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Chapter 6 

 

Therapeutic navigations: Treatment experiences and views from  
users and providers 

 

In this chapter, my aim is to explore the intersection between infertile women’s 

therapeutic navigations in their quests for conception and biomedical practice. The 

idea of therapeutic navigation is based on Vigh’s (2009) notion of social navigation, 

and is also influenced by Kleinman’s (2006) accounts of how people relate to the 

local moral worlds they inhabit, either by living accordingly or by challenging 

established matrixes. Among my respondents, the women’s family, social and 

economic backgrounds both influenced, and at the same time were challenged by, 

their therapeutic itineraries. As the main agents throughout the prospecting and uptake 

of infertility treatment, the choice to resort to biomedicine fell mainly upon the 

women. As I will show, for the women/couples in my study, their processes of 

interaction with the biomedical realm, with its specific discourse and practices, were 

not always smooth. Adding to the difficult situation leading my respondents to 

different clinical sites, their social background affected greatly the way in which they 

could relate to medicine. On the one hand, women’s education level and daily 

language1 affected the degree to which they understood their diagnoses, treatments 

and the way they related to doctors and health professionals. On the other hand, 

doctors’ language and behaviour and the organization at the clinical sites, which 

aimed for therapeutic resource effectiveness through quick consultations but often 

disregarded patients’ personal experiences, frequently triggered miscommunication.  

As previously noted by Kleinman (1978, 2006), when patients and biomedical 

practitioners interact, the different actors’ respective discourses often depart from 

different explanatory models of illness and healing. In other words, different notions 

of sickness, and therefore different ways of explaining it, inform patients’ and 

practitioners’ aetiologies of disease. If for patients the affliction is described mainly in 

terms of physical sensations, for practitioners it tends to be described using medical 

terminology, the meaning of which is often not understood by lay people. 

Furthermore, patients might have different issues at stake in their quests for 
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reproduction and treatment, experiences that doctors might not always grasp. As 

Kleinman and Kleinman (1998) put it, experiencing treatments is the point in 

individuals’ therapeutic itineraries where their personal cultural, political and social 

universe intersects with the cultural and political universe of biomedicine and 

biomedical practice.  

It is through the analysis of women’s/couples’ experiences that I intend to 

explore what was at stake in my informants’ therapeutic itineraries and how they 

experienced biomedical infertility treatment according to their different social 

backgrounds, values and the clinical sites they could access. In addition to focusing 

on infertility treatment users’ experiences and discourses, I will also account for the 

practitioners’ side, since it seems relevant to understand both sides of any interaction. 

In accordance with Lupton, I attribute special importance to the “complexity of the 

medical encounter on the interpersonal level and the tensions, ambivalences and 

contradictions that both patients and doctors may experience” (Lupton 1997:374). 

Before analysing these encounters, I first describe the sites they took place in, as the 

different clinical environments also played a role in the medical interactions. By 

taking into account all that surrounds patients and health professionals’ interactions, it 

is possible to encompass the complexity and uncertainty of lay people’s daily lives 

and worlds in terms of their social and biomedical experiences (cf. Lupton 1997; 

Kleinman and Kleinman 1998) throughout infertility care.  

Once in biomedical treatment, it was in the different clinical sites that the role 

of women’s backgrounds in shaping their therapeutic quests could be better 

perceived, but it was also in those sites that the dynamic power relationships between 

biomedicine (and healing in general) and its users could be understood. These 

intersections between users’ values and worlds and biomedical practice took place in 

national and transnational interactional contexts where communication was often 

ineffective, as interveners – patients and doctors – did not always fully comprehend 

each other’s health and healing perceptions (cf. Kleinman 1978). To provide a better 

understanding of these grounded experiences, I describe the different clinical contexts 

that I, as well as my respondents, approached, and I explore these women’s/couples’ 

navigations through treatment and medical interactions in these different therapeutic 

landscapes (Gesler 1992).  
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Looking at the public hospital infertility consultation 

The first time I visited a public health facility in Maputo, I had scheduled a meeting 

close to the maternity ward operation room of the city’s main hospital. I entered the 

big modernist building, that looked like a late 1950s or early 1960s construction, and 

went up a couple of flights of stairs to the 4th floor, where the maternity ward was 

located. Once I got there, I saw a busy health assistant cleaning up a massive quantity 

of water from the worn out blue linoleum floor of the ward. As I observed her and the 

overall space, I could not help noticing the missing pieces of the soaked old floor, and 

the stains of humidity expanding along the ceilings and walls. The ward was full and 

occasionally a hospital bed passed by with a patient lying on it. Doctors were also 

running around the corridors. Although I had an idea of how different public and 

private health facilities could be, it was only then, while waiting for my meeting, that 

I faced empirically the overwhelming dimension of the resource gap between the two 

sectors. 

In the hospital where I did my fieldwork, which was not the one described 

above, the working and consultation rooms were fair. The building was old, hot and 

had a visible lack of maintenance, but however frail the general infrastructures might 

have been, everything in the surroundings of the infertility consultation room looked 

clean and well organized. Infertility consultations always took place in the same 

rooms, separated from the waiting patients by a closed wooden door; this door was 

occasionally opened, a woman would be called inside, and the door would be closed 

again behind her. Once inside, there were three open consultation cubicles facing a 

longitudinal pathway where patients and doctors circulated. There was one doctor 

sitting behind a desk in each one of these open rooms and a chair for the patient on 

the opposite side of the desk. To get to the frequently used scanning machine,2 

patients had to cross other consultation cubicles. The gynaecology service and 

infertility consultation director Dr. Macamo was always running around supervising 

and attending to patients. I never saw him sit long at any of the desks; rather, he 

moved around asking and answering questions.  

In these busy rooms, practitioners had many patients to attend to, which, as 

happens in many big hospitals, meant that the consultations and recommendations for 

treatment were quick, with little time for extensive questions. Adding to the fast pace 

of the consultations, the language spoken was Portuguese, which some patients did 

not speak fluently. This kind of organization for the infertility consultations was likely 
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to influence patients’ perceptions of both the hospital and the treatment. They 

commonly perceived biomedicine as a modern 3  institution, but frequently took 

treatments as a series of steps to be accomplished and paperwork to be processed. In 

this rational medicalized context, patients frequently sought support from one another 

(Chapter 7). Through networking with peers – other infertile women – and by sharing 

their experiences for mutual support, my respondents informally improved their 

knowledge about medical diagnoses and treatments to a certain extent. When in 

doubt, and adding to these forms of peer biosociality (Rabinow 1996), women related 

more closely to nurses and other medical staff than to doctors. They would pose more 

questions about treatment procedures and steps to these members of the medical staff 

than to doctors themselves. Occasionally – if the health professional could – these 

side interactions with medical staff would be in dialect (Ronga or Changana), and 

they normally took place on the other side of the abovementioned wooden door, when 

nurses or staff came outside to call another patient in or to forward documents to 

another hospital department. The women waiting outside would then ask, sometimes 

simultaneously, their questions about the next (bureaucratic or therapeutic) step of 

their treatment.  

In the public sector, patients were diagnosed by gynaecological exam, scan 

and pre-scheduled diagnosis, or, if necessary, corrective laparoscopy. Blood testing 

and other exams were prescribed and, according to my respondents, outsourced. As 

Dr. Macamo told me, although the conditions to treat female hormonal causes of 

infertility existed in the hospital, it was difficult to deal with cases of masculine or 

mechanical (mainly tubal) infertility (see Chapter 5), for which IVF was likely to be 

the most appropriate option in therapeutic terms. For cases of suspected hormonal 

infertility – among which the most common were ovarian cysts or uterine fibroids, 

which was the case for some of the women I encountered4 – hormonal medication 

would be prescribed as an attempt to reduce obstructions (such as cysts or fibroids) in 

the women’s reproductive system.  

For mechanical causes, hormonal medication is unlikely to work, thus women 

in the public sector were left with the only option of corrective laparoscopic surgery 

and had no access to ARTs. For male infertility, the process was complicated. 

Although diagnostic means for sperm examination were available,5 when facing a 

situation of male factor infertility, doctors frequently did not have enough resources to 

treat it with medication (as medication stocks in the hospital’s pharmacy were often 
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poor), or to circumvent it with other suitable technical procedures (such as ARTs). 

According to Dr. Macamo, in (rare) cases of couples where the sperm quality could 

be enhanced with medication (e.g. mild oligospermia), and where the female 

reproductive system was in order, intra-cervical insemination with the husband’s 

sperm was possible, but extra-uterine fertilization was not. More complicated cases 

would be discussed by the medical team in the quest for the best available option.  

Among my respondents using the public sector biomedical infertility services, 

therapeutic impairments went beyond the material and physical aspects of healing. 

Adding to the hospital’s scarcity of therapeutic resources to treat non-hormonal or 

male infertility causes, men were frequently absent from infertility consultations and 

marital instability among infertile couples was common (see Chapters 5 and 7). In 

such situations, in order to continue their (frequently socially demanded) quests for 

parenthood, interaction with biomedicine required (but also enabled) women to 

challenge the same matrix of values that likely triggered their treatment seeking to 

begin with. By contrast, for middle class and cosmopolitan women using private 

sector infertility care, including ARTs, male participation in treatment was not as 

challenging. In these cases, described below, adding to the patients’ social and couple 

disposition to uptake treatment together, there were more and better resources for 

diagnosis and treatment procedures than in the public hospitals. 

 

Looking at private practice(s): Mozambique and South Africa 

 

Mozambique 

In Maputo, private sector infertility consultations took place in a clinic where 

different areas of medical expertise were provided. As I approached the old building 

in a busy corner of the city’s downtown area, the clinic would almost go unnoticed if 

it was not for the sign above the main entrance, located in a gallery where street 

sellers and others offered their services. Once inside the automatic glass door, I 

followed the stairs up to the first floor where the gynaecology rooms were located. 

There, in a very simple waiting room that at the time was lacking air conditioning 

(something that all of the other clinics I visited had), some women were already 

waiting their turn, watching television while nurses passed back and forth and the 

receptionist’s phone rang non-stop. After a while the doctor arrived, the faces of the 

waiting patients lit up, and consultations began. The average time of each consultation 
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was higher than in the public hospital, and despite the long waiting times, these were 

still shorter than in the public sector.6 Although the equipment did not look as new as 

in other private health facilities I visited, both in Maputo and South Africa, my overall 

impression of this clinic was that it worked swiftly and did not lack any essential 

materials or staff to provide patients with the diagnosis and healing procedures they 

needed. However, due to the scarcity of health professionals, in the case of an 

emergency in the public hospital, the doctor could eventually have to interrupt 

consultations and attend to such occurrences, after which consultations would be 

resumed if possible.  

The women in the waiting room would be called one by one into the 

consultation rooms by a nurse, and the doctor took his time with each one of them – 

there was enough time for doubts and questions in each consultation, and to explain 

the medication prescribed and what it was for (something that did not happen as often 

in the public hospital or even in the South African fertility clinics). As I show below, 

in the private clinic in Maputo, the consultation style and conditions as well as the 

patients’ behaviour echoed Lupton’s (1997) idea of the patient-client: empowered 

patients who can make their own choices about important steps of treatment. After 

their consultations, patients were forwarded to the reception desk to pay for the 

appointment and schedule further consultations, exams or ART procedures. Among 

the patients in the private clinic that I had contact with, husbands were generally 

cooperative and the couples acted as a team in the pursuit and uptake of treatment.  

This clinic had its own laboratory for assisted reproduction techniques and 

provided all ART treatments with the exception of ICSI (cf. Mausse et al. 2014), 

which during the time of my fieldwork was only being provided in South African 

clinics. Although more economical than the treatments in South African fertility 

clinics, the prices in this clinic were still considerably more expensive than in the 

public hospital. The doctors working in the private infertility clinic in Maputo had 

been eager to establish the space and to offer an almost full range of ART treatments, 

and step by step it seemed as if they were succeeding. However, as I will show below, 

they faced a number of difficulties, including, according to Dr. Macamo, the local 

instability of resource access, financial flows and compromised sponsorships. 

Furthermore, the difficulties in establishing international partnerships turned the 

process of establishing a state-of-the-art ART clinic into a time consuming process.  
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Although it was the only place offering treatments that were otherwise absent 

in Mozambique, and despite the fact that it offered good conditions for treatment 

provision, the private clinic in Maputo was still materially under-resourced when 

compared to South African fertility clinics. Furthermore, the striking scarcity of 

doctors in Mozambique meant that sometimes practitioners had to leave the clinic due 

to emergencies in the public hospitals that they had to cover. In sum, despite being the 

best possible option available in the city of Maputo and in Mozambique at large, and 

despite providing patient-oriented treatment, the private clinic in Maputo was at the 

time of my study yet to attain the technological level of many of its South African 

peers. Nevertheless, as seen, many women/couples preferred to pursue treatment in 

their own country and considered reproductive travel only as a last option. Others, by 

contrast, opted for reproductive travel as a first option, and would consider treatment 

at home in Mozambique only in case all else failed.  

 

South Africa 

For couples undertaking reproductive travel to South African fertility clinics, 

therapeutic itineraries were geographically longer and economically more demanding, 

but offered all of the available state-of-the-art procedures to circumvent infertility and 

achieve a pregnancy. Yet even for these travelling patients, where all of the resources 

and diagnostic and treatment means were available, the chances of success were still 

small (see Vayena et al. 2002).7 Dr. Macamo, while talking about travelling patients, 

mentioned how success rates in state-of-the-art clinics are still only around 30%.  

The South African private fertility clinics I visited looked different from both 

the public hospital and the private clinic in Maputo. They had comfortable and air 

conditioned waiting rooms, more than one consultation room in use and, as speciality 

clinics, these sites frequently had fertility information pamphlets lying around in the 

common spaces. Despite being private sector institutions, however, the way in which 

my respondents described the workings of the fertility clinics resembled much more 

the functioning of a public hospital, with short meetings (less than 10 minutes) 

between patients and doctors, and with nurses taking care of most of the social part of 

the treatment.  

Several of my informants mentioned how these sites were quite business-

oriented and how doctors even attended to two different couples at a time, in quick 

consultations where the latter interacted mostly with nurses. Teresa, the mother of 
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IVF twins whose story was introduced in Chapter 5, told me about her experience in 

one infertility clinic, and about the organization of its medical staff:  

 
You know what the doctors do? They have two offices, you are in one of 
those, and it’s the nurse that tells you everything. The doctor is all ‘Oh yes, oh 
we can do this, we can do…’ whatever he says. And I only saw the nurse 
looking at him. Then there is another door, and he goes and checks on the 
other patient waiting in the other room. So, he [the doctor] is walking from 
office to office. He stays with you five or six minutes, 10 tops! 

 

Unlike in the private clinic in Maputo, where consultations were slightly 

longer and the doctor was the one doing most of the talking with the patients, in the 

infertility clinics in South Africa that my informants attended, the situation was 

frequently as Teresa depicted. According to their accounts, medical interactions in 

these sites were short, rational and cold. Doctors attending couples in two different 

consultation rooms simultaneously was something that only happened (according to 

my respondents) in the Johannesburg clinic, but certainly all of them mentioned the 

general lack of contact with the doctors and the businesslike structure of the clinics. 

Adding to these institutional aspects, for reproductive travel patients there was yet 

another difficulty that will be explored in the following sections: consultations were 

held in English, a language that several of my informants, especially the less well-

travelled women, were not fluent in.  

In spite of the generally cold and impersonal functioning of the fertility clinics 

in South Africa, they were equipped with state-of-the-art facilities and experts and 

were the clinical sites where the most ART options were available. These ranged from 

basic insemination with the husband’s sperm to surgical procedures, all sorts of IVF 

(including ICSI), use of donor gametes and surrogacy. Therefore, despite repeatedly 

mentioning how cold and profit-oriented these sites were, many women/couples relied 

on them as their best possible option for conception with biomedical help. Like the 

couples attending the private clinic in Maputo, most of my respondents undertaking 

reproductive travel sought treatment as a couple and, with few exceptions, men were 

supportive of their wives. 

 

Transnational relations and ARTs in Maputo: Users and providers 

The fact that ARTs had become available in Maputo made a difference for women 

when deciding whether to go to South African fertility clinics or to stay at home. I 
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spoke with my informants about this issue and one of them told me:  

 
Yes, I thought about going to South Africa, back when I was with Dr. Julião 
he told me to go to South Africa, but then we met again later and he told me 
‘Now you have a doctor here! You don’t have to go to South Africa, you can 
do in-vitro insemination here’. When I knew, I decided to come here to the 
clinic. 

 

Indeed, for some of the women who could afford assisted reproduction, it was a relief 

to know that they could access such treatments without having to go out of the 

country and without all of the extra expenses that medical travel entails. Taking an 

ART treatment often involved people having to reorganize their financial lives in 

order to be able to afford all of the medical expenses; but when travelling for 

treatment, they frequently feared and envisioned bankruptcy by the end of their 

journey (see Chapter 5).  

Aside from patients’ experiences of reproductive travel, medical 

professionals’ perspectives about these treatment-seeking journeys reveal further 

institutional aspects, such as the lack of communication between the Mozambican and 

South African health systems. In fact, the main paths through which these two 

systems had contact were users, and when doctors in each country followed up on 

treatments that had taken place in the other country, they did so only through the 

patients’ medical charts and treatment protocol. These charts were frequently 

overlooked in the case of patients travelling from Maputo to South African clinics for 

infertility treatments.  

When asked about the communication between the South African and 

Mozambican private health sectors, Dr. Macamo’s answers confirmed the limited 

contact and cooperation between the two. As a strong supporter of the introduction of 

assisted reproduction in Mozambique, he told me that women spent very large 

amounts of money in South African clinics for infertility treatments. He added that 

even when the couples had made the necessary diagnostic exams in Mozambique, it 

was common for the South African clinics to unnecessarily ask them to repeat them. 

Better communication between the two health systems could make the therapeutic 

journeys less demanding for patients. For mobile patients, travel for medical care was 

normally triggered by their distrust of Mozambican health care provision for such 

elaborate treatments and its lack of resources; i.e. on the one hand, some patients had, 

for various reasons, little trust in national public and private health care provision in 
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Mozambique,8 while on the other hand, the technology involved in the infertility 

treatments that they aimed for was scarcely available in their home country.  

As seen above, lower class, middle class and cosmopolitan women circulated 

in very different healing therapeutic landscapes. On the one hand, public hospital 

users had very limited medical resources available in their quests for conception; on 

the other, middle class and cosmopolitan women resorting to the private sector 

infertility clinic had a whole range of assisted reproduction options within their reach. 

Although ICSI was yet to be provided in the private clinic in Maputo, many 

women/couples that had used ARTs both at home and in South Africa did not see this 

lack as an impediment to pursuing treatment at home. Nevertheless, the only fully 

equipped institutions providing infertility care and assisted reproduction in the 

southern African region that I covered in this study (Mozambique and South Africa) 

were the South African fertility clinics, which were foreign sites to Mozambican 

women in different aspects such as language, doctor–patient interactions and profit 

orientation.  

Medical travel frequently implied what Tsing (2004) refers to in terms of 

‘friction’ – the constant negotiations between values and ways of acting and 

perceiving the world that happen in transnational interactions stemming from the 

global circulation of people, values and practices. These interactional frictions were 

also comprised in my respondents’ transnational therapeutic navigations between sites 

seemingly equal in function – infertility care – but whose ways of functioning 

revealed how local appropriations of global technologies and medical practices may 

differ (cf. van der Geest and Finkler 2004; Long et al. 2008; Hörbst 2012; Simpson 

2012; Hardon and Moyer 2014). Furthermore, these frictions were perceivable in 

institutional terms, since practitioners in Mozambique and in South Africa had 

different ways of working and did not communicate directly in any way, even when 

treating the same patients.  

While undertaking reproductive travel, my respondents found both constraints 

and possibilities in different aspects of biomedical infertility care practice, triggered 

by the availability of global ARTs but also by the different modalities of its local 

provision (cf. Gerrits and Shaw 2010; Whittaker and Speier 2010; Inhorn and Patrizio 

2012). For my respondents, being a patient at home or in a foreign clinical setting 

posed many challenges in terms of medical interactions but also treatment 

management and travel. In the next section, I explore these medical interactions and 
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the different strategies that my informants employed to broaden their therapeutic 

understandings of ARTs and infertility treatment. All of these interactions, taking 

place in different clinical sites, were crucial points of the intersection between 

women’s backgrounds and the universe of biomedical care and corporate medicine 

(Whittaker and Speier 2010).  

 

Foreign universes or foreign languages: Strategies and experiences with medical 

interaction at home and abroad 

 

Staying at home: Patients’ experiences in the public hospital in Maputo 

Of all the women I met in the public hospital, only a few had a concrete idea of what 

the biomedical procedure for infertility care that they were accessing actually entailed 

(cf. Kleinman 1978); these were mostly educated women, attending university studies 

at the public university in Maputo. The majority did not understand the proceedings 

past the bureaucratic steps of treatment and the fact that they had to take the 

prescribed medication and eventually undergo surgery. Candida was one of the few 

patients who understood (more or less) what was going on with her body, the 

procedures that the doctors scheduled, and what the medication they prescribed her 

was for. She had been seeking infertility treatment since 2009, but despite her 

persistent lack of success, she did not want to give up. She told me how her treatment 

seeking had been going on for a while and how it was pain that had first triggered her 

to access biomedical help.  

 
In the beginning I did a consultation, they gave me some medication, because 
I had pain, they felt like cramps, I don’t know (…) But with time I kept having 
pain below my belly button, and then the doctor sent me to this consultation 
and they explained I had a problem (…) In the beginning they told me I had 
cysts, I had one cyst, so they gave me medication, I took it, and then they said 
it [the cyst] was gone. But fertility [treatment] is not helping me to conceive 
(…) I have secondary infertility, so I already did one laparoscopy, and there 
they detected that my tubes are blocked, so I did a small surgery again. I have 
been coming here for three years now. 

 

From 2009 onwards, Candida had been seeking treatment for her reproductive 

problems – first cysts and later on blocked tubes. Although her therapeutic itinerary 

had been interrupted at one point due to a change in the hospital staff (see Chapter 5), 

she had (re)started biomedical infertility treatment seeking shortly before we met and 
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was taking hormonal medication to prepare for a second laparoscopy to unblock her 

tubes as much as possible. At a certain point in her therapeutic pathway, with all of its 

changes, exams and medical procedures, Candida was no longer sure about what the 

doctors were looking for, or trying to solve, through her therapeutic processes.  

 
[After the staff changes in the hospital] I decided to schedule an appointment 
in another hospital. There I did consultations, many exams, but at a certain 
point I did not know what they saw in me anymore and I came back to this 
hospital. [Then] I did more blood tests, HIV/AIDS and vaginal discharge 
analysis as well. I also did an exam where I was lying down and they 
introduced a liquid ‘below’ [hysteroscopy]. Then I did another exam, in 
another place, and they said I had one blocked tube, but now it seems it is both 
tubes. [I take] the recommended medication – folic acid and Danazol – and I 
am waiting for the surgery. After that I don’t know. 

 

Candida’s story demonstrates how even educated women who could 

understand what the doctors said during consultations sometimes had trouble 

following the diagnostic and treatment processes, which involved several exams and 

medical procedures and, in her case, interruptions and changes in health facilities. The 

medical terminology used during consultations and the lack of explanation about the 

exams being performed – such as in the case of Candida’s hysteroscopy – posed an 

additional challenge to the comprehension of ongoing therapeutic processes and of 

how they might provide solutions for impaired reproduction. It also shows how the 

organization of the hospitals and their staff can bring about feelings of uncertainty, 

thus challenging patients’ treatment perspectives and unintentionally demotivating 

their pursuit of treatment. As mentioned in the previous chapter, at a certain point in 

these treatments, which involved changes of staff and medications that should have 

been prescribed but were not, Candida dropped out of biomedical infertility treatment 

for a while.  

Aside from organizational issues that enhanced the uncertainty of therapeutic 

navigations, I was able to identify two possible levels of miscommunication between 

medical staff and patients in the public hospital: these related to the language used in 

consultations and medical terminology. Although the latter was always challenging 

for my respondents, when patients and practitioners did not even share the same daily 

language (Portuguese), their interactions and the explanations of their medical 

diagnoses faced an even larger communicational gap. Such was the case with some of 

my respondents, who had trouble figuring out the meanings of medical terminology 
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but also the contents of conversations with doctors held in Portuguese. In some cases, 

while comparing the information in the medical charts with the answers I got from my 

respondents, I could see that they were often not fully aware of their diagnosis. In 

other cases, women told me themselves that they did not know what the medication 

they were taking was for. Such was the situation of Florinda, a 29-year-old woman 

suffering from endometriosis and secondary infertility, whose husband refused to 

attend the consultations because he had had children out of wedlock and thus 

maintained that the fertility problem did not lie with him. 

 
I knew about this consultation because they sent me here from the health 
centre. They wrote a card so I could schedule the appointment. (…) I took 
medicines, and then other medicines I bought downstairs [in the hospital 
pharmacy]. I don’t know what they were, but I never got pregnant again. 

 

Candida’s example shows that she understood at least part of the treatment she 

was receiving, and part of what each procedure was about. Florinda, as with most of 

the women at the public hospital, faced treatment and consultations as a series of 

(more or less frightening) steps: get the ticket, go to the appointment, take the 

doctors’ papers, schedule the next appointment, take exams, take medication from the 

pharmacy (if available), schedule anaesthesia, schedule laparoscopy and/or schedule 

an appointment with the doctor again. This resonates with Thompson’s (2005:8) 

notion of the ontological choreography involved in ART treatments, where different 

emotional, technical and medical aspects of treatment (among others) have to be 

coordinated throughout patients’ therapeutic pathways.  

Of all of these possible treatment steps, laparoscopy was the one that women 

feared the most as soon as they realized that they would be punctured or cut open. 

Candida mentioned how she reacted:  

 
Eish (…) I was scared, they had to convince me, I almost gave up. Fear (…) 
yes (…) tension goes up. All those instruments, I don’t know if I get out of 
there alive! But then the nurse explained everything and it was clear. She was 
very nice and helpful.  
 

Candida’s account illustrates how hospitals are ambiguously perceived as respected 

and secure institutions, but also as places of death (cf. Cavallo 2013; Faria and 

Cavallo 2013). It also illustrates how effective communication with medical staff may 
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smooth patients’ interactions with biomedicine and their embodiment of invasive 

procedures.  

Unlike Candida, for other of my informants miscommunication with doctors 

and a certain restraint in terms of questioning them led women to accept treatment 

with hope, but no clear idea of what it entailed. As mentioned, some women asked 

nurses or other staff members for information, some of whom could speak the local 

dialects of Ronga or Changana. My informants’ behaviour in the public hospital 

shows how the biomedical institution at large, where doctors are the point of interface 

between patients and global discourses and practices, is perceived as powerful, and 

patients relate in apparently passive ways, obeying the doctors’ recommendations and 

not questioning them too much (cf. Pappas 1990). However, while they did not tend 

to interact with doctors, my informants did feel more at ease outside of the official 

consultations, and asked further questions about their diagnosis and treatment to one 

another, to other members of staff, or even to me. Furthermore, they did make choices 

about whether or not to follow the doctors’ instructions. During their therapeutic 

navigations, patients would swing between different healing methods – in this case, 

between traditional healing or biomedicine in the public sector – changing from one 

to another when they became fed up (cf. Feierman 1985; Faria and Cavallo 2013).  

Taking into account their challenging interactions with the biomedical 

universe, public hospital patients were likely to make less informed choices 

concerning their biomedical therapeutic itineraries. Kleinman’s (1978) explanatory 

model theory provides a good tool for analysing my respondents’ health behaviours 

and positions during their public hospital consultations: what happened in these 

consultations were transactions between different explanatory models and the 

respective cognitive systems and social positions attached to them. In other words, 

doctors’ explanation of diagnoses and treatments were technically based on a physical 

examination of function and behaviour, for which they would prescribe the available 

technological fix, while patients’ explanations were based on their personal and social 

experiences of the affliction. As Kleinman explains, “professional practitioners see 

sickness only as disease and proffer explanations that transmit technical information 

and treatments that are technical ‘fixes’” (1978:88). Medical diagnoses and 

explanations come from a background foreign to most of my informants, therefore 

with a few exceptions, the women’s explanations of infertility and its biological 

causes were much more connected to their own experiences – such as of pain or 
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bleeding – than to the doctors’ explanations of their diagnosis (fibroids, obstructed 

tubes, etc.). The treatment and medication that the latter prescribed were only partly 

understood, and taken mainly through a leap of faith in biomedicine than by a 

knowledge of their function or effect on a woman’s reproductive system. The 

overload of patients in the public sector, the scarce and overstretched doctors and 

health professionals available, and the desire of my medical professional respondents 

to attend properly (in biomedical terms) to as many cases as possible, made their work 

and effective communication into a struggle for both parties involved in the 

therapeutic process. All of these matters were added to the abovementioned language 

barriers that hampered communication at a much more basic level.  

 

Private practice(s): Private sector users at home and abroad 

Unlike public sector users, women attending the private clinic in Maputo generally 

had a good idea of what their treatment was all about. This was likely due to their 

educational background and fluency in Portuguese. Moreover, as users of the private 

clinic, these middle class women had access to longer medical appointments and thus 

the opportunity – combined with the ability – to ask questions about their diagnosis 

and recommended treatment. As patients, these women were thus in the position to 

make better informed choices concerning their biomedical infertility treatment 

pathways. These women’s ideas of disease and biomedicine were generally better 

informed in technical terms and thus their explanatory models were likely to be closer 

to those of the practitioners. Moreover, for these women in the private sector, there 

was no basic linguistic communication barrier, and their attitudes towards the doctor 

were much more those of a patient-consumer (Lupton 1997) than of an obedient 

patient. In other words, private sector users were more likely to confront the doctors 

and discuss their reproductive objectives with them, knowing their choices and 

possibilities.  

There were thus differences between patient–practitioner relationships in the 

private and public sectors in Maputo, and although none of my informants were 

totally submissive patients complying with all of the doctors’ recommendations, 

patients in the public sector dealt with biomedicine as a source of help that they would 

not directly confront. In a way close to the idea of the patient-client, private sector 

patients dealt with biomedicine and practitioners more as service providers who could 

be critiqued and interrogated. For these patients, the doctors’ advice and 



	

	 144	

recommendations were seen as options rather than as recommendations to follow 

strictly. This was due to their perceptions of biomedicine, but also due to the character 

of ART treatments, where couples can make the main decisions regarding their 

treatment process for an affliction that is not life threatening.  

Adding to these differences in terms of interactions with biomedicine, and as 

mentioned before, cosmopolitan and middle class women often came from more 

supportive backgrounds when it concerned infertility and infertility treatment than in 

the case of public sector users. An example of this can be seen in the fact that unlike 

most lower class women who came from more traditional backgrounds and who 

experienced marital instability due to childlessness, middle class and cosmopolitan 

women accessing the private clinic in Maputo tended to pursue treatment together 

with their husband and experienced less hostility from their in-laws and/or close 

relations (Chapter 7). This was likely due to the more flexible and educated family 

backgrounds that they related to (both kin and in-laws), with more shared values and 

gender conceptions, and to the kind of love-focused relationships that they had built 

with the men they were with before starting marriage and family making projects (see 

Chapters 4 and 8).  

Although among my respondents using the private clinic at home biomedical 

diagnoses and procedures were basically understood and medical interactions seemed 

to run smoothly, among patients undertaking reproductive travel this was not always 

the case. In fact, in the private clinics in South Africa, less well-travelled 

Mozambican patients had more trouble in understanding the treatments and what was 

happening around them, not because of a lack of familiarity with biomedical 

discourse or explanatory models, but because they were not familiarized with a much 

more basic dimension of communication – medical appointments held in English.  

To overcome their language difficulties some of my informants came up with 

strategies, employing different kinds of social, commercial and even religious 

networks (see Chapters 5 and 7). For some, having the possibility to resort to (some 

form of) assisted reproduction techniques at home was in a sense a relief, as they 

could avoid the worries of medical interactions in a foreign country, in a foreign 

language, and within clinical settings that most of them depicted as cold and 

mechanical. Nevertheless, once they had decided for medical travel, my respondents 

prepared themselves as well as they could to prevent miscommunication with doctors 
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and staff concerning such an important matter as assisted reproduction – the answer to 

their long-lasting desire for parenthood. 

Luísa, for instance, whom I met in the private clinic in Maputo and who had 

undergone fibroid surgery in a South African clinic, told me how she had decided to 

use an interpreter to organize and facilitate communication with the clinic and its staff 

(as described in Chapter 5). She hired a Mozambican woman living in South Africa 

who worked as a mediator for Mozambicans pursuing medical care in the country. 

This woman’s services for Luísa included scheduling her appointments, 

accompanying her to her medical encounters, and translating and explaining the 

information given by the doctors and nurses in the clinic. This woman was not part of 

any institutionalized medical travel network, but was part of the broader transnational 

network produced and reproduced by Mozambican migration to South Africa. She 

provided her services to Mozambican medical travellers informally and, according to 

Luísa, her customers were recruited through word-of-mouth.  

Other respondents employed different kinds of networks to improve their 

transnational therapeutic pathways that, unlike Luísa’s case, did not normally require 

any form of economic compensation. This was the case with Vanda, another of my 

respondents attending the private clinic in Maputo, who had resorted to a South 

African fertility clinic in the past. She was trying her third IVF cycle and had decided 

to try ARTs at home only after two previous failed attempts in South Africa 

(Nelspruit). These transnational treatments involved the help of different networks 

that had supported Vanda and her husband with advice as well as practical and 

linguistic medical travel help. Firstly, it was Vanda’s boss, who had also suffered 

from infertility and had undergone a successful IVF cycle in Nelspruit, who 

recommended the clinic that they attended. As Vanda did not speak English, her boss 

called the clinic for her and made the appointment. Secondly, when going on the 

return trips to Nelspruit with her husband, Vanda was accompanied by a sister from 

the Pentecostal church that she attended, who offered to help them with the 

consultations and to translate the doctor’s diagnostic and treatment procedures.  

 
We used to go and return. It was while talking at [the] office [that I discovered 
the Nelspruit clinic]. I was talking to my boss and she also did artificial 
insemination in South Africa, but not in Nelspruit, in Johannesburg. But she 
told me there was a good doctor in a clinic in Nelspruit and she made the call 
for me, because I can’t speak English. So she called and I went there (…) with 
a sister from church who knew English and manifested her availability to 
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come with us as an interpreter. Church does not have problems with these 
treatments. 

 

As illustrated by Vanda’s account, church and biomedicine frequently 

intersected in couples’ therapeutic navigations, contributing in different ways – 

spiritual but also material – to improve an infertile couple’s chance for a successful 

treatment (Chapter 7). Although the spiritual realm was beyond practitioners’ disease 

and treatment explanatory models, the merging of faith and healing universes, which 

will be explored in the following chapter, were normally highly relevant for my 

religious respondents throughout their therapeutic navigations. 

Medical communication in English was especially difficult for less well-

travelled middle class women from Maputo. For most of these women undertaking 

reproductive travel such as Luísa and Vanda, English was an extra barrier in medical 

communication. Despite having higher education degrees, a working life and (for 

most) economic independence, not all of my respondents knew enough English to 

engage successfully in a biomedical consultation. As shown by the examples, couples 

prepared for medical communication issues in the best way they could: when 

possible, they sought help from family members living in South Africa (Chapter 4); 

otherwise, couples used more elaborate strategies based on other kinds of social and 

economic capital, such as Luísa and Vanda employed. For these women, third party 

help was the way they found to improve their interactions with biomedicine and 

medical staff speaking a foreign language. 

For cosmopolitan women resorting to ARTs in South Africa, language was not 

generally a big issue since most of them had mobile lifestyles and jobs that demanded 

English proficiency. If any communication problems arose, they were more 

frequently attributed to their relationship with the doctors and the clinic’s organization 

than to their lack of knowledge of the language that the doctors and nurses spoke. Due 

to their social and economic backgrounds and consequent education and lifestyle 

choices, these women experienced one less level of potential miscommunication with 

the health system.  

However difficult doctor–patient interactions might have been for my 

respondents, and for health professionals as well, they were faced as part of treatment. 

Independently of their background, women in infertility treatment were resilient and 

fought for treatment success in whatever way they could. As the cases in the next 
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section show, this resilience was mostly fuelled by their personal expectations rather 

than by doctors’ prognostics. The presented examples illustrate variations of ideas 

about the presence of different explanatory models in doctor–patient interactions and 

the notion of the patient-client (Kleinman 1978; Lupton 1997; Kleinman and 

Kleinman 1998). I will show that on the one hand, my respondents’ backgrounds 

played an important part in their subjective perceptions about biomedicine and the 

ways in which they understood biomedical discourse. On the other hand, broader 

personal and socio-cultural perceptions about reproduction and kinship making 

guided patients’ therapeutic choices as much as medical recommendations (cf. Lupton 

1997). In this context, medical advice was often overlooked, prioritizing personal 

treatment choices instead. 

 

Therapeutic navigations: Expectations and treatment experiences  

As seen above, and as Dr. Macamo repeatedly told me, resource availability and the 

likely chances for success of infertility treatment varied widely between the private 

and public sector and between Mozambique and South Africa. The treatment 

possibility scopes and respective outcomes were therefore very different for middle 

class, cosmopolitan or lower class women. As also mentioned elsewhere (cf. 

Whittaker and Speier 2010), the latter’s access to health facilities was socio-

economically constrained, inhibiting them from using ARTs. Even for middle class 

and cosmopolitan women, who sometimes resorted interchangeably to treatments in 

Maputo and South Africa, the potential ART treatments that they could access in the 

private clinic in Maputo covered a smaller range of options than those available in 

South African fertility clinics.  

Middle class and cosmopolitan women, using the private sector at home or in 

South Africa, were normally aware of their chances of success according to the 

clinical site they were attending at the moment. They obtained information through 

internet research, phone calls to the clinics and, more importantly, through the 

experiences of previous users. Some of these women, although very few, were 

recommended by infertility doctors back home in Maputo. This awareness about the 

possibility of success seemed to decrease when treatments were repeated, even when 

doctors cautioned that their chances were extremely small. Women, and thus couples, 

often repeated assisted reproduction cycles until they could not do so anymore – for 

financial, emotional and/or physical reasons – or until they got pregnant (cf. Inhorn 
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2003; Gerrits 2016). Moreover, they gave more importance to tales of successful 

treatments as hope giving and trust building mechanisms than to the nurses’ or 

doctors’ ‘harsh’ explanations and recommendations. In the public sector, as low as 

success rates were, women kept trying to get pregnant (or to relieve themselves of the 

blame for not being able to) independently of their (more or less understood) 

possibilities for a positive outcome.  

 

 

Overcoming infertility in the public hospital: Managing trust and security 

Andreia was a 35-year-old childless woman who was trying to solve her infertility 

situation in the public hospital. Her case is a good illustration of how, for public 

sector users, networking and advice could shape their therapeutic itineraries and lead 

to a sense of security and confidence regarding biomedicine, independent of their 

personal possibilities for success. Andreia had tried traditional and biomedical 

healing, and her mother constantly advised her to go to the hospital, because she had 

heard about stories of infertile women or couples who had succeeded in getting 

pregnant while attending infertility consultations at the hospital. Andreia focused her 

hopes on biomedicine, as at the time its modernity and techniques gave her a greater 

sense of security and transparency than traditional healing (see also Chapter 5): 

“Traditional medication is not like the hospital, it is measured, I am afraid of 

something bad [coming from the traditional medicine concoctions and herbal 

treatments]. My mother keeps telling me ‘Go to the hospital! You will go and know, 

many people go there and have a baby’. I think the hospital is better”. For Andreia, 

biomedical treatment was about security and, despite not understanding exactly what 

was happening, she trusted the doctors and the institution and had great expectations 

of getting pregnant with biomedical help.  

However expectant and confident they were of biomedical treatment, most of 

my respondents in the public hospital frequently mentioned feeling anxious and/or 

nervous before each consultation, since the doctor could bring them either further 

hope or the final confirmation of reproductive failure (cf. Gerrits 2016). Candida told 

me how she felt before and after her medical appointment:  

 
I feel a bit nervous of course (…) more anxious. ‘Ah I’m not ok, I won’t make 
any more children’ [or] ‘What will the doctor say…?’ But now I am relieved 
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because the doctor told me that they are clogged [tubes] and that I should take 
some medication to help him to unstop my tubes in surgery.  

 

As with Candida, most women had personal expectations about pregnancy or a 

‘positive’ diagnosis. The example shows how these expectations were perceived 

through a balance between the overwhelming desire for pregnancy and the specific, 

and not always understood, biomedical diagnostic procedures, objectives and possible 

outcomes. Women who were, for biomedical and social reasons (Chapter 7), the most 

medicalized member of the couples sometimes characterized their treatment processes 

as a tiresome fight, to which medical procedures, exams and hormonal medication 

contributed.9 The maintenance of positive feelings towards treatment was crucial for 

my respondents, and they channelled all of their hopes onto whatever current 

therapeutic option they were pursuing.  

The blurriness surrounding biomedical treatments and the interaction with 

doctors in coldly structured facilities added to the uncertainty triggered by women’s 

affliction and their therapeutic itineraries. In this way, doctors and healers in general 

were perceived as being in a position of power, as they handled patients’ bodies 

through practices based on information that the patients themselves could not fully 

access (Kleinman 1978; Long et al. 2008). Aside from the doctor–patient interaction, 

there were other aspects that made public sector therapeutic itineraries messy and 

non-linear processes. These included the long waiting periods for consultations and 

procedures (in the public sector, patients frequently mentioned waiting no less than 

three months), the lack of doctors who had very little time to dedicate to each patient, 

the high probability of frequent staff changes, and the general lack of equipment (cf. 

Gerrits and Shaw 2010). 

The embodiment of affliction and treatment entailed a situation where my 

respondents’ worlds intersected with the biomedical universe. Tensions between the 

demands in their social and family backgrounds for reproduction, and doctors’ 

requests for family (i.e. husband) involvement in therapy, turned my public sector 

respondents’ trajectories into constant negotiations between maintaining secrecy, 

seeking advice, continuing with their daily lives, pursuing treatment(s) and managing 

their family and marital lives (see Chapter 7). Among these tensions, they had to deal 

with a biomedical environment paved with long waiting times for medical 

appointments and insufficient interaction with doctors and staff, where the scarce and 
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under-resourced health professionals could not prevent miscommunication despite 

their efforts to provide care to the largest possible number of patients.  

However desperate they were, these patients did not see any single healing 

modality as their only chance for success. Instead, once they experienced failure 

through one kind of healing modality, they tried another. They navigated through 

different treatment options or possible solutions in different phases of their 

therapeutic itineraries, all with the aim of materializing their parenthood project.  

 

Private sector and global ARTs: Expectations and frustrated hopes 

With greater or lesser probabilities for success with or without access to ARTs, my 

respondents’ therapeutic pathways were paved with uncertainty, frustration and, in the 

case of ART, with treatment repetitions and sometimes the denial of the impossibility 

of bearing genetically related offspring. In fact, ART users and reproductive 

travellers’ therapeutic navigations brought about specific configurations of what 

Thompson (2005) calls ontological choreography: the way in which, through ARTs, 

ontological orders that would previously have been taken as separate – such as 

technical aspects, scientific expertise, gender conceptions, kinship, emotional aspects, 

law, policy and finance – are (re)configured and coordinated in a dynamic way 

(Thompson 2005:8). Among my respondents, ART use in South Africa added further 

dimensions to this dynamic coordination, such as transnational networking, the 

organization of medical travel and medical interactions in a foreign site. 

Mariana’s transnational therapeutic itinerary reflects both the tendency of 

women to repeat treatments (cf. Gerrits 2016) as well as the way in which couples 

using assisted reproduction find themselves on therapeutic pathways that demand the 

consideration and coordination of many different aspects that are not always directly 

related to parenthood and reproduction per se. Taking into account a disrupted 

reproductive system that demanded the medicalization of every reproductive attempt 

she made, Mariana repeated ART cycles three times. She had obstructed tubes and a 

dead ovary, and had suffered from ectopic pregnancies and several miscarriages. In 

order to bear the child she wanted to have with her husband Francisco, she therefore 

opted to use assisted reproduction.  

 
When I had money to do the IVF – it’s expensive! – I went there [to South 
Africa – Nelspruit], I did it and I remember my anxiety as if it would have 
been today. That feeling – ‘It’s now!’ – and the doctor looking at me and 
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telling me ‘Don’t be so hopeful, some women try 20 times, 10 times and they 
cannot do it’. I believed in it so much, that it would work on the first attempt. I 
remember thinking, ‘This doctor is horrible!’ He is good at what he does but 
does not make you comfortable. (…) So I started there with the treatment and 
then went to Pretoria10 for the transfer. Before the 10th day I was bleeding. 
(…) So I stopped, to save money again, it was then when I knew about the 
clinic in Johannesburg. I went there, and by that time I was already 37 years 
old. I did another IVF there and they transferred three embryos. On the 10th 
day, I was going home with the pregnancy test when I started bleeding. This 
time it was too much (…) I was very shaken emotionally, probably because of 
my high expectations. 

 

After two failed IVF attempts, for which Mariana had saved the money alone, 

she was worn out by anxiety and frustration. Disregarding the doctor’s advice to keep 

her expectations low, Mariana, as most women using ARTs in this study, thought he 

was being harsh and thus she overlooked the possibility of failure. Like all of my 

respondents, independent of their treatment modalities, she had high and positive 

expectations about the outcome of infertility treatment. Repetitions and frustrating 

results wore her out, but still, and against all odds, Mariana decided to make a third 

attempt, at the age of forty-two. She saved up the money again, and by the time she 

was ready she scheduled a new appointment in a different clinic – the same one in 

Johannesburg that several of my respondents attended.  

Mariana’s behaviour depicts how, as in other patients’ cases (see Chapters 5 

and 7), starting a new ART cycle in a different clinic brings about the idea of a fresh 

start. Moreover, her choice sheds light on infertile couples’ reluctance to use donor 

gametes: Francisco, Mariana’s husband, was totally against using a sperm donor and 

Mariana still thought that it could be possible to get pregnant with her own eggs, even 

when the doctor told her that there would be higher chances of success with donor 

ova. In this way, and against clinical recommendations, Mariana chose to try one last 

time with her own eggs using a different procedure – ICSI. After the embryo transfer, 

she waited to take the pregnancy test but, although she understood English well, she 

did not fully understand the hormonal values that would indicate a positive or 

negative result. So after the 12th day, and having not bled, Mariana called the clinic, 

as she had had a result of 7mIU/ml11 on her pregnancy test values.  

 
I took the test, I was so happy! What I didn’t know was that the minimum 
values [for a pregnancy] were 25 [mIU/ml]. Anyway, I called them and they 
said ‘Oh ok’, nobody told me it was bad. That night I was in pain, I never had 
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a baby but I imagine birth-giving pain must be like the pain I felt. It passed. It 
was only later, when I started bleeding, that I knew (…) I had lost it. 

 

The above quote illustrates Marina’s lack of knowledge about the hormonal 

values of pregnancy as well as her insufficient level of interaction with the staff at the 

South African clinic that she attended. Even though she was not happy with the 

‘commercial’ way that the clinic functioned, Mariana tried again and again. When we 

met she had finally given up for the time being. By then she was also divorcing 

Francisco due to disagreements in their relationship, which had been enhanced by her 

pursuit of assisted reproduction and reproductive travel. Still visibly distressed by all 

of these reproductive and marital events, she told me that there was an urgent need for 

the psychological accompaniment of women and couples in infertility treatment, 

especially assisted reproduction, as everyone goes to infertility clinics with very high 

expectations.  

The women I met in the private clinic in Maputo had often tried more than one 

assisted reproduction treatment in more than one clinical site, or even before going 

through ARTs at home they had projected to go abroad in case of failure (cf. Inhorn 

2003). Such was the case of Joana, a patient at the private clinic in Maputo who had 

already been to two fertility clinics in South Africa together with her husband Mateus. 

The first reproductive problem that the couple faced was the fact that Joana had 

uterine fibroids that needed to be surgically removed. After a successful surgery 

performed in Maputo, the main reproductive impediment that they then had was 

Mateus’ low sperm count. This indicated that their best option for conception would 

be IVF, which they decided to seek in South Africa.  

Their first treatment failed due to Joana’s incorrect intake of the ovarian 

stimulation medication. Joana told me herself that maybe because of the English or 

maybe due to other reasons, she and Mateus had misunderstood the way in which she 

should take the hormones. So after this failed cycle, they saved up the money again 

for another attempt, which they did two years later in 2010. In this second attempt, 

Joana told me that everything was done correctly, but still it did not work. The two 

failed IVF cycles in South Africa led them to the private fertility clinic in Maputo, 

where the doctor had been Joana’s gynaecologist for a while.  

 
Here we are looking for the same thing [IVF]. I was talking to the doctor just 
now and we could try some treatment, but I think we [she and Mateus] are 
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already in a phase of saturation. It’s been 10 years! We don’t have any more 
patience for ‘take this, take that’. Now there is nothing else we can take. So 
the best thing is just to go straight to the point. Today was the first contact 
with the treatment and the doctor recommended exams. Some of these exams 
will tell if we are ok to go, and if we are we will do it, also because we are 
happy with what she is offering us (…) we want IVF. 

 

After two failed treatments in South Africa, and still wanting to keep trying 

ARTs, Joana and Mateus opted for treatment at home since it had recently become 

available and the gynaecologist in charge was in their trust. Despite being offered 

other options, like the use of donor material in a South African fertility clinic, they 

decided to choose only for IVF once again as they, like many other couples, were 

worn out of winding between different treatment options and different opinions. If on 

the one side this echoes Lupton’s (1998) ideas about patients increasingly interacting 

with biomedicine as clients – especially in the private sector – and being empowered 

to make important choices regarding their therapy. On the other side it depicts how, 

desperate to achieve their goal after failed treatments, couples may pragmatically opt 

for easiest treatment modalities (in this case IVF at home instead of reproductive 

travel to South Africa). Joana and Mateus choices were likely made in order to 

minimize the emotional and financial burden of treatments, as well as to avoid 

complex negotiations regarding decision-making about each member’s of the couple 

genetic relatedness to the future child (chapter 8). 

Joana and Mateus’ case shows how expectations about treatment and 

pragmatic thinking do not always go hand in hand; i.e. throughout infertility care 

using assisted reproduction, patients’ and practitioners’ explanatory models do not 

always overlap. For Joana and Mateus, like in Mariana’s case, hope prevailed over 

medical advice. For middle class and cosmopolitan women using ARTs, the structure 

of health care, the language of service provision and the coldness of the clinics were 

not the only factors that framed their interactions with biomedicine and biomedical 

discourse. These interactions, and couples’ perceptions and interpretations, were also 

shaped by their own desires and therapeutic limits (such as the refusal of donor 

material described in Chapter 8). Private sector users were in a way more clients than 

patients. Beyond the clinic, my respondents’ desire for parenthood made couples take 

advantage of what their socio-economic background allowed for in their specific 

biomedical and social contexts of infertility care (Chapters 7 and 8). 
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In the above examples it is clear how throughout their therapeutic itineraries 

and specific interactions with clinical sites, technology and staff, patients assembled 

in their treatment processes dimensions that were both in and beyond biomedicine (cf. 

Thompson 2005), including kinship ideas, legal aspects of ARTs and surrogacy in 

South Africa, emotional management, marital instability and frustration. All of my 

respondents experienced discomfort due to hormonal medication (for ovulation or 

fibroid reduction12) and mentioned how ART cycles were tiresome and emotionally 

eroding as they demanded prolonged treatments, and in the case of women using 

South African fertility clinics, constant travelling. Nevertheless, if the treatment 

failed, they normally did not hesitate to repeat it as soon as possible. Private sector 

users were, in general, more empowered than others in their therapeutic navigations, 

but still did not necessarily achieve their reproductive goals. In fact, few of my 

informants succeeded in getting pregnant before the end of my fieldwork period. The 

ones who did experience a successful treatment, like Teresa, told me that all of the 

efforts had been worth it and that the reward of having a child cancelled out all of the 

hard work, financial investment and emotional erosion involved in pursuing assisted 

reproduction and reproductive travel. 

 

Conclusion 

In general, positive expectations of the accomplishment of a pregnancy worked as a 

motivation, along with other factors explored in this chapter, for the uptake of 

biomedical infertility treatment, but also as a distorter of what patients retained from 

doctors’ advice (when it was given). This was the case for one or both of two reasons: 

the fact that women wanted to get pregnant turned their therapeutic navigations into a 

prolonged effort, involving treatment repetitions if necessary, with the only objective 

of pursuing reproduction ‘as they wanted it’ according to their local or personal moral 

worlds (Kleinman 2006); and the fact that throughout these therapeutic pathways, 

patients acted more as patient-consumers than as passive vessels of biomedical 

expertise and interventions, namely by making active choices throughout their 

therapeutic navigations. These choices did not always correspond to the biomedical 

recommendations they were given and were sometimes guided more by their personal 

and/or socio-cultural ideas about kinship making and reproduction.  

Moreover, along the way, women’s pregnancy aspirations and possibilities to 

attain it had to be frequently reconfigured, and they were transformed more according 
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to the couples’ reproductive intentions and limits for assistance in reproduction than 

according to the best medical options possible in their case. If treatments were 

successful, or had the potential for a positive outcome, especially in the case of 

couples resorting to ARTs, pathways would be difficult but there would be a success-

based motivation for getting the aspired outcome in the expected timeframe. For other 

couples attending the public sector and/or those with prior unsuccessful assisted 

reproduction attempts, therapeutic itineraries were much more uncertain and their 

objectives were reconfigured according to the possible treatment options. 

According to Dr. Macamo, many times in the public hospital it was impossible 

to provide the most effective treatment for certain cases, namely those that would 

need IVF. As such, for lower class women using public infertility care, the chance of 

a successful treatment outcome was less likely than for middle class or cosmopolitan 

women resorting to ARTs in the private sector (though the chances of success for the 

latter were not high either). This resonates with ideas of reproductive stratification 

(Ginsburg and Rapp 1995) and of how access to ARTs was reserved for a small group 

of people. These ideas of private practice development in parallel with under-

resourced national health care systems, and the inequalities unveiled by its provision, 

resonate with Whittaker and Speier’s (2010) ideas about cross-border reproductive 

care and the interaction between what they call ‘corporate medicine’ and transnational 

elites, which restricts access to treatment for those who cannot afford to use the 

private sector and even less to travel for it.  

Mainly through its provision in the private sector in Maputo, national access 

possibilities to ART were broadened, covering cosmopolitan elites but also women 

coming from Maputo’s growing middle class (cf. Dilger et al. 2012; Hörbst 2015). 

Moreover, the level of education of these women seemed to contribute to improving 

their interactions with practitioners and their understanding of biomedical treatments 

in different ways. But frequently, especially for women using ARTs, hopes and 

expectations of parenthood overshadowed their communication with doctors and led 

to a certain disregard for what health professionals presented as their best medical 

options versus what their desire – or personal stakes – were (cf. Lupton 1997; 

Kleinman and Kleinman 1998). 

In the private clinic in Maputo, however ‘foreign’ biomedical discourse could 

be, the longer medical appointments and better quality interactions with the doctor 

enabled the couples in consultation to gain a better understanding of what their 
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treatment options were and thus gave them a better chance of success. For travelling 

patients, cosmopolitan or not, medical interaction in English was also a challenge that 

could result in miscommunication, as was the case of Joana and Mateus. In the public 

hospital, women faced the double challenge of Portuguese language consultations – a 

language that some of the women did not speak fluently – and of biomedical jargon, 

which few patients understood. Their therapeutic navigations were much more 

conditioned than those of middle class and cosmopolitan women using the private 

sector. These lower class women tried to overcome infertility through whatever 

means they could. While not fully understanding the medical recommendations and 

having fewer opportunities to chose where to go in their therapeutic navigations 

towards parenthood (or towards the release from blame), these women were less 

critical of the doctors’ advice and in general seemed more pragmatic in their attitude 

towards biomedical infertility care and its choices than some of the women using 

ARTs. Nevertheless, public sector users were not passive recipients of medical care, 

and travelled through different traditional and biomedical therapeutic options within 

their reach. Akin to Lupton’s (1997) idea of the patient-consumer, these patients 

actively chose what to incorporate into their treatment trajectories and what to reject, 

according to their own treatment experiences. 

The therapeutic itineraries for infertility treatment that I came across took 

place in a middle ground between tradition, modernity and technology, and their 

protagonists were active agents navigating for a cure. These navigations started in the 

national (and also international) fluid setting that is Maputo, with all of its ongoing 

connections with South Africa, where frictions (Tsing 2004) between different values 

and practices could be perceived, especially when looking at the daily lives of people 

circulating between the two settings. As introduced before, these interactional 

frictions were a manifestation of the socio-cultural differences between these 

transnational patients’ backgrounds and the various values, perceptions and practices 

that they came across in the process of reproductive travel. 

For my respondents, interaction with the biomedical universe was seldom 

smooth because of the treatment and their expectations of it, because of what was at 

stake in it, but also because of all of the psychological aspects it entailed – emotional 

erosion, failed treatments, repetition and weariness of being constantly medicalized.13 

This was especially the case for women, who embodied the largest part of the 

treatments – hormonal stimulation, ova extraction, embryo transfer, pregnancy loss, 
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etc. These interactions took place in a liminal ground between women’s illness 

experiences, located in sometimes transforming social backgrounds, and their 

interactions with biomedical care and technology. In other words, resembling the 

process of social navigation (Vigh 2009), my respondents’ therapeutic navigations 

represented a process of pragmatic manoeuvring in a constantly transforming 

environment. 

Thus the therapeutic landscapes that women from different backgrounds 

inhabited were very different. However, the way that each therapeutic landscape 

related to patients involved similar situations of miscommunication and feelings of 

uncertainty. Moreover, as Mariana’s case showed, in state-of-the-art corporate 

medicine, despite its abundance in terms of resources and staff, poor social skills in 

service provision and poor staff–patient interaction (i.e. poor service provider– 

consumer interaction) may still prevail. What in a public hospital was driven by the 

lack of resources, in private practice was, most likely, driven by profit.  

Resorting to more or less technological treatment and to more or less caring 

clinical sites, my respondents’ lay realities and their status as patients in the 

biomedical universe intersected in many dimensions of their daily lives. These 

intersections ranged from coping with infertility as an affliction to navigating towards 

its overcoming and passing through all of the aspects of medical care uptake that 

surrounded their clinical encounters (cf. Thomson 2005). The latter challenged some 

of their conceptions and hopes about reproduction and parenthood through more or 

less technical biomedical interventions.  

In each clinical site, and for women coming from lower class, middle class 

and cosmopolitan backgrounds, treatment processes went way beyond mere clinical 

encounters (Chapter 7). Processes of interaction and communication with 

practitioners and clinical sites were an important part of their therapeutic quests, 

composed of many non-biomedical aspects. These aspects, which included family and 

marital situation, social background and its possibilities and constraints, the 

management of infertility and support structures, will be presented in the following 

chapter.




