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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 
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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.  
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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.  

 




