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Chapter 4 

 

Infertility, family, sexuality and marriage dynamics in Maputo 

 

This chapter aims to describe the general social and family environment in which the 

participants in this study encountered and dealt with the issue of infertility. Based on 

the accounts of my respondents, I present and contextualize different family structures 

and dynamics found in Maputo, which include women from different social 

backgrounds, living in different areas of the city – the city centre, the inner and outer 

belts – and seeking biomedical infertility care in different settings – fertility clinics in 

South Africa, and one private clinic and one public hospital in Maputo.  

In the following sections, my aim is to lay the foundations for contextualizing 

and understanding the processes of therapeutic navigation that will be explored in the 

remaining chapters of this thesis: how the women who participated in this study acted 

upon infertility (Chapters 5 and 6); the role of the women’s families in their 

therapeutic navigations (Chapters 5 and 7); and the extent to which the women’s 

backgrounds shaped their actions (Chapters 6, 7 and 8). As I will show below, in a 

fluid urban setting such as Maputo, rather than acting in accordance with structural 

conditioning, both society and family act either as helpers or as obstacles that women 

try to overcome in the materialization of the project of having a baby when faced with 

infertility.  

First, I begin with an example from the field that depicts transforming 

contemporary practices involving ideas about, and special appropriations of, tradition, 

religion and lifestyle regarding marriage and family. Second, I introduce in general 

terms the various family configurations that I came across in the city, as well as the 

ways in which these relate to social class. Third, through the use of case studies, I 

provide an insight into my participants’ sexual biographies and their relationships to 

diverse family configurations. Finally, I explore the role of families in infertility and 

infertility treatment seeking.  

Overall, I show how an affliction such as infertility can unveil transversal 

social values – such as the value attributed to reproduction – as well as family 

negotiations and tensions relating to such values. In so doing, I contribute to 



	

	 74	

arguments about the centrality of reproduction in sub-Saharan Africa (Gerrits 1997; 

Van Balen and Bos 2009; Chapman 2010; Mariano 2014) and to the idea(s) of global 

cities as terrains where a multiplicity of globalized and local institutions, practices and 

ideas can coexist (Sassen 2007) in the specific context of entangled modernities 

(Thernborn 2003) that Maputo city encompasses.  

 

Navigating marriage and family: Religion, tradition and law 

As with other rituals, marriage and family trends are in a state of constant 

transformation in Maputo, and a lot of different practices can be found among the 

city’s inhabitants. These different practices depend on couples’ religious background, 

or on their desire to make their families happy with an official religious wedding; on 

the traditional background of their families, either strong or more dissolved; as well as 

on an individual’s or couple’s desire to make a civil, official wedding that is 

recognized by the state. Officializing a union can result in a combination of different 

wedding modalities (Arthur et al. 2011).  

Looking into Mozambican family law, it is possible to gain an insight into the 

different ways in which people can adopt simpler or more complex family and 

marriage formulations. The family law in Mozambique is relatively recent, with its 

most recent version published in 2004 (see Arthur et al. 2011). Before this new legal 

reformulation, the previous family law dated back to a 1966 conservative and 

patriarchal regulation of family life and marriage established by the Portuguese 

colonial government. The 2004 family law was the product of decades of debate and 

negotiation and of the patent tension between common law (based on local traditions) 

and civil law, raising many gender and human rights issues, especially concerning 

women’s rights. The new bill is dedicated to different aspects of marriage, including 

among others parental rights, assets and the legal marriage age. In this standard 

regulation, three basic forms of heterosexual marriage are identified: civil, religious 

and traditional.  

According to a report by Arthur et al. (2011) written for the Mozambican 

NGO Women and Law in Sub-Saharan Africa (WLSA), the 2004 family law is used 

mainly as a tool for the legal inclusion of the diverse kinds of marriage and family 

making practices that prevail in Mozambique. It comes out of a long (and ongoing) 

debate between customary, religious and national laws and practices and carries 

within itself many potentially changeable aspects.  Despite attempting to universally 
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regulate marriage and family practices, in practice this law excludes homosexual 

unions and is appropriated in different ways by heterosexual couples. It is normal for 

most couples in the Maputo region to celebrate hybrid weddings that include two or 

three of the forms identified by the 2004 law. In a comment about the appropriation of 

the regulation, Arthur and colleagues state that:  

 
there is a legitimation of the [marriage] act at different levels, where the state, 
the relatives and the community take part in the ritual that officializes the 
union of a man and a woman. Moreover, the different levels of rights and 
duties of marriage are reinforced. By making a commitment before the 
community, the couple strengthens their belonging to specific social networks 
and at the same time starts relationships with new networks triggered by their 
new married status (Ibid.:10, translation IF).  
 

According to the authors, a religious wedding strengthens couples’ connections with 

their church, a traditional wedding connects them with their endogenous cultural 

background and spirituality, and a civil wedding with the state. A marriage 

strengthens these connections by registering in different ways, and in the eyes of key 

people, the union of two people and their future intentions (Ibid.).  

The crucial start of a traditional wedding is the setting and presenting of 

lobolo, the brideprice. According to Granjo (2009), lobolo is a ceremony wherein the 

bride’s lineage is ritually and economically compensated for the transference of the 

rights over the woman’s future descendants to her husband’s lineage; through this 

process, the children born in the marriage will have full kinship rights within their 

father’s family (Ibid.). The payment of lobolo has reproduction – i.e. the bearing of 

children – as one of its most important dimensions (Ibid.; Mariano 2014). 

Furthermore, aside from giving the father’s lineage the right to ‘own’ the future 

children, the process is also a way in which to establish communication between the 

living and the dead (spirits or ancestors) – a permanent and valued feature of a great 

part of Mozambican society (Granjo 2009:571). Just as with reproduction, and closely 

related to it, lobolo is part of both individual and collective identities, connecting the 

living and the deceased in a traditional social network characterized by continuous 

transformation (Bagnol 2008). A religious wedding in Mozambique can involve 

different religious backgrounds, mainly Muslim or Christian (normally Catholic or 

Pentecostal), and is celebrated in the respective sanctuary. In the cities in particular, it 

is also common for couples to have civil weddings combined with religious and/or 
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traditional weddings.  

I observed a good example of such mixed marriage practices and trends, and 

the different meanings they carry, while attending a wedding in a village in Gaza 

province. While living in Maputo, I had become good friends with the bride’s aunt; 

through many cooking afternoons and long, familiar conversations, Sol and I achieved 

an openness with which to speak about many subjects. I asked her many questions, of 

course, and seeing that I was really curious about families, marriages and other 

similar subjects, Sol started to invite me to family events. The wedding in Gaza was 

one such invitation. The couple to be wedded lived in Maputo, but they had decided 

to celebrate their marriage both in the bride’s family’s home village of Xambana, and 

in the city where the groom had been born, Xai-Xai. Although it is very common for 

people living in the city to loosen family ties with relatives living in rural areas, this 

was not the case for this couple. 

During the three-day party, where women from the bride’s family barely slept, 

making all the arrangements for the celebration, there were five key moments. When I 

first arrived at the bride’s family house, there were five ladies in their capulanas 

(sarongs, fabric that women wear around the waist) in the yard, shifting money 

around and discussing the budget for the wedding. This money was part of the lobolo; 

in this case, part of the whole sum of the lobolo would be used to fund the 

celebrations. On the next day, the house was full, the yard was filled with guests 

arriving, and women washing and cooking parts of the cow that had just been killed 

for the feast. After the long hours of preparation, cooking, singing and drinking, 

everything was set for the party, and the ladies sitting in the yard in the morning had 

made way for a huge tent where several benches and a table for the bride and groom 

were set.  

Meanwhile, the couple had gone to the notary’s office, where the civil 

wedding occurred. The civil wedding was followed by the well-prepared celebration, 

as opulent as the bride’s family could make it in their family complex.1 The party 

included the ceremonial presentation of symbolic parts of the lobolo2 and gifts from 

other guests. Many people (men on one side and women on the other) were drinking, 

eating, talking and dancing until they were too tired to stand. After the celebration, 

everything cooled down in expectation of the big moment the next day: the religious 

(in this case Catholic) wedding and the symbolic giving away of the bride to the 

groom’s family. At dawn, around six in the morning, everyone was already running 
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around the yard at the bride’s house, busy with the wedding preparations. Finally, 

three trucks fully packed with people departed from the sandy entrance and went to 

the local church, where the groom and his guests were waiting. There was a long 

musical wedding mass, celebrated in Changana so that everyone could understand 

(the older members of the bride’s family living in the village did not speak 

Portuguese). After the religious wedding, the important members of the bride’s family 

went to the groom’s family house to complete the celebration with the official passage 

of the bride to the groom’s family.  

The event described above was a mix of traditional, religious and civil 

wedding procedures, celebrated by a couple that had actually been in a relationship 

for a long time already, and were living together in a quasi marital union with three 

children. This example illustrates the kind of syncretic conception and construction of 

marriage that can be found in Maputo, as elsewhere in Mozambique, and also the 

ways in which people navigate between different stages of a ceremony that evoke 

different backgrounds, both ritually and symbolically. It thus depicts one of the many 

possible dimensions of entangled modernities and the corresponding flexible practices 

perceivable in Maputo today. Despite wanting a traditional and religious wedding, 

and coming from a Catholic background strongly influenced by local cultural 

traditions, the couple had decided to wait until they had enough money for the lobolo 

and to fund the celebration they wanted. Furthermore, despite wanting a traditional 

and Catholic wedding, the couple had been together for a long time and already had 

children. This episode serves as a strong reminder of the flexible and variable 

appropriations that people make in terms of family and marriage categories in their 

everyday life practices, which they socially navigate according to their personal 

preferences, possibilities and convenience. It also reminds us of the importance of 

children as part of marriage and family making. 

 

Entangled realities of family, class and infertility 

 

Family dynamics, infertility and social background 

There is much ongoing discussion about contemporary ideas of family and the current 

volatility of the concept (Levin 1999; Carsten 2000; Gerogas 2003). Aware of these 

debates, in this thesis I employ the concept of family based on the broader use that my 

informants made of it: a nuclear or extended social unit to which an individual 
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belongs by kinship or by marriage (see also Schneider 1984; Bénard da Costa 2010; 

Georgas 2003). In order to make it easier to understand how the women that I 

encountered navigated through family/families, it seems useful to distinguish, as they 

did, between birth families (família) and marriage or in-law families (sogros). This 

section includes case studies illustrating the fluidity and diversity of the biographies, 

life projects and family configurations that I found during my research. As I will show 

below, my respondents’ everyday life practices illustrate how, departing from the 

notion of family described above – where various degrees of negotiation still occur – 

marriage and reproduction are fluid dimensions. As such, they fit better into the 

notion of a liquid contemporary urban context of entangled modernities (Bauman 

2000; Thernborn 2003) than into any kind of static categorization.  

The presence of people from different parts of the country (and the world) 

living in Maputo means that in the city, it is common to encounter people who come 

from families with different kinship systems (like the matrilineal Macua, for 

example).3 Nevertheless, all of the participants in this research came from a patrilineal 

kinship background – both the traditional patrilineal background stemming from the 

southern areas of Mozambique and that promoted by the Portuguese colonial rulers 

and Christian missions (cf. Cavallo 2013:107). Given such a background, great value 

is placed on pursuing the male line and acknowledged fertility, with expectations and 

demands for reproductive success placed essentially on women. In other words, a 

pregnant woman is the public image of a couple’s fertility (cf. Hörbst 2012b) and 

reproduction is a way to improve the wife’s status among her in-laws (cf. Cavallo 

2013:107-108). Despite the fact that power relations in such patriarchal kinship 

systems are often based less on gender than on hierarchies of age (cf. Loforte 2003; 

Cavallo 2013), in the case of reproductive disruption, the consequences tend to fall on 

women: in the absence of visible fertility, it is common for both the problems of 

involuntary childlessness and the quest for a solution to fall on the female side of the 

couple, independent of the actual cause of the situation (cf. Mariano 2014).  

Matters of family and reproduction are intimately connected. In this context, 

the ways in which my female respondents dealt with, and related to, their birth and in-

law families were partly shaped by their inability to conceive. Among the women 

participating in my research (and women elsewhere, see van Balen and Bos 2009), the 

overall personal meaning attributed to the inability to conceive was one of frustration 

and sadness. Adding to this, the relationship that the women had with their birth 



	

	 79	

families and in-law families played a role in determining the consequences of being in 

an involuntarily childless marital union. In general, the social and family 

consequences of infertility may involve conflict over the non-fulfilment of the 

marriage contract (e.g. lobolo); family pressure to reproduce; marginalization and 

stigmatization of the childless woman; maltreatment of the woman by her husband 

and/or in-laws; humiliation in front of her friends and/or in-laws; divorce; socio-

economic hardship; and the staining of the image of the family in the community (cf. 

van Balen and Bos 2009; Mariano 2014). Added to these consequences, the cause of 

infertility can be sought in both the spiritual and social realm, universes that are often 

related in daily life practice. In other words, there are many hidden fears related to 

spirituality, ‘sorcery’ and reproduction, ranging from the capacity of others (usually 

jealous or competitive women) to affect pregnancy or its consummation through 

different mechanisms (spiritual, material), to a fear of non-normative behaviours that, 

by disappointing ancestors, block reproductive capabilities (Chapman 2012; Cavallo 

2013; Faria and Cavallo 2013; Mariano 2014).  

In most of the cases that I came across, the family circle was mostly restricted 

to the nuclear or extended household, and women’s trajectories went from their birth 

families to their in-law families. Especially with regard to women coming from more 

traditional families or with fewer economic resources, the common trajectory was to 

leave their birth family only when joining their in-laws or to go to live as a couple 

with their husband. An exception to this common trajectory was found among 

cosmopolitan women, many of whom had lived apart from their families before 

marriage while studying abroad or working in different provinces or countries.  

Most lower class women, who tended to embrace more traditional practices 

and beliefs, were based in the outskirts of Maputo, both in the inner and outer belts of 

the city as well as in nearby villages. Among those living in the suburban 

neighbourhoods where communal organization still prevails, there was often a 

perceptible fusion of family and community (cf. Bénard da Costa 2012). In this sense, 

among my respondents, kinship ties and ties maintained by shared social space 

frequently assumed the same degree of intimacy in everyday life. Despite the fact that 

I did find people in the city centre living with their extended families, the most 

common trend in this particular urban area was for the prevalence of anonymous and 

individualized or couple life management rather than extended family and communal 

organization (cf. Ferguson 1999). For cosmopolitan or middle class women who lived 
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in nuclear family units in the more central areas of the city or in the wealthy suburbs, 

where the lifestyle is more individualized, the sense of family (parents, husband, in-

laws) was still strong. Yet the sense of community or communal life in these contexts 

was not geographically determined in the way it was for women living in the suburbs 

or with extended family.  

For middle class women living in the city centre or high-middle class 

neighbourhoods in the Maputo conurbation, communal social organization and 

interaction took place in the workplace or in church. In the specific case of 

cosmopolitan women, the role attributed to the community could be found, in a 

certain way, in an international delocalized social network of friends, acquaintances 

and colleagues. Mostly highly educated, working in different areas and economically 

independent, these women had fluid geographical and personal trajectories and a 

diminished sense of their physical home community. This confirms trends found 

elsewhere (Spronk 2012; Manuel 2013), where social transformation affected by 

capitalism, social mobility and globalization among the middle classes has been found 

to provoke a weakening of communal organization and extended family roles in 

specific local ways (Therborn 2003).  

Despite these overall changing trends in extended family practices, family 

dynamics and the communal organization of everyday life, there were fostering 

arrangements among three of the couples in my study: two couples were fostering 

nephews from the women’s kin, and in one case (Candida’s) the wife’s birth family 

was fostering the child from her first marriage. Despite the fact that this was not a 

recurring phenomenon among the women or couples that participated in the study, 

there was an interesting detail about this situation: the two fostering cases came from 

families from different socio-economic backgrounds (one cosmopolitan and one 

lower class). Though rare among my respondents, fostering is common in 

Mozambique (cf. Mariano 2014), and is rather more connected to solidarity family 

ties (Gerrits 2002; Hollos et al. 2007; Bénard da Costa 2012) than to compensation for 

the absence of children. In fact, among my respondents, adoption was seldom 

considered a valid solution for involuntary childlessness (see Chapter 8). In 

Mozambique, infertile women or couples see adoption as a dual issue: on the one 

hand, it may be a way of compensating for the lack of children of their own; but on 

the other hand, it may be perceived as an outward sign and public declaration of their 

infertility (cf. Bharadwaj 2002; Mariano 2014). As a transversal social practice whose 
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motivations are variable, it is impossible to find a sole determinant or pattern of action 

regarding the fostering of children. My respondents’ examples suggest how infertility 

and fostering are not directly related, and how fluid and hybrid family practices 

prevail in Maputo, independent of class or economic status. The city is a stage for 

people’s multiple ways of thinking about and acting as families, with or without 

hampered reproductive lives.  

 

Tradition, modernities, social class and sites of change  

As described above, the sample of this study was a fluid one, where I could identify 

different family perceptions and practices as well as various ways of dealing with 

childlessness. In this context, the consequences of childlessness were different 

according to family relations, personal and family expectations, and social 

background, but not necessarily socio-economic class. Otília’s and Vanda’s cases are 

good examples of this fluidity.  

I met Otília, a lower class woman from Inhambane who was suffering from 

couple infertility, during her public hospital infertility consultation. At the time she 

was 24 years old and was studying civil engineering in the public university in 

Maputo. This meant that, despite working and studying, and taking into account the 

social services funding possibilities for attending university studies in Mozambique, 

she still had the possibility to afford university fees, which despite not being very 

high, are still unaffordable for many people. This way, although coming from a lower 

class background, Otília had more resources than many other women attending the 

public hospital. She was curious and well informed about gender issues, and about 

biomedical and traditional health care, especially infertility care. Having been 

together with her boyfriend for a while, they wanted to have a baby, even though they 

were not yet married and her family was not aware of their situation. They were 

looking for a diagnosis or a treatment together, and aware of general familial and 

societal attitudes towards infertility, Otília was firm in her position: 

 
I talk to other women, in school or in my neighbourhood, and problems are 
common (…) you know this thing of a man being all upset when he is living 
with a woman and not having babies (…) They always start blaming their 
women. I think both have to look for a solution, because it is not always the 
woman’s fault if the couple cannot have a baby. 
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Despite coming from a lower class background, Otília was attending 

university, and thus her biographical process of achieving social mobility through 

education (and working simultaneously) had likely heightened her access to 

information and shaped her personal critical attitude towards society and 

reproduction. For her, infertility was more the non-accomplishment of a personal 

desire than something that her partner, birth family or in-law family had set for her 

and that she was not able to achieve. Her example illustrates how coming from a 

lower class background is not always synonymous with the woman being stigmatized, 

in this case by the husband due to impaired reproduction. It also illustrates changing 

biographic aspirations and more individualised reproductive intents, where potential 

family pressure to reproduce or stigmatization due to the inability to do so were not 

stirring the desire to have a child or seeking infertility treatment. However, family 

pressure to reproduce and stigmatization of the wife due to the absence of offspring in 

marriage happened. Otilia’s case represents one of the exceptions, and illustrates the 

changeability and fluidity of the personal biographies and family practices of my 

respondents. Vanda’s case sheds light on a different situation. 

Vanda had been attending the private clinic in Maputo for several years. She 

was a middle class woman, married and working as an administrative officer. When I 

met her, she was 41 years old, yet she was still trying to have a baby with her 

husband. Although directly after her marriage she had moved in with her husband and 

his extended family unit, at the time we met she was living alone with her husband. 

When I inquired about how she and her husband’s family had reacted to their 

infertility situation, she said:  

 
In the beginning, I was living with my husband and in-laws for two years. I 
lived with them without children, without being able to conceive. For that 
reason I ended up leaving and looking for the place I am living in today 
together with my husband. They pressured me (…) you know it’s that 
humiliation, being among the in-laws. He has five brothers and they all have 
children. So when we get together, there is that humiliation while they talk: 
‘When I was pregnant I felt this and that’, ‘I want two more babies, or three’. 
So all those little things make you feel bad. (…) Pressure is not in my family, 
it comes from his family, even him. He does not put a lot of pressure on me. 
He says ‘What are we going to do?’ But on his parents’ part, there is always 
that thing, they even got to the point of wanting to speak to him. I don’t know 
if it was considered or not, but I felt they wanted him to marry another 
woman. To have babies, and the intention would be of me leaving and being 
replaced. 
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Vanda’s situation highlights how blame and (the fear of) stigmatization can be 

very difficult to deal with, and shows how infertile women experience it. 

Furthermore, the case demonstrates how being in a comfortable socio-economic 

position does not always reduce the hostility and negative attitudes of family relations 

towards failed reproduction. For Vanda, unlike Otília, the hostility of her in-laws 

towards her added to her frustration and sadness caused by the feeling of being barren 

in a context of plenty (cf. Dyer 2008), for instance when she would hear about her 

sisters-in-law’s successful reproductive stories.  

Both of the above examples show how the economic position of a couple is 

not a fixed determinant in terms of familial pressure to reproduce or having problems 

with in-laws. Among my respondents, although ideas about family sometimes 

changed according to their different socio-economic backgrounds, family 

relationships did not depend solely on status or social class. In fact, there seemed to 

be specific family dynamics that were more affected by religious choice and practices, 

traditional practices and beliefs, and (more or less) flexible family values, than by 

socio-economic status. In other words, although my female respondents came from 

different socio-economic backgrounds, there were cases of middle class women who 

had strong traditional backgrounds, such as Vanda, and lower class women who were 

detached (or were detaching) from traditional family and marriage values, such as 

Otília.  

Overall in Maputo, and resonating with Thernborn’s (2003) idea of entangled 

modernities, although ideas of modernity and social mobility can re-set life projects 

and their materialization, they do not necessarily imply a dismissal of traditional 

practices. In this sense, projects and biographies, including reproductive ones, go 

beyond the dichotomy between modernity and tradition, and are instead paved with 

negotiations (cf. Thernborn 2003; Aboim 2008; Vingh 2009). Society and families – 

both those of birth and marriage – play a role in reproductive processes, but do not 

play a structural role in peoples’ reproductive biographies. On the contrary, among 

my respondents, the familial realm was a site of trust and support, but also of multiple 

tensions and negotiations. 

Reproduction, and consequently infertility, were core subjects where the 

tensions and negotiations between traditional and/or religious family values and ideas 

of modernity could be identified. Such situations were very present in people’s 

imaginaries and in public opinion about infertility. In different conversations that I 
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had with my informants, the subject repeatedly came up as a socially transversal 

problem. Poorer women – such as Otília – were not necessarily stigmatized for not 

having children, and sometimes cosmopolitan or middle class women – such as 

Vanda – could suffer from (potential, threatened or feared) marital disruption due to 

the absence of children. Harsh consequences for being infertile could thus be felt by 

women from various backgrounds and did not only affect women who depended 

economically on their husbands or who lived in apparently more traditional 

households. “This happens even to educated women!! Who studied abroad and have 

their own life!” an informant told me when talking about the possibility of women 

being stigmatized and returned to their kin if they were infertile.  

In the urban setting of Maputo, the relationships between women and their 

birth and in-law families were fluid and managed carefully. The one common project 

in all of these personal biographies was making kinship through reproduction, which 

enabled the continuation of biological kin through the important deed of motherhood 

or parenthood. During interviews, it was clear how women socially related to their 

families in different ways at different periods. The degree of intimacy and information 

shared between young women and their parents, and between wives and their in-laws, 

was carefully filtered (cf. Hardon and Posel 2012). This was the case for two reasons: 

on the one hand, it was about keeping a balance among these relations, and avoiding 

worries, tensions and/or conflicts; and on the other hand, it was about maintaining a 

certain degree of leeway for their own personal trajectories and respective desires and 

needs. This idea of non-definitiveness, pragmatism and disclosure management was 

crucial for the understanding of women’s therapeutic itineraries that will be 

approached in the subsequent chapters. 

As stated, during my empirical research I was frequently caught up with the 

feeling that my female respondents’ histories and biographies were self-made; it 

seemed that the familial or social structural constraints that they faced were not 

passively accepted, but assumed and manipulated (according to the possibilities of 

doing so) towards an objective (cf. Vigh 2009). Women’s socio-economic 

backgrounds determined their actions only to a certain extent, especially when it 

involved something as cherished as reproduction and motherhood. In fact, there were 

diverse continuities and discontinuities among my respondents’ biographical 

trajectories, from growing up and discovering sexuality to aiming for reproduction 

without being able to reach it. These continuities and discontinuities acted as a matrix 
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for social change, but were also the terrains of a generational clash among family or 

community. 

Acting as little lines of mutation (Deleuze 1997), women’s general personal 

trajectories of socialization and discovery, that shaped and re-shaped the ways in 

which they saw and related to the world, were often hard and left many scars. As I 

will explore in the next section, the generational gap and consequent clash of social 

values that occurred in the rapidly changing context of urban Maputo contributed to 

the appearance of various ways of growing up and of different and more flexible 

family relations. In particular, it is when young people begin their sexual lives that 

these ruptures are most likely to be perceived. Indeed, such disruptions are usually 

kept secret from women’s birth families in order to avoid tensions. In a city like 

Maputo, there were many kinds of sexual biographies that sooner or later turned their 

focus towards reproduction. It is important to explore some of these trajectories in 

order to understand how the women navigated their paths in the attempt to become 

mothers.  

 

Navigating family, sexuality and reproductive intentions 

 

Sexuality and gender in contemporary Maputo 

In Maputo, mainly in the suburbs of the city, some traditional practices of sexual 

initiation prevail. As the ethnography of Groes-Green (2003) confirms, in certain 

families it is common for the female members of the extended family to introduce 

young women to seduction and sexual practices to captivate a man. This initiation 

provides them with knowledge about their body, sexual possibilities and practices that 

they can use to please a partner. However, there is hardly any reference to sexually 

transmitted infections (STIs) in these teachings. While mastering the secrets of 

intimacy, including getting to know their bodies well and maintaining good intimate 

hygiene habits, women are not made fully aware of how unsafe sexual behaviours can 

trigger reproductive problems. In this section, based on my fieldwork experience and 

the literature (Machel 2001; Groes-Green 2013; Manuel 2013; Mariano 2014), I 

suggest that by the time girls have their first sexual experience they might not be 

aware of, or attribute any importance to, safe or unsafe sexual relations, and that the 

issue of sexuality does not often belong to the family realm, except when it regards 

desired reproduction in wedlock. Such accounts exemplify the multifaceted relations 
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between young people and family: while distancing themselves from family in their 

daily lives, in some aspects they still perceive it as a certain kind of authority or 

source of information. 

Most of the cases of infertile women in this study were of secondary 

infertility. Although there are various reasons that may lead to secondary infertility, it 

is often related to STIs and/or reproductive tract infections, which are commonly 

caused by unsafe sexual behaviour or interventions in the reproductive tract 

performed without proper sanitary conditions, such as unsafe abortions or infections 

contracted after first delivery (cf. Daar and Merali 2002; Inhorn and Van Balen 2002; 

Ombelet et al. 2008; Inhorn and Patrizio 2015).  

Previous studies about sexuality in adolescence and the epidemiology of 

HIV/AIDS in the urban area of Maputo suggest that sexual practices start at an early 

age, normally during puberty, and that during these first years of sexual activity it is 

common for girls to have informal abortions, many times performed at home or in 

places with poor sanitary conditions (Machungo 2004). In a study dedicated to lower 

and middle class young women’s sexual behaviours, Machel (2001) suggests that 

although young middle class women are more likely to use protection than young 

lower class women, there is still a general subordination of girls towards their male 

partners and to the latter’s maintenance of multiple sexual partners. Machel outlines 

the reasons for the prevalence of these trends as follows:  

 
Young women’s relationships do not occur in a vacuum, but in a context 
where norms, values and sexual practices that regard women as subordinate to 
men already exist and have clearly been learned by the time of sexual debut. 
Safer sex practices, especially condom use, were not ultimately experienced as 
under young women’s control, but had to be negotiated with partners (…) with 
whom they felt unequal in terms of decision-making and self-assertiveness 
(Ibid.:88). 

 

Despite such unbalanced gender relations related to sexuality, Machel also argues that 

women are not always passive and submissive. As other authors also suggest (Gune 

and Manuel 2007; Manuel 2013), in Maputo there are ongoing shifts in the way in 

which women think about themselves and act upon their intentions and desires.  

Changing gender relations is a continuous process and it is reflected in 

differences in and the fluidity of social institutions, including family formulations (cf. 

Aboim 2003). For instance, in Maputo I came across very different marital structures: 



	

	 87	

women could be found to be completely subordinate to their husbands (or to men); 

they could be apparently subordinate; they could seem to be independent women yet 

act otherwise; or they could be independent and act accordingly. The women who 

participated in this study had diverse gender roles and their behaviour indicated that, 

step-by-step, urban women are distancing themselves from formulations of passive 

womanhood. They enacted change at a slow pace. Some studies about cosmopolitan 

women in Maputo show how among (high) middle class young people, gender roles 

are changing: “masculine and feminine have ceased – in this class and among people 

of this age – to be a moral category as such because people can deviate from them, to 

some extent, without being shunned” (Manuel 2013:23). The participants in this study 

that fit into the middle class and cosmopolitan concepts applied by Manuel (2013) 

also had an active and empowered perception of their individual sexuality and desires. 

These perceptions were not fully manifested among their extended or birth families, 

but in places where the ‘family eye’ could not reach. 

 

Family, sexual practices and reproductive disruptions 

Among my respondents, sexuality and sexual practices were not normally topics that 

were openly spoken about among family members, and especially among those of 

different generations. This was the case for women coming from all different 

backgrounds and revealed the existence of an intergenerational gap, where the 

education and information needs of younger generations did not correspond to the 

education and information that older members of the family thought they should 

provide. This occurred especially in more religious families, where what a girl did 

outside of her parents’ sight often remained there. The disclosure of sexual practices 

to family members followed a layered generational map where, if disclosed, practices 

or problems were firstly told to trusted members of the same generation, such as 

sisters or cousins, and would only be told to older members, such as parents or aunts, 

if strictly necessary (normally in the case of problems or if there was a need for 

economic help). 

Mariana’s story, which I present below, is a good example of such family 

dynamics. In her case, there was an implicit code of ‘don’t ask, don’t tell’ regarding 

sexuality, and she managed her sexual and reproductive life alone. Mariana was an 

independent cosmopolitan woman who had studied abroad, had a successful career 

and had had an adventurous youth filled with good and not so good life experiences. 
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She was born into a well off Muslim family living in Maputo, which gave her the 

opportunity to study in better schools and pursue her university studies abroad. I met 

her when she was in her early forties. She trusted me with her sexual biography, a 

story that illustrates some of the risk aspects of young urban women’s sexual 

trajectories.  

She was 19 years old when she had her first sexual relationship, which is a late 

start compared to other women coming from the same generational background4 (cf. 

Machungo 2004; DHS 2011:66-67). As the daughter of a fairly orthodox Muslim 

couple, sex was not a subject openly spoken about between her and her parents or 

siblings. When Mariana started her sexual life, she was not aware of its potential 

health implications. About one and a half years after her sexual debut, Mariana got 

pregnant with her boyfriend. With her aim of pursuing higher education abroad and 

an independent working career, this pregnancy was not at all part of her plans. After a 

moment of panic, she decided to get an informal abortion without telling her parents. 

Indeed, she had already made up her mind: she would only have babies when she 

wanted to. She added: “I did not want babies, I did not even want to stay with that guy 

for a long time! So I went and did an clandestine abortion”. 

A while later, with those unhappy events behind her, she left Maputo to study 

abroad in Brazil, far from her family and free to experience whatever she pleased. 

However, despite being explicit about not wanting to have babies until she was ready, 

Mariana never sought out family planning or used any form of contraception. During 

this period abroad, at the age of 24, she was confronted with another pregnancy. One 

morning she felt a strong abdominal pain, much stronger that the slight discomfort she 

had been feeling for a while, and decided to seek medical advice. Mariana went do the 

doctor’s office to hear a very unpleasant and unexpected diagnosis. He told her 

worriedly: “You are pregnant, you have a tubal ectopic pregnancy, and you have to go 

to surgery immediately!” Mariana’s tube was already torn apart and she would have 

only hours to live if she did not go to the operation room straight away.  

Two months after the surgery, Mariana was still not using any contraceptives. 

She got pregnant again. Mariana described the doctor’s diagnosis, which was of a 

pregnancy and a probable obstruction of the second tube. Facing this situation, she 

said that she wanted an abortion. Confronted with her intention, the doctor sent her 

home to think about the situation and asked her to return for another consultation with 

her final decision. That night, looking for some relief from the stress, Mariana went 
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dancing with her friends. She told me that she “…danced, danced, danced, all night, 

without stopping for a minute, until the sunrise”. She danced so much that the next 

day she woke up sore and in a lot of pain, a state that immediately took her to the 

doctor again, where she had to undergo an emergency curettage abortion as she had 

already begun to miscarry.  

At the time I met her, Mariana had long since recovered from all of these 

dramatic events in her sexual history, but she now had new ones: for years, she had 

been unable to have a baby with her husband. While talking about her sexual 

trajectory, she immediately mentioned her relationship with her family and the lack of 

sexual education throughout her youth:  

 
My mother never took me to the gynaecologist. We never spoke about it. I 
have a super cool mother, but we never had the openness to talk about that 
(…) not that she did not want to. Today I understand that she did not know 
how to deal with it. She was educated in another way and she thought I would 
discover my sexuality on my own. 

 

Again, when speaking about sex and about her consecutive unwanted pregnancies and 

disruptions, Mariana said:  

 
What did I know? I came out of a Muslim family, all conservative and so (…) 
I didn’t even care about that [contraception, unwanted pregnancies], I simply 
could not understand, I didn’t have the habit [of using protection, attending the 
gynaecologist], I didn’t have the conversation [about sexuality] nor the 
curiosity. I would do my thing [sexual encounters] and that’s it. 

 

Mariana’s trajectory is an example of the constant tensions that women face 

during their reproductive biographies, but also of how, despite reproductive events, 

they may continue to neglect the importance and use of family planning of any kind. 

Her case also shows how the gap between different generations and living in an urban 

setting in transformation can affect people’s trajectories in a liminal situation: where 

expectations about ‘teaching’ from previous generations have to be combined with 

personal choices and trajectories that young people often want to keep for themselves, 

thus avoiding conflict with their parents through secrecy. In such situations, 

friendship networks play an important role, as accomplices in sexual and reproductive 

life events and/or as supporters and advisors.  

Despite the fact that many women have to learn the facts of sex and 

(unwanted) reproduction the hard way, their choices may be more directed towards 
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fixing reproductive problems when they occur rather than avoiding them with family 

planning or condom use. In Maputo, the lack of contraception use is a common trend 

among young people and many times leads women to engage in risky procedures such 

as illegal abortions (cf. Ustá 2011; Bugalho 1995), without being fully aware that 

these might affect their reproductive lives for good.  

Fernanda Machungo has been a researcher in several studies on the risks and 

consequences of unsafe abortion in women’s reproductive health in Mozambique, as 

well as on other sexual and reproductive health issues such as maternal mortality 

(Granja et al. 2001), teenage pregnancy in Maputo (Bacci et al. 1993) and the use of 

misoprostol for labour induction among women with late-term foetal death (e.g. 

Bugalho et al. 2011). In a report written for the Mozambican NGO WLSA in 2004 

and published on their website, Machungo states:  

 

The most common immediate complications of unsafe abortion are: 
cervical laceration, haemorrhaging, serious infection (sepsis), uterine 
perforation and peritonitis (pus collecting in the abdominal cavity). The 
medium and long-term complications include pelvic pain, ectopic pregnancy 
(pregnancy outside the uterus) and infertility. The social consequences, such 
as family break down and various forms of ostracism to which women are 
often subjected to (sic), should also be highlighted. (Machungo 2004). 
 

 

It is often difficult to trace back the primary cause or events that lead to 

situations of secondary infertility or other reproductive disruptions, but available 

information and education are valuable prevention measures that may offer clarity to 

young women about the risks of unsafe sex and unsafe medical procedures such as 

secret illegal abortions (c.f. Gerrits 2012). 

As with many of the women whom I met in private sector consultations, 

Mariana was part of a cohort commonly referred to as a post-colonial generation of 

cosmopolitan women who delayed (through contraceptive use or other methods) their 

first pregnancy, or child, and who value their independence, choices and possibilities, 

generally aiming for some security and comfort in family life before wanting a baby. 

In other words, they wanted to have a good job, a comfortable life and a good partner 

(whom they loved) before engaging in marital life and reproduction. In Mariana’s 

case, it was also possible to perceive something else: a tension between planning the 

future and taking control of reproductive options on the one hand, and neglecting 
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contraceptive use, even after several unwanted pregnancies, on the other. These 

tensions in her trajectory are an example of how, even when looking at the individual 

level, it is possible to see how changes in ideas and practices are complex processes 

that transform through small vectors that develop at different paces. If on the one 

hand Mariana had an empowered attitude towards her sexuality and reproductive 

intentions, this attitude did not develop at the same pace as an awareness about, and 

use of, sexual and reproductive health care and contraception.  

Despite the diversity of vectors of change traced through Maputo dwellers’ 

entangled pathways, cosmopolitan women represent active agents in a transforming 

society and are likely to change their perceptions of reproduction as identity defining 

or as a social need for attaining womanhood. For these women, reproduction and 

motherhood are desires that come and may change along with other life achievements, 

such as education, economic independence, marriage and the desire to build their own 

nuclear family (cf. Johnson-Hanks 2006; Hollos and Larsen 2008; Spronk 2012).  

Among my respondents, most women were not generally as open as Mariana 

in terms of talking about their sexual biographies. Nevertheless, in addition to the fact 

that most of the cases that I encountered were of secondary infertility (indicating 

possible complications resulting from women’s sexual biographies), several narrated 

episodes that also indicated that their sexual biographies were a constant negotiation 

between desire and social and reproductive intentions. Although economic and 

cultural dimensions do not impose themselves uncompromisingly on the definition of 

women’s sexual biographies, they do have a role to play in these trajectories. For my 

respondents, sexual behaviours included spontaneous sexual encounters and more 

steady relationships that were expected to end in marriage. Most women in the study 

had begun their sexually active lives early, normally before marriage. This was even 

the case when it came to religious women; religious affinity and real life action did 

not affect one another to a great extent in terms of sexuality and relationships. 

Perceptions about religion, and about tradition as well, were flexible. The fact that a 

woman’s family embraced traditional values did not necessarily imply that younger 

generations of that family had to follow the same principles or morals throughout the 

course of their everyday lives, including in key moments such as marriage and 

reproduction. For example, among my informants, there were cases of unmarried 

women who were trying to get pregnant with their partner, of women who did not get 

divorced due to involuntary childlessness, and of women who had ended a first 
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marriage with children and then encountered fertility problems only in their second 

marital relationship. So although traditional family perceptions could serve as 

guidelines for women on how to navigate their sexual, marital and reproductive lives, 

they were not rigid or imposed in a structural way, i.e. couples and women could 

navigate and negotiate through sets of values, choosing how to employ them in their 

lives without necessarily entering into conflict situations (Vigh 2009).  

 

Marriage and families throughout reproductive disruption and help seeking 

As seen so far, historical and social backgrounds affect (though not necessarily in 

obvious or generic ways) reproductive, sexual, family and marriage formulations and 

the ways in which women and couples navigate through these mutually influenced 

dimensions. In this section, I explore data on the marriage and reproductive choices 

and disruptions implicated in women’s biographical, and consequently therapeutic, 

itineraries in my study. Marriage and reproduction were interconnected dimensions, 

in terms of the ways in which women perceived as well as acted upon their 

reproductive afflictions. For this reason, I decided not to separate marriage and 

reproduction findings from findings related to family dynamics.  

Although kept secret most of the time, sexual and reproductive life is likely to 

return to the kinship family realm when disruption appears and support is needed. 

There were differences between lower class, cosmopolitan and middle class women’s 

perceptions about reproduction.5 Despite the fact that, as shown above, social class 

did not strictly determine the way in which women, couples and families dealt with 

reproduction and infertility, the lifestyle associated with class could facilitate changes 

in certain aspects of their reproductive lives. In this way, if for lower class women 

reproduction was often a self-, socially and/or family imposed achievement of 

womanhood, for most middle class and especially cosmopolitan women, it was a life 

project that entailed some flexibility. For the latter, although they never really 

questioned the idea of wanting children, they did have a choice in terms of when to 

have them. This control over the timing of reproduction and motherhood was present 

in cases of cosmopolitan and middle class women, especially among women 

travelling to South African fertility clinics for assisted reproduction. Among lower 

class women attending the public hospital, this was not the case. However, there 

seemed to be a concern from the latter over avoiding birth and pregnancy before 
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being married or in a steady relationship. Unlike poorer and rural families, where 

children have an additional household survival value besides family continuation and 

reproduction (cf. Gerrits 1997; Mariano 2014), in the heterogeneous urban family 

sample that I came across in Maputo – including people from lower class, middle 

class and cosmopolitan backgrounds – there were other issues that seemed to affect 

reproduction, parenthood/motherhood and infertility perceptions. These did not 

depend as much on household survival as on its reproduction and continuation. In this 

section, I explore aspects of family relations management used by my respondents 

when facing couple infertility.  

Family reactions to a couple’s childlessness and treatment seeking were 

normally manifested when a couple disclosed the problem, though open discussion of 

the issue was usually delayed for as long as possible. Nevertheless, suspicions among 

the birth family or in-laws about a marriage or long-term relationship without children 

could create some instability. Candida, a 36-year-old woman who had been accessing 

infertility services at the public hospital for a while, was hiding her infertility 

treatment seeking from her family, and her situation is a good example of how family 

suspicion acts in such situations. The fact that she was pursuing studies at the public 

university in Maputo, to which she attributed a great social value, was Candida’s 

excuse for hiding her and her husband’s difficulties in conceiving: “Yes, they [the 

family] put pressure (…) and then I always say I am studying and I have to finish. 

Then they answer, ‘Ok, finish up, it’s not easy to study and work (…) but soon you 

will make [babies]”. Indeed, it was common for women (and couples) to make 

excuses to hide both the absence of children and treatment seeking. In this way, 

reproductive issues remain in the privacy of the couple or the woman alone. 

The relational processes established between infertility and a couple’s families 

could vary and so did the consequences of their childlessness. Different factors 

shaped the degree to which more or less socio-economically empowered women felt 

hardships while having difficulties in conceiving. Among these, personal experiences 

such as social and geographical mobility and education played an important role, and 

were perceived and lived as self-defining experiences. Cosmopolitan and/or educated 

women perceived their childless situation as a less disruptive event in identity terms, 

as they had something else besides fertility and being a mother at play in the 

definition of their life objectives. Education and self-valuing experiences were a 

source of female empowerment and a safety valve that could make up for 
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childlessness in psychological and social terms (cf. Johnson-Hanks 2006).  

 

Cosmopolitan women, families, infertility and help seeking 

The cosmopolitan women who travelled for infertility care were the most exceptional 

group in terms of sexual and reproductive perceptions and conceptions, and were 

aware of their privileged position in terms of both the lack of common social 

infertility consequences and access to treatment. Teresa, a 36-year-old educated and 

mobile (travel and work-wise) middle class woman who had just had twins after an 

assisted reproduction treatment, said: “Here in Africa (…) yes, for example, if I 

cannot have children, my husband can return me to my parent’s house, have another 

wedding, another woman. There are families with that strong cultural tradition”. Yet 

these did not apply in her case, where her husband and her family were very 

supportive. Furthermore, when talking about the availability and general affordability 

of assisted reproduction treatments, Mariana, whose story we are already familiar 

with, stated:  

 
We are talking about motherhood, [which is] still demanded from most 
women in this country. Fortunately, I think I broke that cycle a little bit, I have 
[an]other life, but I think a lot of women are suffering from that [the social 
consequences of infertility]. I have a few more possibilities, I am telling you, I 
save money, imagine the number of women that simply cannot do that. 

 

As above, cosmopolitan (and also some middle class) women referred several 

times to other women’s situations in Mozambique, aware of the daily difficulties that 

infertility implies for the majority of the country’s population. The group of 

cosmopolitan respondents in my sample was composed mainly of independent and 

professionally successful women who lived in Maputo city centre’s wealthier areas or 

in Matola. All of them had previous experiences of travelling for leisure, studies or 

work, and they had the socio-economic background that made it possible to travel for 

assisted reproduction treatments. They had been born and lived in nuclear families, 

except for one case where different generations had lived in the same house.  

For this group, motherhood was described as a very important personal 

achievement, and was seen more as an intimate than as an openly social issue. Joana’s 

idea about family and marriage were a good example of this. She was 39 years old 

when I met her at the private infertility clinic in Maputo, and she had been trying to 

get pregnant together with her husband Mateus for quite a while already. She openly 
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explained how she faced her motherhood project: “Many times people want to marry 

and make a family, so these aspects are very closely related and I always wanted to be 

a mother. So when I got married, I already went with the desire to be a mother. It is a 

personal realization above all”. There were other women like Joana, who got married 

wishing to have children.  

But there was also the case of Milena, a 49-year-old upper-middle class well 

travelled woman who had undergone several assisted reproduction cycles by the time 

I met her. She was in her second marriage, and at the time that they got together both 

she and her husband each had a young child from their previous relationships, and so 

they had decided to wait before having more. Milena told me: “We have been 

together for long and at the beginning we did not want more children. So we delayed, 

delayed, delayed and then we decided we wanted a child (…)”. Milena’s case was the 

only one in which both members of the couple had already been in other relationships 

and each had a child from that period. This may have contributed to their wish to 

delay pregnancy for several years after the marriage. Normally, women delayed 

pregnancy or birth until they got married or were in an emotionally and economically 

stable relationship.  

Both the examples of Joana and Milena clearly show how in this sample of 

more cosmopolitan women’s trajectories, having children is more of a personal desire 

than a social demand, and how other priorities may affect the delaying of 

childbearing. These women rarely experienced any family tensions or pressure, either 

to reproduce or because of not being able to do so. All had disclosed their 

reproductive difficulties to their own kin and husbands, though not always to the in-

laws.  

Despite the dominant local phenomenon of familial and social blaming of 

women for infertility in a couple, this was not the case for all of my respondents. On 

the contrary, for most cosmopolitan women, their male partners tended to be 

supportive; couples worked as a team during treatment and often both sides’ families 

were active in creating networks for the optimization of treatment seeking. These 

networks worked in psychological, financial and logistical terms and will be further 

explored in relation to the couples’ therapeutic itineraries in the following chapters. 

Marital support and the use of social networking to optimize treatment seeking were 

also prevalent among middle class respondents, whom I encountered mainly in the 

private clinic in Maputo. 
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Middle class women, families, infertility and help seeking 

Just like the cosmopolitan women I met throughout my research, the middle class 

women attending the private clinic in Maputo – and, if they could afford it, South 

African clinics – constituted a relatively heterogeneous group. They were all married 

and in their first marriage, which had involved a traditional, religious and/or civil 

wedding. Like the group of cosmopolitan women, the middle class women lived in 

nuclear family units in the city of Maputo, in the wealthy suburbs or in Matola. But 

their lifestyles were somewhat different from those of the cosmopolitan women: they 

had few international mobility experiences such as studying abroad, their social 

networks were rather more based in their own country and were not so decentralized 

(spread across different countries and/or continents), and they were seldom fluent 

English speakers (which, as I will show in Chapter 6, was likely to affect their 

treatment processes and experiences in South Africa). Another difference between 

middle class and cosmopolitan women was in terms of having full economic 

independence: three of my middle class female respondents were economically 

independent of their husbands, but the remainder depended on their partner, at least 

for treatment. These women had very diverse religious backgrounds – unlike the 

cosmopolitan women, among whom only one was actively religious – that ranged 

from Catholicism to Pentecostalism. It was common for women who attended church 

(mostly Pentecostal) to relate the success of biomedical treatments to additional 

spiritual practices, like taking waters or group church prayers (Chapter 7).  

For these middle class women (as with the lower class and cosmopolitan 

participants), marriage and reproduction were associated: wedded or cohabiting, 

women wanted children. None of them had decided at any point to delay pregnancy 

and none reported any external birth family pressure or harsh stigmatization due to 

their current inability to conceive. However, some women, such as Vanda and Clara, 

were experiencing difficulties in their marriage and with their in-laws. 

Vanda, whose story was told above, had to move away from her in-laws’ 

house, where she had lived for the first years of her marriage, due to the difficulties 

and marital troubles they were causing her. She was trapped between her own 

frustration and her in laws hostile reactions. This situation increased her fear and 

suspicion about in-law’s pressure on her husband to either have a baby or find another 
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wife. Her fears and her in-laws’ behaviour illustrate how the demand for social capital 

related to family and reproduction, most common in traditional families, can remain 

unaffected by socio-economic mobility.  

Clara, a 32-year-old woman attending the private clinic in Maputo, 

experienced a similar situation. She was one of the few middle class women I 

encountered who felt trapped by the constant questions of the members of her own 

extended kin family that, like Vanda’s in-laws, raised her own frustrations and the 

pressure she put on herself to reproduce. She was attending infertility consultations, 

and during the interview told me:  

 
I love children, maybe that’s even why I can’t have them. I was very sad, but I 
don’t know, friends, cousins sometimes put us down (…) They are always 
asking, asking, and do not help. (…) [There is] a lot of pressure, but my 
husband has no problem, we do all the exams together, whatever it takes, he 
does what the doctor tells and doesn’t ask for anything, or blame me. He is 
never saying ‘YOU can’t do it’. We are together (‘tamos juntos). 

 

Vanda’s and Clara’s accounts illustrate how, even when facing hostility or 

pressure from their birth families or in-laws, there was teamwork involved in seeking 

and taking treatment, if not among the extended family then at least between the 

members of the couple and the woman’s birth family. Despite these exceptions, 

among my respondents coming from middle class or cosmopolitan backgrounds, their 

birth families and in-law families were often supportive and helpful. There was a 

general support structure coming from the women’s nuclear and extended birth family 

networks that covered different kinds of needs, including advice or funding. As 

happened with the couples seeking assisted reproduction in South Africa, if needed 

these families made a collective effort to provide their relatives with a chance for 

conception. In general, among my respondents, the support coming from the families 

of women attending national and South African private sector consultations was more 

present and effective than it was coming from the families of lower class women 

looking for infertility care in the public hospital.  

 

Lower class women, families, infertility and help seeking 

Women who were attending the public hospital came mainly from lower class social 

backgrounds and lived in peripheral neighbourhoods in the inner and outer belts of the 

city. Most women attending consultations there were not fully economically 
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independent from their birth families, in-laws or husbands. However, a small number 

of women were fighting to gain independence, and they did so mainly through 

studying “to find a better job in the future”; some pursued high school studies, and 

two were attending university. These women had typically lived for many years with 

their own extended or nuclear birth families and had only left in order to live with 

their husband or partner, either in a nuclear or extended family setting. The extended 

family units included wife, husband and in-laws, the latter of whom varied between 

different relatives of the husband, such as the mother or parents and/or brothers. 

Fostering was also possible, and it was observed in one case, among the wife’s kin. 

With or without fostering children, among lower class women, nuclear family units 

sometimes included previous children from one or both members of the couple. In the 

case of Candida (introduced above), her child from a previous relationship was 

fostered by her birth family.  

 
I had my daughter when I was a teenager, attending school and so on. From 
that time until now I got divorced from her father and I was finishing my 
studies. Now I have someone who assumed me [agreed to a relationship with a 
woman with previous children], and when I met this man was when I thought I 
had this problem, because I was not conceiving. He did the exams and he was 
up to the task [sperm exams were good] so the problem lies in me (…) I have 
been with this man for five years, we got married. My daughter comes on 
vacation, but she stays with my parents [in another neighbourhood in the inner 
belt of Maputo]. 

 

Most lower class women attending the public hospital were very aware of and 

felt close to traditional practices and cosmology, and had resorted to traditional 

healing before any other type of fertility treatment. In terms of religious options, most 

attended Christian-based Catholic or Pentecostal churches. In some cases, when living 

with a second partner, women did not remarry. Even while being childless, none of 

them lived in a polygamous marriage. For most, the risk of being a part of a childless 

couple was more the threat of divorce than of polygamy. Furthermore, some of my 

respondents’ partners’ behaviour was likely contributing to the perpetuation of 

childlessness in marriage. As has been shown by other research conducted in sub-

Saharan Africa (cf. Hörbst and Schuster 2006; Hörbst 2012a; Mariano 2014; Parrot 

2014), there was a tendency of men to have more extra marital affairs and use these to 

show off their fertility – by either talking about, or actually having, children out of 

wedlock.  
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Andreia’s trajectory illustrates both of these situations. She was 35 and living 

with her second husband after a first childless marriage. When asked about children, 

she said:  

 
I don’t have any children. He says he has [though she had not seen them], but 
I don’t. I had one [pregnancy] in 1995, but I miscarried. [I have been trying to 
conceive] with this man for three years, but with the other it was six years and 
nothing. I was young (…) I was about 20 years old. We were not even 
wedded, and I grew up and grew up and it was six years and nothing. Then he 
separated. [To have children] is very important (…) and being a woman [it is 
even more] (…) 

 

Like Andreia, several women were on their second marriage. This happened 

for different reasons, which included divorce, not getting married at all, not having 

children, having left their previous husband for personal reasons (not related to 

reproduction), as well as the death of the first husband (cf. Gerrits 1997). Most were 

having trouble with their current husbands because of the couple’s infertility situation, 

and these men would seldom participate in biomedical or traditional treatments. The 

birth family of the woman was normally informed about her affliction and treatment 

seeking, though the in-laws were rarely informed.  

During the first consultations, many of the women assumed automatically that 

the problem of their infertility lay with them; they only understood that infertility 

could also have a male factor origin after receiving this information from the 

practitioners. In general, reproductive problems were translated into (stronger or 

weaker) tensions with their husbands and in-laws, if they were even aware of the 

situation. The birth family was the first family group in whom women would confide 

their situation, and in most cases mothers or sisters were supportive regarding 

treatment and informed themselves about the situation and the options.  

 

Conclusion  

The diverse sample of lower class, middle class and cosmopolitan women in this 

study shared the same living space: the city of Maputo. The way in which these 

women pictured reproduction was partly shaped by the historical and political 

conjunctures of the country and by the traditional value placed by society on family 

and reproduction. It was also shaped, as shown, by their personal biographies, where 

their relationships with their birth families varied according to their life circumstances 
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and ‘out of the house’ experiences – including sexuality – and where marriage 

practices could assume various modalities. In this context, all of my respondents had a 

main purpose in marrying (or entering into a long lasting relationship) – though this 

was not the sole purpose per se – which was to sooner or later start their own family. 

Even in cases where participants had been in a previous marriage and had children 

from these past relationships, there was still a desire to bear children with their current 

partner. Thus I observed that ensuring biological kin from a formal or informal 

marital union was a desire that all of the participants shared (cf. Carsten 2002; Inhorn 

and Birenbaum-Carmeli 2008).  

Women’s birth families and in-law families played different roles throughout 

their biographies. Birth families played a role (either by presence or absence) in the 

shaping of women’s sexual and reproductive trajectories and on their marriage 

relations and organization. These families were generally unconditionally supportive 

of their daughters or relatives, but their support was limited by the amount of 

information made available to them by the women about their situation. The 

disclosure of life events followed a horizontal line, where same generation members 

of the family, like sisters or cousins, would be informed first, and older generations, 

like parents, only later on. 

When facing reproductive disruption, many of the female participants in this 

study had trouble with their in-laws, and sometimes with their own kin. These 

troubles fell upon women and ranged from personal frustration to external pressure to 

reproduce. In-laws’ marginalization of their daughters-in-law due to childlessness was 

frequent, mainly – but not only – among lower class women. Despite tensions, while 

facing reproductive problems, women’s kin gave them advice about treatments and 

possible causalities, as well as offering solutions for their infertility.  

In general, women felt either personally or externally applied pressure to look 

for a solution for their inability to conceive, with or without the support of their 

husbands, birth families and/or in-laws. As seen throughout this chapter, the fluidity 

that characterizes Maputo city and its conurbation areas creates room for social 

transformations that include the metamorphosis and appropriation of family values 

and structures. Although very present in daily life, and used throughout this study as 

descriptive tools, tradition and modernity are only two parts of a range of factors 

influencing individual behaviour and family conceptions in the city (cf. Appadurai 

1996; Therborn 2003). It was impossible to categorize infertile women’s treatment 
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seeking behaviours in separate sections or in terms of following definite principles, 

rules or ideologies. In fluid urban terrains, the women in my study navigated their 

way through more or less institutionalized tracks, which included their original social 

background and marital situation, their social class and (chosen/given) lifestyle, their 

birth and in-law family dynamics, and their religious options. All of these factors 

played a role in shaping their therapeutic itineraries, by affecting the meaning of 

health and illness and by limiting, to a certain extent, the kinds of healing they could 

resort to (Schütz 1972; Velho 2003; Vigh 2009). Despite all of the complexities of the 

liquid urban context that the participants in this study moved through, there were two 

constant factors in their experiences: the longing for a child and the capacity to act in 

order to attempt to attain this objective.  




