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Chapter 3 

 

 Navigated Spaces: Maputo, family, infertility and  
health care provision in context 

  

Although infertility is generally considered a very serious psychosocial and 

reproductive affliction, it is nevertheless lived and perceived in different ways in 

urban Maputo. The determination of these non-static perspectives on the inability to 

conceive is affected by individuals’ relations with their socio-cultural background: in 

areas where people tend to embrace more community-based ways of living, or where 

traditional social values prevail, motherhood is the means par excellence through 

which women achieve social status, and thus infertility can have very serious social 

and familial consequences. In urban settings, this perspective coexists with a more 

flexible attitude, where having children within a relationship is as highly valued as in 

the former context, but is also relativized as a biographical achievement alongside 

others such as getting an education, being economically independent and building up 

one’s personal identity as an individual, not only as part of a community but also as a 

self-fulfilled person. Some of the urban women whom I encountered identified 

themselves as belonging to one of these two categories – traditional and modern – but 

many, in accordance with Thernborn’s (2003) idea of entangled modernities, still 

found themselves more often in a grey zone in between the two. Although women’s 

capacity to act and make choices differed from person to person, the will to have a 

baby within marriage was a constant to all of my respondents, and for some, the 

consequences of being unable to bear children where less private and more harsh than 

for others.  

With the aim of exploring national and transnational therapeutic itineraries 

between Mozambique and South Africa, in this thesis I approach the topic by 

examining the socio-economic aspects involved in the materialization of these 

itineraries, with a focus on the experiences and accounts of the actors involved – 

Mozambican infertile women or couples. It therefore seems essential at this point to 
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present the context(s) in which the research participants’ therapeutic navigations took 

place.  

In sub-Saharan Africa, access to biomedical health care is paved with 

inequalities, and Mozambique is no exception (MISAU 2012). Infertility care is 

included among the biomedical specialities inaccessible to most people: in 

Mozambique, as in many sub-Saharan African countries, though infertility care is 

provided in the private sector, public sector coverage is poor (cf. Inhorn and Patrizio 

2015). National policy priorities in sub-Saharan Africa do not normally include 

infertility (ICPD 2014), though some privately funded actions are starting to promote 

and implement pilot programmes offering low cost IVF in some countries in the 

region (e.g. the Walking Egg project) (Ombelet 2014).  

In the following sections, I present the historical, social and cultural 

background of the couples I met in Maputo. With this, I intend to lay the foundations 

for an exploration of the different ideas and practices regarding family, infertility, and 

treatment seeking, provision and following, both in and outside of Maputo.  

 

Maputo: The people and the city 

Maputo is a ‘booming’ city, having grown in size exponentially in recent years due to 

the opening up of Mozambique1 to capitalism, triggered by the country’s engagement 

with the IMF and the World Bank rescue plan in the 1980s2, as well as the recent 

economic growth (and speculation) largely based on its natural mineral resources 

(Spaull 2014). The presence of natural resources and the political context of the 

country, by the time of my fieldwork, were attracting a great deal of foreign 

investment and are transforming Maputo and other strategically located Mozambican 

cities into international centres where people and institutions converge. The kinds of 

institutions range from international donors’ local headquarters to private companies 

seeking business opportunities. People head to Maputo in search of work, social 

mobility or refuge from hardships felt in other provinces in the country (floods, 

conflict, lack of resources).  

With the exception of a small number of companies, cosmopolitan investors, 

executives, diplomats and NGO and foreign cooperation representatives, most of the 

migrants to Maputo settle on the outskirts of the city – overpopulated areas with 

serious water and sanitation problems related to unplanned expansion.3 According to 

Andersen and Jenkins (2011:1), the Maputo conurbation, together with the 
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neighbouring city Matola, has roughly 2.5 million inhabitants and is projected to grow 

to more than 4 million by 2025. Maputo is thus one of the 15 largest urban areas in 

sub-Saharan Africa and is growing beyond its formal boundaries. This growth is due 

to the fact that most of the city’s population lives in informal or unplanned 

settlements in the outskirts of the city itself. These areas of informal settlement are 

prone to floods and erosion and are located along motorways, railway lines or beside 

polluting industries. Their location and lack of sanitary conditions have serious 

implications for inhabitants’ health (Ibid.).  

Maputo and Matola were previously two separate cities, though the former’s 

growing suburbs are increasing in size and population density and gradually closing 

the gap between the two. As stated above, these peri-urban areas host most of the 

(lower or working class) population of the capital. The middle class and upper class, 

who represent a relatively small number of people who accumulate more resources or 

capital than the majority of the lower class population, inhabit the urbanized city 

centre and surrounding areas.  

According to the Home Space Context Report (Jenkins 2012), the 

metropolitan area of Maputo is divided into three major districts: the ‘cement city’, or 

city centre, with its colonial urban planning and building style, where most social 

infrastructure and administrative workplaces are located; the inner belt, or ‘reed 

neighbourhoods’, surrounding the city centre to the north and northwest, where there 

is a high population density, and houses are usually self-built with no urban planning; 

and finally the outer belt, with a smaller population density, both unplanned and 

planned construction, and low provision of services and social infrastructure. The 

inner and outer belts of the city host most of the lower classes (although there is a 

trend to build new apartment complexes in the outer belt of the city for middle class 

families and occupants). The axes for the growth of the suburbs tend to follow the 

past or present placement of employment sources, such as industrial complexes or 

informal commercial centres. For people living in the inner belt, employment sources 

tend to be related to the city centre, particularly the informal sector (commerce, etc.). 

Some people also work in the growing industrial sector. In the outer belt, however, 

activities relate more to agriculture and less to industrial development in the area, and 

people still commute frequently, even daily, to the city centre to work in the formal or 

informal sectors.  
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Today, the city of Matola is included in the metropolitan area of Maputo. It is 

an area with a low population and urban density. Social infrastructure and services are 

available and the city includes planned and unplanned construction in its conurbation, 

being home to upper, middle and lower class families (Jenkins 2012). In the course of 

daily life in Maputo, both the heritage of colonial spatial division and new kinds of 

spatial (public and housing) occupation are perceivable. There are, however, 

exceptions to and transformations in these trends, mainly triggered by social mobility 

– sometimes resulting in spatial mobility, but sometimes also manifesting in different 

ways. In my own observations, I could identify examples of these exceptions both in 

the suburbs and in the city centre. If on the one hand it is possible to find large, well 

built houses with all amenities in the middle of poor neighbourhoods, on the other 

hand it is also possible for people who live these peripheral neighbourhoods to move 

to the city centre. These changes seem to relate to particular key factors: social 

mobility gained through work (normally in the South African mining industry or in 

business); the exponential rise of real estate in Maputo city centre; the poor 

maintenance of buildings in the area; and the tendency for people to build a house in 

their place of birth or home area, if they possess the necessary resources. These trends 

show how there is room for social mobility and also how people’s life projects, 

including household improvements, differ. The possibility of moving to a better house 

does not always imply moving closer to the city centre or even leaving lower class 

neighbourhoods (in the event that space is available). It does, however, imply 

particular desires to fulfil an ideal lifestyle or well-being project (Schütz 1972; Velho 

2003; Therborn 2003), and how the selected urban spaces for this are chosen 

individually or collectively (i.e. within the family).  

I found exceptions to the general trend of people with fewer resources settling 

in the suburbs. In the cement city, in addition to people with money moving into the 

area, there are also extended poorer families living there in nationalized houses that 

have been in their families since the nationalization movement of the FRELIMO 

liberation party post-1975, as well as groups of people that have moved together into 

rented houses or flats in order to support the expenses better as a group. Upper and 

middle class people normally live in the city centre or in the wealthy suburbs. 

Families may play a role in these movements to and within the city. As Bénard 

da Costa found, often “…the same family has different nuclei in completely dissimilar 

economical and social neighbourhoods in the city and/or moved from neighbourhood 
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to neighbourhood during the last 30 years” (Bénard da Costa 2012:9). Families appear 

as complex networks working together for their own reproduction. Although not 

always fully operational, there are solidarity dynamics between family members with 

different economic and social statuses. These ties create extended family networks of 

support4 that build bridges between very different spaces (Ibid.) and between people 

with very different lifestyles that have kin and reproduction networks in common.   

Maputo is a city full of ambiguities and exceptions to general trends 

concerning not only urban organization but also many other social and economic 

aspects (Therborn 2003; Sassen 2007). Despite the striking inequalities perceivable in 

housing and urban organization, among other indicators, the ‘engine’ of the city is 

located in its suburbs5 – as in many other cities, working or lower class people 

commute every day to the city, formally or informally providing all sorts of required 

goods and services – while the city centre is reserved for the service and consumption 

sectors (private companies’ headquarters, commercial and recreational activities), 

higher education institutions, schools, government institutions and health services. 

These institutions and urban spaces are the public places were people’s geographical 

and biographical itineraries converge, some as providers and others as consumers.  

There are many trends of social and urban mobility in and to Maputo. 

Migration to the urban area has contributed both to the growth of the urban population 

and to the spatial appropriations perceivable in the cement city. There is a large urban 

and population density in the metropolitan area of the city, which started to grow in 

the 1960s. As Mozambique’s past is key to understanding the diversity of urban 

dynamics perceivable in Maputo, below I provide a brief historical overview of the 

scenario in which the couples and families involved in this study lived, the episodes 

and change processes that have created contemporary Maputo, and how they have 

shaped and were shaped by the biographies of the city’s inhabitants.  

 

Historical overview: Situating socio-cultural family practices in Maputo6 

 

History and its diverse socio-cultural groups and practices 

The city of Maputo was, long ago, a place for different settlements of people of Nguni 

origin whose subsistence was based on fishing, whale hunting, farming and some 

local trade. The Nguni (a language group that includes Swazi, Zulu, Xhosa, Tsonga 

and Ronga dialects) originally came from a large area covering the northern parts of 
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western Africa down to the southern tip, and formed part of the diverse Bantu-

speaking groups that made the migration to southern Africa7 and settled in different 

areas, including Mozambique (Newitt 1995; Jenkins 2012; Mariano 2014). The 

Changana (or Shaangan) branch of the South African Nguni settled in the south of 

Mozambique, and became the more prominent in the area, due to the progressive 

conquering of, among others,8 the abovementioned Ronga-speaking people. The main 

dialects, traditional practices and beliefs existent in Maputo province originate from 

the Ronga- and Changana-speaking people. These traditional practices and beliefs are 

present in the daily lives of many people today, especially in the concerns of family, 

reproduction and healing.  

Practices such as traditional weddings involving lobolo (bridewealth), 

reciprocity among extended family and the notion that one always has to help one’s 

kin in times of need can be traced back (albeit in an adapted and mutated form) to 

traditional local communal life values (Granjo 2009; Bénard da Costa 2012). Sets of 

traditional beliefs and the idea of continuity between the living and the dead all 

underlie the remaining traditional social and ritual practices. Such traditions seemed 

most perceivable in traditional healing, in matters related to fertility and family, and 

of course in marriage practices (which used to be a means of maintaining pan-family 

alliances for community cohesion). In sum, versions of these traditional practices 

exist in many different southern African countries (cf. Therborn 2003), and mainly 

concern issues of social and kinship production and reproduction, highlighting how 

reproduction is a core issue in Mozambique in general, and Maputo in particular.  

The contemporary borders of Mozambique are political ones created by 

colonizers, and thus do not correspond to previous tribal or local cultural boundaries. 

Despite the detachment of the country’s borders from the region’s cultural diversity, 

however, this diversity persists through particular group practices that transcend the 

imposed national territories. These practices follow fluid ethnic or tribal boundaries 

that correspond to areas that fall outside of the regional divisions depicted on political 

maps.  

As stated above, many of the contemporary varieties of traditional practices 

(e.g. lobolo, or traditional healing methods) date back to the various groups that 

settled in Mozambique before and during the process of colonial occupation. 

Colonialism, Christian missionization and the many violent crises that resulted from it 

contributed to the development of a certain plasticity in traditional practices, which 
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had to constantly transform and adapt. Intimately related with specific local 

cosmologies, traditional practices, including traditional medicine (cf. Igreja 2003), 

were permeable to the changes in ways of thinking and perceiving the world that were 

caused by such moments of violence, conflict and rupture (Feierman 1985; Therborn 

2003; Cavallo 2013; Mariano 2014; Igreja et al. 2010).  

 

The making of Maputo: The new man, modernities and traditions 

Aside from its indigenous communities, contemporary Maputo – re-named as such in 

1975 following the country’s independence – is also composed of a diversity of 

people who have converged throughout history in its conurbation for different 

reasons. In the city, it is possible to recognize an entanglement of practices and ideas 

influenced by many historical and socio-cultural traits that, after being transformed or 

reproduced, have given way to ever-changing diversity.  

All of the processes of Portuguese colonization with its segregationist policies, 

as well as the violent conflicts and tensions of the Mozambique liberation war and the 

subsequent civil war, have greatly affected people’s daily lives and practices in 

contemporary Maputo. Among other factors, the 1975 post-independence FRELIMO 

government, with its ideal of the modern new man – homem novo – played an 

important role in creating aspirations for the nation and new dreams for its people.  

As a result of the independence war, which ended in 1975, and the civil war 

between RENAMO and FRELIMO that ravaged the country between 1977 and 1992, 

Mozambique was left with a devastated rural sector and debilitated urban centres that 

had to recover from a long period of violence and abandonment. The armed conflicts 

seriously impacted the rural areas and inhabitants in the north of the country; 

furthermore, shortly before the civil war, most of the Portuguese fled, leaving the 

urban areas empty. Most of the empty houses that belonged to former colonial 

institutions or Portuguese people were nationalized. By 1975, the empty houses in 

Maputo had been occupied by FRELIMO government offices, administration officers 

and civil people. The suburbs of Maputo were growing, with the largest number of 

settlers located in the reed neighbourhoods in the inner belt of the city (today these 

neighbourhoods are characterized by houses made of cement and zinc roofs). People 

living in these surrounding areas were war refugees and members of a previously 

established urban lower class, or indígenas.9 These suburban households functioned 

to a certain extent as rural households, until eventually the areas grew and became 
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overcrowded, creating problems in terms of neighbourhood sustainability. Those who 

came as refugees stayed, and the migration continued, with a rural exodus of people 

coming to the capital to work or look for better opportunities.10  

Even after the interrupted social project of the first FRELIMO administration, 

the party’s ideas about modernity prevailed in a transformed way. This transformation 

entailed a process of appropriation of sets of ideas, practices and values that, although 

influenced by the modernizing policies of the party, went far beyond its definition of a 

modern identity in unpredictable ways. These dynamics fit Therborn’s (2003) 

formulation of entangled modernities that emphasizes the diversity and complexity of 

relations, local ideologies and socio-cultural practices and how they shape the 

different vectors that, while interconnected, compose localized modernity. 

 

Maputo today: Dynamics of a global city  

Today, going from Maputo’s outskirts to the city centre takes a long time; you have to 

cover a considerable distance and will encounter a great deal of traffic. There are new 

trends emerging for people to move further away from the city centre in order to have 

a better quality of life in areas where there is still space and no serious sanitation 

problems. There is a continuum of housing, which increases in density as one 

approaches the city. The city’s landscape is framed by a modern orthogonal grid 

urban planning structure, colonial and modernist buildings that show a clear lack of 

maintenance, and some new buildings, the fruit of government deals with foreign 

interests, including international capital investors and construction companies. 

Among all of these new and old buildings, which are merged into an urban landscape 

where trees and traffic try to make the best of the old and unmaintained roads and 

sidewalks, it is common to see new buildings in construction, either for housing or 

business.  

Finding itself in a precarious financial situation in the 1980s, Mozambique had 

to seek help in the form of a restructuring program implemented by foreign donors. 

By 1992, with the official end of the civil war and a new economic and financial 

policy, a new phase of the country began. Mozambique was open to the global 

economy and markets, and donors’ headquarters were established in the city, close to 

the government’s administrative headquarters in order to coordinate the use of 

external funding.  
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Akin to Sassen’s (2007) concept of global cities, in Maputo the restructuring 

program and the opening of the country to capitalism and to global fluxes of capital, 

information, people and new values created space for new localities and forms of 

mobility (Spronk 2012; Bénard da Costa 2012; Mariano 2014). As Appadurai (1996) 

argues, certain contexts open the way for the birth of new imaginaries – not in 

opposition to the previous state of things but as a mechanism whereby the circulation 

of ideas and information creates the possibility for new individual or collective 

projects and mobilities. Through such mechanisms, some of Maputo’s inhabitants 

transform their own social worlds using new imaginaries. Appadurai refers to the 

latter as part of a social process managed by people’s particular individual or group 

agency: “…these new mythographies are charters for new social projects, and not just 

a counterpoint to the certainties of daily life” (Ibid.:9). The speed and lack of balance 

of the transformation trends in Maputo are overwhelming, and are the fruit of global 

political relations triggered by the city’s historical past and by the contemporary 

global and local hyper-circulation and unequal distribution of capital (Bauman 2000, 

2003; Therborn 2003). 

Among the trends that make Maputo the fluid city it is today are included: 

people moving to Maputo from other national regions; the presence of a large number 

of foreigners due to the numerous international aid programs based there; spontaneous 

migration; the long- or short-term migration of Mozambicans to other countries; the 

academic mobility of people studying abroad and returning to work in the country; 

and global trends in the circulation of information and goods. This rapidly changing 

urban landscape frames the remains of history as well as the new features of 

globalization. These interactions between the city’s historical background and global 

trends can be perceived in terms of local and negotiated changes in practices that are 

both national and cultural, institutional and personal. As with any negotiation, they 

imply the latency of certain tensions. These tensions are a nuclear part of the way in 

which the city works, often maintained through the relations between socio-economic 

inequalities, specific kinds of identity construction, personal ideals and day-to-day life 

practices (Sassen 2007). In these tensions, there is a complex relationship between 

social values such as tradition or modernity, the neoliberal contemporary landscape 

that people inhabit, and the different kinds of mobility and circulations that involve 

the city and its inhabitants (Beck 1998; Therborn 2003; Tsing 2004). 
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Despite all of the diversity that the intersection of different ‘worlds’ gives 

birth to, there are ideas that seem transversal to all of the complex relations between 

people, values, tradition, modernity and globalization in general; in order to fulfil 

their life projects, people may resort to any and all of the mechanisms that this context 

provides. A core dimension of the focus of this study is one of these transversal issues 

that can be traceable, in its different manifestations, throughout most social realms, 

namely the importance attributed to parenthood and reproduction. There are particular 

dimensions of existence, like human reproduction, that seem to have a universally 

high value. Among the multiplicity of sometimes conflicting practices that one can 

observe in the city of Maputo, having children is something that most women or 

couples aim sooner or later to achieve. Different medical systems have an important 

practical and social role regarding reproduction and infertility management, and thus 

also regarding infertile women’s therapeutic paths, both in Mozambique and in South 

Africa. 

 

Health care in Mozambique and South Africa 

Mozambique and South Africa have very different health care systems, as well as 

differing access to resources with which to ensure the systems’ adequate functioning. 

The national health care sector in Mozambique is highly dependent on external aid (in 

the form of cooperation), and is still unable to cover the basic needs of the population 

in terms of geographical coverage and human resource availability. The structure and 

functioning of the Mozambican health care sector are based on agreements between 

the government and donor entities that reflect specific priorities and conditions 

(Craveiro 2001; WHO CP Mozambique 2014; WHO CP South Africa 2014). South 

Africa, by contrast, has a liberalized health care sector, where private clinics have 

state-of-the-art biomedical technology and treatments, while the national health 

system lacks the ability to provide satisfactory demographic health care coverage. 

Mozambican couples that travel for infertility treatments therefore traverse very 

different traditional and biomedical national health systems. I explore these different 

systems below. 
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Mozambique 

 
Health received maximum priority and FRELIMO supported traditional 
preventive medicine. Most Portuguese doctors had fled the country with 
independence and the new sanitation campaign depended mostly on expatriate 
medical staff (Newitt 1995:471, translation IF). 

 

Despite FRELIMO’s political efforts to improve health coverage and preventive 

medicine, including through the partial collaboration with traditional medicine - a 

practice the party initially condemned but progressively assumed and integrated into 

its health system11 - the health programs implemented post-independence lacked 

human and material resources. The health sector in Mozambique was overburdened 

and greatly damaged by the ensuing civil war. Today, the national public health 

system in country is still recovering from its bareness and past disruptions, in parallel 

with an emergent private sector and the maintenance of traditional medicine.  

The national health system in Mozambique is composed of traditional and 

biomedical care. The functioning of the biomedical health care system has problems 

due to a lack of human and material resources, the most serious of which are in terms 

of geographic coverage, speed of response, internal functioning (in particular the 

referral system), and outreach to people and potential patients.12 It is organized into 

four levels and aims to cover the needs of the population, from more basic and 

decentralized health units up to more specialized hospitals. The first level facilities are 

rural and urban health units, which are likely to represent many people’s first point of 

contact with biomedical health care services. At the second level are district, rural and 

general hospitals. At the third are provincial hospitals, to which patients are referred 

when their health condition requires treatment beyond the capacities of secondary 

level hospitals. Finally, central and specialized hospitals represent the fourth and most 

specialized care institutions that patients can be referred to in the event that their 

health problems cannot be resolved in any of the other levels. The patient referral 

system between the four levels that operates in the country does not fully work, so it 

is common for people to seek help directly in central or general hospitals, and not 

always in more local health centres or units.  

Maputo province and Maputo city are managed as two different health areas. 

Among my informants, there were patients attending general and central hospitals 

who came both from the city conurbation and from other smaller villages in Maputo 
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province. According to the most recent National Health Ministry report (MISAU 

2012), the Maputo city area has 32 health units or centres, and Maputo province 78. 

The number of district, rural and general hospitals in the city of Maputo is four, and in 

the province six. Maputo Central Hospital serves both Maputo province and Maputo 

city and is the only fourth tier hospital in the region. The conditions and response 

capacity of these health institutions are weak. The lack of material and human 

resources and the poor maintenance of public buildings are some of the most visible 

signs of the state of the country’s national health system (MISAU 2012).  

In the WHO’s health profile of Mozambique, the scarcity of practitioners, 

nurses and medical staff is made clear, with only 0.4 physicians and 4.1 nurses per 

10,000 people (WHO 2014). Funding for the health care system is mainly external. 

Despite the percentage of public spending directed towards health – higher than in 

other sub-Saharan African countries at about 14% of public expenditure – this does 

not mean that the real amount of capital spent is higher. In the Ministry of Health’s 

national health report (MISAU 2012), it is stated that 65.7% of health care 

expenditure is assured by foreign capital coming from eight main providers (the USA, 

Switzerland, Ireland, Belgium, Denmark, the Global Fund, NGOs and religious 

congregations). These funds are sometimes given directly to the national budget and 

managed by the MISAU, or they are applied through specialty directed projects 

(NGOs and cooperation) or local church-implemented 13  projects (Catholic, 

Presbyterian, Methodist, Assemblies of God) in partnership with MISAU.  

Infertility is not a priority area of public health spending and planning, which 

focuses mostly on maternal and infant health and mortality, primary health care 

provision, sanitation and specific diseases (malaria, TB, HIV/AIDS). Despite the 

attempts of practitioners to implement infertility treatments and ARTs in the public 

sector – as confirmed by Dr. Macamo, my key informant during clinical fieldwork – 

they are not yet being provided due to the lack of funding, necessary conditions and 

human resources. Furthermore, in the report of the most recent ICPD conference in 

2014, the figure representing the policy priority regarding infertility care among the 

participating African countries was null (ICPD 2014:263).  

In this context, the kind of infertility treatment that people can access is 

determined by their economic capacity. On the one hand, the cost of a public 

consultation and of medication bought in public pharmacies is symbolic: 1 

Mozambican Metical (MZM; €0.03) for a medical appointment, 10 MZM (€0.26) per 
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day for hospitalization and 5 MZM (€0.13) for prescription medicines. On the other 

hand, treatment options are quite limited and medication shortages in public 

pharmacies are frequent.  

Along with the public health system, traditional medicine is a healing option 

frequently sought by infertile women or couples. Traditional healers may be 

considered part of the private health care sector due to the necessary out of pocket 

payment for their consultations and remedies (Mariano 2014). According to data from 

my informants, one appointment with a healer (no extras) can cost around 750 MZM 

(€13.06). 

 
Traditional healers in the south of Mozambique are referred to as nyanga, a 
term which encompasses a variety of healing practitioners. There are also 
mediums and diviners called mungoma or nyamusoro respectively, herbalists 
(nyangarhume) who have a holistic perspective of health, representing 
different religious and healing practices and the fact that, in certain places, 
they are the major or only source of health care make them very important 
(Mariano 2014:45).  

 

The above quote identifies the kinds of healers that are active in Mozambique 

and highlights their relevance as healing agents for the general population. Healers are 

also considered important by the Ministry of Health itself, which created the Institute 

of Traditional Medicine in 2007 in order to recognise the importance of traditional 

healing, institutionalise and regulate the practice. Esmeralda Mariano’s (2014) 

research on people’s therapeutic itineraries in coping with and treating infertility 

sheds light on these trends and explores both the different aetiologies of infertility and 

the various traditional medical practices used to heal it, both spiritually and 

physically. The popularity of traditional medicine relates to its model of healing based 

on the most common (and traditional) local disease aetiology that connects the 

spiritual and physical worlds. It also indirectly relates to the lack of coverage of 

national health services throughout the country (especially in rural areas).  

In fact, and corroborating Mariano’s (2014) assertion about the common resort 

to traditional medicine, in the Ministry of Health’s report on the health sector 

(MISAU 2012), the key role of traditional healers is emphasized, not only due to their 

affinity with local conceptions of disease causality but also due to the better 

geographical coverage of traditional medicine when compared to biomedical care (i.e. 

health units):  
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In Mozambique around 70% of the population resorts to traditional medicine 
to heal organic and spiritual afflictions. Furthermore, the activity of traditional 
healers reaches a bigger population than primary health services, estimated in 
a ratio of one healer per 200 people (MISAU 2012:117).  
 

People often resort to traditional healers to look for a solution for bodily afflictions 

such as infertility. However, especially in urban areas – including Maputo city, the 

focus of this research – people tend more often to resort to many different healing 

systems. These range from biomedical treatments to different forms of traditional and 

religious healing (Cavallo 2013; Mariano 2014). 

In this context, private clinics14 are frequently sought by patients who come 

from an upper and/or middle class background, who are either privately insured or 

have the capacity to pay for treatments out of pocket. These clinics are normally full, 

but have a smaller capacity and number of patients than the national public health 

services. They normally offer specialized or high(er) quality medical services that are 

either unavailable or over requested in the public sector. During the time of my 

research, there was only one private clinic in Maputo that offered basic assisted 

reproduction treatments. As was the case in the private health sector in general, the 

costs 15  of consultation and treatments in this clinic (including ARTs) varied, 

depending on the treatments and the kind of health insurance that patients had (if 

any).  

 

South Africa 

In addition to Maputo residents seeking infertility care in their own country and city, 

several people I met had in the past, were currently or were considering resorting to 

treatment seeking in South African fertility clinics, where more specialized assisted 

reproduction technologies were available. The South African health sector is very 

different from the one in Mozambique. The public health care system in the country is 

divided into three sectors: primary, secondary and tertiary. Primary health care is the 

sector with the broadest scope in terms of geographic and demographic coverage, and 

since the end of Apartheid its development and accessibility have been one of the 

main focuses of national health policies (Maillacheruvu and McDuff 2014). Primary 

health care includes (public) clinic and health centres, health posts and satellite 

clinics. It is intended to be the first point of contact with the health system for patients 
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seeking biomedical help. The secondary health care sector is mainly composed of 

disease prevention (Centres for Disease Control, CDC) and community health centres 

(CHCs). The tertiary level includes central, district, regional and tertiary hospitals; 

there are also a number of specialized hospitals in the country. 

The private health system operates parallel to the national health system in 

South Africa and accounts for 60% of national health care expenditure. Despite the 

great inequalities in terms of access to health care inherited from the Apartheid era, 

nowadays most patients divide their therapeutic options between public and private 

health care:  

 
Patients choose private care for a number of reasons, including shorter waiting 
times, more personal care and increased confidence in the quality of health 
care. However, in recent years, the private sector has been criticized due to its 
increasing costs of care along with their tendency to provide more services 
than are necessary, which also increases prices for patients (Maillacheruvu and 
McDuff 2014:11).  
 

In South Africa, most practitioners work in private practice. The number of 

health professionals working in the country corresponds to a ratio of 7.8 physicians 

and 49.11 nurses per 10,000 inhabitants. These numbers differ greatly from those 

given for Mozambique. Nevertheless, the South African national health care system 

has a deficit in terms of human resources and coverage in terms of addressing the 

needs of the population, influenced mainly by the over-representation of professionals 

in the private sector. According to the WHO, it is estimated that “only 30% of all 

South African physicians work in the public [health] sector, despite the fact that it 

serves over 80% of the nation’s population” (Maillacheruvu and McDuff 2014:11). 

In sum, despite the demand for national health services and the South African 

government’s post-Apartheid efforts to improve primary health care coverage and 

quality, the country has yet to attain the ideal conditions for the functioning of the 

national health care system. The country’s health care sector is mostly internally 

funded and does not depend as much on foreign aid as in Mozambique; however, 

there are several externally funded projects for specific diseases (e.g. HIV/AIDS or 

TB).  

Private health care in the country generates profit, provides all kinds of 

treatments and participates in international medical travel networks that include 

infertility care (Bookman and Bookman 2007; Scheper-Hughes 2011). South African 



	

	 66	

health professionals and private institutions participate in these networks, not only as 

clinical hosts but also through international collaboration networks for training and 

technology supply (e.g. involving different African, European and Asian countries). 

Although some public hospitals in South Africa provide infertility treatments, 

including ARTs (e.g. Groote Schuur Academic Hospital in Cape Town; cf. Dyer et al. 

2013), there are long waiting times to get an appointment for fertility treatment in the 

public hospitals and, according to my informants, they are not generally accessible to 

foreign patients. There is a great number of fertility clinics and clinics providing ART 

treatments in the country’s private sector, which foreign patients can easily access, 

however, the costs of the treatments in those clinics are sometimes prohibitive16. 

 

Infertility in Mozambique: Trends and socio-cultural aspects 

According to population reports and social science publications, the African region 

south of the Sahara desert has one of the highest prevalences of infertility, with rates 

up to 25% in some parts (Vayena et al. 2002:22-23). For this reason, it is sometimes 

referred to as the infertility belt17 (Inhorn and van Balen 2002). In general regional 

terms, the most common kind of infertility in sub-Saharan Africa is secondary or 

pathological infertility (Inhorn and van Balen 2002; Vayena et al. 2002; Arnaldo 

2004; Cui 2010). There are several hypotheses for its prevalence, which point to 

reproductive tract infections related to sexually transmitted diseases and a lack of 

sanitation in health facilities (e.g. Collet et al. 1987; Eriksen and Brunette 1996; 

Gerrits 2002; Arnaldo 2004; Hörbst and Schuster 2006; Cui 2010).  

Although childlessness, or the absence of pregnancy, is more visible in women 

(Hörbst 2012a), male factor infertility is not excluded from the equation. In fact, it has 

been shown that in sub-Saharan Africa, despite the fact that the social phenomena 

related to involuntary childlessness and the common placing of the burden of the 

affliction focus primarily on women, especially in patrilineal societies, male infertility 

is actually as prevalent as female infertility (Vayena et al. 2002; Cui 2010). In the 

most recent demographic health survey including figures on infertility in 

Mozambique (Rutstein and Shah 2004), made according to census data and previous 

reports and demographic surveys between 1994 and 2000, it is estimated that the 

primary infertility rate among women of reproductive age (15 to 49 years)18 is about 

18%, and the secondary infertility19 rate in the same age cohort is 30.3%. These 

numbers concur with the trends described by Inhorn and Patrizio (2015) in a recent 
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publication regarding, among others, social and demographic aspects of infertility and 

infertility treatment provision at a global level (including developing countries, 

among them those in sub-Saharan Africa). 

In Mozambique, although high, infertility rates are hidden by one of the 

highest fertility rates in the world, of roughly six children per woman (Arnaldo and 

Cau 2013:3).20 The situation of childlessness in pro-natalist and high fertility societies 

is mentioned elsewhere (van Balen and Gerrits 2001; Dyer 2007; Greil et al. 2010), 

and shows how being childless in a community where most people have (many) 

children and where parenting is highly valued can be a challenging situation. As an 

important dimension of life (Gerrits 1997; Mariano 2002, 2014), reproduction is 

likely to be at the centre of every marriage contract (Bagnol 2008; Granjo 2009; 

Mariano 2014) and/or family making project in Mozambique (cf. Inhorn and 

Birenbaum-Carmeli 2008; Chapman 2010). Specifically in the country’s southern 

regions, which include Maputo city and province, the traditional marriage contract 

outlines the passage of the wife to the husband’s lineage and includes the guarantee 

that the children born from the union will belong to the male line (Chapter 4).  

As Chapman (2010) underlines when referring to a rural area in the central 

region of Mozambique, reproduction can be approached as a political construction 

that entails power relations at different – and many times conflicting – levels. In 

southern Mozambique, this is also the case: to give birth to living children is not only 

an essential feature of marriage, but also an empowerment mechanism for some 

women in relation to their in-laws and community (Hollos and Larsen 2008; 

Chapman 2010; Cavallo 2013; Mariano 2014).  

Gerrits’ work (1997) on the matrilineal community of the Macua of 

Montepuez in the north of Mozambique shows how women can get divorced and find 

another husband if the one with whom they are in a relationship is unable to give 

them offspring (Gerrits 2002:239-239). This situation is very different from the one 

visible in the southern regions of the country, where women frequently go through 

social hardships and marital instability when living in an involuntarily childless 

relationship (Mariano 2002, 2004, 2014). The coexistence of such variety of 

meanings and social manifestations related to infertility shows how, despite the great 

diversity that resides within Mozambique’s political borders, reproduction and 

reproductive impairments are a transversal socio-cultural issue. 
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All of my respondents’ life projects included the desire to reproduce and 

create a family. However, in spite of being part of a context in which marriage, family 

and reproduction are an essential part of a woman’s biographic expectations (cf. 

Mariano 2002, 2014; Chapman 2006, 2010; Granjo 2006), the inability to get 

pregnant did not always mean that a path of social condemnation and suffering lay 

ahead. Although I encountered instances where this was the case, I also came across 

situations where involuntarily childless women were not maltreated and were 

supported by their families and husbands. This could be attributed to various factors 

related to social class, education and mobility (Dilger et al. 2012), but also to personal 

and familial ways of looking at reproduction and parenthood that were not strictly 

connected to socio-economic status. However, among my respondents, infertility was 

always a hampering situation, since a couple’s family making project had been 

interrupted. Taking into account the delicate – and uncertain – situation in which 

involuntarily childless couples or women find themselves, it is possible to understand 

the personal and geographical dimensions of their navigations in the quest for 

pregnancy and children, with or without the resort to modern biomedicine and its 

technological apparatuses.  

 

ARTs: Health care priorities and challenges for provision 

The private health sector, including infertility care, is highly developed in South 

Africa. Assisted reproduction provision is high and there are several fertility clinics 

and labs spread over the country.21 These techniques are also offered in the public 

health sector and the county is constantly updating its technologies and procedures, 

being one of the main regional exporters of biomedical materials, training and staff 

specialized in assisted reproduction. In Mozambique, and in Maputo in particular, 

implementing a new kind of treatment demands great efforts and transnational 

collaboration due do the scarcity of human and material resources. Even in the 

country’s rapidly developing biomedical private sector, infertility care is not 

frequently considered a useful, profitable or feasible option for treatment provision, 

considering the costs of building the necessary laboratories, as well as the required 

material and human resources. For these reasons, at the time of my research, ARTs 

(with the exception of ICSI) were only available in one private clinic in Maputo, and 

basic infertility care was offered in only a few public hospitals.  
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During a conversation with Dr. Macamo, one of the few experts in 

reproductive medicine in Mozambique, he raised many issues regarding the provision 

of assisted reproduction and infertility care in the country, focusing specifically on the 

provision of assisted reproduction procedures. For one, in order to provide infertility 

care in a public or private health unit, the staff has to be properly trained to do so – in 

gynaecology as well as in reproductive medicine. Dr. Macamo was trained abroad in 

assisted reproduction practice. In his efforts to introduce more elaborate infertility 

care techniques into the country’s public health sector, he has also experimented with 

foreign models of ART implementation in sites such as in Vietnam, which he used as 

an example of a possible solution for Mozambique:  

 
For instance in Vietnam, I was there and they have an organized established 
IVF system, a complete one, if needed with PESA [percutaneous epididymal 
sperm aspiration] in azoospermic individuals22. They perform ICSI also. The 
technique was introduced by the French and Australians… here we don’t have 
any support so far, but we have been looking… the support that comes first, 
and enables us to move forward, we will use. 

 

In sub-Saharan African countries, it is common for fertility clinics to have 

staff or trainers from countries with state-of-the-art ARTs (Hörbst 2012b). According 

to Dr.Macamo, due to the scarce institutional and professionals communication 

between Mozambique and South Africa about reproductive medicine and ARTs, a 

transnational partnership between the two countries regarding infertility treatments 

had not yet been achieved by the time I finished my last fieldwork period. In this 

scenario, ART provision in Mozambique was scarce, a fact that Dr. Macamo 

considered an unmet need. He explained the most common causes of infertility and 

the procedures available in the public sector: 

 
We do studies, we ask for the patient’s biochemical profile with exams such as 
CBC [complete blood count], HIV exams, etc. And then according to each 
case we can ask for the sperm test… After that, it depends on the case. (…) 
Among women, there is a large prevalence of endometriosis, because there is 
also a prevalence of fibroids and other pathologies (…). In these cases, we 
prescribe Danazol23 (…) and after that we get to the phase of microsurgery 
[laparoscopy]. After this, we try everything we can in order to make at least 
one tube more or less functional. Following this line of treatment, some 
women get pregnant and some don’t. In some cases it would be necessary that 
the conditions to provide and access IVF were available. (…) The population 
of women with female factor infertility is similar to the population of infertile 
women in any other part of the world [i.e. it is not higher than elsewhere], it 
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can be identified if the diagnostic means are available. If infertility is 
mechanical, IVF would normally be the best option, but we have many 
success cases when the cause of infertility is hormonal. (…) Insemination, 
swim up, sperm treatment, we can do that, and some laboratories [mainly 
private] already do it (…) 

  

There is, according to Dr. Macamo, a lack of resources to treat the mechanical 

causes of infertility (causas mecânicas or non-hormonal infertility) in the public 

sector, since ARTs – which are only provided in the private sector – are generally the 

best option. While listening to his words, I got the impression that all of the women 

that I came across with mechanical infertility causes, whose husbands were reluctant 

to participate in treatment (see Chapters 4, 5 and 6) or were unaware of their wives’ 

treatment seeking attempts, had little chance of success. I also got the impression that 

the doctors and staff involved in infertility care were making all possible efforts to 

provide the available care options to the highest number of patients possible, and that 

in consultations, women were willing to do whatever they could to have a child (or 

lose the blame for their childlessness).  

Throughout my visits to the public hospital, the contribution of transnational 

flows of capital, technology and staff to the operation of clinical sites was materially 

perceivable. From medical equipment bought with cooperation funds attributed to the 

Ministry of Health to (some) doctors’ training experiences abroad, the products of 

these global circulation networks were visible and palpable (Sassen 2007). Dr. 

Macamo made clear how the funding for assisted reproduction and infertility 

treatment had to come from partnerships with the private sector (cf. Ombelet et al. 

2008; Hörbst 2012a; ICPD 2014). In expanding infertility treatment provision, in 

addition to the need for the funds to build laboratories, Dr. Macamo also articulated 

the need to train more biologists:  

 
What could work here would be, for example, a partnership with South 
African labs. They could establish the technique here, take people to be 
trained and they would return and do the job. These laboratories had to be 
expanding ones, able to establish units in the public sector, at least in the 
central hospital and maybe some private clinics. Because the problem here is 
not on the doctor, it is on the lab. In the maintenance and cleaning of the lab, 
the rigorous methodology needed to handle living cells. So this is the real 
issue… it has to be someone dedicated to it full time [24 hours a day, 7 days a 
week]. (…) In some laparoscopic situations, it would be a lot easier to go 
straight to IVF. A lot more interesting, faster, less stressing… Thus I believe a 
fertilization lab is fundamental. 
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To build an IVF laboratory in the public sector and provide further training to 

biologists would raise many questions related to the role of private investment in 

healthcare provision and development, health priorities, the real accessibility of ARTs 

(even if they are nominally available in the public sector), and the effect that their 

provision would have. It is not my intention to reflect on global health priorities and 

‘non-priority’ treatment provision in health systems with few resources. Nevertheless, 

that ARTs in the public health care sector in Mozambique were an unmet need cannot 

be denied: there was a great number of patients looking for infertility care and for the 

chance to have a child, and a great many women suffering from stigmatization due to 

their involuntary childlessness. Whether this would be feasible, however, considering 

all of the other unmet needs within the national health care system, is another – fairly 

speculative – question, as all of the answers given to me about these propositions 

were likely to be biased. A gynaecologist or infertility patient, for instance, were 

likely to argue for the implementation of ART services in the public sector, while 

public opinion, or people in the health care system with different interests, would 

probably prioritize other issues. Added to this, some strands of public opinion are 

more likely to perceive the country as having other health priorities, while women in 

the public hospital would certainly be very satisfied with the provision of assisted 

reproduction in the public health sector. 

These dilemmas and ambiguities are a characteristic feature of globalization 

and of the circulation of knowledge and technologies that in some places are fully 

available while in others are maybe needed and absent. The gap between 

Mozambique’s public health sector development, the expansion of private health care 

and the ability of some of Mozambicans to look for state-of-the-art biomedical 

technologies in other countries sheds light on the great social inequalities present in 

terms of fertility treatment, and on how lower class people on the one hand and 

cosmopolitan and middle class people on the other are likely to move through very 

different medical sectors with very different sets of opportunities.  

The women in my study were living the same trend: if an opportunity such as 

ARTs in South Africa was available and demanded an investment, they would take it. 

However, in order to seize these technological opportunities, they had to be able to 

afford them, and if not straight away they would at least need to be able to save up the 

money for that purpose, and this was the case for only a small number of 
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women/couples. Adding to the financial restrictions to the access to ARTs, there were 

also social factors at play in the possibility of accessing not only these treatments but 

also any kind of biomedical infertility treatment. These factors ranged from access to 

information, access to the hospital or health facilities, and people’s socio-cultural 

background and the acceptance within it of biomedicine as a therapeutic option. 

Women’s pathways through infertility were influenced by their social and family 

background, and also by the broader socio-cultural and historical context that 

contributed to the formation – and more recently the mutation – of specific values and 

norms. Being more or less independent and individualistic, their biographies and 

therapeutic itineraries where shaped in close relation to their context(s) of existence 

(family, community, experiences, mobility). In the following chapters, I explore how 

these continuously transforming social institutions related to the way in which women 

coped with and treated infertility, always taking into account the kind of infertility 

care they could access.  




