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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 



	

	 25	

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 
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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. 




