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Chapter 5 

 

Seeking reproduction: Circumstances affecting the course of  
therapeutic navigations 

 

 

In this chapter, I locate the sites where the Mozambican infertile women that I 

encountered looked for biomedical infertility care, and I explore their respective 

treatment seeking strategies and therapeutic itineraries. Through the following 

description and analysis, I take into account the different health provision sectors as 

well as cosmopolitan, middle class and lower class women’s socio-economic and 

family circumstances that influenced their quests for conception. 

I entered the gynaecology ward of the public hospital in Maputo at 7 o’clock 

on a November morning in 2013. The chief physician, Dr. Macamo, passed by me on 

his way to the consultation rooms and told me “Let’s do the interview now!” I had 

met him before in different clinical spaces in Maputo city where he worked, and had 

already gotten to know that he was one of the few doctors trained abroad in infertility 

care and also one of the few gynaecologists in Mozambique. As with most of the 

medical doctors in the country, he carried out his activities in different hospitals and 

clinics. After many failed attempts to interview him, I had finally decided to simply 

let it be for the moment, and see where my time in the hospital observing the 

infertility consultations would take me. Against all predictions, I interviewed him that 

morning in one of the consultation cubicles. 

Some of the subjects that I focused on during that conversation were related to 

the whos, whys and hows of women’s therapeutic navigations in the public hospital. 

Among other subjects, the interview covered issues of family and local social 

dispositions affecting people’s treatment seeking. Most of Dr. Macamo’s answers 

corroborated the information that I had already gotten from women themselves, as 

partly discussed in the previous chapter: 
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(…) they have family problems1 (…) they do very often, it is because of those 
problems that they try to solve the problem of [not] having [children] (…) 
those problems can even extend to the man looking for another woman who 
can have children. Sometimes [he] abandons [her], returning the wife to her 
parents. These are very serious problems, these women get extremely stressed 
and put a lot of pressure on the health care system to solve their problem. 

 

While commenting on the public demand for infertility treatments, Dr. 

Macamo immediately identified its provision as an unmet need, especially with regard 

to the pressure that infertile women put on the health system to provide a solution to 

their problem. Adding to the biographies of some of my informants, as depicted in the 

previous chapter, Dr. Macamo confirmed how social and family relationships might 

influence how women cope with and seek treatment for infertility in different ways.  

The public health service in Maputo caters to a great number of (middle and 

lower class) women looking for infertility treatment, and both in the private and 

public health care sectors infertility consultations are highly sought after. Dr. 

Macamo, who worked both in the public hospital and in the private clinic where my 

clinical fieldwork also took place, quickly estimated that overall, around 30% of 

gynaecology medical appointments are for women seeking a solution for involuntary 

childlessness. This is, as Dr. Macamo suggested, a large number of patients for a 

single reproductive health issue, and the pressure put on the public health sector to 

solve infertility situations (i.e. provide treatment for a non-life threatening condition) 

is likely due to strong family making aspirations and infertility’s often harsh 

psychological and social consequences. Motivated by the desire to have a child and/or 

by external coercion, my respondents sought out infertility care in different clinical 

sites and through various access modalities.2  

Although women came to the public hospital along different paths, they had 

one thing in common: they were likely to schedule and attend the first infertility 

consultations alone, without the knowledge or presence of their partners and/or in-law 

families. As described in the previous chapter, this was generally due to birth or in-

law family pressure to reproduce, marital problems due to the couple’s childless 

situation and/or women’s desire to pursue treatment seeking in secret in order to avoid 

rumours, comments and further distressing social or familial situations. 

In contrast, in the private fertility clinics in Mozambique and South Africa, my 

respondents often sought treatments as a couple; i.e. women were supported by their 

husbands, who knew about the situation and tended to be helpful and participative. 
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These men not only voluntarily participated in the therapeutic procedures and medical 

appointments, but also in the treatment seeking process, by discussing the treatment 

options and/or supporting their wife’s choices. Even though the social and family 

background of the middle class and cosmopolitan women attending private sector 

(national or international) infertility treatment was generally more sympathetic, they 

also put a lot of pressure on the clinics and doctors to solve their reproductive 

problems.  

As mentioned above, in this chapter I will explore different treatment seeking 

strategies and itineraries. All of my informants had at some point used homemade 

traditional remedies (panelinhas) or attended traditional healers. However, at the time 

that we met, the option they were pursuing was biomedicine, therefore I focus mostly 

on their biomedical therapeutic itineraries, while always bearing in mind their 

previous choices. I met my informants at different points in their treatment processes. 

Some I met while they were actively seeking biomedical infertility care/ARTs 

(normally after having used other kinds of healing such as homemade herbal remedies 

and/or attending traditional healers or herbalists), but had not yet seen any results. 

Others, especially the women who had attended South African fertility clinics, had 

already undergone biomedical infertility treatment, frequently including ART. These 

women therefore told me about their treatment seeking processes, though 

retrospectively, and they were already aware of the outcome (in terms of treatment 

success or failure). In this way, informants’ testimonials were given at different points 

in their struggle for a child: some were in the middle of the battle and others had 

already gone through it, sometimes with a good result, sometimes not.  

 

Infertility care in Mozambique and South Africa: Treatment seeking itineraries  

 

Therapeutic sites in Mozambique and South Africa 

Women resorting to infertility care ‘at home’ in Maputo attended either the public 

sector – where infertility care but not ART was provided – or the one private clinic 

that offered some ART procedures. In Maputo, there were only two public health 

institutions providing infertility treatment. Infertility care in the public health sector 

included consultation, exams3 and diagnostic, corrective laparoscopy (for obstructed 

tubes, fibroids and endometriosis) and in particular cases intracervical insemination. 

Medication for endometriosis, fibroids and hormonal stimulation (ovulation) could be 
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prescribed, but ART such as intra-uterine insemination (IUI), in-vitro fertilization 

(IVF) or intracitoplasmic sperm injection (ICSI) were not available.  

The private clinic in Maputo that my respondents attended was located in the 

city’s downtown area. At the site, ART procedures had recently become available 

(IUI and IVF, though not ICSI); during my fieldwork period, however, the provision 

of these techniques was still unregulated in the country. In South Africa, as shown on 

the map below, the private fertility clinics that travelling women and couples attended 

were located in Johannesburg (a clinic that all except two of the women I encountered 

had attended at some point), Nelspruit and Pretoria.  

 

 

                          
Figure 1: Map of possible therapeutic sites in South Africa with distance from Maputo (Google, 

edition IF) 

 

The Johannesburg clinic was well known among my respondents, though the clinic in 

Nelspruit was frequently couples’ first option when travelling to South Africa for 

conception due to its proximity to the Mozambican border, among other reasons (four 

of the couples I met had tried one IVF cycle there). The clinical site in the city of 

Pretoria was only visited by one of my informants, who underwent an IVF cycle there 

following a gynaecologist she had started a treatment with in Johannesburg.  
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Public sector users tended to be lower class women with fewer resources to 

invest in their health care; private sector users, both in Maputo and in South Africa, 

tended to be cosmopolitan and upper-middle class women living in Maputo. Beyond 

biomedicine, some of my respondents had resorted to traditional healers. They 

normally did so in the city of Maputo and in sites they could easily access. 

Independent of their therapeutic choices, the women I met in Maputo who were 

involuntarily childless or were suffering from secondary infertility were active agents 

in seeking a treatment for their (or their partner’s) reproductive impairment. For many 

of my respondents, independent of the way in which they sought information about 

treatment seeking, the motivations for resorting to traditional healing included pain or 

unusual physical sensations (see Chapter 6), and the possibility that this might be the 

cause preventing them from having children. Facing this pain or malaise, many 

women therefore sought answers from both traditional and biomedical practitioners.  

Several times during my research, I came across women’s therapeutic 

itineraries where different sources of healing – traditional (herbal and spiritual), 

biomedical and religious – were combined, though usually not simultaneously. This 

conforms to findings analysed elsewhere (van der Geest 1997; Mariano 2014; Cavallo 

2013; Faria and Cavallo 2014) indicating that the complementary use of biomedical, 

traditional and/or religious healing can be made synchronically or diachronically 

during infertility treatment seeking processes. This demonstrates once again the 

fluidity and variety that the contemporary urban setting of Maputo city encompasses.  

 

Timings: National and transnational infertility treatment seeking 

For my respondents, infertility treatment seeking started at different ages.4  For 

instance, Milena, an upper-middle class woman living in Maputo and married for the 

second time, only decided to resort to ARTs when she was 41 years old. The case of 

Milena and Jacinto (her husband) was the only one where a couple had decided to 

wait to have a child after getting married, as both had young children from previous 

relationships. Otherwise, all of my other informants, coming from various social 

backgrounds and with different biographies, had tried to have a child as soon as they 

were married (even if it was a second marriage) or in a stable relationship. These 

women normally started seeking biomedical help to conceive in their 20’s or early 30s 

and would keep trying for years if they did not succeed in the first treatment. Even in 

cases where they already had previous children with their current husband or with 
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other partners, it was nevertheless very important for them to have another child. This 

was the case as they wanted either to consummate the new marriage with a baby or 

because they were self- and/or externally pressured to have more than one child.  

The youngest group of women in my study were in their early 20s to mid 30s, 

and were attending the public hospital. Women attending the private clinic in Maputo 

were in their late 20s towards late 30s, and women attending private clinics in South 

Africa were between 30 and 41 years old (at the time of treatment). Although my 

respondents arrived at the various clinical sites at different ages, their age variations 

were not so significant: most were aged between mid 20s and late 30s (at the time of 

treatment), but many had previous children and had only suffered from reproductive 

problems at an older age – i.e. secondary infertility. Finally, for some of the women I 

met, they only came to biomedical treatment late in their therapeutic itineraries. This 

was especially the case among public sector users, many of whom had made several 

attempts to circumvent infertility by consulting both herbalist (nyangarhume) and 

spiritual (mungoma/nyamusoro) traditional healers before reaching out to biomedicine 

(cf. Mariano 2014).  

The treatment seeking processes of my respondents were, furthermore, phased 

in all cases. In case of success – which among my informants who had already gone 

through a complete ART cycle was two out of nine – the quest for treatment stopped. 

But in the case of an unsuccessful cycle, women (or couples) tended to repeat 

treatments, normally after a period of pause to recover emotionally or to save money 

for the treatment (cf. Franklin 1997; Gerrits 2016). The different attempts could be 

with biomedical treatment or involve further intercalated options like traditional 

medicine or other kinds of healing such as homeopathy or Chinese medicine. 

Concerning different attempts at biomedical infertility treatment, there was 

possible variation in terms of the clinical sites chosen. For women attending the 

public hospital who lacked other options, they usually opted for repeat treatment at 

the public hospital where they had undergone their previous5 treatment(s). Women 

attending the private sector, however, frequently looked for new clinics after a failed 

treatment. These women considered their future possibilities in advance in case of 

treatment failure, even as they were starting their first therapeutic experience. Some 

women mentioned that they were considering going to South African fertility clinics 

as a last resort in case of an unsuccessful assisted reproduction cycle in Maputo. 

Others had come to the clinic in Maputo after trying ARTs in South Africa without 
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any results.  

 

Different pathways, equal desires: Social class and therapeutic options 

Women’s social and/or therapeutic navigations towards reproduction entailed 

overcoming various personal and conjuncture obstacles. While the economic capacity 

of a couple did not determine the ways in which they perceived infertility, it did 

determine to a great extent the kind of solutions that they had access to. This 

resonates with Farmer’s (2004) idea of structural violence, and with Schütz’s (1972) 

and Velho’s (2003) work on life projects and the externally determined fields of 

possibility to implement them. The reasons for these inequalities included (the lack 

of) economic resources, which narrowed dramatically the realm of lower class 

women’s treatment possibilities, as well as the context, where the liberalization of 

medical practice and the growth of a specialized private sector cohabit with a national 

health system driven by different health priorities (cf. Farmer 2004; Dilger et al. 

2012). The conditions that enabled some Mozambican women with the funding 

capacity to attend private clinics for infertility care were not available to everyone. In 

this context, economic as well as social capital – such as transnational informal social 

networks, supportive family networks or other infertile women who provided advice – 

were important tools in shaping women’s or couples’ treatment seeking trajectories. 

Such resources provided them with more or less promising fields of possibility to 

materialize their impaired parenthood projects (Schütz 1972; Velho 2003). 

Nevertheless, my respondents strategically navigated through different healing 

terrains in the quest for their best option at the time. The following examples shed 

light on my respondents’ therapeutic navigations through different healing 

landscapes, and their underlying motivations and expectations. These examples also 

depict the choices that women or couples made according to the amount (and use) of 

social and economic capital that they could draw upon in their quest for a child.  

 

Camila was attending the private infertility clinic in Maputo. When we met she had 

been together with her husband, Felisberto, for 10 years, but it was only after five 

years of being together that, upon deciding to get married and build a family, their 

lives were hampered by infertility. They were a well-off couple living in Maputo, 

with enough resources to attend the private infertility clinic in the city and to consider 
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a potential future visit to a South African fertility clinic in case their current treatment 

failed.  

It was the fact that she did not get pregnant that triggered Camila and 

Felisberto’s quest for both traditional and biomedical healing options. At different 

biomedical appointments, doctors told Camila that she was fine and that her infertility 

was likely to be hormonal. Felisberto, an attentive husband who cooperated in every 

step of the different treatments, was also healthy and medical doctors could not find 

any problems with his reproductive system. The couple kept looking for a solution 

during the following five years of marriage, and by the time we met they were still in 

treatment. Despite the absence of a definitive diagnosis, they kept pursuing their 

family making project. However, by the time we met, Camila had visible proof that 

something was not normal with her reproductive system. As she told me herself, she 

was constantly bleeding: “I don’t have any pain, and it is not a lot of bleeding, but 

still, when I take traditional remedies and clinic medication it doesn’t stop. (…) How 

will I ever get pregnant with this bleeding?”6 

After different attempts by Camila and Felisberto to fulfil their desire for a 

pregnancy through different healing modalities, they decided to opt for assisted 

reproduction in the private sector, which they could afford. Since it was available in 

their own country, they decided to give it a try in the private clinic in Maputo and to 

leave the option of reproductive travel open in the event of an unsuccessful treatment 

at home. Camila’s expectations were high, as this would be her last home-based 

attempt to circumvent her infertility. The bleeding worried her, but still she relied on 

assisted reproduction as the best accessible means to attain her objective. Like many 

other women, after uncertain therapeutic itineraries aimed at achieving pregnancy, 

Camila longed for a positive result, or at least for a hope giving diagnosis, where 

somebody would tell her exactly what had to be fixed in order to make her and 

Felisberto parents at last.  

Being a parent was perceived differently by people from different social 

backgrounds. For some of my better-off informants like Camila and Felisberto, 

parenthood was a strong desire, while for others, especially women from more 

traditional backgrounds, reproduction, although equally desired, was also a social 

requirement. Nevertheless, for cosmopolitan, middle class and lower class women 

alike, despite coming from backgrounds that placed different reproductive demands 

on them, their expectations about diagnosis and a positive outcome of infertility 
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treatment were equally high. However elevated, these expectations were frequently 

disrupted throughout their winding healing pathways, materializing in dissonant 

therapeutic landscapes (Gesler 1992) and involving uncertain clinical turns.7  

Although aspiring for the same result, lower class women did not have access 

to ARTs, and therefore their scope of possibility was narrower than for middle class 

and cosmopolitan women attending private clinics at home and abroad. For all of 

these women with an identical objective of having a child, the means to attain this 

objective were conditioned by their socio-economic status (Ginsburg and Rapp 1995; 

Velho 2003; Farmer 2004; Vigh 2009). Even in cases of individuals whose 

biographies showed potential for future social mobility, structural constraints in terms 

of access to treatment still prevailed. Such was the case with Candida. 

Candida was attending the public hospital. She had had a child 15 years before 

we met, when she was 21 years old, and she was now separated from her daughter’s 

father and had re-married. She was living with her second husband, Lucas, and her 

daughter was staying with her parents,8 since she had little financial possibility of 

caring for her alone and had to prioritize her new family. Candida had a permanent 

job and was pursuing law studies at the public university in Maputo. Her trajectory 

was self-projected with aspirations for a better future through social mobility, for 

which she was fighting through work and education. However promising her 

professional trajectory was, however, her family making project was hampered: after 

five years of being together with Lucas, there was no sign of a pregnancy and they 

had no possibility of resorting to any kind of private sector infertility treatment with 

ARTs. This led her to visit the public hospital, after having seen several traditional 

healers. By the time we met, she saw this as her best option to get pregnant and create 

a family with Lucas.  

For Candida, her meetings with the doctor were always tense moments, where 

a mixture of expectation and fear took over. Although she trusted biomedicine, she 

also feared the diagnosis and results – these could either be a green light for the 

continuation of treatment or a guarantee of her inability to reproduce. Although she 

was aiming for a better and more stable life through education, which would 

ultimately enable her to access a larger range of choices, Candida’s struggle for social 

mobility had yet to provide her with the means to choose from a larger array of 

infertility treatment options. Her possibilities were narrowed due to financial 

constraints.  
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In this context, reproduced and/or transforming social inequalities influenced 

how each individual pathway was formulated and reformulated in order to achieve the 

social and personal aspiration for parenthood (cf. Vigh 2009). Those who could afford 

ARTs navigated through a different therapeutic matrix than people who could not. 

Access to ARTs, though not synonymous with success, gave people further 

possibilities to realise their reproductive goals. Middle class and cosmopolitan 

women, of whom Camila is an example, accessed innovation in the form of global 

ARTs, being able to choose to do it at home or abroad. For lower class women like 

Candida, even with future prospects for social mobility, the treatment possibilities 

were restricted to corrective treatment.9 These examples illustrate how private sector 

development in sites where the public sector cannot cover certain kinds of treatment 

create situations of stratified reproduction (cf. Ginburg and Rapp 1995), where social 

inequalities are mapped through socio-economically determined treatment seeking 

itineraries.  

Camila’s case shows that beyond the possibility to choose to use ARTs, for 

cosmopolitan and certain middle class women, there was yet another possibility: 

opting whether to engage in reproductive travel or to pursue ART treatment at home. 

For women like Candida, both of these options were very unlikely and the public 

hospital would probably be the final stop of their biomedical therapeutic navigations. 

Having local, transnational or hybrid10 therapeutic itineraries, women’s hopes and 

expectations were managed according to each clinical site and the respective 

treatment opportunities.11 Moreover, the combination and/or changing of clinics was 

used as a rupture point along an unsuccessful therapeutic pathway, in order to start a 

‘fresh’ one and thus reset previously disrupted hopes. By changing or coordinating 

clinical options, women restored (at least partly) their ideas of possible conception.  

However unequal, my respondents’ different biomedical treatment seeking 

processes had aspects in common, such as the important role of informal advice and 

word-of-mouth information (Chapter 7). This was the case independent of their social 

background or the clinical setting(s) they were attending. Akin to Janzen’s (1987) 

therapy management groups, my respondents (although they were not incapacitated 

patients unable to make their own decisions) made their choices after socially 

surveying their possibilities and chances for success. Either through neighbours, co-

workers, relatives or friends, all of my informants had been advised both in terms of 
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looking for treatment and where to look for it (cf. Bochow 2015; Gerrits 2016; Hörbst 

2016).  

 

Social class and choice: Therapeutic navigations of women and couples with 

fewer resources 

When I first entered the old hallway of the public hospital on a Thursday morning – 

one of the two weekly morning ‘infertility days’ – I immediately understood what Dr. 

Macamo meant when he talked about the pressure women put on public health 

services for infertility care. The hallway was occupied by about 20 to 30 women 

waiting for their turn. They filled up the hallway space in such way that every time 

someone in a wheelchair or on hospital bed had to pass through, the waiting women 

had to move and quickly find a temporary spot where they were not in the way of the 

passing staff and patients. The number of people waiting was beyond my 

expectations. By speaking to and interviewing some of these women, I understood 

that they were in different phases of their infertility treatment attempts and their 

motivations were not always the same. I was not aware of this when I began my 

fieldwork, but later on I discovered that most of these women were looking for one of 

two ways out of their affliction: either to be helped to get pregnant or to be given a 

biomedical diagnosis that would lessen the burden they felt being part of an 

involuntarily childless couple – specifically, a diagnosis that stated that the problem 

was not theirs. I will further elaborate on these treatment seeking motivations in the 

following chapters.  

The women waiting in the packed corridor for their turn with the doctor came 

predominantly from lower class backgrounds and most of them had tried other 

therapeutic options in their attempts to overcome infertility. In fact, for most of the 

women, traditional medicine was their first healing option, and they turned to 

biomedicine only after becoming worn out with the herbal medications or finding the 

healer’s spiritual research too invasive in social terms.  

 

Exposure and anonymity: Therapy management, traditional healing and biomedicine  

One of my informants offered me a description of a traditional healing process that 

sheds light on the costs and degree of social exposure (especially regarding family 

and/or community members to whom women do not want to disclose their affliction 

and treatment seeking) that these healing procedures may entail. 
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The healers, you know, normally, you get there and you say you are having 
difficulties in getting pregnant. First they will look into all your life, and then 
they will tell you that your grandmother wants a capulana12 [sarong] here, 
because your ancestors are not at peace with something (…) They also say it 
may be because of some episode in your husband’s family (…) They will 
explain it as a consequence of things that happened, or that someone is doing 
[it] to you, that someone is blocking your reproduction because in the past 
someone had a situation and it passed on to you (…) things like that. 

 

As the above description illustrates, for traditional medicine, physical 

afflictions can be rooted in the spiritual dimensions of the living, which can be 

accessed through families or communities and generations of the living and the dead. 

The actions and gifts demanded of the infertile person in order to re-establish the 

balance that will make her/him reproduce potentially expose the person’s 

involuntarily childless situation to their birth and/or in-law families. Furthermore, 

traditional herbalists recommend herbs with which to make concoctions at home. My 

informants’ desire for secrecy, as well as tediousness of the preparation of these 

remedies, frequently drove them away from traditional healing, leading them to turn 

to biomedicine in order to avoid exposing their affliction.  

Among my respondents, women resorted to a finely balanced process of 

secrecy and disclosure in looking for both traditional and biomedical infertility 

treatments, as keeping their condition hidden would likely lessen the burden of their 

affliction. Advice seeking was thus a complex process involving various members of 

women’s social circles, who composed carefully chosen therapy management groups 

which, despite not choosing the therapy for the women, played an important role in 

helping them choose by providing advice. The people involved in these networks 

ranged from relatives to co-workers, and also included friends and neighbours. 

Moreover, women would often hide their treatment seeking even from their husbands 

for as long as possible. In all cases, as happens with secrecy and disclosure dynamics 

elsewhere (cf. Hardon and Posel 2012) my respondents were very careful about the 

degree of information about their situation that they provided to others and about the 

people to whom they spoke.  

Petra, a young woman attending the public hospital, had gotten information 

about it through a friend from church. Petra’s therapeutic itinerary was accompanied 

by other biographic events that she had had to overcome. Her trajectory clearly shows 
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how important the management of infertility disclosure and religion are when related 

to healing practices.  

 
I started with a traditional healer, a thousand times, and it did nothing. They 
[healers] told me that it can be a problem in my house, with our parents, and 
that they could fix it. But then I decided I did not want to continue with any of 
that (…). I was married once before you know (…) but we were fighting all 
the time because we did not have a baby. So I had a home once, but then I 
returned to my parents. I was with that man for three years. It was good to be 
there, but he was always punishing me [a me dar carga], it was very heavy, he 
would take other women home. Two years ago I came back to my parents’ 
house and found my current boyfriend. So now I will not tell my boyfriend I 
am in treatment right away (…) If he has to come I don’t know (…) but now I 
made the exam. (…) Ahh, I will have a baby, today they will give me pills. 

 

After a distressing first marital experience and after trying several traditional 

healers, Petra opted to go to the public hospital, backed by the advice she had 

received in her church and by a friend who helped her to actually get to the 

consultation. Petra’s example shows how secrecy and disclosure management are 

very important dimensions of infertility treatment seeking, and how even though 

traditional healing may be considered a first option, it may also be abandoned as soon 

as the healer attempts to look for the cause of the unbalanced situation among the 

couple’s families.13  

Sometimes, whether they have been advised to do so or not, women chose 

biomedicine because it was different from their previous therapeutic option, normally 

traditional medicine. I noticed that both the lack of geographical coverage of public 

infertility options and different informal recommendations and perceptions about 

biomedicine and hospitals – coming from women’s therapy management groups – 

were prone to make the choice for biomedical infertility treatment a struggle. 

Biomedicine was frequently perceived in contradictory ways: its material character 

could be taken positively or negatively depending on the disposition of the women to 

focus on their physical or their spiritual/psychological state (cf. van der Geest 1997). 

Regarding infertility treatment, biomedical practice and discourse were convenient: 

on the one hand, the prefabricated medicines given by medical doctors were attractive 

to several women, while on the other hand, the anonymity of biomedical treatment 

was also welcomed by several. 

For women in the public hospital, treatment seeking itineraries were filled 

with the desire for secrecy, with personal expectations of pregnancy and/or freedom 
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from blame, with past experiences with traditional healing, and with the constant 

financial constraints that coming from a lower class background places upon 

treatment seeking, especially in terms of accessing certain pathways. My respondents 

carefully managed these different aspects in order to keep their affliction and 

treatment seeking to themselves and protected from the gaze of their extended family 

and community and sometimes, in the case that was possible, from their husbands. 

However, as I will show in the following section, there were further factors that 

influenced treatment seeking in the public hospital. 

 

Biomedical infertility care in the public hospital: Trust, affordability and choice  

For Candida, whose story was introduced above, the choice for biomedicine in the 

public hospital was determined by a larger number of factors than for Petra. As she 

explained:  

 
Yes, yes. Traditionally we make tries, we go there [to the healer] and we take, 
take [medicines], but nothing (…) I tried different times (…) we take some 
liquids of roots that we boil and drink, and also a washing preparation. I took 
it but I am tired (…). Until now I only did traditional [treatments]. I had tried 
to start here [at the public hospital] already in 2008, but there were doctor 
transfers, and with all the confusion I ended up not knowing where to buy my 
medicines, because I needed a prescription. So I stopped coming to the 
hospital then. (…) When I was going to the traditional healer, I did not come 
here. Because I thought I would be intoxicated with a medicine from here, 
another from there (…) It would be a mess and I would end up not knowing 
which medicine was not working, so I take my time in each. If it is traditional 
[it] is that part, if it is the hospital [it] is another. 

 

As seen in the above quote, Candida’s choice was affected by being worn out 

with the preparation and taking of traditional medication. However, even after 

deciding to pursue biomedical care for infertility, Candida was faced with the change 

of medical teams that left her disoriented and contributed to her dropping out of her 

first treatment (see also Gerrits 1997; Gerrits and Shaw 2010). Nevertheless, she had 

eventually returned to the public hospital and had stayed in treatment, at least at the 

point when we met. She explained how her decision to stick to biomedicine was not 

only influenced by being tired of traditional remedies but also by issues of cost and 

trust.  

 
Here you pay nothing. While in the traditional healer [curandeiro] you pay 
and spend a lot of money for nothing. One consultation is 750 MZN [19 
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Euro], without counting the medicines he tells you to buy. Here I don’t pay 
anything besides 1 MZN [0.03 Euro] for the consultation ticket. (…) I leave 
home at 5 [am] and at 6 I am here, and the appointments start at 7:30. 

 

Candida’s case shows how, among other factors, biomedicine was also chosen for 

economic reasons. The fact that a medical appointment was a lot cheaper than any 

other kind of healer made it an appealing solution for infertility. Furthermore, it 

shows how trust in the treatment provider and the methods’ success is also an issue 

when it comes to therapeutic choice.  

As described above, my respondents’ switch to biomedical health care was 

often due to experiences with ineffective traditional treatments, to the degree of social 

exposure that the traditional medicine involved, to issues of (dis)trust in the healers 

(cf. Pfeiffer 2002), and finally to treatment costs. As with most women in the public 

hospital, Candida funded the consultations herself; if they knew about their partners’ 

treatment seeking, men did not usually contribute to the treatment unless they were 

willing to pursue it together with their wives. Many of the women I met in the public 

hospital were not fully economically independent, but the low cost of the public 

sector consultations made it accessible for them without incurring catastrophic 

expenditures. Public hospital infertility consultations required a symbolic 

contribution, and despite the long waiting times, it was considered a fruitful attempt to 

circumvent infertility. Even in cases where women like Candida needed to travel in 

the chapa (collective transport vans) for one hour or more to get to the hospital, they 

did not seem greatly bothered by the transportation times and fees, while seeing it in 

the light of possible treatment success – an expectation that most of my respondents 

maintained, mainly through word-of-mouth accounts of the positive outcomes of 

modern biomedical treatments.14 

In sum, owing to others’ successful accounts of biomedicine, to its low cost in 

the public sector and to the fact that it granted a higher level of anonymity, it was thus 

considered rather convenient as a treatment option. In this sense, despite being further 

away from most of my respondents’ homes than local traditional healers (cf. Granjo 

2009; MISAU 2012; Mariano 2014), by the time I met my respondents at the public 

hospital, they saw biomedical infertility treatment as a more reliable therapeutic 

option in terms of medication, cost-effectiveness, reliability and anonymity.  
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Social class and choice: Therapeutic navigations of middle class and 

cosmopolitan women 

 

Navigating the private sector in Maputo 

The process of treatment seeking for women attending the private sector was slightly 

simpler in comparison to that of women attending the public hospital, as it entailed 

fewer worries over secrecy, at least among the women’s nuclear and birth families. 

These women’s more individualistic lifestyles, meaning looser ties with communal 

life and values, lightened the social burden of their situation. They had more social 

circles created mainly at work or at church, which were therefore separated from the 

community or their families’ close relations. Women attending the private clinic in 

Maputo were generally working women, and thus (somewhat) economically 

independent from their husbands. In cases where they did depend on their husband, he 

would fund the infertility treatment without complaint, though normally the couple 

saved the money for it together.  

In the private clinic in Maputo and also in the South African fertility clinics, 

the social surveys of clinics and treatments that women and couples conducted 

through their informal social networks were no different from those conducted by 

women in the public sector. Women and couples using national and transnational 

private sector infertility care services employed their national and transnational 

therapy management groups (Janzen 1987) in a pragmatic way. Women attending the 

private clinic sought information wherever they could: in church, and from friends 

and colleagues.  

Clara, a 32-year-old married and childless woman who had been trying to get 

pregnant with medical help for two years at the time we met, was pursuing infertility 

treatment in the private clinic in Maputo and had received information about 

infertility treatments through a friend who had been in the same situation: 

 
It was through a friend who also had problems [in having children] and she 
got pregnant with a doctor. She had twins, so I believed I could do it too. But I 
tried with the same doctor and was unsuccessful. Yes (…) all bodies are 
different. (…) It is my third attempt now and my first time in this clinic. 

 

Clara’s example sheds light on the role of word-of-mouth and stories of 
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success in treatment seeking and how they raise personal expectations about and 

feelings of trust in specific clinical sites. As Clara did, most women navigated through 

different healing options, even if they were of the same kind, i.e. different doctors, 

different healers. The one thing that usually did not happen was for women attending 

the private health sector to simultaneously look for treatment at the public hospital. 

Nevertheless, there were some specific surgical procedures such as laparoscopy that 

sometimes had to be performed at the public hospital. 

Similarly to Clara, other informants also obtained their first information about 

infertility treatment through a friend. However, after attending an infertility clinic or 

consultation, women were likely to get a lot more information about alternative places 

to pursue treatment, principally through informal conversations with other women in 

the waiting room (see Chapter 7). If they were not successful in one place, they would 

try another until they were either successful or they ran out of options, energy or 

funds. Many informants exclaimed “I tried everything!” declaring their willingness to 

go as far as possible to find a solution to their involuntary childlessness (cf. Franklin 

1997; Gerrits 2016).  

 

Transnational medical care: Choices and navigations  

Luísa, a 33-year-old woman attending the private infertility clinic in Maputo, had 

already engaged in medical travel to South Africa before resorting to treatment in her 

home city. Married for some time and without children, her and her husband’s quest 

for a baby had already been going on for a while. Before using ARTs, her treatment 

seeking process had been motivated by abdominal pain; upon consultation, Luísa was 

diagnosed with endometriosis and uterine fibroids. She knew that in order to get 

pregnant, surgery would be necessary. In this way, her infertility treatment process 

started long before she had the possibility to chose whether or not to use ARTs. Her 

first decision concerned the selection of the clinical site in which to have the fibroid 

surgery. As the following quote illustrates, since she was able to afford it, she chose 

to undergo the surgery in South Africa, at a site whose modern private health care was 

often perceived by my respondents as the best possible option in terms of treatment 

quality and up-to-date technology. 

 
When I decided for the surgery, I had another decision to make (…) where to 
do it? Mozambique or South Africa (…) That was when I decided to go to 
South Africa, so I started making contacts. The first contacts I made were 
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through a friend that went to South Africa for her daughter’s tonsils surgery. 
(…) She did it through an intermediary, a Mozambican lady that lives in South 
Africa and that helps Mozambican patients when they go for medical 
treatments there. So you call her, you tell her to schedule an appointment with 
the doctor for you. She schedules it and if you don’t know the place she comes 
and picks you up. So she assists in all those procedures, she accompanies you 
to the medical appointments because she speaks very good English, and if you 
need help she translates the doctor’s speech. (…) So this was how it went, I 
ended up having the surgery in South Africa and it was very good, the post-
surgical recovery there was super [nota 10]. As it was in the private sector, I 
had to pay out of my pocket, but then they [South Africa] returned part of the 
money [because she was eligible for a tax refund]. I couldn’t believe it!! 

 

Luísa’s case illustrates in a very direct way the relevance of informal knowledge and 

how quickly society changes and people adapt in order to take advantage of new 

and/or temporary social constellations. After her surgery, Luísa focused on pursuing 

infertility treatment through ARTs; in this case, she and her husband preferred to do it 

at home in Maputo (cf. Inhorn 2011a).  

Luísa’s case depicts two kinds of social navigation revolving around the 

phenomenon of medical travel, with people using it to attain different yet 

complementary goals: on the one hand, Luísa opted to travel to South Africa in order 

to have surgery, while on the other hand, the Mozambican intermediary saw an 

opportunity to make a living while responding to the needs of Mozambican patients in 

South Africa. After the surgery, Luísa never maintained contact with the 

intermediary, yet this woman’s role in guiding Mozambican patients through South 

African private health care system sheds light on the great number of Mozambicans 

circulating across borders for medical treatments and on the emerging social 

phenomena that globalization, mobility and private medical care allow in the informal 

sector. Despite the great difference in terms of possibilities between Luísa’s path and 

the paths of women attending the public hospital or only the private clinic in Maputo, 

agency, informal networking for information, and facilitation were present in all of 

them. These social relations, or therapy management groups, helped not only in terms 

of emotional support but also with all sorts of practicalities related to infertility 

treatments and medical travel.  

The public and private sector infertility services were very different. The 

public hospital in Maputo tried to help as many women as possible at a very low cost, 

making infertility treatments easily available to women or couples with few resources. 

The treatment options at this site were, however, very limited, and no ARTs such as 
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IVF were available. In this way, when accessing biomedical infertility care, women 

attending the public hospital, who were restricted to corrective, hormonal and basic 

infertility treatments, had a much smaller range of treatments to choose from. By 

contrast, private sector infertility services offered a range of ART options; in Maputo, 

this included basic IUI and IVF, and in South Africa all possible ART options were 

available, including ICSI and surrogacy. Couples who could afford to attend the 

private infertility clinic in Maputo had better options for treatment than those in the 

public sector. Furthermore, the couples undergoing reproductive travel to South 

Africa had all possible options available to them with which to circumvent infertility.  

The relationship between social class and therapeutic choice was clear in my 

respondents’ therapeutic pathways. The unequal distribution of resources and the 

discrepancies between the private and public sectors were also striking when looking 

at the public hospital and the private clinic in Maputo and the fertility clinics in South 

Africa. However, for all women and couples, even those that had the resources to 

attend state of the art fertility clinics abroad, the journey towards having a child was 

not linear or smooth; instead, it required the reorganization of several aspects of their 

daily lives.  

 

Transnational navigation through ARTs: Daily lives and treatment management 

Assuming that it was affordable, once a couple or woman was set on pursuing ARTs 

abroad, there was a lot of organizing to do even before the first consultation. Couples 

had to think about coordinating their personal and professional lives with the assisted 

reproduction cycles, they had to think about funding the treatment and about all the 

extra expenses that it might include such as transportation, accommodation and eating 

(cf. Vayena et al. 2002; Thompson 2005; Gerrits and Shaw 2010; Hörbst 2012a). 

Therefore most couples looked for treatment in South African cities close to the 

Mozambican border: Johannesburg, Nelspruit and Pretoria. Furthermore, women who 

became pregnant through assisted reproduction would frequently do follow-up 

consultations in clinics in Maputo. Dr. Macamo and several women explained to me 

how, after achieving a pregnancy or when facing unpredicted reproductive events that 

required urgent medical assistance, they turned to the private sector in Maputo.  

While in infertility care, word of mouth information and networking 

determined, to a certain extent, the clinical sites where my respondents would pursue 

ART treatments. Moreover, the city or clinic where the cycles were done were also 
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chosen based on a consideration of its proximity to the couples’ relatives or friends 

living and working in South Africa. These connections worked as transnational 

therapy management groups, who served two purposes: first, these relatives or friends 

could prospect possible clinics for ARTs before the couple travelled to South Africa; 

and second, accommodation issues did not pose a problem, as the women/couples 

could stay with their relatives or friends.  

Assisted reproduction treatments are expensive15 and not likely to be covered 

by insurance for Mozambican women attending private clinics at home or abroad.16 

Women and couples thus had to carefully manage their professional lives, their travels 

to South Africa and the choice of clinics in order to make reproductive travel as cost-

effective as possible and avoid over-expenditure. My respondents applied different 

funding strategies in order to access those expensive procedures,17 including saving 

money before each treatment, taking out bank loans, getting financial support from 

relatives, selling assets and accessing forms of collective funding.  

Teresa and Mohamed were an upper-middle class couple with good jobs and a 

stable financial situation, living together with their children and a housekeeper in a 

good neighbourhood in Maputo. Although they had never experienced economic 

problems, funding ART cycles abroad challenged their lifestyle and corresponding 

household financial organization. Before starting their first cycle in 2010, three years 

before I met Teresa, they had already thought about resorting to ARTs in South 

Africa. When informed about the costs of the treatment, however, they were a bit 

discouraged and thought that the best way to fund it would be to take out a bank loan 

as they were unable to fund the treatment, the travel expenses and cover any 

unexpected treatment costs on their own. The financial factors and the anxieties 

caused by infertility and treatment seeking triggered Teresa’s further feelings of 

uncertainty, and motivated her to help others in her family.  

 
In mid 2009, I had made a bank loan for these issues [ARTs] that I had never 
used, but in the beginning of 2010 my house was robbed. So I decided to re-
equip the house with part of that money. In this period, I was in a phase where 
I did not want to do any treatment to have a baby, I was fed up with the 
situation. My brother is also married and he has no children, so I thought I 
would talk to him and give him money so he could try to make a treatment. I 
said ‘Go there, try…’. In the end, I had some money left and decided to pick it 
up and start the [ART] process myself, so I went to the clinic.18 
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There was a great deal of solidarity among Teresa’s birth family members,19 

who helped each other with financial issues, including medical travel expenses. Left 

with less capital to invest in her own treatment after refurnishing the house and 

helping out her brother, Teresa received financial help from her parents. They 

supported her choices, and every time she needed money they were able to transfer or 

deposit amounts of up to 50,000 MZN (ca. 1,305 Euro); if they did not have the 

required amount themselves, they borrowed the money from their own social 

networks. In time, Teresa would pay them back. Furthermore, she and Mohammed 

carefully planned the dates of their journeys and treatments to fall close to payday. As 

with other travelling couples, they had to support unexpected treatment expenses as 

well as daily costs in South Africa. The fact that she had relatives living in 

Johannesburg, where the clinic was located, determined her choices to a certain 

extent, as whenever she had to stay in South Africa overnight, Teresa’s cousin hosted 

her. Indeed, the couple did everything to avoid transportation, accommodation and 

food expenses that would add to the already high treatment costs. Teresa told me how 

she and Mohamed had also had to renounce certain things and amenities that they had 

been used to for the sake of the treatment.  

Teresa and Mohammed’s case demonstrates how even for well-off couples, 

funding ART demands changes in lifestyle and the securing of extra resources, and 

also shows how funding is not always household-based, but also extended family-

based; i.e. among my respondents, it was likely that family members such as parents, 

brothers, sisters and even uncles might help the infertile couple with funding and, if 

necessary and possible, accommodation support during treatments in South Africa. It 

also shows how broader social networks – transnational therapy management groups 

– were activated for the benefit of infertile couples. These groups were involved in 

treatment choices and helped the couple with information, funding and 

accommodation. Moreover, Teresa and Mohammed’s case depicts the kind of 

management that couples make while seeking and going through treatment, carefully 

coordinating their daily lives and money flows, the chosen clinic location (for 

accommodation purposes) and the ART cycle timings (cf. Janzen 1987; Thompson 

2005).  

For Mariana, who underwent three ART cycles in different clinics in South 

Africa, funding and organizing treatment was different. Unlike Teresa and 

Mohammed, Mariana and her husband Francisco were not on the same page when it 
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concerned assisted reproduction. Mariana had to use her own savings for reproductive 

travel, and so every time she had saved enough to invest in a treatment she would go. 

For the first cycle that Mariana underwent in Nelspruit, she made return journeys 

using a daily bus between Maputo and Nelspruit, leaving home in the morning and 

returning in the afternoon. After the failed treatment in the fertility clinic there, she 

decided, upon recommendation, to choose another clinic in Johannesburg (the same 

that Teresa and other women attended). During the treatment cycles in Johannesburg, 

she stayed with relatives whenever it was necessary, as the distance was bigger and 

she needed to stay overnight.  

 
I have a friend there, and also my aunt and my husband’s brother. So the first 
time I would go and return because the clinic was in Nelspruit. (…) Then in 
Johannesburg, I would just stay there [for the ova retrieval, insemination and 
embryo transfer]. It was only on the last time I said ‘No, I will look for a hotel, 
a cheap one, this moment is mine, I want to stay in a hotel’. Because I think 
this [assisted reproduction cycles] is something that only people who are 
fighting [for a child through ARTs] can understand. 

 

Both the desire for privacy and the emotional erosion of ART cycles led 

Mariana to opt for a hotel during her last attempt. Feeling like a burden in her 

relatives’ house made her more anxious and she thought that it might affect her 

treatment and general state of being. It was common for couples to invest increasingly 

more money in a treatment according to their expectations of success. Although 

carefully managing their expenditures, if they thought they could do something more 

to improve their chances of success, couples were likely to invest in it if they had the 

possibility to do so. Teresa invested a great deal in the last phase of her treatment, 

after implantation, in order to affect as little as possible the process towards a 

successful pregnancy.  

 
Well, after implantation and a positive pregnancy test, they tell you [that] you 
can do your normal life. But it is really up to you to understand that it is not 
really like that (…) So I was very careful. I got out of the clinic that day but I 
did not return on the bus to Maputo, I returned by plane. I did not carry even a 
needle, nothing at all. My husband picked me up and took all the suitcases and 
so on. These kind of things they don’t recommend specifically, but I did it 
anyway. 

 

After a positive pregnancy test, Teresa decided that she would do everything within 

her reach to avoid jeopardizing the precious pregnancy. So she invested in a plane 
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ticket, avoided all exertion and her husband helped her with all of the practical aspects 

in order to avoid damaging in any way their possible future child.  

Mariana and Teresa, as with other women who engaged in reproductive travel, 

did not take vacations during their several years of treatment seeking, as they used all 

of their free days for reproductive travel. Even though some of the women’s bosses 

were more supportive of their situations, and gave them medical leave for their 

treatment visits, these periods of leave still could not cover all of the treatment periods 

and medical appointments. Therefore women usually coordinated holidays and 

medical leave days to facilitate their travelling therapeutic pathways. Most of their 

free time was dedicated to the pursuit of a child, as well as to the financial 

organization of their biomedically assisted reproduction endeavours. Due to the 

psychological, economic and physical distress involved, reproductive travel cannot be 

related to tourism in practical terms (cf. Inhorn and Patrizio 2009; 2015), with the 

exception of the fact that my respondents did indeed have to use their work holiday 

leave in order to be able to pursue ART treatments in South Africa. In most cases, no 

medical leave was granted to women for ART treatments, so they had no other choice 

than to coordinate their holidays – which they could have otherwise used for tourism 

– to travel abroad for ART cycles.  

The practicalities associated with infertility treatment access and uptake, and 

further logistical and funding aspects related to private health care and reproductive 

travel, turned my informants’ therapeutic itineraries into complex and changeable 

pathways that they had to navigate throughout their quests for conception. Women’s 

and couples’ backgrounds and experiences during treatment affected both the way 

they perceived treatment (Chapter 5), the degree of support they had, and the kind of 

opportunities they could reach for in order to circumvent infertility.  

 

Conclusion 

There were considerable inequalities among cosmopolitan, middle class and lower 

class women’s possibilities for treatment. Among my informants, education level, 

employability and economic independence enabled women to make their own 

choices, according to the possibilities that their biographic configurations allowed. 

While facing infertility, they were, to a certain extent, able to choose where and how 

to solve it in an informed way – through formal information channels as well as 

informal therapy management groups. Their final therapeutic choices always 
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depended, however, on the options that their social and economic capital allowed. In 

other words, ART treatments in the private sector (either in Maputo or in South 

Africa) that offered a slightly higher chance of success were only available to those 

who could afford them, namely upper-middle class or cosmopolitan women. The 

large majority of women was confined to the Mozambican national public health 

sector, which had fewer means to provide ARTs and was only able to offer more 

basic infertility exams and therapies. Women had the possibility to choose, but the 

range of options they faced was different according to their economic capacity.  

There were areas of common ground where women’s trajectories intersected; 

like the resort to (home made or healer-oriented) traditional healing at some point in 

treatment seeking, or the overlapping choices of biomedical institutions among 

cosmopolitan and upper-middle class women. Nevertheless, a great part of 

cosmopolitan, middle class and lower class women’s therapeutic navigations for 

infertility care happened through different fields of possibility, with different chances 

of success; and these were mainly determined by financial inequity: poorer people 

had fewer therapeutic choices than richer people.  

Vigh’s (2009) concept of social navigation depicts processes at play in and 

around people’s biographies and living strategies to attain a specific goal in a setting 

in continuous (and rapid) transformation. Urban Maputo and its inhabitants’ actions 

fit into Vigh’s (2009) formulation of social navigation, as do the therapeutic 

itineraries of infertile women seeking fertility treatments. When thinking about the 

shaping of women’s therapeutic itineraries, both socially and geographically, it is 

possible to perceive how they entail constant negotiation and the overcoming of 

obstacles. To overcome these obstacles, including financial ones, throughout the 

management of their treatment my respondents used particular available spaces or 

leeway (cf. Janzen 1987). It is clear how the possible trajectories and obstacles they 

faced were different for each group of women, but also how they changed over time.  

The therapeutic itineraries of my informants encompassed a diversity of 

options, choices, ruptures and inequalities. They shed light on class differences, but 

also on women’s individual agency and resilience while rupturing with their socio-

cultural background in certain aspects. My informants strategically appropriated what 

Maputo’s urban constellation provided, in terms of what was likely to be useful in 

their particular situation. 
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Women coming from impoverished backgrounds, who usually lived in family 

units that followed traditional marriage arrangements, tended to resort to traditional 

healing before going to the only biomedical infertility facility to which they had 

access, namely the public hospital. In attending the public hospital, they experienced a 

rupture in terms of their traditional disease perceptions and their experiences so far 

with traditional healing. Their turn to biomedicine seemed to be driven not only by its 

chances of success but also by their disillusionment with traditional healing based on 

feelings of distrust, the desire to avoid involving third parties and the high costs. In 

general, every change of healing realm was determined by temporary disbelief in the 

previous option and by the available biomedical or traditional healing options that my 

informants could access. Moreover, therapeutic itineraries were non-linear, i.e. 

women could resort to traditional healing, to biomedicine and then to traditional 

healing again, or the other way around. 

All of the women I met started the different chapters of their quests for a child 

with hope and expectations, and frequently these could become enhanced or be worn 

out over the course of their therapeutic navigations; i.e. when there was a possibility 

to choose a different treatment option, women would do so, and their expectations and 

hopes would return. Generally, they would only become tired of treatments after 

several unsuccessful attempts. Especially with ART patients (and this has been 

mentioned elsewhere, see Gerrits 2016), women tended do ‘get addicted’ to assisted 

reproduction cycles, being willing to try and repeat treatments over and over until the 

doctors would tell them to stop.  

In the next chapter, I explore further aspects of treatment uptake, mainly 

concerning women’s experiences in their interactions with biomedicine and the 

embodiment of more or less high-tech infertility treatment. 




