedicine (cf. 

Thompson 2005), including kinship ideas, legal aspects of ARTs and surrogacy in 

South Africa, emotional management, marital instability and frustration. All of my 

respondents experienced discomfort due to hormonal medication (for ovulation or 

fibroid reduction12) and mentioned how ART cycles were tiresome and emotionally 

eroding as they demanded prolonged treatments, and in the case of women using 

South African fertility clinics, constant travelling. Nevertheless, if the treatment 

failed, they normally did not hesitate to repeat it as soon as possible. Private sector 

users were, in general, more empowered than others in their therapeutic navigations, 

but still did not necessarily achieve their reproductive goals. In fact, few of my 

informants succeeded in getting pregnant before the end of my fieldwork period. The 

ones who did experience a successful treatment, like Teresa, told me that all of the 

efforts had been worth it and that the reward of having a child cancelled out all of the 

hard work, financial investment and emotional erosion involved in pursuing assisted 

reproduction and reproductive travel. 

 

Conclusion 

In general, positive expectations of the accomplishment of a pregnancy worked as a 

motivation, along with other factors explored in this chapter, for the uptake of 

biomedical infertility treatment, but also as a distorter of what patients retained from 

doctors’ advice (when it was given). This was the case for one or both of two reasons: 

the fact that women wanted to get pregnant turned their therapeutic navigations into a 

prolonged effort, involving treatment repetitions if necessary, with the only objective 

of pursuing reproduction ‘as they wanted it’ according to their local or personal moral 

worlds (Kleinman 2006); and the fact that throughout these therapeutic pathways, 

patients acted more as patient-consumers than as passive vessels of biomedical 

expertise and interventions, namely by making active choices throughout their 

therapeutic navigations. These choices did not always correspond to the biomedical 

recommendations they were given and were sometimes guided more by their personal 

and/or socio-cultural ideas about kinship making and reproduction.  

Moreover, along the way, women’s pregnancy aspirations and possibilities to 

attain it had to be frequently reconfigured, and they were transformed more according 
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to the couples’ reproductive intentions and limits for assistance in reproduction than 

according to the best medical options possible in their case. If treatments were 

successful, or had the potential for a positive outcome, especially in the case of 

couples resorting to ARTs, pathways would be difficult but there would be a success-

based motivation for getting the aspired outcome in the expected timeframe. For other 

couples attending the public sector and/or those with prior unsuccessful assisted 

reproduction attempts, therapeutic itineraries were much more uncertain and their 

objectives were reconfigured according to the possible treatment options. 

According to Dr. Macamo, many times in the public hospital it was impossible 

to provide the most effective treatment for certain cases, namely those that would 

need IVF. As such, for lower class women using public infertility care, the chance of 

a successful treatment outcome was less likely than for middle class or cosmopolitan 

women resorting to ARTs in the private sector (though the chances of success for the 

latter were not high either). This resonates with ideas of reproductive stratification 

(Ginsburg and Rapp 1995) and of how access to ARTs was reserved for a small group 

of people. These ideas of private practice development in parallel with under-

resourced national health care systems, and the inequalities unveiled by its provision, 

resonate with Whittaker and Speier’s (2010) ideas about cross-border reproductive 

care and the interaction between what they call ‘corporate medicine’ and transnational 

elites, which restricts access to treatment for those who cannot afford to use the 

private sector and even less to travel for it.  

Mainly through its provision in the private sector in Maputo, national access 

possibilities to ART were broadened, covering cosmopolitan elites but also women 

coming from Maputo’s growing middle class (cf. Dilger et al. 2012; Hörbst 2015). 

Moreover, the level of education of these women seemed to contribute to improving 

their interactions with practitioners and their understanding of biomedical treatments 

in different ways. But frequently, especially for women using ARTs, hopes and 

expectations of parenthood overshadowed their communication with doctors and led 

to a certain disregard for what health professionals presented as their best medical 

options versus what their desire – or personal stakes – were (cf. Lupton 1997; 

Kleinman and Kleinman 1998). 

In the private clinic in Maputo, however ‘foreign’ biomedical discourse could 

be, the longer medical appointments and better quality interactions with the doctor 

enabled the couples in consultation to gain a better understanding of what their 
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treatment options were and thus gave them a better chance of success. For travelling 

patients, cosmopolitan or not, medical interaction in English was also a challenge that 

could result in miscommunication, as was the case of Joana and Mateus. In the public 

hospital, women faced the double challenge of Portuguese language consultations – a 

language that some of the women did not speak fluently – and of biomedical jargon, 

which few patients understood. Their therapeutic navigations were much more 

conditioned than those of middle class and cosmopolitan women using the private 

sector. These lower class women tried to overcome infertility through whatever 

means they could. While not fully understanding the medical recommendations and 

having fewer opportunities to chose where to go in their therapeutic navigations 

towards parenthood (or towards the release from blame), these women were less 

critical of the doctors’ advice and in general seemed more pragmatic in their attitude 

towards biomedical infertility care and its choices than some of the women using 

ARTs. Nevertheless, public sector users were not passive recipients of medical care, 

and travelled through different traditional and biomedical therapeutic options within 

their reach. Akin to Lupton’s (1997) idea of the patient-consumer, these patients 

actively chose what to incorporate into their treatment trajectories and what to reject, 

according to their own treatment experiences. 

The therapeutic itineraries for infertility treatment that I came across took 

place in a middle ground between tradition, modernity and technology, and their 

protagonists were active agents navigating for a cure. These navigations started in the 

national (and also international) fluid setting that is Maputo, with all of its ongoing 

connections with South Africa, where frictions (Tsing 2004) between different values 

and practices could be perceived, especially when looking at the daily lives of people 

circulating between the two settings. As introduced before, these interactional 

frictions were a manifestation of the socio-cultural differences between these 

transnational patients’ backgrounds and the various values, perceptions and practices 

that they came across in the process of reproductive travel. 

For my respondents, interaction with the biomedical universe was seldom 

smooth because of the treatment and their expectations of it, because of what was at 

stake in it, but also because of all of the psychological aspects it entailed – emotional 

erosion, failed treatments, repetition and weariness of being constantly medicalized.13 

This was especially the case for women, who embodied the largest part of the 

treatments – hormonal stimulation, ova extraction, embryo transfer, pregnancy loss, 
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etc. These interactions took place in a liminal ground between women’s illness 

experiences, located in sometimes transforming social backgrounds, and their 

interactions with biomedical care and technology. In other words, resembling the 

process of social navigation (Vigh 2009), my respondents’ therapeutic navigations 

represented a process of pragmatic manoeuvring in a constantly transforming 

environment. 

Thus the therapeutic landscapes that women from different backgrounds 

inhabited were very different. However, the way that each therapeutic landscape 

related to patients involved similar situations of miscommunication and feelings of 

uncertainty. Moreover, as Mariana’s case showed, in state-of-the-art corporate 

medicine, despite its abundance in terms of resources and staff, poor social skills in 

service provision and poor staff–patient interaction (i.e. poor service provider– 

consumer interaction) may still prevail. What in a public hospital was driven by the 

lack of resources, in private practice was, most likely, driven by profit.  

Resorting to more or less technological treatment and to more or less caring 

clinical sites, my respondents’ lay realities and their status as patients in the 

biomedical universe intersected in many dimensions of their daily lives. These 

intersections ranged from coping with infertility as an affliction to navigating towards 

its overcoming and passing through all of the aspects of medical care uptake that 

surrounded their clinical encounters (cf. Thomson 2005). The latter challenged some 

of their conceptions and hopes about reproduction and parenthood through more or 

less technical biomedical interventions.  

In each clinical site, and for women coming from lower class, middle class 

and cosmopolitan backgrounds, treatment processes went way beyond mere clinical 

encounters (Chapter 7). Processes of interaction and communication with 

practitioners and clinical sites were an important part of their therapeutic quests, 

composed of many non-biomedical aspects. These aspects, which included family and 

marital situation, social background and its possibilities and constraints, the 

management of infertility and support structures, will be presented in the following 

chapter.
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Chapter 7 

 

Navigating infertility care: Agency, socialities and change  
during treatments 

 

 

In this chapter, I explore different social aspects affecting Mozambican couples’ 

navigations through infertility care, which I introduce through case studies based on 

the accounts of some of my informants. These accounts include family and gender 

relationships, informal social networks of friends and peers, religion and emerging 

forms of biosociality. In continuation of the therapeutic itineraries and treatment 

experiences analysed in the previous chapters, I now approach hampered parenthood 

projects (Schütz 1972) and how the abovementioned social aspects affected 

women’s/couples’ navigations (Velho 2003; Vigh 2009) towards the goal of 

reproduction.  

Throughout the chapter, I show how my respondents’ therapeutic navigations 

revealed transversal issues of therapy management involving stigma, agency and 

secrecy regarding infertility, infertility treatment and the roles of social networks and 

support structures during therapeutic itineraries. As illustrated in the previous 

chapters, the stigmatization of infertile women – which took place especially among 

lower class women coming from more traditional backgrounds who were not 

economically independent – does not entail women’s submissiveness, passive 

victimization or lack of agency. On the contrary, while always influencing their 

perceptions of infertility, and sometimes their infertility treatment seeking processes, 

the relationship between my respondents’ therapeutic itineraries and their social 

background functioned more as a dialogue or negotiation. As seen in the previous 

chapter, the biomedical therapeutic landscapes (Gesler 1992) that they could move 

through were mainly economically constrained.  

In the following sections, I show how, despite navigating through a more or 

less limited field of possibilities,1 the women/couples in my study could manoeuvre 

their ways towards what seemed to be the their best treatment option at each moment 

in time. First, I discuss gender issues and marital dynamics, and how they are 
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challenged by and through infertility and the pursuit of infertility treatment. Secondly, 

I approach the emerging biosocialities stemming from my respondents’ processes of 

infertility treatment seeking and uptake. Finally, I discuss aspects of therapy 

management as well as disclosure management related to my respondents’ treatment 

processes and support seeking strategies among friends, family and in religious 

arenas. Overall, I discuss how, as a crisis situation, suffering from involuntary 

childlessness in wedlock triggers tensions and change, especially regarding the social 

aspects of infertility and relationships. These individual changes were very likely to 

act as specific “little lines of mutation” (Deleuze 1997:X) regarding the already 

constantly transforming broader social and cultural contexts that my respondents 

navigated through. Hence throughout the contextualized analysis of their therapeutic 

itineraries, where I employed Vigh’s (2009) concept of social navigation – a kind of 

strategic navigation, or agency, performed within a transforming environment – I 

sensed that my respondents’ trajectories could add something to Vigh’s postulates; 

namely that each individual’s navigation is likely to affect the transformation of the 

(shifting) context that shapes it. Therefore, while the navigation itself corresponds to a 

response to changing and unstable social contexts, this same navigation also 

contributes to this very social context’s continuous transformation.  

Although women were seemingly passive while interacting with healers, this 

was in fact not the case (see Chapter 6). Rather, they found ways to get or look for 

what they wanted – to socially navigate towards their objective – and without always 

doing so in conformity with their family or background values and ideas about 

reproduction, infertility and healing. Through small everyday life transformations, 

infertile women and couples inadvertently contributed to the transformations taking 

place in the broader context that they inhabited – the context of kinship ideas that I 

discuss in the next chapter (Chapter 8), the family context presented in Chapter 4, the 

infertility and healing context described in Chapter 5, and the contexts of gender, 

stigma, secrecy and support that are explored in this chapter. Their trajectories 

through these various contexts implied different kinds of interactions with different 

healing modalities, healing professionals and lay people. As I discuss in this chapter, 

by analysing my respondents’ therapeutic pathways, I can trace the emergent trends of 

biosociality (Rabinow 1996) that the women in my study took part in through shared 

somatic conditions, but also through a shared therapy (ARTs). As I show, these kinds 

of socialization – experienced among women resorting to different kinds of more or 
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less high-tech infertility treatments – do not represent biosociality trends engaged 

with formal ways of making biological citizenship per se (Rose and Novas 2005), but 

rather depict women’s informal connections as peers.  

The described therapeutic pathways departed from the fluid and transforming 

urban setting that is contemporary Maputo city (Chapter 3). Taking place inside the 

city as well as going beyond its borders, the presented trajectories depict the particular 

appropriations that various users make of biomedicine; they reveal the pragmatism 

and agency of infertile women while seeking and moving through different healing 

realms for infertility care, and how these women tactically adapt their possible options 

to their final aims. The given examples represent both the established yet also 

changing lifestyles of lower class, middle class and cosmopolitan women wherein 

their therapeutic itineraries are inscribed, revealing how gender and class inequalities 

are both reproduced and transformed.  

 

Agency in context: Gender and men throughout infertility care 

Throughout my female respondents’ therapeutic itineraries, it was clear how these 

women were always the main agents and the most resilient members of the couple in 

terms of the quest for infertility treatment and its uptake. This could be due to the 

local importance attributed to reproduction in family making, as well as to a general 

lack of male initiative in seeking infertility treatment (cf. Hörbst 2010; De Kok 2013; 

Parrot 2014; Mariano 2004, 2014). Agency was a transversal characteristic of all of 

my female respondents, from cosmopolitan to middle class to lower class women. 

According to my female respondents’ accounts, men’s reactions to an involuntarily 

childless situation in wedlock generally did not trigger any kind of treatment pursuit; 

on the contrary, they frequently exhibited apathy regarding the search for a (couple-

oriented) solution and, in some cases, stigmatized their partner. There were, however, 

examples where the husband was supportive of his wife’s or partner’s treatment 

pursuits. According to my female respondents, this was a behaviour that most of their 

husbands/partners only adopted progressively2; usually being reluctant to adhere to 

the treatment in the first stage, most men had to be convinced to participate, and 

others would simply refuse to do so. In this context, I nevertheless also came to 

encounter variations of caring husbands who fully supported the idea of treatment 

seeking and following. As Inhorn (2012) illustrates in her study among infertile 

couples in the Middle East, men do not always act as bullies or oppressors of women 
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in an infertile marriage. Indeed, in many cases, even in patriarchal societies where 

motherhood and parenthood are highly valued, husbands can be found to be 

supportive and active in seeking and taking up infertility treatment. 

The husbands’ behaviour throughout infertility diagnosis and treatment is 

important for the wife’s well-being. It has been mentioned elsewhere how a loving 

partner can make coping with and treating infertility less of a burden for women 

(Inhorn 2012; Gerrits 2016). Likewise, it has been shown how a partner’s negative or 

hostile attitude can make the whole process of suffering from couple infertility an 

even bigger burden carried only by one of its members (cf. Boerma and Mgalla 2001; 

van Balen and Bos 2009; Mariano 2014); in the case of my respondents, by the wife 

or female partner.  

Among the presented case studies, I explore the motivations for male 

behaviour that seemed to be not directly or fully determined by social class or family 

background. There were supportive husbands coming from lower class and less 

informed backgrounds, but also unsupportive husbands coming from middle class and 

cosmopolitan milieus, as well as vice versa. Before presenting the examples, however, 

it seems important to make a distinction between supporting a treatment and 

participating in it: I came across cases of men who fully participated in treatment and 

worked with their wives as a team during the whole therapeutic itinerary of infertility 

care (as far as I accompanied these pathways); of unsupportive husbands who 

completely refused to participate in any treatment; and of generally unsupportive 

husbands who physically cooperated in the treatment process as sperm providers. The 

following examples illustrate these various kinds of gender relations and marital 

dynamics, departing from my respondents’ accounts of their therapeutic navigations.  

 

“’Tamos juntos”?3: Supportive husband behaviour throughout infertility treatment 

During one of my visits to the public hospital to observe the infertility consultations, I 

encountered something rather unusual: there was a man among the crowd of women 

in the waiting hall. In this common space, I did not dare to ask the man directly what 

he was doing there, but a while after, during one of my interviews that day, I came to 

know that the man was Zacarias, the husband of one of my respondents, Luana. Luana 

was a housewife and Zacarias provided income for the household. Both had studied 

but not at university level. They had come together to the infertility consultation due 

to the absence of a child in their marriage, and at the time I met them they had just 
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started seeking biomedical help. As I accompanied Luana out of the consultation 

room and met Zacarias, I noticed that they were unusually open4 while speaking about 

infertility, its diagnosis, and the potential ways to solve it that they could access. 

Zacarias was fully supportive of his wife and of her biomedical treatment seeking, 

accompanying her to the consultations and scheduling further appointments.  

Zacarias and Luana were the only couple I ever encountered in the public 

hospital. This echoes the general situation of women attending public infertility care, 

whose husbands were unlikely to support them or cooperate in treatment. Most of the 

women I met were in fact going to the hospital against their husband’s will or even 

without his knowledge. Luana and Zacarias, by contrast, were travelling the infertility 

path together, and despite attributing great importance to parenthood, their 

childlessness was not causing marital instability (so far); on the contrary, they acted 

as a team in working towards the achievement of reproduction and thus parenthood.  

Unlike the common pattern among public sector users, among users of private 

sector services in both Maputo and South Africa, seeking treatment as a couple was 

more common. Usually both members of the couple knew about the infertility 

situation and had decided to look for biomedical help to overcome it. This was the 

case for Joana, a previous reproductive travel patient who was pursuing ARTs in 

Maputo at the time we met. Joana was 39 years old, she was childless, married and 

enjoyed stability in her relationship with her husband Mateus. They were a middle 

class, highly educated couple from Maputo. Joana and Mateus had been together for 

10 years and had been trying to have a child since their first year of marriage. As soon 

as she sensed that she should be getting pregnant but was not, however, Joana, who 

promptly told me that she was a well-informed and curious person, started to look for 

a doctor to help her confirm whether there was something wrong.  

While telling me this, she mentioned how women were always the first to look 

for medical help, as it was in her case. When I inquired about her marriage and how 

they dealt with infertility as a couple, however, Joana immediately answered: “Thanks 

to God we both know how to deal with this situation. I consider my family 

relationship stable. We assumed this problem as ours and never as of only one of us”. 

Mateus was extremely present and supportive and, though not happy with his 

diagnosis of azoospermia, he was – unlike many of my other informants’ husbands – 

willing to resort to the use of a sperm donor (though this never actually happened, the 

reasons for which are further explored in the following chapter).  
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Joana and Mateus’ situation of male infertility, where Mateus acknowledged 

and assumed responsibility for his condition, depicts a variation of other trends 

observed in other studies of Mozambican couples suffering from male factor 

infertility. Mariano (2004), in her study on coping with infertility among the 

Shangana of southern Mozambique, mentions how: 

 
(…) it could be suggested that when patrilineal society conceals a man’s 
infertility, it restores the equilibrium within the couple. (…) [In these cases] 
The wife is given the possibility to find another partner to impregnate her. 
This strategy reflects the social importance of childbirth, and is accepted as 
long as it respects [the] man’s dignity (Mariano 2004:267).  
 

A diversity of practices related to infertility take place in southern Mozambique, 

including in Maputo city, brought about by the coexistence of very different kinds of 

couple relationships, family formulations and ways of coping with infertility. Facing a 

situation of male factor infertility, and despite keeping their treatment seeking to 

themselves, Joana and Mateus did not identify with other practices taking place in 

southern Mozambique, such as the ones described above by Mariano. Taking both a 

biomedical perspective on their reproductive issues and having access to ARTs, they 

opted instead to turn to biomedicine and to pursue direct genetic relatedness (if 

possible) in their quest for a child, thus attributing equal importance to biology as to 

pregnancy and childbirth (Chapter 8). 

However supportive and cooperative Zacarias and Mateus were, their 

behaviour was common mainly among private sector (ART) patients, making 

Zacarias an exceptional case among public sector users, where non-cooperation in 

treatment represented the main trend. These men’s examples resonate with Inhorn’s 

(2012) accounts of gender relations in marriage in the Middle East regarding Arab 

men and women involved in ART treatments. According to Inhorn, and just as 

happened with some of my respondents, patriarchal ideologies, including 

patrilineality and polygamous marriages, are being replaced by long-term 

monogamous relationships that do not end due to infertility, and where both members 

of the couple intensively fight for a child together. This implies that couples’ 

therapeutic navigations towards overcoming infertility are connected in many ways to 

overall changes in society regarding kinship, gender issues and marital lives. Echoing 

Inhorn’s descriptions, the actions of some of the participants in this study unveiled 

how broader social transformations occurring in social ideologies manifested in 
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people’s everyday lives. Their actions also revealed how transformations in social 

ideologies are both feeding and are fed by everyday life changes behaving as “little 

lines of [social] mutation (Deleuze 1997:X-XI). 

Despite such ongoing transformations, among my respondents there were also 

cases of uncooperative husbands where unequal gender relations were being 

reproduced. This non-cooperative behaviour went beyond the couples attending the 

public hospital, as mentioned above, to encompass cosmopolitan and middle class 

couples using Maputo’s private sector as well as those engaging in reproductive travel 

to South African fertility clinics (see Chapter 3).  

 

“He says he has no problems”: Stigmatizing and uncooperative husband behaviour 

throughout infertility treatment 

The case of Malaia who was attending the public hospital is a good example of 

uncooperative male behaviour. In spite of the fact that she already had two children 

with her current husband Américo, Malaia’s marriage was in an unstable situation due 

to the lack of further offspring. Américo’s behaviour corroborated the aforementioned 

trend of male uncooperativeness among infertility treatment seekers in the public 

sector. Among couples coming from more traditional backgrounds, and frequently 

those from more impoverished ones, suffering from secondary infertility while 

already being the parent of biological children was a situation that did not imply such 

harsh psychosocial consequences as not having a child at all,5 though it still caused 

marital instability. Such was the situation of Malaia. Although her husband knew 

about her treatment seeking, she was keeping it a secret from her in-laws in order to 

avoid further insecurity and instability. As the following quote from our conversation 

shows, Américo – as Malaia saw it – completely disregarded her efforts and focused 

only on his desire for offspring and the demonstration of his fertility, in or out of 

wedlock: “He says he has no problems, because he had a child with another woman 

and he is sure it is his child. He says it is his child with all certainty. (…) He has many 

girlfriends outside, I don’t [have other partners]. This child was born very recently 

also”. As mentioned elsewhere (e.g. Gerrits 1997; Orji et al. 2002; Mariano 2004, 

2014; van Balen and Bos 2009; De Kok 2013), and as occurred among my 

informants, in some cases couple infertility seemingly stimulated, or legitimized, 

husbands engagement in extramarital sexual activity and to use the alleged offspring 

from these relationships to show off their fertility.  
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Representing a key trend in male behaviour among public sector users, 

Malaia’s story also illustrates how women’s agency and aim(s) in biomedical 

treatment seeking could be inspired by desires beyond reproduction. As with most of 

the women in the public hospital, Malaia had marital troubles due to the lack of 

conception and was struggling with her husband’s refusal to follow any kind of 

infertility healing. Facing constant humiliation by her partner, she turned the 

biomedical diagnosis – which despite not including Américo had at least shown that 

everything was in order with her reproductive tract – into an empowering tool 

regarding her position in the relationship. In fact, she used it as a response to 

Américo’s hostile behaviour towards their reproductive disruption:  

 
In the beginning, I used to get mad [at the jokes and humiliation from 
Américo], but today I am actually happy because I know I don’t have any 
problem, and I used to be bothered [by him] all the time. At first I thought yes 
[it was my fault], but now they told me it isn’t. I am cool (…) [laughs] I will 
rub it in his face!  

 

Malaia’s use of her diagnosis to challenge her husband’s hostility 

demonstrates two aspects of coping with and treating infertility. First, it shows how 

some women used what was within their reach throughout their social navigations to 

challenge structures of social reproduction and gender inequalities. Secondly, it shows 

how biomedicine and its results, despite being considered hegemonic in many ways 

(cf. Csordas 1988; Bear et al. 2003), were appropriated and manipulated in specific 

ways according to women’s possibilities and intentions (cf. Simpson 2012; Hardon 

and Moyer 2014). In Malaia’s specific case, she used her diagnosis as a tool to 

confront her husband’s hostility. Malaia’s example echoes Mariano’s (2014) ideas on 

women’s patience (paciência) while coping with and looking for a solution for 

infertility. However, despite her patience, Malaia was not submissive or passive; 

instead, she was doing whatever was within her reach to turn her situation around. 

Although her husband and in-laws demanded she have another child, her 

correspondent therapeutic navigations allowed for a rupture from these gendered 

demands pressed upon her.  
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“I don’t know why you are doing this, it’s not going to work”: Unsupportive husband 

behaviour throughout infertility treatment 

However scarce, there were some cases of couples where although the husbands 

participated in treatment and consultations, they did not truly support the option of 

resorting to reproductive travel in order to conceive. This was the situation that 

Mariana faced. As mentioned in Chapters 4 and 5, Mariana had had a troubled 

reproductive history, with several abortions and miscarriages and one ectopic 

pregnancy.6 Her reproductive system was therefore fragile, and it was hard for her to 

sustain a pregnancy. By the time of our first encounter, she was undergoing a divorce 

from her husband Francisco, with whom she had been married for about seven years. 

As soon as they had met, she knew she wanted children with him. But due to her past 

reproductive disruptions it was very difficult for her to conceive without medical help. 

Francisco thought it was a waste of money for Mariana to invest all her savings in 

medical treatment, and he refused to give her any support, only complying with the 

consultations and sperm provision. As Mariana told me: 

 
He was ok, because the money was not coming from his pocket. He always 
said, ‘I have to do my part, to go there and give the sperm’. But I knew, every 
moment, he did not believe in it [the treatment]. (…) I didn’t feel any support 
coming from him. (…) He used to go with me to the medical appointments but 
it was like ‘Let’s go!’ And many times we got out of the doctor’s office and he 
told me, ‘I don’t know why YOU are doing this. It is not going to work’. 

 

As illustrated in the above quote, although involuntary childlessness did not 

directly trigger marital instability between Francisco and Mariana, the pursuit of 

biomedical treatment did. Francisco opposed the resort to ARTs in the private sector 

in South Africa, both because he thought it was a waste of money but also because he 

thought it would not work. According to Mariana, he never engaged himself in the 

treatment process; he saw his participation solely as a provider of gametes, and 

despite punctually accompanying her to consultations, he was completely detached 

from the whole process of the ART cycles.  

In the other seven cases of women/couples who were engaging in reproductive 

travel, the husbands supported their wives throughout the entire process. From 

treatment seeking and decision making about which clinic to go to, up to gamete 

provision and the sharing of therapeutic itineraries, my female respondents normally 
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used the term ‘we’ instead of ‘I’ to describe all of their journeys and treatment steps 

towards parenthood.  

Among the women that I encountered in the public hospital, the social or 

family consequences of not having (more) children were primarily placed on them, 

independent of the biological source of infertility within the couple. Despite having 

hostile or uncooperative husbands, these women challenged their social and family 

contexts (to a certain extent) and were not likely to be submissive (cf. Mariano 2014). 

The mere fact of pursuing medical treatment alone shows resilience and agency. This 

agency implied a constant negotiation process between the attempt to fulfil their 

aim(s) – to have a child or to rid themselves of the blame for its absence – and the 

desire to keep their actions secret, avoiding the involvement of the husband and/or 

other third parties (e.g. in-laws) in their quest (cf. Janzen 1987; Bochow 2015).  

For women attending the private sector, although there were exceptions, their 

living contexts allowed for better treatment possibilities and marital relationships. In 

other words, they tended to live in nuclear family units with only their husbands, who 

were generally not hostile towards them regarding the absence of children in the 

marriage. Generally, both for cosmopolitan and middle class women attending the 

private clinics in Maputo and South Africa, blame and external (social or family) 

consequences for being childless were not strongly felt. Although there were some 

cases of neglectful husbands, among private sector users there was a trend for more 

intense cooperation between the members of a couple. This couple togetherness made 

the therapeutic itineraries less worrisome. Among the couples engaging in 

reproductive travel, mutual support was not an issue that brought further worries to 

their therapeutic itineraries and marital relations. Even in exceptional cases, where a 

husband manifested deep disagreement over his wife’s therapeutic choices – as in the 

case of Mariana and Francisco, where there was a clear clash of perceptions about 

ARTs – he still participated in the treatment process.  

Among the accounts of the various women in infertility treatment that I 

encountered, I could identify different trends in terms of the reproduction of or 

rupture with patriarchal gender conceptions and attitudes towards infertility. On the 

one side, many of my informants were suffering from situations of stigmatization and 

marital instability due to their involuntary childlessness. On the other side, some 

women such as Malaia used whatever was within their reach to overcome the 

unrealistic gendered demands for pregnancy placed upon them, thus challenging 
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certain local gender conceptions of women’s submissiveness (cf. Kolawole 2004; 

Mariano 2014). Moreover, most middle class and cosmopolitan women did not face 

any marital problems due to the absence of a child in their current relationship. If on 

the one side it was true that women coming from a more traditional background 

(though not necessarily lower class women) tended to suffer the social consequences 

of not getting pregnant more intensively, on the other side, a woman’s social class, 

level of education and specific social networks tended to influence her ideas about 

womanhood, reproduction and family.  

As Kolawole (2004) suggests, through a critical approach to African gender 

theory and its reconceptualization, there are different gender conceptualizations 

throughout the continent. In fact, as elsewhere, there are different gender 

conceptualizations at the national, regional and even city level, influenced by 

historical events, colonization, independence and various emic socio-cultural values. 

As the case studies of my respondents show, gender categories and agency cannot be 

crystallized into static abstractions; in fact, they are mutable social ideas (Aboim 

2008), deeply connected to practice and social navigation (Vigh 2009) and therefore 

always in motion.  

There were differences in womanhood and gender discourses and related 

practices between lower class, cosmopolitan and middle class women participating in 

the study. However, they were not static and the idea of victimized poor woman did 

not represent a pattern. Apart from their marriage and family relations, women did not 

travel through infertility care alone; with or without marital instability, they found 

different kinds of support structures independent of their husbands, in-laws and birth 

families. Once in treatment, women activated different kinds of social and family 

support networks that went beyond their marital relationships. Therefore it can be said 

that women’s therapeutic itineraries through infertility care were pathways of 

affliction, but also of meeting and sharing.  

 

Emerging biosocialities: Affliction, therapy and social networking 

The organization of Maputo’s public and private sector infertility days, and the 

context of the South African clinics’ waiting rooms, all of which bring people with 

the same problem together into the same space, transform such spaces into 

communication pockets for Mozambican women in treatment. In other words, the 

waiting rooms were places where these women shared their worries and feelings 
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about suffering from reproductive disruption and going through treatment. In Maputo, 

women chatted in the waiting rooms of the private clinic in the city’s downtown area, 

in the waiting hall of the public hospital, as well as in ‘neutral’ sites such as on public 

transportation to or from the hospital. Furthermore, the Mozambican women (or 

couples) undertaking reproductive travel to South Africa could easily recognize each 

other in the clinics and on public transport (e.g. on the bus to and from Maputo) and 

thus began to network.  

The following examples illustrate emerging forms of biosociality triggered by 

shared somatic states, biomedical treatments and spaces. In these relationships, rather 

than practising any kind of biological citizenship (Rabinow and Rose 2003; Rose and 

Novas 2005), it was possible to perceive informal ties being developed during 

treatments. In a way, this was closer to what Brekke and Sirnes described as “New 

collectives, joined together by shared biomedical traits, [that] now appear in the 

intersections between science, the economy, and civil society” (2011:349). These 

illness and healing-related socializations took place in different settings and 

connected women in the clinic or travelling sites along their therapeutic itineraries. 

Women attending the public hospital interacted with other women seeking treatment 

there, as well as on specific transport means used to reach it (the chapa). Likewise, 

women attending the private clinics in Maputo or in South Africa met and formed 

connections in the clinics’ waiting rooms. In the case of travelling patients, women 

also met on the bus to or from the South African cities where the fertility clinics they 

used were located.  

For Candida, a public sector infertility patient, whose story has been 

previously explored (in Chapters 5 and 6), interaction with women in the same 

situation was frequent and the subjects of their conversations went beyond 

childlessness: “We talk, about our problems (…) they are not always the same, there 

are different problems, but we talk about everything, our body, how we feel, what we 

feel (…)”. Like other women in the public hospital, she shared her experiences and 

feelings, thus creating forms of biosocial support relations, through which women 

gave hope and motivation to each other, or using my informants’ expression, they 

“gave each other strength (dar uma força)”. It was common for women who were 

having difficulties with conception to know others in the same situation. In fact, even 

while talking to people outside of my group of respondents, they also frequently 

mentioned knowing someone who had fertility problems. Among private sector users, 
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especially transnational patients, peer support was as common as for public sector 

users. Women created solidarity ties during the pursuit of infertility treatments with 

friends, but also with other women whom they met throughout their therapeutic 

itineraries. 

Teresa, a 36-year-old woman who had attended a fertility clinic in 

Johannesburg together with her husband, experienced the formation of such biosocial 

relations based on shared (temporary) therapeutic conjunctures. At a certain point, 

these ties were so important for her, and for her clinic-based peer group, that she 

thought about engaging in further informal meetings with the group outside of the 

clinic setting, for example meeting for tea, social activities and chatting. But however 

important these collectives were for her treatment, a change in her situation triggered 

a process of separation from her peers – she got pregnant.  

 
I got pregnant and one or two of the women in the group also. We never really 
lost contact, but it became a situation of the ones who got pregnant and the 
ones who didn’t, and the ones who didn’t drifted away a little bit. Even my 
situation of getting pregnant on the first attempt and having twins, when all 
the other women were already doing several cycles (…) it is not easy. 

 

Teresa was fully aware of how difficult it must have been for the women with 

unsuccessful treatments to face their peers’ success, so she also let go of the idea of 

organizing the further networking encounters that she had been so keen on. As she 

explained, “You feel it, that distancing [of other women in treatment] in the first 

moment: ‘Oh (…) she got it (…)’. It’s not envy, it’s more of ‘Oh my, I tried so much 

(…) [and Teresa succeeded in the first attempt]’”. Although she did not resent the 

distancing of members of the group from her, as she understood their feelings, the fact 

that she became pregnant immediately changed her status of ‘belonging’, i.e. of being 

a woman in an infertile marriage or relationship undergoing infertility treatment.  

For other women such as Mariana, peer networks also tended to loosen when 

someone got pregnant or, finally, when Mariana herself stopped trying ARTs. As with 

Teresa, Mariana also networked with Mozambican patients in and beyond the 

Johannesburg fertility clinic that she was attending:  

 
Then you go to the clinic and you find all these women there, some even more 
scared than you are. I remember I met a girl who was really panicking. 
Without knowing anything (…) I looked at her and said ‘Be calm (…)’. You 
know (…) then we ended up exchanging contacts. (…) Then, if it is not at the 
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clinic, in the bus [between Maputo and Nelspruit/Johannesburg], because they 
give you a little bag from the clinic and when you see a woman with it you say 
‘Ah, you were at the clinic right?’ So you come home together, travelling all 
night, you share the injection time (…) there is [a] certain complicity. People 
who go through it group up, yes. 

 

Mariana’s networking went beyond the clinic. Through her words it is 

possible to understand how not only shared waiting rooms, but also symbols and signs 

of the clinic, could work as a way of bringing women together. Even the journeys 

back home were circumstances where these women could meet, share their 

experiences and even steps of their treatment process such as the hormonal 

stimulation injections. Travelling patients who could not, financially or in terms of 

their working schedule, afford to stay overnight in the consultation cities7 spent long 

hours8 on the bus home whenever they had a medical appointment in South Africa.9 

For my respondents, mobility was an accepted part of their therapeutic itineraries and 

it did not pause the treatment schedules that they followed so strictly, as illustrated by 

Mariana and her fellow traveller taking their injections together while travelling on 

the bus. So in both clinical and mobile sites, women chatted and bonded due to their 

shared affliction and treatment.  

As illustrated by the above examples, personal expectations, emotions, 

complaints and even the experience of embodying infertility treatment and ARTs 

were at the core of women’s conversations. These kinds of interactions provided them 

with the possibility to share their feelings and create a sense of belonging. They 

tended to happen out of sight of the women’s in-law families or husbands and, 

especially for public sector users, in circumstances where a certain anonymity was 

guaranteed.10 This guarantee stemmed mainly from the complicity between women in 

the same situation. Through communicating with peers, but also through religion, 

family and friends, women sought balance during a disruptive period in their 

reproductive and sometimes marital lives. All of these interactions were part of the 

process of therapy management11 (Janzen 1987) that my informants performed in 

order to ease their frequently non-linear therapeutic pathways, while negotiating their 

navigations through the various steps of infertility treatment. 

Biosocial relations emerged in (and beyond) the waiting rooms of the clinical 

sites that Mozambican women attended for infertility care. Although intimately 

connected to genetic expertise, neoliberalism and biomedicine’s increasing power to 
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act upon bodies through highly developed technology, all of which constitute the 

broader context of their appearance (cf. Pálsson 2009), these biosocialities were rather 

informal and social. They did not take place at the level of formal patient groups 

engaged in political or lobbying activities that other studies have approached (cf. Rose 

and Novas 2005; Gibbon and Novas 2008), nor were they related to the 

commodification of human bodies (cf. Cohen 2005; Whitakker and Speier 2010) due 

to the development of genetic knowledge. Rather, the relationships that I observed 

between women in treatment were less about the practice of a specific form of 

biocitizenship (Rose and Novas 2005) than about informally socializing and talking 

about shared therapeutic experiences. In other words, these temporary relationships 

were triggered by a temporary (somatic and therapeutic) shared identity (cf. Rabinow 

1996; Rabinow and Rose 2003; Gibbon and Novas 2008). By talking about desires 

and emotions, but also about their similar medical interventions, these women 

supported each other; if not outside,12 at least inside clinical settings. 

 

Disclosure management: Sharing and support beyond the clinic 

	
“Friends are friends and family is family”: Family and friends’ support 

Among the participants in my study, cosmopolitan and middle class women could 

seek support from family and friends and face a lesser degree of risk concerning 

marital instability. This was the case because these women often came from less 

demanding and stigmatizing marital relationships, but also because they had other life 

achievements besides motherhood to concentrate and fall back on. Among lower class 

women, issues of close network support involved a higher degree of disclosure 

management. For the latter, this process was crucial while looking for information 

and support before and during different kinds of (traditional or biomedical) infertility 

treatments (see Chapter 5). Strategic disclosure was thus part of their broader efforts 

towards therapy management that involved transnational therapy management groups 

composed of different people, including friends and family living in Mozambique and 

South Africa. Among my respondents, these negotiations were perceivable in 

different treatment instances, including medical interactions (Chapter 6) and treatment 

choices, but also regarding disclosure and support. As mentioned, in this socialized 

dimension of their therapeutic itineraries, my respondents were engaged in a constant 

process of negotiation about what to tell to whom, and for what reason or purpose. 
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They navigated their ways through reproductive disruption and treatment seeking by, 

among other factors, calculating the opportunities and risks disclosure could entail (cf. 

Hardon and Posel 2012:9). Information was thus carefully managed according to the 

risk it entailed concerning women’s backgrounds (e.g. marital disruption, 

relationships with the in-laws, obtaining support and information, and gossip) and to 

the profit disclosure could bring (e.g. advice about where or how to seek treatment, 

support in treatment seeking and uptake and emotional and financial help).  

The cases presented below illustrate different situations where my respondents 

applied different forms of disclosure management appropriate to their familial and 

social backgrounds and to their relationship with infertility and reproduction. Malaia, 

for instance, was supported by her family and also by a friend:  

 
My family knows I come to the consultation in the public hospital, his [the 
husband’s] family doesn’t, also because we live just the two of us [without the 
extended family]. I spoke to my mother and sister and they said ‘Go ahead!’ I 
also talk to a friend that comes with me to the hospital.  
 

For all women attending the public and private sector, birth families were likely to 

support and advise them throughout both traditional and biomedical infertility 

treatment. However, the degree of intimacy shared with families could be different 

from the sharing between peers or friends who were considered trusted supporters. I 

came across different perceptions about friends: as fully trustworthy, sometimes more 

than family; or simply as networks that women could use to obtain information but in 

whom they would not confide. This was the case independent of women’s class, 

education and treatment site (public or private). The management of whom they 

talked to and about which issues was done according to the trust relations that they 

had with different people and to the kind of support they sought. This trust was 

defined by the kind of relationship that women had with other people. Issues of 

disclosure management were very important and my respondents only disclosed their 

affliction and treatment seeking to people whom they were sure would not make it 

public. Aside from maintaining secrecy, another factor that influenced trust relations 

was shared experience. In this sense, women frequently disclosed their affliction to 

other women in their social networks whom they knew had experienced involuntary 

childlessness as well.  
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If women felt at risk due to an unstable marital situation, they would be 

careful when it came to disclosure; this included their husbands, but also particularly 

their in-laws. The latter were seldom informed about a woman’s/couple’s 

reproductive problems and the pursuit of treatment, as most of the social hardships 

faced by infertile women were often triggered by the in-laws. In-law gossip, family 

intrigue and pressure placed on the husband (their son) were frequent and tended to 

contribute to the stigmatization of the woman among the in-laws, family and other 

social relations.  

Among national and South African private sector patients, secrecy was a 

worry, but for different reasons. As happened with public sector users, in-laws were 

frequently not informed about treatment seeking; but contrasting with the latter’s 

situation, private sector users tended to worry about secrecy not because of personal 

risk but in order to avoid generating high expectations among their family for a 

pregnancy that they were not sure would even happen (cf. Gerrits 2016). Although 

issues of stigmatization and hostile attitudes towards the woman or couple in 

treatment mainly affected lower class couples, and only a few of the middle class or 

cosmopolitan women using Mozambican and South African private infertility care, 

for the latter, gossip was also a worry – though for reasons of personal distress rather 

than out of fear of stigmatization and/or marital tension.  

However much lighter the worries of private sector users were when it came to 

secrecy, they still existed, and these women would not disclose to random people, 

even when looking for treatment. Moreover, it was common for members of a couple 

to have different visions about what to tell and to whom. This could be due to the 

simple desire for secrecy or due to the cause of infertility.13 Such was the case with 

Teresa and Mohamed, who had attended a fertility clinic in Johannesburg.  

 
My husband had more interest in making it a secret [ART use], but me (…) 
well I wouldn’t go around asking A and B random people, but I talked to 
people who had the same problem. The extended family only got to know 
about it after we completed the treatment. The family would be very anxious, 
and constantly talking about it with me, and asking questions, and that was not 
good for me either. So I preferred to go, take the chance and if the treatment 
failed just go back to normal. If it worked, then I had something to share with 
them. I have never hidden it from people with the same problem. (…) Some 
friends, some other women that went to the same places [clinics] I did (…) we 
shared our experiences. 
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For more or less mobile upper-middle class women like Teresa, family 

support was common, and in some cases it even included financial support. Thus 

Teresa disclosed her ART treatment seeking to some friends and to a few members of 

her family, especially those who were financially involved in the treatment or who 

provided – or to whom she could provide – support, which included her parents, her 

cousin and her brother, the latter of whom was going through a similar situation and, 

in her opinion, could use her advice and experience (see Chapter 5). Among the 

couples in my study engaging in reproductive travel, there was reciprocity in terms of 

talking about the treatments, where disclosure was aimed at receiving, but also 

providing, support and experience-based advice. Without fearing strong social or 

marital risk, women spoke more openly about infertility and its treatment while 

advising friends who were starting or looking for ART treatment. 

The above examples show how disclosure to family is more carefully 

managed than disclosure to people going through similar reproductive problems. 

Depending on women’s specific life constellations, they managed disclosure 

according to risk taking but also to the sharing of support. Furthermore, while living 

in nuclear family units, there was a greater possibility for maintaining secrecy about 

infertility and infertility treatment. The support of family and friends was thus added 

to the temporary peer relationships that provided women with a feeling of complicity 

in their shared burden, all of which helped them through infertility care, including the 

assisted reproduction cycles at home and abroad. Besides peers, family and friends, 

religion also played a relevant role in some of my respondents’ therapeutic itineraries.  

 

Sharing spaces, support givers … and healers?: The role of church and religion in 

therapeutic navigations 

Since the Portuguese colonial period, and echoing what happened in other European 

colonial provinces in Africa (and elsewhere), Christian missions proliferated in 

Maputo14. Mainly Catholic to begin with, and later on also Protestant, Christian 

missions in Mozambique increasingly diversified. The context of post-colonial 

modernization ideals, ongoing globalization and the entrance of Mozambique into the 

neoliberal economy brought with it different kinds of Evangelical and Pentecostal 

churches, also called African Independent Churches (cf. Pfeiffer 2002; van de Kamp 

2011). As elsewhere, biomedicine appeared in Mozambique as part of the Portuguese 

colonial regime and religious missions. Distancing themselves in a certain way from 
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the Catholic church, Pentecostal churches are likewise sympathetic towards 

biomedicine. However, they claim for themselves, and for the Holy Spirit,15 further 

healing powers. Related to local disease aetiologies, ancestry and traditional healing 

practices, these churches work through words, prayer, anointments or ‘waters’, among 

others, towards the enhancement of medical and medicinal efficacy through the power 

of the Holy Spirit (Cavallo 2013; Krause 2014). 

Church attendance was common among my informants, with the exception of 

travelling patients, of which only one was religious. For my respondents, religion was 

frequently used as a safety valve for the emotional management of the psychosocial 

hazards triggered by reproductive disruption, for the management of feelings of 

uncertainty and suffering during therapeutic pathways (cf. Pfeiffer 2002; Cavallo 

2013; Faria and Cavallo 2013), and also for enhancing biomedical treatment efficacy 

(cf. Krause 2014). The following cases illustrate the ways in which religion fulfilled 

these functions in practice.  

I met Alice in the private infertility clinic in Maputo. She was 34 years old and 

already had two daughters with her husband. The reasons underlying her visit to the 

doctor were abdominal pain and the pursuit of another child, hopefully a boy. For 

Alice, religion was a source of support, but also, resonating with Krause’s (2014) 

research about Pentecostalism and biomedical pharmaceuticals, a likely enhancer of 

her chances of success in biomedical infertility treatment. Alice attended the 

Universal Church of the Kingdom of God (IURDE),16 an international evangelical 

Pentecostal church with its roots in Brazil. She explained to me briefly the church’s 

practices regarding her medical treatment:  

 
The bishop has been guiding me, only my husband is not attending. He [the 
bishop] gives you church guidance and then they also give some water for you 
to take, with timings and taking days. (…) When I first came to this clinic, the 
doctor told me I had a fibroid, and that I should do Danazol [hormonal-based 
medication frequently used in fibroid or cist correction], which I am repeating 
now. So when I went to the church I explained to the pastor what I had and the 
medication also. He told me, ‘You shall take this water’ and he consecrated it 
and anointed it with the oils. I went home and took it for three days. And then 
when I came back to the consultation the doctor said the fibroid was smaller. I 
went back to the pastor to tell him the news and then I just stayed with faith 
(fiquei na fé)! It is a miraculous church! 

 

Alice’s account demonstrates how religion can be perceived not only in terms 

of spiritual guidance and support but also as something that can affect treatment 
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results (cf. Pfeiffer 2002; Cavallo 2013; Krause 2014). My religious informants 

frequently attributed doctors’ actions and treatment results to the ‘hand of God’, i.e. to 

the influence of the Holy Spirit (as perceived by Pentecostal churches) upon 

biomedicine, medication efficacy and practitioners’ capacities (cf. Cavallo 2013; 

Faria and Cavallo 2013; Krause 2014).  

Other patients’ accounts shed light on perspectives about affliction, healing 

and causality. Andreia, a woman attending the public hospital, spoke about the role of 

the church in her therapeutic itinerary. Her description sheds light on the cause-

determining role of religion. When I met Andreia at the public hospital, she was 35 

years old and was living with her second husband. She had been pregnant only once – 

a two month long pregnancy followed by a miscarriage – with her previous partner, 

from whom she had separated because of infertility. While talking about her church 

attendance, she mentioned how it had helped her throughout her biomedical 

treatment. Attending the New Apostolic Church, part of the reformed Christian 

independent churches in Mozambique, 17  Andreia described how her attendance 

related to biomedicine and her treatment in particular:  

 
I go to the New Apostolic Church (…) Ah, I talk and they help with prayers 
asking for everything to be solved. Because doctors there [in the hospital], 
what they do is thanks to God. Each one has a gift, when a child studies it is 
also what God projected (…) that it would be that way. With saving people as 
well, it is all the strength of God.  

 

For Andreia, all was in God’s hands, and faith and prayers supported and assured her 

throughout her infertility consultations, diagnosis and treatments. Like her and Alice, 

other women found in faith a way to improve healing in their own bodies, manage 

therapeutic uncertainty (cf. Cavallo 2013; Mariano 2014), and strengthen their 

motivation to continue treatment as a means to fulfil their aspirations.  

Among the group of women using ARTs in South Africa, only Teresa resorted 

to religion as a means of support and of improving her physical and mental well-being 

throughout her infertility experiences and her and Mohamed’s therapeutic itinerary. 

Raised Catholic, Teresa had converted to Islam when she had married Mohamed. 

Although he was liberal when it concerned religious practice, they had followed 

Muslim practices for a while, especially during a period in their lives when for work 

reasons they were based outside of Maputo in Inhambane province and had other 

followers of the Islamic faith in their closest local network. Back in Maputo, while 
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dealing with infertility and the emotional unbalance that it triggered, Teresa felt a 

need for well-being and spiritual guidance that Islam was not giving her. She 

therefore pragmatically decided to opt for another kind of religious practice, the 

Messianic Church (cf. Kirsh 2004), one that she was still involved with when we met. 

As Teresa explained: 

 
When I returned to Maputo [from Inhambane], I ended up not practising Islam 
that much, because they [husband and in-laws] were not doing it either. I 
joined a religion close to the spirit (…) the Messianic Church. (…) God is the 
centre, but your wellness also. They work through Jhore, that is a kind of 
prayer that is more a kind of meditation. This helped me a lot with my 
emotional discharge and also to feel lighter, to flow. 

 

The Messianic Church that Teresa joined had a focus on physical and spiritual 

well-being as well as healing (Raffo 2010). After having resorted to several traditional 

and biomedical infertility treatments, and right before using ARTs, Teresa claimed 

that she was in an unstable emotional phase and needed something to soothe her. For 

her, this specific religious practice (as its doctrine conveys) served as a means to clean 

her body and mind to the point that she felt she was in the best possible state to 

undergo an assisted reproduction cycle. Similar to Alice’s case, Teresa’s example 

shows how religion can be used as a source of support during affliction and treatment, 

but also as a healing instance in itself or an enhancer of biomedical treatment efficacy.  

Although not all of my respondents were religious, for the ones who were, 

different Christian faith churches played a supportive role in particular ways. Catholic 

churches worked mainly through prayer, and Pentecostal and Messianic churches also 

through specific healing practices. For religious women, the success or failure of 

treatments was likely determined by God’s guidance of medical practitioners, and on 

His healing effect on their reproductive capacities (cf. Kirsch 2004). Although not all 

of my informants shared the same perceptions, according to local traditional disease 

aetiology, afflictions are perceived as both physical and social (involving spiritual and 

living worlds and social distress). Healing churches, especially Pentecostal ones, 

share with traditional medicine the idioms of vulnerability and social distress 

(Mariano 2014) and the aid offered to people in their active quests to re-establish 

balance in their lives (Cavallo 2013; van Dijk 2007). Faith-based networking through 

confession, sharing with pastors and priests, and talking to followers who had 

experienced similar reproductive problems was also a frequently mentioned important 
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component of the role of religion throughout women’s therapeutic itineraries. All of 

these interactions took place in social realms that the husbands normally did not 

attend – although this is not always the case in Maputo, among my informants the 

women usually attended church alone.  

 

Conclusion 

Throughout their contextually shaped therapeutic navigations, my respondents 

obtained support from different sources, including peers, friends, family and religion. 

The distress caused by biomedical infertility treatment, including ARTs when this 

was the case, intensified the need to share the burden of their reproductive disabilities 

and (not guaranteed) healing options. Therapy management, including all of the 

logistics and timings of therapy and consultations (see Chapter 4), plus more or less 

troubled family and marital relationships, were likely to be factors triggering the need 

for some kind of external soothing mechanism. The practical and technical aspects of 

infertility treatment (see Chapters 5 and 6) can be tiresome and affect couples 

profoundly; especially women, who embody the more invasive procedures (e.g. 

laparoscopy, hormonal therapy, ova retrieval and embryo transfer, among others). 

Adding to the biomedical aspects of infertility treatment as explored in the previous 

chapter, all of the emotions and practicalities surrounding it also contributed to the 

degree of stress that my informants felt throughout their therapeutic navigations. 

Living in an involuntarily childless marriage triggered my informants’ quest 

for external help. Although biomedical infertility treatment was not always their first 

option, at a certain point of their therapeutic navigations it came to be their chosen 

method in the attempt to become pregnant. All of these therapeutic pathways were 

determined by their social and economic capital, and, according to the doctors, so 

were their likely chances of success. For lower class women coming from traditional 

backgrounds, frequently economically dependent on their husbands, marital 

instability due to infertility and the uncooperative behaviour of their husbands in 

biomedical treatment were frequent. For middle class or cosmopolitan women, 

economic independence was a crucial factor determining their agency in choosing and 

pursuing treatment. Although most of these women’s husbands were supportive in 

many aspects, including financially, in cases where this was not the case, like 

Mariana’s, the treatment was exclusively funded by the woman. In these women’s 



	

	 181	

stories of agency and resilience, challenges to apparently established gender roles can 

be perceived. 

According to women’s different, more or less vulnerable, biographies and to 

the social relevance of gossip in causing social and family distress, treatment seeking 

and uptake implied the careful management of disclosure. Among patients attending 

the public hospital, this was the case mainly to avoid further family instability; among 

patients attending private practice, this was to avoid family interference and 

unrealistic expectations. In other words, lower class women attending the public 

hospital were themselves at risk, while middle class and cosmopolitan women were 

not since they had other achievements to fall back on in case they could not overcome 

infertility. Therefore the latter’s non-disclosure aimed to protect their privacy and 

their family, while the former’s non-disclosure aimed to protect themselves from 

potentially hostile reactions from their communities, in-laws and husbands.  

The different sources of support were crucial for women during their 

therapeutic navigations, especially taking into account all of the practical aspects 

involved in biomedical infertility treatment and its discontinuous or difficult access. 

Aside from shedding light on the flexibility of gender roles (cf. Aboim 2008), on the 

inequalities in access to biomedical infertility treatment, namely ARTs, and on issues 

of secrecy, affliction and treatment disclosure management, my respondents’ 

therapeutic navigations also depict the emergence of new biosocial relations. While in 

treatment, women assembled in clinical sites and shared their experiences of living 

with and circumventing infertility, thereby seeking what many of the women whom I 

encountered considered their major source of emotional support. The possibility to 

talk to people going through the same affliction and resorting to similar treatments 

granted complicity between them. Through these informal biosocialities, my 

respondents got the chance to talk about their reproductive problems, to share their 

fears, expectations, emotions and complaints, and to obtain information about other 

possible treatment alternatives.  

Furthermore, for some of the women I encountered, religion was also a central 

source of support and emotional management. In the case of women attending 

Pentecostal churches, where treatment success enhancement processes were employed 

(such as ‘taking waters’), the effectiveness of ARTs or of medication was attributed to 

God’s will and to the effect of the Holy Spirit on healing substances or artefacts. 
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Overall, my respondents had a whole range of social networks, connections 

and, in some cases, beliefs that carried them through the mechanized process of 

biomedical infertility care and ARTs. Their therapeutic navigations were, for a certain 

period of time, based in biomedicine. However, these therapeutic navigations went 

beyond the biomedical realm in many ways, being as much managed by external and 

clinic-based social networks as they were by the medical steps prescribed by healers 

or doctors. All of this occurred in a context where, unlike what happens in other 

countries (cf. Gerrits 2016), there are no formal patient groups and no mandatory 

psychological accompaniment of infertile women or couples in treatment. 

Among infertile women in Maputo, agency in the quest for biomedical 

infertility care implied secrecy and granted anonymity, but was managed through 

active social networks used for very different aspects of treatment, both in Maputo 

and in South Africa. As depicted in this and the previous chapters, throughout their 

flexible and multi-dimensional therapeutic navigations, women and couples adapted 

to but also transformed their temporary constellations of existence. In the next 

chapter, I explore further aspects of change related to kinship that my respondents 

experienced throughout their therapeutic itineraries.  
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Chapter 8 

 

Making kinship: Assisted reproduction and parenthood in 
Mozambique1 

 

This chapter explores aspects of family making that involve – but also go beyond – 

reproduction. It looks at the kinship making discourses and experiences of couples 

who underwent both successful and unsuccessful ART treatments, as well as those 

who were in treatment at the time we met.  

Kinship making in Maputo seems to concur with some more generalized 

theoretical perspectives (e.g. Schneider 1984; Carsten 2000), which suppose that in 

family making, biology and genetics are prone to function alongside other forms of 

familiarity and cohabiting. Among the many ways of family making that can be found 

in the city, it is possible to come across different ideas about its core definition: it may 

include genetic relatedness but also other social, spiritual and extended biological 

family relations (Granjo 2005; Mariano 2014). Ambiguous in their essence, these 

family ties are highly relevant, both socially and economically, and work as plastic 

categories that are appropriated differently according to particular life circumstances 

(see Chapter 3).  

In the formulation of the concept of relatedness, Carsten (2000:14) suggests 

that kinship can be better perceived as processual and circumstantial rather than as a 

static social structuring tool. Among my informants in Maputo, kinship tended to be 

practiced and perceived somewhere ‘in the middle’ of these classifications: in the city, 

family still represented a network in which forms of social structuring were 

reproduced, but kinship notions also varied according to the reproductive 

circumstances that the couples found themselves in. In this chapter, my intention is to 

depict the changes that occur within the trajectories of a very particular dimension of 

kinship and family making, namely failed reproduction. What happens to ideas of 

family when a couple cannot produce its own kin? My intention is to depict 

experiences of parenting through successful ART treatments and show how failed 

cycles can lead to the reconsideration of the remaining reproductive or family making 

options for the implementation of the life project of parenthood. 
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It is while facing the situation of reproductive disruption that couples, or 

families ‘to be’, navigate through suffering and healing pathways that frequently 

transform their ideas of parenthood and family making (Carsten 2000; Thompson 

2005; Inhorn and Birenbaum-Carmeli 2008). The infertile couples that I encountered 

had personal formulations of biological (e.g. genetic relatedness) and social (e.g. 

adoption or fostering) dimensions of kinship, which were pragmatically placed 

beyond deterministic frames, enabling them to choose, to a certain extent, what to 

absorb into their family making processes and what to leave out. Throughout my 

research, I noticed how, while travelling through the experiences of reproductive 

disruption and failed attempts to make biological kin, people reconfigured their ideas 

and perceptions about kinship making. What began as a biological quest for a child 

was gradually transformed into a broader quest for parenthood or motherhood. These 

ideas of parenthood were, to some extent, personally determined and circumstantially 

changeable, covering in their plasticity a variable set of family making perceptions 

and practices. They can thus be said to play a role in shaping acceptable ways of 

kinship making in Mozambican society.  

By posing therapeutic options that separate kinship from genetic relatedness 

and even from pregnancy and giving birth (cf. Strathern 1992; Inhorn and Birenbaum-

Carmeli 2008), I argue that the regional provision of ARTs in southern Africa has 

intensified processes of change in kinship perceptions (cf. Faria 2015). Through such 

technologies that include third party donors and surrogacy, couples can circumvent 

infertility (Daniels 2005) in order to make a family in a transformed way. This 

process of circumvention and kinship transformation entails the interaction of 

different technical and social domains, enacted throughout therapeutic pathways. This 

interaction resonates with what Thompson (2005:8-11) has defined as ontological 

choreography: “…a dynamic coordination of the technical, scientific, kinship, gender, 

emotional, legal, political and financial aspects (…) generally considered parts of 

different ontological orders” (ibid.:8). Through these ontological choreographies, the 

various dimensions are interwoven in the treatment process, being (re)configured and 

coordinated in a dynamic way.  

Recent literature has accounted for various contemporary trends in kinship 

studies (Kroløke et al. 2015), which, demarcated from classical ideas about kinship 

and biology (cf. Carsten 2000), approach family through a broader lens. I draw 

inspiration from Carsten’s ideas on relatedness, which focus on the circumstantial and 
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negotiable character of kinship instead of seeing it as a socially structuring matrix. 

Today, transformations in family making ideas are triggered by various factors, 

including technology, international mobility and the global circulation of information, 

ideas and family making practices (Kroløke et al. 2016). Compared to the above cited 

works of critical kinship studies, my respondents’ cases resonate with the changing 

trends in kinship making ideas and practices triggered by such global fluxes. 

In Maputo, adding to the presence and use of the technological fix of ARTs, 

adoption is a frequently considered yet rarely materialized possible solution for family 

making (cf. Mariano 2014). Fostering children from one’s extended family or close 

community is a common practice throughout the country, but it is seldom perceived 

as making kinship (ibid.). As part of a little explored subject – kinship, infertility and 

ARTs in sub-Saharan Africa – the case studies presented in this chapter illustrate 

findings about the diverse and constantly transforming ideas of relatedness (Carsten 

2000) that infertile cosmopolitan or middle class women or couples attending national 

and international private fertility clinics experienced. 

Triggered by reproductive and therapeutic failure(s), the presented case 

studies concern couples’ experiences and specific priorities while attempting to make 

a family. The first section regards cases of re-imagined kinship and choices after 

failed ART cycles. The first case illustrates issues raised by biological determinants of 

kin and the use of a surrogate; the second illustrates how women, in their role as the 

bearer of children, may find themselves in a power struggle over the management and 

disclosure of treatment; the third case raises questions about gamete donation, 

adoption and the prevalence of nurture over genetic relatedness; the fourth case 

regards the importance of maintaining equality between the members of a couple 

while facing the need for a sperm donor; and in the fifth and final case, I look at the 

experience of (finally) becoming a parent after having to ‘fight’ for a baby. All 

together, these case studies illustrate the diverse reproduced or changing family 

conceptions that my respondents experienced during their therapeutic itineraries.  

 

Family re-imagined: Treatment repetition and change in kinship making ideas 

	
The biological imperative: Surrogacy and donor gametes 

Milena lived in one of Maputo’s most famous buildings together with her husband 

Jacinto. Before getting married, both Milena and Jacinto had been in previous 
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relationships from which they both had children who were currently living with them: 

Milena’s first child and Jacinto’s two children. Besides their biological kin, they also 

fostered Milena’s nephew. They were a well-off couple with high ranking jobs. At the 

time they met, when Milena was around 26 years old, and taking into account the fact 

that both already had children, they had decided that it was not yet time to think about 

having children together. When they finally did decide to have their own baby, by 

which time Milena was already in her 40s, the couple was faced with infertility, 

something quite unexpected since both had been able to conceive before.  

Once they found themselves in this situation, they agreed to follow the 

doctor’s advice and look for an appointment at a fertility clinic. As was the case with 

other well-off couples in Mozambique, Milena and Jacinto were not in the habit of 

attending Mozambican health facilities; instead, they normally looked for medical 

care directly in neighbouring South Africa. The reasons for this were manifold, 

ranging from personal bad experiences that Milena had had with uterine surgery 

performed in Maputo and the lack of locally available state-of-the-art technology, to 

the offer of biomedical procedures in South African cities close to the Mozambican 

border such as Nelspruit, Pretoria and Johannesburg. It was through reproductive 

travel and various assisted reproduction cycles that this couple’s way of thinking 

about relatedness, kin and parenthood metamorphosed, as they progressively had to 

reconsider their aims and options. In responding to the constellation of different 

social, legal, financial, kin making and technological dimensions of infertility 

treatment – and engaging in what Thompson (2005) calls ontological choreography – 

this couple, as with the other couples in the following case studies, explored 

thoroughly all of the biomedical treatment options that their economic and emotional 

status enabled. Throughout their different reproductive attempts, however, what 

seemed to be a perfectly executed series of assisted reproduction steps turned into a 

more complicated process.  

After two failed IVF cycles with their own gametes, Milena and Jacinto were 

frustrated and thought that they should do something different. For them, having a 

child with third party gametes was not an option, as both already had children from 

previous relationships and they wanted a child genetically related to them both. 

Therefore they decided to try one last treatment with their own gametes. But there 

was yet another issue: Milena was growing older and more anxious, and felt that 

carrying the pregnancy herself could jeopardize their chances of successfully bringing 
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to term their project of parenting a genetically shared baby. It was at this point that 

they decided to resort to a surrogate – a younger woman to carry their child. And so 

they began the quest for the best option. But who could they think of who would be 

willing to carry their baby? 

Milena told me that the first person who came to her mind was her sister. 

After all, she stated, it would be a member of her own kin. However, other factors 

made her reconsider: her sister was in an unstable marital relationship and Milena did 

not want her future child to develop in the belly of a woman in a stressful marriage. 

This was when she thought about her housekeeper.  

 
I was getting more and more anxious and started thinking, ‘No (…) I will try 
one last time but with a surrogate’. (…) I had a housekeeper, who was very 
humble, very good. I had considered my sister also, but she had an unstable 
relationship, so I discarded that hypothesis. I thought it could bring us 
problems. So I decided to ask my housekeeper, and by chance she already 
knew someone from her country [Zimbabwe] who had been a surrogate. So 
she agreed to do it. We reached an agreement on the compensation values and 
she stayed [with us]. (…) We organized everything and went to the clinic. 
Now, the process was complicated, I even contacted a friend of mine who is a 
lawyer who had told me the clinic would not accept it just like that. What I 
had to do was to sign a contract with the surrogate. In South African law,2 
surrogacy is allowed but only by means of contract with the surrogate 
regarding the post-partum adoption of the child. (…) We tried it, but this last 
time it was even worse: the embryos were disintegrating even before transfer. 

 

Prioritizing biological imperatives in the pursuit of having a child of their own, 

Milena and Jacinto were willing to try everything except donor gametes. The couple’s 

decision to resort to a ‘compensated’ carrier of their own genes also shows how they 

preferred to establish an affordable financial relationship with an unrelated surrogate 

over the possibly problematic option of using biological kin (Milena’s sister).  

Going beyond the specificity of Milena and Jacinto’s therapeutic pathway, this 

case illustrates the co-existence of contradictory positionings towards pregnancy: in 

Mozambique and elsewhere (cf. Hörbst 2012a), to carry a baby is generally 

considered a crucial social sign of fertility within a marriage and thus of continuing 

kin. A woman’s inability to get pregnant is likely to translate into a life-hampering 

situation. Nevertheless, for couples like Milena and Jacinto, who seldom faced great 

external pressure to ‘demonstrate’ their fertility, using their own genes and another 

person’s body as the carrier was more appealing than attempting to carry a baby 

themselves with other people’s genes.3 Couples that I met in Maputo repeatedly 
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mentioned such ideas of shared substance in conception as the core of reproduction – 

to have eggs or donor sperm was frequently considered beyond their aim of building a 

family.4  

This example shows how kinship and family making formulations are flexible 

and can adapt to particular constellations in women’s and couples’ lives (Carsten 

2000), even when genetic relatedness is a prerequisite for family making. This 

couple’s positioning towards donor material, pregnancy visibility and adoption 

reflects Strathern’s (1992) thoughts about the ways in which social and personal, 

changing and mutually influenced, perceptions about kinship shape other ideas about 

relatedness. But it also shows how patients manipulate, to the extent possible, the 

outcomes and aims of their therapeutic ontological choreographies (Thompson 2005), 

based on personal and socio-cultural values challenged by technology. This couple’s 

choices depict how the broader context, in which economics in the provision of 

assisted reproductive practices has become legally and socially normalized, has 

naturalized the idea of ‘compensated’ surrogacy. By refusing donor material and 

resorting to a surrogate, Milena and Jacinto (dis)embodied their reproductive choice, 

opting for practices that fit their own ideas about relatedness and that suited the 

broader social and legal limitations of assisted reproduction in South Africa (Carsten 

2000; Thompson 2005). The following example of Teresa and Mohamed sheds light 

on other kinds of management strategies regarding treatment options, when biological 

relatedness is imperative in the couple’s quest for a child.  

 

Beyond the biological imperative: Transgression and family making  

Teresa was 36 years old when we met. She was married and living together with her 

husband Mohamed, two IVF twins and a nanny in a wealthy neighbourhood of 

Maputo. She had had pregnancies before the twins that had resulted in miscarriages. 

At the time that she and Mohammed had undergone the IVF treatment, the 

reproductive problem was mainly Mohammed’s sperm quality. According to Teresa, 

she and Mohamed had always been a team during their ART treatment, and had 

supported each other. They shared the same desire to have a child that was genetically 

related to them both,5 but while Mohamed promptly refused the idea of using donor 

material in case their gametes were not good enough to produce a child, Teresa had 

different ideas about the matter. Although not keen on using donor sperm, she was 

more open to accept the option than her husband:  
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I could accept it, with some bitterness, but yes (…) my husband, never (…) A 
donor? Another man? No, he would never be a father! Never ever. At the 
beginning, when the clinic gave me the results of the semen analysis, I was 
really worried. I even thought, ‘I will create a donor without his knowledge 
(…) I will go to the clinic, talk to them’. Because for him, [using a] donor was 
always ‘No!’ He told me, ‘Children have to come from the marriage, if I have 
to have children outside the marriage we separate and I build my family with 
someone else!’ He is very stubborn (…). 

 

As the above quote illustrates, throughout the treatment process, Teresa 

considered transgressing her husband’s will in order to achieve a pregnancy and be a 

parent together with him. Hers was the only case I came across where the woman was 

willing to consider keeping genetic (un)relatedness a secret in order to make it 

possible for her husband to be a father. Teresa’s considerations shed light on certain 

specific assisted reproduction practices that some women may decide to employ in 

order to enjoy parenthood; indeed, as Strathern’s (1992) and Carsten’s (2000) works 

also suggest, reproduction and parenthood are flexible concepts that do not always 

fully overlap. In this case, Teresa had been willing to attempt to manipulate how her 

and Mohamed’s reproduction could be assisted, by the secret use of donor gametes, in 

order to make them both parents.  

Fortunately, their IVF treatment was successful using Mohamed’s semen, and 

the twins were born. In the end, Teresa did not have to put her ideas about the secret 

use of donor sperm into practice, an option that would probably have been opposed by 

the legal regulations in the South African fertility clinic where the couple was 

pursuing treatment. Here we see again, as was also evident in Milena and Jacinto’s 

case, how Teresa’s strategic reasoning about kin making envisioned the dynamic 

articulation of technical, social, economic, legal and personal possibilities while 

navigating towards the ultimate goal of parenthood (cf. Thompson 2005).  

Furthermore, Teresa and Mohamed’s case illustrates how women are active 

agents, able to make major decisions throughout their navigations in the quest for 

conception (cf. Inhorn 1994). The following case of Mariana brings into play other 

aspects of re-imagining kinship, but also highlights the tensions that these re-

imaginings may create within a couple.  

 

Parenting: Nurture, biology and disagreement 

Mariana was a well-travelled 31-year-old Mozambican woman working for an 
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international consultancy company in Maputo. She had a troubled reproductive 

history that included the resort to an unsafe abortion and several subsequent hospital 

abortions and miscarriages. Furthermore, she had had one ectopic pregnancy and 

tubal obstructions that made her unable to have children of her own without the help 

of ARTs. By the time we met, she had discovered through the exams made for the 

IVF treatments that she also had a “dead ovary” (her term). Mariana’s limited 

reproductive potential thus demanded medicalization in any reproductive attempt she 

would make. 

Although it would be very difficult for her to get pregnant as well as carry a 

pregnancy to term, when she met her husband Francisco, her mind was set on having 

a child – i.e. making a family – with him, and that desire transformed into one of her 

main objectives in life. Francisco’s ideas about parenting were, on the other hand, 

quite far from hers. While she wanted more than anything to be a mother, and thus did 

not reject any hypothesis for family construction, Francisco did not want to be the 

father of a baby that was not genetically related to him. Due to disagreements over 

their family making ideas, among other marital tensions, the couple was undergoing 

the process of divorce when I met Mariana.  

This couple’s case depicts clashing ideas about kin making, as well as 

concerns raised by adoption and the use of one’s known and anonymous donor 

gametes (Inhorn and Birenbaum-Carmeli 2008). On the one hand, Francisco’s ideas 

about parenthood demanded for biological relatedness, showing how fatherhood 

perceptions frequently carry ideological gender constructions related to substance 

provision and reproduction (cf. Inhorn 1994). On the other hand, Mariana’s 

physiological limitations demanded the consideration of reproductive options beyond 

genetic relatedness, since she had few viable eggs: 

 
To adopt a child (…) My husband has a son, you know, and I am a bit (…) 
well, he is a bit square-minded, right? He has a son and he hardly ever sees 
him because he is abroad with his mother. So adoption he does not want. If 
you mention it he says ‘No! I prefer to try [ARTs] once again’. But I am 
prepared for that [adoption], I always wanted [to adopt] (…) Today there are 
so many children, I am mixed [race], I am ready for any child. 

 

Mariana seriously considered the prospect of adoption, while Francisco, even 

though he was against Mariana spending her money on assisted reproduction, 

preferred to continue with those treatments rather than adopt a child. For her, although 
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adoption did not raise any doubts regarding kin making, it did nevertheless raise a 

number of social and racial concerns: “I am ready for any child, but I don’t want it to 

suffer any constraints because of skin tone [for having a darker skin than her]”. She 

nevertheless added that despite such insecurities, she was ready to adopt a baby. 

During treatment, before Mariana and Francisco had started divorce proceedings, she 

had also thought about the use of donor eggs. She decided that if that would be the 

case, she would go to a gamete bank, since for her, having a known egg donor 

triggered feelings of fear and insecurity; it would make her constantly afraid that on 

any given day the donor would knock on her door and ask for the baby. 

Mariana’s case illustrates how, for her, being a mother implied more the 

nurture and love of a child than genetic relatedness. Nevertheless, this raised concerns 

about family continuation and racial and social aspects (cf. Carsten 2000; Thompson 

2002; Inhorn and Birenbaum-Carmeli 2008). Feminist debates about race and ARTs, 

and further issues of reproductive stratification influenced by class and race, raise 

concerns about kin making, skin tone and procreation among people of the same 

racial group (Thompson 2002). Mariana’s case shows how social concerns about race, 

reproduction and adoption are also manifest in infertile couples’ daily lives and 

choices while making kinship.  

For other infertile women and couples that I encountered, adoption – with all 

of the social questions it raised – was generally seen only as a very last resort or even 

as a completely unviable option for attaining parenthood. This was likely due both to 

the availability of reproductive technologies that they could afford and to other locally 

prevalent social perceptions about kin making (cf. Mariano 2014). Nevertheless, the 

importance attributed to these aspects was normally worn down during the process of 

undergoing assisted reproduction treatments.  

Despite not giving full importance to biology, Mariana’s case shows how 

genetics still create an idea of risk; not because of the material itself, but because of 

its provider: the idea of a non-anonymous donor or surrogate brought with it the idea 

of interrupted nurture, sustained by the possibility of future biological claims over the 

child. Referring to the mother as well as the future child, this feeling of risk concerns 

both biological and social aspects. It demonstrates how the process of making kin is 

ideally based on biological reproduction, but also how this can be transcended when 

this option becomes unlikely (Carsten 2000). Reproductive disruption unveils 

particular, and transforming, ways through which family making and reproduction are 
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interwoven with the local social and cultural contexts in which infertile couples must 

navigate in pursuit of their goal of parenthood. Akin to the idea of social navigation 

(Vigh 2009), Mariana’s trajectory and scope of action changed over the course of her 

infertility treatment. But the definitive change in her conception of family and kin 

occurred with the event of her divorce. When facing the prospect of no longer being 

married to a partner who did not want an adopted child, Mariana could choose to 

make her own family alone through adoption. 

Contrasting in certain aspects with Mariana’s case, Joana’s story, which I 

discuss below, sheds light on particular male perspectives about parenthood. It also 

illustrates how decisions about, and reformulations of, kinship during assisted 

reproduction treatments are crosscut by external factors, such as the need for 

maintenance of a situation of equality where both members of the couple have an 

equal genetic contribution in the formation of a child. 

 

Parenting and equality: Questions shaped by substance 

When I first encountered Joana she was pursuing infertility treatment in the private 

clinic in Maputo. She was 39 years old and fighting for a child together with her 

husband Mateus. They both lived and worked in Maputo and enjoyed financial 

stability. At the time we met, and echoing other couples’ infertility treatment 

pathways elsewhere (cf. Inhorn 1994; Mariano 2014), they had already tried to start a 

family by having a baby through all the different means they knew, from traditional 

medicine to attending several fertility clinics, both at home in Maputo and abroad in 

South Africa. Their reproductive problems were related to Joana having fibroids, 

which she had medicated and had extracted in the clinic they were attending in 

Maputo, combined with Mateus’ low sperm quality. 

When our paths crossed in the private clinic in Maputo, the possibility that 

they could bring to life a child that was genetically related to them both seemed very 

unlikely. Various disruptive events, such as Joana’s fibroids and Mateus’ diagnosis, 

indirectly demanded a reformulation of the couple’s initial idea of family and 

parenting as an event with a biological core (cf. Schneider 1984; Carsten 2000). As 

with other couples, they found themselves involved in the complex ontological 

coordination of different natural, social and self-determined aspects of parenthood 

making through ARTs (cf. Thompson 2005). Joana and Mateus had to think about 

how far they were willing to go, with or without extensive use of biomedical 
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technologies, in order to be parents.  

When presented with choices that unsettled their basic assumptions about 

family (cf. Inhorn and Birenbaum-Carmeli 2008), and through the embodiment of 

these acts of choice (cf. Strathern 1992b), many of the couples that I encountered 

found that, as units, they often had a lot more internal variations than expected. This, 

as we have seen, was clearly perceivable in Mariana’s case, as it was for Joana. Joana 

and Mateus’ therapeutic itinerary led them to consider adoption as a possible option 

for parenting. This was something that they had not had in mind when they decided to 

make a family: it was only when confronted with infertility that they began to 

evaluate other pathways in order to make kin. As with other couples, among which 

Mariana’s story can be included, Joana and Mateus saw adoption as a last resort. They 

perceived it as an option that would provide them with biologically unrelated kin, and 

which would also be the final confirmation of their incapacity to reproduce (cf. 

Bharadwaj 2002). They had thus been looking for other ways to make a family that 

would involve their own bodies and assisted reproduction (cf. Thompson 2005; 

Inhorn and Birenbaum-Carmeli 2008). After Joana’s fibroid surgery, the cause of 

their infertility was mainly Mateus’ low sperm count. Their best option, they were 

frequently told, was to use a sperm donor. The quote below illustrates how the 

situation raised many questions about family making options for the couple: 

 
We had a proposal to do so [use donor sperm]. A real medical 
recommendation in South Africa. But my husband and me cannot reach 
consensus about using donor sperm (…) We would have to go to a sperm 
bank, right, because sperm is the issue, and for me it would be like (…) ‘Ok, 
will he look at the baby and see his baby, his family?’ I don’t want him to feel 
[awkward]. I asked him, ‘Do you think you can make this? Will you see the 
baby as your own [kin]?’ Then there is the other side (…) Something may 
happen that leads me to say, ‘Ah, I will take MY son!’ 

 

Joana did not want to use donor sperm because it might have caused tensions between 

her and Mateus. Although Mateus did not refuse the option, Joana proposed a solution 

that, for her, would enable both of them to be in the same position in relation to the 

future child:  

 
So, to solve this I proposed (…) ‘Ok, so we can go to the sperm bank and also 
to the egg bank, so we are both in the same position’. But then he did not 
agree, he told me, ‘Why are we going to the egg bank, there is no need to do 
that (…) we just go to the other [sperm bank]’. Then I said no, and told him, 
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‘No, then we keep trying like this, as we say, with the blood [their own 
genes]’. If we cannot do it we will think about the other options later on. But 
in reality, this was all because I was feeling really bad about the situation, and 
I would not be comfortable. 

 

When confronted with the option of using donor sperm, the couple was 

troubled. But contrary to many cases where the husband promptly rejected the 

replacement of ‘his blood’ by another’s (cf. Schneider 1984; Inhorn 1994; Daniels 

2005), Joana’s husband, although not happy with the situation, was ready to accept it 

if it was the only option. It was Joana herself who continued to do most of the 

questioning and decided that their contribution to family making should be balanced 

in order to avoid future problems. In this case, biological relatedness was important, 

but above all the equal position of both members of the couple in relation to their 

future son or daughter was a priority for Joana. Taking into account the fact that I left 

the field before the couple had finished the cycle they were planning, as far as I know 

they continued their pursuit of making biological kin through ARTs using their own 

gametes.  

As in the previous examples, for this couple having a child genetically related 

to them both was the initial objective. When confronted with the difficulties in 

achieving this, they considered the remaining options, which Joana discarded or 

manipulated towards the attainment of a balanced situation. She rejected the use of 

donor sperm alone and adoption was still a possibility, seen by them both as a last 

option in their quest to make kin (cf. Gerrits 2016). This situation shows yet again 

how ambiguous and changeable kin and family perceptions can be when biological 

relatedness is jeopardized (Carsten 2000). It also challenges common perceptions 

about gender inequalities and men’s positioning towards kin and biology (cf. Inhorn 

1994), shedding light on – constantly transforming – local social, marital and gender 

relations. Moreover, it illustrates once again how women in different marital contexts 

are likely to be the main agents and decision makers during infertility treatment 

processes (cf. Inhorn 1994). This agency stems from couples’ specific social family 

making dynamics, manifested through crisis situations and interactions with 

biomedical technologies, the latter of which create the possibility to manipulate 

afflictions that would otherwise have to be accepted and dealt with.  
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“We did this! There is no amount that pays that…”: The boundless value of 

biologically related IVF children 

The title quote of this section comes from the words of one of my respondents while 

commenting on how rewarding it was to finally be a parent and how every financial, 

physical and emotional effort she had made had been worth it when looking at her 

children. Indeed, women/couples who had undergone successful ART treatments saw 

their children as an overwhelming achievement, leading them to disregard all of the 

troubles they had gone through while in infertility treatment. This was only the case, 

however, with cosmopolitan and upper-middle class women who could access these 

expensive treatments, treatments that granted them a therapeutic option that remained 

inaccessible to most infertile couples in Mozambique. Despite revealing a situation of 

stratified reproduction (Ginsburg and Rapp 1995), their cases also show the centrality 

of family making in their lives and how they manifested it in practice.  

I met Ester and her husband Paul, and their lovely daughter Eva, informally 

while conducting my fieldwork in Maputo. Their story is an example of success 

among the couples undertaking reproductive travel that I came across during my 

fieldwork. Ester and Paul had been together for some years when we met, and when 

they discovered their reproductive impairments they decided, as did many of the 

cosmopolitan and middle class couples I encountered, to head to South Africa for 

infertility treatment using assisted reproduction. Ester was a cosmopolitan woman 

with a successful career pathway. She had pursued education abroad and had a good 

stable job in Maputo at the time we met. Paul was a European man working in 

Maputo. They had met several years before, and after a long transnational relationship 

got together and decided to start their own family – a project that was interrupted by 

couple infertility. Since they had the means to do so, they resorted to pursuing ART 

treatment in South Africa, and Eva was born. The informal proximity that the couple 

granted me, receiving me in their home and allowing me to spend time with them and 

Eva, allowed me to perceive the degree of importance that motherhood, and 

parenthood, have in general, and in particular for couples afflicted with infertility.  

One time I went together with them for the weekend to their holiday house 

outside of the city. From the beginning, I could see how cherished their little girl was 

just by looking at the relationship they had with each other as a family. Once I got to 

their holiday house, I was confronted with the overwhelming importance of that birth 

after ‘fighting’ for a pregnancy with medical help. In the living room as well as in 
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Ester and Paul’s room, there were pictures portraying, as if in a narrative, the process 

of Ester’s pregnancy and the birth of Eva. The story started in the sleeping room, 

covered with artistic pictures of pregnant Ester, and continued in the living room, 

where several pictures of baby Eva and all that preceded her birth – including pictures 

of moments in the clinic – where hanging on the walls. At that moment I realized how 

important and life fulfilling parenthood was for them, as it was for many couples, 

with or without successful infertility treatments. The happiness given to this couple by 

the birth of Eva was enormous. The provision of assisted reproduction treatment in 

South Africa and their financial ability to afford it was what had opened the door to 

this opportunity. And despite having other life accomplishments that did not make 

parenthood their sole life project, which was not the case for many of my lower class 

informants, being given the (successful) chance to reproduce seemed to be the most 

important of all their life achievements.  

Unlike in the previous presented cases, where ARTs contributed to a 

reformulation of kinship making ideas and the imperative of genetic relatedness, 

Esther and Paul’s case depicts how ARTs can contribute to the fulfilment of genetic 

kinship. The fact that they had their own child, and that ARTs had enabled them to do 

so, was a point of great happiness. In the end, while the many options provided by 

reproductive technologies may contribute to changes in biological kinship making 

ideas, it may also contribute to their reproduction.  

 

Conclusion 

The availability of the global technology of ARTs in southern Africa is both 

challenging, and in a way also confirming, local ways (and possibilities) of coping 

with involuntary childlessness, as well as established notions of kinship and 

relatedness. It also challenges the anthropological gaze regarding these practices. 

Focusing on infertility, reproduction and parenthood in Maputo, this chapter aimed to 

shed light on ongoing and emerging contexts and practices of kin making in 

Mozambique. By articulating challenged local ideas about kinship with some of the 

analytical apparatuses provided by critical anthropological approaches to kin making, 

I offer a new insight into interactions between (disrupted) reproduction, biomedical 

technologies and views about family and parenthood. 

Despite new kinship theories, the cases presented above depict family making 

in the context of reproductive crisis, which accounts for the continuities and changes 
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in kinship conceptions that occurred throughout the couples’ assisted reproduction 

treatments. Representing only a fraction of urban family making trends in Maputo, the 

cases nevertheless demonstrate how a wide range of varied kinship ideas can come 

about when biology without biomedicine ceases to be a reproductive option. 

Moreover, they show how even when performed with technological and scientific 

help, conception may not occur, leading to the opening of alternative windows of 

opportunity from which couples may chose kin making options – surrogacy and 

gamete donation – according to their own ideas about kinship.  

The couples’ perceptions about the various alternatives, which transformed 

throughout their therapeutic itineraries, indicate how their navigations towards 

parenthood were framed within flexible categories that were adaptable to temporary 

therapeutic, or kin making, constellations (cf. Carsten 2000). All of the couples began 

their quest with the wish to have a child that was genetically related to both parents 

and that was carried by the mother. Despite this, when faced with fertility problems, 

the couples’ starting aims had to be reformulated in a re-imagined kinship making 

framework enabled by technology and by their social, economic and legal 

possibilities to travel to achieve conception (cf. Thompson 2005). Each case 

illustrates different aspects of these transformations: the journey towards surrogacy 

triggered by the desire for genetic relatedness; the speculation about using donor 

gametes in secret in order to be able to make a family and allow the husband to enjoy 

fatherhood; partners’ divergences regarding the importance of biology, nurture and 

donor anonymity, and further worries about broader social aspects of family making 

through adoption; the prioritization of the partners’ equality in terms of relatedness to 

the child as the grounds for family making; and finally, the meaning of successful 

biological kin making through ARTs.  

The case studies presented above provide further evidence of the local 

importance of genetic relatedness in the era of ARTs. For many of the couples I met 

in Maputo, adoption was only considered a viable solution to involuntary 

childlessness once all other options for conception through ARTs had been exhausted, 

and even then it was not accepted and pursued by all couples. This supports Inhorn 

and Birenbaum-Carmeli’s (2008) thoughts on how reproductive technologies 

challenge adoption as a solution for infertility (see also Carsten 2000). Although the 

fostering of relatives’ children was (and is) a common practice in Maputo, it was not 
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perceived as making kin in the same way as pregnancy and reproduction (cf. Mariano 

2014), even when the latter was achieved through ARTs.  

For all of the women and couples whose stories were told in my research, 

living and telling them was not easy. On the contrary, the interactions with biomedical 

technology and the various experiences and options that created their changing family 

making conceptions were heavy and made in the context of affliction, frustration and 

anxiety. Despite the re-imagining of basic kinship assumptions through reproductive 

travel that four of the abovementioned couples experienced, some were able to make 

their own kinship or family, while others were unsuccessful in this endeavour. 

Finally, however hard the journey though infertility treatments and technological 

reproduction had been, in the event that such treatments were successful and they 

became parents, couples saw all of the troubles of treatment as minor events in 

comparison to the joy of making a family and having biologically related children.  

In the presented cases, the transformed – and transforming – ideas about 

kinship and family making illustrate particular changing trends within the couples’ 

living context; but they were also triggered and maintained by this transforming 

context, and sustained by a global framework that created room for reproductive 

travel and options through the provision of ARTs in South Africa and more recently 

in Mozambique. This was the background that, with all its inequalities, enabled my 

informants, and many other couples, to consider new family making options with or 

without a technological fix (cf. Strathern 1992; Thompson 2005; Inhorn and 

Birenbaum-Carmeli 2008).  

With all its inequalities and possibilities, the provision of ARTs and infertility 

treatment in general triggered phenomena of change, for example in pregnancy 

management and kinship making ideologies. Through these changes, and through 

their agency, my respondents were taking part in processes of transformation: of their 

ideas about kinship making, but also of the context that they inhabited and 

transformed through their metamorphosing perceptions about parenthood and 

relatedness. 
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Conclusion 

 

Infertility and therapeutic navigation in fluid social contexts 

 

Facing the rapid urban and institutional transformations that are taking place in 

contemporary Mozambique, and the way in which many things and lives have 

remained the same while many others have improved or deteriorated, it is impossible 

to ignore the inequalities and different paces of ‘motion’ and change in the country. In 

this context, one thing is sure: the Maputo of today is no longer the Maputo in which 

my respondents were living at the time I spoke with them and that I left at the end of 

my fieldwork in 2013 and it is certainly different from the Maputo that will appear in 

the future. In and out of the city, social inequalities and dynamics are being 

reproduced, but they are also being – more or less consciously – transformed by the 

rapid pace of biographical and social urban change. But why talk about this seemingly 

obvious changing and never definitive state of things? Well, this was the terrain 

inhabited by my respondents, the women (and men) whose stories were told 

throughout this thesis. It was in this changing city, composed of its people’s 

transforming practices, that the infertile couples I met fought for a project that, though 

framed by uncertainty, kept one thing constant: reproduction.  

The first impression I got when I arrived in the city in 2013 was the same as 

my first impression when I started analysing my respondents’ stories: chaos. 

However, I learned by living in Maputo that an apparently chaotic and ambiguous 

place has its own order(s), meanings and (formal or informal) rules. Just as I learned 

to navigate through the city, I also hoped that I would learn to navigate through my 

collected data that I once frustratingly characterized as “having no pattern”. Little did 

I realize then that I was carrying the answer to my complaint in these very words: no 

fixed patterns. It was by looking between the lines of what at first glance seemed an 

irregular assemblage of disrupted reproduction tales that I recognized the interrelated 

dynamics of agency, continuity, motion and change as the main shared pattern for the 

first time. It was only then that I saw that the apparently chaotic data about the sexual 

and reproductive stories of my diverse informants, coming from different 

backgrounds, was actually not so random; in fact, it revolved around the constant of 
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reproductive intent (see introduction and Browner and Sargent 2011). The 

motivations for this reproductive intent varied, as did the choices made – and which 

were available – and the ways of circumventing what all of my respondents were 

afflicted by: couple infertility. As I have shown, infertile women and couples went a 

long way in their quests for conception. These journeys were paved with uncertainty, 

as the expectation of making a family was impaired at a certain point in their 

biographies. Facing these interruptions in what was an important part of their overall 

life projects, my respondents manoeuvred through multiple pathways in the attempt to 

have a child.  

It was while analysing their processes of coping with infertility, and of seeking 

and taking up different kinds of treatments to circumvent it, that I found out how their 

pathways and demonstrations of agency fitted into Vigh’s (2006a, 2009) idea of social 

navigation in particular ways. Vigh’s conception stands for people’s strategic or 

pragmatic movements inside uncertain and changing social environments. In its initial 

formulation (Vigh 2006a, 2006b), the concept dealt with young child soldiers’ 

biographical pathways while coming of age in a violent and unstable context – the 

Guinea Bissau civil war – and how they navigated their ways into making a life and 

building an identity in that uncertain war and post-war social matrix. Further away 

from such violent and volatile living contexts, my respondents’ uncertain life 

dispositions and social navigations revolved around a specific dimension – 

reproduction. Their strategies to navigate away from reproductive uncertainty – or 

impaired reproductive intent – were made through various attempts to circumvent the 

problem that triggered it to begin with, namely infertility. Despite also being social, 

my respondents’ navigations to overcome infertility were rather more about treatment 

pursuit and uptake than about finding a place in society (as it was in Vigh’s research). 

In this sense, my respondents’ navigations were mainly therapeutic – the phenomenon 

I have labelled therapeutic navigation – and implied physical aspects but also local 

and transnational social aspects surrounding treatment choice and processes.  

In this chapter, I synthesize and discuss the main findings of this thesis. I do so 

always referring to therapeutic navigations and the social aspects of infertility 

treatment as the central points around which my respondents’ accounts and 

trajectories revolved. In this way, through the lens of therapeutic navigation, I wrap 

up the manifold physical and socio-cultural dimensions involved in family making 

projects, reproduction and infertility; and I do so always bearing in mind the various 
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aspects, obstacles and challenges that my respondents circumvented throughout their 

different therapeutic pathways, which have been discussed throughout the thesis. 

Following the focus of this study’s argument on change(s), in this final chapter I 

discuss and identify the main conclusions of my analysis related to the ways in which, 

through their grounded experiences, struggles and interactions with different healing 

realms, my respondents reproduced and challenged certain socio-cultural ideologies. 

Living in a liquid urban context of entangled modernities (cf. Appadurai 1996; 

Bauman 2000; Therborn 2003), their therapeutic pathways reveal how certain 

ideological socio-cultural values were flexible and transformed by infertility and its 

treatments. As I have shown, throughout their treatment pursuits, people challenged 

different aspects of their broader moral worlds (Kleinman 2006). These challenged or 

flexible aspects included: practices and ideas related to birth families and in-law 

families; marital dynamics and gender roles; ways of coping with infertility; and 

kinship making conceptions.  

Taking into account the manifold ways in which people challenged their moral 

worlds, as explored throughout this thesis and identified above, I found that 

something could be added to the idea of social – or therapeutic – navigation. I found 

that my respondents’ therapeutic itineraries shed light on how their agency was 

related and constantly adapted to the uncertain environment in which it materialized. 

But I also found that their agency – in this case regarding infertility treatment – 

contributed to the continuing motion and change of the social context in which it 

existed, revealing the development of what Deleuze called ‘little lines of mutation’ 

(1997).  

While exploring these processes of therapeutic navigations to overcome 

infertility in context, it was impossible not to notice how the global urban context that 

my respondents inhabited affected their therapeutic navigations. In these contexts, as I 

have shown, there was a large therapeutic diversity from which patients could choose 

what fitted their situation at each moment in time (see Chapter 5). Far from being 

geographically circumscribed, my respondents’ therapeutic pathways were local but 

also transnational. This implied that their therapeutic navigations could involve more 

or less transnational interactions, depending on the (economically determined) clinical 

sites that they accessed: richer people could engage in reproductive travel and use the 

private health sector (abroad or at home) while poorer people were limited to the 

treatments available in the public hospital in Maputo. In this setting, and as discussed 
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in Chapters 6 and 7, I noticed the emergence of new kinds of therapy management 

groups (Janzen 1987) and new kinds of biosocialities (Rabinow 1996). 

In sum, in this conclusion I wrap up the different aspects that conditioned 

infertile couples’ therapeutic navigations, the different social institutions that they 

challenged throughout these navigations, and how their pathways left a mark on the 

broader social worlds that they inhabited. 

 

Families, gender and hampered reproductive projects  

Although social class was a determinant of access to different levels of health care, it 

did not determine my respondents’ socio-cultural perceptions about infertility and 

involuntary childlessness. In this sense, socio-economic status did not necessarily 

correspond to similar socio-cultural ideas about reproduction and infertility. For 

women coming from more traditional family constellations, which did not necessarily 

mean that they came from poorer backgrounds, the inability to conceive caused 

tensions and marital instability. For women coming from less traditional backgrounds, 

where there was more flexibility in terms of family relations, reproductive infertility 

implied more intimate frustration and sadness than any kind of social or family 

vulnerability.  

As explored in Chapter 4, the relationship that women had with their kin 

families (família), as well as the kind of family background that they were born into, 

played a role in their sexual and reproductive biographies, though it did not directly or 

dogmatically guide them as such. In this way, my respondents’ ideas about their 

biological body were influenced only to a certain extent by the relationship they had 

with their birth families. Conceptions about sexuality and the importance of passing 

on information about reproductive health differed between generations, in the sense 

that what parents thought they should (or should not) talk about (e.g. safe sex, sexual 

encounters, reproduction and reproductive health) did not necessarily match the 

practices and needs of young people in contemporary urban Maputo. Despite the great 

value attributed to reproduction in Mozambique, that which precedes it – sexuality 

and sexual and reproductive experiences – was seldom an openly discussed subject 

between generations. 

The desire to make a family was, as mentioned, a constant among all of my 

informants. Despite having more or less sexual experience, it was when women found 

themselves married or in a steady relationship that reproduction was first aimed for. 
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When facing an involuntarily childless relationship in a context in which reproduction 

and family making are highly valued, there were two major conjunctures that 

motivated my respondents’ infertility treatment seeking: the desire to have children 

and being socially pressured to do so – mainly by in-laws and the husband – 

something that happened mainly, but not only, among lower class women attending 

the public hospital’s infertility consultations; and the personal desire to have children 

and feeling the (self-imposed) need or desire to do so, something that happened to 

most of my middle class and cosmopolitan respondents.  

Most of my respondents who were educated and had a career perceived 

reproduction and motherhood as one, but not the main, accomplishment of their lives. 

However, the fact that a woman, or a couple, were educated and had a comfortable 

social and economic life did not mean that women did not experience social and 

familial hardships due to the absence of a pregnancy. Among middle class and 

cosmopolitan women, such hardships were not so likely to happen due to their life 

experiences, biographies and consequent choice of partner. However, in every trend 

there are exceptions, and some of the female participants in this study did suffer from 

their in-laws’ hostile behaviour, even though they were economically independent 

women. 

Overall, my respondents’ relationships with their kin (família) and in-law 

(sogros) families, and their respective ideas and practices regarding reproduction and 

infertility, influenced the ways in which they coped with infertility. As I have shown 

(Chapter 4), the family’s role in women’s or couples’ therapeutic navigations was not 

always the same. Families (kin or in-law) could provide encouragement and support, 

or bring about difficulties and hostility. These stigmatizing attitudes came mainly 

from women’s in-law families; however, they were also supportive in some cases. For 

women, these challenges demanded constant negotiations regarding infertility and 

infertility care, especially in terms of disclosure management and secrecy. In the case 

of women from more traditional backgrounds, disclosing infertility and its treatment 

seeking implied further considerations, as they felt more at risk of marital instability 

and problems with the in-laws and community than most middle class or 

cosmopolitan women (Chapters 5 and 7). 

Throughout their therapeutic navigations, my respondents attempted to evade 

family obstacles and challenges as much as possible, or they took profit from its 

support, according to relatives’ specific positioning towards their affliction and its 
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treatment. In the family realm, people were constantly adjusting their actions and 

interactions and negotiating their way into the best and least stressful paths that they 

could access in order to overcome infertility or limit harm (Chapter 7). In these 

processes of therapeutic navigation, the relationship of subjects with their kin and in-

law families was of considerable importance, as they determined to some extent 

treatment seeking motivations and the degree of psychosocial suffering of women. 

Factors affecting treatment seeking related to families were: women’s self and/or 

external family pressure to reproduce; family expectations about kinship continuity; 

gender relations in wedlock; tensions about the male or female source of infertility in 

a couple; and, in some cases, hardships for women in infertile relationships such as 

stigmatization, marginalization and/or marital instability.  

Adding to the above, by looking at women’s/couples’ motivations to seek 

infertility treatment, as well as their marital relationships and family backgrounds, I 

have shown how gender categories and roles were neither static nor did they 

corroborate ideas of subaltern women in patriarchal societies. On the contrary, my 

respondents’ agency revealed flexibility and transformation in gender roles, family 

and marital practices, and ideologies. In urban, fluid Maputo (see Chapter 3), 

femininities and masculinities were entangled (Aboim 2008), and were affected – but 

not determined – by class, education and social status (see Chapters 3 and 7). Side by 

side with the abovementioned aspects about kin and in-law family relations, my 

respondents’ gender ideas, such as about women’s and men’s role in marriage and the 

household, were also transforming. Changes in these aspects also included the 

perception of the female body as a (necessarily) reproductive body and of women as 

the main vessel for reproductive problems. Many women in my study were, however, 

challenging such ideas: by acting upon their affliction; by making decisions about 

treatment; by confronting their husbands’ hostility whenever possible; or simply by 

adopting lifestyles and marriages in which the relationship between both members of 

the couple was balanced, and where both worked together in the quest for a child. 

These manifold changes were manifest throughout the various kinds of therapeutic 

navigations that I encountered (see Chapter 7) and varied according to couples’ socio-

cultural as well as economic backgrounds. This mutability of gender ideas (Aboim 

2008) represents another of the vectors that, alongside family constellations and 

kinship making (see below), represented ‘little lines of mutation’ (Deleuze 1997) in 

the social urban context in which my respondents dwelled.  



	

	 205	

 

Therapeutic navigations and social class 

While analysing lower class, middle class and cosmopolitan women’s therapeutic 

itineraries to overcome couple infertility, I realized that the main class-based 

difference – that did not include exceptions, incongruities or changes – was that of 

therapeutic choice. This resonates with other authors’ accounts of inequalities in 

access to infertility treatments (e.g. Inhorn 1994; Inhorn and Patrizio 2015) and fits 

into Ginsburg and Rapp’s (1995) approach to the idea of stratified reproduction. For 

my respondents, treatment choice was class-based to a great extent: wealthier women 

or couples could resort to traditional healing, to the private fertility clinic in Maputo 

that partly provided ARTs, and/or to reproductive travel to South African fertility 

clinics offering all ARTs. Poorer women could only resort to traditional healing and 

to the public health sector, which provided mainly corrective treatments and no 

ARTs.  

These differences affected women’s therapeutic navigations and thus 

determined the broader field of possibility that people had to implement their 

parenthood projects (Schütz 1972; Velho 2003) through infertility treatments. Despite 

the low success rates of ARTs, seeking a pregnancy without them further reduced the 

possibility of success. Notwithstanding the existing economic inequalities affecting 

access to treatment (especially in what concerned access to private sector ARTs), 

within the therapeutic fields of possibility that they could access, my respondents used 

various temporary therapeutic options. This meant that women/couples could resort to 

medical pluralism, in the sense that they used traditional or biomedical treatments at 

different stages of their therapeutic navigations (cf. Kleinman 1978, 1995). 

Furthermore, when attending the private sector, they could choose different clinical 

sites both in and beyond Mozambique (Chapter 5). If social class determined to a 

certain extent the therapeutic landscapes (Gesler 1992) in which my respondents 

navigated, it did not fully affect their treatment choices in each specific field of 

possibility. Depending on their economic capacities in terms of accessing more or less 

high-tech infertility treatments, women/couples used all of the resources and options 

within their reach in their therapeutic navigations.  
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The importance of social networks: Therapy management and biosocialities 

However unequal their fields of possibility to implement their parenthood projects 

were – on a first level hampered by impaired reproduction and on a second level by 

unequal access to biomedical infertility treatments – there were nevertheless constants 

in my respondents’ therapeutic navigations, namely social networking, agency and 

change. Infertile women’s and couples’ therapeutic pathways were non-linear and 

paved with strategic choices. These included therapeutic choice – traditional or 

biomedical – biomedical clinical site choice – public or private – and the choice of 

staying at home or engaging in reproductive travel. As I have shown throughout this 

thesis, most of these options were carefully assessed through social networking. From 

information gathered through word of mouth, my respondents chose who (health care 

providers) and what (treatment) better suited their situation at a given moment. This 

social prospecting of treatment and treatment sites always involved careful disclosure 

management in order to avoid rumours and/or unwanted inquiries about the woman’s 

or couple’s situation. While in treatment, women were also careful about to whom 

they disclosed their situation (see Chapters 5 and 7).  

These informal social networks that were activated before and during 

treatment seeking and uptake involved the help and support of people who were non-

judgemental regarding women’s infertility and its sought-after healing; normally, this 

might include family members, friends, and acquaintances with the potential to play 

relevant roles during treatment seeking and pursuit. Through these mechanisms, my 

respondents furthermore avoided situations such as the increased social risk of 

stigmatization and/or excessive family intrusion and inquiries during treatment 

processes.  

These support networks that the women in my study developed can be 

considered new forms of what Janzen (1987) named therapy management groups, 

differing from Janzen’s concept only in some aspects of function and geographic 

distribution. While Janzen’s therapy management groups were geographically 

determined social networks, my respondents’ therapy management groups involved 

local but also national and international mobility and international relations. The fact 

that they were decentralized, especially in the case of couples using ARTs in South 

Africa, sheds light on how the contemporary state of things and the global circulation 

of people, ideas and practices have given way to new modalities of therapy 

management involving what I have labelled transnational therapy management 
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groups. These national and transnational social networks were a source of trust and 

security in terms of providing information, emotional and financial support, and 

enhancing confidence in treatment success (cf. Calnan and Calovski 2015). A further 

difference is that Janzen’s therapy management groups were often making decisions 

for the sufferer, who was afflicted by a disease that made decision making impossible, 

whereas in the case of my respondents, therapeutic choice was a personal decision. 

Since the infertile women/couples were not incapacitated to make their own choices, 

in their case the therapy management groups – both local and transnational – 

influenced but did not make any definitive decisions for them.  

The findings outlined in this thesis about the roles of various sorts of therapy 

management groups, but especially transnational ones, further contribute to the 

understanding of biomedical treatment seeking phenomena such as reproductive 

travel. In this sense, the idea of informal social networks influencing and supporting 

the transnational therapeutic navigations of my respondents adds to current debates 

about medical and reproductive travel (see Inhorn and Patrizio 2015). It sheds light on 

local dynamics of global biomedicine provision and access, and on the grounded 

interactions occurring between users and providers in sub-Saharan Africa. The 

particularities of my respondents’ reproductive travel practices were that they were 

related to practices of border medicine (Bookman and Bookman 2007), and were 

rather more based on transnational therapy management groups that on any other type 

of institutionalized medical travel (ibid.; Scheper-Hughes 2011; Bochow 2015; 

Gerrits 2016). The phenomenon of reproductive travel between Mozambique and 

South Africa that I approached was thus maintained through informal interactions 

between Mozambican people activated before and during treatments, which were in 

turn the fruit of ongoing migration fluxes between the two countries. Added to the 

inequalities in the provision of ARTs in the region under research, these networks 

were the main living motor of the reproductive travel journeys that my respondents 

navigated.  

In general, therapeutic navigations implied many of the abovementioned 

social networking strategies, which kept them in motion and helped women and 

couples to circumvent multiple reproductive obstacles. Aside from helping women 

and couples with therapeutic choices and by offering emotional and practical support 

(Chapter 5), these groups also played a very important role during treatment (Chapters 

6 and 7). Before and during treatments, it was through these local and transnational 
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social networks that women or couples assessed their possibilities, confirmed the 

reliability and potential success of therapeutic options and clinical sites (Chapters 5 

and 7), and improved their interactions with healers (including doctors) or their 

comprehension of treatments (Chapter 6). Throughout their treatment processes, these 

social networks were often broadened in the quest for support and help during 

interactions with doctors and clinical sites. These interactions, which were part of 

their therapy management groups, could be local or transnational, and represented 

emergent kinds of biosocialities (Chapter 7).  

Facing more or less difficult therapeutic experiences, both in biomedical and 

social terms, my respondents using public or private fertility care formed biosocial 

relations (Rabinow 1996). Defined at the advent of the Human Genome Project, 

biosociality stands for the different forms through which the mesh and articulation of 

(increasingly known) human biology (nature) and socio-cultural practices (culture) 

manifest themselves according to specific rationalities and local dispositions 

(ibid.:98-99). My respondents formed temporary biosocialities, where biology 

(infertility), biotechnology (biomedical infertility treatments) and socio-cultural 

identities (affinities, social class, local ideas about reproduction, kinship making and 

shared temporary statuses) meshed and were articulated through practices of social 

interaction. The latter involved human interactions with doctors, medical staff and, 

most importantly, networks between peers in treatment; but also non-human 

interactions with treatments such as ARTs. Biosocial relationships with peers, which 

began in clinical sites or on public transport to and from health facilities, were sources 

of support, complicity and information, and gave patients a sense of belonging and 

sharing throughout the therapeutic process. These networks were formed on the basis 

of a shared affliction, but mainly a shared treatment option. Once women’s attempts 

proved successful or they stopped treatment seeking due to a lack of success, these 

networks tended to loosen up and progressively ceased to exist (Chapter 7). In this 

way, my respondents created temporary biosocial networks based on a temporarily 

shared biological status and treatment, and on socio-cultural affinities and experiences 

in dealing with biological events.  

Another social mechanism of support used by some of my respondents was 

church. As part of their therapeutic navigation process, religious interactions with 

priests and other followers could work not only as part of their therapy management 

groups, but also as an additional source of healing. In this sense, these groups served a 
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double function: they were not only used for social support and information, but also 

for the enhancement of treatment success (Chapter 7). 

However helpful these therapy management groups were, they did not affect 

treatments per se. In fact, in most cases, despite all of the women’s/couples’ social, 

emotional and physical efforts, success was not achieved and several women repeated 

treatments in different sites. For women attending the public hospital, this did not 

happen as often, as they had a limited number of circumventing treatments that they 

could access, and thus their therapeutic process could be more or less prolonged but 

did not necessarily translate into repetition in the same way as the finite ART cycles 

did. During these processes of therapeutic navigation that were often paved with 

frustrated expectations (Chapter 6), I could recognize further dimensions of Janzen’s 

(1987) idea of therapy management. Just as Janzen observed, and as has been 

mentioned in other research on hope and assisted reproductive treatments in sub-

Saharan Africa (Hörbst 2015), there were frequent situations where exaggerated 

expectations about treatment outcomes left patients frustrated with its results. 

However, this lack of correspondence between the imagined and real treatment 

outcomes did not stop my respondents’ quests for parenthood. Using the same 

biomedical and/or traditional healing methods, they were more likely to continue their 

quests than to quit their therapeutic pathways (Chapter 6). 

 

Continuities and changes in making kinship  

It was along such routes that couples using ARTs frequently repeated treatments after 

previous failed attempts and attuned their ideas about relatedness to their diagnosis, 

treatment options and final parenting project. I found flexibility among my 

respondents’ ideas about kinship making, revealed by the obstacles and choices that 

they were presented with during their therapeutic navigations. This flexibility in terms 

of ideas about kinship and family making represented another pragmatic navigation 

mechanism with which to circumvent the physical reproductive or therapeutic 

obstacles in my respondents’ therapeutic pathways.  

While facing reproductive impairments and repeating treatments, couples 

using ARTs in South Africa faced previously unconsidered options for making 

kinship, provided by biomedicine and biotechnology. Some of my respondents’ cases 

illustrated different aspects of these challenges (see Chapter 8), showing how initially 

genetically-based ideas of making kinship could be progressively and pragmatically 
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transformed during ART treatments. In this process, women and couples navigated 

their way towards parenthood by attuning their moves to changing or unexpected 

therapeutic constellations and obstacles. 

Through their agency, my respondents exposed how kinship conceptions may 

reveal themselves as flexible in certain situations. This contributes to longstanding 

debates on kinship making, assisted reproduction and relatedness (cf. Schenider 1984; 

Franklin 1992b; Carsten 2000; Inhorn and Birenbaum-Carmeli 2008) and sheds light 

on locally transforming ideas about family making. These changes represent another 

vector of my respondents’ navigations that contributed to the constant re-shaping of 

their social moral worlds. Nevertheless, making a family and being a parent, ideally 

through reproduction, never ceased to be a life project. The fact that it was often 

reconfigured according to each patient’s specific therapeutic pathway did not make it 

less of a goal. It simply made the pathways to attain it more flexible and winding, as a 

result of the challenges presented by couple infertility and the various therapeutic 

options.  

 

Navigational and social change 

Departing from an overall fluid society, where many things transform quickly and 

where people’s everyday lives intersect with various local and global ideas, practices 

and institutions, my respondents’ stories encompassed both challenges and mutations; 

challenges coming from hampered parenthood projects, and mutations coming from 

the non-linear paths of their quests for parenthood. In fact, change and flexibility were 

a constant in my respondents’ navigations towards conception. From gender ideas to 

ideas about womanhood, parenthood, healing and family making, people were 

constantly attuning their parenthood projects to the possibilities of the context in 

which they were trying to realize it. In this way, while attempting to overcome an 

affliction, their strategic navigations in a transforming urban matrix were flexible, yet 

also represented vectors of broader contextual transformation.  

As discussed above, and as explored throughout this thesis, from the start of 

their sexual biographies towards their therapeutic navigations in the quest for a child, 

my respondents’ trajectories were paved with everyday life negotiations and social 

navigations while dwelling in and travelling beyond Maputo. Despite the dominant 

trend of the social reproduction of gendered demands for parenthood, motherhood and 

family making perceivable in Mozambique, some of the women I encountered 
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challenged these prevalent social dynamics. On the one hand, these challenges were 

imbricated in some middle class and cosmopolitan women’s lifestyles, which enabled 

a detachment from more traditional values related to reproduction and family relations 

(Chapter 4). On the other hand, lower class women coming from more traditional 

backgrounds and marriage constellations (Chapter 4) also sometimes challenged their 

position in wedlock through their agency. Throughout their therapeutic navigations, 

some women, whom I encountered mainly in the public hospital, were challenging 

established ideas of submissiveness, not only by seeking treatment but also by 

improving their delicate position – as part of an infertile relationship – by whatever 

means they could. As I have shown, this agency included seeking infertility treatment 

(Chapter 4), using the medical diagnosis as a tool for marital empowerment, and 

circumventing therapeutic obstacles through carefully chosen social networks 

(Chapter 7).  

If most of my respondents’ situations were hampering their life projects of 

family making, navigating their way towards intended parenthood revealed 

transforming vectors – little lines of mutation – being drawn on the landscape of 

family conceptions in Maputo. As I have argued throughout the thesis, family 

relationships revealed themselves not only as flexible and entangled (Thernborn 

2003) with further social dimensions – such as social mobility, sexuality, 

reproduction, gender, infertility and technology – but also as a stage of negotiations 

and tacit tensions triggering further changes. The latter concerned mainly women’s 

roles in marriage and family making, the kinds of reproductive demands placed upon 

or hostilities directed towards them by in-laws, and their ability to circumvent 

unpleasant marriage environments.  

Gender dynamics, also perceivable among family configurations, were another 

vector of change. If for some of my respondents gender roles in marital relationships 

were unbalanced, for others they were balanced and mutual respect was a constant. As 

Aboim (2003) has asserted, femininities and masculinities in Maputo are less socially 

structured than they are negotiable, flexible and entangled. Throughout their 

therapeutic navigations, my respondents were part of multiple marital and social 

negotiations and changes that shed light on the local plasticity – and circumstantiality 

– of gender roles in Maputo (Chapter 7). 

As I have shown throughout this study, social networking also revealed itself 

to be a major vector of change and one of the factors that fed many other changes – in 
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treatments, or in family or gender relations (Chapters 5 and 7). Used mainly as a 

support mechanism, social networks were a constant in my respondents’ therapeutic 

navigations and one of the most important means of circulating information, advice, 

influence and support among people in Maputo in general. These networks, or therapy 

management groups, were themselves flexible, and people chose them (from among 

their family members, friends and acquaintances) according to specific needs at 

specific moments. For my respondents, the specific need was to achieve a successful 

infertility treatment, and the specific moment was the point of treatment seeking they 

were in, namely the resort to biomedical infertility care. 

The final vector of social transformation that I identified in this study were the 

changes in kinship making conceptions that occurred due to failed ART treatments. 

By challenging their initial reproductive intents with treatments, failed ART cycles 

led couples to consider kinship making options – such as donor gametes or adoption – 

that were previously unacceptable to them at the beginning of their quest for a child 

(Chapter 8).  

As seen above, by fighting to overcome their impaired reproductive (or well-

being) intentions through social network-based therapeutic navigations, my 

respondents left marks on several social aspects – gender, family, kinship making – of 

the broader environment that they inhabited, namely contemporary Maputo. These 

marks either followed broader lines of social change already in motion, or represented 

new, very small lines that merged with the broader fluid social context of the city.  

 

Final thoughts and further research 

As discussed above, therapeutic navigations for infertility treatment were shaped as 

much by reproductive and well-being intentions as they were by social networking. 

By looking at the hampered project of family making, I understood how unexpected 

biological events in women’s or couples’ lives involved socialities. Coping with and 

seeking treatment for an affliction included – in a way close to local traditional 

disease aetiologies – several forms of social networking that not only played a role in 

treatment seeking but also in the experience of biomedical infertility treatment. 

Adding to economic or social class-based inequalities in access to treatment, social 

capital and networking were transversal to all of my respondents’ therapeutic 

navigations.  
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Throughout their reproductive quests, my respondents showed agency and 

intent as well as flexibility in their perceptions of family relations, gender relations 

and kinship making. In this sense, their navigations contributed to the broader 

transformation of aspects of Mozambican urban society at large. This thesis provides 

new insight into therapeutic itineraries – through the idea of therapeutic navigation – 

and into how, despite prevalent reproduced inequalities, these itineraries were 

impregnated with agency and social change. While approaching different social 

classes – lower class, middle class and cosmopolitan women – and groups, this study 

provided a transversal account of the phenomenon of therapeutic navigations for 

infertility treatment in a sub-Saharan African setting. In this way, aside from 

accounting for continuities and changes related to social aspects of infertility and 

infertility treatment, this study also revealed new findings about national and 

transnational therapeutic itineraries in sub-Saharan Africa in general, and 

Mozambique in particular, namely emerging social dynamics related to local 

globalizations and medical travel in sub-Saharan Africa, in the form of biosocialities 

and transnational therapy management groups.  

Focusing on change and continuity and on the contemporary urban 

phenomenon of infertility treatment seeking, I hope that the results and arguments that 

I have developed in this thesis may represent another brick in the wall of knowledge 

production about infertility, agency and therapeutic navigations in sub-Saharan 

Africa. I further hope that the aspects of continuity and change that I explored through 

the lens of hampered reproductive intent may open the way for further studies about 

reproduction and infertility, agency and therapeutic navigations, in and beyond 

medical anthropology. 

Taking into account the vastness and multiplicity of the dynamics in urban 

milieus, this study covered only a fraction of the large subject of reproduction, 

infertility and infertility treatment seeking. Many questions remain open and I am sure 

that different answers to the questions that this study raised will also emerge. 

Continuing to analyse reproductive intent, infertility and biomedical treatment 

provision and access dynamics in southern Africa will surely prove a fruitful 

endeavour. To better understand the phenomena at stake in this study, further 

ethnographic work on infertility treatment seeking is required; specifically, an 

extended study investigating the temporality and pace of hampered reproduction and 

its treatment, which accompanies infertile couples throughout their trajectories, and 



	

	 214	

examines their narratives as well as their transforming motivations, choices and 

treatment experiences from a longitudinal perspective.  

A thorough insight into the therapeutic dynamics of infertility treatment in 

Mozambique, including traditional and biomedical healing, already exists (Mariano 

2014), and this testifies to the importance of cooperation between traditional medicine 

and biomedicine, among other subjects. The extent to which this would be possible is 

not something that I could accurately predict, but to attempt it would certainly 

improve the lives of patients and very likely those of health providers too. It seems 

similarly relevant to explore the broader transnational institutional levels at work in 

public and private health care provision at large, and sexual and reproductive health 

care provision in particular. My experience on the ground revealed that a better 

understanding of and between local health care systems and providers could improve 

Mozambican patients’ currently unequal treatment access and experiences, both in 

infertility treatment and when using other biomedical services. Finally, to explore 

aspects of agency and change in and beyond Africa, and contemporary urban medical 

ethnography, will provide meaningful insights into particularities of local everyday 

life navigations and their interconnectedness with the fluid global context we inhabit.  
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Appendices 

 
 
 
 

Appendix 1: Glossary 

 
Glossary of medical terminology1 
 
Assisted reproductive technologies (ARTs): All treatments that include the handling 

of eggs and/or embryos, such as in vitro fertilization (IVF).  

Azoospermia: Absence of sperm cells in the semen. 

Danazol: An androgen similar to testosterone, danazol is used for the treatment 

of endometriosis and fibrocystic breast disease. It works by decreasing 

hormone production in the ovaries.  

Dead ovary: The result of untreated ovarian torsion, which leads to necrosis and 

death of the ovarian tissue.   

Ectopic pregnancy: Pregnancy in which the fertilized egg implants outside the 

uterine cavity in the fallopian tube or the abdominal cavity. In some situations, 

this may require immediate surgery to avoid the risk of rupture.  

Egg (ova) retrieval: A procedure used to obtain eggs from the ovarian follicles. The 

procedure is performed using a needle and ultrasound to locate the follicle in 

the ovary.  

Embryo: A fertilized egg that has begun cell division. 

Embryo transfer: Placing one or more embryos into a woman’s uterus. 

Endometriosis: The presence of endometrial tissue in abnormal locations, such as the 

fallopian tubes, ovaries and abdominal cavity. The condition frequently causes 

pain and discomfort during menstruation, or even chronic pelvic pain, and 

may also cause infertility. 

Epididymis: Coiled tubing that carries sperm from the testicles to the ductus 

deferens, which leads to the ejaculatory duct. 
																																																								
1	Definitions	 are	 adapted	 from	 WebMD	 (last	 accessed	 02.03.2016)	 and	 from	 http://www.ivf-
infertility.com/help/glossary/index.php	(last	accessed	02.03.2016).	
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Fibroids: Uterine fibroids (leiomyomata) are non-cancerous growths that develop in 

or just outside of a woman’s uterus (womb). Uterine fibroids develop from 

normal uterus muscle cells that start to grow abnormally. As the cells grow, 

they form a benign tumour. 

Gamete: The male sperm or the female egg. 

Gamete donation: A process whereby a woman/man donates eggs/semen to another 

woman/man for use in IVF. 

hCG (human Chorionic Gonadotropin): A hormone produced in early pregnancy to 

stimulate the corpus luteum to produce the hormones progesterone and 

oestrogen. It is excreted in the urine (and is the substance detected in 

pregnancy tests). hCG may also be given by injection to induce ovulation and 

to support the luteal phase (the latter phase of the menstrual cycle) in females. 

It stimulates the production of the male hormone testosterone in males. 

Hormonal stimulation / ovulation induction: The administering of hormone 

medications (ovulation drugs) that stimulate the ovaries to produce multiple 

eggs. 

Hysteroscopy: A diagnostic procedure in which a lighted scope (hysteroscope) is 

inserted through the cervix into the uterus to enable the physician to view the 

inside of the uterus. 

Intra Cytoplasmic Sperm Injection (ICSI): A micromanipulation procedure in 

which a single sperm is injected directly into an egg to attempt fertilization, 

used in cases of male infertility or couples with prior unsuccessful IVF 

fertilization.  

Intra Uterine Insemination (IUI): Placement of washed sperm into the uterus. 

In vitro fertilization (IVF): A process whereby an egg and sperm are combined in a 

laboratory dish (in vitro) to facilitate fertilization. If fertilized, the resulting 

embryo is transferred to the woman’s uterus.  

In vitro fertilization (IVF) cycle: The whole process preceding and following IVF 

until success or failure – determined through a pregnancy test.  

Known female infertility causes: Female infertility may have hormonal causes, such 

as problems with ovulation and endometrial tissues or fibroids. It may also be 
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due to mechanical causes such as damage to the fallopian tubes, caused by 

endometriosis leading to scarring of the uterine tissues. Cervical causes may 

also be a possible reason for female infertility, since they imply that sperm 

cannot pass through the cervix into the uterus, and therefore cannot reach the 

egg. For a more detailed description of known female infertility causes, see: 

http://www.webmd.com/infertility-and-reproduction/guide/female-

infertility#2 (last accessed 02.03.2016). 

Known male infertility causes: Regarding semen production and quality, male 

infertility can be caused by azoospermia, oligospermia, and problems with the 

motility and morphology of the sperm. It may also be related to genetic 

conditions, (unhealthy) lifestyle factors and physical aspects such as problems 

with erection and ejaculation. For a complete list of known male infertility 

factors, see: http://www.webmd.com/infertility-and-reproduction/male-

fertility-test?page=2#1 (last accessed 02.03.2016). 

Laparoscopy: Direct visualization of the ovaries and exterior of the fallopian tubes 

and uterus using a surgical instrument inserted through a small incision below 

the navel. 

Obstructed tubes:  The fertilization of an egg occurs in the fallopian tubes. These are 

fragile and can be blocked or damaged by reproductive problems such as 

endometriosis, pelvic inflammatory disease, infections and sexually 

transmitted infections.  

Oligospermia: Decreased number of spermatozoa in the semen. 

Oocyte (egg, ovum): The female reproductive cell. 

Ovarian cysts: A fluid-filled sac inside the ovary. An ovarian cyst may be found in 

conjunction with ovulation disorders, tumours of the ovary, and 

endometriosis. 

Ovulation induction: See Hormonal stimulation. 

Polycystic Ovarian Syndrome (PCOS): Development of multiple cysts in the 

ovaries due to arrested follicular growth because of lack of ovulation. 

Progesterone: A hormone secreted by the corpus luteum in the second half of the 

menstrual cycle to stimulate the endometrium and prepare it for implantation; 
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should pregnancy occur, progesterone is produced in large quantities by the 

placenta. 

Semen: The sperm and seminal secretions ejaculated during orgasm. 

Semen/sperm donation: A process whereby semen is obtained from a donor bank. 

Sperm: The male gamete or sex cell that contains the genetic information to be 

transmitted by the male, also known as spermatozoon (plural spermatozoa). 

Sperm morphology: Form and structure of spermatozoa. 

Sperm motility: The percentage of all moving sperm in a semen sample. 

Surrogacy: A woman bears a child for another woman, either through artificial in-

semination using the sperm of the other woman’s husband or partner, or by 

carrying until birth the other woman’s surgically implanted fertilized egg. 

Ultrasound/scan: Ultrasound imaging of the female reproductive system using an 

ultrasound device.  

Vaginal ultrasound/scan: Ultrasound imaging of the female reproductive system 

through an ultrasound device inserted into the vagina.  

 

Glossary of Changana and Portuguese words 
 
Capulana: (Portuguese/Changana) Sarong, a piece of cloth worn by women around 

the waist. 

Curandeiro: (Portuguese) Traditional healer. 

Família: (Portuguese) Birth family.  

Lobolo: (Changana) Brideprice, the socio-cultural/spiritual practice of passing the 

rights over the future offspring of a married couple from the bride’s (mother’s) 

to the husband’s (father’s) lineage.  

Mungoma/Nymusoro: (Changana) Spiritual healer in southern Mozambique. 

Nyangarhuma: (Changana) Herbalist healer in southern Mozambique. 

Panelinhas: (Portuguese) Homemade concoctions to treat maladies. Also used for 

infertility treatment.  

Sogros: (Portuguese) Marriage or in-law family 
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Appendix 2: List of acronyms 

 
AMETRAMO Association of Traditional Healing of Mozambique 
ART Assisted Reproductive Technology 
CDC Centres for Disease Control 
CHC Community Health Centre 
CNBS/MISAU National Bioethics Committee of the Mozambican Ministry of 

Health (Comité Nacional de Bioética para a Saúde/Ministério da 
Saúde)  

DHS Demographic Health Survey 
FCT Portuguese Foundation for Science and Technology (Fundação 

para a Ciência e a Tecnologia) 
FRELIMO Liberation Front of Mozambique (Frente de Libertação de 

Moçambique) 
hCG human Chorionic Gonadtrofin 
HIV/AIDS Human Immunodeficiency Virus/Acquired Immunodeficiency 

Syndrome 
ICPD International Conference on Population and Development 
ICSI Intra Cytoplasmatic Sperm Injection 
IF Inês Faria (Author) 
IUI Intra Uterine Insemination 
IVF In Vitro Fertilization 
MISAU Mozambican National Ministry of Health (Ministério da Saúde) 
MZM Mozambican Metical (national currency) 
NGO Non-Governmental Organization 
PESA Percutaneous Epididymal Sperm Aspiration 
RENAMO Mozambican National Resistance (Resistência Nacional 

Moçambicana) 
STI Sexually Transmitted Infection 
TB Tuberculosis 
TESE Testicular Sperm Extraction 
WHO World Health Organization 
WLSA Women and Law in Sub-Saharan Africa 
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Appendix 3: Map of the southern African region under study 

 

  
From Worldbank 
http://maps.worldbank.org/p2e/mcmap/map.html?code=AFR&level=region&indicato
rcode=0553&title=Africa&org=ibrd [last access 12/04/2016]. 
 
 
Appendix 4: Map of the Maputo conurbation 

 

 
From University of Texas 
http://www.lib.utexas.edu/maps/africa/txu-oclc-212047827-maputo-1995.jpg . [last 
access 12/04/2016] Edited by the author. 
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Appendix 5: Demographic and historical information about Mozambique  

 

5.1 General Information about Mozambique (World Bank 2016) 

	
Population: 
Population (2014): 27216276 
Annual Population Growth (2014): 2,790970183% 
Rural Population (2014): 18525030 
Urban Population (2014): 8691246 
 
Economy: 
GDP (2014): 29,323,452,600 (international $) 
GNI per capita, per year (2014): 600 (current US$) 
Imports of Goods and Services (2014): 11608973636 (Balance of Payments (BoP), 
current US$) 
Exports of Goods and Services (2014): 4641229394  (BoP, current US$) 
Foreign Direct investment (2014): 97009245,01 (BoP, current US$) 
Net bilateral aid flows from DAC donors, Total (2014): 1507430000 (current US$) 
 
Literacy and employment: 
Youth Literacy Rate 14-24 years old (2009): 67,14964% 
Adult Literacy Rate 15+ years old (2009): 50,58381% 
Employment to Population Ratio 15-24 years old (2012): 39,90000153% 
Employment to Population Ratio 15+ (2012): 82,09999847% 
Unemployment (2012): 22,60000038% 
International Migrant Stock (2010): 1,850300334% 
 
Reproduction and Health:  
Birth Rate 2014 (crude 1000 people): 39,256 
Death Rate 2014 (crude 1000 people): 11,452 
Contraceptive Prevalence, any methods for women aged 15-49 years old 
(2011):11,6% 
Contraceptive Prevalence, modern methods for women aged 15-49 years old 
(2011):11,3% 
Life Expectancy at Birth (2014): 55,02595122 
Fertility Rate 2014 (births per woman): 5,359 
Wanted Fertility Rate 2014 (births per woman): 5,2 
Maternal Mortality Rate per 100000 births (2014): 489 
Child Mortality Rate, under 5 years old per 1000 (2014): 79 
Pregnant Women Receiving pre-natal Care who were attended at least once by a 
skilled personnel (2011): 91% 
HIV+ rate in people aged 15-49 years old (2014): 10.6% 
Out-of-pocket Health Expenditure (2014): 21.8% 
Risk of catastrophic expenditure for surgical care, % of people at risk (2014): 27% 
Risk of impoverishing expenditure for surgical care, % of people at risk (2014): 81% 
Unmet need for Contraception* (2011): 24%  
*No data on infertility rates or infertility care 
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5.2 Mozambique and the birth and growth of Maputo: dynamics during colonial 

domination and after independence (appendix to chapter 3) 

 

Trade relations and colonization influencing contemporary southern Mozambique 

Although the first known human settlements in southern Mozambique date back to 

the first century BC (Jenkins 2000), the first mention of the area dates from the tenth 

century, as part of a description of commercial activity between the local people from 

the central region (Sofala) and the Arabs from the Persian Gulf. When the Portuguese 

reached Mozambique in 1497, there were already trading posts and a large part of the 

population had converted to Islam under the Monomutapa Empire (the future Swahili-

speaking population) in the central and northern coastal areas of the country. As 

research about other urban African settings has shown, historical events related to past 

colonization experiences continue to have an influence on the contemporary socio-

cultural state of affairs (Feierman 1985; Ferguson 1999; Therborn 2003; Arnfred 

2011; Spronk 2012). 

Catholic and later Protestant 1  missions, in addition to the Portuguese 

colonizers’ attempts to regulate and reconstruct local practices in Mozambique and 

elsewhere, affected gender and family relational dynamics, while introducing 

European values of patriarchy and family life. These introduced values did not 

annihilate pre-existing trends, however, but rather transformed them in different ways 

(Faris 2014; Mariano 2014). Protestant churches in Mozambique, seen by the 

colonizers as subversive religious orders, were kept under control at all costs.2 These 

Protestant churches invested in education and were frequently seen as offering an 

alternative identity for African people while under Portuguese rule, especially during 

the dictatorship period, and thus had a part to play in the unfolding of events that led 

to the independence of Mozambique from Portuguese rule in 1975. Among other 

factors (Faris 2014), some of the principal leaders of the liberation movement 

FRELIMO (Frente de Libertação de Moçambique – Mozambique Liberation Front) 

were ‘raised’ and educated in Protestant missions (mainly the Presbyterian church). It 

was after the independence of the country that these institutions gained power and 

affiliates, leaving its marginal status behind.  

Beyond religion, the process of establishing a Portuguese colonial empire 

faced numerous challenges and was generally unstable and slow. Portuguese 
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navigators and colonizers made several, more or less hostile, attempts to dominate the 

region that corresponds to what is known today as Mozambique, both economically 

and culturally. They began with Mozambique Island (the first colonial capital) and the 

northern coastal areas. This process took a long time, and colonial dominance was 

only reached by the 19th century. 

 

Delagoa Bay and Lourenço Marques: Settlers, colonial tensions and negotiations 

Meanwhile, the area that we call Maputo today, which was originally baptized 

Delagoa Bay, was also reached by the Portuguese navigator Lourenço Marques in 

1544. Marques’ fleet and the overseas government decided not to create any 

settlements in the bay, turning it instead into a strategic trade point, dedicated 

primarily to ivory. The bay has long since been the backdrop for encounters between 

people from very different regions and backgrounds; even before the establishment of 

a village or city in the bay, it was the stage for manifold interactions, negotiations and 

tensions between different local communities, as well as Arab traders and Europeans.  

During the years that followed 1544, various other strong states were 

established in the surrounding areas of Delagoa Bay, including the Boer states, which 

ranged from the commercial Dutch settlement in the Cape of Good Hope up to the 

north (in today’s Orange State, Mpumalanga and Gauteng regions),  and several states 

of Nguni origin that were based in the southern area of the bay and later extended to 

the west and north. For the colonizers, the country was fragmented and diverse, and 

maintaining control over such a heterogeneous population was complicated. Since 

their arrival, the Portuguese were unable to unify Mozambique as a political region in 

practice. Different parts of the country were semi-independently ruled by different 

previous settlements and communities. Despite attempts in the 17th century to 

delineate state controlled production areas (prazos) and in the 19th century to 

implement regional chartered companies (companhias), these supposedly colonial 

production units remained fragmented and acted as independent units (Newitt 1995; 

Jenkins 2012).  

Although challenged, the Portuguese expanded their territory, and Delagoa 

Bay, as an increasingly important stop along the colonial trade routes, was baptized 

the city of Lourenço Marques in 1887. Its promotion as such and its nomination as the 

capital of Mozambique were driven by the prevailing tensions between various 

colonizing powers, especially the British and the Portuguese, over control of the 
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strategically positioned harbour city (based on both railway and maritime commercial 

routes). 

Despite their interest in the area, the British never managed to gain full official 

rights over it. Even when the case went for international arbitration, the rights over 

the region and its harbour remained in the hands of the Portuguese.3 As a follow-up of 

the Berlin Conference (1884-85) and the partitioning of Africa among European 

colonial powers, in 1891 an Anglo-Portuguese treaty was signed in order to reduce 

regional tensions, defining the borders of the Portuguese and British territories.  

Soon after these endeavours, however, new tensions and negotiations arose 

between the two colonial powers. In the years that followed 1928, Portugal 

institutionalized racial segregationist statutes distinguishing between indígenas 

(indigenous), assimilados (indigenous people who embraced Portuguese culture and 

practices allowing for social mobility) and foreign (Portuguese) settlers. As occurred 

in the previous decades, the indígenas were unable to find (fairly paid) jobs in 

Mozambique and this led to waves of migration from central and southern 

Mozambique to South Africa, and from northern Mozambique to South Rhodesia 

(today Zimbabwe). The statutes and consequent migrations led to an increase in the 

economic subordination of Mozambique to South Africa, partly owed to the 

development of (still existing) farming and mining migration routes. These waves of 

migration have been partly regulated since the 19th century, but the practical 

maintenance of these regulations was detached from the states involved: on the one 

hand, people could avoid the relevant taxes by using illegal migrant routes to specific 

mines, and on the other hand, the instability caused by the tensions (and war) between 

the Boers and the British involving, among others, the Transvaal mining area 

disrupted both the migrant routes and their regulation for a long period of time 

(Newitt 1995). Nevertheless, in 1928 these phenomena were dealt with in a 

diplomatic way through the signing of agreements (among which was the Modus 

Vivendi, a regulation about international relations between Mozambique and South 

Africa, that included commercial activity and labour migration routes and modalities 

related to the Portuguese Estatuto do Indigenato, a discriminatory document 

determining the status of colonizers and natives in Mozambique – Portuguese 

colonos, native indígenas and native assimilados. as well as their rights and duties) 

between the British and Portuguese governments. These agreements regulated 

interests on both sides: they addressed migration routes from Mozambique to South 
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Africa, as the British needed low paid human resources to work as miners; and they 

(re)established free trade relations between the two colonial powers, including the 

confirmation of the Lourenço Marques harbour as a key focal point for commerce and 

transportation (Newitt 1995). 

All of the abovementioned movements of endogenous and foreign peoples 

occurred under conditions of tension between colonial governments and in a climate 

of ethnic segregation and diplomatic negotiations for commercial, geographical and 

workforce interests.  

 

The decadence of the colonial regime, migration and independence 

Prior to 1928 and the modus vivendi and Estatuto do Indigenato, changes in the 

relationship between Portugal and Mozambique were already in motion. This was 

mainly due to the establishment of a dictatorship regime in Portugal in 1926. It started 

with a revolution in the same year that led to the definitive establishment of the 

Estado Novo in 1933. Mozambique was under this fascist regime from 1933 almost 

until its independence in 1975, in what was a critical period for the region. With the 

implementation of the Estado Novo in 1933, the indigenous statutes (Estatuto do 

Indigenato) were maintained and the private companies (companhias) in the centre 

and north were shut down. The production focus shifted to agriculture and the country 

was closed to non-Portuguese foreign businesses. The improvements in agriculture 

triggered general economic growth for the region, but the lives of its inhabitants 

worsened significantly. There was no investment in the indígenas, not even for 

education or health care; the existing health centres and hospitals were situated close 

to the cities and were reserved exclusively for Portuguese and assimilados.  

Meanwhile, some of the Indian Portuguese territories (Goa, Daman and Diu), 

which had long been under the same section of colonial governance as Mozambique, 

were struggling for liberation from colonial rule. This period triggered an increase in 

migration from these areas to Mozambique. Despite having been in contact for many 

decades due to the mobility and migration of people and commerce, the collapse of 

the Portuguese colonial provinces in India increased the flow of people towards 

Mozambique in the 20th century. As occurred previously, these routes were made via 

the Indian Ocean, and through them many people from the eastern regions, especially 

Goa, migrated to Mozambique, and consequently Maputo, in the 1960s – after the 

independence of the Indian territories in 1961. This was not only due to the situation 
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of liberation, but also due to changes in Portuguese colonial policies of 

industrialization in Mozambique, made in order to avoid decolonization (Jenkins 

2012).  

Also during the 1960s, and taking into account the difficult situation 

experienced in the country during the Estado Novo dictatorship, members of the 

Mozambican intellectual elite and Mozambican exiles started a movement against 

Portuguese fascist rule. Encouraged by the independence of French and British 

colonies, and motivated by the state of affairs in Mozambique and other Portuguese 

overseas provinces, different power contestation and liberation movements were born, 

among them FRELIMO. FRELIMO, which was officially founded in Dar es Salam, 

Tanzania, in 1962 with the support of Julius Nyerere and other socialist leaders, 

gradually grew in terms of supporters and participants. The first FRELIMO leader 

was the anthropologist Eduardo Mondlane, trained in South Africa, the United States 

and Portugal (funded by the University of Lisbon), where he met Amílcar Cabral, the 

future leader of the independence movement of Guinea-Bissau and Cape Verde, and 

Agostinho Neto, the future leader of the independence movement in Angola.. It was 

on the 25th of September of 1964 that Mondlane, as head of the FRELIMO 

movement, declared the beginning of the independence war. This war was felt 

violently throughout the country, but mainly in the northern provinces. Thousands of 

relocated people and refugees moved to the south, and many established themselves 

in the city of Maputo, a number that grew during the posterior civil war (c.f. Quembo 

2015). 

It was finally in 1975, after an excruciating colonial war, that Mozambique 

was granted independence. Partly due to the ongoing colonial wars in the African 

regions under Portuguese rule, the Portuguese army conspired and rebelled against the 

dictatorship, which ended in the military coup of 25th April 1974. This created the 

necessary conditions for the establishment of a transition government and the signing 

of independence treaties. This process gave way to the foundation of Maputo city, and 

the establishment of an independent socialist government presided over by Samora 

Machel, the head of the FRELIMO movement who succeeded Mondlane following 

his assassination in 1969.4  
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Urban dynamics: FRELIMO, tradition and modernity  

After a short period of peace and recovery, the country suffered an appalling civil war 

between two political forces: the socialist FRELIMO and the anti-socialist RENAMO 

(Resistência Nacional Moçambicana – Mozambican National Resistance),5 the latter 

of which was supported by Southern Rhodesia and South Africa as a means to 

weaken the ‘inconvenient’ influence of the socialist FRELIMO. These were very 

difficult years, especially in the northern provinces of the country where the war hit 

hardest. The conflict lasted from 1977 until 1992, when the opponents finally signed a 

peace accord.6  

After independence from Portugal and before the outbreak of the civil war, 

Samora Machel started the socialist policy of the Homem Novo (New Man), 

considered the basic unit for rebuilding a truly modern nation (cf. Therborn 2003). 

Despite the fact that a very limited number of people spoke Portuguese, it was 

maintained as the official language, as a common denominator for national unity in a 

country where people spoke a large variety of dialects. FRELIMO implemented a 

socialist policy defending modernity and the construction of a new Mozambican 

identity.  

Today, even though the concepts of tradition and modernity are commonly 

used as rhetorical tools to strengthen certain positions or as descriptive identity 

discourses, Maputo’s transforming urban society and family dynamics transcend the 

dichotomy of tradition/modernity. In the city, ideas of tradition and modernity became 

fluid and only one part of a complex matrix of related influences that people navigate. 

The concepts of tradition and modernity can be seen as a piece of a complex urban 

(and national) human fabric where history, religion, ethnicity, capitalism and 

globalization also have an influence, and where people construct their identities in 

fluid and hybridized ways, choosing from the pieces that compose their background 

what is most convenient for them in different periods (Therborn 2003; Vigh 2009). 

Despite the attempts to create a socialist modern country, the civil war tore apart the 

socialist project for Mozambique.  

As a result of the two wars – the independence war from 1964 to 1975 and the 

civil war between RENAMO and FRELIMO between 1977 and 1992 – Mozambique 

was left with a devastated rural base and debilitated urban centres that had to recover 

from violent times and abandonment. The armed conflicts caused serious damage to 

the rural areas and inhabitants of the northern part of the country, and shortly before 
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the civil war most of the Portuguese fled the country, leaving the urban areas empty. 

Most of the empty houses belonging to former colonial institutions or Portuguese 

individuals were nationalized. By 1975, the empty houses in Maputo were occupied 

by FRELIMO government offices, government officers and civilians.  

Meanwhile, the suburbs of Maputo were growing, with the largest number of 

people settling in the so-called ‘reed neighbourhoods’ (today characterized by cement 

buildings with zinc roofs) in the inner belt of the city. Those living in these 

surrounding areas were war refugees and members of a previously established urban 

lower class, or indígenas. These suburban households functioned to a certain extent as 

rural households, until eventually the areas grew and became overcrowded, creating 

problems of neighbourhood sustainability. Those who had come as refugees stayed, 

and the migration continued, with a rural exodus of people coming to the capital to 

work or look for better opportunities.7 

After the failed social project of the first FRELIMO, the idea of modernity 

prevailed in a transformed way. This transformation involved the process of 

appropriation of sets of ideas, practices and values that, though influenced by the 

modernizing policies of the party, went far beyond its definition of a modern identity 

in unpredictable ways. These dynamics fit into Therborn’s (2003) formulation of 

entangled modernities that emphasizes the diversity and complexity of relations, local 

ideologies and socio-cultural practices shaping the different vectors that, while 

interconnected, compose localized modernity. 
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Appendix 6: Table of interviewed women with diagnosis, treatments and 

observations 

 

Woman Age Clinical site Infertility cause Treatment 
(Number/type

) 

Observations 

Ester 35 South Africa 
Clinic (SAC) 

Nelspruit 

Mechanical 
(tubal) 

1 IVF First marriage. 1 
IVF child from 
her husband. 

Husband 
collaborated in 

treatment. 

Milena 49 SAC 
Nelspruit, 
Pretoria, 

Johannesburg 

Hormonal/Male 2 IVF,  
1 IVF with 
surrogate 

Had previous 
partner. One 

child from her 
previous 

marriage, 2 step-
children from 

her present 
husband, 1 foster 
child (nephew). 
No children in 

current marriage. 
Last IVF 

treatment at the 
age of 42. Tried 
surrogacy as a 

last resort. 
Husband 

collaborated in 
treatment. 

Teresa 36 SAC 
Johannesburg 

Male 1 IVF First marriage. 
Twins from IVF 
treatment with 

husband. 
Naturally 

pregnant (with 
the same 

husband) at the 
time of 

interview. 
Husband 

collaborated in 
treatment. 

Júlia 
 
 
 
 

30 SAC Nelspruit Starting - Married. Very 
anxious about 
future ART 

treatment and 
pregnancy. 
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Mariana 43 SAC 
Nelspruit, 

Johannesburg 

Mechanical 
(various 

problems) 

2 IVF, 1 
ICSI 

First marriage. 
No children. 

Clinical history 
includes unsafe 

abortions/ectopic 
pregnancies. 

Husband does 
not collaborate 

in treatment 
(except with 

gametes). 
Undergoing 

divorce. 

Calada 28 Hospital Endometriosis Medication, 
laparoscopy 

Second 
marriage, no 

previous 
children. 

Husband not 
attending 

consultations. 

Luana - Hospital Diagnosis yet to 
come 

First medical 
appointment 

Supportive and 
cooperative 
husband, no 

children. 

Genoveva 30 Hospital Fibroids; 
endometriosis 

Hormonal 
medication, 
laparoscopy 

1 daughter, 
fostering 2 
nephews. 

Husband not 
attending 

consultations 
and having 

extra-marital 
relationships 
(producing 1 

son). Trying for 
a baby for 10 

years. 

Candida 36 Hospital Mechanical 
(tubal) 

Medication 
and 

laparoscopy 

1 daughter. 
Husband not 

attending 
consultations. 

Tired of 
medication. 

Husband knows, 
gets sad. 

Wilma 30 Hospital Endometriosis   Medication Husband does 
not know about 

consultations. He 
has extra-marital 
relationships and 

has children 
from them.  
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Ofélia 24 Hospital Cysts (likely 
hormonal) 

Medication 
and 

laparoscopy 

Wants to have 
children with 

boyfriend. 
Scared of 

anaesthesia. 

Malaia 33 Hospital No problem: no 
mechanical or 

hormonal 
infertility factor 

detected 

Diagnostic 
laparoscopy 

2 previous 
children. 

Humiliated by 
her husband who 
refuses to go to 
consultations 

because he has 
children from 
extra-marital 
relationships. 

Andreia 35 Hospital Cysts (likely 
hormonal) 

Medication 
and 

laparoscopy 

Husband has 
previous 

children. Was 
pregnant once 

but had a 
miscarriage. 

Corália 27 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

Humiliated by 
the husband, that 
denies going to 

consultation 
because he has 
children from 
extra marital 
relationships 

Ermelinda 25 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

2 children. 
Husband knows 
and is willing to 
go to the hospital 

if needed. 

Anastácia 33 Hospital Fibroids Medication 1 child. Husband 
knows about 

treatment 
seeking. 

Petra 28 Hospital Diagnosis 
unavailable 

Medication Husband lives in 
another 

province. 
Divorced from 

first wedding for 
being unable to 

conceive. 

Florinda 29 Hospital Endometriosis Medication Husband has 
previous 

children so 
denies going to 
consultation and 

tells her to go 
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alone if she 
wants to. 

Otília 25 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

Husband attends 
consultation and 
is supportive. No 

previous 
children. 

Clara 32 Clinic Maputo 
(C) 

Diagnosis yet to 
come 

First time in 
the clinic. 

Tried three 
biomedical 
infertility 

treatments, and 
traditional 

herbalists. None 
worked. Family 

pressure. 
Supportive 

husband 

Camila 30 C Hormonal, heavy 
bleeding 

Medication Did laparoscopy 
but tubes were 
not obstructed. 

Husband is 
supportive. 

Alice 34 C Fibroids and 
swelling 

Medication Two daughters. 
Wants to have 

another baby (try 
to have a boy). 
Did one failed 

IVF cycle. 

Vanda 41 C Cysts / Male Insemination  
Already did 

cycles (IVF) in 
Nelspruit and 
Johannesburg. 

Luísa 33 C Fibroids/vaginal 
TB 

Medication, 
2 

laparoscopies 

Husband is 
supportive. Went 
to South Africa 
for one Cycle. 

Joana 39 C Fibroids 
(solved)/Male 

Medication. 
Insemination

. 

2 IVF cycles in 
South Africa and 
one consultation 
in Lisbon. Now 
wants to stay at 
home and try. 
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Appendix 7: Clinics and hospitals  

 
Fertility clinics Johannesburg, Pretoria and Nelspruit 
 
Clinic Region City Services 

Vitalab Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Bio Art Fertility Centre Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Medfem Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Gynomed Clinic Gauteng Roodepoort IVF/ICSI/Donor 
gametes/surrogacy 

Sandton Fetility Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

LIFE Centre 
Johannesburg 

Gauteng Sandton IVF/ICSI/Donor 
gametes/surrogacy 

Pretoria East Fertility 
Clinic 

Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Genesis Reproductive 
Centre 

Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Parklane Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Femina Clinic Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Wilgers Clinic Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Mediclinic Mpumalanga Nelspruit IVF/ICSI/Donor 
gametes/surrogacy 
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Clinics in Maputo Province indicating infertility care and ART providers 
 
Clinic City Known infertility care 

Acácia Clínica Mulher Maputo x 

African Medical Investments Maputo  

Centro Médico da Lac Maputo  

Clínica 222 Maputo  

Clínica Coopmed Maputo  

Clínica Cruz Azul Maputo X (ARTs) 

Clínica da Matola Matola X 

Clínica da Sommerschield Maputo  

Clínica Elim Maputo  

Clínica Especial do Hospital 
Central 

Maputo  

Clínica Médica Fleming Maputo  

Clínica Shifaa Maputo  

ICOR Maputo  

Mbilo Maputo  

Phenix Clinic Maputo  

Polana Health Maputo  

Vida Maputo  

Clinicare Maputo  

Hospital Privado de Maputo Maputo  
 
 
Hospitals in Maputo providing infertility consultation 
 
Hospital Area 

Maputo Central Hospital Maputo – Polana Cimento 

General Hospital José Macamo Maputo – Malanga/Chamanculo 
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Appendix	8:	Average	costs	of	assisted	reproduction	in	the	private	sector	in	
southern	Africa	-	South	Africa	and	Mozambique	(Maputo)	
 
 

Investigation/treatment Cost in South African Rand (R) Mozambican New 
Metical (MZN) and Euro* 

South Africa  
 

Mozambique 
 

Consultation  1,000 R/68 Euro 
 

1500MZN/25,20 Euro 

Exams (blood)  2,800 R /189 Euro 
 

- 

Sperm analysis 700 R /47 Euro 
 

- 

IUI (no donor) 3,400 to 6,000 R/229 to 
405 Euro 

- 

IVF 35,000/2,364 Euro 
 

60000 MZN/1007,89 Euro 
(Price includes all the procedures 
except consultation, medication 

and exams made outside the 
clinic) 

ICSI 45,000 R/3,040 Euro - 

Donor eggs through gamete bank ca. 15,960 R / 1,000 Euro 
 

- 

Donor sperm through gamete bank 100 to 200 R / 10 to 19 
Euro 

- 

Surrogate (South Africa) Costs are variable. Although surrogacy needs to be 
‘altruistic’ according to the South African national 
regulations, the couple (commissioning parents) has to 
cover the costs of the legal and medical procedures 
involved in the IVF treatments and pregnancy, plus any 
kind of psychological support the surrogate may need. 

	

* Costs are variable according to each specific case and were gathered in 2013, the values may have 

changed. Prices for Mozambique are indicated according to the information given by the clinic, which 

was for IVF treatment total costs except consultations. I did not have access to official pricing lists of 

exam laboratories or of the clinic itself, so the values given are indicative and calculated according to 

patients’ and doctors’ information about average costs. Prices for laboratory exams may vary according 

to each institution and to the health care insurance/protocols of the patient/customers. Again values 

may vary, and fertility treatment costs vary greatly according to each patient’s diagnosis and treatment 

options. These prices should be taken into account bearing in mind the GNI (per year) per capita in 

Mozambique: 31716.73 MZN/532.78Euro (World Bank 2016). 

 

 
 



	

	 258	

Appendix 9: Interview scripts  

 
Interview Script: Users 
 
Personal information 
 

• Age, occupation and neighbourhood? 
• Family situation? 
• Household: Number of people, who? 
• Martial situation: Married, first marriage, previous children? If previous 

children, how many, from whom, and where are they are staying? 
• Fostering? 

 
Sexual and reproductive health 
 

• Reproductive situation? 
• Previous/other therapeutic options (biomedical, traditional spiritual, traditional 

herbalist)? 
• Current biomedical diagnosis and past diagnoses? 
• Biomedical treatment: How many? What kind(s) of treatment? Where?  
• Information about infertility treatment (biomedical, traditional)? 
• Information about specific health facility? 
• Access modality? 
• Received medical advice and opinion about it? 
• Preference for any kind of treatment? 

 
Social aspects 
 

• Disclosure: Does the husband know? Who else knows? Why? 
• External reactions to the couple’s infertility situation? 
• Coping with infertility: How to deal with reactions?  
• Opinion about health facilities, and previous health facilities attended? 
• Motivation for the clinic/health facility choice? 
• Possible treatments within reach? 

 
Medical travel 
 

• How did you know about ARTs? About ARTs in South Africa and about the 
chosen clinic? 

• Reasons for resorting to treatment abroad? 
• How did you look for the clinic? 
• Funding? 
• Collective funding and help? 
• Disclosure management about the use of ARTs and reproductive travel? 
• Previous treatments? 
• Current diagnosis and treatment? 
• Networks: Medical and social? 
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• Before treatment: Expectations, uncertainties about ARTs, how will the 
follow-up of treatment be done? Logistical aspects (accommodation, travel, 
eating, people accompanying)? Emotional aspects? 

• During treatment: Emotional, psychological and physical aspects of going 
through ARTs? Couple life and marital stability? Networks and logistics? 
Everyday life changes? Clinical accompaniment? Expectations about clinical 
site and reality? Options, choices, repetition? 

• After treatment: Returning home? Emotional, psychological and physical 
aspects of past treatment? Changes? How to follow up treatment? At home? 
Support networks? Everyday life changes? Dealing with failure? Ups and 
downs of treatment? 

• Marital situation during infertility and infertility treatment? 
• Thoughts about infertility in Mozambique, infertility treatments and their local 

access and provision? 
• Third party help: Funding, logistics, support? 
• Support: Formal/informal? 

 
General aspects 
 

• Health services in Mozambique/specific health facility? 
• Policy/economy infertility care and ARTs? 
• ARTs as unmet need or non-priority elective treatment? 

 
 
 
Interview Script Providers: Practitioners 
 
Personal data 
 

• Age? 
• Medical specialty and study location(s)? 

 
Professional data 
 

• Why the choice of study locations?  
• Information about studies, funding, vocational or pragmatic choice? 
• Pathway to the current job/place? 
• Relationship with medical teams? 
• Medical equipment and origin? 
• How is it bought and who funds what? 
• Regulations of medical procedures? 

 
Institutional 
 

• What kind of infertility treatments are provided? 
• Are there (other) places providing ARTs? Which? What do they provide? 
• Networks between practitioners working in infertility care/ARTs? South 

Africa? 
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Mobility 
 

• If a certain treatment is not available here, do you recommend somewhere else? 
• How? 
• Other place in Mozambique or abroad? 
• How do you relate with other doctors, maybe South African, regarding 

infertility care and ARTs? 
 

Treating mobile patients 
 

• How do you prepare for the ART cycle? 
• Role in the preparation, organization and treatment in host country? 
• Communication between local and foreign doctors doing ARTs, South Africa 

specifically? 
• Do you follow up ART couples after pregnancy? If so, how is it done? 
• Common destinations for Mozambican ART patients? 
• Financial support for medical travel? 
• Cooperation between Mozambique and South Africa in health care provision? 

 
General aspects 

 
• Biomedicine and traditional medicine relationship in general, and regarding 

reproductive health and infertility specifically? 
• Interaction of medical procedures coming from the two healing sources? 
• Possible measures for improvement of infertility health care provision? 
• Policy and economic context and how it affects treatment provision and 

infertility care specifically? 
• Public and private health care? 
• Access to biomedical treatments in Mozambique at large? 
• Inequalities and how to improve? 
 
 

Interview Script Providers: Health Staff 
 
Personal data 
 

• Age? 
• Profession? 
• Study location(s)? 

 
Professional data 
 

• What do you do? What does your job involve? 
• Why the choice of study locations?  
• Information about studies, funding, vocational or pragmatic choice? 
• Pathway to the current job/place? 
• Relationship with medical teams? 
• Medical equipment and origin? 
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• How is it bought and who funds what? 
• Regulations of medical procedures? 

 
Institutional 
 

• What kind of infertility treatments are provided? 
• Are there (other) places providing ARTs? Which? What do they provide? 
• Networks between medical staff working in infertility care/ARTs? South 

Africa? 
 

Mobility 
 

• If a certain treatment is not available here, do you recommend somewhere else?  
• How do you guide patients through therapeutic processes? 
• How are your relationships and interactions with patients? 
• Other place in Mozambique or abroad? 
• How do you relate with other medical staff, maybe South African, regarding 

infertility care and ARTs? 
• How do you relate with doctors? 

 
Treating mobile patients 
 

• How do you prepare for the ART cycle? 
• Role in the preparation, organization and treatment in host country? 
• Communication between local and foreign health facilities doing ARTs, South 

Africa specifically? 
• Common destinations for Mozambican ART patients? 
• Financial support for medical travel? 
• Cooperation between Mozambique and South Africa in health care provision? 

 
General aspects 

 
• Biomedicine and traditional medicine relationship in general, and regarding 

reproductive health and infertility specifically? 
• Interaction of medical procedures coming from the two healing sources? 
• Possible measures for improvement of infertility health care provision? 
• Policy and economic context and how it affects treatment provision and 

infertility care specifically? 
• Public and private health care? 
• Access to biomedical treatments in Mozambique at large? 
• Inequalities and how to improve them? 
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Appendix 10: Documents and authorizations 

 

10.1 Ethical Clearance 
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10.2 Administrative Authorization 
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Summary 

 
 
The main question guiding the research that led to this dissertation was the following: 

What therapeutic navigations do Mozambican infertile couples, living in Maputo and 

surrounding areas, undertake in the quest for pregnancy, both in their own country 

and in neighbouring South Africa, and what are the circumstances that affect these 

navigations? 

In Mozambique, reproduction is a highly valued personal and social 

achievement and its impairment can represent a very serious disruption for women 

and men alike. To be unable to have children is itself a personally frustrating and 

painful experience, and in Mozambique, there are often social consequences added to 

the personal suffering triggered by infertility. In the Southern region of the country 

these social consequences fall mainly on women and include: conflict over the non-

fulfilment of the marriage contract (e.g. lobolo); family pressure to reproduce; 

marginalization and stigmatization of the childless woman; maltreatment of the 

woman by her husband and/or in-laws; humiliation in front of friends and/or in-laws; 

divorce; socio-economic hardship; staining of the image of the family in the 

community and fear of spiritual illness (cf. van Balen and Bos 2009; Mariano 

2014:14).   If on the one hand, in Mozambique, motherhood is often the means par 

excellence to improve social status among in-laws and/or community, on the other 

hand, reproductive impairments can trigger serious social problems for women.  

Despite the fact that the above description represents a general trend in 

Southern Mozambique, in this dissertation I explore as well variations to such 

common perceptions about motherhood, reproduction and the social consequences of 

infertility. In my study, women’s pathways of coping with and seeking treatment for 

infertility revealed a lot more complexity and variability than the image of the 

ostracized involuntarily childless woman with no way out of a difficult social and 

personal situation. While developing my research, I discovered agency, flexibility and 

diversity in infertile women’s/couples’ trajectories of coping with and seeking 

treatment for infertility. My analysis is thus based on the idea of conscious 

reproductive intent, on the practices of Mozambican women and couples in the 

pursuit of reproduction when hampered by infertility, and on how these exercises of 
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reproductive intent in a crisis situation reveal agency, strategizing and manifold 

aspects of change (c.f. Browner and Sargent 2011).  

The research that led to this thesis was based in Maputo, Mozambique, a site 

where huge inequalities in biomedical treatment provision and access prevail. These 

inequalities were clearly perceivable with regard to infertility treatment provision: on 

the one hand, the public health sector in Mozambique is poor, and during my 

fieldwork provided only basic infertility treatment that did not include ARTs; on the 

other, in one private clinic in Maputo, ARTs were provided (with the exception of 

ICSI) and in neighbouring South Africa state-of-the-art ARTs were available in 

several private clinics, many of them fairly close to the Mozambican border.  

In this context, and covering lower class, middle class and cosmopolitan 

women, as well as the public and private health sectors, the research setting and 

sample enabled me to take a transversal approach to practices of infertility treatment 

seeking and uptake on the part of Mozambican infertile women and couples in 

Maputo and South Africa. Furthermore, it unveiled manifold social aspects and 

circumstances related to their therapeutic quests for a child: dynamics of 

contemporary fluid urban contexts in sub-Saharan Africa in general, and in 

Mozambique in particular; birth and in-law family dynamics; sexuality; gender roles 

and marriage; infertility treatment provision and access in the public and private 

sector in Mozambique and in the private sector in South Africa; and kinship making 

ideas and the effects of infertility and biomedical treatments such as ARTs on their 

(re)configuration and reproduction.  

Overall, through the lens of the disrupted reproductive intents, I analyse 

women’s/couples’ social and therapeutic navigations that reveal as much about their 

strategic manoeuvrings towards the attainment of a reproductive goal as they do about 

broader aspects of change, triggered by local features of globalization, global 

medicine(s) and social and clinical interactions. 

 

In the Introduction to this thesis, I lay the ground supporting the main lines of 

argumentation. I explore the phenomenon that I have labelled therapeutic navigation, 

which, based on Vigh’s (2006a, 2009) concept of social navigation, revealed itself to 

be the best theoretical approach to my respondents’ therapeutic itineraries in the quest 

for a child. Therapeutic navigation is the central concept of my analysis and 

arguments, and stands for the ways in which people manoeuvre – navigate – 
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throughout changing and uncertain environments and/or situations – urban society 

and couple infertility – while trying to attain an objective – in this case reproduction. 

The idea of navigation accounts for the circumstantiality and non-linearity of my 

respondents’ pathways and choices in their quests for intended conception. It also 

accounts for the ways in which they constantly readapted their actions and choices to 

the possible treatments that they could access at specific moments in their therapeutic 

quests. In sum, therapeutic navigation stands for people’s social and pragmatic 

manoeuvring in treatment seeking and uptake.  

Throughout their therapeutic navigations, my respondents had different fields 

of possibility (Schütz 1972) to implement their parenthood projects (Schütz 1972; 

Velho 2003). These fields of possibility differed not only because people’s 

reproductive intents were disrupted by infertility, but also because the kind of 

infertility treatment that they could afford determined to some extent their chances of 

success.  

Aside from exposing my main lines of argumentation, in the introduction I 

also present an overview of the main theoretical and scientific debates that paved the 

way for my study, from feminist theory to recent works on global ARTs, and 

regarding various sites and observations on medical travel. This thesis represents a 

new contribution to social studies on biomedicine and infertility in sub-Saharan 

Africa and to the scarce studies on medical and reproductive travel in the region.  

The final part of the introduction presents the structure of the thesis, which 

departs from setting the scene of the socio-cultural, historical and health care 

provision context of Mozambique and Maputo and progressively moves towards the 

analysis of more specific issues related to reproduction, infertility, infertility treatment 

and local practices of coping with and seeking treatment for infertility.  

In Chapter 1 (Theoretical background), I explore and discuss the theoretical 

framework of the dissertation based on the idea of therapeutic navigation (Vigh 

2009), as explained above, as well as further theoretical approaches that helped me 

throughout my research, analysis and writing process. First, I explore the concepts of 

project and fields of possibility (Schütz (1972), which look at the particular spaces 

that people from different backgrounds have access to in order to implement their life 

projects. Second, I approach the idea of change. On the one side, I approach change 

based on Deleuze’s (1997) idea of ‘little lines of mutation’, to account for the small 

changes in everyday life practices that leave a mark on the broader context in which 
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they occur. On the other side, I approach Velho’s (2003) work, inspired by Schütz 

(1972), about metamorphosing life projects in contemporary urban societies, justified 

by people’s need to adapt their objectives to fast changing social and political 

environments paved with inequality. I used these two theoretical framings in 

articulation in order to account for the broader conjunctures – biographical, national 

and global – conditioning my respondents’ therapeutic navigations. To account for the 

contemporary context of Maputo, I used the ideas of global cities (Sassen 2007), 

entangled modernities (Thernborn 2003) and liquid modernity (Bauman 2003). These 

were the concepts that best fit my analysis of Maputo and infertile couples’ 

therapeutic navigations in and beyond it. The fluidity and mixed practices prevailing 

in the city as well as the constant presence of ideas, discourses and habits related to 

tradition and modernity made it necessary to explore these analytical concepts in 

order to situate the everyday lives, struggles and negotiations of Maputo’s dwellers, 

among which my respondents were included.  

To talk about global ARTs and biomedicine was impossible without taking 

into account phenomena of globalization and transnational medicine. In this chapter, I 

therefore also discuss perspectives on globalization (Beck 1998; Tsing 2004) related 

to the abovementioned local modernities (Bauman 2003; Thernborn 2003). The 

concepts of globalization that I employ are mainly focused on human and institutional 

interactions as the main vector for the maintenance of global relations (Beck 1998), 

and on the particularities and negotiations occurring in these connections (Tsing 

2004). Related to such conceptions of globalization, and to my respondents’ national 

and transnational therapeutic itineraries, I further discuss theories about global 

(bio)medicine, especially focusing on transnational medical spaces of interaction 

(Zanini, Raffaetá and Krause 2013), medicoscapes (Hörbst and Wolf 2014) and 

medical interaction (Kleinman 1978).  

As one of the core dimensions of my respondents’ quests, in the theoretical 

background I also situate the local gender and parenthood conceptions that I came 

across. These were much more flexible and negotiable than static or structural, being 

in fact entangled with broader social issues and changes (Aboim 2008) related to 

contemporary urban life. Regarding the social dimensions of infertility treatment 

seeking and uptake, I also explored the concepts of biosociality (Rabinow 1996) and 

therapy management groups (Janzen 1987), of which I found particular versions 

among my informants’ trajectories. Finally, I talk about kinship and kinship 
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reconfigurations, through works of critical kinship studies (Schneider 1984), 

highlighting the circumstantiality of kinship making conceptions (Carsten 2000) and 

the idea that rather than a social structuring dimension, kinship is itself subject to the 

effects of social change, technology and biomedicine (Franklin 1998; Inhorn and 

Birenbaum-Carmeli 2008). Instead of being an island, kinship is deeply connected to 

broader social dimensions such as economy, religion, politics and medicine, among 

others (Schneider 1984:181). The theoretical framework laid out in this chapter is 

used throughout the thesis and was what enabled a multifaceted analysis of my 

respondents’ accounts and pathways.  

In Chapter 2 (Methods), I explain the methodology of the fieldwork and data 

analysis that led to this thesis, as well as further aspects, dilemmas and ethical issues 

raised throughout the fieldwork. The methodology privileged ethnographic fieldwork 

based on semi-structured one-on-one interviews. The fieldwork sites were one public 

hospital and one private clinic in Maputo, as well as different private or public places 

where I had encounters with my informants. I gathered my sample in the clinical sites 

or through snowball sampling. I met women who were going through basic infertility 

treatment and those who had gone or were going through ART treatments. Besides 

interviews and encounters with my respondents (mainly female, due to the difficulty 

of talking to men), I did participant observation in the clinical sites. Even though I 

always had a basic methodological framework to guide me, the fieldwork process 

often demanded flexibility and presented me with delicate issues. In this 

methodological chapter, I explore such reflexive aspects of ethnography, and of 

hospital ethnography in particular, as well as ethical issues and limitations brought 

about throughout the unfolding of the research. 

In Chapter 3 (Navigated Spaces: Maputo, family, infertility and health care 

provision in context), I explore the contexts of my respondents’ reproductive and 

therapeutic quests. Starting from the ideas of a fluid urban setting where daily lives 

are paved with aspects of entangled modernities (Thernborn 2003), I go back in time 

to provide an historical overview of the factors that have affected the entanglements, 

diversity and fluidity seen in Maputo today. I approach diverse past and present socio-

cultural groups of the region, as well as past colonial dynamics that continue to have 

an influence today, including the independence of Mozambique from Portugal, and 

the independence and civil wars in the country that triggered, together with other 

factors, significant national and transnational migration fluxes. As part of everyday 
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life discourses and practices, in this chapter I further explore local notions of tradition 

and modernity and their relation to historical events such as colonization, the socialist 

post-independence regime, and the opening of the county to global capitalism with the 

receipt of a loan from the IMF. Focusing on infertility and biomedicine, I provide a 

description of contemporary Maputo and of the Mozambican and South African 

health sectors. Finally, I explore trends and social aspects of infertility in 

Mozambique through existing literature and the accounts of my respondents. All of 

the descriptions are based on how broader historical and social events and 

conjunctures have affected the contemporary dynamics and practices of people in 

Maputo, especially regarding social class, reproduction and family.  

Chapter 4 (Infertility, family, sexuality and marriage dynamics in Maputo) 

deals with family and related practices. Based on published studies about sexuality 

and sexual and reproductive health in Maputo, in this chapter I articulate information 

derived from these sources with the case studies of my respondents in order to 

provide a full picture of the contexts in which they moved, both in and beyond 

Maputo city. In order to situate my respondents’ accounts, in this partly contextual, 

partly ethnographic chapter, I explore the entangled realities of family, social class 

and infertility. These include ideas and practices related to tradition, modernity and 

social class, gender and sexuality, and sexual practices and reproductive disruptions. 

Moreover, through the case studies, I approach family and marriage dynamics and 

diversity in Mozambique before and during reproductive disruptions and help 

seeking. The case studies used in this chapter come from respondents from 

cosmopolitan, middle class and lower class backgrounds. Through this transversal 

sample it is possible to demonstrate how the potentially harmful consequences of 

childlessness that may fall upon women do not depend on their economic status alone. 

Rather, such consequences depend more on broader socio-cultural aspects of their 

birth and in-law families, on their education, and on the multiple influences of the 

historical background and contemporary social dynamics of the city they live in.  

In Chapter 5 (Seeking reproduction: Circumstances affecting the course of 

therapeutic navigation), I begin by situating the sites where my respondents looked 

for biomedical infertility care. After mapping their therapeutic itineraries, I explore 

their treatment seeking strategies and therapeutic pathways. This chapter is the first of 

the four ethnographic chapters of the thesis. After contextualizing – empirically and 

theoretically – the therapeutic navigations, the remainder of the chapter focuses on 
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analysis. In the description and analysis, I take into account my respondents’ differing 

social class and the different health provision sectors – the national health sector in 

Mozambique, the private health sector in Mozambique and the private health sector in 

South Africa. After identifying the therapeutic sites that my informants accessed, I 

characterize the sample of women in the study and the timings of their treatment 

seeking and uptake processes, especially their age at first biomedical consultation and 

the treatment possibilities and timings of women coming from different social classes. 

Afterwards, and following this line of thought, I explore the unequal pathways of my 

respondents’ therapeutic navigations through biomedical infertility care, which 

revealed great social inequalities, but also a similar capacity for agency on the part of 

women from different socio-economic backgrounds.  

Always bearing in mind inequalities in access to treatment, I move on to 

explore therapeutic pluralism related to traditional medicine, biomedicine and issues 

of exposure (of a woman’s/couple’s infertility) and anonymity (during treatment) 

among patients in the public sector. Moreover, I approach further factors conditioning 

their therapeutic choices, such as costs and trust, and the role of social networks in 

obtaining information about healers and/or hospitals. After analysing the public 

sector, I move to the private sector in Maputo. I describe the women I encountered 

there and identify the factors influencing their therapeutic choices. Among the latter, 

rather than the need for anonymity and costs, the most relevant were the proximity of 

the clinic and the availability of ARTs. With a few exceptions, in general terms this 

was likely due to the lesser risk of stigmatization and social pressure to reproduce that 

middle class and cosmopolitan women suffered when compared to lower class 

women. However, just as with lower class women attending the public hospital, for 

those attending the private clinic in Maputo, the role of social networks was also 

decisive when choosing treatment sites.  

The therapeutic choices and navigations of women/couples engaging in 

reproductive travel constitute the last section of this chapter, in which I explore social 

network-based therapeutic choices, which were as important for transnational patients 

as they were for patients using the public hospital and private clinic in Maputo. In 

final last section, I also approach strategies of reproductive travel and treatment 

management, including financial and logistical practicalities. Overall, this chapter 

confirms the importance and role of disclosure management and national and 

transnational social networks throughout my respondents’ therapeutic navigations. 
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Echoing Janzen’s (1987) notion of therapy management groups, although differing 

from them in terms of aspects of choice, I use the idea to analyse my respondents’ 

therapeutic support networks, since such groups were the temporary networks that 

helped the women and couples in this study with treatment seeking and uptake. In this 

chapter, I present a new version of Janzen’s (1987) therapy management groups, 

which I label transnational therapy management groups – standing for the 

decentralized networks of people living in Maputo, South Africa or elsewhere who 

helped my respondents undertake reproductive travel in financial, logistical, 

informative, trust establishing and emotional aspects. Finally, I observe how, however 

different their therapeutic itineraries were, all of my respondents’ therapeutic 

navigations had some aspects in common, namely the importance of social networks, 

the importance of establishing trust in treatment sites and providers, and the 

engagement in social surveys of the clinical sites with further (likely) chances for a 

successful outcome. 

In Chapter 6 (Therapeutic navigation: Treatment experiences and views from 

users and providers), I deal with medical interactions, with the clash of different lay 

and biomedical explanatory models (Kleinman 1978) and different languages during 

medical encounters, as well as with treatment experiences and expectations. I begin 

with an ethnographic description of my clinical fieldwork sites – the public hospital 

and the private clinic in Maputo – and of the ways in which they functioned. After 

this, I explore women’s treatment experiences in the public hospital in Maputo, 

treatment misunderstandings, expectations for a positive outcome and the limited 

number of infertility treatment options accessible to public sector users. Subsequently, 

I approach the treatment experiences of private sector users and reproductive 

travellers, taking into account aspects of the medical interaction, clinic organization 

and consultation language – English – which sometimes represented a treatment 

barrier. Furthermore, I explore women’s and couples’ social network-based strategies 

to improve treatment and communication in biomedical appointments.   

After analysing treatment experiences, I move on to expectations, covering the 

uncertainty of the basic treatments provided in the public hospital, and the frustrated 

hopes of couples using ARTs at home and abroad whose treatments were not 

successful. Furthermore, I deal with treatment repetition and changes in therapeutic 

navigations when faced with a treatment option that at a certain point in time seemed 

ineffective.  
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Overall, in this chapter I argue that instead of being passive vessels for 

biomedical interventions, my respondents were active agents in looking for care – 

traditional or biomedical – and made their choices according to the treatment that 

provided them – in their perspective – with more chances for success at a given 

moment. Moreover, I argue how private sector users behaved more like clients 

(Lupton 1997) than ‘docile’ patients, and made important choices about treatments 

themselves. Beyond this, I also demonstrate how, inside each field of possibility, none 

of my respondents were passive, and many, from all backgrounds, challenged some of 

their conceptions and hopes about reproduction and parenthood during the course of 

their more or less technological biomedical interventions.  

Chapter 7 (Navigating infertility care: Agency and socialities during 

treatments) deals with the various social aspects affecting Mozambican couples’ 

navigations through infertility treatments. These include family and gender 

relationships, local and transnational therapy management groups (Janzen 1987), 

religion and emerging kinds of biosociality (Rabinow 1996). Firstly, I discuss gender 

issues and marital dynamics challenged by, and through, infertility and the pursuit of 

infertility treatment. Secondly, I approach emerging biosocialities stemming from my 

respondents’ processes of infertility treatment seeking and uptake. Finally, I discuss 

aspects of therapy management (Janzen 1978), as well as disclosure management 

related to treatment processes and support seeking strategies among friends, family 

and religious congregations. Overall, I discuss how, as a crisis situation, suffering 

from involuntary childlessness in wedlock triggers tensions and change, especially 

regarding social aspects of infertility and relationships. These individual changes are 

furthermore likely to act as specific ‘little lines on mutation’ (Deleuze 1997) 

regarding the already constantly transforming broader social and cultural context 

through which my respondents navigated. Hence throughout the contextualized 

analysis of their therapeutic navigations, I noticed that my respondents’ trajectories 

could add something to Vigh’s (2009) concept of social navigation; namely that each 

individual’s navigation is likely to affect the transformation of the (moving) context 

that shapes it. Taking this into account, I argue that while navigation itself 

corresponds to a response to changing and unstable social contexts, this same 

navigation also contributes to the latter’s continuous transformation.  

In Chapter 8 (Making kinship: Assisted reproduction and parenthood in 

Mozambique), I deal with aspects of family making involving, but also going beyond, 
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reproduction. As the final ethnographic chapter of the thesis, this chapter returns to 

the theme of family dynamics from a specific angle – family making. Based on case 

studies of couples who had undergone successful and unsuccessful ART treatments, 

or who were in treatment at the time of our encounter, the main argument relates to 

the effects of ARTs and biomedicine in the reconfiguration of couples’ initial family 

making conceptions – due to failed ART treatments – as well as the reproduction of 

genetic kinship as the ideal of family making – through successful ART treatments. It 

is when facing obstacles in ART treatments that biomedicine poses further 

reproductive options that go beyond genetically-based kinship making conceptions. 

Failed treatments led my respondents to reconsider their kinship making notions and 

consider others, such as the use of donor gametes, surrogates or adoption. This 

chapter presents the experiences of successfully having an IVF child as well as the 

ways in which failed cycles led to the reconsidering of remaining reproductive or 

family making options for the implementation of the life project of parenthood.  

In Chapter 9, the Conclusion, I wrap up and discuss the study findings, 

framing them according to the thesis’ main line of argumentation, as presented in the 

introduction, based on the notions of reproductive intent, therapeutic navigation and 

change. In this concluding chapter, I summarize the factors that affected my 

respondents’ therapeutic navigations, but also how their navigations themselves 

affected the broader context in which they materialized. Living in a fluid urban 

context of entangled modernities (Therborn 2003; Bauman 2003), my respondents’ 

therapeutic pathways revealed the reproduction of, as well as challenges to, 

inequalities in terms of social class, gender and health care access. In this sense, their 

processes of coping with and seeking treatment for infertility revealed flexibility and 

room for change in various social dimensions that affected, but were also affected by, 

their everyday life agency: practices and ideas related to kin and in-law families; 

marital dynamics and gender roles; ways of coping with the therapeutic options for 

infertility; and the mutability of kinship making conceptions. My respondents’ 

therapeutic navigations implied agency and a constant adaptation of their pathways 

and choices to the uncertain environment of their realization. Moreover, their 

trajectories frequently manifested as ‘little lines of mutation’ (Deleuze 1997) by 

contributing to the motion and change of the broader social worlds that framed them.  

Throughout the conclusion, I approach in order of appearance the different 

main lines of analysis of the dissertation, thus next comes families and hampered life 
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projects. I summarize how families played a role in my respondents’ biographies – 

but did not directly guide them – and argue that family relationships were paved with 

tensions and negotiations both before and after reproductive disruptions. These 

tensions and negotiations were dealt with mainly through disclosure management, in 

this case about infertility and infertility treatment seeking and uptake. Kin families 

were generally supportive of their relatives – the women in my study – in such 

delicate situations. However, in some cases they also pressured my respondents to 

reproduce, in direct or indirect ways. Pressure on the part of the in-laws was more 

common, especially in cases of women coming from more traditional backgrounds. 

Normally, education, economic independence from the husband and middle class or 

cosmopolitan lifestyles attenuated such in-law pressure; but still, in some cases of 

middle class women, hostility from the in-laws triggered discomfort. Despite being 

flexible and subject to negotiation, family-related motives to pursue treatment were 

relevant and revolved around the issues of women’s self-imposed pressure to 

reproduce, family pressure to reproduce, families’ expectations about kin continuity, 

gender relations in wedlock, marital tensions, and social and family hardships due to 

involuntary childlessness. 

After summing up the role of families in the process of coping with and 

seeking treatment for infertility, I approach issues of social class. Unlike family 

relations and cultural background, social class did not determine directly the ways in 

which women or couples dealt with infertility. Social class was only a determinant 

while seeking treatment, as women or couples with more financial capability could 

access the private clinic in Maputo (providing ARTs) or private fertility clinics in 

South Africa, while poorer women or couples could only resort to infertility treatment 

in the public hospital in Maputo (where ARTs where not provided). 

After presenting family and social class conjunctures and their relationship to 

my respondents’ therapeutic itineraries, I argue for the centrality of social networks in 

the development of my respondents’ therapeutic navigations. These networks 

included family relations, friends, church congregations and colleagues, and included 

emerging kinds of biosocial (Rabinow 1996) relations with other patients that women 

met while in treatment. In this sense, these social networks worked as particular kinds 

of therapy management groups (Janzen 1987): they contributed to my respondents’ 

treatment choices, though they did not make any decisions directly on behalf of the 

women, and instead of being community-based, the character of these networks 
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varied according to the women’s treatment options – for those undertaking 

reproductive travel, therapy management groups were transnational, while for women 

pursuing treatment in Maputo, they were local. What I have called transnational 

therapy management groups were social networks of people living in Maputo and in 

South Africa (mostly in the cities where the chosen clinics were located), who 

provided information, advice, financial and emotional support and accommodation 

during ART treatments made through reproductive travel. Local therapy management 

groups had the same role (with the exception of providing accommodation, which was 

not necessary) but were restricted to Maputo city, where the women were pursuing 

treatment in the public or private sector.  

After summing up my arguments about the role of families, social class and 

social networks, I focus on kinship making. In this section of the conclusion, I argue 

that throughout their therapeutic navigations, my respondents exposed how kinship 

conceptions may reveal themselves to be flexible in certain situations – namely failed 

ART treatments. In this way, my findings contribute to longstanding debates about 

kinship making and relatedness (Schneider 1984; Carsten 2000; Inhorn and 

Birenbaum-Carmeli 2008) and shed light on locally and circumstantially transforming 

ideas about making kinship. In this section, I further argue how, despite its flexibility 

and possible transformation, making a family and parenting, ideally through 

reproduction, never ceased to be a constant life project for my respondents. The fact 

that it was often reconfigured according to each patient’s specific therapeutic pathway 

did not make it less of a goal; it simply made the pathways to attain it more flexible 

and winding, as a result of the challenges presented by couples’ infertility and various 

therapeutic options.  

In closing the concluding chapter, I sum up all of the biographical, therapeutic 

and social changes – or ‘little lines of mutation’ – that I identified during the analysis 

and my description of the circumstances that affected and were affected by my 

respondents’ therapeutic navigations. And finally, I underline the relevance of social 

networks, motion and change and present my final thoughts on the thesis, on its 

potential relevance for the field of anthropology, as well as some recommendations 

for future research.  
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Samenvatting 

De hoofdvraag van dit onderzoek luidt als volgt: welke behandeltrajecten 

doorlopen Mozambikaanse stellen die onvruchtbaar zijn, woonachtig in Maputo of in 

de omliggende gebieden, met het doel om zwanger te worden, zowel in hun eigen 

land als is buurland Zuid-Afrika, en welke omstandigheden beïnvloeden deze 

trajecten? 

Voortplanting is een belangrijke persoonlijke en sociale kwestie in 

Mozambique en vruchtbaarheidsproblemen kunnen belangrijke gevolgen hebben voor 

zowel vrouwen als mannen. Het niet kunnen krijgen van kinderen is op zichzelf een 

frustrerende en pijnlijke ervaring en daarnaast zijn er in Mozambique sociale 

gevolgen die persoonlijk leed door onvruchtbaarheid veroorzaken. In het zuidelijke 

deel van dit land hebben deze sociale consequenties vooral betrekking op vrouwen, 

inclusief conflict over het niet naleven van de huwelijksbelofte (e.g. lobolo); de druk 

vanuit de familie om zich voort te planten,  het marginaliseren en stigmatiseren van 

kinderloze vrouwen; de slechte behandeling van vrouwen door hun man en/of 

schoonfamilie; de vernedering ten overstaan van vrienden en/of schoonfamilie; 

scheidingen; socio-economische problemen, aantasting van het beeld van de familie 

in de gemeenschap en over de angst voor spirituele ziekten (cf. van Balen en Bos 

2009; Mariano 2014:14). Waar moederschap in Mozambique vaak par excellence 

betekent als het gaat om het verbeteren van de sociale status onder de schoonfamilie 

en/of de gemeenschap, kunnen voortplantingsproblemen leiden tot ernstig sociale 

problemen voor vrouwen. 

Terwijl bovengenoemde beschrijving van de impact van onvruchtbaarheid of 

kinderloosheid een algemene trend is in Zuid-Mozambique, onderzoek ik in dit 

proefschrift ook verschillende varianten van gangbare ideeën over moederschap, 

voortplanting en de sociale gevolgen van onvruchtbaarheid. Mijn onderzoek laat zien 

dat de manier waarop vrouwen omgaan met en besluiten tot bepaalde 

vruchtbaarheidsbehandelingen veel complexer is dan het dominante beeld van de 

buitengesloten, onvrijwillig kinderloze vrouw zonder uitweg uit haar moeilijke 

sociale en persoonlijke situatie. Tijdens dit onderzoek bleek dat vrouwen/stellen 

actief, flexibel en zeer verschillend waren in hun manier van omgaan met 

onvruchtbaarheid en het zoeken naar behandelingen. Mijn onderzoek is gebaseerd op 

het idee van conscious reproductive intent (een bestaande/bewuste wens om voort te 
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planten) en geeft inzicht in hoe dat er in de praktijk uitziet bij Mozambikaanse 

vrouwen en stellen die streven naar voortplanting, terwijl zij gehinderd worden door 

onvruchtbaarheid, en hoe dit in een crisissituatie agency, strategie en veelvuldige 

aspecten van verandering openbaart (c.f. Browner en Sargent 2011). 

Het onderzoek voor dit proefschrift is uitgevoerd in Maputo, Mozambique, 

een plek waar grote ongelijkheid bestaat in het aanbod van en de toegang tot 

biomedische voorzieningen. Deze ongelijkheid was duidelijk zichtbaar aangaande de 

beschikbaarheid van vruchtbaarheidsbehandelingen: aan de ene kant heeft de publieke 

sector in Mozambique beperkte middelen en werden tijdens de periode dat mijn 

veldwerk plaatsvond alleen de basale behandelingen aangeboden, hetgeen geen 

geassisteerde voortplantingstechnieken  zoals in-vitro fertilisatie (IVF) inhield; aan de 

andere kant werden in een privékliniek in Maputo voortplantingstechnieken 

aangeboden (met uitzondering van Intracytoplasmatische sperma-injectie, ICSI), 

evenals in buurland Zuid-Afrika waar state-of-the-art technieken beschikbaar waren 

in verschillende privéklinieken, veelal dichtbij de grens met Mozambique. 

 Deze context, evenals dat zowel vrouwen uit de lagere klasse, middenklasse 

als kosmopolitische vrouwen die de publieke en/of private gezondheidszorg 

bezochten onderdeel uitmaakten van mijn onderzoeksgroep, bood mij de 

mogelijkheid om een transversale benadering te gebruiken in dit onderzoek naar de 

zoektocht naar en het gebruik van onvruchtbaarheidsbehandelingen door 

Mozambikaanse vrouwen/stellen in Maputo en Zuid-Afrika. Bovendien heeft deze 

benadering inzicht gegeven in diverse sociale aspecten en omstandigheden gerelateerd 

aan het traject van vruchtbaarheidsbehandelingen: de dynamiek van de hedendaagse 

fluïde stedelijke context in sub-Sahara Afrika in het algemeen en in Mozambique in 

het bijzonder; de dynamiek van geboorte binnen schoonfamilies; seksualiteit; 

rolpatronen en het huwelijk; de beschikbaarheid van en toegang tot 

vruchtbaarheidsbehandelingen in de publieke en private sector in Mozambique en in 

de private sector in Zuid-Afrika; en ideeën over verwantschap en de effecten van 

onvruchtbaarheid en biomedische behandelingen, zoals geassisteerde voortplanting,  

op deze ideeën. 

 Over het geheel genomen analyseer ik door de lens van de disrupted 

reproductive intents (een onderbreking van de bestaande/bewuste wens om voort te 

planten) het sociaal en therapeutisch navigeren van vrouwen/stellen, hetgeen zowel 

het strategisch manoeuvreren naar het verwezenlijken van hun doel tot voortplanting 



	

	 279	

laat zien, als wel de bredere aspecten van verandering die worden teweeggebracht 

door de lokale kenmerken van globalisering, mondiale geneeskunde en sociale en 

klinische interacties. 

	
In de inleiding van dit proefschrift leg ik het grondwerk voor de hoofdlijnen 

van mijn argumentatie. Ik onderzoek het fenomeen dat ik therapeutic navigation 

(therapeutische navigatie) noem – refererend aan Vigh’s idee van social navigation 

(sociale navigatie; 2006, 2009) – hetgeen een goed theoretisch kader bleek te bieden 

voor de analyse van de therapeutische trajecten van mijn respondenten. Therapeutic 

navigation is het centrale concept in mijn analyse en voor mijn argumenten, en staat 

voor de manier waarop mensen manoeuvreren – navigeren – tijdens veranderende en 

onzekere omstandigheden en/of situaties zoals de stedelijke samenleving en 

onvruchtbaarheid, terwijl zij hun doel, in dit geval het krijgen van een kind, proberen 

te bereiken,. 

 Daarnaast geef ik in de inleiding een overzicht van de belangrijkste 

theoretische en wetenschappelijke debatten die als basis fungeren voor mijn 

onderzoek, uiteenlopend van feministische theorieën tot meer recent werk over 

globale reproductieve technieken met betrekking tot medische en reproductieve 

mobiliteit. Bovendien laat ik zien hoe dit proefschrift bijdraagt aan het sociaal 

wetenschappelijk debat over onvruchtbaarheid in sub-Sahara Afrika en aan de 

onderzoeken naar medische en reproductieve mobiliteit in de regio. 

 In Hoofdstuk 1 (Theoretische achtergrond), verken en bespreek ik het 

theoretisch kader van dit proefschrift gebaseerd op het idee van therapeutic 

navigation (Vigh 2009), zoals hierboven uitgelegd, evenals de andere theoretische 

benaderingen die mij geïnformeerd hebben tijdens mijn onderzoek, analyse en het 

schrijfproces. Ik plaats mijn onderzoek en de analyse dus binnen een theoretisch kader 

bestaande uit concepten van verschillende auteurs over sociale werelden, sociale 

verandering, globalisering, moderniteit en medicalisering, technologie en 

maatschappij. Als eerst onderzoek ik de begrippen project and fields of possibility 

(vrij vertaald als: project en velden der mogelijkheid; Schütz 1972), die kijken naar de 

mogelijkheden waar, mensen met verschillende achtergronden, toegang tot hebben 

om zo hun levensprojecten uit te voeren. Ten tweede behandel ik het concept van 

verandering gebaseerd op Deleuzes (1997) concept van little lines of mutation, wat 

ervanuit gaat dat kleine veranderingen in het dagelijks leven ook een markering 
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nalaten op de bredere context waarin deze veranderingen plaatsvinden. Daarnaast 

zoek ik, om sociale verandering te onderzoeken, mijn toevlucht in het werk van Velho 

(2003), geïnspireerd door Schütz (1972), over metamorphosing life projects in 

hedendaagse stedelijke samenlevingen, gerechtvaardigd door de behoefte van mensen 

om hun doelstellingen aan te passen aan een snel veranderende sociale en politieke 

omgeving die gekenmerkt wordt door ongelijkheid. Om de hedendaagse context van 

Maputo te bespreken, gebruik ik de ideeën van global cities (mondiale steden; Sassen 

2007), entangled modernities (verstrengeling van moderniteiten; Thernborn 2003) en 

liquid modernity (vloeibare moderniteit; Bauman 2003). 

 Het is onmogelijk om over mondiale geassisteerde voortplanting en 

biomedische wetenschap te spreken zonder het te hebben over globalisering en 

transnationale geneeskunde. In dit hoofdstuk bespreek ik daarom ook de 

perspectieven op globalisering (Beck 1998; Tsing 2004). Gerelateerd aan de 

opvattingen over globalisering en de nationale en transnationale behandelroutes van 

mijn respondenten, bespreek ik verder de theorieën over de mondiale biomedische 

wetenschap, met name gericht op transnational medical spaces of interaction 

(transnationale plekken van medische interacties; Zanini, Raffaetá en Krause 2013), 

medicoscapes (over wereldwijde medische verbindingen op micro- en macroniveau; 

Hörbst en Wolf 2014) en medical interaction (medische interactie; Kleinman 1978).   

 Om de sociale fenomenen die ik heb gevonden in de therapeutic navigations 

van mijn respondenten te analyseren en karakteriseren, maak ik gebruik van de 

concepten biosociality (biosocialiteit; Rabinow 1996) en therapy management groups 

(therapie managementgroepen; Janzen 1987). Tot slot bespreek ik de bijdrage aan 

mijn analyse van critical kinship studies (kritische verwantschap studies; Schneider 

1984), die ideeën over verwantschap bespreken, inclusief het idee dat in plaats van 

een sociale structurele dimensie, verwantschap zelf beïnvloed wordt door sociale 

veranderingen, technologie en biomedische wetenschap (Franklin 1998; Inhorn en 

Birenbaum-Carmeli 2008). 

 In hoofdstuk 2 (Methoden) licht ik de methodologie van het veldwerk en de 

data analyse toe die tot dit proefschrift heeft geleid, evenals overige aspecten, 

dilemma’s en ethische kwesties die aan de orde kwamen tijdens mijn veldwerk. Deze 

kwesties zijn van praktische en sociale aard en gaan over het toegang krijgen tot het 

veld, de plaats van de etnograaf hierin, mijn relaties met informanten en de context 

van het veldwerk. 
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 In hoofdstuk 3 (Navigeren in verschillende omgevingen: Maputo, familie, 

onvruchtbaarheid en gezondheidszorg in context) onderzoek ik de context van de 

voortplantings- en behandeltrajecten van mijn respondenten. Uitgaande van het 

perspectief van een fluïde stedelijke omgeving waar het dagelijks leven verweven is 

met aspecten van moderniteit (Thernborn 2003), ga ik terug in de tijd om een 

historisch overzicht te geven van de factoren die van invloed zijn geweest op deze 

verwevenheden, diversiteit en vloeibaarheid van het hedendaagse Maputo.  

 Hoofdstuk 4 (Onvruchtbaarheid, familie, seksualiteit en dynamieken binnen 

het huwelijk in Maputo) gaat over familie en aanverwante praktijken. In dit hoofdstuk 

link ik de verhalen van mijn respondenten aan de data uit eerder gepubliceerd 

onderzoeken over seksualiteit en seksuele en reproductieve gezondheid in Maputo, 

zodat ik een volledig beeld kan schetsen van de context waarin mijn respondenten 

zich bewegen, zowel binnen als buiten de stad Maputo. Om mijn respondenten te 

plaatsen in hun context, verken ik, in dit deels contextuele en deels etnografische 

hoofdstuk, de verweven werkelijkheid van familie, sociale klasse en 

onvruchtbaarheid. Dit omvat ideeën en praktijken met betrekking tot traditie, 

moderniteit en sociale klasse, gender en seksualiteit, en seksuele praktijken en 

voortplantingskwesties. Bovendien bekijk ik met behulp van de case studies naar de 

dynamieken en verschillen in families en huwelijken in Mozambique, zowel voor als 

tijdens de problemen met voortplanting ontstonden en het zoeken naar hulp hiervoor. 

 Hoofdstuk 5 (Op zoek naar voortplanting: omstandigheden die het beloop van 

therapeutische navigaties beïnvloeden) begin ik met het omschrijven van de plek waar 

mijn respondenten kwamen voor biomedische onvruchtbaarheidsbehandelingen. 

Nadat ik hun behandeltrajecten in kaart heb gebracht bespreek ik hun strategieën voor 

het zoeken naar een geschikte behandeling en de behandeltrajecten zelf. Dit hoofdstuk 

is het eerste van de vier etnografische hoofdstukken van dit proefschrift. Na het 

conceptualiseren – zowel empirische als theoretisch – van therapeutic navigations, 

besteed ik de rest van het hoofdstuk aan de analyse. In de beschrijving en analyse 

houd ik rekening met de verschillen in sociale klasse van mijn respondenten en de 

verschillende sectoren binnen de gezondheidszorg: de nationale gezondheidszorg 

sector in Mozambique, de private gezondheidszorg sector in Mozambique en de 

private gezondheidszorg sector in Zuid-Afrika. 

 Over het geheel genomen bevestigd dit hoofdstuk het belang en de rol van 

disclosure management (vrij vertaald als: keuzes in openbaarmaking van 
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onvruchtbaarheid), en de nationale en transnationale sociale netwerken die de 

behandelroute van mijn respondenten doorkruisen.  

 In hoofdstuk 6 (Therapeutische navigatie: behandelervaringen van gebruikers 

en aanbieders) behandel ik de botsingen die bij medische interacties kunnen ontstaan 

vanuit lekenmodellen en biomedisch verklaringsmodellen (Kleinman 1978). 

Daarnaast bespreek ik het verschil in taalgebruik tijdens medische ontmoetingen, 

evenals in de ervaringen met en verwachtingen van een behandeling.  

In dit hoofdstuk beargumenteer ik dat mijn respondenten - in plaats van 

actoren die biomedische interventies passief zouden accepteren - actieve actoren zijn 

in hun zoektocht naar passende zorg, hetgeen zowel traditioneel als biomedisch kan 

zijn, en dat zij hun keuzes maken op basis van de behandeling die hen - in hun optiek 

- meer kans biedt op succes. 

Daarnaast laat ik ook zien dat mijn respondenten in each field of possibility 

(binnen elk mogelijkheidsveld) geenszins passief waren, en velen, van alle 

achtergronden, hun ideeën en hoop over voortplanting en ouderschap betwistten 

tijdens het afgelegde pad van technologische interventies.   

 Hoofdstuk 7 (Navigeren door onvruchtbaarheidstrajecten: agency en sociale 

dimensies tijdens behandelingen) gaat over de verschillende sociale aspecten waar 

Mozambikaanse stellen mee te maken krijgen wanneer zij navigeren door de trajecten 

van onvruchtbaarheidsbehandelingen. Het gaat hier om familie en genderrelaties, 

lokale en transnationale therapy management groups (Janzen 1987), religie en 

verschillende soorten van biosocialiteit (Rabinow 1996). Ik bespreek hoe het niet 

kunnen krijgen van kinderen als een crisis in een huwelijk beschouwd kan worden, 

hetgeen spanningen en veranderingen teweeg brengt, met name als het gaat om de 

sociale aspecten van onvruchtbaarheid en relaties. Deze individuele veranderingen 

zijn vergelijkbaar met de little lines of mutation (Deleuze 1977) in de context van de 

constant veranderende sociale en culturele context waarin mijn respondenten 

navigeren. In de analyse van de therapeutische navigatie van mijn respondenten 

merkte ik op dat hun trajecten iets toe te voegen hebben aan Vigh’s (2009) concept 

van sociale navigatie; namelijk dat ieders individuele traject in alle waarschijnlijkheid 

de verandering van de context beïnvloedt, terwijl deze context ook invloed heeft op 

het traject zelf. Ik beargumenteer daarom dat terwijl het navigeren zelf overeenkomt 

met de reactie op de veranderende en instabiele sociale context, ditzelfde navigeren 

ook bijdraagt aan de continue verandering van die context. 
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 In hoofdstuk 8 (Verwantschap creëren: geassisteerde voortplanting en 

ouderschap in Mozambique) behandel ik de aspecten van het creëren van een familie 

die te maken hebben met, maar ook verder reiken dan, voortplanting. Als laatste 

etnografische hoofdstuk in dit proefschrift keert dit hoofdstuk terug naar het thema 

van familiedynamiek vanuit de specifieke invalshoek, namelijk het creëren van een 

gezin.  Op basis van case studies van stellen die al dan niet een succesvolle 

behandeling hebben ondergaan, of onder behandeling waren op het moment dat ik hen 

ontmoette, bespreek ik de effecten van geassisteerde voortplanting en de medische 

wetenschap op het behoud of de hervorming van hun bestaande ideeën over het 

creëren van een familie. Op het moment dat er zich obstakels voordoen in de 

behandeling worden ook de mogelijkheden voorgelegd die verder reiken dan de opties 

gebaseerd op genetische verwantschap. Niet gelukte behandelingen leidden er voor 

mijn respondenten toe hun noties over verwantschap te heroverwegen en ook andere 

opties, zoals het gebruik van donorcellen, draagmoeders of adoptie, te overwegen. Dit 

hoofdstuk laat de ervaringen zien van een succesvolle IVF poging, als wel de 

manieren waarop mislukte pogingen leidden tot het heroverwegen om door te gaan 

met het voortplantingstraject en het overwegen van andere opties om een familie te 

creëren en het levensproject ouderschap te bereiken. 

In hoofdstuk 9, de conclusie, bespreek ik de bevindingen van mijn onderzoek 

in het licht van mijn belangrijkste argumenten, zoals beschreven in de introductie, 

gebaseerd op de noties van reproductive intent, therapeutic navigation and change. 

Ter afsluiting som ik alle biografische, therapeutische en sociale veranderingen op – 

ofwel de little lines of mutation – die ik aangetoond heb tijdens de analyse. Tot slot 

onderstreep ik het belang van sociale netwerken, beweging en verandering, en 

presenteer ik mijn laatste gedachten over dit proefschrift en over de potentiele 

relevantie voor de antropologie, evenals aanbevelingen voor toekomstig onderzoek.  
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Notes 

Introduction 

																																																								
1  The book Reproduction, Globalization and the State: New Theoretical and Ethnographic 
Perspectives (2011), edited by Carole Browner and Carolyn Sargent, is a seminal publication regarding 
contemporary ways in which local forms of reproductive initiative taking and intent relate to regional, 
state and global structures. The publication includes articles about biological and social reproduction 
that stem from different social scientific backgrounds, approaching specific local realities and the 
relational dynamics of these realities, and the broader national and international contexts framing and 
influencing people’s agency and ideas.  
2 The term ‘cosmopolitan’ is used according to Spisak (2009) or Beck and Sznaider (2006) to identify a 
mobile individual who is self-aware in terms of identity, empowered through different means, 
including education, and whose actions come from and can contribute to the transformation of different 
local realities. In Mozambique, these can be gender roles, identity and communal life. Social networks 
are decentralized and maintained through physical and virtual interaction, not corresponding to 
geographical or physical boundaries. The cosmopolitan women in my study generally went for assisted 
reproduction treatments in South Africa. When referring to middle class women, I intend to depict 
middle income urban women who can afford to resort to private health care in Maputo and who have 
an economically comfortable lifestyle but are not as ‘mobile’ as cosmopolitan women. Middle class is 
used as a term to better situate higher educated women working in the formal sector, normally in 
services, commerce or administration in Maputo city, who personify a more anonymous and fluid 
lifestyle than lower class women. Lower class encompasses individuals with less economic capacity 
and likely more uncertain formal or informal forms of generating income. My respondents who came 
from a lower class socio-economic background generally lived in the first and second peri-urban ring 
of Maputo city, or in small towns or villages in Maputo province. Not all of them spoke Portuguese and 
the only biomedical health care they could access was in the public sector.  
3	The	 term	 ‘traditional’,	 when	 related	 to	 healing,	 is	 used	 throughout	 this	 thesis	 to	 identify	 the	
healing	practices	of	herbalist	and	spiritual	healers	in	Mozambique.	It	identifies	a	type	of	healing	
practice	and/or	healers	(herbalist	and	spiritual)	that	work	with	local	spiritual	and	bodily	idioms	
of	disease/distress	(cf.	Mariano	2014).	It	was	chosen	due	to	the	fact	that	it	was	the	most	common	
term	 used	 by	 my	 respondents	 in	 everyday	 interactions	 in	 Portuguese	 –	medicina	 tradicional,	
curandeiro.	 It	 was	 also	 the	 government/policy	 terminology	 used	 to	 refer	 to	 those	 healing	
methods.	I	employ	the	term	only	as	a	distinctive	tool	for	a	currently	used	kind	of	healing	and	not	
as	in	opposition	to	‘modern’	kinds	of	healing	–	an	opposition	I	wish	to	avoid	(see	chapter	2).		
4 For projects, fields of possibility and change, see: Schütz 1972; Velho 2003. For globalization and 
modernity, see: Beck 1998; Bauman 2000; Therborn 2003; Tsing 2004; Sassen 2007. 
5 Second wave feminism follows first wave feminism movements. The latter took place in Euro-
American settings in the 19th and early 20th century and focused mainly on legal equal rights for 
women and men, such as the right to vote.  
6 Subalternity depicts the ways in which women have, in many ways, been subjugated to male 
imperatives in political, social and family worlds.  
7 By the expression ‘delegated to nature’, it is implied that women were seen as ‘natural’ housewives, 
family makers and carers instead of active outgoing social agents.  
8 The ambivalence in feminist thinking about motherhood, as well as about infertility and womanhood, 
departs from the paradox that Thompson (2002) refers to in her critical overview of feminist theory and 
infertility. On the one hand, infertility and motherhood are perceived as legitimate desires and 
biographical projects; in this context, ART provision and resources are new tools in the materialization 
of reproductive intent and mothering. On the other hand, the technological gateway to reproduction and 
family making through technology has been seen as a reproduction of essentialized ideas about 
motherhood and thus a legitimation of the medicalization of reproduction, something that radical 
feminists have perceived as the ultimate apparatus of male dominance. Therefore the act of resorting to 
ARTs is seen to translate into women’s subjugation to male dominated social logics.  
9 Frequently attributed to reproductive tract infections, many times caused by STDs.   
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10 There are several publications focused on the abovementioned subject, looking at different regions 
and countries in sub-Saharan Africa, including: Mali (Hörbst and Schuster 2006; Hörbst 2010, 2012); 
Rwanda (Dhont et al. 2010, 2011); Malawi (Kok 2013; Parrot 2014); Cameroon (Feldman-Savelsberg 
2002); Nigeria (Koster-Oyekan 1999; Orji, Kuti and Fazubaa 2002; Umezulike and Efetie 2004; Opara 
2006); Senegal (Seybold 2002); Gambia (Sundby 1997, 2002); Uganda (Cui 2010; Hörbst 2016); 
Ghana (Geelhoed et al. 2002; Donkor and Sandall 2007; Gerrits 2015, 2016); Zimbabwe (Sundby 
2002; Folkvond et al. 2005; Moyo 2013); Tanzania (Pool and Washija 2001; Boerma and Mgalla 2001; 
Hollos and Larsen 2008); Botswana (Upton 2001; Bochow 2015); South Africa (Dyer et al. 2002a, 
2002b, 2004, 2005, 2008, 2009, 2013; Wet and Ngubane 2014); and Mozambique (Gerrits 1997; 
Mariano 2002, 2004, 2014). 
11 Such as national demographic health surveys (e.g. DHS 2011); WHO technical guidelines (Rowe et 
al. 1993); world (in)fertility surveys (Rutstein and Shah 2004); practice reports of infertility care in 
developing countries (Vayena et al. 2002); and infertility trends surveys (Mascarenhas et al. 2010, 
2012).  
12 For a thorough review of scholarship about, and grounded aspects of, the provision of global ARTs 
in the 21st century, see Inhorn and Patrizio 2015.  
13 “The absence of a live birth for women who desire a child and have been in a union for at least five 
years, during which they have not used any contraceptives” (Mascarenhas et al. 2012:3). 
14 “The absence of a live birth for women who desire a child and have been in a union for at least five 
years since their last live birth, during which they did not use any contraceptives” (Mascarenhas et al. 
2012:3). 
15 For a description of known male causes of infertility in each of the mentioned possibilities, see 
glossary in Appendix 1. 
16 For a description of known female causes of infertility , see glossary in Appendix 2. 
17 All of the definitions and abbreviations are explained in the glossary and list of acronyms in 
Appendix 1 and 2. 
18 For the remaining procedures, check the glossary.  
19 Special issue of Reproductive Biomedicine Online on cross-border reproductive care.  
20 Among others, such as Uganda (Hörbst 2016), Ghana (Gerrits 2016), Kenya, Tanzania and Nigeria  
(Crush and Chikanda 2014).  
 
 

Chapter 1 
 
1 Despite the fact that in my sample all of the participants manifested the desire to reproduce, other 
studies about sexuality among cosmopolitan Mozambican women have shown that this is not always 
the case (Manuel 2013). 
2 FRELIMO – the Frente de Libertação de Moçambique (Mozambique Liberation Front) – was the 
political party involved in the Mozambican war for independence and has been in power since 1975.  
3 In his definition of liquid modernity, Bauman (2000) mentions the development of fragmented and 
elusive power structures with decentralized governmental mechanisms. According to this idea, the 
latter prevent the identification of an institutional site for people’s power struggles, leaving a void 
where there was once the government or the nation state, and thus a sense of governmental abstraction, 
where life events and consequences seem based on the individual and his/her respective choices. 
Despite being perceivable elsewhere, this is not the case in Mozambique. Notwithstanding the presence 
of governance guidelines stemming from various international donor institutions that do fit into the 
category that Bauman talks about, the nation state is still manifest in the country. In other words, the 
once socialist and today capitalist government is still present in many ways in people’s daily lives. 
Having limited political opposition, the state apparatus still exerts a certain degree of centralized power 
over its inhabitants, normally in areas related to public opinion or land management.  
4 Deleuze’s concept, though of interest for this thesis, nevertheless refers to a very different context. Its 
original application was in the foreword to Donzelot’s book The Policing of Families (1997) and refers 
to processes of transformation in the relationships between family and the state throughout history. 
Donzelot described these historical processes of state domination over family and its transformation 
throughout history with examples and by criticizing currents of critical knowledge production, namely 
Marxism, feminism and psychoanalysis. The idea of ‘little lines of mutation’ was applied to processes 
of state domination over the idea and practice of the family, whereby women – or mothers – acquired 
the role of ‘agents of the state’. 
5 This was so in all cases except one, where a surrogate was sought informally by a couple who asked 
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their housekeeper.  
 
 

Chapter 2 
 

1 Due to its length, it is not possible to attach the whole protocol to this volume. In the Appendix, 
however, I provide the semi-structured interview scripts (Appendix 9), as well as the final research 
authorizations from the Mozambican Ministry of Health (Appendix 10).  
2 For a table with information about the respondents and observations, see Appendix 6. 
3 For interview scripts, see Appendix 9. 
 

Chapter 3 
 
1 For general information about Mozambique see appendix 5.  
2	Structural Adjustment Plan launched in 1987.	
3 Many of these NGOs today dedicate their efforts to the improvement of water and sanitation in the 
suburbs of Maputo.  
4 For details on family support and funding networks, see Chapter 5.  
5 This is especially noticeable when public transportation (chapa) workers or service providers go on 
strike. Since the vast majority of the working class in the city live in the suburbs, without public 
transport they cannot get to work and the city effectively comes to a standstill. 
6 For more historical context, see Appendix 5. 
7 Although there are different time spans identified for these Bantu migrations they are estimated to 
have started roughly 5000 years ago (cf. Beleza et al. 2005), and settlements in Southern Africa date 
from 300 to 500 A.d.  
8 Ndzawu, Shona and Chopi. 
9 See Appendix 5. 
10 For more information, see Jenkins (2012); Bénard da Costa (2012).  
11 Right after independence, and according to its socialist ideology, FRELIMO opposed 
traditional/spiritual healing practices. Nevertheless the party relied on local healers as providers of 
basic/preventive medicine. FRELIMO government progressively (re)assumed the practice, and today, 
traditional healing is accepted, respected, and even institutionalised and regulated by the creation of the 
Association of Traditional Healers of Mozambique (AMETRAMO). The association is one of the 
organisms of the country’s Ministry of Health (MISAU). 
12 When facing a physical affliction, people, especially those in rural areas, tend to resort to traditional 
healers and not to biomedicine. This is because most of the time, healers are closer to the communities, 
because people trust traditional medicine, and/or because health centres do not always function and are 
normally located further away than the healers, implying additional expenses.  
13 The provision of biomedical health care in many sub-Saharan African countries was originally 
connected to religious missions; this was also the case in Mozambique, both through the Catholic 
(Jesuit and Dominican) and Protestant missions (Newitt 1995; Faris 2014). Currently, church missions 
still play an important role, both institutionally and in practice, in the local provision of basic health 
services. 
14 For a list of the private clinics in Maputo (created through the survey), see Appendix 7. 
15 For a table with prices of ARTs in the private clinic in Mozambique and in South African clinics see 
appendix 8.   
16 See appendix 7 and 8.  
17 The term ‘infertility belt’ is widely used to refer to the African region south of the Sahara desert that 
comprises the area from Gabon to Tanzania. It is mostly used in regional approaches to infertility 
demographics (e.g. Larsen 2003) and social science research (e.g. Inhorn 2002). 
18 Percentage of women (aged 15-49 years) who have had intercourse but never had a live birth.  
19 Percentage of women (aged 15-49 years) who either reported themselves as infertile or who, after 
being continuously married for the five years preceding the survey and having not used contraception 
during that period, had not had a live birth in the past five years.  
20 It seems necessary to say that many factors may influence the accuracy of demographic reports on 
infertility, such as women’s practices (e.g. contraception) and that different results can be obtained 
depending on the calculations made with the census answers and previous reports and survey 
information. 
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21 For a list of fertility clinics in the South African regions close to the Mozambican border, see 
Appendix 7.  
22 For a description of PESA and azoospermia see glossary in Appendix 1.  
23 Danazol is a hormonal inhibitor frequently prescribed for endometriosis during infertility treatment. 
It is an androgen similar to testosterone. For the treatment of endometriosis and fibrocystic breast 
disease, it works by decreasing the amount of hormones produced by the ovaries (WebMD 2015, last 
accessed 27.07.2015) 
 
 

Chapter 4 
 
1 The family complex is normally composed of a yard with one major house in the centre, where the 
most important members of the family live, and other smaller and less equipped houses arranged 
around a central common space, where other family members live. In the case described here, the 
family complex had a separate outside kitchen and bathroom with a toilet instead of a latrine, which is 
a common sign of wealth.  
2 For information on the steps of the lobolo, see Bagnol 2008. 
3 For more information on infertility among matrilineal kinship systems in Mozambique, see Gerrits 
2002. 
4 According to the demographic health survey (Inquérito Demográfico de Saúde) of 2011, the average 
age for sexual initiation in women between 40 and 49 years old was 16 years, with 29% having had 
their first sexual encounter when they were 15 years old.  
5 It is relevant to underline the fact that the concepts of traditional and cosmopolitan are being used as 
descriptive tools, and that the differences described in the main text are dependent on the importance 
attributed to traditional values by women and their families and less on their personal economic status.  

 
Chapter 5 

	
1 The relationship between family, sexuality, infertility and treatment seeking behaviours is thoroughly 
explored in Chapter 4. The family problems that Dr. Macamo mentioned were: stigmatization, marital 
problems, divorce, women’s mistreatment and their (forced) return to their birth families.  
2 These access modalities included: going alone or with company; in secret; after disclosing the 
affliction; and supported by fellow church members, friends or family. 
3 Exams available in the public health sector included: x-rays; scans; hysteroscopy; blood tests, 
including for STIs; urine tests; sperm examination; and uterine examination (gynaecological 
examination). Diagnostic laparoscopy was also performed.  
4 See table in Appendix 6. 
5 The word ‘previous’ makes most sense while talking about assisted reproduction cycles, since 
treatment does not imply cycles with a beginning, a middle and an end. They are rather different 
attempts to improve the functioning of the reproductive system of the two members of the couple, 
made according to the cumulative knowledge gained from previous attempts.  
6 Idioms of physical affliction normally include reference to bleeding, blockage or pain. Although 
attending biomedical health facilities, women’s descriptions were much more focused on bodily 
sensations than on biomedical diagnosis, and if they spoke about the latter, they normally related it to 
the sensation that had led them to the doctor. For more on disease idioms, see Chapter 6.  
7 There are several unexpected psychological and clinical complications related to infertility treatment 
and ARTs, which are explored in Chapters 6 and 8. 
8 In Mozambique, especially in more traditional marital relationships, if a woman gets married again 
after divorcing her first partner, it is common for the offspring from the first wedding to be left with her 
wife’s kin and not taken into the new household.  
9 The treatments available in the public hospital did not include any ARTs, and were mainly based on 
hormonal therapy and diagnostic and corrective laparoscopy. 
10 By hybrid therapeutic itineraries, I mean the simultaneous combination of infertility care and 
treatment in South Africa and further consultation in infertility clinics at home.  
11 For instance, from basic hormonal therapy to the full availability of ARTs, including ICSI and 
surrogacy. Donor gametes were not normally sought after, as for most of my respondents, especially 
men, genetic relatedness was very important in their parenthood project.  
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12 It is normal for healers to involve the help seekers’ families in their treatment, since the causality of 
an affliction is many times attributed to the ancestors. In this way, third parties are part of a couple’s 
treatment and they must make offerings to key people or spirits in order to restore the balance that had 
been broken by some past event. Sarongs (capulanas) are a common offering.  
13 For more information on traditional healing practices or on sexual and reproductive health, see: 
Chapman 2004, 2006, 2010; Granjo 2009; Cavallo 2013; Mariano 2002, 2004, 2014; Faria and Cavallo 
2014. 
14 For more information on perceptions about biomedicine, see Chapter 2 for background and Chapter 
6 for further ethnographic insights. 
15 For information about costs, see Appendix 8. 
16 Most of my respondents funded treatments themselves. However, there were a few cases of women 
attending the private clinic in Maputo where work insurance (of the wife or husband) would partly 
cover the costs of some specific diagnostic procedures.  
17 For the (average) prices of ART cycles, see Appendix 8. 
18 As will be described in Chapter 6,Teresa’s feelings of anxiety and frustration were managed through 
religion. Coming from a Catholic background and having converted to Islam through marriage, she got 
to a point where she thought she needed something that these religious options were not providing her. 
She decided to seek support in the Messianic church, a Christian-based religion with physical and 
spiritual well-being and healing at its core. Attending church was the mechanism she used to restore 
emotional balance. Although she had not made any decisions regarding ARTs when she first started 
practicing her new religion, it was through the soothing effect that it had on her that she finally felt 
ready to pursue an IVF cycle.  
19 Family structures and dynamics are described in Chapter 4.		
	

Chapter	6	
	
1 By daily language, I mean the language that the women/couples spoke most frequently in their day-
to-day lives. For many southern Mozambicans, this language is not the institutionalized Portuguese but 
local dialects such as Ronga and Changana. Therefore it is common, although in urban centres less, for 
people to know only very basic Portuguese or not to know it at all. Besides quotidian use, knowledge 
of Portuguese is also connected to schooling and access to formal education where the language is 
taught. Among my respondents, there were a couple of cases of women in the public hospital who did 
not speak Portuguese fluently. For the middle class women among my informants, for whom 
Portuguese was their daily language, reproductive travel to an English speaking country was also a 
linguistic challenge, and sometimes English was as foreign to them as Portuguese was for those women 
in the public sector.  
2 Patients had to cross the hallway to be directed to me as well, as I was sitting at a small table in the 
back of the scanning room (see methodology).  
3  This perception of modernity was formed according to the progressive post-colonial socialist 
ideology advocated by FRELIMO. For more information on notions of modernity in Mozambique, see 
Chapter 3. 
4 For each informant’s diagnosis according to clinical site, see Appendix 6. 
5 In the public sector, diagnostic sperm examination normally took place in exam laboratories located 
outside of the hospitals.  
6 The average waiting time for an appointment at this clinic was slightly unpredictable as the doctor 
also had to attend to emergencies in the public sector and thus her presence in the clinic could be 
delayed or suddenly interrupted. Nevertheless, once the doctor started consultations, the average 
waiting time was about 30 minutes to one hour. 
7 Assisted reproduction success rates vary widely according to a woman’s age and fertility problems. 
However, even for women of reproductive age and/or with apparently simple fertility problems, for 
whom IVF would most likely be successful, treatment outcomes are never predictable and average 
success rates are never high.  
8 This general suspicion of and distrust in biomedical health care provision in Mozambique may be due 
to the association of hospitals as spaces of dying, which consequently leads to a preference for 
traditional healers; but it may also be based on previous negative experiences that changes the patient’s 
perception of it. 
9 Hormonal medication for fibroids affects women’s bodies in different ways, from emotional aspects 
to ‘swelling’ and feeling ‘full’. 
10 The fertilization laboratory of one Nelspruit clinic was at some point in time based in Pretoria. 
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11 Pregnancy tests rate the hormonal values of HcG (human chorionic gonadotropin), a hormone 
produced when an embryo implants in the uterus. The normal values for a positive pregnancy result 
should be above 25 mIU/ml.  
12 Fibroids were a common cause of female infertility among my informants.  
13 Hormonal medication (for fibroids or ovulation) has side effects that women feel more or less 
intensively. Plus these are drugs that need to be taken repeatedly, according to either the ART cycle or 
the reduction of a uterine ‘object’. Women mentioned feeling ‘swollen up’ by Danazol, a commonly 
prescribed medicine for fibroid reduction. They also mentioned the discomforts of ovulation induction 
injections. The prolonged interaction with biomedical technologies and medication was characterized 
as demanding and tiresome. 
 

Chapter 7 
	
1 According to Schütz (1972) and Velho (2003), the term ‘project’ refers to organized conduct to attain 
specific ends, while ‘field of possibilities’ (Velho 2003) refers to the space (social, economic, political, 
communal, cultural) where people formulate and materialize projects, in a way close to Bourdieu’s 
habitus (1977:72). Velho (2003) adds the idea of metamorphosis to these conceptual formulations to 
account for the possibility of the transformation of projects due to the transformation of constraints 
imposed by the field of possibilities. These concepts are useful to delimitate the unequally available 
areas for social navigation (Vigh 2009) among my respondents towards the materialization of their 
parenthood projects. In other words, although these social navigations were taking place in the 
transforming milieu that is Maputo city, there were still structural inequalities in terms of access to 
health care, as well as broader policymaking and economic contexts, that limited the extent to which a 
couple or woman could manoeuvre towards conception. For people with different economic capacities, 
or with unequal access to health care seeking information, their navigations through possible 
therapeutic landscapes were very different and offered unequal hypotheses for reproductive success 
(even when taking into account the fact that the success rate of ART treatment itself is low). 
2 As mentioned in the methods section, I only held interviews with female patients. I met some of their 
husbands (4) and we sometimes spoke about the subject of infertility treatment, but not in depth.  
3 Or “We are together”, a common expression used daily by my respondents. 
4 Taking into account other public hospital users’ behaviour. 
5  These ranged from stigmatization by the in-laws and possibly also within the community; 
psychological violence and in extreme cases physical violence; and general frustration over being 
unable to bring to the world a living baby. 
6 One illegal abortion, one hospital abortion, one ectopic pregnancy that destroyed one of her tubes, 
one miscarriage and one dead ovary (see Chapter 5). 
7 The precise scheduling of the medical appointments for ART cycles varied according to each case. 
The phases and timings of an ART cycle start with the first diagnostic consultations and exams. Later, 
in a process that usually lasts between four to six weeks, an assisted reproduction cycle can be started 
and planned according to the diagnosis. Women take hormonal medication to simulate ovulation (for 
between 1 and 3 months) and during this period they are periodically monitored through blood tests 
and ultrasound in order to assess follicular development. After this phase, the hCG hormone is given 
for the final maturation of the oocytes, which are collected 34 to 36 hours after the hCG injection. After 
the ova retrieval, women normally feel abdominal discomfort that tends to disappear after two days. 
After this process, semen is collected and IVF or ICSI insemination in vitro is performed and carefully 
monitored in order to transfer the (normally day three old embryos) to the woman’s womb, previously 
prepared for implantation through hormonal medication. After transfer, women have to wait 10 to 12 
days to take the first pregnancy test. This last period of the ART cycle was frequently mentioned by my 
informants as the one triggering the highest degree of anxiety. 
8 Depending on the clinic site, these bus journeys lasted the following approximate durations (plus up 
to three hours depending on border traffic): Nelspruit – 4 hours (205km); Johannesburg – 8 hours (525 
km); Pretoria – 8 hours (522km). 
9 In the organization and scheduling processes for ART cycles, though there are variations, women 
have to go to the clinic several times for medical appointments, and in the last phase of treatment – 
before and after insemination and transfer – visits are very close together (the closest being between the 
hCG injection and ova retrieval and between IVF/ICSI and embryo transfer). Normally, my 
respondents took the ovulation induction injections ‘at home’ and only stayed in the South African city 
where the clinic was located for the closely spaced consultations for ova retrieval and embryo transfer. 
Mariana and Teresa stayed with relatives whenever possible in this last phase; nevertheless, they met 



	

	 291	

																																																																																																																																																															
other patients and women while travelling on the bus to their destination, and sometimes they 
mentioned how lucky they were to have the possibility to stay with relatives (or to be able to afford a 
hotel or extra expenses if necessary), as it did happen that some women had to do more frequent 
travelling to and from South Africa if they could neither stay with relatives nor support the expenses of 
accommodation and food for a longer period (Chapter 4). 
10 The concerns with secrecy were transversal to all of the therapeutic itineraries and were not restricted 
only to one phase of treatment seeking. Even at the workplace, people constantly gossip about other 
people’s lives. Candida also experienced this, and in her case rumours were based on the documents 
she had to leave with her boss in order to get a half-day medical leave to go to her appointments and 
surgery. However unpleasant it may have been to have other people talking about her situation, 
Candida did not seem greatly affected by her colleagues’ rumours, due to the fact that they were never 
hostile nor were they ever confirmed but instead remained in the realm of mere suspicion.  
11 According to Janzen (1987), therapy management is both cognitive and social, being locally framed 
by the broader (global) institutions of policymaking, health and healing (cf. Sassen 2007). According to 
Janzen, it is affected both by the understanding of the clinics and their perceptions of sickness and 
healing “being shaped and affected by social dynamics among all individuals involved” (Janzen 
1987:76). In my study, this negotiation processes and therapeutic management included women’s 
social (and financial) support structures and a careful management of illness and treatment disclosure, 
especially concerning marital instability, the in-law family and in some cases gossip avoidance.  
12 In some cases, women met peers outside of clinical settings, for instance infertile members of their 
family or closer social relations.  
13 Among cosmopolitan and middle class couples, where men participated in treatment, they were 
likely to prefer to keep male factor infertility a secret as long as possible.  
14 The first Catholic mission in Mozambique started in 1505, in Sofala, by the Portuguese. But the 
missionization started effectivelly in the late 19th century (1890) along with the establishment of 
Protestant Missions (cf. Newitt 1995; Arnfred 2011:56)	
15 In Pentecostal churches, the Holy Spirit stands for the interface between God’s power and human 
beings. It is able to enhance healing procedures or improve determined life situations through the 
guidance of followers’ agency given by word and prayer. The Holy Spirit can also enhance healing 
through key ‘objects’ or ‘substances’, whose healing functions are enhanced through prayer/word 
(Pfeiffer 2002; Krause 2014).  
16 This is a Neo-Pentecostal Church originally from Brazil; in Portuguese, Igreja Universal do Reino de 
Deus.  
17 The New Apostolic Church is a post-millennial independent evangelic church, of which several of 
my informants were followers.  
 

Chapter 8 
 
1 This chapter was previously published as an article for a special volume on critical kinship studies 
(Faria 2015). This is an edited version of that article, which did not include the first section on 
successful treatment outcomes and pregnancy follow-up.  
2 At the time that the couple was using ARTs in South Africa, the practice of altruistic surrogacy was 
permitted under the National Health Act of 2004, though it was not yet fully regulated. The regulation 
of all assisted reproduction practices in South Africa has since been updated in the National Health Act 
of 2013. 
3 Soap operas from Brazil that focus on the subject of infertility and surrogacy – in Portuguese barriga 
de aluguer, which literally translates into English as ‘belly for rent’ – have likely played a role in 
forming local knowledge about and acceptance of the procedure.  
4 Many of my respondents had the same perception of donor gametes when going through ART 
treatments: they did not want the child to be genetically unrelated to them, even if it was only to one of 
the members of the couple. Genetic relatedness is generally an important dimension in the perception 
of parenthood in sub-Saharan Africa, as elsewhere. For instance, in the Netherlands, Gerrits (2016) 
observed the same resistance to the use of donor gametes (and also adoption) in some cases, also 
among couples where at least one of the partners had previous children. 
5 Before starting ART treatments, with which they were successful in the first attempt, the couple had 
thought about adoption. However, facing the possibility of using assisted reproduction and having their 
‘own’ baby, they opted for the latter.  
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Appendices 

 
1 The first successfully implemented Catholic Missions were Jesuit and later Dominican and date back 
to 1629. The first Protestant Missions, that were a minority at the time of their appearance, often came 
from South Africa and were founded in Mozambique in the context of the Portuguese colonial empire 
in the late 19th and 20th centuries. In the southern region of Mozambique, the main branch of the 
Protestant church was Presbyterian, which gathered believers mainly from Tsonga- and Ronga-
speaking peoples. The so-called ‘awakening’ of Protestant churches in Mozambique began with the 
establishment of the first two churches in the 1880s. Protestant churches paid special attention to 
education and medical care (Newitt 1995; Faris 2014). 
2 This was the case even after the decisions made at the Berlin Conference, which allowed for the free 
missionization of all Christian orders.  
3 This was an important arbitration, where the arbiter, General McMahon, the French President at the 
time, declared that the city’s area would stay with its current occupants. Due to the fact that the 
arbitration was favourable for the Portuguese, his statue still stands in the railway square in downtown 
Maputo.  
4 Eduardo Mondlane was murdered in 1969 in Dar-es-Salam, Tanzania, after opening a package that 
contained a bomb. Those responsible for his death have never been identified, though there is common 
suspicion that the device was prepared by the political police of the Portuguese dictatorship – PIDE – 
in Maputo (then called Loureço Marques) and sent to him in Dar-es-Salam.	
5 RENAMO is a political party based on anti-socialist principles and supported by then Rhodesia’s 
president Ian Smith, as a strategy to prevent Mozambique from supporting the ANC in Zimbabwe.  
6 This peace accord was signed in Rome in 1992 by Afonso Dlakama, the leader of RENAMO, and 
Joaquim Chissano, the president of FRELIMO and Mozambique at the time of the end of the civil war.  
Despite the fairly stable political climate of Mozambique, there are still tensions between the two 
parties, which result in recurring violent episodes.  
7 For more information, see Jenkins (2012), Bénard da Costa (2012).  




