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Conclusion 

 

Infertility and therapeutic navigation in fluid social contexts 

 

Facing the rapid urban and institutional transformations that are taking place in 

contemporary Mozambique, and the way in which many things and lives have 

remained the same while many others have improved or deteriorated, it is impossible 

to ignore the inequalities and different paces of ‘motion’ and change in the country. In 

this context, one thing is sure: the Maputo of today is no longer the Maputo in which 

my respondents were living at the time I spoke with them and that I left at the end of 

my fieldwork in 2013 and it is certainly different from the Maputo that will appear in 

the future. In and out of the city, social inequalities and dynamics are being 

reproduced, but they are also being – more or less consciously – transformed by the 

rapid pace of biographical and social urban change. But why talk about this seemingly 

obvious changing and never definitive state of things? Well, this was the terrain 

inhabited by my respondents, the women (and men) whose stories were told 

throughout this thesis. It was in this changing city, composed of its people’s 

transforming practices, that the infertile couples I met fought for a project that, though 

framed by uncertainty, kept one thing constant: reproduction.  

The first impression I got when I arrived in the city in 2013 was the same as 

my first impression when I started analysing my respondents’ stories: chaos. 

However, I learned by living in Maputo that an apparently chaotic and ambiguous 

place has its own order(s), meanings and (formal or informal) rules. Just as I learned 

to navigate through the city, I also hoped that I would learn to navigate through my 

collected data that I once frustratingly characterized as “having no pattern”. Little did 

I realize then that I was carrying the answer to my complaint in these very words: no 

fixed patterns. It was by looking between the lines of what at first glance seemed an 

irregular assemblage of disrupted reproduction tales that I recognized the interrelated 

dynamics of agency, continuity, motion and change as the main shared pattern for the 

first time. It was only then that I saw that the apparently chaotic data about the sexual 

and reproductive stories of my diverse informants, coming from different 

backgrounds, was actually not so random; in fact, it revolved around the constant of 
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reproductive intent (see introduction and Browner and Sargent 2011). The 

motivations for this reproductive intent varied, as did the choices made – and which 

were available – and the ways of circumventing what all of my respondents were 

afflicted by: couple infertility. As I have shown, infertile women and couples went a 

long way in their quests for conception. These journeys were paved with uncertainty, 

as the expectation of making a family was impaired at a certain point in their 

biographies. Facing these interruptions in what was an important part of their overall 

life projects, my respondents manoeuvred through multiple pathways in the attempt to 

have a child.  

It was while analysing their processes of coping with infertility, and of seeking 

and taking up different kinds of treatments to circumvent it, that I found out how their 

pathways and demonstrations of agency fitted into Vigh’s (2006a, 2009) idea of social 

navigation in particular ways. Vigh’s conception stands for people’s strategic or 

pragmatic movements inside uncertain and changing social environments. In its initial 

formulation (Vigh 2006a, 2006b), the concept dealt with young child soldiers’ 

biographical pathways while coming of age in a violent and unstable context – the 

Guinea Bissau civil war – and how they navigated their ways into making a life and 

building an identity in that uncertain war and post-war social matrix. Further away 

from such violent and volatile living contexts, my respondents’ uncertain life 

dispositions and social navigations revolved around a specific dimension – 

reproduction. Their strategies to navigate away from reproductive uncertainty – or 

impaired reproductive intent – were made through various attempts to circumvent the 

problem that triggered it to begin with, namely infertility. Despite also being social, 

my respondents’ navigations to overcome infertility were rather more about treatment 

pursuit and uptake than about finding a place in society (as it was in Vigh’s research). 

In this sense, my respondents’ navigations were mainly therapeutic – the phenomenon 

I have labelled therapeutic navigation – and implied physical aspects but also local 

and transnational social aspects surrounding treatment choice and processes.  

In this chapter, I synthesize and discuss the main findings of this thesis. I do so 

always referring to therapeutic navigations and the social aspects of infertility 

treatment as the central points around which my respondents’ accounts and 

trajectories revolved. In this way, through the lens of therapeutic navigation, I wrap 

up the manifold physical and socio-cultural dimensions involved in family making 

projects, reproduction and infertility; and I do so always bearing in mind the various 
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aspects, obstacles and challenges that my respondents circumvented throughout their 

different therapeutic pathways, which have been discussed throughout the thesis. 

Following the focus of this study’s argument on change(s), in this final chapter I 

discuss and identify the main conclusions of my analysis related to the ways in which, 

through their grounded experiences, struggles and interactions with different healing 

realms, my respondents reproduced and challenged certain socio-cultural ideologies. 

Living in a liquid urban context of entangled modernities (cf. Appadurai 1996; 

Bauman 2000; Therborn 2003), their therapeutic pathways reveal how certain 

ideological socio-cultural values were flexible and transformed by infertility and its 

treatments. As I have shown, throughout their treatment pursuits, people challenged 

different aspects of their broader moral worlds (Kleinman 2006). These challenged or 

flexible aspects included: practices and ideas related to birth families and in-law 

families; marital dynamics and gender roles; ways of coping with infertility; and 

kinship making conceptions.  

Taking into account the manifold ways in which people challenged their moral 

worlds, as explored throughout this thesis and identified above, I found that 

something could be added to the idea of social – or therapeutic – navigation. I found 

that my respondents’ therapeutic itineraries shed light on how their agency was 

related and constantly adapted to the uncertain environment in which it materialized. 

But I also found that their agency – in this case regarding infertility treatment – 

contributed to the continuing motion and change of the social context in which it 

existed, revealing the development of what Deleuze called ‘little lines of mutation’ 

(1997).  

While exploring these processes of therapeutic navigations to overcome 

infertility in context, it was impossible not to notice how the global urban context that 

my respondents inhabited affected their therapeutic navigations. In these contexts, as I 

have shown, there was a large therapeutic diversity from which patients could choose 

what fitted their situation at each moment in time (see Chapter 5). Far from being 

geographically circumscribed, my respondents’ therapeutic pathways were local but 

also transnational. This implied that their therapeutic navigations could involve more 

or less transnational interactions, depending on the (economically determined) clinical 

sites that they accessed: richer people could engage in reproductive travel and use the 

private health sector (abroad or at home) while poorer people were limited to the 

treatments available in the public hospital in Maputo. In this setting, and as discussed 
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in Chapters 6 and 7, I noticed the emergence of new kinds of therapy management 

groups (Janzen 1987) and new kinds of biosocialities (Rabinow 1996). 

In sum, in this conclusion I wrap up the different aspects that conditioned 

infertile couples’ therapeutic navigations, the different social institutions that they 

challenged throughout these navigations, and how their pathways left a mark on the 

broader social worlds that they inhabited. 

 

Families, gender and hampered reproductive projects  

Although social class was a determinant of access to different levels of health care, it 

did not determine my respondents’ socio-cultural perceptions about infertility and 

involuntary childlessness. In this sense, socio-economic status did not necessarily 

correspond to similar socio-cultural ideas about reproduction and infertility. For 

women coming from more traditional family constellations, which did not necessarily 

mean that they came from poorer backgrounds, the inability to conceive caused 

tensions and marital instability. For women coming from less traditional backgrounds, 

where there was more flexibility in terms of family relations, reproductive infertility 

implied more intimate frustration and sadness than any kind of social or family 

vulnerability.  

As explored in Chapter 4, the relationship that women had with their kin 

families (família), as well as the kind of family background that they were born into, 

played a role in their sexual and reproductive biographies, though it did not directly or 

dogmatically guide them as such. In this way, my respondents’ ideas about their 

biological body were influenced only to a certain extent by the relationship they had 

with their birth families. Conceptions about sexuality and the importance of passing 

on information about reproductive health differed between generations, in the sense 

that what parents thought they should (or should not) talk about (e.g. safe sex, sexual 

encounters, reproduction and reproductive health) did not necessarily match the 

practices and needs of young people in contemporary urban Maputo. Despite the great 

value attributed to reproduction in Mozambique, that which precedes it – sexuality 

and sexual and reproductive experiences – was seldom an openly discussed subject 

between generations. 

The desire to make a family was, as mentioned, a constant among all of my 

informants. Despite having more or less sexual experience, it was when women found 

themselves married or in a steady relationship that reproduction was first aimed for. 
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When facing an involuntarily childless relationship in a context in which reproduction 

and family making are highly valued, there were two major conjunctures that 

motivated my respondents’ infertility treatment seeking: the desire to have children 

and being socially pressured to do so – mainly by in-laws and the husband – 

something that happened mainly, but not only, among lower class women attending 

the public hospital’s infertility consultations; and the personal desire to have children 

and feeling the (self-imposed) need or desire to do so, something that happened to 

most of my middle class and cosmopolitan respondents.  

Most of my respondents who were educated and had a career perceived 

reproduction and motherhood as one, but not the main, accomplishment of their lives. 

However, the fact that a woman, or a couple, were educated and had a comfortable 

social and economic life did not mean that women did not experience social and 

familial hardships due to the absence of a pregnancy. Among middle class and 

cosmopolitan women, such hardships were not so likely to happen due to their life 

experiences, biographies and consequent choice of partner. However, in every trend 

there are exceptions, and some of the female participants in this study did suffer from 

their in-laws’ hostile behaviour, even though they were economically independent 

women. 

Overall, my respondents’ relationships with their kin (família) and in-law 

(sogros) families, and their respective ideas and practices regarding reproduction and 

infertility, influenced the ways in which they coped with infertility. As I have shown 

(Chapter 4), the family’s role in women’s or couples’ therapeutic navigations was not 

always the same. Families (kin or in-law) could provide encouragement and support, 

or bring about difficulties and hostility. These stigmatizing attitudes came mainly 

from women’s in-law families; however, they were also supportive in some cases. For 

women, these challenges demanded constant negotiations regarding infertility and 

infertility care, especially in terms of disclosure management and secrecy. In the case 

of women from more traditional backgrounds, disclosing infertility and its treatment 

seeking implied further considerations, as they felt more at risk of marital instability 

and problems with the in-laws and community than most middle class or 

cosmopolitan women (Chapters 5 and 7). 

Throughout their therapeutic navigations, my respondents attempted to evade 

family obstacles and challenges as much as possible, or they took profit from its 

support, according to relatives’ specific positioning towards their affliction and its 
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treatment. In the family realm, people were constantly adjusting their actions and 

interactions and negotiating their way into the best and least stressful paths that they 

could access in order to overcome infertility or limit harm (Chapter 7). In these 

processes of therapeutic navigation, the relationship of subjects with their kin and in-

law families was of considerable importance, as they determined to some extent 

treatment seeking motivations and the degree of psychosocial suffering of women. 

Factors affecting treatment seeking related to families were: women’s self and/or 

external family pressure to reproduce; family expectations about kinship continuity; 

gender relations in wedlock; tensions about the male or female source of infertility in 

a couple; and, in some cases, hardships for women in infertile relationships such as 

stigmatization, marginalization and/or marital instability.  

Adding to the above, by looking at women’s/couples’ motivations to seek 

infertility treatment, as well as their marital relationships and family backgrounds, I 

have shown how gender categories and roles were neither static nor did they 

corroborate ideas of subaltern women in patriarchal societies. On the contrary, my 

respondents’ agency revealed flexibility and transformation in gender roles, family 

and marital practices, and ideologies. In urban, fluid Maputo (see Chapter 3), 

femininities and masculinities were entangled (Aboim 2008), and were affected – but 

not determined – by class, education and social status (see Chapters 3 and 7). Side by 

side with the abovementioned aspects about kin and in-law family relations, my 

respondents’ gender ideas, such as about women’s and men’s role in marriage and the 

household, were also transforming. Changes in these aspects also included the 

perception of the female body as a (necessarily) reproductive body and of women as 

the main vessel for reproductive problems. Many women in my study were, however, 

challenging such ideas: by acting upon their affliction; by making decisions about 

treatment; by confronting their husbands’ hostility whenever possible; or simply by 

adopting lifestyles and marriages in which the relationship between both members of 

the couple was balanced, and where both worked together in the quest for a child. 

These manifold changes were manifest throughout the various kinds of therapeutic 

navigations that I encountered (see Chapter 7) and varied according to couples’ socio-

cultural as well as economic backgrounds. This mutability of gender ideas (Aboim 

2008) represents another of the vectors that, alongside family constellations and 

kinship making (see below), represented ‘little lines of mutation’ (Deleuze 1997) in 

the social urban context in which my respondents dwelled.  
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Therapeutic navigations and social class 

While analysing lower class, middle class and cosmopolitan women’s therapeutic 

itineraries to overcome couple infertility, I realized that the main class-based 

difference – that did not include exceptions, incongruities or changes – was that of 

therapeutic choice. This resonates with other authors’ accounts of inequalities in 

access to infertility treatments (e.g. Inhorn 1994; Inhorn and Patrizio 2015) and fits 

into Ginsburg and Rapp’s (1995) approach to the idea of stratified reproduction. For 

my respondents, treatment choice was class-based to a great extent: wealthier women 

or couples could resort to traditional healing, to the private fertility clinic in Maputo 

that partly provided ARTs, and/or to reproductive travel to South African fertility 

clinics offering all ARTs. Poorer women could only resort to traditional healing and 

to the public health sector, which provided mainly corrective treatments and no 

ARTs.  

These differences affected women’s therapeutic navigations and thus 

determined the broader field of possibility that people had to implement their 

parenthood projects (Schütz 1972; Velho 2003) through infertility treatments. Despite 

the low success rates of ARTs, seeking a pregnancy without them further reduced the 

possibility of success. Notwithstanding the existing economic inequalities affecting 

access to treatment (especially in what concerned access to private sector ARTs), 

within the therapeutic fields of possibility that they could access, my respondents used 

various temporary therapeutic options. This meant that women/couples could resort to 

medical pluralism, in the sense that they used traditional or biomedical treatments at 

different stages of their therapeutic navigations (cf. Kleinman 1978, 1995). 

Furthermore, when attending the private sector, they could choose different clinical 

sites both in and beyond Mozambique (Chapter 5). If social class determined to a 

certain extent the therapeutic landscapes (Gesler 1992) in which my respondents 

navigated, it did not fully affect their treatment choices in each specific field of 

possibility. Depending on their economic capacities in terms of accessing more or less 

high-tech infertility treatments, women/couples used all of the resources and options 

within their reach in their therapeutic navigations.  
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The importance of social networks: Therapy management and biosocialities 

However unequal their fields of possibility to implement their parenthood projects 

were – on a first level hampered by impaired reproduction and on a second level by 

unequal access to biomedical infertility treatments – there were nevertheless constants 

in my respondents’ therapeutic navigations, namely social networking, agency and 

change. Infertile women’s and couples’ therapeutic pathways were non-linear and 

paved with strategic choices. These included therapeutic choice – traditional or 

biomedical – biomedical clinical site choice – public or private – and the choice of 

staying at home or engaging in reproductive travel. As I have shown throughout this 

thesis, most of these options were carefully assessed through social networking. From 

information gathered through word of mouth, my respondents chose who (health care 

providers) and what (treatment) better suited their situation at a given moment. This 

social prospecting of treatment and treatment sites always involved careful disclosure 

management in order to avoid rumours and/or unwanted inquiries about the woman’s 

or couple’s situation. While in treatment, women were also careful about to whom 

they disclosed their situation (see Chapters 5 and 7).  

These informal social networks that were activated before and during 

treatment seeking and uptake involved the help and support of people who were non-

judgemental regarding women’s infertility and its sought-after healing; normally, this 

might include family members, friends, and acquaintances with the potential to play 

relevant roles during treatment seeking and pursuit. Through these mechanisms, my 

respondents furthermore avoided situations such as the increased social risk of 

stigmatization and/or excessive family intrusion and inquiries during treatment 

processes.  

These support networks that the women in my study developed can be 

considered new forms of what Janzen (1987) named therapy management groups, 

differing from Janzen’s concept only in some aspects of function and geographic 

distribution. While Janzen’s therapy management groups were geographically 

determined social networks, my respondents’ therapy management groups involved 

local but also national and international mobility and international relations. The fact 

that they were decentralized, especially in the case of couples using ARTs in South 

Africa, sheds light on how the contemporary state of things and the global circulation 

of people, ideas and practices have given way to new modalities of therapy 

management involving what I have labelled transnational therapy management 
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groups. These national and transnational social networks were a source of trust and 

security in terms of providing information, emotional and financial support, and 

enhancing confidence in treatment success (cf. Calnan and Calovski 2015). A further 

difference is that Janzen’s therapy management groups were often making decisions 

for the sufferer, who was afflicted by a disease that made decision making impossible, 

whereas in the case of my respondents, therapeutic choice was a personal decision. 

Since the infertile women/couples were not incapacitated to make their own choices, 

in their case the therapy management groups – both local and transnational – 

influenced but did not make any definitive decisions for them.  

The findings outlined in this thesis about the roles of various sorts of therapy 

management groups, but especially transnational ones, further contribute to the 

understanding of biomedical treatment seeking phenomena such as reproductive 

travel. In this sense, the idea of informal social networks influencing and supporting 

the transnational therapeutic navigations of my respondents adds to current debates 

about medical and reproductive travel (see Inhorn and Patrizio 2015). It sheds light on 

local dynamics of global biomedicine provision and access, and on the grounded 

interactions occurring between users and providers in sub-Saharan Africa. The 

particularities of my respondents’ reproductive travel practices were that they were 

related to practices of border medicine (Bookman and Bookman 2007), and were 

rather more based on transnational therapy management groups that on any other type 

of institutionalized medical travel (ibid.; Scheper-Hughes 2011; Bochow 2015; 

Gerrits 2016). The phenomenon of reproductive travel between Mozambique and 

South Africa that I approached was thus maintained through informal interactions 

between Mozambican people activated before and during treatments, which were in 

turn the fruit of ongoing migration fluxes between the two countries. Added to the 

inequalities in the provision of ARTs in the region under research, these networks 

were the main living motor of the reproductive travel journeys that my respondents 

navigated.  

In general, therapeutic navigations implied many of the abovementioned 

social networking strategies, which kept them in motion and helped women and 

couples to circumvent multiple reproductive obstacles. Aside from helping women 

and couples with therapeutic choices and by offering emotional and practical support 

(Chapter 5), these groups also played a very important role during treatment (Chapters 

6 and 7). Before and during treatments, it was through these local and transnational 
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social networks that women or couples assessed their possibilities, confirmed the 

reliability and potential success of therapeutic options and clinical sites (Chapters 5 

and 7), and improved their interactions with healers (including doctors) or their 

comprehension of treatments (Chapter 6). Throughout their treatment processes, these 

social networks were often broadened in the quest for support and help during 

interactions with doctors and clinical sites. These interactions, which were part of 

their therapy management groups, could be local or transnational, and represented 

emergent kinds of biosocialities (Chapter 7).  

Facing more or less difficult therapeutic experiences, both in biomedical and 

social terms, my respondents using public or private fertility care formed biosocial 

relations (Rabinow 1996). Defined at the advent of the Human Genome Project, 

biosociality stands for the different forms through which the mesh and articulation of 

(increasingly known) human biology (nature) and socio-cultural practices (culture) 

manifest themselves according to specific rationalities and local dispositions 

(ibid.:98-99). My respondents formed temporary biosocialities, where biology 

(infertility), biotechnology (biomedical infertility treatments) and socio-cultural 

identities (affinities, social class, local ideas about reproduction, kinship making and 

shared temporary statuses) meshed and were articulated through practices of social 

interaction. The latter involved human interactions with doctors, medical staff and, 

most importantly, networks between peers in treatment; but also non-human 

interactions with treatments such as ARTs. Biosocial relationships with peers, which 

began in clinical sites or on public transport to and from health facilities, were sources 

of support, complicity and information, and gave patients a sense of belonging and 

sharing throughout the therapeutic process. These networks were formed on the basis 

of a shared affliction, but mainly a shared treatment option. Once women’s attempts 

proved successful or they stopped treatment seeking due to a lack of success, these 

networks tended to loosen up and progressively ceased to exist (Chapter 7). In this 

way, my respondents created temporary biosocial networks based on a temporarily 

shared biological status and treatment, and on socio-cultural affinities and experiences 

in dealing with biological events.  

Another social mechanism of support used by some of my respondents was 

church. As part of their therapeutic navigation process, religious interactions with 

priests and other followers could work not only as part of their therapy management 

groups, but also as an additional source of healing. In this sense, these groups served a 
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double function: they were not only used for social support and information, but also 

for the enhancement of treatment success (Chapter 7). 

However helpful these therapy management groups were, they did not affect 

treatments per se. In fact, in most cases, despite all of the women’s/couples’ social, 

emotional and physical efforts, success was not achieved and several women repeated 

treatments in different sites. For women attending the public hospital, this did not 

happen as often, as they had a limited number of circumventing treatments that they 

could access, and thus their therapeutic process could be more or less prolonged but 

did not necessarily translate into repetition in the same way as the finite ART cycles 

did. During these processes of therapeutic navigation that were often paved with 

frustrated expectations (Chapter 6), I could recognize further dimensions of Janzen’s 

(1987) idea of therapy management. Just as Janzen observed, and as has been 

mentioned in other research on hope and assisted reproductive treatments in sub-

Saharan Africa (Hörbst 2015), there were frequent situations where exaggerated 

expectations about treatment outcomes left patients frustrated with its results. 

However, this lack of correspondence between the imagined and real treatment 

outcomes did not stop my respondents’ quests for parenthood. Using the same 

biomedical and/or traditional healing methods, they were more likely to continue their 

quests than to quit their therapeutic pathways (Chapter 6). 

 

Continuities and changes in making kinship  

It was along such routes that couples using ARTs frequently repeated treatments after 

previous failed attempts and attuned their ideas about relatedness to their diagnosis, 

treatment options and final parenting project. I found flexibility among my 

respondents’ ideas about kinship making, revealed by the obstacles and choices that 

they were presented with during their therapeutic navigations. This flexibility in terms 

of ideas about kinship and family making represented another pragmatic navigation 

mechanism with which to circumvent the physical reproductive or therapeutic 

obstacles in my respondents’ therapeutic pathways.  

While facing reproductive impairments and repeating treatments, couples 

using ARTs in South Africa faced previously unconsidered options for making 

kinship, provided by biomedicine and biotechnology. Some of my respondents’ cases 

illustrated different aspects of these challenges (see Chapter 8), showing how initially 

genetically-based ideas of making kinship could be progressively and pragmatically 
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transformed during ART treatments. In this process, women and couples navigated 

their way towards parenthood by attuning their moves to changing or unexpected 

therapeutic constellations and obstacles. 

Through their agency, my respondents exposed how kinship conceptions may 

reveal themselves as flexible in certain situations. This contributes to longstanding 

debates on kinship making, assisted reproduction and relatedness (cf. Schenider 1984; 

Franklin 1992b; Carsten 2000; Inhorn and Birenbaum-Carmeli 2008) and sheds light 

on locally transforming ideas about family making. These changes represent another 

vector of my respondents’ navigations that contributed to the constant re-shaping of 

their social moral worlds. Nevertheless, making a family and being a parent, ideally 

through reproduction, never ceased to be a life project. The fact that it was often 

reconfigured according to each patient’s specific therapeutic pathway did not make it 

less of a goal. It simply made the pathways to attain it more flexible and winding, as a 

result of the challenges presented by couple infertility and the various therapeutic 

options.  

 

Navigational and social change 

Departing from an overall fluid society, where many things transform quickly and 

where people’s everyday lives intersect with various local and global ideas, practices 

and institutions, my respondents’ stories encompassed both challenges and mutations; 

challenges coming from hampered parenthood projects, and mutations coming from 

the non-linear paths of their quests for parenthood. In fact, change and flexibility were 

a constant in my respondents’ navigations towards conception. From gender ideas to 

ideas about womanhood, parenthood, healing and family making, people were 

constantly attuning their parenthood projects to the possibilities of the context in 

which they were trying to realize it. In this way, while attempting to overcome an 

affliction, their strategic navigations in a transforming urban matrix were flexible, yet 

also represented vectors of broader contextual transformation.  

As discussed above, and as explored throughout this thesis, from the start of 

their sexual biographies towards their therapeutic navigations in the quest for a child, 

my respondents’ trajectories were paved with everyday life negotiations and social 

navigations while dwelling in and travelling beyond Maputo. Despite the dominant 

trend of the social reproduction of gendered demands for parenthood, motherhood and 

family making perceivable in Mozambique, some of the women I encountered 
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challenged these prevalent social dynamics. On the one hand, these challenges were 

imbricated in some middle class and cosmopolitan women’s lifestyles, which enabled 

a detachment from more traditional values related to reproduction and family relations 

(Chapter 4). On the other hand, lower class women coming from more traditional 

backgrounds and marriage constellations (Chapter 4) also sometimes challenged their 

position in wedlock through their agency. Throughout their therapeutic navigations, 

some women, whom I encountered mainly in the public hospital, were challenging 

established ideas of submissiveness, not only by seeking treatment but also by 

improving their delicate position – as part of an infertile relationship – by whatever 

means they could. As I have shown, this agency included seeking infertility treatment 

(Chapter 4), using the medical diagnosis as a tool for marital empowerment, and 

circumventing therapeutic obstacles through carefully chosen social networks 

(Chapter 7).  

If most of my respondents’ situations were hampering their life projects of 

family making, navigating their way towards intended parenthood revealed 

transforming vectors – little lines of mutation – being drawn on the landscape of 

family conceptions in Maputo. As I have argued throughout the thesis, family 

relationships revealed themselves not only as flexible and entangled (Thernborn 

2003) with further social dimensions – such as social mobility, sexuality, 

reproduction, gender, infertility and technology – but also as a stage of negotiations 

and tacit tensions triggering further changes. The latter concerned mainly women’s 

roles in marriage and family making, the kinds of reproductive demands placed upon 

or hostilities directed towards them by in-laws, and their ability to circumvent 

unpleasant marriage environments.  

Gender dynamics, also perceivable among family configurations, were another 

vector of change. If for some of my respondents gender roles in marital relationships 

were unbalanced, for others they were balanced and mutual respect was a constant. As 

Aboim (2003) has asserted, femininities and masculinities in Maputo are less socially 

structured than they are negotiable, flexible and entangled. Throughout their 

therapeutic navigations, my respondents were part of multiple marital and social 

negotiations and changes that shed light on the local plasticity – and circumstantiality 

– of gender roles in Maputo (Chapter 7). 

As I have shown throughout this study, social networking also revealed itself 

to be a major vector of change and one of the factors that fed many other changes – in 
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treatments, or in family or gender relations (Chapters 5 and 7). Used mainly as a 

support mechanism, social networks were a constant in my respondents’ therapeutic 

navigations and one of the most important means of circulating information, advice, 

influence and support among people in Maputo in general. These networks, or therapy 

management groups, were themselves flexible, and people chose them (from among 

their family members, friends and acquaintances) according to specific needs at 

specific moments. For my respondents, the specific need was to achieve a successful 

infertility treatment, and the specific moment was the point of treatment seeking they 

were in, namely the resort to biomedical infertility care. 

The final vector of social transformation that I identified in this study were the 

changes in kinship making conceptions that occurred due to failed ART treatments. 

By challenging their initial reproductive intents with treatments, failed ART cycles 

led couples to consider kinship making options – such as donor gametes or adoption – 

that were previously unacceptable to them at the beginning of their quest for a child 

(Chapter 8).  

As seen above, by fighting to overcome their impaired reproductive (or well-

being) intentions through social network-based therapeutic navigations, my 

respondents left marks on several social aspects – gender, family, kinship making – of 

the broader environment that they inhabited, namely contemporary Maputo. These 

marks either followed broader lines of social change already in motion, or represented 

new, very small lines that merged with the broader fluid social context of the city.  

 

Final thoughts and further research 

As discussed above, therapeutic navigations for infertility treatment were shaped as 

much by reproductive and well-being intentions as they were by social networking. 

By looking at the hampered project of family making, I understood how unexpected 

biological events in women’s or couples’ lives involved socialities. Coping with and 

seeking treatment for an affliction included – in a way close to local traditional 

disease aetiologies – several forms of social networking that not only played a role in 

treatment seeking but also in the experience of biomedical infertility treatment. 

Adding to economic or social class-based inequalities in access to treatment, social 

capital and networking were transversal to all of my respondents’ therapeutic 

navigations.  
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Throughout their reproductive quests, my respondents showed agency and 

intent as well as flexibility in their perceptions of family relations, gender relations 

and kinship making. In this sense, their navigations contributed to the broader 

transformation of aspects of Mozambican urban society at large. This thesis provides 

new insight into therapeutic itineraries – through the idea of therapeutic navigation – 

and into how, despite prevalent reproduced inequalities, these itineraries were 

impregnated with agency and social change. While approaching different social 

classes – lower class, middle class and cosmopolitan women – and groups, this study 

provided a transversal account of the phenomenon of therapeutic navigations for 

infertility treatment in a sub-Saharan African setting. In this way, aside from 

accounting for continuities and changes related to social aspects of infertility and 

infertility treatment, this study also revealed new findings about national and 

transnational therapeutic itineraries in sub-Saharan Africa in general, and 

Mozambique in particular, namely emerging social dynamics related to local 

globalizations and medical travel in sub-Saharan Africa, in the form of biosocialities 

and transnational therapy management groups.  

Focusing on change and continuity and on the contemporary urban 

phenomenon of infertility treatment seeking, I hope that the results and arguments that 

I have developed in this thesis may represent another brick in the wall of knowledge 

production about infertility, agency and therapeutic navigations in sub-Saharan 

Africa. I further hope that the aspects of continuity and change that I explored through 

the lens of hampered reproductive intent may open the way for further studies about 

reproduction and infertility, agency and therapeutic navigations, in and beyond 

medical anthropology. 

Taking into account the vastness and multiplicity of the dynamics in urban 

milieus, this study covered only a fraction of the large subject of reproduction, 

infertility and infertility treatment seeking. Many questions remain open and I am sure 

that different answers to the questions that this study raised will also emerge. 

Continuing to analyse reproductive intent, infertility and biomedical treatment 

provision and access dynamics in southern Africa will surely prove a fruitful 

endeavour. To better understand the phenomena at stake in this study, further 

ethnographic work on infertility treatment seeking is required; specifically, an 

extended study investigating the temporality and pace of hampered reproduction and 

its treatment, which accompanies infertile couples throughout their trajectories, and 
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examines their narratives as well as their transforming motivations, choices and 

treatment experiences from a longitudinal perspective.  

A thorough insight into the therapeutic dynamics of infertility treatment in 

Mozambique, including traditional and biomedical healing, already exists (Mariano 

2014), and this testifies to the importance of cooperation between traditional medicine 

and biomedicine, among other subjects. The extent to which this would be possible is 

not something that I could accurately predict, but to attempt it would certainly 

improve the lives of patients and very likely those of health providers too. It seems 

similarly relevant to explore the broader transnational institutional levels at work in 

public and private health care provision at large, and sexual and reproductive health 

care provision in particular. My experience on the ground revealed that a better 

understanding of and between local health care systems and providers could improve 

Mozambican patients’ currently unequal treatment access and experiences, both in 

infertility treatment and when using other biomedical services. Finally, to explore 

aspects of agency and change in and beyond Africa, and contemporary urban medical 

ethnography, will provide meaningful insights into particularities of local everyday 

life navigations and their interconnectedness with the fluid global context we inhabit.  

 

 




