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Chapter 7 

 

Navigating infertility care: Agency, socialities and change  
during treatments 

 

 

In this chapter, I explore different social aspects affecting Mozambican couples’ 

navigations through infertility care, which I introduce through case studies based on 

the accounts of some of my informants. These accounts include family and gender 

relationships, informal social networks of friends and peers, religion and emerging 

forms of biosociality. In continuation of the therapeutic itineraries and treatment 

experiences analysed in the previous chapters, I now approach hampered parenthood 

projects (Schütz 1972) and how the abovementioned social aspects affected 

women’s/couples’ navigations (Velho 2003; Vigh 2009) towards the goal of 

reproduction.  

Throughout the chapter, I show how my respondents’ therapeutic navigations 

revealed transversal issues of therapy management involving stigma, agency and 

secrecy regarding infertility, infertility treatment and the roles of social networks and 

support structures during therapeutic itineraries. As illustrated in the previous 

chapters, the stigmatization of infertile women – which took place especially among 

lower class women coming from more traditional backgrounds who were not 

economically independent – does not entail women’s submissiveness, passive 

victimization or lack of agency. On the contrary, while always influencing their 

perceptions of infertility, and sometimes their infertility treatment seeking processes, 

the relationship between my respondents’ therapeutic itineraries and their social 

background functioned more as a dialogue or negotiation. As seen in the previous 

chapter, the biomedical therapeutic landscapes (Gesler 1992) that they could move 

through were mainly economically constrained.  

In the following sections, I show how, despite navigating through a more or 

less limited field of possibilities,1 the women/couples in my study could manoeuvre 

their ways towards what seemed to be the their best treatment option at each moment 

in time. First, I discuss gender issues and marital dynamics, and how they are 
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challenged by and through infertility and the pursuit of infertility treatment. Secondly, 

I approach the emerging biosocialities stemming from my respondents’ processes of 

infertility treatment seeking and uptake. Finally, I discuss aspects of therapy 

management as well as disclosure management related to my respondents’ treatment 

processes and support seeking strategies among friends, family and in religious 

arenas. Overall, I discuss how, as a crisis situation, suffering from involuntary 

childlessness in wedlock triggers tensions and change, especially regarding the social 

aspects of infertility and relationships. These individual changes were very likely to 

act as specific “little lines of mutation” (Deleuze 1997:X) regarding the already 

constantly transforming broader social and cultural contexts that my respondents 

navigated through. Hence throughout the contextualized analysis of their therapeutic 

itineraries, where I employed Vigh’s (2009) concept of social navigation – a kind of 

strategic navigation, or agency, performed within a transforming environment – I 

sensed that my respondents’ trajectories could add something to Vigh’s postulates; 

namely that each individual’s navigation is likely to affect the transformation of the 

(shifting) context that shapes it. Therefore, while the navigation itself corresponds to a 

response to changing and unstable social contexts, this same navigation also 

contributes to this very social context’s continuous transformation.  

Although women were seemingly passive while interacting with healers, this 

was in fact not the case (see Chapter 6). Rather, they found ways to get or look for 

what they wanted – to socially navigate towards their objective – and without always 

doing so in conformity with their family or background values and ideas about 

reproduction, infertility and healing. Through small everyday life transformations, 

infertile women and couples inadvertently contributed to the transformations taking 

place in the broader context that they inhabited – the context of kinship ideas that I 

discuss in the next chapter (Chapter 8), the family context presented in Chapter 4, the 

infertility and healing context described in Chapter 5, and the contexts of gender, 

stigma, secrecy and support that are explored in this chapter. Their trajectories 

through these various contexts implied different kinds of interactions with different 

healing modalities, healing professionals and lay people. As I discuss in this chapter, 

by analysing my respondents’ therapeutic pathways, I can trace the emergent trends of 

biosociality (Rabinow 1996) that the women in my study took part in through shared 

somatic conditions, but also through a shared therapy (ARTs). As I show, these kinds 

of socialization – experienced among women resorting to different kinds of more or 
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less high-tech infertility treatments – do not represent biosociality trends engaged 

with formal ways of making biological citizenship per se (Rose and Novas 2005), but 

rather depict women’s informal connections as peers.  

The described therapeutic pathways departed from the fluid and transforming 

urban setting that is contemporary Maputo city (Chapter 3). Taking place inside the 

city as well as going beyond its borders, the presented trajectories depict the particular 

appropriations that various users make of biomedicine; they reveal the pragmatism 

and agency of infertile women while seeking and moving through different healing 

realms for infertility care, and how these women tactically adapt their possible options 

to their final aims. The given examples represent both the established yet also 

changing lifestyles of lower class, middle class and cosmopolitan women wherein 

their therapeutic itineraries are inscribed, revealing how gender and class inequalities 

are both reproduced and transformed.  

 

Agency in context: Gender and men throughout infertility care 

Throughout my female respondents’ therapeutic itineraries, it was clear how these 

women were always the main agents and the most resilient members of the couple in 

terms of the quest for infertility treatment and its uptake. This could be due to the 

local importance attributed to reproduction in family making, as well as to a general 

lack of male initiative in seeking infertility treatment (cf. Hörbst 2010; De Kok 2013; 

Parrot 2014; Mariano 2004, 2014). Agency was a transversal characteristic of all of 

my female respondents, from cosmopolitan to middle class to lower class women. 

According to my female respondents’ accounts, men’s reactions to an involuntarily 

childless situation in wedlock generally did not trigger any kind of treatment pursuit; 

on the contrary, they frequently exhibited apathy regarding the search for a (couple-

oriented) solution and, in some cases, stigmatized their partner. There were, however, 

examples where the husband was supportive of his wife’s or partner’s treatment 

pursuits. According to my female respondents, this was a behaviour that most of their 

husbands/partners only adopted progressively2; usually being reluctant to adhere to 

the treatment in the first stage, most men had to be convinced to participate, and 

others would simply refuse to do so. In this context, I nevertheless also came to 

encounter variations of caring husbands who fully supported the idea of treatment 

seeking and following. As Inhorn (2012) illustrates in her study among infertile 

couples in the Middle East, men do not always act as bullies or oppressors of women 
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in an infertile marriage. Indeed, in many cases, even in patriarchal societies where 

motherhood and parenthood are highly valued, husbands can be found to be 

supportive and active in seeking and taking up infertility treatment. 

The husbands’ behaviour throughout infertility diagnosis and treatment is 

important for the wife’s well-being. It has been mentioned elsewhere how a loving 

partner can make coping with and treating infertility less of a burden for women 

(Inhorn 2012; Gerrits 2016). Likewise, it has been shown how a partner’s negative or 

hostile attitude can make the whole process of suffering from couple infertility an 

even bigger burden carried only by one of its members (cf. Boerma and Mgalla 2001; 

van Balen and Bos 2009; Mariano 2014); in the case of my respondents, by the wife 

or female partner.  

Among the presented case studies, I explore the motivations for male 

behaviour that seemed to be not directly or fully determined by social class or family 

background. There were supportive husbands coming from lower class and less 

informed backgrounds, but also unsupportive husbands coming from middle class and 

cosmopolitan milieus, as well as vice versa. Before presenting the examples, however, 

it seems important to make a distinction between supporting a treatment and 

participating in it: I came across cases of men who fully participated in treatment and 

worked with their wives as a team during the whole therapeutic itinerary of infertility 

care (as far as I accompanied these pathways); of unsupportive husbands who 

completely refused to participate in any treatment; and of generally unsupportive 

husbands who physically cooperated in the treatment process as sperm providers. The 

following examples illustrate these various kinds of gender relations and marital 

dynamics, departing from my respondents’ accounts of their therapeutic navigations.  

 

“’Tamos juntos”?3: Supportive husband behaviour throughout infertility treatment 

During one of my visits to the public hospital to observe the infertility consultations, I 

encountered something rather unusual: there was a man among the crowd of women 

in the waiting hall. In this common space, I did not dare to ask the man directly what 

he was doing there, but a while after, during one of my interviews that day, I came to 

know that the man was Zacarias, the husband of one of my respondents, Luana. Luana 

was a housewife and Zacarias provided income for the household. Both had studied 

but not at university level. They had come together to the infertility consultation due 

to the absence of a child in their marriage, and at the time I met them they had just 
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started seeking biomedical help. As I accompanied Luana out of the consultation 

room and met Zacarias, I noticed that they were unusually open4 while speaking about 

infertility, its diagnosis, and the potential ways to solve it that they could access. 

Zacarias was fully supportive of his wife and of her biomedical treatment seeking, 

accompanying her to the consultations and scheduling further appointments.  

Zacarias and Luana were the only couple I ever encountered in the public 

hospital. This echoes the general situation of women attending public infertility care, 

whose husbands were unlikely to support them or cooperate in treatment. Most of the 

women I met were in fact going to the hospital against their husband’s will or even 

without his knowledge. Luana and Zacarias, by contrast, were travelling the infertility 

path together, and despite attributing great importance to parenthood, their 

childlessness was not causing marital instability (so far); on the contrary, they acted 

as a team in working towards the achievement of reproduction and thus parenthood.  

Unlike the common pattern among public sector users, among users of private 

sector services in both Maputo and South Africa, seeking treatment as a couple was 

more common. Usually both members of the couple knew about the infertility 

situation and had decided to look for biomedical help to overcome it. This was the 

case for Joana, a previous reproductive travel patient who was pursuing ARTs in 

Maputo at the time we met. Joana was 39 years old, she was childless, married and 

enjoyed stability in her relationship with her husband Mateus. They were a middle 

class, highly educated couple from Maputo. Joana and Mateus had been together for 

10 years and had been trying to have a child since their first year of marriage. As soon 

as she sensed that she should be getting pregnant but was not, however, Joana, who 

promptly told me that she was a well-informed and curious person, started to look for 

a doctor to help her confirm whether there was something wrong.  

While telling me this, she mentioned how women were always the first to look 

for medical help, as it was in her case. When I inquired about her marriage and how 

they dealt with infertility as a couple, however, Joana immediately answered: “Thanks 

to God we both know how to deal with this situation. I consider my family 

relationship stable. We assumed this problem as ours and never as of only one of us”. 

Mateus was extremely present and supportive and, though not happy with his 

diagnosis of azoospermia, he was – unlike many of my other informants’ husbands – 

willing to resort to the use of a sperm donor (though this never actually happened, the 

reasons for which are further explored in the following chapter).  
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Joana and Mateus’ situation of male infertility, where Mateus acknowledged 

and assumed responsibility for his condition, depicts a variation of other trends 

observed in other studies of Mozambican couples suffering from male factor 

infertility. Mariano (2004), in her study on coping with infertility among the 

Shangana of southern Mozambique, mentions how: 

 
(…) it could be suggested that when patrilineal society conceals a man’s 
infertility, it restores the equilibrium within the couple. (…) [In these cases] 
The wife is given the possibility to find another partner to impregnate her. 
This strategy reflects the social importance of childbirth, and is accepted as 
long as it respects [the] man’s dignity (Mariano 2004:267).  
 

A diversity of practices related to infertility take place in southern Mozambique, 

including in Maputo city, brought about by the coexistence of very different kinds of 

couple relationships, family formulations and ways of coping with infertility. Facing a 

situation of male factor infertility, and despite keeping their treatment seeking to 

themselves, Joana and Mateus did not identify with other practices taking place in 

southern Mozambique, such as the ones described above by Mariano. Taking both a 

biomedical perspective on their reproductive issues and having access to ARTs, they 

opted instead to turn to biomedicine and to pursue direct genetic relatedness (if 

possible) in their quest for a child, thus attributing equal importance to biology as to 

pregnancy and childbirth (Chapter 8). 

However supportive and cooperative Zacarias and Mateus were, their 

behaviour was common mainly among private sector (ART) patients, making 

Zacarias an exceptional case among public sector users, where non-cooperation in 

treatment represented the main trend. These men’s examples resonate with Inhorn’s 

(2012) accounts of gender relations in marriage in the Middle East regarding Arab 

men and women involved in ART treatments. According to Inhorn, and just as 

happened with some of my respondents, patriarchal ideologies, including 

patrilineality and polygamous marriages, are being replaced by long-term 

monogamous relationships that do not end due to infertility, and where both members 

of the couple intensively fight for a child together. This implies that couples’ 

therapeutic navigations towards overcoming infertility are connected in many ways to 

overall changes in society regarding kinship, gender issues and marital lives. Echoing 

Inhorn’s descriptions, the actions of some of the participants in this study unveiled 

how broader social transformations occurring in social ideologies manifested in 



	

	 165	

people’s everyday lives. Their actions also revealed how transformations in social 

ideologies are both feeding and are fed by everyday life changes behaving as “little 

lines of [social] mutation (Deleuze 1997:X-XI). 

Despite such ongoing transformations, among my respondents there were also 

cases of uncooperative husbands where unequal gender relations were being 

reproduced. This non-cooperative behaviour went beyond the couples attending the 

public hospital, as mentioned above, to encompass cosmopolitan and middle class 

couples using Maputo’s private sector as well as those engaging in reproductive travel 

to South African fertility clinics (see Chapter 3).  

 

“He says he has no problems”: Stigmatizing and uncooperative husband behaviour 

throughout infertility treatment 

The case of Malaia who was attending the public hospital is a good example of 

uncooperative male behaviour. In spite of the fact that she already had two children 

with her current husband Américo, Malaia’s marriage was in an unstable situation due 

to the lack of further offspring. Américo’s behaviour corroborated the aforementioned 

trend of male uncooperativeness among infertility treatment seekers in the public 

sector. Among couples coming from more traditional backgrounds, and frequently 

those from more impoverished ones, suffering from secondary infertility while 

already being the parent of biological children was a situation that did not imply such 

harsh psychosocial consequences as not having a child at all,5 though it still caused 

marital instability. Such was the situation of Malaia. Although her husband knew 

about her treatment seeking, she was keeping it a secret from her in-laws in order to 

avoid further insecurity and instability. As the following quote from our conversation 

shows, Américo – as Malaia saw it – completely disregarded her efforts and focused 

only on his desire for offspring and the demonstration of his fertility, in or out of 

wedlock: “He says he has no problems, because he had a child with another woman 

and he is sure it is his child. He says it is his child with all certainty. (…) He has many 

girlfriends outside, I don’t [have other partners]. This child was born very recently 

also”. As mentioned elsewhere (e.g. Gerrits 1997; Orji et al. 2002; Mariano 2004, 

2014; van Balen and Bos 2009; De Kok 2013), and as occurred among my 

informants, in some cases couple infertility seemingly stimulated, or legitimized, 

husbands engagement in extramarital sexual activity and to use the alleged offspring 

from these relationships to show off their fertility.  
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Representing a key trend in male behaviour among public sector users, 

Malaia’s story also illustrates how women’s agency and aim(s) in biomedical 

treatment seeking could be inspired by desires beyond reproduction. As with most of 

the women in the public hospital, Malaia had marital troubles due to the lack of 

conception and was struggling with her husband’s refusal to follow any kind of 

infertility healing. Facing constant humiliation by her partner, she turned the 

biomedical diagnosis – which despite not including Américo had at least shown that 

everything was in order with her reproductive tract – into an empowering tool 

regarding her position in the relationship. In fact, she used it as a response to 

Américo’s hostile behaviour towards their reproductive disruption:  

 
In the beginning, I used to get mad [at the jokes and humiliation from 
Américo], but today I am actually happy because I know I don’t have any 
problem, and I used to be bothered [by him] all the time. At first I thought yes 
[it was my fault], but now they told me it isn’t. I am cool (…) [laughs] I will 
rub it in his face!  

 

Malaia’s use of her diagnosis to challenge her husband’s hostility 

demonstrates two aspects of coping with and treating infertility. First, it shows how 

some women used what was within their reach throughout their social navigations to 

challenge structures of social reproduction and gender inequalities. Secondly, it shows 

how biomedicine and its results, despite being considered hegemonic in many ways 

(cf. Csordas 1988; Bear et al. 2003), were appropriated and manipulated in specific 

ways according to women’s possibilities and intentions (cf. Simpson 2012; Hardon 

and Moyer 2014). In Malaia’s specific case, she used her diagnosis as a tool to 

confront her husband’s hostility. Malaia’s example echoes Mariano’s (2014) ideas on 

women’s patience (paciência) while coping with and looking for a solution for 

infertility. However, despite her patience, Malaia was not submissive or passive; 

instead, she was doing whatever was within her reach to turn her situation around. 

Although her husband and in-laws demanded she have another child, her 

correspondent therapeutic navigations allowed for a rupture from these gendered 

demands pressed upon her.  
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“I don’t know why you are doing this, it’s not going to work”: Unsupportive husband 

behaviour throughout infertility treatment 

However scarce, there were some cases of couples where although the husbands 

participated in treatment and consultations, they did not truly support the option of 

resorting to reproductive travel in order to conceive. This was the situation that 

Mariana faced. As mentioned in Chapters 4 and 5, Mariana had had a troubled 

reproductive history, with several abortions and miscarriages and one ectopic 

pregnancy.6 Her reproductive system was therefore fragile, and it was hard for her to 

sustain a pregnancy. By the time of our first encounter, she was undergoing a divorce 

from her husband Francisco, with whom she had been married for about seven years. 

As soon as they had met, she knew she wanted children with him. But due to her past 

reproductive disruptions it was very difficult for her to conceive without medical help. 

Francisco thought it was a waste of money for Mariana to invest all her savings in 

medical treatment, and he refused to give her any support, only complying with the 

consultations and sperm provision. As Mariana told me: 

 
He was ok, because the money was not coming from his pocket. He always 
said, ‘I have to do my part, to go there and give the sperm’. But I knew, every 
moment, he did not believe in it [the treatment]. (…) I didn’t feel any support 
coming from him. (…) He used to go with me to the medical appointments but 
it was like ‘Let’s go!’ And many times we got out of the doctor’s office and he 
told me, ‘I don’t know why YOU are doing this. It is not going to work’. 

 

As illustrated in the above quote, although involuntary childlessness did not 

directly trigger marital instability between Francisco and Mariana, the pursuit of 

biomedical treatment did. Francisco opposed the resort to ARTs in the private sector 

in South Africa, both because he thought it was a waste of money but also because he 

thought it would not work. According to Mariana, he never engaged himself in the 

treatment process; he saw his participation solely as a provider of gametes, and 

despite punctually accompanying her to consultations, he was completely detached 

from the whole process of the ART cycles.  

In the other seven cases of women/couples who were engaging in reproductive 

travel, the husbands supported their wives throughout the entire process. From 

treatment seeking and decision making about which clinic to go to, up to gamete 

provision and the sharing of therapeutic itineraries, my female respondents normally 
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used the term ‘we’ instead of ‘I’ to describe all of their journeys and treatment steps 

towards parenthood.  

Among the women that I encountered in the public hospital, the social or 

family consequences of not having (more) children were primarily placed on them, 

independent of the biological source of infertility within the couple. Despite having 

hostile or uncooperative husbands, these women challenged their social and family 

contexts (to a certain extent) and were not likely to be submissive (cf. Mariano 2014). 

The mere fact of pursuing medical treatment alone shows resilience and agency. This 

agency implied a constant negotiation process between the attempt to fulfil their 

aim(s) – to have a child or to rid themselves of the blame for its absence – and the 

desire to keep their actions secret, avoiding the involvement of the husband and/or 

other third parties (e.g. in-laws) in their quest (cf. Janzen 1987; Bochow 2015).  

For women attending the private sector, although there were exceptions, their 

living contexts allowed for better treatment possibilities and marital relationships. In 

other words, they tended to live in nuclear family units with only their husbands, who 

were generally not hostile towards them regarding the absence of children in the 

marriage. Generally, both for cosmopolitan and middle class women attending the 

private clinics in Maputo and South Africa, blame and external (social or family) 

consequences for being childless were not strongly felt. Although there were some 

cases of neglectful husbands, among private sector users there was a trend for more 

intense cooperation between the members of a couple. This couple togetherness made 

the therapeutic itineraries less worrisome. Among the couples engaging in 

reproductive travel, mutual support was not an issue that brought further worries to 

their therapeutic itineraries and marital relations. Even in exceptional cases, where a 

husband manifested deep disagreement over his wife’s therapeutic choices – as in the 

case of Mariana and Francisco, where there was a clear clash of perceptions about 

ARTs – he still participated in the treatment process.  

Among the accounts of the various women in infertility treatment that I 

encountered, I could identify different trends in terms of the reproduction of or 

rupture with patriarchal gender conceptions and attitudes towards infertility. On the 

one side, many of my informants were suffering from situations of stigmatization and 

marital instability due to their involuntary childlessness. On the other side, some 

women such as Malaia used whatever was within their reach to overcome the 

unrealistic gendered demands for pregnancy placed upon them, thus challenging 
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certain local gender conceptions of women’s submissiveness (cf. Kolawole 2004; 

Mariano 2014). Moreover, most middle class and cosmopolitan women did not face 

any marital problems due to the absence of a child in their current relationship. If on 

the one side it was true that women coming from a more traditional background 

(though not necessarily lower class women) tended to suffer the social consequences 

of not getting pregnant more intensively, on the other side, a woman’s social class, 

level of education and specific social networks tended to influence her ideas about 

womanhood, reproduction and family.  

As Kolawole (2004) suggests, through a critical approach to African gender 

theory and its reconceptualization, there are different gender conceptualizations 

throughout the continent. In fact, as elsewhere, there are different gender 

conceptualizations at the national, regional and even city level, influenced by 

historical events, colonization, independence and various emic socio-cultural values. 

As the case studies of my respondents show, gender categories and agency cannot be 

crystallized into static abstractions; in fact, they are mutable social ideas (Aboim 

2008), deeply connected to practice and social navigation (Vigh 2009) and therefore 

always in motion.  

There were differences in womanhood and gender discourses and related 

practices between lower class, cosmopolitan and middle class women participating in 

the study. However, they were not static and the idea of victimized poor woman did 

not represent a pattern. Apart from their marriage and family relations, women did not 

travel through infertility care alone; with or without marital instability, they found 

different kinds of support structures independent of their husbands, in-laws and birth 

families. Once in treatment, women activated different kinds of social and family 

support networks that went beyond their marital relationships. Therefore it can be said 

that women’s therapeutic itineraries through infertility care were pathways of 

affliction, but also of meeting and sharing.  

 

Emerging biosocialities: Affliction, therapy and social networking 

The organization of Maputo’s public and private sector infertility days, and the 

context of the South African clinics’ waiting rooms, all of which bring people with 

the same problem together into the same space, transform such spaces into 

communication pockets for Mozambican women in treatment. In other words, the 

waiting rooms were places where these women shared their worries and feelings 
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about suffering from reproductive disruption and going through treatment. In Maputo, 

women chatted in the waiting rooms of the private clinic in the city’s downtown area, 

in the waiting hall of the public hospital, as well as in ‘neutral’ sites such as on public 

transportation to or from the hospital. Furthermore, the Mozambican women (or 

couples) undertaking reproductive travel to South Africa could easily recognize each 

other in the clinics and on public transport (e.g. on the bus to and from Maputo) and 

thus began to network.  

The following examples illustrate emerging forms of biosociality triggered by 

shared somatic states, biomedical treatments and spaces. In these relationships, rather 

than practising any kind of biological citizenship (Rabinow and Rose 2003; Rose and 

Novas 2005), it was possible to perceive informal ties being developed during 

treatments. In a way, this was closer to what Brekke and Sirnes described as “New 

collectives, joined together by shared biomedical traits, [that] now appear in the 

intersections between science, the economy, and civil society” (2011:349). These 

illness and healing-related socializations took place in different settings and 

connected women in the clinic or travelling sites along their therapeutic itineraries. 

Women attending the public hospital interacted with other women seeking treatment 

there, as well as on specific transport means used to reach it (the chapa). Likewise, 

women attending the private clinics in Maputo or in South Africa met and formed 

connections in the clinics’ waiting rooms. In the case of travelling patients, women 

also met on the bus to or from the South African cities where the fertility clinics they 

used were located.  

For Candida, a public sector infertility patient, whose story has been 

previously explored (in Chapters 5 and 6), interaction with women in the same 

situation was frequent and the subjects of their conversations went beyond 

childlessness: “We talk, about our problems (…) they are not always the same, there 

are different problems, but we talk about everything, our body, how we feel, what we 

feel (…)”. Like other women in the public hospital, she shared her experiences and 

feelings, thus creating forms of biosocial support relations, through which women 

gave hope and motivation to each other, or using my informants’ expression, they 

“gave each other strength (dar uma força)”. It was common for women who were 

having difficulties with conception to know others in the same situation. In fact, even 

while talking to people outside of my group of respondents, they also frequently 

mentioned knowing someone who had fertility problems. Among private sector users, 
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especially transnational patients, peer support was as common as for public sector 

users. Women created solidarity ties during the pursuit of infertility treatments with 

friends, but also with other women whom they met throughout their therapeutic 

itineraries. 

Teresa, a 36-year-old woman who had attended a fertility clinic in 

Johannesburg together with her husband, experienced the formation of such biosocial 

relations based on shared (temporary) therapeutic conjunctures. At a certain point, 

these ties were so important for her, and for her clinic-based peer group, that she 

thought about engaging in further informal meetings with the group outside of the 

clinic setting, for example meeting for tea, social activities and chatting. But however 

important these collectives were for her treatment, a change in her situation triggered 

a process of separation from her peers – she got pregnant.  

 
I got pregnant and one or two of the women in the group also. We never really 
lost contact, but it became a situation of the ones who got pregnant and the 
ones who didn’t, and the ones who didn’t drifted away a little bit. Even my 
situation of getting pregnant on the first attempt and having twins, when all 
the other women were already doing several cycles (…) it is not easy. 

 

Teresa was fully aware of how difficult it must have been for the women with 

unsuccessful treatments to face their peers’ success, so she also let go of the idea of 

organizing the further networking encounters that she had been so keen on. As she 

explained, “You feel it, that distancing [of other women in treatment] in the first 

moment: ‘Oh (…) she got it (…)’. It’s not envy, it’s more of ‘Oh my, I tried so much 

(…) [and Teresa succeeded in the first attempt]’”. Although she did not resent the 

distancing of members of the group from her, as she understood their feelings, the fact 

that she became pregnant immediately changed her status of ‘belonging’, i.e. of being 

a woman in an infertile marriage or relationship undergoing infertility treatment.  

For other women such as Mariana, peer networks also tended to loosen when 

someone got pregnant or, finally, when Mariana herself stopped trying ARTs. As with 

Teresa, Mariana also networked with Mozambican patients in and beyond the 

Johannesburg fertility clinic that she was attending:  

 
Then you go to the clinic and you find all these women there, some even more 
scared than you are. I remember I met a girl who was really panicking. 
Without knowing anything (…) I looked at her and said ‘Be calm (…)’. You 
know (…) then we ended up exchanging contacts. (…) Then, if it is not at the 
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clinic, in the bus [between Maputo and Nelspruit/Johannesburg], because they 
give you a little bag from the clinic and when you see a woman with it you say 
‘Ah, you were at the clinic right?’ So you come home together, travelling all 
night, you share the injection time (…) there is [a] certain complicity. People 
who go through it group up, yes. 

 

Mariana’s networking went beyond the clinic. Through her words it is 

possible to understand how not only shared waiting rooms, but also symbols and signs 

of the clinic, could work as a way of bringing women together. Even the journeys 

back home were circumstances where these women could meet, share their 

experiences and even steps of their treatment process such as the hormonal 

stimulation injections. Travelling patients who could not, financially or in terms of 

their working schedule, afford to stay overnight in the consultation cities7 spent long 

hours8 on the bus home whenever they had a medical appointment in South Africa.9 

For my respondents, mobility was an accepted part of their therapeutic itineraries and 

it did not pause the treatment schedules that they followed so strictly, as illustrated by 

Mariana and her fellow traveller taking their injections together while travelling on 

the bus. So in both clinical and mobile sites, women chatted and bonded due to their 

shared affliction and treatment.  

As illustrated by the above examples, personal expectations, emotions, 

complaints and even the experience of embodying infertility treatment and ARTs 

were at the core of women’s conversations. These kinds of interactions provided them 

with the possibility to share their feelings and create a sense of belonging. They 

tended to happen out of sight of the women’s in-law families or husbands and, 

especially for public sector users, in circumstances where a certain anonymity was 

guaranteed.10 This guarantee stemmed mainly from the complicity between women in 

the same situation. Through communicating with peers, but also through religion, 

family and friends, women sought balance during a disruptive period in their 

reproductive and sometimes marital lives. All of these interactions were part of the 

process of therapy management11 (Janzen 1987) that my informants performed in 

order to ease their frequently non-linear therapeutic pathways, while negotiating their 

navigations through the various steps of infertility treatment. 

Biosocial relations emerged in (and beyond) the waiting rooms of the clinical 

sites that Mozambican women attended for infertility care. Although intimately 

connected to genetic expertise, neoliberalism and biomedicine’s increasing power to 
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act upon bodies through highly developed technology, all of which constitute the 

broader context of their appearance (cf. Pálsson 2009), these biosocialities were rather 

informal and social. They did not take place at the level of formal patient groups 

engaged in political or lobbying activities that other studies have approached (cf. Rose 

and Novas 2005; Gibbon and Novas 2008), nor were they related to the 

commodification of human bodies (cf. Cohen 2005; Whitakker and Speier 2010) due 

to the development of genetic knowledge. Rather, the relationships that I observed 

between women in treatment were less about the practice of a specific form of 

biocitizenship (Rose and Novas 2005) than about informally socializing and talking 

about shared therapeutic experiences. In other words, these temporary relationships 

were triggered by a temporary (somatic and therapeutic) shared identity (cf. Rabinow 

1996; Rabinow and Rose 2003; Gibbon and Novas 2008). By talking about desires 

and emotions, but also about their similar medical interventions, these women 

supported each other; if not outside,12 at least inside clinical settings. 

 

Disclosure management: Sharing and support beyond the clinic 

	
“Friends are friends and family is family”: Family and friends’ support 

Among the participants in my study, cosmopolitan and middle class women could 

seek support from family and friends and face a lesser degree of risk concerning 

marital instability. This was the case because these women often came from less 

demanding and stigmatizing marital relationships, but also because they had other life 

achievements besides motherhood to concentrate and fall back on. Among lower class 

women, issues of close network support involved a higher degree of disclosure 

management. For the latter, this process was crucial while looking for information 

and support before and during different kinds of (traditional or biomedical) infertility 

treatments (see Chapter 5). Strategic disclosure was thus part of their broader efforts 

towards therapy management that involved transnational therapy management groups 

composed of different people, including friends and family living in Mozambique and 

South Africa. Among my respondents, these negotiations were perceivable in 

different treatment instances, including medical interactions (Chapter 6) and treatment 

choices, but also regarding disclosure and support. As mentioned, in this socialized 

dimension of their therapeutic itineraries, my respondents were engaged in a constant 

process of negotiation about what to tell to whom, and for what reason or purpose. 
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They navigated their ways through reproductive disruption and treatment seeking by, 

among other factors, calculating the opportunities and risks disclosure could entail (cf. 

Hardon and Posel 2012:9). Information was thus carefully managed according to the 

risk it entailed concerning women’s backgrounds (e.g. marital disruption, 

relationships with the in-laws, obtaining support and information, and gossip) and to 

the profit disclosure could bring (e.g. advice about where or how to seek treatment, 

support in treatment seeking and uptake and emotional and financial help).  

The cases presented below illustrate different situations where my respondents 

applied different forms of disclosure management appropriate to their familial and 

social backgrounds and to their relationship with infertility and reproduction. Malaia, 

for instance, was supported by her family and also by a friend:  

 
My family knows I come to the consultation in the public hospital, his [the 
husband’s] family doesn’t, also because we live just the two of us [without the 
extended family]. I spoke to my mother and sister and they said ‘Go ahead!’ I 
also talk to a friend that comes with me to the hospital.  
 

For all women attending the public and private sector, birth families were likely to 

support and advise them throughout both traditional and biomedical infertility 

treatment. However, the degree of intimacy shared with families could be different 

from the sharing between peers or friends who were considered trusted supporters. I 

came across different perceptions about friends: as fully trustworthy, sometimes more 

than family; or simply as networks that women could use to obtain information but in 

whom they would not confide. This was the case independent of women’s class, 

education and treatment site (public or private). The management of whom they 

talked to and about which issues was done according to the trust relations that they 

had with different people and to the kind of support they sought. This trust was 

defined by the kind of relationship that women had with other people. Issues of 

disclosure management were very important and my respondents only disclosed their 

affliction and treatment seeking to people whom they were sure would not make it 

public. Aside from maintaining secrecy, another factor that influenced trust relations 

was shared experience. In this sense, women frequently disclosed their affliction to 

other women in their social networks whom they knew had experienced involuntary 

childlessness as well.  
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If women felt at risk due to an unstable marital situation, they would be 

careful when it came to disclosure; this included their husbands, but also particularly 

their in-laws. The latter were seldom informed about a woman’s/couple’s 

reproductive problems and the pursuit of treatment, as most of the social hardships 

faced by infertile women were often triggered by the in-laws. In-law gossip, family 

intrigue and pressure placed on the husband (their son) were frequent and tended to 

contribute to the stigmatization of the woman among the in-laws, family and other 

social relations.  

Among national and South African private sector patients, secrecy was a 

worry, but for different reasons. As happened with public sector users, in-laws were 

frequently not informed about treatment seeking; but contrasting with the latter’s 

situation, private sector users tended to worry about secrecy not because of personal 

risk but in order to avoid generating high expectations among their family for a 

pregnancy that they were not sure would even happen (cf. Gerrits 2016). Although 

issues of stigmatization and hostile attitudes towards the woman or couple in 

treatment mainly affected lower class couples, and only a few of the middle class or 

cosmopolitan women using Mozambican and South African private infertility care, 

for the latter, gossip was also a worry – though for reasons of personal distress rather 

than out of fear of stigmatization and/or marital tension.  

However much lighter the worries of private sector users were when it came to 

secrecy, they still existed, and these women would not disclose to random people, 

even when looking for treatment. Moreover, it was common for members of a couple 

to have different visions about what to tell and to whom. This could be due to the 

simple desire for secrecy or due to the cause of infertility.13 Such was the case with 

Teresa and Mohamed, who had attended a fertility clinic in Johannesburg.  

 
My husband had more interest in making it a secret [ART use], but me (…) 
well I wouldn’t go around asking A and B random people, but I talked to 
people who had the same problem. The extended family only got to know 
about it after we completed the treatment. The family would be very anxious, 
and constantly talking about it with me, and asking questions, and that was not 
good for me either. So I preferred to go, take the chance and if the treatment 
failed just go back to normal. If it worked, then I had something to share with 
them. I have never hidden it from people with the same problem. (…) Some 
friends, some other women that went to the same places [clinics] I did (…) we 
shared our experiences. 
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For more or less mobile upper-middle class women like Teresa, family 

support was common, and in some cases it even included financial support. Thus 

Teresa disclosed her ART treatment seeking to some friends and to a few members of 

her family, especially those who were financially involved in the treatment or who 

provided – or to whom she could provide – support, which included her parents, her 

cousin and her brother, the latter of whom was going through a similar situation and, 

in her opinion, could use her advice and experience (see Chapter 5). Among the 

couples in my study engaging in reproductive travel, there was reciprocity in terms of 

talking about the treatments, where disclosure was aimed at receiving, but also 

providing, support and experience-based advice. Without fearing strong social or 

marital risk, women spoke more openly about infertility and its treatment while 

advising friends who were starting or looking for ART treatment. 

The above examples show how disclosure to family is more carefully 

managed than disclosure to people going through similar reproductive problems. 

Depending on women’s specific life constellations, they managed disclosure 

according to risk taking but also to the sharing of support. Furthermore, while living 

in nuclear family units, there was a greater possibility for maintaining secrecy about 

infertility and infertility treatment. The support of family and friends was thus added 

to the temporary peer relationships that provided women with a feeling of complicity 

in their shared burden, all of which helped them through infertility care, including the 

assisted reproduction cycles at home and abroad. Besides peers, family and friends, 

religion also played a relevant role in some of my respondents’ therapeutic itineraries.  

 

Sharing spaces, support givers … and healers?: The role of church and religion in 

therapeutic navigations 

Since the Portuguese colonial period, and echoing what happened in other European 

colonial provinces in Africa (and elsewhere), Christian missions proliferated in 

Maputo14. Mainly Catholic to begin with, and later on also Protestant, Christian 

missions in Mozambique increasingly diversified. The context of post-colonial 

modernization ideals, ongoing globalization and the entrance of Mozambique into the 

neoliberal economy brought with it different kinds of Evangelical and Pentecostal 

churches, also called African Independent Churches (cf. Pfeiffer 2002; van de Kamp 

2011). As elsewhere, biomedicine appeared in Mozambique as part of the Portuguese 

colonial regime and religious missions. Distancing themselves in a certain way from 
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the Catholic church, Pentecostal churches are likewise sympathetic towards 

biomedicine. However, they claim for themselves, and for the Holy Spirit,15 further 

healing powers. Related to local disease aetiologies, ancestry and traditional healing 

practices, these churches work through words, prayer, anointments or ‘waters’, among 

others, towards the enhancement of medical and medicinal efficacy through the power 

of the Holy Spirit (Cavallo 2013; Krause 2014). 

Church attendance was common among my informants, with the exception of 

travelling patients, of which only one was religious. For my respondents, religion was 

frequently used as a safety valve for the emotional management of the psychosocial 

hazards triggered by reproductive disruption, for the management of feelings of 

uncertainty and suffering during therapeutic pathways (cf. Pfeiffer 2002; Cavallo 

2013; Faria and Cavallo 2013), and also for enhancing biomedical treatment efficacy 

(cf. Krause 2014). The following cases illustrate the ways in which religion fulfilled 

these functions in practice.  

I met Alice in the private infertility clinic in Maputo. She was 34 years old and 

already had two daughters with her husband. The reasons underlying her visit to the 

doctor were abdominal pain and the pursuit of another child, hopefully a boy. For 

Alice, religion was a source of support, but also, resonating with Krause’s (2014) 

research about Pentecostalism and biomedical pharmaceuticals, a likely enhancer of 

her chances of success in biomedical infertility treatment. Alice attended the 

Universal Church of the Kingdom of God (IURDE),16 an international evangelical 

Pentecostal church with its roots in Brazil. She explained to me briefly the church’s 

practices regarding her medical treatment:  

 
The bishop has been guiding me, only my husband is not attending. He [the 
bishop] gives you church guidance and then they also give some water for you 
to take, with timings and taking days. (…) When I first came to this clinic, the 
doctor told me I had a fibroid, and that I should do Danazol [hormonal-based 
medication frequently used in fibroid or cist correction], which I am repeating 
now. So when I went to the church I explained to the pastor what I had and the 
medication also. He told me, ‘You shall take this water’ and he consecrated it 
and anointed it with the oils. I went home and took it for three days. And then 
when I came back to the consultation the doctor said the fibroid was smaller. I 
went back to the pastor to tell him the news and then I just stayed with faith 
(fiquei na fé)! It is a miraculous church! 

 

Alice’s account demonstrates how religion can be perceived not only in terms 

of spiritual guidance and support but also as something that can affect treatment 
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results (cf. Pfeiffer 2002; Cavallo 2013; Krause 2014). My religious informants 

frequently attributed doctors’ actions and treatment results to the ‘hand of God’, i.e. to 

the influence of the Holy Spirit (as perceived by Pentecostal churches) upon 

biomedicine, medication efficacy and practitioners’ capacities (cf. Cavallo 2013; 

Faria and Cavallo 2013; Krause 2014).  

Other patients’ accounts shed light on perspectives about affliction, healing 

and causality. Andreia, a woman attending the public hospital, spoke about the role of 

the church in her therapeutic itinerary. Her description sheds light on the cause-

determining role of religion. When I met Andreia at the public hospital, she was 35 

years old and was living with her second husband. She had been pregnant only once – 

a two month long pregnancy followed by a miscarriage – with her previous partner, 

from whom she had separated because of infertility. While talking about her church 

attendance, she mentioned how it had helped her throughout her biomedical 

treatment. Attending the New Apostolic Church, part of the reformed Christian 

independent churches in Mozambique, 17  Andreia described how her attendance 

related to biomedicine and her treatment in particular:  

 
I go to the New Apostolic Church (…) Ah, I talk and they help with prayers 
asking for everything to be solved. Because doctors there [in the hospital], 
what they do is thanks to God. Each one has a gift, when a child studies it is 
also what God projected (…) that it would be that way. With saving people as 
well, it is all the strength of God.  

 

For Andreia, all was in God’s hands, and faith and prayers supported and assured her 

throughout her infertility consultations, diagnosis and treatments. Like her and Alice, 

other women found in faith a way to improve healing in their own bodies, manage 

therapeutic uncertainty (cf. Cavallo 2013; Mariano 2014), and strengthen their 

motivation to continue treatment as a means to fulfil their aspirations.  

Among the group of women using ARTs in South Africa, only Teresa resorted 

to religion as a means of support and of improving her physical and mental well-being 

throughout her infertility experiences and her and Mohamed’s therapeutic itinerary. 

Raised Catholic, Teresa had converted to Islam when she had married Mohamed. 

Although he was liberal when it concerned religious practice, they had followed 

Muslim practices for a while, especially during a period in their lives when for work 

reasons they were based outside of Maputo in Inhambane province and had other 

followers of the Islamic faith in their closest local network. Back in Maputo, while 
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dealing with infertility and the emotional unbalance that it triggered, Teresa felt a 

need for well-being and spiritual guidance that Islam was not giving her. She 

therefore pragmatically decided to opt for another kind of religious practice, the 

Messianic Church (cf. Kirsh 2004), one that she was still involved with when we met. 

As Teresa explained: 

 
When I returned to Maputo [from Inhambane], I ended up not practising Islam 
that much, because they [husband and in-laws] were not doing it either. I 
joined a religion close to the spirit (…) the Messianic Church. (…) God is the 
centre, but your wellness also. They work through Jhore, that is a kind of 
prayer that is more a kind of meditation. This helped me a lot with my 
emotional discharge and also to feel lighter, to flow. 

 

The Messianic Church that Teresa joined had a focus on physical and spiritual 

well-being as well as healing (Raffo 2010). After having resorted to several traditional 

and biomedical infertility treatments, and right before using ARTs, Teresa claimed 

that she was in an unstable emotional phase and needed something to soothe her. For 

her, this specific religious practice (as its doctrine conveys) served as a means to clean 

her body and mind to the point that she felt she was in the best possible state to 

undergo an assisted reproduction cycle. Similar to Alice’s case, Teresa’s example 

shows how religion can be used as a source of support during affliction and treatment, 

but also as a healing instance in itself or an enhancer of biomedical treatment efficacy.  

Although not all of my respondents were religious, for the ones who were, 

different Christian faith churches played a supportive role in particular ways. Catholic 

churches worked mainly through prayer, and Pentecostal and Messianic churches also 

through specific healing practices. For religious women, the success or failure of 

treatments was likely determined by God’s guidance of medical practitioners, and on 

His healing effect on their reproductive capacities (cf. Kirsch 2004). Although not all 

of my informants shared the same perceptions, according to local traditional disease 

aetiology, afflictions are perceived as both physical and social (involving spiritual and 

living worlds and social distress). Healing churches, especially Pentecostal ones, 

share with traditional medicine the idioms of vulnerability and social distress 

(Mariano 2014) and the aid offered to people in their active quests to re-establish 

balance in their lives (Cavallo 2013; van Dijk 2007). Faith-based networking through 

confession, sharing with pastors and priests, and talking to followers who had 

experienced similar reproductive problems was also a frequently mentioned important 
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component of the role of religion throughout women’s therapeutic itineraries. All of 

these interactions took place in social realms that the husbands normally did not 

attend – although this is not always the case in Maputo, among my informants the 

women usually attended church alone.  

 

Conclusion 

Throughout their contextually shaped therapeutic navigations, my respondents 

obtained support from different sources, including peers, friends, family and religion. 

The distress caused by biomedical infertility treatment, including ARTs when this 

was the case, intensified the need to share the burden of their reproductive disabilities 

and (not guaranteed) healing options. Therapy management, including all of the 

logistics and timings of therapy and consultations (see Chapter 4), plus more or less 

troubled family and marital relationships, were likely to be factors triggering the need 

for some kind of external soothing mechanism. The practical and technical aspects of 

infertility treatment (see Chapters 5 and 6) can be tiresome and affect couples 

profoundly; especially women, who embody the more invasive procedures (e.g. 

laparoscopy, hormonal therapy, ova retrieval and embryo transfer, among others). 

Adding to the biomedical aspects of infertility treatment as explored in the previous 

chapter, all of the emotions and practicalities surrounding it also contributed to the 

degree of stress that my informants felt throughout their therapeutic navigations. 

Living in an involuntarily childless marriage triggered my informants’ quest 

for external help. Although biomedical infertility treatment was not always their first 

option, at a certain point of their therapeutic navigations it came to be their chosen 

method in the attempt to become pregnant. All of these therapeutic pathways were 

determined by their social and economic capital, and, according to the doctors, so 

were their likely chances of success. For lower class women coming from traditional 

backgrounds, frequently economically dependent on their husbands, marital 

instability due to infertility and the uncooperative behaviour of their husbands in 

biomedical treatment were frequent. For middle class or cosmopolitan women, 

economic independence was a crucial factor determining their agency in choosing and 

pursuing treatment. Although most of these women’s husbands were supportive in 

many aspects, including financially, in cases where this was not the case, like 

Mariana’s, the treatment was exclusively funded by the woman. In these women’s 
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stories of agency and resilience, challenges to apparently established gender roles can 

be perceived. 

According to women’s different, more or less vulnerable, biographies and to 

the social relevance of gossip in causing social and family distress, treatment seeking 

and uptake implied the careful management of disclosure. Among patients attending 

the public hospital, this was the case mainly to avoid further family instability; among 

patients attending private practice, this was to avoid family interference and 

unrealistic expectations. In other words, lower class women attending the public 

hospital were themselves at risk, while middle class and cosmopolitan women were 

not since they had other achievements to fall back on in case they could not overcome 

infertility. Therefore the latter’s non-disclosure aimed to protect their privacy and 

their family, while the former’s non-disclosure aimed to protect themselves from 

potentially hostile reactions from their communities, in-laws and husbands.  

The different sources of support were crucial for women during their 

therapeutic navigations, especially taking into account all of the practical aspects 

involved in biomedical infertility treatment and its discontinuous or difficult access. 

Aside from shedding light on the flexibility of gender roles (cf. Aboim 2008), on the 

inequalities in access to biomedical infertility treatment, namely ARTs, and on issues 

of secrecy, affliction and treatment disclosure management, my respondents’ 

therapeutic navigations also depict the emergence of new biosocial relations. While in 

treatment, women assembled in clinical sites and shared their experiences of living 

with and circumventing infertility, thereby seeking what many of the women whom I 

encountered considered their major source of emotional support. The possibility to 

talk to people going through the same affliction and resorting to similar treatments 

granted complicity between them. Through these informal biosocialities, my 

respondents got the chance to talk about their reproductive problems, to share their 

fears, expectations, emotions and complaints, and to obtain information about other 

possible treatment alternatives.  

Furthermore, for some of the women I encountered, religion was also a central 

source of support and emotional management. In the case of women attending 

Pentecostal churches, where treatment success enhancement processes were employed 

(such as ‘taking waters’), the effectiveness of ARTs or of medication was attributed to 

God’s will and to the effect of the Holy Spirit on healing substances or artefacts. 
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Overall, my respondents had a whole range of social networks, connections 

and, in some cases, beliefs that carried them through the mechanized process of 

biomedical infertility care and ARTs. Their therapeutic navigations were, for a certain 

period of time, based in biomedicine. However, these therapeutic navigations went 

beyond the biomedical realm in many ways, being as much managed by external and 

clinic-based social networks as they were by the medical steps prescribed by healers 

or doctors. All of this occurred in a context where, unlike what happens in other 

countries (cf. Gerrits 2016), there are no formal patient groups and no mandatory 

psychological accompaniment of infertile women or couples in treatment. 

Among infertile women in Maputo, agency in the quest for biomedical 

infertility care implied secrecy and granted anonymity, but was managed through 

active social networks used for very different aspects of treatment, both in Maputo 

and in South Africa. As depicted in this and the previous chapters, throughout their 

flexible and multi-dimensional therapeutic navigations, women and couples adapted 

to but also transformed their temporary constellations of existence. In the next 

chapter, I explore further aspects of change related to kinship that my respondents 

experienced throughout their therapeutic itineraries.  

 

 




